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Despite advanced definitions and continued research on counselor burnout, attempts to investigate an
expanded structure of counselor burnout remain limited. Using a serial mediation, the current study
conducted a path analysis of a hypothesized process model using the five dimensions of the Counselor
Burnout Inventory. Our research findings support the hypothesized sequential process model of counselor
burnout, confirming full mediating effects of Deterioration in Personal Life, Exhaustion, and Incompetence
in a serial order on the relationship between Negative Work Environment and Devaluing Client. Suggestions
for future research and practical implications for counselors, supervisors, and directors are discussed.

Keywords: counselor burnout, serial mediation, path analysis, process model, Counselor Burnout Inventory

Burnout has received significant attention in counseling research because of the unique nature of
counseling work (Bardhoshi et al., 2019; Bardhoshi & Um, 2021; Fye et al., 2020; J. J. Kim et al., 2018;
Maslach & Leiter, 2016). Early studies on burnout focused on defining burnout as a phenomenon.
Freudenberger (1975), recognized as one of the pioneers in examining the burnout phenomenon,
emphasized a loss of motivation and emotional exhaustion, defining it as “failing, wearing out, or
becoming exhausted through excessive demands on energy, strength, or resources” (p. 73). Osborn
(2004) placed an emphasis on physical and psychological reactions to job stress, describing burnout as
“the process of physical and emotional depletion resulting from conditions at work or, more concisely,
prolonged job stress” (p. 319). Maslach and colleagues have attempted to find a broader definition of
burnout in their studies (Maslach & Jackson, 1981a, 1981b; Maslach et al., 1997, 2001; Maslach & Leiter,
2016) by conceptualizing three core dimensions of burnout—emotional exhaustion, a sense of reduced
personal accomplishment, and depersonalization—as a syndrome of individuals exposed to long-term
emotional and interpersonal stressors related to their job.

Many researchers have investigated burnout phenomenon, particularly among counselors, over
several decades (Emerson & Markos, 1996; Evans & Villavisanis, 1997; W. C. McCarthy & Frieze, 1999;
Malach-Pines & Yafe-Yanai, 2001). These studies have manifested additional focus on counselors’ actual
performance in working with clients by describing counselor burnout as a state in which counselors
experience considerable difficulties in performing proper functions and providing effective counseling.
Kesler (1990) emphasized counselors” internal psychological process in her definition of counselor
burnout, defining it as a decreased sense of personal accomplishment in which an individual blames
themself for their emotional and physical exhaustion, career fatigues, cynical attitudes toward clients,
withdrawal from clients, and chronic depression and/or increased anxiety.

Further efforts have been made to better understand counselor burnout by examining the
relationships of the three core dimensions—emotional exhaustion, depersonalization, and reduced
personal accomplishment. There is a common argument across burnout studies that emotional
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exhaustion is the central quality of burnout and the most obvious manifestation of the syndrome
(Golembiewski & Munzenrider, 1988; R. T. Lee & Ashforth, 1996; Leiter & Maslach, 1988, 1999;
Maslach, 1993, 1998). Researchers have articulated the relationships by positing that emotional
exhaustion may first trigger depersonalization and depersonalization can then cause decreased
personal accomplishment (Golembiewski & Munzenrider, 1988; R. T. Lee & Ashforth, 1996; Leiter &
Maslach, 1988). Slightly different findings have suggested that exhaustion may simultaneously lead to
depersonalization and reduced personal accomplishment (R. T. Lee & Ashforth, 1993; Maslach, 1993).
Some research has provided distinctive relationships among the three dimensions, indicating that
emotional exhaustion may result from increased depersonalization (Golembiewski et al., 1986; Taris et
al., 2005) and decreased personal accomplishment (Golembiewski et al., 1986).

In response to the need to establish a broader definition of counselor burnout, S. M. Lee and
colleagues (2007) expanded the three-dimension model, previously introduced by Maslach and
colleagues (1997), to consider organizational and personal sources of burnout. They added two
dimensions—negative work environment and deterioration in personal life—to the three core dimensions
of burnout, which advanced the model to a five-dimensional burnout model (S. M. Lee et al., 2007).
Using the five dimensions, S. M. Lee and colleagues introduced the Counselor Burnout Inventory
(CBI). The CBl is the first scale aimed at measuring professional counselors’ burnout symptoms,
integrating the expanded theoretical constructs of burnout with the five dimensions representative of
the counseling profession (i.e., Exhaustion, Incompetence, Negative Work Environment, Devaluing
Client, and Deterioration in Personal Life). Several studies that have explored the psychometric
characteristics of the CBI with diverse counselor populations working in a wide range of settings
have demonstrated the solid validity and reliability of the CBI (Bardhoshi et al., 2019; J. Lee et al.,
2010; S. M. Lee et al., 2007). For example, Bardhoshi et al. (2019) conducted a meta-analysis of 12
studies that utilized the CBI to examine its psychometric characteristics. Their psychometric synthesis
reported robust internal consistency, external validity, and structural validity of the five dimensions
of burnout across diverse groups of professional counselors, supporting the CBI’s suitability as a tool
for understanding the multidimensional burnout phenomenon.

The Current Study

Despite such advanced definitions and continued research on counselor burnout, attempts to
understand the expanded structure of counselor burnout using all five dimensions remain limited. The
CBI has demonstrated its fitness in burnout research using the five dimensions, especially to explore the
relationships among the dimensions and to understand the sequential process of them. Understanding
this underlying sequential process will allow counseling professionals to detect burnout-related
symptoms earlier and develop prevention and intervention plans accordingly (Gil-Monte et al., 1998;
R. T. Lee & Ashforth, 1993; Noh et al., 2013).

Therefore, the current study aimed to evaluate a hypothesized sequential process model of the
five dimensions of counselor burnout syndrome using the CBI, which consists of (a) Negative Work
Environment, (b) Deterioration in Personal Life, (c) Exhaustion, (d) Incompetence, and (e) Devaluing
Client. Our overarching goal was to enrich the literature by providing a foundation on which to develop
an integrative theoretical process model of counselor burnout. The following research questions guided
the current study:

1) What are the relationships among the five dimensions of counselor burnout
measured by the CBI?
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2) Is the relation between Negative Work Environment and Devaluing Client
mediated by Deterioration in Personal Life, Exhaustion, and Incompetence in a
serial order?

Conceptual Framework

The current study presents a hypothesized sequential process of counselor burnout using the five
dimensions of burnout measured by the CBI. Below we provide the rationale for our proposed serial
order of counselor burnout, which is: 1) Negative Work Environment, 2) Deterioration in Personal Life,
3) Exhaustion, 4) Incompetence, and 5) Devaluing Client.

The first dimension, Negative Work Environment, reflects counselors’ attitudes and feelings toward
their work environments beyond personal and interpersonal issues (S. M. Lee et al., 2007). Previous
studies identified organizational factors as an early indicator of burnout among counselors, such as
excessive work demands, role ambiguity and conflict, lack of recognition, limited supervisor and
colleague support, poor relationships at work, and unfair decision-making (Demerouti et al., 2001;

N. Kim & Lambie, 2018; Leiter & Maslach, 1988; Maslach & Leiter, 2008; C. McCarthy et al., 2010; Walsh
& Walsh, 2002). These factors were found to be correlated with feelings of burnout and were identified
as predictive factors for counselor burnout (N. Kim & Lambie, 2018).

The second dimension of the CBI, Deterioration in Personal Life, recognized as another early
indicator of burnout, significantly predicts a wide range of burnout syndromes. This dimension refers
to the counselors’ failure to maintain well-being in their personal lives by spending insufficient time
with family and friends and having poor boundaries between work and personal life. Deterioration in
Personal Life was positively associated with the Exhaustion subscale of the Maslach Burnout Inventory
(MBI), accounting for the high number of counselors’ levels of burnout (S. M. Lee et al., 2007). In
terms of the sequential order between the two major indicators of counselor burnout, we posited that
a negative work environment precedes deterioration in personal life. A negative work environment,
with characteristics such as excessive workload, role ambiguity and conflict, and a lack of supervisor
and colleague support, may restrict counselors’ personal lives by reducing personal time for their own
wellness. When personal time conflicts with an unfavorable work environment and demand, counselors
may not easily find a balance between work and life, thus experiencing reduced quality of life and
emotional and physical exhaustion as consequences.

Exhaustion, the third dimension of burnout, represents counselors” physical and emotional
depletions that result from excessive workloads and conflictive relationships at work. Exhaustion is
the central quality of burnout (Maslach & Leiter, 2008), accompanied by feelings of being drained and
emotionally overextended (Maslach, 1998). As many researchers have argued that exhaustion precedes
other dimensions of burnout (Leiter & Maslach, 1999; Maslach et al., 1997, 2001; Maslach & Leiter, 2016),
the core idea penetrating throughout their arguments is that emotional exhaustion occurs first, followed
by reduced personal accomplishment and depersonalization.

Therefore, we proposed that the fourth and fifth dimensions —Incompetence and Devaluing Client,
respectively —may be consequences that stem from counselors” emotional and physical exhaustion. In
the CBI, Incompetence refers to a counselor’s internal feeling of incompetence while evaluating their
effectiveness as a professional counselor, and it represents their belief that they are an incompetent
counselor or that they are failing to make a positive change in their clients. Previous studies have
provided evidence that emotional exhaustion increases professional incompetence or inefficacy (R. T.
Lee & Ashforth, 1993; Park & Lee, 2013; van Dierendonck et al., 2001). R. T. Lee and Ashforth (1993)
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insisted that emotional exhaustion increases the possibility of reducing one’s personal accomplishment
while also directly causing depersonalization. The last dimension, Devaluing Client, is a counselor’s
attitude and perception of their relationship with clients. It describes counselors’ callous attitudes toward
clients, such as little empathy for, or no concern about, the welfare of their clients. S. M. Lee et al. (2007)
reported that the Devaluing Client dimension was positively correlated with the Depersonalization
subscale of the MBI, defined as “a negative, cynical, or excessively detached response to other people”
(Maslach, 1998, p. 69).

Regarding the sequence between Exhaustion and the two dimensions of consequence, we
postulated that Devaluing Client is the final stage of the burnout developmental model, suggesting
that exhaustion triggers feelings of incompetence first, which in turn results in counselors’ actual
behavior of devaluing clients. Emotional and physical exhaustion is a major direct threat to counselors’
competencies in providing quality services to their clients (R. T. Lee & Ashforth, 1993; Park & Lee, 2013;
van Dierendonck et al., 2001), while devaluing clients —treating clients as objects —can be viewed as an
emotional coping strategy to deal with the frustration derived from emotional depletion (Gil-Monte
et al., 1998). Emotional exhaustion may therefore increase counselors’ feelings of incompetence and
then exacerbate their detachment from clients to the point where they become callous toward and no
longer interested in their clients (R. T. Lee & Ashforth, 1993; Leiter & Maslach, 1988; Taris et al., 2005).
Thus, we posited that devaluing clients is the final crucial manifestation of the phenomenon among
counselors who have experienced prolonged burnout, leading many of them to consider leaving the
counseling profession.

In summary, we proposed an integrative process model of counselor burnout that comprises the
following stages in sequence: 1) Negative Work Environment, 2) Deterioration in Personal Life,
3) Exhaustion, 4) Incompetence, and 5) Devaluing Client. That is, professional counselors who work
in a negative work environment for an extended period may start to experience a deterioration in
their personal lives, which could lead counselors to emotional and physical exhaustion. Counselors
exposed to prolonged exhaustion may also feel a lack of competence in counseling, which may make
them prone to becoming callous toward their clients. Figure 1 depicts this serial process model of
counselor burnout.

Figure 1

Saturated Model of Counselor Burnout Process

DP ¥ > IC

NwW » DC

Note. NW = Negative Work Environment, DP = Deterioration in Personal Life, EX = Exhaustion,
IC = Incompetence, DC = Devaluing Client.
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Methods

Procedure

Upon IRB approvals from two different institutions, mass email invitations were sent to professional
counselors affiliated with professional counseling associations (i.e., the American Counseling
Association [ACA] and the American School Counselor Association [ASCA]). The email invitations
contained a description of the study, proof of IRB approval, informed consent, and a link to a self-
reported survey. Prior to responding to the web-based survey, participants were asked to review
their consent information. Those who agreed to take part in the survey were asked to respond to a
demographic questionnaire, followed by the CBI (S. M. Lee et al., 2007). All measures and forms were
coded with the participants’ identification numbers to protect their privacy. Email addresses submitted
by those who wanted to be entered into a drawing for compensation were stored in a separate database
from the survey responses. Of the 428 participants who completed the online survey, we eliminated 69
who ceased their participation or did not fully complete the survey. As a result, 359 were included in
the final data analysis.

Participants

A total of 359 professional counselors who were currently practicing and affiliated with one or
more professional counseling-related association(s) participated in the current study. In terms of
demographics, 281 participants self-identified as female (78.3%) and 76 as male (21.2%), in addition
to two participants who did not want to respond (0.5%). With regard to racial/ethnic identity, the
majority of the participants self-identified as White (1 =270, 75.2%). Thirty-three participants identified
themselves as African American (9.2%), 20 as Asian/Asian American/Pacific Islander (5.6%), 19 as
Hispanic (5.3%), and two as Native American (0.6%). The participants were employed in K-12 school
(n =123, 34.3%), outpatient (n =76, 21.2%), private practice (n = 66, 18.4%), counselor education (n =37,
10.3%), university counseling (1 =22, 6.1%), medical/psychiatric hospital (1 =11, 3.1%), or other (n =24,
6.7%) settings. Years of experience ranged from 1 to 47 years, with a mean of 11.4 and standard deviation
of 9.6. The participants displayed diverse specialties, including school counseling (42.9%), mental health
counseling (42.9%), marriage and family therapy (4.6%), rehabilitation counseling (3.7%), and other
disciplines (5.8%).

Measures
Counselor Burnout Inventory (CBI)

The CBI (S. M. Lee et al., 2007), a 20-item self-report inventory used to assess professional
counselors’ burnout, consists of five dimensions: Exhaustion (e.g., “I feel exhausted due to my work
as a counselor”), Incompetence (e.g., “I am not confident in my counseling skills”), Negative Work
Environment (e.g., “I feel frustrated with the system in my workplace”), Devaluing Client (e.g., “I
am not interested in my clients and their problems”), and Deterioration in Personal Life (e.g., “My
relationships with family members have been negatively impacted by my work as a counselor”).
These five dimensions reflect the characteristics of feelings and behaviors that indicate various levels
of burnout among counselors. The CBI asks participants to rate the relevance of the statements on a
5-point Likert scale, ranging from 1 (never true) to 5 (always true). S. M. Lee et al. (2007) reported that
Cronbach’s alpha coefficients of internal consistency reliability were .80 for the Exhaustion subscale,
.83 for the Negative Work Environment subscale, .83 for the Devaluing Client subscale, .81 for the
Incompetence subscale, and .84 for the Deterioration in Personal Life subscale. The current study
obtained Cronbach’s alpha coefficients of .89 for Exhaustion, .87 for Negative Work Environment, .77
for Devaluing Client, .78 for Incompetence, and .84 for Deterioration in Personal Life.
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Data Analysis

We first explored descriptive statistics of demographic variables to understand the sample
characteristics, including gender, race, age, employment status, work setting, specialty, and years of
experience. Missing values were imputed using predictive mean matching, which estimates missing
values by matching to the observed values in the sample (Rubin, 1986).

To examine relationships among the five dimensions, we conducted a correlation analysis.
After identifying the correlation matrix, which confirmed significant relationships among the five
dimensions, we tested the hypothesized process model with a serial mediation using a path analysis.
The ratio of response-to-parameter was 18:1 for the data, which satisfies the minimum amount of data
for conducting a path analysis (Kline, 2015). Because the variables did not follow normality according
to the Shapiro-Wilk test, skewness and kurtosis, and plots, we used weighted least squares. We started
with a saturated model in which all possible direct paths were identified (Figure 1). Using the trimming
method introduced by Meyers and colleagues (2013), we successively removed the least statistically
significant path from the previous model until we found a model with all significant paths. To assess
the model goodness of fit, model fit indices, including root mean square error residual (RMSEA),
standardized root mean square residual (SRMR), comparative fit index (CFI), and Tucker-Lewis index
(TLI) were evaluated. The RMSEA and SRMR values < .06 indicate excellent fit, and CFI and TLI values
> .95 indicate excellent fit. All analyses were conducted using R Statistical Software (R Core Team, 2022).

Results

Pairwise Correlation Analysis

Table 1 depicts the results of the pairwise correlation analysis. Significant positive correlations were
found among the five dimensions of burnout. The relationship between Deterioration in Personal Life
and Exhaustion was the largest, while that between Deterioration in Personal Life and Devaluing Client
was the smallest. Also notable was that Devaluing Client, which is the dependent variable in the serial
mediation model, displayed weak relationships with Negative Work Environment, Deterioration in
Personal Life, and Exhaustion, but a moderate relationship with Incompetence.

Table 1

Descriptive Statistics and Correlation Matrix

Variable n M SD 1 2 3 4 5

1. Negative Work Environment 359 991 375 —
2. Deterioration in Personal Life 359 946 3,52 35** —

3. Exhaustion 359 11.84 354 .43%  .58**

4. Incompetence 359 8.67 256 .23** 35** .33 —
5. Devaluing Client 359 552 194 23%  22%  27% 40%
**p <.01
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Path Analysis

The first model was identified drawing all possible direct paths among the variables (Table 2). Model
fit indices were not calculated, as this is a saturated model. This model indicated that four of the 10
direct paths were not statistically significant, with p values ranging from .065 to .145.

Table 2

Results of a Path Analysis: Saturated Model

Endogenous Variables Exploratory Variables Estimate St&g;i?;iiéed p SMC
Deterioration in Personal Life ~ Negative Work Environment 0.321 0.049 .000 0.117
Exhaustion Negative Work Environment 0.248 0.043 .000 0.386
Deterioration in Personal Life 0.483 0.046 .000
Incompetence Negative Work Environment 0.056 0.038 145 0.146
Deterioration in Personal Life 0.153 0.044 .000
Exhaustion 0.125 0.045 .006
Devaluing Client Negative Work Environment 0.050 0.029 .082 0.188
Deterioration in Personal Life = —0.003 0.035 930
Exhaustion 0.069 0.037 065
Incompetence 0.254 0.037 .000

Note. SMC = squared multiple correlation.

Among them, the path connecting Deterioration in Personal Life to Devaluing Client (p = .930) was
the least significant. According to the trimming process, this path was removed to identify modified
Model 1. The modified Model 1 was found to include two nonsignificant paths, connecting Negative
Work Environment to Incompetence (p = .145) and Negative Work Environment to Devaluing Clients
(p = .082). The path connecting Negative Work Environment to Incompetence was less significant, and it
was removed from the modified Model 1 to fit modified Model 2. The modified Model 2 identified only
one path that was not significant (p = .050), which connected Negative Work Environment to Devaluing
Client. This path was eliminated to identify modified Model 3. The modified Model 3 finally rendered
significant direct paths only with excellent model fit indices, and it was retained as the final model
(Table 3). Model fit indices of all the models are described in Table 4.
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Table 3

Results of a Path Analysis: Retained Model

Endogenous . . Standardized
Variables Exploratory Variables Estimate Estimate p SMC

Deterioration in

Personal Life Negative Work Environment ~ 0.311 0.049 0.000 0.110

Exhaustion Negative Work Environment  0.255 0.042 0.000 0.398
Deterioration in Personal Life ~ 0.491 0.046 0.000

Incompetence Deterioration in Personal Life ~ 0.176 0.043 0.000 0.146
Exhaustion 0.136 0.044 0.002

Devaluing Client Exhaustion 0.082 0.031 0.008 0.193
Incompetence 0.273 0.033 0.000

Note. SMC = squared multiple correlation.

In the retained model (Figure 2), the indirect effect involving all three mediators, Deterioration in
Personal Life, Exhaustion, and Incompetence, were found to be significant in a serial chain. The total
effect of Negative Work Environment on Devaluing Clients was significant (standardized estimate
=.269, p =.000), but the direct effect of Negative Work Environment on Devaluing Clients was not
significant (standardized estimate = .062, p = .402). The ratio of the total indirect effect to the total direct
effect was .273, and the proportion of the total effect mediated was .125. Among the indirect effects
involving one or two of the three mediators, only the paths through Deterioration in Personal Life and
Incompetence and the path through Exhaustion and Incompetence were found to be significant (p <.05).

Figure 2

Retained Model of Counselor Burnout Process

DP " > IC

NwW DC

Note. NW = Negative Work Environment, DP = Deterioration in Personal Life, EX = Exhaustion,
IC = Incompetence, DC = Devaluing Client.
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Table 4
Goodness of Fit Indices
Model X2 af GFI AGFI RMSEA SRMR CFI TLI
Saturated model 0.000 0.000 1.000 1.000  0.000 0.000  1.000 1.000
Modified model 1 0.008 1.000 1.000 1.000  0.000 0.001 1.000 1.071
Modified model 2 2.168 2.000 0.997 0981  0.015 0.019  0.999 0.994

Modified model 3 (retained) 6.104 3.000 0.993 0964  0.054 0.033  0.978 0.926

Note. AGFI = adjusted goodness of fit index; CFI = comparative normed fit index; df = degree of freedom; GFI = goodness
of fit index; RMSEA = root mean squared error of approximation; SRMR = standardized root mean square residual;
TLI = Tucker-Lewis index.

Discussion

This study examined a process model of counselor burnout in the work context by analyzing our
proposed serial mediation model. The findings support the hypothesized sequential process model of
counselor burnout by confirming the full mediating effects of Deterioration in Personal Life, Exhaustion,
and Incompetence in a serial order on the relationship between Negative Work Environment and
Devaluing Client.

The final model describes the mechanism of counselor burnout, pertaining to how it starts and
proceeds to the point where clients are affected. In the proposed model, Negative Work Environment,
an external factor that counselors are usually not able to control, may affect counselors’ experiences
not only at work but also in their personal lives. This is consistent with previous findings in which
counselors exposed to unfavorable work environments for an extended period tended to have poor
boundaries between work and life and thus failed to maintain well-being in their personal lives (Leiter
& Durup, 1996; Puig et al., 2012). Limited ability to find a balance between work and personal life
because of negative work-related factors such as an excessive workload may affect the overall quality of
life, resulting in emotional and physical depletion among counselors. Accordingly, in the final model,
Exhaustion was predicted by Negative Work Environment through Deterioration in Personal Life.
Exhaustion then predicted counselors’ feelings of incompetence as hypothesized. Being emotionally
and physically exhausted, counselors may experience a reduced sense of self-competence and self-
view as professional counselors, which may also influence their actual performance. The final model
depicted that the feelings of incompetence predicted Devaluing Client, indicating counselors were
unable to emotionally connect with their clients and thus lost interest in their clients” welfare. Our
findings supported previous studies (Maslach & Leiter, 2016, Maslach et al., 2001; Park & Lee, 2013;
Taris et al., 2005; van Dierendonck et al., 2001) that found causal relationships between exhaustion and
reduced accomplishment, as well as between exhaustion and depersonalization. For example, several
researchers have argued that exhaustion may decrease professionals’ self-efficacy in providing quality
services to their clients and that it may also increase depersonalization, in which they feel indifferent



/ The Professional Counselor | Volume 13, Issue 3

toward their work and the people with whom they work (R. T. Lee & Ashforth, 1993; Maslach & Leiter,
2016; Maslach et al., 2001; Park & Lee, 2013; Taris et al., 2005; van Dierendonck et al., 2001).

Lastly, our serial process model confirmed Devaluing Client to be the final stage of counselor
burnout, predicted by Negative Work Environment through Deterioration in Personal Life, Exhaustion,
and Incompetence. According to Maslach (1998), devaluing clients (i.e., a cynical attitude and feelings
toward work and clients) begins with the action of distancing oneself emotionally and cognitively from
one’s work, which can be a way to cope with emotional exhaustion. In fact, emotional detachment
from work can be viewed as somewhat functional and even a necessary action to take to maintain
effectiveness as a professional (Gil-Monte et al., 1998; Golembiewski et al., 1986). Maintaining proper
emotional distance from clients and creating a clear boundary from work may act as an effective coping
strategy for dealing with emotional and physical exhaustion. However, emotional detachment from
work, despite its virtue as a potential coping strategy and an ethical practice (Gil-Monte et al., 1998),
can be aggravated by emotional exhaustion through the perceived lack of competence as professional
counselors. Such a detached attitude may lead counselors to become callous toward clients and to
contemplate leaving the counseling profession (Cook et al., 2021). As the process model indicates, a
negative work environment could significantly affect counselors’ social, emotional, cognitive, and
behavioral aspects in order, which may harm their clients and the profession.

In addition to the mechanism of counselor burnout involving all dimensions with three mediators,
the final model also identified effects involving a part of the five dimensions (Figure 2). Among
those, a significant finding relates to the one without Exhaustion. According to the model, without
Exhaustion, Negative Work Environment may still lead counselors to devalue clients through the
deterioration in their personal lives and the feeling of incompetence. This finding is significant
given that a variety of burnout theories and research have posited exhaustion as a key concept of
burnout, insisting that emotional and physical depletion of counselors would lead up to feelings
of incompetence and devaluing clients (Leiter & Maslach, 1999; Maslach & Leiter, 2016; Maslach et
al., 2001; Park & Lee, 2013). Distinguishably, our findings suggest that, even when counselors do
not necessarily experience emotional and physical exhaustion or are not aware of such experiences,
counselors who work in unfavorable work environments that negatively impact their personal lives
for a long period (Puig et al., 2012) may feel unable to maintain their effectiveness as professionals
(Bandura & National Institute of Mental Health, 1986; Hattie et al., 2004) and thus become callous
toward their work and clients (Maslach & Leiter, 2016).

Implications

To the best of our knowledge, the present study is the first attempt to acquire an in-depth
understanding of a process model of counselor burnout using the five dimensions of burnout. The
present study introduced a model that depicts the sequential process among the five dimensions of
counselor burnout, indicating how counselor burnout may develop from their experiences at work as
counselors to the point where they may harm their clients. Our research findings suggest important
practical implications for counselors, clinical supervisors, and counseling center directors.

Implications for Counselors

The findings first enrich counselors” understanding of their experiences of burnout and allow them
to reflect on how they can relate themselves to each stage of the model. Counselors may use this model
to examine their environments and experiences and to engage in self-reflection, assessing whether they
have any signs of burnout. A single experience that may not have always necessarily been considered
an indication of being in a developmental phase of counselor burnout, such as a limited number of
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coworkers who can provide case consultation (i.e., negative work environment) or reduced quality
time with family and friends because of limited free time (i.e., deterioration in personal life), can now
be perceived as early signs of counselor burnout that require intervention. This means that they may
still be in the early phases and have the potential to bounce back if they seek help and receive early
intervention. Given the gravity of more severe symptoms of burnout (i.e., incompetence and devaluing
clients), counselors may utilize this model to detect the early signs of counselor burnout and develop
strategies, such as self-care or help-seeking plans, so they can avoid progressing to the later phases of
counselor burnout. Failing to take immediate action and receive appropriate help can lead to a serious
problem, resulting in not only violating ethical obligations given to all counselors but also potentially
harming clients. Specifically, counselors exhibiting the symptom of devaluing clients but failing to
take any action may violate the two core values of the counseling profession: “nonmaleficence” and
“beneficence” (ACA, 2014). The ACA Code of Ethics (ACA, 2014) states that professional counselors
should avoid causing harm to their clients and work for the good of the clients by promoting their
mental health and well-being. By devaluing clients as a result of experiencing burnout, counselors
would essentially devastate the therapeutic relationship with their clients (Garner, 2006), impair their
own ability to promote clients” well-being (i.e., violation of beneficence), and ultimately cause serious
harm to the clients (i.e., violation of nonmaleficence).

Implications for Clinical Supervisors

As counselors take primary responsibility for detecting the symptoms of burnout to maintain
their optimal effectiveness, supervisors should continue to support them by guaranteeing adequate
supervision and continuing education that provides an opportunity to discuss burnout experiences.
Supervisors may set aside time during the supervision sessions for genuine discussions to help
counselors better address their burnout and encourage them to regularly adopt the sequential model
of the current study to assess their experience pertaining to the five dimensions. Continuing education
may focus on the early warning signs of burnout, which in the current study were negative work
environment and deterioration in personal life, so that supervisees can take immediate action when
detecting the signs of burnout. Encouraging counselors to monitor their sudden changes and stressors
at work and in their personal life and maintain a balance between them could help them seek support
from supervisors and professional counseling. Relatedly, when counselors show the cognitive and
behavioral patterns of devaluing clients, which is the last element in the sequential process of counselor
burnout, supervisors should take immediate actions to protect both clients and counselors (ACA, 2014;
Dang & Sangganjanavanich, 2015) because it may signal more serious levels of burnout. Therefore,
supervisors need to maintain an open and inviting atmosphere to not only allow conversations
when supervisees feel less empathetic toward their clients or disinterested in their clients’ lives, but
also initiate further discussions for creating intervention strategies that are effective at mitigating
impairment caused by burnout (Merriman, 2015). Supervisors should be mindful that some counselors
may be reluctant to discuss their burnout symptoms with their supervisors because of fear of a negative
evaluation. Having a conversation regarding their burnout in a more confidential relationship, such
as counseling, would be more effective and safer for the counselors to evaluate their impairment
accurately and take actions as necessary.

Implications for Counseling Center Directors

According to our findings, without necessarily going through the stage of emotional and physical
exhaustion, negative work environment can have tremendous negative impacts on counselors’ overall
competencies. This finding stresses the role of directors of counseling centers to create a positive work
environment for counselors. First, the directors may periodically examine counselors” perceptions of
their work environment to determine whether they feel frustrated with the working system or perceive
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any unfair treatment (e.g., excessive workload, limited resources, unfair decision-making). For instance,
they could hold a monthly meeting to listen to counselors’ difficulties and discuss improvement
opportunities in the system. Paying attention to counselors’ difficulties and feedback can be critical

to not only making system improvements but also building healthy relationships among members of
the environment. The directors may take a careful look at their counselors’ caseloads and maintain a
reasonable counselor-to-client ratio to prevent burnout and create a working environment that allows
for the best services for their clients.

Second, counseling center directors can prevent or reduce counselors” burnout by providing
professional development opportunities. Counselors have experienced rapid changes in terms of
counseling modalities and strategies and may feel inadequately prepared to meet the unique needs of
their clients, which can result in counselor burnout. Therefore, it is beneficial for counselors to engage
in professional development activities, such as workshops, continuing education, and conferences,
to expand their knowledge and skills. These types of opportunities can reduce counselors’ feelings
of incompetence and prevent them from progressing to the last phase (devaluing clients), even if the
counselors are in the later phases of burnout.

Limitations and Future Directions

The current study provides an in-depth understanding of the expanded developmental model of
counselor burnout and suggests significant implications for the counseling profession. Nevertheless,
there are some limitations in the current study. First, although our research participants represented
the overall characteristics of the counseling population fairly, future research should contain counselors
from diverse backgrounds with regard to demographics, work settings, or specialties. Increased
diversity could help us understand the unique burnout phenomenon among counselor populations
working in various settings and with diverse clients.

Second, this study examined the sequential model of counselor burnout within the structure of the
five subfactors of the CBI (S. M. Lee et al., 2007), including Negative Work Environment, Deterioration
in Personal Life, Exhaustion, Incompetence, and Devaluing Client. Further investigation should involve
external variables to explore what may contribute to the development of counselor burnout and how it
may affect the counseling process and outcomes.

Lastly, a longitudinal study is necessary to capture the extended understanding of the sequential
development model of counselor burnout, given that time may be a critical factor that influences burnout
among professionals. By conducting a longitudinal study, counseling professionals will be able to detect
the advancement of burnout and take immediate action to initiate prevention and intervention plans.

Conclusion

Professional counselors who work in a negative work environment for an extended period may
start to experience a deterioration in their personal lives, which could lead counselors to emotional and
physical exhaustion. Counselors exposed to prolonged exhaustion may also feel a lack of competence
in counseling, which may make them prone to becoming callous toward their clients. To the best of our
knowledge, the present study is the first attempt to acquire an expanded understanding of a process
model of counselor burnout using the five dimensions of burnout. The research findings validated the
aforementioned hypothesized process model of counselor burnout, suggesting how counselor burnout
may develop from their experiences at work to the point where they may harm their clients. Counselors
may utilize this model to detect the early signs of counselor burnout and to develop strategies, such
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as self-care or help-seeking plans, so they can avoid progressing to the later phases of counselor
burnout. Failing to take immediate action and receive appropriate help can lead to a serious problem,
resulting in not only violating ethical obligations given to all counselors but also potentially harming
clients. Supervisors and counseling center directors may set aside time for genuine discussions to help
counselors better address their burnout and encourage them to regularly adopt the sequential model of
the current study to assess their experience pertaining to the five dimensions.
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In the wake of COVID-19, health care providers experienced an immense expansion of telehealth usage across
fields. Despite the growth of telemental health offerings, issues of licensing portability continue to create
barriers to broader access to mental health care. To address portability issues, the Counseling Compact creates
an opportunity for counselors to have privileges to practice in states that have passed compact legislation.
Considerations of ethical and legal aspects of counseling in multiple states are critical as counselors begin

to apply for privileges to practice through the Counseling Compact. This article explores ethical and legal
regulations relevant to telemental health practice in multiple states under the proposed compact system.

An illustrative case example and flowcharts offer guidance for counselors planning to apply for Counseling
Compact privileges and provide telemental health across multiple states.

Keywords: telehealth, legislation, Counseling Compact, portability, telemental health

Maximizing the use of technology-assisted counseling techniques, telemental health (TMH) is a
modality of service delivery that takes the best practices of traditional counseling and adapts practice
for delivery via electronic means (National Institute of Mental Health, 2021). There are many terms
to describe TMH, which include: distance counseling, technology-assisted services, e-therapy, and
tele-counseling (Hilty et al., 2017). Counselors have previously been hesitant in adopting technology-
supported counseling practice (Richards & Vigand, 2013). Since the onset of the COVID-19 pandemic,
TMH use has grown exponentially in applications across various disciplines (Appleton et al., 2021).

Between March and August 2021, out of all telehealth outpatient visits across disciplines, 39% were
primarily for a mental health or substance use diagnosis, up from 24% a year earlier, and 11% two years
earlier (Lo et al., 2022). During the same period, 55% of clients in rural areas relied on TMH to access
outpatient mental health and substance use services compared to 35% of clients in urban areas. Further,
TMH has expanded the accessibility of mental health services to underserved populations, including
people living in remote areas, and marginalized groups, including sexual minorities, ethnic and racial
minorities, and people with disabilities (Hirko et al., 2020). With broader adoption of TMH, existing
issues of licensure portability continue to represent barriers to service provision across state lines. Recent
state and national legislation that addresses telehealth parity and clarifies language in the provision of
telehealth services supports the continued expansion of TMH (Baumann et al., 2020). Thus, to address
portability issues, a partnership of professional counseling organizations engaged in a decades-long
effort to address barriers to portability, leading to the recent creation of the Counseling Compact.

With the Counseling Compact legislation having been successfully passed in far more than
the required 10 states, the Counseling Compact Commission has convened to create bylaws and
informational systems to manage opening applications for privilege to practice in early 2024 (American
Counseling Association [ACA], 2021). As counselors venture into a new era with privileges to practice
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across state lines, consideration of ethical and legal provisions of practice are critical. This article seeks
to offer guidance to counselors in how to practice ethically within the privileges of the Counseling
Compact. Exploration of ethical guidelines and legal statutes governing practice, a case example of
ethical practice, and tools for establishing an ethical process of practice are offered.

Legal and Ethical Considerations for TMH

Provision of TMH may include use of various technology-supported methods of distance counseling.
The National Board for Certified Counselors (NBCC; 2016) differentiates between face-to-face
counseling and distance professional services. Face-to-face services include synchronous interaction
between individuals or groups of individuals using visual and auditory cues from the real world.
Professional distance services utilize technology or other methods, such as telephones or computers, to
deliver services like guidance, supervision, advice, or education.

NBCC (2016) also differentiates counseling services from supervision and consultation for
counselors. Counseling represents a working partnership that enables various people, families, and
groups to achieve their goals in terms of mental health, well-being, education, and employment. This
type of professional relationship differs from supervision, in that supervision is a formal, hierarchical
arrangement involving two or more professionals. Consultation is an intentional collaboration between
two or more experts to improve the efficiency of professional services with respect to a particular
person. NBCC also offers guidance in defining various modalities for the provision of TMH related
to counseling, supervision, or consultation (see Table 1). TMH can enhance accessibility to mental
health services (Maurya et al., 2020). Barriers to care via TMH include lack of access to video-sharing
technologies (e.g., tablet, personal computer, laptop), reliable internet access, private space for using
TMH, and adaptive equipment for people with disabilities, as well as a lack of overall digital literacy
(Health Resources & Services Administration, 2022). However, with some shared resources and
community partnerships, these barriers can be addressed, and TMH can offer broad access to mental
health professionals with various expertise and specialty training to begin addressing health disparities
(Abraham et al., 2021). Another barrier is the lack of mental health professionals offering TMH services,
in part due to challenges in counselor licensing (Mascari & Webber, 2013). TMH barriers also include
challenges in counselor training as well as technical and administrative support to implement TMH
services with certain client populations (Shreck et al., 2020; Siegel et al., 2021).

Table 1

Common Modalities for Provision of Telemental Health

Modality Definition

Telephone-based Information is conveyed across synchronous distance interactions using audio techniques.

Email-based Asynchronous distance interaction in which information is transmitted via written text
messages or email.

Chat-based Synchronous distance interaction in which information is received via written messages.

Video-based Synchronous distance interaction in which information is received by video and or audio
mechanisms.

Social network Synchronous or asynchronous distance interaction in which information is exchanged via social

networking mechanisms.
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Navigating Laws and Ethics

As part of responsible practice, counselors who engage in TMH need to consider ethical considerations
and risks. The ACA Code of Ethics (2014) dedicates Section H to “Distance Counseling, Technology, and
Social Media” (p. 17). This section was added in the 2014 iteration of the ethical code in recognition of the
fact that TMH was a growing tool for the counseling profession (Dart et al., 2016). These ethical guidelines
address competency, regulations, use of distance counseling tools, and online practice. According to the
most recent counselor liability report from the Healthcare Providers Service Organization (2019), the
most common reasons for licensing board complaints within the last 5 years are issues related to sexual
misconduct, failure to maintain professional standards, and confidentiality breaches.

Mental health professionals adhere to federal and state laws regarding privacy and security of
information stored electronically (Dart et al., 2016). Such federal and state laws have been enacted to
protect the privacy and security of information, and counselors must adhere to them in order to avoid
legal ramifications (Dart et al., 2016). The ACA Code of Ethics (2014) provides guidelines for counselors
to consider when in ethical dilemmas. For example, the ACA Code of Ethics advises counselors to adhere
to the laws and regulations of the practice location of the counselor and the client’s place of residence.
When working within a counselor’s statutory legislation and regulation, the ACA Code of Ethics directs
counselors to address conflicts related to laws and ethics through ethical decision-making models.
There are several models for counselors to follow (Levitt et al., 2015; Remley & Herlihy, 2010; Sheperis
et al., 2016). Counselors, then, should be familiar with these ethical decision-making models to address
ethical dilemmas with consideration of legal statutes in their state of practice. The ACA Code of Ethics
strongly aligns with the NBCC Policy Regarding the Provision of Distance Professional Services (2016)
providing guidance for National Certified Counselors (NCCs).

Counselors need to ensure compliance with applicable state and federal law in the provision of
TMH services. For instance, the Health Insurance Portability and Accountability Act (HIPAA) is a
federal law that establishes legal rules in the security and privacy of medical records, and the electronic
storage and transmission of protected health information (Dart et al., 2016). Counselors need to select
HIPAA-compliant software and technologies to maintain the security, privacy, and confidentiality of
electronic client information. For example, regarding videoconferencing, Skype is not HIPAA-compliant
(Churcher, 2012), but VSee and several other vendors have the appropriate level of encryption to
meet HIPAA standards for compliance (Dart et al., 2016). Once HIPAA-compliant platform usage is
established, counselors need to implement and collect the following information related to clinical
documentation: 1) verbal or written consent from client or representative of client in the case of minors
or those declared legally unable to provide consent; 2) category of the office visit (e.g., audio with video
or audio/telephone only based on acceptable practice in that state); 3) date of last visit or billable visit;
4) physical location of client; 5) counselor location; 6) names and roles of participants (including any
potential third parties); and 7) length of visit (Smith et al., 2020). Finally, as part of HIPAA standards, a
vendor must offer a Business Associate Agreement (BAA), which demonstrates that the software or tool
aligns with HIPAA encryption and privacy standards in communication with clients, transmission of
data, and storage of client data (U.S. Department of Health & Human Services [HHS], 2013).

During the COVID-19 federal state of emergency, the Office for Civil Rights, tasked with enforcement
of HIPAA regulations related to telehealth, exercised discretion and declared the agency would not
impose penalties on counselors for lack of compliance in the provision of telehealth, assuming the
counselor demonstrates a good faith effort to adhere to standards (HHS, 2021). These guidelines related
to the discretion of enforcement cited the use of teleconferencing or chat tools without the adequate
level of encryption as allowable, but only during the declared state of emergency.

179



The Professional Counselor | Volume 13, Issue 3

Ethical Considerations

The scope of practice for counselors varies depending on state licensure laws. It is critical that
counselors be familiar with and act in accordance with state licensing laws. For example, if a client is
based in a specific physical location, then the counselor needs to adhere to the licensing regulations and
scope of practice in that physical location. Some states require licensure where the counselor is located as
well as where the client is located. However, there is a lack of specificity in state licensure requirements
related to the demonstration of competence with telehealth-specific practices (Williams et al., 2021).

To be able to provide mental health counseling services, mental health counselors need to consider
their scope of practice based on state licensure guidelines where the client is located. This scope of
practice is defined by the licensing standards of each state. Beyond scope of practice, counselors also
need to consider boundaries of competence. The ACA Code of Ethics (2014) is nonspecific about how
counselors demonstrate competence, only stating that they should “practice within the boundaries
of their competence, based on their education, training, supervised experience and state and national
professional credentials” (p. 8). Because of the lack of specificity in state telehealth practices, unless
state licensure guidelines explicitly prohibit or advocate for specific telehealth practices, counselors
may need to clarify interpretation of statutes or rules with licensure boards to determine specific
telehealth practices.

Inherent in a counselor’s responsibility is their ability to screen clients for the appropriateness of
telehealth services (Sheperis & Smith, 2021). Counselors are advised to determine whether clients
have characteristics that may render them inappropriate for telehealth services, and then to make
appropriate referrals (Morland et al., 2015). Some clients may not be appropriate for telehealth because
of their (a) inability to access specific technology, (b) rejection of technology during the informed
consent process, (c) severe psychosis, (d) mood dysregulation, (e) suicidal or homicidal tendencies,

(f) substance use disorder, or (g) cognitive or sensory impairment (Sheperis & Smith, 2021). Finally,
counselors are advised to utilize age- and developmentally appropriate strategies for children,
adolescents, and older adults (NBCC, 2016; Richardson et al., 2009).

Once service providers, such as counselors, have appropriately screened clients for service, then
informed consent is the next step. When counselors provide technology-assisted services, they are
tasked to make reasonable efforts to determine clients” intellectual, emotional, physical, linguistic, and
functional capabilities while also appropriately assessing the needs of the client (ACA, 2014). When
working with children, counselors need to know the age of the child or adolescent and the client’s
legal ability to provide consent (Kramer & Luxton, 2016). Age of consent laws vary between states,
so counselors need to familiarize themselves with their specific state legislation. This information is
critical for the informed consent process and determining emergency procedures in case of a crisis
(Kramer & Luxton, 2016). Counselors then need to consider and complete the informed consent process
acknowledging the practice of TMH services.

In the informed consent process, it is imperative that counselors disclose risks related to TMH
such as accessibility to technology, technology failure, and data breaches (ACA, 2014). Counselors are
required to provide information related to procedures, goals, treatment plans, risks, benefits, and costs
of services as part of the informed consent process (Jacob et al., 2011). Other considerations counselors
may want to include during the informed consent process include confidentiality and limits of TMH;
emergency plans; documentation and storage of information; technological failures; contact between
sessions, if any; and termination and referrals (Turvey et al., 2013).
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Client Crisis Plans

There are specific steps to ensure appropriate emergency management practices when working with
clients via telehealth (Sheperis & Smith, 2021). For example, at intake, these are the steps counselors could
take: 1) verify the client’s identity and contact information; 2) verify the current location of the client and
their residential address; 3) inquire about other health care providers; 4) navigate conversation regarding
contact during emergency and non-emergency situations; and 5) implement a safety plan, if needed
(Sheperis & Smith, 2021; Shore et al., 2018). Moreover, counselors need to stay up to date with local state
and federal requirements related to duty to warn and protection requirements (Kramer et al., 2015).

For clients and counselors operating in separate cities or states, it is necessary for counselors to gather
local law enforcement and emergency service contact information and maintain a plan of action if needed
(Shore et al., 2007). Counselors are also advised to plan for service interruptions if and when technical
issues arise during a crisis situation (Kramer et al., 2015). Aside from emergency management practices,
counselors who engage clients during a crisis still need to apply basic counseling techniques such as
unconditional positive regard, congruence, and empathy (Litam & Hipolito-Delgado, 2021). Once a
counselor establishes a client’s psychological safety, they can begin to work collaboratively with clients to
reestablish safety and predictability; defuse emotions; validate experiences; create specific, objective, and
measurable goals; and identify any resources and coping mechanisms (Litam & Hipolito-Delgado, 2021).

Licensure Portability

In the wake of the COVID-19 pandemic, as states of emergency were issued at the state and national
levels, licensing requirements were waived for the sake of allowing medical professionals to offer
continuity of care via telehealth (Slomski, 2020). These time-bound waivers of practice highlighted
the need for licensure portability, especially for counselors, even though in many of these states the
waivers were difficult to obtain and could be withdrawn at any point when the state of emergency was
rescinded. The widened use of telehealth during the COVID-19 pandemic amplified the growing calls
for long-term licensure portability options for counselors.

In the United States, counselors experience challenges in transferring licensure between states, as
counseling licensure standards vary from state to state (Mascari & Webber, 2013). The profession of
counseling, although a relatively new field as compared to other helping professions such as psychology
and social work, has been working toward licensure portability over the past 30 years. Since its inception
in 1986, the American Association of State Counseling Boards (AASCB) has been focused on advocacy
efforts to establish consistency in counseling licensing standards and avenues for licensing portability
across states (AASCB, 2022). To advance toward this goal, AASCB first partnered with organizations such
as ACA, the Council for the Accreditation of Counseling and Related Educational Programs (CACREP),
and NBCC. Together these groups established the professional identity of counselors through a unified
definition of counseling as a profession (Kaplan & Kraus, 2018), as well as consistent training standards
for professional counselors across the nation (Bobby, 2013).

In an effort to promote a unified counselor identity and facilitate licensure portability, the 20/20
initiative (Kaplan & Gladding, 2011) included an oversight committee comprised of stakeholders from
various organizations to develop a consensus definition of the profession, address prominent issues
facing the profession at the time, and develop principles to guide advocacy work in strengthening the
counseling profession (Kaplan & Gladding, 2011; Kaplan & Kraus, 2018). Licensure portability was
identified as one of these key issues critical for the future of the profession. This issue persisted, with
various states assigning different licensure titles, guidelines, requirements, and continuing education
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standards. Common training standards across specialty areas through CACREP, which merged with the
Council on Rehabilitation Education in 2017, promulgate widely used guidelines for counselor licensure
(CACREP, 2017). There are various licensure portability models currently used in medical fields: (a) the
nonprofit organization model, (b) the mutual recognition model, (c) the licensure language model,

(d) the federal model, and (e) the national model (Bohecker & Eissenstat, 2019). In early efforts, Bloom et
al. (1990) proposed model licensure language that could be used to establish national licensing standards,
which was an effort toward portability under the licensure language model. AASCB previously tried to
move toward a national portability system through the nonprofit organization model by establishing the
National Credential Registry, which is a central repository for counselor education, supervision, exams,
and other information relevant to state licensure (Bohecker & FEissenstat, 2019). However, recently the
effort to establish a Counseling Compact for licensure portability under the mutual recognition model
gained great momentum in the time of the COVID-19 pandemic (AASCB, 2022).

Licensing Compacts in Medicine and Allied Professions

The National Center for Interstate Compacts (NCIC) provides technical assistance in developing and
establishing interstate compact agreements. According to NCIC, interstate compact agreements are legal
agreements between governments of more than one state to address common issues or achieve common
goals. Counseling is not the first health profession to pursue a licensing compact. Interstate compacts
for medicine and allied professions have been established (Litwak & Mayer, 2021). Prior to current
efforts for the Counseling Compact, similar legislation introduced compacts for physicians (Adashi et
al., 2021), registered nurses (Evans, 2015), physical therapists (Adrian, 2017), psychologists (Goodstein,
2012), speech pathologists (Morgan et al., 2022), and emergency medical personnel (Manz, 2015). Other
efforts to pass licensing compacts are underway for social workers (Apgar, 2022) and nurse practitioners
(Evans, 2015). These compact models include multistate licensing (MSL) or privilege-to-practice (PTP)
structures. A single multistate license obtained through the MSL model would allow a practitioner to
practice equally in all member states, as opposed to the PTP model in which a practitioner would be
licensed in their designated home state and then allowed specific privileges to use that license in other
places (Counseling Compact, n.d.).

MSL compacts include licensing effective in multiple states. The MSL model is used for the Nurse
Licensure Compact (Interstate Commission of Nurse Licensure Compact Administrators, 2021; National
Council of State Boards of Nursing, 2015). Nurses licensed within this compact system gain multistate
licenses across all member states. The Nurse Licensure Compact legislation notes efforts to reduce
redundancies in nursing licensure by using an MSL model. Draft legislation within the Nurse Licensure
Compact MSL system defines a “multistate license” as a license awarded in a home state that also allows
anurse the ability to practice in all other member states under the said multistate license. This includes
both in-person and remote practice. So, for example, a nurse in a compact state can be vetted and licensed
through the central compact system, which allows traveling nurses to switch between placements rapidly
without additional licensing required for compact states. On the other hand, non-compact states issue a
“single state license” which does not allow practice across states.

The PTP licensing model is used by physical therapy and EMS professionals. PTP establishes an
agreement between member states to grant legal authorization to permit counselors to practice (NCIC,
2020). Unlike the MSL structure, counseling licensure is still maintained by a single state, or “home state,”
but member states allow privileges to practice with clients located in other states as part of the compact
agreement. This licensing model includes the definition of a “single state license,” which indicates
that licenses issued by the state do not by default allow practice in any other states but the home state
(Interstate Commission of Nurse Licensure Compact Administrators, 2021). Further, definitions include
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“privilege to practice,” which allows legal authorization of practice in each designated remote state. The
Counseling Compact uses this PTP model for portability of licensing privileges across member states
(Counseling Compact, 2020).

The Counseling Compact

Development of the Counseling Compact began in 2019 as a solution to the challenges of licensure
portability. Historically, navigating varying licensure standards across states represented a barrier to
the portability of counseling professionals and access to services for the community (Mascari & Webber,
2013). To address these barriers, organizations including NBCC (2017), ACA (2018), American Mental
Health Counselors Association (2021), and AASCB (2022) have worked to unify the profession, establish
common minimum licensing standards across states, and create and promote the Counseling Compact.
With the support of NCIC, draft legislation for a PTP compact was developed by the end of 2020 and
followed by advocacy efforts to pass legislation in a minimum of 10 states to begin the process of
establishing the Counseling Compact (ACA, 2021). As of October 2023, the Counseling Compact has been
passed as law in a growing list of states, including Alabama, Arkansas, Colorado, Connecticut, Delaware,
Florida, Georgia, Indiana, lowa, Kansas, Kentucky, Louisiana, Maine, Maryland, Mississippi, Missouri,
Montana, Nebraska, New Hampshire, North Carolina, North Dakota, Ohio, Oklahoma, Tennessee, Utah,
Vermont, Virginia, Washington, West Virginia, and Wyoming, with legislation pending in several other
states (Counseling Compact, 2022).

Compact Standards

The model legislation for the Counseling Compact outlines the provisions of the PTP model used
(Counseling Compact, 2020). Within these regulations, only independently licensed counselors can
apply for compact privileges. Each state maintains its own licensing standards and processes separately.
PTP applies equally to both in-person and TMH services. Within the regulations of the compact,
each counselor establishes a home state in which they hold a primary license. Prior to the compact, a
counselor would have to seek additional licensure in other states to provide service to clients. However,
under the PTP Counseling Compact, counselors who hold an unencumbered license may apply for
privileges to use their home license in another state without seeking an additional formal license.

Counselors may choose the states in which they apply for privileges to practice under the compact.
Differing from the MSL model, under the Counseling Compact, counselors would need to apply for
privileges in individual states where they wish to practice if these states have passed legislation to
join the compact group (Counseling Compact, n.d.). This may involve passing jurisprudence exams
for some states. However, licensing renewal and continuing education would only be required in
accordance with the home state standards and process (Counseling Compact, 2020). According to
the model legislation, each state is also able to set a fee for privileges to practice. A central Compact
Commission oversees the process of privilege applications and exchange of information regarding
ethical violations across privilege states.

As states have varying titles for professional counselors, the general requirements for compact
eligibility include counselors who have taken and passed a national exam, have completed required
supervision in accordance with their home state requirements, and hold a 60-semester-hour, or 90—
quarter-hour, master’s degree. There is language in the model legislation specifying that counselors
need to complete 60 semester hours, or 90 quarter hours, of graduate coursework in areas with a
counseling focus to accommodate states that do not require a 60-hour master’s degree for licensure.

The Counseling Compact (2020) does not include other professions (e.g., marriage and family therapists)
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and, for the purposes of defining applicable counseling license types, requires counselors be able to
independently assess, diagnose, and treat clients. A key element of the Counseling Compact is that
counselors are required to adhere to the individual state regulations and rules for each state where they
exercise PTP. In the future, this may ultimately mean that counselors must simultaneously understand
and navigate rules and regulations for potentially 20 different states as they practice using TMH across
state lines. The following illustrative case example describes Sam, a licensed professional counselor, who
requests privileges to practice online with a client in another state through the Counseling Compact.

Case Example

Ethical practice in multiple states entails more than just applying for privileges through the Compact
Commission. The following case example illustrates how an independently licensed professional
counselor would provide services in multiple states as part of the Counseling Compact. The compact
provides avenues for the expansion of the availability of TMH services. However, counselors must
mindfully apply ethical guidelines and adhere to state rules in using such privileges to practice, thus
avoiding licensing complaints, liability, and client harm.

The Case of Sam

Sam is an independently licensed professional counselor in their home state of Nebraska. Sam has
the National Certified Counselor (NCC) and Board Certified-TeleMental Health Provider (BC-TMH)
credentials. Nebraska just passed legislation and became part of the Counseling Compact. To practice
as part of the Counseling Compact, Sam first confirms which states are members of the compact. Then
Sam joins the compact through the Nebraska Board for Mental Health Practice. Sam has two potential
clients for whom they would like to provide TMH services. These clients reside in Utah and Colorado.
Sam verifies that both states have passed legislation to be part of the Counseling Compact. Sam applies
for privileges in both Utah and Colorado. Sam is required to take a jurisprudence exam before being
granted privileges in Colorado through the compact. Sam also may be required to pay fees for privileges
in these states. After Sam is approved for privileges in Colorado and Utah through the Compact
Commission, they are ready to practice via TMH in each state. Sam creates separate professional
disclosure statements they will use for clients in Colorado and Utah. They create necessary forms
and consider how they will verify the location and identity of the clients they will see via TMH. Sam
reads and understands all rules and statutes for Utah and Colorado related to licensure. This includes
understanding the scope of practice and any unique rules of conducting TMH in these states. Sam also
makes sure their professional disclosure statements meet all requirements for Utah and Colorado.

As part of their professional disclosure, Sam creates a TMH guide for clients that includes concerns
and risks about counseling online, with a troubleshooting guide if the internet is unstable. This
disclosure provides tips for privacy during an online counseling session for the client. The disclosure
also outlines the steps Sam will use to increase confidentiality, such as wearing headphones and
conducting practice in a designated private space. Sam will also be using an online telehealth platform
that provides a BAA and appropriate encryption for HIPAA compliance. This platform also allows
for secure document signing and document transfer. Sam creates a protocol for TMH, which includes
verifying client identity with a copy of photo identification provided as part of the intake process. Sam
also plans to complete a safety plan with each new client in Utah and Colorado as part of the intake
process. This safety plan will include a release of information to contact a local support person in case
of an emergency and looking up the local law enforcement dispatch phone numbers for the client’s
primary location in case of emergency. Sam also is sure to let all clients know about the 988 National

Suicide Lifeline as part of this process.
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Sam’s protocols also include asking the client to verify their location verbally at the beginning of
each session and documenting this in their case notes. Sam also notes in their protocols they must have
new forms completed should a client move their primary residence, verifying the client is still in a state
where Sam has privileges. Once Sam has updated the appropriate forms and created their protocols,
they begin to engage in services with their new clients using privileges from the Counseling Compact.
After a few weeks, Sam gets a referral for a new client located in Florida. Because Florida has passed
legislation to be part of the Counseling Compact, Sam repeats this process in working through the
compact to gain privileges to practice in Florida and creates a new disclosure statement for this state.

Practicing With Compact Privileges

To gain privileges to practice, according to Counseling Compact legislation (Counseling Compact,
2020), Sam would be responsible for submitting paperwork to their licensing board as well as paying
any required fees to participate in the compact. Not doing so would be considered practicing without
a license in those states. Therefore, in the case example, Sam did not automatically gain privileges to
practice in all compact states as soon as Nebraska passed the Counseling Compact legislation. They
had to apply for state privileges once they joined the compact through their home state of Nebraska
(see Figure 1). Though counselors will not be required to meet any additional reciprocity requirements,
they could be required to take the jurisprudence exam for specific states before they are able to provide
services (Counseling Compact, 2020).

Figure 1

Flowchart for Seeking Compact Privileges in Another State

Verify Verify status of independent counseling license in home state.
EriLY

Join the Counseling Compact through the home state licensing board and/or the
Join = Counseling Compact Commission.

Verify Verify that the potential client is located in a compact state.
€ Al

Review rules and statutes in the new practice state.
Review

Create a professional disclosure statement specific to the requirements with licensing
Create | Doard information for the new practice state.

Apply for privileges after 1) completing any required junisprudence exams and 2)
Apply paying fees for the new practice state through the Compact Commission.

Beyond applying for privileges through the Compact Commission, Sam will need to consider other
administrative aspects of TMH practice to engage in ethical practice (ACA, 2014, H.1.a.), which would
support their ability to later work through ethical dilemmas and avoid disciplinary action with their
licensing board. For each compact state, Sam will be responsible for reading, understanding, and
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abiding by all rules and statutes for the states in which they practice (ACA, 2014, H.1.b.). This means
being responsible for the rules of not just their home state, but of all states in which they hold privileges.
This may entail having various scopes of practice or rules in different states. Sam would need to

review the rules for Utah, Colorado, and Florida to ensure their typical treatment modalities would be
permitted under the scope of practice in each state. For example, in some states Sam may not be able to
provide a client with a diagnosis according to their counseling scope of practice.

With each state having its own rules, statutes, and licensing board, it would be considered best
practice for Sam to have a disclosure statement that is specific to each compact state. Sam will be
responsible for having updated disclosure statements that align with the rules and statutes for each
compact state licensing board to review as well as for their prospective clients within each compact
state. For both the benefit of the client and the protection of Sam, Sam’s disclosure statements will
include their Nebraska licensing information, information about the Counseling Compact as well as
a definition of PTP, and information specific to the corresponding compact state licensing board if the
client needs to file a complaint. For clients in Utah, complaints would be filed with the Utah Division of
Occupational and Professional Licensing. For clients in Colorado, complaints would be filed with the
Colorado Department of Regulatory Agencies. In Florida, complaints would be filed with the Florida
Department of Health. Sam’s disclosure statements for each state would need to have this information
listed. Complaints filed in privilege states would potentially result in revocation of PTP in said state,
and disciplinary actions would be reported to the Compact Commission.

The Counseling Compact also does not include insurance billing privileges for each state, so Sam will
need to explore the ability to join insurance panels or be approved to bill Medicaid in each state. They
may also choose to only take out-of-pocket fees for clients in different states, in which case they would
need to consider a means of securely collecting payments or working with a billing service.

TMH Practice

When Sam is providing TMH services in the states of Colorado, Florida, and Utah via the Counseling
Compact, they need to complete and obtain informed consent, which is a necessary standard of care
(ACA, 2014, H.2.a.). When generating informed consent, Sam needs to gain consent (in writing) in
real time and in accordance with the laws of all practice states, as some states have specific regulations
(Kramer et al., 2015). Further, consent needs to be gained if the session needs to be recorded for any
reason (e.g., consultation, education, legal). Then Sam needs to ensure their telehealth platform/software
is secure, private, confidential, and in compliance with HIPAA, as it is important for them to use
appropriate technologies, understand privacy requirements, and attend to any issues related to liability
of technology use to ensure compliance with their scope of practice (Kramer et al., 2015).

Sam will need to consider a workflow of administrative protocols related to their TMH work (see
Figure 2). This will address ethical issues that could arise when working with clients in multiple
states. Sam has sought additional training with their BC-TMH credential to help with competency and
considerations of ethical practice for TMH. Before engaging in TMH practice, Sam has prepared for the
addition of these services by creating guidelines for clients to access online services (ACA, 2014, H.4.e.).
Sam selected an online platform that includes secure video conferencing, case note storage, and file
transfer. Sam has arranged to use a HIPAA-compliant video platform with a BAA, and they have
considered how to facilitate secure exchange of files with clients and how to obtain client signatures
securely from a distance. Sam would also need to make this BAA available to clients upon request. If
Sam opted to transfer documents virtually via email, the files would need to be encrypted and password
protected, and Sam would need to make sure methods of communication meet state regulations
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regarding encryption. Discussing in detail with the client the most secure way to provide documentation
in accordance with state statutes will be important (ACA, 2014, H.2.d.). Considering potential barriers
of insurance billing for clients in other states, Sam has created a specific Good Faith Estimate of cost for

each state with an out-of-pocket rate listed using a sliding scale to comply with the No Surprises Act
(U.S. Department of Labor, 2022). Sam will also consider managing crises with clients in other states.

Figure 2

Workflow for Ethical Telehealth Services Across State Lines Under the Counseling Compact
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Additional Considerations

Although Sam has considered how to verify the identity and location of each client (ACA, 2014, H.3.),
there is still the possibility a client reports to Sam they are in a compact state, when in fact they are not
in a compact state either temporarily or permanently. This could lead to a formal complaint that Sam,
unknowingly, was practicing in a non-compact state where they are not licensed. To prevent possible
disciplinary action, Sam asks the client where they are located at the beginning of each session, even if
they recognize the background of the client. Sam is sure to document the location of both themselves and
the client in the clinical note for each session. Sam also makes sure to document where the client is living,
working, or going to school. If possible, the client’s insurance policy or photo identification should
corroborate their location. Sam will need to have this documentation in the event of a formal complaint.
In this case, Sam could demonstrate due diligence in confirming the client’s location is within a compact
state where Sam has privileges. Sam can then show the corresponding licensing boards and the Compact
Commission they believed they were practicing within the compact to the best of their knowledge.
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If a client moves, Sam will need to document the new mailing, work, or school addresses. This and
any other corresponding information would lead Sam to believe the client is in the reported location
which is in fact within a compact state where Sam holds privileges. Finally, it is important to note that
if Sam or the client moves out of the compact state and into a state not part of the compact, services
must immediately stop. Sam has included this in every disclosure that they offer a client (ACA, 2014,
H.2.a.). Sam states in the disclosure that if either party relocates outside of a compact state, Sam is then
responsible for finding the client possible referrals either in the client’s location or within the compact
so the client can continue care. By discussing this at the beginning of the therapeutic relationship as part
of informed consent, Sam makes the transition easier and more efficient for the client if a transfer of care
needs to occur. In thoughtfully preparing to use privileges offered through the Counseling Compact,
Sam has carefully ensured they are engaging in ethical and legal TMH practice from first contact with a
client to termination of services.

Finally, it would be helpful for Sam to identify individuals with whom they can consult should
ethical issues arise (ACA, 2014, 1.2.c.). Ideally, these individuals would have good knowledge of TMH.
Sam might also take advantage of consultation opportunities through their state licensing board and
professional organizations. Sam would also identify an ethical decision-making model to use when
ethical dilemmas arise to document how ethical decisions were made (ACA, 2014, I.1.b.).

Implications for Telehealth Practice via the Counseling Compact

The Compact Commission is in the process of setting up systems and processes for granting
privileges for compact states. The application process for compact privileges is anticipated to open in
2024. Counselors who hope to participate in the Counseling Compact should first verify that the state
in which they currently practice has passed legislation to become part of the compact. If that is not the
case, there is an opportunity for advocacy with state legislatures to pass compact legislation to allow
their state to join the Compact Commission. Counselors who are practicing in states that have already
passed Counseling Compact legislation should review their TMH workflow and guidelines. There is
an opportunity to establish administrative workflows and documentation, as well as review HIPAA
compliance of all electronic systems being used for current practice.

Counselors should also review malpractice insurance policies to ensure TMH is covered by their
current policy. Counselors may begin to research and review statutes and rules for states where
they hope to gain privileges as part of the compact. They may also prepare for jurisprudence exams
if required in states where they hope to have privileges. Counselors can also draft a professional
disclosure statement and other necessary documents for TMH that can be adapted for different states.

Given the forthcoming revision of the ACA Code of Ethics, we propose that the H.1. Knowledge and
Legal Considerations section be updated to incorporate additional guidelines for conducting ethical
telehealth practice. Notably, these guidelines should emphasize the establishment of a crisis plan when
rendering telehealth services, including a local law enforcement dispatch phone number and consent
for disclosure for a designated local emergency contact. Counselors also have an ethical obligation to
be familiar with local referral resources when working with clients in different states. Furthermore, the
ACA Code of Ethics should underscore the necessity of a telehealth protocol or workflow as preparation
for engaging in ethical telehealth practice.
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Conclusion

The Counseling Compact creates new and exciting possibilities for counselors to have improved
portability of licensure through practice privileges. The compact also addresses barriers to broader
access and equity in TMH for various populations across the nation. However, before counselors enroll
in the compact, there is a critical need to consider how to engage in TMH ethically when working
with clients online in different states. The included guidelines and example workflow processes are
important considerations for counselors preparing to apply for privileges within the Counseling
Compact. These preparatory steps will help counselors to be prepared to apply for compact privileges
when the portal becomes available.
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Individuals living in poverty have higher rates of mental health disorders compared to those not living in
poverty. Measures are available to assess adults’ levels of psychological distress; however, there is limited
support for instruments to be used with a diverse population. The purpose of our study was to examine the
factor structure of Outcome Questionnaire-45.2 scores with an economically vulnerable sample of adults
(N = 615), contributing to the evidence of validity of the measure’s scores in diverse mental health settings.
Implications for professional counselors are considered, including clinical usage of the brief Outcome
Questionnaire-16 and key critical items.

Keywords: poverty, psychological distress, factor structure, Outcome Questionnaire-45.2, validity

In the United States, it is estimated that 34 million adults live in poverty (i.e., income less than $12,880
per year), and poverty is a significant factor contributing to poor mental and physical health outcomes
(Hodgkinson et al., 2017). Poverty, or economic vulnerability, refers to the extent to which individuals
have difficulty living with their current level of income, increasing the risk for adverse social and
economic consequences (Semega et al., 2021). Economically vulnerable adults often experience greater
social inequality, lower educational attainment, less economic mobility (Stanford Center on Poverty
and Inequality, 2015), and difficulty securing full-time employment (Dakin & Wampler, 2008), which
leads to increased distress (Lam et al., 2019). Lower income levels are also associated with several
mental health conditions (e.g., anxiety, depression, suicide attempts; Santiago et al., 2011). Further, Lam
and colleagues (2019) found strong negative associations between income, socioeconomic status, and
psychological distress.

To effectively support their clients, counselors must understand the unique context and financial
stressors related to living in poverty. Incorporating poverty-sensitive measures into assessment and
evaluation practices is essential to providing culturally responsive care that considers the systemic and
environmental barriers of poverty (Clark et al., 2020). Implementing culturally responsive assessments
ensures that counselors use outcome measures that are attuned to poverty-related experiences (Clark
et al., 2020). Such measures can help counselors identify and prioritize treatment planning approaches
and acknowledge the reality that economic disadvantages create for clients (Foss-Kelly et al., 2017).
However, the availability of poverty-sensitive assessments is limited.

Measuring Psychological Distress in Adults Living in Poverty

Because of the risk of mental health issues related to economic vulnerability, assessments with
evidence of validity and reliability that measure psychological distress relative to income are
warranted. Professional counselors can individualize their therapeutic approach to meet the needs of
this population with the assistance of accurate assessments of related mental health conditions. Naher
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and colleagues (2020) noted the need for individual-level data as well as interventions specifically
targeted to adults living in poverty. Although outcome assessments exist to measure psychological
distress or severity of mental illness symptoms (e.g., Beck Depression Inventory [BDI], Beck et al., 1961;
Generalized Anxiety Disorder Screener [GAD-7], Léwe et al., 2008; Patient Health Questionnaire-9
[PHQ-9], Kroenke et al., 2001), there is a lack of measures with evidence of validity and reliability with
economically vulnerable adult populations. Therefore, our investigation examined the factor structure
of the Outcome Questionnaire-45.2 (OQ-45.2; Lambert et al., 2004) with an economically vulnerable
adult population, increasing the applicability of the measure in mental health settings.

Outcome Questionnaire-45.2

The OQ-45.2 (Lambert et al., 2004) is one of the most widely used outcome measures of
psychological distress in applied mental health settings (Hatfield & Ogles, 2004). The OQ-45.2 assists
professional counselors with monitoring client progress and can be administered multiple times
throughout treatment, as it is sensitive to changes over time (Lambert et al., 1996). The OQ-45.2 has
been implemented in outcome-based research with diverse populations such as university counseling
center clients (Tabet et al., 2019), low-income couples (Carlson et al., 2017), and ethnic minority
groups (Lambert et al., 2006). Lambert et al. (1996) reported strong test-retest reliability (r =.84) and
internal consistency (a = .93) for the OQ-45.2, based on a sample of undergraduate students (n = 157)
and a sample of individuals receiving Employee Assistance Program services (n = 289). However,
researchers have yet to investigate the psychometric properties of the OQ-45.2 with an economically
disadvantaged, diverse population.

Given the utility of the OQ-45.2 as a client-reported feedback measure, clinicians can use the
0OQ-45.2 in a variety of ways to evaluate client progress, including measuring changes in individual
distress across the course of counseling and before and after specific treatment interventions, as well as
to glean a baseline level of distress at the start of counseling (Lambert, 2017). For example, one study
used the OQ-45.2 as a primary outcome measure for anxiety symptoms in clients engaging in cognitive
behavioral therapy (Levy et al., 2020). The OQ-45.2 was administered at the beginning of each weekly
counseling session and change scores were calculated between each session, which helped clinicians
understand that about half of their sample reported clinically significant reductions in symptoms in
just nine sessions (Levy et al., 2020). This example demonstrates how the OQ-45.2 can be implemented
to monitor treatment outcomes and improve the duration and efficiency of counseling. A clinician can
also use salient items as part of the intake clinical interview to encourage clients to elaborate on the
specific symptoms they are experiencing, and how they may be impacting their functioning, across a
variety of clinical settings (Espiridion et al., 2021; Lambert, 2017; Levy et al., 2020).

Factor Structure of 0Q-45.2

Researchers contested the factor structure proposed by Lambert et al. (2004), suggesting the need
for further validation of the three-factor oblique measurement model and exploration of other possible
factor structures (e.g., Kim et al., 2010; Mueller et al., 1998; Rice et al., 2014; Tabet et al., 2019). Mueller
and colleagues (1998) examined three models: (a) a one-factor model, (b) a two-factor oblique model,
and (c) a three-factor oblique model, none of which fit the data well. In addition, the factors in the three-
factor model were highly correlated, ranging from .83 to .91, asserting that the subscales may not be
statistically indistinguishable and the OQ-45.2 might be a unidimensional measure of global distress.

Kim and colleagues (2010) also explored three models to assess adequate fit of the data: (a) a one-factor
model, (b) a three-factor model, and (c) a revised 22-item four-factor model. Indicating weak support for
the OQ-45.2’s factorial validity across all models, researchers cautioned against widespread utilization in
mental health and research settings, encouraging further psychometric exploration and validation of the

0Q-45.2 (Kim et al., 2010).
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Rice and colleagues (2014) found evidence to support a two-factor OQ-45.2 model that included
(a) overall maladjustment and (b) substance use. Results indicated relatively good fit (comparative
fit index [CFI] = .990, root-mean-square error of approximation [RMSEA] = .068) for a two-factor
measure with 11 items, which demonstrated better model fit than the original three-factor model
(CFI =.840, RMSEA = .086 [90% confidence interval {CI} =.085, .087]). Overall, multiple researchers
have demonstrated poor fit for the original factor structure of the OQ-45.2 (Kim et al., 2010; Mueller
et al., 1998; Rice et al., 2014; Tabet et al., 2019), supporting the need for further validation for using the
0Q-45.2 with samples of adults living in poverty.

This study’s primary aim is to examine the factor structure of the OQ-45.2 with an economically
vulnerable sample to enhance the generalizability of the OQ-45.2 in mental health settings. Therefore,
the following research questions guided our study:

RQ1. What is the factor structure of OQ-45.2 scores with a sample of adults living
in poverty?

RQ2. What is the internal consistency reliability of the abbreviated 16-item OQ-45.2
scores with a sample of adults living in poverty?

RQ3. What is the test-retest reliability of the abbreviated 16-item OQ-45.2 scores with a
sample of adults living in poverty?

Method

Participants and Procedures

Participants comprised a sub-sample from a grant-funded, community-based, relationship education
program for individuals and couples at a university in the Southeastern United States. The project was
funded through the U.S. Department of Health and Human Services, Administration for Children and
Families, Office of Family Assistance (Grant #90FMO0078). Study recruitment strategically involved
passive and active recruitment strategies (Carlson et al., 2014) from various community locations that
primarily serve low-income individuals and families (e.g., libraries, employment offices). Participants
met inclusion criteria if they were at least 18 years old and interested in learning about healthy
relationships. The relationship education intervention utilized was an evidence-based curriculum
that taught individuals tools to improve their relationships in a small group setting (Prevention and
Relationship Education Program [PREP]; Pearson et al., 2015).

We obtained ethical approval from the university’s IRB prior to data collection. Each person
participated in a group intake session that consisted of a review of the informed consent; a battery of
assessments, including the OQ-45.2; and a brief activity. Study participants (N = 615) included in this
current analysis consented between July 2015 and June 2019.

Demographic Information

We collected demographic data as part of this study, which included gender, age, ethnicity, income,
educational level, working status, and marital status (see Table 1). The majority of participants fell below
the poverty line when factoring in number of children and/or under- or unemployment. Therefore, our
sample consisted of a diverse population, including variations in income, age, ethnicity, and race.
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Table 1

Participant Demographic Characteristics

Descriptive Characteristic Total Sample (1, %)
Age
18-20 years 34 (5.5)
21-24 years 52 (8.5)
25-34 years 130 (21.1)
35-44 years 139 (22.6)
45-54 years 137 (22.3)
55-64 years 91 (14.8)
65 years or older 32 (5.2)
Gender (female) 498 (81.0)
Race
American Indian or Alaska Native 18 (2.9)
Asian 19 (3.1)
Black or African American 176 (28.6)
Native American or Pacific Islander 2(0.3)
White 248 (40.3)
Other 144 (23.4)
Ethnicity
Hispanic or Latino
Notp Hispanic or Latino %gg Eéggg
Income
Less than $500 216 (35.1)
$501-$1,000 108 (17.6)
$1,001-$2,000 124 (20.2)
$2,001-3,000 81 (13.2)
$3,001-%4,000 28 (4.6)
$4,001-$5,000 18 (2.9)
More than $5,000 18 (2.9)
Educational Level
No degree or di]]aloma earned 24 (3.9)
High school diploma 18 (2.9)
Some college but no degree completion 75 (12.2)
Associate degree 66 (10.7)
Bachelor’s degree 134 (21.8)
Master’s / advanced degree 77 (12.5)
Marital Status
Married 93 (15.1)
Engaged 11 (1.8)
Divorced 164 (26.7)
Widowed 24 (3.9)
Never Married 270 (43.9)
Employment Status
Full-time employment 227 (36.9)
Part-time employment 83 (13.5)
Temporary, occasional, or seasonal, or odd jobs for pay 41 (6.7)
Not currently employed 207 (33.7)
Employed, but number of hours change from week to week 29 (13.5)
Selected multiple responses 6 (1.0)
Number of Children
0 148 (24.1)
1 60 (9.8)
2 44 (7.2)
3 17 (2.8)
4 6 (1.0)
5 4 (0.7)
6 1(0.4)
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Instrument
The Outcome Questionnaire-45.2

The OQ-45.2 is a self-report questionnaire that captures individuals’ subjective functionality in
various aspects of life that can lead to common mental health concerns (e.g., anxiety, depression,
substance use). The current three-factor structure of the OQ-45.2 has 45 items rated on a 5-point
Likert scale, with rankings of 0 (never), 1 (rarely), 2 (sometimes), 3 (frequently), and 4 (almost always;
Lambert et al., 2004). Nine OQ-45.2 items are reverse scored, with total OQ-45.2 scores calculated by
summing all 45 items with a range from 0 to 180. Clinically significant changes are represented in a
change score of at least 14, whether positive or negative (i.e., increased or reduced distress).

The Symptom Distress subscale (25 items) evaluates anxiety, depression, and substance abuse
symptoms, as these are the most diagnosed mental health concerns (Lambert et al., 1996). The
Interpersonal Relations subscale (11 items) includes items that measure difficulties and satisfaction
in relationships. The Social Role Performance subscale (nine items) assesses conflict, distress, and
inadequacy related to employment, family roles, and leisure activities. The OQ-45.2 also includes four
critical items (Items 8, 11, 32, and 44) targeting suicidal ideation, homicidal ideation, and substance
use. The Cronbach’s alpha for the OQ-45.2 in the current study was calculated at .943.

Data Analysis

We calculated descriptive statistics on the total sample population, including the mean, standard
deviations, and frequencies. Subsequently, we conducted preliminary descriptive analyses to test for
statistical assumptions that included missing data, collinearity issues, and multivariate normality
(Byrne, 2016). In the first analysis, we used confirmatory factor analysis (CFA) to test the factor
structure of the OQ-45.2 with this population (N = 615) and subsequently used exploratory factor
analysis (EFA) to evaluate revised OQ models.

We conducted CFA utilizing the original three-factor oblique model (Lambert et al., 2004) as the
a priori model to test the hypothesized structure of the latent variables. In addition, based on the
results of the study, we tested a series of alternative structural models outlined by Bludworth and
colleagues (2010). Given the non-normal distribution, we utilized MPlus (Version 8.4) with a robust
maximum likelihood (MLR) parameter estimation (Satorra & Bentler, 1994). To address missing
data, we employed a full information maximum likelihood (FIML) to approximate the population
parameters and produce the estimates from the sample data (Enders, 2010). Results of the CFA were
evaluated using several fit indices: (a) the chi-square test of model fit (x* nonsignificance at p > .05
indicate a good fit [Hu & Bentler, 1999]); (b) the CFI (values larger than .95 indicate a good fit [Bentler,
1990]); (c) TLI (values larger than .95 indicate a good fit [Tucker & Lewis, 1973]); (d) RMSEA with 90%
CI (values between .05 and .08 indicate a good fit [Browne & Cudeck, 1993]); and (e) standardized
root-mean-square residual (SRMR; values below .08 indicate good fit [Hu & Bentler, 1999]).

Following the CFA, we conducted EFA because of poor model fit across all models and several
items with outer loadings of less than 0.5 (Tabachnick & Fidell, 2019). Kline (2016) recommended
researchers should not be constrained by the original factor structure when CFA indicates low outer
loadings and should consider conducting an EFA because the data may not fit the original number
of factors suggested. Accordingly, we conducted an EFA to test the number of factors derived from
the 45-item OQ-45.2 within our population. We exceeded the recommended ratio (i.e., 10:1) of
participants to the number of items (12.6:1; Costello & Osborne, 2005; Hair et al., 2010; Mvududu
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& Sink, 2013). We conducted a principal axis factoring with Promax rotation to determine whether
factors were correlated using SPSS version 25.0. We chose parallel analysis (Horn, 1965) using the
95th percentile to determine the number of factors to retain given that previous researchers have
acknowledged parallel analysis to be a superior method to extract significant factors as compared

to conventional statistical indices such as Cattell’s scree test (Henson & Roberts, 2006). We used
stringent criterion when identifying loading and cross-loading items such as items that indicated high
(i.e., equal to or exceeding 1.00) or low communality values (i.e., less than 0.40; Costello & Osborne,
2005) and items with substantive cross-loadings (< .30 between two factor loadings; Tabachnick &
Fidell, 2019) were removed. To ensure the most parsimonious model, we removed items individually
from Factor 1, which has the greatest number of items, to reduce the size of the model while still
capturing the greatest variance explained by the items on that factor.

Results

We screened the data and checked for statistical assumptions prior to conducting factor analysis.
Little’s Missing Completely at Random (MCAR) test (Little, 1988), a multivariate extension of a simple
t-test, evaluated the mean differences of the 45 items to determine the pattern and missingness of data
(Enders, 2010). Given the significant chi-square, data were not missing completely at random
(x*=912.062, df =769, p < .001). However, results indicated a very small percentage of values (< 1%)
were missing from each variable; therefore, supporting data were missing at random (MAR; Osborne,
2013). When data are MAR, an FIML approach to replace missing values provides unbiased parameter
estimates and improves the statistical power of analyses (Enders, 2010). The initial internal consistency
reliability estimates (coefficient alpha) for scores on the original OQ-45.2 model were all in acceptable
ranges except for Factor 3 (see Henson & Roberts, 2006): total a =.943, Symptom Distress o = .932
(k =25 items), Interpersonal Relations a =.802 (k = 11 items), and Social Role Performance « = .683
(k=9 items). We also conducted Bartlett’s test of sphericity (p <.001) and the Kaiser-Meyer-Olkin value
(.950), indicating the data was suitable for conducting a factor analysis. We evaluated multivariate
normality of the dataset with Mardia’s multivariate kurtosis coefficient. Mardia’s coefficient of
multivariate kurtosis was .458; therefore, we deemed the data to be non-normally distributed
(Hu & Bentler, 1995).

Confirmatory Factor Analysis

We tested the developer’s original OQ-45.2 three-factor oblique model, and because of the results
subsequently tested a series of alternative structural models outlined by Bludworth and colleagues
(2010). Specifically, the alternative structural models tested included: (a) a three-factor orthogonal model,
(b) a one-factor model, (c) a four-factor hierarchical model, and (d) a four-factor bilevel model. Table 2
presents the fit indices results in the series of CFAs. The original three-factor oblique model allowed all
three factors (Social Role Performance, Interpersonal Relations, and Symptom Distress) to correlate, but
resulted in a poor fit: x*(942, N = 615) = 3.014, p <.001; CFI=.779; TLI=.768; RMSEA = .057, 90% CI [.055,
.060]; SRMR = .063. We next uncorrelated the factors and tested a three-factor orthogonal model, which
also presented a poor fit with worsened fit metrics: x*(945, N = 615) = 3.825, p <.001; CFI = .689; TLI = .674;
RMSEA =.068, 90% CI [.065, .070]; SRMR = .202. Accordingly, because the factors demonstrated high
intercorrelation (r, = .94, .93, .91) in the three-factor oblique model and lack of factorial validity based on
the CFA results of both three-factor models, we suspected the OQ-45.2 to be a unidimensional, one-factor
model. However, the CFA revealed a poor fit to the OQ-45.2 one-factor model: x*(945, N = 615) =3.197,
p <.001; CFI=.758; TLI =.747; RMSEA = .060, 90% CI [.057, .062]; SRMR = .062.
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Table 2

Goodness-of-Fit Indices for the Item-Level Models of the OQ-45.2

X2 df p X¥df  CFI  TLI RMSEA  90%CI  SRMR

One-Factor 3021.300 945 .000 3.197 .758 747 .060 [.057, .062] .062

Three-Factor

3615.060 945 .000 3.825 .689 674 .068 [.065, .070] 202
(orthogonal)

Three-Factor

. 2839.335 942 .000 3.014 779 768 .057 [.055, .060] .063
(oblique)

Four-Factor

. . 2839.335 942 .000 3.014 779 768 .057 [.055, .060] .063
(hierarchical)

Four-Factor

. 2363.263 900 .000 2.626 .829 812 .051 [.049, .054] .054
(bilevel)

Note. N = 615. x? = chi-square; df = degrees of freedom; x?/df = relative chi-square; CFI = comparative fit index;
TLI = Tucker-Lewis Index; RMSEA = root-mean-square error of approximation; 90% CI =90% confidence interval;
SRMR = standardized root-mean-square residual.

We proceeded to test the OQ-45.2 as a four-factor hierarchical model. In this multidimensional model,
the three first-order factors (Social Role Performance, Interpersonal Relations, and Symptom Distress)
became a linear combination to sum a second-order general factor (g-factor) of Psychological Distress
(Eid et al., 2017). Results evidenced an unacceptable overall fit to the data: x*(942, N =615) = 3.014,

p <.001; CFI=.779; TLI=.768; RMSEA = .057, 90% CI [.055, .060]; SRMR = .063. Last, we examined a
four-factor bilevel model. In this model, the g-factor of Psychological Distress has a direct effect on items,
whereas, in the hierarchal model, it had an indirect effect on items. Therefore, the items in the four-factor
bilevel model load onto both their intended factors (Social Role Performance, Interpersonal Relations,
and Symptom Distress) and the g-factor (Psychological Distress). Nevertheless, although the four-factor
bilevel was cumulatively the best fitting OQ-45.2 factorial model, the results still yielded a poor fit:
X*(900, N =615) =2.626, p <.001; CFI = .829; TLI = .812; RMSEA = .051, 90% CI [.049, .054]; SRMR = .054.

Overall, all models demonstrated a significant chi-square (p <.001); however, this result is common
in larger sample sizes (N >400; Kline, 2016). Because the chi-square statistic is sensitive to sample size
and model complexity, researchers have recommended using other fit indices (e.g., RMSEA, CFI)
to determine overall model fit (Tabachnick & Fidell, 2019). Nevertheless, the levels of the CFI values
(ranging from .689 to .829) and TLI values (ranging from .674 to .812) were low, and far below the
recommended referential cutoff (> .90; Tucker & Lewis, 1973). Although the models” RMSEA values
were within the recommended range of .05 to .08 (Browne & Cudeck, 1993), and the majority of SRMR
values were below .08 (Hu & Bentler, 1999), these were the only fit indices that met acceptable cutoffs.
We further examined outer loadings for the 45 items within the factorial models and identified that all
models had outer loadings (ranging from 5 to 14 items) below the 0.5 cutoff (Tabachnick & Fidell, 2019).
When CFA produces low factor loadings and poor fit indices, researchers should not be constrained to
the original specified number of factors and should consider conducting an EFA (Kline, 2016). Hence,
we elected to conduct an EFA to explore the factor structure with this population.
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Exploratory Factor Analysis

Results from the initial EFA using principal axis factoring with the 45 OQ items produced a solution
that explained 55.564% of the total variance. After multiple iterations of item deletions, we concluded
with a three-factor solution. We present the internal reliability estimates of two three-factor solutions:
(a) a 16-item three-factor solution—the most parsimonious—and (b) an 18-item three-factor solution,
including all critical items in Table 3. We present the first three-factor solution because it was derived
using stringent criteria for creating the most parsimonious solution (Costello & Osborne, 2005;
Henson & Roberts, 2006; Tabachnick & Fidell, 2019), whereas the second three-factor solution included
conceptual judgment determining the inclusion of the critical items from the original OQ-45.2.

Table 3

Internal Consistency Estimates

Total Symptom Distress  Interpersonal Relations  Social Role Performance
Original OQ-45 943 932 .802 .683

Total Factor 1 Factor 2 Factor 3
16-Item Model .894 .864 .840 710
18-Item Model .896 .857 .840 .700

Three-Factor Solution

Results from the parallel analysis (Horn, 1965) indicated an initial four-factor solution. Through
multiple iterations (1 = 9) of examining factor loadings, removing items one at a time, and reexamining
parallel analysis after each deletion, our results demonstrated that a three-factor solution was the
most parsimonious. We removed a total of 29 items because of low communalities (< .5), low factor
loadings (< .4), and substantive cross-loadings (> .3 between two factor loadings; Tabachnick & Fidell,
2019). Before accepting the removal of these items, we added each back to the model to determine its
impact on the overall model. No items improved the model; therefore, we accepted the deletion of
the 29 items. The final three-factor solution included 16 items with 57.99% of total variance explained,
which indicates near acceptable variance in social science research, with 60% being acceptable (Hair et
al., 2010). Factor 1 (seven items) explained 38.98% of the total variance; Factor 2 (six items) explained
11.37% of the total variance; and Factor 3 (three items) explained 7.64% of the total variance.

Three-Factor Solution With Critical Items

After finalizing the model, we added Item 8 (“I have thoughts of ending my life”) and Item 44 (“I
feel angry enough at work/school to do something I might regret”) into the final model for purposes
of clinical utility. Both items resulted in low factor loading (< .4). Item 8 correlated with other items on
Factor 3, and Item 44 correlated with other items on Factor 1. This final 18-item three-factor solution
reduced the variance explained by the items on the factors by 3.45%, indicating a questionable fit for
social sciences (54.54%; Hair et al., 2010). Factor 1 (eight items) explained 36.83% of the total variance;
Factor 2 (six items) explained 10.82% of the total variance; and Factor 3 (four items) explained 6.90% of
the total variance. Internal consistency estimates are presented in Table 3 for all three models: (a) the
original OQ-45.2 (a = .943); (b) the 16-item, three-factor solution (a =.894); and (c) the 18-item, three-

factor solution (a = .896).
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Test-Retest Reliability

To examine the stability of the new 16-item OQ scores over time, we assessed test-retest reliability
over a 30-day interval using bivariate correlation (Pallant, 2016). Results yielded strong correlation
coefficients between pre-OQ scores and post-OQ scores: (a) OQ Total Scores, r =.781, p <.001; (b) Factor
1, r=.782, p <.001; (c) Factor 2, r =.742, p < .001; and (d) Factor 3, r = .681, p <.001. The 18-item OQ scores
also demonstrated significant support for test-retest reliability over a 30-day interval: (a) OQ Total
Scores, r=.721, p <.001; (b) Factor 1, » = .658, p < .001; (c) Factor 2, r =.712, p < .001; and (d) Factor 3,
r=.682, p<.001.

Discussion

We found that the current factor structure of the OQ-45.2 poorly fits the sample population of
economically vulnerable individuals. Our preliminary results support Rice and colleagues’ (2014)
claim: because of the unique stressors economically vulnerable individuals face, the OQ-45.2 does not
adequately capture their psychological distress. The lack of support for the OQ-45.2’s current structure
(i.e., three-factor oblique) creates doubt clinically when assessing clients” distress. Therefore, we
explored alternative structural models proposed by Bludworth and colleagues (2010) using a CFA, and
subsequently an EFA, to reexamine the factor structure of the OQ-45.2.

The EFA resulted in a 16-item, three-factor solution with our sample, indicating marginal support
for the validity and reliability of the items for this brief model of the OQ, meaning that this model
lacked reliability (i.e., ability to produce similar results consistently) and validity (i.e., ability to actually
measure what it intends to measure: distress). In social science research, total variance explained of 60%
is adequate (Hair et al., 2010); therefore, the three-factor model that approaches 60% could be acceptable,
indicating that this model captures more than half or more than chance of the construct distress for this
population. Still, additional research is needed to support the factor structure with a similar population
of low-income, diverse individuals. Economically vulnerable individuals experience unique stressors
(Karney & Bradbury, 2005), and brief assessments are best practices (Beidas et al., 2015). Therefore,
we encourage other researchers to reexamine the use of this brief version of the OQ with a sample of
economically vulnerable individuals or develop a new instrument that may more accurately capture
psychological distress in economically disadvantaged individuals.

Also, the 16-item model results differ from the original OQ-45.2 in that we were unable to find
support for the social role factor with our sample population. We hypothesize this finding is largely due
to the economic stressors this population faces (e.g., unreliable transportation, food scarcity, housing
needs). Anecdotally, some participants commented during the initial intake session that several items
(e.g., specifically items on the social role factor relating to employment) were not relevant to their
situation because of under- or unemployment. Further, reducing OQ-45.2 to a 16-item assessment may
provide a more user-friendly version requiring less time for respondents and more efficient use of
clinical time; however, without further research, the current authors are hesitant to support its clinical
use with this population of economically vulnerable individuals.

Similar to previous researchers (e.g., Kim et al., 2010; Rice et al., 2014), we also found evidence for
the need for a substance use factor (e.g., Factor 3) in the 18-item abbreviated model; however, this
model deviated from the original OQ-45.2. The findings of this study support the need for professional
counselors to assess substance use as part of psychological distress, whether it be implementing the
18-item version of the OQ or adding an additional assessment that has greater reliability and validity of
its items with this population.
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Implications

We found initial, possible support for a brief version of the OQ-45.2 for economically vulnerable
individuals. The abbreviated 16-item OQ assessment derived from this research requires less time to
complete while capturing an individual’s distress on substance use, interpersonal relationships, and
symptom distress. A brief instrument can provide professional counselors with a snapshot of the client’s
concerns, which can assist in monitoring a client’s level of psychological distress throughout treatment.
In clinical settings, counselors can utilize this instrument to briefly assess at intake the baseline distress
of their clients and use it as a guide or conversation starter for discussing client distress. For example,
a counselor may ask that the client complete the brief OQ-16 instrument with the intake paperwork. In
review of all paperwork, the counselor may note to the client, “I noticed that you indicated high distress
with interpersonal relationships. Is that a place you would like to begin, or do you have another place
you want to begin?”

Further, we retained two critical items (i.e., Iltems 8 and 44) in the 18-item version of the OQ brief
assessment, as psychological distress associated with economic vulnerability is linked to higher rates
of suicide and homicide (Knifton & Inglis, 2020). Because of the clinical utility of this instrument,
professional counselors may want to include those items to assess a client’s level of threat of harm to
self or others. Dependent on the client’s answer to these critical items, professional counselors have
a quick reference with which to intervene or focus the initial session to address safety. Therefore, the
items of this assessment may possibly be used to start the initial dialogue regarding an individual’s
psychological distress and/or suicidal intent; however, the assessment should not be used as the only
tool or instrument to diagnose or treat psychological distress. We understand that these items can help
professional counselors efficiently assess for suicidal or homicidal intent. Therefore, the counselor can
opt to use the 16-item version and include an additional, more reliable assessment for measuring threat
of harm to self and/or others. For example, counselors may opt to use an instrument such as the Ask
Suicide-Screening Questions tool (Horowitz et al., 2012) to further evaluate suicidal intent.

In our experience, when following up with study participants based on a score higher than 1 on a
scale of 1-5, many participants indicated they felt that way in the past but no longer feel that way now.
In our use of the OQ-45.2, we find that participants tend to answer these questions based on their entire
life versus the time frame indicated in the assessment instructions (the past week [7 days]). Therefore,
professional counselors should be clear that respondents should answer based on the past week, rather
than “ever experienced.” When offering the assessment to clients, we recommend that the counselor
highlight the time frame in the instructions or clearly communicate that time frame to the client before
they complete the instrument to gain the most accurate data.

Limitations and Suggestions for Future Research

As with all research, results should be considered in light of limitations. The large study sample
consisted of diverse individuals; however, the majority were women, and all individuals were from
the southeast region of the United States, minimizing the generalizability of these findings. In addition,
although findings indicate initial, possible support for a revised three-factor model consisting of 16
items, future studies are warranted to strengthen the validity of this abbreviated version of the OQ-45.2.
We suggest that future researchers test the 16-item assessment through CFA with a similar population
to confirm the current study’s findings. All respondents volunteered to participate in a 6-month study,
which may indicate more motivation to improve or represent a population with distress responses
different from those who were recruited but chose not to participate in the study. Additionally, study
participants were actively recruited, and may have experienced less distress than a help-seeking sample.
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The OQ is available in a Spanish translation; however, we only included people who completed the
English OQ-45.2 version in the current study. Future analyses should examine the factor structure of the
Spanish OQ-45.2 as well. Next, future research on the OQ should include the development and testing of
new items. Lastly, future research should aim to validate the reduced 16-item and 18-item OQ scores on
anew sample and seek to establish a new criterion for clinical significance. Professional counselors may
also benefit from the creation of a specific instrument assessing distress related to the unique stressors
that economically vulnerable clients face. Until further analyses are conducted with a new sample
population to confirm the abbreviated models, we encourage professional counselors to implement the
brief version tentatively and with caution, and to follow up with the client regarding high scores on
critical items prior to making clinical judgments regarding reported subscale scores.

Conclusion

Given the broad utility of the OQ-45.2 in research and mental health settings, researchers and
professional counselors must understand the instrument’s structure for interpretation purposes and
how the assessment should be adapted for various populations. Professional counselors can effectively
support clients by assessing and recognizing how economic-related distress impacts their quality of
life, which may directly relate to treatment outcomes. Findings from the current study add to previous
literature that calls into question the original OQ-45.2 factor structure. Additionally, the current study’s
findings support a revised 16-item, three-factor structure for economically vulnerable clients and we
provide implications for use of this assessment in clinical practice. Future research should include a
confirmatory analysis of the current findings.
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The integration of behavioral health care within primary care settings, otherwise known as integrated care,
has emerged as a treatment modality for counselors to reach a wide range of clients. However, previous
counseling scholars have noted the lack of integrated care representation in counseling journals. In this
scoping review, we identified 27 articles within counseling journals that provide integrated care implications.
These articles appeared in 10 unique counseling journals, and the publication years ranged from 2004-2023.
Articles were classified as: (a) conceptual, (b) empirical, or (c) meta-analyses and systematic reviews. The data
extracted from the articles focused on the implications for integrated care training and practice for the next
generation of counselors, evidence-based treatment approaches, and future research directions.

Keywords: integrated care, counseling journals, scoping review, implications, research

One in five U.S. adults are living with a mental illness or substance use disorder (e.g., major depressive
disorder, generalized anxiety disorder, alcohol use disorder, nicotine use disorder) and individuals with
a mental illness or substance use disorder are more likely to have a chronic health condition (Substance
Abuse and Mental Health Services Administration [SAMHSA], 2021). Integrated primary and behavioral
health, also termed integrated care (IC), has emerged as a noted treatment strategy to meet the holistic
needs of individuals with comorbid mental and physical health symptoms. Although IC has been
operationalized inconsistently by scholars, most definitions describe the integration and coordination
of behavioral health services within primary care settings (Giese & Waugh, 2017). The SAMHSA-HRSA
(Health Resources and Services Administration) Center for Integrated Health Solutions expanded upon
this definition to outline IC on a continuum of health care service delivery (Heath et al., 2013). Heath
and colleagues described the progressive movement toward IC as (a) collaborative care: providers from
multiple health care professions collaborating on holistic health care treatment planning at a distance;

(b) co-located care: providers from multiple health care professions sharing basic system integration,
such as sharing physical proximity and more frequent collaboration; and (c) IC: providers from multiple
health care professions having systematic integration (i.e., sharing electronic medical records and office
space) and a high level of collaboration resulting in a unified treatment approach. Thus, health care
consumers are able to receive care for their behavioral and physical health at the same time and location
when an IC approach is applied, which may reduce barriers (e.g., transportation, child care, time off
work) and increase access to behavioral health care (Vogel et al., 2014).

Beyond support from SAMHSA and HRSA, the IC movement has been endorsed through
government legislation. The Patient Protection and Affordable Care Act (2010) paved the way for
agencies and health care systems demonstrating an IC approach to receive additional funding for health
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care providers, as well as increased reimbursements for the services they deliver. Furthermore, the
federal government has recently pledged to double the funding support for IC to be more accessible

in hospitals, substance abuse treatment facilities, family care practices, school systems, and other

health care settings (The White House, 2022). This may be the result of IC showing efficacy in reducing
mental health symptoms (Lenz et al., 2018), saving health care expenditures (Basu et al., 2017), and
promoting overall life satisfaction (Gerrity, 2016). Compared to traditional (i.e., siloed) care, IC involves
simultaneous treatment from physical and mental health providers, thus providing additional access

to mental health screenings and services. For example, McCall et al. (2022) concluded that a mental
health counselor in an IC setting may support treatment engagement and reduce health care costs for an
individual with a substance use disorder when utilizing the screening, brief intervention, and referral

to treatment (SBIRT) model. However, the IC paradigm is not a novel concept; Aitken and Curtis (2004)
introduced IC to counseling journals by providing emerging evidence of IC support and advocating for
health care settings to recognize counselors as an asset to IC teams and for counselors to be trained in IC.

Brubaker and La Guardia (2020) noted that the Council for Accreditation of Counseling and Related
Educational Programs (Section 5, Standard C.3.d; CACREP; 2015) required IC education in counselor-
in-training (CIT) development. Additionally, the 2024 CACREP Task Force has also included these
standards for its proposed revisions (CACREP, 2022). HRSA has funded counselor education programs
to train CITs during practicum and internship experiences, funding over 4,000 new school, addiction,
or mental health counselors during 20142022 through the Behavioral Health Workforce and Education
Training (BHWET) Program (HRSA, 2022). Although IC training, education, and practice is occurring
within counselor education, IC literature remains scarce in counseling journals (Fields et al., 2023). The
lack of representation presents an issue for appropriate training for CITs and future research directions,
which leads to sustainability concerns. Specifically, Fields et al. (2023) reported that a lack of IC literature
in counseling journals creates a weak foundation to advocate for counselors to be included in the IC
movement. With the understanding that nearly half of U.S. adults with poor mental health receive their
mental health care in a primary care setting (Petterson et al., 2014), counselors may increase their access to
additional clients when they are invited to IC settings. Furthermore, it weakens counselors’ professional
identity if counselors are not trained in a standardized approach. As such, this scoping review aims to
amalgamate current IC literature within counseling journals and provide CITs, counselors, and counselor
educators from diverse backgrounds with a resource to inform their education, practice, and scholarship.
The guiding research question for this review is: What are the publication trends (i.e., publication years
and journals), study characteristics and outcomes, implications, and recommendations for future research
from IC literature within counseling journals?

Method

We conducted a scoping review to identify the publication trends, key characteristics of IC studies
(i.e., type of article and study outcomes), and implications for future research of IC literature published
in counseling journals (Munn et al., 2018). Our methodology followed the PRISMA-ScR (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses Extension for Scoping Reviews; Tricco et
al., 2018) checklist to 1) establish eligibility, 2) identify sources of information, 3) conduct a screening
process to select included articles, 4) identify and chart data items, 5) conduct a critical appraisal of
included articles, and 6) synthesize results. We searched the following databases for eligible literature:
(a) Alt HealthWatch, (b) APA PsycArticles, (c) APA PsycInfo, (d) Education Source, (€) EBSCOHost,

(f) Health Source: Consumer Edition, (g) Health Source: Nursing/Academic Edition, (h) MEDLINE with
Full Text, (i) Science Reference Center, (j) Social Sciences Full Text (H.W. Wilson), and (k) Social Work
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Abstracts. We used the search terms: “Integrat* care” OR “integrat* primary and behavioral healthcare”
OR “integrat® primary and behavioral care” AND “counsel” education” OR “counsel*.” Additional
criteria for this search were full-text, peer-reviewed journal articles, and an English translation.

Eligibility Criteria

Eligibility criteria for articles included in this review are publication in a counseling journal,
presentation of implications (i.e., recommendations for training and evidence-based counseling models
or approaches) of IC practice for CITs and counselors through research methodology or conceptual
themes, and discussion of future research on IC for counselor educators and counseling scholars
through research methodology or conceptual themes. Eligible counseling journals included those
published by divisions of the American Counseling Association (ACA), the American Mental Health
Counselors Association (AMHCA), the American School Counselor Association (ASCA), the National
Board for Certified Counselors (NBCC), and Chi Sigma Iota. Journals connected to international
and regional divisions were also included. The initial database search resulted in 222 articles, which
we reduced to 125 articles after removing duplicates. Another two articles were identified through
additional sources. These additional sources included references identified through a review of an
article and a social media post advertising an IC article. We reviewed titles and abstracts for inclusion
criteria. This resulted in 28 articles that were fully reviewed. Research team members independently
examined articles to summarize information relevant to the research question. During this process,
articles were excluded if they did not provide future implications for IC in counseling or counselor
education. Following this process, 27 articles were included. A visual representation of the eligibility
and inclusion process can be found in Figure 1.

Data Extraction

After consensus was reached on the final 27 articles, our research team assessed the available evidence
and synthesized the results. The seven-member research team comprised four doctoral students in
counselor education, an undergraduate student minoring in counselor education, a clinical assistant
professor in a counselor education program, and an associate professor in a counselor education
program. The initial data extraction process began with identifying journal representation and organizing
articles based on similar characteristics. This resulted in classifying articles as either (a) conceptual,
(b) empirical, or (c) meta-analyses and systematic reviews. Conceptual articles provided an overview
of available literature and identified a current gap in IC understanding for counseling or counselor
education. Articles classified as conceptual did not present original data or follow research methodology.
Moreover, the conceptual models typically advocated for increased counseling representation in
IC settings to reach traditionally underserved groups (e.g., LGBTQ+ clients, individuals from rural
communities) or a replicable model of training grounded in empirical support to prepare CITs to work
in IC settings. Data from these articles were presented in accordance with the authors” population(s) of
interest, the identified research gap, implications gathered from existing literature, and recommendations
for future research. Empirical articles introduced a novel research question and presented results to
address that question. Data from these articles were presented in accordance with the authors’ study
classification (i.e., qualitative, quantitative, or mixed methods), research methodology, the number
and profile of participants, research of interest, and results from their analyses. Lastly, meta-analyses
and systematic reviews organized previous empirical studies and presented big picture results across
multiple studies. Data from these articles were presented in accordance with the authors” article
classification (i.e., meta-analysis or systematic review), population of interest, number of included studies
and number of total participants (if applicable), results, and implications for future research. Because of
the broad scope and exploratory nature of this review, a quality assessment was not performed.
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Integrated Care Literature in Counseling and Counselor Education Flow Chart
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Note. This flow chart outlines the PRISMA-ScR (Tricco et al., 2018) search process.

Results

This scoping review resulted in a wide variety of articles in counseling journals that may inform
the future of IC research in counseling and counselor education. Additionally, articles included in our
review have ranging implications at the CIT, counselor, and client levels. The results section will begin
with an overview of IC publication trends within counseling journals, detailing the publication range
and specific journals. Next, results for this review were organized based on study outcomes and the
classification of the article. The study outcomes sections will further detail included articles that are
conceptual, empirical, or meta-analyses and systematic reviews.
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Publication Trends

Articles included in this review range in publication year from 2004-2023. Articles are represented
in 10 unique journals. Specifically, the following journals are represented in this review: (a) Counseling
Outcome Research and Evaluation (n = 2); (b) International Journal for the Advancement of Counselling (n =2);
(c) Journal of Addictions & Offender Counseling (n = 2); (d) Journal of College Counseling (n = 1); (e) Journal of
Counseling & Development (n =7); (f) Journal of Creativity in Mental Health (n = 1); (g) Journal of LGBTQ Issues
in Counseling (n =1); (h) Journal of Mental Health Counseling (n=9); (i) The Family Journal (n =1); and
(j) The Professional Counselor (n =1).

Study Outcomes
Conceptual Articles

Our review included 11 conceptual articles (see Appendix A). Of these studies, five described IC as
a treatment approach for underserved populations. In each of these articles, the authors described how
IC provided a “one-stop-shop” treatment approach that provided increased access to a mental health
provider in a traditional primary care setting, which reduced barriers to transportation, cost per service,
and provider shortages. Six studies focused on current licensed counselors in primary care settings,
counselor educators, CITs in a CACREP-accredited program, and counselors interested in IC. Common
implications of these articles included advocacy, education, communication, networking, and teamwork.

Eight studies described how additional research could empirically investigate their IC model. The
authors of these conceptual articles recommended continued investigation of the current medical model
and national recognition of gaps of care for both the chronic pain and substance abuse population;
integrating the interprofessional education collaborative (IPEC) into the curriculum of mental health
counselors; interprofessional telehealth collaboration (IPTC) through cognitive behavioral therapy (CBT)
for rural communities; treatments aligned with cultural tailoring; implementation of IC for those in the
LGBTQ+ community; trauma-informed IC; and the role of counselors in an IC team treating obesity. The
conceptual models reported in Table 1 highlight evidence-based approaches a counselor can apply in IC
settings to assess for substance abuse and mental health disorders, brief interventions (e.g., CBT technique
of challenging automatic thoughts, motivational interviewing) to encourage engagement in preventative
health care, and trauma-informed practices (e.g., psychoeducation on trauma somatization). Moreover,
counselors trained in the Multicultural and Social Justice Counseling Competencies (MSJCC; Ratts et al.,
2016) can advocate for culturally tailored interventions to respect a client’s cultural identity.

Two studies highlighted different approaches to IC. Johnson and Mahan (2020) identified the IPTC
model, which allows health professionals to use technology to increase access to services for rural
communities. The IPTC model provides telehealth services to rural communities through an IC model
to reduce negative social determinants of health, such as distance from a mental health provider.
Specifically, Johnson and Mahan (2020) detailed their approach to working alongside primary care
providers to deliver family counseling services and coordinate health care services to promote overall
health and wellness for family systems. Goals of their family counseling sessions included increasing
health literacy, enhancing a family’s coping strategies for medical conditions, and reducing family
conflicts. The Chronic Care Model has been shown to improve the quality of care for clients with chronic
medical conditions by increasing communication between health care professionals (Sheesley, 2016).
Two articles also focused on the impact of two identified training programs. Johnson and Freeman
(2014) identified the IPEC Expert Panel and their efforts to effectively train health professionals to
collaborate. Lloyd-Hazlett et al. (2020) focused on the Program for the Integrated Training of Counselors
in Behavioral Health (PITCH), which is a training program for master’s-level counseling students
in a CACREP-accredited program aimed at training students to supply IC to rural, vulnerable, and
underserved communities. These results are represented in Appendix A.
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Empirical Articles

Our review resulted in 13 empirical studies using the following designs: three mixed-methods
designs, three quasi-experimental designs, two cross-sectional surveys, two pre-post designs, three
phenomenological studies, and one exploratory cross-case synthesis. The studies were completed
in a variety of settings, such as university clinics, trauma centers, and hospitals. Participant profiles
varied across studies, with nine representing CITs or practicing counselors, three representing clients,
and one representing both. In addition to counselors, studies with client-level data included service
providers and undergraduate students from social work, speech-language pathology, dental hygiene,
nursing, and physical therapy programs. Articles that reported client-level data tested an intervention
(e.g., motivational interviewing in an IC setting for a substance use disorder), compared an IC
approach to treatment as usual (TAU) in silos, or explored relationships between health care indicators
and client engagement in a setting applying an IC modality. Furthermore, three studies in this article
used Heath et al.’s (2013) conceptualization of IC, which was the most common model cited.

Most study outcomes were reported as positive benefits for IC. For CIT and counselor-level studies,
six described a theme of increased ability and desirability to work with a collaborative approach on
IC teams. Participants also commonly reported an increase in professional identity and self-efficacy.
Participants in studies by Agaskar et al. (2021), Alvarez et al. (2014), and Lenz and Watson (2023) further
demonstrated that working with underserved populations in IC settings increased their multicultural
competence, specifically around areas of acceptance, advocacy, and awareness. A gap in IC awareness
among service providers and organizational constraints were noted as potential barriers to IC care.
Johnson et al. (2021) found interprofessional supervision as a potential barrier to remaining within
a provider’s scope of practice, because a supervisor providing supervision to a supervisee from a
different professional identity may not appropriately understand roles and responsibilities. Because of
this, Johnson and colleagues noted implications for future research and graduate-level training in the
classroom and field experience. All four of the studies completed with client-level data were quantitative,
accounting for 2,378 client participants. Results of these studies suggested improvement in holistic client
functioning (i.e., reduction in pathological symptoms and increase in preventative behaviors; Ulupinar
et al.,, 2021), a decrease in crisis events (Schmit et al., 2018), and decrease in risky drinking behaviors for
individuals receiving IC trauma care (Veach et al., 2018). The self-stigma of mental illness and of seeking
help had an inverse relationship with mental health literacy among patients who received treatment in
an IC setting (Crowe et al., 2017). These results are represented in Appendix B.

Meta-Analyses and Systematic Reviews

Three articles in this review were meta-analyses or systematic reviews. Specifically, two articles
were meta-analyses and one was a systematic review. Participants within these studies included adults
with substance use disorders, mental health professionals receiving training to practice within IC, and
individuals receiving mental health care in traditional primary care settings. All three articles described
benefits of IC. Additionally, the authors differed on the number of studies and participants included in
their analyses. Fields et al. (2023) completed a review of 18 articles that studied training interventions
for mental health professionals to work on IC teams and concluded that training in IC promotes
aspects of interprofessional collaboration, professional identity development, and self-efficacy. Balkin
et al. (2019) concluded no statistical significance between IC treatment and TAU to decrease frequency
of substance use. Balkin et al. also remarked that their study, including 1,545 participants, did not
reach statistical power and results should be considered preliminary. Lenz et al. (2018) reported a
decrease in mental health symptoms with a greater effect when a larger treatment team and number
of behavioral health sessions are increased, compared to TAU. Lenz and colleagues generated their
results from 14,764 participants. Lastly, Fields et al. (2023) and Lenz et al. (2018) both used Heath et al.’s
(2013) model of IC for conceptualization. For all three of these studies, additional research is needed
to understand IC at the client or consumer level, as well as how different variables affect the treatment
process. These results are represented in Appendix C.
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Discussion

Implications for Counseling Practice

The results of this scoping review have implications that may inform clinical practice for counselors
and CITs. Most results suggested clinical benefits for individuals receiving counseling services
through an IC setting. Clients or consumers that received IC treatment reported a reduction of mental
health symptoms (Lenz et al., 2018; Ulupinar et al., 2021), mental health stigma (Crowe et al., 2018),
and crisis events (Schmit et al., 2018). As almost half of individuals with poor mental health receive
treatment in primary care settings (Petterson et al., 2014), integrating a counselor into a traditional
primary care setting (e.g., hospital, community health care clinic) provides an additional treatment
team member with specialized training to treat mental health concerns. Because of the potentially fast
nature of IC settings, interested counselors are encouraged to review SAMHSA applications of SBIRT
to facilitate brief meetings until more long-term services are provided. Furthermore, counselors may
consider reviewing resources on evidence-based approaches, such as Ultra-Brief Cognitive Behavioral
Interventions: A New Practice Model for Mental Health and Integrated Care (Sperry and Binensztok, 2019),
and understanding common medical terminology, such as A Therapist’s Guide to Understanding
Common Medical Conditions (Kolbasovsky, 2008).

Articles that were classified as conceptual also suggested that IC treatment has the potential to enhance
service delivery for clients from diverse populations, such as LGBTQ+ and medically underserved
communities (Kohn-Wood & Hooper, 2014; Moe et al., 2018). The primary rationale described by
scholars is that an IC approach advocates for diverse populations to reduce social determinants of
health, such as proximity barriers, communications barriers, and availability of culturally appropriate
interventions. Counselors interested in working in an IC setting are strongly encouraged to review the
MSJCC (Ratts et al., 2016) and be prepared to serve as an advocate for their client as they navigate the
health care system. The Hays (1996) ADDRESSING model also provides counselors a conceptualization
model for understanding power and privileges associated with cultural differences. Information drawn
from an understanding of power and privileges may further assist the interdisciplinary team with
delivering culturally appropriate care. However, Balkin et al. (2019) concluded that IC may not result in
a decrease in frequency of substance misuse. As IC may not be the most ideal approach depending on
the client’s presenting concern and therapeutic goals, counselors are ethically bound to continue ongoing
assessments to collaborate with their client to determine the most appropriate treatment setting.

Implications for Counselor Education

In addition to counseling practice, the results of our scoping review provide implications for counselor
education and ongoing counselor development. First, counselors or CITs that have received training in
IC have commonly reported an increase in their professional identity development, as practicing in IC
settings creates an opportunity for counselors and CITs to differentiate counseling responsibilities from
related health care professionals (Brubaker & La Guardia, 2020; Johnson et al., 2015). Counselor educators
and supervisors are encouraged to consider how they can create opportunities to challenge their
students or supervisees to understand their role in the health care landscape. For example, Johnson and
Freeman (2014) described an interdisciplinary health care delivery course to train counselors alongside
students from other disciplines (e.g., nursing, physical therapy), and counselor educators may consider
how they can form partnerships across departments to provide these opportunities. Counselor or CIT
participants also expressed an enhanced self-efficacy for clinical practice (Brubaker & La Guardia, 2020;
Lenz & Watson, 2023). As trainings and field experience for IC practice typically involve experiential
components, counselors and CITs are provided additional opportunities to practice their previous clinical
trainings in IC settings. Farrell et al. (2009) provided an example of how counselor educators can use
standardized patients (i.e., paid actors simulating a presenting concern) to role-play a client in a primary
setting. In such situations, the CIT can practice a variety of brief assessments (e.g., substance abuse,
suicide, depression screenings) and interventions (e.g., motivational interviewing techniques, such as

building ambivalence) in an IC setting.
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With the counseling profession’s emphasis on aspects of valuing cultural differences and social
justice, counselor educators and supervisors may consider how they can train counselors and CITs
to reduce social determinants of health through integrated and collaborative practices that promote
affirmative and proximal care. Counselors or CITs that received training to work in IC settings often
reported higher understanding of multicultural counseling (Agaskar et al., 2021; Lenz et al., 2018).
Thus, counselor educators and supervisors can provide their counselors and CITs with challenges
to incorporate aspects of the MSJCC (Ratts et al., 2016) when delivering interdisciplinary care. All
trainings in our review were administered across multiple modalities (e.g., face-to-face, hybrid, virtual,
asynchronous), which gives counselor educators flexibility in how they train counselors or CITs. The
variety in training administration is a promising result, as the COVID-19 pandemic highlighted the
need for flexible training options for counselors and CITs. In addition, counselors and CITs in rural
communities often have infrequent access to training as compared to their non-rural colleagues, and
thus flexibility may enhance the accessibility of IC training (Alvarez et al., 2014). Lastly, counselors
and CITs being trained in IC modalities do not need to work in IC settings to use interprofessional
skills developed through trainings. Heath et al. (2013) remarked that IC is not always a feasible
option, but helping professionals can still apply collaborative approaches to enhance their client’s
holistic outcomes. In other words, counselors or CITs may apply IC principles of preventative health
care and interdisciplinary treatment plans by collaborating with other health care professionals at
a distance. Glueck (2015) corroborated this notion and described a theme that counselors who have
previously worked in IC settings believe they are able to provide more holistic care because they are
better equipped to collaborate with health care professionals from multiple disciplines. However,
these counselors also reported that they would have been more prepared to work in IC if they received
training at some point in their career.

Limitations and Recommendations for Future Research

The methodology of a scoping review has noted limitations. Because of the nature of a scoping
review, the data extraction process and results section are broad (Munn et al., 2018). Articles were not
systematically evaluated to assess study quality, and the reader is encouraged to review a specific study
before interpreting the results. In addition to study quality, scoping reviews include articles from a
variety of article classifications, so the results and implications should be considered exploratory. Thus,
we caution how readers draw conclusions from results presented in the included articles. Second, the
search terms and inclusion criteria may have resulted in limitations. This search focused on IC; therefore,
concepts such as interprofessional collaboration and interprofessional education may have been
excluded. These concepts are discussed in the Heath et al. (2013) model, but they do not directly result
in IC practice. Counseling and counselor education were also search terms, which may have excluded
articles written by counseling scholars in journals outside of counseling and counselor education journals.
Third, this review resulted in four studies that empirically investigated IC at the client level. With limited
data at the client level, there are funding and advocacy sustainability concerns for IC within counseling
and counselor education. Lastly, nine studies specifically provided implications for marginalized
populations and multicultural competency development through an IC lens. Although Kohn-Wood and
Hooper (2014) and Vogel et al. (2014) concluded that IC is a modality that advocates for the treatment
of marginalized populations that have traditionally received services at unequal rates to their White,
cisgender counterparts, this topic has limited representation in counseling IC literature. As discussed by
Fields et al. (2023), this review demonstrates the need for understanding how the counseling professional
identity rooted in social justice and advocacy may contribute to the advancement of IC services.

In light of our limitations, this review resulted in recommendations for future research directions.
Conceptual articles included in this review synthesized literature on the importance of CITs and
counselors understanding applications of IC, as well as potential treatment approaches to treat a variety
of marginalized communities and clinical practices. Our research team recommends that counseling
scholars reviewing the included conceptual articles consider how they can use the implications and
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future research directions to inform future research studies. These articles can also serve as support for
counseling scholars who are applying for internal and external funding. Furthermore, the empirical
studies, systematic reviews, and meta-analyses included in our review present data that can inform
future research. For example, Balkin et al. (2019) and Veach et al. (2018) concluded contrasting results
about IC in reducing substance abuse behaviors. Future research studies can continue researching
substance misuse within IC settings to better understand evidence-based approaches to treat these
populations. Twenty-one articles included recommendations for continued research at the client

or consumer level, specifically for clients from marginalized communities. Counseling scholars are
encouraged to stay up to date with program evaluation scholarship and implement a variety of
methodical procedures to document the impact of IC on clients. Lastly, counseling scholars must
advocate for continued IC literature publication within counseling and counselor education journals.

Conclusion

Our scoping review identified IC literature within counseling journals. Specifically, this review
followed PRISMA-ScR protocols (Tricco et al., 2018) and identified 27 articles across 10 unique counseling
journals. Most articles were within national flagship journals (such as those of ACA and AMHCA) and
publication years ranged from 2004-2023. The articles in this review were organized according to their
classification, and were described as either conceptual, empirical, or meta-analyses and systematic
reviews. Implications for CITs, counselors, and clients were represented across each classification.
Overall, IC implications from each article were positive for training and practice perceptions for CITs and
counselors, as well as clinical outcomes for clients. Moving forward, authors unanimously encouraged
counselor educators and counseling scholars to continue studying IC. Future scholarship would benefit
from a deeper understanding of client-level implications, with an emphasis on how IC can benefit
marginalized communities.
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Appendix A
Conceptual Articles
Author(s) Population(s) of Interest Research Gap Identified Implications and Future Directions
Aitken & Counselor educators Lack of IC literature in Increased training for counselors to
Curtis, 2004  and counselors counselor education journals work competently in IC. Increased
advocacy efforts to be on insurance
panels. Build relationships with
other health care professionals. More
literature is needed in counselor
education journals.
Jacobson &  Clients who are Lack of literature for clients Clients that have co-occurring
Hatchett, chemically dependent who are chemically dependent chemical dependence and chronic
2014 with chronic pain with chronic pain pain have reported benefits
when their symptoms are treated
by mental and physical health
providers. Additional research is
needed to understand treatment
strategy effectiveness.
Johnson & Health care Lack of literature documenting Provides a framework for IC
Freeman, undergraduate and IC training across multiple training across multiple disciplines
2014 graduate students disciplines, specifically in accordance with SAMHSA IC
(including CITs) including CITs competency standards. Additional
learning IC strategies research is needed to understand the
effectiveness for each discipline and
as a whole.
Johnson & Family counselors Family counselors leading Emphasis on interprofessional
Mahan, 2020 in rural and connection between rural collaboration (IPC) and use of
underserved areas families and other providers telehealth options where family
of health care services counselors use systemic training
to advocate for rural, marginalized
families, as well as network and
connect families to health care
providers when family members
have unmet medical health needs
or need specialized mental health
care treatment. Additional research
is needed to understand this
phenomenon.
Kohn-Wood Mental health How culturally tailoring Cultural tailoring of treatments
& Hooper, professionals working evidence-based treatment should be a primary factor that is
2014 in primary care settings ~ models can reduce mental evaluated in future research studies.

health disparities

217

Future researchers should consult
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engagement and improve outcomes
for diverse groups.
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Author(s)

Population(s) of Interest

Research Gap Identified

Implications and Future Directions

Lloyd-
Hazlett et al.,
2020

Moe et al.,
2018

Regal et al.,
2020

Sheesley,
2016

Tucker et al.,
2008

Vogel et al.,
2014

CITs

LGBTQ+ clients

Clients with cancer
who are survivors of
childhood sexual abuse

Counselor educators,
counselors, and primary
care settings

An international student’s
experience receiving IC
on a college campus

Counselors considering
IPC

Need for a replicable model
to train CITs in IC

Lack of LGBTQ+ literature
pertaining to IC

Lack of trauma-informed

care literature pertaining

to IC, specifically for
individuals with adverse
childhood experiences (ACEs)

Elaborate on the role of mental
health counselors within the
Chronic Care Model (CCM)

The effect of an IC program
and mindfulness-based
cognitive therapy (MCBT)
approach

Access issues, adherence,
and the effectiveness of IPC
with particular attention to
culturally diverse groups

The Program for the Integrated
Training of Counselors in Behavioral
Health (PITCH) model creates
community partnerships, introduces
CITs to applications of IC, and
awards CITs a graduate certificate.
Additional research is needed to
demonstrate sustainability.

CITs, counselors, and other health
care professionals working with
LGBTQ clients may benefit from
additional training and supervision
in collaborative care and IC.
Additional research is needed to
understand the impact IC has with
the LGBTQ+ population.

IC offers opportunities for
appropriate assessments to identify
ACEs for holistic care, as represented
in the case study. Additional
research is needed to understand
universal screening for ACEs and

the integration of trauma-informed
practices within traditional primary
care settings.

Counselors influencing the future of
obesity treatment within the CCM.
Additional research is needed to
understand evidence-based practices
for counselors within the CCM for
the treatment of obesity.

As reported by the multidisciplinary
team, clients using medication

and individual and group therapy
improved from the first time they
had met. The authors emphasized
the use of MCBT in treatment.
Additional research is needed for IC
on college campuses.

Increased training in evidence-
based culturally tailored practices.
Increased education for counselors
regarding IPC to help determine if
primary care is a good fit. Additional
research is needed on various aspects
of successful IPC execution.
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Appendix B
Empirical Articles
N and
Author(s) Methodology Participant Research of Interest Results
Profile
Agaskar ~ Mixed methods; 12 CITs The effect of an IPC and CITs reported an increase in
etal, 2021 quantitative: evidence-based practices multicultural competence and
single-group curriculum to enhance ability to work on IC teams, utilize
design; qualitative: students” ability to work evidence-based practices, and
thematic analysis with at-risk youth in IC implement suicide interventions.
settings
Alvarez Qualitative; 8 service The experiences of IC Three themes emerged: (a) patient-
etal, 2014 exploratory providersinan service providers working  centered care benefits underserved
cross-case synthesis  IC setting with culturally and populations, (b) desirability of a
linguistically diverse multidisciplinary team, and
populations (c) importance of the organization
to change with circumstances.
Brubaker  Quantitative; 11 CITs The effect of an IC training ~ CITs reported an increase in
& La single case and intervention, Serving At- understanding professional
Guardia,  quasi-experimental Risk Youth Fellowship identity, self-efficacy, and
2020 Experience for Counselors  interprofessional socialization.
(SAFE-C)
Crowe Quantitative; 102 clients To examine the relationship Self-stigma of mental illness and
etal, 2017 Cross-sectional from an IC between mental health self-stigma of seeking help had an
survey design medical facility self-stigmas, mental health  inverse relationship with mental
literacy, and health care health literacy.
outcomes
Glueck Qualitative; 10 mental Roles and attitudes of Mental health professionals
2015 phenomenological  health mental health professionals reported that they were involved
professionals ~ working in IC and in brief interventions and
working in IC  perceived training needs assessments, administrative
settings work, and consultation and that
additional graduate training is
needed in classroom and field
experiences.
Johnson Mixed methods; 22 CITs, as CITs attitudes toward Perceptions about learning
etal, 2015 qualitative: the pre- well as dental interprofessional learning  together and collaboration
and post-survey hygiene, and collaboration following improved, negative professional
design; qualitative: —nursing, and an interdisciplinary course  identity scores decreased,
thematic analysis physical on IPC and higher reports of positive
therapy professional identity.
students
Johnson Qualitative; 11 counselors ~ Experiences of Four themes emerged:
etal, 2021 phenomenology in hospital counselors working on (a) counselors rely on common
setting interprofessional teams factors and foundational

(IPTs) in a hospital setting ~ principles; (b) counselors
must have interprofessional
supervision; (c) counselors must
remember their scope of practice;
and (d) counselors must adhere
to ethical codes and advocacy
standards.
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Nand
Author(s) Methodology Participant Research of Interest Results
Profile
Lenz & Mixed-methods; 45 CITs The impact an IC training ~ Increase in self-efficacy,
Watson, quantitative: non- program has on CITs’ selt-  interprofessional socialization,
2023 experimental efficacy, interprofessional ~ and aspects of multicultural
pre- and post- socialization, and competence. Most reported
test; qualitative: multicultural competence,  barriers were IC awareness and
thematic analysis as well as barriers to organizational constraints.
student growth
Schmit Quantitative; 196 clients; 98  The effect of IC for Group that received the IC
etal, 2018 quasi-experimental received IC individuals with severe intervention demonstrated
and 98 received mental illness compared an improvement in overall
treatment as to TAU functioning, including a
usual (TAU) decrease in crisis events.
Ulupinar  Quantitative; 1,747 clients To examine the therapeutic The addition of counselors
etal, 2021 quasi-experimental and 10 outcomes and client resulted in a decrease in client
counselors dropout rates of adults symptom reports.
experiencing mental
disorders in an IC center
Veach Quantitative; 333 clientsina A brief IC counseling The IC counseling intervention
etal, 2018 pre- and post-test ~ trauma-based intervention for risky resulted in reduced risky alcohol
survey IC center alcohol behavior behaviors.
Vereen Qualitative; 13 graduate The effect of Five themes emerged:
etal, 2018 phenomenological students; five interprofessional education (a) benefits of IPE,
inquiry CITs and (IPE) on the development  (b) expectations of collaborative
eight speech—  of collaborative practice practice, (c) benefits of
language for both CITs and speech—  experienced IC providers,
pathologists language pathologists-in-  (d) challenges of IC practice, and
training (e) optimization of IC practice.
Wood Quantitative; 155 How factors related to Results indicated that health
etal, 2020 cross-sectional undergraduate prevention and wellness anxiety was positively correlated
survey design students relate to topics that with fear of cancer, but that
studying counselors are adept psychosocial variables either
psychology at addressing, such as had no relationship or were not
and aspects of ~ optimism, social support,  significant moderators between
counseling and resilience health anxiety and fear of cancer.
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Meta-Analyses and Systematic Reviews

Number
Author(s) Iélretlls:;liefication Population of Interest gi&gi:::; Results and Implications
Participants
Balkin Meta-analysis ~ Adults with substance use 8 studies Effects of IC were small with
etal., 2019 disorders with 1,545 this sample (i.e., small effect
participants; in decrease in substance use).
722 received IC Authors recommended
and 823 additional research to
received understand substance use
alternative disorders within an IC
context and variables beyond
use of substances.
Fields Systematic Mental health professionals 18 studies Four themes emerged:
etal, 2023 review and mental health (a) HRSA-funded studies,
professionals-in-training (b) trainee skill development,
receiving education on IC (c) enhancement of
self-efficacy, and
(d) increased understanding
of interprofessional
collaboration. Authors
recommended more studies
focusing on client-level data
and more multicultural
competencies.
Lenz Meta-analysis  Individuals receiving mental 36 studies Effects of IC, as compared
etal., 2018 health care in traditional with 14,764 to alternative treatments,
primary care settings participants resulted in a decrease in

mental health symptoms. A
greater effect is shown with
a larger treatment team and
number of behavioral health
sessions.
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Supporting Early College High School Students:
The Effects of Cognitive Behavioral Therapy | ue—
for Perfectionism on Perfectionism, Negative .-t
Affectivity, and Social-Emotional Well-Being

Arielle Bendit, Melissa Mariani, Paul Peluso, Elisa Calabrese

Meeting the unique needs of high-achieving students is particularly challenging for professional counselors.
Currently, there is a paucity of research that prioritizes the needs and social-emotional development of high-
achieving students in accelerated curricula. This study examined the effectiveness of a modified version of

the cognitive behavioral therapy for perfectionism (CBT-P) small group intervention on the perfectionism,
negative affectivity, and social-emotional well-being of high-achieving students. A series of ANCOVA analyses
revealed a statistically significant difference in negative affectivity and self-oriented perfectionism between
treatment (n = 20) and comparison (n = 21) groups. No statistically significant difference was found regarding
participants’ socially prescribed perfectionism or social-emotional well-being. The modified CBT-P yielded
large effects (np2 = .22) in reducing negative affectivity and medium effects (np2 = .11) in reducing self-oriented
perfectionism. These findings further support this population’s need for specialized school-based interventions
and illuminate future research directions.

Keywords: high-achieving students, perfectionism, negative affectivity, social-emotional well-being, CBT-P

For decades, positive stereotyping surrounding the high-achieving student population has continued
to promote the misconception that high-achieving students do not face problems or social-emotional
challenges (Colangelo & Wood, 2015; Peterson, 2009). Yet, a growing body of literature has led researchers
to conclude that high-achieving students are not immune to mental health concerns (Kennedy & Farley,
2018; Suldo et al., 2018). In fact, high-achieving students are more likely to struggle with perfectionism,
internalize expectations and problems, and maintain a facade to avoid expressing their needs (Peterson,
2009). Left undetected, mental health problems may impact academic and social-emotional success
(Luthar et al., 2020).

With mental health problems increasing among adolescents, there is a growing interest in expanding
strategies and early intervention programs to improve mental health outcomes (Divin et al., 2018).
The school system plays an essential role in addressing adolescents’ social-emotional and academic
needs, with many schools adopting multi-tiered systems of support (MTSS) to implement and evaluate
schoolwide interventions (O'Brennan et al., 2019). Prevention and intervention programs being
utilized within MTSS need to be tailored to meet the student populations” needs (Dai et al., 2015).
Tailoring programs is essential when considering interventions to support high-achieving students, as
they typically perform well enough academically in accelerated courses to maintain enrollment, but
their emotional health problems may go undetected by counselors and educators (Suldo et al., 2018).
Additionally, many of the programs available to support high-achieving students’ needs are the same as
those offered to general education students (O'Brennan et al., 2019), and there is little empirical evidence
linking these programs or practices to positive outcomes for this population (Colangelo & Wood, 2015).

Arielle Bendit, PhD, LMFT, is a postdoctoral fellow at Florida Atlantic University. Melissa Mariani, PhD, is an associate professor at Florida
Atlantic University. Paul Peluso, PhD, LMHC, LMFT, is Senior Associate Dean of the College of Education at Florida Atlantic University. Elisa
Calabrese, EdD, is Director of Javits Gifted and Talented Education Grant for Florida Atlantic University Lab Schools. Correspondence may he
addressed to Arielle Bendit, 777 Glades Road Bldg. SS-8, Rm 229, Boca Raton, Florida 33431, abendit@fau.edu.
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Early college high schools are an innovative way for high school students to earn both high school
degrees and college degrees simultaneously. These schools are on the rise (Song et al., 2021) and meet
many high-achieving students” academic and social-emotional needs (Dai et al., 2015). However, the
literature on early college high schools also highlights themes of increased academic pressure, stress,
adjustment concerns, and anxiety (Dai et al., 2015; Peters & Mann, 2009). Unfortunately, the needs
of high-achieving students in accelerated curricula are often not prioritized in research and there is
a lack of attention in counselor education programs given to the social-emotional development of
the high-achieving population (O'Brennan et al., 2019; Suldo et al., 2018). Therefore, further research
is needed to demonstrate effective interventions targeted to meet high-achieving students” unique
emotional health needs.

High-Achieving Students and Mental Health

The term high-achieving refers to students who “exhibit outstanding intellectual ability, or promise,
and are capable of extraordinary performance and accomplishment” (McClain & Pfeiffer, 2012, p. 59).
Unfortunately, the high-achieving population has been surrounded by positive stereotyping for years
(Peterson & Lorimer, 2011), leaving them vulnerable to social isolation, stigmatization, and psychological
distress. Researchers studying high-achieving students specifically have identified many concerns,
including anxiety, perfectionism, suicidal ideation, bullying, academic underachievement, poor coping
skills, and trauma (Peterson, 2009; Tang & Fisher, 2012). There are a number of situations, compounded
by the additional factor of high ability, that put high-achieving students at a more unique risk for
developing mental health problems (Colangelo & Wood, 2015; Cross & Cross, 2015). For example, high-
achieving students may face challenges related to asynchronous development, which is when cognitive
development outpaces the physical and social-emotional domains (Papadopolous, 2020). This disparity
may cause issues in how high-achieving students experience and relate to the world (Colangelo & Wood,
2015), which can lead to social anxiety and peer rejection (Cross & Cross, 2015). Further, increased levels
of stress stemming from high-ability characteristics such as over-commitment, fear of making mistakes,
and high expectations are common in this population (Cross & Cross, 2015).

High-Achieving Students and Perfectionism

Perfectionism is a personality disposition characterized by the act of striving for precision and having
exceedingly high standards of performance accompanied by relentless self-criticism while in pursuit of
those standards (Frost et al., 1990; Tang & Fisher, 2012). Several researchers have proposed that there
are two higher-order dimensions of perfectionism: perfectionistic strivings and perfectionistic concerns
(Leone & Wade, 2018; Strickler et al., 2019). Perfectionistic strivings are high personal standards and the
belief that being perfect is important to oneself (Hewitt & Flett, 1991), whereas perfectionistic concerns
include the fear of making mistakes, expressing self-doubt about one’s abilities, and perceiving that
others expect perfection of oneself (Frost et al., 1990; Mofield & Parker Peters, 2015).

Perfectionism is one of the most frequently cited traits in high-achieving individuals (G. A. Horowitz
et al., 2012; Papadopoulos, 2020) and one of the most common concerns expressed by their parents
(Stricker et al., 2019). Damian and colleagues’ (2017) study was one of the first to provide evidence that
high academic ability is a common factor in developing perfectionism. For many high-achieving students,
pursuing perfection is a way to preserve positive self-worth, reduce shame, or gain a sense of control
(Flett et al., 2002). Further research exploring perfectionism dimensions in high-achieving students found
that perfectionistic strivings are associated with more positive outcomes such as happiness, increased
self-esteem, life satisfaction (Chan, 2011), and greater academic self-concept (Dixon et al., 2004). In
contrast, perfectionistic concerns are associated with more negative outcomes such as poor coping skills,
psychological health concerns, and underachievement (Dixon et al., 2004; Stricker et al., 2019).
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Universal Complete Mental Health Screening

Comprehensive school counseling programs are intended to integrate data-driven MTSS to address
academic and behavioral concerns (Belser et al., 2016). Within MTSS, all students receive universal
core instruction (Tier 1). These universal programs provide approximately 80% of students with what
they need to be academically, socially, and emotionally successful. Common Tier 1 supports and
programming include reward systems, explicit social-emotional learning lessons, daily mindfulness
activities, and modeled schoolwide expectations. With that, approximately 20% of students who receive
core instruction may need additional Tier 2 (small group or mentoring) or Tier 3 (individual counseling
or community referral) supports to be successful (O'Brennan et al., 2016).

MTSS efforts are critical in the early identification and prevention of long-term mental and
behavioral health problems (von der Embse, 2018). As such, universal screening data is used to inform
which students are in need of additional services beyond Tier 1 (Moore et al., 2019). Additionally,
universal screening data helps to align counseling services and supports to the appropriate intensity
needed at each tier to meet students’ social-emotional needs (Belser et al., 2016). With advancements
from the positive psychology movement, universal mental health screeners have adopted a more
strengths-based approach, termed complete mental health screening, to include both psychological distress
and strength indicators (Furlong et al., 2018; Moore et al., 2019).

Using this approach, students are classified into one of four different mental health groups,
according to their severity of psychological distress and their positive strength indicators (Suldo &
Shaffer, 2008). The complete mental health group (high strengths, low distress) is typically the largest
mental health group to emerge across samples (Suldo et al., 2016) and refers to individuals with
optimal wellness (Suldo & Shaffer, 2008). Students with complete mental health are often successful in
terms of academic skills and emotional engagement and are likely to only need Tier 1 support (Moore
et al., 2019). The symptomatic group has elevated distress and strengths (Moore et al., 2019). Although
research on this group is inconsistent, it suggests that the presence of positive strength indicators may
act as a protective factor despite the presence of psychological distress (Suldo et al., 2016). The troubled
group experiences high distress and low levels of strengths and often has the worst outcomes of the
four groups (Moore et al., 2019). Finally, the vulnerable group is those who report low levels of distress
and low levels of strengths (Moore et al., 2019). Students in this group are typically excluded from
intervention services using traditional screening methods because of their lack of psychopathology
(Suldo & Shaffer, 2008). Therefore, incorporating both psychopathology and strengths-based measures
provides a more comprehensive conceptualization of students’ functioning (Furlong et al., 2018) and is
more accurate in identifying students at each level of MTSS (Suldo & Shaffer, 2008).

Despite favorable findings, complete mental health screening is not widely used in school-based
assessment practices (Suldo & Shaffer, 2008); in fact, most schools do not use any sort of universal
screening tool (Wood & McDaniel, 2009). In contrast to screenings, many schools rely on office
discipline referrals to determine whether at-risk students are in need of supplemental support services
(Bruhn et al., 2014). However, discipline referrals only identify students who “act out” or struggle
academically, and they do not capture students with internalized problems (Bruhn et al., 2014).
Therefore, given the prevalence of internalizing concerns such as anxiety and depression among high-
achieving students (Sanzone & Perez, 2019), coupled with their reluctance to seek help (Peterson, 2009),
early college high school programs should use complete mental health screenings to identify and
support at-risk, high-achieving students.
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The Cognitive Behavior Therapy for Perfectionism Small Group Intervention

Perfectionism has emerged as a critical vulnerability factor for a variety of maladjustments and
mental health disorders (Flett & Hewitt, 2014; Speirs Neumeister, 2018). Flett and Hewitt (2014) found
that interventions with an explicit focus on decreasing perfectionism were more effective in reducing
negative aspects of perfectionism than general prevention programs. Further, Feiss and colleagues (2019)
conducted a meta-analysis to evaluate the efficacy of school-based programming aimed at reducing
internalizing mental health problems in adolescents and found that targeted programming was more
effective than universal programming. Overall, interventions for Tier 2 and Tier 3 can provide additional
support for at-risk students, who are more likely to access mental health treatment when referred to
school-based services (Biolcati et al., 2017). When delivered in a group format, identified students are
likely to find peers they can relate to and connect with (J. L. Horowitz et al., 2007).

Shafran and colleagues (2002) proposed a cognitive behavioral conceptualization of perfectionism
that helps to guide counselors in assessment and treatment. Specific structured protocols were outlined
by the authors as an extension of the protocols developed in the treatment studies by Steele et al. (2013)
and Handley et al. (2015). Despite having structured sample protocols, all cognitive behavior therapy
for perfectionism (CBT-P) treatment strategies should be used flexibly and be focused on individualized
formulation (Egan & Shafran, 2018). A series of clinical trials in different settings and formats evaluated
the treatment efficacy of CBT-P (Egan & Shafran, 2018; Egan et al., 2014; Handley et al., 2015). Handley
and colleagues (2015) conducted the first randomized control trial to determine the efficacy of CBT-Pin a
group format. Participants had a range of disorders, including anxiety, depression, obsessive-compulsive
disorder, and eating concerns. Those in the treatment group, who received the CBT-P group protocol,
demonstrated significant large effect size (Cohen’s d = 1.2) reductions in disorders compared to those in
the control group. However, only a few studies have examined the efficacy of CBT-P in adolescents, and
no studies have examined CBT-P on high-achieving students within a school-based setting.

Purpose of the Present Study

The primary purpose of this quasi-experimental, pre-post design study was to determine the
effectiveness of a modified version of the CBT-P small group intervention on perfectionism, negative
affectivity, and social-emotional well-being in grade 9 to 12 early college high school students. The
following research questions were addressed:

RQ1. Is there a decrease in the levels of perfectionism in grade 9 to 12 early college
high school students after participating in the modified CBT-P group counseling
intervention?

RQ2. Is there a decrease in negative affectivity (anxiety, depression, stress) in grade
9 to 12 early college high school students after participating in the modified
CBT-P group counseling intervention?

RQ3. Is there an increase in the social-emotional well-being of grade 9 to 12 early

college high school students after participating in the modified CBT-P group
counseling intervention?

Method
Participants and Selection

The study was approved by both the school district and the researchers” university IRB. The
participants represented in this study were grade 9 to 12 high school students enrolled in one diverse
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early college high school program in the Southeastern United States. This school is the only public,
accelerated pre-collegiate program with all of its students working toward a high school diploma and a
cost-free bachelor’s degree simultaneously. By grade 10, students take a minimum of 12 college course
credits with the general undergraduate population at a large Southeastern public university. Admission
into the program is highly selective, with an 18% acceptance rate. As a result, students enrolled in

the program are uniquely advanced, with exceedingly high academic achievement and initiative. As

of August 2021, the student body (668 students) demographic breakdown included 35% White non-
Hispanic, 27% Hispanic, 17% Asian or Pacific Islander, 13% Black non-Hispanic, and 7% Multiracial
students. Across the student body, 58% identified as female and 42% identified as male.

Participants were selected from the sample population through the use of universal complete
mental health screeners. Students with parental consent were instructed, as a part of their school’s
comprehensive counseling program, to complete the mental health screeners in the third week of
the school semester. One group of students participated in the fall 2021 semester and another group
participated in the spring 2022 semester. The administered instruments were completed via computer-
based administration and took approximately 10 to 15 minutes to complete. The school counseling team
then sorted the students into four distinct mental health groups based on negative affectivity scores,
assessed by the Depression Anxiety Stress Scale (DASS-21), and social-emotional well-being scores,
assessed by the Social Emotional Health Survey-Secondary (SEHS-S). T-scores determined the criteria
for high versus low scores. Table 1 includes the breakdown of the results.

Table 1

Groups Yielded From a Dual-Factor Model of Mental Health

Semester Negative Affectivity Low SEWB Average to High SEWB

II. Vulnerable I. Complete Mental Health
Fall 2021 L 91 336
Spring 2022 ow 51 197

IV. Troubled III. Symptomatic but Content
Fall 2021 Hich 14 92
Spring 2022 & 13 48

Note. SEWB = social-emotional well-being.

In the fall 2021 semester, 192 (36%) out of 533 students were categorized into the high-needs groups
(symptomatic, vulnerable, troubled) and identified as needing supplemental intervention. In the
spring 2022 semester, 287 students completed the screener, and 90 students (31%) were identified as
needing supplemental intervention. After reviewing the results, the researchers prioritized students in
the high-need groups with the first opportunity to participate in the study. Students identified in the
complete mental health group and considered to have optimal wellness were not prioritized for the
study; however, they were still eligible to participate. The CBT-P program and study procedures were
described in the informed consent letter to parents and students. Refer to Table 2 for the demographic
breakdown for the participants (N = 46) in both the treatment (1 = 23) and comparison (1 = 23) groups.
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Table 2

Treatment and Comparison Group Percentages for Demographics

. Treatment Comparison
Demographics (1 =23) (1 =23)
White 39% 43%
Hispanic 28% 17%
Ethnicity Black 4% 17%
Asian or Pacific Islander 13% 13%
Multiracial 28% 9%
Male 13% 13%
Gender
Female 87% 87%
Grade 9 35% 22%
Grade 10 43% 17%
Grade Level
Grade 11 17% 35%
Grade 12 4% 26%
Complete 52% 39%
Universal Symptomatic 9% 30%
Screener Group Vulnerable 35% 22%
Troubled 4% 9%

Note. n = number of students.

Instrumentation
Depression Anxiety Stress Scale-21

The Depression Anxiety Stress Scale-21 (DASS-21) is a self-report measure designed to assess
internalizing symptoms (Lovibond & Lovibond, 1995). Respondents use a 4-point Likert scale ranging
from O (did not apply to me at all) to 3 (applied to me most of the time) to rate the extent to which each item
applied to them over the past week. The 21-item measure consists of three 7-item subscales (Depression,
Anxiety, Stress). A total score is created by adding each of the items, with higher scores indicating
higher levels of severity (Lovibond & Lovibond, 1995). Among adolescent samples, each subscale had
good internal consistency scores (Depression, a = .97 to .88; Anxiety, o = .92 to .79; Stress, ot = .95 to
.81; total o = .93), and strong convergent validity (from .68 to .79; Antony et al., 1998). The DASS-21
demonstrated strong internal reliability (« = .93) for this study. For the purpose of this study, the
DASS-21 was utilized to assess negative affectivity.
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Social Emotional Health Survey-Secondary

The Social Emotional Health Survey-Secondary (SEHS-S) is a 36-item self-report survey designed to
assess positive psychological dispositions among adolescents ages 13 to 18 (Furlong et al., 2013). The
measure has 12 subscales of positive social-emotional health constructs that create four general traits:
(a) emotional competence, (b) engaged living, (c) belief in self, and (d) belief in others. These four traits
are combined to make up an overall strength score. Participants rate themselves using a 4-point scale
(1 =not at all true, 2 = a little true, 3 = pretty much true, 4 = very much true). Participants’ social-emotional
health scores are grouped along a continuum of low, low average, average, high average, and high scores
based on a validated national sample of students (Furlong et al., 2018). Initial validation reported high
internal reliability scores, including emotional competence (a =.78), engaged living (a = .87), belief
in self (a =.76), and belief in others (a = .81; Furlong et al., 2013). Calculated reliability for this study
was high (a = .94). The measure also demonstrated strong psychometric properties across validation
studies with diverse samples (Lee et al., 2016; You et al., 2014).

Child Adolescent Perfectionism Scale

The Child Adolescent Perfectionism Scale (CAPS) is one of the most widely used multidimensional
measures of perfectionism in children and adolescents (Flett et al., 2016). The CAPS is a 22-item
measure designed to assess two subscales: Socially Prescribed Perfectionism (i.e., the perception or
belief that others demand perfection from the self) and Self-Oriented Perfectionism (i.e., exceedingly
high personal standards). The 22-item measure uses a 5-point scale (1 = false — not at all true of me,
and 5 = very true of me), with higher scores indicating greater levels of perfectionism. The CAPS
demonstrated good internal reliability, reporting Cronbach’s alpha levels of .86 and .85 for Socially
Prescribed Perfectionism and Self-Oriented Perfectionism, respectively. Calculated reliability for this
study was .80 for the Socially Prescribed subscale and .76 for the Self-Oriented subscale.

Procedures

The study utilized a quasi-experimental, non-equivalent groups research design with pretest and
posttest. Participants were identified from the sample population using universal screening measures
and then assigned to either the treatment group or comparison group using matching procedures based
on demographic data and consideration of student availability and intervention group times. Matching
aimed to reduce bias by selecting subsets of the treatment and comparison groups with similar
observed covariate distributions (Stuart & Rubin, 2007). Participants in the treatment group received the
modified CBT-P small group intervention, while participants in the comparison group did not receive
the CBT-P small group intervention. Participants in the comparison group were eligible to receive the
CBT-P small group intervention the following semester, once the study was completed.

Participating master’s-level counselors-in-training (CITs), currently fulfilling their internship
requirements through the university’s counseling and psychological services, received the CBT-P
guide and a 4-hour training on the CBT-P protocols and conceptual framework (Egan et al., 2014). CITs
were eligible to participate in the study if they met the following criteria: (a) they had at least 1 year
of previous counseling experience; (b) they had weekly individual supervision; (c) they were in good
academic standing with their training program; and (d) they attended all CBT-P training. To ensure
treatment fidelity, the CITs received 1-hour weekly group supervision for consultation and support
and completed a weekly electronic report. The report collected information on the date of each weekly
session, participant attendance, start and end times, unanticipated problems or issues, perceived
effectiveness, and a completed checklist of session content.
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After receiving the training and program materials, CITs co-facilitated weekly CBT-P small group
counseling sessions with the treatment groups. Session protocols developed and evaluated by Handley
et al. (2015) and Steele et al. (2013) suggested eight 2-hour group sessions; however, to increase
feasibility and fidelity, session protocols were pared down to eight 1-hour group sessions to meet the
students’ scheduling needs within their school setting. Arielle Bendit, the first author, modified the
treatment in accordance with the flexible nature of the CBT-P guidelines (Egan et al., 2014). Table 3
outlines the session modules and components.

Table 3

Sessions and Session Components of CBT-P Group Treatment Protocol

Session Session Components

e What are the core features of perfectionism?
1. What Is Perfectionism? e Why does perfectionism persist?
e Pros and cons of perfectionism

e Domains of perfectionism

2. Self-Monitoring o Tips for effective self-monitoring

¢ Develop more functional belief system

3. Surveys and Behavioral Experiments « Introduce behavioral experiments

¢ All-or-nothing thinking

4. New Ways of Thinking ¢ Moving toward flexibility

5. Broadening Attention, Cognitive ¢ Challenge distortions
Distortions, Diaries ¢ Increased awareness through use of thought diary

¢ Ways to challenge and overcome procrastination

6. Procrastination and Problem Solving ¢ Time management and pleasant activities

¢ How to respond to self-criticism

7. Values and Reducing Self-Criticism . .
¢ Increasing self-compassion

8. Expanding Self-Evaluation, Goals, ¢ Encourage realistic and flexible goals
and Relapse Prevention e How to deal with setbacks

Note. Based on protocol developed and evaluated by Steele et al. (2013) and Handley et al. (2015).

Round 1

In August 2021, five CITs completed the CBT-P training. Participating students then completed the
CAPS pretest. Bendit then assigned participants (1 = 27) to their condition groups, with 14 participants
assigned to the treatment group and 13 participants assigned to the comparison group. The CBT-P
treatment groups started in October 2021 and ended in December 2021, with all participants again
completing the CAPS posttest. Final posttest data were collected in January 2022 when participants
completed their second complete universal mental health screener (DASS-21 and SEHS-S).
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Round 2

Participants (n = 19) completed the CAPS pretest in January 2022 and then were assigned to the
treatment group (n =9) or comparison group (n = 10). The treatment groups started in February
2022 and met weekly for 8 weeks. The last group session occurred in April 2022, and all participants
completed the CAPS posttest. Participants completed the final posttest data (DASS-21 and SEHS-S) in
May 2022 as a part of the school’s counseling program.

Preliminary Analysis

Researchers use an analysis of covariance (ANCOVA) when they want to compare two or more
groups on one dependent variable at the same time (Heppner & Heppner, 2004). To determine if it is
appropriate to use a one-way ANCOVA, the data needs to meet the necessary statistical assumptions.
First, Bendit and Paul Peluso determined that the dependent and covariate variables were all measured
on a continuous scale and the independent variable consisted of two or more independent groups.
Next, Bendit and Peluso determined that independence of observation was met, with the treatment and
comparison groups having different participants in each group with no participant being in more than
one group. There were two outliers detected (DASS-21 pre and CAPS pre), but we opted to keep these
values included. Next, we used Shapiro-Wilk tests to determine that the data met normal distribution.
Homogeneity of variances was assessed by a visual inspection of a scatterplot, and there was a linear
relationship between pre and post for each intervention type.

Data Analysis

To address the research questions in this study, an alpha level of .05 was set and a series of one-way
ANCOVA was used to analyze the effect of the independent variable (CBT-P group; Shafran et al., 2002)
on the dependent variables (perfectionism, negative affectivity, social-emotional well-being) between
the treatment and comparison groups. Results were reported using the F statistic and associated p-value
(alpha .05), indicating statistical significance (Heppner & Heppner, 2004). Effect size was also calculated
using the partial eta-square statistic (17 ?), with benchmarks set forth to determine small (.01), medium
(.06), and large (.14) effect size strengtﬁ (Mabher et al., 2013). We did not include participants” data in the
analysis if they did not attend a minimum of four group sessions or if survey data was missing at posttest.

Results

The treatment and comparison groups” means, standard deviations, and change scores for the
study variables at pretest and posttest are provided in Table 4. To control for differences prior to
treatment, the participants” pretest scores were used as covariates and group as a factor. The first
research question explored the impact of the CBT-P group intervention on levels of perfectionism.
Results from the one-way ANCOVA revealed a statistically significant difference [F(1, 38) = 4.94,

p =.03; n ? of .11] in Self-Oriented Perfectionism between treatment and comparison groups and no
statistically significant difference [F(1, 38) = .04, p = .83; 11.? of .00] in Socially Prescribed Perfectionism
between treatment and comparison groups. This significant medium effect finding revealed that
using the modified CBT-P small group intervention (Shafran et al., 2002) can positively influence
levels of self-oriented perfectionism among early college high school students. Participants in the
treatment group (M = 39.15, SD = 5.78) reported lower scores for Self-Oriented Perfectionism at
posttest as opposed to participants in the comparison group (M =43.20, SD = 6.50), a mean difference
of —4.05. The second research question assessed if the students who received the CBT-P group
intervention would show a decrease in negative affectivity compared to students in the comparison
group who did not receive the intervention. Results from the ANCOVA revealed a statistically
significant difference [F(1, 37) = 10.35, p = .003; 77,72 of .22, a large effect] between treatment and
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comparison groups. Notably, the post hoc test revealed that total negative affectivity was statistically
significantly higher in the comparison group (M = 65.90, SD = 34.11) compared to the treatment group
(M =33.80, SD = 21.38), a mean difference of 32.10. The final research question tested the hypothesis
that students in the treatment group who received the CBT-P group intervention would show an
increase in social-emotional well-being compared to students in the comparison group. ANCOVA
results revealed no statistically significant differences [F(1, 37) =.007, p = .94; 77,,2 of .00, no effect]
between the treatment and comparison groups scores from pretest to posttest.

Table 4

Treatment and Comparison Group Means, Standard Deviations, and Change Scores for the Study Variables

Measure Condition (n) 3?;‘;; }\)/?(S;It;; t M +/-
Treatment (20) ?22 58§ 0) ?; 1830 8) -9.00
DASS-21
Comparison (20) ?; 0410 2) (6;4910 1) +10.50
Treatment (20) (110 72 ?i?) (110 65183) +3.00
SEHS-S
Comparison (20) (110 g 475(3) (110 36 7665) +2.95
CAPS
Treatment (20) ?77 845) ?59 715) -8.30
SOP
Comparison (21) ?77 53?) ?635(())) -4.10
31.75 29.40
Treatment (20 -2.35
SPP (20) (9.27) (5.78)
Comparison (21) ?814275) ?79 55) -1.40

Note. DASS-21 = Depression Anxiety Stress Scale; SEHS-S = Social Emotional Health Survey Secondary; CAPS = Child
Adolescent Perfectionism Scale; SOP = Self-Oriented Perfectionism Subscale; SPP = Socially Prescribed Perfectionism
Subscale; n = number, M = mean; SD = standard deviation; +/- = mean change score.

Discussion

Findings from this study were consistent with previous studies that demonstrated the successful
impact of CBT-P group therapy on perfectionism, anxiety, stress, and depression (Handley et al., 2015;
Steele et al., 2013). This study also addressed Egan and colleagues’ (2014) recommendation to investigate
the effects of CBT-P within other mental health settings by exploring the effects within an early
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college high school. With high academic achievement being a common factor in the development of
perfectionism (Damian et al., 2017), reducing self-oriented perfectionism is crucial within this population,
as students with higher levels of self-oriented perfectionism are less likely to seek formal support and
more likely to suffer in silence (Zeifman et al., 2015).

Despite findings that did not support statistically significant differences in socially prescribed
perfectionism between treatment and comparison groups, there was a decrease in socially oriented
perfectionism for both groups. Additionally, both groups noted lower levels of socially prescribed
perfectionism compared to self-oriented perfectionism. Socially prescribed perfectionism is most
consistently associated with mental health stigma and concerns around attending counseling (Dang et
al., 2020). Therefore, the student’s right to ultimately determine their initial and ongoing participation in
the study may indicate they were more comfortable and not as concerned about participating in group
counseling services even before the intervention started. Therefore, participants” lower levels of socially
prescribed perfectionism may have skewed the lack of statistically significant differences found between
groups and minimal changes between pretest and posttest scores.

Collectively, these findings support the argument that perfectionism is a transdiagnostic process. A
transdiagnostic process is “an aspect of cognition or behavior that may contribute to the maintenance
of a psychological disorder” (Egan et al., 2014, p. 40). Studies have recognized levels of perfectionism
are elevated across disorders (Egan et al., 2014; Handley et al., 2014) and as a maintaining factor across
disorders (Egan et al., 2011). Within this study, the finding of a significant large effect size in terms of
reducing negative affectivity is fascinating, as the CBT-P intervention does not target these symptoms
directly. Overall, this study supports Egan and colleagues’ (2011) claim that CBT-P significantly decreases
a wide range of psychological symptoms through its focus on perfectionism (Egan et al., 2011). However,
it is important to note that other therapeutic factors of the modified CBT-P small group intervention may
have contributed to an overall decrease in negative affectivity. Finally, this study also supports Feiss and
colleagues’ (2019) assertion that targeted programming is more effective than universal programming in
addressing internalizing symptoms such as anxiety, depression, and stress.

Implications for Practice and Future Research

The findings of this study extend what is known about the underlying factors that impact high-
achieving students” overall well-being and unique needs. The study results offer support for CBT-P
as an effective intervention for decreasing negative affectivity and aspects of perfectionism in
high-achieving students. However, further research is needed to identify other beneficial, targeted
interventions to help support this population (Colangelo & Wood, 2015). Additionally, counselor
education programs need more education and training when working with the high-achieving
population in accelerated programs (O'Brennan et al., 2019), as adolescents present with the highest
prevalence of mental health problems (Corry & Leavey, 2017).

School counselors and other school-based professional counselors are well-positioned to address
these problems through intervention. Unfortunately, increased national attention on student academic
achievement has challenged school counselors to provide interventions that promote student academic
success (Collins, 2014), and the duality of school counselors’ roles in addressing both mental health
and academic needs serves as a barrier to providing students with adequate mental health support
(Lambie et al., 2019). Yet, school counselors must first address student mental health in order to improve
student achievement (Collins, 2014), as students” unmet mental health needs pose barriers to learning
(American School Counselor Association, 2020). Findings from this study could help school counselors
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recognize the value of collaborating with training programs and utilizing CITs to meet students” mental
health needs, particularly given high school counselor-to-student ratios. Utilizing additional personnel,
such as CITs, can bolster the number of services offered and students served.

Kennedy and Farley (2018) have noted the importance of tailoring treatment approaches to best
meet high-achieving students’ needs by acknowledging a students’ giftedness as a part of their identity.
Further, it is important to consider how high-achieving students” abilities may interact with other high
achievement factors, such as perfection. The literature on perfectionism demonstrates a strong association
with dichotomous thinking patterns, underachievement, and anxiety (Kennedy & Farley, 2018). The
modified CBT-P small group intervention (Shafran et al, 2002) specifically addressed these associations
and underlying concerns through various treatment strategies. This study verified the importance of
understanding contextual factors (such as accelerated curricula) and underlying concerns (such as
perfectionism) in high-achieving students when formulating theories and designing and implementing
targeted therapeutic support. Therefore, future studies should consider and assess other factors of high
achievement when delivering tailored interventions to high-achieving students in early college programs.

Future research should also explore the impacts of universal classroom-based CBT-P interventions,
both as stand-alone programs and in conjunction with small-group counseling interventions. A classroom
approach has the potential to reach even more high-achieving students, specifically those who are more
prone not to seek help or self-disclose mental health concerns (Flett & Hewitt, 2014; Leone & Wade, 2018).
Further, research should continue to explore the impact of delivery modality (i.e., in-person or online) of
the modified CBT-P small group intervention (Shafran et al., 2002) on early college high school students.
Despite the efficacy of online therapy being well established in the treatment of mental health concerns,
some studies suggest that students would prefer face-to-face support over online therapy (Horgan
& Sweeney, 2010; Sweeney et al., 2019). Although some students prefer in-person groups, because of
COVID-19 and IRB barriers, attending an in-person group was not an option for this study.

Limitations

As with any study, this one had limitations. For one, the generalizability of the findings are limited, as
the study only included one early college high school in the Southeastern United States. Second, a non-
equivalent comparison group design was used because randomization was not possible within the school
setting. So future studies might consider a true random assignment of students to the group conditions to
control for confounding variables and increase internal validity. Third, the study was also limited to half
a school year for both rounds and did not examine the impact of the modified CBT-P intervention over
time. Future studies should explore the impact of CBT-P over time with a larger sample size.

Another limitation of the study was the small sample size (N = 41). The original sample size in the
study (N =46) was above the adequate sample size (N = 42) according to the a priori G-power analysis
calculation. However, barriers with recruitment and retention existed, resulting in a final total sample
size of N =41. Missing data can make it more challenging to carry out a true intention-to-treat analysis.
Attrition most notably occurred within the treatment group after attending at least one CBT-P small
group. Pfeiffer (2021) identified two necessary components that are critical for therapy success for
the high achieving: (a) establishing and maintaining a strong therapeutic relationship; and (b) a deep
understanding of working with gifted children. Certified school counselors may have more knowledge
and training and be better equipped than CITs to develop strong therapeutic relationships within this
student population. Therefore, using certified school counselors who are already embedded within the
school and have the necessary training could improve participant recruitment and retention.
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Also, Bendit was a part of the comprehensive school counseling team and therefore had access to
student information, which may have contributed to potential selection bias. However, to adjust for
selection bias, Bendit used rigorous criteria to avoid confounding results and matched participants
in the study groups as closely as possible. A final limitation surrounded the measures used. The
instruments were student self-report and, therefore, are subject to self-report bias. Self-report bias is
particularly problematic with high-achieving students, who are more likely to minimize problems
(Luthar et al., 2020) and be reluctant to ask for help (Peterson, 2009). Further, the practice effect of
taking a pretest may influence the outcome of posttests, which could influence participants to be more
responsive to the intervention. Additional research should address other data sources in addition
to self-report measures, such as attendance, grades, and parent report. Despite these limitations, the
data provides promising preliminary evidence for the effectiveness of the modified CBT-P group
intervention for targeting students’ levels of self-oriented perfectionism and negative affectivity.

Conclusion

Results of this study supported the prediction that students who received the modified CBT-P small
group intervention (Shafran et al., 2002) would show significant differences in negative affectivity
and self-oriented perfectionism compared to their counterparts who did not receive the intervention.
Overall, this study can help to inform comprehensive school counseling programs and demonstrate
the importance of implementing more targeted identification interventions for high-achieving student
populations that meet their unique needs.
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Time Period Predicts Severity of Depression
and Anxiety Symptoms Among Individuals e e
Exposed to COVID-19: Findings From a el
Southeastern U.S. University

Wesley B. Webber, W. Leigh Atherton, Kelli S. Russell, Hilary J. Flint, Stephen J. Leierer

The COVID-19 pandemic and efforts to manage it have affected mental health around the world. Although
early research on the COVID-19 pandemic showed a general decline in mental health after the pandemic
began, mental health in later stages of the pandemic might be improving alongside other changes (e.g.,
availability of vaccines, return to in-person activities). The present study utilized data from a mental health
service intervention for individuals at a southeastern university who were exposed to COVID-19 following
the university’s return to in-person operations. This study tested whether time period (August-September
2021 vs. January-February 2022) predicted individuals’ likelihood of being mild or above in depression and
anxiety ratings. Results showed that individuals were more likely to be mild or above in both depression
and anxiety ratings during August-September of 2021 than January-February of 2022. Suggestions for
future research and implications for professional counselors are discussed.

Keywords: COVID-19, mental health, depression, anxiety, university

The novel coronavirus (COVID-19), first detected in 2019, spread globally at a rapid pace, with the first
confirmed case in the United States occurring on January 20, 2020, in the state of Washington (Centers
for Disease Control and Prevention [CDC], 2023). By April 2020, the United States had the most reported
deaths in the world due to COVID-19. It was not until December of 2020 that the first round of vaccines,
authorized under emergency use authorization, was made available (Food and Drug Administration
[FDA], 2021). As of October 2022 in the United States, a total of 97,063,357 cases of COVID-19 had been
reported, from which there were 1,065,152 COVID-19-related deaths (CDC, 2023). A reported 111,367,843
individuals aged 5 and above in the United States had received their first booster dose of a COVID-19
vaccine as of October 2022 (CDC, 2023). Previous research has shown that the COVID-19 pandemic and
efforts to manage it (e.g., lockdowns, quarantine, isolation) had negative effects on mental health in the
United States and internationally (Huckins et al., 2020; Pierce et al., 2020; Son et al., 2020). Based on the
extended duration of the pandemic and changes that have occurred during it (e.g., vaccine availability,
lessening of initial social restrictions), more recent research has investigated possible changes in mental
health in later stages of the COVID-19 pandemic (Fioravanti et al., 2022; McLeish et al., 2022; Tang et al.,
2022). The present study adds to this literature by exploring whether psychosocial symptomatology (i.e.,
depression and anxiety) at a university in the Southeastern United States differed in individuals exposed
to COVID-19 during August-September 2021 as compared to individuals exposed to COVID-19 during
January-February 2022 (following the university’s return to on-campus operations in August 2021).
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Challenges to Mental Health During the COVID-19 Pandemic

Since the beginning of the COVID-19 pandemic, conceptual and empirical research has focused
on ways in which the pandemic and associated stressors might impact mental health (Bzdok &
Dunbar, 2020; Marroquin et al., 2020; Simsir et al., 2022). Implementation of lockdowns to deter
spread of the virus led to concerns that social isolation might have severe impacts on mental health
(Bzdok & Dunbar, 2020). This hypothesis was empirically supported, as stay-at-home orders and
individuals” reported levels of social distancing were positively associated with depression and
anxiety (Marroquin et al., 2020). Individuals” views on the COVID-19 pandemic evolved quickly at
the outset of the pandemic, and perceptions of risk were shown to increase during the pandemic’s
first week in the United States (Wise et al., 2020). Growing awareness of the dangers of the virus likely
had deleterious effects on mental health; Simsir et al. (2022) found through a meta-analysis that fear of
COVID-19 was associated with a variety of mental health problems. Mental health was also negatively
affected by stigmatization associated with the COVID-19 pandemic, as was the case for those exposed
to COVID-19 while at their place of work (Schubert et al., 2021). Such stigmatization associated with
COVID-19 exposure was found to increase risk for depression and anxiety (Schubert et al., 2021).

The lockdowns and social distancing measures that accompanied early stages of the COVID-19
pandemic also resulted in changes to routines that likely impacted mental health. For some individuals
facing lockdowns or other disruptions to typical routines, reductions in physical activity occurred.
Individuals who reported greater impact of COVID-19 on their level of physical activity showed
greater symptoms of depression and anxiety (Silva et al., 2022). Early in the COVID-19 pandemic, based
on people’s increased time spent at home and their concerns about COVID-19 developments, some
people increased their media usage (e.g., news outlets, social media). Such increases in media usage
were associated with decreases in mental health (Meyer et al., 2020; Riehm et al., 2020). The COVID-19
pandemic had less significant impact on mental health for those with greater tolerance of uncertainty
(Rettie & Daniels, 2021) and psychological flexibility (Dawson & Golijani-Moghaddam, 2020). Thus,
some individuals were uniquely suited to face the many changes and stressors brought about by the
COVID-19 pandemic.

One population that previous research has identified as being especially at risk for negative
mental health outcomes during the COVID-19 pandemic is college students (Xiong et al., 2020). For
college students, the COVID-19 pandemic occurred alongside other stressors known to be typical for
this population such as adjusting to leaving home, navigating new peer groups, and making career
decisions (Beiter et al., 2015; Liu et al., 2019). Thus, for many college students, the COVID-19 pandemic
disrupted a period of life already filled with many transitions. For example, shortly after the COVID-19
pandemic began, many college students were forced to leave their dormitories and peers as universities
transitioned to online delivery of classes (Copeland et al., 2021). Xiong et al. (2020) found through a
systematic review that college students were especially vulnerable to negative mental health outcomes
at the outset of the COVID-19 pandemic as compared to others in the general population. In the United
States, college students’ reported degree of life disruption due to the COVID-19 pandemic was positively
associated with depression at the conclusion of the spring 2020 semester (Stamatis et al., 2022). During
fall 2020, COVID-19 concerns and previous COVID-19 infection were each found to be associated with
higher levels of depression and anxiety among U.S. college students (Oh et al., 2021). Overall, previous
research has supported the notion that changes associated with the COVID-19 pandemic had general
negative effects on mental health in the general population and in college students specifically.
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Changes in Psychosocial Symptomatology Across the COVID-19 Pandemic

Although research has shown that the COVID-19 pandemic introduced unprecedented challenges
and stressors that were associated with mental health problems, another important direction for
research has been to characterize overall changes in psychosocial symptomatology as the COVID-19
pandemic progressed. Such research is important given that individuals might psychologically adapt
to constant COVID-19 stressors or might benefit from changes that have occurred as the COVID-19
pandemic has progressed (e.g., vaccine availability, lessening of societal restrictions). Initial longitudinal
studies comparing individuals” symptomatology before the COVID-19 pandemic and after its
beginning showed that mental health deteriorated after the COVID-19 pandemic began (Elmer et al.,
2020; Huckins et al., 2020; Pierce et al., 2020). Prati and Mancini (2021) conducted a meta-analysis of 28
studies that used longitudinal or natural experimental designs and found that depression and anxiety
showed small but statistically significant increases after implementation of the initial lockdowns in
response to COVID-19. The various changes to ways of life associated with the COVID-19 pandemic
appeared to result in a general deterioration in mental health.

Previous research has also explored possible changes in mental health beyond those that were
observed in the initial phase of the COVID-19 pandemic. In support of the notion that individuals
adapted to changes associated with the COVID-19 pandemic, Fancourt et al. (2021) found that anxiety
and depression decreased across the initial lockdown period in the United Kingdom. In contrast,
Ozamiz-Etxebarria et al. (2020) found that levels of depression and anxiety were higher 3 weeks into the
initial lockdown period in Spain as compared to the beginning of the lockdown. Fioravanti et al. (2022)
assessed psychological symptoms longitudinally in an Italian sample at three time points—the beginning
of the COVID-19 pandemic and first lockdown (March 2020), the end of the first lockdown phase (May
2020), and during a second wave of COVID-19 with increased societal restrictions (November 2020).
Their findings pointed to possible influences of COVID-19 waves and societal restrictions on specific
psychosocial symptoms. Specifically, depression, anxiety, obsessive-compulsive disorder, and post-
traumatic stress disorder all decreased at the end of the first lockdown phase (Fioravanti et al., 2022).
However, all symptoms besides obsessive-compulsive disorder significantly increased from the end of
the first lockdown phase to the second wave of COVID-19 (Fioravanti et al., 2022).

Recent research on mental health among college students in later stages of the COVID-19 pandemic
has also focused on possible mental health changes over time (McLeish et al., 2022; Tang et al., 2022).
Tang et al. (2022) reported reductions in anxiety and depression in a longitudinal study of university
students in the United Kingdom between a first time point (July-September 2020, after the end of
lockdown) and a second time point (January—March 2021, when vaccinations were becoming available).
In contrast, McLeish et al. (2022) found through a repeated cross-sectional study that depression
and anxiety among students at a specific university increased from spring 2020 to fall 2020, with the
increases being maintained in spring 2021. The authors noted that vaccines were not widely available
at the university until the end of spring 2021 (McLeish et al., 2022). Thus, recent studies have found
mixed results as to whether psychosocial symptomatology improved over time during the COVID-19
pandemic. These discrepancies may be due to contextual differences between studies (e.g., differences
in data collection time periods, availability of vaccines, or levels of COVID-19 restrictions being
implemented during data collection).
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The Present Study

The present study was conducted based on the need for continued research on mental health across
the evolving COVID-19 pandemic and based on previous conflicting findings on possible mental health
changes in later stages of the COVID-19 pandemic. Given previous research showing detrimental effects
of the COVID-19 pandemic on mental health in the general population and in college students, the
present study utilized data from a university population. Specifically, an archival dataset was used in
the present study to examine data collected during 2021-2022 at a university in the Southeastern United
States and to test whether time period would predict severity of depression and anxiety symptoms.
Individuals in the study had been exposed to COVID-19 between August-September 2021 or between
January-February 2022 and had requested a mental health contact during university-conducted contact
tracing. These two time periods corresponded to surges in COVID-19 cases at the university due to
the delta and omicron COVID-19 variants, respectively. August-September 2021 also coincided with a
return to on-campus operations at the university and therefore captured psychosocial symptomatology
at the beginning of a significant transition in the COVID-19 pandemic (i.e., a return to organized in-
person activities on a college campus during the evolving pandemic). This study was designed to
answer the following research questions:

1) Among those requesting mental health contact after COVID-19 exposure, was the
likelihood of having at least mild depression symptoms different for those whose
contact occurred between August-September 2021 as compared to those whose
contact occurred between January-February 20227

2) Among those requesting mental health contact after COVID-19 exposure, was
the likelihood of having at least mild anxiety symptoms different for those whose
contact occurred between August-September 2021 as compared to those whose
contact occurred between January-February 20227

Method

Design

A retrospective research design was used to analyze the possible effect of time period on severity
of depression and anxiety symptoms among members of a university population who had been
exposed to COVID-19 and requested a mental health check-in. The study used a de-identified dataset
obtained from the service providers who completed the mental health check-in. We confirmed through
consultation with the IRB that the use of archival, de-identified data does not necessitate IRB review.

COVID-19 Mental Health Check-In Dataset

The archival, de-identified dataset used in the present study was compiled as part of a mental
health service occurring between February 2021 and February 2022. Participants in the dataset had
tested positive for COVID-19 or been exposed to COVID-19 without a positive test. During university-
conducted contact tracing, they were offered and elected to receive a subsequent mental health check-
in. Individuals who were contact traced and thereby offered a mental health check-in had become
known to contact tracers through one of two routes: (a) they reported their own COVID-19 diagnosis or
exposure through a self-reporting mechanism as instructed by the university, or (b) they were reported
by another individual as having been diagnosed with or exposed to COVID-19. The dataset used in

241



The Professional Counselor | Volume 13, Issue 3

this study included data collected during the mental health check-ins for those who elected to receive
them. This data was collected over the phone and documented in RedCap (a secure web browser—
based survey protocol designed for clinical research) at the time of the phone call or within 24 hours.
The dataset consisted of data for 211 individuals’ check-ins. For each check-in, the dataset included
participants” demographic information, screening data (for depression, anxiety, and trauma), identified
needs of the participant, resources shared with the participant, and the date of data entry.

The present study focused on check-in data for all individuals from the COVID-19 Mental Health
Check-in Dataset whose check-in had occurred during one of the two time periods of focus—
August-September 2021 or January-February 2022. These two time periods corresponded to surges
in COVID-19 cases at the university associated with the delta and omicron COVID-19 variants,
respectively. The 149 individuals who checked in during these 4 months represented 70.62% of the
total number of check-ins over the 12-month dataset (N = 211), reflecting the surges in COVID-19
cases during these two periods. Of the 149 individuals in the present study, 96 (64.43%) received their
check-in during August-September 2021, and 53 (35.57%) received their check-in during January-
February 2022. The selection of these two time periods from the larger dataset allowed for comparison
of psychosocial symptomatology during comparable levels of COVID-19 infection (i.e., surges
associated with two subsequent COVID-19 variants) at comparable points in subsequent academic
semesters (i.e., the first 2 months of the fall 2021 and spring 2022 semesters). The present study used
only the screening data for depression and anxiety, as the scales for each of these constructs showed
good internal consistency (Cronbach’s alpha > .80).

Participants

The sample in the present study consisted of 149 individuals. The selected individuals” ages ranged
from 17 to 52 (M =22.21, SD =7.43). With regard to gender, 67.11% identified as female, 32.21% as
male, and 0.67% as non-binary. The reported races of individuals in the study were as follows: 60.4%
White, 20.13% African American, 6.71% Hispanic, 3.36% Other, 2.68% Two or more races, 1.34% Middle
Eastern, 1.34% Native American, and 0.67% Asian. Some participants preferred not to indicate their
race (3.36%). In responding to a question about their ethnicity, 87.25% of individuals identified as not
Latinx, 9.40% identified as Latinx, and 3.36% preferred not to answer. With regard to academic level/
job title, 32.89% were freshmen, 20.13% were sophomores, 14.09% were juniors, 15.44% were seniors,
7.38% were graduate students, 8.05% were faculty/staff, and 2.01% preferred not to answer. Regarding
employment, 53.69% were not employed (including students), 30.20% were employed part-time, 12.75%
were employed full-time, and 3.36% preferred not to answer. The relationship statuses of individuals
were reported as the following: 87.92% single (never married), 4.7% married, 2.01% single but
cohabitating with a significant other, 1.34% in a domestic partnership or civil union, 1.34% separated,
0.67% divorced, and 2.01% preferred not to answer. Table 1 summarizes demographic responses within
each of the two time periods and for the full sample.

Measures
Demographic Questionnaire

Participants responded to seven demographic questions (age, gender, race, ethnicity, academic year/
job title, current employment status, and relationship status). They were informed that this information
was optional and that they could choose not to answer particular questions.
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Table 1

Demographic Characteristics of the Sample

Demographic August-September January-February Full Sample
Characteristic 2021 2022
n Yo n Yo n Yo
Gender
Female 69 71.88 31 58.49 100 67.11
Male 27 28.13 21 39.62 48 32.21
Non-binary 0 0 1 1.89 1 0.67
Race
White 56 58.33 34 64.15 90 60.40
African American 23 23.96 7 13.21 30 20.13
Hispanic 8 8.33 2 3.77 10 6.71
Other race 1 1.04 4 7.55 5 3.36
Two or more races 4 4.17 0 0 4 2.68
Middle Eastern 2 2.08 0 0 2 1.34
Native American 1 1.04 1 1.89 2 1.34
Asian 1 1.04 0 0 1 0.67
Prefer not to answer 0 0 5 9.43 5 3.36
Ethnicity
Not Latinx 82 85.42 48 90.57 130 87.25
Latinx 12 12.50 2 3.77 14 9.40
Prefer not to answer 2 2.08 3 5.66 5 3.36
Academic Year / Job Title
Freshman 38 39.58 11 20.75 49 32.89

243



The Professional Counselor | Volume 13, Issue 3

Demographic August-September January-February Full Sample
Characteristic 2021 2022
n Yo n %o n %o
Sophomore 18 18.75 12 22.64 30 20.13
Junior 15 15.63 6 11.32 21 14.09
Senior 15 15.63 8 15.09 23 15.44
Graduate Student 6 6.25 5 9.43 11 7.38
Faculty/Staff 4 417 8 15.09 12 8.05
Prefer not to answer 0 0 3 5.66 3 2.01
Employment
Not Employed (including student) 62 64.58 18 33.96 80 53.69
Employed Part-Time 26 27.08 19 35.85 45 30.20
Employed Full-Time 8 8.33 11 20.75 19 12.75
Prefer not to answer 0 0 5 9.43 5 3.36
Relationship Status
Single, never married 87 90.63 44 83.02 131 87.92
Married 3 3.13 4 7.55 7 4.70
Si;glrf{f}f’c‘;;i%ﬁztaﬁng witha 2 2.08 1 1.89 3 201
In a domestic partnership or civil union 2 2.08 0 0 2 1.34
Separated 2 2.08 0 0 2 1.34
Divorced 0 0 1 1.89 1 0.67
Prefer not to answer 0 0 3 5.66 3 2.01

Note. Average age was 21.51 (SD = 6.98) in August-September 2021 group, 23.49 (SD =8.11) in January-February 2022 group,

and 22.21 (SD = 7.43) in the full sample.
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Patient Health Questionnaire-9 (PHQ-9)

The Patient Health Questionnaire-9 (PHQ-9; Kroenke et al., 2001) is a 9-item self-report questionnaire
that measures the frequency and severity of depression symptoms over the past 2 weeks. The PHQ-9
has been validated for screening for depression in the general population (Kroenke et al., 2001; Martin
et al., 2006). The questionnaire measures frequency of symptoms such as “feeling down, depressed,
or hopeless,” and “little interest or pleasure in doing things.” The PHQ-9 uses a 4-point Likert scale to
measure frequency of symptoms over the past 2 weeks with the response options of not at all, several
days, more than half the days, and nearly every day. Scores of 0, 1, 2, and 3 are assigned to each of the four
response categories, and a PHQ-9 total score is derived by adding the scores for each of the nine PHQ-9
items. Minimal depression is indicated by PHQ-9 total scores of 0—4, mild depression by scores of 5-9,
moderate depression by scores of 10-14, moderately severe depression by scores of 15-19, and severe
depression by scores of 20-27. Question 9 on the PHQ-9 is a single screening question assessing suicide
risk. Interviewers were trained in appropriate protocol in the event of a positive screen for this question.
Cronbach’s alpha for the PHQ-9 in the present study was .86.

Generalized Anxiety Disorder 7-Item Scale (GAD-7)

The Generalized Anxiety Disorder 7-Item Scale (GAD-7; Spitzer et al., 2006) is a 7-item self-report
anxiety questionnaire that measures the frequency and severity of anxiety symptoms over the past
2 weeks. The GAD-7 has demonstrated reliability and validity as a measure of anxiety in the general
population (Lowe et al., 2008). The questionnaire measures symptoms such as “feeling nervous,
anxious, or on edge,” and “not being able to stop or control worrying.” The format of the GAD-7 is
similar to the PHQ-9, using a 4-point Likert scale to measure frequency of symptoms over the past 2
weeks with response options of not at all, several days, more than half the days, and nearly every day. GAD-
7 scores are calculated by assigning scores of 0, 1, 2, and 3 for response categories and then adding the
scores from the 7 items to derive a total score ranging from 0 to 21. Minimal anxiety is indicated by total
scores of 0—4, mild anxiety by scores of 5-9, moderate anxiety by scores of 10-14, and severe anxiety by
scores of 15— 21. Cronbach’s alpha for the GAD-7 in the present study was .86.

Analytic Strategy

Total scores for the PHQ-9 and GAD-7 were found to be positively skewed for both groups of
participants. Binary logistic regression was therefore an appropriate method of analysis for this dataset,
as binary logistic regression does not require normality of dependent variables (Tabachnick & Fidell,
2019). For two separate binary logistic regression models, individuals were classified as being either
minimal or mild or above in depression (PHQ-9) and anxiety (GAD-7) to create binary outcome variables.
This choice of cutoff allowed each model (with time period as predictor) to satisfy the recommendation of
Peduzzi et al. (1996) that there be at least 10 cases per outcome per predictor in binary logistic regression.

Prior to performing these intended primary analyses to answer the research questions, preliminary
analyses were conducted to determine whether adding control variables to the logistic regression
models was warranted. Chi-square tests of independence, Fisher-Freeman-Halton Exact tests, Fisher’s
Exact tests, and an independent samples t-test were used to test for possible differences between the
two time periods in individuals’” responses to demographic questions. In cases in which responses to
demographic questions were shown to be significantly different across the two groups, appropriate
tests were used to determine whether the demographic responses in question were associated with
either of the two intended dependent variables.
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Following the preliminary analyses, the intended two binary logistic regressions were conducted to
answer the research questions. In the first binary logistic regression, time period was the predictor
(1 = August-September 2021, 0 = January-February 2022) and PHQ-9 depression category was the
outcome (1 = mild or above, 0 = minimal). In the second logistic regression, time period was the
predictor (1 = August-September 2021, 0 = January-February 2022) and GAD-7 anxiety category was the
outcome (1 = mild or above, 0 = minimal). All analyses were conducted using SPSS Version 28.

Results

Preliminary Demographic Analyses

Prior to the primary analyses, preliminary analyses were conducted to determine whether the two
groups differed in their responses to demographic questions. Fisher-Freeman-Halton Exact tests and
an independent samples t-test were used to test for differences between groups in their responses to
the seven demographic questions. Two of the seven tests were statistically significant at Bonferroni-
corrected alpha level. Specifically, Fisher-Freeman-Halton Exact tests found significant differences
between time periods on the race (p =.004) and employment (p <.001) demographic variables.

Based on the above significant results for the race and employment variables across the time
periods, 2 x 2 tests were conducted to test for differences between specific race responses and
specific employment responses across the two time periods. For these 2 x 2 tests, a chi-square test of
independence was used when all expected cell counts were 5 or greater and Fisher’s Exact test was used
when any expected cell counts were less than 5. To follow up the significant result for race, 2 x 2 tests
were conducted for all pairs of race responses in which 2 x 2 tests were possible (i.e., in which there
was at least one observation for each of the two race responses at both time periods). These follow-
up 2 x 2 tests of responses to the race question across time periods found no statistically significant
differences between pairs of race responses across time periods using Bonferroni-corrected alpha
level. Follow-up 2 x 2 tests comparing all pairs of responses to the employment question across time
periods found two statistically significant differences using Bonferroni-corrected alpha level. A chi-
square test of independence showed that individuals were more likely to be employed full-time during
January-February 2022 than August-September 2021 as compared to those not employed (including
students), X? (1, N =99) =9.29, p =.002. Fisher’s Exact test showed that individuals were more likely to
indicate “prefer not to answer” during January—February 2022 than during August-September 2021 as
compared to those indicating “not employed (including students),” p = .001.

The statistically significant tests for race and employment across time periods were followed up
with additional tests to determine if depression or anxiety category (minimal vs. mild or above for each)
was associated with individuals’ responses to the relevant race and employment questions. A Fisher-
Freeman-Halton Exact test showed that depression category was not associated with individuals’
responses to the race question, p =.099. A Fisher-Freeman-Halton Exact test also showed that
individuals” anxiety category was not associated with individuals’ responses to the race question,

p = .386. With regard to employment, tests of association were conducted between the intended
dependent variables and the specific employment responses that were found to differ between the
two groups. A chi-square test of independence showed that individuals” status as “not employed”
vs. “employed full-time” was not associated with depression category, X*(1, N =99) = .63, p = .429.
A chi-square test of independence also showed that these employment statuses were not associated
with anxiety category, X*(1, N =99) = .27, p = .601. Similarly, Fisher’s Exact tests showed that
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individuals” employment responses of “prefer not to answer” vs. “not employed (including students)”
were not associated with depression category (p =.156) or anxiety category (p =.317). These results
were interpreted as indicating that the ways in which individuals in the two time periods differed
demographically did not have significant impact on the study’s dependent variables of interest.
Therefore, binary logistic regressions were conducted with only time period as a predictor of each
dependent variable.

Relationship Between Time Period and Severity of Depression Symptoms
Most individuals in the study were in the minimal depression range on the PHQ-9 as compared to the

other four categories. Figure 1 shows the percentage of individuals falling into each of the five PHQ-9
categories during each of the two time periods.

Figure 1

Percentages of Individuals Falling Into Each of the PHQ-9 Categories for Each of the Two Time Periods
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Across both time periods combined (August-September 2021 and January-February 2022), 51
individuals (34.23%) were mild or above in depression while 98 (65.77%) were in the minimal range.
Binary logistic regression was used to test whether time period predicted severity of depression
symptoms. Time period was entered as a predictor (1 = August-September 2021, 0 = January—February
2022) of depression (1 = mild or above, 0 = minimal depression). The overall binary logistic regression
model was found to be statistically significant, x*(1) = 14.46, p <.001, Cox & Snell R*>=.092, Nagelkerke
R?=.128. In the model, time period was found to be a significant predictor of depression, Wald
x*(1)=12.17, B=1.52, SE = .44, p < .001. The model estimated that the odds of being mild or above in
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depression were 4.56 times higher during August-September 2021 than during January-February 2022
for individuals requesting a mental health check-in following COVID-19 exposure. Specifically, the
predicted odds of being mild or above in depression were .81 during August-September 2021 and .18
during January-February 2022.

Relationship Between Time Period and Severity of Anxiety Symptoms

Most individuals in the study were in the minimal anxiety range on the GAD-7 as compared to the
other three categories. Figure 2 shows the percentage of individuals falling into each of the four GAD-7
categories during each of the two time periods.

Figure 2

Percentages of Individuals Falling Into Each of the GAD-7 Categories for Each of the Two Time Periods
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Across both time periods combined, 40 individuals (26.85%) reported anxiety at levels of mild or
above and 109 individuals (73.15%) reported minimal anxiety. Binary logistic regression was used to test
whether time period predicted severity of anxiety symptoms. Time period was entered as a predictor
(1 = August-September 2021, 0 = January—February 2022) of anxiety (1 = mild or above, 0 = minimal
anxiety). The overall binary logistic regression model was statistically significant, x*(1) = 6.16, p =.013,
Cox & Snell R?=.041, Nagelkerke R*=.059. In the model, time period was a significant predictor
of anxiety, Wald x*(1) =5.51, B=1.03, SE = .44, p = .019. Odds of being mild or above in anxiety were
estimated by the model to be 2.81 times higher during August-September 2021 than during January—
February 2022 for individuals requesting a mental health check-in after exposure to COVID-19.
Specifically, the predicted odds of being mild or above in anxiety were .50 during August-September 2021

and .18 during January-February 2022.
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Discussion

This study examined whether time period would predict severity of depression and anxiety
symptoms in a sample of individuals exposed to COVID-19 at a university in the Southeastern United
States. More specifically, the study addressed the possibility that the likelihood of being mild or above in
depression and anxiety would differ between two time periods following the university’s return to in-
person operations in August 2021. The results of the study showed that the likelihood of being mild or
above in depression and the likelihood of being mild or above in anxiety after exposure to COVID-19 were
both higher during August-September 2021 than during January—February 2022. This finding is in line
with previous research that found improvements in psychosocial symptomatology in later stages of the
COVID-19 pandemic (Tang et al., 2022) and in contrast to research that did not find such improvements
(McLeish et al., 2022). Based on the results of the present study, it appears likely that factors that
differed between the two assessed time periods (first two months of fall 2021 vs. first two months of
spring 2022) contributed to the observed difference in likelihood of depression and anxiety symptoms.
McLeish et al. (2022) noted that vaccines were not widely available in their study that did not find such
differences, while Tang et al. (2022), who did find significant differences, noted that vaccines were
available at their second data collection point (January—March 2021). For individuals in the present
study, COVID-19 vaccinations were available. Vaccination was strongly encouraged by university
administrators following the return to campus, and more individuals on campus were vaccinated in
spring 2022 than in fall 2021. Vaccinations might have lessened individuals” COVID-19 concerns and
contributed to more positive psychosocial outcomes during spring 2022 than fall 2021.

Besides vaccinations possibly lessening depression and anxiety symptoms, other environmental
circumstances might also have played a role. The two time periods on which this study focused also
differed in their proximity to a significant environmental event—a return to in-person operations on
the campus where the individuals studied and/or worked. Early research on the mental health impact
of COVID-19 highlighted the negative mental health effects of factors such as reduced physical activity
(Silva et al., 2022), life disruptions due to the COVID-19 pandemic (Stamatis et al., 2022), and social
distancing (Marroquin et al., 2020). Therefore, it is possible that symptoms of depression and anxiety
in spring 2022 were affected by changes in specific circumstances known to have negatively impacted
mental health earlier in the COVID-19 pandemic. For example, individuals” physical activity likely
increased because of a return to campus, and they might have perceived less disruption to their lives
through being able to resume in-person activities. Although individuals in the present study who were
exposed to COVID-19 during the first 2 months after the return to campus might have reaped some
benefits from the return to more normal environmental circumstances, they might also have faced a
period of adjustment. In contrast, individuals exposed to COVID-19 between January and February
2022 might have been more readjusted and reaped greater benefits from the return to campus, thereby
reducing depression and anxiety symptoms.

Implications

This study’s findings on psychosocial symptomatology across time during the COVID-19 pandemic
have important implications for the work of counselors. Based on the results of the present study,
counselors planning outreach efforts to individuals exposed to COVID-19 should consider that as time
passes, these individuals might be more stable with regard to symptoms of depression and anxiety.
However, some individuals directly affected by COVID-19 might still be interested in receiving mental
health information despite low levels of depression and anxiety. Many individuals in the present study
scored as minimal in depression and anxiety but were still interested in receiving a mental health check-
in. Thus, counselors should advocate for mental health information and resources to be made available
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to individuals who are known to be facing stressors related to COVID-19. Counselors should be
prepared to have conversations to determine the contextual needs of individuals exposed to COVID-19
rather than relying only on standardized measures of psychosocial symptomatology. For example,
counselors working with employees (such as university employees in the present study) should be
attentive to the possibility that employees exposed to COVID-19 may be concerned about facing stigma
in their workplace due to their exposure (Schubert et al., 2021).

Given that the present study focused on individuals from a university population, the study’s results
also have specific implications for college counselors. College counselors should develop approaches
to reach students during circumstances that might make traditional outreach challenging. For example,
the present study used data from a mental health intervention in which service providers collaborated
with university contact tracers to safely provide mental health resources by telephone to individuals
exposed to COVID-19. College counselors should be prepared to connect clients with services at a
distance. Previous research during the COVID-19 pandemic found that college students were interested
in using teletherapy and online self-help resources, particularly if such services were made available for
free (Ahuvia et al., 2022).

Besides preparing for flexible modes of service delivery, college counselors should be prepared to
deliver interventions most likely to be useful to college students during the COVID-19 pandemic or
similar pandemics. Those recently exposed to COVID-19 might benefit from discussing possible fears
associated with COVID-19, experiences of stigmatization they might have experienced due to their
exposure, and ways to maintain mental health during any period of quarantine or isolation that might
be required. Those not recently exposed to COVID-19 might instead benefit from interventions that
address other issues that might have resulted from the COVID-19 pandemic or societal responses to it.
For example, if circumstances associated with the COVID-19 pandemic led to reductions in a client’s
amount of exercise, a counselor can help the client identify ways they might increase their physical
activity. Interventions promoting physical activity were found to reduce anxiety and depression in
college students during the COVID-19 pandemic (Luo et al., 2022).

Limitations

This study had limitations that should be considered. First, with the study being retrospective and
using secondary data from a clinical intervention, it was not possible to include measures that might
have better clarified mechanisms of the changes that were observed in psychosocial symptoms. Thus, the
possible explanations above of what might have driven these changes are tentative and future research
should test them more directly. Second, individuals in the present study were likely to have been in
greater distress than the general university population based on their exposure to COVID-19, which
might limit the generalizability of the study’s findings. Third, individuals in the present study were from
a single university in the Southeastern United States. Thus, our findings might not generalize to other
regions where university-related COVID-19 policies might have differed. Fourth, the decision to create
a binary independent variable to reflect time periods (August-September 2021 and January-February
2022) in the present study also entails a limitation. This decision was justifiable on the basis that it
allowed for comparisons of individuals at similar points in academic semesters and during comparable
periods of COVID-19 infection. However, this analysis decision means that inferences from the study’s
results are limited to the two specific time periods that were analyzed. Fifth, individuals in the present
study responded to items on the GAD-7 and PHQ-9 through a phone conversation with interviewers.
Interviewer-administered surveys have been previously associated with greater tendencies toward
socially desirable responses than self-administered surveys (Bowling, 2005). This might limit the present
study’s generalizability in contexts where self-administrations of the GAD-7 and PHQ-9 are used.
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Future Research

The results of this study provide important directions for future research. Future researchers who
can conduct prospective studies or who have access to larger retrospective datasets should aim to
determine specific factors that might lead to improvement in mental health outcomes over time during
the COVID-19 pandemic. Knowledge produced by such studies could contribute to clinical applications
in the future regarding COVID-19 or other pandemics that might occur. Relatedly, future research
with larger samples of demographically diverse participants should explore possible demographic
differences in specific mental health trajectories in later stages of the COVID-19 pandemic.

Future research should continue to focus specifically on those who are interested in mental health
information and interventions during the COVID-19 pandemic. To follow up this study’s findings,
future quantitative and qualitative studies should aim to identify which individuals are interested in
receiving mental health services and determine the best ways to deliver services to them. As a globally
experienced stressor, the COVID-19 pandemic might have changed some individuals” views of mental
health and/or their receptiveness to mental health outreach. More specifically, some might be more
receptive to available mental health information even at lower thresholds of anxiety, depression, or
other psychosocial symptoms. Such clients might be interested in preventive services or their interest
in mental health information might be driven by other factors. Future studies should address these
possibilities more directly than was possible in the present retrospective study.

Conclusion

Overall, the present study provided a positive picture regarding psychosocial symptomatology
in later stages of the COVID-19 pandemic. Results from this study of students and employees at
a university in the Southeastern Unites States following their return to campus found that many
individuals requesting mental health information after exposure to COVID-19 showed minimal levels
of depression and anxiety. Individuals in the study were more likely to be in these minimal ranges
during January-February 2022 than August-September 2021. COVID-19 will continue to have effects in
individuals’ lives through future infections and potentially through lasting effects of previous stages of
the COVID-19 pandemic. As organized in-person activities resume and COVID-19 infections continue,
counseling researchers and practitioners should continue efforts to best characterize and address
individuals” mental health needs associated with the COVID-19 pandemic.
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journals between 2006 and 2021. Results of this study provide an overview of 18 articles, including publication
trends, methodological designs, and content areas. We identified three major themes from multiple categories,
including professional practices and development, diverse challenges, and personal and social resources.
Implications for counseling researchers and counselor education programs to increase understanding and
support for international counseling students are provided.
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International counseling students (ICSs) can be defined as individuals from outside the United States
who seek professional training by enrolling in counselor education programs in the United States.
After graduation, they often keep contributing to the counseling field as professional counselors or
counselor educators, either in the United States or their home countries (Behl et al., 2017). In 2021,
non-resident international students accounted for 1.02% of master’s students and 3.81% of doctoral
students in counseling programs accredited by the Council for Accreditation of Counseling and
Related Educational Programs (CACREP; 2022). However, because these percentages do not include
international students who have resident alien status in the United States (Karaman et al., 2018),
the actual numbers of international students in counseling programs may be higher. Despite the
underestimated number of ICSs in CACREP-accredited programs, Ng (2006) found that at least one
international student was enrolled in 41% of CACREP-accredited programs, which suggested that
many counselor education programs already had some degree of global cultural diversity. Considering
that the number of ICSs in the United States has risen within a few decades (CACREP, 2022; Ng, 2006),
additional research is needed on this population and how best to prepare them for professional practice.

Research on International Students in Counseling Programs

While in training, ICSs, like domestic students, experience pressure to perform across academic,
practical, and personal contexts (Thompson et al., 2011). However, ICSs face the additional challenges
of adapting to a new culture and practicing counseling in that culture (Ju et al., 2020; Kuo et al., 2021;
Ng & Smith, 2009). These challenges stem from having varying levels of experience using English in
an academic context, adapting to new sociocultural and interpersonal patterns, and navigating key
clinical factors of counselor education such as supervision and therapeutic relationships (Jang et al.,
2014; C. Liet al.,, 2018; Y. Mori et al., 2009). Researchers have found that ICSs perceive more barriers
and concerns regarding their training, such as academic problems and role ambiguity in supervision
(Akkurt et al., 2018; Ng & Smith, 2009).
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Regarding the experiences of ICSs, researchers have paid scholarly attention to the concept
of acculturation, which is the assimilation process an individual experiences in response to the
psychological, social, and cultural forces they are exposed to in a new dominant culture (C. Li et al.,
2018; Ng & Smith, 2012). According to counseling studies, ICSs’ levels of acculturation and acculturative
stress were associated with several variables related to their professional development, including
counseling self-efficacy, language anxiety, and diverse academic and life needs (Behl et al., 2017;
Interiano-Shiverdecker et al., 2019; C. Li et al., 2018). For example, Interiano-Shiverdecker et al. (2019)
found that two domains of acculturation —ethnic identity and individualistic values—were positively
associated with counseling self-efficacy for international counseling master’s students. Researchers
have also uncovered the potential issues ICSs can experience related to a lack of acculturation: Behl et
al. (2017) found that students’ acculturative stress was positively associated with their academic, social,
cultural, and language needs.

With goals of uncovering effective coping strategies and identifying characteristics of high-quality
training environments, researchers have investigated the personal and academic experiences of ICSs
(Lau & Ng, 2012; Nilsson & Wang, 2008; Park et al., 2017; Woo et al., 2015). Woo and colleagues (2015)
identified several coping tools of ICSs. These tools included self-directed strategies such as engaging
in reflection and keeping up with the latest literature, support from mentors, and networking among
international students and graduates (Woo et al., 2015). Researchers have attended to strategies that
support ICSs” development of cultural competence and commitment to social justice (Delgado-Romero
& Wu, 2010; Karaman et al., 2018; Ng & Smith, 2012). For example, Delgado-Romero and Wu (2010)
piloted a social justice group intervention with six Asian ICS participants and found the intervention to
be a useful way to empower students and enhance their critical consciousness about inequity.

Supervision has been another area of focus in ICS research. Through interviews and surveys of ICSs,
researchers have identified supervision strategies that support ICSs” developing cultural competence,
professional development, and self-efficacy (Mori et al., 2009; Ng & Smith, 2012; Park et al., 2017). A
shared theme across these studies is the importance of clear communication. Findings of two studies
(Mori et al., 2009; Ng & Smith, 2012) support supervisors engaging ICS supervisees in communication
about critical topics such as cultural differences and the purpose and expectations of supervision.
Based on a consensual qualitative analysis of interviews with 10 ICS participants, Park et al. (2017)
recommended that programs and supervisors make sure to share basic information about systems of
counseling, health care, and social welfare in the United States.

Necessity of ICS Research

Across academic units, there has been a growing attention to international graduate students
(Anandavalli et al., 2021; Vakkai et al., 2020). Given the increasing representation of international
students in counseling programs, researchers have called for academic and practical strategies to
support ICSs” success in training (Lertora & Croffie, 2020; Woo et al., 2015). These calls are aligned
with the values of professional counseling organizations. Specifically, the American Counseling
Association (ACA; 2014) endorsed respect for diversity and multiculturalism as elements of counselor
competence. This value is reflected in the ACA Code of Ethics, including Standard F.11.b, which urges
counselor educators to value a diverse student body in counseling programs. Similarly, the CACREP
standards have identified counseling programs as responsible for working to include “a diverse group
of students and to create and support an inclusive learning community” (CACREP, 2015, p. 6). Because
counselors must have a profound comprehension of and commitment to diversity, experiences with
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multiculturalism during professional training programs are essential (O’Hara et al., 2021; Ratts et al.,
2016). In this vein, the presence of international students in counseling programs can be beneficial

for both domestic and international students by enhancing trainees” understanding of diversity and
multicultural counseling competencies (Behl et al., 2017; Luo & Jamieson-Drake, 2013). Given that
there is a substantially increasing need for addressing multiculturalism, diversity, and social justice

in the counseling profession, counseling programs’ efforts to recruit various minority student groups,
including ICSs, will contribute to not only counselor training but also client outcomes in the long term.

However, despite the importance of the topic, researchers have consistently indicated that research
on ICSs has been quite limited (Behl et al., 2017; Lau et al., 2019). In counseling research, there is a
history of researchers using content analysis to provide a comprehensive overview of topics that are
underrepresented but have growing importance. For example, Singh and Shelton (2011) published a
content analysis of qualitative research related to counseling lesbian, gay, bisexual, transgender, and
queer clients. Involving the summarization of findings from a body of literature into a few key categories
or content areas (Stemler, 2001), content analysis is a useful methodology for expanding the field’s
knowledge and understanding of the topic. Considering ICSs” unique challenges and their potential
contributions to enriching diversity in counseling programs and in the profession (Park et al., 2017), a
comprehensive understanding of the current ICS literature is needed. This content analysis can identify
how the research on ICSs has progressed and what remains unexplored or underexplored, which can
provide meaningful implications for researchers interested in conducting ICS research in the future.

Purpose of the Study

The purpose of this study is to identify major findings in literature recently published on ICSs in
the United States and to draw useful implications for counseling researchers and counseling programs
seeking to better understand and support international students in counseling programs. Our content
analysis, which focused on ICS research published between 2006 and 2021 in selected counseling
journals, was driven by the following research questions: 1) What are the publication trends in ICS
research, such as prevalence, publication outlets, authorship, methodological design, and sample size
and characteristics?; and 2) What is the content of the ICS research published in counseling journals?
Based on the findings, this study aimed to suggest recommendations for counseling researchers to
fill the scholarly gap in ICS research and for counselor education programs to provide more effective
training experiences to their international trainees.

Method

Content analysis is a useful methodology to expand our knowledge and understanding of
the field through an overview of the current literature (Stemler, 2001). This approach makes it
possible to effectively summarize a large amount of data using a few categories or content areas. In
counseling research, content analysis has been used to provide an overview of a profession that is
underrepresented but with growing importance (e.g., LGBTQ; Singh & Shelton, 2011), which is aligned
with the aim of this study. This study employed both quantitative and qualitative content analysis
to provide an overview of ICS research. Quantitative content analysis refers to analyzing the data in
mathematical ways and applying predetermined categories that do not derive from the data (Forman &
Damschroder, 2007). After reviewing existing content analysis articles in the counseling field, Byeolbee
Um and Susannah M. Wood determined the scope of our quantitative analysis as: (a) journal and
authorship, (b) research design, (c) participant characteristics, and (d) data collection methods.
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Research Team

The research team consisted of two doctoral candidates and one full professor, all of whom were
affiliated with the same CACREP-accredited counselor education and supervision program at a
Midwestern university. Um and Lindsay Woodbridge were doctoral candidates in counselor education
and supervision when conducting this research project and are currently counselor educators. Um is
an international scholar from an East Asian country. She has drawn on her experiences in quantitative
and qualitative courses and research projects to engage in research of marginalized counseling
students, including ICSs. Woodbridge is a domestic scholar who has taken classes and collaborated
with international student peers and worked with international students in instructional and clinical
capacities. She has taken quantitative and qualitative research courses and completed several research
projects. The first and second authors met regularly to establish the scope of the investigation, collect
data, and form a consensus on coding emerging categories and sorting them into themes. Wood, an
experienced researcher and instructor, has worked as a counselor educator for more than 15 years. She
has worked with international students in teaching, supervision, advising, and mentoring capacities.
She audited the research process, reviewed emergent categories and themes, and provided constructive
feedback at each phase of the study.

Data Collection

To identify a full list of ICS studies that satisfy the scope of this study, Um and Woodbridge
independently performed electronic searches using research databases including EBSCO, PsycINFO,
and ERIC. Because ICSs have attracted scholarly attention relatively recently and because Ng'’s (2006)
study that estimated the number of ICSs in CACREP-accredited programs was the first published
research on ICSs in counselor education programs, we set 2006 as the initial year of our search. We used
the following search criteria to identify candidate articles: (a) published between 2006 and 2021 in ACA
division, branch, and state journals and major journals under the auspices of professional counseling
organizations; (b) containing one or more of the following keywords: international students, international
counseling students, international counseling trainees, international counseling programs, counselor education;
and (c) involving original empirical findings from ICSs in the United States.

We conducted an extensive search of ICS research across various journals in the counselor education
field and identified ICS articles from several ACA-related journals, including Counselor Education and
Supervision (CES), Journal of Multicultural Counseling and Development (JMCD), The Journal of Counselor
Preparation and Supervision (JCPS), The Journal for Specialists in Group Work (JSGW), and the Journal of
Professional Counseling: Practice, Theory & Research (JPC). Additionally, we found ICS articles from the
International Journal for the Advancement of Counselling (IJAC) and the Journal of Counselor Leadership and
Advocacy (JCLA), which are associated with the International Association for Counselling and Chi
Sigma lota, respectively. Although they are not under the broader umbrella of ACA, these journals have
contributed to enriching scholarship in the counseling field.

After the initial searches, Um and Woodbridge made a preliminary list of the articles identified
based on the search results. Subsequently, they re-screened the articles independently. Among the
27 identified articles, we excluded five conceptual papers, three articles that examined counselors’ or
counselor educators’ experiences after graduation, and one article about ICSs in Turkey. Consequently,
the final data consisted of 18 articles published by seven selected counseling journals.

Data Analysis

The research team analyzed content areas of the ICS research as an extension of qualitative content
analysis, which requires performing the systematical coding and identifying categories/themes (Cho
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& Lee, 2014). We followed a series of steps suggested by Downe-Wamboldt (1992), which included
selecting the unit of analysis, developing and modifying categories, and coding data. Several methods
were used to ensure the trustworthiness of this content analysis study (Kyngas et al., 2020). For
credibility, Um and Woodbridge conducted multiple rounds of review on determining an adequate
unit of analysis and tracked all discussions and modifications in great detail. For dependability, we
calculated interrater reliability coefficients and Wood provided feedback about the results. Um also
secured confirmability by utilizing audit trails, which described the specific steps and reflections of
the project. Finally, to support transferability, we carefully examined other content analysis articles,
reflected core aspects in the current study, and depicted the research process transparently.

Coding Protocol

After completing the quantitative content analysis, we conducted the qualitative content analysis
as Downe-Wamboldt (1992) suggested. In so doing, we applied the inductive category development
process suggested by Mayring (2000), which features a systematic categorization process of identifying
tentative categories, coding units, and extracting themes from established categories. Specifically,
after discussing the research question and levels of abstraction for categories, Um and Woodbridge
determined the preliminary categories based on the text of the 18 ICS articles. We practiced coding
the data using two articles and then performed independent coding of the remaining articles. Using a
constructivist approach, we agreed to add additional categories as needed. Subsequently, the categories
were revised until we reached a consensus. In the final step, established categories were sorted into
three themes to identify the latent meaning of qualitative materials (Cho & Lee, 2014; Forman &
Damschroder, 2007). Regarding validity, the congruence between existing conceptual themes and
results of data coding secures external validity, which is regarded as the purpose of content analysis
(Downe-Wamboldt, 1992).

Interrater Reliability

We used various indices of interrater reliability to assess the overall congruence between the
researchers who performed the qualitative analysis and ensure trustworthiness. In this study, we
used the kappa statistic (k) suggested by Cohen (1960), which shows the extent of consensus among
raters for selecting an article or coding texts (Stemler, 2001). Cohen’s kappa has been used extensively
across various academic fields to measure the degree of agreement between raters. More specifically,
the kappa statistic was calculated in two phases: 1) after screening articles and 2) after coding the texts
according to the categories. The kappa results between Um and Woodbridge were .68 for screening
articles and .71 for coding the text, both of which are considered substantial (.61-.80; Stemler, 2004).

Results

Results of Quantitative Content Analysis

Based on our electronic search, we identified a total of 18 ICS articles published between 2006 and
2021 in seven selected counseling journals, including three ACA division journals, one ACA state-branch
journal, one ACES regional journal, and two journals from professional counseling associations (see Table
1). Specifically, two articles were published in CES, three in JMCD, one in JCPS, one in [SGW, three in
JPC, seven in IJAC, and one in JCLA. Across the 18 ICS articles, a total of 35 researchers were identified as
authors or co-authors with six authoring more than one article. According to researchers’ positionality
statements in qualitative articles, eight researchers reported that they were previous or current ICSs
in the United States. The institutional affiliations of researchers include 22 U.S. universities and two
international universities, with three institutional affiliations appearing more than once across the studies.
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Summary of International Counseling Student Research in Selected Counseling Journals Between 2006 and 2021

Journal and Author  Research Design Participants

Data Collection

Topic

Counselor Education and Supervision (CES)

Behl et al. Quantitative 38 counseling master’s
(2017) (Pearson product- and doctoral students
moment correlations)

D.Li & Liu Qualitative 11 doctoral students
(2020) (Phenomenology)

Journal of Multicultural Counseling and Development (JMCD)

Kuo et al. Qualitative 13 doctoral students
(2021) (Consensual
qualitative research)

Nilsson & Quantitative 115 master’s and
Dodds (2006) (Exploratory factor doctoral students
analysis, ANOVA, in counseling and
and hierarchical psychology
multiple regression
analysis)
Woo et al. Qualitative 8 counselor education
(2015) (Consensual doctoral students

qualitative research)

The Journal of Counselor Preparation and Supervision (JCPS)

Park et al. Qualitative 10 counseling master’s
(2017) (Consensual and doctoral students
qualitative research)

The Journal for Specialists in Group Work (JSGW)

Delgado-Romero Qualitative 6 Asian counseling
& Wu (2010) (Not identified) graduate students

Journal of Professional Counseling: Practice, Theory & Research (JPC)

Interiano- Quantitative 94 counseling master’s
Shiverdecker (Hierarchical multiple and doctoral students
et al. (2019) regression analysis)

Ng (2006) Quantitative 96 CACREP-accredited

(Descriptive analysis) counseling programs

Sangganjanavanich  Qualitative 4 master’s students
& Black (2009) (Phenomenology) and 1 doctoral student
in counseling
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Online survey

Semi-structured
interview

Semi-structured
interview

Online survey

Semi-structured
interview

Semi-structured
interview

Counseling
practice

Online survey

Responses via
email/telephone

Semi-structured
interview

Stress related to
acculturation and
students” language,
academic, social, and
cultural needs

ICSs” experiences with
teaching preparation

ICSs’ professional identity
development influenced
by their multicultural
identity and experience

Development of a scale
to measure issues in
supervision

Coping strategies used
during training in
supervision

Practicum and internship
experiences of ICSs

Social justice—focused
group intervention

Relationship between
acculturation and self-
efficacy

Enrollment in CACREP-
accredited programs

Perceptions of supervision
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Journal and Author ~ Research Design Participants Data Collection  Topic

International Journal for the Advancement of Counselling (IJAC)

Akkurt et al. Quantitative 71 counseling master’s  Online survey  Relationships between

(2018) (Moderation analysis) and doctoral students acculturation, counselor
self-efficacy, supervisory
working alliance, and role

ambiguity moderated by
frequency of multicultural
discussion
Interiano & Lim Qualitative 8 foreign-born doctoral Semi-structured Influence of acculturation
(2018) (Interpretive students interview on ICSs’ professional
phenomenology) development
Lertora & Croffie Qualitative 6 counseling master's  Demographics  Lived experiences of
(2020) (Phenomenology) students survey, focus master’s-level ICSs in
group, and semi- counseling program,
structured including challenges
interview and support, cultural

differences, and future
career paths

C.Lietal Quantitative 72 counseling master’s  Online survey  Influence of acculturation
(2018) (Linear regression and doctoral students and foreign language
analysis) anxiety on ICSs’
counseling self-efficacy
Ng & Smith Quantitative 56 international Survey Perceived barriers and
(2009) (F-tests) counseling students concerns of ICSs in their
82 domestic training compared to
counseling students domestic counseling
students
Ng & Smith Quantitative 71 counseling master’s  Online survey  Relationships among
(2012) (Hierarchical and doctoral students ICSs’ training level,
regression analysis) acculturation, counselor

self-efficacy, supervisory
working alliance,

role ambiguity, and
multicultural discussion

Smith & Ng Mixed methods 11 master’s students Online survey  ICSs’” experiences,

(2009) (Descriptive analysis, and 10 doctoral students resources, hindrances,
constant comparative  (including 7 recent and recommendations
method of analysis, graduates) regarding multicultural
and phenomenology) counseling training

Journal of Counselor Leadership and Advocacy (JCLA)

Kuo et al. Qualitative 13 doctoral students Semi-structured ICSs’ professional identity
(2018) (Consensual interview development influenced
qualitative research) by their multicultural

identity and experience

Note. ICS = international counseling student.
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In terms of research design, eight articles employed quantitative research designs with diverse
statistical methods including hierarchical multiple regression analysis, ANOVA, exploratory factor
analysis, descriptive analysis, linear regression analysis, and moderation analysis. Another nine
articles used qualitative approaches including phenomenology and consensual qualitative research,
while one article (Smith & Ng, 2009) applied mixed methods design including both quantitative and
qualitative analyses. Regarding participants, eight quantitative studies reported having between 38 to
115 ICS participants, including Ng’s (2006) study in which the author collected information on ICSs
from 96 CACREP-accredited counseling programs. The numbers of participants in the eight qualitative
ICS articles were relatively smaller, ranging from 5 to 13, which is natural given the characteristics
of quantitative and qualitative research designs. Finally, the mixed methods study included 21 ICS
participants. Quantitative researchers most frequently used online surveys to collect data, although
one researcher (Ng, 2006) gathered information via email or telephone. Researchers using qualitative
methodologies primarily used semi-structured interviews to collect data, while Delgado-Romero
and Wu (2010) performed a group counseling intervention and interpreted the results, including the
feedback of group members.

Results of Qualitative Content Analysis

The content areas of the ICS research included personal and professional aspects of ICSs” adjustment
and development. These aspects were influenced by ICSs” unique circumstances along with their needs,
potential stressors, and accessible resources and strategies. During qualitative content analysis, we
generated and established preliminary categories. We then developed the preliminary categories into
three main themes encompassing ICS research: (a) professional practices and professional development,
(b) academic, social, and cultural challenges, and (c) personal and social resources. Each theme
consisted of several identified categories.

Professional Practices and Professional Development

Many studies examined ICSs’ perceptions, concerns, needs, and suggestions of professional training
experiences, including practicum and internship (e.g., Lertora & Croffie, 2020; Park et al., 2017),
supervision (e.g., Ng & Smith, 2012; Nilsson & Dodds, 2006), multicultural training (e.g., Akkurt et al.,
2018; Smith & Ng, 2009), social justice group intervention (Delgado-Romero & Wu, 2010), and teaching
preparation (D. Li & Liu, 2020) from the unique perspective of ICSs. Furthermore, in relation to the
professional practices, several categories of ICSs” professional development were identified, such as
counseling self-efficacy (e.g., Interiano-Shiverdecker et al., 2019; C. Li et al., 2018), professional identity
development (e.g., Kuo et al., 2018, 2021), role ambiguity (Akkurt et al., 2018; Ng & Smith, 2012), and
multicultural competencies (Smith & Ng, 2009).

Academic, Social, and Cultural Challenges

The second theme included unique challenges that ICSs encountered across academic, social, and
cultural domains. The most commonly identified category from 12 studies was acculturation (e.g., Behl
et al., 2017; Interiano & Lim, 2018; Lertora & Croffie, 2020). In addition, ICSs faced other cultural barriers
involving cultural differences (e.g., Behl et al., 2017; Woo et al., 2015), difficulties in performing teaching
and supervision practices (e.g., Li & Liu, 2020; Woo et al., 2015), and struggles in understanding cultural
values and U.S. culture (e.g., Kuo et al., 2021; Sangganjanavanich & Black, 2009). ICSs reported that
their academic and social concerns included English proficiency (e.g., Kuo et al., 2021; Nilsson & Dodds,
2006) and experiences of language anxiety (C. Li et al., 2018); stigma, biases, and discrimination (e.g., Ng
& Smith, 2009; Sangganjanavanich & Black, 2009); and interpersonal isolation (e.g., Behl et al., 2017).
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Personal and Social Resources

The third theme emerged from multiple categories of personal and social resources that supported
ICSs. In terms of personal resources, researchers identified several characteristics such as self-reflection,
self-regulation, and self-efficacy, which contributed to ICSs’ professional development (e.g., Delgado-
Romero & Wu, 2010; Interiano-Shiverdecker et al., 2019; Woo et al., 2015). Additionally, the sources of
social support for ICSs included their peers and other ICSs (e.g., D. Li & Liu, 2020; Woo et al., 2015),
faculty and mentors (e.g., Smith & Ng, 2009; Woo et al., 2015), department and college (e.g., Delgado-
Romero & Wu, 2010; D. Li & Liu, 2020), and family (Kuo et al., 2018).

Discussion

The purpose of this content analysis was to provide an organized overview of counseling studies
conducted for ICSs over the past 16 years both from quantitative and qualitative perspectives. The
aggregated findings, including publication trends and content areas of ICS research, are expected to
present the missing pieces in research to better understand and support ICSs and provide meaningful
recommendations to better support their professional development. Specifically, we identified 18 articles
published in selected counseling journals during the 16-year period from 2006 to 2021. Our findings
included the journals, authorship and affiliation, research orientation, participant characteristics, data
collection method, and content areas. In general, researchers from many educational institutions have
conducted collaborative research focusing on ICSs, with a balance of quantitative and qualitative
methodologies. Research participants were ICSs at master’s and doctoral levels, with larger participant
groups for quantitative studies and smaller groups for qualitative studies. The most frequently employed
methods for data collection were online surveys and semi-structured interviews. Among the 18 identified
ICS articles, three main content themes emerged, with each theme consisting of several categories.

In terms of the content, counseling researchers have consistently examined the professional practices
of ICSs in their programs. Our findings indicate that many researchers were interested in supervision
as an essential aspect of counselor education. Supervision involves intricate dynamics between the
supervisor, supervisee, and client, and it can have a substantial influence on counselor competency
development (Falender & Shafranske, 2007; Nilsson & Dodds, 2006). For this reason, ICS research has
focused not only on investigating the supervisory concerns, needs, and satisfaction of ICSs, but on
providing an integrative supervision model for this population (Nilsson & Dodds, 2006; Park et al.,
2017; Sangganjanavanich & Black, 2009). Beyond supervision, researchers have also explored other
topics, including teaching preparation and social justice counseling (Delgado-Romero & Wu, 2010;

D. Li & Liu, 2020). We found that researchers have attended to ICSs’ professional competencies as well
as their training processes, including counseling self-efficacy, professional identity, and multicultural
and social justice competencies (Kuo et al., 2021; C. Li et al., 2018; Smith & Ng, 2009). These professional
competencies and training processes are regarded as important indices of successful and effective
counselor training (Center for Substance Abuse Treatment, 2014; Woo et al., 2015). As a whole, ICS
research has addressed diverse student training experiences and resultant developmental outcomes,
although the absolute number of studies remains limited.

Our results highlight cultural and language differences as a primary barrier for many ICSs when
they initiated their study in a foreign country. This finding is consistent with previous studies,
including Mori’s (2000) seminal work. Most studies we examined identified acculturation as a key
construct of ICSs” adjustment and growth in a foreign country (Interiano & Lim, 2018; Ng & Smith,
2012). Many ICS participants sought to maintain a balance between engaging in U.S. language and
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culture and sustaining their own cultural identity (Interiano-Shiverdecker et al., 2019; D. Li & Liu,
2020; Sangganjanavanich & Black, 2009). Specifically, ICSs reported cultural challenges in several
areas, including the educational system, teaching styles, personal interactions, social justice issues, and
cultural values and practices (Behl et al., 2017; Delgado-Romero & Wu, 2010; D. Li & Liu, 2020). One
study found that doctoral-level ICSs experienced greater cultural adjustment problems and conflicts
compared to master’s-level ICSs (Ng & Smith, 2009), which implies that differentiated understanding
and approaches may be required according to ICSs” developmental stages. Also, our findings echoed
the existing literature that one of the main obstacles for international students is language proficiency
(Kuo et al., 2021; C. Li et al., 2018), as ICSs who had difficulty using English reported greater academic
needs and concerns than their peers (Behl et al., 2017).

A notable finding is that the cultural barriers ICSs experienced were intertwined with their social
concerns. ICSs are exposed to social dangers involving stigma, discrimination, and interpersonal isolation
(Behl et al., 2017; Delgado-Romero & Wu, 2010). Although several researchers explored the potential
relationship between ICSs” length of time in the United States and their stress and cultural development
(Behl et al., 2017; Nilsson & Dodds, 2006), their findings did not indicate any significant relationship. This
lack of an effect may imply that other risks and protective factors have more influence on the successful
adjustment and achievement of ICSs regardless of the amount of time they have spent in the United
States. As such, our findings have shown that ICSs face unique challenges across their professional and
personal lives in acculturating to two or more cultures and satisfying counseling training requirements.

Corresponding to these challenges, various personal and social resources have been regarded as
protective factors of ICS development. Specifically, in terms of social support, researchers identified
the importance of support from mentors, supervisors, peers, and other international graduate students
(e.g., Woo et al., 2015). Given that ICSs often experience a lack of social support, it is noteworthy that
the current ICS literature highlights the need for counselor training programs to promote students’
personal strengths and social connections.

Overall, we identified patterns and trends in research on international students in counseling
programs based on studies published in selected counseling journals. Despite our efforts to reflect on
diverse ICS experiences, the paucity of ICS research across selected counseling journals, particularly
ACA journals, is notable. Given the increasing representation of ICSs in the wider counseling student
body (Ng, 2006), further studies addressing the resources and barriers of this student population are
needed. Furthermore, international students were exposed to unprecedented difficulties and mental
health threats during the COVID-19 pandemic (Chen et al., 2020). These challenges necessitate more
scholarly attention toward supporting and advocating for ICSs, including their adjustment, professional
development, and transition from training to practice.

Implications

Because members of the counseling profession have expressly emphasized the importance of enriching
multiculturalism and diversity (D. Li & Liu, 2020), we expect our findings to provide meaningful
implications for counselor education programs. First, counseling researchers are encouraged to conduct
more ICS research given the limited available studies and the increasing representation of international
students in counseling programs. Even though they attempted to examine diverse training experiences
and competency development of ICSs, many areas are understudied, such as their teaching and social
justice practices. The existing ICS research mostly concentrated on identifying factors that influence
ICSs” academic and social lives. However, given the continuous increase of ICSs in the counseling field,
research about strengths and support strategies of counselor education programs having many ICSs is
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worth studying. Also, in future studies, researchers can try to reflect the actual voices of ICSs about what
they want from their training programs, whether they feel their program is affordable, and whether their
program is effective in supporting their professional development. In addition, counseling researchers
can develop projects considering cultural differences of ICSs in order to better understand them not as

a single group but as multiple individuals having unique cultural backgrounds. Overall, this content
analysis study underscores the need for more research on this student population.

Regarding counselor education programs, programs can provide specific resources to support the
professional development of ICSs. To help ICSs overcome language barriers, for instance, institutions
can provide professional assistance in the use of English, such as writing centers and speaking centers.
Departments can provide language support specifically relevant to counseling, including workshops
and seminars about practical language tips for counseling practice and research writing. For example,
Jang and colleagues (2014) recommended instituting mock supervision sessions before practicum and/
or internship to further prepare international counseling trainees for their duties. Counselor education
programs are expected to address the unique language and academic needs of ICSs.

Counselor education programs should also facilitate ICSs’ cultural understanding and adjustment.
Counselor education programs can design and provide opportunities for ICSs to socially interact with
colleagues and faculty members in the program. Existing studies that highlight the importance of
mentoring (e.g., Delgado-Romero & Wu, 2010; Ng, 2006; Woo et al., 2015) are further proof that faculty
members in counselor education programs can play a significant role in the personal and professional
development of ICSs. Because ICSs share unique challenges and learning experiences (D. Li & Liu, 2020;
Sangganjanavanich & Black, 2009), faculty members who were ICSs or have experience advising or
collaborating with ICSs can serve as essential mentors for this population.

Counselor education programs might benefit from developing and employing curriculum and
courses that apply the empirical findings of ICS research, including the results of this study. These
studies serve as a reference for designing more effective counselor training. Programs that design
their training to support the needs of ICSs may also find that they are more effective in recruiting
and retaining international students. For example, faculty members can respond to ICSs” anxiety and
concerns before they enter clinical practice (Ellis et al., 2015; Nilsson & Wang, 2008). Also, ICSs are
expected to benefit from synthesized results about ICS research, promoting a deeper understanding of
themselves and enabling them to develop their own coping strategies and access potential resources.
Furthermore, counselor education programs need to prepare different training trajectories for master’s
students and doctoral students. Compared to ICSs in doctoral programs, ICSs are relatively rare at
the master’s level, comprising only 1% of master’s-level counseling trainees (CACREP, 2015). Because
master’s-level ICSs may feel like they belong to the minority, helping them feel connected is an essential
task for counselor education programs. Therefore, programs are required to prioritize the effective
delivery of knowledge and adequate practical opportunities for supervisees at the master’s level.

Finally, counselor education programs should work toward a program culture that supports
diversity. Although fostering multiculturalism has emerged as a priority for counselor education
programs, more work is needed to support internationally diverse perspectives. For example, Taephant
and colleagues (2015) examined the experiences of U.S.-educated international counselors practicing
in non-Western counseling environments. Drawing upon these findings and other relevant references,
counselor educators may design a class discussing the limitations of Western-style training. As is
evidenced by existing literature, open discussions about cultural differences can be effective for the
psychosocial adjustment and professional development of ICSs.
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Limitations and Future Research

This study includes some limitations to note. The first and most important limitation is the
concerning lack of research focusing on international students in the counseling profession (D. Li &
Liu, 2020; Nilsson & Dodds, 2006; Woo et al., 2015). Even though ICSs have recently begun to attract
scholarly attention (Lau et al., 2019), the number of articles published recently may not be sufficient
to discuss the diverse purposes and areas of focus for ICS research. Although our study specifically
highlighted the need for more research on ICSs, an extensive range of discussion was not possible due
to the limited number of articles. Thus, we encourage more professional counseling organizations and
counseling researchers to consider ICSs” professional development as a research topic. Also, because
this study was limited to articles published in journals related to ACA and selected other professional
organizations, future research with a more comprehensive search may elicit rich and diverse discussion.
Finally, content analysis has a few methodological limitations, such as no existence of unified rules and
a precise analytical process, and potential biases in coding, which necessitates further research on ICSs
using other methodologies for more in-depth investigations.

Conclusion

ICSs can contribute to increasing program diversity and cultivating students” multicultural
counseling competency but have been understudied despite their growing representation. This study
provided a comprehensive overview of ICS research across 18 articles within a 16-year period, using
both quantitative and qualitative content analysis. Counseling researchers can pay more scholarly
attention to the academic and social lives of ICSs from a strength-based approach. Counseling programs
and counselor educators can support ICSs by providing resources for adjustment, developing curricular
and extracurricular activities involving ICSs, and working toward a more multicultural and inclusive
program environment.
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All counseling graduate students participate in fieldwork experiences and engage in supervision to promote
their professional development. School counseling trainees complete these experiences in the unique context
of elementary and secondary school settings. As such, school counselors-in-training (SCITs) may seek to
approach supervision with specific strategies tailored for the roles, responsibilities, and dispositions required
of competent future school counselors. This article suggests practical strategies for SCITs, including engaging
in reflection; navigating feelings of vulnerability in supervision; developing appropriate professional
dispositions for school counseling practice; and practicing self-advocacy, broaching, and self-care. Counselor
educators can share these strategies to help students identify their needs for their field experiences and
prepare for their professional careers as school counselors.

Keywords: supervision, professional development, school counseling, school counselors-in-training, strategies

School counselors-in-training (SCITs) are trainees enrolled in graduate-level counselor education
programs and receive supervision as an integral component of their training (Bernard & Goodyear,
2019). Although the supervision relationship is often characterized as hierarchical, trainees must actively
participate in the supervision process to develop competency as counseling professionals (Stark, 2017).
Despite this, trainees in counseling programs generally receive little guidance on understanding their
roles in supervision or how to make the most of their supervision experience to contribute to their
learning (Pearson, 2004; Stark, 2017). Although Pearson (2004) offered suggestions for mental health
counseling students to optimize their supervision experiences, there is limited literature about how
school counseling students can maximize their supervision experiences. The intention of this article is to
share strategies for SCITs to take the initiative to approach supervisors with questions and ideas about
their overall supervision experience, though these suggestions are not limited to SCITs and may also be
useful for trainees across other counseling disciplines.

School counseling site supervision is distinguishable from supervision in other helping professions
in that the roles and responsibilities of professional school counselors extend beyond the individual and
group counseling services that their community counseling partners provide (American School Counselor
Association [ASCA], 2019a, 2021; Quintana & Gooden-Alexis, 2020). For example, comprehensive
school counseling programming encompasses direct counseling services with students and families in
addition to broader systemic consultation, advocacy, and support for school communities (ASCA, 2019a).
School counselors encounter unique challenges in schools regarding student and staff mental health,
issues related to equity and access, and navigating the political landscapes of school systems (Bemak &
Chung, 2008). Even with an understanding of these distinct themes in school counseling, there is a lack
of significance placed on supervision in school counseling within research and in practice to adequately
respond to contemporary school counseling issues (Bledsoe et al., 2019). Examining how SCITs can
approach supervision and their roles as trainees can ensure their own learning and developmental needs
are met, along with the needs of their school communities.
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Contexts of School Counseling Supervision

Supervision for SCITs is provided by experienced professional school counselors and characterized
by an intentional balance of hierarchy, evaluation, and support during their practicum and internship
fieldwork experiences (Bernard & Goodyear, 2019; Borders & Brown, 2005). School counselor supervision
serves three primary purposes: (a) promoting competency in effective and ethical school counseling
practice; (b) facilitating SCITs” personal and professional development; and (c) upholding accountability
of services and programs for the greater profession and the schools, students, and families receiving
services (ASCA, 2021; L. ]. Bradley et al., 2010). School counseling site supervisors utilize their training
and experiences to guide SCITs through their induction to the profession and development of initial skills
and dispositions.

ASCA (2021) compels school counseling supervisors to address the complexities specific to
educational settings as they support the professional development of SCITs, which sets school
counseling supervision apart from supervision in other clinical counseling disciplines. School
counselors facilitate instruction and classroom management, provide appraisal and advisement, and
support the developmental and social-emotional needs of students through data-informed school
counseling programs (ASCA, 2019a). Within school and community settings, they also navigate
systems with an advocacy and social justice orientation and attend to cultural competence and anti-
racist work. Although there are school counseling—specific supervision models that address some of the
complexities inherent in the work of school counselors (e.g., Lambie & Sias, 2009; Luke & Bernard, 2006;
S. Murphy & Kaffenberger, 2007; Wood & Rayle, 2006), there is currently a gap in the school counseling
literature about effectively addressing the unique supervision needs of SCITs. Therefore, school
counselor practitioners and counselor educators may refer to professional standards for supervision to
inform how they supervise and support the developmental needs of SCITs, which may also help SCITs
to understand what they might expect to encounter in graduate-level supervision.

Professional Standards for School Counseling Supervision

School counseling professional standards underscore the need for school counselor supervisors
to seek supervision and training (ASCA, 2019b; Council for Accreditation of Counseling and Related
Educational Programs [CACREP], 2015; Quintana & Gooden-Alexis, 2020). Professional associations
and accrediting organizations (e.g., ASCA, CACREP) promote adherence to and integration of school
counselor standards and competencies related to leadership, advocacy, collaboration, systemic change,
and ethical practice (ASCA, 2022; CACREP, 2015; Quintana & Gooden-Alexis, 2020). As such, school
counseling supervision facilitates ethical and professional skill development through school counselor
standards and competencies, such as the ASCA School Counselor Professional Standards & Competencies
(ASCA, 2019c) and the ASCA Ethical Standards for School Counselors (ASCA, 2022).

School counseling supervisors can support SCITs” professional growth and development by aligning
supervision activities with specific standards and competencies (Quintana & Gooden-Alexis, 2020). For
example, a supervisor seeking to model the school counselor mindset and behavior standards focused
on collaborative partnerships (i.e., M 5, B-SS 6; ASCA, 2019¢) might provide opportunities for SCITs to
develop relationships with stakeholders (e.g., families, administrators, community) while supporting
student achievement. Similarly, an example of aligning supervision activities with ethical standards
might involve guiding an SCIT through the process of utilizing an ethical decision-making model to
resolve a potential dilemma (see Section F; ASCA, 2022).
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Supervision in School Counseling

Supervision in school counseling ensures that new professionals enter the field prepared to
understand and support the needs of students by effectively applying ethical standards and best
practices of the profession. As such, gatekeeping is a crucial component of supervision. As gatekeepers,
counselor educators or supervisors exercise their professional authority to take action that prevents a
trainee who does not enact the required professional dispositions and ethical practices from entering the
profession of counseling (Bernard & Goodyear, 2019). When a trainee is identified as unable to achieve
counseling competencies or likely to harm others, ethical practice guides counselor educators to provide
developmental or remedial services to work toward improvements before dismissal from a counseling
program (American Counseling Association [ACA], 2014; Foster & McAdams, 2009).

Although supervised fieldwork experiences during graduate education and training are needed
for accreditation (CACREP, 2015) and state certification, professional school counselors employed in
the field may not be required to participate in any form of post-master’s clinical supervision for initial
school counseling certification or renewal of their certification, unlike professional clinical mental health
counselors, who require post-master’s supervision to attain licensure (Dollarhide & Saginak, 2017;
Mecadon-Mann & Tuttle, 2023). Administrative supervision provided by a school administrator is more
common for school counselors than clinical supervision, which promotes the competence of counselors
by focusing on the development and refinement of counseling skills (Herlihy et al., 2002). In other words,
though school counselors routinely encounter complex situations that involve supporting students
with acute needs and responding to crises, they likely do not receive the clinical supervision needed
to enhance their judgment, skills, and ethical decision-making (Bledsoe et al., 2019; Brott et al., 2021;
Herlihy et al., 2002; McKibben et al., 2022; Sutton & Page, 1994). Given the reality that school counselors
may not access or receive opportunities for postgraduate clinical supervision, it is important that SCITs
experience robust supervision during their graduate training programs with the support of qualified site
and university supervisors. This sets the stage for SCITs to effectively engage with the challenges of their
future school counseling careers.

Expectations of Site and University Supervisors

For SCITs who are new to the experience of supervision in their fieldwork, it is helpful to understand
what they may expect from their respective site and university supervisors. Borders et al. (2014)
recommended that supervisors initiate supervision, set goals with trainees, provide feedback,
facilitate the supervisory relationship, and attend to diversity, as well as engage in advocacy, ethical
consideration, documentation, and evaluation. Supervisors select supervision interventions that attend
to the developmental needs of trainees, and they also serve as gatekeepers for the profession (Bernard &
Goodyear, 2019; Borders et al., 2014). Furthermore, supervisors facilitate an effective relationship with
their trainees, characterized by empowerment, encouragement, and safety (Dressel et al., 2007; Ladany et
al., 2013; M. J. Murphy & Wright, 2005). Supervisors provide a balance of support and challenge in their
feedback and interactions with trainees (Bernard & Goodyear, 2019) and attend to multicultural issues
by broaching with their trainees about their intersecting identities and experiences of power, privilege,
and marginalization (Dressel et al., 2007; Jones et al., 2019; M. J]. Murphy & Wright, 2005). Supervisors
also validate trainees’ experiences by acknowledging any emergent issues of vicarious trauma and
encouraging self-care (K. Jordan, 2018).

Supervisors and trainees have mutual responsibilities to facilitate an effective supervision experience.
Although supervisors may hold a more significant stake of power in the relationship, trainees’
willingness to take an active role also matters. School counseling trainees are not passive bystanders
in the learning process; instead, they can be thoughtful learners yearning to take full advantage of the
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growth from their clinical experiences. To help illuminate the opportunities and expectations SCITs can
seek during supervision, the subsequent strategies from school counseling supervision research serve as
suggested approaches for SCITs to make the most of this fundamental and practical learning experience.

Strategies for School Counseling Trainees

School counseling trainees can take an active role to ensure that their supervision experiences are
relevant to their personal and professional development. The following approaches do not constitute
an all-encompassing list but provide a foundation and guidelines rooted in existing research to get the
most out of the supervision experience, including engaging in reflection and vulnerability, practicing
self-advocacy, broaching, and maintaining personal wellness.

Reflection in Supervision

Reflection is key to school counselor development, especially in supervision. Researchers have
reported that continuous reflection helps novice counselors move toward higher levels of cognitive
complexity and expertise (Borders & Brown, 2005; Skovholt & Rennestad, 1992). A reflective trainee
demonstrates openness to understanding; avoids being defensive; and engages in profound thought
processes that lead to changes in their perceptions, practice, and complexity (Neufeldt et al., 1996).
Through reflection, trainees consider troubling, confusing, or uncertain experiences or thoughts and
then reframe them to problem-solve and guide future actions (Ward & House, 1998; Young et al.,
2011). Further, by developing relationships with supervisors, trainees become open to receiving and
integrating feedback to support their development (Borders & Brown, 2005). Reflection becomes an
ongoing process and practice throughout trainees” academic and field experiences and postgraduation.

Trainees can engage in self-reflective practices in various ways over the course of their graduate
training. First, trainees can use a journal to record thoughts, feelings, and events throughout their school
counseling field experiences. Research has shown that written or video journaling can help trainees to
reflect on the highs and lows of counseling training and foster self-awareness (Parikh et al., 2012; Storlie
et al., 2018; Woodbridge & O’Beirne, 2017). For example, trainees can connect their practical experiences
with knowledge from academic learning to note discrepancies and consistencies (e.g., learning about
the ASCA National Model and the extent to which a school chooses to implement the model; navigating
the bureaucracy of school systems that often dictate roles and responsibilities of school counselors).
Trainees can also challenge their thoughts by exploring difficult experiences using reflective journaling.
They can journal about the different perspectives of those involved in the situation (e.g., students,
parents/guardians, teachers, administrators), process ethical dilemmas, and gauge and manage any
emotional experiences attached to grappling with challenges. Trainees desiring structured prompts can
consider writing about specific developmental, emotional, and interpersonal experiences to process
events related to counselor and client interactions (Storlie et al., 2018).

Second, trainees can consult with their supervisors to seek guidance and constructive feedback
about challenging experiences (Borders & Brown, 2005). Hamlet (2022) recommended using the
S.K.A.T.E.S. form to reflect on issues related to trainees” Skills, Knowledge, Attitudes, Thoughts, Ethics,
and Supervision needs. Using S.K.A.T.E.S., for example, a school counseling intern may reflect on how
they incorporated motivational interviewing counseling skills to support a student struggling with
their declining grades (North, 2017). They might seek supervision about a challenging crisis response
at the school and process how they might have responded differently. Even after supervision sessions,
trainees should engage in continued self-reflection and apply new learning to their clinical practice.
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Third, trainees can utilize the Johari window as a tool to reflect upon the knowledge, awareness,
and skills required for school counseling practice (Halpern, 2009). Trainees work with supervisors to
consider questions or experiences to identify: (a) open areas (i.e., things known to everyone, such as
critically discussing school- and district-wide policies that contribute to inequitable access to college
preparatory courses); (b) hidden areas (i.e., things only known to the trainee to be shared in supervision,
such as the trainee’s hesitations about leading a group counseling session with middle school students
independently for the first time); (c) blind spots (i.e., things that the supervisor is aware of that the trainee
may not be, such as personal biases, prejudices, stereotypes, and discriminatory attitudes that may affect
the trainee’s conceptualizations and interactions with students and families); and (d) undiscovered
potential (i.e., things that the supervisor and trainee can experience and learn together, such as engaging
in professional learning together to align school counseling programming with a school-wide movement
toward implementing restorative justice practices). This strategy also compels trainees to align their
supervision goals with ethical codes (see A.4.b., F.8.c., and F.8.d in the ACA Code of Ethics) and standards
for professional practice (ACA, 2014). Trainees can feel empowered to utilize the Johari window with
supervisors and peers to guide conversations, generate questions, and develop insights to inform school
counseling practice and explore ethical dilemmas.

Vulnerability in Supervision

Vulnerability is an essential yet challenging experience within the hierarchical nature of supervision.
Being vulnerable involves feelings of uncertainty, reluctance, and exposure; hence, trainees require a
sense of psychological safety and support to explore their needs and areas of weakness (Bradley et al.,
2019; Giordano et al., 2018; J. V. Jordan, 2003). Although site supervisors hold the primary responsibility
for facilitating supervision relationships characterized by safety and support (Bernard & Goodyear, 2019),
trainees can feel empowered to advocate for supervision environments that encourage authenticity and
vulnerability, which are conducive to growth and development.

First, trainees can discuss with their supervisors and peers to define feelings of vulnerability
and create group norms to promote supported vulnerability (Bradley et al., 2019). With a shared
understanding, trainees, supervisors, and peers create an environment for continued growth and
risk-taking. For example, during the first group supervision meeting, trainees can suggest norms
that will individually and collectively sustain a safe classroom community for sharing and learning.
A lack of clear norms about how to communicate feedback may result in experiences of shame and
affect trainees’ confidence (J. V. Jordan, 2003; Ratts & Greenleaf, 2018). To mitigate this, trainees,
supervisors, and peers can collaboratively discuss appropriate and preferred ways of giving and
receiving feedback that is supportive, productive, and meaningful (Ladany et al., 2013). For example,
trainees may prefer specific comments rather than general praise: “When the client expressed their
frustration, you did well to remain calm and reflect content and feelings in that moment,” instead of
“You did a great job.” This exchange among trainees, supervisors, and peers offers a constructive and
engaging experience in which individuals can appropriately support and challenge one another.

Second, reviewing recordings offers a learning opportunity for trainees to reflect upon and
critique their own skills and dispositions (Borders & Brown, 2005). When presenting recorded case
presentations, trainees can practice vulnerability by selecting and presenting recordings that highlight
challenging areas that may require constructive feedback (i.e., show their worst rather than their
best). Trainees can identify portions of recordings that exemplify where they need the most help, such
as a challenging experience during an individual counseling session with a student. Further, when
presenting their recordings, trainees can also ask for suggestions to improve consultation work with
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caregivers when discussing college and career planning issues or innovative instructional strategies

for teaching a classroom lesson in response to challenging situations. Vulnerability also occurs when
trainees seek support from supervisors and peers about blind spots and areas of strength and growth
regarding skill development and self-awareness issues in the recorded session or role-play. For instance,
a trainee may express concern about the increasing academic counseling referrals of ninth-grade
students who are struggling with the transition to high school and ask for guidance about how to more
effectively respond systemically and individually.

Self-Advocacy in Supervision

Self-advocacy is another empowering practice for trainees to identify their needs and seek
support. Researchers have defined self-advocacy as understanding one’s rights and responsibilities,
communicating needs, and negotiating for support, which helps trainees proactively approach
supervision (Astramovich & Harris, 2007; Pocock et al., 2002). Although supervision is characterized
as hierarchical, it is also a relationship based on mutual participation, with inherent expectations for
trainees (Stark, 2017). Within the evaluative nature of a supervision relationship, trainees may reasonably
feel intimidated about practicing self-advocacy. However, trainees can feel empowered to self-advocate
when building rapport with supervisors in an environment characterized by safety and support.

To prepare to self-advocate, trainees should continue engaging in self-reflection on their gaps in
knowledge, awareness, and skills related to school counseling practice and then consider the types
of resources and supports needed from their supervisor to bridge such gaps. In alignment with their
learning goals, trainees can self-advocate by taking the initiative to request support for what they would
like to achieve during the supervision experience (Storlie et al., 2019). For example, trainees may inquire
about logistical concerns, such as seeking guidance about appropriate and creative ways to ensure
that they earn sufficient direct and indirect hours, or evaluative concerns, like asking how to improve
in specific school counseling skill areas after mid- and end-of-semester evaluations. Trainees can also
seek support with conceptualization (e.g., applying a theoretical orientation when understanding
the potential contributors to a student’s feeling of anxiety), skill development (e.g., experience with
advocating for students receiving special education services in an Individualized Educational Plan [IEP]
meeting), and countertransference issues (e.g., emotional reactions that may arise when supporting
a grieving student coping with a loss; Pearson, 2004). Trainees should prepare specific questions that
communicate their needs and explicitly request resources, opportunities, or next steps for continued
improvement and development.

Trainees may also self-advocate through positive communication, which is a critical skill for helping
professionals and in maintaining relationships (Biganeh & Young, 2021). Positive communication
may involve actively listening to their supervisor’s insights, presenting statements that paraphrase
their supervisor’s key points, and asking open-ended questions to elicit mutual exploration of topics
of interest. For instance, after observing a crisis response to a student expressing suicidal ideation, the
trainee can debrief about their experiences with their supervisor by summarizing key observations
and protocol followed, while also asking what steps could be added or reconsidered if the trainee were
leading the crisis response. Additionally, practicing communication skills in the context of supervision
may enhance trainees’ competence and confidence when interacting with students and stakeholders,
including caregivers, teachers, and administrators (Heaven et al., 2006). For example, trainees can
request to observe and later role-play how they might facilitate a consultation meeting with a student
and their parent to discuss the importance of consistent attendance and academic development.
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Trainees can get the most out of their supervision experience by self-advocating and taking initiative
to describe their unique learning styles and needs (Storlie et al., 2019). This provides an opportunity
for trainees to proactively convey their goals and concerns about students and stakeholders at their
sites (Baltrinic et al., 2021; Cook & Sackett, 2018). For example, if the trainee has become increasingly
comfortable with co-leading a group counseling session, the trainee can communicate a desire to design
and independently lead a group counseling session and then seek feedback about the curriculum plans
or recordings of the session for continued improvement in group facilitation skills. Ultimately, engaging
in self-advocacy skills during fieldwork helps trainees prepare for their careers as school counselors,
in which self-advocacy is necessary when seeking professional development, resources for school
counseling program development, and navigating school systems and politics to support their students
and school counseling programs (Oehrtman & Dollarhide, 2021).

Broaching

Broaching is an ongoing behavior in which counselors invite conversations to explore race, ethnicity,
and culture with clients, which can strengthen the counseling relationship and enhance cultural
responsiveness and therapeutic benefits (Day-Vines et al., 2007, 2013). Likewise, in supervisory
relationships, broaching helps supervisors and trainees to understand how cultural factors affect the
supervisory relationship (Jones et al., 2019). Without broaching, both supervisors and trainees may miss
meaningful contexts and realities, potentially rupturing the supervisory relationship (Jones et al., 2019).
Broaching is also a key demonstration of commitment to culturally informed clinical supervision that
promotes cultural humility and anti-racist counseling and supervision practice (Cartwright et al., 2021).

Although supervisors are charged with the responsibility of broaching based on the hierarchical nature
of the supervisory relationship and its inherent power dynamics, they may not consistently incorporate
broaching as part of their regular supervision behaviors (Bernard & Goodyear, 2019; King & Jones, 2019).
Trainees who feel empowered to discuss issues of identity and power in supervision are more likely to
initiate broaching conversations with their supervisors (King & Jones, 2019). As such, trainees should feel
encouraged to engage in discussions with their supervisors to openly address cultural identities that may
impact the supervisory relationship and their work with students and stakeholders in schools. King and
Jones (2019) suggested that trainees can broach topics that they feel comfortable discussing within the
context of their supervision relationship. It is necessary to note that the process and outcome of broaching
in supervision are not only contingent upon the diverse sociocultural and sociopolitical contexts
of individuals, but also on where the trainee and supervisor lie within the continuum of broaching
styles and their own racial identity development as well as the power and hierarchy dynamics of the
supervisory relationship (Bernard & Goodyear, 2019; Day-Vines et al., 2007; Jones et al., 2019). Just as for
any novice counselor and individuals in the early stages of the broaching styles continuum, there may be
hesitation, anxiousness, misunderstanding, or intimidation about engaging in broaching skills, especially
considering the power dynamic of supervision. Trainees can self-assess their broaching style by using the
Broaching Attitudes and Behavior Survey (Day-Vines et al., 2007, 2013), which might provide them with
insight about their own level of comfort with broaching in supervision.

Trainees can seek continuing education and support from supervisors and peers about developing
and strengthening their understanding of cultural diversity, race, oppression, and privilege related
to school counseling. If a trainee feels nervous about broaching with their supervisor, the trainee can
express their desire to practice broaching and seek feedback from their supervisor after broaching
has taken place (e.g., “I would like to try broaching about a student’s cultural identities, and I was
wondering if you could share your thoughts with me.”). Trainees can also directly express curiosities,
observations, or questions about how any cultural differences and similarities between the supervisor
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and trainee may impact and inform the supervisory relationship. For example, a trainee and supervisor
can discuss prior supervisory relationships, such as in academic or employment experiences,

and identify the shared or different intersectional cultural identities to understand how this new
supervisory relationship can be a meaningful relationship and safe space for learning. This exercise
demonstrates cultural humility in which trainees engage in respectful curiosity, a stance of openness,
and cultural awareness that enhances the supervisory working alliance (Watkins et al., 2019).

Broaching can also help school counseling trainees move beyond the nice counselor syndrome—a
phenomenon in which stakeholders may often view school counselors as harmonious and unengaged
in conflict, which supersedes their position as social justice advocates and instead perpetuates the status
quo and reinforces inequities (Bemak & Chung, 2008). Because broaching invites discussion about
multicultural and social justice issues, trainees can initiate conversations about personal obstacles (e.g.,
apathy, anxiety, guilt, discomfort) and professional obstacles (e.g., professional paralysis, resistance, job
security) during supervision (Bemak & Chung, 2008). For example, a trainee can seek guidance about
how to present a proposal to administrators about an affinity group for LGBTQ+ students and allies
in the school. They can discuss potential personal and professional obstacles, how to overcome such
obstacles to promote the group, and how to advocate for inclusion of LGBTQ+ students. It is important
for trainees to engage in advocacy during their fieldwork experiences because social justice is inherent
to school counselor identity and comprehensive school counseling programs (Glosoff & Durham, 2010).

Personal Well-Being

Self-care and personal wellness are necessary not only for counseling practice but also for
supervision experiences; these contribute to personal and professional development and ethical
practice, promote positive outcomes with students/clients, and mitigate issues of burnout and turnover
(Blount et al., 2016; Branco & Patton-Scott, 2020; Mullen et al., 2020). For trainees, it is typical yet
challenging to balance an academic workload; the demands of fieldwork; and other personal, social,
and emotional experiences. Trainees can utilize supervision to maintain accountability for self-assessing
their wellness practices that support their continued effective and ethical counseling practice. Marley
(2011) found that self-help strategies can reduce emotional distress and offer coping skills to manage
difficulties, which can help trainees maintain their self-care and develop skills for continued wellness.

Blount et al. (2016) suggested developing a wellness identity in supervision. Trainees can develop
a wellness identity by acknowledging the wellness practices they already engage in and continuing
practices that help to maintain self-care. Moreover, Mullen et al. (2020) found that engaging in problem-
solving pondering (e.g., planning or developing a strategy to complete a task or address a problem
within fieldwork), as opposed to negative work-related rumination, supported well-being, higher job
satisfaction, and work engagement for school counselors. For example, rather than ruminating about a
disagreement with a teacher regarding recommending a student for the gifted program, the trainee can
consider ways to turn future conversations into partnership opportunities with the teacher —while also
consulting with the supervisor, administrator, and parent about considering additional data points to
advocate for the student’s enrollment in the gifted program.

Another way for trainees to support their well-being is to acknowledge their strengths (Wiley et
al., 2021) related to their clinical knowledge, awareness, and skills in live and recorded sessions with
students. This can be challenging yet empowering for trainees who are quick to self-criticize. For
instance, before jumping to areas for improvement, trainees are encouraged to first ask, “What did I
do well here?” and also request recommendations for additional wellness strategies to strengthen their
school counseling practice. Additional resources, such as readings or role-plays, may help trainees
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re-center themselves after difficult or challenging scenarios. For example, after making their first report
to child protective services about a suspected physical abuse case, the trainee can process with their
supervisor and discuss potential self-care strategies and resources to manage the difficult emotions
arising from the challenging experience.

Moreover, researchers suggested utilizing self-compassion as a means of self-care for counseling
graduate students (Nelson et al., 2018). Trainees can intentionally practice being kind to oneself;
normalizing and humanizing the experience of challenges; and being aware of one’s own feelings,
thoughts, and reactions, which can enhance their well-being and reduce potential fatigue and burnout
(Nelson et al., 2018; Pearson, 2004). For example, after hearing difficult feedback from their supervisor
about improving a lesson plan, a trainee can try reframing weaknesses as areas for continued growth.
Or, when reviewing a mid- or end-of-semester evaluation with their supervisor, a trainee can practice
being present and open to feedback while also monitoring and taking the initiative to share feelings,
insights, and questions. After a supervision session or evaluative experience, a trainee can also engage
in journaling or compassionate letter writing (Nelson et al., 2018) to be mindfully aware of their
emotions and normalize the challenging growth experiences of a developing counselor.

Overall, trainees deserve meaningful, supportive, and responsive supervision, yet they commonly
(mis)perceive themselves as in positions of less power in supervision and their fieldwork sites. Trainees
should feel empowered to consult with others at their sites and universities to address issues of concern
and seek clarification from supervisors about the expectations of supervision; this supports an effective,
collaborative supervision experience. Together with supervisors, trainees can review the strategies
throughout supervision sessions. With guidance and support, trainees can attempt such strategies
within the safety of the supervisory relationship.

Implications for Site Supervisors and Counselor Educators

There are several implications for site supervisors and counselor educators when considering
strategies to empower trainees to maximize their supervision experience. Although trainees can take
the initiative to implement such strategies independently, some suggestions may require additional
collaborative support and guidance from site supervisors and counselor educators. For example, site
supervisors and counselor educators could consider introducing the strategies posed in this article
during supervision sessions or as assigned reading for discussion. Altogether, engaging in and
facilitating these strategies contributes to the development of important dispositional characteristics
required of professional school counselors.

Site supervisors and counselor educators have the responsibility to facilitate a supervision environment
in which trainees feel empowered to utilize the suggested strategies. This requires them to intentionally
balance safety and support with challenge and high expectations (Stoltenberg, 1981). When trainees lack
a sense of safety, they may be less likely to self-disclose dilemmas or concerns and more likely to feel
shame, which jeopardizes the overall supervision experience and relationship (J. V. Jordan, 2003; Murphy
& Wright, 2005). When trainees experience inclusivity in their training programs and move past the
discomfort of vulnerability, they can experience growth, strengthen the supervisory relationship, and
address their learning goals (Bradley et al., 2019; Giordano et al., 2018). For example, although trainees
can take the initiative to suggest norms for supervision, we encourage supervisors to invite or prompt
discussions related to trainees” learning needs and expectations for the supervisory relationship.
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Reflection and vulnerability also require rapport and trust for trainees to self-advocate. Further,
when trainees can communicate with their supervisors about their needs, supervisors can respond by
appropriately facilitating their request for support (Stoltenberg, 1981). During supervision, supervisors
also model, teach, and monitor wellness strategies to support trainees” ethical and professional school
counseling practice (Blount et al., 2016). For instance, site supervisors and counselor educators may
need to introduce the Johari window framework as a structured reflective exercise, if trainees are not
already aware of this tool (Halpern, 2009).

Finally, broaching within supervision may offer a proactive means of exploring dynamics, power, and
cultural differences that can bolster the quality and longevity of the supervision experience. However,
the onus is typically on supervisors to initiate broaching conversations after they have facilitated a
supervision relationship characterized by trust, acceptance, and inclusion (Jones et al., 2019). Supervisors
model how to broach topics of race and culture within the dynamics of the supervisory relationship so
that trainees can feel empowered to incorporate broaching as an ongoing professional disposition during
and beyond supervision. For example, trainees and supervisors are encouraged to explore, model, and
role-play recommendations from Bemak and Chung (2008) to move beyond nice counselor syndrome in
school counseling practice.

Limitations and Future Research

Although this article provided a variety of practical strategies for SCITs to navigate supervision, it is
not intended to be comprehensive and is not without limitations. The suggested strategies have been
informed by research to support the supervision process and overall trainee development but may not
necessarily be empirically supported. In addition, the strategies may not apply across all supervision
contexts, relationships, and circumstances; thus, we encourage trainees to use their best judgment to
consider which strategies may be most feasible and useful within their given contexts. Although this
article attempted to provide examples specific to the unique work environment and responsibilities
that SCITs will encounter, several suggestions provided herein may also apply to counseling trainees
working outside of school counseling contexts. Knowing that supervision is an evaluative and
hierarchical process, there may be dynamics of power and privilege present that may intimidate or
hinder trainees from autonomously attempting and engaging in such strategies. Thus, the power
dynamics of supervision may present a barrier for some trainees to self-advocate.

Future research is needed about the characteristics and contributions of trainees that can enhance the
supervisory relationship and competence of the supervisor. Researchers could consider a qualitative
study to explore SCITs” experiences of autonomously implemented strategies during supervision as
well as a quantitative intervention study to assess the effectiveness of specific strategies to enhance
trainee and supervisor development, self-efficacy, and competence. Researchers could also consider
strategies specific to site- and university-based supervision that offer evidence for trainees” growth and
competence and later longitudinal impacts of such strategies on personal and professional development.

Conclusion
Considering that supervision is a time-limited experience, these suggested strategies for approaching

supervision can inform SCITs (and trainees from other counseling disciplines) about ways to advocate
for a quality supervision experience. When trainees are prepared for supervision, they may feel less
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anxious and more empowered to approach and shape supervision to meet their developmental needs.
When trainees are mindful of and actively engaged in reflection, vulnerability, self-advocacy, broaching,
and wellness, they can feel empowered to seek support and resources to bridge gaps in their learning
and development during the supervision experience. Site supervisors and counselor educators can

also share these strategies with trainees and encourage trainees to implement them in fieldwork and
university contexts.
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