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ABSTRACT
Among practitioners of professional counseling, the adoption of live videoconferencing, also
known as telemental health (TMH), as a means to deliver distance counseling services went
mainstream in 2020 as a result of the COVID-19 pandemic. Until then, this medium was
primarily for clients who lived in remote areas or could not attend in-person sessions. A debate
over the merits of TMH within the counseling profession has existed since the 1970s. In the early
years of the 21st century, interest in TMH renewed as the service became affordable for most
people. Yet, there is scant documentation addressing the training of professional counselors in
the practice of TMH. Thus, the purpose of this study is to identify how two of CACREP’s
technology standards influence a counselor’s beliefs, opinions, and attitudes toward TMH. A
survey developed for this study was administered to 277 respondents who represented master’s
students, doctoral students, and licensed professional counselors. The responses, analyzed using
structural equation modeling analysis, suggest that the two CACREP technology standards have
a small direct influence on the decision to provide TMH services except when they are
moderated by technological competence and clinical experience.
Keywords: CACREP, telemental, distance counseling, counselor education
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CHAPTER ONE: THE PROBLEM
This study explores the impact of two of the eight technology competencies prescribed by
the Council for Accreditation of Counseling and Related Educational Programs (CACREP,
2015) in preparing master’s and doctoral level students for the competent and ethical delivery of
distance counseling services. Over 15 terms (see Appendix A) denote distance counseling, with
each name stressing both specific technological capabilities and nuances from various mental
health professions (Andersson, 2016; Baker & Bufka, 2011; Barnett & Kolmes, 2016; Carlisle et
al., 2017). For the purpose of this paper, the preferred term is telemental health (TMH), which is
defined as the delivery of mental health services that include (Barnett & Kolmes, 2016), but are
not limited to, “assessment and treatment” (Hilty et al., 2013, p. 444) via a synchronous video
and audio connection. TMH is possible because of technological developments in the 1990s that
allow the client and the counselor to meet in a synchronous virtual setting rather than in a
physical space (Fiene et al., 2019; Haberstroh, 2009; Kotsopoulou et al., 2015).
Prior to the development of the internet’s bandwidth capacity to manage quality
synchronous video signals, distance counseling was mediated through analog technology such as
the telephone and digital means such as email and text messages (Barnett & Scheetz, 2003;
Deslich et al., 2013; Glueck, 2011; Grady et al., 2011). With the advent of an internet capable of
carrying higher bandwidths, it became possible to extend the counselor’s presence to the client’s
inner sanctum (Henary et al., 2017). This capability changed the nature of the therapeutic
relationship and process as the medium created a new relationship space (McAdams et al., 2010;
see Bray, 2020). Marshall McLuhan (1964/2013) explained this change in basic assumptions
when he said, “the medium is the message,’ means, in terms of the electronic age, that a totally
new environment has been created” (p. 7). The change in thinking engendered a corollary
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thought—if the environment changes, the rules and processes that were used in the previous
medium are no longer applicable (McLuhan, 1964/2013). McLuhan (1964/2013) explained that
the emerging digital technology not only extended the human senses across time and space but
changed the way that people interact because they were no longer bound to their physical
location. Anthony and Merz Nage (2010) intuited this conundrum when they described TMH as
a focused area requiring distinct counseling skillsets and called for it to become its own
specialty.
Even though TMH became accessible to the general public in the late 1990s (Haberstroh,
2009), it does not seem to have acquired the same popularity among counselors as it has within
other mental health professions (Anthony, 2015). The preponderance of articles recovered
through internet searches returned very few articles that link TMH to professional counselors
(Hsu et al., 2013) even though CACREP (2015) requires technological competence from
counselors graduating from CACREP-accredited programs. Of the eight CACREP (2015)
technological competencies, two are of interest to this study, as they seem to address the distance
counseling process and technology’s relationship with professional counseling. The first relevant
standard addresses the ethical and professional “impact of technology on the counseling process”
(CACREP, 2015, Standard 2.F.5.e.), while the second explores “technology’s impact on the
counseling profession” (CACREP, 2015, Standard 2.F.1.j.). Recent textbooks and several
dissertations address the use of technology in counseling and supervision among professional
counselors, but a review of those texts’ respective references show that the preponderance of
material came from other professions (Adekson, 2020; DuPont, 2019; Holland, 2016; Maheu et
al., 2020).
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Technology in Counselor Education
Although CACREP (2009) was the first professional counselor accrediting body to
address the need for technological proficiency, in 1999, the Association for Counselor Education
and Supervision’s (ACES) Executive Council published 11 technology standards for professional
counselors (Bloom & Walz, 2000; Chandras, 2000). In 2007 the ACES Technology Interest
Network, with the ACES Executive Council’s approval, revised the technology competency
standards and increased the total number of standards to 12 (see Appendix B; Chow, 2019;
Jencius et al., 2007). The added standards were derived from the first set, but in the update the
original standards underwent substantive changes. The 2007 version called for master’s level
students to be able to troubleshoot and maintain a computer while reminding students of the
ethical and legal aspects of internet counseling services (Jencius et al., 2007).
A comparison of ACES technology competencies from 1999 and 2007 shows that unlike
the CACREP (2009, 2015) competence-based standards, the ACES standards outlined specific
tasks such as the counselor’s ability to operate and maintain equipment, access online services,
navigate the internet for professional education, use technology to meet assistive needs and
enhance career development services, and operate computer-assisted counseling programs. The
1999 ACES standards emphasized the mastery of technological processes to enhance educational
and administrative functions, while the 2007 revision added skills such as the design,
development, and administration of websites while asking counselors to exercise ethical and
legal caution when delivering online counseling services (see Chow, 2019; Jencius et al., 2007).
It is possible that these performance standards gave the impression that professional counselors
would somehow acquire the skills and competence of an information technology specialist on
their way to the counseling office (Jencius et al., 2007; Sulaiman et al., 2013). A noticeable
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difference between the CACREP (2009, 2015) and ACES (Jencius et al., 2007) competencies
was that ACES focused on computer performance standards while CACREP established
conceptual competencies, leaving ample room for interpretation.
A novel addition in ACES’s 2007 Technical Competencies for Counselor Education
(Jencius et al., 2007) was technological competence standards for doctoral students that called
for the students’ exposure to various technologies used in the administration of a practice,
education, and videoconferencing. Other than adjusting for technological innovation and adding
doctoral standards, the 2007 ACES standards (Jencius, 2000) were similar to those from 1999.
The professional impact of the ACES 1999 technological standards was minimal even though at
least two textbooks were published between 2000 and 2005 to address the perceived gap in
instruction on online services in counselor education (Bloom & Walz, 2000; Sabella et al., 2010).
In spite of the counseling profession’s focus on technological standards early in the 21st century,
the evidence suggests that this push did not receive a warm welcome in counselor education
literature (Barrio Minton, 2018; Barrio Minton & Hightower, 2019; Barrio Minton et al., 2014,
2018).
Subsumed within the technological competence standards of the 2016 CACREP
Standards (CACREP, 2015) are the ACES performance standards which now appear as general
principles along with new competencies (Chow, 2019; Jencius et al., 2007). Rather than
requiring concrete skills, the CACREP standards established broad guidance that allows the
counselor educator to figure out those aspects of technology that are of interest in light of the
market’s needs. Even so, the scant literature on the impact of technology in counseling suggests
that until the COVID-19 pandemic, that telemental health was not a concern (see Bray, 2020).

20
The work of one research team would unwittingly confirm the counseling profession’s disinterest
in technology for TMH.
Barrio Minton (2018) assessed 230 peer-reviewed articles published in 2017 in 17
journals (see Appendix D) associated with the American Counseling Association (ACA) and its
divisions with the purpose of “identifying gaps and opportunities for development” (p. 4). She
(Barrio Minton, 2018) reported that in 2017, the few articles that addressed technology in
counseling did so on the pedagogical aspect of online education. This literature’s emphasis, she
reported, was to determine if online education carried the same satisfaction and quality as
traditional face-to-face education. Despite the concern for the pedagogical application of
technology, she reported that “considerations for online and distance preparation represented 4%
of the articles published in 2017” (Barrio Minton, 2018, p. 12). She concluded that online
education was a neglected topic among counselor educators, but even more salient was the
absence of research articles by counselors on TMH. In a later review of articles from 2018,
Barrio Minton and Hightower (2019) found no articles on technology in counselor education and
supervision nor on the delivery of TMH.
Not surprisingly, an earlier study by Barrio Minton et al. (2014) that reviewed 20
publications for articles published between 2001 and 2010 on the alignment between research in
counselor education and the CACREP (2009) standards found similar results as later studies (see
Barrio Minton, 2018) when it came to technology and distance counseling. Barrio Minton et al.
(2014) compared 230 articles published from 20 journals (see Appendix D) affiliated with the
ACA. The researchers found that 43.04% (n = 99) of the articles were on pedagogical techniques
such as service projects, group encounters, media, and other assorted learning activities such as
journaling, cultural immersion and reflective practices. They found counselor education topics
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related to “spirituality, substance abuse, crisis preparation, and alternative methods of healing”
(Barrio Minton et al., 2014, p. 164). However, they did not find any mention of technology,
whether on counselor education or on distance counseling, during those years (Barrio Minton et
al., 2014).
In a separate study, Barrio Minton et al. (2018) looked at 230 peer-reviewed articles from
22 professional counseling journals (see Appendix D) published between 2011 and 2015. They
concluded that despite an increased demand for quality counselor education, that research topics
related to counselor education remained stable when compared to those of the earlier decade.
They identified four recurring themes over a 17-year span: (a) teaching techniques, (b) focus on
culture and stable counseling relationships, (c) clinical mental health and school counseling, and
(d) almost no attention to doctoral education (Barrio Minton et al., 2018). They lamented that for
over a decade, counselor education research focused on a narrow band of CACREP standards
(Barrio Minton et al., 2018).
The various literature reviews conducted by Barrio Minton and her colleagues suggest
that technological standards in counselor education were not given emphasis except by those
studies that addressed online education and supervision. Even though ACES (Jencius et al.,
2007), CACREP (2009, 2015; Chow, 2019), and various authors (Bloom & Walz, 2000; Sabella
et al., 2010) addressed the gap in TMH in counselor education, the professional counseling
literature remained silent. Barrio Minton and colleagues reported the challenge facing
counselors, as the absence of “a systematic evaluation of literature regarding learning in
counselor education, it remains difficult to assess the degree to which the practice of counselor
education is consistent with accreditation standards and grounded in evidence-based pedagogy”
(Barrio Minton et al., 2014, p. 163). Even though CACREP sets accreditation standards for
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counselor education programs, the Barrio Minton reviews suggest that published research does
not represent the full scope of those competencies (DuPont, 2019). And, even more troublingly,
the scarce material on TMH services forces counselors to seek guidance from other professions
that do not share professional values and perspectives (Mascari & Webber, 2013). Such action
undermines the intent of the 20/20 Principles for Unifying and Strengthening the Profession
(Kaplan & Gladding, 2011).
Technology and Professional Identity
Burns and Cruikshanks (2018) cautioned counselors against losing their professional
identity by reminding them that “every mental health profession educates its students on its
values, perspectives, and socialization processes, which results in each profession having
different visions of the scope of practice of other professions” (p. 29; see Leahy et al., 2016).
Their warning is relevant in a climate where multidisciplinary practice has counselors work
alongside members of other helping professions so that “role ambiguity, power and status
conflicts, and stereotypes that often constrain counselors when working with other professionals”
might place the counselor’s professional identity at risk (Burns & Cruikshanks, 2018, p. 29). It is
essential for practitioners in professional counseling to embrace technology within the
boundaries of the counseling profession’s identity (Kaplan et al., 2014). Not doing so increases
the risk that counselors may act in ways that could cause others to confuse counselors for
members of other mental health professions (Burns & Cruikshanks, 2018).
Since its inception, establishing and maintaining a counselor identity has been one of the
ACA’s goals (Lawley, 2012), as evidenced in the consensus definition of the profession, which
states that “counseling is a professional relationship that empowers diverse individuals, families,
and groups to accomplish mental health, wellness, education, and career goals” (Kaplan et al.,

23
2014, p. 366). Even though some of the words found in this definition appear to be within the
scope of other mental health professions, these terms mean different things to each profession
(Burns & Cruikshanks, 2018). This definition of counseling arose from earlier attempts by the
ACA’s leadership to “unify the profession” (Kaplan et al., 2014, p. 366) as well as to set a
direction for future growth. Among those recommendations was a call for counselors to “make a
major commitment to investigating the utilization of computers and technology in counseling”
(Kaplan et al., 2014, p. 367). The task force that drafted the 20/20 Principles for Unifying and
Strengthening the Profession (Kaplan et al., 2011, 2014) represented 31 organizations within the
professional counseling community, and over 83% of the delegates voted to adopt the resolution.
Oddly enough, the professionals tasked with defining the profession found no professional,
philosophical, or value conflict between the profession’s ethics and the use of technology in
counseling (Kaplan et al., 2014). Nevertheless, developing a counselor’s perspective on
technology has remained a dream.
Background of the Problem
In the first quarter of 2020, the World Health Organization declared a worldwide
pandemic after a virus later identified as a previously unknown strain of coronavirus was found
to have spread to almost every country in the world within a relatively short time (Sohrabi et al.,
2020; Whaibeh et al., 2020). The virus’s lethality and apparent ease of transmission prompted
government officials around the globe to implement quarantine measures that resulted in orders
for residents to stay at home and reduce travel and the closure of many industries as means of
containing the infectious pathogen (Harapan et al., 2020). Among the casualties of these closures
were the private and community-based mental health counseling centers that shuttered their
doors in compliance with official guidelines (see Bray, 2020). In the ensuing weeks, many
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practitioners in professional counseling, with aid from the ACA, resorted to distance counseling,
particularly TMH services, to provide an essential service in their community (ACA, 2020b).
This action was based on reports from China and various other countries that suggested an
increase in the demand for mental health services in their respective population during the
pandemic and later in the form of posttraumatic disorders (Choi et al., 2020; Huang & Zhao,
2020; Jakovljevic et al., 2020; Rajakumar, 2020; Shuja et al., 2020). As a result, various world
governments began to fast-track TMH services as a practical option to provide effective and
ethical counseling services for those seeking mental health treatment (Ćosić et al., 2020; Torous
et al., 2020). In the United States, such actions required prompt action by federal and state
governments to address the regulatory and licensure issues within each’s entity respective
authority (Wicklund, 2020).
Until the advent of the COVID-19 pandemic in 2020, the practice of distance counseling
via TMH services was uncommon among counselors. The June 2020 issue of Counseling Today,
a professional magazine published by the ACA, included an article that reported the personal
experiences of six practitioners in professional counseling who transitioned to distance
counseling primarily through TMH services (Bray, 2020). The edition was dedicated to the
profession’s response to the coronavirus pandemic with editorials addressing the virus’s impact
on the profession, an article on ethics for distance counseling, and other pieces that dealt with the
changes that practitioners in private practice could expect in the future. The key idea of this issue
was that COVID-19 “has changed the way most of us do our work and run our businesses”
(Legge, 2020, p. 11). A review of the ACA’s response to the COVID-19 pandemic, as evidenced
by its website, publications, and guidance to practitioners in professional counseling, suggests
that finding answers to the research questions posed in this study will help to clarify the future of
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TMH in professional counseling. The goal of this research is to identify how the benefits of the
traditional professional counseling models fit within the technological medium of TMH while
maintaining the counseling profession’s identity (Dollarhide & Oliver, 2014; see McLuhan,
1964/2013).
Legal and Ethical Aspects of Telemental Health
The COVID-19 pandemic has led to changes in laws and regulations to account for the
increased interest in TMH. For example, in Puerto Rico, an American commonwealth, the
governor approved changes to the state telemedicine laws to extend parity in billing to doctors
and psychiatrists using telemedicine, while the legislature drafted a new bill that would extend
telemedicine rights to psychologists but not to practitioners in professional counseling (Miranda,
2020). In 2020, the U.S. Department Health and Human Services (HHS) released a Notification
of Enforcement Discretion for Telehealth Remote Communications During the COVID-19
Nationwide Public Health Emergency which, unsurprisingly, recognized that COVID-19 posed
threat to the public’s health. The authorization granted the Office of Civil Rights the necessary
authority to use its discretion to avoid penalties for “noncompliance with the regulatory
requirements under HIPAA Rules against covered health care providers in connection with the
good faith provision of telehealth during the COVID-19 nationwide public health emergency”
(HHS, 2020, p. 1). The agency authorized providers to diagnose and treat health conditions
through telehealth services whether they were related to COVID-19 or not (HHS, 2020).
However, receiving permission to use discretion from the federal government did not exempt the
practitioner in professional counseling from compliance with state laws, as illustrated by the
telemedicine law in Puerto Rico (Miranda, 2020).
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The complexity of examining TMH services in the United States is compounded by the
fact that each state enacts its own licensure and certification requirements for counselors (Center
for Connected Health Policy, n.d.). For example, rule 135-11.01in the rules and regulations of
the Georgia Board of Professional Counselors, Social Workers, and Marriage & Family
Therapists regulates the practice of TMH services by practitioners in professional counseling
(TeleMental Health, Ga. Code § 135-11-.01, 2020). One of the board’s requirements is for the
licensee to complete in-person training that addresses eight topics considered essential by the
board in the delivery of TMH services. The eight requirements seem to correspond (see
Appendix E) with the two CACREP (2015) technology standards for professional counselor
education mentioned previously. These requirements are important because in addition to
protecting the public, they set up the practice of TMH as a distinct specialization within the
counseling profession (see Anthony & Merz Nage, 2010). It is worth noting that the states’
requirements were derived from the research work on distance counseling conducted primarily
by other mental health professionals (Jerant & Epperly, 1997).
Counselor Education Accreditation Standards and Technology
The literature in the reviews completed by Barrio Minton (2018), Barrio Minton and
Hightower (2019), and Barrio Minton et al. (2014, 2018) did not report counselor-engendered
research that addressed TMH from a professional counseling perspective, and neither did the
literature search conducted by this researcher through APA PsycNet, Google Scholar, and the
Liberty University Online Library. The online searches returned articles by members of other
mental health professions on topics such as research, intake and assessment methods, delivery
processes, integration of counseling theory, termination, risk management, and business practices
as they relate to TMH. This researcher, in an attempt to identify research literature that reflected
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the CACREP (2015) technology standards, conducted his search from March through June of
2020 using the terms “counselor” and “counseling” in association with over 15 words (see
Appendix A) related with distance counseling.
Topics related to TMH were amply discussed in the professional literature of other
mental health organizations such as the American Psychiatric Association, the American
Psychological Association (APA), the American Telemedicine Association (ATA), the
International Society for Mental Health Online, and the National Consortium of Telehealth
Research Centers. A helpful resource was the open access reference bibliography of the ATA,
which lists over 700 articles on TMH covering a wide range of topics. One item in that
bibliography directed the researcher to the website of the Center for Credentialing & Education
(2018), which, in cooperation with the National Board for Certified Counselors (NBCC), the
Southside Telehealth Training Academy and Resource Center of the University of Virginia, and
the New College Institute, provides training for mental health practitioners to become Board
Certified-Telemental Health Providers. It appears that while practitioners in professional
counseling are silent on TMH research and clinical practice, professional bodies are busy
incorporating the extant research into the counseling profession.
The literature reviews suggest there is a disconnect between the CACREP (2015)
standards and counselor education literature when it comes to TMH services and technology in
general as evidenced by the author’s online searches and the work of Barrio Minton (2018),
Barrio Minton and Hightower (2019), and Barrio Minton et al. (2014, 2018). Sink and Lemich
(2018) echoed this sentiment when writing on the relationship between CACREP standards,
research, and evaluation in counselor education: “It is unclear how coursework addresses
CACREP (2009, 2015) research- and evaluation-related standards” (p. 498). There are no readily
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obvious explanations for this situation, as accreditation requirements establish technology
proficiency for counselors, and institutions are subject to rigorous assessments (see CACREP,
2016). Yet, stablishing of TMH standards seems to fall on state-mandated licensure requirements
and on ethical guidance from professional associations such as the ACA (see 2014 ACA Code of
Ethics).
For example, in the year 2020 when the COVID-19 pandemic created a need for online
professional counseling services, the ACA (2020a) responded by guiding counselors to training
programs that met state certification requirements for providers wishing to engage in telemental
counseling services. The ACA website also provided links to sites with information for
practitioners in professional counseling to aid their clients with coping and wellness skills (ACA,
2020a). A serendipitous find within the ACA site was a link to a retired journal, Vistas Online,
which the ACA sponsored from 2004 to 2017. The journal is catalogued only on the ACA’s
website, so the original online queries did not return any hits on its articles. By searching within
the ACA’s database, the researcher identified over 40 articles linking professional counseling to
distance counseling in its various forms.
Professional Associations and Telemental Health
Vistas was an online journal that ran from 2011 to 2017 that was the creation of two ACA
members, Dr. Garry R. Walz and Dr. Jeanne C. Bleuer. The journal published peer-reviewed
articles and presentations by counselors on subjects relevant to the counseling profession. An
online search returned 40 articles dealing with technology that appeared in Vistas Online (ACA,
n.d.) which suggests that cyberbullying, the use of specific applications in counseling, and
educational concerns were the subject of frequent discussions. Additionally, several articles were
located on the creation of relationships in virtual environments between supervisors-supervisees
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and between counselor and online client (see ACA, n.d.). On at least one occasion, an article
published in Vistas on online supervision had previously appeared in another journal, and some
of the articles were in the form of slides used at various conferences. One article on the 2014
ACA Code of Ethics (ACA, 2014) reviewed available resources to help counselors comply with
the Health Insurance Portability and Accountability Act (HIPAA) and the Health Information
Technology for Economic and Clinical Health (HITECH) Act. Overall, this online journal
reflected Barrio Minton’s (2014), Barrio Minton and Hightower (2019)’s, and Barrio Minton et
al.’s (2014, 2018) conclusion that practitioners in professional counseling felt comfortable within
a narrow range of issues mostly related to pedagogy. Nevertheless, the Vistas journal is a
valuable resource for practitioners of professional counseling who wish to explore the clinical
aspects of counseling from a counselor’s perspective (see ACA, n.d.).
The ACA sites on COVID-19 and telebehavioral health (i.e., TMH) highlight the
organization’s response to the need of practitioners in professional counseling as they
transitioned from in-person (i.e., face-to-face) counseling to TMH (ACA, 2020a, 2020b). The
ACA’s (2020b) site defines telebehavioral health as the use of digital technology to conduct live
videoconferences with clients on a secure and encrypted platform. The page also reminds
counselors that all ethical and clinical standards stay in place and that they must also consider
specific issues related to online counseling (ACA, 2020b). The ACA website serves as a onestop resource center for counselors wishing to learn more about TMH.
The ACA’s website guides counselors on how to set up an ethical and effective TMH
practice (ACA, 2020b). Yet, the site states that “with the arrival of the 2020 global pandemic, the
topic of telebehavioral health has become more prominent as a means of continuing work with
existing clients, and beginning work with new clients” (ACA, 2020b, para. 3). For years, TMH
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was seen as an adjunct service in support of face-to-face counseling services that were supposed
to take place in the office. However, in a matter of weeks, it became the mainstay of counselors
everywhere.
Another association that supports counselors is the NBCC (2020a). Its mission, as stated
on its home page, is to advance the counseling profession through certification programs
(NBCC, 2020a). The NBCC (2016) offers the National Certified Counselor designation, which is
the flagship certification for practitioners in professional counseling, in addition to three
specialty certifications. In addition, it advocates for counselors with federal and state
governments (NBCC, 2020a).
During the 2020 COVID-19 crisis, the NBCC (2020a) continued its mission of providing
credentialing resources and advocating for counselors while placing actual testing on hold, given
that test sites were closed. It also added a reference page which summarized the best practices for
providing TMH (NBCC, 2020b). It is important to remember that its mission is to assess the
counselor’s readiness for professional practice by means of tests, assessments, and certification
programs; thus, its guidance on TMH refers the viewer to the telemental health certification
program (NBCC, 2020b). As a professional counseling certification agency, the NBCC is neither
an accrediting body nor a professional association, although at times it serves with both.
Another professional organization of interest to counselors is Chi Sigma Iota. Chi Sigma
Iota is “an international honor society that values academic and professional excellence in
counseling.” (Chi Sigma Iota, 2018, para. 5). As an honor society, its mission is to ensure
excellence in the counseling profession by recognizing exceptional work by counseling students,
professional counselors, and counselor educators. While it supports the work of CACREP (2015)
and served as a drafting member of the 20/20 Visions for the Future of Counseling document
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(see Kaplan & Gladding, 2011), its primary mission is to ensure that counselors maintain the
profession’s identity and adhere to the counseling profession’s strict ethical principles. In so
doing, it works closely with the ACA and the American Association of State Counseling Boards
(AASCB).
The AASCB’s mission statement explains that it “collects, interprets, and disseminates
information on legal and regulatory matters, and works to further cooperation among individuals
and associations involved in providing counseling services to the public” (AASCB, n.d., para. 2
). While seeking to protect the public, the AASCB also takes actions to ensure that practitioners
in professional counseling are able to obtain licensure at state and federal levels. During the
COVID-19 crisis, the AASCB lobbied state and federal agencies to relax restrictions on TMH so
that counselors, supervisors, and interns could practice online counseling (AASCB, n.d.). A
review of these organizations’ websites suggests that they support technological innovation in
counseling and that they are pursuing an increased counselor presence in TMH. All counseling
professional associations and the accreditation body endorse TMH, so there is no plausible
explanation for the dearth of literature on this topic by counselors, unless there are inconspicuous
factors influencing the current state of affairs.
A Perspective on Telemental Health
The literature review in Chapter Two addresses the TMH perspectives of other mental
health professions. This section supplies a synopsis that introduces professional counseling’s
perspective on TMH. TMH is traditionally conceptualized as an extension of distance medical
services provided by a doctor or a psychiatrist that has now been adopted by other mental health
professions too (Baker & Bufka, 2011; Hilty et al., 2013; Riemer-Reiss, 2000; Wright & Caudill,
2020). For practitioners in professional counseling, the latest adopters, such integration seems
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tied to professional counseling’s identity (Haberstroh, 2009; Haberstroh et al., 2008). Burns and
Cruikshanks (2018) reported that studies on professional counselors’ identity call for them to
affirm the profession’s “developmental, prevention, and wellness orientation” (p. 34). Yet, they
concluded that these terms by themselves were too vague to help counselors develop a concept
of professional counseling that would readily define the professional scope of practice (Burns &
Cruikshanks, 2018).
For Burns and Cruikshanks (2018), a counselor’s professional identity not only is at the
heart of what separates him or her from other mental health professionals but guides the way that
the counselors work. Yet, Burns and Cruikshanks did not describe this difference other than by
listing five characteristics which are deemed as essential to professional identity: (a) normal
development, (b) prevention, (c) wellness, (d) advocacy, and (e) empowerment. They explained
that although other mental health professions include these words in their respective professional
scope, they give the phrases a different emphasis than counselors:
For example, in the profession of counseling, counselors use empowerment by
encouraging client autonomy, self-advocacy, self-validation, and self-determination. In
comparison, social workers encourage clients’ socially responsible self-determination to
balance the needs of clients and society. In psychology, empowerment occurs when the
psychologist respects cultural differences, safeguards client welfare, and allows the client
to make their own decisions. (Burns & Cruikshanks, 2018, p. 33)
While they argued that professional counselor identity is a prerequisite for someone to become a
competent and ethical counselor, they did not operationalize the concept (Burns & Cruikshanks,
2018). In their defense of the uniqueness of the counseling profession, they emphasized that in

33
applying these values, the individual becomes a professional counselor (Burns & Cruikshanks,
2018). Unfortunately, the literature that explains these values is scarce.
Thirteen years before Burn and Cruikshanks (2018) visited the topic of professional
identity for counselors, Layne and Hohenshil (2005) broached the same topic from the
perspective of TMH. In exploring the emerging TMH services, they raised three concerns: first,
whether or not counseling could take place online; second, if it would be as effective as face-toface counseling; and third, if counseling using the internet would require specific skills (Layne &
Hohenshil, 2005). These three issues have plagued the counseling profession’s involvement with
TMH. The counseling profession’s dialog on TMH seems to have centered on the validity of
technology to convey the counselor’s professional identity rather than on the counselor’s
capacity to communicate his or her professional identity across the medium (see Chow, 2019).
Although (CACREP, 2009, 2015) and the ACA (2020a, 2020b) have endorsed the use of
technology in counseling, there were no clear indications until the COVID-19 pandemic that
counselors themselves were ready to do so (see Bray, 2020). Yet, training is among the reasons
cited often to explain why counselors avoid TMH in their practice (see Bray, 2020). According
to DuPont (2019), “counselors themselves have reported that they lack the training required to
provide competent distance counseling services” (p. 9). As DuPont (2019) pointed out, CACREP
has established a technological standard for counselor competence and for the various training
institutions that provide much of that training, but in the end, it is up to the individual counselor
to decide whether or not to engage in distance counseling (see Bray, 2020). The consensus
professional counseling definition (Kaplan et al., 2014) may supply the key to understanding the
reason counselors have sidelined TMH in the past.
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A review of the literature suggests there is no single reason that accounts for the lag
among practitioners in professional counseling in adopting TMH services. There is a possibility
that emphasis on possessing technological competence equal to that of an information
technology specialist may have created unrealistic expectations that deterred counselors from
adopting TMH. Counselor identity is another factor that might influence the adoption or lack of
adoption of TMH. Among the tenets of professional counseling is the therapeutic alliance, which
traditionally has been associated with face-to-face (i.e., in-person) counseling. Even so, there are
numerous studies that report no difference in the quality of the client-counselor therapeutic
alliance when using distance counseling rather than in-person sessions (Anthony & Merz Nage,
2010; Cook & Doyle, 2002; Zeren, 2014). Likewise, professional counseling associations (e.g.,
AASCB, ACA, Association for Mental Health Counselors, Chi Sigma Iota, and NBCC), and the
education accreditation body (i.e., CACREP) support distance counseling services when
performed according to ethical, regulatory, and evidence-based practices.
A clue about attitudes toward TMH may be found in an article that appeared in the June
2020 edition of the ACA’s Counseling Today magazine. Bray (2020) presented various ways
counselors have adapted their professional practice in response to the COVID-19 pandemic. In
reviewing the article, one finds concerns on issues such as establishing an online counseling
relationship that is equal to that of in-person counseling, identifying required training, adapting
counseling models (Bray, 2020). The article also recognizes that COVID-19 has forced
counselors to reconsider distance counseling. As the counseling profession moves into the third
decade of the 21st century, the cautionary words of Anthony (2015) are still relevant:
To ignore the impact of this [technology] on the profession of counselling and
psychotherapy as a whole—and indeed its related professions such as coaching, guidance
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or peer support—is to rashly assume that these professions can continue as they have
traditionally done. (p. 36)
Purpose of the Study
The purpose of this study is to identify how practitioners in professional counseling and
master’s and doctoral students develop beliefs, opinions, and attitudes (BOA) about TMH
services in light of their counselor education and experience. Most of the literature on distance
counseling provides guidance on the ethical, legal, and technical standard a counselor should
adhere to when delivering TMH. On the other hand, there has been no research that addresses the
counselor’s and counseling student’s understanding of how distance counseling affects their
professional identity and their clients’ well-being in light of the emphasis on ethical, legal, and
technological requirements. Implied in the two research questions presented in this chapter are
issues related to counselor professional identity and the delivery of evidence-based services.
Understanding how practitioners of professional counseling and counseling students perceive
TMH’s fit within the counseling profession would provide insight that could guide the education
of current and future counselors.
Two Research Questions
The researcher’s literature review raised two research questions that, if answered, can
help identify how professional counselors and counseling students perceive their readiness to
provide distance counseling.
RQ1: Does core education in counselor education provide the basic knowledge,
techniques, skills, and competence necessary for graduates to provide telemental health
counseling services upon graduation?
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RQ2: How much technological competence must a counselor possess to provide
telemental health counseling services?
Nature of the Study
The study used an original online survey (see Dillman et al., 2009; Vogt et al., 2012) to
collect responses from practitioners in professional counseling and from counselor education
students about their BOA around and readiness to provide distance counseling via TMH upon
graduation from a counselor education program. The study is similar to that of Bastemur and
Bastemur (2015), who used a 17-item survey to learn how Turkish counselors view the use of
technology in distance counseling. Unlike the Bastemur and Bastemur study, which only
reported raw scores, this study seeks to identify how six independent factors contribute to
shaping counselors’ decision whether or not to adopt TMH.
There are four studies that support the merits of this research. First, Finn (2002) and
Wehrman (2004) provided the theoretical basis for associating factors such as clinical work,
professional identity, and ethical and statutory issues with a counselor’s decision to engage in
TMH. Second, the technological factors are identified by Chow (2019), who used the technology
acceptance model for counselor education to identify how a counselor’s sense of “technology
self-efficacy and technology anxiety” (p. 2) affect the counseling student’s acceptance of TMH.
A fourth study explored the educational factors influencing a decision to engage in TMH.
European researchers (Paterson et al., 2019) reported that counseling students in Scotland and
Finland were more inclined to use distance counseling when they experienced in-school training
to provide TMH counseling services during practicum and internship. However, none of the four
studies cited in this section explored how the combined effect of ethical, clinical, statutory, and

37
educational factors interact with the technology involved in TMH to influence a counselor’s
decision.
The study’s intent is to explore how technology interacts with the other factors to
influence the counselor’s decision to use TMH in his or her practice. Using forced-choice
questions, the survey presented 37 statements to which the participants expressed agreement or
disagreement by means of a six-points Likert-type scale (Vogt et al., 2014). The resultant data
were analyzed using descriptive and inferential statistics to ascertain how education, counseling
experience, and exposure to TMH affect a person’s attitude in light of the six factors (clinical,
professional identity, technology, ethical, statutory, and educational). The goal of the research
was to answer the two research questions with the expectation that the participants’ answers
would identify how these factors affect the adoption of TMH by counselors.
The study’s subject matter made it necessary to develop an original survey that allowed
for the exploration of the two research questions. It is known that research interests in the
counseling profession do not always align with the CACREP (2015) standards, so one cannot
turn to a literature review in search of similar studies (Barrio Minton et al., 2018). The response
by practitioners in professional counseling to the COVID-19 pandemic suggests there are
unknown barriers to implementing distance counseling services, even as counselors rush to
provide TMH during the COVID-19 pandemic (Bray, 2020; Legge, 2020). This research used a
two part-survey (see Appendix G) to identify possible obstacles to TMH in the practice of
professional counseling by assessing the impact of technological factors, ethical guidance,
statutory concerns, clinical counseling, and counselor education on the individual’s decision to
engage in TMH.
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The first part of the survey asked the participant to answer demographic questions that
identified race, age, and gender in addition to the individual’s professional level and experience
using TMH. The second part asked a total of 37 questions that correspond to each of the five
sections. The first domain (Clinical and Professional Identity) presented 10 questions related to
clinical practice and professional identity that explored attitudes and beliefs about evidencebased practices, cultural concerns, understanding of the client’s fitness for TMH, and
professional identity. The second domain (Technological) addressed technological awareness
through eight questions that cast the therapist in the role of providing information technology
support to clients while navigating the various state and federal requirements affecting TMH. For
the third domain (Ethical and Statutory), eight questions addressed the influence of ethical and
statutory guidance on the delivery of TMH. The fourth domain (Educational) included five
questions that explored the individual’s view on the role of formal counselor education in
preparing the individual to provide TMH. Finally, the fifth domain presented eight wrap-up
questions which asked the participant to provide a personal response on actionable themes
related to counselor education, ethics and statutes, professional identity, clinical services, and
technology.
Using a Likert-like scale ranging from 1 (strongly disagree) to 6 (strongly agree), the
survey presented statements derived from the literature on TMH which assessed the participants’
beliefs on attitudes and behaviors considered necessary by experts for the competent and ethical
practice of TMH. For example, one of the statements was, “It is the client’s responsibility to
ensure that he or she can maintain an internet connection with the counselor during a telemental
health session.” This statement measures the participant’s attitude about providing technical
support in the context of clinical care that reflects advice from various experts. Another
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statement, “Counselors use the same techniques for telemental health services that they would
use for in-person sessions.” This statement explored the participant’s belief that what works inperson counseling is transferable directly to TMH. The survey provided data that, when analyzed
using exploratory data analysis, guided the selection of inferential analysis to inform on
attitudinal issues affecting a counselor’s decision to use TMH. Details for the survey’s design, its
sampling plan, and ethical concerns are discussed in Chapter Three.
Limitations and Delimitations
The first limitations of this study are associated with the recruitment of participants, as
the sample size was determined by accessibility to various professional databases and the
number of volunteers who responded. The researcher intends to request assistance from two
divisions within the ACA (the Georgia Chapter of the ACA, the Licensed Professional Counselor
Association of Georgia) and the School of Behavioral Sciences at Liberty University to reach
their membership. The participants accessed the survey online via SurveyMonkey. and answers
were recorded and interpreted at face value.
Group members provided responses that allowed the attitudes of licensed practitioners in
professional counseling and counseling education students to be compared. It was expected that
the responses would show a difference in how each group evaluates its use of TMH. Statistical
factors such as parametric distribution may not be achieved, and such response would require a
non-parametric analysis. The statistical analysis is discussed in detail in Chapter Three.
Participants were selected from individuals who were currently enrolled in either a
CACREP- or non-CACREP-accredited master’s level counseling program or a counselor
education and supervision doctoral program. The study was also open to licensed practitioners in
professional counseling. All participants were at least 18 years old at the time they completed the
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survey and resided within the United States or its territories. Retired counselors and those who
engage in nonclinical counseling were exempt.
The second limitation was the creation of an original survey to measure the impact of the
six factors on a counselor’s decision to adopt TMH. Previous studies have focused on limited
aspects such as the individual’s technological affinity or school-based experience with TMH.
Unlike those studies, the current survey also considers the impact of the COVID-19 pandemic,
which made almost every practitioner in professional counseling an online counselor. The
counseling profession has gained significant exposure to this medium, so biases which were
unknown in the past may now be revealed. For that reason, the survey seeks to identify the time
period in which a counselor began to use TMH as either before or during the COVID-19
pandemic.
It was expected that the master’s students would provide a view of TMH from the
perspective of an aspiring counselor who is now beginning to form his or her professional
identity. The expectation was for the doctoral students to combine an advanced theoretical
perspective and experiential background that could shed light on an established professional
identity that is in transition. Meanwhile, the licensed practitioners in professional counseling
were expected to answer the survey from an experiential perspective. In order to establish a
baseline for comparison, the same survey was given to participants in the three groups, as it was
expected that each group would represent a unique developmental stage of professional
counseling education and experience.
There is a risk that the survey could fail to address the research questions, so before
making the survey public, it was given to a limited number of counseling students and
practitioners in professional counseling for consultation. These participants were interviewed to
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obtain their feedback on how the questions influenced their answers. The survey was modified
according to the results and then administered to all participants. After approval by the
Institutional Review Board (IRB), it was tested for validity and reliability with a limited number
of participants. Previous studies have used phenomenological measures to assess counselors’
technological affinity, and those results suggest that in-school preparation and practicum
experience in TMH are prerequisites for counselors to adopt distance counseling (see Holland,
2016; Paterson et al., 2019). This quantitative study examined the same issue using a larger
sample population. Finally, given the broad field which distance counseling encompasses, this
study focuses on the practice of TMH, which uses synchronous audio and visual in the
counseling session.
Definitions
This section defines the operational terms used throughout this paper. There were
challenges in identifying all-encompassing definitions for several of the terms used throughout
this paper, so when necessary, comments are added to the terms. One of the challenges in
studying this topic is the diversity of terms used by researchers and educators alike to describe
distance counseling from a research and clinical perspective (Teufel-Prida et al., 2018). Further,
legislators, state boards, and professional associations use terms that have similar meanings, but
that once the delimitations are understood, may refer to very different types of distance
counseling. For example, according to Teufel-Prida et al. (2018), the ACA (2014) has used the
term “distance counseling” to refer to what NBCC “recognizes as cyber-counseling or Web
counseling” (Teufel-Prida et al., 2018, p. 135). Another challenge is to maintain clarity in the use
of the terms “counseling” and “counselor,” which can, depending on the context, refer to
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psychologists and social workers as well as practitioners in professional counseling (Andersson
et al., 2019; Barnett & Scheetz, 2003; Olfson, 2016).
The second challenge has been in identifying a single, all-encompassing definition of the
professional counselor’s identity. This is a long-standing issue, according to Calley and Hawley
(2008), which was addressed when CACREP standards required the formation of a professional
counseling identity in counselor education programs (see McGlothlin & Davis, 2004). The
introduction to the CACREP (2015) standards state that the goal of the document is to “ensure
that students graduate with a strong professional counselor identity” (p. 4). The standards outline
competencies a professional counselor must acquire, but they do not define the counselor’s
identity (CACREP, 2015) other than by implying that a professional counselor is someone who
adheres to the profession’s ethical standards in his or her practice and seeks to maintain close ties
with the profession’s advocacy groups. Brubaker (2020) argued that a professional counselor
begins to create his or her identity by identifying with the profession through participation in
professional organizations and advocacy for the profession.
Leahy et al. (2016) recognized the threat to the profession of an undefined professional
identity when they stated that “because the profession of counseling evolved initially as specialty
areas, this unusual sequence of professional development has directly impacted on its identity”
(p. 5). By referring to professional counseling as a family of disciplines, they evoked the
profession’s fragmented origins while defending its emerging consolidation (Leahy et al., 2016).
For that reason, the term professional counselor is omitted whenever possible and replaced by a
more accepted term, practitioner of professional counseling.


Asynchronous or store and forward: Transfer of data from one site to another through the
use of a camera or similar device that records (stores) an image that is sent (forwarded)
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via telecommunication to another site for consultation. Asynchronous or store-andforward applications are not considered telemedicine but may be utilized to deliver
services (Medicaid.gov, n.d).


Beliefs, and opinions, and attitudes: Three terms used interchangeably throughout the
paper. According to Bain (1930), these terms describe roughly the same concept:
knowledge that drives an individual to act. In using the three terms together, the research
emphasizes the validity of all three concepts in informing a decision, as few would
ordinarily see the overlapping meanings specified by Bain (1930) for use in the
psychological sciences.



Clinical: Refers to the choice of counseling models, techniques, skills, and interventions
that practitioner in professional counseling chooses to apply.



Counseling: “Counseling is a professional relationship that empowers diverse individuals,
families, and groups to accomplish mental health, wellness, education, and career goals”
(ACA, 2014, p. 3).



Counselor: A term used interchangeably throughout this paper to refer to a professional
counselor, a therapist, or anyone who provides therapy in a format that requires the
creation of a therapeutic alliance.



Distant or hub site: “Site at which the physician or other licensed practitioner delivering
the service is located at the time the service is provided via telecommunications system”
(Medicaid.gov, 2020, para. 19).



Ethical and competent practice: Practice derived from the counselor having completed a
formal didactic training, having participated in a supervised supporting experienced, and
meeting the state’s licensing requirements (Ashby, 2018).
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Face-to-face: A term used to refer to in-office or in-person counseling services provided
by a professional counselor (Sulaiman et al., 2013).



Internet computer-based therapy: The use of computer-based programs to deliver
counseling services. Internet computer-based therapy includes any therapy modality that
has been offered online to clients via an asynchronous computer program (Andersson et
al., 2019).



Internet therapy research: A term that refers to a wide variety of research associated with
literature on the use of any one of the many extant technologies to provide telemedical
services and its associated practices such as TMH (Andersson et al., 2019).



Originating or spoke site: “Location of the Medicaid patient at the time the service being
furnished via a telecommunications system occurs. Telepresenters may be needed to
facilitate the delivery of this service” (Medicaid.gov, 2020, para. 20).



Practitioner of professional counseling: A term used in lieu of professional counselor.
For the purpose of this paper, a practitioner in professional counseling is defined as an
individual who has completed an accredited course of instruction (e.g., a CACREP
program) and has received a license to practice professional counseling and deliver
mental health services in at least one state. A search of the websites of the ACA, the
AASCB, the NBCC, and CACREP did not generate a definition of the term professional
counselor even though each of these organizations has numerous documents applicable to
professional counselors. At the time this paper was written, the term professional
counselor is best described by each state’s licensing board. The term practitioner of
professional counseling is used throughout this paper to denote the concept of a
professional counselor.
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Technological affinity: A term based on the conceptual conflation of the two concepts
measured in the technology acceptance model. Technological affinity measures anxiety
about one’s ability to use technology and that of self-efficacy to believe that one can
apply technological tools in counseling (Chow, 2019). Technological affinity is not
measured in this study but is used to describe the potential of being for or against the use
of technology in counseling.



Telehealth: The term that, for the purpose of this paper, refers to the use of technology to
administer and to communicate health data online. This term can also allude to the
delivery of counseling services (i.e., psychotherapy) via a technological medium (Baker
& Bufka, 2011; Fiene et al., 2019). The following organizations’ descriptions of
telehealth and telemedicine illustrate the futility of trying to precisely define these terms.
HealthIT.gov (2019) reported that the Health Resources Services Administration defines
telehealth as an umbrella term that includes telemedicine and all other health services
provided via technology. The World Health Organization (2010) uses telemental health
and telehealth interchangeably without any distinction in meaning. Medicaid.gov (2020)
broadly defined telehealth as including the scope of technologically based
communication media, but for billing purposes, it is considered as a laboratory test. In
contrast, telemedicine is defined as the delivery of services to patient by means of audio
and video connections by a licensed medical professional or practitioner. Medicaid.gov
(2020) stated that its definition of telemedicine and telehealth align with the Medicare
definition of such services.



Telemedicine: See telehealth
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Telemental health: A term used primarily by practitioners in the mental health
professions to refer to assessment and counseling services provided online (Baker &
Bufka, 2011). For the purpose of this paper, it refers to the use of synchronous video and
audio technology that a counselor uses for the purpose of assessing a client’s condition
and delivering services. Synonyms include telepsychology, telepsychiatry, and e-health
(Baker & Bufka, 211; Bashshur et al., 2016; Hyler et al., 2005).



Vistas Online: ACA’s digital collection of peer-reviewed articles authored by counselors,
for counselors (ACA, n.d.).
Significance of the Study
Teufel-Prida et al. (2018) reported that counselors underutilize technology in clinical

practice despite its wide acceptance for administrative and billing practices. Although this
phenomenon is not unique to counselors according to Olfson (2016), it is worrisome given the
emphasis various counselor associations have placed on its adoption (Teufel-Prida et al., 2018).
The original consensus within the mental health community was that distance counseling in any
form was for members of populations that for one reason or another could not receive counseling
services in person; thus, it was not considered a mainstream service (Riemer-Reiss, 2000;
Turvey, 2018). With the exposure of the general population in most countries to telemedical and
TMH services, it is expected that demand for distance counseling will increase (Shuja et al.,
2020). This study helps identify barriers both in training and individual attitudes that are
currently impeding the adoption of TMH by practitioners in professional counseling, and
hopefully, it will lead to changes in the way that practitioners in professional counseling are
educated.
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Theoretical and Conceptual Framework
The competence-based conceptual framework that guides this paper for counselor
education focuses on learner outcomes such as those set up by CACREP (2015; Akos et al.,
2019). One of the goals of competence-based education is for the counseling student to receive
the “knowledge and skills needed to ensure meeting minimum expectation for the quality of
professional services provided” (Barnett & Kolmes, 2016, p. 55). Barnett and Kolmes (2016)
pointed out that counselors wishing to establish a competent and ethical TMH practice must have
technological competence so they can address the technical glitches that interrupt distance
counseling (see Ashby, 2018). They also called for clinical competence that is able to adapt the
counseling techniques and skills to the new distance environment in light of the technology being
used to communicate with the client (Barnett & Kolmes, 2016). Among the competences
required for ethical practice is the ability to respond appropriately to cultural and ethnic
differences (A. M. Jones et al., 2014). Morrow et al. (2017) stated that competence-based
counselor education uses the best evidence-based models to provide practitioners in professional
counseling with the skill set necessary to meet online clients’ needs. Yet, Morrow et al. (2017)
pointed out that without adequate education in the distance counseling, counseling students are
less prone to engage in that practice, while those who receive more education on TMH are more
inclined to provide distance counseling.
Paterson et al. (2019) conducted a study in Finland and Scotland among counseling
students to identify which factors were influential in helping them determine whether to provide
distance counseling or not. The research team reported that without direct experiences of
distance counseling while in school, emerging counselors were less likely to use it in their
practice (Paterson et al., 2019). Anthony and Merz Nage (2010) likewise concluded that distance
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counseling was “not appropriate for the novice or inexperienced practitioner” (p. 60) because
“competence in one medium (i.e., face-to-face) does not necessarily translate into being
competent for online work” (p. 60). Both Anthony and Merz Nage (2010) and Paterson et al.
(2019) pointed out that unless a counseling student becomes grounded in the technological and
clinical aspects of distance counseling, they are unlikely to adopt it later on. Barnett (2011) and
Luxton et al. (2016) reflected this belief when they called for the adaptation of traditional
counseling skills to the medium of distance counseling if the counselor is to perform in an
ethically competent manner. There is a consensus throughout the professional counselor
generated literature that the CACREP (2015) competence standards for technology in counseling
provide the framework by which to study how practitioners in training and practitioners in
professional counseling respond to distance counseling (Anthony & Merz Nage, 2010; Grady et
al., 2011; Harris & Younggren, 2011; Luxton et al., 2016; Paterson et al., 2019). The CACREP
(2015) competence standards provide the most recent framework for studying how counselors
prepare for and adopt distance counseling, but one must remember that similar competence
standards served the counseling profession’s research (Chow, 2019; Jencius et al., 2007; Sabella
et al., 2010) on this topic long before CACREP (2009, 2015) published the current standards.
Organization of the Remaining Chapters
Chapter Two presents a literature review that examines the concept of TMH in light of
the CACREP (2015) competence standards and how those standards provide the foundation for
master’s level students, licensed practitioners in professional counseling, and doctoral students to
extend the counseling profession outside of its traditional environment. Chapter Three describes
the methods, research design, participant demographics and characteristics for inclusion in the
study, statistical analysis, and a review of the research supporting the survey. Chapter Four
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reports on the data analyses, while Chapter Five discusses the implications, provides
recommendations, and reports on the study’s limitations.
Chapter Summary
TMH services were viewed as an extraneous appendage to professional counseling given
that its medium challenges the traditional notion that counseling is a process that happens in an
in-person (i.e., face-to-face) relationship. The 2020 COVID-19 pandemic challenged that
concept, as governments throughout the world and the United States mandated a stay-at-home
order that resulted in the closure of most counseling offices. Many individuals within the general
population began to receive online counseling services while practitioners in professional
counseling scrambled to meet regulatory requirements to continue practicing through TMH.
Although counseling organizations such as the ACA, ACES, CACREP, and the NBCC had for
decades promoted technological competences that were necessary for counselors to become
ethical and competent online providers, it was not until the offices were closed that practitioners
in professional counseling en masse rushed to learn how to provide those services. The literature
suggests that online counseling requires adaptations and extensions of techniques and skills used
in in-person counseling for it to be effective; it also suggests that a counselor must possess
technical competence to meet the client’s needs. Given that many in the counseling profession
had ignored distance counseling as a viable medium, this paper seeks to explore the reasons that
current practitioners in professional counseling avoided it as well as the attitudes of counseling
students toward the practice.
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CHAPTER TWO: REVIEW OF THE LITERATURE
Chapter Two presents a literature review of TMH counseling from the professional
counseling perspective as influenced by clinical, professional identity, technical, ethical,
statutory, and educational practices that have guided the growth of distance counseling since the
year 2000. Other mental health professions such as psychology, social work, and psychiatry
along with professional counseling share the concerns stated above about distance counseling
(Cipolletta & Mocellin, 2018; Cowan et al., 2019). A sixth concern, reimbursement parity, also
affects the implementation of distance counseling, but that issue is outside the purview of this
study (Cowan et al., 2019). The focus of this study is TMH, a subset of distance counseling,
which serves as an umbrella term that covers the full spectrum of counseling and therapeutic
services delivered when the client and the counselor are not located in the same physical space
during the session (McAdams & Wyatt, 2010). Despite new technology, distance counseling is
not a 21st century innovation; what has changed is the technology with which the practice is
implemented.
Some authors date distance counseling as far back as the first exchange of letters between
therapist and client, but the consensus is that it took its modern form in the early 1900s (Hofling,
1979; Rodgers, 2009; Rosenbaum, 1977; Zundel, 1996). Early distance counseling started with
the use of telephones by doctors to treat patients living in remote areas and later by psychiatrists
who adopted the telephone to provide distance interventions (Riemer-Reiss, 2000). The practice
of distance counseling evolved throughout the 20th century alongside technological innovations
such as asynchronous media that enabled the use of text messages, email, and audio- and videorecordings (Bakshi & Goss, 2019; Benavides-Vaello et al., 2013; Sude, 2013). In the 1990s its
use gained momentum as the internet provided a means for synchronous telecommunication that
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combined video and audio to enable videoconferencing (Lewis & Coursol, 2007; Teufel-Prida et
al., 2018).
During the second half of the 20th century, the concept of distance counseling was
synonymous with telephone counseling (Lichstein et al. 2013; Tait, 1999), and as new
technologies facilitated distance counseling, more than 15 new terms arose to describe the
practice (see Appendix A). Most of these terms are still in use today, as there are legacy,
statutory, and professional reasons for doing so (Ostrowski & Collins, 2016). In this study, the
term telemental health describes the practice of distance counseling via synchronous
videoconferencing technology unless otherwise noted. A constant in TMH is the unique
technical, ethical, statutory, clinical, professional identity and educational concerns that arise
from the medium (Riemer-Reiss, 2000; Wehrman, 2004). It did not take long for providers to
discover that distance counseling via synchronous and asynchronous technologies required
changes to the associated clinical interventions so that therapists could deliver competent and
ethical services (Henary et al., 2017; A. M. Jones et al., 2014; Langarizadeh et al., 2017; Lewis
et al., 2018; Riemer-Reiss, 2000). Very few would disagree with the notion that TMH poses
unique challenges to the practice of professional counseling (Adekson, 2020; Andersson &
Titov, 2014; Anthony, 2015; Swazo, 2020).
Overview of Distance Counseling
It is necessary to recognize that while TMH is gaining acceptance, it is not the only
means of reaching distant clients (Heinlen et al., 2011; Kotsopoulou et al., 2015; Zundel, 1996).
For example, in the first quarter of the 21st century, counselors looked to internet-based gaming
simulation software thar allowed for synchronous and asynchronous supervision, training, and
possibly counseling (Abney & Maddux, 2004; Barnett, 2011; Fiene et al., 2019; Gorini et al.,
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2008). Some researchers (Andersson & Cuijpers, 2009; Andersson & Titov, 2014; Kobak et al.,
2013) reported that internet-based cognitive behavioral therapy programs using asynchronous
technology were as effective as in-person sessions (El Alaoui et al., 2015; Olthuis et al., 2016).
Other asynchronous technologies used in distance counseling include psychoeducation software,
testing and assessment software, text messages, faxes, artificial intelligence–guided therapy,
voicemail messages, videotapes, and audiotapes (G. Andrews et al., 2010; Bakshi & Goss, 2019;
Benavides-Vaello et al., 2013; Lewis et al., 2018; Riemer-Reiss, 2000).
However, without the telephone and the television, there would not have been an interest
in TMH (Zundel, 1996). Therapists discovered that telephone counseling had limited
effectiveness even when using accommodations such as manualized treatment models (Grady et
al., 2011; A. M. Jones et al., 2014). These early sessions were scripted based on guides written
for therapists to use during telephone sessions while clients received workbooks that
supplemented the treatment (Toneatto et al., 2017). However, the therapists’ inability to link
visual cues with the client’s voice limited the sessions’ effectiveness (Bashshur et al., 2016;
Cook & Doyle, 2002; McAdams & Wyatt, 2010; Toneatto et al., 2017).
The use of asynchronous technology enabled therapists to communicate with clients
across distances and to overcome barriers such as those imposed by time and cost (Andersson,
2016; Luxton et al., 2016; Riemer-Reiss, 2000). There were several reasons for
videoconferencing technology (i.e., synchronous) to prevail. First, it enhanced the therapists’
ability to assess the client (McAdams & Wyatt, 2010). Second, the advent of the internet made it
financially feasible for anyone, not just specialists, to access the service (Jerant & Epperly, 1997;
Swazo, 2020). In recent years, the differences between synchronous and asynchronous
technologies have blurred, as social media sites combine both to give individuals an experience
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that extends the human relationship beyond live chats, streaming, and videos (Kim, 2010; Xu,
2019). It is a case of the virtual world becoming concrete in its capacity to offer comfort and
guidance (Kim, 2010; McLuhan, 1964/2013).
In most cases, this emerging world is outside the reach of professional therapists, as
ethical and statutory restraints block their online professional presence (Herlihy & Corey, 2015;
Wheeler & Bertram, 2014). Jeffrey Ashby (2018), a psychology professor at Georgia State
University, recognized this dilemma during a digital presentation in which he said that most
educators are trapped with technology they learned in training. While professional ethical codes
address the therapist’s social media presence and caution about its potential for ethical breaches
(Swenson et al., 2016), individuals have created virtual communities where anyone can receive
or provide peer treatment for any number of mental health conditions without the benefit of a
professional mental health license (L. Andrews, 2020). No one foresaw this development in the
1990s when the internet became a digital carrier for social information (Sampson et al., 1997;
Segaller, 1998). More recently, Hilty et al. (2018) recognized that the emerging integration of
new technological capabilities with social media and telepsychiatry would create new challenges
for existing educational paradigms among medical personnel, to include those in the mental
health professions.
In keeping with McLuhan’s (1964/2013) prescience, the extension of the human senses
and nervous system via the internet gave rise to social relationships that would have been
unthought of in a not-too-distant past (Kim, 2010; Swenson et al., 2016). Social media, a product
of the internet, created a virtual reality in which individuals can make friends, find love, express
spiritual and religious sentiments, reveal themselves, and receive counseling services from peers
(Lu et al., 2017; Reed et al., 2013). According to Lu et al. (2017), such communities exist in
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every corner of the world. These communities reflect the decentralized and democratic effects of
technology that McLuhan (1964/2013) alluded to when he described how electronics were
making the expert obsolete because everyone would have access to the same information.
Although not a perfect embodiment of McLuhan’s (1964/2013) concepts, by extending the
human sensorium, these communities break boundaries imposed by geographical, ideological,
and educational borders.
These systems allow anyone who can access the internet to become a virtual therapist or
client without the burden of state rules, ethical codes, or prerequisite education while keeping the
self mostly anonymous (L. Andrews, 2020; Lu et al., 2017; Luo & Smith, 2010; Mageshprasath
& Yuvaraj, 2019; Prescott et al., 2019). Social media has proven helpful in many cases, such as
when mental health professionals either direct or advise support groups (Owen et al., 2009;
Phoenix & Coulson, 2014; Zhao et al., 2019). Yet, social media exists within numerous virtual
therapeutic communities such as those found in Second Life and Patients Like Me, which
provide an immersive experience where clients create an environment that allows anonymous
interaction with others as they search for comfort, treatment, and relationships (Kim, 2010). This
virtual reality is here even though science fiction movies focused on the virtual world such as
Ready Player One place the characters in a future world (Spielberg, 2018). Society is
experiencing a cultural shift to an immersive virtual experience that will supersede human
contact and thus replace all existing ethical and moral codes.
The evolution of virtual communities challenges the need for experts as currently
understood in professional ethics and statutes (L. Andrews, 2020; Kit et al., 2019; Lu et al.,
2017; McLuhan, 1964/2013; Shaw & Shaw, 2006). Just as social media provides clients with the
option to become their own therapists (Luo & Smith, 2010), according to Prescott et al. (2019),
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virtual reality provides an environment where people can collectively manage their symptoms
without resorting to professional services. If the past is any indication of the future (Maples &
Han, 2008; Swenson et al., 2016), then it is safe to hypothesize that distance counseling will
continue to evolve. The use of technology to extend a person’s sensorial outreach is not new
(McLuhan, 1964/2013), but with the internet, there are very few limits on how a person can
interact with others. The result will be that new rules for social communities will arise to replace
the old order long before the mental health professions and state boards can respond (Cough &
Casey, 2015; Moorhead et al., 2013; Xu, 2019).
Telemental Health and Technology
According to VandenBos and Williams (2000) only 2% of the licensed psychologists
they interviewed (N = 596) in the year 2000 were using internet-based TMH, while the
overwhelming majority turned to the telephone for distance counseling services. After reviewing
the data, they concluded that “there is little reason for the average professional psychologist to
believe that he or she [is] drastically out of step with the rest of the professional community”
(VandenBos & Williams, 2000, p. 492) for not using the internet to conduct distance counseling.
Among the technical factors limiting the use of internet-based TMH were equipment costs, the
reliability of the technology, professional standards, third-party payers, and the limited number
of clients with access to the technology (Erickson, 2020; VandenBos & Williams, 2000). These
same challenges applied to school counselors who, according to Sabella et al. (2010), were
overwhelmed by the technological standards outlined in the professional counseling literature.
Writing about the use of school-based technology in career and developmental
counseling interventions, Van Horn and Myrick (2001) foresaw that computers would alter the
school counselor’s work by providing the means to manage information, teach, and use
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innovative interventions associated with counseling and career exploration. However, they (Van
Horn & Myrick, 2001) did not mention the technical challenges that the envisioned applications
faced were still decades away from being resolved (Segaller, 1998). Sabella et al. (2010) decried
the technological requirements imposed on all practitioners of professional counseling, to include
school counselors, which they felt mandated the counselors acquire skills beyond a basic
knowledge of technology so that they could meet the ACES requirements. Sabella et al. (2010)
wrote that
basic knowledge focuses on the graduate’s ability to recognize and be informed regarding
technology as it applies to the counseling profession. Basic competence refers to
technology skills that are essential for current master’s graduates entering counseling
practice. ACES suggests that all master’s graduates demonstrate basic competence across
each of the 11 technology competencies [emphasis added]. The integrated competence
level, although beyond the current reach of many counselor education and training
programs, suggests an advanced level of ability in technology that only some graduates
will acquire or possess [emphasis added] (ACES, 2007). (Sabella et al., 2010, p. 610)
Sabella et al. (2010) recognized the need for technical competence but felt that
competence in all twelve 12 proposed by the ACES was too high an expectation for most
practitioners of professional counseling. Although the internet promised unbounded potential
through blogs, social media, and self-help sites (Caver et al., 2019), there were barriers.
Professional counseling grapples to address concerns related to training, accessibility, and the
ethical delivery of competent online counseling services for most modes of counseling in all
areas of the medium (Abney & Maddux, 2004; Goodyear, 1984; Riemer-Reiss et al., 2000).
Meanwhile, Wehrman (2004) reported a strong opposition within professional counseling to the
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use of technology by many who saw it as a betrayal of the profession’s concern that only inperson counseling could deliver its signature warmth and empathy.
Counselors and Technology: A Primer
At the start of the 21st century, technology’s promoters envisioned what would be once
the available technology achieved reliability and cost feasibility (Fisher, 2018; Luo & Smith,
2010). Professional counseling organizations such as the ACA, ACES, CACREP, and the NBCC
(Bloom & Walz, 2000; Bullock, 2003; Jencius et al., 2007) recognized the internet’s potential as
they rushed to understand the ethical and clinical pitfalls of unregulated online counseling at a
time when very few people, including experts, understood the internet’s social impact (DeNardis,
2020; Hauben & Hauben, 1997; Xu, 2019). In those years, McAdams and Wyatt (2010) were
cautioning would-be online counselors that encryption technology was so poor that no one could
guarantee client confidentiality via computers and online services. Chandras (2000) divined that
the future of online counseling depended on the counselor’s ability to learn to use electronic
equipment such as “audiovisual equipment, video recorders, audio recorders, projection
equipment, video conferencing equipment, and playback units” (p. 224). Counselors were
challenging the technological boundaries (Bleuer & Walz, 1972; Goodyear, 1984; Walz &
Libby, 1979; Walz et al., 1991), but there were very few people capable of envisioning the
ensuing ethical and social impact of the internet and its allied technologies (McLuhan,
1964/2013; Riel & Levin, 1990).
Education in Technology
Lustgarten and Elhai (2018) echoed Chandras (2000) as they too considered the
counselor’s education in “technology-mediated services” (p. 19) as a prerequisite to the delivery
of TMH services to safeguard the client’s rights. Two decades after Chandras (2000) called for
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technologically proficient counselors, the sentiment remains that ethical and effective counseling
requires counselors to receive education in technology so that they can manage all aspects of
TMH services (Bakshi & Goss, 2019; Chow, 2019; DuPont, 2019; Mageshprasath & Yuvaraj,
2019; Swazo, 2020). This sentiment extends across professions, as Drude (2020) and Maheu et
al. (2020) reported the development of an interprofessional framework for training mental health
professionals in TMH. The framework requires proficiency in technology that enables the
counselor to identify technical issues, resolve them, assist the client with technology questions,
and know when to call for consultants (Drude, 2020; Maheu et al., 2020). In addition to
technological proficiency, the federal government established statutes that address client
confidentiality, privacy, and data security (HIPAA, 1996; HITECH Act, 2009), while the
professional organizations released professional counseling ethical guidance (Swenson et al.,
2016; Wilkerson et al., 2020). Initially, the enactment of HIPAA and the HITECH Act led some
to believe that these laws applied exclusively to technical compliance standards rather than to all
the organization’s policies and procedures rather than to ensure client confidentiality and data
protection regardless of the medium (Wilkinson & Reinhardt, 2015).
Technology and Safeguards
Nevertheless, the belief persists that HIPAA applies only to online services as some
companies that promote their services as HIPAA- and HITECH Act–compliant fail to
communicate the counselor’s responsibility to create a compliant organization (Maheu et al.,
2020), of which the technical infrastructure is just one aspect (Wilkinson & Reinhardt, 2015).
HIPAA and the HITECH Act mitigate many risks to the client’s online privacy and safety. One
of the dangers of internet security today is passive collection systems that allow for lawful
surveillance of an individual’s internet habits so that by connecting weekly to a HIPAA-
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compliant counseling service, the automatic algorithms could generate credible explanations for
visiting those sites at the client’s expense (DeNardis, 2020). After 20 years, Schneier’s (2000)
cautionary statement is still relevant today:
The threats may be the same [as in the physical world], but cyberspace changes
everything. Although the attacks in the digital world might have the same goals and share
a lot of the same techniques as attacks in the physical world, they will be very different.
They will be more common. They will be more widespread. It will be harder to track,
capture, and convict the perpetrators. And their effects will be more devastating.
(Schneier, 2001, pp. 17–18)
By 2020, there were at least 11 distance counseling companies that bundled technological
services that met the privacy and security requirements prescribed by HIPAA (1996) and the
HITECH Act (2009), according to the HHS (2020). Yet, these services are only as effective as
the technology which the client and the counselor have access to and how well they understand
its use (DeNardis, 2020). DeNardis (2020) stated that security is a concern for everyone, but it is
not equally defined in the ethical and statutory realms. Since the publication in 1998 of the
ACES technical standards (Bloom & Walz, 2000), there has been a requirement for counselors to
master internet and computer technology as well as online social etiquette (Drude, 2020; Maheu
et al., 2020). For counselors, this guidance was derived in part from the pioneer work of Bleuer
and Walz (1972), who in their writing advised counselors to learn programming in BASIC so
they could develop their own software.
Guidance advising therapists to acquire technical proficiency evolved (ACA, 2006,
2014; NBCC, 2016) as counseling services became increasingly delivered through online
systems. Books such as Bloom and Walz’s (2000) text on cyber counseling described in detail
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those requirements but did not address how counseling students would acquire the competences.
For example, McFadden and Jencius (2000) shared the International Society for Technology in
Education’s technology guide as a model for technological proficiency in professional
counseling. These documents were primarily descriptive, as they listed technical skills such as
developing and managing a webpage as a prerequisite to ethical online services (Bloom & Walz,
2000). However, the authors were short on details about how counselors would apply this
knowledge in their practice. One must remember that until the turn of the 21st century, most
personal computer users were self-taught (Bleuer & Walz, 1972), that software was expensive,
and that very few could afford to hire an information services specialist to troubleshoot
computers and dial-up networks (Riel & Levin, 1990). In addition to ethical concerns, there were
practical reasons for insisting that professional counseling practitioners establish technical
standards congruent with the ethical and competent practice of TMH (Bloom & Walz, 2000;
Jencius et al., 2007).
Ethics Through Technology
The demand for counselor technical proficiency in TMH increased during the first two
decades of the 21st century in response to ethical considerations (Substance Abuse and Mental
Health Services Administration [SAMHSA], 2015). Would-be distance counselors were advised
to acquire advanced technical skills and proficiency in specialized areas of professional
information management such as network security, database design and security, technical
customer support, and computer maintenance (ACA, 2014; Glueck, 2011; NBCC, 2016; Swazo,
2020). As professional organizations established detailed requirements, some elements within
professional counseling were charting a separate course (Wehrman, 2004). One counseling
handbook published in 2011 for training constructivist therapists states counselors only need to
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have awareness of helpful technology, know how to help the client locate optimal technology,
and have access to professional advice on technology (Buono et al., 2011).
In 2020, Maheu et al. introduced the Interprofessional Framework for Telebehavioral
Health Competencies (IFTBHC), which includes technology as one of the seven competence
domains for TMH. The IFTBHC lists five technology objectives (Maheu et al., 2020) for
counselors. Each of these objectives has a three-tiered hierarchical competence level in
technology that includes numerous skills that affect the purchase, installation, maintenance, and
troubleshooting aspects of technology for TMH (Maheu et al., 2020). In acquiring these skills,
the IFTBHC does not relieve practitioners in professional counseling from their responsibility to
identify and correct any technical problems (Drude, 2020; Maheu et al., 2020).
The Technology Mandate in Ethical Practice
According to Wilkinson and Reinhardt (2015), the technology mandate in professional
counseling arose from the ACA’s belief that professional counseling should meet the ethical and
statutory requirements of HIPAA (1996) and the subsequent HITECH Act (2009). As a result,
the ACA, in its 2014 Code of Ethics (ACA, 2014), added a section to address technology and
distance counseling. Herlihy and Corey (2015) stated that the ACA drafted the 2014 ACA Code
of Ethics (ACA, 2014) with the intent to provide
standards beyond those that were offered in the 2005 [ACA] Code. We sought to clarify
how professional counselors can ethically navigate the intersection of the values and
moral principles of our profession, the personal values of the counselor, and the values of
the client within the counseling session and beyond. (Herlihy & Corey, 2015, p. 6)
From the beginning, distance counseling literature in professional counseling associated
technical expertise with the ethical and competent delivery of counseling services (Bleuer &
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Walz, 1972; Heinlen et al., 2011; Wilkinson & Reinhardt, 2015). The goal of these technical
proficiency requirements was to equip the counselor with the skills necessary to provide
competent and ethical services that complied with HIPAA (1996), the HITECH Act (2009), and
the professional counseling technology standards (Bloom & Walz, 2000; Swazo, 2020; Wheeler
& Bertram, 2014). Yet, such guidance ignores one critical issue: Until recently, no one had
codified the information technology standards necessary for compliance with CACREP
standards and the 2014 ACA Code of Ethics (ACA, 2014; see Drude, 2020). Yet, the IFTBHC
(Maheu et al., 2020) does not settle the debate on the minimum technical proficiency a counselor
must achieve in each specialization to provide an expert opinion on technology applied in TMH.
It is one thing to know technology, another to understand it, and even more complicated to
oversee its implementation across the myriad of internet service providers, to integrate the work
of countless software developers, to serve as network specialists and security experts, and to
serve as the client’s technical support.
Well-Intentioned Advice
Glueck’s (2011) advice to would-be online therapists illustrates a technical dilemma that
counselors face when providing distance counseling services. He (Glueck, 2011) cautioned
therapists that videoconferencing requires a minimum of 128 kilobytes per second bandwidth to
allow for an accurate observational diagnosis (Bose et al., 2001). When he wrote such
recommendation, telemedicine and telepsychiatry were the primary users of TMH (Maheu et al.,
2020; Van Hafften, n.d.), which meant that the originating site and distant site were both located
at a medical facility (Bose et al., 2001). Neither the patient nor the psychiatrist needed any
technical knowhow because an onsite technician would address those details (Deslich et al. 2013;
Jerant & Epperly, 1997). Yet, counselors are expected to know not only how to operate the
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videoconferencing equipment and software, but to purchase, set up, and troubleshoot them
(Bloom & Walz, 2000; Glueck, 2011; Maheu et al., 2020). Requiring practitioners in
professional counseling to provide technical oversight for online and TMH services would
require them to go to the client’s home to ensure that their internet service and computer
equipment met technical standards. How would the client ensure the correct bandwidth at home?
How often would the counselor have to go to the client’s originating site to ensure technological
parity?
Detailed standards, although helpful, betray a well-intentioned but misinformed attempt
to provide technical information that ignores that since 1997, the standards for
videoconferencing bandwidth have met or exceeded 128 kilobytes per second (Grigorik, 2013).
Likewise, the means for transmitting streaming data such as physical cable, wireless, and, later,
mobile technology can carry many times more data than required by Glueck’s (2011) standards.
Yet, a few years later, Deslich et al. (2013) reported that due to the need to conduct high-quality
observations, telepsychiatric services should be held in facilities where there is a high bandwidth
(e.g., 128 kb/s). In such cases, the client would travel to a medical facility where an attendant
would establish the connection using the site’s equipment (Deslich et al., 2013). In the eight
years since the publication of Deslich et al.’s (2013) article, bandwidth and compression
technologies have become hundreds of time more efficient so that even from a client’s residence
or the provider’s office, anyone can expect a quality connection (Grigorik, 2013). One must ask,
how many counselors would readily know how to set up equipment according to the technical
specifications, let alone have the knowledge to identify the compliant equipment and internet
services?
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Wilkerson et al. (2020) pointed out that there is no excuse for a counselor to feign
technological illiteracy because the ACA’s ethical code in Standard H.1.a., Knowledge and
Competency (ACA, 2014), calls for counselors to understand “how the product makes use of
protected health information and how that information is stored, how to troubleshoot the
software, what hardware is necessary to optimize the use of the platform, and the benefits and
limitations of the software” (p. 17). The ethical code, according to Wilkerson et al. (2020), is
clear: Technological literacy is the counselor’s responsibility! The 2014 ACA Code of Ethics
(ACA, 2014), like the 1998 and 2007 ACES technological standards (Bloom & Walz, 2000;
Jencius et al. 2007), expect a sophisticated level of technical knowledge and skills from a
professional counselor without reference to the additional education required to achieve it. Even
though CACREP (2015) standards call for a total of eight technical competencies in counselor
education, the implementation is outlined by another organization’s professional counseling code
of ethics (ACA, 2014). The ACA’s ethical code (ACA, 2014) provides guidance on how to meet
CACREP’s (2015) technological competence standards. To understand impact of the ethical
code’s guidance (ACA, 2014; Wilkerson et al., 2020), consider what the code asks from the
counselor.
The Nuts and Bolts of Technology in Counseling
In the world of technology, a word may have similar connotations depending on context
but different denotations. An issue arises in discussions of synchronous videoconferencing, as
two words—bandwidth and compression—have different meanings depending on the technology
used (Fisher, 2020). Bandwidth refers to how much data a system carries in a unit of time rather
than the speed (Fisher, 2020), so by compressing the data’s bandwidth, the line carries more data
in less space (Christensson, n.d.a). Although bandwidth may refer to the network’s capacity to
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carry data or to the videoconferencing software’s ability to packet the audio and video
information, it can also refer to a protocol that transfers data to a hard drive (Fisher, 2020).
Videoconferencing software’s bandwidth may be thought of as a suitcase that contains
the clothes taken to a conference, and compression as packing items being packed tightly enough
so that one can take more items in the same space. The network’s bandwidth (airplane)
determines how many suitcases it can transport at a time. Compression, in technology, refers to
any number of the algorithms whose purpose is to reduce either the size of a file when saved to a
hard drive or to the size of streaming media packets carrying the session’s images and audio
(Christensson, n.d.). Understanding these terms is essential if the counselor is to meet the
technology standards of the 2014 ACA Code of Ethics (ACA, 2014); otherwise, he or she would
have to accept someone else’s word that they are meeting the standards.
Now that bandwidth and compression have been explained, it is time to muddle the
waters. In media streaming (i.e., any broadcast of audio and/or video) there are three current
standards, M-JPEG, MPEG-4, and H.264, for carrying the signal (Haivision, n.d.;
MistralSolutions, n.d.). Each of these standards represents a distinct bandwidth capacity and
compression standard that determines how to deconstruct and transmit the signal and how the
receiving computer reconstructs it for viewing (MistralSolutions, n.d.). Each streaming format
offers unique advantages in the form of how much processor capacity it uses and the quality of
the ensuing image resolution (MistralSolutions, n.d.). However, in addition to bandwidth,
compression, and processor the user still needs to understand the concept of random-access
memory (RAM), which is the computer’s working memory. The RAM determines how much of
the streaming data the processor can access at any given time (Mistral Solutions, n.d.) because its
role is to feed data to the processor once there is space for it.
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Some computers improve the video image’s resolution and motion by adding a separate
processor and RAM to the graphics card, although most systems tend to share the process with
the computer’s main processor and RAM (Harfield, 2020). So, if the counselor wants the optimal
technology for videoconferencing, then he or she must spend more money to acquire it. Finally,
there is no such thing as the “best” compression standard because each standard represents a
technical trade-off. For example, H.264 is the most common standard in videoconferencing
because its bandwidth compression efficiency allows for clear images (MistralSolutions, n.d.).
However, if the client or the counselor moves around, then the image degrades.
The previous discussion illustrated one of many technical issues affecting
videoconferencing, and there are many more specifications counselors would have to understand
in theory and apply in practice if they were to acquire the technological proficiency demanded of
them (ACA, 2014; Chandras, 2000; Deslich et al., 2013; Glueck, 2011; Grady et al., 2011).
These requirements are implied in the distance counseling standards of the 2014 ACA Code of
Ethics (Wilkerson et al., 2020). Few individuals in professional counseling, if any, receive
technological education comparable to that of an information specialist as part of their training in
professional counseling. To do so would mean that counselors could moonlight for tech
companies as they would be able to administer databases, recognize hacks and information
breaches, troubleshoot network issues, resolve problems with the clients’ videoconference
connections, and discuss telecommunication standards with experts (ACA, 2014; Haivision, n.d.;
Maheu et al., 2020). Expecting professional counselors to know, understand, and implement the
various technical tasks in TMH is tantamount to asking in-person counselors to learn the basics
of construction, plumbing, electricity, and security systems before they can work from their
office. Even so, the ethical and research literature for TMH emphasizes that counselors must
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know and understand how this infrastructure works so they can oversee the whole process
(Colbow, 2013; Sulaiman et al., 2013; Wilkerson et al., 2020). Such guidance suggests that
ethical and competent TMH happens only when the counselor acts as an information
management specialist too.
Professional Organizations, Counseling, and Technology
Concern for the client’s well-being as well as for the counselor’s protection is the driving
force behind the development of ethical TMH practices (Deslich et al., 2013; McAdams &
Wyatt, 2010; Wilkinson & Reinhardt, 2015). Ethical concerns about internet-driven TMH
surfaced early in the counseling profession, as attested by technological references in the 2006
ACA Code of Ethics (ACA, 2006; Hendricks et al., 2011), ACES technical guidelines from 1998
and 2007 (Bloom & Walz, 2000; Jencius et al., 2007), and the CACREP (2009) accreditation
standards. Oddly enough, several sources attribute the genesis of ethical practices in counseling
to the now-defunct American Distance Counseling Association (ADCA). Its mission was “to
promote safety and confidence in counseling treatment on the Internet and through phone
services” (as cited by McAdams & Wyatt, 2010, p. 181).
Although the peer-reviewed literature frequently references the ADCA’s charter
document, there is no indication of what became of the document or the organization. Searches
in Google, APA PsycNet, EBSCO research library, and the Liberty University Online Library
only provide hits on articles that repeat McAdams and Wyatt’s (2010) citation (Inman et al.,
2019; Swenson et al., 2016). Based on the statements made in these articles, the ADCA seems to
have published the first guidance for the ethical practice of TMH not only in the United States
but abroad too (Peralta, 2014). Unfortunately, references to the charter’s cited lines are the only
vestiges that remain of the organization’s work.
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Ethical Regulation of Telemental Health
The ADCA was not the only organization advocating for ethical regulation of TMH
(Bloom & Walz, 2000; Jencius et al., 2007). Lewis and Coursol (2007) admonished that for
professional counseling to move forward in the arena of online counseling, it needed to
overcome the “dearth of research which precludes the profession from developing guidelines and
ethical codes that are empirically derived and from preparing future counselors appropriately
[emphasis added]” (p. 151). Other researchers lamented that professional counseling lagged in
research because counselors were not properly trained in research methods (Guiffrida et al.,
2011). Lewis and Coursol (2007) identified three research issues that are still relevant in 2020
because much of the empirical research on the effectiveness of distance counseling antedate the
arrival of the internet (e.g., telephone-based interventions), were done by members of other
mental health professions, and the interpretation of the CACREP technological standards for
counselor education varies among institutions (Wehrman, 2004). Haberstroh (2009) recognized
the disconnect between the ethical standards and the actual practice of some counselors who,
when doing something as simple as replying to a client’s email, could inadvertently violate the
ACA (2006, 2014) code of ethics. Eleven years later, Wilkerson et al. (2020) reminded
Counseling Today’s readers that adherence to ethical standards was not optional for online
counselors, and their article implies that technical ignorance can lead to serious ethical breaches.
The need for ethical codes in TMH within professional counseling was addressed in the
1990s as mental health professionals began to adopt the internet as a medium for
videoconferencing sessions, but in those years, most mental health professionals turned to
telemedicine and telepsychiatry to provide models for ethical practice (Maheu et al., 2020).
Riemer-Reiss (2000) expressed concerns that issues such as confidentiality/information security,
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interstate practice and licensure, and the absence of state oversight on TMH would affect the
ethical delivery of TMH services (Cook & Doyle, 2002; Harris & Younggren, 2011; Heinlen et
al., 2011). He (Riemer-Reiss, 2000) shared a comprehensive list of 12 ethical requirements for
TMH that he obtained from the NBCC in 1999 and commented that that “counseling standards
have not kept pace with the use of technology” (p. 199). He also stated that these standards
provide the ethical foundation for TMH in professional counseling. Thus, when starting to
provide TMH, the counselor must inform the client about pertinent statutes and codes of ethics as
they pertain to the particular type of distance counseling and provide information about the
communication’s security (Riemer-Reiss, 2000). Riemer-Reiss (2000) also called for the
therapist to declare if a session is being recorded and to disclose what will happen to the
recording. He also emphasized that the therapist must make sure that the client is who they say
they are and that someone else is not pretending to be the client (Riemer-Ross, 2000). Although
state laws already have such requirement, they vary in how often an identity check has to be
made (Lerman et al., 2019). Of course, there are also the traditional concerns which in-person
counseling must also address, such as obtaining parental and guardian consent and informing the
client of their rights under HIPAA, but Riemer-Reiss also called for the counselor to justify the
client’s for suitability for online therapy.
Another ethical standard, which in Riemer-Reiss’s (2000) estimation helps to support the
ethical practice of distance counseling, is that the therapist give clients links to the appropriate
state boards and professional organizations should questions about the service arise. He extended
safeguards by recommending that the counselor identify counselors within the client’s
geographical area who can respond immediately should the client suffer a crisis during the
session (Riemer-Reiss, 2000). His remaining recommendations align with practices commonly
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conducted during in-person sessions such as explaining how they can be contacted by the client
when a need arises after the online session (e.g., office hours), but unlike in-person counseling
they must also describe how they respond to interruption of services during an internet outage or
technological breakdown (Riemer-Reiss, 2000). Finally, a plan must be established that allows
the client and the counselor to repair ruptures in the therapeutic alliance (Riemer-Reiss, 2000).
Except for the recommendation to have a backup therapist in the client’s geographical
area, the other rules exist within most ethical codes despite changes in language (ACA, 2014;
NBCC, 2016). He emphasizes that in addition to the above practices, state laws needed to add
statutory provisions to ensure the client’s protection (Riemer-Reiss, 2000). Since then, not only
have the states enacted laws that reflect the NBCC’s code (1999) to regulate TMH (Lerman et
al., 2019; Rowthorn, 2011), but the NBCC 2016 Code of Ethics (NBCC, 2016) added the ethical
use of social media and updated its vocabulary to address data security and client privacy
practices. Throughout the history of online professional counseling, the goal of ethical practice
has been to protect the client’s privacy and confidentiality even when state laws were not
adapting quickly enough to accommodate the new technology (Ashby, 2018; Riemer-Reiss,
2000). At the heart of the ethical debate to establish TMH services lies the fear of an unknown
injury technology could inflict on the unsuspecting client (Ashby, 2018; Langarizadeh et al.,
2017). Kelley (2019), a Juris Doctor candidate, reported she sought help for depression
symptoms through distance counseling only to later find that the TMH therapist misdiagnosed
her. Her story is a cautionary tale for mental health professionals that online counseling requires
experienced and well-trained counselors who can act in an ethical and competent manner
(Kelley, 2019).
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Suspicion of the Unknown
Modern distance counseling originated from within the medical profession (Wright &
Caudill, 2020), as providers used telephones and two-way radios (Ferrer-Roca, 1998) to provide
medical services to patients living in remote communities or when there was need for specialized
care (Turvey, 2018). By the time that other mental health professions began to adopt distance
counseling in their practice, telemedicine and telepsychiatry (Ferrer-Roca, 1998; Jerant &
Epperly, 1997; Van Hafften, n.d.) had over 50 years of experience and research which allowed
for the identification of and response to many of the issues that would later affect the practice of
TMH in professional counseling (Langarizadeh et al., 2017; Maheu et al., 2020; Ferrer-Roca &
della Mea, 1998). Because telemedicine and telepsychiatry pioneered TMH decades before other
mental health professions began to engage in it (Maheu et al., 2020; Ferrer-Roca & della Mea,
1998), most of the ethical and technical concerns were born in an era in which videoconferencing
was expensive, limited to a few facilities, and required expert knowledge only a few people
could provide (Ferrer-Roca & della Mea, 1998; Jerant & Epperly, 1997). According to Jerant and
Epperly (1997), in 1980, the equipment required to conduct videoconferencing telemedicine
occupied
two flat bed [sic] trailers and required two days for a five person crew to set up. In the
1990s it has shrunk to the size of a box that can be lifted by one adult. The cost has
dropped dramatically as well—from $250,000 to $25,000. (Jerant & Epperly, 1997, p.
305)
The costs were prohibitive, and very few institutions in the United States could afford to operate
such services except for those who received government grants, such as hospital and research
institutions. However, all this would change in the late 1990s (Jerant & Epperly, 1997).
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The limitations imposed by cost, equipment, and technical expertise helped to postpone
the practice of TMH by other mental professions until the 1990s. A carryover from the earlier
period of computer based interventions was the belief that it was up to the counselor to serve
both as the therapist and the information systems specialist (Bleuer & Walz, 1972). As personal
computers, affordable videoconferencing technology, and the internet entered the mainstream in
the 1990s, the therapist inherited responsibility not only for ensuring online ethical compliance
but for technical knowledge to operate the system (Anthony & Merz Nage, 2010; Drude, 2020;
Langarizadeh et al., 2017). The irony is that practitioners in telemedicine and telepsychiatry
often contracted for technical support (Jerant & Epperly, 1997). Although originally designed to
reach patients living in remote areas from the confines of hospitals, telemedicine and
telepsychiatry were perceived as impractical for urban areas (Zundel, 1996). While studies
demonstrated the feasibility of the concept in the late 1970s, most medical centers were slow to
adopt the practice due to cost (Jerant & Epperly, 1997), even as some specialties such as
radiology found it helpful (Zundel, 1996).
Counselors, like other mental health providers, are acutely aware of the ethical best
practices for office sessions, but the use of technology brings a myriad of challenges that are not
fully understood today (Baker & Bufka, 2011; Bakshi & Goss, 2019; Moorhead et al., 2013; Xu,
2019). Asking counselors to resolve technical issues imposes an undue burden because they lack
the competence to make informed decisions in the technical arena. For example, instruments
such as the smartphone have challenged the traditional brick-and-mortar delivery of counseling
services (Xu, 2019) as they serve as platforms for applications, sending and receiving emails and
text messages, web surfing, and videoconferencing. Also, the internet, as a medium, poses
unique security challenges to provider-client confidentiality that not only affect record-keeping
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practices but therapeutic alliance, clinical best practices, and data security (Anthony & Merz
Nage, 2010; Langarizadeh et al., 2017; Luxton et al., 2016; Schneier, 2001), as it is possible for
scammers to create fake therapeutic sites where they can steal the client’s personal, clinical, and
financial information under the guise of providing distance counseling. Ironically, the tool that
would give professional counseling the most relief was already in its arsenal: the informed
consent form (Blease et al., 2016; Langarizadeh et al., 2017).
Informed Consent Bridges the Divide
Barnett and Kolmes (2016) stated that in addition to enforcing traditional ethical rules, an
online counselor must also possess technical competence (Deslich et al., 2013) to enforce
privacy rules, communicate with the client, and receive training in how distance counseling
affects the delivery of a therapeutic model. However, what about the client’s responsibility to
enter a professional counseling relationship with enough information to make an informed
decision about the risks? SAMHSA (2015) described the informed consent form as crucial, as it
is the document that ensures that clients know what to expect from TMH and the therapist.
According to Murphy and Pomerantz (2016), the informed consent form gives the counselor the
opportunity to discuss with clients how “training, technological malfunctions, information
security, payment, telepsychology laws, and other relevant topics” (p. 330) affect online
sessions. One of the most valuable features of the informed consent form is that it gives the client
instructions on how the therapist will respond should technical disruptions affect the online
session (Anthony & Merz Nage, 2010; Barnett, 2011; Barnett & Kolmes, 2016). Some
instructors in TMH counseling state that the plan can be something as simple as the therapist
calling the client should the connection drop or the session automatically being rescheduled for
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next week at the same time. Whatever the counselor plans to do, it must be in the informed
consent form (Gilbertson, 2019; Maheu, 2019; Moselle, 2020).
The recommended approach from three TMH courses (Gilbertson, 2019; Maheu, 2019;
Moselle, 2020) to resolving technical deficits is a low-tech approach that provides a plan of
action that once discussed with the client has met the ethical intent. Without the client’s consent,
there is no TMH service (SAMHSA, 2015). There is no escaping the fact that a counselor
aspiring to provide TMH services must become a counselor, a legal expert, and an information
systems expert (Andersson et al., 2019; Anthony & Merz, 2010; Barnett & Kolmes, 2016;
Colbow, 2013). It is no wonder that DuPont (2019) reported that most counselors who responded
to a counselor technology self-efficacy survey said they felt ill-prepared to provide distance
counseling, let alone TMH.
Legal and Technological Concerns
DuPont (2019) feared that many counselors would rush to deliver distance counseling
and TMH even though they lack the education to understand the complexity of statutory, ethical,
clinical, and technical issues. Likewise, Cooper et al. (2019) reported a similar sentiment in
stating that most psychologists are ill prepared to provide telepsychology. Recognizing the
ethical dilemma posed by TMH and the need for the states to regulate the practice, Harris and
Younggren (2011) summarized the challenge that professional counseling organizations and state
licensure boards face in the creation of ethical codes and rules for practice of TMH:
Most state-based professional licensing boards are conservative and geared to protect
consumers within the state’s borders, and a major hurdle to resolve is the absence of
information from the regulatory system in this area—a system that was developed on the
basis of the model of the provider of psychological services and the recipient being in the
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same room. Unfortunately, then, because the standards for providing psychological
services remotely have yet to be established (APA Practice Organization, 2010),
psychologists who want to do so will expose themselves to a risk that others will question
as ethical and/or legal. (p. 412)
The ethical practice of distance counseling brought to light the need for a new world order as the
technological environment necessitated a change to the rules that worked well in the past
(McLuhan, 1964/2013). Nowhere is this more evident than in interjurisdictional practice, which
takes the therapist across state boundaries.
With the exception of psychologists associated with the U.S. Department of Defense and
the Department of Veterans Affairs whose agencies have resolved interjurisdictional factors
affecting TMH, all other therapists and practitioners of professional counseling must resort to a
state-by-state licensure approach to TMH if they intend to practice therapy across state lines
(Cooper et al., 2019). Case law has established that the client’s location determines under whose
authority the therapist falls if he and she is to provide services. With the exceptions of Florida
and Hawaii (Lerman et al., 2019), no state provides accommodations for out-of-state therapists to
meet with clients who are visiting or vacationing from out of state. All other states require the
therapist to hold an in-state license if they are to provide therapeutic services and assessments
(Lerman et al., 2019).
Although there are special provisions in some states for psychologists who are
credentialed by the Psychology Interjurisdictional Compact (PSYPACT) to provide counseling
services for up to 30 days per year without a license in the client’s state, the only other
practitioners who enjoy such benefits are nurses and doctors (Cooper et al., 2019; Siegel, 2020).
There are no such compacts which allow practitioners in professional counseling to seamlessly
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practice professional counseling across state lines (Lerman et al., 2019), and like psychologists
practicing TMH in those states which are not part of the PSYPACT (Siegel, 2020), they too must
seek licensing (Adams et al., 2018). The problem of interjurisdictional licensing does not exist
solely across state lines, as some states (e.g., Louisiana and New York; Lerman et al., 2019)
require certificates for the practitioner to travel across counties and parishes when providing
TMH. There are many reasons for such punctiliousness, as in the early years of internetfacilitated TMH and online therapy, many practitioners did so without ethical considerations or
regard for the client’s privacy and well-being (Fiene et al., 2019; Heinlen et al., 2011). In a 2018
review of current therapeutic websites (N = 55) Fiene et al. (2019) found that only 39% met the
standards defined in the APA’s (2013) Guidelines for the Practice of Telepsychology (APA,
2013). Even with increased attention to ethical guidelines and statutes along with the potential
for criminal convictions and civil liability, there are some practitioners who, for unknown
reasons, disregard the client’s welfare (Cooper et al., 2019).
Ethics and Laws
The ethical practice of TMH presented a concern for the organizations representing the
professional counseling profession as far back as the 1990s (ACA, 2006, 2014; Bloom & Walz,
2000; CACREP, 2015; Jencius et al., 2007). Concern for client security and safety drives every
initiative to regulate TMH given the risks and challenges to maintain information security
(Wheeler & Bertram, 2014). When Koocher and Morray (2000) surveyed the attorneys general’s
offices in all 50 states to identify those mental health professions which were licensed and to
learn the status of distance counseling laws, they found that most states recognized nursing,
psychiatry, social work, and psychology as mental health providers. Only four states regulated
distance counseling, and all but 14 excluded professional counseling from licensure (Koocher &
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Morray, 2000). Zack (2008) reported that to the best of his knowledge, there had not been a
single “case law precedent specifically involving online mental health services” (p. 335), even
when there were laws that could have applied. More recently, Cowan et al. (2019) reported that
one of the hindrances to telepsychiatry is that there are so few case law precedents that many
psychiatrists fear walking into a legal quagmire. Ashby (2018) warned that case law evolves
faster than ethical codes and statutes when it comes to malpractice.
As late as 2015, only 26 states regulated some aspect of the practice of distance
counseling (Luxton et al., 2016), but by 2020, all 50 states had laws that purported to regulate
TMH practice (Center for Connected Health Policy, n.d.; Lerman et al., 2019). One of the
challenges with the regulation of distance counseling is that state laws are complex, so the
counselor must carefully research those laws before engaging in the practice of distance
counseling. For example, Wheeler and Bertram (2014) reported that the state of Arkansas
requires counselors to hold a specialization in technology-assisted distance counseling or
marriage and family therapy, but the Lerman et al. (2019) text on TMH laws in the United States
fails to mention that in Arkansas distance counseling is a specialty (Arkansas Board of
Examiners in Counseling, 2011, p. 12). The inconsistencies among states in generating laws that
regulate TMH services is one of the reasons that psychiatrists give to avoid providing the service
(Cowan et al., 2019).
A 2016 article in the medical industry newsletter mHealth Intelligence reported that as
states established standards for telehealth services, the ensuing legislation was making the
delivery of online medical service more difficult (Wicklund, 2016b). A few months later, the law
firm of Epstein Becker Green, which specializes in telemedicine health issues, released a report
which lamented that “each state seems to have a different way of keeping tabs on mental health
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providers” (Wicklund, 2016b, p. 2). Even though these studies referenced the medical and
behavioral health industry, they shed light on the states’ oversight of distance counseling (Harris
& Younggren, 2011). The evolution of internet technology and the declining costs of
videoconferencing technology initially caught most states unprepared to regulate distance
counseling within their borders (Koocher & Morray, 2000), but they have rebounded (Lerman et
al., 2019). Judging from Wicklund’s articles (2016a, 2016b) and the material in Lerman et al.’s
(2019) publication, it appears that TMH laws are still evolving.
Echoing reports from other organizations such as the Center for Connected Health Policy
(n.d.) and Wicklund’s (2016b) article reported that laws addressing TMH were uncoordinated, a
patchwork, and often not related to the issues associated with TMH. By the year 2020, every
state had provided its unique slant on the legal and ethical practice of TMH by professional
counselors (Lerman et al., 2019). For example, the state of Alabama places emphasis on the
counselor’s responsibility to establish that clients receiving TMH are intellectually and
technically capable of using the technology, that the use of TMH is appropriate to the client’s
needs, and that the client understands the reasons for using it. The counselor must also solicit
client feedback to repair any issues and remember that in-person rules apply while conducting
TMH (Lerman et al., 2019).
The state of California has similar laws, but it has additional requirements such as to
reassess the client’s mental fitness for TMH at the start of each session and ask for the client’s
immediate address (i.e., physical location) and full name (Lerman et al., 2019). The state of
Georgia adds a six-hour TMH training requirement for professional counselors who wish to
provide distance counseling (TeleMental Health, Ga. Code § 135-11-.01, 2020; Lerman et al.,
2019). Reviewing the TMH laws for each of the 50 states is a cumbersome task (Johnson, 2019),
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but is necessary to understand how the current state of TMH laws across the country affect the
professional counselor’s decision to engage in TMH services. For example, some states, such as
Alabama, South Carolina, and Virginia, require the presence of a second provider at the
originator’s location before the counselor can provide services (Johnson, 2019).
Lerman et al.’s (2019) electronic guide to TMH laws summarizes every state’s law
regarding TMH services and provides links to the respective licensing board’s website. Except
for the states of New York and Louisiana, no other state or the District of Columbia imposes
special registration requirements for a licensed professional counselor to practice TMH (Lerman
et al., 2019). The other states rely on the respective counseling board scope of practice to
regulate distance counseling, though in some cases, a state may specify ethical requirements in
addition to those that apply to in-person counseling (Lerman et al., 2019). States’ statutory and
regulatory guidance (Lerman et al., 2019) varies in level of detail from very specific guidelines
to a mere mention of adherence to the distance counseling ethical standards of either the 2014
ACA Code of Ethics (ACA, 2014) or the NBCC 2016 Code of Ethics (NBCC, 2016). In 16
states, it is only legal to provide synchronous services, while other states recognize more than
one type of distance counseling (Johnson, 2019). At first glance, it may appear that states apply
rules haphazardly when it comes to TMH, but a review of the ethical recommendations by Baker
and Bufka (2011), Barnett and Kolmes (2016), Deslich et al. (2013), Luxton et al. (2016), and
Riemer-Reiss (2000) suggests otherwise.
Order From Chaos
After grouping these authors’ recommendations by topic, the researcher identified 15
ethical concerns (see Appendix F) as being addressed one way or another by the states (Lerman
et al., 2019). Every state provides a modicum of statutory guidance that pertains to TMH services
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by counselors licensed in professional counseling (Lerman et al., 2019). In some states, the laws
and regulations applicable to in-person (i.e., face-to-face) professional counseling are the only
laws applicable to TMH, although some states add definitions and rules that supplement those
ethical codes (Lerman et al., 2019). There are differences in how each state allows for the
creation of a professional counseling relationship between the client and the counselor, but all
states do have a process. For example, sometimes the client must visit the counselor’s office in
person to request therapy, in other cases the client can submit an online inquiry, and in other
situations the counselor may establish a direct audio or videoconference with the client to obtain
consent.
Although most states directly reference the counselor’s responsibility to protect the
client’s privacy, maintain confidentiality, and secure records, the states, like the federal
government, do not provide technical specifications (Lerman et al., 2019). It is up to the
counselor to ensure that he or she uses the latest technology to meet all privacy and security
issues in TMH counseling to ensure compliance with state laws, HIPAA (1996), and the
HITECH Act (2009). Even though none of the states allow for a counseling relationship to start
without the appropriate consent from a guardian, a parent, or a client of legal age, there are
different standards on how counselors should establish the true identity of the prospective client
(Lerman et al., 2019). This raises the issue of impostor syndrome (i.e., identity theft) which
occurs when someone else uses the client’s identity to receive counseling services (ACA, 2014;
Lerman et al., 2019). There are several ways this could happen, such as at intake if the
individual’s identity is not verified, during a nonvisual counseling session, or if the counselor has
not met with the client before the first session. These possibilities explain why several states
require in-person intake and initial assessment.
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Other issues addressed in most state laws center around the client’s suitability for
receiving services via TMH as well as having the counselor provide a statement of need for such
service. The goal of each state’s statutory guidance is to ensure the client’s well-being and safety
(Swenson et al., 2016), and given the diverse regions in the United States, it makes sense that not
all states share the same laws. However, one practice they all share is having the counselor
provide the client with informed consent prior to the provision of services (Baker & Bufka, 2011;
Barnett & Kolmes, 2016; Deslich et al., 2013; Luxton et al., 2016; Riemer-Reiss, 2000).
Informed consent is the cornerstone of practice in professional counseling because it protects the
client’s right to decide if he or she accepts the risks associated with their therapy, thereby
supporting the client’s autonomy. The informed consent is “a shared decision-making process in
which a practitioner provides adequate information that a potential client can use to make an
informed decision about participating in the professional relationship” (Corey et al., 2011, p.
160).
As the professional counselor prepares for TMH services, discussing the informed
consent form with the client has tremendous importance because it provides the client with the
opportunity to ask questions about the therapy, assessments, billing, records, appropriate
locations for originating site, and technology requirements (Knapp et al., 2017). Two key
expectations are that the client understands the content of the informed consent form and has the
right to accept, reject, or modify the form (Knapp et al., 2017). The informed consent protects
the client’s right to make decisions over his and her care based on the conditions stipulated in the
document, and it also protects the counselor when the document is well written and discussed
with the client (APA, 2014; Blease et al., 2016). However, it is also a legal document that is
subject to scrutiny by licensure boards, lawyers, and investigators (Trachsel et al., 2015). For
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example, one state requires that the counselor write down a justification for delivering distance
counseling services for each client and then file the document with the state board (Lerman et al.,
2019). In such cases, it is necessary to customize portions of informed consent form (Barnett &
Kolmes, 2016) while retaining common topics (Trachsel et al., 2015).
Among the details an online informed consent may include are instructions on how to
respond to technical communication failures, how to address misunderstandings and ruptures in
the therapeutic alliance, and how to contact local, state, and federal agencies that regulate and
oversee the practice of professional counseling (Harris & Birnbaum, 2015; Langarizadeh et al.,
2017; Luxton et al., 2016). Likewise, it must include information such as how clients can request
and receive copies of their respective records, describe the counselor’s qualifications and the
treatment modality, and explain the reason for TMH is provided rather than in-person counseling
(Luxton et al., 2016). The counseling board in each state intends to protect the people who seek
mental health counseling within the state’s borders rather than to restrict or prevent a
professional counselor from providing TMH (Baker & Bufka, 2011). The rules for TMH share
the same intent as those for in-person counseling, which is the client’s protection, and the clinical
and ethical adaptations account for issues specific to distance counseling (Cooper et al., 2019;
Lerman et al., 2019; Swenson et al., 2016).
Adapt the Medium
Baker and Bufka (2011), Barnett and Kolmes (2016), Deslich et al. (2013), Luxton et al.
(2016), and Riemer-Reiss (2000) responded to ethical worries by taking a cautious approach that
addressed the technical concerns as well as those entertained in most counselor education
textbooks (e.g., Corey et al., 2011). The ethical and clinical practices that have worked so well
for in-person counseling were forced to be adapted to the online medium during the COVID-19
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pandemic (Legge, 2020). The various professional counseling ethical codes and the adoption of
many of their recommendations by states attest to the contributions these authors made to the
practice of professional counseling (Leahy et al., 2016). They identified concerns unique to TMH
at a time when there were very few models to replicate. Yet, while they strongly recommended
technical proficiency for therapists, their literature did not consider the level of competence in
information systems management a professional counselor was to acquire to meet the proposed
ethical standards. Neither does their literature identify how professional counselors are to acquire
and maintain the technical competence necessary to conduct TMH. Likewise, no state specifies
technological training standards for counselors, although most states’ law imply that a counselor
must know how to select, operate, maintain, and troubleshoot the technology which he or she
uses to deliver TMH in addition to assessing the client’s capacity to use technology.
Two ethical codes (i.e., ACA, 2014; NBCC, 2016) referenced by some of the states’
TMH laws (Lerman et al., 2019) admonish the counselor to understand how different
technologies affect the delivery of TMH, but they do not specify the necessary technological
competence, so the topic remains open to interpretation (Wilkerson et al., 2020). Would hiring an
expert consultant suffice? If so, would the counselor remain liable should the consultant’s advice
be in error? Discrepancies between the ethical and the statutory guidance on technology
requirements place an unreasonable burden on counselors. In exploring TMH from the
perspective of technology’s impact on ethics and the law, it is important to remember there is a
symbiotic relationship between them (Corey et al., 2011; Diambra et al., 2011). This relationship
is evidenced by the various professional organizations’ advocacy role before the state legislatures
and the federal government (ACA, n.d.a; NBCC, n.d.a). But who advises the various
organizations on how to educate professional counselors on technology? Technological
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overspecification is not a new issue, as evidenced by Abney and Maddux (2004,) who reported
that
the extent of the controversy is also reflected in the fact that the Codes of Ethics and
Standards of Practice published by the American Counseling Association (2003), the
National Board of Certified Counselors (2001), and the American Psychological
Association (1997) are either solely devoted to guidelines for the use of computers in
counseling or mention various problems involving computers in many other sections of
their Codes. (Abney & Maddux, 2004, p. 3)
Clinical Practice and Professional Identity in Telemental Health
One of the objections raised against distance counseling is that it cannot deliver the same
quality service as in-person counseling (Bortugno, 2019; Cowan et al., 2019; Finn, 2002;
Tuckson et al., 2017; Wehrman, 2004). After 20 years of research in TMH, the results are still
inconclusive as to its effectiveness (Pawlowski, 2019; Richardson et al., 2009; Shore, 2013).
However, there is also strong evidence that distance counseling in any of its forms is comparable
to in-person therapies (Bensink et al., 2006; Berle et al., 2015; Button et al., 2012; Garcia-Lizana
& Muñoz-Mayorga, 2010; Hyler et al., 2005; Zeren, 2016). Part of the reason for these
contradictory statements is the confusion over clinical practices thar arises from the various
terms used to describe distance counseling. For example, in some cases, online counseling refers
to software-based algorithms, and in other cases, it means to chat with a therapist via a keyboard.
In such cases, it would be easy to assume that online therapy refers to TMH. Consider how the
following research illustrates the issue.
A study among practitioners of professional counseling in Turkey indicated that most
counselors interviewed feared that distance counseling would damage the effectiveness of
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therapeutic interventions, but the study did not ask the participants the reasons for their judgment
(Bastemur & Bastemur, 2015). The Turkish counselors Bastemur and Bastemur (2015)
expressed a concern within counseling that according to Wehrman (2004) goes back to the
1980s. According to him (Wehrman, 2004), many in the counseling profession argued for inperson sessions as a quintessential aspect of professional counseling without the benefit of
research, as technology was seen as a threat to the counseling profession. The article’s title,
Technology Based Counseling: Perspective of Turkish counselors, is vague enough to insinuate
whatever the reader associates with technology, but it is not until one reads the article that the
authors mention that they are talking about telephone counseling (Bastemur & Bastemur, 2015).
The chief argument supporting distance counseling in any of its various modes, to include
TMH, is that it provides access to mental health services that otherwise would be out of the
client’s reach for geographic, mental, physical, or financial reasons (A. M. Jones et al., 2014;
Savin et al., 2011). Although A. M. Jones et al. (2014) reported that TMH is a viable alternative
to in-person counseling because it provides the same level of care without deterioration in
quality, the evidence they cited was published over a 10-year span in which the practice
underwent significant changes. Likewise, Siemer et al. (2011) warned that conclusions about the
effectiveness of internet-based services should be tempered with ethical concerns for the risk to
which children and adolescents are exposed, but they did not describe those risks. At the core of
evidence-based practice (Hunsley, 2010; McHugh, 2010) are the research standards, professional
guidelines, and ethical codes that inform how each mental health profession’s practice of
distance counseling is evaluated (Helms, 2014; Luxton et al., 2016). There is no such thing as an
evidence-based practice that will work across all professions without adaptation, and that
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adaptation then must be the subject of additional testing (Grady et al., 2011). Maheu et al. (2020)
reference the failure of this approach when they shared that
while professional guidelines and standards for the practitioner use of technology were
available from various disciplines e.g., American Psychological Association (2013);
American Telemedicine Association (ATA; 2009, 2013 and 2017), American Counseling
Association (ACA 2014), American Association of Marriage and Family Therapists
(AAMFT 2015), National Association of Social Workers (NASW 2017), the only TBH
[telebehavioral] competencies available were specifically developed for telepsychiatry
skills, training and evaluation [emphasis added] (Hilty et al. 2015 [sic]. (Maheu et al.,
2020, p. 2)
Evidence-based practice is the combination of clinical experience and research that fits
the “client’s characteristics, culture, and preferences” (Thomason, 2010, p. 30). When it comes
to TMH, the supporting evidence-based practice meets standards of practice which are less
stringent than those for evidence-supported (i.e., validated) treatments. The evidence-supported
treatments were introduced by the APA in the 1990s and consist of two or more “randomized
controlled clinical trials that demonstrate their efficacy” (Thomason, 2010, p. 30). The ACA
(2014) code of ethics does not outright require the use of evidence-supported treatments, but all
practitioners in professional counseling need to ensure the interventions they use are informed by
“theory/and/or have an empirical or scientific foundation” (p. 10) and that they are applicable to
TMH (ACA, 2014, Section H.1.a.). Yet, as counselors provide TMH services, they usually resort
to the practices established for other mental health professions (Cooper et al., 2019; Maheu et al.,
2020; Waltman et al., 2020). How did this happen?
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The Roots of Telemental Health
Von Hafften (n.d.) and Zundel (1996) stated that the Nebraska Psychiatric Institute was
the first test site for telepsychiatry via videoconferencing in the late 1950s. Von Hafften (n.d.)
reported that telepsychiatry became more common as the number of sites using
videoconferencing increased and the scope of psychiatric issues addressed widened to include
diagnosis and therapy. Zundel (1996) and Jerant and Epperly (1997) linked this growth to
technological innovations in the 1990s that resulted in equipment portability and vastly reduced
costs. These changes gave telepsychiatry an advantage over other mental health professions
given that it had received federal grants to conduct research in videoconferencing (De Las
Cuevas et al, 2006) 40 years before any other mental health profession (Jerant & Epperly, 1997;
Sampson et al., 1997; Zundel, 1996). Thus, telepsychiatry established the protocols, the clinical
best practices, and standards that went on to inform TMH guidelines across all mental health
professions (Ferrer-Roca, 1998; Maheu et al., 2020; Von Hafften, n.d.). As psychology, social
workers, and professional counseling were vying for access to the same technology in the 1990s
they looked to telepsychiatry’s documentation to resolve their concerns as the states’ counseling
statutes were written to accommodate telemedicine (Bloom & Walz, 2000; Cooper et al., 2019;
Finn, 2002; Kanani & Regehr, 2003).
Professional Counseling and Telemental Health
The emergence of TMH in the late 1990s and early 2000s occurred at a time when
professional counseling was at a crucial point in its consolidation, starting develop a professional
counseling identity, and beginning to affirm the professional organizations that would promote
professional counseling as a profession (Adekson, 2020; Leahy et al., 2016; Urofsky, 2013).
Resources were scarce for professional counseling, as resolving the professional counseling

88
identity conflicts took priority (Brubaker, 2020; Leahy et al., 2016). Establishing a consolidated
professional counseling identity left other efforts unfunded, such as research, development, and
the incorporation of technology in the practice of professional counseling (Calley & Hawley,
2008; Kaplan & Gladding, 2011; Walz et al., 1991). Various monographs from the last quarter of
the 20th century show that individuals in professional counseling were working to maintain
professional parity with other mental health professions but lacked the resources to pursue
technological innovation in professional counseling other than by advocating for it (Bleuer &
Walz, 1972; Walz et al., 1991; Walz & Libby, 1979).
American Psychological Association: A Parallel Process
The APA recognized that emerging technology would lead to new challenges and
opportunities in counseling, so around the year 2002, it began to incorporate changes in its
ethical code that would guide the practice of videoconferencing under the rubric of
telepsychology (APA, 2013). Unlike the ACA (2014), which prescribed explicit actions
(Wilkerson et al., 2020), the APA (2013) described its approach in the conclusion to the
Guidelines for the Practice of Telepsychology by stating that
It is important to note, that it is not the intent of these guidelines to prescribe specific
actions, but rather, to offer the best guidance available [emphasis added] at present when
incorporating telecommunication technologies in the provision of psychological services.
Because technology and its applicability to the profession of psychology is a dynamic
area with many changes likely ahead, these guidelines also are not inclusive of all other
considerations and are not intended to take precedence over the judgment of
psychologists or applicable laws and regulations that guide the profession and practice of
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psychology. It is hoped that the framework presented will guide psychologists as the field
evolves. (APA, 2013, Conclusion)
The APA’s viewpoint grounded the guidelines as a framework (APA, 2013) rather than as a
prescriptive mandate like the ACA’s (2014) ethical code, as interpreted by Wilkerson et al.
(2020).
Yet, a comparison of both the APA’s (2013) guidelines and the 2014 ACA Code of
Ethics (ACA, 2014) suggests that both documents were written with the same intent—to protect
the client and the counselor—but the language in each code encapsulates a different profession.
The APA’s (2013) guidelines provide an ethical mandate through aspirational language that
reminds psychologists of the profession’s loftier ideals. On the other hand, the ACA’s code of
ethic uses the imperative in almost every line in Section H, Distance Counseling, Technology,
and Social Media, of the 2014 ACA Code of Ethics (ACA, 2014). Despite their stylistic
differences, both documents provide equivalent guidance to their respective profession to
provide competent and ethical therapy.
Ethical Judgment and Professions
Bakshi and Goss (2019) explained the stylistic differences as reflective of an an ethical
judgment that represents each profession’s values and scope of practice. They wrote,
Discerning right and wrong and the selection of actions that arise out of such judgement
[sic] are fundamental to human life [emphasis added]. Both our personal and professional
lives are characterised by the need for ethical decision making and ethical actions. Of
course, the quality of ethical judgement is not guaranteed and neither is the congruence
between discernment and actions ubiquitous. Moreover, there can be plural and
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conflicting ethical judgements on the same issue, perhaps each right from its own
position. (Bakshi & Goss, 2019, p. 266)
According to Bakshi & Goss’s (2019) reasoning, neither profession is right or wrong, as
each profession’s language reflects its unique understanding of psychotherapy. Even though the
presentation differs, both the APA’s (2013) guidelines and the ACA’s (2014) distance
counseling ethical code mirror the other’s interest in caring for the client. Each organization
advises its members on ethical values in a manner congruent with its professional identity and
scope of practice (Burns & Cruikshanks, 2018; Drum & Littleton, 2014; Nelson et al., 2011).
Likewise, social workers adopted the guidance provided by telemedicine and telepsychiatry
while preserving their professional identity (Kanani, & Regehr, 2003).
Clinical Practice and Professional Identity
Research initiated in the 1960s and the 1970s informed the ethical and technological
issues that would arise for the other mental health professions engaged in TMH (Ferrer-Roca &
della Mea, 1998; Maheu et al., 2020). However, one issue that went largely ignored until recently
was how each profession views its professional identity in the practice of distance counseling
(Cooper et al., 2019; Burns & Cruikshanks, 2018). Burns and Cruikshanks’s (2018) argued that
professional counseling’s identity impacts the way that therapists practice therapy, as they should
uphold the values and principles which distinguish professional counseling from the other mental
health professions. If there is no difference in how practitioners in professional counseling and
other mental health professionals practice therapy, then one must question the existence of so
many professions. Just like in-person counseling, practitioners of professional counseling
engaged in TMH need to identify how their brand of psychotherapy makes a unique contribution
in a tangible manner which is palpable for all to grasp. Abstract conversation about values and
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principles (Burns & Cruikshanks, 2018; Dollarhide & Oliver, 2014; Nelson & Neufeldt, 1998)
must give way to empirical and evidence-based practices that show the effectiveness of those
beliefs.
Professional Identity in Clinical Research
This section introduces the exploration of how professional identity affects the
interpretation and validity of research studies on TMH. One psychiatric study (A. M. Jones et al.,
2014) stands out for its research methods, statistical analysis, and references cited. Among the
evidence they (A. M. Jones et al., 2014) cited to support videoconferencing (e.g., TMH) is a
study conducted by Bose et al. (2001) at a London psychiatric hospital where equipment was set
up for patients to receive counseling from a psychiatrist at a remote location (Deslich et al.,
2013). Although this study is often cited as evidence for TMH’s effectiveness, it is worth noting
that its research outcome is applicable primarily to telepsychiatry (Deslich et al., 2013). The
Bose et al. (2001) article shows proof of concept for psychiatric TMH by reporting on client
satisfaction rather than clinical results. The article does not report the participants’ demographic
information, and the clinical details are rather sparse as participants were described as
nonpsychotic and non-dangerous (Bose et. al., 2001). The article on telepsychiatry merits further
analysis, as it illustrates how a profession’s practices may show effectiveness and validate the
delivery of TMH but have very little to do with the way that other mental health professions
provide services.
Telepsychiatry: A Case Analysis
In the study by Bose et al. (2001), 13 patients with a history of mental health conditions
(i.e., PTSD, anxiety, depression, delusional hypochondriasis, alcohol use, OCD, schizophrenia in
remission, and grief reaction) each participated in one to four TMH sessions provided by a
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psychiatrist. The researchers described the therapy as a “discussion of patient’s current problems
with a non-judgemental [sic] helper, clarification of these problems, their nature and origins, and
the confrontation of defences without the interpretation of them” (Bose et al., 2001, p. 9).
Surveys administered after each intervention showed that the clients were “happy with the
standard of care they received” (Bose et al., 2001, p. 8) because “they were able to see
everything that they need to see and 86% agreed that they were able to hear everything they
needed to hear” (p. 8). Bose et al.’s (2001) article is short on details about the therapeutic
methods employed, whether the clients were prescribed medication, about alternatives for care at
the originating site, and about the clinical effectiveness of the interventions. Although no one
would argue that client satisfaction is not important, it is a weak criterion by which to measure
the clinical effectiveness of telepsychiatry or of any other mental health treatment. Happy clients
may find the TMH experience personally rewarding, but that happiness does not necessarily
translate into recovery (De Las Cuevas et al., 2006).
Another study cited by A. M. Jones et al. (2014) that was published in the National
Center for PTSD Clinical Quarterly (Morland et al., 2003) could not be evaluated because the
only available copy is a short abstract provided online by the Department of Veterans Affairs.
The abstract reports that the use of TMH was effective in reaching military veterans who resided
in communities scattered throughout four island chains in the Pacific Ocean (Morland et al.,
2003). The researchers concluded that TMH provides an efficient way to cut travel costs for both
the practitioners and the patients (Morland et al., 2003). However, the abstract is silent on the
clinical effectiveness of TMH.
A third reference mentioned by A. M. Jones et al. (2014) is an article by O’Reilly et al.
(2007) on the topic of TMH’s equivalence to in-person counseling. O’Reilly et al. (2007) gave
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reasonable attention to an explanation of the research method, the challenges faced in recruiting
and retention, and pre- and post-treatment results. O’Reilly et al. (2007) stated that psychiatric
outpatients (N = 495) who had the option of in-person counseling (n =254) or TMH services (n =
241) after an initial consultation reported comparable levels of satisfaction for both approaches.
One notable difference from other studies reported by A. M. Jones et al. (2014) is that O’Reilly
et al. (2007) administered diverse measures to include the Global Severity Scale of the General
Brief Symptoms Inventory (Piersma et al., 1994) and the Medical Outcomes Study Short Form
(Montazeri et al., 2011) at both intake and discharge with the Client Satisfaction Questionnaire
(Attkisson & Zwick, 1982) administered at discharge. Although the resulting data are highly
complimentary of TMH, the authors warned that that “it is possible that telepsychiatry may not
produce equivalent outcomes when used to deliver other mental health services such as
psychotherapy, which is more dependent on the therapist-patient relationship [emphasis added]”
(O’Reilly et al., 2007, p. 842). Likewise, De Las Cuevas et al. (2006) had earlier cautioned that
TMH effectiveness studies were suspect because there were so few and most were written with a
positive bias.
There is no doubt that O’Reilly et al. (2007) presented convincing evidence to support the
notion that TMH is equivalent to in-person psychiatry in the areas of client satisfaction and
remission. However, the authors reported that there was a high attrition rate during the 30
months that the research lasted so that recruiting of 40 new participants throughout the study was
necessary to maintain the recommended sample size (N > 276) to ensure the study’s statistical
validity (O’Reilly et al., 2007). Sampling started with 834 candidates, of whom 339 were
disqualified from the study for reasons such as not wanting to participate or not meeting clinical
standards (O’Reilly et al., 2007). Of the 495 participants who enrolled in the research, fewer than
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286 participants completed it, although the report states that 286 participants completed the study
because recruitment remained active right up to the study’s end (O’Reilly et al., 2007).
About 20% of the participants in each group were deemed recovered as evidenced by
scores on the Brief Symptoms Inventory and Medical Outcomes Study Short Form (O’Reilly et
al., 2007). One issue is that nowhere in the article do O’Reilly et al. (2007) describe the type of
therapy provided other than in a two-line entry in a table that states that pharmacotherapy was
provided as well as community referrals. The study leaves the issue of long-term TMH
therapeutic interventions open, as it does not address outcomes related to interventions requiring
a therapeutic alliance and neither does it describe the type of assistance provided to those
participants who were given community referrals (O’Reilly et al., 2007)
Twelve years later after the O’Reilly et al. (2007) study, Cowan et al. (2019) reported that
psychiatrists still mention the fear of not developing a working therapeutic alliance as one of the
reasons they avoid telepsychiatry. Although O’Reilly et al. (2007) reported that their study met
its objective to reduce hospitalization, reach isolated communities, and cut costs (Cowan et al.,
2019), its focus was on telepsychiatry and not on professional counseling-based interventions.
What can practitioners of professional counseling draw from the experience of telepsychiatry if
the two professions conceptualize the client’s complaints in different manners? There are two
ways that a practitioner in professional counseling could find the study useful First, the therapist
could ignore the psychiatric intervention and impose a humanistic spin on them. Second, the
therapist could adopt the psychiatrist’s methods.
It is difficult for practitioners of professional counseling to compare or replicate the
clinical outcomes generated by psychiatric interventions given that professional counseling does
not use pharmacological interventions and psychiatrists are physicians working in a specialized
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field (Kaplan et al., 2014). Practitioners in professional counseling cannot extrapolate from A.
M. Jones et al.’s (2014) work that TMH works for them too if Burns and Cruikshanks’ (2018)
argument about professional counseling’s uniqueness holds. Unfortunately, many of the studies
cited as evidence for the effectiveness of TMH do not reflect the professional counseling scope
of practice or include research by members of that profession. True, other studies cited by A. M.
Jones et al. (2014) suggest that common counseling skills (Thomas & Sosin, 2011) contribute to
positive outcomes such as client satisfaction (Bose et al., 2001) and that TMH is effective in
reaching distant populations (Morland et al., 2003). However, the therapeutic practices of
telepsychiatry, telepsychology, and social work are not necessarily comparable with those of
professional counseling; otherwise, there would be no need for separate licensure (see Burns &
Cruikshanks, 2018; Kaplan et al., 2014). Also, members of other mental health professions
produce a significant portion of the literature on TMH (see Barrio Minton, 2018; Barrio Minton
& Hightower, 2019; Barrio Minton et al., 2014, 2018; Lewis & Coursol, 2007). These concerns
reveal the need for clarity on the vision that practitioners in professional counseling have for
TMH.
Telemental Health in Professional Counseling: A Case Example
The previous concern is a perennial topic of discussion that surfaces repeatedly in the
professional counseling literature, as evidenced in the literature reviews by Barrio Minton and
his colleagues (2014, 2018; Barrio Minton & Hightower, 2019) and Ray et al. (2011). Ray et al.
(2011) reported that “an empirical base for the professional practice of mental health counseling”
(p. 349) was a requirement if professional counseling was to develop as a profession. In
referencing the ACA’s (2006) code of ethics statement that “counselors have a responsibility to
the public to engage in counseling practices that are based on rigorous research methodologies”
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(ACA, 2005, p. 9, as quoted by Ray et al., 2011). Ray et al. (2011)’s call for research by
practitioners of professional counseling could be interpreted as a request for counselors to use
professional counseling–informed interventions that have met the standards of evidencesupported treatments (Sexton, 1996). Earlier, Sexton (1996) complained that while psychologists
were engaging in a rigorous empirical validation of that profession’s clinical outcomes,
counselors were integrating best practices from other professions without identifying how they
fit in professional counseling. Gibson et al. (2010) lambasted the lack of “congruence between
personal worldview and professional view” (p. 21) among counseling professionals who saw no
conflict between the medical model and the humanistic approach fostered in professional
counseling. Others also recognized the threat to professional identity and practice that the two
opposite models posed for counselor education and practice (Cannon & Cooper, 2010).
After reviewing 4,457 articles from various journals associated with the ACA and its
divisions, Ray et al. (2011) concluded that only 6% of the professional counseling research was
empirical. They described these outcomes as a cautionary message that theory, experience, and
borrowing from other professions were guiding clinical practice (Ray et al., 2011). Ten years
earlier, Sexton (1996) had shared his concern that professional counseling had not produced
treatment outcomes research that reflected the profession. Meanwhile, Gibson et al. (2010)
ventured a definition of counselor professional identity that called for the “integration of
professional training with personal attributes in the context of a professional community” (p. 21).
Decades later, the work of Barrio Minton et al. (2014) and Barrio Minton and Hightower
(2019) reported that not much had changed in over 20 years when it came to outcome studies by
practitioners of professional counseling. The lack of empirical research by practitioners of
professional counseling affects all modes of distance counseling because the absence of
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outcome-based counseling interventions would not allow counselors to develop an evidencebased practice as required in the 2014 ACA Code of Ethics (ACA, 2014; Morrow et al., 2017).
To identify professional counseling research on TMH, the author searched for professional
counseling–informed articles in APA PsycNet, Google Scholar, and the Liberty University
Library without any success. Not much has changed when it comes to empirical research in
professional counseling since Raymond D. Fowler, a previous president of the APA, allegedly
said, “Our scientific base is what sets us apart from the social workers, the counselors, and the
Gypsies” (Dawes, 1994, p. 21). It was not too long after Fowler’s alleged statements that Sexton
(1996) conducted a literature review to challenge the attitude among practitioners in professional
counseling that “outcome research has been viewed by many practitioners as irrelevant to their
work” (p. 590).
Since the 1990s, research on therapeutic outcomes to inform on the impact of
interventions has gained prominence (Morrow et al., 2017; Ruetsch et al., 2010; Sexton, 1996).
Searches conducted for outcomes related to studies by counselors about online counseling via
Google Scholar, APA PsycNet, and the Liberty University online library in the Journal of
Counseling & Development returned no hits for articles on TMH written between 2016 and the
first half of 2020. Extending the search to other journals affiliated with the ACA and its divisions
(see Appendix D) returned a high number of clinical case studies and research outcomes that
indicated a strong and vigorous research practice, but none were associated with TMH or
distance counseling. Most of the studies that addressed technology in counseling were related to
in-person practice, education, and supervision. The results were not surprising considering the
literature reviews by Barrio Minton and colleagues (2014, 2018; Barrio Minton, 2018; Barrio
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Minton & Hightower. 2019) and Ray et al. (2011) that reported the scarcity of empirical
professional counseling studies.
Whatever happened to professional counseling informing clinical interventions (see
Gibson et al., 2010)? The literature search for research material on TMH, telebehavioral health,
and cyber counseling by professional counseling researchers produced no significant results
(Wehrman, 2004). This raises concern given the recommendations by Sexton (1996), who saw
outcome studies as a form of accountability that would allow counselors to meet ethical
requirements as well as improve the delivery of clinical services. As far back as 2004, Reisetter
et al. (2004) bemoaned this trend and suggested that qualitative studies were perhaps more
appropriate for counselors. Likewise, the ACA 2014 Code of Ethics (ACA, 2014) called for the
use of interventions “that are grounded in theory and/or have an empirical or scientific
foundation” (ACA, 2014, p. 10). The professional ideal is for counselors to engage in rigorous
research, but that hope may not be reality. One possible answer to the above question is given by
Peterson et al. (2016), who surveyed (N = 911) counselors on their attitudes and skills about
research. The outcome of their study suggested that while counselors need training in research,
the current research education does not address the profession’s needs. They suggested that
counselors focus on “single-case design, survey design, and widely available data analysis tools”
(Peterson et al., 2016, p. 80). However, would this approach limit the types of studies counselors
could do?
It is possible that calls like those of Burns and Cruikshanks (2018) for counselors to
practice in a manner that reflects professional counseling’s values recognize that without the
integration of a coherent philosophy and empirical evidence to support outcomes, professional
counseling would not be so for long (Cannon & Cooper, 2010). In part, the issue is systemic, as
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there are few evidence-based studies that address how professional counseling practices any of
the many therapeutic interventions for TMH or in person (Burns & Cruikshanks, 2018).
Although the topic of professional identity appears throughout the professional counseling
literature (Mascari & Webber, 2013), empirical research has yet to answer Sexton’s (1996) call
to develop a professional counseling research practice where counselors “must be confident that
the current status of outcome research is a valid and reliable source of information that can guide
clinical practice. Unfortunately, little work has been done to systematically investigate the status
of counseling outcome research” (p. 590).
Although the previous argument references comments made by researchers in
professional counseling over the use of counseling interventions for in-person sessions, the same
can be said for TMH (Wehrman, 2004). Currently, there is no evidence to suggest that
professional counseling research in TMH has addressed how professional counseling values
(Dollarhide & Oliver, 2014; Kaplan et al., 2014) influence the theory behind an intervention and
the corresponding outcome results. The long-term solution to this dilemma, according to Morrow
et al. (2017), is to improve the quality of counselor education so that program graduates will
possess the background and skills necessary to conduct research. It is necessary to remember that
professional counseling organizations such as the ACA, the NBCC, and CACREP have
repeatedly called for counselors to engage in research, spent considerable resources educating
counselors in research, and promoted original research through their many programs, but for
some reason, there is a disconnect with the practitioners (Akos et al., 2019; Barrio Minton et al.,
2014; Morrow et al., 2017; Sink & Lemich, 2018). In the next section, this study explores how
counselor education in professional counseling provides a foundation for TMH.
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Counselor Education and Telemental Health
One of the stated goals of the CACREP is to ensure the development of a professional
counseling identity through a common core curriculum (Adekson, 2020; CACREP, 2015, p. 8).
The foundational requirements stated in Section 2 (CACREP, 2015) for counselor education
programs address the need to include “counseling-related research literature” (CACREP, 2015,
p. 8) to aid in the development of professional counseling identity (Akos et al., 2019), but the
standards do not specify what is meant by “counseling-related.” Normally, the various
professional counseling organizations such as the ACA and the NBCC interact with CACREP on
educational matters to identify needs and to propose solutions to issues affecting professional
counseling (Diambra et al., 2011). Two of the most palpable examples are the ACA’s (2014) and
the NBCC’s (2014) ethical codes, which are referred to in general terms over eight times in the
CACREP (2015) standards. Even though the research standards (CACREP, 2015, Section 2.F.8.)
establish a call for the use of research to inform the practice of professional counseling, the
standards imply that it is up to the counselor educator to define counseling-related evidencebased interventions (CACREP, 2015). When it comes to research on the use and application of
technology in counseling, the various literature reviews already cited report that there is no
significant research in TMH except in the practice of supervision and education (Barrio Minton
& Hightower, 2019; Barrio Minton et al., 2014, 2018).
Counselor Education and Research Literature
Various researchers allege that there is a disconnect between CACREP (2009, 2015)
standards and the material that appears in the profession’s journals (Barrio Minton, 2018; Barrio
Minton & Hightower, 2019; Barrio Minton et al., 2014, 2018). Although this is not a new
phenomenon (Ray et al., 2011; Sexton, 1996), it may explain the sparse literature on TMH found
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in professional counseling journals. Wehrman (2004) reported that despite CACREP’s emphasis
on distance counseling, there was no information on how counselor educators were preparing
future counselors for the delivery of such services nor any published counselor-sponsored
empirical research supporting such practices. And, to be fair, there is no requirement for research
to represent the CACREP competence standards.
Of a total of five professional courses taken by the author on TMH, two were taught by
psychologists and three by practitioners of professional counseling, but most of the material
referenced was written by members of the APA and the American Psychiatric Association
(Ashby, 2018; Gilbertson, 2019; Maheu, 2019; Moselle, 2020). Likewise, the author’s literature
search found few professional counseling articles that supported empirical research on counselor
education in telebehavioral health. Even though the ACA made numerous resources available on
its website after the COVID-19 pandemic affected the practice of professional counseling (ACA,
2020a, 2020b) one must wonder how much of the cited empirical research was prepared by
practitioners of professional counseling or completed recently. In late 2020, Gilbertson
conducted a live two-day online seminar where she provided a certification course on TMH that
was sponsored by an independent agency.
Another issue that arises in counselor education is counselor professional identity
(CACREP, 2015), which the competence standards mention three times but never define. King
and Stretch (2013) pointed out that Kaplan in 2006 created the de jure definition by pinning
counselor professional identity on three pillars of the profession, namely the ACA, NBCC, and
CACREP. According to King and Stretch (2013), Kaplan’s definition anchored professional
counseling by avoiding several issues that create fractures in the profession’s unity. It is
noteworthy that professional organizations such as the ACA and the NBCC prefer to use the
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term professional counseling identity rather than the counselor professional identity. The term
counselor professional identity does not appear often in the professional literature of the three
pillars, and when it does, it has no outright definition except through the individual practitioner’s
affiliation and support of these professional organization (Brubaker, 2020).
In defining professional identity by the support given to the profession’s philosophical
pillars, counselor educators and practitioners of professional counseling could adopt principles,
techniques, and evidence-based practices from other mental health organizations without
consideration of how those interventions and techniques reflect their profession’s values (Strong
et al., 2017). This has led some like Burns and Cruikshanks (2018) to express concern that
students in professional counseling are putting their professional identity at risk when they train
with members of other professions. Burns and Cruikshanks fear that counseling students usually
adopt their peers’ professional identity.
A study by Strong et al. (2017) in Canada reported that most students in professional
counseling share the same fears as Burns and Cruikshanks (2018) and Dollarhide and Oliver
(2014). Earlier, Kaplan et al. (2014) had reported a similar worry, and so had Sexton (1996).
Sexton (1996) expressed concern that counselors would lose out in the integration of research
and clinical experience (i.e., evidence-based practice) because the research literature in the
profession’s journals did not reflect empirical research using professional counseling’s values
and principles. Likewise, CACREP’s (2015) call for counselors to “critique research to inform
counseling practice” (p. 12) is difficult to accomplish given that professional counseling lacks
operationalized terms (Kaplan & Gladding, 2011). This problem is not unique to professional
counseling, as psychiatrists have called for over 15 years for more research in telepsychiatry
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before they can feel comfortable using it in clinical settings, but psychiatrists have a philosophy
of practice that is medically based (Cowan et al., 2019).
Counselor Education and Professional Counseling Identity
Sexton (1996) defined professional counseling “as a process in which interventions were
used to improve the social or interpersonal functioning or to decrease the psychological
symptoms or maladaptive behaviors of a client” (pp. 590–591). He noted that other key
researchers in professional counseling used this definition too and that by no means it was his
creation. Sexton’s (1996) concern seems to center on what today is known as evidence-based
practice. His (Sexton, 1996) call for a body of research literature that would identify the
outcomes of professional counseling interventions could help counselors achieve a true
evidence-based practice (Morrow et al., 2017) that reflects the profession’s principles and values
as it integrates the counselor’s clinical experience and the client’s cultural milieu. Mascari and
Webber (2013) would later affirm Sexton’s (1996) insight as a necessity to preserve the
counseling profession’s integrity.
Counseling Identity and Relationships in Counselor Education
Mascari and Webber (2013) recognized the similarities between the various mental
health professions, but in the end, they concluded that professional “counseling is grounded in
the primacy of the relationship [emphasis added], emphasizing normal human development,
client empowerment, health rather than pathology and disability, and prevention rather than
remediation” (p. 16). It is difficult to find research articles showing these constructs being
operationalized (Jackson, 2012) except in the study of wellness as an operational variable
(Fullen, 2016, 2019; Leppma & Young, 2016; Strong et al., 2017). Unless the other nouns in the
definition are “defined concretely so that the research can be empirically tested” (Heppner et al.,
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2008, p. 60), there cannot be a professional counseling evidence-based practice that meets the
ACA’s (2009) research criteria. It is important to remember that evidence-based practice requires
clinical research that supports effectiveness and points the way to its cultural adaptations
(Thomason, 2010). The concept of counseling relationship has many definitions that do not align
with professional counseling’s understanding (Gelso & Carter, 1985). Until professional
counseling operationalizes the concept of a professional counseling relationship, there cannot be
a practice that is both professional counseling and evidence based (Heppner et al., 2008).
Myers and Sweeney (2008) reported that wellness counseling models can be studied in a
scientific manner, but there has not any significant research-based follow-through to assess how
professional counseling’s use of a counseling relationship translates to professional counseling–
informed clinical interventions. Examples of wellness studies abound in the research literature,
so therapists can learn how meditation (Leppma & Young, 2016), counseling supervision
(Meany-Walen et al., 2016), nutrition counseling (McMahon et al., 2016), and counseling in
geriatrics (Fullen, 2016) affect therapeutic outcomes. What these articles have in common is that
the researchers used questionnaires to define wellness subjectively as a feeling reported by
participants (Fullen, 2016; Meany-Walen et al., 2016). However, counseling relationship is more
difficult to operationalize, as psychological precedents show that it has undergone multiple
revisions over the decades (Gelso & Carter, 1985). Fullen (2019) would later revisit the topic of
wellness in a report about the development of an objective definition of wellness for older adults.
In the meanwhile, professional counselors continue using counseling techniques and
skills that reflect other professions’ evidence-based paradigms because otherwise they cannot
meet professional counseling’s ethical imperative to “use techniques/procedures/modalities that
are grounded in theory/and/or have an empirical or scientific foundation” (ACA, 2014, p. 10).

105
Myers and Sweeney (2008), who saw wellness studies as the empirical foundation for
professional counseling’s scope of practice, proposed that such studies showed the scientific
basis of professional counseling. In the introduction to their article, they said that “wellness
conceptualized as the paradigm for counseling provides strength-based strategies for assessing
clients, conceptualizing issues developmentally, and planning interventions to remediate
dysfunction and optimize growth” (Myers & Sweeney, 2008, p. 482).
The justification for Myers and Sweeney’s (2008) statement came from research studies
with convenience samples using two wellness scales that the authors had developed and
validated in earlier studies but were yet to be tested in clinical studies. Myers and Sweeney’s
(2008) article focused more on showing wellness’s potential to ground professional counseling
than providing the evidence that wellness studies would translate into professional counseling
evidence-based practices. The goals of professional counseling as reported by Myers and
Sweeney (2008) were based on several historical resolutions approved by the profession’s
leadership when they rejected the medical model.
Almost 15 years after Sexton’s (1996) article, 31 professional counseling organizations
adopted a consensus definition of counseling in 2010 (Kaplan & Gladding, 2011) that states that
“counseling is a professional relationship [emphasis added] that empowers diverse individuals,
families, and groups to accomplish mental health, wellness, education, and career goals” (Kaplan
et al., 2014, p. 366). According to King and Stretch (2013), this definition replaced one
generated in 1997 by the ACA governing board (ACA, 1997) which defined counseling as “the
application of mental health, psychological, or human development principles, through cognitive,
affective, behavioral or systemic intervention strategies, that address wellness, personal growth,
or career development as well as pathology” (p. 2). In dismissing the 1997 definition, the
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representatives of the various organizations at the summit maintained a course for professional
counseling that would separate it from the other mental health professions (Kaplan et al., 2014;
King & Stretch, 2013; Myers & Sweeney, 2008). This debate was by no means new, as years
before the 2010 consensus definition, Gelso and Carter (1985) proposed a working definition that
would find common ground between professional counseling and other mental health professions
when it came to defining the counseling relationship.
Paradigm Shift, Counselor Education, and Professional Counseling Identity
The idea that the essence of professional counseling is a professional relationship
certainly was not unique, as other professions and most therapeutic interventions have much to
say about the professional relationship (Gelso & Carter, 1985). However, the adoption of the
consensus definition of counseling in 2010 (Kaplan & Gladding, 2011) revealed a strong
antimedical sentiment throughout the profession. The 2010 definition of professional counseling
presented a change in thinking from the 1997 definition (ACA, 1997) and from the common
ground shared with other mental health professions (Gelso & Carter, 1985). The 2010 definition
rejected words that pathologized clients and that defined a profession by its methods and
interventions (Kaplan et al., 2014; Strong et al., 2017). Ever since then, professional counseling
has identified itself in a manner that includes an intricate relational texture that calls for wellness,
relationships, and development-oriented interventions (Kaplan et al., 2014; Leahy et al., 2016;
Mascari & Webber, 2013; Strong et al., 2017).
Although Myers and Sweeney (2008), writing before 2010, attempted to establish
wellness as the framework for further empirical studies within the professional counseling
identity, their model appears to have peaked. The fact remains that there are few operational
constructs by means of which to compare the effectiveness of a cognitive-behavioral therapy
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intervention delivered by a psychologist (Dent et al., 2018; Dunstan & Tooth, 2012) and one
delivered by a practitioner of professional counseling who uses the principles found in the
consensus definition (Dollarhide & Oliver, 2014; Kaplan et al., 2014). Yet, evidence-based
literature for Christian accommodative therapies and interventions appeared as far back as the
1970s because the beliefs were operationalized and comparative studies conducted (Hathaway,
2009; Worthington et al., 2013). The problem with the philosophical focus, according to Strong
et al. (2017), is that many counseling students carry over into their practice the belief that
differences between the medical model and the relationship model are irreconcilable so that
practitioners in professional counseling feel they must choose between two mutually exclusive
ideologies. Gelso and Carter (1985) predicted these outcomes when they explained that
humanistic-based counseling (i.e., relational) did not look beyond the relationship, and for that
reason,
It has been noted that therapy from a humanistic perspective generally downplays the
role of technique and views the relationship as of central import in and of itself. The
relationship in humanism tends to be seen as the curative element and the therapist’s
primary effort is focused on offering the client a good relationship [emphasis added].
(Gelso & Carter, 1985, p. 218)
Another concern when describing the concept of a counseling relationship is elucidated
by Strong et al. (2017), who pointed out that some forms of therapies such as “systemic,
feminist, or narrative” (p. 164) look for social markers that establish the counseling relationship
while those with a medicalized perspective would look inside the client. They add that in trying
to address social justice concerns and in remaining culturally attuned to the client that the
medical models see the client’s pathology as individual rather connected to the social world
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(Strong et al., 2017). Like Burns and Cruikshanks (2018), they too draw attention to the
challenges posed in interdisciplinary training environments where counselors feel pressured to
align with the other disciplines if they are to meet the institution’s educational and training
requirements for licensure (Strong et al., 2017). Unfortunately, there is no clear-cut definitions of
a counseling relationship within the consensus definition of professional counseling (Kaplan &
Gladding, 2011). Some, like Rayle (2006), borrowed an empirical construct from the socialpsychological discipline (Elliott et al., 2004) to explain the counseling relationship as the
outcome of “mattering to others” (Rayle, 2006, p. 483), which is operationalized (Elliott et al.,
2004) as the client’s need to “feel important and significant to others” (Rayle, 2006, p. 483). Yet,
a review of Elliott et al.’s (2004) work suggests that the measure may be akin to a self-esteem
scale.
One could argue, like Burns and Cruikshanks (2018), that the words found in the
consensus definition carry different connotations for professional counseling than they do for
other mental health professions (see Gelso & Carter, 1985). The consensus definition’s opening
phrase reveals professional counseling’s distinctiveness from other mental professions as a
philosophically based mental health practice (Dollarhide & Oliver, 2014; Kaplan & Gladding,
2011; Woo et al., 2014). In stating that professional “counseling is a professional relationship”
(Kaplan et al., 2014, p. 366), practitioners of professional counseling acquire a unique
perspective of the clients that is not found in other mental health professions (Dollarhide &
Oliver, 2014). As Gelso and Carter (1985) pointed out, the counseling relationship “is
determined by the therapist’s theory of counseling” (p. 160). They explained that the client looks
to the types of therapeutic interventions used by the therapist to determine how they respond, and
in so doing, the client has a voice too in the creation of the relationship (Gelso & Carter, 1985). It
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is impossible to understand the consensus definition’s relationship phrase (Kaplan & Gladding,
2011) without a humanistic perspective because doing so would ignore the historical evolution of
the term (Gelso & Carter, 1985. And to confound the matters, Gelso and Carter (1985) pointed
out that humanist-based counseling can emphasize the relationship’s components, its qualities,
and its deficits, but it cannot “map out the parameters, parts, and so on of the relationship”
(Gelso & Carter, 1985, p. 160).
A review of the professional definitions applicable to the American Psychiatric
Association (2020), the APA (2020), and the National Association of Social Workers (NASW,
n.d.) suggests that none of the three professions places the concept of a professional relationship
within their respective professional framework but leave it among the interventions they use
(Gelso & Carter, 1985). From the very beginning of the unified counseling profession’s history
(Herr, 2004), creating an affirming, empowering, and wellness-oriented counseling approach has
been the profession’s defining pursuit (King & Stretch, 2013). The professional relationship
between the therapist and the client that arises from therapeutic interventions cannot but help to
reflect the application of each profession’s construct within the intervention. In other words,
clinical intervention reflects the counselor’s values and philosophy of practice so that a
counseling relationship presents a different construct in each profession (Gelso & Carter, 1985).
One cannot dismiss the importance of the counseling relationship in professional
counseling, as Kaplan and Gladding (2011) reported that the concept of building relationships
appeared in four of the seven drafts of the definition considered by the delegates. The other
words which frequently appeared were “wellness, empower, professional, [and] lifespan”
(Kaplan & Gladding, 2011, p. 368). They suggested that professional counseling’s identity is
based on ideas that are antithetical to the medical model found in the other professions
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(Dollarhide & Oliver, 2014; Kaplan & Gladding, 2011). First, they (Kaplan & Gladding, 2011)
stated that professional counseling is a professional partnership in which the counselor and the
client work together to achieve the goals that the client has identified. Second, the profession’s
assessment of the client’s problems is non-pathological (Kaplan & Gladding, 2011; Mellin et al.,
2011; Strong et al., 2017). Dollarhide and Oliver (2014) argued that “studies examining
counseling’s professional identity reveal the humanistic underpinnings of the profession and
highlight the ongoing struggle between humanism and neo-medical determinism” (p. 204). They
stated that a humanistic understanding of the
counseling relationship as a central component to successful outcomes. . . .The
importance of building rapport through fostering a noncritical (i.e., nonjudgmental),
congruent, positive (i.e., positive regard) therapeutic environment is crucial to developing
a strong counselor–client relationship (Ivey et al., 2011; Murdock, 2009; Wampold,
2001). Emphasis on the relational components of counseling, rather than on symptomspecific treatment, represents a clear promotion of holistic, and thus humanistic, ways of
helping, regardless of subscribed theoretical orientations. (Dollarhide & Oliver, 2014, p.
213)
Professional counseling’s dilemma with both empirical and humanistic methods is not
unique to the United States, as it appears among Turkish practitioners in professional counseling
too (Owen & Güneri, 2015) as well as among Canadian counselors (Strong et al., 2017). Thus, it
is no surprise that Turkish counselors (Bastemur & Bastemur, 2015) responded to a
questionnaire about the skills that a counselor would need to provide effective and ethical online
counseling services by predominantly referencing concepts related to wellness, empowerment,
and relationships. The Turkish practitioners wanted to figure out how they could embody
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professional counseling’s definition of counseling through a medium that had not been
researched using the profession’s humanistic and philosophical orientation (Bastemur &
Bastemur, 2015). Ironically, the top answer by Turkish counselors as to what skills they believed
were needed to provide effective and ethical online counseling services was technological
competence, and the next two were trustworthiness and nonjudgmental acceptance of others
(Bastemur & Bastemur, 2015). The rest of the answers addressed licensure concerns, clerical
experience, and personal qualities that embody the relational aspects of professional counseling
(Bastemur & Bastemur, 2015; Dollarhide & Oliver, 2014).
Professional Counseling Interventions and Telemental Health
The consensus definition of professional counseling (Kaplan & Gladding, 2011) does not
translate into an empirically based scope of practice that orients the practitioner’s interventions
(Burns & Cruikshanks, 2018) or counselor education. Strong et al. (2017) reported that
traditional counselor education allows for a wide diversity of alternative therapies that usually do
not align with the medical model of therapy. One of the outcomes of such a broad scope of
techniques, skills, and interventions (Elliott et al., 2004; Mellin et al., 2011) is the absence of
empirical constructs that can guide the study of the impact of professional counseling’s
definitions on counseling outcomes. Resolving the conflict, according to Burns and Cruikshanks
(2018), is CACREP’s responsibility, as it was tasked to “improve counselor professional identity
and to alleviate current counseling profession concerns” (p. 42; Mellin et al., 2011; Mascari &
Webber, 2013). The concept of professional counseling identity faces serious challenges
considering the impact that interprofessional collegiality and training has on counseling students,
according to Mellin et al. (2011). Efforts to foster professional counseling identity have primarily
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focused on asserting a philosophical orientation unique to professional counseling. More
specifically,
Several scholars have proposed that counseling can be distinguished from psychology
and social work because of its developmental, prevention, and wellness orientation
toward helping, . . . and, to some extent, this study confirms that many counselors
embrace this professional identity. This was apparent in both how participants defined
themselves and how they distinguished counseling from psychology and social work.
Despite a societal emphasis on intervention over prevention . . . and expressed concerns
within the profession that counselors are not adequately prepared to address more severe
and chronic concerns [emphasis added], . . . it seems that the focus on human
development, prevention, and wellness is an important component of the professional
identity of counselors across specializations. (Mellin et al., 2011, p. 140)
In a postmodern world, philosophical arguments do not require logical or empirical
evidence, but in the modernist world (Magnus, 2015), where other mental health professions
dwell, the absence of scientific evidence is unacceptable (American Psychiatric Association,
2020; APA, 2020; NASW, n.d.). Even so, professionals remain divided between those that look
to maintain the humanistic orientations (Dollarhide & Oliver, 2014; Woo et al., 2014) and those
that do not (Strong et al., 2017). Strong et al. (2017) cited a Canadian counselor educator who
stated that adopting the medical model would allow professional counseling to become equals
with other mental health professions. They (Strong et al., 2017) defined the move away from the
traditional professional counseling identity as,
medicalization [which] refers to an expected use of DSM-5 diagnoses, evidence-based
interventions, and other standardized procedures for treating conditions that in other
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contexts may not be understood and addressed on medical terms (Conrad, 2007). As
some critics have argued (e.g., Conrad, 2007; Eriksen & Kress, 2006; Ferraro, 2016;
Frances, 2013; Moss & Teghtsoonian, 2008; Nylund, 2000; Rapley et al., 2011), a
medicalized orientation to counselling is a growing part of today’s pluralistic landscape
of professional counselling. (Strong et al., 2017, pp. 163–164)
The traditional definition and practice of professional counseling creates a paradox
(Dollarhide & Oliver, 2014), as ethical codes, licensure requirements, and third-party billing
thrust a philosophically oriented profession into the empirical and pathological approach to
therapy if it is to bill third-party payers (Stein & Rosmoser, 2018; Strong et al., 2017). This dual
approach creates a discrepancy which will persist until the philosophy of professional counseling
is operationalized or the profession adopts the medical model. Fong (1998) recognized the
challenges to the profession posed by a nonscientific philosophy as he described his first day as a
student in counselor education. He reported that it started in a room where there were large
pillows arranged in a circle and the instructor expected him and the other students to master the
emotional aspects of counseling through an immersive experience (Fong, 1998). Based on that
experience, he wrote,
The link between the counselor educator’s underlying assumptions and a theory or
theories of learning and the recommended learning outcomes and methods must be clear
for counselor education pedagogy to evolve beyond what I would call “the hit-or-miss”
approach to our teaching. (Fong, 1998, p. 107)
Even though professional counseling identity is not defined by the interventions that it
uses, there is little doubt that the identity concept drives the practitioner’s choice of interventions
(Fong, 1998). The goals and values that drive the profession’s partnership with clients require an
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empirical foundation if the therapists are to account for how they help the clients reach their
individual goals (Burns & Cruikshanks, 2018; Dollarhide & Oliver, 2014; Kaplan & Gladding,
2011; Mellin et al., 2011). The reality is that practitioners in professional counseling must use
those evidence-based interventions (ACA, 2014) if there is to be competent and ethical care
(Generali et al., 2013; Morrow et al., 2017), but in so doing, they stray from the profession’s
identity. When the Turkish practitioners in professional counseling answered their survey about
online counseling, they succinctly recognized the need to translate the profession’s humanistic
philosophy into actionable online interventions (Bastemur & Bastemur, 2015).
Counselor Education and Science
Generali et al. (2013), after affirming the need for evidence-based interventions in
professional counseling, questioned the validity of any counselor education program that
excludes them. Their twofold goal was for counselor education programs to “help practitioners
address issues of treatment selection, ethical practice and application issues with a scientific
influence” (Generali et al., 2013, p. 2) so that practitioners can remain faithful to professional
counseling’s principles. What they (Generali et al., 2013) asked for may require professional
counseling to seek answers outside the profession, as there appears to be a logical fallacy that
created a false dilemma between empirical studies and the humanistic understanding of the
counseling relationship (Barrio Minton & Hightower, 2019; Barrio Minton et al., 2014, 2018).
Past researchers did not ignore the paradox. Smith (2004) recognized the importance of
evidence-based practice in professional counseling when he wrote that
the most significant area to be tackled for the survival of our profession is that of
outcomes research. In point of fact, there is a dearth of outcomes-based research on the
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efficacy of what it is that we as professional counselors do with our clients. (Smith, 2004,
pp. 10–11)
How Canadian students in counselor education view the “status quo—as evidenced by
curricular documents, textbooks, the professional research literature, and current regulatory
practices—suggests that a pluralistic approach is still the most prevalent” (Strong et al., 2017, p.
164), which means the nonmedical model, according to the Strong et al. (2017). As difficult as it
has been for in-person professional counseling to define how professional identity informs
evidence-based practice, it is even more difficult to address those issues when it comes to TMH.
How do practitioners in professional counseling identify, acquire, and develop their distance
counseling skills? This section addressed the challenges that practitioners in professional
counseling face when providing evidence-based clinical services, while the next section explores
how counselor education prepares students for TMH.
Counselor Education and Technology
Teufel-Prida et al. (2018) reported “there is a shortage of counselors who utilize
technology as part of their counseling practice” (p. 134) even though they recognized that every
professional association allied with professional counseling supports its use and provides ethical
guidance on its use. Wehrman (2004) reported that in a survey of 178 CACREP accredited
institutions, over 50% reported providing training for TMH, but most of the training was on
ethical concepts related to distance counseling. Today, there is scant data on how many centers
provide such training. Like Wehrman (2004), Teufel-Prida et al. (2018) also pointed out that
competency for distance counseling requires not only ethical codes and clinical expertise but the
use of technology too. The literature they (Teufel-Prida et al., 2018) cited as guiding the practice
of distance counseling in any of its modes (e.g., telephone, texts, emails, etc.) harkens to the
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2007 ACES Principles and Standards (Jencius et al., 2007) and the NBCC Policy Regarding the
Provision of Distance Professional Services (NBCC, 2012). The NBCC (2012) policy still
reflects current standards for the practice of TMH so that anyone who reads them will have an
overview of the basic requirements. However, the site does not expound them and instead invites
the counselor to enroll in the organization’s online TMH certification program (NBCC, n.d.).
The problem with using continuing education programs and certifications to train counselors in
new practices is that they might leave the counselor exposed to claims that they were not
properly trained to conduct TMH (Ashby, 2018).
Details on the course of instruction are not readily available as the inquirer must sign up
before receiving information about it (NBCC, n.d.), so it is impossible to evaluate the program.
Without access to the site, one has to wonder if Teufel-Prida et al.’s (2018) words that standards
for professional counseling in TMH remain anchored in acquiring proficiency in technology still
hold. The various professional organizations emphasize the technological aspects in their codes
of ethic when it comes to TMH (ACA, 2014; NBCC, 2016). Professional counseling has no
educational documents comparable to that of the IFTBHC (Maheu et al., 2020), which in
addition to describing the technical requirements of TMH, outlines the adaptation of clinical
competencies such as assessment, evaluation, care, and culture to TMH.
Given the literature reviewed, there is no doubt that professional counseling depends on
other professions to provide its members with the evidence-based resources to achieve technical
and clinical parity in TMH. Like the proverbial cuckoo-finch that lays its eggs in other birds’
nest to avoid the tasks of hatching and feeding hatchlings (Barber, 2013), one could say that
when it comes to TMH, professional counseling depends on other professions to provide
counselors with the training and the nurturing required for them to deliver TMH. Training
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practitioners of professional counseling how to address the technical and clinical aspects of TMH
occurs after graduation from the counselor education program (Kozlowski & Holmes, 2017). An
article that appeared in Vistas (Dawson et al., 2011) suggests that it is possible to remedy this
situation by tasking the clinical supervisor with teaching the skills necessary for TMH during the
counseling student’s practicum and internship.
Acknowledging the profession’s ethical guidance, the technological concerns, the need
for ethical and competent clinical practice, and the need for practitioners of professional
counseling to know how to provide distance counseling, Dawson et al. (2011) proposed that a
supervisor using a supervision model such as Bernard’s discrimination model of counselor
supervision could help the counseling student acquire the necessary competencies to provide
distance counseling. And, like others who have provided advice on distance counseling, they
closed their paper with the following guidance: “Counselors considering the practice of TADC
and TADCS need to familiarize themselves with modalities and technologies [emphasis added]
commonly utilized” (Dawson et al., 2011, p. 5). The issues of professional counseling evidencebased practice and technological expertise surface in the article, but the authors do not specify
how the students or the supervisor would acquire either (Dawson et al., 2011). If professional
counseling identity calls for practitioners of professional counseling to be cognizant of the
profession’s values and principles (CACREP, 2015), then it would follow that these practitioners
follow through with research of their own so counselor education aligns with the technology
competence standards.
Technology Competence Standards
Of the eight technology standards outlined in the CACREP (2015) standards, there are
two (Section 2.F.1.j & Section 2.F.5.e) that stand out because they indirectly address
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technology’s ethical impact both on the profession and on the counseling process (Kozlowski &
Holmes, 2018). The structure and content of the CACREP (2015) standards are driven by market
forces (Barrio Minton et al., 2018) and are a necessity to unify the specialties that constitute
professional counseling (Smith, 2004). The way the standards are implemented is left to the
counselor educator, who must decide how to teach them (Wilkinson & Reinhardt, 2015). The
other six standards address multicultural issues, career counseling, assistive technology,
assessments using technology, and supervision in doctoral studies (CACREP, 2015). If a
counseling student wants to explore TMH as a career option, he or she would have to wait until
later in their career so they can then enroll in a TMH course (Ashby, 2018; Gilbertson, 2019;
Maheu, 2019; Moselle, 2020).
Cooper et al. (2019) recommended that psychologists wishing to engage in
telepsychology gain training beyond that required for licensure in areas unique to TMH to
include technology and in supervision. Their concern is that once the psychologist enters the
field of distance counseling that skills that were adequate for in-person sessions may not be well
received by the distant client, and that linguistic and cultural differences may impede the
competent delivery of services (Cooper et al., 2019). Their arguments center on the need for the
psychologist to understand technology well enough to ensure confidentiality and privacy online,
to assist the client with technical problems, and to modify clinical interventions to ensure best
practices for the medium (Cooper et al., 2019). These arguments fall within the mainstream of
the knowledge base for best practices, which has evolved around TMH, and, according to
Cooper et al. (2019, “technology competence can be quite formidable in that clinicians are
expected to have a level of knowledge higher than required to merely use technology” (p. 1083).
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Pawlowski (2019) reiterated the above caution as he warned therapists that TMH has
serious drawbacks because of its technological medium that requires special training and
supervision before the therapist is ready to provide those services. Pawlowski (2019) listed 10
objections to TMH, among which he described how the challenges associated with determining
risks and ways for counselors to intervene in emergencies when the client is not in the office. He
went on to challenge the viability of performing an assessment that would identify the client’s
homicidal or suicidal risks as well as the counselor’s inability to determine if the client’s
presentation online is an accurate representation of the real-life person. He also criticized the
therapist’s inability to create a relationship with the client or even to correctly identify the
individual in order to avoid an imposter using this medium (Pawlowski, 2019). Being doubtful of
the medium’s ability to facilitate a therapeutic alliance between the client and the counselor, he
Pawlowski (2019) then questioned how counselors would remain attuned to clients they disliked.
However, one is not certain if he was talking about TMH as defined in this paper or as a broader
type of distance counseling that involves texting, chat message, or emails. Either way,
Pawlowski (2019) expressed concern that technology poses too many barriers for the execution
of an ethical and competent counseling relationship.
It can be argued that at least two of the CACREP standards (CACREP, 2015, Section
2.F.1.j & Section 2.F.5.e) imply that therapists must acquire technological skills in addition to
clinical skills to adapt the techniques, skills, and interventions to TMH. Although Cooper et al.
(2019) wrote for psychologists, it is necessary to recognize that their advice to develop clinical
skills is applicable to practitioners in professional counseling too. How else would therapists
learn to implement the ethical standards found in Section H of the 2014 ACA Code of Ethics
(ACA, 2014)? According to Kozlowski and Holmes (2017), the solution is postgraduate
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certification coursework that in most cases does not provide the supervision that is necessary to
ensure ethical and competent TMH professional counseling.
Counselor Education in Telemental Health
When it comes to counselor education in TMH, six areas are addressed in the 2014 ACA
Code of Ethics (Section H) along the educational cycle: (a) technology, (b) ethics in TMH, (c)
statutes related to TMH, d) clinical practice, (e) professional identity, and (f) how and when to
provide the education for TMH. These topics are not unique to professional counseling as
evidenced by the interprofessional framework for training mental health professionals (Maheu et
al., 2020) and the telehealth guidance provided by other mental health professions (American
Psychiatric Association, 2020; APA, 2013; NASW, 2017). Of concern to practitioners of
professional counseling is how and where to obtain the necessary training and supervision to
ensure the competent and ethical practice of TMH. As documented by Wehrman (2004), these
concerns are not new. The argument whether online TMH certification and orientation courses
suffice (Ashby, 2018; Gilbertson, 2019; Maheu, 2019; Moselle, 2020; NBCC, n.d.). There are
those who call for TMH to become a new subspecialty within the CACREP (2015) standards.
However, according to Swank and Houseknecht (2019), the preceding question is moot because
in most instances, the practice competencies are defined by the ACA Code of Ethics (ACA,
2014) even though CACREP (2015) focuses on the academic underpinnings.
Iarussi et al. (2013) reported that it took over 30 years for counselor educators to include
“alcohol and drug abuse training in the professional counseling curriculum” (p. 99). More
recently, the ACA avoided controversy by not modifying the counselor education competency
standards to include technology standards (CACREP, 2015). Instead, it addressed the technology
issues in Section H: Distance Counseling, Technology and Social Media (ACA, 2014). In so
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doing, the ACA avoided contentious arguments among the different divisions that constitute the
organization. Unlike the adoption of separate tracks for assessing and treating substance abuse
(CACREP, 2009), which happened after a prolonged period of professional discussion (Iarussi et
al., 2013) the ACA resolved the problem at the professional practice level. However, unlike the
outcomes of the 2009 substance abuse track, which according to the authors Iarussi et al. (2013)
resulted in an increased presence by members of the counseling professions in the addiction
counseling specialties, moving the training to the practice level has resulted in no discernable
change in counselor participation in TMH until the start of the COVID-19 pandemic. Paterson et
al. (2019) discovered in a survey of counselor education students that the students’ willingness to
engage in TMH was directly related to the training, supervision, and practice they received while
attending school, as the relative safety of an educational environment allowed them to explore
the practice without fear of legal or ethical repercussions.
Paterson et al.’s (2019) observations are important considering that according to Barrio
Minton et al. (2018), the goal of the CACREP (2015) competence standards was to meet
“workplace demands for entry-level counselors and doctoral-level counselor educators and
supervisors” (p. 227). They reported that from 2011 to 2015, the profession’s andragogical
concerns, as evidenced in the literature, focused on educational techniques, social justice and
diversity, clinical mental health, and school counseling (Barrio Minton et al., 2018). Swank and
Houseknecht (2019) indirectly corroborated the counselor educators’ focus on academics as they
reported that professors spent more time teaching than doing research or service. Given the
diverse counseling specialties CACREP (2015) covers under one umbrella, it is almost a miracle
it does it so well (Sweeney, 1992), and one has to understand that it does not exercise any
authority over the research topics chosen by counselor educators.
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The composition of the CACREP (2015) standards reflects a long history of political and
historical compromises that have helped to keep the profession unified (Cannon & Cooper, 2010;
Sweeney, 1992). Although CACREP has established numerous processes to assess and evaluate
the quality of the counselor education programs (Swank & Lambie, 2012) there is no easy path
to incorporate changes as program evaluation assesses what has been done and not what needs to
be done (see CACREP, 2015), which is better addressed by the ACA as a professional practice
(Swank & Houseknecht, 2019). According to Barrio Minton et al. (2018), Chow (2019), and
Quinn (2001), counselor educators remain preoccupied with mastering technological innovations
in andragogy because of increased availability of online learning opportunities for practitioners
of professional counseling. Yet, Carlisle et al. (2017) lamented that while “the number of
research articles published in peer-reviewed journals on educational technology has grown
exponentially in recent years (Hsu et al., 2013), within the field of counselor education published
studies are sparse,” (p. 33) even though counselor educators are avid adopters of the technology.
One comment by Carlisle et al. (2017) can be easily missed by the unwary reader, which
is that distance supervision requires the same technical expertise as that recommended for
distance counseling, to include TMH. Carlisle et al. (2017) reported Rousmaniere and RenfoMichel’s (2016) statement that “distance supervision also holds a number of challenges relevant
to the security of information and the protection of confidentiality” (p. 34). They cited the state’s
right to impose technological standards and the three federal acts that affect the practice of
distance supervision just like they do TMH: HIPAA, the HITECH Act, and Health Information
Technology Standards (Carlisle et al., 2017). According to Ashby (2018), knowledge of the
technological standards is an insufficient safeguard because the technology changes much more
rapidly than the ethical and legal codes. He (Ashby, 2018) advises that practitioners attend
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continuing education workshops that address technology in therapy to remain technologically
current, but not to use them as a means to gain expertise or competence. But what do counseling
students do? The bottom line is that
Graduate health profession programs have latitude in how to comply with educational
accreditation standards when it comes to teaching students about professional uses of
technology. In many graduate programs, this results in students graduating with little or
no exposure to professional uses of technology or TBH [emphasis added]. Telehealth
and TBH will be a larger part of future health-care services, and new professionals need
to obtain basic education and training in the use of technology and TBH. It therefore
ought to be included in graduate program curriculums and clinical experiences. (Drude,
2020, p. 3)
Attitudes About Telemental Health
Zeren (2014) reported that a qualitative study on online counseling with counseling
students (N = 7) using typing technology showed that not only were clients and student
counselors satisfied with the process, but both groups expressed satisfaction with the absence of
visual and verbal cues. Zeren (2014) reported that visual and audio anonymity proved to be
beneficial to those clients who did not wish to attend a regular session even though in some cases
it detracted from the counseling relationship as it delayed the building of the therapeutic alliance.
The students discovered that even though the sessions were devoid of video and audio contact,
that the anonymity made them feel better about themselves at the end of the sessions despite not
being able to assess the effectiveness of the interventions (Zeren, 2014). In a later study, Zeren
(2016) stated that there were no differences in client satisfaction between in-person and online
sessions. This phenomenon (Zeren, 2014, 2016) has been reported in previous studies, as
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individuals using online and videoconferencing (TMH) counseling services feel safe to disclose
information that otherwise they would not (Cook & Doyle, 2002; Sampson et al., 1997). What
makes this report different is that counseling students felt less stressed when they did not see the
clients’ faces or hear their voices (Zeren, 2014, 2016).
Mental health practitioners across all professions share similar concerns about distance
counseling (Finn, 2002). It believed that early exposure to distance counseling and TMH during
an individual’s counselor education helps to resolve reservations about the medium and the use
of technology (Connolly et al., 2020; Kozlowski & Holmes, 2017; Paterson et al., 2019). An
unexpected outcome of the literature review conducted for this paper was a discovery that
suggests that practitioners in professional counseling are at no technical or clinical disadvantage
when it comes to the practice of TMH compared to individuals in the other mental health
professions (Cooper et al., 2019; Cowan et al., 2019; Magnavita, 2018). It seems that TMH is
viewed as practice-level certification rather than a specialty within the counseling professions
(Lau et al., 2013).
Telemental Health Training: A Perspective on the Future
There was no indication on January 1, 2020, that the world would experience a pandemic
that would change the way that the world did business, rules for social interaction, and the
practice of professional counseling. Until the first quarter of 2020, the practice of TMH was
sidelined as a curious but helpful means to reach clients who resided in remote locations or who
for whatever reason could not make it to a therapist’s office. Sometime in April of 2020, distance
counseling went mainstream as the country went into an almost total shutdown when state
governors and local authorities directed people to stay home to avoid the spread of COVID-19.
Many licensed professional counselors were faced with a dilemma as they had to choose between
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shutting down their office, continuing to practice as usual and mitigating for risks, or switching
to TMH services. The practice of professional counseling quickly adapted to the new
environment, and TMH became the primary mode for many therapists to continue providing
therapy.
The need for training in TMH became readily apparent as the ACA, the NBCC, and other
professional organizations for allied mental health professions responded by sponsoring a variety
of online (both synchronous and asynchronous) training events for their members. Most
practitioners who have transitioned to TMH services might not have contemplated the practice
until recently, and with the phasing out of the stay-at-home orders, many offices are starting to
reopen. The return to normalcy raises questions of whether distance counseling will remain an
ongoing mode of therapy for individuals and groups throughout the country. Thus, the
conundrum: Does education in distance counseling for the average counselor matter beyond the
COVID-19 crisis?
The answer, according to Klements et al. (2020), is an unequivocal “it will be around for
a long time” (n.p.). These (Klements et al., 2020) industry experts reported that a post-COVID19 interdisciplinary survey of behavioral health providers showed that age was a determining
participation factor for both providers and clients and that reimbursement was an incentive for
most providers. They reported that older clients and providers expected a return to the preCOVID-19 practices, while younger individuals praised the use of TMH (Klements et al., 2020).
Achieving payment parity with in-person services has traditionally been a drawback for many
professionals (Baker & Bufka, 2011), as not all insurance companies pay for these services at a
rate equal to that for in-office treatments, and Medicare, which is federally operated, has been
slow to adopt pay parity for online services (Stein & Rosmoser, 2018). Likewise, these industry
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experts reported that respondents were equally split in sentiment on how TMH would affect
workflows, supervision, training, and collegiality (Klements et al., 2020).
Looking back to the period in which professional counseling debated the merits of
including substance abuse education (Iarussi et al., 2013) within the CACREP (2009)
competency standards, one may find that future generations of therapists will see this period as
establishing the arrival of TMH as a specialty within professional counseling. However, there is
still much research to be done on whether professional counseling can reconcile its values with
the use of technology. In other words, will technology allow the therapist to provide the same
quality relationship in TMH as in in-person sessions? The answer will be forthcoming, as more
practitioners of professional counseling consider TMH as a response not only to COVID-19 but
to changing client preferences (Klements et al., 2020). In the meantime, the question of
professional training at the institutional level remains open.
Research Purpose
Until mandatory business closures and the implementation of social distancing rules
because of the COVID-19 pandemic in 2020, the notion that TMH-based therapy would go
mainstream was preposterous. Although long before the pandemic there were those professional
counselors who saw its benefits, the practice was limited primarily to clients who lived in remote
rural areas, who wished to avoid public exposure, and who were diagnosed with disorders that
were considered appropriate for TMH such as anxiety. Thus, formal education on TMH has been
nonexistent in most programs, as conventional wisdom theorized that those individuals who
wished to engage in it could become ethical and competent practitioners of TMH by attending
continuing education seminars or enrolling in online certification programs after graduation. The
COVID-19 pandemic created a unique situation where countless practitioners in professional
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counseling who had previously eschewed TMH turned to it to continue their practice during the
pandemic. Researching the BOA of these therapists and counseling students about their readiness
to provide TMH offers an unparalleled opportunity to explore how professional counselor
education and supervision has addressed the educational and experiential requirements for
distance counseling (Cipolletta & Mocellin, 2018). Cipolletta and Mocellin (2018) reported that
in a study of Italian psychologists they found that a therapist’s attitude toward TMH was
determined by his or her “preferences and opinions about online modalities, or they may be
influenced by other factors such as demographic variables and the theoretical orientation of the
practitioners, prior knowledge, experience, and comfort with technology” (p. 911). The purpose
of this study, therefore, is to identify how professional counselor education provides the
background in clinical, technological, ethical, statutory, and training factors that influence a
counselor to provide TMH.
Chapter Summary
Professional, educational, and credentialing organizations within professional counseling
responded to the emergence of distance counseling services as soon as the technology made the
delivery of such services feasible. Starting in the late 1990s, the ACA, the NBCC, and ACES
provided ethical guidance for the use of technology in counseling to guide the work of those
practitioners of professional counseling who wished to provide TMH. Based on the telemedicine
and telepsychiatry models, the initial guidance specified standards of practice that established an
inextricable bond between the ethical practice of TMH and the technology that streamed the
session. As videoconferencing and internet technology became affordable, the therapists rushing
to provide online services did so with very little concern for how the technology affected the
client-therapist relationship and with even less training on the perils of TMH. This provided
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professional counseling’s ethical impetus to ensure that the use of technology did not violate any
of the client’s rights by allowing therapists to provide subpar services. Unfortunately, the legacy
from decades-old studies in TMH carried over the idea that therapists were responsible for
establishing, maintaining, and repairing the entire range of technology used to communicate with
the client, and the federal government concurred through HIPAA (1996) and the HITECH Act
(2009). Before long, the therapist hoping to provide TMH was responsible for ensuring that
service providers, software developers, internet services, and computers adhered to the latest
industry standards to guarantee the client’s privacy. Hiring a consulting firm would not relieve
the counselor from such responsibility.
In essence, the ethical codes that evolved from these early years are not much different
than those that apply to in-person counseling services, but in adding the need to be
knowledgeable enough to regulate and manage the technology, it added a new layer of practice
that is alien to most practitioners in professional counseling. In an area that is driven primarily by
case law (Ashby, 2018), TMH became a gray zone where counselors could easily be subject to
lawsuits and dismissal from the profession. Many states responded to TMH by adding
amendments to their existing statutes and rules of practice for professional counselors while
other states passed very specific laws that regulated the type of distance services (i.e.,
asynchronous or synchronous) and whether telephone or video would be used within the state’s
jurisdiction. This patchwork of laws created confusion, and the hope that therapists would be
able to practice across state lines via TMH was soon dashed. Federal, state, and professional
guidance created a morass of conflicting policies that were best ignored unless the therapist had a
pressing need to engage in TMH.
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Another carryover from pre-internet days was the concept of evidence-based practice,
which started to dominate therapeutic practices at the start of the first century. Professional
counseling was going through its merger pains as the American Personnel and Guidance
Association and the American Association for Counseling and Development coalesced to create
the ACA (Herr, 2004). One of the issues that arose was that of professional counseling identity,
which was resolved through a focus on the values, attributes, beliefs, and practices that set it
apart from other mental health professions (Burns & Cruikshanks, 2018). In adopting a
humanistic and philosophical identity, the professional counseling identity dissociated from the
medical model. As third-party payers pushed mental health providers toward the medical model
under the threat of withholding payments, the profession’s identity was challenged. The issue the
profession needed to address was how a nonmedical approach to counseling could provide
results that reflected the profession’s values. Although some strides were made for in-person
counseling, there were no such studies that would support TMH. As Strong et al. (2017)
reported, counselor education students felt that they were torn between two contradictory
philosophies.
Finally, there has not been any requirement (e.g., CACREP) for formal education
directed at teaching practitioners of professional counseling the knowledge, skills, technology,
and ethics necessary to provide ethical and competent services in TMH. The profession’s
educational response was to encourage therapists to enroll in postgraduate studies that would
address the basic standards of practice for TMH. Likewise, the training institutions did not feel
pressured to add another course that likely would suffer perennially from low enrollment. Had it
not been for the closure of businesses and counseling centers in response to the COVID-19
pandemic, the topic of TMH would have remained on the sidelines. However, after months of
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social distancing and stay-at-home rules, the practice entered mainstream, and experts believe
that it will become almost as common as in-person counseling (Klements et al., 2020). If this is
to be so, then it would behoove the profession to identify barriers that stand in the way of
developing a TMH culture among practitioners of professional counseling.
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CHAPTER THREE: METHODS
Chapter Three restates the research’s purpose and discusses the research design, research
procedures, and data processing and analysis and closes with a chapter summary. The purpose of
the study is to explore whether two of CACREP’s (2015) technological standards influence an
individual’s BOA about TMH. The CACREP technological Standards 2.F.1.j. and 2.F.5.e. call
for practitioners of professional counseling to have knowledge of how technology influences the
process and practice of professional counseling. One approach to assess the standards’ influence
on the adoption of TMH is to measure the BOA that reflect the practitioners’ understanding of
TMH services (Bennett et al., 2011). Extant research suggests that individuals with an affinity
for technology and those who experienced training in distance counseling while enrolled in a
counselor education program are more inclined to adopt TMH (Chow, 2019; Paterson et al.,
2019). However, there is no research exploring whether the CACREP (2015) standards
influenced the decision to engage in TMH.
It is possible that the COVID-19 pandemic changed the landscape of TMH by forcing
many practitioners of professional counseling to engage in TMH as a practical adaptation. It is
possible that some of the counselors who adopted TMH during the pandemic (Bray, 2020) may
respond in light of their current experience and that their responses would reflect contextual bias.
On the other hand, there are practitioners of professional counseling who report that the current
TMH environment has made them hesitant to use it in the future (see Bray, 2020). The survey
controlled for this bias by asking individuals to identify whether they started providing TMH
before or during the pandemic and if they planned to continue providing such services once it
safe for in-person counseling. These questions helped to identify the presence of such bias.
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Restatement of the Research’s Purpose
There are no published reports describing whether CACREP’s (2015) technological
competencies influence an individual to adopt TMH in light of their professional identity,
clinical practice, ethical and statutory constructs, education, and technological affinity. Although
the literature on TMH reports that ethical and statutory standards are more restrictive for TMH
than for in-person counseling, there are no studies examining the extent to which practitioners
and students concur with these statements (Bray, 2020; Wilkerson et al., 2020). Likewise, there
are reports suggesting that some practitioners of professional counseling and counseling students
may perceive TMH as incompatible with the profession’s values (see Strong et al., 2017). Thus,
a need exists to explore how professional counselors and counseling students perceive the effects
of the technological standards on their BOA on TMH in light of experiences with counselor
education, technological affinity, professional identity, clinical practice, and ethical and statutory
constructs.
As stated in Chapter One and Chapter Two, the purpose of the research is to identify the
influence of two of the CACREP (2015) counselor education technology standards on the
individual’s decision to engage in TMH. Previous research reports that a counselor’s
technological affinity and exposure to TMH during a counselor education program engender
attitudes friendly to TMH (Chow, 2019; Paterson et al., 2019). However, there is no study that
addresses how these positive attitudes are translated into a decision to practice TMH (Bain,
1930; Hinckley, 1963; McNemar, 1946). It is plausible that factors such as pay parity and
interstate licensure may affect a person’s decision to adopt TMH, but they are not considered
determining factors in the current environment (Maurya et al., 2020).
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In using the individual’s BOA to assess how the two CACREP (2015) technology
competency standards influence a decision about TMH services, it is worth noting that the term
attitude is a noun that carries numerous connotations in vernacular English as well as in the
psychological sciences (Bain, 1930). In this study, the term attitude refers to what Bain (1930)
defines as a person’s inclination to follow through on a behavior. Likewise, Bain (1930) pointed
out that beliefs, attitudes, and opinions are synonymous terms within social psychology and
sociology, as they usually refer to a verbal assent rather than a measurable action. Thus, by
studying the influence of two CACREP technology standards, the survey measured behaviors
indirectly by asking the respondents to disclose their current BOA rather than to specify actions
that they may take (Bain, 1930).
Given that during the pandemic many counselors have adopted TMH (Lyford, 2020),
their responses may reflect BOA informed by their current experiences. The adoption of TMH
may have been due to practical considerations (see Chow, 2019), and therefore the decision
process may have bypassed the hypothesized factors. Prior to the COVID-19 pandemic, Paterson
et al. (2019) recommended that counselor education programs provide students with theoretical
and hands-on exposure to distance counseling. They reported that most counselors who adopted
TMH practice did so after completing their formal education in professional counseling rather
than as a developmental outcome of education (Paterson et al., 2019). Chow (2019) reported that
utilitarian considerations and technological affinity drive a practitioner of professional
counseling to adopt TMH. Given that most practitioners who adopt TMH after graduation from a
professional counselor education program do so to meet practical needs, there is no evidence in
the literature to suggest that the CACREP technology standards contributed to the individual’s
decision. Likewise, many counselors who have adopted TMH during the pandemic did so as a
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means to preserve their practice rather than because they were convinced by the merits of TMH
(see Bray, 2020).
Very little is known about how pre-COVID-19 BOA affected a counselor’s decision on
the adoption of TMH or how they intersected with their formal counselor education. However,
social distancing practices forced many counselors to close their in-person counseling practice
only to reopen as TMH (Bray, 2020). The adoption of TMH by a large number of counselors
raised awareness within the profession of the practice that without the COVID-19 pandemic
would not have influenced responses to the survey. There is even less information about how the
current experience has influenced the counselors’ BOA on the matter of TMH in a postpandemic world. The literature review has identified various knowledge gaps on how counselor
education and training influences counselors to adopt TMH, and recent world events may have
affected those individuals’ BOA about TMH. Thus, as this study seeks answers for two research
questions that inquire whether the CACREP technology competencies have an impact on the
process of counseling and the counseling profession (CACREP, 2015), it does so under
awareness of possible participant effect creating unintended bias (Kaufman & Kaufman, 2005).
The following section describes the research design created to find answers to the two research
questions.
Research Design
The research design calls for a nonexperimental cross-sectional correlational study using
a survey (Dillman et al., 2009; Vogt et al., 2012) to identify the participants’ BOA on the use of
TMH in professional counseling. The literature review suggests that answers for the two research
questions can be found by exploring how four predictor variables influence a decision to adopt
TMH (i.e., outcome variable). The four predictor variables are (a) professional identity and
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clinical factors, (b) technological affinity, (c) ethical considerations, and (d) educational
background. The outcome variable is built around Bain’s (1930) theoretical construct that BOAs
reflect intent rather than commitment to action. Thus, the predictor variables are best described
as an informed intent to adopt TMH. Each of the research questions gave rise to the hypotheses
that allowed for the operationalization of the two CACREP (2015) standards by means of
statements that reflect the individual’s BOA about TMH. However, the COVID-19 pandemic
may have an undetermined effect on responses given to questions within each of the four
predictor variables (see Appendix J). A survey is an appropriate means for conducting the
research (Bennett et al., 2011).
The survey was administered online to participants who identified themselves as either
counseling students or licensed mental health practitioners. The same set of participants provided
the data for survey validation and reliability analysis as well as for inferential statistics. The
estimated sample size to achieve a power of 0.8 with a p = 0.9 was 384 participants. The
justification for this number is provided later in the chapter. All statistical analysis followed the
conceptual guidelines for normal distribution as described by Vogt et al. (2014) and Warner
(2013).
Survey’s Design
The outcome variable consists of five items that reflect personal intents about TMH.
These statements are worded so that they represent an inaccurate concept about TMH.
Agreement with any statement suggests that the respondent has poor cognizance of factors
associated with TMH, while disagreement would suggest more awareness. This procedure
provides an indirect means to assess how the client’s knowledge (e.g., CACREP technology
standards) influences their BOA about TMH. The relationship between an individual’s belief
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(i.e., predictor variable) would reflect in the way they report that they intend to act. In addition to
answering the two research questions, the survey’s descriptive statistical analysis identifies
response patterns that may provide answers to the following issues that are implied in the two
research questions.


Are there differences in BOA between age groups?



Are there differences in BOA between individuals who adopted TMH before the
pandemic and those who adopted it during the pandemic?



Are there differences in BOA between individuals who have not adopted TMH and
the other groups?



Does licensure status affect the participants’ responses?

Bennett et al. (2011) stated that surveys are more useful when the researcher uses
“constructs that require individual self-report about beliefs, knowledge, attitudes, opinions or
satisfaction” (Bennett et al., p. 2) rather than responses to theoretical premises. Two previous
studies used a similar technique to assess the BOA of counselor education program directors
(Wehrman, 2004) and social work students as they pertain to TMH practice (Finn, 2002). The
earlier study (Finn, 2002) explored the BOA of students enrolled in a social work training
program on the validity of internet-based counseling (i.e., distance counseling) in light of their
professional identity. Wehrman (2004) asked department heads at 89 CACREP-accredited
programs to provide information about the training in distance counseling skills at their
respective institutions.
Those researchers developed their respective surveys from the information they found in
the extant literature on TMH, although Wehrman (2004) reported borrowing from Finn’s (2002)
survey. In both studies, the surveys used Cronbach’s alpha for internal validation although
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neither survey underwent an exploratory or confirmatory factor analysis validation. A
comparison of Wehrman’s (2004) and Finn’s (2002) survey questions shows that themes overlap
with the current survey. The current survey was developed independently of any other research,
and topics mentioned in the literature as essential for the practice of TMH were used to generate
its questions. Several weeks after drafting this study’s survey, this researcher came across the
work of Finn (2002) and Wehrman (2004). The ensuing comparison did not result in any changes
to the current survey, but it affirmed that the survey’s structure contains the topics associated
with TMH BOA. In addition, at least one of the two earlier surveys asked questions about
working with specific technological tools, while the current survey focuses on the individual’s
BOA.
Selection of Participants
A convenience sample of participants was recruited via messages posted on websites
such as the Call for Study Participants of the ACA, emails sent by the Licensed Professional
Counseling Association of Georgia to its members, messages posted on CESNET-L, emails sent
by various state-level professional counseling associations, and requests made to students and
faculty at the Liberty University’s online School of Behavioral Sciences. Invitations were sent in
various iterations to maximize participation from each community.
Student participants were required to be enrolled in a CACREP-accredited or similarly
accredited master’s or doctoral level counselor education program at the time of the survey.
Professional mental health counselors needed to have an active license and be engaged in clinical
counseling. All participants were at least 18 years old. Recent graduates and those individuals
applying for licensure were counted as students given their lack of professional experience.
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The study excluded professional counselors who practice outside the field of clinical
mental health counseling. However, counselor education students were permitted to participate
regardless of current experience or licensure status. The survey was open to licensed mental
health professional counselors and to marriage and family counselors. All respondents resided in
the United States or its territories at the time of taking the survey in order to ensure a single
sample population.
Ethical Considerations
Participant recruitment and administration of the survey started after approval was
received from the IRB. Extensive literature reviews contributed to the ethical considerations for
self-report surveys that included its structural design and content (Bersoff & Bersoff, 1999). The
survey targeted adults (≥ 18 years old) who were either enrolled in a graduate-level counselor
education program or were licensed, practicing mental health professionals. The likelihood that
any of these participants would have a cognitive impairment that would preclude them from
participation is unlikely (Bersoff & Bersoff, 1999). Also, no survey questions asked participants
to reflect, report, or consider any type of traumatic experiences or memories. In keeping with the
ethical guidance provided by Bersoff and Bersoff (1999), the participants’ privacy was protected,
their identities were not required, and medical or clinical issues were not addressed.
Prior to submitting the research proposal to the IRB, the researcher coordinated with the
designated organizational representatives to obtain their approval to solicit participants from
their respective organizations. A copy of their responses was attached to the research proposal
submitted to the IRB for evaluation. There was no direct mailing to individuals by the researcher;
instead, a number of indirect means were used to reach the sampling population. For example,
some found the information within a list-serv, and others received it as part of their
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organization’s weekly messages; in all cases, the researcher did not have access to the
participant’s email address or personal identifiable information. Although this study had a
minimal risk research, the following ethical considerations are noted:


All respondents were volunteers.



No incentives or token gifts were offered.



Only individuals ≥18 years of age participated.



An informed consent message was provided when the user signed in to the website



Initiating the survey confirmed consent.



Participants were permitted to withdraw at any time by refusing to submit the responses.
There is always a risk that students enrolled in a college course may feel pressured to

participate in a survey that has faculty backing. This was a likely possibility, as the researcher
solicited participants from the online students in clinical mental health at Liberty University. The
request to the students was made by a third party at the university so that no professors were
directly involved in recruiting participants, thereby minimizing the risk of undue influence.
Given that no personal information was collected, the students did not need to fear academic
reprisal for nonparticipation. The researcher cannot confirm anyone’s participation, as the online
survey did not record Internet Protocol addresses or any other personal identifiable information.
At no time during the research was there an offer for token gifts to encourage volunteers
to participate. Instead, the researcher appealed to the individual’s good will. Participation by
professional counselors should not be affected by incentives or by outside influences. Although
the initial mailing was sent to adult members of the various counseling organization and to
graduate-level students, there was a risk that someone would forward the information to a minor.
To account for this risk, the researcher posted a warning on the survey’s opening page that only
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individuals over 18 years of age could access it. Therefore, the likelihood of a minor attempting
to access the survey was very low.
Research Procedures
To obtain clarity about the six themes that may influence a practitioner in professional
counseling to adopt TMH services, this study used a cross-sectional correlational methodology to
study the impact of the two CACREP technology competencies (Dillman et al., 2009). For this
study, the six themes identified from the literature review were operationalized as four predictor
variables, and care was taken to reduce the risk of multicollinearity effects, as several of the
variables could have presented thematic overlap (Tarka, 2018; Vogt et al., 2014). Even so, the
risk of multicollinearity remained, as there is a possibility that in structural equation modeling
(SEM), the statistical model and the observed model may be similar and thereby distort the
results (Tarka, 2018). A second risk, according to Tarka (2018), is that strong correlations will
engender false latent variables. The use of a survey approach to gather data pertinent to the
research questions was deemed appropriate given reports about the format’s effectiveness (Rice
et al., 2017; Saris & Revilla, 2017; Shankar et al., 2018). Even though surveys are known to
offer an effective and efficient manner to collect information about a population’s BOA (Vogt et
al., 2012), they have an increased risk for multicollinearity (Tarka, 2018).
In addition to multicollinearity, the survey format presents several validity concerns that
must be addressed during the survey’s design to ensure that the recorded data capture the
intended information (Dillman et al., 2009; Shankar et al., 2018; Warner, 2013). First, according
to Craighead et al. (2011), surveys are susceptible to misleading results when questions conflate
two or more factors. For example, one’s clinical practice could appear to overlap somewhat with
professional counseling identity, so a decision was made to include statements related to both
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topics in the same dimension (Strong et al., 2017; Woo et al., 2014). Additionally, compliance
with ethical principles and statutory guidance have significant overlap, so they were treated as
one dimension. On the other hand, technological competence and in-school training on TMH are
unique variables with no significant overlaps. Second, the survey avoids the use of theoretical
constructs or statements, as they are associated with participant bias. Rather than using
theoretical definitions, the survey posed the questions as actionable constructs (Craighead et al,
2011). Third, to increase the survey’s construct validity (Westen & Rosenthal, 2003) the survey’s
questions were validated by experts or experienced personnel prior to distribution (Warner,
2013).
Survey Security and Institutional Review Board
The survey was published via SurveyMonkey. The survey (see Appendix G) included a
welcome page with the informed consent statement (see Appendix H). Prior to answering any
questions, the respondent was asked to read and then indicate consent to complete the survey by
pressing the Next button. If anyone decided to withdraw consent while taking the survey, they
could do so by pressing the Exit button located in the upper right-hand corner of each page.
Clicking on the Exist button also kept the participant’s answers from being recorded. The
informed consent message will comply with the requirements of the IRB and the ACA’s (2014)
Code of Ethics on research and followed the ethical guidelines of the American Association for
Public Opinion Research.
According guidance from the American Association for Public Opinion Research (2014),
this survey has IRB exemption as provided in 45 CFR 46.101b because it does not identify
participants and none of the participants’ responses would lead to self-incrimination. The
American Association for Public Opinion Research is emphatic that although there are no known
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psychological or physical injuries from participation in a survey, it is impossible to write a
survey where one or more items could not offend someone. The American Association for Public
Opinion Research advises that the telephone number of at least one qualified national-level help
line is included, such as that of the National Suicide Prevention Lifeline and SAMHSA’s
National Helpline. Individuals were advised to contact those agencies if they experienced any
discomfort as a result of answering the survey.
Survey Data Security
Data security for the respondents’ answers was accomplished through enhanced digital
measures that started with the website where the survey was hosted. First, no personally
identifiable information was collected from the respondent, so all data remained anonymous.
Second, SurveyMonkey offers the option to not record the respondent’s Internet Protocol
address, which would identify their computer and location. The survey was set not to record the
participant’s Internet Protocol information. Third, once the data were downloaded, they were
secured on a hard drive that has password protection and runs McAfee Live Safe. Fourth, the
computer containing the hard drive is stored in a secure room with its own key. The facility has
six external cameras and one internal camera, and it is equipped with a monitored alarm system
that would deter most intruders.
The computer is likewise protected by the latest version of McAfee, and the internet
service provider adds an additional layer of protection. Once the data were stored in the
computer, it was accessed only to conduct the pertinent statistical analysis. Subsequent files (e.g.,
Excel or SPSS) created to support the analyses are stored in the computer. And, all deleted files
containing such data were electronically shredded using the McAfee Shredder. All reasonable
measures and precautions have been taken to protect the respondents’ privacy by not collecting
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personally identifiable information, not recording IPs, storing the data on a secure hard drive and
password-protected computer, and using an electronic shredder to remove all vestiges of the file
from the hard drive. Likewise, a HIPAA-compliant paper shredder was used to destroy any
printouts of such data.
Data Processing and Analysis
The survey’s statistical analysis was built around the null hypothesis significance test
(Kaufman & Kaufman, 2005; Vogt et al., 2014; Warner, 2013). The objective was to find a
statistically significant difference between the null hypothesis and the alternate hypothesis for
each question while avoiding a Type I or Type II error (Kaufman & Kaufman, 2005). The
study’s first null hypothesis poses that counselor education provides all the necessary
information and training necessary for the professional counselor and counseling student to make
an informed decision about TMH. The alternate hypothesis states that there are differences in
BOA that suggest that counselor education was not enough to educate the individual about TMH.
Likewise, the second null hypothesis poses that a professional counselor or counseling
student acquires the necessary technical skills during counselor education to effectively manage
the technology aspects of TMH, and the alternate hypothesis challenges that premise. The survey
provided four different themes and asked respondents to show their level of agreement with
statements that misrepresented TMH practices in clinical practice, educational experience,
technology, and ethics. In accordance with the null hypothesis model for correlational research,
there should be no statistical differences between the hypothesized model and the recorded
answers if the two CACREP (2015) technological standards influence the adoption of TMH
services. Evidence for assessing the results was gathered through statistical analysis.
Hypothesis Testing in the Psychological Sciences
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Myung (2003) pointed out that in the psychological sciences, hypothesis testing happens
within “families of probability distributions called models. The goal of modeling is to deduce the
form of the underlying process by testing the viability of such models” (Myung, 2003, p. 90).
According to various authors, the model’s goodness of fit is estimated traditionally by means of
one of two methods, the least squares estimation (LSE) and the maximum likelihood estimation
(MLE; see Kline, 2016; Musil et al., 1998; Myung, 2003; Tarka, 2018). A key difference
between the MLE and the LSE is that the former is good at summarizing the observed data, but it
cannot, like MLE, contribute to testing a hypothesis (Myung, 2003). Myung (2003) summarized
the differences between LSE and MLE as follows:
In MLE we seek the parameter values that are most likely to have produced the data. In
LSE, on the other hand, we seek the parameter values that provided the most accurate
description of the data, measured in terms of how closely the model fits the data under
the square-loss function. (p. 95)
These concepts are illustrated by the statistical analyses conducted in various surveybased research (Hinckley, 1963; Morgan et al., 2019). The IBM SPSS (V26) statistical packet
supports the LSE method, as it is used to conduct dimensional reduction, scalability, and
multivariate statistical analysis. The IBM SPSS Amos (V26) statistical packet supports MLE and
was used to provide SEM for statistical causal analysis that includes confirmatory factor analysis
(CFA), path analysis, and multivariate statistics (Musil et al., 1998; Tarka, 2018). The survey’s
statistical analysis was executed in two phases. In phase one, the goal was to assess the survey’s
reliability and validity. The second phase used the validated survey data for SEM-based
statistical inferences about the relationship and effect of four predictor variables on a counselor’s
decision to engage in TMH. It is in this phase that demographic data were applied to determine
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their effect on the outcome variable (Collier, 2020; Tarka, 2018). In phase two, the focus was on
the use of multivariate statistics to find answers to the two research questions.
Structural Equation Modeling and Surveys
SEM is a multivariate family of statistical analysis that allows for hypothesis testing.
First, the survey’s validity and reliability are established through an analysis of response data
from within the first set of respondents (N ≥ 100). Following SEM analysis principles, the data
are subject to exploratory factor analysis (EFA) and CFA in Amos (Collier, 2020; Morgan et al.,
2019; Vogt et al., 2014). Amos uses specification search procedures to conduct EFA that
recommends one or more structural fits that help to explain the data by means of a statistically
congruent model (Collier, 2020). The EFA is an estimate that primarily establishes the
constructs’ data-model fit, but it does not specify a theoretical model; therefore, the statistical
results alone should never be used to discard variables unless the ensuing construct is supported
by theory (Kline, 2016; Musil et al., 1998). According to Kline (2016), the EFA is not a
necessary step when the researcher uses a mature model, but it is recommended when exploring
an incipient research endeavor. The EFA uses correlational data and rotation to cross-load
indicators and factors as it seeks the strength of the relationships (Collier, 2020), while the CFA
uses covariances and no rotation to confirm the structure of the hypothetical model (Collier,
2020; Musil et al., 1998). It is important to note that the chi square goodness of fit for SEM
models should not give significant results, as doing so would mean that the covariance between
the hypothetical model and observed data are different, and the model would not have a good fit
(Collier, 2020).
The CFA is a measurement model that reports how well the a priori modeling shows the
relationship between the indicators (i.e., observable variables) and their respective factor (i.e.,
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latent variable) according to the researcher’s theoretical construct (see Appendix I; Kline, 2016;
Musil et al., 1998; Vogt et al., 2014). The CFA provides standardized factor loadings which
show the strength of the relationship between the indicators and the factor (Collier, 2020). The
standardized factor loading is then squared to explain the proportion of the indicator’s
contribution to the factor that is explained by the variance (Collier, 2020; Kline, 2016). If the
factor loading score is 0.70, it is then squared to determine how much of the variance in the
indicator explains the latent variable (R2 = 0.49%; Collier, 2020). According to Collier (2020), a
minimum standardized factor loading value of 0.70 is necessary to show that the indicator makes
a reasonable contribution to the factor. Subtracting 1 – R2 gives the measurement error for the
indicator, which is the indicator’s unknown contribution to the variance (Collier, 2020).
However, others like van Lang et al. (2006) report that factor loading scores of ≥ 0.30 are
acceptable when establishing an emerging measurement tool (see Van Lang et al., 2006; Weston
& Gore, 2006).
The results of the measurement models provide the statistical foundation for conducting
the other types of SEM analyses that form the foundation of multivariate analysis (Collier, 2020).
One of those analyses is the path analysis, which is a structural model that examines the
relationships between the constructs without reference to the latent variables (Collier, 2020;
Weston & Gore, 2006). It uses correlation analysis to identify how well the data fit the proposed
structural sample model (Musil et al., 1998). The path analysis’s purpose is to test the
relationships between the indicators that inform the construct (Weston & Gore, 2006), and it is
done only after the measurement model tests have shown relational validity between the
indicators and the corresponding latent variable (Collier, 2020). The path analysis contains no
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latent variables or error measurements. A successful path analysis allows the researcher to
progress to the structural model analysis (Collier, 2020).
There are two kinds of structural model analyses (Kline, 2016). The most common kind
is the full structural model analysis, which incorporates the structure along at least two indicators
for each factor, error measurements, and the latent variables to carry out the final set of
multivariate analysis. The second kind is called a partially latent structural model, and it differs
from the former in that one of the factors has only one indicator and its error measurement is
preset (Kline, 2016). The purpose of these analyses is to identify the structural relationships in
light of multivariate analysis (Kline, 2016; Tarka, 2018). SEM provides the regression estimates
for the data by means of Amos (V26), although IBM SPSS may provide comparison results in
selected cases.
The justification for using SEM is found in the nature of the research, its instrumentation,
and the statistical method’s capacity to manipulate both causal structure and regression in a
single process (Collier, 2020; Kline, 2016; Tarka, 2018). The other reason is that SEM allows for
the exploration of theoretical constructs such as BOA more efficiently than traditional regression
models (Musil et al., 1998). Because the survey is hypothesized to have one latent variable for
each of the five dimensions, the responses are scored by averaging the values in each dimension
(Schreiber et al., 2006). In turn, each predictor variable group is expected to have a relationship
with the outcome variable (see Figure 3.1).
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Figure 3.1
Theoretical Conceptualization of Model

Note. The figure illustrates the hypothesized relational and structural model for evaluating the
effects of the predictor variables on the decision to adopt TMH behaviors.
The survey’s latent variables encompass the following five dimensions: (a) clinical
practice, (b) technological application, (c) ethical judgment, (d) counselor education, and (e)
decision about TMH practice. It was hypothesized that the indicators would create factors that
inform the corresponding latent outcome variable (see Figure 3.2). Given that this is a new
research area, the proposed models will be modified as necessary to support both theory and data
(Kline, 2016; Musil, 1998; Tarka, 2018). SEM, through the use of path analysis and structural
regression modeling, can test for statistically causal relationships reflected by the responses more
effectively because its graphical representation shows structural relationships and its ability to
generate measurement errors when used with multiple indicators latent variables (Collier, 2020;
Kline, 2016; Tarka, 2018). SEM is a type of multivariate statistical analysis that combines both
factor analysis and multiple regression analysis (Bose, 2019; Tarka, 2018). The key difference
between both models resides in SEM’s use of MLE rather than ordinary least squares (see Tarka,
2018).
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Figure 3.2
Hypothesized Relationships Between Predictor and Outcome Variables

There are two aspects of SEM used in this study. First, a measurement model that
includes an EFA and a CFA is used. EFA is an unrestricted measurement that explores the data
to identify how the indicators interact to create the factors (Collier, 2020). The CFA is a
restricted measurement model that uses a theoretically specified structure (Collier, 2020; Kline,
2016; Schreiber et al., 2006). The reason for performing both analyses is that this research
explores a new area, and the information garnered by the EFA provides valuable feedback for
future studies. The CFA provides a direct test of the model’s five indicator variables. The former
explores the theoretical model’s covariances while the latter provides more light about the
survey’s structure.
The second SEM analysis consists of a path analysis that shows the relationship between
the variables as well as the effect of the demographic characteristics (Collier, 2020; Kline, 2016).
Finally, a full structural regression model (SRM) is conducted to establish the study’s statistical
outcome. The SRM allows the researcher to test the “direct and indirect effects among observed
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or latent variables and the measurement part represents the correspondence between latent
variables and their indicators” (Kline, 2016, p. 212). The use of structural regression in SEM
combines both measurement and regression when exploring causal effects in a single model
(Kline, 2016). The following sections outline the statistical analyses.
Descriptive Statistics: Demographics and Survey Data
Statistical analysis began once the respondents stopped answering the survey (i.e., no
more participants were added after three consecutive weeks). As the participants responded, their
answers were logged in the SurveyMonkey server and then downloaded to a secure hard drive in
the researcher’s computer. The original responses remained in the SurveyMonkey server until
the researcher finished the study. This ensured that an unadulterated copy of the data remained
available should the researcher’s computer have experienced a malfunction.
Vogt et al. (2014) and Warner (2013) recommended that researchers identify the
appropriate measure of central tendency, which for this study is the mean. Next, that variance
measures are made to identify the standard deviation and that a dispersion analysis such as a
percentile or z score can be conducted (Vogt et al., 2014; Warner, 2013). SEM handled these
actions as part of its programming (Collier, 2020; Kline, 2016). The effect size was computed
using a formula appropriate for SEM and is discussed later in this chapter. An important
observation is that SEM requires unusually large sample sizes (see Collier, 2020) that are seldom
met (see Kline, 2016; Tarka, 2018).
The descriptive statistics included the standard error and the confidence interval for each
variable. The intent was to ensure that the data set met statistical assumptions for the chosen
analyses. Likewise, Vogt et al. (2014) cautioned that cumulative plots, box-and-whisker
diagrams, and histograms should be used to obtain a visual understanding of the data which
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sometimes is not possible by relying only on test results. Once the descriptive statistics have
established the nature of the data, it is time to select the type of inferential analysis that best fits
the data.
Survey Validation and Reliability Analysis
Surveys are unlike other data collection methods in that coding the data occurs before
collecting the answers (Vogt et al., 2014). It has been said that the development of the survey and
the content validation are the two most laborious aspects of this type of research (Vogt et al.,
2014). Warner (2013) provided detailed guidance in her text on applied statistics that direct the
entire process of survey development and recommended tests for validity and reliability. She
(Warner, 2013) suggested the use of appropriate descriptive statistics to generate sampling errors
and confidence intervals that will identify the data’s suitability for factor analysis. Once the data
meet the data distribution requirements for factor analysis, one can validate the survey using
appropriate statistical methods in SPSS (Collier, 2020; Kline, 2006; Vogt et al., 2014; Warner,
2013).
According to Vogt et al. (2014) and Warner (2013), factor analysis reports the survey’s
statistical validity. SEM was used to accomplish the same outcome in this study. The statistical
analysis indicates whether the instrument is based on a solid theoretical model that has statistical
validity and reliability (Collier, 2020; Warner, 2013). Based on the guidance provided by Warner
(2013) on the development of a new measurement, the validation study sought to establish the
following:


A reliability that shows that on retake of the instruments, the results are comparable.
Normally, a Cronbach’s alpha formula is applied to ascertain reliability. Additional
reliability coefficients were used to support SEM.
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A validity that suggests that the survey measures the items described in a domain. This
included construct, convergent, and discriminant validity.



Face validity through the feedback from clinical providers with experience in TMH. This
was accomplished prior to the start of the data collection.



Sensitivity based on the Likert-like scale that would show various levels of affinity
toward TMH.
It was expected that the EFA would show a strong intra-correlation of the indicators to

their respective factors (Collier, 2020; Kline, 2016; Morgan et al., 2019). The Amos program
offers the tools to resolve validity and reliability concerns, while SPSS uses a different method to
compute the Cronbach’s alpha coefficient (Collier, 2020; Warner, 2013). Once the survey’s
validity was established, the study proceeded to phase two. If the survey had failed to achieve
validity and reliability, the study would have reported the descriptive statistics but refrained from
drawing inferences.
Inferential Statistics
The goal of inferential statistics is to use the available data to make educated guesses
about unknown entities (Blunch, 2013; Vogt et al., 2014). The objective is to identify how each
of the predictor variables influences the individual’s decision to adopt TMH services (the
dependent variable) and if demographic variables affect the results. There are some caveats that
must be considered with inferential statistical analyses. There are differences of opinion as to
whether a nonrandomized study can benefit from inferential analysis (Vogt et al., 2014). The use
of a convenience sample precludes the researcher from generalizing the applicability of any
results to the entire counseling community, but the existence of a bias in the data as a result of
sample collection would not negate that, given the current sample, the results are valid.
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Warner (2013) recommended the assumption of a “hypothetical population” (p. 6) to
enable the use of inferential statistics. Second, Warner (2013) stated that the values obtained
from a Likert-like scale can be interpreted based on the descriptive data and not on the level of
measurement (see Kline, 2016). The use of the six-point Likert-like scale meets the criteria for
numerical scores that allow for the use a suitable analysis of variance (Collier, 2020; Warner,
2013). Based on Warner’s (2013) advice, the study treats interval or rank order data as suitable
for inferential statistical analysis. A final consideration is the distribution of the data. The
appropriate type of analysis was selected based on the data’s characteristics, either parametric or
non-parametric.
The use of SEM for inferential statistics aided in the use of multiple regression with more
than two predictors. There are four predictor variables hypothesized to influence the outcome
variable (Warner, 2013), so SEM methods provided the tools to test the statistical causal
hypothesis (Collier, 2020; Warner, 2013). Among the benefits of conducting multiple regression
analysis is that one can use it to examine the influence of the four predictor variables on the
corresponding outcome variable (Warner, 2013).
The rules and assumptions for using multiple regression with more than two predictor
variables are described by Warner (2013), and her text also provides guidance on how to
interpret the effect of the results on the null hypotheses significance testing. One of the
advantages of multiple regression, according to Vogt et al. (2014), is that it allows for the control
of variables so that one can examine a single variable’s effect or that of the entire group. Vogt et
al. (2014) stated that multiple regression allows the researcher to answer the following questions:


What is the effect of the predictor variables taken together on the outcome variable?
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What is the effect of one unit increase in one predictor variable (X1) holding constant,
controlling for, the effect of the other predictors (X2, X3, . . .)?



Which of the predictor (independent or explanatory) variables has the strongest effect on
the outcome (dependent or response) variable. (Vogt et al., 2014, p. 296)
This section has described the types of variables found in the study, accounted for their

use as quantitative values, described how to present them, and explained how the data’s
presentation may affect the analyses of choice. Statistical power and effect sizes will be reported
in Chapter Four (see Cohen, 1988; Vogt et al., 2014).
Statistical Analysis Summary
The estimated power in this study is 0.8 with a significance of p = 0.09 with 3 degrees of
freedom. The estimates were calculated using the root mean square error of approximation
(RMSEA) fit model developed by MacCallum et al. (1996) for sample size and statistical power
through an online calculator (Gnambs, n.d.). Collier (2020) recommended this calculator to
estimate sample size, effect size, and significance. The calculator’s estimated sample size (N =
377) is close to the one proposed by the standard formula for sample size (N = 384). Using the
standard formula (Bartlett et al., 2001), the researcher made three assumptions about the data: (a)
Confidence level is set at 95% (Z = 1.96); (b) Given that the total population is unknown, an
estimated standard deviation of .5 is recommended for this calculation along with a margin of
error of +/- 5%; and (c) Applying these values to the formula, e.g., (1.96^2 * .5^2) / .05^2),
resulted in the recommended sample size. The sample size differences between the two models
result from the nature of each calculation model. The standard formula is used primarily for
traditional factor analysis rather than SEM.
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Issues in Estimating Sample Size and Effect Size for SEM
Most of the sample size estimation models provide a similar sample size to those
mentioned but do not address the issues of statistical power or significance testing. Kline (2016)
recommended a ratio that uses 20 responses per parameter. Kline’s (2016) recommended 340
participants would be deemed an appropriate minimal sample size, but other models would
change that number depending on the degrees of freedom available (MacCallum et al., 1996).
The issue with the rule of thumb methods (see Kenny, 2020; Kline 2016) is that they do not
account for statistical power or effect size. The MacCallum et al. (1996) table remains the gold
standard for calculating effect size and power in SEM models, but its recommended sample size
is usually very difficult to achieve for research in the behavioral sciences. For that reason, most
researchers in the psychological research strive for a sample size of ≥ 200 participants (see
Weston & Gore, 2006).
Achieving adequate sample size is critical given its impact on the generalizability of the
statistical analyses results that inform data’s probabilistic relationship to the null hypotheses
(Kline, 2016; Wolf et al., 2013). When it comes to SEM, there are special considerations that
influence both sample size and effect size (Collier, 2020; Kim, 2005; Kline, 2016; Weston &
Gore, 2006). There is a need to achieve the required statistical power to attain the probability
“value of z or t that is large enough to reject H0” (Warner, 2013, p. 107) when it is not true.
Statistical power increases the probability that allows the researcher to reject the null hypothesis
when it is false and thereby avoid a Type I error by accepting it when it is false (Wolf et al.,
2013). Likewise, statistical power helps to avoid a Type II error, which is when the null
hypothesis is rejected even though it is true (Kline, 2016). Kline (2016) pointed out that one of
the most complicated decisions in SEM is estimating the sample size as complexity of model,
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types of variables, and linear effects because low reliability scores require larger sample sizes
(see Weston & Gore, 2006).
Some authors recommend that for SEM, the sample size be as large as possible because
the “tests used are sensitive to sample size as well as the magnitude of differences in covariance
matrices” (Collier, 2020, p. 33; see Kline, 2016; Schreiber et al., 2006; Wolf et al., 2013). Other
researchers argue that in SEM, the model’s actual degrees of freedom are more significant in
estimating sample size and power, so they recommend models with a large number of free
parameters (Bentler & Chou, 1987; Chou & Bentler, 2002; Kline, 2016). In SEM, statistical
power and effect size are estimated using an approach unique to this family of multiple
regressions (Collier, 2020; Kline, 2016). The reason, according to Kim (2006), is that a
nonsignificant test statistic is desired to avoid rejecting the model, but these results can represent
a low power. Given that in SEM, a nonsignificant statistic is sought out, the need to demonstrate
power is more critical (Kim, 2005).
The goal is to increase δ (i.e., the noncentrality parameter), which reflects the sample size
and the difference between the null hypothesis and the alternate hypothesis (Kim, 2005).
According to Kim (2006), the value of δ interacts with the value of the significance coefficient
(α) to effect β (i.e., power indicator). Thus, the use of goodness of fit indices to establish power
in a SEM are commonly preferred over other statistic coefficients (Collier, 2020; Kim, 2005;
Kline, 2016). The result is that numerous models have been proposed over the years to predict
sample size and power, but these methods have significant drawbacks (Kim, 2005). Keep in
mind that Kline (2016) argued that statistical significance is not a goal in SEM, as it will change
depending not on the sample size but on the structure, and the same sample size can give very
different results depending on how the researcher manipulates the model. He contended that
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effect size is more important in SEM, and that it is made evident a posteriori once the model has
been established (Kline, 2016).
Discussion of Different Estimation Models
Using the RMSEA allowed MacCallum et al. (1996) to create formula that generates a
proposed sample size, effect size, and significance. The table requires a priori knowledge of the
degrees of freedom in the SEM model (MacCallum et al., 1996). For a power of .5, the
researcher needs approximately 790 responses if there are three degrees of freedom, but 304
responses for a structure with 14 degrees of freedom (MacCallum et al., 1996). MacCallum et
al.’s (1996) table states that for three degrees of freedom to achieve a statistical power of 0.80
and p ≤ 0.05, over 1,800 responses are required.
MacCallum et al. (1996) published table estimates in their article that remain the
recommended power and sample size gold standard for work with SEM (see Kline, 2016). The
problem with their approach is that the values of the RMSEA are difficult to estimate a priori and
the cutoff values for power are arbitrary (Kim, 2005). Kim (2005) reported that in subsequent
studies by MacCallum and other collaborators, they found that power estimates using RMSEA
and the adjusted goodness of fit index increased as the degrees of freedom increased, but that the
goodness of fit index responded to increased degrees of freedom by lowering the power.
In recent years, there has been a movement afoot to calculate the sample size using
Monte Carlo simulation (Collier, 2020; Kline, 2016). Some, like Kim (2006), find Monte Carlo
simulation too obtuse, as its ensuing estimates depend on the researcher’s ability to guess the
parameters without any errors. Kenny (2020) still recommended the use of a rule of thumb that
the researchers obtain at least 20 responses per question. Thus, an a priori sample size estimate
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that would inform power and significance is bound to run into some controversy, and the best
one can do is to use the most conservative estimation method available.
Wolf et al. (2013) criticized the use of rule of thumb estimates for determining sample
size as inadequate given that a model’s complexity determines the actual number of responses
necessary to obtain an adequate statistical power. Kline (2016) acknowledged that no single rule
suffices and explained that the sample size in SEM must either achieve statistical precision or a
reasonable statistical power but that it cannot do both. He stated that sample sizes for SEM to
achieve statistical power are much larger than for statistical precision, and so he recommended
that the researcher make a choice based on their research objective. Likewise, similar warnings
stand when identifying a suitable sample size for factor analysis (Bartlett et al., 2001; Kenny,
2020). The study’s proposed sample size of 384 participants is close to the proposed sample size
estimate of 376 respondents provided by the online calculator (Gnambs, n.d.), and it is close
enough to achieve an expected power of 0.8 and a significance of p = 0.09.
Statistical Validity Summary Discussion
The initial statistical analysis used SEM’s measurement models to validate the survey’s
internal structure and reliability (Collier, 2020; Kline, 2016; Warner, 2013). Reaching an effect
size of .8 with an α = .05 would allow for the generalizability of the research data, but at the cost
of spending months collecting more responses to reach a minimum of 1,850. In light of
comments about the suitability of the rule of thumb estimates for adequate sample size and the
fact that they come close to the current estimates using MacCallum et al.’s (1996) formula, the
researcher used 384 as the target sample size to achieve statistical power of 0.80 and p = 0.09.
Also, Kenny (2020) advised that the use of the rule of thumb method to calculate sample size is
appropriate for studies conducted using SEM. He (Kenny, 2020) reported that the ratio of the
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sample size to the number of independent parameters can range from 5 to 20, with 10 being the
most commonly recommended value. Using the method proposed by Kenny (survey’s number of
questions x 10), the estimated sample size is 370 respondents, which is not significantly different
from that proposed by other methods (see Bartlett et al., 2001).
Statistical power, or significance, is the level of confidence that one has to reject or to
keep the null hypothesis (Kline, 2016; Wolf et al., 2013). One of the concerns with IBM SPSS
(V26) and Amos is that neither program calculates the data’s statistical power for SEM. Among
the various recommendations by Collier (2020), Kline (2016), and Wolf et al. (2013) is the use
of power tables or a website calculator. The statistical table recommended by Kline (2016) is that
of MacCallum et al. (1996), which establishes a sample size of between 1,500 (power = .5) and
1,800 (power = .8) with three degrees of freedom. Wolf et al. (2013) stated that while SEM
offers robust statistical instrumentation that allows for both continuous and categorical data
analysis, determining the sample size is difficult, so power remains an estimate at best. The
Monte Carlo simulation has been investigated as a means to obtain sample size and conduct
significance testing using the RMSEA (Kline, 2016; Schreiber et al., 2006).
Structural Equation Modeling
SEM offers several advantages over factor analysis and multiple regression because it
combines both by means of a statistically causal analysis (Collier, 2020; Warner, 2013). It is
used when the researcher wants to find interrelationships that “provide evidence of directionality
and significance of the relationships” (Collier, 2020, p. 1). According to Collier (2020), the
concept behind SEM is that it allows the researcher to establish various relationships between the
predictor and the outcome variables so that outcome variables can also serve as predictor
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variables at other times in the model. Collier (2020) stated that SEM has three advantages over
other techniques such as regression analysis:
(1) predictor variables [may be used] on numerous dependent variables simultaneously,
(2) it allows you to account for measurement error and even addresses error in predicting
relationships, and (3) it is capable of testing an entire model instead of just focusing on
individual relationships. (Collier, 2020, p. 1).
SEM provides for EFA, which helps to identify the variables which are retained or not (Warner,
2013) as well as the subsequent CFA, which is theory based and confirms relationships (Collier,
2020; Warner, 2013).
By using SEM statistics such as path analysis, the researcher can graphically explore
statistical causality, and from there, they can move on to full structural model analysis. The full
structural model analysis allows the researcher to account for measurement errors as well as the
relationships between construct (Collier, 2020; Kline, 2016). The advantage of the full structural
model analysis, according to Kline (2016), is that it allows the researcher to use validation of fit
for each relationship to make decisions about the relationship between the data.
Arbuckle (2012; see Blunch, 2013; Collier, 2020) stated that in SEM, the EFA provides
a pathway for the researcher to identify the “optimum combination of simplicity and fit” (p. 349)
between the latent variables (i.e., factors) and their indicators. Amos’s specification search
process is used to conduct the EFA, as it generates multiple paths which may or not provide a
statistical fit for the data. The drawback with this approach is that it does not evaluate the validity
of the theory, so the researcher has to make a choice to identify the statistical model that best fits
the model. In EFA, the goal is to ensure that indicators do not cross-load onto other factors and
that each factor holds the theoretically assigned indicators. When the results conflict with the
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theory, then it is necessary to account for the differences. Due to the nature of the rules used to
conduct each level of analysis, the normal sequence of testing is EFA, CFA, path analysis, full
structural model analysis, and the application of specific inferential statistics tests.
Instrumentation
The nature of this study required an original survey (T. J. Jones et al., 2013; see
Appendix G) to assess the participants’ BOA related to TMH and educational experiences. The
six hypothesized factors have been operationalized as four predictor variables: (a) clinical
practice and counselor identity, (b) technology competence, (c) statutory and ethical knowledge,
and (d) education. The structure of the outcome telemental-preference variable is hypothesized
as reflecting the individual’s preference to act on their stated BOA. In theory, there should be a
correspondence between the predictor and outcome variables if the individual shows an
inclination to act on BOA. However, absent such inclination, it is expected to find
inconsistencies between BOA and preferred action. Like the predictor variables, the score for the
outcome variable is aggregated. One important caveat is that item 5f is an unrelated variable that
measures a participant’s intention to adopt TMH after the COVID-19 pandemic. It is unrelated to
any other variable in the survey. The reason for using this variable is that it allows the researcher
to examine for the common method bias’s significance (Collier, 2020), which is a test of the
structural relationship among correlations to determine if the structure’s correlations are inflated
by respondent bias (see Craighead et al., 2011). The exact nature of these relationships was
addressed early in the CFA.
Demographics
Ten demographic questions identify the respondents’ age, gender, race, education, TMH
experience, and attitudes about technology. This information allowed for the exploration of
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relationships between demographic characteristics and BOA. Included among the demographic
questions were two sub-questions that qualified the preceding question in order to increase
precision. The remainder of the survey was arranged in five sections with a total of 37 statements
to which the respondent indicated their BOA based on a 6-point Likert-like scale. Each of the
five sections was scored using the mean of the aggregated scores. The fifth section contained the
outcome variables. The hypothesis was that the predictor variables would show a relationship
with the outcome variable that suggests how it influences the individual’s decision.
Survey Questions
The survey used closed-ended statements because they are believed to generate answers
equally reliable as open-ended questionnaires and at a lower cost (Krosnick, 1999). In addition,
all the statements reflected incorrect actions according to the literature. The survey’s first section
inquired how respondents view clinical practice and professional identity in light of TMH
services. This area looked at BOA about clinical practices and professional counseling identity
that are usually associated with TMH. The second section assessed whether counselors agree that
technological proficiency is a prerequisite for TMH. The third section explored ethical and
statutory practices related to TMH. The fourth asked questions about the role of the CACREP
technological competencies during counselor education in affecting preparation for TMH, while
the fifth area assessed the individual’s personal perspectives on actionable statements that are
theoretically related to the previous four dimensions. The first four sections represent four
predictor variables that are believed to influence a person’s decision to adopt TMH, while the
fifth area is the outcome variable. The strength of the correlations would indicate whether these
factors influence decisions about TMH.
Scoring
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The survey’s answers were recorded using a six-point Likert-like scale that ranged from
strongly agree (1) to strongly disagree (6). The scale did not provide an option to show whether
the individual had no opinion or was undecided, as Finn (2002) reported that by adding such
choices he may have skewed the results of his survey. The scores for each section were added,
and the mean value of the aggregated scores was the domain’s score. This score was compared
against the respective outcome variable. Because this is a new measure, the researcher tested
each section’s individual statements against the outcome variables before generating the
aggregated scores to ensure that there were no systemic or unexpected errors.
Each statement is written so that a high score (≥ 4) that shows disagreement with the
statements indicates BOA favorable of TMH, while lower scores (≤ 3) reflected unfavorable
support for TMH. Thus, a low score in the clinical scale would suggest that the individual values
in-person counseling and views clinical skills as transferrable to TMH with little to no
adaptation. Likewise, a respondent with a high score in the technological scale acknowledges
that TMH requires more technical training and expertise than what is provided in a formal
counselor education program.
Survey Validation
Structural and integrity validation studies were conducted prior to data collection for the
survey’s validity and reliability pilot study (see Vogt et al., 2014; Warner, 2013). Several mental
health practitioners who have experience conducting TMH who work with the researcher
reviewed the survey’s content and structure. They reported that the topics and the statements
were appropriate for the survey’s intent. Once the Liberty University’s IRB approved the study,
data collection began.
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The first step was to validate the survey and establish its reliability (Warner, 2013).
Responses recovered during the open research period were used to establish internal, external,
convergent, and divergent validity and reliability. Those results were statistically analyzed using
SEM methods described by Blunch (2013), Collier (2020), and Kline (2016). Once the validation
and reliability analyses confirmed that the survey had adequate validity and reliability, the study
moved to the second step, which was the use of inferential statistics. If it had not been possible to
establish the survey’s internal or construct validity, the dissertation would have reported only
descriptive statistics.
Assumptions
According to the literature, there are six factors that influence a person’s decision to
engage in TMH. However, there are no reports indicating if a relationship exists between these
factors and only a few reporting that education and technological affinity were shown to each
have an independent influence in the decision to adopt TMH (Chow, 2019; Paterson et al., 2019).
Bain (1930) postulated that unless there is an innate or learned habit (e.g., education), the
individual is unlikely to translate BOA into action. There is much to be learned about the actual
influence the six indicators have on the practice of TMH. The premise that habit translates the
attitude into motivation to act (Bain, 1930) suggests that counselor education provides the
impetus for the practice of TMH and that CACREP competencies guide this education. As Chow
(2019) pointed out, technological affinity by itself does not have enough influence to make the
person adopt TMH services, but when the counselor perceives the need for TMH, her results
suggest that technological affinity is a mediator. These results support the need for a crosssectional, nonexperimental research design to assess if counselor education influences the
decision to adopt TMH.
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If counselor education in TMH influences the student’s decision to adopt TMH, then it is
a concern that merits further exploration. Yet, there is no extant data on how many institutions
provide such education. No one knows what changes have been made, if any, since Wehrman
(2004) reported that in a survey of CACREP accredited institutions (N = 178) that the
respondents (n = 89) did not teach any course related directly to TMH. Those schools that
reported teaching TMH in their counselor education program they emphasized TMH in ethics
courses by a factor of 4 to 1 over other subjects.
The same can be said for technology as it relates to TMH, as it is a subject not taught in
as such at most CACREP-accredited schools. Also, there is limited research documentation
addressing the use of TMH-specific clinical practices. For some individuals, their professional
identity rejects TMH a priori because they believe that it detracts from professional counseling’s
humanistic identity (Strong et al., 2017). Nevertheless, there were counselors who engaged in
TMH prior to the COVID-19 pandemic, and many more have adopted the practice since then.
Research Question One and Null Hypothesis
As stated earlier in this chapter, the null hypothesis significance is set at 0.09 and its
power at 0.80. The first research question inquires whether the core curriculum in counselor
education implements the two CACREP technology standards in such a way that education
programs provide the knowledge and competencies that enable a graduate or a student to engage
in TMH without the benefit of additional education and supervision. The corresponding null
hypothesis affirms that this is indeed so, and that post-graduation, a counseling student enters
professional counseling with the competence to provide ethical and competent TMH professional
counseling services without a need for additional training. The alternate hypothesis presents that
counselor education programs do not provide adequate education to enable a graduate to deliver
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TMH counseling unless they take additional courses after graduation. When it comes to
education for TMH, the literature (Drude, 2020) emphasizes that it is a specialized field that
includes clinical adaptations to the medium, shifts in professional counseling identity, advanced
technological competencies, and more awareness of ethical and statutory guidance.
According to the alternate hypothesis, learning how to navigate the clinical, ethical,
statutory, and training aspects of TMH requires the adaption of clinical, statutory, ethical
practices in addition to acquiring technological expertise. Thus, the first research question
assesses the implementation of the two CACREP (2015) technological competencies that call for
understanding technology’s impact on the ethical and competent practice of TMH as well as
technology’s effect on professional counseling identity (CACREP, 2015, Standard 2.F.5.e,
Standard 2.F.1.j.). In TMH, the two CACREP technological standards intersect with clinical
practice and professional identity, ethical standards, statutory concerns, counselor education, and
technological competence (see Appendix E).


Research Question One: Does core education in counselor education provide the
knowledge, techniques, skills, and competence necessary for graduates to provide
telemental health counseling services upon graduation?



Null Hypothesis for Research Question One (H0: H0 = H1): Traditional counselor
education provides knowledge, techniques, and skills that enable the delivery of
telemental services because technology does not impact the delivery of services.



Alternate Hypothesis for Research Question One (H0: H0 ≠ H1): Traditional counselor
education provides inadequate knowledge, techniques, and skills to enable the counselor
to provide telemental services because technology impacts the delivery of services.
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Research Question Two and Null Hypothesis
The second research question addresses the oft-mentioned requirement for a counselor to
possess sufficient technological expertise to demonstrate knowledge and competence in all
technical aspects of TMH (Bray, 2020; Wilkerson et al., 2020). For some, it is not a question of
whether a counselor should possess knowledge of technology’s impact on counseling processes,
but how much of the technological spectrum affecting TMH must the counselor manage. Many
writers argue that counselors need to have a full understanding of how the various components
such as software, communication networks, security procedures, and equipment work together
(Maheu et al., 2020; Wilkerson et al., 2020). Of course, there are those who disagree with the
former guidance. Counselor education programs provide much instruction on how to use
technology for education purposes, but very few if any do so for TMH. The second null
hypothesis supports the claim that the need for technical competence is limited for counselors,
while the alternate hypothesis counters that claim.


Research Question Two: How much technological competence must a counselor possess
to provide telemental health counseling services?



Null Hypothesis for Research Question Two (H0: H0 = H1): Counselors recognize that a
working knowledge of technology in the delivery of telemental health clinical and
assessment services is outside their professional scope.



Alternate Hypothesis for Research Question Two (H 0: H0 ≠ H1): Counselors recognize
that a working knowledge of technology in the delivery of telemental health clinical and
assessment services belong within their professional scope.
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Chapter Summary
The chapter began with a restatement of the research’s purpose. Next, it discussed the
research design, procedures, and the data analysis. The goal of this chapter was to describe the
method for finding answers for the two research questions related to the influence of two of
CACREP’s technology standards on a professional counselor’s and a counseling student’s
decision to engage in TMH. This influence was measured using questions on a survey that
identified the respondents’ BOA about their willingness to practice TMH. Also, the selection of
participants and the use of demographic data were discussed, and the survey instrument was
described. Ethical considerations were addressed. Finally, the data description and the statistical
analyses were explained in light of SEM procedures. The study’s proposed statistical
significance, power estimate, and sample size were provided and described. Chapter Four will
report on the execution of this research design.
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CHAPTER FOUR: RESULTS
Chapter Four reports and describes the statistical analysis conducted to find answers for
the study’s two research questions. The chapter’s goal is to report the statistical analysis using
the respondents’ data to determine whether the null hypotheses derived from the research
questions are kept or rejected. The study received approval from the Liberty University
Institutional Review Board (Approval IRB-FY20-21-216, approved on 11-5-2020; see Appendix
H). Participants were recruited according to the plan outlined in Chapter Three. It is estimated
that a population of over 9,000 individuals was reached throughout the recruitment phase. The
resulting sample size (N = 270) was adequate to conduct SEM statistical analysis. The SEM
statistical analysis used various measurements to explore how the responses to questions about
clinical practice, technology, ethics, and education reflect the influence of two of CACREP’s
technology standards on practitioners of professional counseling and on counseling students on
their BOA about TMH services.
Restatement of the Purpose
The literature review suggests that the effect of the two CACREP (2015) technology
competency standards on BOA about TMH fall along a spectrum. Individuals on one side argue
that the two CACREP technology standards influence professional counselors to make informed
decisions about TMH services, while the other side believes that standards provide insufficient
influence for students to make an informed decision about TMH. Those individuals who see the
two CACREP standards as having little to no influence on TMH BOA believe that additional
experience and training subsequent to graduation is required for practitioners of professional
counseling to make an informed decision about TMH. This study explores whether survey data
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shows a significant relationship between the CACREP technology standards and the individual’s
BOA about TMH.
Answers showing agreement with the survey’s statements suggests that the BOA do not
reflect an educational background on TMH. On the other hand, a pattern of disagreement in the
responses would suggest that the two CACREP standards exerted an influence on the
individual’s decisions over BOA. The computations for the analyses described in this chapter
were done on IBM SPSS V.26 and Amos. Use of Microsoft Excel aided in the data preparation
tasks such as converting text responses to dummy variables.
Survey Validation and Statistical Analysis
The purpose of the study was to find answers to the two research questions by measuring
the BOA that professional counselors and counseling students hold about TMH services using a
newly developed survey. A total of 347 participants responded to the survey, but 70 incomplete
responses were removed. Of the remaining (N = 277) responses, 11 had one blank response. The
decision was made to enter those respondents’ dimensional average score to replace the missing
value. Responses with two or more blank statements were removed from further consideration.
The study fell short of the minimal sample size (N = 384) required to achieve the estimated effect
size (0.8) and significance (p = .09).
Data: Parametric Compliance
Compliance with assumptions for parametric analysis was explored using SPSS (Warner,
2013). The 10 demographic questions (see Table 4.1) were coded using dummy variables (see
Appendix K). The frequency statistics report shows all 37 survey questions have acceptable
kurtosis and skewness values (see Table 4.2) for parametric analysis. To maintain consistency
throughout the analysis, values were assigned to each categorical variable. The first entry was
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given a zero, and values were increased by one increment for each subsequent choice. Responses
for two categorical variables did not display parametric distribution. The skewness value for
Latino identity is -3.619 (SE = 0.148) and the kurtosis is 11.177 (SE = 0.295). The variable that
specified nonbinary gender has a skewness of -1.1554 (SE = 0.148) and a kurtosis of 132.470
(SE = 0.295). According to Collier (2020), skewness that is ≤ 2 and kurtosis that is ≤ 10 are
adequate for parametric statistics although not ideal. Unless otherwise noted, the remainder of
the data met the parametric distribution requirements.
Table 4.1
Demographic Data Distribution (N = 277)

AGE
GENDER
GENDEROTHER
LATINO
RACE
COUNSELORED

DESCRIPTION
Age groups
Men, women, and other
Specifies gender other
Identifies ethnicity

MODE
18–49 years old
Women
Non-binary
White, Black, & mixed
race
White
Licensed professionals*

%
65.3
76.5
3.2
6.1

Five groups
67.5
Records respondents current
73.3
educational status
COUNSELING EXP Clinical counseling experience Licensed professionals* 66.1
by student and professional
status
LICENSURE
Degree type
Master’s
59.2
TMHEXPERIENCE Has respondent provided
Yes
78.7
TMH?
EXPWHEN
When did the respondent start During pandemic
47.3
providing TMH?
TECHCOMFORT
Confidence in managing
Troubleshoot almost
53.4
technology issues related to
any problem!
TMH
Note. Overlapping group membership accounts for differences in percentages reported.
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Table 4.2
Survey Data Distribution (N = 277)
Mean
SD
A. Clinical Dimension
1a
2.78
1.167
1b
3.68
1.453
1c
4.24
1.360
1d
3.87
1.177
1e
4.61
1.800
1f
3.26
1.221
1g
3.01
1.116
1h
3.90
1.359
1i
4.82
1.143
1j
3.50
1.315
B. Technology Dimension
2a
2.42
1.105
2b
4.34
1.590
2c
4.35
1.461
2d
2.86
1.270
2e
3.33
1.253
2f
3.25
1.348
2g
3.22
1.268
2h
2.90
1.464
C. Ethics Dimension
3a
3.30
1.394
3b
4.79
1.256
3c
2.89
1.636
3d
3.68
1.852
3e
2.99
1.362
3f
4.32
1.691
3g
4.21
1.308
3h
3.11
1.359
D. Education Dimension
4a
3.69
1.536
4b
3.98
1.484
4c
3.79
1.494
4d
3.57
1.487
4e
3.06
1.357
E. Telemental Dimension
5a
4.86
1.346
5b
4.16
1.481
5c
3.77
1.480
5d
4.28
1.414
5e
3.65
1.317

Skewness
Variance Statistic
SE

Kurtosis
Statistic
SE

1.361
2.111
1.851
1.386
3.239
1.490
1.246
1.848
1.306
1.729

0.685
-0.191
-0.602
-0.316
-1.071
0.129
0.505
-0.315
-1.116
0.131

0.146
0.146
0.146
0.146
0.146
0.146
0.146
0.146
0.146
0.146

0.258
-0.954
-0.485
-0.322
-0.393
-0.567
0.033
-0.555
1.247
-0.679

0.292
0.292
0.292
0.292
0.292
0.292
0.292
0.292
0.292
0.292

1.222
2.529
2.133
1.614
1.570
1.816
1.607
2.142

0.857
-0.656
-0.681
0.641
0.386
0.260
0.030
0.512

0.146
0.146
0.146
0.146
0.146
0.146
0.146
0.146

0.641
-0.837
-0.549
-0.150
-0.538
-0.721
-0.830
-0.696

0.292
0.292
0.292
0.292
0.292
0.292
0.292
0.292

1.944
1.577
2.677
3.429
1.855
2.858
1.710
1.846

0.132
-0.976
0.545
-0.125
0.420
-0.674
-0.521
0.494

0.146
0.146
0.146
0.146
0.146
0.146
0.146
0.146

-0.975
0.248
-0.942
-1.514
-0.601
-0.939
-0.582
-0.648

0.292
0.292
0.292
0.292
0.292
0.292
0.292
0.292

2.358
2.202
2.231
2.210
1.840

-0.115
-0.324
-0.163
0.039
0.484

0.146
0.146
0.146
0.146
0.146

-1.196
-0.959
-1.102
-1.048
-0.479

0.292
0.292
0.292
0.292
0.292

1.812
2.195
2.191
2.000
1.736

-1.108
-0.639
-0.076
-0.625
-0.118

0.146
0.146
0.146
0.146
0.146

0.353
-0.496
-1.081
-0.475
-0.637

0.292
0.292
0.292
0.292
0.292
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The survey questions were scored by aggregating the data for each dimension described
in Table 4.2. As shown in Table 4.3, the aggregated dimensions’ skewness and kurtosis scores
fall well within the margins acceptable for parametric statistics. Table 4.3 also presents the mean,
standard error of the mean, standard deviation, and variance for each aggregated score. Notice
that the outcome variable (i.e., Telemental) has the only result that is higher than four.
Table 4.3
Descriptive Statistics for Aggregated Variables (N = 277)

Clinical
Technology
Educational
Telemental
Ethics

Mean
3.7668
3.3321
3.6181
4.1444
3.6634

SD
0.55910
0.69093
1.25806
0.85003
0.81563

Variance
0.313
0.477
1.583
0.723
0.665

Skewness
Statistic
SE
-0.654
0.146
-0.139
0.146
-0.006
0.146
-0.747
0.146
-0.414
0.146

Kurtosis
Statistic
SE
2.091
0.292
-0.104
0.292
-0.81
0.292
0.829
0.292
0.28
0.292

Survey Questions: One-Sample t Test
According to Warner (2013), the t ratio test is a component of the descriptive statistics
analysis. The one sample t test (see Table 4.4) estimated in SPSS was applied to the aggregated
dimensional responses. As reported in Table 4.4, the two-tailed t values (df = 269) for each
variable exceeds the t critical value where df > 100 (t[3.291], p = .0005), which suggests that the
variables’ mean derives from the same sample population (see Vogt et al., 2014; Warner, 2013).
Using a hypothesized two-tailed mean (M = 3) for each variable, Table 4.4 presents the 95%
confidence interval for the hypothesized means and effect size for each variable. The results
show that two variables have a medium effect (d = 0.499), one has a large effect (d = 0.835), and
two have an effect larger than one standard deviation (d ≥ 1.385). As recommended by Warner
(2013), Table 4.4 includes the 95% confidence interval for each variable’s mean. The results
show that each variable falls outside the confidence interval that would retain the null
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hypothesis. The statistical analysis indicates that it is possible to move forward with the
subsequent statistical analysis because the data fit the parametric statistics assumptions.
Table 4.4
Effect Size and t Ratio for Aggregated Variables (N = 277)
95% CI of the
95% CI of the Hypothesized
Difference
Mean
Sig.
Mean
t
(2-tailed) Difference LL
UL
LL
22.826 <.001
0.767
0.701 0.833 2.889
Clinical
0.332
0.250 0.414 2.863
Technology 8.000 <.001
1.144
1.044 1.245 2.832
Telemental 22.407 <.001
0.618
0.469 0.767 2.751
Educational 8.176 <.001
13.536 <.001
0.663
0.567 0.760 2.839
Ethics
Note. Test value = 3, df = 276; Effect size: Large ≥ .7; Medium ≥ .3

UL
3.111
3.137
3.168
3.249
3.161

Cohen’s d
Effect
Mean Size
3.767 1.371
3.332 0.481
4.144 1.346
3.618 0.491
3.663 0.813

Summary of Frequency and Descriptive Report
This section describes the survey’s demographic data. The demographic data are
summarized in Tables 4.5 through 4.11. Table 4.5 reports from Questions 1 and 2 and shows the
sample distribution by age and gender. Sixty-two percent of the respondents reported being
between 30 and 59 years of age. Twenty-three percent of the respondents said they are between
18 to 29 years of age, while 15.38% identified as being 60 years old or older. Approximately
76.00% of the respondents identified as cisgender women, 0.77% identified as nonbinary, and
22.70% identified as cisgender men.

175
Table 4.5
Gender Distribution by Age Group (N = 277)
Men
Age group
18-29
30-39
40-49
50-59
60-69
70-79
80+
Total

n
17
11
6
17
8
3
1
63

%
26.98
17.18
11.11
31.48
24.24
37.5
100.00
22.74

Women
n
46
52
48
36
25
5
212

%
73.00
81.25
88.88
66.66
75.75
6.25
0.00
76.53

Nonbinary
n
%
1

1.56

1

1.85

2

0.72

Total
n
63
64
54
54
33
8
1
277

%
22.74
23.10
19.49
19.49
11.91
2.88
0.36
100.00

The responses displayed in Table 4.6 combine Questions 1, 2, and 8. Table 4.6 reports
the respondents by age, gender, and TMH experience. The majority of respondents identified as
women (n = 76.53%). The largest group of non-TMH adopters by age were respondents between
18 and 29 years of age (n = 33), with approximately 45.5% of this population being men and
54.5% women.
Table 4.6
Telemental Health Experience by Age Group and Gender (N = 277)
Men (n = 63)
Women (n = 212) Nonbinary (n = 2)
Total
TMH Experience? TMH Experience? TMH Experience? TMH Experience?
Age group
Yes
No
Yes
No
Yes
No
Yes
No
18–29
2
15
28
18
30
33
30–39
9
2
46
6
1
56
8
40–49
5
1
42
6
47
7
50–59
16
1
31
5
1
48
6
60–69
8
21
4
29
4
70–79
3
5
8
80+
1
1
Total
43
20
173
39
2
218
59
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Table 4.7 reports on Questions 3, 4, and 9. It shows the participants’ age, race, and
whether they started providing TMH services during the pandemic or before. One can use the
data in Table 4.7 to calculate the number of respondents by age group who have yet to provide
TMH services (n = 59). Approximately 88% of the African American respondents reported they
are currently providing TMH services, with 54% having started doing so during the pandemic.
The data for participants of Asian (n = 5), American Indian/Alaska Native (n = 1), and Native
Hawaiian/Pacific Islander (n =1) heritage are presented in Table 4.7. The participants who
identified as other race (n = 14) reported that 71% are providing TMH services, with 21% having
adopted the service during the COVID-19 pandemic. Seventy-eight percent of the respondents
who identified as White (n = 187) reported that they are providing TMH, and 47% started doing
so during the COVID-19 pandemic. Of those who identified as having Latino heritage (N = 17)
they identified their race as Other (n = 6) and White (n = 11).
Table 4.7
Telemental Health Experience by Age Group and Race (N = 277)
African
American &
Black
Age
group
18–29
30–39
40–49
50–59
60–69
70–79
80+
Total

Asian

American
Native
Indian & Native Hawaiian &
American
Pacific Islander

Other

White

n EXP POST n EXP POST n EXP POST n EXP POST n EXP POST n EXP POST
11
5
5
4
2
1
4
3
2
44
23
17
17 17
10
5
3
1
42
36
23
21 19
11
1
3
3
1
29
25
14
13 13
6
1 1
1
1
1
39
33
17
6
6
4
1
1
1
25
22
14
1
1
1
7
7
3
0
0
0
1
69 61
37
5
3
1
1
1 1
1
14 10
4
287 146
88

Note. EXP = Experience in telemental health. POST = Acquired telemental health experience
after the start of the COVID-19 pandemic.
Table 4.8 connects responses to Questions 5, 7, 8, and 9. In Question 5, the respondents
reported their professional status as either a master’s level student, a doctoral student, or a
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professional counselor (i.e., not enrolled in a program). Question 7 identified the individual’s
licensure status. Licensed practitioners marked off that they no longer were students. Question 8
and 9 identified the respondent’s experience providing TMH and when they first started doing
so. Table 4.7 shows the relationship between professional status and telemental experience.
Approximately 13% of the respondents were master’s level students (n = 37). Master’s level
students showed the most experience variance when reporting counseling experience, as 54%
had not taken a practicum or internship course when they completed the survey (see Table 4.9).
Approximately 13% of the respondents were doctoral students, and the remaining 73% were
licensed practitioners. Not all doctoral students had completed the doctoral level counseling
practicum and internship. Both doctoral students and licensed professional counselors were
presumed to have experience in professional counseling, but the reports showed that not all
doctoral students had a license to practice professional counseling (see Table 4.9).
Table 4.8
Counseling Experience and Telemental Health Experience (N = 277)
Master’s
n
EXP
11
6
8
5
7
3
7
5
4
3

Age group
18–29
30–39
40–49
50–59
60–69
79–79
80+
Total
37
22
Note. EXP = Experience in TMH

Doctoral
n
EXP
8
8
17
13
6
5
5
5
1
1

37

32

Licensed
n
EXP
44
16
39
38
41
39
42
38
28
25
8
8
1
203
164

Table 4.9 reports the respondents’ experience in clinical counseling using the data from
Question 6. Twenty-six master’s and doctoral-level students responded that they were yet to
enroll in a clinical practicum or internship. Twenty-one said they had completed their practicum
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requirements, while 23 reported that they were actively enrolled in either a clinical practicum or
internship. It is assumed that all of the licensed professional counselors have met all the required
supervised clinical experience (n = 207). Thus, approximately 97% of the respondents (n = 251)
at a minimum had exposure to clinical counseling.
Table 4.9
Type of Counseling Experience by Status (N = 277)
1

3
4
Master’s Doctoral
Licensed
Age group
student
student practitioner
18–29
4
1
44
30–39
3
8
40
40–49
3
1
42
50–59
4
1
43
60–69
1
29
79–79
0
8
80–89
0
1
Total
5
16
13
10
15
11
207
Note. Counseling experiences are: 1 = Student who completed clinical training, 2 = Student
enrolled in clinical program, 3 = Student not enrolled in clinical program, 4 = Not a student.
Master’s
student
2
1
1
1

2

Doctoral
student
3
7
2
3
1

Master’s
student
5
3
3
1
1

Doctoral
student
4
2
3
1

Question 10 (see Table 4.10) addresses the participant’s comfort level providing TMH as
impacted by self-assessed technological proficiency. Over half of the respondents (53.4%)
reported that they felt comfortable providing TMH services because they had sufficient technical
knowledge to resolve “almost anything that could go wrong without the benefit of a manual”
(see Appendix G, item 10.d). Meanwhile, 14.8% reported that they felt confident they could
meet any technological challenge because “I have specialized training in technology so that I can
troubleshoot any technology related issue” (see Appendix G, item 10.e). Likewise, 12% reported
that they could provide TMH services with the use of a manual to troubleshoot and operate the
software and hardware. However, 10.5% said they would not provide TMH services on account
of technology, and about 9% said they would provide the service even though they did not
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understand the technology. Table 4.10 summarizes the participants’ attitude about individual
proficiency in technology associated with TMH services. Sixty-eight percent of the respondents
between 18 and 79 years of age (n = 189) reported that they have the technological expertise to
troubleshoot the technological issues related to TMH.
Table 4.10
Comfort with Technology in TMH (N = 277)
1
2
3
4
5
Age group M D
L
M D
L
M D
L
M D
L
M D
L
18–29
1
1
19
1
2
6
5
4
6
16
2
30–39
1
1
1
3
2
3
1
4 11
26
2
9
40–49
2
4
1
1
7
3
5
23
1
7
50–59
1
1
1
7
6
4
3
21
2
1
7
60–69
2
1
2
1
1
1
17
1
7
70–79
1
1
4
3
80+
1
Total
4
1
24
3
3
19 10 5
19 16 25 107 4
3
34
Note. M = Master, D = Doctoral, L = Licensed. Technology categories are as follows: 1 = No
TMH because of technology; 2 = Provide TMH but no troubleshooting of technology, 3 =
Provide TMH and support technology with at least a manual; 4 = Provide TMH because I have
enough technology experience to troubleshoot almost any problem with technology; 5 = Provide
TMH because I have advanced technology training.
As stated in Chapter Three, Question 5.f (see Appendix G) was written as an independent
question that is not theoretically associated with the other survey questions. Its purpose was to
help identify multicollinearity issues and respondent bias (see Collier, 2020; Craighead et al.,
2011). Additionally, it was phrased to assess the respondents’ BOA toward continuing to provide
TMH after the pandemic is no longer a threat to clients. As a standalone question (see Table
4.11), it reports that over 54.24% (n = 32) of the respondents (n =59) without any experience in
TMH report they will not adopt TMH after the pandemic is over. Of those who acquired TMH
experience during the pandemic, 72.52% (n = 129) said they intended to continue providing
TMH services after the pandemic is no longer a threat, while 27.48% said they will not. Of the
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individuals with TMH experience gained prior to the pandemic, 83.91% (n = 87) reported they
intend to continue providing TMH services after the pandemic is over. A linear regression
analysis, R2 = .118, F(1, 275) = 36.669, p ≤ .001, suggests that early adoption of TMH predicts
the decision to continue to provide TMH after the pandemic.
Table 4.11
Decision to Adopt Telemental Health Services Post Pandemic (N = 277)

No experience
Pandemic experience
Pre-pandemic experience

Will continue
n
%
27
45.76
95
72.52
73
83.91

Will not continue
n
%
32
54.24
36
27.48
9
10.34

Total (n) %
59 100
131 100
87 100

Exploratory Factor Analysis
The Telemental Health Proclivity Survey’s (THPS) goal is to find answers for the
following two research questions: (a) Does core education in counselor education provide the
knowledge, techniques, skills, and competence necessary for graduates to provide TMH
counseling services upon graduation? and (b) How much technological competence must a
counselor possess to provide TMH counseling services? This section reports on the validity and
reliability of the THPS as a measure that elicits statistically significant responses for the two
research questions. SEM is a multivariate statistical approach (Suhr, n.d.) that can be used to
estimate the survey’s validity and reliability using guidelines provided by Arbuckle (2012),
Collier (2020), Gorsuch (1988/2015) and Warner (2013; see Schönrock-Adema et al., 2009). The
validation process begins with an SEM-based measurement model that includes EFA and CFA.
The purpose of the measurement model is to ensure that indicator variables load on the latent
variables in a significant and distinct manner (Schwartz et al., 2009). The EFA and the CFA
were estimated using IBM’s Amos (V26; Blunch, 2013; Collier, 2020), as it helps to “understand
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the influence of the factor structure of your constructs and if your indicators are loading on their
appropriate factor” (Collier, 2020, p. 318).
The initial EFA (N = 277) represents a search for constructs that can identify the
relationships between the indicators and the latent variables to form viable constructs. The EFA
is free of conceptual design (Collier, 2020; Schwartz et al., 2009). The initial EFA reported a
single-factor model. Ideally, it would have shown five factors that respectively represented latent
constructs for education, ethics, technology, clinical practice, and telemental decisions. Instead,
the initial EFA presented a model fit that appeared to represent the theoretical model described in
Chapter Three. However, this model would block subsequent analysis because it would not allow
for a fit CFA. This result is attributed to the survey design, which failed to consider the need in
SEM for at least two indicators per loading as well as for stringent measures in the survey design
to mitigate for strong covariance between latent variables (r ≥ .85), to which SEM is sensitive
(Collier, 2020; Kline, 2016).
Attempts to correct for this covariance were unsuccessful. For example, questions in the
Telemental construct were grouped according to both theoretical and statistical factor analyses
(conducted in IBM SPSS) to identify the possibility that there were at least two separate
dimensions, but these attempts failed to resolve the covariance problems. The same approach
was conducted by testing the Clinical and Education dimension, with similar results. After
numerous tests, a compromise model was achieved (see Figure 4.1) that shows a two-factor
EFA. All subsequent analyses were built on this model. Nevertheless, its high covariance (r =
.90) would adversely influence the final SRM, as it would necessitate the adoption of partially
latent model. The standardized covariance between factors A and B suggests a single factor, but
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attempts to consolidates factors resulted in untenable theoretical and statistical results. Thus, the
decision was made to retain two-factor EFA and CFA measurement models.
The fit indices for the acceptable EFA (see Figure 4.1) report that the model met the chisquare badness of fit requirements as well as the goodness of fit indices (χ 2 = 3.987, df = 4, p =
.408; RMSEA = .000, p = .699, CI [.000, .090]; CFI = 1.0; TLI = 1.00; SRMR = .0168), which
means that the observed variances are different from those in the statistical model (Collier,
2020). Even though the chi-square values are low, the chi-square significance (p > .05) means
that it is a valid badness of fit; otherwise, the observed model will have retained the null
hypothesis (Suhr, n.d.). In SEM, the chi-square’s significance is deemed to show a badness of fit
when it is not significant (p > .05) or if the chi-square value is distant from zero. The goal in the
measurement model is to find a badness of fit for the chi-square (Suhr, n.d.). In cases where the
chi-square is close to zero, the significance value alone determines its badness of fit (Suhr, n.d.).
Usually, a significant value (< .05) indicates that the model’s statistical covariance, and the
observed covariance matrices are significantly similar, thus the need to retain the null hypothesis
(Collier, 2020). Another set of indicators researchers sometimes use to overrule the chi-square
results is known as goodness of fit. For these measures, a high score (> .90) means that there is a
good fit between the statistical and the observed variances (Kline, 2016; Suhr, n.d.). However,
the intent is for the goodness of fit indicators to corroborate the chi-square value.

183
Figure 4.1
Acceptable Exploratory Factor Analysis and Confirmatory Factor Analysis

Note. χ2 = 3.987, df = 4, p =.408; RMSEA = 0.00, p = .699, CI [.000, .091]; CFI = 1.0, TLI =
1.00, SRMR = .0168. All regressions and the covariance have significant loadings (p ≤ .001).
The four goodness of fit measures used in the study are the RMSEA, the Comparative
Fit Index (CFI), the Standardized Root Mean Square Residual (SRMR), and the Tucker Lewis
Index (TLI; see Collier, 2020; Kline, 2016; Suhr, n.d.). Unlike the other goodness of fit
measures, the RMSEA’s value has to be under .08, and it is scaled so that values < .05 are
considered strong. The fit scores for the model shown in Figure 4.1 have strong goodness of fit
(RMSEA = 0.000, p = .699, CFI = 1.0, TLI = 1.0). The SRMR was not measured at this time.
The EFA met its intent, which was to identify how the indicators inform the latent variables. The
model in Figure 4.1 fits both theory and statistical fit.
Confirmatory Factor Analysis
A CFA (see Figure 4.1) conducted via IBM’s Amos confirmed the EFA (Blunch, 2013;
Collier, 2020). According to Schreiber et al. (2006), one of the issues that must be addressed
early in the CFA is sample size. They (Schreiber et al., 2006) reported that stability of result
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requires a large sample size. Like others (Kenny, 2020), they (Schreiber et al., 2006)
recommended the rule of thumb of 10 observations per parameter. There are 16 parameters in the
CFA; therefore, a sample size of 160 would be adequate according to them (Schreiber et al.,
2006). Although the current sample size is lower than that which was estimated, its results are
acceptable for SEM statistical analysis (Kenny, 2020; Pohlmann, 2004).
The number of respondents (N = 277) was adequate according to Schreiber et al.’s (2006)
rule given that the CFA estimated only 16 parameters. Schreiber et al. (2006) reported that
Pohlmann (2004) suggested testing sample size for a CFA by splitting the data in half and
running two separate CFAs. The results for this approach show that first half (n = 138) had an
acceptable chi-square and goodness of fit (χ2 = 2.623, df = 4, p = .623; CFI = 1.00; TLI = 1.00;
RMSEA = 0.000, p = .754), as did the second CFA (n = 139; χ2 = 2.047, df = 4, p = .727; CFI =
1.00; TLI = 1.00; RMSEA = 0.000, p = .831). These tests suggest that the current sample size (N
= 277) is adequate for conducting the statistical analysis (see Schreiber et al., 2006) with the
understanding that its generalizability is restricted because it did not achieve an adequate sample
size (N > 1800) to provide acceptable power and significance (p = .05 and power = .8; see
MacCallum et al., 1996).
Table 4.12 reports correlations for the CFA (see Schreiber et al., 2006). The CFA is a
structured model that uses a predetermined theoretical construct to represent the relationship
identified earlier in the EFA and through theory. The CFA (N = 277) was valid (χ2 = 3.987, df =
4, p = .408; CFI = 1.00; TLI = 1.00; RMSEA = 0.000, p = 0.699, SRMR = .0168). The maximum
likelihood method was used to calculate the fit between the theoretical model and the observed
data. The significance value (p = .409) indicates a “badness of fit” (Collier, 2020, p. 65), which
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is interpreted as an acceptable model fit as it rejects the statistical model’s null hypothesis (Suhr,
n.d.).
Table 4.12
Correlations for Confirmatory Factor Analysis
Telemental
Clinical
Educational
Technology
Ethics

1
1.000
.438
.346
.477
.434

2

3

4

5

1.000
.449
.503
.564

1.000
.397
.445

1.000
.498

1.000

According to Collier (2020) when the chi-square to degrees of freedom ratio (χ2/df =
.997) is under 2, it means there is a significant fit for the chi-square (see Alavi et al., 2020). The
goodness of fit indicators (RMSEA = .000, p = .699; TLI = 1.00, CFI = 1.00, SRMR = .0168)
support that the “model’s covariance structure is significantly different from the observed
covariance matrix of the data” (Collier, 2020, p. 65). The validity and reliability results for the
CFA are reported in Table 4.13. The results show moderate to good factor loadings with
significant values and t values as calculated in Amos. The CFA achieved its goal, which was to
identify the validity and reliability of the proposed model’s indicator data and latent variable fit.
The CFA identified two latent variables that were respectively labelled Education and
Experience, as their indicators represent variables closely associated with those themes. The
CFA estimates are reported in Table 4.13. The next step estimates the survey’s validity and
reliability.
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Table 4.13
Confirmatory Factor Analysis and Reliability Analysis
Constructs
Standardized factor loading t value
Experience (CR = .74)
Telemental attitudes
.755a
**
a
Technology attitudes
.747
10.588
Clinical attitudes
.596a
8.777
Education (C.R. = .65)
Education Attitudes
.645a
**
Ethics Attitudes
.740a
8.726
2
Note. CR = Composite reliability. Model fit statistics: χ = 3.987, df = 4, p = .408, CFI = 1.0,
TLI = 1.0, RMSEA = .000, SRMR = 0.0168. See individual questions in Appendix G.
a
p < .001
** = Items constrained for identification purposes.
Reliability Coefficients
Collier (2020), Gorsuch (1988/2015), and Warner (2013) recommended the use of
Cronbach’s alpha (α) coefficient to assess the survey’s internal reliability. Cronbach (2004)
reported that Cronbach’s alpha is a coefficient “used to gauge the reliability (i.e., accuracy) of
psychological and educational measurements” (p. 392). Collier (2020) recommended the use of
the IBM SPSS statistical packet (V26) to calculate the survey’s Cronbach coefficient of
reliability for each dimension but then cautioned that in SEM, it is not always the best coefficient
to use. The five dimensions showed a good Cronbach reliability (α = 0.779). A Cronbach
coefficient for each factor was obtained using IBM SPSS (V26) according to instructions by
Collier (2020); all the individual indicator variables within a construct were analyzed at once.
The Cronbach coefficient for the Experience factor (α = 0.730) and the Education construct (α =
0.607) showed acceptable reliability. Collier (2020) reported that an α ≥ 0.500 is necessary for a
construct to show marginal reliability and an α ≥ 0.700 is necessary to show good reliability.
However, given criticism that Cronbach’s alpha is not a reliable indicator of internal
consistency (Cronbach, 2004; see Collier, 2020), it is recommended that researchers complement
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the Cronbach coefficient with a composite reliability (CR) analysis as a means to identify the
reliability (Collier, 2020). A composite reliability (CR ≥ 0.7) is reported as acceptable (Collier,
2020). The CR is calculated using the standardized loading of indicators obtained during the
CFA for each construct (Collier, 2020). The resulting CR value for the Experience construct (CR
= 0.74) is adequate to establish reliability, and the resulting CR for the Education construct (CR
= 0.65) is considered marginal. The estimated Cronbach coefficient (α = 0.779) for the
dimensional constructs is adequate too, and for the combined factors (i.e., Experience &
Education), it is on the low side of good (α = 0.717).
Convergent and Discriminant Validity
Convergent validity measures how much the indicators “converge to measure a single
concept” (Collier, 2020, p. 83). It was estimated using the average variance extracted (AVE) test
(Collier, 2020; see Farrell, 2009). The AVE is the average of all the factor loadings that account
for the shared variance (Farrell, 2009). It was estimated in Excel using the loadings reported in
Amos for each dimension. The formula squares the loadings to identify the square of the
variance (R2). The formula to obtain the AVE calls to sum the square of the factor loadings
within each factor and then divide the sum of the squares by the number of indicators in each
factor (Collier, 2020). For AVE, a value ≥ 0.50 indicates that the indicators have convergent
validity on the construct (Collier, 2020). The AVE for the Experience construct was acceptable
at 0.50 and for the Education construct the AVE value was marginal at 0.48. The AVE results for
both constructs suggest that they have a marginal convergent validity.
Discriminant validity “tests to see if a construct is unrelated or distinguishes from other
constructs” (Collier, 2020, p. 83). According to Collier (2020), it is possible to use the
correlation value between both constructs to determine the discriminant validity between

188
constructs. The correlation for each loading was calculated in SPSS using a formula described by
Collier (2020) that determines if there is adequate discriminant validity by comparing the results
with the value of the AVE. The correlation between the Experience factor and Education factor
was calculated in SPSS (r = .616, p ≤ .001). This value is then squared and the product (R2 = .38)
is the shared variance between the two constructs. As long as the shared variance is significantly
less than the AVE for each factor, one can conclude that the survey has discriminant validity
between constructs. Collier (2020) recommended a second discriminant validity confirmation
using the Heterotrait-Monotrait Ratio of Correlations (HTMT). The HTMT looks at the ratio of
the between-trait correlations and the within-trait correlations, and it is considered a superior
measure for testing discriminant validity (Collier, 2020). A test value of < 0.90 suggests
discriminant validity (Henseler et al., 2015; Teo et al., 2008). Applying the formula provided by
Collier (2020), the value for HTMT is 0.89, which confirms the survey’s discriminant validity at
a marginal level.
Common Method Bias
One the objections commonly raised against survey-based research is that the
respondents’ bias may affect the responses (Collier, 2020). The preferred method to address this
concern is the marker-variable technique, which calls for an unrelated question to be added to the
survey from its very inception. The THPS was designed with Question 5.f as a marker-variable
that would show if there was systemic bias (see Craighead et al., 2011). Question 5.f asked
respondents if they would continue providing TMH services post–COVID-19 pandemic.
A bivariate correlation analysis conducted using SPSS compared the 5.f variable as a
standalone dimension with the five aggregated dimensions. The correlation values were
transferred to an Excel spreadsheet for the researcher to calculate the adjusted correlations values
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that were then applied in Amos to generate a CFA. The difference between the chi-square,
degrees of freedoms, and significance of the original CFA were compared the modified CFA.
The modified CFA has two changes. First, a new latent variable is introduced (common method),
and it has a direct variance to every indicator variable. Second, the adjusted correlations are
applied during the CFA. The difference between the common method variable CFA (χ 2 = 5.258,
df = 3, p = .154) and the original CFA (χ2 = 5.776, df = 4, p = .216) is 0.518 per degree of
freedom. Because the differences are not significant (i.e., ≥ 3.84 per df, p = .05), the common
method bias is not a concern (Collier, 2020).
Summary of Section
The survey’s measurement model shows strong fit scores (i.e., chi-square, CFI, TLI,
RMSEA, and SRMR) supporting its validity. The values for convergent reliability and
discriminant reliability are acceptable, and the common method bias is not a concern. While the
survey’s overall reliability was assessed in SPSS by means of the Cronbach’s alpha coefficient
(α = 0.779), it is important to remember that SEM indices such CR are considered more accurate
(Collier, 2020). The SEM measurement model data were presented in Table 4.13 (CFA and
reliability analysis). The next step was to explore the survey’s path analysis before moving on to
the SRM analysis.
Structural Analysis and Research Questions
The path analysis is a structural equation that explores data using only the aggregated
indicator variables (Collier, 2020) without reference to latent constructs or error measurements
(e.g., residuals). Path analysis is independent of measurement models (Collier, 2020) because its
concern is to test a causal model (Schreiber et al., 2006). Among its advantages is that it allows
for single indicator variables and it teaches the basics of SRMs (Kline, 2016). Another advantage
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of path analysis is that unlike measurement models, it allows for the inclusion of control
variables to test their effect as part of the structural model (Kline, 2016). The path analysis
provides a statistical causal model that helps to explain structural relationships, and it is not to be
confused with a statistical model like multiple regression (Kline, 2016).
Path Analysis and Research Questions Structure
One major difference between the path analysis and the measurement model is that
statistical disturbances in the path analysis are derived from the variable and represent an actual
measurement (Kline, 2016). A second difference is that in path analysis, there is no test such as
the EFA in the measurement model that determines the structure’s path, and it is arrived at by
testing various models based on the most parsimonious explanation of the hypothesized
theoretical model (Kline, 2016). Finally, in path analysis, the effects are labelled either direct or
indirect because the data refer to nonexperimental studies where causation cannot be
demonstrated as in other types of analyses (Kline, 2016). As a cross-sectional study, the present
study cannot use path analysis to establish a causal precedence. Thus, Kline (2016)
recommended the use of the terms indirect and direct effects in lieu of mediation and moderation
when discussing path analysis. All effects are statistical rather than causal (Kline, 2016).
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Figure 4.2
Original Model: Confirmatory Factor Analysis

The study’s first path analysis was conducted the original model discussed in Chapter
Three, which was subjected to CFA. The CFA (see Figure 4.2) corresponding to the initial
theoretical model (χ2 = 7.980, df = 5, p = .157, CFI = .992, TLI = .985, RMSEA = .046, SRMR =
0.0246) shows an acceptable fit, but when it came to path analysis, it could not achieve a valid
model even though all regressions were significant (p ≤ .001). The model in Figure 4.2 identified
two loadings that had two good loadings (r ≥ .70; Telemental, Technology) and three loadings
with moderate strength (r ≥ .50; Educational, Ethics, Clinical). These loading values remained
fairly consistent throughout other measurement model analyses, but there were two problems
with this model. First, the ensuing latent variable (B) was devoid of any theoretical support (see
Collier, 2020; Kline, 2016). One could not identify the latent variable either by theory or
statistical analysis. Second, when the initial measurement model (see Figure 4.2) was converted
to a path analysis model (see Figure 4.3), it reflected poor loadings unless every loading was
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scaled to a regression weight of 1. The Amos application does not calculate the error
measurement for loadings with regression weights, so there would not have been any way to
indicate each indicator’s contribution to the latent variable. Such analysis yielded an
unacceptable loading (χ2 = 250.922, df = 65, p = .001, CFI = .381, TLI = .032, RMSEA = .385,
SRMR = 0.3043) that was both statistically and theoretically unrelated to any construct.
Figure 4.3
Original Model Confirmatory Factor Analysis

Note. χ2 = 205.922, df = 6, p = .000, CFI = .381, TLI = 0.32, RMSEA = .385, p = .000. All
loadings are significant (p < .019).
Because the path analysis model in Figure 4.3 requires a scalar setup for each indicator
(see Suhr, n.d.), it is not possible to identify measurement errors, thus limiting the effectiveness
of subsequent analyses. It produced poor loadings (r ≤ .50), and none of the fit models were
acceptable. This was an example of a statistically correct CFA (see Figure 4.2) that had no viable
relationship to the study’s theory, and thus it was discarded (see Collier, 2020; Kline, 2016). The
results (see Figure 4.3) of the original model’s path analysis (χ2 = 250.922, df = 6, p = .000, CFI
= .381, TLI = .032, RMSEA = .385, p = .000) show that it fails to differentiate the variances
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between the hypothesized model and the observed values. Figure 4.4 shows how a path analysis
derived from the revised CFA (χ2 = 3.97, df = 4, p = .408, CFI = 1, TLI = 1, RMSEA = .000,
SRMR = 0.0168) identified two latent variables. An unwanted loading remains throughout all
measures and that was Telemental that loaded with Technology and Clinical as a factor of
Experience with TMH. Although this unwanted loading is an issue for the measurement models,
it does not affect the path analysis estimates given there are no latent factors.
Figure 4.4
Path Analysis: Revised Model

Note. χ2 = 205.922, df = 6, p = .000, CFI = .381, TLI = 0.32, RMSEA = .385, p = .000. All
loadings are significant (p < .019).
Because the path analysis (see Figure 4.4) does not use a latent variable, Telemental’s
overlap with the Experience latent variable is not an issue. Telemental is the study’s outcome
variable, and given there was only one variable, when it comes to measurement models such as
CFA, SEM analyzes it with the intent to create latent constructs. In Figure 4.4, the revised path
analysis (χ2 = 2.779, df = 1, p = .096, CFI = .996, TLI = .955, RMSEA = .80, SRMR = 0.0190)
suggests that Technology and Clinical indicators provide indirect paths for Education and Ethics
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to exert an influence on TMH’s BOA even when the RMSEA value is weak and degree of
freedom is low. Nevertheless, this model suggests that the survey has found marginal effects in
the data that influence TMH activities.
Figure 4.4 shows that Educational attitudes (r = .13) and Clinical attitudes (r = .17) have
a small direct effect on Telemental attitudes, but Ethics (r = .27) and Technology show moderate
direct influences (r = .30). In path analysis, Educational and Ethical are considered exogenous
variables, as they derive their contribution from observed data alone, and as such they have no
error measurement. The path analysis results suggest that the direct effects of Education and
Clinical BOA alone have a weak influence on Telemental attitudes. Instead, Technology and
Ethics BOA have a larger direct effect even though the effect is not strong. Indirect effects were
stronger for the abovementioned variables. TechComfort was the only control variable with a
significant loading in the path analysis. It loaded with Clinical (r = .113, p = .030) and with
Telemental (r = -.091, p = .006).
The direct and indirect effect ([a * b*]+c) are summarized in Table 4.14. The results of
the path analysis suggest that Technology and Ethics exert more influence on a Telemental
decision than any of the other variables. Education and Clinical variables have very weak effect
on Telemental decisions. Ethics shows strong direct effects (see Table 4.14) on both Technology
and Telemental decisions as well as on indirect effects. Education and Clinical variables appear
to reflect no significant influence on Telemental decisions. The alternative hypothesis for the
first research questions stated that the two CACREP counseling standards did not impact
counselor education enough to prepare counselors to provide TMH. Table 4.14 summarizes the
results of the path analysis. Given the limitations exerted by power and significance results, it is
possible to suggest that one can reject the null hypothesis for the first research question because
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counselor education has an imperceptible direct effect on BOA concerning Telemental decisions.
Clinical, Ethics, and Technology show greater effects on Telemental (see Table 4.14).
Table 4.14
Loadings for Path Analysis
Table Variable Path
Direct Effect (r)a Indirect Effect (r)a
CR
b
Educational ← Telemental
.130
2.441
Educational ← Clinical
.191
3.344
Educational ← Technology
.248
4.290
Ethics ← Telemental
.268
4.870
Ethics ← Technology
.372
6.436
Clinical ← Telemental
.168c
3.204
d
Telemental ← TechComfort
-.091
-2.760
Clinical ← TechComfort
.113e
Technology ← Telemental
.300
Educational ← Clinical ← Telemental
.160
Technology ← Clinical ← Telemental
.360
Educational ←Technology ← Telemental
.205
Ethics → Technology ←Telemental
.381
Note. These loadings reflect the correlations, variances, and squared variances the estimate
reported in Figure 4.4.
a
Unless otherwise noted, p ≤ .001 for all loadings.
b
Educational ← Telemental, p = .015.
c
Clinical ← Telemental, p = .001.
d
Telemental ← TechComfort, p = .006.
e
Clinical ← TechComfort, p- .030.
Partially Latent Structural Regression Model
SRM is a combination of path analysis and confirmatory path analysis (Kline, 2016).
According to Kline (2016), a sign that the SRM is adequate is that there is very little difference
in loadings between the measurement model and the structural model. A comparison of Figure
4.5 and Figure 4.1 shows this principle holds for both the measurement and the structural
models. The goal in SEM is to conduct a fully latent variable SRM (Kline, 2016); however, this
is not possible given the presence of a partially latent variable (see Figure 4.5). As recommended
by Kline (2016), a performing partially latent SRM was performed; the results (χ 2 = 4.630, df =

196
5, p = .463, CFI = 1, TLI = 1, RMSEA = .000, SRMR = 0.0186) show that the model’s badness
of fit (i.e., chi-square) and its goodness of fit are acceptable.
Figure 4.5
Structural Regression Model: Partially Latent

This study uses the partially latent regression model (see Kline, 2016) because the
outcome latent variable reflects only one indicator. Because it is necessary to create a scale in
every indicator-latent variable relationship, an adjustment to the error measure of .2 is made for
the Telemental indicator. This procedure inserts a constrain (.2) for the estimated error
measurement. An additional constraint was necessary for error measurement variable e15 too
(Kline, 2016). All factors loaded at p ≤ .001.
Table 4.14 shows the correlations values for the SRM. The Education indicator shows a
moderate loading to Educational BOA (r = .65). The loading for Ethics (r = .75) to Education
was good. In creating the Education latent variable, the squared variance for Education is
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moderate (R2 = .42) and suggests that the loading accounts for less than 50% of the variance.
Ethics (R2 = .57) accounts for over 57% of the loading that composes the Education latent
variable. The effect of the latent variable Education on Experience is r = .87; however, it was
necessary to constrain the error measurement (e = .030) to achieve an acceptable model. The
effects of the indicator variables Clinical (r = .61) and Technology (r = .75) suggest that latent
values inform the variable Experience, which in turn informs the latent variable Dec (i.e.,
Decision). Experience provides a strong squared correlation (R2 = .75) on Decision. Attempts to
identify a second model resulted in insignificant values. The model shown in Figure 4.3 reports
the multivariate statistics for the study.
Table 4.15
Summary of Effects
Unstandardized
a
regression
.498
b
-.095
1.944
c
-.114
1.000
1.359
1.00
1.503
1.00

Experience ← Education
Experience ← TMHExperience
Decision ← Experience
Decision ← TechComfort
Ethics ← Education
Educational ← Education
Clinical ← Experience
Technology ← Experience
Telemental ← Decision
a
b
c
Note. p ≤ .001; p = .039; p = .001

Standardized
a
regression
.866
-.117
.776
-.158
.736
.649
.602
.751
.851

SE
.07
.046
.217
.035

CR
7.119
-2.063
8.969
-3.291

.156

8.710

.151

9.934

Kline (2016) and Collier (2020) recommended the addition of control variables such as
age, gender, and any other pertinent characteristics. Adding the control variables to the model
resulted in no significant variance, with one exception. There were two control variables that
showed small significant negative effects: (a) TechComfort on Decision (r = -.18, p ≤ .001) and
(b) TMHExperience on Experience (r = -.12, p = .039). The two variables had a significant but
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negative covariance (r = -.56, p ≤ .001). These results suggest that when an individual’s
technology comfort goes up by one point, they develop favorable attitudes toward TMH.
Likewise, when TMH experience increases, the Experience variable shows a change in the
direction of increased proficiency. TMH experience and technical comfort have a negative
covariance, which shows that as experience increases, the individual is less prone to boast of
comfort with technology. The results for these two control variables suggest that experience in
providing TMH services and comfort with technology have a small but significant effect on a
person’s decision to provide TMH services.
Otherwise, none of the other nine demographic and characteristic variables showed a
significant effect on the model. The addition of this variable changed the fit values (see Figure
4.5), but these remained within the acceptable levels (χ2 = 11.169, df = 12, p = .514; CFI = 1.0;
TLI = .1.0; RMSEA = .000, p = .904; SRMR = 0.0423). It is important to notice that adding the
control variables increased the degrees of freedom to 13, which when calculated in the online
calculator, increased the power to .5 and the significance to .052. This illustrates the importance
of degrees of freedom in estimating the required sample size for an SRM.
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Figure 4.6
Partially Latent Structural Model with Control: TechComfort and TMH Experience

Note. χ2 = 11.169, df = 12, p = .514, CFI = 1.00, TLI = 1.00, RMSEA = .000, p = .904, SRMR =
0.0423. All regressions are significant (p ≤ .001) with TechComfort (p = 0.39).
Summary of Section
The partially latent SRM suggests possible answers for both research questions.
However, the following caveats must be acknowledged in the interpretation of the data. First, the
THPS is an emerging measure that showed acceptable robustness during the validation and
reliability assessments. Second, the intended sample size (N = 385) was not reached; however,
all the measurement models and regression analysis reported good fits. The path analysis
indicated that it is possible that Education has no serious effect on the decision to conduct TMH
services, and the SRM corroborated this result. Education variables exercise their effect, no
matter how strong, through the Experience factor. Second, the two control variables (i.e.,
TechComfort and TMHExperience) suggest that as an individual becomes comfortable in the use
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of technology and their experience in TMH increases, they are more likely to adopt TMH
services. Again, education factors showed no significant direct or indirect influences on the
adoption of TMH. An alternative model was proposed with the latent Education and Experience
variables correlating and exercising a direct effect on Decision. Even though there was an
acceptable fit (χ2 = 1.663, df = 3, p = .645; CFI = 1.00; TLI = 1.00; RMSEA = .000, p = .830,
90% CI [.000, .081]; SRMR = 0.0115), the Education effect on Decision was nonsignificant (r =
.37, p = .061). This confirms the path analysis results that one can reject the null hypothesis for
the first question, and the partially latent structural regression suggests that education has no
direct effect on technology-favorable BOA.
Research Question One
The first research question asks, “Does core education in counselor education provide the
knowledge, techniques, skills, and competence necessary for graduates to provide telemental
health counseling services upon graduation?” The null hypothesis for Question 1 states that there
are no statistical differences between the hypothesized population and the observed sample. The
measurement models (i.e., EFA and CFA) show significant differences between the null
hypothesis and the alternate hypothesis (χ2 = 4.630, df = 5, p = .463; CFI = 1.00; TLI = .1.00;
RMSEA = .000, p = .769; SRMR = 0.0186), which were confirmed when the control variables
were added to the SRM (see Figure 4.6; χ2 = 11.169, df = 12, p = .514; CFI = 1.0; TLI = .1.0;
RMSEA = .000, p = .904; SRMR = 0.0423). The new structural arrangement increases the
model’s degrees of freedom, thereby reducing the required sample size to achieve power and
significance.
The structural paths also showed a significant difference between the null hypothesis and
the alternate hypothesis for Question 1. Both the path analysis and the SRM show that counselor
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Education (i.e., Education and Ethics) does not have a direct effect on the decision to engage in
TMH services. Instead, the individual’s Experience (i.e., Technology and Clinical) is required to
achieve such effect. Furthermore, the two control variables (i.e., TechComfort and
TMHExperience) suggest that both comfort with technology and experience providing TMH
services is essential to the development of BOA favorable to TMH.
Exploration of the Education Indicators
The direct effect of CACREP education standards was measured using five questions that
misrepresent current requirements. The loading for the education indicator variable was marginal
(r = .65, p ≤ .001). Agreement with any of these questions implies that the individual has not
received formal education in TMH. A review of answers to three of these statements (i.e., 4.a,
4.d, and 4f.) suggests that approximately 50% of the respondents were unaware of the standards.
Approximately 52% of the respondents agreed with Question 4.a, which affirms that CACREP
mandates counselor education programs to train students in TMH, even though this an incorrect
statement. Over 69% of the respondents agreed with Question 4.f, which states that CACREP
mandates that counselor education programs train students to meet the ACA Code of Ethics
requirements for telebehavioral health services. Approximately 52% of the respondents agreed
with Question 4.d, which states that CACREP requires counselor education programs to train
students to adapt counseling techniques for use in TMH services. Of the five questions in the
education dimension, the only one where the respondents overwhelming disagreed (62%) with
the statement was 4.b, which states that counselors were taught in their formal education how to
manage technological issues related to TMH.
The response patterns for these statements suggest that at least 50% of the respondents
are not aware of what CACREP technological standards say about counselor education as related
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to TMH and technology. This issue is overwhelmingly recognized by the counseling community,
as over 82% of the respondents to Question 5.a in the Telemental dimension expressed that they
were keenly aware that their counselor education did not provide sufficient information to equip
them to provide TMH. Not surprisingly, the education variable had the largest standard deviation
of all indicator variables (M = 3.618, SD = 1.258).
The second part of the education construct was the Ethics indicator variables. As
previously reported, these responses had a good loading (r = .75, p ≤ .001). The eight statements
in this section also misrepresented current standards of ethical practice as applied to TMH. For
this dimension, respondents showed about the same degree of awareness of standards (M =
3.663, SD = .815) as for education, but with a closer standard deviation. The closer the mean
score gets to zero, the higher the level of misinformed BOA. Yet, there were a few individual
responses that showed informed BOA. For example, Statement 3.a stated that HIPAA standards
are stricter for TMH services than for in-person counseling, but over 56% disagreed with this
statement. Likewise, for Question 3.b on the use of text messages to communicate with the client
on issues related to diagnosis and treatment, over 81% recognized that this was an unacceptable
practice. Yet, for Statement 3.c, which stated the client should be advised to dial 911 when a
crisis occurs during a TMH session, only 33% recognized this as an unethical practice.
Postgraduate TMH certification courses and digital ethical training for TMH teach that it is the
counselor’s responsibility to call the emergency responders in the client’s area when a crisis
surfaces during the TMH session. Given the high number of respondents who believed that it is
the client’s responsibility, it is likely that most respondents have not attended a TMH
certification course.
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Another statement that provided for another misinformed response pattern was 3.e.,
which stated that the ACA Code of Ethics provides all the ethical guidance necessary to provide
TMH, which in reality is not so. As discussed in Chapter Two, the states provide additional
ethical guidance that complements the ACA Code of Ethics, and the NBCC offers its own ethical
guidance. Yet, over 66% of the respondents agreed with the statement. There were other
statements such as 3.f, 3.g, and 3.h, where the respondents overwhelmingly provided answers
indicating disagreement. Across the board, the responses to the ethical dimension represented
BOA that aligned more closely with the current state of practice. However, it is hard to say if this
the result of the state mandate to attend TMH training courses or counselor education.
The counselor education latent variable reflects two indicators that have a medium to
good loading. The path analysis showed a weak but significant (r = .13, p ≤ .001) effect for
Education, which became nonsignificant in the structural model as error measurements were
estimated. The CFA reported a high covariance (r = .91, p ≤ .001) between the two latent
variables (e.g., Education and Experience), which may have created statistical bias in the results
of the SRM, as Education had a high loading (r = .87, p ≤ .001) on Experience.
Summary of Section
As stated earlier in the chapter, it is recommended that one reject the null hypothesis for
Research Question 1, as both SEM measurement and structural models suggest that counselor
education has no significant effect on the decision to adopt TMH. The indirect effects suggest
that education exercises some influence via clinical practice, but that primarily it is through
technological affinity. The review of the statements composing the indicator variables for Ethics
and for Education suggests that counselor education programs are not emphasizing the two
CACREP technology standards when it comes to the practice of TMH. Thus, it is recommended
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that given the results in the SRM, one rejects the null hypothesis, which states that counselor
education programs provide all the training necessary to adopt TMH.
Research Question Two
Research Question 2 asks, “How much technological competence must a counselor
possess to provide telemental health counseling services?” The null hypothesis states that
counselors recognize that a working knowledge of technology is outside their professional scope,
while the alternate hypothesis states that counselors recognize their need for technological
competence if they are to provide TMH services. The latent variable for this construct was
labelled Experience, as the CFA presents three indicators representing postgraduate activities
related to the practice of professional counseling and the use of technology to provide TMH. As
stated in this chapter, Telemental is the outcome variable, but in the measurement model
analyses, it was identified as belonging to the Experience latent variable during the EFA, and it
maintained this status throughout the CFA analysis. During the path analysis, it was found that
this variable could play its role as an outcome variable because the path analysis does not use
latent variables. In this capacity, the variable proved valuable in clarifying the role of technology
in helping counselors adopt TMH. The loadings for the two control variables (i.e.,
TMHExperience and TechComfort) suggest that without experience in TMH services or being
comfortable with the use technology, a counselor will not adopt TMH. Counselor education
programs do not include either of these practices, and therefore it is possible to reject the null
hypothesis for Question 2. Figure 4.6 shows that without experience in TMH and comfort with
the technology, individuals are less likely to adopt TMH.
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Exploration of the Experience Indicators
The Experience factor maintained a strong loading (r = .90, p ≤ .001) on the Decision to
act on TMH activities after the addition of the two control variables (i.e., an increase of .05). The
Experience latent variable serves a moderator role for the Education latent variable to achieve a
significant effect on the Decision latent variable or the Telemental indicator. The Experience
latent variable contains the Clinical indicator, which has a moderate loading (r = .62, p = ≤ .001)
and the Technology indicator, which has a good loading (r = .75, p = ≤ .001). There were 10
statements in the Clinical dimension and eight in the Technology dimension.
Technology Indicators
Statement 2.a addressed the issue of who is responsible for maintaining the internet
connection during the TMH session. This technical issue is frequently addressed as an ethical
concern in various state codes. Eighty-seven percent of the respondents believed that it is the
client’s responsibility to ensure the viability of the internet connection during a TMH session,
but state codes place that responsibility on the counselor. On the other hand, over 70% of the
respondents recognized that counselors cannot avoid responsibility for network and system
security by hiring an expert consultant (see Question 2.b). The third question (2.c) complements
Question 2.a. About 70% of the counselors correctly identified that they were not responsible for
setting up, maintaining, and troubleshooting the client’s computer, software, or internet
connection. Question 2.d addressed a technology issue, namely that encryption can protect all the
data and streaming sessions used in TMH. Over 70% of the respondents agreed that once
encrypted, a file or a streaming session was safe from interception by a third party.
The reality is that no encryption system is secure enough to prevent unauthorized access.
The first three statements represented material that is ordinarily presented at postgraduate
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training seminars for TMH certification, but the issue in the fourth question is not properly
addressed at these seminars. The next question (2.e) had 62% of the respondents agree that once
a computer is turned off and has a password and the files are encrypted, the data are safe from
hacking. Again, there are many levels at which an offline computer is still not safe. Question 2.f
mixed technology and ethical requirements, as it presented a paraphrase of one of the ACA
ethical standards for the use of technology. Approximately 58% of the respondents agreed that
they need to understand how the videoconferencing software and hardware interact with the
internet so that they can provide an optimal TMH experience.
At stake is the need to know and understand technical specifications that fall outside of
the counselor’s scope of training such as bandwidth and data security. Another 58% of the
respondents indicated that they needed to acquire the latest knowledge of technology so that they
could provide TMH services (2.g). The final question (2.h) in the technology section dealt with
website management. Nearly 69% of the respondents agreed that they were responsible for
designing, managing, developing, and securing their professional website. While maintaining
oversight of these activities is certainly necessary, the skills required to perform these steps are
outside of a counselor’s training.
Results for the Technology dimension suggest that while clients are well informed on the
ethical aspects of technology, they are not so on the technical aspects of setting up and
maintaining a TMH practice. Had the counselors received such training during their counselor
education, it is expected that the answers to the pure technology questions would have differed
from those given. The technology dimension suggests that counselors have acquired ethical
training that may be congruent with postgraduate education or counselor education programs, but
they have not received education in technology.
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Clinical Indicators
The second dimensional construct is the Clinical aspect of TMH. There were 10
questions in this dimension that covered both clinical practice and professional identity. Question
1.a addressed the use of the same techniques and skills for TMH and in-person sessions. Over
77% of the respondents stated that there was no difference in the techniques and skills needed.
Question 1.b. the question asked about the long-term effects of TMH versus in-person
counseling. Forty-eight percent of the respondents reported that in-person counseling provides
longer lasting results than TMH. Question 1.c addressed TMH accessibility for rural clients and
members of underrepresented communities. Over 72% of the respondents identified that it is not
easy for members of these communities to access TMH.
Question 1.d. covered a well-known fact about TMH, stating that clients tend to disclose
more intimate communications during TMH than they would in in-person counseling. Question
1.d was written to represent a true statement, and over 62% of the respondents disagreed with it.
Anyone who has completed clinical training oriented for TMH would know that this is a correct
statement; thus, the majority of the respondent failed to answer it in a manner that reflects
clinical TMH education. Question 1.e posited that TMH does not allow counselors to show
empathy, support, or understanding for the client. Over 75% of the respondents disagreed with
the statement.
For Question 1.f, 60% of the respondents indicated they believe that there is ample
literature describing treatments for use during TMH services. The following question, 1.g, asked
about the use of techniques developed for telephone-based therapy in TMH. Over 69% of the
respondents said they concurred that the telephone counseling techniques would work as well in
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TMH-based sessions. Question 1.h had over 60% of the respondents concur that TMH services
are as effective as in-person counseling when it comes to developing a therapeutic alliance.
Question 1.i asked about treating certain types of disorders in TMH that previously were
considered unsuitable for TMH but now are among those listed as acceptable for treatment.
Nearly 88% of the respondents stated that they believe that they could treat such disorders using
TMH. Finally, Question 1.j stated that TMH was more effective in rural settings because clients
lacked access to in-person sessions. Fifty-five percent of the respondents agreed that TMH was
more effective among rural clients.
The individual results for the clinical dimension suggest that respondents have strong
beliefs that reflect their professional identity and mixed opinions on the technical aspects of
clinical TMH counseling. This indicator had a low loading factor (r = .61, p ≤ .001) on the latent
variable, and it had the lowest R2 of any of the indicators (R2 = .38). Both the clinical (r = .61, p
≤ .001) and the technology (r = .75, p ≤ .001) indicators showed acceptable loadings on the
Experience latent variable. In the path analysis, the technology indicator had a moderate effect
on Telemental indicator, while Clinical had a very low effect. The SRM supported the CFA’s
readings and showed that they were contributing to an endogenous latent variable that accounted
for 75% of the decision to engage in TMH (R2 = .75). The final latent variable, Decision, is a
unidimensional expression of the Telemental indicator. Given the adjusted error measurements,
the indicator has a high loading (r = .85, p ≤ .001) but not as high as it would had have had there
been no error measurement (r = .99, p ≤ .001).
Telemental Indicators
The Telemental dimension is the study’s outcome variable, and it shows BOA about
intentions to act on specific measures of TMH. It is the only dimension to have a mean score
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over 4 (M = 4.144, SD .815). While all the other dimensions tend to show average means that
would indicate agreement with erroneous statements, this dimension’s mean is the opposite.
These questions too were written so that agreement with any statement suggested no prior TMH
education or experience. However, given the COVID-19 pandemic, it is possible that the
responses reflect a bias due to the respondents’ need to adopt TMH as a practical matter.
Question 5.a reflected the Education dimension by stating that everything a counselor
needs to know about TMH was learned in the counselor education program. Over 81% of the
respondents disagreed. Question 5.b reflected sentiments from the Clinical dimension, and it is
important to remember that when asked in Question 1.h about the difference in strength between
a TMH or in-person therapeutic alliance that 60% of the respondents said there were no
differences. However, in 5.b, over 69% stated that in-person counseling allows for a strong
therapeutic alliance because in face-to-face counseling, a counselor can show empathy.
Likewise, when responding to the demographic questions (see Question 10), the vast majority of
the respondents (87%) stated that they could resolve any technological problem affecting the
delivery of TMH; in Question 5.c, only 46% said they had such skill.
Question 5.d addressed the difference between ethical concerns in person or in TMH.
Approximately 76% of the respondents stated that they found differences in ethical issues
between in-person and TMH. Finally, in Question 5.e, over 58% of the respondents stated that
there were differences between TMH and in-person counseling when it came to the use of
counseling techniques and skills. Earlier, 77% had indicated that there were no differences (see
Question 1.a).
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Summary of Section
This section explored how much technological competence a counselor must possess to
provide TMH services. When both clinical and technical competence are evaluated, it is clear
that counselors report poor understanding of the skills required to provide TMH. Without a
working knowledge of technology, the counselor cannot deliver TMH, as he or she would not
understand the limitations of in-person counseling skills and techniques or the technology used
to access clients via computers and the internet. The responses to the individual questions in the
clinical and technology dimensions suggest that there is a strong recognition of the need to
incorporate technological competence and technology-informed clinical skills that would allow
counselors to provide effective TMH services. The recommendation is to reject the second null
hypothesis.
Commentary on the Four Implied Questions
The four implied questions stated in Chapter Three were explored during the various
measurement and structural analyses, but no satisfactory answer was found for them. The
researcher used both SPSS and Amos to search for statistically significant answers and for
structural relationships. No difference in responses were found between age groups. The only
difference between those individuals who adopted TMH services before the COVID-19
pandemic and those who did so after was that early adopters reported they would continue to
provide TMH services at a higher rate than the late adopters (see Table 4.11). Additionally,
licensure status did not seem to have any effect on the adoption of TMH.
Chapter Summary
The recommendations presented in this chapter call for the null hypothesis associated
with each research question to be rejected. The recommendations are explained in each section
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summary, and the arguments are supported throughout each section. The chapter explored the
individual and aggregated data that resulted from 277 responses to the survey. Based on an
estimate of strength and significance produced by the online calculator, once the degrees of
freedom for the model increased to 13, the current sample size allows for a power of .5 and a
significance of .052. Although the ideal of a minimum power of .8 and significance of ≤ .05 was
not achieved, the results are promising.
The online calculator (Gnambs, n.d.) estimated that over 1,500 responses would have
been necessary to reach a power of .8 with a significance of .05 when there were three degrees of
freedom. Even with the higher degrees of freedom, the current sample size (N = 277) limits the
generalizability of the results. However, given the controversies surrounding sample size and
power estimates in SEM, many researchers recommend a sample size > 200 and suggest that one
focus on the measure’s goodness of fit, validity, overall reliability, discriminant and convergent
reliability (see Kenny, 2020; Schreiber et al. 2006).
The measurement model (i.e., CFA) supported a two latent variable model that were
labelled as Education and Experience due to the indicators associated with each factor (see
Figure 4.1 and Table 4.12). The path analysis identified a structural relationship that suggests
that the Education and Ethical indicators influence the Telemental outcome variable but that
Technology and Clinical indicators were required for those two indicators to show a strong and
significant effect (see Figure 4.4). Even though all four predictor variables contributed to the
outcome, the path analysis’s structure highlighted the need for Technology and Clinical variables
to act as intermediary variables. The Education and Ethics variables did not exercise a significant
direct effect on the decision to adopt TMH. Thus, the decision was made to reject the first null
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hypothesis because Education variables only had a small (r = 13) direct effect on the decision to
adopt TMH.
The results for the partially latent model SRM (see Table 4.14 and Figure 4.6) support the
path analysis results and amplify them as two control variables were added to the mix. In each of
the sections addressing the respective research question, a review of the responses for every
question was provided. Table 4.2 shows the statistics for each question within its dimension. The
review of the individual questions in each construct confirms the rejection of both null
hypotheses. The CFA, path analysis, and SRM results suggest that the two CACREP
technological standards have only a small effect on BOA about the adoption of TMH services
and that without technological competence and clinical experience, they have no significant
influence. After testing various SRM models using every demographic variable, it was found that
only two showed significant effects, TMHExperience and TechComfort (see Figure 4.6). As
control variables, they confirmed earlier results that link the adoption of TMH with technology
and clinical experience. The statistical results confirm that one can reject the null hypothesis for
each research question. It is recommended to retain the alternate hypothesis for each research
question.
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CHAPTER FIVE: SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Chapter Five provides a summary, conclusions, and recommendations about the influence
of two of CACREP (2015) technology standards on the BOA of counseling education students
and professional counselors about TMH. The chapter ends with a final summary. The purpose of
the study was to identify how the two CACREP technology standards influence the BOA about
the delivery of TMH services of practitioners of professional counseling and counseling students.
Through a survey developed for this study, the THPS, the study posed a number of statements
about TMH to which participants responded using a six-point Likert-like scale to identify their
BOA. The statements were organized around themes representing education, ethical concerns,
technology in TMH, and clinical practice.
Many authors on the topic of TMH (see Drude, 2020; Maheu et al., 2020) concur that
these items influence the adoption of TMH, and the assumption is that counselor education
programs provide the education and training required for a graduate to practice TMH upon
graduation (see Maheu et al., 2020). However, more states are starting to follow the state of
Georgia’s example by creating qualification courses that serve as prerequisites for professional
counselors to engage in TMH (Lerman et al., 2019; TeleMental Health, Ga. Code § 135-11-.01,
2020). Two research questions were posed to explore how technology standards influence the
formation of BOA about TMH. First, “Does core education in counselor education provide the
basic knowledge, techniques, skills, and competence necessary for graduates to provide TMH
counseling upon graduation?” Second, “How much technological competence must a counselor
possess to provide TMH counseling services?” Based on the recommendations by Maheu et al.
(2020) for an interprofessional curriculum on TMH, the answer would be that the two
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technological standards have little to no influence at this time because they do not specify
competence levels.
The two questions address knowledge gaps in professional counselor education. It is
important to recognize that six of the eight CACREP (2015) technology standards are related to
career development and rehabilitation counseling rather than mental health counseling. The two
that were identified as relevant in the study (2.F.1.j and 2.F.5.e) apply to mental health
counseling. Yet, the counseling research literature does not report how they have been
implemented in counselor education (see Barrio Minton, 2018; Barrio Minton & Hightower,
2019; Barrio Minton et al., 2014, 2018; Ray et al., 2011; Wehrman, 2004). Thus, this study
explores how the implementation of the two standards influence the adoption of TMH by
professional counselors and counseling students.
Demographics Review
The sample population represents a diverse cross-section of practitioners of professional
counseling and counseling students. Recruitment was conducted in 34 states; however, there are
no means to identify how many respondents were from each area. The descriptive information
was summarized in Chapter Four given that it represents nominal characteristics which do not
lend to statistical analysis (see Field, 2013). Vogt et al. (2014) recommended providing a data
summary for categorical variables. The following table (see Table 5.16) summarizes the sample
population’s demographics for the purposes of this section.
Details for the demographic variables are presented in Chapter Four (see Tables 4.1–
4.11). Table 5.16 (Demographics by Age, Race, and Gender) shows that participants were
predominantly women who identified as either White or Black. Attempts to use SEM to measure
demographics effect on the predictor and outcome variables resulted in nonsignificant results for

215
race, age, and gender, as well as for most control variables. The specific breakdowns for race,
age, and gender by educational status, counseling experience, licensure status, TMH experience
as a counselor, and comfort with technology in TMH practice are presented in Tables 4.2
through 4.11.
Table 5.1
Demographics by Age, Race, and Gender

Gender
Male

Age
40–49 50–59
2
3
1
1
3
13
6
17
19
1

Race
18–29 30–39
60–69 70–79
80+
AA/Black
4
1
1
AI/AN
NH/OP
1
White
13
9
8
2
1
Total
17
11
8
3
1
Female
Black
7
16
6
Asian
4
1
AI/AN
1
Other
4
4
2
1
1
White
31
32
26
25
17
5
Total
46
52
48
36
25
5
Nonbinary White
1
1
Total
1
1
Total
Black
11
17
21
13
6
1
Asian
4
1
AI/AN
1
NH/OP
1
Other
4
5
3
1
1
White
44
42
29
39
25
7
1
Total
63
64
54
54
33
8
1
Note. AA/Black = African American/Black; AI/AN = American Indian or Alaska Native;
NH/OP = Native Hawaiian/Other Pacific Islander

Total
11
1
2
49
63
58
5
1
12
136
212
2
2
69
5
1
1
14
187
277

Table 4.1 reports that respondents most frequently self-reported as women and licensed
professional counselors with experience providing TMH. Table 4.6 shows that 21.2% (N = 59) of
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the participants had no experience providing TMH services whatsoever. Of those who have
provided TMH services (Table 4.11), the individuals who started to provide services before the
COVID-19 pandemic were more apt to report that they would continue to provide distance
counseling (84%) even after the pandemic is over than those who started during the pandemic
(72.52%) and individuals who have yet to provide TMH services (45.76%). The results of a
linear regression showing that timing in the adoption of TMH influences the decision to continue
providing the service is reported in Chapter Four.
The respondents’ demographics (see Table 5.16) reveal a population of students and
professional counselors of diverse genders, races, and ethnicity. The respondents differed in level
of education, professional status, experience providing TMH services, and comfort with
technology. Thus, the responses to each of the dimensions in the survey are from a heterogenous
group. However, the number of individuals providing TMH services is much higher as a result of
the COVID-19 pandemic, and that experience may have resulted in unforeseen biases in the
participants’ responses.
Summary of Findings
Research Question 1 focused on the impact of two of the eight CACREP (2015)
technological standards on the BOA held by counseling students and graduates when they
contemplate TMH. Research Question 2 focused on BOA communicated in the literature by
counselor educators that counselors wishing to engage in TMH must possess a sophisticated
level of competence in the technology in the areas of software, network security, and network
management, among others, that would allow graduates to provide TMH without the need for
any additional training. Using the THPS survey, the findings reported in this chapter show that
neither null hypothesis should be retained given the extant data. Of course, these conclusions
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have limited generalizability given the sample size (N = 277) and that the degrees of freedom in
the SRM (df = 13) provide a nonsignificant (p = .052) effect size (.5). Nevertheless, the obtained
data suggest the two technological competencies’ influence on TMH deserves further analysis.
The remainder of this section summarizes the survey validation by means of SEM and the
subsequent exploration of the two research questions using multivariate statistics within the
SEM.
Survey Validation for the THPS
The THPS was developed to assess the respondents’ BOA issues identified in the
literature review as associated with a counselor’s decision to adopt TMH services (see Burns &
Cruikshanks, 2018; Dollarhide & Oliver, 2014; Finn, 2002; Strong et al., 2017; Wehrman, 2004).
The SEM established that the four independent variables loaded on two latent variables
(Education and Experience) in a significant manner (see Table 4.13) while reporting convergent
and discriminant validity. As shown in Figure 4.6, the Educational (r = .65) and Ethics (r = .74)
indicator variables had adequate loading on their respective latent variable (Education). The
same figure shows that the Clinical (r = .60), Technology (r = .75), and Telemental (r = .75)
indicator variables also had adequate loadings on their respective latent variable (Experience).
Results for the CFA and subsequent validation and reliability indices support the survey’s
validity as a valid and reliable measure.
The measurement model’s fit was satisfactory, as the results showed that the observed
data fit the model very well ([277], χ2 = 3.987, df = 4, p = .408; RMSEA = .000, p = .699, CI
[.000, .099]; CFI = 1.0, TLI = 1.00, SRMR = .0168; see Collier, 2020; Weston & Gore, 2006).
The measurement model showed a high covariance (r = .90) between the two latent variables,
which is at the upper levels of what is an acceptable result but short of the level at which a single
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latent variable would be recommended (r > .95; Kline, 2016). One issue was the presence of only
one outcome indicator variable in the survey. SEM requires the presence of at least two
indicators per latent variable (Kline, 2016; Weston & Gore, 2006). The effects of having only
one indicator informing a third latent variable were successfully addressed using a partially latent
SRM as indicated by Kline (2016).
Validity and Reliability
The survey’s convergent and discriminant validity was established using SEM-oriented
validity measures. When the AVE meets a certain value (≥ .05), it means that the measure has
valid convergence, thus showing that each indicator presents a single concept (Collier, 2020).
The AVE for the Experience construct was acceptable (.50), and that of the Education construct
was low (.48). The AVE for Education suggests that the variance is mostly due to measurement
error; according to Kline (2016), this may be due to a construct built from two different concepts
(i.e., Educational and Ethics). Kline (2016) recommended a confirmatory measure using the CR
estimates (see Table 4.13); it reported a CR value of .65, which suggests valid convergence for
the Education construct.
Discriminant validity was tested to determine if the survey’s constructs were independent
of each other (Collier, 2020). In this case, the HTMT test was used, and the guidelines state that
a value below the cutoff (< .90) indicates acceptable discriminant validity. The results of the
HTMT test were acceptable (.89) as they were under the threshold. Because this is an emerging
measure, the test provided acceptable results, which suggests that the estimated convergent and
discriminant validity suffice for the purpose of this study (see Collier, 2020; Kline, 2016).
Finally, a test for inflated answers (common method bias) showed that there was no user bias
inflating the responses.
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Special Considerations for Reliability
Reporting reliability with the Cronbach coefficient remains a necessity for SEM models.
The obtained Cronbach coefficient (α = .779) for all five dimensions shows acceptable reliability
(Collier, 2020; Warner, 2013). The Cronbach alpha for all the individual variables constituting
the Experience latent variable was good (α = .730), and for the Education latent individual
variables, it was acceptable (α = .607; Collier, 2020). The recommended reliability coefficient
for SEM is the CR test, which is a type of z test. A test of each of the two latent variables showed
results similar to those obtained from the Cronbach coefficient. The Experience construct (CR =
.74) and the Education construct (CR = .64) were close to the values reported by the Cronbach
coefficient for the two latent variables. A final test was to combine all the variables for both
constructs to obtain the Cronbach coefficient (α = .717; see Table 4.13 for details showing t-test
values and significance of the CR results). The survey had acceptable validity and reliability, as
reported in Table 4.13.
Structural Analysis: Path Analysis and Research Questions 1 and 2
The path analysis is a combination of regression and structural relationships between the
indicator variables without reference to the latent variables (Weston & Gore, 2006). It is the most
closely that an SEM equation approximates a multivariate regression because it relies solely on
indicator variables and adds a structural model. Its goal is to identify the strength and validity of
the variances that inform the SRM. Unlike multivariate regression, the path analysis requires that
the model conform to a theoretical model as well as to the basic assumptions of parametric
statistical analysis. Two path analysis were conducted.
The first path analysis used the hypothesized relationships (see Figure 4.3), and the
results show a poor fit of the data ([N = 277] χ 2 = 250.922, df = 6, p = .000; CFI = .381; TLI =
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.032; RMSEA = .385, p = .000). The model was discarded because the chi-square test reports a
significant value, which means that the obtained data matrix and the statistical data matrix have
no differences. The CFI and the TLI compare the data against independent models, and they too
reported no relationships when scores are below .900. Both the CFI and TLI reported subpar
scores. Finally, the RMSEA, a scaled index, compared the obtained results against the
hypothesized model, and a lower score indicates a better fit for the obtained data. An RMSEA
score > .010 suggests a poor fit.
The original model was revised as shown in Figure 4.4. This revision shows a good fit of
the data ([N = 277) χ2 = 5.169, df = 4, p = .270; CFI = .997; TLI = .989; RMSEA = .033, p =
.573, CI [.000, .101]; SRMR = 0.0331). The model adds the SRMR as an additional goodness of
fit measure. The SRMR reports the square root of the difference between the predicted
correlation and the obtained covariance (Kenny, 2020). The lower the SRMR value, the better fit
it reports with zero being a perfect fit (Kenny, 2020).
The revised path analysis includes the only control variable (i.e., TechComfort) that
shows a significant effect, even though it has a low loading (see Figure 4.4 and Table 4.14).
Based on the survey’s scoring method, TechComfort’s negative relationship with Telemental (r
= -.130) does not suggests that when TechComfort increases that aversion to adopting TMH goes
down. On the contrary, higher comfort with technology as measured by this variable suggests
that the person has a poor understanding of the technological implications of TMH, and the
lowering of the value in Telemental moves closer to agreement with misrepresented statement
about TMH.
The path analysis results (see Table 4.14) suggest that the null hypothesis for Research
Question 1 can be rejected because of the low direct effect that Educational (r = .130) has on
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Telemental decisions and its higher effect through indirect paths. Educational’s indirect effect
increases slightly when the Clinical indicator mediates its effect (r = .162) or when the
Technology indicator mediates its indirect effect (r = .208). The path analysis shows a higher
direct effect for Ethics (r = .27) than Educational on Telemental. The effect of Ethics is enhanced
when Technology mediates Ethics’s path to Telemental (r = .381). Ethics shows the highest
indirect effect of the dependent indicators when mediated through. This is no surprise given
Wehrman’s (2004) original study in which he reported that most CACREP counselor education
programs focus on teaching ethics for TMH rather than other subjects
Technology has the second highest indirect effect on the Telemental outcome variable
when Clinical mediates its effect (r = .366). Because SEM does not provide causal explanations,
one cannot conclude that one variable causes another, but the regression model does show how
structure and loadings can identify relationships. The model in Figure 4.4 suggests that the
Educational indicator has a low direct effect on Telemental, while Ethics and Technology
achieve moderate direct effect (r ≥ .30) even though Ethics falls short of .30 by .032. The low
effect of the Educational indicator suggests that the first research question’s null hypothesis can
be rejected because Education does not appear to have a direct or strong indirect influence on
Telemental BOA. Educational indicators have acceptable effects when mediated through
Technology and Clinical experience, which suggests the influence of factors extraneous to the
two technology indicators (see Table 4.14).
In the path analysis, there was only one control variable (TechComfort) that reported a
significant loading (i.e., on Clinical and Telemental). TechComfort reported a low effect on
Clinical (r = .11) and an inverse effect on Telemental (r = -.13). Because TechComfort is graded
differently than other variables in the survey, it is necessary to explain the hypothesized effect.
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When the survey is scored, a high mean score (obtained through disagreement with the
statements) represents a better understanding of TMH; thus, a person has informed BOA.
However, TechComfort is a demographic control question in which a higher score suggests an
almost naive understanding of the implications of technology competence in TMH (e.g., “I can
fix anything because I’m an expert”). Thus, one can conclude that a high score in TechComfort
correlates negatively with Telemental because the higher the TechComfort score is, the lower the
Telemental score is because the person is agreeing with incorrect statements about TMH.
The further a mean score is away from zero (see Table 4.3), the more likely it is that the
respondent has informed BOA on matters related to TMH. The means are as follows:
Technology = 3.332; Clinical = 3.376; Educational = 3.618; Ethics, = 3.663; Telemental = 4.144.
In the survey, responses that are closer to zero suggest a more uninformed respondent, as
agreement scores were given values between 1 and 3. Anyone answering in this range would
have a poor understanding of TMH. Table 4.4 reports the t values for these means (all t values
are significant at p ≤ .001). It would have been possible to recommend retention of the null
hypothesis for the first research question had Educational had a stronger significant direct effect
on Telemental. Given the regression analysis’s result, it is recommended that the null hypothesis
for Question 1 be rejected.
Structural Analysis: Structural Regression Modeling and Research Questions 1 & 2
Figure 4.5 displays the first SRM derived from the path analysis. This is a full structural
model because it includes latent variables in addition to the indicators (Weston & Gore, 2006). It
contains an adjustment because of the presence of a partially latent variable that was added to
account for the TMH decisions (see Kline, 2016). The EFA and the CFA grouped Telemental
with the Experience factor, but the study’s theoretical model recommends that it remain an
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outcome variable (see Kline, 2016). In SEM, the goal is to resolve conflicts in light of the
proposed theoretical model because otherwise the statistical results would be meaningless (Kline,
2016). In order to maintain alignment between the statistical model and the theoretical model, a
third latent variable that focuses on Decision over TMH was created as a partially latent variable,
given that there is only one set of indicators for Telemental. The path analysis supports the
structural independence of Telemental, thus allowing for the creation of a full structural model
where it serves as an outcome variable. To make the partially latent variable viable, Kline (2016)
recommended setting its error measurement to a predetermined value based on one’s best
estimate.
The dilemma was resolved by adding constraints (see Kline, 2016) to the variance error
measurements (e.g., e17 = .02) for Telemental. This allowed the accommodation of the partially
latent variable (i.e., Decision). This action was taken because partially latent variables have only
one indicator that needs to be constrained in order to scale the measurement, and if the error
measure is not set manually, then it would show a 100% effect of the indicator variable on the
latent variable (Collier, 2020; Kline, 2016). The above procedure is recommended by Kline
(2016) to allow the SRM to proceed with a partially latent variable.
A comparison of Figure 4.4 (Path Analysis: Revised Model) and Figure 4.5 (SRM:
Partially Latent) suggests that both models support the decision to reject the null hypothesis for
Question 1. In the path analysis, the Educational to Telemental loadings are low (r = .13, p ≤
.001), but in the SRM, the relationship becomes nonsignificant (p = ≥ .05). In the SRM, it is
helpful to note that the Education latent variable has no direct effect on Decision because it is
statistically insignificant (p ≥ .05). Second, the Experience latent variable offers a partial
mediation for the effect of Education on Decisions.
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None of the alternative models allowed for Educational or Education to exert a direct
effect on Decision. Several models were run where relationships were modelled differently, but
none of those models reported an acceptable fit for the data. The model in Figure 4.5 reports a
good fit ([N = 277], (χ2 = 3.987, df = 4, p = .408; CFI = 1; TLI = 1; RMSEA = .000, p = .699, CI
[.000, .091]; SRMR = 0.0168). SEM is not a causal model when the data is not experimental or
longitudinal (Kline, 2016). However, as a multivariate statistic, it does show structural and
statistical relationships (Collier, 2020; Kline, 2016). Figure 4.5 presents a structural relationship
that shows that Experience is necessary to mediate the Education factor for someone to decide to
adopt TMH.
Finally, Figure 4.6 presents how two control variables (i.e., demographic variables) fit the
final SRM ([N = 277], χ2 = 11.169, df = 12, p = .514; CFI = 1.00; TLI = 1.00; RMSEA = .000, p
= .904, CI [.000, .058]; SRMR = 0.0423). Dozens of attempts failed to show an effect by any of
the other control variables. The absence of statistically significant control variable loadings,
except for the two noted (TMHExperience and TechComfort), suggests that the decision to adopt
TMH is independent of race, age, gender, education, or professional status. The two control
variables showed a small but statistically significant inverse effect.
TechComfort is a variable that assesses an individual’s comfort with technology, and
over 80% of the respondents indicated that they possessed exceptional skills in TMH technology
even though later responses would cast doubt on those reports. The relationship between
TechComfort and Decision is inverse (r = -.158, p ≤ .001), and so is its correlation with
TMHExperience (r = -.56, p ≤ .001). The survey was written so that lower survey scores would
be interpreted to represent less familiarity with TMH theory and practice, however, that was not
so for the demographics section. The TechComfort question posed five choices from which

225
individuals could indicate their technological confidence based on claims of mastery of technical
issues. A higher score in TechComfort indicated more self-reported comfort with Technology,
which would have an inverse effect with Decision, where decreasing scores meant more
agreement with erroneous BOA.
TechComfort’s negative covariance with TMHExperience (r = -.563, p ≤ .001) shows
that as TechComfort increases that individuals with experience in providing TMH services are
less prone to claim comfort with the technology. Likewise, TMHExperience’s loading on the
Experience latent variable is negative (r = -.117, p = .039). TMHExperience is coded so that a 0
represents experience and a 1 no experience. Thus, like the TechComfort, TMHExperience will
show an inverse relationship with survey questions because as TMHExperience increases, the
survey Experience scores decrease. Thus, when individuals report having TMHExperience, the
Experience values go down because it means that someone with no experience in TMH is
driving down the Experience score.
The SRM shows that the Education latent variable (i.e., Educational & Ethics) has a
mediated effect by way of the Experience latent variable (i.e., Clinical & Technology; see Figure
4.6). Because Education does not have a significant effect on Decision about TMH, it is best to
reject the null hypothesis for the first research question. The two CACREP technology standards
do not appear to influence the attainment of BOA favorable to TMH, as they appear to need a
mediator variable. This mediator variable is the Experience latent variable. The null hypothesis
for the second research question is also rejected because it is unlikely that counselor education
provides technological competence for TMH when it cannot establish a significant effect on
BOA about implementing TMH. The participant’s BOA for Technology showed the lowest
mean score (M = 3.332, SD = 690, t(277) = 8.00, p ≤ .001) for any of the variables in the study,
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which suggests that counselors do not have adequate BOA about the effects of technology on
TMH. The SEM analysis suggests that the influence of the two CACREP technology standards
on BOA about TMH services is mediated by experience, which may motivate the counselor to
adopt TMH as a solution to practical needs (Chow, 2019).
Conclusions
This section presents the conclusions drawn from the study. The recommendation to
reject the null hypotheses for both research questions is made given the constraints mentioned in
Chapter Four. As Kline (2016) reported, when it comes to SEM, the ability to draw power to
reject or to retain the null hypothesis is not clear cut. The sample size for this study was clearly
large enough for the results to show “statistical precision” (Kline, 2016, p. 15) but fell far short
of the number required to achieve a power of ≥ .80 along with a significance of ≤ .05. On the
other hand, very few SEM studies actually accomplish such a feat (see Collier, 2020; Kline,
2016). For those reasons, the study presents a high risk for confirmation bias, as the actual power
(.50) and significance (p = .052) fell short of the optimal values. Thus, the results are presented
as is, with no claim to statistical power. Yet, the issue with achieving power in SEM is ingrained
in the nature of its methodology (see Kline, 2016). The need for large sample sizes makes it
impractical for most SEM-based studies to ever achieve statistical power, but this issue has
seldom kept reports from being published (Collier, 2020; Kline, 2016). The goal has been to
present reports that have precision as evidenced by the fit scores. In that respect, the statistical
analysis in this report has achieved validity, although its generalizability is limited given the
sample size.
This study used an evidence-based methodology to estimate the sample size required to
achieve statistical power and significance (see MacCallum et al., 1996), and it showed that over
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1,800 responses would be necessary to achieve optimal power when the first model gave three
degrees of freedom. The final model has 13 degrees of freedom, and the same sample size
estimation methodology (see MacCallum et al., 1996) used earlier now states that a sample size
of 551 respondents would have been sufficient to provide a power of .80 with p ≤ .05
significance. The attained power (.5) and significance (p = .052) was achieved with 277
respondents. These results illustrate the dilemma that researchers using SEM face when reporting
results, as a model design with significant degrees of freedom would reduce the sample size
considerably.
Had the scoring methodology for this study used individual variables to inform latent
variables (df > 299), only 91 respondents would have been necessary to achieve optimal
statistical power (see Collier, 2020; Kline, 2016; MacCallum et al., 1996). However, the survey’s
design was based on the use of aggregated averages for each dimension to score responses, and
this approach was embedded not only in the theoretical model but in the scoring algorithm.
MacCallum et al.’s (1996) method, like others, is not perfect, but it is the only evidence-based
model for use in SEM (Collier, 2020; Kline, 2016).
An emerging alternative is Monte Carlo modeling, but this too is fraught with incertitude,
as the power depends on accurately modeling a theory (Kline, 2016). The rule-of-thumb sample
size estimates only address the number of respondents needed to achieve precision (see Collier,
2020; Kenny, 2020; Kline 2016; MacCallum et al., 1996). Neither of these solutions is
satisfactory, and therefore the interpretation of the results for SEM is made using the data’s fit.
So, the question remains, how valid is this study? And the answer is that it depends.
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Major Question Related to Study
The study’s purpose was to explore if a relationship exists between the two CACREP
(2015) technology standards and the BOA on TMH held by practitioners of professional
counseling and counseling students. The results for the path analysis suggest that alone, none of
the independent variables is capable of creating a direct effect large enough to influence the
outcome variable. A couple of the variables were close to the cutoff score of .3 (i.e., Ethics and
Technology), while the other two independent variables were well below that cutoff value. When
the variables became part of a full SRM, the resulting correlations highlighted the path analysis’s
values. The Education latent variable could not achieve any significant direct effect on Decisions
about Telemental BOA. Its impact was partially mediated through the Experience latent variable.
The SEM is effective when exploring relationships in emerging models. According to
Collier (2020) and Kline (2016), most SEM studies are not replicated, as they are initial studies
that aim to establish proof of concept rather than actual causation. In that sense, the present study
is valid and allows for some generalizability. The six themes that were cast as four independent
variables do show that they influence BOA about TMH and that Education needs a mediator to
exert its influence. Thus, neither research question’s null hypothesis stands, as counselor
education by itself cannot provide the informed BOA necessary to adopt TMH, and the level of
technology taught is insufficient to provide the competence required to implement TMH.
Without additional experience and training, counselors cannot expect to provide competent and
ethical TMH services. The conclusion suggests that practical necessity (Chow, 2019) and
experience (Paterson et al., 2019) are the driving forces behind BOA to adopt TMH services.
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Other Questions Related to Study
Among other questions related to the study are four that were enumerated in Chapter
Three. Each of those questions will be answered in this section, as will several more questions
that arose during the study. First, “Are there any differences in BOA about TMH between age
groups?” The SEM one-sample t-test (two-tailed) results show that age does not influence the
outcome variable significantly, (N = 277), t(276) =1.735, df = 276, p = .084. Likewise, none of
the other demographic variables with the exception of TMHExperience and TechComfort
reported a significant effect.
The second question asks, “Are there differences in BOA between individuals who
adopted TMH before the pandemic and those adopted it during the pandemic?” Due to its
similarity with the third question, both are answered at this time. Question 3 states, “Are there
differences in BOA between individuals who have not adopted TMH and other groups?” A oneway ANOVA, F(4, 86) = 19.597, p ≤ .001, showed that individuals who adopted TMH prior to
the pandemic showed significant similarities with those who adopted it later, F(4, 185) = 32.403,
p ≤ .001.
Those individuals who adopted TMH prior to the COVID-19 pandemic had
nonsignificant correlation for Clinical and Educational predictors, while those who adopted
TMH during the COVID-19 pandemic reported unsignificant correlation with Educational.
Throughout the SEM analysis and the individual t tests, Educational was less likely to show a
significant effect when interacting with control variables than any of the other indicators. As
reported in Table 4.11, individuals who adopted TMH pre-pandemic are more likely to continue
providing TMH services after than pandemic those who started during the pandemic or than
students who are yet to deliver TMH services. Thus, the adoption of TMH prior to the COVID-
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19 pandemic suggests that individuals possess BOA favorable to continue providing TMH
service (9:1), those who adopted the services during the pandemic are less likely to do so (3:1),
and those who have not provided TMH are almost equally split in their intentions (1:1).
The fourth question asked whether licensure status affected the participants’ overall
responses to the survey. No significant differences other than those reported in the previous
paragraph were found between those individuals who reported having licensure and those who
did not. An interesting aspect of this research has been that the SEM analysis highlighted the
influence of BOA related to each of the four predictor variables as principal factors with almost
no impact from demographic constructs. Chow (2019) concluded that people who adopted TMH
did so as a practical matter and that technological affinity was a strong influencing factor. She
did not address the factors that influence the development of attitudes about TMH or how they
are acquired. Paterson et al. (2019) suggested that training in TMH during counselor education
seemed to influence individuals to acquire a proclivity for TMH but that the decision to adopt
TMH was moderated by technological affinity.
Section Summary
The study set out to explore the influence of the two CACREP (2015) technology
standards on the decision to adopt TMH by counseling students and professional counselors. The
ensuing literature review suggested that six themes were considered in the decision to adopt
TMH services, but there was no unifying model that could explain how these factors interact to
create evidence-based BOA. Refinement of the literature review resulted in four dependent
variables (education, clinical practice, ethics, and technological competence) to represent these
themes. Professional counseling identity and clinical models became one variable, as the
literature suggested that they have iterative relationships. Ethical requirements with statutory

231
guidelines were merged as one variable because of the considerable overlap between the two
fields. BOA presented in each of these four variables were then compared against the
respondent’s intent to continue providing TMH services. Given that this is an exploratory model,
the decision was made to use SEM analysis to identify relationships between the variables.
The path analysis and the SRM show there is a significant, albeit weak, relationship
between the variables that influences the outcome variable. The role of the two CACREP
technological standards was seen in the effect of educational BOA and ethical BOA but with
different weight. Ethical considerations influence telemental outcomes more strongly than
educational or clinical experience, but slightly less than technological competence. Yet, all four
variables were necessary to achieve an effect on TMH BOA. The conclusion drawn in the study
is that the two CACREP technological standards have a very low direct effect on the decision to
adopt TMH services but that their respective effects increase when mediated by clinical practice
and technological competence.
Recommendations
The study identified how the six themes derived from the literature contribute to the
development of BOA about TMH. The first set of recommendations for future research addresses
sample size, survey design, revision of dimensional content, and inquiry on a second type of
outcome variable. This section closes with recommendations and implications for counselor
education in TMH. One of the issues identified in this study is the limited generalizability of the
findings due to the small sample size. It is recommended that subsequent studies on the matter
obtain funding to provide token incentives that would encourage more participants to take part in
the study. A second recommendation is to revise the survey by reducing the number of questions
per dimension to no more than five, while at the same time allowing for the inclusion of a second
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outcome dimension. This would call for refinement of the hypothesized outcome variable
beyond the current focus on intent to act.
Finally, the results provide an impetus to revisit how TMH is taught in counselor
education programs. Much like the historical debate about whether substance abuse treatment fit
within the counselor education model (Iarussi et al., 2013), today the COVID-19 pandemic raises
similar concerns. More studies are needed to identify how the various professional counseling
models can ensure the same level of effectiveness and professional support in TMH services as
in their in-person delivery. The issue is not whether TMH is impersonal, cold, and distant, but
whether the humanistic counseling model can adapt to TMH. Likewise, there is a need to explore
which techniques, skills, and interventions are effective across a broad spectrum of mental health
conditions. TMH services offer fresh challenges to the counseling profession that will best be
resolved through evidence-based studies.
Limitations
The limitations faced by the study are discussed in this section. In Chapter One, one of
the limitations identified was the recruitment of participants. Indeed, this was a significant
limitation. Although the potential population of participants numbered over 55,000, it is highly
unlikely that more than a few thousand were reached with the recruitment letter. For example,
one of the institutions that had agreed in principle to publicize the research invitation to members
of their online counselor education program was unable to confirm having done so. The use of
the Listserv was helpful until the researcher received feedback that most people receiving the
invitation were not finding it in their email. Subsequent investigation revealed that most email
systems were routing the request to the recipient’s spam folder. One of the professional
organizations limited the distribution of requests for dissertation participants to a community,
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and in the end it was the various state-level counseling organizations in 34 states that helped the
researcher to reach a larger audience. Thus, the number of participants was smaller than
anticipated, but it was sufficient to conduct successful SEM analysis even though it affected the
study’s effect and statistical significance.
A second limitation was the use of a newly developed survey that had not been tested
prior to the conducting the research. Once it became evident that there would be a low response
to the recruitment effort, the researcher decided to conduct only one iteration of the research. The
literature review that preceded the publication of the survey helped to mitigate validity and
reliability concerns. As stated in the literature (Kline, 2016), the fact that this survey was an
emerging measure allowed for some leeway when it came to effect size. Nevertheless, as
reported in Table 4.13, the CFA and the reliability analysis showed acceptable validity,
reliability, and significance. However, this is a double-edged sword that presents a challenge for
additional refinements in the survey while at the same time giving the results a modicum of
validity.
The third limitation identified in Chapter One related to the effect of the COVID-19
pandemic on BOA associated with decisions to adopt TMH based on clinical factors,
technological competence, ethical guidelines, and counselor education. The study was conceived
and developed based on research literature that predates the COVID-19 pandemic. A question
unrelated to the survey was added, which, among other functions, inquired about respondents’
intention to continue providing TMH services after COVID-19 no longer posed a threat.
Question 5.f, the independent question, provided insight on this matter when evaluated in
relationship to other control variables. Approximately 72% of the respondents indicated that they
would continue providing services, but the results displayed in Table 4.11 suggest that
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individuals with experience providing TMH prior to the pandemic were more likely to continue
doing so, while individuals with no experience with TMH services were less likely to do so.
Although one cannot ignore the effect of the pandemic’s social isolation guidelines on in-person
counseling, there is reason to believe based on the extant data that more counselors are willing to
adopt TMH than ever before.
The study’s data do not explain how the COVID-19 pandemic affected the respondents’
BOA toward the five variables, as the survey was designed to measure the influence of counselor
education in general. The literature that emerged during the COVID-19 period suggests that most
counselors who adopted TMH during the pandemic did so as a practical matter (see Bray, 2020;
Chow, 2019). The mean scores and large standard deviations for the individual questions in each
dimension (see Table 4.2) suggest that respondents as a group were not confident of the BOA
they had formed about TMH. These answers suggest a dearth of education in TMH. The
aggregated scores (see Table 4.3) provide a narrower band for the mean score’s standard
deviations, but the grouping of means in the lower middle of the scoring range suggests that most
answers represented uninformed BOA. As stated in Chapter Three, lower scores meant an
uninformed BOA. On the other hand, the responses to one of the individual questions in the
Telemental section (5.a) tacitly illuminate the absence (M = 4.86) of proper education in TMH.
High values (> 4) in response to Question 5.a indicate disagreement with the statement that
counselor education programs prepare counselors to provide TMH.
It is quite possible that TMH competence acquired during the COVID-19 pandemic
reflects a hodgepodge of BOA that were acquired as a result of clinical experience and
orientation courses rather than formal counselor education and supervision. Nevertheless,
responses to Question 5.f (M = 4.31) suggest that many counselors intend to continue providing
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TMH long after the COVID-19 pandemic is over. A one-way ANOVA, F(2, 274) = 18.819, p ≤
.001, on 5.f (see Appendix G) controlled for the period that respondents started to provide TMH
supports the argument that the less experience a person had with TMH prior to the COVID-19
pandemic, the less likely they were to adopt it after the pandemic. For example, individuals who
reported engaging in TMH before the pandemic had a substantially higher mean score (M = 4.95,
N = 87) than the group mean (M = 4.31, N = 277) and those who started using TMH during the
pandemic (M = 4.27, N = 131), as well as substantially higher than those who have never
provided TMH (M = 3.44, N = 59). However, the study cannot account for these differences, and
the data only allow for reporting of this trend.
Finally, a fourth limitation was identified at the start of the SEM analysis. Although this
limitation did not affect the results of the path analysis, it could have ended the inferential
analysis through SEM. Factors (i.e., latent variables) in SEM require at least two, and preferably
three, indicator variables to create a viable analysis. Without the use of a partially latent variable
analysis (see Kline, 2016), it would not have been possible to conduct the SRM analysis.
Some of the limitations were foreseeable, as reported in Chapter One. Others, such as
those related to the SEM analysis, could have been avoided had there been a pilot study
conducted months before the research. One could say that chance was responsible for the
significance, validation, and reliability statistics supporting the survey, or one could say that the
time given to developing the survey was well spent. The recommendation is for future
researchers to conduct pilot studies that reproduce every element of the research at least once to
ensure that the survey’s construct meets all of the standards for SEM analysis.
Of all the limitations, perhaps the difficult one to overcome in future studies is
recruitment. Future studies will require more resources and creativity to overcome obstacles to
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recruitment. Access to the research population is difficult, and incentives as well as alternate
communications (e.g., advertisement in professional magazines) are recommended as means to
reach a larger pool of participants. There is one unstated limitation that the study did overcome,
and that is providing sufficient data to reject the two null hypotheses.
Implications
While reflecting on the implications of this project for counselor education, counselor
supervision, and clinical work, the author came across a newspaper article on the success of
chatbots as therapists for untold thousands of people who were stricken with depression and
other mood disorders during the COVID-19 pandemic (Simonite, 2020) . Simonite’s (2020)
article reported that artificial intelligence allows programmers and therapists to program chatbots
that can be as effective as in-person counseling. The article implies that a click of a mouse has
doomed the traditional therapist to extinction as artificial intelligence will provide clients with
the warmth, empathy, understanding, and expertise that took counselors years to acquire through
counselor education and supervision programs. A few days later, an ominous warning from an
information technology company popped up on the researcher’s computer screen asking viewers
to learn how all careers would be replaced by artificial intelligence. Finally, there was the
advertisement for a book that promised to teach everything a counselor needed to know to
practice distance mental health counseling. These messages are emblematic of the issues
influencing TMH education and supervision within the professional counseling community. The
ads promote the belief that technology will replace professional counseling and the advertised
textbook oversimplifies the practice of distance counseling. It is difficult to avoid those who
distort the complexity of TMH just as it is to avoid anxiety when experts proclaim that one’s
profession is next on the chopping block.
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Advancing TMH Education
An implication of the study is that education for TMH remains bound to 20th-century
didactic models that developed in tandem with the need to develop, apply, regulate, and manage
the emerging videoconferencing technology. The initial educational emphasis on managing the
technological and ethical threats that videoconferencing poses remains the focus of current
training in TMH. And, while these risks are real, they are only one aspect of TMH. It is unlikely
that anyone becomes a counselor because they want to manage complex technological systems
or resolve complex ethical dilemmas. Yet, these topics are recurring in the literature—the
mastery of technology, ethics, and regulations makes a competent and ethical practitioner of
TMH. The traditional model for TMH presents that once a counselor acquires knowledge of
ethical, statutory, and technological precepts, they are fit to provide distance counseling services
via videoconferencing.
Once upon a time, technological competence was necessary because the technology was
incipient, so users needed to maintain their systems, write their own programs, and secure the
data in an office. As digital technology allowed for interconnectivity between devices, the early
adopters were primarily professionals and researchers who communicated mostly with each
other and had most of the troubleshooting done in house. The commercialization of these
technologies brought additional risks as lower prices made the equipment affordable to the
general public. It was not too long before unauthorized users realized they could gain access to
client records and eavesdrop on TMH sessions. The early users did not risk network security
break-ins, so when commercial units were first rolled out, no one had thought that hacking would
be a major problem. The threat remains, but safeguards built into newer systems have made it
difficult for anyone except for advanced hackers to intrude upon counseling session. So, while
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the risks are real and the threat levels are much lower than ever, counselor education in TMH
continues to address the past concerns.
Prior to the COVID-19 pandemic, many counselor educators would have dismissed TMH
as a “not-in-my-lifetime” concern. For most professionals in counselor education and
supervision, TMH was a sideshow. Meanwhile, the hype around future technologies offered
more intriguing and seductive pursuits, as evidenced by the promise that virtual reality systems
will give counselors a new reality in which to function. However, the ethical and statutory
guidelines for these new mediums are yet to be established, and even if they were, there would
be too few experts to make judgments on ethical breaches. While Anthony (2015) was correct in
saying that professional counseling will become irrelevant if counselors do not learn to make
technology their friend, it is important to realize that TMH is the most ubiquitous and affordable
means for both counselors and clients to access distance counseling.
The unstated assumption behind much of the literature that decries technology in
counseling is the common misbelief that technology will replace counselors. This point of view
assumes that professional counseling is static. In other words, the belief is that professional
counseling cannot change because there is only one medium through which to counsel. The
study’s data analysis suggests that if given convincing reasons, professional counselors will
exhibit the flexibility and adaptability necessary to function in different mediums. The COVID19 pandemic was one of those convincing reasons. Counselor education and supervision in TMH
must extend its vision beyond the ethical, statutory, and technological aspects of the medium.
Clinical Models and Professional Identity in Telemental Health
The results of the path analysis revealed that clinical experience and technological
competence are intermediaries between education and the adoption of TMH services. The data
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from the SRM suggest that counselor education and supervision have a nonsignificant direct
effect on the adoption of TMH. At the same time, while clinical experience is a statistically
significant intermediary, it has a low effect on telemental decisions. According to the path
analysis, the ethical and technological competence have statistically significant direct effects on
TMH. However, these results are not surprising given the current focus on TMH education for
counselors.
The gap stems from absence of evidence-based clinical counseling models that address
TMH. Because of the absence of a common vocabulary for distance counseling, the term TMH
has come to mean anything from telephone counseling to computerized programs. Articles may
speak about the success of TMH interventions, but a careful analysis often shows that the articles
refer to telephone counseling or to other systems. When TMH is defined in a strict sense as
synchronous videoconferencing built around the delivery of mental health services that involves
assessment, diagnosis, and therapeutic interventions that require the creation of a therapeutic
alliance, the number of qualifying articles is substantially reduced.
One way for counselor educators and counselor supervisors to bridge the knowledge gap
is through experiential education that encourages students to compare and contrast how the use
of basic counseling skills manifest in in-person and TMH mock counseling sessions. Starting
with the mastery of common counseling skills, the counselor educator can teach each course as a
mini laboratory that allows the students to discover how the skills they are learning morph
depending on the medium. For example, how do students apply the SOLER techniques during a
TMH session? Do they lean toward the screen? How far away should the client be from the
screen? The counselor? What constitutes good eye contact? How does lighting affect the
session? Background? One TMH guidebook recommends a light shining on the counselor’s face
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from 45 degrees above, but how would this beam of light affect the counselor’s well-being after
a few hours? Counselor supervisors can support and complement this training during the
student’s clinical practicum and internship.
As a counselor in training, I am thankful that clients have been willing to provide
feedback on these issues. I have learned that sometimes the SOLER techniques do not come
across because the client is using a smart phone, the connection is fuzzy, or the client prefers the
up-close style they use to chat with friends. My experience providing TMH during the COVID19 pandemic taught me that there is still much to learn and that not all research needs to take
place outside the classroom. Of course, applying experiential learning in the classroom and in
supervision includes addressing the IRB requirements, but those would be addressed in the
course development phase.
Validate the Learning
As students identify the challenges they face in conducting TMH, it is possible to validate
the learning by asking them to write a short paper using the APA’s writing guidelines—much a
like a brief article. Such activities would reinforce the concept of the scientist-practitioner, as the
student would conduct a literature review, identify a problem, operationalize the problem,
complete an observation phase, and then report on the problem. The options available to the
counselor education are countless, and the benefits that students would gain from such exercises
would encourage the development of a professional counseling identity that is applicable when
delivering counseling services in any medium.
While there are numerous texts and handbooks teaching counselors to conduct
assessments, diagnoses, and interventions for in-person sessions, there are no such resources for
TMH. Further, research on what constitutes appropriate counseling techniques, skills, and
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interventions for TMH (i.e., videoconferencing) is almost nonexistent. There is a tendency in the
literature to cast doubt on the efficacy of a TMH diagnosis, yet there are few studies comparing
differences between in-person and TMH assessments. The same can be said for evidence-based
clinical interventions for TMH. Counselor educators and supervisors can help to meet these
deficits by integrating experiential education to include research into their courses.
Distance Counseling and Telemental Health
Even though TMH is just one dimension of distance counseling, it is one that most clients
can readily access without purchasing expensive equipment, learning how to navigate virtual
immersion programs, or joining social media communities. Compared to the other dimensions of
distance counseling, TMH is the closest to in-person counseling. Effective TMH calls for
counselor educators and supervisors to establish professional counseling within the medium.
Counselor educators and supervisors do well to develop a working alliance with counseling
students to identify a robust TMH theoretical model along with supporting evidence-based
clinical interventions. The goal would be to incorporate the ethical, statutory, and technological
foundations and clinical interventions within the medium. Counseling supervisors would support
this effort by evaluating students and providing feedback from the field.
The Future of Telemental Health
Counselor education and supervision programs can teach with one foot in the present and
another in the future. As gatekeepers, counselor educators and supervisors impart the
profession’s traditions, knowledge, and skills to a new generation of practitioners. They prepare
the student to practice professional counseling in an ethical and competent manner upon
graduation. Because so many counselor educators and supervisors work in universities and
research institutions, they have a foothold in the present, but the present is ever changing. The
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future raises existential questions about professional counseling’s identity and survival . TMH is
not a future technology but an established medium whose time has come to join the mainstream
of professional counseling. At the end of the day, counselor educators and counselor supervisors
must help students to humanize the technology so that professional counseling may offer its
unique understanding of a professional counseling relationship regardless of the medium.
Finally, technology is not the future—it is here today. One myth that has crept into the
collective consciousness of the profession over the past 40 years is that technological literacy and
telemental literacy are one and the same. The former is a foundation, but it is not to be equated
with the delivery of counseling services. The medium has its own technical language, rules, and
rituals that must be mastered by professional counselors. The delivery of TMH will not happen
without the technology, as it is not independent of the medium.
The implications of this study on counseling education, counselor education supervision,
and clinical models have been addressed in this section. As long as technology is seen as a means
to reach and to connect with people, it is an aid to professional counseling. Counselor educators
and supervisors are in a unique position to educate the next generation of TMH practitioners on
how to use the medium to provide effective and competent counseling. Technology is an
instrument that extends the counselor’s influence so that they can reach people in real time
anywhere in the world where there is access to the internet.
Perhaps one of the most challenging aspects of TMH is the existential threat that it may
present to what it means to be a professional counselor. Effective and competent TMH must
never compromise the professional counseling identity, and for that reason, the role of the
counselor educator and the counseling supervisor remains paramount. They are the gatekeepers,
and as such, their influence cannot be overemphasized. Over 50% of the respondents to the

243
survey indicated they will continue to provide TMH even after COVID-19 no longer poses a
threat to in-person counseling. No one has asked clients what they intend to do, but it is likely
that many of them will ask for TMH. The risks professional counseling faces in adopting TMH
are not insurmountable as long as counselor educators and supervisors continue to maintain the
profession’s identity.
Final Summary
Planning for the study started after the beginning of the COVID-19 pandemic when
numerous practitioners in professional counseling adopted TMH as a means to continue their
practice. As practitioners in professional counseling spoke with the researcher, they shared that
they were not trained to provide such a service and asked questions that reflected the issues
covered in the pre-COVID-19 literature. In seeking answers, many of these practitioners attended
one of various training programs made available by various professional organizations, but these
seminars dealt primarily with ethical and legal issues related to the practice of TMH. The
practitioners’ questions became more focused as they began to provide distance counseling, as
they had to adapt counseling skills, techniques, and interventions to TMH. A review of the
literature identified a number of recurring themes as influencing the adoption of TMH.
The relevant themes were those of professional identity, the use of clinical models that
provided skills, techniques and interventions suitable for TMH, the impact of technology, ethical
concerns, and the quality of education received while in graduate school on the matters related to
TMH. Two other issues sometimes identified in the literature, interstate licensure and fee parity,
were rendered moot by the pandemic. These counselors were not looking for out-of-state clients,
and most third-party payers have resolved the pay differences between in-person counseling and
distance counseling. As the researcher inquired how counselor education programs had
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influenced BOA about TMH, the two CACREP (2015) technology standards stood out as
directly influencing the counselor education programs on matters related to TMH.
Thus, the two research questions identified in the study, along with their respective
hypotheses, arose from a practical and theoretical need to understand how the two technology
standards influenced BOA about TMH. The literature review identified a historical debate
amongst practitioners of professional counseling, with one group calling for the adoption of
distance counseling technology as a means to reach clients while a second group predicted that
the use of computers would dehumanize the professional counseling relationship. A second issue
unstated in the literature was identified as the data were organized and cataloged. The terms used
for distance counseling have inconsistent meanings, and studies reporting on the validity of
distance counseling often did not differentiate between telephone services, internet services, and
telemental services. Therefore, many researchers were indiscriminately conflating reports about
the effectiveness of distance counseling without consideration for the medium or the
practitioner’s professional identity.
Third, technology standards for TMH arose in the early years of distance counseling and
have persisted over a number of decades until computer literacy and telemental literacy were
conflated as one and the same. The recommended technological proficiency in the literature
placed such onerous demands on counselors that only after acquiring specialized training in
information technology could a counselor expect to meet those standards. The ethical codes for
TMH have been in place since the 1990s, but the statutory codes took some time to catch up.
Today, there are a number of federal and state codes and regulations that govern the practice of
TMH, and given their respective scope, the language appears intimidating. Finally, responses to
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Question 5.a suggest that 73% of the respondents disagreed with the statement that a CACREPaccredited education had prepared them to provide TMH services.
Path analysis that included all variables identified a structural relationship that showed
weak to moderate effects between the four predictor variables and the outcome variable. These
structures also showed that the effect of counselor education is minimal without the moderating
effects of technological competence and clinical experience. The Educational variable created a
low effect direct effect on Telemental outcomes. Ethical considerations almost had a moderate
effect on Telemental outcomes, but its indirect effect was stronger by way of Technology. The
similar effects were reproduced in the partially latent SRM, which required technological
competence and clinical experience as moderators for education and ethical knowledge. Even
though these effects were small to medium in size, it is necessary to consider that they were
statistically significant and supported the theoretical model posed by the alternate hypotheses.
The two CACREP (2015) technology standards evaluated in this study appear to have a small
but significant effect that requires exposure to technological competence and clinical experience
to exert an effect on Telemental outcomes. However, by themselves, they fail to influence
counselor education programs to provide adequate training in TMH.
Further research is recommended so that counselor educators can develop an informed
understanding of how current programs create BOA about the adoption of TMH. The preCOVID-19 literature saw TMH as an exception to the way in which practitioners of professional
counseling provided services that applied only to a very limited population. It is necessary to
understand how the adoption of TMH will affect future counselors and what it means to
professional counseling if the primary medium changes from in person to TMH.
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APPENDIX A: Terms Used in Search for Telemental Health Articles
Behavioral telehealth
Distance counseling
E-health
E-mental health
E-therapy
Internet therapy
MHealth
Online therapy
Technology assisted distance counseling (TADC)
Technology assisted distance supervision (TADS)
Telebehavioral health
Telecare
Telehealth
Telemedicine
Telemental health
Telepsychiatry
Telepsychology
Teletherapy
Televideo conferencing
Web psychology
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APPENDIX B: ACES 2007 Technical Competencies for Counselor Education
See Appendix C for evidence of permission to republish the 2007 Technical Competencies in the
dissertation’s appendix.
TECHNICAL COMPETENCIES FOR COUNSELOR EDUCATION:
RECOMMENDED GUIDELINES FOR PROGRAM DEVELOPMENT
ACES Technology Interest Network (2007)
Standards Committee: Marty Jencius, Tim Poynton, and Pamela Patrick
Approved ACES Executive Council – June 2007
Acquisition of technology competence can be infused throughout counselor education
curricula at the master’s and doctoral program levels. Integration of technology into curricula
reflects recognition that education, practice and research competence is strengthened through
focused and appropriate use of computer-mediated technology. Engendering the types of
knowledge and skills described in these guidelines will foster the development of a level of
technological literacy that enables students to participate fully in 21st century counseling
practice, and provide a foundation upon which emerging technologies can be evaluated and
integrated into practice where appropriate.
Application of technology into counseling practice holds promise to enhance practice
management, client and professional education, and access to information that can directly
impact counseling effectiveness. Use of various forms of technology can be adjunctive to
practice and designed to facilitate the human interactions that are the foundation of counseling
efficacy. In recognition of the role of technology applications in contemporary society and in
practice, as well as the role of counseling professionals as influential leaders in policy and
advocacy within the profession, counselor education programs will work toward integration of
technology proficiency development into curricula over time and in concert with ongoing
curriculum development initiatives.
Inclusivity of Technology within Counselor Education
Competence in the use of technology in counselor education, practice and research is
sensitive to issues of multiculturalism, diversity, and contemporary ethical standards of practice.
Counselor educators are familiar with issues associated with the digital divide; i.e., access and
capacity to use technology applications by diverse and multicultural populations. With this
insight, counselor educators model access and inclusivity for diverse populations and people
from varied socioeconomic backgrounds by ensuring technology access to students challenged
by the ‘digital’ divide. Counselors also recognize the potential of technology to further separate
underrepresented populations from effective services, and safeguard potential practices of
exclusion.
Knowledge of digital divide issues informs the counselor educator’s efforts to prepare
both the master’s and doctoral level counselor education student with reference to the
incorporation of technology applications into practice, research and education. Further, the
counselor educator seeks understanding of digital divide issues as they may impact the
counselor’s role with client populations, peers, and consumers of mental health and wellness
services.
University Technology Support
Universities are rich with resources and support to assist counselor educators with the
development of technological knowledge and competencies. As such, counselor educators do not
necessarily need to be “experts” in each technology competency described below. However,
counselor educators do need to be able to identify campus resources that can facilitate the
development of these competencies and integrate them within their curricula.
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Competency 2
Be able to use such audiovisual equipment as video recorders, audio recorders,
projection equipment, video conferencing equipment, playback units and other applications
available through education and training experiences.
Rationale. Teaching and learning no longer occur through “traditional” face-to-face
interactions. The development of skills around the use of video projection, recording, and
conferencing will facilitate counseling professionals’ participation in a variety of
supervision, teaching, collaboration, and professional development opportunities.
Basic Knowledge

Basic Competence

Integrated Competence









Know how to use
DVD/VHS players.
Know how to use LCD
projector with a laptop
computer (e.g.,
connection set up for
PowerPoint slide
projection).

Ability to download
audio or video clips and
display in software (e.g.,
insert clips into
PowerPoint slide deck).



Ability to use equipment to
create audio or video
materials (e.g., Windows
Movie Maker).
Ability to use
videoconferencing
equipment for a point-topoint videoconference
(e.g., ?? (sic)

Competency 3
Be able to acquire, use and develop multimedia software, (i.e., PowerPoint/Keynote
presentations, animated graphics, digital audio, digital video) applicable to education, training,
and practice.
Rationale.: Education and training experiences during counselor education can include
opportunities to develop professional communication competencies that are enhanced through
the use of multimedia software. The technology savvy counselor can increase these capacities
to extend knowledge and counseling services through integration of appropriate technology
software applications.
Basic Knowledge
Basic Competence
Integrated Competence
 Able to create and
 Able to produce a
Know the various types
produce digital audio
of digital media
multimedia presentation
and/or video media
available (e.g., audio,
using standard productivity
graphics, video)
software (e.g.,
 Able to incorporate digital
PowerPoint/Keynote)
 Know software and
media into other
methods of displaying
productivity software end
digital media content
product (i.e. web pages,
(e.g., desktop media
presentations, spreadsheets)
players, portable media
 Able to produce CD and or
players)
DVD products containing
created digital multimedia
 Know the ethics of digital
content
media copyright, fair use
and flexible copyright
licensure (creative
commons)
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Competency 4
Be able to use statistical software to organize and analyze data.
Rationale. Counseling practice is, by nature and design, reflective. Developing
competence with statistical software enhances counseling practice by allowing counseling
professionals to efficiently and effectively use data to reflect on their practice

Basic Knowledge


statistical software
programs (e.g.,
Excel, SPSS, SAS)
that can be used to
assist with data
analysis

Basic Competence




Ability to enter data
into a software
program in preparation
for analysis
Ability to generate
descriptive statistics
and create graphs and
tables to visually
display the results of
data analyses (e.g.,
SPSS, Excel)

Integrated Competence
 Ability to create

SPSS/SAS data sets to
conduct inferential and
multivariate statistical
tests
 Ability to access
consultation regarding
emergent technologysupported data analysis
methods (e.g., campusbased technology
resources).

Competency 5
Be able to use computerized and/or internet-based testing, diagnostic, and career
decision-making programs with clients.
Rationale. There is a wide range of computer software regarding testing, assessment,
and career decision-making. These technology solutions are increasingly recognized as
invaluable tools in the counseling professional’s toolbox.
Basic Knowledge
 Know different types of
computer mediated
assessment available to
practicing counselors.
 Know resources for
locating and evaluating
computerized testing,
diagnostic and careerdecision making
programs
 Know the ethical
considerations when
using computer mediated
assessment with diverse
populations (e.g., ACA
Code of Ethics, Section
E)

Basic Competence
 Able to assess the ethical
appropriateness of using
computer mediated
assessment in a counseling
practice (e.g., ACA Code
of Ethics, Section E.
 Able to demonstrate the
use of at least one
computerized/internetbased testing, diagnostic
or career decision-making
program.,

Integrated Competence

 Able to administer, with

proper training, computer
mediated assessments.
 Able to modify computer
mediated assessment
reports and evaluate their
validity (e.g., edit or
modify report
templates)..
 Able to produce reports
based on computer
mediated or technology
supported assessments
within established ethical
guidelines and standards
of practice (e.g., ACA
Code of Ethics, Section
E).
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Competency 6
Be able to use email.
Rationale. : Email is perhaps the most widely-used technology communication tool on
the Internet. It is necessary for practicing counselors to develop knowledge of the ethical
implications of using email, the security of email messages, and techniques for enhancing
privacy and security and efficiency while using email.
Basic Knowledge
Basic Competence
Integrated Competence
Able
to
use
email
to
send
a

Knowledge
of
different

 Able to combine other
message to multiple
methods for accessing
productivity software with
recipients (e.g., using CC
email (e.g., web-based
email software to send a
and BCC fields)
email, email clients such
message to pre-existing
as Outlook and
lists (e.g., using a mail
 Able to use the
Thunderbird)
attachment feature.
merge to send email)
 Knowledge of
 Able to use email
 Able to apply email
HIPAA/FERPA
protection software (e.g.,
within counseling practice
regulations and how they
install antivirus, antiaccording to established
spam filers/blockers)
ethical guidelines and
apply to client
protections to client
confidentiality (e.g.,
population and counselor
electronic records and
professional (e.g., ACA
transmission)
Code of Ethics, Section
 Knowledge of methods to
B).
prevent spam and maintain
email security (e.g., filters,
blockers).
Competency 7
Be able to help clients search for and evaluate various types of counseling-related information
via the Internet, including information about careers, employment opportunities, educational
and training opportunities, financial assistance/scholarships, treatment procedures, and social
and personal information.
Rationale. The Internet is revolutionizing how information is obtained and disseminated.
Developing skills in evaluating the quality of Internet information and knowledge of the various
ways information can be obtained on the Internet can ensure counseling professionals provide
clients with efficient and effective methods to use and evaluate the Internet as a source of sound
information.
Basic Knowledge
Understand how to use a
web browser to bookmark
useful sites.
 Ability to discern and
critique quality of internet
resource materials.


Basic Competence
Knowledge of major
reliable sites related to
their field of study (e.g.,
professional association
web sites and links).
 Ability to engage in
advanced search
techniques (e.g., Boolean
keywords, methods for
expanding or narrowing
the search terms).


Integrated Competence
Ability to use web
crawlers or news readers
to customize information
from the internet to a web
page.
 Knowledge of strengths
and limitations of various
search engines.
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Competency 8
Be able to subscribe, participate in, and sign off counseling related listservs or other internet
based professional communication applications.
Rationale. Participating in Internet-based professional communities ensures counseling
professionals have a vehicle for both sharing and obtaining information, and provides a
mechanism for maintaining professional connections without regard to time or space
boundaries.
Basic Knowledge
 Know the major
professional
listservs/discussion
boards in counseling and
mental health and their
membership.
 Know means of internetbased professional
communication
applications (i.e. listserv,
threaded discussion
boards, blogs, chat rooms,
instant messaging, RSS
feeds).
 Know netiquette practice
for participating in
internet-based
professional communities.

Basic Competence
Able to use the internet to
locate internet-based
professional communities.
 Able to subscribe,
participate, and sign off a
listserv/discussion board.


Integrated Competence


Ability to moderate or
manage an internetbased professional
community.

Competency 9
Be able to access and use counseling-related research databases.
Rationale. The professional literature and research knowledge base grow each year.
Having knowledge of how to access databases of research knowledge (e.g., PsycInfo, ERIC)
enhances counseling practice by providing counseling professionals with tools to sift through the
literature to find meaningful and relevant research-based knowledge.
Basic Knowledge
 Understand how to log
onto a library catalog or
electronic database and
conduct a basic search.
 Ability to print search
results.

Basic Competence
Integrated Competence
 Understand how to use
 Ability to use advanced
database thesaurus or other
features of academic
database, such as specific
features.
codes and export of
 Understand how to use
citations into other
Boolean logic to conduct
citation formatting
a database search.
programs.
 Understand how to output
search information in
several formats.
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Competency 10
Be able to use the Internet to locate, evaluate, and use continuing education, professional
development and supervision options in counseling.
Rationale. The increased availability of continuing education options publicized
through Internet channels, as well as the user-friendly access to self-study programs for
professional development that meet licensure or certification standards, requires competence in
the use of the Internet to search, evaluate appropriateness, register for, and complete
requirements. Competence to access technology supported education and development options
strengthens practice and supports lifelong learning as a core value of the profession.
Basic Knowledge
Basic Competence
Ability to pursue
 Understand the
professional development
requirements for
through computer
continuing education in
mediated instruction from
their licensed jurisdiction.
reputable providers.
 Knowledge of reputable
outlets for computer mediated
professional development.

Integrated Competence
 Ability to provide quality
content material for
professional development
to providers.

Competency 11
Be able to perform basic computer operation and maintenance tasks.
Rationale: Understanding basic computer operation and maintenance tasks enables
counseling professionals to ensure their digital information is relatively safe and secure. This
competence increases productivity through the use of basic knowledge and troubleshooting to
solve and prevent common problems.
Basic Knowledge
Ability to operate a
computer and common
peripherals such as
printers, mice, and
keyboards.
 Ability to perform basic
computer operations such
as moving and renaming
files, changing the date
and time, and adding or
removing new programs.
 Ability to employ
antivirus programs to
ensure Internet use
security and protection.


Basic Competence
Integrated Competence
Ability to describe and
implement a solution for
 Ability to deploy a
backing up important files
wired or wireless
and documents.
network securely.
 Ability to search for files
 Ability to diagnose and
and folders on a
troubleshoot hardware
computer’s hard drive.
and computer
 Ability to perform basic
performance problems.
maintenance operations
such as defragmentation,
clearing the browser
cache, and securely
deleting files and folders.
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Competency 12
Be knowledgeable about legal, ethical, and efficacy issues associated with delivery of
counseling services via the internet.
Rationale. The use of the Internet as a counseling tool has significant legal, ethical and
efficacy implications. Knowledge of both federal and state laws related to Internet-based
counseling and ethical guidelines from professional organizations can ensure counseling
professionals provide services that meet legal and ethical standards of the profession as well as
contemporary standards for efficacy of practice. In addition, counselors should acquire
technology competence, knowledge of computer mediated applications associated with this
form of counseling delivery, and ensure that services are sustained.
Master’s & Doctoral Students
 Knowledge of and ability to ensure compliance with state and federal laws
concerning electronic records and the delivery of counseling over the internet.
 Knowledge concerning HIPAA/FERPA regulations and how they apply to
client confidentiality (electronic records and transmission).
 Knowledge concerning the Responsibility of Users of Standardized Tests.
 Knowledge of professional organization standards concerning technology
and counseling.
 Ability to construct a business plan or feasibility study for internet counseling prior
to initiating this form of practice.
Doctoral Level Technical Competencies
Recognizing that graduates from doctoral-level Counselor Education programs work in a
variety of settings, doctoral technology competencies should reflect the diversity of work
settings and tasks in which they engage. Listed below are areas of advanced technical
competence that doctoral graduates may find useful based on their specific employment
setting. Doctoral preparation programs should consider exposing their doctoral students to a
variety of technology skills beyond those of the master’s degree that fit best with the future
demands on the doctoral student’s anticipated areas of employment or practice.
Research concentration


Doctoral students demonstrate competence in use of statistical software (e.g.,
SPSS/SAS) associated with the execution of a research project including
initial conception, design, data input, and analysis of data, and/or



Doctoral students demonstrate a working understanding of the applications of
qualitative analysis software (e.g., N6/NVIVO, Ethnograph) associated with the
execution of research including initial conception, design, data input, and analysis
of data

Practice concentration
Agency and private practice settings. Doctoral students should demonstrate
understanding and application of counseling agency database management systems
(Athena, Therascribe), including kinds of information stored, diagnosis strategies,
treatment planning, data input, data retrieval and security and legal access issues.
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School settings. Doctoral students should have exposure to types of student
information systems, including kinds of student record information stored, data input,
data retrieval methods and security, and legal access issues.
Teaching concentration


Doctoral students should have exposure to distance learning web-based class
management (WebCT/VISTA, Blackboard) technology, including such activities as
experiencing online courses, training in web-based course development and
instructing online courses.



Doctoral students should have exposure to distance learning videoconferencing
(Polycom) including such activities as experiencing videoconferencing, training in
using videoconferencing equipment, and execution of a videoconferencing class.



Doctoral students should have exposure to web-based and Internet facilitated
conferencing systems applicable to teaching and learning (e.g., Macromedia Breeze).



Doctoral students should have exposure to technology-enhanced classrooms and the
variety of technology assisted teaching (digital projectors, digital projection cameras,
Smartboards, Clickers) that can be enacted through technology-enhanced classrooms



Doctoral students should have exposure to a variety of technology delivery methods
used in instruction (presentation software, CD/DVD ROM, digital cameras, digital
video cameras, etc) including development and methods of construction of the
technology delivery methods.
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APPENDIX C: Permission to Republish ACES 2007 Technical Competencies for
Counselor Education
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APPENDIX D: Journals Used in Research Conducted by Barrio Minton and Colleagues

Barrio Minton
(2018)
Counseling and
Values
Counseling
Outcome Research
and Evaluation
Counselor
Education and
Supervision
Journal of
Counseling and
Development
Journal of Child
and Adolescent
Counseling
Journal of
Counselor
Leadership &
Advocacy
Journal of
Creativity in Mental
Health
Journal of LGBT
Issues in
Counseling
Journal of School
Counseling

Barrio Minton et al.
(2014)
Adultspan Journal

Barrio Minton et al.
(2018)
Adultspan Journal

Barrio Minton et al.
(2019)
Adultspan Journal

Counseling and Values

Counseling and
Values

Counseling Outcome
Research and
Evaluation
Counselor Education
and Supervision

British Journal of
Guidance &
Counselling
Career Development
Quarterly

Counseling
Outcomes Research
and Evaluation
Counselor Education Counseling and
and Supervision
Values

Journal for Social
Action in Counseling
and Psychology
Journal for Specialists
in Group Work

Journal for Social
Action in Counseling
and Psychology
Journal for
Specialists in Group
Work

Counseling Outcome
Research and
Evaluation
Counselor Education
and Supervision

Journal of Addictions
and Offender
Counseling
Journal of College
Counseling

Journal for
Specialists in Group
Work
Journal of
Addictions &
Offender Counseling
Journal of College
Counseling

Measurement and
Evaluation in
Counseling and
Development
Professional School
Counseling
The British Journal
of Guidance and
Counselling
The Clinical
Supervisor

Journal of Creativity in
Mental Health

Journal of
Counseling &
Development

Journal for Social
Action in Counseling
and Psychology
Journal for
Specialists in Group
Work
Journal of
Addictions &
Offender Counseling
Journal of Child and
Adolescent
Counseling

Journal of Employment
Counseling
Journal of Humanistic
Counseling

Journal of Creativity
in Mental Health
Journal of
Employment
Counseling
Journal of LGBT
Issues in Counseling

Journal of Counseling
and Development

Journal of LGBT Issues
in Counseling

Journal of College
Counseling
Journal of
Counseling &
Development
Journal of
Counselor
Leadership and
Advocacy
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Barrio Minton
(2018)
The Journal of
Counselor
Preparation and
Supervision
The Journal of
Humanistic
Counseling
The Professional
Counselor

Barrio Minton et al.
(2014)
Journal of Mental
Health Counseling

Barrio Minton et al.
(2018)
Journal of Mental
Health Counseling

Journal of Multicultural
Counseling and
Development
Measurement and
Evaluation in
Counseling and
Development

Journal of Military
and Government
Counseling
Journal of
Multicultural
Counseling and
Development

The Family Journal

Professional School
Counseling

Measurement and
Evaluation in
Counseling and
Development
Professional School
Counseling
Rehabilitation
Counseling Bulletin

Rehabilitation
Counseling Bulletin
The Career
Development Quarterly
The Family Journal

The Career
Development
Quarterly
The Family Journal
The Journal of
Humanistic
Counseling

Barrio Minton et al.
(2019)
Journal of
Counselor
Preparation and
Supervision
Journal of Creativity
in Mental Health
Journal of
Employment
Counseling Journal
of Mental Health
Counseling
Journal of
Humanistic
Counseling
Journal of LGBT
Issues in Counseling,
Journal of Military
and Government
Counseling
Journal of
Multicultural
Counseling and
Development
Journal of School
Counseling
Measurement and
Evaluation in
Counseling and
Development
Professional School
Counseling
Rehabilitation
Counseling Bulletin
The Clinical
Supervisor
The Family Journal
The Professional
Counselor
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APPENDIX E: Alignment of Georgia Telemental Health Training Requirements and
CACREP 2016 Standards

Research in telemental health

Internet use dependency &
psychological problems
Ethics and Profession in
Telehealth

Termination

(CACREP)
Business of Telemental Health

Risk Management
Process in Telehealth
(CACREP)

Delivery Methods

Theory Integration

Intake & Assessment
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APPENDIX F: Fifteen High Level Topics to Consider for Ethical and Competent
Telemental Health Practice
1. Ethics
2. Laws & Regulations
a. Federal
b. State
c. Local
3. Data privacy
4. Data security
5. Client consent
a. Parent
b. Guardian
c. Self6. Response to technical failures
7. Mending therapeutic alliance and misunderstandings
8. Determine if client is appropriate for TMH
a. Able to utilize technology
b. Diagnosis
9. Explain and document reason for treatment modality to client
10. Counselor provides proof of competence
11. Responds to multicultural and ethnic differences
12. Ensures that socioeconomic barriers do not impede access to services
13. Informs on who will have access to records
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14. Avoids the impostor syndrome
15. Provides an informed consent for explaining all of the above
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APPENDIX G: Survey Questions
Purpose: The survey explores beliefs, values, and attitudes that might affect a counseling
student’s, or professional counselor’s, decision to adopt telemental health services in his or her
current, or future, practice. There are eight demographic questions along with five sections in the
survey that explore the individual’s beliefs, values, and attitudes in the following focus areas: a)
Clinical factors and professional identity; 2) Technological factors; 3) Ethical and statutory
concerns; 4) Counselor education; and 5) Personal perspectives. The researcher expects to find a
relationship between the respondent’s education, background, and experience in clinical
counseling and his or her decision to adopt telemental health.
Participants: The survey is open to all active students in a CACREP approved, or affiliated,
program of counselor education and to mental professional counselors who hold a counseling
license in their respective state of residence. Respondents must be at older than eighteen years of
age to participate in the survey. Individuals whose primary work is academic, educational, or
school-based are encouraged to decline participation unless they are currently licensed and
actively engaged in providing professional mental health counseling services.
Definitions:


Telemental Health Services refers to the provision counseling, assessment, diagnostic,
and other therapy services using live video conferencing.



In-person refers to counseling, assessment, diagnostic and therapy services provided at
counselor’s officer where both the client and the therapist meet in person.
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A. Part I: Demographics
Instructions: Please select the most appropriate answer for each question.
1. Age (years)
18-29
30-39
40-49
50-59
60-69
70-79
80+
2. Gender
a. Men
b. Women
c. Non-binary
3. Race (Please choose all that apply)
a. African American/Black
b. Asian
c. American Indian/Alaska Native
d. Native Hawaiian/Other Pacific Islander
e. Other
f. White
4. Are you currently enrolled in a counselor education program?
a. Master’s Level Student? Y (1)
b. Doctoral Level Student? Y (2)
c. I am not enrolled N (3)
4a. If you answered “yes” to either a or b, please choose the best answer from the following 3
choices.
1) I have completed the practicum and internship
2) I am enrolled in either a practicum or an internship
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3) I am enrolled in neither a practicum or an internship
5. Are you currently licensed to practice professional counseling? Y/N
If yes, please indicate your current degree:
a. Master’s
b. Doctoral
6. Have you had at least one experience providing telemental health services?
a. Yes
b. No
6a. If you answered “Yes” to Question 7, Please state when you started providing telemental
health services?
a. Prior to the COVID-19 pandemic
b. During the COVID-19 pandemic.
7. Technological Affinity: Choose only the statement which best represents your comfort level
with technology even if you have never provided telemental health services.
a. I prefer not to provide telemental health service because I do not want to mess with
technology.
b. I can provide telemental health services but I will not troubleshoot audio-video connection
issues because I do not understand the telemental health technology.
c. I can provide telemental health services as long as I have a manual to help me operate and
troubleshoot the software and connections.
d. I can provide telemental health services because I have an idea of how the telemental health
technology works so I can troubleshoot almost anything that could go wrong without the
benefit of a manual.
e. I feel comfortable providing telemental health services because I have specialized training
in technology so that I can troubleshoot any technology related issue.

Part II: Questions [There are a total of 37 questions in this section.]
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Instructions: For each of the following statements, indicate your level of agreement using the
following six-point Likert-like scale.
1 = Strongly Agee 2 = Agree 3 = Somewhat Agree
4 = Somewhat Disagree 5 = Disagree 6 = Strongly Disagree
1. [Clinical & Professional Identity Scale]
1a. Counselors use the same techniques for telemental health services that they would use for
in-person sessions.
1b. In-person counseling provides longer lasting results than telemental health.
1c. Clients from rural populations, ethnic minorities, and low socio-economic groups can
access telemental health services as easily as anyone else.
1d. Clients participating in telemental health services are more likely to disclose sensitive
personal information than if they were attending in-person therapy.
1e. When providing telemental health services it is impossible for counselors to show
empathy, support, and understanding to the client.
1f. There is ample evidence-based literature that describe treatments for use in telemental
health services.
1g. Techniques developed for telephone counseling are also effective for telemental health
services because both mediums allow the client and counselor to talk to each other.
1h. Telemental health allows the counselor to develop a weaker counseling relationship than
in-person counseling at an office.
1i. General anxiety, bipolar disorders, and depression are types of disorder not treated via
telemental health services even when the counselor is qualified to treat these disorders inperson.
1j. Telemental health services are most effective in rural settings because clients do not have
access to local counselors.
2. [Technology Scale]
2a. In telemental health it is the client’s responsibility to ensure that he or she can maintain an
internet connection with the counselor during the session.
2b. Experts hired to handle the technological aspects of the telemental health service relieve
counselors of all responsibilities for monitoring and protecting the software and equipment
from hacking.
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2c. Counselors who provide telemental health services are responsible for setting up,
troubleshooting and maintaining the client’s software and equipment used to access the
service.
2d. Data and streaming encryption ensure that no one can hack a telemental health session or
access the client’s digital records without permission.
2e. When the counselor uses a strong password to encrypt files and turns off his or her
computer the client’s records are protected from hacking.
2f. Counselors understand how videoconferencing software and hardware interact with the
network so that they can then ensure data security, maximize bandwidth efficiency, and avoid
costly delays before providing telemental health services.
2g. Counselors are right to assume that clients who sign up for telemental health have the
cognitive capacity to use technology.
2h. Counselors are trained to design, develop, maintain, and secure his or her professional
website.
3. [Ethics and Law Scale]
3a. HIPAA’s security and privacy requirements are stricter for telemental health than for a
brick-and-mortar counseling.
3b. Counselors can use text messages to answer a client’s questions about diagnoses and
treatment protocols.
3c. When a client experiences a crisis during a telemental health session that requires the
presence of first responders, the counselor advises the individual to dial 911.
3d. Counselors providing telemental health services can live anywhere in the world as long as
the counselor holds a valid license where he or she resides.
e. The American Counseling Association’s code of ethic provides all of the directives which a
counselor must meet to provide telemental health in a safe, ethical, and legal manner.
f. An informed consent form written for in-person sessions provides all the information a
client needs to consent to telemental health services.
g. The HITECH Act only applies when providing telemental health services cross state lines.
4. [Education Scale]
4a. CACREP accredited counselor education programs are required to provide training in
telemental health services.
4b. CACREP accredited counselor education programs teach the counselor how to remedy
technological threats that could compromise the client’s privacy when using telemental health.
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4c. CACREP standards charge practicum and internship supervisors to train future counselors
who will then go on to provide telemental health services.
4d. CACREP standards require counselor educators to teach counseling students who to adapt
counseling techniques for telemental health.
4e. CACREP training standards for telemental health prepare the counselor to meet the
American Counseling Association’s ethical standards in Section H.
5. [Personal Perspectives Scale]
5a. My professional counseling education program taught me all that I need to know so that I
can provide telemental health services.
5b. In-person counseling sessions allow the counselor and client to develop stronger
professional counseling relationships because one can only communicate empathy in a face to
face session.
5c. Professional counselor education gave me the knowledge and confidence to resolve all
technology related issues that could arise in telemental health.
5d. I find no ethical differences between in-person and telemental health counseling.
5e. I find that counseling technics, skills, and interventions when delivered through telemental
health are no different than when I used them in-person.
5f. I did not attend seminars or certification workshops to learn how to provide telemental
health.
5g. I will stop providing telemental health once COVID-19 is no longer a threat to my client’s
health.
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APPENDIX H: Informed Consent Form
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APPENDIX I: Recruitment Letter
Dear Counselor and Counseling Student,
My name is Nils Juarez Palma and as a graduate student in the School of Behavioral Sciences at
Liberty University, I am conducting research as part of the requirements for a doctoral degree in
counselor education and supervision. The purpose of my research is to identify opinions,
attitudes, and beliefs which may influence a counselor or counseling student to engage in
telemental health. This study is done from the perspective of issues identified through a literature
review. I am writing to invite eligible participants to join my study.
Participants must be 18 years of age or older, currently enrolled in a counselor education or
currently licensed to practice professional counseling to include marriage and family therapy.
Participants, if willing, will be asked to answer demographic questions and then respond to
statements which represent hypothetical situations related to telemental health. To complete the
procedure listed it will take about 25 minutes to complete the survey. Participation will be
completely anonymous, and no personal, identifying information will be collected.
In order to participate, please click here https://www.surveymonkey.com/r/6CNMVW8 to
complete survey. Once you are done, please click the SUBMIT button.
A consent document is provided as the first page of the survey. The consent document contains
additional information about my research to include contact information for my dissertation
chairman. After you have read the consent form, please click the NEXT button to proceed to the
survey. Doing so will indicate that you have read the consent information and would like to take
part in the survey.
Sincerely,
Nils Juarez Palma
Doctoral Candidate
Liberty University
njuarezpalma@liberty.edu
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APPENDIX J: CACREP Technological Standards and Research Variables

Note. The intersectionality between the two CACREP technological standards and the variables
is undefined. Research is needed to identify the structural path which translates the technological
standards into an intent to act.
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APPENDIX K: Dummy Variable Coding for Demographic Questions

1. What is your age group?
AGE

CODED VALUE
18-29 1
30-39 2
40-49 3
50-59 4
60-69 5
70-79 6
80+ 7

2. How do you describe your gender?
GENDER

CODED VALUE

Male

0

Female

1

Other (Please specify)

2

3. Are you Latino or Hispanic?
LATINO

CODED VALUE

Yes

0

No

1

Nonbinary

3

Blank

4
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4. How would you describe your race?
RACE

CODED VALUE

African American/Black

0

Asian

1

American Indian or Alaska Native

2

Native Hawaiian or Other Pacific
Islander

3

Other (Please specify)

4

White

5

5. If you are you currently enrolled in a counselor education program, please indicate the
level. If you are not enrolled, skip Question 6.
COUNSELORED

CODED VALUE

Master’s Level Student? 0
Doctoral Level Student? 1
I am not enrolled

2

6. If you are currently a student, please choose the answer that best describes
your status. Please skip this question if you are not a student.
STUDENT

CODED
VALUE

I am a student who has completed the program’s practicum and internship

1

I am a student who is enrolled in either a practicum or an internship related
to the program

2

I am a student who is not enrolled in either a practicum or an internship

3

I am not enrolled.

4
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7. If you are currently licensed to practice professional counseling, please indicate your
current degree.
LICENSURE

CODED VALUE

Master’s

0

Doctoral

1

Other (Please specify)

2

Unlicensed

3

8. Have you had at least one experience providing telemental health services?
TMHExperience

CODED VALUE

Yes

0

No

1

9. If you answered “Yes” to Question 8, Please indicate when you started
providing telemental health services?
EXPWhen

CODED VALUE

Prior to the COVID-19 pandemic

0

During the COVID-19 pandemic

1

Blank (No Experience)

3
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10. Technological Affinity: Choose only the statement which best represents your
comfort level with telemental health technology even if you have never provided
telemental health services.
TECHCOMFORT

CODED
VALUE

I prefer not to provide telemental health service because I do not want to mess
with technology.

1

I can provide telemental health services but I will not troubleshoot audio-video
connection issues because I do not understand the telemental health technology.

2

I can provide telemental health services as long as I have a manual to help me
operate and troubleshoot the software and connections.

3

I can provide telemental health services because I have an idea of how the
telemental health technology works so I can troubleshoot almost anything that
could go wrong without the benefit of a manual.

4

I feel comfortable providing telemental health services because I have
specialized training in technology so that I can troubleshoot any technology
related issue.

5

