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ABSTRACT 

 

 

TANYEKA U. HAYES 

AN EXAMINATION OF THE EFFECT OF PROFESSIONAL LICENSE TYPE AND 

GENDER ON THE SELF-EFFICACY AND COMFORT LEVEL OF COUNSELING 

SKILLS IN ADDRESSING SEXUAL ISSUES WITH CLIENTS. Under the direction of 

KAREN D. ROWLAND, Ph.D.  

 

 

The purpose of this study was to examine clinicians’ self-efficacy and comfort 

level based on license type and gender when addressing sexual issues with clients.  The 

Counseling Self-Estimate Inventory (COSE) was used to measure participants beliefs or 

judgments about her/his capabilities to effectively counsel a client in the near future, and 

the Sexual Intervention Self-Efficacy Questionnaire was used to measure participants 

current comfort level to work with individuals who have sexual concerns or problems.  

The sample for this study included 174 fully licensed clinicians recruited from the 

southeastern region of the United States through membership of online listservs 

associated to the specific professional license type.  The aim of this study was to 

determine if a particular professional license type and gender perceive a higher level of 

self-efficacy and comfort level when addressing sexual issues with clients than the others.  

The results of this study found that LMFT’s and males are more comfortable addressing 

sexual issues with clients.  The results of this study also emphasize that additional 

required coursework in sexual issues is needed in counseling and social work graduate 

programs as well as continuing education.  

 Keywords: self-efficacy, comfort level, sexual issues, professional license type



 

 1 

 

 

CHAPTER ONE 

INTRODUCTION OF THE STUDY 

The World Health Organization (2004) states sexuality plays an integral part in 

both physical and mental health.  Sexuality is a fundamental aspect of human 

development – regardless of age, race, ethnicity, sexual orientation, culture, or physical 

and mental abilities (World Association of Sexual Health, 2014).  Kazukauskas and Lam 

(2010) state that sexuality is one of the most significant psychosocial factors in an 

individual's life.  Research has found a link between psychiatric illness and impaired 

sexual functioning (Dupkoski, 2012; Maurice, 2003; Segraves & Segraves, 1995; Solursh 

et al., 2003).  Gray, Cummings, and Johnson (1989) posit that the cost of leaving sexual 

issues unaddressed is exceptionally high; divorce and depression are only two of many 

possible outcomes.  Clients presenting to clinicians with a range of mental health issues 

may also have sexual concerns and problems that affect their psychological well-being 

(Dupkoski, 2012; Miller & Byers, 2012).  Sexuality, as posited by Diambra, Pollard, 

Gamble, and Banks (2016), remains a central issue for both clients and counselors, 

developmentally and relationally.  

 Research has shown that there is a likelihood that most therapists will be faced 

with their clients' sexual problems and concerns at some time (Gray et al., 1989; Landis, 

Miller, & Wettstone, 1975; Quinn, Happell, & Welch, 2013; Stayton, 1998).  Reissing 

and Di Giulio (2010) have shown that therapists and counselors who do not specialize in 

sex therapy report clients presenting with a wide range of sexual concerns and problems.
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These concerns and problems include safer sex practices, lack of sexual satisfaction, 

sexual disorders, and desire discrepancies with couples (Di Giulio & Reissing, 2010).  

The opposite has also been found.  Traeen and Schaller (2013) theorize that anxiety and 

depression, trauma, life crisis, physical injuries or illness often affect sexual functioning 

and satisfaction.   Levine and Risen's (2016) confirmed this in their study that stated even 

though the presenting problem is depression, PTSD, or anxiety; it could be linked to 

ongoing sexual issues or problems.  Furthermore, Anderson (1986) discussed sexual 

concerns that arise in the normal course of counseling with a general client population 

(e.g., the past rape or incest experience, sexual identity, parents' questions about 

children's sexual behavior, or problems with sexual dysfunction).  Ducharme and Gill 

(1990) state that some clients disguise inquiries about sex by talking about relationships, 

attractiveness, parenting, or social situations; but in reality, may come from underlying 

anxiety about sex.  However, mental health and medical professionals have yet to fully 

recognize that sexual problems contribute to depression, anxiety, trauma, eating 

disorders, substance abuse, and pain disorders (Buehler, 2014).   

Treating clients in a holistic way or framework has been an increasing trend 

(Haboubi & Lincoln, 2003).  This holistic framework includes the mind, body, and spirit 

of the client.  As defined by the 2016 Council for Accreditation of Counseling and 

Related Education (CACREP) standards; holistic functioning includes: physical, spiritual, 

sexual, vocational, social, relational, and recreational.  Although this framework 

incorporates the word sexual, sexuality many times is not discussed or assessed with 

clients (Davison & Huntington, 2010; Miller & Byers, 2012).  The term sexuality is 

defined in many ways (Medlar & Medlar, 1990; Reiss, 1986; Trieschmann, 1988; World 
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Health Organization, 2018; Ziegler, 2016).  For example, the World Health Organization 

(2018) provides a working definition of sexuality as: 

"a central aspect of being human throughout life encompasses sex, gender 

identities, and roles, sexual orientation, eroticism, pleasure, intimacy, and 

reproduction. Sexuality is experienced and expressed in thoughts, fantasies, 

desires, beliefs, attitudes, values, behaviors, practices, roles and relationships. 

While sexuality can include all of these dimensions, not all of them are always 

experienced or expressed. Sexuality is influenced by the interaction of biological, 

psychological, social, economic, political, cultural, legal, historical, religious and 

spiritual factors." (WHO, 2018) 

Trieschmann (1988) defines sexuality as "the expression of a sex drive through 

sex acts, within the context of the person's identity, including the maleness and 

femaleness of the individual, which is heavily influenced by past cultural learning, self-

image, and the expression of others."  Medlar and Medlar (1990) define sexuality as a 

basic, fundamental aspect of human behavior that encompasses one's feelings of 

femininity or masculinity and how one acts or dresses, speaks and relates to others within 

one's entire network of social and interpersonal relationships (p. 46).  Long, Burnett, and 

Thomas (2006) define sexuality counseling as "a process that addresses sex education, 

values clarification, exploration of sexual attitudes and beliefs, and exploration of self-

image, sexual identity, gender role development and relationship issues."  This study will 

use Medlar and Medlar's (1990) definition of sexuality, and Long et al.’s (2006) 

definition of sexuality counseling.  Many clients that present for mental health concerns 

may also be experiencing sexual issues but are hesitant to bring them up if not prompted 
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by a mental health professional.  Sexual issues are defined in this study as sexual 

concerns that arise in the normal course of counseling with a general client population 

(e.g., the past rape or incest experience, sexual identity, parents' questions about 

children's sexual behavior, or problems with sexual dysfunction; Anderson, 1986).   

It has been found that many clients will not discuss sexual issues unless the 

clinician initiates the conversation even if their sexual issues may be relevant to the 

therapy goals (Metz & Seifert, 1990; Rubin, 2004).  Mental health professionals 

generally seem reluctant to discuss sexuality-related issues with their clients (Davison & 

Huntington, 2010; Reissing & Di Giulio, 2010).  This reluctance may be due to lack of 

training, lack of comfortability with the subject of sex, or the clinician's self-efficacy as it 

pertains to the subject of sexuality as a whole (Buehler, 2014; Miller & Byers, 2009, 

2010, 2012).  Research has shown that mental health professionals have failed to address 

sexual issues with their clients (Davison & Huntington, 2010; Miller & Byers, 2012; 

Moser, 2009), this is problematic.   

It has been stated that sexuality is an essential part of most people's lives 

(Dupkoski-Mallicoat, 2014), yet few mental health professionals receive any instruction 

about sexuality or sexual concerns for their client's unless it is associated with some form 

of violence or abuse (Buehler, 2014).  There are estimates that over half of the couples in 

relationships experience some sexual problem or concern (Masters & Johnson, 1970).  It 

is imperative that mental health professionals routinely assess sexual concerns with 

clients (Friedman & Downey, 2010) as well as receive appropriate training dealing with 

client's sexual concerns.  If sexual concerns with clients are not assessed, mental health 
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professionals may miss out on an essential part of what is troubling clients (Buehler, 

2014). 

Organizations such as World Health Organizations (WHO) and Pan American 

Health Organization (PAHO) have called for mental health professionals to obtain 

specialized knowledge and skills for working with clients presenting with sexual issues 

(Dermer & Bachenberg, 2015).  Per the 2016 Council for Accreditation of Counseling 

and Related Educational Program (CACREP) standards, it is required that students who 

are preparing to specialize as marriage, couple, and family counseling receive training in 

human sexuality and its effect on the couple and family functioning.  However, CACREP 

does not require training in human sexuality in graduate counseling programs for students 

preparing to become professional counselors.   

The Council on Accreditation for Marriage and Family Therapy Education 

(COAMFTE) requires accredited programs to include foundational curriculum in the 

areas of sex therapy, human sexuality, same-sex couples, sexual orientation, and gender.  

The 2015 Council on Social Work Education (CSWE) includes "sex" in the definition of 

the competency diversity (p. 7).  Sex and sexual orientation are also included in the 

educational policy 3.0 – diversity (CSWE, 2015, p. 14).  However, these terms are taught 

and explained primarily from an advocacy or marginalization standpoint (McCave, 

Shepard, & Winter, 2014).  Although students specializing in marriage and family 

counseling are required to have knowledge of human sexuality in their training 

(CACREP, 2016; COAMFTE, 2016), it is not required for students seeking degrees as 

professional counselors or social workers (CACREP, 2016; CSWE, 2015).   
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In a study conducted by Gray et al. (1989), out of the 152 human sexuality 

courses that were offered, only 20% were required.  Literature suggests that clinicians are 

not adequately prepared to discuss sexual issues (Hanzlik & Gaubatz, 2012; Harris & 

Hays, 2008; Miller & Buyers, 2012).  Harris and Hays (2008) have suggested that mental 

health professionals are not sufficiently trained to work with sexuality-related concerns.  

Most health professionals, regardless of discipline, lack sufficient preparation to be 

considered competent in addressing sexual concerns (Harris & Hays, 2008).   

At many graduate counseling programs, a human sexuality course is offered as an 

elective, not a requirement (Dupkoski-Mallicoat, 2014; Zamboni & Zaid, 2017).  

However, marriage and family graduate programs have the requirement.  Most marriage 

and family therapy graduate programs offer at least one required course that addresses 

human sexuality (Dupkoski-Mallicoat, 2014; Zamboni & Zaid, 2017).  A review of 

syllabi by Dupkoski (2012) from the American Counseling Association – Association for 

Counselor Education and Supervision (ACA-ACES) Syllabus Clearinghouse highlighted 

the deficiency in sexuality courses.  The database showed that 9.4% of the syllabi 

included the word "sex" in their content, but only about 1% focused on sexuality (ACA-

ACES Syllabus Clearinghouse, 2012; as cited in Dupkoski, 2012).  Polyson, Lash, and 

Evans (1986) found that human sexuality courses were being offered for 41% of 

American schools and universities.  Although these courses are offered in some of these 

graduate programs, this does not imply that students are electing to take the course.   

Most healthcare practitioners have to be cajoled or forced to take courses 

designed to increase their competency toward sexual issues (Moser, 2009).  Binik and 

Meana (2009) argued, "We all have cognitions, we all engage in behaviors, we all have 
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emotions, and most of us have sex at some point or, at least, a sexuality" (p. 1019).  If 

this is the case, human sexuality should be required in counselor and social work 

preparation programs.  McConnell (1976) argued that when training counselors, it is not 

feasible to ignore the sexual dimension of the human condition.  Without this 

requirement, students in counseling programs other than marriage and family program, 

are at a disadvantage.  The disadvantage will create a knowledge deficit for graduates 

from counseling programs and social work programs to adequately work with clients 

presenting with sexual issues.  

Although literature highlights the importance of mental health professionals' need 

to maintain an accurate knowledge base about human sexuality (Haboubi & Lincoln, 

2003; Harris & Hays, 2008; McCave et al., 2014; Miller & Byers, 2009, 2010, 2012;), 

graduate programs for students seeking degrees in professional counseling and social 

work have yet to require courses in sexuality (CACREP, 2016; CSWE, 2015).  This lack 

of requirement is problematic due to a larger percentage of licensed professional 

counselors and social workers in the counseling profession as compared to the percentage 

of marriage and family therapists.  The Georgia Composite Board of Professional 

Counselors, Social Workers, and Marriage and Family Therapists, reports that currently 

in the state of Georgia there are 855 licensed marriage and family therapists (LMFT), 

6,693 licensed professional counselors (LPC), and 6,463 licensed social workers (LSW). 

The American Counseling Association (2016) listed the statistics for mental health 

professionals in the United States: professional counselors – 162,130, marriage and 

family therapists – 69,355, and social workers – 241,431. These numbers may lead one to 
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assume that clients seeking counseling services are more likely to see an LPC's or LSW's 

for their mental health needs as opposed to an LMFT.   

Moser (2009) stated, "It would be a better world if all psychotherapists (and other 

health care professionals) had a working knowledge of sexuality" (p. 1036).  Based on 

the findings of their study, Harris and Hayes (2008) found that psychologists conclude 

that comfort with sexual content seems to increase only when therapists perceive 

themselves as knowledgeable about sex and when they receive sexuality education and 

supervision experiences that specifically address sexuality issues.  If this is the case, do 

clinicians perceive themselves knowledgeable enough about sexual issues to discuss them 

with their clients?  If the only clinicians-in-training that are required to take sexuality 

courses are those perusing marriage and family therapy degrees, should the conclusion be 

that only marriage and family therapists will be comfortable addressing sexual issues 

with their clients?   

Historical Background 

Sexual therapy has evolved over the years.  Initially, sex therapy was 

administered by medical professionals, with the treatment of sexual dysfunction as the 

focus (Dupkoski-Mallicoat, 2014; Southern & Cade, 2011).  In the early 1900's the 

dominant therapeutic approach to sexual dysfunction was Freud's psychoanalysis (Berry, 

2013; Hogben & Byrne, 1998; Hyde & DeLamater, 2008; Southern & Cade, 2011).  The 

late 1950's and 1960's brought about a new wave of treatment for sexual dysfunction and 

sexual issues.  This wave transitioned from psychoanalysis to cognitive behavioral 

therapy (Hogben & Byrne, 1998; Hyde & DeLamater, 2008; Southern & Cade, 2011).   
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The most recognized founders of this new wave were William H. Masters and 

Virginia E. Johnson (Hyde & DeLamater, 2008; Southern & Cade, 2011).  Masters and 

Johnson believed the success of sex therapy could be based on behavioral goals and 

measurable outcomes (Ogden, 2014).  Binik and Meana (2009) stated that Masters and 

Johnson treatment involved psychoeducation, time-limited intervention, behavioral 

homework techniques, and couple communication training.  The authors continued 

explaining that this form of treatment reduced performance anxiety and restored "natural" 

sexual response.  Berry (2013) stated, "Their work shifted the field drastically, becoming 

the dominant sex therapy paradigm from the 1970's onwards" (p. 64).  As the field 

continued to evolve; counselors, therapists, and social workers became trained and started 

practicing.  Today, sex therapy appears well ensconced in the clinical landscape (Binik & 

Meana, 2009).   

Not all mental health professions that see clients with sexual issues identify 

themselves as sex therapists (Binik & Meana, 2009; Metz & Seifert,1990; Rubin, 2004).  

Many LPC's and LCSW's see clients that have sexual issues or sexually related issues 

such as sexual identity issues, couple's intimacy issues, and sexual dysfunctions (Binik & 

Meana, 2009).  These clinicians usually become specialized in the area of sexual issues 

(Dupkiski-Mallicoat, 2014; Zamboni & Zaid, 2017).  Specializations in sexuality are 

found in many the United States graduate counseling programs (Polyson et al., 1986).  

Currently, there are organizations outside of the medical community that train and certify 

counselors, therapists and social workers in sex therapy.  These organizations include 

American Association of Sexuality Educators, Counselors, and Therapists (AASECT, 

http://www.aasect.org/); American Board of Christian Sex Therapists (ABCST, 
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http://sexualwholeness.com); and American Association of Couples and Sex Therapists 

(AACAST, https://aacast.wildapricot.org).  This list is not exhaustive.  These 

organizations accept and encourage professionals from varying disciplines to join, as long 

as they can demonstrate knowledge and competence concerning sexual functioning and 

therapy (aacast.wildapricot.org; aasect.org; sexualwholeness.com).  Completed 

coursework and supervision classify demonstrated knowledge and competence.  

Examples of demonstrated knowledge and competence include direct observation or 

supervision using audio and video recordings and observation through a one-way vision 

mirror (Stayton, 1998).  

Theoretical Framework 

Understanding a clinician's self-efficacy in addressing sexual issues with client's, 

requires a theoretical framework for research.  The emphasis of a theoretical framework 

informs all aspects of the design, from the questions to the data analysis (Grant & 

Osanloo, 2014).  Research has suggested that clinicians may experience a lack of 

confidence in their competency of discussing sexual issues with clients (Harris & Hays, 

2008; McConnell, 1976; Miller & Byers, 2012).  The beliefs that students develop about 

their academic capabilities help determine what they do with the knowledge and skills 

they have learned (Kozina, Grabovari, Stefano, & Drapeau, 2010).  A study conducted by 

Flasch, Bloom, and Holladay (2016) found that students reported that their coursework 

had significantly increased their self-efficacy.  If students are not required to participate 

in human sexuality courses, their belief in academic capability in that subject may be 

decreased.  Which in turn may decrease their ability as well as desire to address sexual 

issues with clients.  In other words, clinicians may lack self-efficacy in this area.   
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Self-efficacy or self-belief stems from Albert Bandura's (1986) Social Cognitive 

Theory (SCT).  Bandura (1986) emphasized that cognition played a vital role in a 

person's behavior just as much if not more than environmental or internal forces.  SCT 

considers the way in which individuals obtain their behavior as well as the environments 

in which they intend to perform the behavior.  The theory analyses behavior regarding the 

triadic reciprocal determination, in which behavior, cognitive, and other personal factors, 

and environmental events all operate as interacting determinants of each other (Bandura, 

1986).  Explained further, the triadic agents this model includes are: behavioral 

(professional development), cognitive (intrapersonal), and environmental.  The theory 

also considers a person's past experiences, which factors into whether the behavioral 

action will occur.  These past experiences influence reinforcements, expectations, and 

expectancies, all of which shape whether a person will engage in a specific behavior and 

the reasons why a person engages in that behavior.  Out of this theory, perceived self-

efficacy and counseling self-efficacy were developed.  

 "Perceived self-efficacy refers to beliefs in one's capabilities to organize and 

execute the courses of action required to produce given attainments" (Bandura, 1997, p. 

3).  It also affects people's choice of activities and behavioral settings, how much effort 

they expend, and how long they will persist through the activity amidst obstacles and 

unpleasant experiences.  (Bandura & Adams, & Beyer, 1977), the higher the sense of 

efficacy, the higher the effort, persistence, and resilience (Pajares, 1997).  Research has 

found that individuals with high self-efficacy believe that they will be successful in 

performing specific tasks (Lent, Brown & Larkin, 1986; Pajares, 1997; Wehmeyer & 

Arc, 1993).  When applied to the counseling situation, studies demonstrate that self-
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efficacy was associated with counselor performance, counselor anxiety, and the 

supervision environment (Friedlander, Keller, Peca-Baker, & Olk, 1986; Larson et al., 

1992).  Additional findings (Bandura, 1956; Daniels & Larson, 2001) also suggest that 

counselors with higher levels of self-efficacy perceive themselves as performing at higher 

levels with a decrease in anxiety.  These findings have translated into counseling self-

efficacy (CSE).  Counseling self-efficacy is defined as the therapist's "beliefs, or 

judgments, about his or her capabilities to effectively counsel a client in the near future" 

(Larson & Daniels, 1998, p. 180).  The authors continue by stating CSE also impacts the 

therapist's capacity for the effective delivery of counseling.  Miller and Byers (2012) state 

that higher self-efficacy, in turn, leads individuals to take on the task of addressing 

clients' sexual concerns and problems.  Due to this, Bandura's self-efficacy theory was the 

theoretical framework of this study.  

Rationale for the Study 

A large percentage of couples seek counseling for sexual issues (Cohn, 2014; 

McCarthy & Thestrup, 2008; Sheppard, Hallam-Jones, & Wylie, 2008).  LMFT's are 

required to have some training in human sexuality for this reason (Dupkoski-Mallicoat, 

2014).  However, there are also individuals that seek counseling for sexual issues that 

may not be associated with a committed relationship.  These individuals may be 

experiencing sexual identity issues (Davison & Huntington, 2010; Kalra, Ventriglio, & 

Bhugra, 2015; Spengler & AEgisdottir, 2015); sexual addictions (Cohn, 2014; Hagedorn 

& Juhnke, 2005; Hagedorn, 2009); difficulty navigating sexuality in mid- and later life 

(Hinchliff & Gott, 2011; Laumann et al., 2005; Nicolosi et al., 2006), religious issues 

around sexuality (Eleuteri & Farulla, 2016; Malark, 2017; Rosik & Popper, 2014), and 
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sexual dysfunctions such as erectile dysfunction or vaginismus (Bergvall & Himelein, 

2014; Donaldson & Meana, 2011; Shifren et al, 2009).   

In the past, clients that were experiencing sexual dysfunctions consulted their 

physicians first (Driscoll, Coble, & Caplan, 1982; Mertz & Seifert, 1990; Solursh et al., 

2003; Tanner, Hoff, & Carmichael, 1976).  However, Laumann, Paik, and Rosen (1999) 

found that individuals experiencing sexual dysfunction rarely received medical therapy.  

Many times, these individuals were not helped with sexual issues or referred out to a sex 

therapist (Cassata & Kirkman-Liff, 1981; Metz & Seifert, 1990; Moore & Goldstein, 

1980).  Today, many of these individuals may find their way into therapy offices.  As 

stated previously, there is a likelihood that most therapist will be faced with their clients' 

sexual problems and concerns at some time (Gray et al., 1989; Landis et al., 1975; 

Stayton, 1998). 

The purpose of this study was to examine clinicians' self-efficacy and comfort 

level based on license type and gender when addressing sexual issues with clients.  The 

aim was to determine if a particular professional license type and gender perceived a 

higher level of self-efficacy and comfort level when addressing sexual issues with clients 

than the others.  The hypothesized results indicated that additional required coursework 

in sexual issues along with supervision in the area of sexuality is needed in counseling 

and social work graduate programs as well as in professional development in continuing 

education.  No such research has been found studying the effect of a clinician's self-

efficacy and comfort level while comparing their licensure type when addressing sexual 

issues with clients.  Clinicians included in this study were license marriage and family 

therapists, licensed professional counselors and licensed clinical social workers.  If 
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clients that are experiencing sexual issues are seeking counseling from clinician's other 

than LMFT's, are these clinicians equipped to help these clients properly?  This study 

hypothesized that LMFT’s will have a higher comfort level than LPC’s and LCSW’s 

when addressing sexual issues with clients.  The study also hypothesized that gender will 

play a role in the perceived self-efficacy of counseling skills when addressing clients with 

sexual issues.   

Significance of the Study 

Although there is one study about psychologists' self-efficacy when addressing 

sexual issues with clients (Miller & Byers, 2012), along with research about health 

professionals comfort level when addressing sexual issues with clients (Harris & Hays, 

2008; Traeen & Schaller, 2013; Yallop & Fitzgerald, 1997) there has been no research 

about the effect of professional licensure type on self-efficacy and comfort level when 

addressing sexual issues with clients.  Fawcett and Crane (2013) sought to explore the 

influence of profession type and therapy modality on therapy outcomes for sexual 

dysfunction treatment.  The authors focused on differences across type of profession in 

the number of sessions, cost, dropout rates and recidivism, modality, diagnosis, and 

gender.  Traeen and Schaller (2013) sought to explore the extent to which psychologists 

in Norway addressed sexual topics during therapy and clinical work.  The study 

suggested that future research should expand beyond psychologists and include other 

health professionals and measure their perceived skills in communicating aspects of 

sexuality with their clients.   

Although Miller and Byer (2012) stated that the results they found studying 

psychologists' sexual intervention self-efficacy and willingness to treat sexual issues were 
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likely to be similar with clinicians from other professional groups; this has yet to be 

tested.  The need for further testing implies a gap in the literature.  Due to the limited 

research in the area of clinicians' self-efficacy and comfort level when addressing sexual 

issues with clients, this study will add to current research.  The results of this study also 

highlight the need for increased human sexuality training in graduate mental health and 

social work curriculum as well as supervision and continuing education in those fields.   

 Definitions of Variables 

The following definitions are provided to ensure consistency and understanding of 

these terms throughout the study.  A citation accompanies all definitions.  

Counselor's self-efficacy (CSE): Counselor's self-efficacy was operationally defined by 

the counselor self-estimate inventory as one's beliefs or judgments about her/his 

capabilities to effectively counsel a client in the near future (Larson & Daniels, 1998).  

Education: The education required for all of the licensure types in this study is the 

completion of a master's degree in counseling, marriage and family therapy, or social 

work program.  The educational requirements for these programs must meet Council for 

Accreditation of Counseling and Related Education Programs and Council on Social 

Work Education accreditation criteria.  

Licensed Marriage and Family Therapist (LMFT): Licensed marriage and family 

therapists are mental health professionals trained in psychotherapy and family systems 

and licensed to diagnose and treat mental and emotional disorders within the context of 

marriage, couples and family systems (AAMFT, 2016).  

Licensed Professional Counselor (LPC): Licensed professional counselor's, also known 

in some states as, "licensed clinical professional counselors" or "licensed mental health 
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counselors;" are master’s-degreed mental health service providers, trained to work with 

individuals, families, and groups in treating mental, behavioral, and emotional problems 

and disorders (ACA, 2011).  

Licensed Clinical Social Worker (LCSW): Licensed clinical social workers are graduates 

of schools of social work (in the U.S.A. with either bachelor's, master's or doctoral 

degrees) who use their knowledge and skills to provide social services for clients (who 

may be individuals, families, groups, communities, organizations, or society in general).  

Social workers help people increase their capacities for problem-solving and coping, and 

they help them obtain needed resources, facilitate interactions between individuals and 

between people and their environments, make organizations responsible to people, and 

influence social policies.  Social workers may work directly with clients addressing 

individual, family and community issues, or they may work at a systems level on 

regulations and policy development, or as administrators and planners of sizeable social 

service systems (Barker, 2003). 

Self-efficacy: Self-efficacy is the individual's belief or expectation that he or she can 

master a situation and bring about desired change (Bandura, 1982, 1997).  

Sexual Comfort: Sexual comfort is a broad, complex construct involving cognitive, 

practical, and behavioral responses to sexuality; as well as a developmental task 

influenced by the physiological, psychological, sociological, spiritual or religious, 

educational, and sexual aspects of one's being (Graham & Smith, 1984, p. 439).  

Sexual Health: Sexual health is a state of physical, emotional, mental and social well-

being concerning sexuality; it is not merely the absence of disease, dysfunction or 

infirmity. Sexual health requires a positive and respectful approach to sexuality and 
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sexual relationships, as well as the possibility of having pleasurable and safe sexual 

experiences, free of coercion, discrimination, and violence. (World Health Organization, 

2004, p. 5).  

Sexual Health Education: Sexual health education is defined as a life-long process of 

acquiring information and forming attitudes, beliefs, and values related to sex and 

sexuality, sexual identity, relationships, and intimacy (Swartzendruber & Zenilman, 

2010).  

Sexual dysfunction: Sexual dysfunctions as characterized in the Diagnostic and Statistical 

Manual of Mental Disorders, 5th ed. (DSM V), are a heterogeneous group of disorders 

that are typically characterized by a clinically significant disturbance in a person's ability 

to respond sexually or to experience sexual pleasure (p. 423). Examples of these 

disorders include erectile disorder, delayed ejaculation, female orgasmic disorder, female 

sexual interest/arousal disorder, genito-pelvic pain/penetration disorder, male hypoactive 

sexual desire disorder, premature (early) ejaculation, substance/medication-induced 

sexual dysfunction, other specified sexual dysfunction, and unspecified sexual 

dysfunction (APA, 2013).  

Sexual intervention self-efficacy: Sexual intervention self-efficacy consist of three 

components, (a) clinicians must feel that they can appear comfortable discussing sexual 

issues and prevent personal bias from interfering with treatment, (b) clinicians must feel 

that they have the ability to relay accurate information about sexual issues, and (c) 

clinicians must be confident in their knowledge of and ability to utilize sex therapy 

techniques (Miller & Byers, 2012).  
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Sexual Issues: Sexual concerns that arise in the normal course of counseling with a 

general client population (e.g., the past rape or incest experience, sexual identity, parents' 

questions about children's sexual behavior, or problems with sexual dysfunction) 

(Anderson, 1986).   

Limitations and Delimitations of the Study 

There were a few notable limitations of the study.  One limitation of the study is 

generalizability of the sample.  The sample population for this study was collected by a 

non-probability snowball sampling technique from members of listservs in the state of 

Georgia.  Therefore, the results cannot be applicable to other areas in the United States.  

Another limitation is the self-report nature of the instruments.  Self-reported responses to 

the instruments will be subject to response bias and may increase error in reliability and 

validity.  

Delimitations are defined as parameters that the researcher chooses to place on the 

study (Heppner & Heppner, 2004).  Licensure type was a delimitation of this study 

because this study will only examine three mental health license type; LMFT, LPC, and 

LCSW.  There is limited research on clinicians' self-efficacy when discussing sexual 

issues with clients and licensure type.  This study only included clinicians with a 

licensure type of LMFT, LPC, and LCSW.  Experience in the field was also a 

delimitation due to the minimum allotted time for counselors and clinical social workers 

to receive independent and unrestricted licenses.  LMFT's require a minimum of two 

years post master's degree to apply for an independent and unrestricted license.  LPC's 

and LCSW's require a minimum of three years post master's degree to apply for an 

independent and unrestricted license.    
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Organizations of Chapters 

Chapter one included the introduction, historical background, theoretical 

framework, rationale, the significance of the study, key term definitions, limitations, and 

delimitation.  Chapter two consisted of a literature review to explore the importance of 

sexuality discussion, barriers to the discussion of sexual issues with clients, how mental 

health professionals are equipped to discuss sexual issues, the comfort level of mental 

health professionals discussing sexual issues with clients, self-efficacy, gender 

differences, and professional license type.  Chapter three introduced the methodology of 

this quantitative study, research questions, and hypotheses, and discussed the limitations 

and implications of the study.  A comprehensive summary of the results, including 

statistical analysis of quantitative data is provided in Chapter four.  Chapter five discusses 

the statistical findings, limitations of the study, along with recommendations for further 

practice and research. 
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CHAPTER TWO  

REVIEW OF LITERATURE 

Sexuality plays an essential role in both physical and mental health (WHO, 2004).  

The discussion of sexual issues with clients has been a topic of research for over four 

decades.  This chapter entails a literature review to explore the importance of sexuality 

discussion, barriers to the discussion of sexual issues with clients, how mental health 

professionals are equipped to discuss sexual issues, the comfort level of mental health 

professionals discussing sexual issues with clients, self-efficacy, professional license type 

and gender differences.  The researcher then delves into the available body of research 

that explores sexuality discussion with clients, making sure to highlight any barriers, 

helping professionals’ self-efficacy and gaps that require further investigation. 

Importance of Sexuality Discussion 

Since the 1970’s researchers have voiced concern about the preparation of 

counselors and other helping professionals as it relates to assisting clients with sexual 

issues and problems (Christensen, Norton, Salisch, & Gull, 1977; Driscoll et al., 1982; 

Dupkoski, 2012; Fisher et al., 1988; McConnell, 1976; Metz & Seifert, 1990).  This 

concern stems from many facets.  One facet is the research linking psychiatric illness and 

impaired sexual functioning (Maurice, 2003; Segraves & Segraves, 1995; Solursh et al.
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2003).  Another is the contemporary shift to embrace the various and varying expressions 

of human sexuality (Cerbone, 2017) which include: the LBGTQIA community (Kalra et 

al., 2015; Spengler & Ægisdóttir, 2015), sexual addictions (Bloom, Gutierrez, Lambie & 

Ali, 2016; Cerbone, 2017; Hagedorn & Juhnke, 2005), medicalization (Southern & Cade, 

2011), and sex later in life (Hinchliff & Gott, 2010); has increased the need for helping 

professionals to initiate discussions about sexual issues.   

These concerns become even more apparent when one views the percentage of 

people that experience sexual issues.  Research has shown that many people have sexual 

issues (Laumann, Michael, & Kolata, 1995; Laumann et al., 2005; Read, King, & 

Watson, 1997; Shifren et al., 2009).  Estimates range from 40% (Bergvall & Himelein, 

2014; Laumann et al., 1999) to 98.8% (Nusbaum, Gamble, Skinner, & Heiman, 2000) of 

women; and 30% (Bergvall & Himelein, 2014; Laumann et al., 1999) to 50% (Levy & 

Freyberg, 2004; Metz & Seifert, 1990) of men.  These sexual issues include sexual 

dysfunction which is defined by the Diagnostic and Statistical Manual of Mental 

Disorders 5th edition as a heterogeneous group of disorders that are typically 

characterized by a clinically significant disturbance in a person's ability to respond 

sexually or to experience sexual pleasure (p. 423).  Laumann et al. (1999) indicated that 

roughly 40% of women and 35% of men live with some form of psychosexual 

dysfunction.  In 2014, HealthResearchFunding.org estimated the number of people who 

have a sexual addiction in the United States alone is 12 to 30 million.   

Health and helping professionals and client interactions often include issues 

related to sexuality (Weerakoon, Sitharthan, and Skowronski, 2008).  However, research 

suggests that people generally aren’t getting their sexual issues addressed in these 
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interactions with health and helping professionals (Cassata & Kirkmann-Liff, 1981; 

Harris & Hays, 2008; Juergens, Smedema, & Berven, 2009; Moore & Goldstein, 1980; 

Papaharitou et al., 2008).  Laumann et al. (2005) analyzed data from the Global Study of 

Sexual Attitude and Behaviors (GSSAB) to examine possible contributing factors in the 

etiology of sexual problems.  The objective for their study was twofold: (a) to estimate 

the prevalence of sexual problems in both men and woman and (b) to identify factors that 

increase the likelihood of reporting common sexual problems by gender.  The GSSAB 

survey involved 13,880 women and 13,618 men, aged 40 – 80 years old, from 29 

countries around the world.  A questionnaire was distributed by different means of 

random sampling.  Logistic regression was used to analyze the data.   

Results of this study identified several factors that increase the likelihood of 

sexual problems in multiple regions of the world.  Mental health was one of the 

identifying factors.   The study concluded that women who have been diagnosed with 

depression are 1 ½ times as likely to report lubrication difficulties, as well as men with a 

history of depression, are more likely to report problems with erections.  Laumann et al. 

(2006) also found that only 14% of Americans ages 40-80 reported having been asked by 

their physician about sexual difficulties within the past three years.  

 “Do I really have to talk about sex?” was the focus of Timm’s (2009) article that 

lists reasons why issues of sexuality are important to discuss.  These reasons included: 

the prevalence of sexual difficulties; the importance of sex in relationships; how sexual 

functioning is associated with a person’s quality of life; and health implications.  His 

article also gave reasons to why therapists neglect the topic of sexuality with clients.  

These reasons include lack of training; self as the therapist issues; the division between 
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sex therapy and couples’ therapy; and the uncomfortable feelings of the therapist or 

client.  The PLISSIT model is explained and discussed as a possible remedy to increase 

therapists comfort level with the topic of sexuality, provide fundamental questions to ask 

every couple, and gives examples of more detailed sexual history questions to use when 

relevant.  Finally, Timm (2009) states that it is the therapist’s responsibility to decide to 

integrate sexuality into her or his work with clients, given the lack of training in sexuality 

across mental health accreditation standards.  Hilton (1997) claimed that the most 

common failure of therapists is the avoidance of the discussion of sexual issues 

altogether.  If Timm (2009) is arguing the importance of sexuality discussion, but Hilton 

(1997) states that therapists are failing in that area, this implies that there are barriers 

affecting therapists' engagement in discussing sexual issues with clients.  What are the 

barriers that are causing these therapists to avoid the discussion of sexual issues 

altogether?  Next, the barriers will be introduced and discussed further.  

Barriers to Discussing Sexual Issues with Clients 

Human sexuality is an integral part of life as stated by Kirkpatick (1980) and 

constitutes an essential area of concern for counselors and clients.  If this is the case, why 

are many in the helping profession avoiding or neglecting the topic?  There have been 

researched reasons why providers do not initiate discussions about sexual issues; these 

include: lack of training, fear of offending patients, not having or knowing the treatment 

needed if patients present with concerns and time constraints (Berman et al., 2003; 

Coleman et al., 2013; Harris & Hays, 2008; Kingsberg, 2006).  Harris and Hays' (2008) 

review of the literature revealed that studies of sexuality discussion with clients have 

focused primarily on physicians, occupational therapists, and sexuality educators.  
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Nurses, rehabilitation counselors, and mental health counselors research will also be 

discussed.  

Physicians 

Wimberly, Hogben, Moore-Ruffin, Moore, & Fry-Johnson (2006) surveyed 416 

primary care physicians (PCP’s) in Atlanta and found that 56% felt adequately trained 

and 79% felt comfortable taking sexual histories.  Although 79% of the PCP's felt 

comfortable taking sexual histories, only 12-34% completed them (Wimberly et al., 

2006).  The lack of actually bringing up the subject of sexual issues may hinder patients 

from receiving the necessary care needed.  In the study conducted by Metz and Seifert 

(1990), three-fourths of the men surveyed stated they would not discuss sexual issues 

with their physician if the physician did not initiate the conversation.  Eight-five percent 

preferred that the physician make inquiries about their sexual health at least infrequently 

as opposed to not at all.  If a majority of physicians feel adequately trained and many 

more fell comfortable taking sexual histories, why is there a lack of initiating the 

discussion with patients.   

The study by Driscoll et al. (1982) sought to explore the attitudes, knowledge and 

personal sexual practices of the family physician.  The authors developed questionnaires 

that obtained personal sexual practices, attitudes toward sexuality; knowledge (measured 

by the SKAT - sexual knowledge attitude test); and medical practice – how many and 

what types of patients are seen.  The article states that individuals seek help with sexual 

issues from their family physician, however, in recent years medical education seems not 

to have kept pace with the public's enthusiasm for sexual health care.  Negative attitudes 

towards masturbation and homosexuality were found to be prevalent.  These physician’s 
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sexual knowledge scores were similar to that of sophomore medical students which 

lessen the likelihood that their level of expertise is sufficient for sexual counseling.  More 

recent studies have looked at current medical student’s sexual knowledge and willingness 

to discuss sexual issues with clients.  

  Fisher et al. (1988) sought to examine the relationship of medical students' 

feelings about sex to their level of sexual knowledge, willingness to treat patients with 

sexual concerns, and participation in an elective sex education course.  The students were 

classified as either erotophobic (those with negative feelings about sexuality) and 

erotophilic (those with positive feelings about sexuality).  Three instruments were 

utilized: Sexual Opinion Survey (SOS); sexual knowledge questionnaire, created by the 

authors; and a self-rated measure to assess the willingness to treat patients with obvious 

sexual concerns, also created by the authors.  The study also included an elective human 

sexuality workshop.  The author's hypothesis was proven. The erotophobic students knew 

significantly less about sex initially than the other students, they tended not to participate 

in the elective sexuality seminar, and those who took part did not become any more 

willing to treat patients with sexual concerns than they were before the seminar. 

The aim of this study by McKelvey, Webb, Baldassar, Robinson, and Riley 

(1999) was to assess the relationship between background and sociodemographic 

variables, attitudes toward the controversial aspect of human sexuality and sex 

knowledge among medical and nursing students. Authors surveyed medical and nursing 

students utilizing the Kinsey Institute/Roper Organization National Sex Knowledge Test.  

The authors state three critical aptitudes needed in taking significant sexual histories and 

providing effective sex counseling: knowledge, skill, and attitude. 
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 The study demonstrated a significant relationship between background and 

sociodemographic variables and attitudes toward controversial aspects of human 

sexuality among medical and nursing students.  It was found that students with negative 

attitudes were also more likely to have lower sex knowledge scores.  Frequent attendance 

at religious services was most powerfully linked to negative attitudes.  Of the three 

critical aptitudes (knowledge, skills, and attitudes) required for effective sexual history-

taking and counseling, the present study assessed only two, knowledge and attitude.  

McKelvey et al. (1999) suggested that future studies focus on investigating negative 

attitudes expressed on a questionnaire and behavior with patients during sexual history-

taking and sex counseling and assess whether educational approaches are useful in 

broadening students' perspectives on human sexual practices different from their own. 

Nurses 

 Mental health nurses were the focus of Quinn et al.’s (2013) study to explore 

nurses' attitudes and whether sexual issues would be accepted as part of their care.  This 

study represents the third stage of Quinn et al.’s (2013) exploratory study of mental 

health nurses' role in addressing sexuality concerns with consumers.  Each stage of the 

model was presented as a structured approach to assist improving the participants' 

confidence in discussing sexual issues with consumers.  The first stage consisted of 

interviews with the participants about the inclusion of sexual issue discussions with 

consumers.  Most expressed avoiding the topic and not regarding it as a priority (Quinn et 

al. 2011).  These authors also found that if sexuality issues did arise, the patient was 

referred to another health professional.  The second part of this exploratory study 

consisted of a pilot study that included a brief educational session called BETTER 
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conducted by the principal researcher.  The focus of the educational session was on 

sexual safety, sexual abuse, and sexual side-effects from medication.  

This current study by Quinn et al. (2013) aimed to present the findings of whether 

the participants continued to include sexual concerns as part of their practice after their 

participation in the BETTER educational session.  The study found that the participants 

were receptive to the intervention and agreed that treating consumers from a holistic 

approach which includes sexual health and sexual concerns should be part of their 

professional practice.  However, barriers such as lack of access to information, lack of 

support from management due to the cost of sexual education were also highlighted.   

Combining physicians, nurses, physiotherapists, and occupational therapists, 

Haboubi and Lincoln (2003) aimed to study the views of these professionals, in both 

acute and rehabilitation settings, concerning the discussion of sexual issues with patients.  

Kappa test, t-test, one-way ANOVA, and chi-squared were used to analyze the data. A 

total of 813 replies were analyzed which resulted in a 61% response rate.  The study 

showed that the level of training for these professionals was inferior (14% had significant 

training, 86% either had no or little training) and highlighted the lack of opportunities for 

training.  The questionnaire asked who should speak to the patients about sexual issues. 

The results stated that nurses (55%) and doctors (50%) were nominated the most, while 

occupational therapists (14%) and physiotherapists (13%) were nominated the least. 

Perceived barriers reported included: lack of training (79%), lack of time (67%), and staff 

embarrassment (50%).  This study suggests that further training is needed for all staff at 

this hospital and the effects of such training should be evaluated.   

Rehabilitation Therapists 
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Ducharme and Gill (1990) listed several values that rehabilitation staff members 

cited as barriers to addressing patient's sexual concerns.  Some of these values included: 

anxiety about sexual topics; the myth of sex education increasing sexual 

inappropriateness; lack of empathy; denial, overprotection, or the belief that sex 

education is not relevant to the patient.  These values highlight the rehabilitation staff’s 

lack of training in response to addressing sexual issues with patients.  Pebdani (2013) 

sought to explore the relationship between frequency and intensity of training on 

sexuality that students enrolled in rehabilitation programs received and their self-

perceived level of knowledge, comfort, and attitude discussing sexual issues with clients.  

Lack of training was found to be a significant barrier to student's comfort level and 

attitude addressing sexual issues with clients.  These results were consistent with finding 

from the study conducted by Haboubi and Lincoln (2003). 

Mental Health Professionals 

One of the most significant barriers for mental health professions in discussing 

sexual issues with clients is lack of training (Dupkoski’s, 2012).  One of the early studies 

of counselor competence addressing sexual issues with clients was conducted by 

McConnell (1976).  This study was designed to investigate further the claim that 

counselors require specific training in sex counseling to discuss sexual issues with clients 

adequately.  Most of the research done on training therapists in the area of sex counseling 

is found in marriage and family therapy programs (Dermer & Bachenberg, 2015; Harris 

& Hays, 2008; Humphrey, 2000; Mutcher & Anderson, 2010; Timm, 2009; Zamboni & 

Zaid, 2017).  This fact alone highlights the limited research about sex counseling training 

in counseling programs other than marriage and family as well as social work programs. 
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Sexuality Education and Training 

Helping professionals consist of physicians, nurses, rehabilitation and 

occupational therapists along with social workers, counselors and marriage and family 

therapists.  All of these professionals may encounter patients and clients experiencing 

sexual issues.  The question is, are these professionals equipped to deal with the 

discussion of sexual issues with these patients and clients?  Research has suggested that 

these professionals are not equipped to deal with the discussion of sexual problems (Gray 

et al., 1989; Harris & Hays, 2008; Kirkpatrick, 1980; Schaub, Willis, and Dunk-West, 

2017; Timm, 2009).  These studies will be highlighted.   

Zapka and Mazur’s (1977) study found that 61% of social work departments 

offered courses in human sexuality.  Social work programs have included courses in 

human sexuality since the 1970’s.  If this is the case, why do some social workers report 

that they did not receive enough training in the area of sexuality in their graduate 

programs?  Schaub et al. (2017) conducted a study examining social worker's beliefs and 

values about sexuality within everyday professional interactions with clients.  Although 

the majority of their participants (55%) strongly agreed that social workers need to know 

about sexuality to conduct their work the vast majority of the respondents (>90 %) 

indicated that they received no sexuality-specific training in their graduate education.  

Similar consensus was found in Dupkoski’s (2012) analysis of the American Counseling 

Association (ACA) and Association of Counselor Education and Supervision (ACES) 

syllabus clearinghouse which revealed that only “57 out of 395 syllabi, or 9.4%, included 

the word ‘sex’ in their content, and only four courses – about 1% – focused specifically 

on sexuality” (p. 5).  
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Kirkpatrick (1980) sought to take the first steps in developing a sexuality 

curriculum for counselor trainees by sending out a 20-item questionnaire nationwide to a 

sample of counselor educators and practicing counselors.  The author wanted to answer 

three questions: what information about human sexuality do practicing counselors 

perceive would be important for new, master's level counselors to have as they leave 

training and begin to practice; what information about human sexuality do counselor 

educators perceive would be necessary; and are the perceptions of the practicing 

counselors and counselor educators similar. The Sex Counseling Information Inventory 

was created with these three questions in mind.  The inventory consists of 20 Likert-type 

items selected from a pool of 46 items by a panel of three sex therapists and three sex 

educators.  A sample of 14 graduate practicum students completed the inventory on two 

occasions, two weeks apart as the pilot study.  

The participants of the study included randomly selected members of the 

American Personnel and Guidance Association (APGA), the Association for Counselor 

Education and Supervision (ACES), the American School Counselors Association 

(ASCA), and the American College Personnel Association (APCS).  The question that 

received the highest mean response was “Discuss clients’ sexuality as easily as other 

concerns.”  The author states, “Human sexuality is an important part of life and 

constitutes a legitimate and important area of concern to counselors and clients” (p. 282).  

Kirkpatrick (1980) cites Stark’s (1971) for practicing counselors having poor knowledge 

about sexuality.  Kirkpatrick (1980) and Stark’s (1971) studies both suggest that 

counselor educators should offer learning opportunities to learn more about sexuality to 
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counselors-in-training.  One might ask, has this idea been translated into graduate 

programs? 

Gray et al. (1989) sought to find out if counseling students are being taught 

human sexuality in their graduate programs.  They reference studies that state people are 

seeking out counselors for help with sexual matters.  The purpose of this study was to 

determine to what extent graduate students in counseling programs are being educated on 

issues related to human sexuality.  Out of 152 human sexuality courses offered, only 19 

% were required.  When asked the question "In your opinion, is the emphasis on sexuality 

training for a counselor's in your school's graduate program a) right, b) too much, and c) 

too little; 53% thought it was too small.  An essential part of the education in human 

sexuality for counselors requires an emphasis on acceptance of their sexuality and a high 

degree of comfort with sexual issues.   

Marriage and family therapists (MFT) are provided the most education about 

human sexuality.  Increased training for MFT's is due to the requirements needed for 

MFT students to obtain their master's degree and licensure.  MFT education includes, 

without being limited to, individual, group, couple, sexual, family and divorce therapy.  

As described by the Georgia Board of Professional Counselors, Social Workers and 

Marriage and Family Therapists (2018), marriage and family therapy involve an applied 

understanding of the dynamics of marital and family therapy systems, including 

individual psychodynamics, the use of assessment instruments that evaluate marital and 

family functioning, designing and recommending a course of treatment, and the use of 

psychotherapy and counseling.  Harris and Hays (2008) state that most health 

professionals, regardless of discipline, lack sufficient preparation to be considered 



 

 

32 

competent in addressing sexual concerns.  The authors also believe that MFT's possess an 

advantage over other licensed professionals' due to their sexuality education and 

comfortability discussing human sexuality.   

Furthermore, Timm (2009) states that given the lack of training in sexuality and 

sex therapy across mental health accreditation standards, it is the counselor’s 

responsibility to decide to integrate sexuality into the work.  These studies imply that the 

more training a counselor has on the subject of sexuality, the more comfortable the 

counselor should be discussing sexual issues with clients.  For a counselor to be 

competent there is a need beyond skills and knowledge; counselors need to experience 

comfort in addressing sexual issues with clients (Graham and Smith, 1984).  

Comfort Level and Willingness Discussing Sexual Issues with Clients 

The comfort level of helping professions has been found to contribute to the lack 

of discussion with patients and clients about sexual issues (Bloom et al., 2016; Harris & 

Hays, 2008; Timm, 2009; Weerakoon et al., 2008; Yallop & Fitzgerald, 1997).  There 

have been studies exploring the comfortability of helping professionals dealing with 

clients or patients’ sexual issues.  Literature indicates that clients' need for counseling 

concerning sexual matters are not being met within the healthcare and counseling 

settings, partly because professionals are not comfortable with situations involving 

sexuality (Bloom et al., 2016; Harris & Hays, 2008; Weerakoon et al., 2008; Yallop & 

Fitzgerald, 1997). 

Before the comfort level of a counselor can be determined, an operational 

definition of sexual comfort needs to be established.  The operationalized definition of 

sexuality comfort was designed through a study conducted by Graham and Smith (1984).  
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Their study provided specific information about the experience of sexuality comfort and 

its development.  High school and college sexuality educators (N = 32) were interviewed 

to assess their thoughts about sexuality comfort.  The authors concluded that teachers that 

were more anxious about discussing sexual information were less effective educators 

(Graham & Smith, 1984).  Based on the results, the definition of sexuality comfort was 

created: "Sexual comfort is a broad, complex construct involving cognitive, effective, and 

behavioral responses to sexuality; as well as a developmental task influenced by the 

physiological, psychological, sociological, spiritual or religious, educational, and sexual 

aspects of one's being" (Graham & Smith, 1984, p. 439).  Thus, although knowledge is an 

essential component to be an effective sexuality educator, comfort with sexuality is also a 

requirement.  Additional studies utilizing occupational therapist and recreational therapist 

started to emerge.   

In the study conducted by Metz and Seifert (1990), the authors sought to survey 

adult males for their expectations and desires of having their physician inquire about their 

sexual health concerns.  The authors chose adult males that may not have sought medical 

care; this was due to past research samples consisting of current patients.  A 43-item 

questionnaire was developed for this study.  Survey items included multiple choice, 

Likert-style rating item, rank order checklists, and open-ended requests. 

Medical doctor/physician was the top-ranked person, outside of their family, the 

participants chose to speak with about sexual issues.  However, 65% of the participants 

stated, “If my family physician did not ask about sexual concerns, I would not likely 

discuss sexual matters with him/her.”  The authors found that comfort with discussing 

sexual matters was at the top of the list for principled desires identified by men seeking 
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help with sexual issues from their family physician.  Although the focus of the study was 

on the expectations and desires of having their physician inquire about their sexual health 

concerns, 32 % of the men in the study had consulted one or more professionals for 

assistance with a sexual matter.  In fact, psychologists/psychiatrist were the most 

commonly consulted professionals (26%) with primary care physicians ranked second 

(19%).  Marriage and family therapist were also consulted (8%) (Metz & Seifert, 1990). 

Yallop and Fitzgerald (1997) explored factors that may contribute to occupational 

therapists’ comfort with client sexuality issues by use of a multi-method design with a 

heavy reliance on qualitative data.  The study supported the existing literature that stated 

the important factors that contribute to therapists’ comfort with sexuality.  These factors 

include knowledge, experience, and attitude.  The results of this study suggest further 

inquiry into the incorporation of self-awareness training on sexuality issues in university 

education and the impact of personal life experience on comfort levels.  Anderson (1986) 

stated that judging how comfortable therapists are with sexuality is complicated by the 

fact that their self-reports may not be an accurate reflection of how they feel. 

A study conducted by Juergens et al. (2009) tested a model of factors predicted to 

influence the willingness of graduate students in rehabilitation counseling (RC) to discuss 

sexuality with clients, using path analysis.  The purpose of this study was to obtain a 

greater understanding of the willingness of graduate students in RC to discuss sexuality 

with clients.  The instruments used for this study included: attitudes toward the sexuality 

of people with disabilities scale (ASPDS); sexual comfort instrument (SCI), counselor 

willingness scale (CWS) of the client sexual concern checklist (CSCCL) and Knowledge 

subscale of the Sex knowledge and attitudes test-form II (SKAT-Form II).  Along with 
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path analysis, mean, standard deviations, ranges and correlations among variables were 

calculated.  

Findings from this study are consistent with two previous studies (Arnold, 1980; 

Graham & Smith, 1985).  This study found that sexuality knowledge and comfort with 

sexuality have a direct effect on willingness to discuss sexuality.  Additionally, this study 

found sexuality education has an indirect impact on willingness to discuss sexuality 

through its direct effects on comfort with sexuality.  The authors suggest that future 

research is needed utilizing alternative instruments to measure sexuality knowledge and 

education.  Finally, attempts should be made to identify a better range of measures to 

operationalize the variables in further research, especially education and sexuality 

knowledge (Juergens et al., 2009).  These next researchers utilized the same path analysis 

but different instruments. 

Harris and Hays (2008) assessed how marriage and family therapists’ clinical 

training and education, their perceived sexual knowledge, and their comfort with sexual 

material influenced their willingness to engage in sexuality-related discussions with their 

clients.  The authors stated that to date, minimal empirical data had been published on 

how therapists can efficiently initiate sexuality-related discussions with clients.  The 

study aimed to determine to what extent formal sexuality education, perceived sexual 

knowledge and comfort with sexual topics influence whether or not family therapists are 

having sexuality discussions with their clients.  Bowen family systems theory was 

utilized as the theoretical framework for the study. 

Surveys were randomly mailed to members of AAMFT.  T-tests were run on 

demographics.  Five instruments were selected based on the test's relationship to the 
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variables under investigation and to access individual characteristics of the respondents in 

the sample: (a) sexuality education and supervision scale (developed for this study), (b) 

clinical experience scale (designed for this study), (c) the perceived sexual knowledge 

scale (developed for this study), (d) sexual comfort scale (Graham & Smith, 1984), and 

(e) sexuality discussions with client scale (developed for this study).  Harris and Hays 

(2008) used a path analysis model to evaluate the relationship between the independent 

variables on the dependent variable of sexuality discussions.  Multiple regression and 

post hoc were also used for analysis. 

This study found that sexuality education and supervision experience addressing 

sexuality issues are the best predictors of therapists’ initiating sexuality-related 

discussions with their clients.  The data suggested that as the participant's perception of 

their sexual knowledge increased, they felt more competent and self-confident in 

addressing sexual issues with their clients.  The authors suggested that future research is 

needed measuring the therapists' sex knowledge as they perceive it, comparing perceived 

sex knowledge to actual sex knowledge.  They also stated that the current review of the 

literature on this topic has primarily focused on physicians, occupational therapists, and 

sexuality educators, which has left a gap in research for mental health professional 

(Harris & Hays, 2008).    

In Norway, Traeen and Schaller (2013) explored psychologists' attitudes and 

practice regarding addressing sexual topics during therapy and clinical work.  The 

authors sought to find the relationship between the frequency of discussing various 

aspects of sexuality with clients and the therapists' social background, training in 

sexology, and beliefs and attitudes about handling sexual issues in therapy.  A random 
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sample of 2282 clinical psychologists were emailed a questionnaire developed by the 

authors, yielding a response rate of 46.6%.  The data were analyzed using cross 

tabulation, factor analysis, and multiple linear regression analysis. 

The results of the study found that one-in-five Norwegian psychologists report that they 

most often, or always, ask their patients about sexuality.  However, 64% of the 

psychologist reported not having any formal training in sexology.  Psychologists with 

substantial clinical experience (χ2 = 53.106, 15 df, p < .001), and those over the age of 56 

(χ2 = 49.134, 15 df, p < .01) reported asking about sexual satisfaction.  The authors state 

that this study is just a starting point and more research is needed to beyond psychologists 

only to include other health professionals.  

Self-Efficacy 

Helping professionals’ comfort with discussing sexual issues with clients has been 

shown to increase with knowledge/education, skills, and experience (Harris & Hays, 

2008; Juergens et al., 2009; Yallop & Fitzgerald, 1997).  The increase in knowledge 

through training may improve counselor-in-trainings self-efficacy to engage in 

discussions with clients about sexual issues (Diambra et al., 2016).  The most widely 

used instrument used to assess counselor self-efficacy has been the Counseling Self 

Estimate Inventory (COSE, Larson et al., 1992).  Larson and Daniels (1998) reviewed the 

counseling self-efficacy literature from 1983 to present.  The COSE was found to be used 

in 43% of the studies.  The COSE continues to be a highly utilized instrument when 

assessing the self-efficacy of counselors, as discussed in the following studies.   

Kozina et al. (2010) examined the changes in counselor self-efficacy beliefs 

during training of novice psychology students.  The Counseling Self-Estimate Inventory 
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(COSE) was utilized to conduct this study.  To determine how counselor self-efficacy 

beliefs were affected by training, the authors established two research questions: (a) What 

are the general impact of training novices' self-perceived skills and (b) How does 

perceived skill development in each of the five areas of the COSE evolve with time and 

training?  Participants were asked to complete the COSE twice within a semester, at the 

beginning of the semester and eight weeks after the initial assessment.   

A MANOVA revealed an overall significant difference among the 5 factors [F 

(5,15) = 4.66, p < .01].  A follow-up univariate test showed a significant increase in 

micro skills [F (1,19) = 8.59, p< .01, η2 = .31].  The results of this study support previous 

research (Larson et al., 1992) that training is associated with an increase in one's 

counseling self-efficacy beliefs.  The finding also suggests that increased counselor self-

efficacy can occur within a short period of training.   

Goreczny, Hamilton, Lubinski, and Pasquinelli (2015) also investigated counselor 

self-efficacy and anxiety among psychology students at different levels of training.  The 

purpose was to build on past research related to counselor self-efficacy among students at 

various training levels with a goal to inform counselor training and supervision.  A cross-

sectional design was used to gather data from different points of their training.  

Instruments that were utilized included: counselor activity self-efficacy scale (CASES); 

counselor self-efficacy inventory (COSE); subjective happiness scale (SHS); satisfaction 

with life scale; and Rosenberg self-esteem scale.  The results of this study found a 

curvilinear pattern as opposed to a linear pattern found in the previous research 

conducted by Kozina et al., (2010).  Undergraduates reported a higher level of self-

efficacy at the beginning of their program.  Their self-efficacy decreased in the second 
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year of their program and then increased in the third year and continued to grow into the 

graduate level.  These results add to the literature stating that increased knowledge, 

training and experience increase counselor self-efficacy (Daniels & Larson, 2001; Flasch 

et al., 2016; Kozina et al., 2010; Leach, Stoltenberg, McNeil, & Eichenfield, 1997; Miller 

& Byers, 2012) 

 The model of Therapist Personal Agency during MFT training was created and 

tested in a study conducted by Mutcher and Anderson (2010).  The goal of this study was 

to examine the relationship between personal agency (internal factors which include 

external self-efficacy factors which include environment) and therapist behavior.  

Bandura’s (1986) Social Cognitive Theory framed the theoretical orientation of the study.  

Three hypotheses were tested.  MFT students from the United States and Canada were 

recruited, 125 completed enough data to be included in the study.  The COSE was one of 

the instruments used to measure the therapists’ self-reported efficacy.  A latent variable 

model was created for analysis.  A variance inflation factor (VIF) analysis was performed 

to address concerns of multicollinearity. 

 Two of the three hypotheses were supported by data.  Hypothesis 1 which 

examined whether the level of the Therapist Personal Agency would best be explained by 

combined effects of internal factors and external factors was supported. Measures of fit 

indicated that this model was a good fit for the data, (χ2 = 8.69, 6 df, p = .19). Hypothesis 

3 looked at how well Therapist Personal Agency would predict therapist behavior was 

also supported.  All paths and covariance were significant at p = .006.  Furthermore, the 

model accounted for 20% of the variance in therapist performance as measured by 

therapists reports of the working alliance.  Mutcher and Anderson (2010) conclude that 
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the results of this study supported existing research on therapist development.  The results 

found that less fusion in one’s family of origin was significantly correlated with therapist 

self-efficacy and therapists’ reported ability to establish a working alliance with clients.  

Also, stated was the concept that one’s development as a therapist is holistic and requires 

attention to multiple facets of a trainee’s life including the supervision relationship and 

relationships outside of the training environment.   

Attempting to close the gap in the literature for mental health professionals, 

Miller and Byers (2012) assessed a model of how sex education and training affect 

clinicians' sexual intervention self-efficacy and, in turn, their willingness to address 

sexual issues with clients.  One hundred and ten psychologists completed the online 

survey.  The sample of psychologists was from Canada and the United States.  Measures 

utilized in this study included: sexual intervention education and training questionnaire 

(Miller and Byers, 2008); post-internship sexual interventions educational training 

questionnaire (created for the current study); verbal permission questionnaire (Berman, 

1996); sexual conservatism scale (Burt, 1980); sexual communication comfort scale 

(Story, 1979); sexual intervention self-efficacy questionnaire (Miller & Byers, 2008); 

willingness to treat sexual issues questionnaire (Miller & Byers, 2008).  ANOVA, mean, 

and Tukey's HSD test was utilized to analyze the data. 

The results suggest that clinicians with more graduate level sex education and 

training engage in more continuing sex education and training post-internship and that 

graduate level and post-internship training result in higher self-efficacy beliefs.  A 

significant result was found, F (2, 218) = 49.53, p < .001.  The results of this study 

support sexual education, training, and sexual intervention self-efficacy as key factors in 



 

 

41 

the extent to which psychologists’ address sexuality issues with their clients.  The study 

also demonstrated that many psychologists do not routinely address sexuality issues in 

assessment or therapy.  Although the authors state that similar results would likely be 

found with clinicians from other professional groups, this has yet to be tested.  

 Although the COSE has been utilized in many studies assessing counselor self-

efficacy about their counseling skills, as well as studies evaluating sexual intervention 

self-efficacy; there are no studies assessing counselor's self-efficacy related to discussing 

sexual issues with clients across professional license type.   

Professional Licensure Type 

Crane et al. (2010) sought to examine the amount of family-based training that is 

required for six core mental health disciplines in each of the 50 United States.  The six 

core mental health disciplines included in this study were: clinical psychology, clinical 

social work, marriage and family therapy, psychiatry, psychiatric nursing, and 

professional counseling.  At the time of the study, no other studies were found that 

specifically compared didactic methods and clinical training standards for family-based 

interventions.  They utilized content analysis to examine didactic methods and clinical 

training standards for family-based interventions.  Results indicate that a marriage and 

family therapist is required to have three times more family therapy coursework than any 

other professional mental health discipline. Also, before becoming licensed, a marriage 

and family therapist must complete 16 times more face-to-face family therapy hours than 

a mental health professional from any other discipline.  The authors noted that no other 

studies were found comparing the six core mental health disciplines, which implies that 

there is a gap in the literature in this area. 
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Due to the gap in literature regarding the influence of training in marriage and 

family therapy on effectiveness in the provision of family therapy services; Moore, 

Hamilton, Crane, and Fawcett (2011) attempted to determine whether persons licensed as 

MFT’s are more or less effective in providing family therapy than providers from other 

disciplines.  Other disciplines included: medical doctors, nurses, psychologists, social 

workers, and professional counselors. The purpose of the study was to determine the 

influence of MFT training on outcomes associated with the provision of family therapy, 

concerning recidivism and dropout rates.  The authors examined administrative data from 

CIGNA, a primary health insurer in the United States that spanned for 2001 to 2004.  The 

data analyzed came from claims submitted to the insurer, which were limited to patient 

age and gender, treatment date, U. S. state, a current procedural terminology (CPT) code, 

primary DSM IV diagnosis, the therapy provider's license type and a dollar amount of the 

claim. 

The study found that MFT’s are ranked better than other professions on both 

dropout rates, χ2 (3, N = 67,821) = 203.65, p < .001; and recidivism, χ2 (8, N = 49,788) = 

65.51, p < .001.  The data found in this study is the first regarding the effectiveness of 

marriage and family therapy as a profession rather than a treatment modality (Moore et 

al., 2011).  The data found in this study added to the only other study (Simmons & 

Doherty, 1998) that examined outcome differences for practitioners of marriage and 

family therapy.  Simmons and Doherty (1998) found no significant differences among 

those trained in marriage and family therapy, psychology, social work, and counseling.  

The difference between the two studies is that Simmons and Doherty’s (1998) study 

sample were all MFT licensed in addition to the other license types.  Simmons and 
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Doherty (1998) sample size (N = 244) was also smaller than Moore et al.’s (2011) sample 

size (N = 67,821).  

Fawcett and Crane (2013) took the previous study a step further by conducting a 

retrospective analysis of administrative data from CIGNA that explored whether the type 

of profession (i.e., psychologist, social worker, marriage, and family therapist, or 

professional counselor) or therapy modality (i.e., individual, conjoint, or mixed-mode, a 

combination of individual and conjoint therapy) influenced the outcomes of mental health 

treatment, specifically sexual dysfunction.  Similar to the previous study (Moore et al., 

2011), the data set obtained from claims, spanned from 2001 to 2006.  Five research 

questions were posed, (a) is there a difference across type of profession in the number of 

sessions, cost, dropout rates, and recidivism for the first episodes of care, (b) is there 

differences across type of therapy (individual, conjoint, or mixed) in the number of 

sessions, cost, dropout rates, and recidivism for the first episodes of care, (c) is there 

differences between professions in terms of the proportion of individual, conjoint 

therapy, and mixed therapy types used for treating sexual dysfunction, and (d) is there a 

difference in the number of sessions, cost, dropout rates, and recidivism by gender, and 

(e) is there a difference in treatment outcome by diagnosis?  The authors stated that “it is 

a possibility that the differences in training between the different mental health 

professions could produce differences in treatment outcomes” (p. 454).   

The results of the study indicate that psychotherapeutic treatment is similar across 

provider license type, gender, and diagnosis, with no significant differences in dropout 

rates, χ2 (3, N = 419) = 0.56, p > .05; or recidivism rates, χ2 (3, N = 419) = 3.78, p > .05.  

Patients involved in the mixed-mode approach remained in treatment for an average of 
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13.7 sessions, compared with 7.7 sessions with individual therapy and 4.3 sessions with 

conjoint therapy.  These results suggest that using a combination of relational (treating 

the relationship and the individual within the same treatment context) and individual 

sessions may be beneficial for the treatment of sexual dysfunctions.  Marriage and family 

therapy utilize the combination of relational and individual sessions.  

Gender Difference 

There is conflicting evidence about the effect of gender on the knowledge and 

attitude towards sexuality (Haboubi & Lincoln, 2003).  Schover (1981) found female 

psychotherapists more comfortable than their male counterparts in discussing clients' 

sexual issues.  Although men and women are equally willing to take a course in human 

sexuality, Fisher et al. (1988) found that men were less willing to treat some sexual 

issues, such as male sexual orientation and HIV/AIDS.  In a study conducted in Norway, 

there were no gender differences found in psychologists addressing sexual issues with 

their clients (Traeen & Schaller, 2013).  However, the study found that more female than 

male participants reported asking about positive and negative sexual experiences (χ2 = 

15.102, 5 df, p < .01) along with sexual orientation (χ2 = 30.586, 15 df, p < .01).  

Miller and Byers (2012) examined whether psychologists' gender, age and years 

of clinical experience were significantly associated with willingness to treat clients with 

sexual issues.  The authors found no gender association with any of the outcome 

variables.  Even more problematic was the revelation of gender differences among 

therapists.  Male marriage counselors more often encouraged discussion of sexual issues.  

Female marriage counselors focused on sexual functioning significantly less.  The 2017 

Bureau of Labor Statistics states that females comprise 72.3 % of the working U.S. 
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professional counselor population and 82.5% of the working U.S. social worker 

population.  Since the majority of counselors are women, this implies that most female 

therapists do not sufficiently explore this essential aspect of marital functioning. 

Summary 

In summary, chapter two introduced the literature associated with discussing 

sexual issues with clients, comfortability, and research findings provide a wealth of 

insight.  The areas addressed in this chapter were: the importance of sexuality discussion, 

barriers to the discussion of sexual issues with clients, how mental health professionals 

are equipped to discuss sexual issues, the comfort level of mental health professionals 

addressing sexual issues with clients, self-efficacy, gender differences, and professional 

license type.  The information provided demonstrates the need for more insight into 

mental health professionals’ self-efficacy when discussing sexual issues with clients.  

There is a gap in the literature that delineates the perceived self-efficacy of these mental 

health professionals by license type.  Chapter three provides a description of the 

methodology and procedures of this study.  This includes research design, research 

hypotheses, research question, sample description, research design, instrumentation, data 

collection procedures, data analyses, and a summation of the chapter.   
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CHAPTER THREE 

METHODOLOGY 

The purpose of this study is to examine clinicians’ self-efficacy and comfort level 

based on license type and gender when addressing sexual issues with clients.  The focus 

of this chapter is to take a look at the methodology for this study that will adopt 

quantitative measures.  The chapter is organized into seven key sections.  First, the 

research questions and hypotheses are described.  Second, the causal-comparative 

research design is described.  Third, the sample description will be explained.  Fourth, the 

instrumentation is described.  The Counseling Self-Estimate Inventory (COSE) was used 

to measure beliefs or judgments about her/his capabilities to effectively counsel a client 

in the near future.  The Sexual Intervention Self-Efficacy Questionnaire was used to 

measure participants current comfort level to work with individuals who have sexual 

concerns or problems.  Fifth, the data collection procedures are explained.  Sixth, the 

multivariate analysis of covariance (MANCOVA) is discussed to analyze the data.  The 

limitations and significance of the study will be presented.  Finally, a summation of the 

chapter.   

Research Question/Hypothesis 

This study addresses several research questions regarding the clinician’s self-

efficacy of addressing sexual issues with clients that are discussed below.  

Research Question 1: Are LMFT’s more comfortable than LPC’s and LCSW’s 

addressing sexual issues with clients? 
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H01 – There is no effect of comfort level on professional license type LMFT when 

addressing sexual issues with clients. 

H1 – There is a greater effect of comfort level addressing sexual issues on license 

type LMFT compared to LPC’s and LCSW’s. 

Research Question 2: Does the gender of a counselor influence perceived self-efficacy of 

counseling skills in addressing sexual issues with clients? 

H02 – There is no effect of gender and perceived self-efficacy of counseling skills 

in addressing sexual issues with clients.  

H2 – There is an effect of gender and perceived self-efficacy of counseling skills 

in addressing sexual issues with clients.  

Research Question 3: Does an interaction occur between professional license type and 

gender when addressing sexual issues with clients?  

 H03 – There is no interaction between professional license type and gender when 

 addressing sexual issues with clients.  

 H3 – There is an interaction between professional license type and gender when 

 addressing sexual issues with clients.  

Research Design 

Salkind (2012b) defined a research design as the method and structure of an 

investigation chosen by the researcher to conduct data collection and analysis.  The 

research design chosen should be appropriate to the research question that is formulated.  

The research design for this study is a quantitative causal-comparative design also 

referred to as ex post facto research.  A causal-comparative design seeks to find 

relationships between independent and dependent variables after the action or even has 
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occurred (Salkind, 2012b).  This research design is a retrospective way of determining 

what may have caused something to occur.   

An independent variable is a factor that the researcher controls or manipulates to 

determine their effect on behavior (Shaughnessy, Zechmeister & Zechmeister, 2009).  A 

causal-comparative design is suggested when particular independent variables are not 

capable of being manipulated, including gender, ethnicity, socioeconomic level, 

education level and religious preferences (Salkind, 2012a).  This study assigned 

professional license type and gender as the independent variables.  The professional 

license type includes LMFT, LPC, and LCSW.  A dependent variable is the measure of 

behavior used by the researcher to assess the effect (if any) of the independent variable 

(Shaughnessy et al., 2009).  The dependent variables for this study are counselor’s 

perceived self-efficacy and counselor’s comfort level as determined by the scores of two 

instruments.  A control variable is a variable that has a potential influence on the 

dependent variable (Salkind, 2012b).  The control variable for this study is professionals 

with more than one license type. Dependent on the response of participants that have 

more than one license type will determine if this variable will be controlled.  The 

possession of more than one professional license type has the potential to distort the 

scores of the instruments.   

In this study, the action that has already occurred is the obtained professional 

license type and gender of the participant.  The goal of utilizing this research design is to 

determine if the professional license type and gender affects the perceived self-efficacy 

and comfort level when discussing sexual issues with clients.   

Variables 
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• Independent Variables – Professional License Type (LMFT, LPC, LCSW) and 

gender of the professionals 

• Dependent Variables – Counselor’s perceived self-efficacy derived from the 

scores of the Counselor Self-Estimate Inventory and Comfort level derived from 

the scores of the Sexual Intervention Self-Efficacy Questionnaire  

• Control Variables – Professionals with more than one license type 

• Confounding Variables – Extra training through continued education, 

specialization, and professional setting 

Sample Description 

According to the Georgia Board of Professional Counselors, Social Workers, and 

Marriage and Family Therapists, as of May 30, 2018, in the state of Georgia, there are 

7,272 LPC’s; 920 MFT’s and 4,149 LCSW’s.  The participants were a combination of 

LPC’s, MFT’s, and LCSW’s that have an active license in the state of Georgia.  The 

sample for this study was projected to consist of 150-200 participants.  A general rule of 

how many participants should be in each group is 30 (Salkind, 2012b); in which this 

study consists of two groups each with three levels.  Salkind (2012b) also suggests 

increasing the desired sample size by 40% to 50% if the questionnaires are sent out by 

mail or email.  This study used a non-probability snowball sampling technique to obtain 

participants; which are made up of members of the larger population that are more 

accessible to the researcher (Sheperis, Young, & Daniels, 2010).  The participants of this 

study were solicited through listservs associated to the specific professional license type.  

The non-probability snowball sample came from LPC’s, LCSW’s, and LMFT’s that 
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subscribe to various professional listservs in the state of Georgia.  The study limited the 

geographical search for participants to the state of Georgia.  

Instrumentation 

In addition to the informed consent, a demographic questionnaire and two primary 

research instruments the Counseling Self-Estimate Inventory and the Sexual Intervention 

Self-Efficacy Questionnaire were used.  

Demographic questionnaire  

This researcher created a 10-item demographic questionnaire to obtain 

information from the participants which include, age, gender, ethnicity/culture, 

professional license type, year of graduation, highest level degree, and the number of 

years in the field.  The demographic questionnaire also asks three yes or no questions to 

further assess the participants level of training in the area of sexuality: (a) Did you 

complete a human sexuality course in your graduate program, (b) if yes, was the human 

sexuality course required, and (c) have you taken any continuing education units (CEU’s) 

on sexuality?  The proposed demographic information was selected to gain information 

about the participant's characteristics.  

Counseling Self-Estimate Inventory (COSE; Larson et al., 1992)  

The COSE is a 37- item inventory with a 6-point Likert scale ranging from 

strongly disagree to agree strongly. The COSE measures one’s self-estimate of future 

performance, not one’s actual performance.  The measure was inspired by Albert 

Bandura’s microanalytic methodology (Larson et al., 1992).  The instrument measures a 

therapists’ self-reported efficacy on five dimensions of therapy.  The five dimensions 

include confidence in executing micro skills (12 items); attending to process (10 items); 
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dealing with difficult client behaviors (7 items); behaving in a culturally competent way 

(4 items) and being aware of one’s values (4 items).   

Larson et al. (1992) expound on definitions of the five dimensions. The 

Microskills factor was derived from a combination of counseling skills and competencies 

including Ivey’s (1971) counselor training, Johnson et al.’s (1989) basic and intermediate 

skills, and Hill’s (1978) 14 necessary counseling skills.  The Process factor includes 

counseling responses that occur over time within the client-counselor relationship.  The 

Difficult Client Behavior factor focuses on client behaviors that challenge the counselor. 

Reflecting the ability to respond to ethnic and socioeconomic diversity in clients describe 

the Cultural Competence factor. Moreover, countertransference is the focus of the 

Awareness of Values factor.   

The COSE scores can range from 37 to 222 with higher scores indicating greater 

counseling self-efficacy.  Five studies were involved in the initial development and 

validity of the COSE.  The purpose of the five studies was to determine scale 

constriction, factor analysis, initial validity and reliability estimates, test-retest reliability, 

sensitivity to change across counseling professionals, change over time, and criterion 

validity.  The five studies included counselors from different levels of education and 

experience which included, Bachelor of Arts (BA), Master of Arts (MA), and Doctor of 

Philosophy (Ph.D.).  The total scale reliability is = .93, and test-retest reliability scores 

range from = .68 to = .87 (Larson & Daniels, 1998).  

Since the initial development and validity study, the COSE has been used over 20 

studies with many populations including master’s level students (Daniels & Larson, 

2001; Goreczny et al., 2015; Kozina et al., 2010; Larson et al., 1999; Leach et al., 1997; 
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Mutcher & Anderson, 2010), and doctoral-level counseling students (Leach et al., 1997).  

Larson and Daniels (1998) reviewed the literature on self-efficacy and the use of the 

COSE.  The authors found validity estimates for the COSE indicate counselors and 

psychologists reported higher COSE scores than pre-practicum trainees.  The COSE 

correlates highly with the Self-Efficacy Inventory (S-EI).  There is a negative correlation 

of the COSE with the STAI State Anxiety scale and the STAI Trait Anxiety scale.  For 

individual counseling, the COSE appears to be the most used and has adequate 

psychometric properties (Larson & Daniels, 1998).   

Sexual Intervention Self-Efficacy Questionnaire (Miller & Byers, 2008) 

This 19-item instrument assesses self-efficacy beliefs regarding the ability to 

address clients’ sexual concerns/problems in therapy. The 5-item Sexual Comfort/Bias 

subscale (Comfort/Bias Self-Efficacy) measures self-efficacy regarding one’s ability to 

appear comfortable discussing sexual issues and prevent personal biases from interfering 

with treatment (e.g., There are issues related to sexuality that I would not feel 

comfortable talking to a client about). The 7-item Relaying Sexual Information subscale 

(Information Self-Efficacy) assesses self-efficacy concerning one’s ability to relay 

accurate information (e.g., I am confident that I can relay accurate information to clients 

about sexual orientation/identity issues). The 7-item Sex Therapy Skills subscale (Skills 

Self-Efficacy) assesses self-efficacy concerning knowledge of and ability to utilize sex 

therapy techniques, and treat specific sexual problems (e.g., I have very little knowledge 

of the interventions used to treat sexual problems).  Responses are provided on a 6-point 

Likert scale ranging from Strongly Disagree (1) to Strongly Agree (6). Thus, for both the 

Sex Therapy Skills and Relaying Sexual Information subscales, scores range from 7 to 
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42, and for the Sexual Comfort/Bias subscale scores range from 5 to 30.  Higher scores 

represent stronger feelings of self-efficacy.   

The authors stated that this instrument was modeled after Berman’s (1996) 

Sexuality Education Experience Check List.  The initial instrument development utilized 

the population of psychology students (Miller & Byers 2008).  Miller and Byers (2008) 

reported moderate to high internal consistency with clinical psychology graduate students 

as well as evidence for the scale’s validity.  Internal consistencies were also acceptable 

with the current sample: Sex Therapy Skills α = .88, Relaying Sexual Information α = 

.82, Sexual Comfort/Bias α = .64, Total Sexual Intervention Self-Efficacy Scale α = .92.  

Since the initial development, the instrument has been used two times with the population 

of practicing psychologists (Miller, 2001; Miller & Byers, 2012).  

Data Collection 

Upon approval from the Institutional Review Board (IRB), the study was 

announced on several professional counseling listservs associated to the specific 

professional license type in the state of Georgia.  The listservs that were solicited 

included, Licensed Professional Counselors Association of Georgia (LPCAGA), Georgia 

Society for Clinical Social Work (GSCSW), Georgia Therapist Network (GTN), and 

Counselor Educators and Supervisors Network (CESNET).  The announcement described 

the study as an exploration of counselor’s perceived self-efficacy with discussing sexual 

issues with clients.  Individuals interested in participating electronically signed an 

informed consent and were directed to a SurveyMonkey link where they were able to 

access the questionnaire.  The participants completed the questionnaires that took 

approximately 50 minutes to finish.  
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All participants received an informed consent, which outlined ethical 

considerations, risks of participating in the study and the general purpose of the study.  

Participants were informed that this study is voluntary, and they can resign from the 

study at any time without consequence   Participants were also informed that 

transmission of survey data via the Internet is not secure and that complete confidentiality 

of the data could therefore not be ensured.  However, participants were informed that 

confidentiality was guaranteed once the researcher had received the data.  This was done 

by storing all collected data on a password protected computer.  All participants data was 

randomly assigned a participant number and participants email address were removed 

from the final data set.  The collected data will be kept for three years after the study is 

completed.  The stored data will be securely stored on a password protected hard drive.  

Data Analysis 

The inferential statistical tests used to examine the hypotheses of this study will 

be the two-way multivariate analysis of variance (MANOVA).  MANOVA is a 

multivariate extension of an analysis of variance (ANOVA) for use when you have more 

than one dependent variable (Pallant, 2016) and the researcher wants to compare the 

mean differences among the dependent variables simultaneously (Heppner & Heppner, 

2004).  The purpose of a MANOVA is to explore how independent variables influence 

some patterning of response on the dependent variables (Sheperis et al., 2010).  Whereas 

ANOVA tests whether mean differences on a single dependent variable are statistically 

significant, MANOVA creates a linear combination of dependent variables to maximize 

group differences and tests whether those differences are statistically significant (Holton 

& Swanson, 2005; Pallant, 2016).  
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The two-way MANOVA is used when there are two independent variables and 

multiple dependent variables (Heppner & Heppner, 2004).  The two independent 

variables of this study are professional license type (LMFT, LPC, & LCSW) and gender 

(male, female, other).  The two dependent variables are the counselor’s perceived self-

efficacy addressing sexual issues with client’s and the counselors comfort level.   

The advantage of using a factorial or two-way design allows a researcher to test 

the ‘main effect’ for each independent variable and also to explore the possibility of an 

‘interaction effect’ (Pallant, 2016).  A main effect is when one independent variable has a 

significant effect on the dependent variable, regardless of the treatment level or condition 

of the other independent variables (Steinberg, 2011).  An interaction effect is when one 

independent variable has a significant effect on the dependent variable, but only under 

certain levels or conditions of the other independent variable (Steinberg, 2011).  The 

advantage of using a factorial MANOVA is that it controls the increased risk of Type I 

errors (Pallant, 2016), which may happen when utilizing t-tests for multiple variables 

(Salkind, 2012b).  Cresswell (2013) states a Type I error occurs when the null hypothesis 

is rejected, when in fact it is true.   

Limitations 

Creswell (2014) defines internal validity threats as experimental procedures, 

treatments, or experiences of the participants that threaten the researcher’s ability to draw 

correct inferences from the data about the population in an experiment.  Threats to 

internal validity in this study included history, selection, and attrition/mortality.  History 

was the first threat to internal validity due to the subject matter.  History is defined as 

uncontrolled outside influences on subjects during an experiment (Salkind, 2012a).  
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Participants past life, current life, and experiences in the world may have influenced the 

results of the study.  For example, a participant may have taken additional coursework 

outside of a graduate program on sexuality.  Participants may also have personal 

experience with the topic of sexuality due to self, family or friends.   

The subject matter of the study may have also attracted participants who have 

specific characteristics that predispose them to produce certain outcomes, which is 

considered the selection threat to internal validly (Salkind, 2012a).  Again, the topic of 

sexuality may attract participants that already have experience in that area, so they would 

be more prone to complete the survey than clinicians with no experience in the area of 

sexuality.  The researcher attempted to use inclusive language to attract participants that 

may or may not regularly see clients that experience sexual issues.  Finally, 

attrition/mortality was a possible threat to internal validity which is defined as the 

dropping out or removal of participants from the study (Salkind, 2012a).  This researcher 

followed the suggestion of Creswell (2014) by recruiting a large sample for accounting 

for the possible dropouts.   

External validity threats arise when experimenters draw incorrect inferences from 

the sample data to other persons, other settings, and past or future situations (Creswell, 

2014).  The possible external validly threats of this study included population validity, 

the interaction of history and treatment effects, and the measure of the dependent 

variable.  Population validity is the extent to which the sample used was representative of 

the target population (Creswell, 2014).  This study’s sample used participants from the 

target population of this study which include LMFT’s, LPC’s and LCSW’s.   
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Interaction of history and treatment effects is the next threat to external validity.  

Creswell (2014) states that because results are time-bound, a researcher cannot generalize 

results to past or future situations (p. 224).  This researcher attempted to provide a study 

that can be replicated to determine if the same results occur.  Finally, the measure of the 

dependent variables was considered a threat to external validity.  This researcher 

maintained clear instructions of the instruments that was used for this study along with 

citations and psychometric properties.  Copies of the assessment forms were also 

maintained.   

Significance 

Although there is research about counselor’s perceived self-efficacy when 

addressing sexual issues with clients (Miller & Byers, 2008; Miller 2008, Miller & Byers 

2010; Miller & Byers 2012), there has been no research on the effect of professional 

licensure type and perceived self-efficacy addressing sexual issues.  There is a gap in the 

literature that delineates the perceived self-efficacy of these mental health professionals 

by license type.  Due to the limited research in the area of counselors perceived self-

efficacy when addressing sexual issues with clients by professional license type, this 

study will add to current research (Miller, 2011; Miller & Byers, 2008; 2012).   

This study will add a more broad and generalizable population for perceived self-

efficacy and comfort level when addressing sexual issues with clients.  Past research has 

focused on psychology students (Miller & Byers, 2008) and practicing psychologists 

(Miller, 2011; Miller & Byers, 2012).  The need for a broader population was warranted 

(Haboubi & Lincoln, 2003; Harris & Hays, 2008; Traeen &Schaller, 2013).  This study 

included a broader population incorporating LMFT’s, LPC’s and LCSW’s.  Also, this 
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researcher intended to add to the reliability and validity of the Sexual Intervention Self-

Efficacy Questionnaire (Miller & Byers, 2008) by utilizing a broader population.   

Finally, the results of this study highlight the need for increased human sexuality 

training in graduate mental health and social work curriculum as well as continued 

education after graduate programs.  The need for these topics has been present in many 

studies that include educators (Graham & Smith, 1984; McConnell, 1976; Weerakoon et 

al., 2008; Zamboni & Zaid, 2017), marriage and family therapists (Harris & Hays, 2008), 

occupational therapists (Yallop & Fitzgerald, 1997), rehabilitation counselors (Juergens 

et al., 2009), and social workers (Schaub et al., 2017).  Human sexuality is an integral 

part of individuals lives; the lack of training for mental health providers in this area may 

hinder these individuals in finding the support they require (Miller & Byers, 2008).  

Summary 

The purpose of chapter three is to introduce the methodology and explain the 

rationale and structure of the study.  A detailed explanation of the researcher’s plan to 

explore the effect of professional license type on self-efficacy of counseling skills was 

presented.  The chapter was organized into six key sections which included research 

questions and hypotheses, research design, sample description, instrumentation, data 

collection, and data analysis.  The limitations of the study which included threats to 

internal and external validity along with a recap of the significance of the study was also 

presented. 
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CHAPTER FOUR 

RESULTS 

 The purpose of this study was to examine clinicians' self-efficacy and comfort 

level based on license type and gender when addressing sexual issues with clients.  This 

chapter describes and summarizes the statistical analyses used to evaluate the research 

questions and hypotheses established in the previous chapters.  The first section includes 

descriptive statistics, trends from the sample, and a report on the mean scores from the 

COSE and Sexual Intervention Self-Efficacy Questionnaire.  The second section, 

inferential statistics, reports relevant analysis for each of the null hypotheses that derived 

from the results of the two-way multivariate analysis (MANOVA).  A summary 

concludes the chapter. 

Descriptive Statistics 

 The participants were recruited by using a non-probability snowball sampling 

technique.  An invitation to participate which included a hyperlink to the online survey 

was sent out to several listservs from each professional license type.  The online survey 

was made available on November 1, 2018 and was closed on January 3, 2019.  While 224 

participants agreed to participate in the study during the two months the survey was 

available, 43 (19.2%) were removed from the data set due to not completing both 

instruments.  7 (3.12%) were removed due to having a dual license.  The sample for this 

study consisted of 174 participants.   

 A demographic survey was created by the researcher to examine the demographic 
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background.  The demographic survey included: sex, age, race/ethnicity, educational 

level, professional license, years of experience, and professional setting.  Three 

supplemental questions were also included to determine if a human sexuality course was 

a requirement for the participants master’s program and if the participant took any 

continuing education units (CEU’s) on sexuality.  Tables 1-4 and Figures 1-2 present the 

frequencies and percentages of the demographics presented.  Table 5-7 presents the 

descriptive statistics of the instruments. 

Personal demographics 

 Personal demographics obtained in this study included sex, age range, and 

race/ethnicity.  One hundred and thirty-two (75.90%) of the participants identified as 

female, 40 (23.00%) of the participants identified as male and two (1.10%) of the 

participants identified as other.  The majority of the participants (n = 63, 36.20%) fell 

between the age range of 36-49.  Six (3.40%) of the participants were in the age range of 

20-25; 57 (32.80%) of the participants were in the age range of 26-35; and finally, 48 

(27.60%) of the participants were in the age range of 50 and over.  The race/ethnicity 

distribution of the sample comprised of 106 (60.90%) White/Caucasian, 41 (23.60%) 

Black/African American, 12 (6.90%) Hispanic/Latino, seven (4.00%) 

Biracial/Multiracial, three (1.70%) Asian/Pacific Islander, three (1.70%) Middle Eastern, 

and two (1.10%) selected other. 
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Table 1   

   

Participant Personal Demographics (N = 174) 

Demographic N Percentage 

Sex   

   Female 132 75.90 

   Male 40 23.00 

   Other 2 1.10 

   

Age Range   

   20-25 6 3.40 

   26-35 57 32.80 

   36-49 63 36.20 

   50+ 48 27.60 

   

Race/Ethnicity   

   Asian/Pacific Islander 3 1.70 

   Hispanic/Latino 12 6.90 

   Biracial/Multiracial 7 4.00 

   Middle Eastern 3 1.70 

   Black/African American 41 23.60 

   White/Caucasian 106 60.90 

   Other 2 1.10 

 

Professional demographics 

 Professional demographics in this study included education, professional license 

type, years in the field and professional setting.  Years the participants have been in the 

field along with the participants work settings were also collected.  The education of the 

clinicians is stated first.  The majority of the participants were masters level clinicians (n 

= 88, 50.60%), followed by clinicians with doctorate degrees (n = 48, 27.60%), and 

finally clinicians who are PhD students (n = 38, 21.80%).  LPC’s (n = 124, 71.30%) 
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comprised the majority of the participants; next, an equal amount of LMFT’s (n = 25, 

14.40%) and LCSW’s (n = 25, 14.40 %) completed the survey. 

 

Table 2   

   

Participant Educational Demographics 

Education Level N Percentage 

Master's Degree 88 50.60 

PhD Student 38 21.80 

Doctorate Degree 48 27.60 

 

 

Table 3   

   

Participant Professional License Type 

License Type N Percentage 

LMFT 25 14.40 

LPC 124 71.30 

LCSW 25 14.40 
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 Figure1 displays the percentage of the years the participants have practiced in the 

field.  Eight (4.60%) have been in the field zero to three years; 28 (16.10%) have been in 

the field three to five years; 56 (32.20%) have been in the field five to 10 years; 37 

(21.30) have been in the field 10 to 15 years; and 45 (25.90%) have been in the field 15 

plus years.  Figure 2 displays the professional work settings of the participants.  There 

were a wide range of professional settings.  Five (2.90%) work at a correction facility; 27 

(15.50%) worked at an outpatient mental health/substance abuse agency; 18 (10.30%) 

worked at an inpatient mental health/substance abuse agency; 84 (48.30%) work in 

private practice; 12 (6.90%) work at a university counseling center; and 28 (16.10%) 

work at other professional settings.   

 

 

Figure 1. Percentage of years in the field among participants.  
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Figure 2. Percentage of professional settings for the participants.  

 

Supplemental questions 

 Three supplemental questions were answered by the participants; (a) Did you 

complete a human sexuality course in your graduate program; (b) If yes, was the human 

sexuality course required for your graduate program; and (c) Have you taken any 

continuing education units (CEU)’s on sexuality?  The questions required a yes or no 

response.  Eighty-three (47.7%) of the participants completed a human sexuality course 

in their graduate program, 91 (52.3%) did not.  Out of the 83 participants that completed 

a human sexuality course in their graduate program, 52 (29.9%) reported that the course 

was required for their graduate program.  One hundred and four (59.8%) of the 

participants have taken continuing education (CEU) in sexuality, 70 (40.2%) have not.  
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Table 4   

   

Descriptive Statistics for Supplemental Questions 

Questions Frequency Percentage 

Completed a Human Sexuality Course   

   Yes 83 47.7 

   No 91 52.3 

Required Human Sexuality Course   

   Yes 52 29.9 

   No 31 17.8 

   N/A 91 52.3 

CEU's in Sexuality   

   Yes 104 59.8 

   No  70 40.2 

 

Instrument descriptive statistics 

 Mean, standard deviation, skewness, minimum scores and maximum scores were 

calculated for the self-estimate of counseling skills and the self-efficacy of sexual 

intervention and presented in Table 5.  The mean (M) for the 174 participants Counseling 

Self-Estimate Inventory (COSE) was 191.82 with a standard deviation (SD) of 16.95.  

The M for Sexual Intervention Self-Efficacy Questionnaire was 89.61, with a SD of 

17.08.   

 Tables six and seven illustrate the M and SD of the Counseling Self-Estimate 

Inventory and the Sexual Intervention Self-Efficacy Questionnaire by professional 

license and gender.  For the COSE, LMFT’s have a higher M of 195.08 and a SD of 

15.403 than LPC’s who have a M of 191.70 and a SD of 16.920; and LCSW’s who have a 

M of 189.12 and a SD of 18.655.  Also, for the COSE, participants that identify as female 

have a M of 192.12 and a SD of 16.378; participants that identify as male have a M of 
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191.52 and a SD of 17.365; and participants that identify as other have a M of 177.50 and 

a SD of 48.790.  For the Sexual Intervention Self Efficacy Questionnaire, LMFT’s have a 

higher M of 98.84 and a SD of 14.571 than LPC’s who have a M of 88.17 and a SD of 

17.599 and LCSW’s who have a M of 87.52 and a SD of 14.148.  Also, for the Sexual 

Intervention Self Efficacy Questionnaire, participants that identify as female have a M of 

87.36 and a SD of 17.698; participants that identify as male have a M of 96.52 and a SD 

of 12.736; and participants that identify as other have a M of 100.0 and a SD of 18.385. 

 

Table 5       

       

Descriptive Statistics for the Counseling Self-Estimate Inventory and Sexual 

Intervention Self-Efficacy Questionnaire 

Scale N M SD Skewness Minimum Maximum 

Counseling Self-Estimate 

Inventory 
174 191.82 16.95 -0.737 143 219 

       

Sexual Intervention Self-

Efficacy Questionnaire 
174 89.61 17.08 -0.580 33 114 

Note. N= number of participants; M= mean; SD= standard deviation. 
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Table 6      

      

Descriptive Statistics for Counseling Self-Estimate Inventory by Professional License 

and Gender 

Scale Professional 

License 
Gender M SD N 

Counseling Self-

Estimate Inventory      

 LMFT Female 194.94 17.531 18 

  Male 195.43 8.829 7 

  Total 195.08 15.403 25 

 LPC Female 191.25 16.362 97 

  Male 192.62 19.035 26 

  Other 212.00 . 1 

  Total 191.70 16.920 124 

 LCSW Female 194.12 15.676 17 

  Male 183.57 16.602 7 

  Other 143.00 . 1 

  Total 189.12 18.655 25 

 Total Female 192.12 16.379 132 

  Male 191.52 17.365 40 

  Other 177.50 48.790 2 

    Total 191.82 16.951 174 

Note. N= number of participants; M= mean; SD= standard deviation. 
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Table 7      

      
Descriptive Statistics for Sexual Intervention Self-Efficacy Questionnaire by 

Professional License and Gender 

Scale Professional 

License 
Gender M SD N 

Sexual Intervention 

Self-Efficacy 

Questionnaire      

 LMFT Female 96.33 16.051 18 

  Male 105.29 7.204 7 

  Total 98.84 14.571 25 

 LPC Female 85.80 18.076 97 

  Male 96.04 12.587 26 

  Other 113.0 . 1 

  Total 88.17 17.599 124 

 LCSW Female 86.71 14.982 17 

  Male 89.57 13.974 7 

  Other 87.0 . 1 

  Total 87.52 14.148 25 

 Total Female 87.36 17.698 132 

  Male 96.52 12.736 40 

  Other 100.0 18.385 2 

    Total 89.61 17.084 174 

Note. N= number of participants; M= mean; SD= standard deviation. 

 

Inferential Statistics 

 A two-way between-groups multivariate analysis of variance was performed to 

examine clinicians' self-efficacy and comfort level based on license type and gender 

when addressing sexual issues with clients.  The results of the two-way MANOVA are 

shown in Table 8.  Two dependent variables were used: counselor’s self-efficacy and 
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counselor’s comfort level.  The independent variables were professional license type and 

gender.  Preliminary assumption testing was conducted to check for normality, linearity, 

homogeneity of regression, univariate and multivariate outliers, homogeneity of variance-

covariance matrices, and multicollinearity, with no serious violations noted.  Next, a 

univariate F test was conducted to further investigate significant differences in the 

dependent variables.  The results are shown in Table 9.  Finally, a Scheffe multiple 

comparison post-hoc test was conducted to identify where the significant differences lie 

between the professional license type and gender.  The results are shown in Table 10 and 

11.  

 

Table 8       

       

Multivariate Analysis of Variance Testsa Wilks' Lambda 

Effect Value F df Error df Sig. 
Partial Eta 

Squared 

Gender 0.933 2.891b 4 330 0.022 0.034 

Professional License 0.911 3.926b 4 330 0.004 0.045 

Gender * Professional 

License 0.94 1.715b 6 330 0.117 0.03 

a Design: Intercept + Gender + Professional License + Gender * Professional License  

b Exact statistic       
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Table 9     

     

Univariate F-Tests of Between-Subjects Effects 

Source Dependent Variable df F Sig. 

Gender 
Counseling Self-Estimate 

Inventory 
2 0.936 0.394 

 Sexual Intervention Self-

Efficacy Questionnaire 
2 2.514 0.084 

Professional License 
Counseling Self-Estimate 

Inventory 
2 4.873 0.009 

 Sexual Intervention Self-

Efficacy Questionnaire 
2 4.132 0.018 

Gender * Professional 

License 

Counseling Self-Estimate 

Inventory 
3 3.448 0.018 

 Sexual Intervention Self-

Efficacy Questionnaire 
3 0.641 0.59 

Error 
Counseling Self-Estimate 

Inventory 
166   

  
Sexual Intervention Self-

Efficacy Questionnaire 
166     

 

 

Table 10     

     

Scheffe Multiple Comparisons Post Hoc Test for Professional License  

Dependent Variable 
(I) Professional 

License 

(J) 

Professional 

License 

Mean 

Difference (I-J) 
Sig. 

Comfort Level LMFT LPC 10.67* 0.014 

 
 LCSW 11.32 0.054 

 LPC LMFT -10.67* 0.014 

 
 LCSW 0.65 0.984 

 LCSW LMFT -11.32 0.054 

    LPC -0.65 0.984 

Based on observed means. 

 The error term is Mean Square(Error) = 269.777. 

* The mean difference is significant at the .05 level 
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Table 11 

     

Scheffe Multiple Comparisons Post Hoc Test for Gender 

Dependent Variable (I) Gender (J) Gender Mean Difference (I-J) Sig. 

Comfort Level Female Male -9.17* 0.01 

  Other -12.64 0.559 

 Male Female 9.17* 0.01 

  Other -3.48 0.958 

 Other Female 12.64 0.559 

    Male 3.48 0.958 

Based on observed means. 

 The error term is Mean Square(Error) = 269.777. 

* The mean difference is significant at the .05 level 

 

Hypothesis 1 

 The first hypothesis stated there is a greater effect of comfort level addressing 

sexual issues on license type LMFT compared to LPC’s and LCSW’s with a null 

hypothesis stating that there would be no effect of comfort level addressing sexual issues 

with clients on professional license type.  The two-way MANOVA revealed statistically 

significant main effect for professional license type on the combined dependent variables 

of comfort level and self-efficacy when addressing sexual issues with clients, F (4, 330) = 

3.93, p = .004; Wilks’ Lambda = 91; partial eta squared = .05.  Therefore, this researcher 

rejected the null hypothesis, indicating a main effect for professional license type and 

comfort level in addressing sexual issues.  

 Due to finding a statistically significant main effect for professional license type, 

a between-subjects effect test was conducted.  When the results for the dependent 

variables were considered separately, the difference to reach statistical significance, using 

Bonferroi adjusted alpha level of .025, was both comfort level, F (2, 166) = 4.13, p = 
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.018, partial eta squared = .05 and self-efficacy F (2, 166) = 4.87, p = .009, partial eta 

squared = .06.  An inspection of the estimated marginal means scores indicated that the 

mean score for LMFT’s (M = 100.81, SD = 3.66) was higher than the mean scores for 

LPC’s (M = 98.28, SD = 5.60) and LCSW’s (M = 87.76, SD = 6.00).  The Scheffe post 

hoc test for professional license type revealed significant main difference between LMFT 

and LPC only on comfort level.  LMFT’s mean comfort score was 11 points (10.67) 

higher than LPC’s.  The mean difference was significant at .014 level.  

Hypothesis 2 

 The second hypothesis stated there is an effect of gender and perceived self-

efficacy of counseling skills in addressing sexual issues with clients.  Conversely, the null 

hypothesis stated that there would be no effect of gender and perceived self-efficacy of 

counseling skills in addressing sexual issues with clients.  The two-way MANOVA 

revealed statistically significant main effect for gender on the combined dependent 

variables of comfort level and self-efficacy when addressing sexual issues with clients, F 

(4, 330) = 2.89, p = .022; Wilks’ Lambda = 93; partial eta squared = .03.  Therefore, this 

researcher rejected the null hypothesis, indicating there is a main effect of gender and 

perceived self-efficacy of counseling skills when addressing sexual issues with clients. 

 Due to finding a statistically significant main effect for gender, a between-

subjects effect test was conducted.  When the results for the dependent variables were 

considered separately, the difference to reach statistical significance, using Bonferroi 

adjusted alpha level of .025, concluded for comfort F (2, 166) = 2.51, p = .084, partial eta 

squared = 03. and self-efficacy F (2, 166) = .94, p = .39, partial eta squared = .01, no 

statistically significant results were found.    
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 An inspection of the estimated mean scores indicated that participants that 

identified as other reported higher levels of comfortability (M = 100, SD = 11.61), than 

identified as males (M = 96.97, SD = 3.12) and identified as female (M = 89.61, SD = 

1.93).   The Scheffe post hoc test for gender revealed significant main difference between 

participants that identified as male and participants that identified as female only on 

comfort level.  The male mean comfort score was 9 points (9.17) higher than females.  

The mean difference was significant at .01 level.  

Hypothesis 3 

 The third hypothesis stated there is an interaction between professional license 

type and gender when addressing sexual issues with clients.  The null hypothesis stated 

that there is no interaction between professional license type and gender when addressing 

sexual issues with clients.  The two-way MANOVA revealed no statistically significant 

interaction effect for professional license type and gender on the combined dependent 

variables of comfort level and self-efficacy when addressing sexual issues with clients, F 

(6, 330) = 1.72, p = .117; Wilks’ Lambda = 94; partial eta squared = .03.  Therefore, this 

researcher failed to reject the null hypothesis, indicating no interaction effect between 

professional license type and gender. 

Summary 

 This chapter presented the results of the descriptive and inferential statistics of 

this study.  The analysis of data collected revealed significant main effects for the 

independent variable examined.  However, no interaction effect was found between 

professional license type and gender.  A complete discussion of these findings, summary, 

and recommendations for further study will be discussed in chapter five. 
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CHAPTER FIVE 

SUMMARY, DISCUSSION, AND RECCOMMENDATION 

 This chapter provides a summary of the research, describing the conclusions 

reached, a discussion of the research, limitations of the research, and recommendations 

for further research and practice.  

Summary 

 The purpose of this study was to determine if a particular professional license 

type perceives a higher level of self-efficacy and comfort level when addressing sexual 

issues with clients than the others.  Additionally, this study sought to examine if gender 

played a role in the clinicians’ self-efficacy when addressing sexual issues with clients.  

Finally, this study sought to examine if there was an interaction between professional 

license type and gender when addressing sexual issues with clients.  The Sexual 

Intervention Self-Efficacy Questionnaire (Miller& Byers, 2008) was used to assess the 

clinicians comfort level when addressing sexual issues with clients.  Counseling Self-

Estimate Inventory (COSE; Larson et al., 1992) was used to assess the perceived self-

efficacy when addressing sexual issues with clients.  Three research questions regarding 

the clinician’s comfort level and self-efficacy of addressing sexual issues with clients 

were investigated through three hypotheses.  The results and conclusions for each 

hypothesis are discussed below.  

Review of the Findings 

Hypothesis 1 
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 Hypothesis 1 sought to identify a significant main effect of professional license 

types as measured by their comfort level when addressing sexual issues with clients.  A 

causal-comparative design was used, and conclusions were drawn based on comparison 

of group means.   

 For the sample, the hypothesis was soundly supported by the results.  The results 

of the MANOVA revealed that a significant effect occurred between professional license 

type, perceived self-efficacy and comfort level.  Due to finding statistical significance, 

the null hypothesis was rejected.  Comparison of group means also found significant 

difference in professional license type and comfort level when addressing sexual issues 

with clients.  LMFT’s on average were more comfortable in addressing sexual issues with 

clients than LPC’s and LCSW’s.  This was concluded by a higher LMFT group mean as 

compared to the group mean of LPC’s and LCSW’s.  The post hoc test showed that this 

significant difference occurred between LMFT’s and LPC’s.   

 The results indicated that the clinicians’ professional license type will be a 

significant influence on the comfort level of the clinician when addressing sexual issues 

with clients.  LMFT’s on average are more comfortable than LPC’s and LCSW’s when 

addressing sexual issues with clients.  The results of the study are consistent with past 

research of LMFT’s being more comfortable addressing sexual issues with clients.  For 

example, Metz and Seifert (1990) found that male’s seeking assistance with sexual issues 

were more likely to consult an LMFT over an LPC or LCSW.  Harris and Hays (2008) 

concluded that due to LMFT’s clinical training and education, their perceived sexual 

knowledge and their comfort with sexual material influenced their willingness to engage 

in sexuality-related discussions with their clients. 
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Hypothesis 2 

 Hypothesis 2 sought to identify a significant main effect of gender as measured by 

the perceived self-efficacy of counseling skills of the participant when addressing sexual 

issues with clients.  A causal-comparative factorial design was used, and conclusions 

were drawn based on comparison of group means. 

 For the sample, the hypothesis was supported by the results.  The results of the 

MANOVA revealed that a significant effect occurred between gender, perceived self-

efficacy and comfort level.  Due to finding statistical significance, the null hypothesis 

was rejected.  Although, a significant difference was found between self-efficacy and 

comfort level, there was no significant difference found for self-efficacy alone.  A p value 

of .084 was found for gender and comfort level.  Due to the p value of .084 being close to 

the assigned p value of .05, a Scheffe post hoc test was conducted.  Comparison of group 

means found a significant difference in gender and comfort level when addressing sexual 

issues with clients.  Males on average were found to be more comfortable than females 

and those that identified as others when addressing sexual issues with clients.  Therefore, 

gender did have a significant influence on counselor’s self-efficacy with discussing 

sexual issues with clients.    

The results indicated that gender will be a significant influence on counselor’s 

perceived self-efficacy.  The results of the study are not consistent with past research of 

gender having an effect on self-efficacy or comfort levels when addressing sexual issues 

with clients.  Traeen & Schaller (2013) concluded that no gender differences were found 

in psychologists addressing sexual issues with their clients.  In a study conducted by 

Miller and Byers (2012), no gender association was found with any of the outcome 
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variables.  This study found that males are more comfortable addressing sexual issues 

with clients.  

Hypothesis 3  

 Hypothesis 3 sought to identify an interaction effect in professional license type 

and gender as measured by their perceived self-efficacy and comfort level when 

addressing sexual issues with clients.  A causal-comparative design was used, and 

conclusions were drawn based on comparison of group means.   

 In the sample, the hypothesis was not supported by the results.  The results of the 

MANOVA revealed no significant interaction between professional license type and 

gender, perceived self-efficacy, and comfort level.  The results demonstrated that 

interaction of professional license type and gender had no significant influence on the 

self-efficacy or comfort level of the counselor when addressing sexual issues with clients.  

Due to this being the first study that examined self-efficacy and comfort level by 

professional license type and gender when addressing clients with sexual issues; these 

results will add to the literature.  

Discussion 

 The current study explored counselor’s self-efficacy and comfort level by 

professional license type and gender when addressing clients with sexual issues.  The 

results support the hypothesis that LMFT’s are more comfortable than LPC’s and 

LCSW’s when addressing sexual issues with clients.  The results did not support the 

hypothesis that gender of the counselor affects the counselors perceived self-efficacy 

when addressing sexual issues with clients.  However, the results found that the gender of 

the counselor affects the counselor’s comfort level when addressing sexual issues with 
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clients.  Furthermore, the results did not support the hypothesis that there is an interaction 

between professional license type and gender when addressing clients with sexual issues.  

 The results of this study add to the literature demonstrating that LMFT’s are more 

comfortable addressing clients with sexual issues (Harris & Hays, 2008).  Research in the 

area of comfort level when addressing sexual issues with clients has found that clinicians’ 

education, perceived knowledge, and experience contribute to the clinician’s comfort 

level (Arnold, 1980; Graham & Smith, 1985; Harris & Hays, 2008; Traeen & Schaller, 

2013).  Thus, it appears that due to LMFT’s additional education (Crane et al., 2010), 

perceived knowledge (Harris & Hays, 2008), and experience (Crane et al., 2010); 

LMFT’s are more comfortable discussing sexual issues with clients.  Conversely, it 

appears that LPC’s and LCSW’s would benefit from additional education, and experience 

to increase their perceived knowledge in addressing clients with sexual issues.   

 Although no significant difference was found for gender and the counselor’s 

perceived self-efficacy, significant difference was found for gender and the counselor’s 

comfort level.  It is important to note that males appeared to have a higher comfort level 

over females and others.  The majority of the male participants were in the 50 plus age 

range.  Miller and Byers (2012) found that older individuals and individuals with more 

clinical experience were more likely to have assessed and treated clients with sexual 

issues.   The results of this study will add to the literature that gender affects a 

counselor’s comfort level when addressing sexual issues with clients.  

 Moreover, this study found that 48% of the sample completed a human sexuality 

course.  Of the 48% that completed a human sexuality course, only 30% of the 

participants attended a program where a human sexuality course was required.  Twenty-
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five of the participant sample were LMFT’s.  The assumption is that half of the 30% were 

LMFT’s, which concludes that only about 15% of the other professional license types 

were required to complete a human sexuality course in their program.  This falls in line 

with literature that highlights the deficiently in sexuality courses overall (Dupkoski, 

2012; Polyson, Lash & Evans, 1986) and the non-requirement of human sexuality courses 

in counseling programs (Dupkoski-Mallicoat, 2014; Zamboni & Zaid, 2017).    

 Sixty percent of the sample reported taking continuing education units in 

sexuality.  This implies that clinicians are taking the responsibility of educating 

themselves in the area of sexuality.  Timm (2009) challenges therapists to take the 

responsibility to decide to integrate sexuality into her or his work with clients, given the 

lack of training in sexuality across mental health accreditation standards.  The results of 

this study confirm that clinicians have taken the challenge.  

Limitations of the Study 

 No study is without limitations.  There are three areas of limitations for this study.  

This research was conducted via the internet, thus, the researcher had limited control of 

the testing environment of each participant.  The advertisement of the study was sent to 

listservs affiliated with the desired professional license type sought for the study.  There 

is no certainty that participants did not respond multiple times to the call of participants, 

even after screening for duplicate IP addresses.  Heppner and Heppner (2004) note 

special concerns with Internet-based data collection including participants that respond 

multiple times.   

 The next limitation is sampling.  The overall sample was not representative of the 

population.  The majority of the sample were female (75.90%), White/Caucasian (60.90 



  

 

80 

%) and LPC’s (71.30%).  Also, a general rule of how many participants should be in each 

group is 30 (Salkind, 2012b).  This study only had 25 LMFT’s and 25 LCSW’s.  Because 

of the unequal representation of participants in this study, the results may not be 

generalizable to other ethnicities, across genders, and professional license types.   

 Finally, the self-report nature of the study highlights a limitation.  Self-report 

studies rely on participants truthful and accurate report of their attitudes, opinions, and 

behaviors, which could contribute to respondent bias (Sheperis, Young, & Daniels, 

2010).  Due to the subject matter of the study, social desirability may have affected the 

way participants responded to each question.  The subject matter of the study may also 

have biased the participants that completed the study.  It is possible that individuals who 

are less comfortable with the topic of sexuality were less likely to participate in the study 

(Miller and Byers, 2009).  Further, the use of a newer instrument, Sexual Intervention 

Self-Efficacy Questionnaire, have limited information regarding its reliability and 

validity. 

Implications for Practice and Future Research 

 Research of clinician’s self- efficacy when addressing sexual issues with clients is 

limited (Miller & Byer, 2012).  Research about health professionals comfort level when 

addressing sexual issues with clients is not as limited as self-efficacy but is still in its 

early stages (Harris & Hays, 2008; Traeen & Schaller, 2013; Yallop & Fitzgerald, 1997).    

This study’s aim was to determine if a particular professional license type and gender 

perceived a higher level of self-efficacy and comfort level when addressing clients with 

sexual issues.  The results found that LMFT’s perceived a higher level of comfort.  This 

may be due to the increased knowledge, education, and experience required for LMFT’s 
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(Crane et al., 2010).   

 This study begins to fill the gap in literature as it pertains to perceived self-

efficacy and comfort level when addressing clients with sexual issues.  This study is 

distinct because it contributes to the overall body of knowledge related to professional 

license type, gender, self-efficacy and comfort level in this area.  However, this study has 

several practice and research implications that can strength future practice and research in 

the area of self-efficacy and comfort level when addressing clients with sexual issues.  

The following recommendations are offered for future practice and research.  

Practice 

 Increased knowledge, training and experience has been found to increase 

counselor’s self-efficacy (Daniels & Larson, 2001; Flasch et al., 2016; Kozina et al., 

2010; Leach, Stoltenberg, McNeil, & Eichenfield, 1997; Miller & Byers, 2012).  

Furthermore, helping professionals’ comfort level with discussing sexual issues with 

clients has been shown to increase with knowledge, education, skills, and experience 

(Bloom et al., 2016; Harris & Hays, 2008; Timm, 2009; Weerakoon et al., 2008; Yallop 

& Fitzgerald, 1997).  This increase in knowledge, education, skill, and experience is 

achievable with counseling educators and supervisors through graduate programs, and 

organizations.    

 First, incorporating human sexuality course work as a requirement for 

professional counselors and social workers graduate programs will start the process of 

these students becoming more comfortable with the subject of sexuality.  It will also 

provide increased knowledge and education.  Diambra et al. (2016) state that counselor 

educators are aptly positioned to address issues in human sexuality, including diagnosis, 
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treatment, and referral.  It is also suggested by Humphrey (2000) that counselor educators 

focus on client issues related to sexuality which includes: sexual development, human 

sexuality, and sexual dysfunction.   

 Second, supervisors of these students should integrate human sexuality related 

topics within the supervision process.  Traeen and Schaller (2013) found that 

psychologists who have received supervision regarding sexuality address sexual topics 

more during therapy.  Formulating sexuality topics in supervision will allow students to 

become more comfortable discussing the topic and will provide the experience which will 

lead to skill in the area of sexuality.  Experience is essential to learning (McAuliffe & 

Eriksen, 2011).  Bandura (1986) found that the most influential contribution to a sense of 

self-efficacy was performance accomplishment; an occurrence in which an individual 

experiences success.  These successes can be accomplished in a supervisor-supervisee 

relationship.   

 Third, requiring continuing education units in the subject of human sexuality is 

another recommendation for clinicians to receive this education if a human sexuality 

course is not a requirement for their program.  This recommendation is essential for 

clinicians that are fully licensed; each time a therapist attends a presentation on an issue 

related to sexuality, his or her confidence level will increase (Timm, 2009).  There are 

additional ways to develop self-efficacy and comfort level when addressing clients with 

sexual issues.  Timm (2009) provides suggestions: researching the topic, examine self of 

the therapist issues, sexual genogram, sexuality timeline and sexuality attitude 

reassessment (SAR).   
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Research 

 Replicating this study using a larger national sample will increase the 

generalizability of the results.  Expanding the sample to include national listservs and 

organizations such as the American Association of Marriage and Family Therapist 

(AAMFT), American Counseling Association (ACA), and the National Association of 

Social Workers (NASW) will make way for possible control variables.  A possible 

control variable is dual licensure.  This study only obtained seven participants with dual 

license.  Therefore, those participants were excluded from the study due to the small 

percentage (3.90%).  With a larger sample, future researchers can control for dual license.   

 Future researchers can also replicate this study with a mixed method design.  

Adding a qualitative component to the study will allow future researchers to investigate 

further clinician’s perceived self-efficacy and comfort level.  In this study LMFT’s were 

found to be more comfortable than LPC’s and LCSW and males were found to be more 

comfortable than females and others.  However, the participants were not interviewed by 

the researcher.  Therefore, it is not clear why LMFT’s and males are more comfortable.  

The researcher is only able to hypothesize based on past research (Harris & Hays, 2008).   

Conclusion 

 Chapter five reviewed the summary of the findings, discussed limitations, and 

made recommendations for future practice and research.  The purpose of this study was 

to examine clinician’s self-efficacy and comfort level based on license type and gender 

when addressing sexual issues with clients.  The results of this study found that LMFT’s 

are more comfortable than LPC’s and LCSW’s and males are more comfortable than 

females and others when addressing sexual issues with clients.  Finally, there was no 
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interaction found between professional license type and gender when addressing sexual 

issues with clients.   

 Although this study’s results are similar to past research, hopefully this study will 

help with highlighting the need for change.  Clients will continue to experience sexual 

issues and present to clinicians for help with these issues.  We as clinicians must decide 

that lack of training can no longer be an excuse or acceptable.  Counseling is a helping 

profession, by not advocating to make change in the area of self-efficacy and comfort 

level when addressing clients with sexual issues; who are we helping?  
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Penfield College of Mercer University 

Title of Project: An Examination of the Effect of Professional License Type and Gender on the Self-

efficacy and Comfort Level of Counseling Skills in Addressing Sexual Issues with Clients 

Investigator Name: Tanyeka U. Hayes, LMFT 

Email Contact Information: hayes_tu@mercer.edu 

 

You are invited to participate in an online survey for a research project conducted through Mercer 

University. Mercer University’s IRB requires investigators to provide informed consent to the research 

participants.  

 

The purpose of this online research study is to examine clinicians’ self-efficacy and comfort level in 

addressing sexual issues with clients by professional license type and gender. Your participation in the 

study will contribute to a better understanding of clinicians’ self-efficacy and comfortability in addressing 

sexual issues with clients. You must be at least 18 years old to participate.  

 

If you agree to participate 

The survey will take approximately 40 minutes of your time. You will complete an activity about self-

efficacy of counseling skill. You will not be compensated. Participation is voluntary with no expectation of 

compensation. 

 

Risks/Benefits/Confidentiality of Data 

There are no known risks or discomforts which could cause you to feel uncomfortable, distressed, sad, or 

tired. There will be no costs for participating. Although your participation in this research may not benefit 

you personally, it will help us understand counselor’s self-efficacy discussing sexual issues with clients. 

Your name and email address will be kept during the data collection phase for tracking purposes only. A 

limited number of research team members will have access to the data during data collection. Participants 

email address with be removed from the final data set. 

 

Participation or Withdrawal 

Your decision to participate or decline participation in this study is voluntary. You may decline to answer 

any question and you have the right to withdraw from participation at any time. Withdrawal will not affect 

your relationship with Mercer University in anyway. If you do not want to participate, you may click “stop 

survey” or close the browser window at any time. 

If you do not want to receive any more reminders, you may email us at hayes_tu@mercer.edu. 

 

Contacts 

If you have any questions about the study contact the investigator Tanyeka U. Hayes, LMFT at (404) 974-

9922 or send an email to hayes_tu@mercer.edu. Mercer University’s Institutional Review Board (IRB) 

reviewed study #H1810256 and approved it on October 16, 2018. 

 

Questions about your rights as a research participant 

If you have questions about your rights or are dissatisfied at any time with any part of this study, you can 

contact, anonymously if you wish, the Institutional Review Board by phone at (478) 301-4101 or email at 

ORC_Research@Mercer.edu. 

Thank you in advance for your time and participation! 

Please do not forward this link to others. 

Please print a copy of this document for your records. 

 

 

mailto:ORC_Research@Mercer.edu
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Penfield College of Mercer University 

 

Dear Participant, 

 

My name is Tanyeka U. Hayes. I am a doctoral candidate in Penfield College’s Counselor 

Education and Supervision program at Mercer University-Atlanta Campus. I am conducting a 

quantitative research study about the effect of professional license type and gender on the self-

efficacy and comfort level of counseling skills in addressing sexual issues with clients. This letter 

is to inform you of this research and to ask for your contribution by participating in an online 

questionnaire and assessment. Mercer University’s IRB requires investigators to provide 

informed consent to the research participants.  

 

Title of Project: An Examination of the Effect of Professional License Type and Gender on the 

Self-efficacy and Comfort Level of Counseling Skills in Addressing Sexual Issues with Clients 

Student Investigator Name: Tanyeka U. Hayes, MA, LMFT 

E-Mail Contact Information: hayes_tu@mercer.edu 

 

Participation in the study is open to fully licensed marriage and family therapist, professional 

counselors and clinical social workers. The study is exempt to clinicians that have more than one 

professional license.  

 

If you would like to participate in this study, please click on the link and provide your consent to 

take the complete the questionnaire and assessment. https://www.surveymonkey.com/r/P9DN386  

 

If you have any questions or concerns pertaining to this study, please contact me further at the 

email noted above.  

 

Mercer University’s Institutional Review Board (IRB) reviewed the study #H1810256 and 

approved it on October 16, 2018. 

 

If you have any questions about your rights or are dissatisfied at any time with any part of the 

study, you can contact, anonymously if you wish, the Institutional Review Board by phone at 

(478) 301-4101 or email at ORC_Research@Mercer.edu. 

 

Thank you in advance for you time and participation in this research! 

 

Tanyeka U. Hayes, MA, LMFT 

Doctoral Candidate Counselor Education and Supervision 

Penfield CollegeMercer University

https://www.surveymonkey.com/r/P9DN386
mailto:ORC_Research@Mercer.edu
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Penfield College of Mercer University 

“An Examination of the Effect of Professional License Type and Gender on the Self-

efficacy and Comfort Level of Counseling Skills in Addressing Sexual Issues with 

Clients” 

 

Demographic Questionnaire 

Sex:    

Male     Female       Other 

Age Range:   

20-25       26-35      36-49     50+ 

Race/Ethnicity:   

Asian/Pacific Islander 

Hispanic/Latino 

Biracial/Multiracial 

Middle Eastern 

Black/African American 

American Indian/ Native American 

White/ Caucasian 

Other_________ 

Professional Level: 

LMFT 

LCSW 

LPC 

Years of Experience in the Field: 

0-3 Years 

3-5 years 

5-10 Years 

10-15 Years 

15+ Years 

Educational Level: 

Master’s Degree 

PhD Student 

Doctorate Degree

Professional Setting: 

Correctional Facility 

Outpatient MH/SA Agency 

Inpatient MH/SA Facility 

Private Practice 

University Counseling Center 

Other____________________ 
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Supplemental Questions: 

Did you complete a human sexuality course in your graduate program? Y/N 

If yes, was the human sexuality course required in your graduate program? Y/N 

Have you taken any continuing education units (CEU’s) on sexuality? Y/N 
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APPENDIX D 

COUNSELING SELF-ESTIMATE INVENTORY (COSE) 
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APPENDIX E 

SEXUAL INTERVENTION SELF-EFFICACY QUESTIONNAIRE 
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Dr. Byers, 
 
Thank you very much. 
 
Sincerely, 
 
Tanyeka Hayes, LMFT 
 
Tanyeka Hayes, MA, LMFT 
Adjunct Faculty  
Counselor Education & Supervision Doctoral Candidate 
Penfield College at Mercer University 
Department of Counseling & Human Sciences 
Atlanta Administrative Conference Center 
2930 Flowers Road South, Suite 375 
Atlanta, GA 30341 

 
From: Sandra Byers <byers@unb.ca> 
Sent: Thursday, April 19, 2018 2:48 PM 
To: Tanyeka U. Hayes 
Subject: Re: Sexual Intervention Self-Efficacy Questionnaire 
  
With pleasure. 
  

E. Sandra Byers 

Professor & Chair• Department of Psychology  
President • International Academy of Sex Research  

T 506 458-7697  

http://www.unb.ca/fredericton/arts/departments/psychology/peopl
e/byers.html 

 

/uofnb @unb @discoverunb UNB.ca 

Confidentiality Note: This email and the information contained in it is confidential, may be privileged and is intended for the exclusive use of the addressee(s). 
Any other person is strictly prohibited from using, disclosing, distributing or reproducing it. If you have received this communication in error, please reply by email 

to the sender and delete or destroy all copies of this message. 
  
  

From: "Tanyeka U. Hayes" <hayes_tu@mercer.edu> 
Date: Thursday, April 19, 2018 at 12:26 PM 
To: Sandi Byers <byers@unb.ca> 

mailto:byers@unb.ca
http://www.unb.ca/fredericton/arts/departments/psychology/people/byers.html
http://www.unb.ca/fredericton/arts/departments/psychology/people/byers.html
https://www.facebook.com/uofnb
https://twitter.com/UNB
https://instagram.com/discoverunb/
http://www.unb.ca/
mailto:hayes_tu@mercer.edu
mailto:byers@unb.ca
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Cc: Karen Rowland <ROWLAND_KD@mercer.edu> 
Subject: Re: Sexual Intervention Self-Efficacy Questionnaire 

  

Dr. Byers, 
  
Thank you for giving me permission to use this questionnaire. Would it be possible for you to 
send me the questionnaire in its entirety? 
  
Sincerely, 
  
Tanyeka Hayes, LMFT 
  
Tanyeka Hayes, MA, LMFT 
Adjunct Faculty  
Counselor Education & Supervision Doctoral Candidate 
Penfield College at Mercer University 
Department of Counseling & Human Sciences 
Atlanta Administrative Conference Center 
2930 Flowers Road South, Suite 375 
Atlanta, GA 30341 

 
From: Sandra Byers <byers@unb.ca> 
Sent: Thursday, April 19, 2018 9:24 AM 
To: Tanyeka U. Hayes 
Subject: Re: Sexual Intervention Self-Efficacy Questionnaire 

  
I am pleased for you to use this questionnaire.  Good luck with your research. 
  

E. Sandra Byers 

Professor & Chair• Department of Psychology  
President • International Academy of Sex Research  

T 506 458-7697  

http://www.unb.ca/fredericton/arts/departments/psychology/peopl
e/byers.html 

 

/uofnb @unb @discoverunb UNB.ca 

Confidentiality Note: This email and the information contained in it is confidential, may be privileged and is intended for the exclusive use of the addressee(s). 

Any other person is strictly prohibited from using, disclosing, distributing or reproducing it. If you have received this communication in error, please reply by email 
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From: "Tanyeka U. Hayes" <hayes_tu@mercer.edu> 
Date: Wednesday, April 18, 2018 at 2:55 PM 
To: Sandi Byers <byers@unb.ca> 
Cc: Karen Rowland <ROWLAND_KD@mercer.edu> 
Subject: Sexual Intervention Self-Efficacy Questionnaire 

  

Good afternoon Dr. Byers, 
  
I am a Doctoral Candidate at Penfield College of Mercer University, Atlanta campus in their 
Counselor Education and Supervision program. I am currently working on my dissertation which 
is on the Effect of Professional License Type on the Self-Efficacy of Counseling Skills in 
Addressing Sexual Issues with Clients. I am interested in using your Sexual Intervention Self-
Efficacy Questionnaire in my dissertation research. I will be sending the inventory out 
electronically using SurveyMonkey.com to clinicians in the state of Georgia. How can I receive 
permission to use this inventory? Any assistance would be greatly appreciated.  
  
  
Sincerely, 
  
Tanyeka Hayes, LMFT 
  
Tanyeka Hayes, MA, LMFT 
Adjunct Faculty  
Counselor Education & Supervision Doctoral Candidate 
Penfield College at Mercer University 
Department of Counseling & Human Sciences 
Atlanta Administrative Conference Center 
2930 Flowers Road South, Suite 375 
Atlanta, GA 30341 

 

mailto:hayes_tu@mercer.edu
mailto:byers@unb.ca
mailto:ROWLAND_KD@mercer.edu


 

 117 

 

 

APPENDIX F 

IRB APPROVAL LETTER 
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