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ABSTRACT 

 

MARY ELIZABETH TEEM 

INFLUENCE OF THE MEDICAL MODEL ON COUNSELING IDENTITY: 

COUNSELOR EDUCATORS’ EXPERIENCE 

Under the direction of MORGAN E. K. RIECHEL, Ph.D., and W. DAVID LANE, PhD. 

 

This study looked closely at the experience of the influence of the medical model on 

counselor educators’ counseling identity. It is a phenomenological study that explored the 

experience of counselor educators as it related to the use of evidence-based practices in 

the counseling profession. This study considers the upswing in managed care for mental 

health, the sheer volume of diversified sub-specialties in counseling, and the impact both 

have on current counselor educators counseling identity (Eysenck, 1972; Carkhuff, 2019; 

Gladding, 2018; Calley & Hawley, 2008). The emphasis on the universal use of 

evidence-based practices driven by managed care and insurance companies, moves the 

counseling profession toward the medical model (Thompson, 2010). While some in the 

profession see this as a good move to legitimize the profession with the use of evidence-

based measurements to show results (Miller, 2010), others feel the therapeutic alliance 

approach, unique to the counseling profession, will be lost (Remley & Herlihy, 2010). 

Although the therapeutic alliance approach is empirically based it has less hard data ways 

of measuring progress than the medical model. With counselor educators being the 

largest influence on the development of counseling identities of counselors-in-training, 

they are on the frontline of what future counselors will consider important in the field. 

This study, therefore, explores the current experience of counselor educators but also 



 xii 

draws wider assumptions about the future of the counseling profession (Jensen, 2006). 

Themes emerged during the study as to how the use of the medical model in counseling 

impacts counselor educators counseling identity and how it impacts how the counselor 

educators teach their students. This study further explores how the use of the medical 

model in general impacts the counseling profession.   

Key Words: medical model, counseling identity, counselor educator, managed

 care, counselors-in-training 
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CHAPTER 1 

INTRODUCTION 

Current trends suggest the counseling profession is increasingly influenced, 

because of economic, cultural, and philosophical issues, by the medical model (Duncan, 

2002, Jensen, 2006). The influence of the medical model, particularly at this pivotal time 

in the profession, is worth examining (Jensen, 2006).  As the counseling profession 

moves forward toward licensure portability with the Counseling Compact (Marsalek, 

2021), defining the professional identity of the counselor has become a featured topic of 

the counselor education literature (Spurgeon, 2012; Woo et al., 2014). Theories, research, 

professional values, professional beliefs, and activities have all been incorporated into the 

counselor identity over the last 30 years (Spurgeon, 2012; Prosek & Hurt, 2014; Hurt-

Avila & Castillo, 2017). This research proposes to investigate what impact, if any, the 

reliance on treatments stemming from the medical model, such as DBT, CBT, or 

Motivational Interviewing, in the field has on the professional identities of counselor 

educators.  

Counselor Identity is vital for the profession because it has far-reaching 

implications. Counselor Educator programs depend on a strong identity for accreditation, 

counselors-in-training depend on it for licensure, and state and federal governments rely 

on a coherent counselor identity to recognize counselors as mental health providers 

(Kaplan & Gladding, 2011; Hurt-Avila & Castillo, 2017). By studying if counselor 

educator’s professional identity is impacted by the incorporation of the medical model in 

the field, the future of the profession can be more clearly understood. In the field of 
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counseling, the increased use of evidence-based practices by outcome-based insurance 

companies, continues to move the counseling profession toward the medical model 

(Thompson, 2010). While some see this as a good move to legitimize the profession 

(Miller, 2010), others feel the therapeutic alliance approach, unique to the counseling 

profession, will be lost (Remley & Herlihy, 2010). The health care system, and its 

emphasis on profit, has pushed psychotherapy to mirror medical treatments. 

“Psychotherapy, as often practiced, is laden with medical terminology-diagnosis, 

treatment plans, validated treatments, and medically necessary conditions, to name a few” 

(Wampold, 2001, p.2). The purpose of this study is to understand the counselor 

educators’ experience with the use of the medical model in the counseling profession on 

their counselor identity. In knowing this, further study could explore the long-range 

impact of the medical model on the practice of counseling. Of particular interest, is the 

implications of the medical model’s influence on counselor educator’s counselor identity. 

Further, the purpose of this qualitative study is to see in broad terms if themes emerge 

that indicate the need to further explore the medical model’s influence on the practice of 

counseling (Jensen, 2006).  

DEFINATIONS  

The term “medical model” should be defined for the purpose of this study. Model 

is a belief about the best way to bring about change in a client within the context of 

treatment (Ogles et al., 2001). The concept of the medical model in counseling, there is 

no pure definition in the literature, can be stated as: 

• A belief that physical and mental illnesses are the same 

• Specific mental illnesses require specific therapeutic treatments 
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• Psychological issues are caused by either, biology, a physical state, or the laws of 

nature  

• Medical treatment is superimposed onto psychological treatment (Simon, 1994; 

Wampold, 2001a). 

There are two themes relating to the definition of the medical model. First is the 

“casual-descriptive” model, and second is the “practice” model. Because of the many 

variants of the medical model, these two themes have served as a pragmatic way of 

discussing the ebb and flow of the use of the medical model in counseling and 

psychology (Kihlstrom, 2002). The more philosophical of the two, etiology has been 

less consistent in the theories of counseling over the years while the practice model 

continues to be maintained and gains strength within the field (Svensson, 1995). 

Accordingly, the focus of this study is the influence of the medical model on 

counselor educator identity rather than conceptualizations and theories about the 

reason for the use of the medical model in counseling. Due in large part to their direct 

influence over the shaping of the counselor identities of their students (Jenson, 2006), 

the focus of this study was interviewing counselor educators.  

Although often used interchangeably, Evidence-Based Practice (EBP) and 

Empirically Supported Treatments (ESTs) are not the same (Wampold & Imel, 2015). 

In the 1990’s, ESTs began to emerge as the standard in psychotherapy. ESTs are 

treatments which are empirically supported. EBP came along to distinguish between 

psychological treatments and treatments for mental health that used practices that did 

not meet the stringent methods of empirical support put forth by the medical field. 
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According to the APA, EBP combines the latest research, clinical expertise, the 

culture, and preference (Wampold & Imel, 2015).  

GENERAL DESCRIPTION OF THE AREA OF CONCERN 

 Mental Health disciplines, such as Psychology, Psychiatry, and counseling, have 

many commonalities and some striking differences (Remley & Herlihy, 2016). 

Counseling focuses on the relationship between the counselor and client to ensure change 

in the client. Counseling practices client empowerment and human development 

(Gladding, 2012; Myers & Sweeney, 2008). The counseling profession focuses on 

prevention rather than treatment and health rather than illness (Gale & Austin, 2003; 

Neukrug & Remley, 2009; Pistole & Roberts, 2002; Mascari &Webber, 2012, P.16). 

While counseling credentials are strengthening, a unified counselor identity is still elusive 

(Eissenstate & Bohecker, 2018). The movement toward evidence-based practices driven 

the use of managed care for insurance companies and institutional profit combined with 

the diversity of multiple sub-specialties within counseling continue to make a unified, 

distinct definition of counseling entity just out of reach (Eysenck,1972; Carkhuff, 2019; 

Gladding, 2018; Calley & Hawley, 2008; Namburi & Tadi, 2022).  

The movement toward evidence-based practices began with the “Best Practices 

Movement” in therapy. As Mental Health Parity (mental health being treated the same a 

physical health by doctors and more importantly, insurance providers), became a reality 

in the United States, the economic cost to treat mental health care began to be calculated 

ways to industrialize care manifested in a shift of control (Papanicolas et al., 2018). As 

insurance companies lost their control in the ability to reject claims for mental health 

care, they shifted to controlling which services therapist could provide (Prochaska & 
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Norcross, 2014; Barry et al., 2010). More and more mental health clinics began to 

practice managed care which has as a component Best Practice for the patient. Best 

Practice is based directly on the medical model which states, “people are not responsible 

for problems or solutions” (Brickman et al., 1982, p.372). It views the physician/therapist 

as the expert and prescribes treatments for identified ailments (Wampold, 2001; Hansen, 

2006). Best practice, therefore, depends on a diagnosis, which is counter-intuitive to the 

typical compensatory or enlightenment models of helping which generally drive the 

counseling profession (Williams, 2014). The tension surrounding the emergence of best-

practice, or, evidence-based treatment, is in seeming contradiction to the traditional 

values of counseling (Miller, 2010). A poll conducted every ten years interviewing 

mental health providers on the type of treatment they use predicted the trend toward 

evidence-based practices. (Prochaska & Norcross, 2014). The medicalization of therapy 

has the potential to guide which counselors use insurance for reimbursement, determine 

research in the field (Miller, 2010; Thompson, 2010), and will have a lasting impact on 

the profession beginning with professional identity.  

Professional identity in counselors begins its development in graduate school mainly 

through the relationships students have with the faculty and any experiential moments in 

the classroom (Owens & Neale-McFall, 2014; Hurt-Avila & Castillo, 2017). Experiential 

learning environments and opportunities for various processing levels add to the 

development of counselors-in-training and to their professional identity. The way 

counselor educators develop their own professional identity will shape how they facilitate 

the nature of the programs for which they work and ultimately the professional identity of 

students in that program (Gibson et al., 2015). Graduate training has a large role in how 
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counselors-in-training develop their professional identity (Nugent & Jones, 2009), more 

information is needed about how counselor educator’s professional identity is influenced 

by the increasing trend toward evidence- based practice in the field (Gibson et al., 2015; 

Hansen, 2006).   

 Little research exists on the outcomes of how the professional identity of faculty, 

colleagues, and students impacts the practice of counseling (Mascari &Webber, 2012). A 

key component of developing a strong counselor identity is the interpersonal and 

intrapersonal dimensions required to be a competent counselor. Interpersonal and 

intrapersonal development comes through identifying with the profession by adopting the 

unofficial tenants of counseling profession based on Carl Rogers’ Person Centered 

Therapy (1980) which include, “skills, values, roles, attitudes, ethics, and models of 

thinking” (Gibson et al., 2015, p.114; Auxier et al., 2003; Gibson et al., 2010; Nugent & 

Jones, 2009) which are represented within the profession.  Beginning in counselor 

education programs, students and subsequently professional counselors and counselor 

educators hone their interpersonal counselor identity through feedback from those around 

them (O’Byrne & Rosenberg, 1998). The development of a counselor identity is, 

therefore, a cyclical process which begins with external validation while in graduate 

school and should develop into the ability to self-evaluate professional attitudes, biases, 

and positive regard (Gibson et al., 2010; Gibson et al., 2015).  Carkhuff (1981) was the 

first therapist to take Roger’s tenants further and focus on the person of the counselor 

(Aspy et al., 2000). Intrapersonal communication, or a dialogue with self, is important to 

emotional health (Tosi & Eshbaugh, 1978; Ellis, 1962, 1973). Irrational self-perception 

on the part of the counselor will inhibit them from communicating the core conditions 
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necessary for change. Healthy intrapersonal communication and an ability to remain in 

the “here and now” increase the counselor’s ability to model those things for the client 

(Tosi & Eshbaugh, 1978). Ultimately, counselor educators must be able to demonstrate a 

well-developed understanding of the philosophical underpinnings of counseling and how 

counseling differs from other professions in the field (Puglia, 2008). 

SIGNIFICANCE OF THE PROBLEM 

Licensed Professional Counselors are aware of the growing demand, based on the 

medical model and insurance companies, for therapies (Hansen, 2006, 2012) that produce 

empirically supported quantifiable change. Traditionally, counselors work from a 

wellness/developmental approach (Gladding, 2018) in which change outcomes are harder 

to measure quantifiably (Fox et al., 2016). The result is a struggle in the profession by 

those who favor the use of the strict medical model over the more Rogerian-based 

models. The distinction is the way the client is viewed. This conflict along with the lack 

of research that operationally defines counseling competencies (Lambie & Ascher, 2016) 

continues to hamper the profession’s ability to articulate an appropriate collective 

identity. Therefore, it is left to counselor educators to cultivate the elements that unite 

counselors and make counseling a unique and distinguished profession (Calley & 

Hawley, 2008; Kaplan & Gladding, 2011; Reiner et al, 2013; Lile, 2017). A counselor 

educator’s beliefs and views affect their perceptions about counselor identity which in 

turn affects the way they teach counselor identity to counselors-in-training. Additionally, 

knowing if counselor educators believe a single professional identity will strengthen 

professional counselor recognition (Auxier, Hughes, & Kline, 2003, Bobby & Urofsky, 

2011, Calley & Hawley, 2008, CSI, 1990, Gibson et al., 2010; Hanna & Bemak, 1997; 
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Kaplan & Gladding, 2011, Mellin et al, 2011; Myers, Sweeney, & White, 2002; Reiner, 

Dobmeier, & Hernández, 2013). The differences in the strength of counselor educators’ 

identities impacts future counselors and therefore the profession itself. However, the 

impact of counselor educators’ professional identity on the programs where they teach, 

has not been studied (Mascari &Webber, 2012, P.16). Graduate training has a large role 

in how counselors-in-training develop their professional identity (Nugent & Jones, 2009), 

therefore, how counselor educators promote professional identity and therefore shape the 

culture of the program in which they work (Gibson, Dollarhide, Leach, & Moss, 2015) 

warrants further study. 

 Despite the best efforts of all involved, fragmentation still exist on counselor 

identity across the profession. The result is doubt that the profession will ever be unified 

(Eissenstat & Bohecker, 2018) under operationally defined counseling competencies 

(Lambie & Ascher, 2016). The need for a unified counselor identity is not new, however, 

more recent events have pressed the profession toward a unified identity. The push for 

License Portability, the need for tele-mental counseling during the COVID-19 pandemic 

of 2020-2021, and the initiative of the Federal Government to ease wait-times in 

Veteran’s Hospitals (VA) across the country. Counselors, although they were part of 

staffing when the VA hospital system started in the 1940’s, were pushed out of the VA 

when counseling was not included in the federal Medicaid/Medicare legislation in the 

1960’s, possibly due to this lack of a cohesive professional identities (David Lane, 2013). 

The counseling profession continues to be hindered by fragmentation within the field 

(Reiner, Dobmeier, & Hernández, 2013). Although there are commonalities among 

counselor educators; many have terminal degrees in Counselor Education, maintain 
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membership in professional organizations, and most hold professional credentials at both 

the state and national levels such as Licensed Professional Counselor (LPC) and National 

Certified Counselor (NCC), those commonalities are not enough to be declared an 

identity.  

Among the many things that make-up an individual counselor’s counseling 

identity are their theoretical orientation. Currently, the most prolific theoretical 

orientations are humanistic and constructivist (Calley & Hawley, 2008). However, as 

counselors strive toward a unified identity, a conflict of theoretical orientation arises. The 

idea that from the wellness model, “counselors can flexibly work from various theories of 

counseling as they meet the needs of their clients” (Barth et al., 2019, p. 1228).  In both 

humanistic and constructivist theories, client results are difficult to quantify (Fox et al., 

2016). The trend toward more easily quantifiable results, mired in managed care and 

based on cognitive and behavioral modification theories, has caused friction within the 

counseling community (McLaughlin & Boettcher, 2009). Managed care, although it has 

many meanings in literature, will be used here to include “the variety of regulatory 

administrative processes and financial strategies currently found in the management of 

mental health care” (Cushman & Gilford, 2000, p.985). The bend toward quantifiable 

results comes from various directions. First, the increase in managed care clinics. Second, 

the success in symptom reduction of these treatments with certain populations such as 

substance abuse, eating disorders, or anxiety disorders (Courbasson et al., 2012). Some 

counselors believe the emphasis on EBP ‘‘moves psychotherapy further into the medical 

model’’ (Thomason, 2010, p. 30). Others are concerned that with this push toward the 

medical model, counselor education and counseling practice will be driven in two 
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different directions with two different views of the practice of counseling (W.D. Lane, 

personal communication, February 15, 2021).  Some counseling associations, in a push 

for credibility, effectiveness of interventions, and a focused counselor identity already 

support counseling from the medical model (Murray, 2009; Miller, 2010). 

Little research exists about how counselor educators develop their own theoretical 

orientations or counseling identity (Dollarhide et al., 2013; Gibson et al., 2015). The 

relationship between counseling based in the medical model, a movement originating in 

the medical programs of Canada and the United Kingdom that ensured the latest evidence 

in research translated into practice, and therapeutic-alliance model of counseling, 

counseling based on the tenants of Rogers, has developed a continued tension within the 

profession. The tension stems from the basic philosophical differences between the two 

theories. The differences exist with respect to (a) how human nature is conceptualized, 

specifically an individual’s potential and well-being; (b) the choice of research strategies 

with respect to the empirical studies of these theories and what the results indicate; (c) the 

way in which counseling interventions are conceptualized including goals and strategies 

used in therapy. The philosophical chasm between the two theoretical orientations forcing 

strict adherents to one of the two perspectives (Waterman, 2013) could result in a limited 

view of the practice of counseling; what counselor identity means, and counselors’ scope 

of practice (W.D. Lane, personal communication, February 15, 2021).  

The impact of the shift toward the medical model in counseling is best articulated 

by Hansen (2006) when he discusses the main ways the medical model differs from 

traditional counseling values. Using the medical model solely to treat clients means that 

much of the client’s issues are not addressed, “specific ingredients account for only 1% 
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of the variance in outcomes” (Wampold, 2001, p. 204). The use of the medial model in 

counseling relies heavily on using The Diagnostic and Statistical Manual of Mental 

Disorders (DSM), published by the American Psychiatric Association, which Hansen 

suggests has questionable external validity. The mirroring of the medical model with 

counselors as technicians and clients as disordered individuals is a departure from 

traditional “humanistic values that have shaped the counseling profession” (Hansen, 

2006, p.157). Lastly, he noted that the shift toward the singular use of the medical model 

could have a stifling effect on the profession’s ability to explore diversity in both practice 

and theory (Miller, 2010). The direction the profession takes is driven in part by 

counselor educators and how they are helping develop students’ counseling identity. “The 

success that other mental health professions (e.g., clinical psychology, social work) have 

achieved in public recognition may be directly related to the degree to which educators 

have been able to transmit a strong professional identity to those entering the field during 

their graduate work” (Hawley & Calley, 2009, p.2). Therefore, further study on the use of 

the medical model in counseling affecting counselor educator’s professional identity and 

how they prepare counselors-in-training, warrants further study. 

 Counselor Educators are largely responsible for their students’ professional 

identity development during the first few years they are in school (Nugent & Jones, 

2009), and they must prepare and supervise students in Practicum and Internship, during 

which, most students will work at a managed care facility. Most Licensed Professional 

Counselors have spent at least some time working in a mental health clinic. The nature of 

the post-degree, pre-full-licensure process, narrows places where newly graduated 

counselors can work. Clinics tend to be a place where students and new graduates’ land. 



  

   

 24 

(Gladding, 2018). Mental Health Clinics, regardless of if they are focused on substance 

abuse, eating disorders, or general acute mental health issues, are based on the medical 

model. The need for counselors is recognized, but, because the physical stability of the 

patients is the priority of these clinics, it stands to reason that they are based on the 

medical model (Gladding, 2018; The Joint Commission, 2021). How supervisors and 

counselor educators address the medical model facing their students in Practicum and 

Internship needs to be explored. Their experience with the humanistic values in 

counseling resting easily with the medical model that interns face being part of a medical 

team is a part of this study. If in addressing the dichotomy, their own professional 

identity affected has long-reaching implications for the profession. Through the 

qualitative research of grounded study, this research study will attempt to find out more 

about this phenomenon.  

THEORETICAL FRAMEWORK 

 A phenomenological approach based on Moustakas (1994) was used in this study 

to give more information (Birks & Mills, 2015) as to if the trend toward the medical 

model approaches in the field, to which counselor educators are sending their students, 

influences counselor educator’s professional identity. Qualitative research differs from 

quantitative research by allowing researchers to explore both implicit and explicit 

processes in their data (Charmaz & Thornberg, 2020). From its roots, phenomenological 

research incorporated two disciplines: philosophy and psychology (Creswell & Creswell, 

2018). The use of the phenomenological approach, incorporating the pragmatic world 

view (Creswell & Creswell), allows the study of the lived experience of the individuals 

being interviewed. “This description culminates in the essence of the experiences for 
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several individuals who have experienced the phenomenon” (Creswell & Creswell, 2018, 

p. 13). In this case, the phenomenon being the use of the medical model in counseling, a 

hallmark of qualitative research, studying phenomenon from the view of those who 

experienced it. High-quality research, if done with rigor, comes from direct knowledge of 

the phenomenon being studied (Charmaz & Thornberg, 2020). Although the term 

“theory” has more weight in qualitative research, in using that term the researcher can 

miss the experience, which is often more critical and productive (Kuhn,1962). 

An increasingly important area of research is identifying various strategies used in 

counseling with a causal effect. A research project of this type has important implications 

for understanding how change occurs in therapy (Green & Dunn, 2008). Collecting 

detailed, diverse insights of participants using interviews with open-ended questions will 

bring realism to the subject (Foreman et al., 2008) that the counseling profession has 

lagged in defining. This qualitative approach can shed light on underlying statistical 

correlations, inform the cause and effect of counselor identity development, and show 

how the counselor identity of counselor educators impacts the profession (Foreman et al., 

2008). The study was guided by phenomenological research to generate data based in 

participant experiences and perspectives (Hays & Wood, 2011; Hays et al., 2020). The 

researcher studied and reported the use of the medical model in the field on counselor 

educators’ identity within the program where they teach. The following central research 

question was be addressed: How does the trend toward evidence-based practice in the 

field influence professional identity of counselor educators? 
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Chapter 2 

LITERATURE REVIEW 

In social science, knowledge depends on what research is done, the theories created, 

and, in part, how the research and theories influence the scientific community at large 

(Wampold & Imel, 2015). This chapter reviews what has already been written in the field 

on counselor educator’s professional identity and the two distinct approaches to therapy:  

practice based on the medical model and the therapeutic alliance in counseling. It will 

begin with the nature of counseling, including the background of counseling as a 

profession. How the therapeutic alliance came to be synonymous with counseling, the 

place of the medical model in counseling and how that is affecting the field of 

counseling. Within the histories, how counseling differs from other mental health 

professions was described and the way professional identity is learned and maintained. 

This chapter discuss the difficulties within the profession, including the split in the 

profession over the use of the medical model and the therapeutic alliance approach, the 

struggle for a unified counselor identity, and views of the profession from other mental 

health professionals.  

THE NATURE OF COUNSELING 

Counselors stand in a unique position in the field of mental health treatment. The 

use of a wellness model approach, focusing on the strengths of a client instead of defining 

them by their illness is a defining factor. Counselors take a holistic approach to work with 

a wide array of symptoms and needs. This varies from the medical model approach in 

therapy which focuses primarily on symptom alleviation (Glasoff et al., 2017). 

Professional values that are unique to counseling are reflected in the counseling Code of 



  

   

 27 

Ethics and the curriculum taught at CACREP accredited institutions (Gibson et al., 2010; 

Prosek & Hurt, 2014; Rønnestad & Skovholt, 2012; Hurt-Avila & Castillo, 2017). They 

are: “prevention, and wellness (Mellin et al., 2011; Remley & Herlihy, 2013); humanism 

(Hansen, 2012); personal growth and awareness (Healey, 2009; King, 2012); and social 

justice” (Chang et al., 2010; Lee, 2012; Hurt-Avila & Castillo, 2017, p.40). Traits of a 

counselors’ personality include emotional maturity, empathy, and warmth (Gladding, 

2018). Counseling itself is based in remaining in the “here and now’ by focusing on the 

therapeutic relationship (Dong et al., 2018). 

 Psychology has its roots in Western Europe philosophy. Freud’s study in talk 

therapy was the pre-curser to modern-day counseling. Freud and Breuer (1893 – 1895) 

found that psychological disturbances were made better when clients were able to talk 

about their personal experiences. They discovered the power of words to heal. Talk-

therapy enables change in clients. Without the benefit of talk-therapy and second-order 

change, clients are stunted in their growth and left without the euphonies and language 

that underpins change in humans (Rizzulo, 2008). In second-order change, clients must 

change their core beliefs about themselves because their current schema no longer works 

(Lyddon, 1990). They must move toward the problem, instead of away from it (Fraser & 

Solovey, 2007). The goal of talk-therapy is for the client to access their emotions and the 

tools they need to name and organize their inner world, eventually without the help of the 

counselor, for a more fulfilling life (Rizzulo, 2008).  

 Major influences in psychology and counseling are behaviorism, in conjunction 

with cognitive theory (Benjamin, 1997), and humanism (Ivey et al., 2011; Rogers, 1951). 

Behavior and cognition came out of Skinner’s operant behavioral learning style 
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(Gladding, 2018). Humanism stems from Rogers’ emphasis on the inherent strength of 

clients and Gestalt’s emphasis on understanding clients in their environment (Brady-

Amoon & Keefe-Cooperman, 2017). Both professional counseling and counseling 

psychology share Frank Parsons and Rogers as their legacy (Remley & Herlihy, 2010; 

Neukrug, 2012). Although the two professions have much in common (Brady-Amoon & 

Keefe-Cooperman, 2017), counseling psychology has surged forward in reputation and 

identity. One reason for the distinction is counseling psychologist have the influence of 

psychology behind them (Brady-Amoon & Keefe-Cooperman, 2017). In some states, 

Psychologist and American Psychological Association’s opposition to LPC’s scope of 

practice has not only caused resentment but also confusion of professional identity in the 

mental health community (Calley & Hawley, 2008).  

 A further divide in mental health treatment comes in the form of two distinct 

paths of treatment. This first is treatment for specific disorders which can be covered by 

insurance providers, and the second is generalized therapy for other issues that will not be 

covered by insurance providers. This controversary goes beyond the medicalization of 

counseling and the effects on research in the field but, eventually, the types of counseling 

that will be practiced (Miller, 2010). Thompson (2010), says counselors, “cannot afford 

to be complacent; given the economic challenges sure to face America in the coming 

years, current trends toward supporting and requiring evidence-based practice and 

evidence-supported treatment will continue’’ (p.37).  

 The pendulum swing that the counseling profession finds itself in is not new to 

the field of mental health. Although it dates back much further, the publication of 

Clifford Beers book, A Mind that Found Itself, in 1908 was the first pendulum swing at 
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the turn of the century. Through his advocacy for more humane treatment for the 

mentally ill, the public became interested in mental health and the organization which we 

now know as the National Mental Health Association was formed (Brooks and Weikel, 

1986; Smith & Robinson, 1995). 

EVIDENCE-BASED PRACTICE  

There is confusion over evidence-based practice (EBP) and empirically supported 

treatments (ESTs). Since, in this study, we refer to EBP, we will define each now. ESTs 

are, as the name implies, empirically supported by at least two randomized controlled 

trials that support their efficacy. It is based on the medical model and meets the same 

rigorous standards. EBP, must meet a less stringent criteria to be sound (APA 

Presidential Task Force on Evidence-Based Practice, 2006) and allows for various ways 

to chart the client’s progress, such as progress observed by the clinician, to prove its 

efficacy. Further, EBP combines clinical expertise and research within the context of the 

client (Sackett et al., 2000). This study looks only at the effect of EBP on the professional 

identity of counselor educators (Wampold & Imel, 2015).  

Tension and ambivalence continue within the counseling profession stemming 

from the differences in how human potential is conceptualized, the research that should 

be done, and how therapy is done. The fundamental philosophical differences may make 

a unified identity difficult (Waterman, 2013). The emphasis on the universal use of 

evidence-based practices continues to move the counseling profession toward the medical 

model (Thompson, 2010). While some see this as a good move to legitimize the 

profession (Miller, 2010), others feel the therapeutic alliance approach, unique to the 

counseling profession, will be lost (Remley & Herlihy, 2010). The health care system, 
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and its emphasis on profit, has pushed psychotherapy to mirror medical treatments. 

“Psychotherapy, as often practiced, is laden with medical terminology-diagnosis, 

treatment plans, validated treatments, and medically necessary conditions, to name a few” 

(Wampold, 2001, p.2). The adaptation of psychotherapy to fit the medical model has a 

long and controversial history. The development of psychotherapy to treat mental health 

disorders was developed within medicine, aka, within the medical model but has always 

taken a back seat to medicine (Wampold & Imel, 2015). Experimentation in psychology 

was established by Wilhelm Wundt and was based on stimulus/response and studied 

mainly stimulus response and succession. It was the French, around the same time of 

Wundt, that introduced the idea of therapist as observer and patient as subject in 

psychological studies. This opened the door to observe subjects who could not report on 

themselves. The French model evolved into clinical research where healthy individuals 

were compared to abnormal ones (Wampold & Imel, 2015). These historical traces of 

experimentation in psychology and medicine eventually led to randomization in 

experiments, which, in turn, let to the double-blind study, which is the gold standard in 

medical research (Wampold & Imel, 2015). While medicine, psychology, and 

psychotherapy have all made great contributions to humanity, it is the lack of humanism 

that Rogers (1951) addressed. The notion of researcher and subject, that is at the heart of 

the medical model, dismisses the notion that humans themselves can contribute to their 

own change.  

The evidence-based practice (EBP) movement began as the Best-Practice 

movement which was modeled after the medical model and prescribes specific treatments 

for specific conditions that can be identified (Wampold, 2001). In psychology and 
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counseling, the identified conditions are defined by the Diagnostic and Statistical Manual 

of Mental Disorders (DSM), published by the American Psychiatric Association (APA). 

The DSM, although written for use in the United States, also includes ICD-10 codes 

which are used internationally. (American Psychiatric Association, 2013). 

 Now known as Evidence Based Practice (EBP) APA defines Evidence Based 

Practice in Psychology as: “the integration of the best available research with clinical 

expertise in the context of patient characteristics, culture, and preferences” (APA 

Presidential Task Force on Evidence-Based Practice, 2006, p.271). EBP has also been 

referred to empirically supported treatments (Hansen, 2006), and is seen by some as, the 

latest push toward the medicalization and empiricism of the counseling profession 

(Hansen, 2006). In its original form, the Best-Practice Movement had mismatches with 

the traditional values of counseling that was overlooked. The most glaring mismatches, 

with the potential to change the profession, is that the use of EBP depends on a medical 

diagnosis to treat specifics issues in clients despite research showing the efficacy of 

common factors in treatment over specific ingredients (Wampold, 2001).  

The idea that clients are suddenly disordered individuals that must have a 

diagnosis attached to them before treatment goes strictly against the values of strength-

based, Rogerian counseling model which is at the core of the counseling profession 

(Hansen, 2006). The push to adopt EBP is an effort to bring legitimacy to the field of 

counseling which in the past, has been accused of using treatment that lacks empirical 

support (Hansen, 2006). The fact that the strength-based approaches, including 

development, prevention, and wellness that make counseling unique as a profession have 

some empirical research behind them, the push toward EBP seems to be winning (Miller, 
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2010; Remley & Herlihy, 2010; Mellin et al., 2011). This leaves the profession with a 

philosophical divide. The treatments which have not been recognized will leave some 

disorders, such as underlying trauma that often accompanies substance abuse and eating 

disorders, without funding for second-order change treatment in those individuals. 

Techniques and theories such as person-centered, Adlerian, Narrative, and other 

counselors who practice using these theories will be rendered as ineffective by insurance 

companies (Miller, 2010). “No longer can therapists conduct long-term therapy and 

expect to be reimbursed” (Wampold, 2001, p.2). Counselors can be reimbursed from 

clients who have a diagnosis, therefore, “A client in a troubled marriage who is 

experiencing the sequelae of this traumatic event (e.g., attenuated work performance, 

absenteeism, depression) must be assigned a reimbursable diagnosis, such as major 

depressive disorder, in order to justify treatment” (Wampold, 2001, p.2). The treatment, 

therefore, must adhere to a plan that alleviates symptoms of the diagnosis rather than 

dealing with other issues that might bring about lifelong change such as, “resolving 

marital disagreements, changing lifelong patterns of relationships that are based on 

childhood attachments with parents, or improving the couples' communications” 

(Wampold, 2001, p.2). With philosophical divide between the two perspectives, a divide 

in the professional identity continues to deepen (Waterman, 2013). 

COUNSELOR’S ROLE IN EBP THERAPY  

Researchers and therapist using EBP approaches are some of the loudest voices in 

support of technique over relationship as the important ingredients in therapy (Fraser & 

Slovey, 2007). While therapist using EBP aspire to use Rogers tenants, they do not 

consider them necessary to facilitate change. They are viewed as insufficient. A credible 
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therapist is more important than unconditional positive regard (Proskia & Norcross, 

2014). It is worth noting, however, that some of the leading advocates for EBP 

acknowledge the relationship between client and therapist supports effective therapy 

(Fraser & Solovey, 2007). The importance of the relationship depends on the method 

employed and the clinician, however, the more value the client places on the therapist, 

the more effective the treatment can be. The success of EBP comes in changing the 

unhealthy schemas of the client. The behaviorist is more concerned with accurate 

treatment than accurate empathy or being genuine. Value in the relationship, if it comes, 

is in establishing a safe place for therapy and the extent to which the therapist practices 

modeling (Proskia & Norcross, 2014). 

THERAPEUTIC ALLIANCE APPROACH 

 The most common factor claimed to influence a positive outcome in therapy is the 

relationship between therapist and client, known as the therapeutic alliance. It is 

characterized by trust with a common purpose (Wampold, 2001). Therapeutic Alliance 

(TA) explains in research the equal effectiveness of different types of treatments in 

counseling. The 2015 study by Goldsmith, Lewis, Dunn, & Bentall was the first to 

demonstrate not only a causal effect of TA and psychological treatment, but also that 

poor TA is actively detrimental. The importance of TA, therefore, cannot be dismissed. 

Many studies have compared EBP and cause and effect of TA, one such study for 

depression compared interpersonal therapy, cogitative based therapy, medication and 

clinical management, and placebo with clinical management. The patient-reported 

alliance was the strongest outcome predictor (Krupnick et al.,1996). Further meta-

analysis research reviews show good TA correlates with a positive outcome regardless of 
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the therapy techniques or conditions (Martin et al., 2000; Horvath & Symonds, 2001; 

McLeod, 2011). The question that Goldsmith et al (2015) answered, by allowing for 

causal interpretation (Pearl, 1998; Halpern & Pearl, 2005), was that TA has a better 

outcome in therapy rather than merely correlates to a good outcome in therapy.  

COUNSELOR’S ROLE IN THE THERAPEUTIC APPROACH 

In the traditional therapeutic alliance theory of counseling, as counselor has more 

therapeutic experience, their flight or fight impulses should be more controlled and their 

ability to access their inner experience more easily should be moving them toward a 

better counseling experience for the client and themselves (Dong et al., 2018).  With the 

shift toward EBP, new counselors do not often get to practice taking clients through 

second-order change enough during practicum and internship to reduce the need for 

control and shift the responsibility of change to the client. Practicum and Internship 

students are often placed in clinics run by managed care and often have the responsibility 

and/or title of Case Manager instead of counselor. The time and goals of a case manager 

are different than those of a counselor. Cushman and Gilford (2000), go so far as to say 

clinicians in managed care should not look at the lifestyle, social, financial, or cultural 

aspects as a source of a client’s psychological problems. Within managed care, the 

therapist is to see the client as compliant and willing. When clients are confrontational or 

have independent thoughts, or display resistance, a secondary personality diagnosis may 

be attached to the client rather than moving them through sustainable change (Cushman 

& Gilford, 200). 

New professionals, especially those that have been trained in current EBP such as 

cognitive-behavioral therapy, solution-focused therapy, or brief strategic therapy tend to 
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believe that therapy sessions should be structured (Cushman & Gilford, 2000; Dong et 

al., 2018) and tend to stick to the script. Counseling in this manner, counselors continue 

to feel inadequate and struggle with the ‘imposter syndrome’ (Dong et al, 2018). 

Ultimately, counselors should feel less pressure to always be the expert (Christopher and 

Maris 2010; Crane and Elias 2006; Stanley et al.,2006). This freedom allows counselors 

to fully engage with client’s emotions and experiences while keeping their own emotions 

separate (Christopher and Maris 2010; Dong et al., 2018). The more counselors can 

remain present with the client, the richer the experience will be and the more likely that 

change will occur (Wampold & Imel, 2015). As new counselors grow, they shift from 

external validation to internal validation (Gibson, et al, 2010; Moss et al, 2014). Flooding 

clients with information in therapy is likely to be lost without reflective empathy by the 

therapist (Proskia & Norcross, 2014).  

LIVING TOGETHER 

A study focusing on general practitioners (GPs) in medicine found that while GPs 

can base treatment and referral decisions on the latest evidence, they rarely do. Instead, 

their decisions are based on training, summaries, observing others, colleagues, and 

personal experience (Gabbay & le May, 2004). The same was found true of counselors. 

They rarely used the latest research but relied instead on internal guidelines which were 

reenforced by colleagues “informal interactions in fluid ‘communities of practice’, 

resulting in socially constructed ‘knowledge in practice’ (Gabbay & le May, 2004, p.1). 

Rogers used the term “inner-intuitive self” (Rogers, 1986, p. 198; Fox et al., 2016). 

Knowledge in practice, while acceptable in medicine, counselors are challenged to make 

decisions based on EBP to avoid suspicion and accusation. They wish to be seen as open 



  

   

 36 

to new ideas and treatment methods (Miller, 2010). This fits nicely into managed care 

systems. If managed care systems are to function properly, the treatment team must be of 

the same mind. Therefore, a counselor’s opinion on treatment and duration are not 

welcome. Managed care is most profitable when the counselor’s preferences are 

secondary to the standardized goals. The knowledge and techniques used by counselors 

are constantly monitored by supervisors complying to oversight procedures (Cushman & 

Gilford, 2000). “Treatment plans cannot be evaluated without feedback, and feedback is 

impossible without some precision in defining outcomes" (Johnson, 1995, p. 50). 

However, not all therapy is done in managed care. And, while many students 

begin in that setting, they may eventually move on from the managed care system. 

Further, the American Counseling Association (2014) Code of Ethics stresses counselors 

advocate for their clients, which is difficult to do within managed care. This is done while 

one’s professional counselor identity is continuing to develop. Wampold and Imel (2015) 

suggest that instead of EBP and therapeutic relationship therapy causing a great divide 

within the profession, there is instead, a way for them to complement one another.  

PROFESSIONAL IDENTITY DEVELOPMENT 

The American Counseling Association (ACA) began to advocate for a single 

professional identity for counselors making it a separate and distinguished profession 

from psychology and all other affiliated professions (Brady-Amoon & Keefe-Cooperman, 

2017). ACA defined counseling in 2010 by saying, “Counseling is a professional 

relationship that empowers diverse individuals, families, and groups to accomplish 

mental health, wellness, education, and career goals” (ACA, 2010, para 2). The lack of 

universal endorsement throughout ACA led to the ACA’s 20/20 Directive calling for, 
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among other things, a stronger professional identity (Brady-Amoon & Keefe-Cooperman, 

2017).  

The CACREP standards, beginning with 2009 and continuing with the 2016 

standards, professional identity development was stressed in both counselors-in-training 

and counselor educators (Gibson et al., 2015). While counseling credentials are 

strengthening, a unified counselor identity is still elusive. The lack of adequate research 

along with the multiple sub-specialties within counseling continue to make a unified, 

distinct professional identity just out of reach (Gladding, 2018; Calley & Hawley, 2008). 

In 2005, ACA and the American Association of State Counseling Boards (AASC) met to 

discuss the lack of unity in the counseling profession. This was the beginning of the 

20/20: A Vision for the future of Counseling initiative (20/20). Previously, the strongest 

counseling initiatives promoting unity were Counseling Futures Walz et al. (1991) and 

the Counselor Advocacy Leadership Conferences in 1998 prompted by Chi Sigma Iota, 

the international and professional academic counseling honor society. In both cases, 

recommendations for the future of counseling were given (Kaplin & Gladding, 2011). 

Among other benefits, all three of these events began to underscore the need for a unified 

counselor identity. Three more recent events have pressed the profession for a unified 

identity. First, the push for License Portability and second, the need for tele-mental 

counseling during the COVID-19 pandemic of 2020-2021, and third, the initiative of the 

Federal Government to ease the wait-time in Veteran’s Hospitals (VA). Counselors, 

although they were included as staff members when the VA began in the 1940’s, were 

pushed out when they were not included in the Medicaid and Medicare program 

legislation in the decade of the 1960’, due to this lack of a cohesive identities (Lane, 
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2013). Further, the ability to be licensed in all 50 states did not occur until 2012 with 

California being the last to adopt the Licensed Professional Counselor title (Gladding, 

2018). Without a cohesive identity, government agencies were unable to reimburse 

counselors in the same way they did Social Workers, Psychologist, or medical doctors. 

Currently, state licensure boards have been encouraged to rewrite professional licensure 

regulations to reflect CACREP standards (Cashwell, Kleist, & Scofield, 2009). As of 

October 2022, 17 states have passed the Counseling Compact Bill with 1 more in 

progress, which will make it easier for counselors in those states to both transfer their 

licenses (Counseling Compact, 2022) and practice tele-health across state lines. Doing so 

would ensure more consistency but still does not solve the problem of insurance 

reimbursement (Cashwell et al., 2009; CSI, 1998; Swanson, 2010; Myers et al, 2002; 

Reiner et al., 2013). 

Individual counselor identity can be defined as the way counselors see 

themselves. This is influenced by the identity of the program that prepared them (Mascari 

& Webber, 2012). The importance of counselor educators having a strong professional 

identity is multi-faceted. First, beginning counseling students rely heavily on the 

perspective of the faculty. Counselor education programs provide students the 

opportunity to put into practice the knowledge and skills learned throughout their 

program, including the developmental of a counselor identity (Hurt-Avila & Castillo, 

2017). The professional identity of counselor is more than who they are at work, it is how 

they differ from other mental health professionals, it is the way counselors conceptualize 

self and others (Puglia, 2008). It includes qualifications for the job and the licensure 

process (Woo & Henfield, 2015, p.94). Among the advantages of a strong professional 
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identity are a cohesive ethical code, commitment to self-care, and an understanding of 

counseling roles, functions, and limitations (Brott & Myers, 1999; Grimmit & Paisley, 

2008; Ponton & Duba, 2009). Counselor educators not only prepare future counselors for 

the work of counseling but affect the profession by showing students how to engage in 

their profession and by advocating nationally for the profession (Reiner et al., 2013, 

p.178). Counselor educators are responsible for assisting their students with developing a 

strong professional identity with which to enter the profession (Kaplan & Gladding, 

2011; Woo et al., 2017, p.24)  A well understood professional identity fosters a cohesive 

identity development, which is paramount for the future of the profession 

(O’Bryant,1992) However, with some counseling programs seem to be moving further 

toward teaching more solution-focused, behavioral modification practices and less  

traditional, Rogerian counseling practices (David Lane, 2021), the future of a cohesive 

counseling identity seems more elusive. The critical role of counselor educators in the 

development of professional identity means any examination of counselor identity 

collectively in the profession, must begin with examining counselor educators’ individual 

counseling identities (Calley and Hawley, 2008). 

The strengthening of the counseling profession has been attempted almost since 

its inception. To that end, the following has been suggested: Research should be 

developed that provides measurable evidence of the therapeutic alliance approach 

(Hawley & Calley, 2009; Kaplan & Gladding, 2011; Myers et al., 2002); developing a 

clear and single counselor identity (CSI, 1998; Kaplan & Gladding, 2011; Myers et al., 

2002) that encompasses all counseling branches and avoids confusion with other mental 

health professionals; use marketing tools to clear public misconceptions and improve 



  

   

 40 

visibility (CSI, 1998; Kaplan & Gladding, 2011; Myers et al., 2002); unite in advocating 

for the profession regardless of the counseling association (CSI, 1998; Hawley & Calley, 

2009; Kaplan & Gladding, 2011; Myers et al., 2002); continue to call for parity with 

insurance companies, both private and public, for mental health treatment (CSI, 1998; 

Kaplan & Gladding, 2011); continue to push for licensure portability on a National scale 

(Kaplan & Gladding, 2011; Rollins, 2006); decrease public confusion by enabling only 

those who have been trained in counselor education programs to be called professional 

counselors (Hawley & Calley, 2009); encourage counseling programs to hire only trained 

counselor educators to teach in their programs to ensure uniformity in the theoretical 

stance across programs (CACREP, 2009; Hawley & Calley, 2009); and finally, make 

advocacy more mainstream within the profession by ensuring all entities have access to 

materials for both client and professional advocacy (Myers et al., 2002; Reiner et al., 

2013, p.178) 

In 2005, ACA and the American Association of State Counseling Boards (AASC) 

met to discuss the lack of unity in the counseling profession. This was the beginning of 

the 20/20: A Vision for the Future of Counseling initiative (20/20). Previously, the 

strongest counseling initiatives promoting unity were Counseling Futures Walz, Gazda, 

& Shertzer (1991) and the Counselor Advocacy Leadership Conferences in 1998 

promoted by Chi Sigma Iota, the international and professional academic honor society in 

counseling. In both cases, recommendations for the future of counseling were given 

(Kaplin & Gladding, 2011). Among other benefits, all three of these events began to 

underscore the need for a unified counselor identity. Three more recent events have 

pressed the profession for a unified identity. First, the push for License Portability and 
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second, the need for tele-mental counseling during the COVID-19 pandemic of 2020-

2021, and third, the initiative of the Federal Government to ease the wait-time in 

Veteran’s Hospitals (VA). Counselors, although they were part of staffing when the VA 

hospital system started in the 1940’s, were pushed out of the VA when counseling was 

not included in the federal Medicaid/Medicare legislation in the 1960’s, possibly due to 

this lack of a cohesive professional identities (David Lane, 2013). As a whole, it is agreed 

that the counseling profession continues to be hindered by fragmentation within the field 

(Reiner, Dobmeier, & Hernández, 2013).   

 The results of the 20/20 initiative regarding strengthening identity, a consensus 

was derived on the following: 

1. The counseling profession should develop a paradigm that identifies the core 

commonalities of the profession. 

2. The counseling profession should identify the body of core knowledge and skills 

shared by all counselors. 

3. Counselor education programs should reflect a philosophy that unifies 

professional counselors who share a body of core knowledge and skills. 

4. The counseling profession should reinforce for students that we are a single 

profession composed of counselors with specialized areas of training. 

5. The accreditation of counseling programs must reflect one identity (Kaplin & 

Gladding, 2011, p.371). 

A further result of the 20/20 initiative was the resolution for Licensed Professional 

Counselor (LPC) to be the single professional identity in counseling. Although no 

educational standards were agreed upon within the counseling types, this was a move 
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forward in licensure portability (Kaplan & Gladding, 2011). The 20/20 initiative fails to 

define counselors among other mental health professions and fails to define a single 

identity among the specialty areas in counseling A single professional title along with a 

defining scope of practice needs to be explored by counselor educators, CACREP, and 

NBCC (Reiner et al., 2013). The 20/20 initiative does cement the CACREP standards 

influence over professional identity (Gibson et al., 2015). 

Licensure portability in the medical field works so that licensed professionals can 

move their license different states within the United States. The drive for counselors to 

have licensure portability is pushing a single professional title for counselors (Brady-

Amoon & Keefe-Cooperman, 2017). The ability of counseling to articulate its 

professional identity is the key to the profession having equal recognition as a mental 

health discipline (Calley & Hawley, 2008; Reiner et al., 2013). Professional identity is 

more than training standards and professional activity involvement (Gibson et al., 2015). 

 Although there are different views of the lifetime development of counselor 

identity, there is little doubt that the formation of the counselor identity begins in 

graduate counseling programs (Nugent & Jones, 2009; Hurt-Avila & Castillo, 2017). 

Professional identity is fundamental to the health of the profession (Donna Lane, 3/7/21). 

A combination of training and personal characteristics begins a students’ acquisition of a 

counseling identity (Nugent & Jones, 2009; Hurt-Avila & Castillo, 2017). A combination 

of knowledge and modeling professional behaviors by counselor educators along with 

building self-awareness combine to develop counselor identity in counselors-in-training 

(Owens & Neale-McFall, 2014, Hurt-Avila & Castillo, 2017). The process of is identity 

development in counseling is one of moving from external validation to internal 
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validation. This should include how the counselor-in-training reacts to and depends on 

supervisor evaluations (Gibson et al., 2010; Moss et al., 2014). By the time counselors 

are ready for full licensure, they should have a good sense that blind acceptance of 

other’s values and standards is damaging to both counselor and client (Dong et al., 2018). 

 When professional educators should be able to articulate their identity is up for 

debate (Auxier et al., 2003; Gibson et al., 2010). However, since counselor educators are 

not immune to their own basis, it is necessary to understand if counselor educators are 

united with one professional identity (Auxier et al., 2003; Bobby & Urofsky, 2011; 

Calley & Hawley, 2008; CSI, 1998; Gibson et al., 2010; Hanna & Bemak, 1997; Kaplan 

& Gladding, 2011; Mellin et al., 2011; Myers et al., 2002; Reiner et al., 2013). Without a 

unified counselor identity, the profession will continue to experience resistance to being 

taken seriously (Reiner et al., 2013). 

COUNSELOR EDUCATOR’S ROLE IN DEVELOPING COUNSELOR 

IDENTITY  

Many current counselor educators perceive their professional identity as inclusive 

of the different fields in counseling including counseling psychology, counselor 

education, and rehabilitation counseling. They are more likely to see counseling as the 

same as other mental health professions (Wooa et al., 2017, p.25). Yet, they agree that 

fragmentation in the field of counseling negatively effects licensure portability (Reiner et 

al., 2013). Counselor educators may be struggling to firm their own professional identity 

(Calley & Hawley, 2008; Dollarhide et al., 2013; Gibson et al., 2010; Felton, 2016, p. 2), 

however, counselors-in-training look to counselor educators to establish their own 

professional identity (Calley & Hawley, 2008; Felton, 2016). The role of counselor 
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educators in teaching and demonstrating the core values of counseling is key to the future 

of the profession (Wooa et al., 2017, p.26). The foundation of the counselors-in-training 

professional identity is particularly important as students move to clinical practice where 

they will often collaborate with other professionals in medical fields. If they are unable to 

distinguish between the educational-developmental-preventative model used by 

counselors rather than the clinical-remedial-medical model used by other medical 

professionals, it could lead to identity confusion for young counselors (Hansen, 2003). A 

counselor-in-training with a good understanding of the fundamental counseling 

philosophy can articulate their professional identity and how it differs from others (Wooa 

et al., 2017, p.26) which strengthens the profession. Because counselor educators effect 

the identity development of counselors-in-training, they also influence if students engage 

with the profession by joining professional organizations, seek national certification 

beyond state licensure, or advocate for the profession (Reiner et al., 2013, p.178).  

 At both the master’s and doctoral level, counselor educators convey professional 

identity to their students (Wooa et al., 2017, p.16). Therefore, faculty qualifications are 

important in the profession. In the past, faculty in charge of teaching master’s students in 

counseling were trained in a wide variety of mental health fields, with the largest coming 

from counseling psychology (Belkin, 1984; Jackson & Scheel, 2013). Beginning in 2009, 

CACREP standards required new core faculty to have a Doctorate in Counselor 

Education and Supervision (Adkison-Bradley, 2013, p. 48); (Brady-Amoon & Keefe-

Cooperman, 2017). Various groups of professional’s influence counselors-in-training 

along their path to counselor identity, therefore, the need for a common definition of 

professional identity in counseling, or at least core values, is an imperative first step 
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toward the legitimacy of counseling alongside other helping professions The 

inconsistency relating to a cohesive professional identity is furthered by the lack of 

research devoted to identifying a cohesive identity (Woo & Henfield, 2015, p.95).   

 Beginning students depend largely on their professors for theories and 

professional orientation, however, as student’s progress through the program, so too do 

they progress through stages of professional development (Hurt-Avila & Castillo, 2017; 

Hays & Fish, 2010). Through training, mentoring, and supervision, counselors-in-training 

learn to adopt professional roles and behaviors for the profession and the knowledge 

acquired through their studies (Gibson et al, 2010). Throughout their education, student’s 

professional identities are significantly impacted by counselor educators (Choate et al., 

2005). As student’s progress, they have greater opportunities to integrate the theory and 

ethics of the profession they have learned into practice. Theoretically, advanced students 

should be operating from a philosophy that is well grounded in professional identity 

(Healey & Hays, 2012; Hurt-Avila & Castillo, 2017, p.40). However, the foundation of 

their professional identity is established before any clinical work and is driven by the 

counselor educators around them (Wooa et al., 2017, p.17). The idea that student’s 

professional identity develops over time, supports the theory that a strong professional 

identity starts in the master’s program and continues to develop across their lifetime 

(Choate et al., 2005; Collison, 2000; Wooa et al, 2017).  

 When new counselors do not have a well-integrated professional identity, not only 

could the quality of counseling they provide be compromised (Pistole & Roberts 2002), 

but it can contribute to role confusion (Studer 2007). As gatekeepers of the profession, 

counselor educators need to focus on the importance of counselor identity development 
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and help their students develop a firm foundation (Levitt & Jacques, 2005; Cummins, 

2009; Dong et al., 2018). This begins by evaluating what is currently being taught 

regarding professional identity development within their department. Going beyond 

CACREP knowledge and skills to include affective development in the development of 

professional counselor identity (Clouder, 2005; Dong et al., 2018). 

 Preparing counselor trainees for the realities of the profession might ensure their 

professional identity continues to grow (Clouder, 2005). Without the knowledge of what 

to expect in the field, new counselors cannot grow in their professional identity (Gibson 

et al. 2010; Moss et al. 2014) because part of growth in the field includes the move from 

an external locus of control to an internal locus of control, relying on one’s own 

experience to move toward realistic expectations in the field (Gibson et al. 2010; Moss et 

al. 2014; Dong et al., 2018). 

 New counselors tend to have idealistic expectations for their work in counseling 

(Birnbaum 2008; Thompson et al. 2011). They take on a “savior” complex and idealize 

they can fix all their client’s problems (Howard et al. 2006). Their comfort zone is in 

structured sessions in which they are the driving force. This is even more so for 

counselors trained in EBP’s such as cognitive-behavioral therapy, or solution-focused 

therapy (Cushman & Gilford 2000). New counselors who are unprepared will find basic 

times of growth, such as resistance from clients, silence in the session, or confrontation 

challenging and may be unable to providing adequate counseling in these situations 

(Christopher & Maris 2010; Kabat-Zinn 1994). The longer counselors are allowed to 

operate outside of the therapeutic relationship realm, the more control they will seek in 

the counseling process (Cushman & Gilford 2000), which can damage the therapeutic 
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relationship. This, in-turn, can impact how a counselor feels about their role in the 

counseling process and ultimately, a counselor’s professional identity development 

(Dong et al., 2018).  

Counselor Professional Identity is complex and requires counselor educators to 

understand those complexities and recognize their role in the development and changes in 

the professional identity in the field (Auxier et al., 2003; Bobby & Urofsky, 2011; 

Cashwell et al., 2009; CSI, 1998; Daniels, 200; Reiner et al., 2013). Counselor identity, 

therefore, begins with counselor educators (Calley & Hawley, 2008). Counselor 

educators are better prepared to introduce students to the values in counseling if they too 

were prepared by counselor educators rather than someone from a different profession 

(Hawley & Calley, 2009; Myers et al., 2002; Reiner et al., 2013). Counselor educators 

have a further responsibility to prepare students to be scholar-practitioners, whom they 

consider to be most responsible for reducing fragmentation in the field (Reiner et al., 

2013). Further, professional counseling organizations such as ACA and CACREP 

establishing within their continuing education requirements and courses, guidelines on 

how to measure counselor’s professional identity could benefit the profession (Wooa et 

al., 2017) considering that counseling identity should evolve throughout a counselor’s 

career (Brott & Myers, 1999). 

 The 2020 Initiative and the Licensure Portability Act have pushed the counseling 

profession well beyond the 1960’s when counselors were not included in the federal 

Medicaid/Medicare legislation due to this lack of a cohesive professional identities 

(David Lane, 2013). Further advances such as the ability to diagnose and treat client’s 

disorders brings more shared commonalities within mental health disciplines. However, 
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pathology, disability, and remediation are hallmarks of the medical model, counseling 

emphasizes the counseling relationship, normal human development, client 

empowerment, and health. (Gale & Austin, 2003; Neukrug & Remley, 2009; Pistole & 

Roberts, 2002). Therefore, students in programs with clear professional identities driven 

by the counselor educators who serve the program benefit and have the foundation for 

establishing a clear professional identity (Mascari & Webber, 2013).  
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CHAPTER 3 

METHODOLOGY 

 

 This chapter begins with the pragmatic assumptions of the researcher and include 

discussion on the validity, reliability, and replicability of Qualitative research; a brief 

history of phenomenology, the structure of phenomenal research how that was applied in 

this research. The chapter concludes with participants and procedures in relation to this 

project, and the questions participants will be asked.  

PRAGMATIC ASSUMPTIONS 

 Research was done from a Postpositive viewpoint. Although postpositivism and 

Phenomenology seem, at first, to contradict, they can co-exist. “Methods are not 

necessarily paradigm specific” (Racher & Robinson, 2003, p.466). What is important is 

consistency between the assumptions and the method(s) applied (Racher & Robinson, 

2003). To understand how postpositivism is congruent with this research, the following 

three questions were answered: What can we know about reality?; What is the 

relationship between the participant, researcher, and what can be known?; and how can 

the researcher go about finding what they believe can be known (Racher & Robinson, 

2003). From the “new postpositive” view, the assumption that while absolute truth is 

elusive, approximations of truth can be known (Prochaska & Norcross, 2014) through the 

measurement of the reality that does exist (Creswell & Creswell, 2018). Understanding 

and interpreting the world from the view of those who live it (Schwandt, 1994; Racher & 

Robinson, 2003) is paramount to a phenomenological study. Knowledge is created 
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through the interaction between the participant and researcher. The self-reflection of the 

researcher further refines the knowledge (Racher & Robinson, 2003).  

 

VALIDITY, RELIABILITY, AND REPLICABILITY IN QUALITATIVE 

RESEARCH 

In research, and even within research in the Social Sciences, qualitative research 

is still riddled with doubts as to is objectivity, validity, reliability, and replicability 

(Charmaz & Thornberg, 2020), all standards of quality research in quantitative research 

(Steinberg, 2010). Yet, in this instance, we sought to capture the “lived experience” of 

counselor educators as they shape the future of the counseling profession. Specifically, 

how the use of the medical model influences their counselor identity. The use of 

qualitative research as a method allows for more in-depth examination of the 

phenomenon than through postpositive empirical methods. A qualitative, 

phenomenological approach aimed to comprehend the phenomenon in new ways 

(Kazdin, 1998).  

BRIEF HISTORY OF PHENOMENOLOGY 

 Phenomenology is, at its heart, a philosophical approach. The process begins with 

the researcher understanding the world of the participant then checking for 

commonalities in the lived experience of the participants as it relates to the phenomenon. 

Within this approach, self and surroundings cannot be separate (Hays & Singh, 2012). In 

the 1600s, because of developments in the natural sciences, humans began to quantify 

and measure their world. The success of this new way of thinking, more faith was placed 

in the constructs of science than ever before. Science was seen as a neutral observer that 
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could make observations that were generalizable to the larger world. Science, and the 

way it operates, has remained largely unchanged until Thomas Kuhn’s investigation into 

The Structure of Scientific Revolutions (1962). Kuhn observed that any new theories 

scientist prove are bound together by a paradigm of the times. As Kuhn (1962) rightly 

pointed out, paradigm’s change and that social construct, to some extent, influence those 

shifts. Kuhn’s (1962) observations served to reduce the barrio between natural sciences 

and social sciences (Kuhn, 1962). One key upshots of Kuhn’s research is that social 

scientific research produces results that can be further tested —proved or disproved by 

further research (Kuhn, 1962). German thinker Edmund Husserl referred to 

phenomenology in philosophy as a term for revolution. Husserl saw phenomenology as 

separate from the natural sciences and different from the traditional epistemology that 

dominated philosophy at the time (Husserl, 1983 [1913], 27-30). Husserl, a major 

influence in phenomenology, conceived it as doing justice to the “lived experience” 

Husserl, E. (1983 [1913]). David Wood (2002, p. 33) states Husserl’s phenomenological 

approach is characterized by staying with experience and acknowledging experience” 

(Wood, 2002, p. 33). Although might sound a simple construct, it is crucial to our 

understanding of other humans, the world, and the way we relate to it (Wood, 2002).  It is 

difficult, if not impossible, to define these all these constructs at once, it may be assumed 

that phenomenology cannot provide insights. It can and does, but they are insights that 

differ from those given by other social sciences. Results given through phenomenology 

are often interpreted as bringing a deeper understanding to something that has been 

overlooked or forgotten (Taylor, 1997, 2013). Phenomenology is an activity of making 

things clear (Glendinning, 2007). If fact, its power lies in its ability for the researcher to 
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gain insight, rather than explanation (Mulhall, 2001, 2008). Phenomenology suggests 

there is something to be gained by exploring connections and overlaps within various 

contexts and between various studies. It is through attention to the particular and the 

concrete where understanding begins (Williams, 2018).  

THE PROCESS OF CONDUCTING PHENOMENOLOGICAL RESEARCH 

  In this study the researcher followed the outline Moustakas (1994) uses (See 

Appendix C). It begins with setting aside biases and being open and receptive before the 

interviews begin (Epoche). Phenomenological Reduction occurred after and during the 

initial interviews. Steps in Phenomenological Reduction include bracketing and 

horizontalizing. In bracketing, the focus of the research or the research question is put in 

brackets so that the process of gathering and examining data is focused solely on the 

phenom. All else is put aside in this process. Reduction also includes eliminating 

statements that are irrelevant to the phenom as well as those that are repetitive. What was 

left are the Horizons, or the essence and description of the phenomenon. Themes 

emerged from Horizons to form a coherent textural description. Once that was achieved, 

the data was looked at again from a different view. In imaginative variation, possible 

meanings are varied, perspectives, such as opposite roles, are varied, the possible 

structures that have produced the textural qualities of the phenomenon were considered. 

A list of structural qualities of the experience was made. Themes emerged from the list 

and is shown in a table in the findings. The data again was considered this time with its 

relationship to the researcher, to others, and to universal structures being considered. The 

individual interviews are described in relation to the structural qualities and themes. Then 

a universal description integrating all individual descriptions formed a composite 
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structural design. Once this was complete the full essence and meaning of the 

phenomenon emerged in a concrete way (Moustakas, 1994).  

Phenomenology requires intentionality on the part of the researcher. They must 

intentionally give a detailed explanation of how the subjects experiences are directed; 

they must discern what in the subject’s conscious are essential for the individuation of 

objects within the experience; and they must be able to determine what in the subjects 

past has influenced their beliefs about their experience (Miller, 1984; Moustakas, 1994). 

The extent to which the researcher is successful in their intentionality, the deeper 

understanding they will have of their subjects’ experience (Moustakas, 1994). 

Phenomenology leads us to discover the significance in the particular —the achievement 

in the details rather than the drive for large scale systematizing (Williams, 2018). Equally 

as important as intentionality from the researcher is their ability to intuit. The idea of 

intuition and phenomenology goes back to Descartes. For him, studying of the “thing” 

and self-reflection could not be separated, “that I am nothing as long as I shall think 

myself to be something … I am, I exist, every time it is pronounced by me, or mentally 

conceived, necessarily is true” (Descartes, 1977, p. 197).” The idea of “I think Therefore 

I am” is from Descartes application of intuition and research (Moustakas, 1994). Husserl 

(1983 [1913]), relied solely on intuition and not on deduction (Moustakas, 1994). 

 Within intentionality lies the concepts of noema, and noesis. Although complex, 

they are essential to the understand of experiences by the researcher (Moustakas, 1994). 

In simplest terms, "noema is that which is experienced, the what of experience, the 

object-correlate. Noesis is the way in which the what is experienced, the experiencing or 

act of experiencing, the subject-correlate” (Ihde, 1977, p. 43). When a thing is described, 
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its meaning is inherent in the description, regardless of its physical state. The goal of 

research, in this case, was to reflect and reflect again to reveal a complete description that 

is true and accurate. Noema is what is perceived or judged, Noesis is the way in which an 

object or thing is perceived or judged. Regardless, there are both common threads and 

unique meanings that run throughout when one experiences something intentionally. The 

objective component is always the description and relates directly to the noesis, the 

subjective consciousness. Then, the noema, subjective, connects with the noesis, 

perception. Perceptions change when a thing is looked at from a different locus. Thus, as 

we look at the imperfect object, and continue to re-examine it in different lights, it come 

closer to resembling its idea perfection. An unfinished viewing inspires continued 

reflecting until a picture formed of what a thing truly is. As we considered a thing again 

and again, new components emerge as our consciousness guides us to a new 

understanding. Within intentionality, the experience becomes increasingly clear as we 

continue to consider a thing’s features, qualities, and wholistically. The researcher must 

be able to do as Husserl (1931) suggest, “it is evident that in the case of every such 

consciousness we must be able as a matter of principle to carry out a noematic 

description of this same objective ‘exactly as it is meant’ (p. 364)". 

The research model of Empirical Phenomenology has features that distinguish it 

from quantitative research. They are: the understanding that the study of human 

experience cannot be done through quantitative means; the object is to see the experience 

as a whole rather than its parts; rather than looking for explanations, the search is for 

meaning and essence; interviews are the tool for gathering the data or descriptions of the 

experience; the data that is gathered is the vehicle for understanding behavior and 
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sufficient for scientific inquiry; the questions being asked reflect the interest of the 

researcher; lastly, experience and behavior are as inseparable as subject and object in the 

research (Moustakas, 1994). Of the researcher in the phenomenological approach, must 

find ways to set aside prejudgments through disciplined and systemic efforts known as 

the Epoche process. Without this, the legitimacy of the research is in question. Before the 

study begins, the researcher must be as free of “preconceptions, beliefs, and knowledge 

of the phenomenon from prior experience and professional studies” (Moustakas, 1994, p. 

22). In other words, researchers must be open and implore active listening when hearing 

the participants describe their experience. Further, the researcher must have the ability to 

use imagination and intuition to grasp the dynamics underneath the experience and then 

explain how emotions expressed are brought to the consciousness in participants 

referencing a specific experience and/or emotion (Moustakas, 1994).   

To further define “lived experience”, it is seen as corrective guarding against the 

common tendency to understand our experiences in a clichéd, taken-for-granted way. 

Phenomenology is the study of what is the true nature of an experience (van Manen, 

1984; Errasti-Ibarrondo, Jordan, Dıez-Del-Corral1, Arantzamendi, 2018). van Manen 

(2017) noted: “Phenomenological research is never a prescribed procedural or step-by-

step form of inquiry. Rather, the methods employed need to be commensurate with the 

phenomena being studied and pursued with an appreciation for the original literature” (p. 

781). Phenomenology begins with studying the “thing itself” and through meticulous 

steps, attempts to see the thing anew. It attempts to set aside presuppositions and 

prejudices brought about through normal science assumptions and instead, reflects the 

knowledge gained through everyday experience (Moustakas, 1994). This approach 
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focuses on experience to get robust descriptions that can be used by the researcher to 

produce, through reflective analysis, the essence of an experience (van Kaam, 1966; 

Moustakas, 1994). Once the experience has been captured, the researcher can see and 

determine the framework of the shared experience (Moustakas, 1994). 

 Phenomenology as the research method, does not have a stringent set method of 

strategies or techniques (Caelli, 2001; van Manen, 2014). It must be adapted to both the 

researcher and the phenomenon being studied. Reducing it to formulaic procedures could 

mean the researcher misses the insight intended to be studied in the first place (van 

Manen, 2017a, p. 5). However, there are Levels to the research. Level I is the gathering 

of data asking open-ended questions. In Level II, the researcher reflects on the 

participants story and uses analysis to describe the experience (Giorgi, 1985). 

Understanding that these processes are not linear, analysis is complex and includes 

several processes.  

The many processes of doing phenomenological research does not give the 

researcher the leeway to act implausibly. The researcher must make every effort to study 

the study of phenomenological research and its diverse approaches as well as articulating 

the methods used in their own research as well as to accurately describe and explain how 

they integrate phenomenological philosophy into their research (Norlyk & Harder, 2010). 

The researcher must eliminate redundancy and clarify the meaning of each individual 

story; both to each other and to the whole. This process is called Phenomenological 

Reduction. Reflecting on the individual story, in the original language of the subject, the 

researcher can determine the essence of the situation for the participant. Each story is 

examined for what it reveals. Reduction is a way of seeing and listening deliberately and 
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with the intention of being open to the phenomena. The phenomena should be observed 

from every angle. Although, according to Husserl (1931), the possibilities of our 

experience with the phenom cannot be exhausted, we can reach a state where we have 

adequate evidence to proceed.  Through what is called ‘reflecting’, the researcher can 

understand the full nature of the phenome. Reflection is a necessary component of the 

research to grasp the full experience. As things are reflected upon numerous times, they 

become clearer. Through correction, illusions disappear, and new meanings appear. 

Reflection allows for new themes to emerge and thus alters the perception of what was 

previously observed (Moustakas, 1994) The researcher transforms each story into the 

language of psychological science when necessary. “The understanding of meaningful 

concrete relations implicit in the original description of experience in the context of a 

particular situation is the primary target of phenomenological knowledge” (Moustakas, 

1994, p.14). The researcher synthases the insights into a description of the experience 

(Giorgi, 1985, p.83). It is not surprising then, that research and writing must go together 

for the use of phenomenology. Research and writing are two sides of the same coin in 

this process (van Manen, 2014, p. 389; Errasti-Ibarrondo et al, 2018).  

 The process of phenomenological research would be incomplete without 

bracketing. Although the term is used differently by phenomenological researchers, it is, 

in essence, a way to develop a true understanding free of pre-conceived ideas about the 

phenomenon (Ray, 1994; Koch, 1996; Johnson, 2000; Dibley et al., 2020). Experiences 

should be described as they appear, or via eidetic description. “The eidetic is the belief 

that there are essential structures to human experiences; that is, human experiences have 

certain objective structures” (Draucker, 1999, p. 361). Because the person experiencing it 
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is not interpreting it, the experience, to the subject, is in its raw form. Researchers bracket 

their presuppositions and can describe the essence of the experience being studied and the 

structures underneath it (Cohen & Omery, 1994; Grbich, 1999). For this reason, the 

eidetic description is “fundamental and essential to the experience no matter which 

specific individual has that experience” (Cohen & Omery, 1994: 148). When the 

researcher approaches the study with this view, they lean toward a postpositive view of 

understanding the experience and the world surrounding it (Dibley et al, 2020).  

TRUSTWORTHINESS IN THIS RESEARCH PROJECT 

The researcher followed the model created by Moustakas (1990, 1994) called 

Heuristic inquiry, a variation of phenomenology. Heuristic inquiry incorporates the 

essence of the experience as well as the subject in relation to the experience (Moustakas, 

1990, 1994; Hays & Singh, 2012). The phenomena studied in this way had significance 

to the researcher. It is therefore both biographical and autobiographical as the researcher 

self-awareness and knowledge about the phenomena are increased (Moustakas, 1990, 

1994; Patton, 2002; Hays & Singh, 2012). Trustworthiness must be established in various 

ways because "experience is not measurable" (Dibley et al, 2020, p.150). Ways to create 

confidence in the reader that the study was conducted correctly is to be transparent about 

the design of the study, be authentic about the prejudices of the researcher and any 

potential bias that may create, show evidence of the methods the researcher is using, such 

as reflexivity, and lastly to explain the significance of the methods to the reader (Dibley 

et al, 2020). To establish creditability in this research paper, the researcher included the 

description of the data collection and how the data is analyzed. The researcher used 

quotes from the participants to support my findings. Both shared and varied experiences 
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are detailed in the analysis. The researcher further use triangulation in reviewing the data. 

A college who is well versed in Phenomenological Research reviewed the data analysis 

for any bias the researcher might show in interpretation. Finally, as to creditability, the 

researcher maintained an audit trail of meetings, interviews, analysis, and decision-

making processes to demonstrate the quality processes in the study (Koch, 

2006). Establishing dependability in a qualitative study looks different than in a 

quantitative research study, but the aim is the same. The design of this study should 

produce similar findings with different participants who have had the same experience 

(Dibley et al, 2020). This can be done by being transparent with the reader how the 

findings were reached (Koch, 2006). In any research study, it is imperative that 

researchers demonstrate their findings come from the data and not from their own 

presuppositions. A way to achieve this in a Heuristic inquiry is like the way one achieves 

creditability. The researcher provided a through description of the data analysis, clearly 

acknowledging their own bias on the phenomenon, and used verbatim extracts from the 

raw data to back-up the written interpretation to demonstrate confirmability (Dibley et al, 

2020).  

STEPS IN HEURISTIC INQUIRY 

The following categories are the vesicles that contain the steps of the method: 

“Methods of Preparation, Methods of Collecting Data, and Methods of Organizing and 

Analyzing Data” (Moustakas, 1994, p.104). Primarily in Moustakas’ methods is for the 

researcher to achieve Epoche. Although difficult to define, it goes beyond a technique in 

research to a way of existing in research. To be Epoche, the researcher must be without 

prejudgments, biases, and preconceived ideas about the thing we wish to study. We must 
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take the knowledge from the thing within the subject and invalidate that previous 

knowledge (Schmitt, 1968). By bracketing the world in this way, we can see the thing 

anew. Leaning on Descartes, Epoche does not question the existence of everything, but 

instead, the pre-existing, scientific “facts” from an external source rather than internal 

reflection (Moustakas, 1994). “This is a difficult task and requires that we allow a 

phenomenon or experience to be just what it is and to come to know it as it presents 

itself” (Moustakas, 1994, p. 86). It is once we have achieved Epoche, we can create new 

ideas, awareness, and understandings. It stretches us to live in the moment and to know 

ourselves well enough that in our internal transparency, we not only see things anew, but 

also, see ourselves anew (Moustakas, 1994). 

METHODS OF PREPERATION 

In preparing to collect data, the question; defined terms; literature review; 

participant criteria; and questions are included within these first three chapters. The first 

thing the researcher did in preparation for interviewing participants was to write down all 

their thoughts and feeling about the subject to identify my biases and pre-conceived 

knowledge on the subject. This helped the researcher remain focused on the participants 

and their experience while setting their opinions and judgements aside, being true to the 

process of phenomenological research. Once participants were chosen, informed consent 

was obtained by each participant and confidentiality was explained. The topic of this 

research has implications for both the profession and personally for the researcher. The 

question is how counselor educators experience the influence of the medical model on 

their own counselor identities. As a new counselor educator, the researcher is aware that 

the medical model influences the field of counseling. The question in this project, seeks 
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to understand what, if any, influence it has on counselor educators’ professional identity. 

The major components of the question are influence, medical model, and counselor 

identity. The question of “how” is implied and facilitates the wording of the questions 

being asked to the participants. Further, it demonstrates the researcher’s openness to 

whatever may emerge during the interviews with participates. The phrase “Medical 

Model” may mean different things to different counselor educators as well as “Counselor 

Identity”, however, because the researcher will be asking the participants to describe their 

experience, they should offer what these phrases mean to them (Moustakas, 1994).   

METHODS OF DATA COLLECTION 

Before data was collected and during the collection process, the researcher 

engaged in the Epoche process and bracketed the question. To obtain as accurate a 

description of the experience as possible, the interviews were informal, questions were 

open-ended, and the interview was topically guided.  

This project was submitted to and approved by Mercer University’s Institutional 

Review Board (IRB) Process (Approved:H2202040). All participants had a PhD in 

Counselor Education and Supervision. The participants were selected randomly from 

their willingness to participate in the study by answering an announcement on CESNET 

via LISTSERV. Further, to gain more participants, the researcher submitted a revised 

IRB to include using the Snowballing effect. The researcher e-mailed people they knew 

who met the criteria and received enough to participants to proceed. Faculty were 

identified who represent a diverse demographic and educational background. Selection 

criteria are as follows: identity as a counselor educator employed full-time in a university 

setting; earned a Doctorate in Counselor Education and Supervision. Ultimately, 10 
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participants were interviewed fulfilling the 8-10 required for phenomenological studies 

(Moustakas,1994). No prize or gift cards will be given as incentive for participation.  

Human Subjects 

 The ethical principles that govern Mercer University’s IRB regarding the use of 

human subjects was followed as well as the ACA Code of Ethics regarding research 

using human participants. Agreements with participants informed them of confidentiality, 

informed consent, and disclosures of the nature, purpose, and requirements of this 

research project. Participation was voluntary and participants were free to withdraw at 

any time. The design and process of data collection was disclosed prior to participants 

volunteering and during the interview. Any identifying information was removed or 

disguised to protect the identity of the participant. It was not deemed that a de-briefing 

was necessary because of the conversational nature of the interviews, any misconceptions 

were clarified during the interview. Each participant’s contributions were valued as new 

knowledge and further insight into the question. Lastly, the participant had the 

opportunity to review, confirm, and alter the research data corresponding to their 

perception of the experience (Moustakas,1994). 

Individual interviews  

 Individual interviews were conducted with participants via Zoom and two were 

conducted in-person using Zoom for the initial transcription. They were semi-structured 

in nature and lasted from 15 minutes to 45 minutes in duration. The interview questions 

addressed the research questions. The questions were refined as needed throughout the 

process. The questions that were used are included below.  
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Counselor Educators who meet the following criteria were eligible for 

participation in this study: 

Inclusion criteria: 

1. Counselor educators who self-identify as having a strong counselor identity. 

2. A doctoral degree in Counselor Education and Supervision from a CACREP accredited 

program.   

3. Currently teaching at a CACREP accredited master’s level counseling program, within 

the United States.  

The information provided remained strictly confidential and participants are not 

identified by their answers. Throughout the research and publication process, participants 

will be known by a randomly assigned number to protect participants’ 

identities. Recorded interviews and transcriptions were conducted utilizing Zoom, a free, 

real-time, secure (end-to-end encryption, password protected), video-conferencing 

application. 

 The phenomenological investigation used the long interview as the method to 

collect data on the topic and question. The interview was an informal, interactive process 

and using open-ended comments and questions. The researcher developed a set of 

questions to use. To create a relaxed atmosphere, brief social conversations were the 

precursor to the researcher asking the questions. It was the researchers’ responsibility to 

create a climate in which the participants feel safe enough to respond honestly and 

comprehensively. 
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SEMI-STRUCTURED INTERVIEW QUESTIONS 

I am interested in your perspectives on the influence of the medical model in the 

practice of counseling. Can you describe how you experience the influence?  

 

In your experience as a Counselor Educator, has the medical model influenced the 

training you provide your students? 

 

METHODS OF ORGANIZING AND ANALYZING DATA 

 

Using the modified van Kaam method described my Moustakas (1994), the data was 

processed using a 9-step process: Horizontalization, Reduction and elimination, 

Thematize the Invariant Constituents, Checking the Themes Against the Data, Create 

Individual Textural Descriptions, Create Individual Structural Descriptions, Create 

Composite Textural Descriptions, Create Composite Structural Descriptions, and Create a 

Composite Structural-Textural Description (Moustakas, 1994). To maintain the integrity 

of the participants and therefore the research, these steps are necessary (Statical 

Solutions, 2021).  

The first step in organizing the data was to transcribe the interviews and study the 

data using phenomenal analysis. This includes regarding every statement as equal in 

value to the new knowledge. Meaning Units were listed and categorized into common 

themes. Overlapping statements were then be removed. From the clustered themes, 

textural descriptions were developed and then structural descriptions. Using these, the 

essence of the phenomenon being studied emerged. A Composite Textural Description 

was developed by looking at the total of the group individual textural descriptions. 

Composite Structural Description is derived by the researcher using Imaginative 

Variation on the Composite Textural Description to represent the group 

(Moustakas,1994). Beyond this, the researcher used a graph when narrowing the raw data 
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into themes. A sample is included in the results section. The researcher utilized the 

thought process of elimination (Dibley et al, 2020). Then the Composite Structural 

Description aided in understanding the researchers own experience as it relates to the 

research. The final step in analyzing the data was integrating the composite textural and 

composite structural descriptions and providing the essence of the experience 

(Moustakas,1994). 

SUMMARY, IMPLICATIONS, AND OUTCOMES 

 The study is summarized in its entirety. The findings relate to the literature 

review. Future research is discussed. The social meaning and relevance of the study is 

discussed and finally the researchers’ future goals are discussed (Moustakas, 1994). The 

intention of phenomenal research is not to produce theory but to understand the essence 

of a phenom, if the findings can be compared to results found by other methods, 

similarities will lend weight to the methods and conclusions this research produces 

(Priest, 2002).  
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CHAPTER 4 

Results 

The purpose of this qualitative study was to document how counselor educators 

experienced the medical model and particularly they felt the medical model had any 

impact on their counselor identity. Previous chapters have discussed the literature of both 

counselor identity and the medical model. This chapter presents the analysis of the data 

collected regarding eight counselor educators’ perceptions of their experiences with the 

medical model. Little research has been published regarding the impact of the medical 

model on counselor educators counseling identity. The researcher sought to understand 

the lived experiences of counselor educators in this regard using a phenomenal approach.  

RESEARCH PARTICIPANTS 

Setting 

Eight of the ten participants were interviewed via Zoom. The first interview was 

at the end of Spring Semester while the other nine took place at the beginning of Fall 

semester. There were no known influences in the setting of the interviews to influence 

any response of the interviewees.  

Participant Demographics 

 Ten participants were selected for the study based on the participant criteria and 

their willingness to participate in the interview. Participants were chosen by either their 

response to the CESNET call for participates, the researcher’s relationship with the 

participants, or recommendation of a participant through another faculty member. 

Personal and professional demographics were asked by the researcher to the participant 

during the interview. Of the ten participants, four were male and six were female. All the 
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participants identified as counselor educators with a strong counselor identity. Their years 

of experience as a counselor educator ranged from 3 years to 22 years of experience. 

Table 1 presents demographic characteristics for participants in this study (n=10).  

Table 1 

 

Participant Demographics 

Participant number 

and Gender 

Age 

 

Specialty in Counselor Education: 

CMH, SC, Reh 

Years of Experience 

as Counselor Educator 

Participant 1, M 30-40 Clinical Mental Health 5 

Participant 2, F 50-60 School Counseling 1 

Participant 3, F 40-50 Art/Expressive Therapy 7 

Participant 4, M 50-60 Marriage & Family Therapy 5 

Participant 5, M 30-40 Clinical Mental Health 7 

Participant 6, F 50-60 Psychology, Counseling 

Concentration 

22 

Participant 7, F 30-40 Clinical Mental Health 7 

Participant 8, M 50-60 Clinical Mental Health 4 

Participant 9, F 50-60 Rehab Counseling 7 

Participant 10, F 50-60 Clinical Mental Health 3 

 

Personal demographical statistics included age and gender. Two of the ten 

participants were aged 30-40 while one participant was aged 40-50. Seven of the 

participants were aged 50-60. The sample was majority female with 7 and 3 identified as 

male. Professional demographic statistics included participants’ specialty in their 

master’s program and years of experience as a counselor educator.  
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DATA COLLECTION 

In line with Mercer University IRB guidelines, informed consent was obtained 

before any interviews were conducted. An additional modified IRB was submitted to 

Mercer University to allow for convivence sampling because of the lack of response from 

the initial post to CESNET. Once the modification was approved, the researcher began e-

mailing persons who met the criteria and meeting were set for interviews. 

 Video interviews took place with 8 participants via Zoom and 2 participants were 

interviewed in-person with either a recorder running or Zoom running to transcribe the 

audio. Interviews lasted between 15 minutes and 1 hour. Each participant was asked to 

respond to the following prompt, “What is your experience with the Medical Model as it 

relates to you counseling identity as a Counselor Educator. Does knowing you are 

sending students to deal with the Medical Model in Practicum and Internship change your 

experience with it? If you teach Practicum and Internship, what is your experience with 

students who encounter the medical model?” 

With participant permission, the interviews were recorded to Zoom, and audio 

transcribed first verbatim via Zoom then corrected by the researcher and verified by the 

participant.  The researcher took notes during the interviews. Nine out of the ten 

interviews took place over a 5-day period, notes were taken upon the first reading of the 

transcribed interviews. New ideas that were brought forward were incorporated into the 

following interviews. Preliminary codes and themes were done upon the second reading 

of the transcripts. The interviews were conducted and recorded without incident.  
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Prior to the first interview, the researcher wrote down all their pre-conceived 

notions, both good and bad, concerning their experience with the medical model and their 

counselor identity. The following are the highlights:  

“The medical model is vastly different in its approach to human beings than the 

wellness model that is pronounced in counseling. Where the medical model looks 

for symptoms and what is wrong, the wellness model looks for strengths in 

individuals and not only tries not to define an individual by their illness but strives 

to change the way that person defines themselves. In the medical model, change 

by any empirically based formula is acceptable, second order change which 

involves getting at the ‘root of the problem’ causes lasting change and allows 

individuals the tools to handle the next crisis they experience. While things like 

CBT and DBT can do that as well, I believe that focusing on second-order change 

accomplishes the goal of counseling. Lastly, counselors who have not themselves 

experienced second-order change have the capacity to do more harm than good 

(Fraser & Solovey, 2007). I have seen that in the ‘real world’ of counseling where 

counselors are teaching DBT but are setting a terrible example of how to treat 

others by their actions. When fights and bullying broke-out among the patients, I 

was not surprised. I believe that Counselor Educators having a strong counseling 

identity can root out counselors-in-training not willing to look at themselves or at 

least teach them how to experience second-order change for themselves. I often 

feel like we as a profession may split into ‘life-coaches’ who only concentrate on 

CBT/DBT type skills and counselors who focus on second-order change.  

Does that mean that I believe there is no place for the medical model in mental 
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health treatment? No. I have seen first-hand the positive and necessary steps of 

changing the mindset and behavior of eating-disorder clients. To get any 

substantive work done emotionally; the client must be medically stable. That is 

accomplished through a concentrated, rotating schedule using various 

combinations of CBT, DBT, and just Behavioral Therapy. The issue becomes 

because those can be quantified, once Insurance Companies see that change in the 

behavior (symptom use) they release the patient and will not pay for any more 

treatment. If we do not address what got the patient there to begin with through 

second-order change, a relapse is likely. This pattern holds true for addictions 

treatment as well. The medical model served patients well to stabilize them but, in 

my opinion, is not enough to bring about substantive change.”  

Once the researchers personal experience with the phenomenon was transcribed, 

the researcher attempted to put it aside to focus on the participants. Although this cannot 

be done entirely (Creswell & Poth, 2018), as was evident in some of the interviews, going 

into each interview the researcher was open to each participants own experience with the 

phenomenon.  

 When the raw data was collected, it was then transcribed by the researcher into an 

intelligible format. Upon the second reading, grammar, punctuation, and other issues 

were clarified. Each transcript was read several times by the researcher to not only get a 

feel for them but to identify any phrases or blocks of sentences that pertained to their 

lived experience with the medical model as counselor educators. Verification, validation, 

and validity were achieved through methodological rigor (Creswell & Poth, 2018, 

Meadows & Morse, 2001). Verification was achieved through the literature review, using 
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the phenomenological method, bracketing my own experience with the phenomenon, 

using a large enough sample, and interviewing until saturation of the subject matter 

happened (Frankel, 1999; Meadows & Morse, 2001). Validation was achieved by data 

collection via interviews, data analysis identifying themes and codes by a researcher 

more experienced in phenomenological study.  

FINDINGS 

 Ten Counselor Educators participated in this study. From ten verbatim transcripts, 

many significant statements were extracted. Table 2 includes a sampling of those 

statements. The statements were then into formulated meanings which were reduced to 

clusters and finally themes. Table 2 includes two examples of the reduction of associated 

meanings to theme clusters.  
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Table 2 

Formulated Meaning  

Significant Statement Formulated Meaning 

I like a medical model and think it’s a nice starting 

place and then I have this other part of my identity 

that is very constructivist. 

Counselor Identity is shaped by 

the view through which we see 

the world. 

Oftentimes, people trained in the medical model have 

biases against counselors or think what we do is “less 

than”. 

There is a difference between 

the medical model and the 

wellness model 

It takes many treatments to get them to the point 

where they are now susceptible to actual therapy, and 

we start working on that part, and you wean them out.  

Therapy involves various 

stages. 

True change takes place in the process. That is what I 

try to model as well as point it out in my Practicum 

group.  

Substantive change in 

counseling must have the 

processing component.  

 

PARTICIPANT NARRATIVES 

 Each Participant has a PhD in Counselor Education and Supervision so only their 

master’s degree specialty is mentioned below. To gain an adequate understanding of each 

participants’ view on the medical model, they were asked about their experience with the 

medical model. The following is a narrative of each participant and their experience.  

Participant 1 is a White, male in his 30’s. He is a Counselor Educator and 

Licensed Professional Counselor (LPC). Participant 1 has 5 years of experience as a 
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Counselor Educator. Participant 1 was the only participant who followed through from 

the CESNET posting and arranged an interview.  The meeting with Participant 1 was 

exciting being the first interview and because of the excitement the participant expressed 

about the research topic. Participant 1 was on the interview via Zoom from his home and 

was excited for the interview. His experience with the medical model comes from his 

time in Practicum & Internship and his 4-5 years of working in Urgent Care facility. He 

states, “we (counselors) get tossed into this fire with medication and how we view 

pathology with how we view symptoms and it’s not how we’re trained”.  

 Participant 2 is a white female in her 50’s. She is a Counselor Educator and is 

Licensed as a School Counselor. The meeting with Participant 2 was in-person in my 

office. I was curious to hear her responses since she was the only school counselor I was 

interviewing. Participant 2 is in her first year as a Counselor Educator. Participant 2 was 

the only Counselor Educator with a School Counseling Specialty. Her classes are 

currently all in-person. She described her experience with the medical model as “I will 

say that it (the medical model) affects how other people see me as a counselor, so how 

other people identify me”.  

Participant 3 is a white female in her 40’s. She is a Counselor Educator with a 

master’s degree in Art Therapy and Counseling. She has been a Counselor Educator for 

7-years and teaches mostly in-person classes.  I interviewed this participant through 

Zoom. She was excited about the interview and said right off the bat she may be an 

“outlier” in my data because her theoretical approach is viewing clients through the 

Medical Model. Therefore, her experience with the medical model is that it is her 

theoretical approach. She begins with the medical model then integrates techniques from 
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various theories to help her clients and students. She states, “I like the medical model. I 

work well with that structure. I like teaching that way too. I would like for the students to 

learn the. Medical model first and then move away from it as they want”.  

Participant 4 is a male in his 50’s. He is a counselor educator and LPC who has a 

Masters in Marriage and Family Therapy. He is in his 5th year as a full-time faculty 

member and teaches both in-person and online. I interviewed this Participate via Zoom. 

He describes his experience with the medical model as a necessary component of 

counseling. “We can’t do our jobs without it, and even though they don’t like to accept it 

all the time, the medical model needs us”.  

Participant 5 is a male in his 30’s who has his master’s in counseling and is 

starting his 7th year as a counselor educator. He holds his LPCS, and his classes are in-

person. His experience with the medical model is described as, “the medical community 

is familiar with that (the bio-psychosocial model) as an assessment tool” but that both 

medical, psychosocial, and spiritual needs of our clients are being met.  

Participant 6 is a female in her late 50’s. She has a Master of Arts in Psychology 

with an emphasis in Counseling. She holds her LPCS and has been a counselor educator 

for twenty-two years. The interview was conducted in-person in my office. She is a 

counselor in a local clinic as well as teaching counselor education. Her experience with 

the medical model has changed over the years in her practice in that she no longer relies 

on the DSM to diagnose clients because she does not use insurance in her practice. 

Although her belief that the medical model can be useful, she states, we can follow the 

medical model in all aspects except one, no cure”. Meaning there is no medical 

intervention that can completely cure a mental health issue.  
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Participant 7 is an African American female in her late 30’s who has been a 

Counselor Educator for 7 years. Her Master’s is in Clinical Mental Health Counseling. 

The interview took place via Zoom. She describes her experience with the medical model 

as positive although she states she was not prepared to work alongside medical 

professionals going into Practicum as a counselor-in-training. She states, “working with 

medical professionals like psychiatrists and nurse practitioners, I found that pretty useful, 

because it was, it just felt very collaborative”.  

Participant 8 is a white male in his 50’s. His Master’s is in Community 

Counseling, and he has been a Counselor Educator for 4-years. He has more experience 

as an LPCS with his own practice than he does as a counselor educator, having built his 

practice while completing his PhD. He teaches both in-person and on-line classes. The 

interview was conducted via Zoom. Of his experience with the medical model he states, 

“having been in the field for fourteen years, I think that sometimes we do a disservice to 

ourselves and the role of the counselor, and to our client when we adhere to an evidence-

based practice that isn’t really authentic to who we are as a person”.  

Participant 9 is a white female in her early 50’s with a Master’s in Rehabilitation 

Counseling. The interview took place via Zoom. She has been a Counselor Educator for 

7-years.  Most of her classes are taught in-person. She is the only participant with a 

specialty in Rehab counseling which must adhere to medical guidelines and laws which 

are from the medical perspective. Therefore, her answers were especially interesting. Of 

her experience with the medical model she says, “our system is set up on the medical 

model, but my students hear a lot about the social model. A lot of times (for clients) the 

impediment is barriers in the environment more than what is wrong with them”.  
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Participant 10 is a counselor educator in her 50’s who is of American Indian and 

white decent. Her master’s is in Clinical Mental Health, and she has been a counselor 

educator for 3 years. She teaches fully on-line. The interview was conducted via Zoom. 

Her experience with the medical model is as a clinical director, counselor, and counselor 

educator. She states, “we argue with utilization reviewers every day. We manage care 

with Insurance, and we have to advocate for our clients. Insurance will give you a certain 

amount of time under the medical model, but we have a very limited amount of time to 

make an impression on a client, to instill hope”.  

THEMES 

 Once formulated meanings were extracted from statements they were reduced to 

clusters and themes. The researcher then sent the transcripts to a more experienced 

researcher to identify themes. When the researcher compared the two sets of themes, four 

themes emerged, three with at least one sub-theme. Theme 1: The Experience of the 

Medical Model. Theme 2: Teaching Counselors-in-Training to Better Understand 

Counseling. Theme 3: The counseling professions situated in a broader healthcare 

system. Theme 4: The Medical Model creates a perceived hierarchy in Counseling. Each 

theme is discussed below.  

THEME 1: THE EXPERIENCE OF THE MEDICAL MODEL 

 Every participant had what they viewed as a strong Counselor Identity, yet each 

would describe their therapeutic approach differently. Of the ten participants interviewed, 

8 stated they were grounded in Rogerian theory. Participant 9 states that “CBT works 

really well with  a lot of people with disabilities because they can see it working” but 

goes on to say when her Internship students say, “they gave me the manual for CBT or 
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DBT and that’s what I’m doing on-site”, she responds with, “Okay, but you didn’t come 

her to read, so let’s talk about how you are connecting. How are you building rapport”?  

Participant 3 states she has two theoretical approaches. She starts with the medical model 

then moves to constructivist treating each person within their own reality. She goes on to 

say, “the messages that counselors get taught is that person-centered is great, and you 

might be person centered, but, really, those are skills to integrate into your work as a 

CBT/DBT counselor. I think some of it gets lost in the art of how do you do just person-

centered”. She further describes her counseling identity by saying, 

 “I like the medical model and I think it’s a nice starting place. Then, I have this 

other part of myself and my identity that’s very constructivist. Each person has 

their own reality, and everything doesn’t fit into these boxes. Then, when we 

counsel people, we’re really doing away with those boxes and just looking at this 

person and figuring out, what is their subjective truth, how do we work with this 

person, void of anything else”.  

The other participants range from strict Rogerian in their theoretical approach to a 

mixture of Rogers tenants and other methods according to what each client needs. The 

basic tenants that Carl Rogers put forth in his Person-Centered theory are: the 

client/therapist relationship, the vulnerability of the client as they seek help keeps them 

returning to the therapist, the therapist must be both genuine and congruent within the 

relationship with the client, the therapist must have unconditional positive regard for their 

client, the therapist must show accurate empathy toward the client, and finally the client 

must perceive genuineness from the therapist to form trust in the relationship (Prochaska 
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& Norcross, 2014). Each participant touched on one, if not all of these tenants during 

their interview. Participant 1 states,  

“a lot of our students don’t recognize and, I think, a lot of working counselors 

don’t really understand the delicacy of what we are doing. You’re asking 

someone to come in and show you true vulnerability. Clients come to see you and 

they just want someone who cares, the genuineness that Rogers talks about is 

what they want. It’s the relationship that’s going to bring them back”  

He further says, I think it helps the client to conceptualize patters that we are seeing that 

they are not connecting. Such as past trauma in a relationship represented in current 

relationships stating that, “if we can connect these things, we will have a good shot at 

helping that person”.  

Many participants spoke of the moment in counseling where the magic happens. 

Participant 10 put it most eloquently, “with our clients, do we ever get down to the 

process? That is where counseling takes place. True change takes place in the process”. 

Participant 4 says, “how do you became that kind of one second-order change voice in a 

first-order change environment”.  First order change involves going away from the 

problem to manage it and second order change means going toward the problem to fix it 

(Fraser & Solovey, 2007). Participant 8 speaks to both congruency and authenticity when 

he states, 

“When we adhere to an evidence-based practice that isn’t really authentic to who 

we are as a person, our clients can pick up on that. It’s not really congruent. It’s 

not really authentic. It's not coming from a place of passion or experience, or 

values and beliefs as to what helps a person in a process of change”.  
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Participant 9 says, “we’ve got to let them (clients) know that they are safe to be 

themselves in our space”. Participant 1 says of the importance of the relationship, “it 

always comes back to what creates change and to me, it’s through that relationship”.  

THEME 2: TEACHING COUNSELORS-IN-TRAINING TO BETTER 

UNDERSTAND COUNSELING 

 Each person interviewed was a counselor educator, so I asked each of them how 

they addressed the humanistic, Rogerian-based counseling approaches taught in 

counseling programs with the medical model that students face in Practicum and 

Internship. Of the 10 participants, 9 said they tried to offer a way for students to mix the 

two approaches stating that both were important to the counseling process. Some felt both 

were important because of the necessity of Insurance’s use of the medical model while 

others noted the use of the medical model helped new counselors conceptualize treatment 

plans for clients. Regardless of their view, they each noted that for change to happen, the 

relationship between counselor and client is vital for change.  

Participant 10 says, “it is really important to me in the classroom to make sure 

that I impart to my students that ‘you are the difference between whether or not that 

individual actually gets something out of that counseling session or not”. She goes on to 

say about her students,  

“you’re uncomfortable, guess what, that’s where you’re growing. You’re getting 

better as a counselor. Really explaining to them that is what is going to happen in 

the counseling session. When your clients get uncomfortable, when they are 

having a breakdown where they are crying, don’t hand them a box of tissue, don’t 

tell them it’s going to be ok. Let it happen. This is where the growth takes place”.  
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Further, participant 10 states that she pushes her students to self-reflect to prepare them 

for counseling sessions. She goes so far as to use confrontation to help illuminate an issue 

that a student may not see.  

 “In this particular segment where you said this to the client, was that about them 

or was that about you? I dig in with my students. I tell them they have to be 

extremely self-aware and of countertransference when it’s happening. You have 

to put that in the back seat but not forget it, and be present with the client, because 

then you’ve got some work to do on whatever was coming up with you. So, what 

I teach my students, the first half of the semester, is how to recognize that, 

because if they are not present with the client in the room and they’re thinking 

about their own stuff, then they’re doomed from the beginning”.  

Participant 3 who says her theoretical approach is based on the medical model 

states, the “difference between who I am as a counselor and counselor educator and those 

who only use the medical model is that I am willing to let them have space to be really 

uncomfortable and sad and be all of that without constantly needing the outcome of 

change”. She further states, 

I don’t like the labels. I feel that so much as a counselor educator when students 

say they don’t want a client with mania, or bi-polar, or whatever you like, and I’m 

like, no, no, you don’t understand, we’re not putting them in a box, you are 

putting them in a box by not understanding them”. 

Participant 8 describes his way of teaching as,  

“I am always almost preachy about this idea of being your authentic version of 

yourself. And I found myself appreciating what some of these theories 
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(CBT/DBT) have to offer. For example, with ACT, this idea of not focusing on 

what’s wrong, work more on being in a place of acceptance”.  

For participant 7, helping her students understand the medical model is important in 

treating the whole client saying, “letting the students know just how important it is to 

understand the medication side for the clients”.   

THEME 3: THE COUNSELING PROFESSION SITUATED IN A BROADER 

HEALTHCARE SYSTEM 

 All the participants expressed that counseling was a separate and distinct 

profession from other mental health professions. They were able to articulate that 

distinction, but some expressed the mixed messages they got from both those in the 

counseling profession and those in the medical field about the responsibility and 

effectiveness of counselors. For example, Participant 2 says that the medical model 

“affects how other people see me as a counselor. How other people identify me”. 

Participant 1 says, “we can’t lose the human element, right, that’s to me the biggest 

thing”. Participant 7 says that in her experience in community mental health center she 

“started seeing how doctors interacted with the clients, from a mental health perspective, 

having to learn on my own how to talk with doctors and how to get information from 

them about the client”. Participant 5 says of the counseling profession, 

 “We have to be cognizant of the changing reality of where counselors are 

working, the people who they’re coordinating with their peers in that environment 

and are trained in a way to help facilitate that positive impact on the clients. I 

think being more open and receptive to some of these changes”.  

The same idea was described by participant 4 as  
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“I do think a lot of times we’re at a crossroads for those of us that have done it a 

certain way and that we have to take a step back and take the temperature of how 

the world at large is operating and realize, you know what, a lot of paradigms are 

shifting, and we may be behind the curve of adapting to it”.  

Participant 3 says, “I feel like I get a lot of mixed messages from the profession. I do 

think our profession is split. I feel that so often even at conferences. How does all this 

exist within one profession? Do we know who we are, we know who we’re not”. She 

further states of the counseling profession,  

 “We’re ok to just sit in the muck with clients and let them be who they are, 

trusting that through that is how healing happens. There is an art to using the 

medical model because it is helpful and you’re going to survive working in places 

using it, and it provides a nice framework, but then you have to be willing to pull 

back and have a larger space for your client to exist”. 

Participant 8 says of counselors in the profession, “I think it’s important to be considering 

that authenticity piece. Most of us tend to believe in therapist, that we find a way to still 

be ourselves even if we’re in a system that is asking us to do other things”. When 

Participant 9 was asked if her counselor identity changed when faced with the medical 

model she responded, “I am 20-plus years in the field and there’s still not a good answer. 

I evolve as I get out in the world”. When asked if the counseling profession is headed 

more toward coaching his response was, “so many people have left counseling because 

they couldn’t see people across state lines and so, you know, all of those things are so in 

flux”.  

Participant 10 says,  



  

   

 83 

 “At the end of the day, I think that counseling is a different field. It is unique. It is 

different from any other program and it’s training people how to literally put other 

people’s lives in the palm of their hands. Mental Health is a huge issue in this 

country right now. There is an impact on individuals who are not getting proper 

treatment. If we are not giving quality treatment, then it’s our fault. It starts with 

counselor educators training them (counselors-in-training)”. 

Participant 1 says of what is unique about the counseling profession 

 “Anyone can Google coping skills for anxiety or coping skills for depression, how 

to deal with the loss of a son or daughter, or a husband or wife. Anyone can do 

those things and there is a reason they don’t really work because there is no 

ownership. Our job is to take our knowledge and find a way to personalize it for 

that person, a personalized gift for them. That’s what makes it work, when they 

accept, this is my coping skill, you can’t take it because it’s mine. There is 

ownership and empowerment in there. It’s tweaking it in a way to allow buy-in”. 

He gives an example, 

 “When I’m talking to my 47-year-old client, I’m really talking to her 8-year-old 

self who had to hide her possessions because she had strict parents and didn’t 

understand what they were telling her. Now she is 47 and has hording issues. I 

would fail her to talk to her from a behavioral standpoint saying, ‘we need to get 

rid of stuff, to de-clutter, this is a safety issue’. She has heard that her whole life. 

I’ve got to recognize I’m talking to the little girl. If I can tap into that, that helps 

me develop the best relationship with them”. 
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THEME 4: THE MEDICAL MODEL CREATES A PERCIEVED  HIERARCHY 

IN COUNSELING 

 Regardless of the participants theoretical approach, each expressed that if it be out 

of necessity or choice, the medical model has a place in the counseling profession. Each 

stated it as a fact of the profession if they delt with insurance or not. Participant 1 says. 

“the difference in what we do (as counselors) and what insurance says we do, is that what 

we do is not quantifiable. Your job as a counselor is you’re trying to work yourself out of 

a job, so they (clients) can figure out life without you”. Participant 4 states, “there are 

components of mental health that need the medical model. That it is essential, that we 

can’t do our jobs without it”. He goes on to say, “I work primarily with addictions, and 

you’ve got to have first order change”. Participant 5 describes the mental health 

professional working within the medical model as figuring out “how do we work in the 

medical system with managed care requirements? It is about how we operate as mental 

health professionals. I am not giving up on the idea that they are mutually exclusive”. He 

goes further to say, 

“The medical model, or people trained in that model oftentimes might have biases 

against us or think what we do is less than and, so, in thinking about how to 

advocate for our clients, not just getting the right meds, but thinking about them 

from a bio-psychosocial model, which I find is a helpful tool”. 

Participant 9, who is the Rehab Counselor Educator says, “from a rehab perspective, our 

system is set-up in the medical model. I firmly believe in the social model as opposed to 

that” so her students are taught both the medical model and the social model. Participant 

3 says, “most of my experience has been on treatment teams where the medical model is 
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used so it makes sense to me”. Participant 6 in talking about the stigma still related to 

mental disorders states, “society understands mental disorders from the medical model 

because that’s all they know”. She gives the example of an autistic child who cannot 

control himself in the classroom, people equate that with low intelligence just as society 

tends to speak louder to a blind person equating blindness with hearing loss. She goes on 

to say that although we as a profession and society have come a long way in the last ten 

years with people recognizing that mental health is as important as physical health, there 

still is a long way to go. Participant 8 says,  

 “For insurance purposes, if you want to call that the necessary evil, where you 

have to be anchored in an evidence-based approach so you can get reimbursed we 

had all these goals and objectives we’d check off in our progress notes working 

on objective one or two saying, ‘client demonstrates progress as evidenced by…’ 

but I still tried to be myself in the role of counselor”. 

Participant 1 says of the medical model and the therapeutic alliance in counseling, 

 “Having that medical knowledge is useful to us because we can be that bridge. I  

think at this point, we’re more of a drawbridge and there is no way to get it down 

because we’re not bridging the two things. The use of the medical model is on one 

side of the bridge and there is no connection to the other side”.  

SUMMARY 

 Results of the data were integrated into a schema of the lived experience of 

counselor educators counseling identity and the medical model. Representations of this 

experience include counseling identity, teaching counselors-in-training, the counseling 

profession, and the role of the medical model in counseling. Although most participants 



  

   

 86 

had Rogerian based theoretical approaches, all participants described the need to work 

with the medical model as a component of counseling. Those that leaned more heavily on 

the medical model still described the relationship between client and therapist as the key 

component to change.  
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CHAPTER 5 

DISCUSSION 

 This study’s purpose was to explore the experience of counselor educators 

counseling identity and the medical model. All recognized the medical model’s use in 

counseling as a fact. Many described the use of the medical model as positive especially 

to newer counselors. Some described the use of the medical model without the 

humanistic piece as lazy. One participant went so far as to call that dangerous counseling.  

 This study found that all participants agreed to the unique values of counseling 

(Gibson et al., 2010; Prosek & Hurt, 2014; Rønnestad & Skovholt, 2012; Hurt-Avila & 

Castillo, 2010) and to the traits that counselors should possess (Gladding, 2018). Each 

agreed also that although the Medical Model can bring behavioral change, substantiative 

change that comes through second-order change can only be achieved through focusing 

on the therapeutic relationship (Dong et al., 2018). Not surprisingly, this study noted that 

the power of talk therapy continues to be reiterated in the field (Rizzulo, 2008). This 

study also found that although counselors can describe the moment when second-order 

change begins in counseling, they admit that it is difficult to get to that moment within 

the constraints of the Medical Model. Further, the more constrained counselors are by the 

medical model, there is a fear among counselors that they will lose that special moment 

of change that comes from the relationship that sets the counseling profession apart from 

most other professions in mental health.  

 As noted, the traditional values of counseling grounded in Rogerian tenants seems 

to contradict the evidence-based practice that has emerged in the field (Miller, 2010). 

Yet, the evidence in this study showed that more counselor educators see the need for 
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both and that they are not mutually exclusive. The evidence here supports the notion that 

professional counselors can choose how much of the medical model to use depending on 

if they want to use insurance for reimbursement or not. This both supports and 

contradicts the idea that Miller (2010) and Thompson (2010) put forth that the 

medicalization of therapy will not only guide which counselors use insurance, it will also 

determine research in the field. Under a managed care system, counselors are pushed into 

using the medical model in treatment protocols, outcomes (Wampold, 2001) and length 

of treatment. This study found that counselor educators acknowledged the constraints of 

working within the medical model for second-order change, but they did not agree that 

research in the field had to be determined by the medical model. For those interviewed, 

evidence-based practice, based on the medical model, and humanism, the hallmark of the 

counseling profession (Rogers 1951), are not mutually exclusive. Their focus was on 

adapting counseling models to meet the needs of the medical model while not losing the 

counselor-client relationship. Which further proves the importance of the counselors-in-

training counseling identity being influenced by their counselor educators (Owens & 

Neale-McFall, 2014; Hurt-Avila & Castillo, 2017).  

The counselor educators interviewed here all expressed a need to teach the 

medical model and how to work with-in it with other person-centered techniques to effect 

change. Their need to impart to students that a diagnosis does not define a person was 

universal in each candidate interviewed. This study showed that despite the mismatch of 

the medical model with traditional values in counseling (Wampold, 2001; Hansen 2006), 

these counselor educators strove to teach their students both the medical model and the 

strength-based model (Hansen, 2006). Although the push toward evidence-based practice 
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is winning in the counseling profession (Miller, 2010; Remley & Herlihy, 2010; Mellin et 

al., 2011), those interviewed here agreed, none were willing to give-up on creating lasting 

change in clients. Participants agreed that beyond symptom reduction, lasting change 

came from the therapeutic alliance approach, reiterating the findings of Krupnick et al. 

(1996) that alliance was the strongest outcome predictor. This study showed that 

counselor educators believe that regardless of therapy techniques or conditions, the 

therapeutic alliance correlates with a positive outcome (Martin et al, 2000; Horvath & 

Symonds, 2001; McLeod, 2011). Therefore, the need to prepare students to use the 

therapeutic alliance within the medical model was a balance that most participants agreed 

needed to happen but not all were confident in how that was to be accomplished.  

As to how counselor educator’s professional identity is influenced by the 

increasing trend toward evidence-based practice in the field (Gibson et al., 2015; Hansen, 

2006), there seemed to be more varied answers to this question. While each stated that 

their counselor identity remained the same, many mentioned the changing world of 

counseling and the professions’ need to adapt to it. Most, as well, stated the need to keep 

counseling as a separate profession from other mental health professions including 

coaching. Mainly there was a sense that counselors should not lose, as one participant 

said, their voice. All talked about the unique things that make counselors distinct from 

other professions. The idea of not losing the key component of developing a strong 

counselor identity is the interpersonal and intrapersonal dimensions required to be a 

competent counselor. Interpersonal and intrapersonal development comes through 

identifying with the profession by adopting the tenants of the counseling profession.  

which include, “skills, values, roles, attitudes, ethics, and models of thinking” (Gibson et 
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al., 2015, p.114; Auxier et al., 2003; Gibson et al., Moss, 2010; Nugent & Jones, 2009) 

which are represented within the profession.  This study found that counselor educators 

can demonstrate a well-developed understanding of the philosophical underpinnings of 

counseling and how counseling differs from other professions in the field (Puglia, 2008). 

As to Hansen’s (2006) claim that the mirroring of the medical model with counselors as 

technicians and clients as disordered individuals is the main departure from traditional 

“humanistic values that have shaped the counseling profession” (p.157) seems to be 

untrue for the counselor educators interviewed in this study. They expressed the need to 

maintain the humanistic values in their counselor identity and integrate them with the 

medical model.  

 Some participants focused more on the way they teach counselors-in-training than 

their own experience with the medical model, but all touched on both. Two participants 

described teaching counselors-in-training on-line as watered-down, saying that the 

experiential piece of teaching counseling could not be captured on-line. They expressed 

concern about the quality of counselors the profession was producing from strictly on-

line programs. Most of the participants expressed the need to teach both the medical 

model and humanistic qualities to counselors-in-training to best prepare them for the field 

agreeing with Wampold & Imel (2015) that the medical model and the therapeutic 

alliance can complement one another instead of divide. That said, this study showed 

counselor educators are willing to meet their medical model counterparts in the middle 

but are unsure that those in the medical profession are willing to take that step.  

There was a consistence about the need to work within managed care, which 

emphasizes first-order change based in the medical model and maintain second-level 
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processing where clients must change their core beliefs about themselves because their 

current schema no longer works (Lyddon, 1990). They must move toward the problem, 

instead of away from it (Fraser & Solovey, 2007). Many participants expressed the 

importance of this by how they taught their students. Some pushing their students to 

experience second-order change themselves while other asked their students how they 

were developing their relationship with their clients to effect change.  

 As to the collective counseling identity of the profession, this study found that 

although counselors are taught to work from a wellness/developmental approach 

(Gladding, 2018), regardless of the circumstances in which they work, the struggle in the 

profession by those who work within the medical model’s view of clients and techniques 

verses the compensatory or enlightenment models continues to hamper the profession’s 

ability to articulate an appropriate collective identity (Calley & Hawley, 2008; Kaplan & 

Gladding, 2011; Reiner et al., 2013; Lile, 2017). As two participants stated, there is so 

much under the umbrella of counseling, it is hard to know who we are or where we fit 

under that umbrella.  

As to the emphasis on the universal use of evidence-based practices continuing to 

move the counseling profession toward the medical model (Thompson, 2010), this study 

found that some in fact do see this as a good move to legitimize the profession (Miller, 

2010) while other participants are concerned that the therapeutic alliance approach, 

unique to the counseling profession, could be lost (Remley & Herlihy, 2010). The idea 

that in counseling treatment must adhere to a plan that alleviates symptoms of the 

diagnosis rather than dealing with other issues that might bring on lifelong change 

(Wampold, 2001) seems to be overstated. In the world of counseling and academia, this 
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study found that counselors and counselor educators strive to do both: to alleviate 

symptoms and bring about lifelong change. Although the medical model expects change, 

counselors have found a way to document the subtle changes that come with, as one 

participant described, sitting in the muck with your client. This ability to do so begins 

with the counselor educators emphasizing how to do both to their students. 

This study found that most students in Practicum and Internship needed internal 

work to be successful. It further reiterated the idea that new counselors will find basic 

times of growth, such as resistance from clients, silence in the session, or confrontation 

difficult if they are not prepared (Christopher & Maris, 2010; Kabat-Zinn, 1994). What 

prepares them, according to those interviewed here are times spent in the structure of 

evidence-based sessions and time in sessions spent within the therapeutic relationship 

realm learning to recognize, control, and work-on their own triggers. This study mirrors 

the sentiment that Cushman & Gilford (2000) said that the longer counselors are allowed 

to operate outside the counseling relationship, the more control they will seek over the 

counseling process.  

Although a counselor’s professional identity is complex, the counselor educators 

interviewed here understood these complexities and recognized their role in the 

development and changes in the professional identity of future counselors and therefore 

the future of the field (Auxier et al, 2003; Bobby & Urofsky, 2011; Cashwell et al, 2009; 

CSI, 1998, Daniels, 2000, Reiner et al., 2013). While the emphasis on the universal use of 

evidence-based practices continues to move the counseling profession toward the medical 

model (Thompson, 2010) through managed care, the counselor educators interviewed 

here emphasized a balance between the medical model and the therapeutic alliance. There 
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was little doubt that none of the counselor educators interviewed here wanted to lose 

what is unique to the counseling profession.  Although the health care system, and its 

emphasis on profit, continues to push psychotherapy to mirror medical treatments, 

“Psychotherapy, as often practiced, is laden with medical terminology-diagnosis, 

treatment plans, validated treatments, and medically necessary conditions, to name a few” 

(Wampold, 2001, p.2), the adaptation of counseling to fit alongside the medical model is 

important to the counselor educators in this study. The use of psychotherapy within the 

medical model has a long and controversial history. After all the development of 

psychotherapy to treat mental health disorders was developed within medicine, aka, 

within the medical model and has always taken a back seat to medicine (Wampold & 

Imel, 2015). However, this study found that the uniqueness of the therapeutic approach 

has a place in healing the whole person and counselor educators are determined to find a 

way to pass that onto their students and secure the future of the counseling profession.  

LIMITATIONS 

While this study helps fill a gap in the literature of counseling identity and the 

medical model, a few limitations do exist. First, of the ten participants, nine were known 

to the interviewer so some bias on the part of the interviewer and the interviewee may 

exist. To mitigate the bias of the relationship, the researcher asked a question of the 

participant that the interviewer did not know about the participant. It set the stage of 

resetting the researcher’s brain to a new experience with the participant regardless of the 

pre-existing relationship. Second, of the ten participants, nine of them were either trained 

at the same institution that the interviewer was or work there so the culture of their 

training and the interviewers training was known. Although 10-participants were 
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interviewed, getting a cross-section of participants from across the country would have 

added to the research and may have produced different themes. Third was the sampling 

method. After only one response from CESNET, the researcher began to contact people 

they knew who met the criteria but with whom the researcher had a relationship. Of all 

those contacted, only 2 did not respond. The last limitation was the timeframe. Because 

of time-constraints, the researcher was not able to send each participant a transcript of 

their interview and hear-back as to any changes they wished to make. Although some 

clarification was sought by the researcher by contacting participants individually in some 

cases.  

RECOMMENDATIONS 

Based on this study’s results and data that was mentioned by more than one 

participant but that did not qualify for a theme, I have two recommendations. The first is 

to focus on how programs gatekept their students. If part of their training is to develop a 

counseling identity which can be defined as the way counselors see themselves and is 

influenced by the identity of the program that prepared them (Mascari &Webber, 2012), 

how do programs identify and remediate student who are not either developing an 

identity or have an unhealthy one. Further, how does a program “gatekeep” itself? 

Although program reviews are required to maintain CACREP accreditation, the culture of 

a program cannot currently be measured. Further, two participants mentioned that 

moving to all on-line programs in counselor educating produced, in their experience, a 

watered-down version of counselors. When the counselors-in-training got to Practicum 

and Internship the students had not done any internal work to meet the counseling 
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competencies. A further study of on-line verses in-person or hybrid may bring to light 

more of those things talked about in this study as to what constitutes a good counselor.  

Next Steps 

 Although everyone that was interviewed saw this as an important topic in 

counseling, because of the limitations stated above, the researcher would like to get a 

broader response to see if this topic is of concern in the profession. The researcher will 

develop a Likert-scale type questionnaire that asks counselor educators their opinion 

about this topic and other topics they deem important in the field right now. Eventually, 

distributing the questionnaire to counselors would be helpful as well. Seeing if there is 

statistically significant findings as to this topic verses other topics in counseling at the 

moment would be helpful to know.  

 Finally, if time were no object, the researcher would design this project as a 

mixed-method study. Although further study on this topic can produce good results, if the 

research was set-up as a mixed-method study to begin with, allowing the quantitative to 

drive the qualitative, may have allowed the researcher to ask more pointed questions and 

narrow the focus of the interviews.  

CONCLUSION  

The purpose of this qualitative study was to explore counselor educator’s 

experience of the medical model’s influence on the practice of counseling (Jensen, 2006). 

The researcher believes they have done that and brought to light several issues that still 

exist between the practice of counseling and the medical model. However, the researcher 

also believes that, as the participants showed, their ability to adapt and meet students and 

clients where they are in their process shows that the profession in general is in position 
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to work with the medical model and not lose the things that make counseling a unique 

and distinct profession. Although this study has shown there are still identity issues 

within the larger counseling profession, individual counseling identities are not 

influenced in a negative way by the medical model. Counselor educators in this study 

went out of their way to describe how they emphasis the uniqueness of the counselor as a 

person, within the therapeutic relationship. and in the counseling profession to their 

students.  
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Mary Elizabeth Teem 

3001 Mercer University Drive, Suite 214 College of Professional Advancement Atlanta, 

GA 30341 

 

1 RE: Influence of the Medical Model on Counseling Identity: Counselor Educators' 

Experience (H2202040) 

 

Dear Teem: 

 

On behalf of Mercer University's Institutional Review Board for Human Subjects 

Research, your application submitted on 17-Feb-2022 for the above referenced protocol 

was reviewed in accordance with the 2018 Federal Regulations 21 CFR 56.110(b) and 45 

CFR 46.110(b) (for expedited review) and was approved under category(ies) _7 per 63 

FR 60364. 

 

Your application was approved for one year of study on 18-Feb-2022. The protocol 

expires on 17-Feb-2023. If the study continues beyond one year, it must be re-evaluated 

by the IRB Committee. 

 

2 Item(s) Approved: 

this study will look closely at how the medical model impacts counselor educators' 

counseling identity. It will e a phenomenological study exploring the experience of 

counselor educators as it relates to the use of evidence-based practices in the mental 

health profession. Studying the experience will allow themes to emerge that can discern 

how the use of medical model practices in counseling influence the counselor identity of 

counselor educators, which is the largest influence on the developing identities of 

counselors-in-training. The importance of the study is to see if further research is needed 

as to the use of the medical model in the counseling profession. 

 

NOTE: You MUST report to the committee when the protocol is initiated. Report to the 

Committee immediately any changes in the protocol or consent form and ALL accidents, 

injuries, and serious or unexpected adverse events that occur to your subjects as a result 

of this study. 

 

http://www.accessdata.fda.gov/scripts/cdrh/cfdocs/cfcfr/CFRSearch.cfm?fr=56.110
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service to our research community. As one of our investigators, we value your feedback 

and ask that you please take a moment to complete our Satisfaction Survey and help us to 

improve the quality of our service. 

 

It has been a pleasure working with you and we wish you much success with your 

project! If you need any further assistance, please feel free to contact our office. 

 

 

Respectfully, 

 

 

Ava Chambliss-Richardson, Ph.D., CIP, CIM. Director of Research Compliance 
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Institutional Review Board 
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accordance with the International Conference on Harmonization's (ICH) Guidelines for 

Good Clinical Practice." 

 

Mercer University IRB & Office of Research Compliance 
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Appendix B 

Informed Consent 

 

 
 

College of Professional Advancement 

INFLUENCE OF THE MEDICAL MODEL ON COUNSELING IDENTITY: 

COUNSELOR EDUCATORS’ EXPERIENCE 

 

Informed Consent 

You are being asked to participate in a research study. Before you give your consent to 

volunteer, it is important that you read the following information and ask as many 

questions as necessary to be sure you understand what you will be asked to do. 

 

Investigators 

Mary Elizabeth Teem, MS, ABD, Mercer University, Counseling Department  

3001 Mercer University Drive, Atlanta, GA 30341, 678-547-6411 

Dr. Morgan Kiper-Riechel, PhD, Mercer University, Counseling Department 

3001 Mercer University Drive, Atlanta, GA 30341, 678-547-6047 

 

Purpose of the Research 

This research study is designed to look closely at the experience of the influence of the 

medical model on counselor educators’ counseling identity. It will be a 

phenomenological study exploring the experience of counselor educators as it relates to 

the use of evidence-based practices in the mental health profession. Studying the 

experience will allow themes to emerge that can discern of the use of medical model 

practices in counseling influence the counselor identity of counselor educators which is 

the largest influence on the developing identities of counselors-in-training. The 

importance of the study is to see if further research is needed as to the medical model on 

the counseling profession. 

The data from this research will be used to Understand the experience of counselor 

educators as it relates to the use of evidence-based practices in mental health professions. 

Although research is plentiful on evidence-based practice in mental health, how the use 

of it impacts counselor educators is yet unstudied. I will be conducting this study to fulfill 

requirements for the degree of PhD in Counselor Education and Supervision.  

 

Procedures 

If you volunteer to participate in this study, you will be asked to sign an informed 

consent. You will agree to an initial interview over a recorded Zoom session and any 

follow-up questions that may be necessary.   

Your participation will take approximately The initial interview will be 30-45 minutes 

long. Any subsequent conversations will be approximately 15 minutes.  



  

   

 

 

 

Potential Risks or Discomforts 

There are no foreseeable risks or discomforts associated with this study.  

In the case of any discomforts, or for any reason, the subject has the right to withdraw 

from the study at any time.  

 

Potential Benefits of the Research 

No expected benefits are associated with this research for individual participants.    

The potential benefits to contributing to the body of research can inform the field on the 

implications of the use of evidence-based practices exclusively in mental-health 

treatment. Further, it can inform counselor educators of the impact on their counselor 

identity.  

  

Confidentiality and Data Storage 

Confidentiality will be maintained in the final publication by changing the names of the 

participants. Although the Zoom meetings will be recorded, they will be erased from the 

investigators computer immediately following the conclusion of the study. The video 

recording will be used for the investigator to go back and clarify any needed information. 

They will be recorded on Mercer University’s encrypted Zoom account and stored in the 

cloud through Mercer University. Only the principal investigator, the investigators 

advisor, and Dr. Kriti Vashisht from McNeese State University who will be acting to 

ensure validity and reliability through triangulation. Any materials and data collected in 

the study will be stored securely at Mercer University in Atlanta for 3-years after the 

completion of the study. 

 

Participation and Withdrawal 

Your participation in this research study is voluntary. As a participant, you may refuse to 

participate at any time. To withdraw from the study please contact Mary Elizabeth Teem 

at mteem@mcneese.edu. 

 

Questions about the Research 

If you have any questions about the research, please speak with Mary Elizabeth Teem at 

mteem@mcneese.edu or Morgan K. Riechel at riechel_me@mercer.edu. 

 

Audio or Video Taping 

Participants give permission to be recorded via Zoom.  

This project has been reviewed and approved by Mercer University’s IRB.  If you believe 

there is any infringement upon your rights as a research subject, you may contact the IRB 

Chair, at (478) 301-4101. 

You have been given the opportunity to ask questions and these have been answered to 

your satisfaction. Your signature below indicates your voluntary agreement to participate 

in this research study. 

 



  

   

 

 

 

 

 

 

 

 

     

 Research Participant Name (Print)  Name of Person Obtaining Consent (Print)  

     

 Research Participant Signature  Person Obtaining Consent Signature  

     

 Date  Date  
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Appendix C 

 

Outline of Phonological Research Methods 

 

1. Epoche: Setting aside prejudgments and opening the research interview with an 

unbiased, receptive presence 

2. Phenomenological Reduction 

a. Bracketing the Topic or Question 

b. Horizontalization: Every statement has equal value 

c. Delimited Horizons or Meanings: Horizons that stand out as invariant 

qualities of the experience 

d. Invariant Qualities and Themes: Nonrepetitive, nonoverlapping 

constituents clustered into themes 

e. Individual Textural Descriptions: An integration, descriptively, of the 

invariant textural constituents and themes of each research participant 

f. Composite Textural Description: An integration of all of the individual 

textural descriptions into a group or universal textural description 

3. Imaginative Variation 

a. Vary Possible Meanings 

b. Vary Perspectives of the Phenomenon: From different vantage points, 

such as opposite meanings and various roles 

c. Free Fantasy Variations: Consider freely the possible structural qualities 

or dynamics that evoke the textural qualities 

d. Construct a list of structural qualities of the experience 

e. Develop Structural Themes: Cluster the structural qualities into themes 

f. Employ Universal Structures as Themes: Time, space, relationship to self, 

to others; bodily concerns, causal or intentional structures 

g. Individual Structural Descriptions: For each co-researcher, integrate the 

structural qualities and themes into an individual structural description 

h. Composite Structural Description: An integration of all of the individual 

structural descriptions into a group or universal structural description of 

the experience 

i. Synthesis of Composite Textural and Composite Structural Descriptions 

j. Intuitively-reflectively integrate the composite textural and composite 

structural descriptions to develop a synthesis of the meanings and essences 

of the phenomenon or experience 

4. Methodology 

a. Preparing to Collect Data 

b. Formulate the question: Define terms of question 

c. Conduct literature review and determine original nature of study 

d. Develop criteria for selecting participants: Establish contract, obtain 

informed consent, ensure confidentiality, agree to place, and time 

commitments, and obtain permission to record and publish 
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e. Develop instructions and guiding questions or topics needed for the 

phenomenological research interview 

5. Collecting Data 

a. Engage in the Epoche process as a way of creating an atmosphere and 

rapport for conducting the interview 

b. Bracket the question 

c. Conduct the qualitative research interview to obtain descriptions of the 

experience. Consider: 

i. Informal interviewing 

ii. Open-ended questions 

iii. Topical-guided interview 

6. Organizing, Analyzing, and Synthesizing Data 

a. Follow modified van Kaam method or Stevick-Colaizzi-Keen method 

b. Develop individual textural and structural descriptions, composite textural 

and composite structural descriptions, and a synthesis of textural and 

structural meanings and essences of the experience 

7. Summary, Implications, and Outcomes 

a. Summarize entire study 

b. Relate study findings to and differentiate from findings of literature review 

c. Relate study to possible future research and develop an outline for a future 

study 

d. Relate study to personal outcomes 

e. Relate study to professional outcomes 

f. Relate study to social meanings and relevance 

g. Offer closing comments: Researcher’s future direction and goals" 
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