ABSTRACT

EDWARDS, MALAIKA MICHELLE. Formulating a Mental Health Diagnosis: A
Phenomenological Inquiry of Licensed Counselors. (Under the direction of Dr. Stanley Baker).

The purpose of this dissertation study was to use transcendental phenomenological inquiry to
describe the lived experiences of licensed counselors assigning mental health diagnoses while
balancing competing priorities. As recently as 2019, before the COVID-19 pandemic, the
National Alliance on Mental Illness indicated that approximately 20% of adults in the U.S. met
criteria for at least one mental health diagnosis. After the pandemic was declared over, the
American Psychological Association conducted the Stress in America 2023 study, which found
that 37% of the adult sample reported a diagnosed mental illness. Despite the high prevalence of
mental illness now documented in the U.S., previous data confirms instances of provider bias
that increase the potential for over diagnosing serious mental illness based on race, ethnicity and
lower income level. In conjunction with issues of over diagnosing and misdiagnosis in mental
health, there is also a documented tension between the humanistic foundations of the profession
and engagement in a mental health system grounded in a medical model. In addition, counselors
have an ethical obligation to incorporate multiculturalism and social justice into all aspects of
their practice, but literature indicates high rates of burnout that can negatively impact clinical
work. There are limited studies on counselors’ diagnostic decision-making and no studies were
found describing mental health counselors’ lived experiences while formulating mental health
diagnoses. To contribute to this gap in literature, this study answered the research question,
“what are the experiences of licensed mental health counselors while formulating a mental health
diagnosis?” Participants included a purposeful sample of nine licensed mental health counselors
who represented seven regions across the U.S. Following a descriptive phenomenological

analysis of semi-structured interviews with each participant, seven primary themes emerged,



including: Clinical Setting(s); Diagnostic Methods; Influence of Time and Experience; Internal
Experience; Life Occurrences and Responsibilities; Self-care; and Worldview, Paradigm, and/or
Theoretical Orientation. Consistent with the transcendental phenomenological methodology, a
statement was developed to capture the essence of the phenomenon. Given the post-pandemic
exacerbations of distress in the U.S., coupled with counselors navigating the complexities of

diagnosing, recommendations for practice, teaching, and research are also offered.
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CHAPTER 1: INTRODUCTION
State of Mental Health in the U.S.

According to the American Psychological Association’s Stress in America™ 2023 survey
of 3,185 adults over 18 years old, 37% of respondents reported a diagnosed mental illness in
August 2023, which is a collective increase of 5% since the pre-pandemic report of 32% in 2019
(American Psychological Association, 2024). As members of the global community, and
residents of the United States, we are four years beyond the start of the COVID-19 pandemic, but
the resulting impacts of collective fear, grief, and trauma are alarming. Beyond that, however, it
is curious that the American Psychological Association’s (2024) report identifies this
phenomenon as collective trauma while directly linking the responses to diagnosed mental
illness, which suggests a pathology rather than a reasonable response to the unprecedented events
of the last several years.

Prior to the COVID-19 outbreak in 2020 and currently, data from the National Alliance
on Mental Illness (NAMI; 2022) indicate that approximately one in five adults in the U.S. suffers
from some form of mental illness (Reinert et al., 2021). This statistic, while lower than the
outcomes cited by the American Psychological Association, is equally astonishing given the
implication that at least 20% of the entire adult population meets diagnostic criteria for some
form of psychological distress or behavioral dysfunction. Moreover, those figures do not include
U.S. children experiencing emotional, psychological, or behavioral distress or dysfunction, so the
estimate for the total population is much higher (Reinert et al., 2021). Considering that each of
those individuals may impact at least one other person in real life or online, including spouses,

children, siblings, parents, colleagues, friends, and strangers, a conservative estimate suggests



close to 100 million people either directly or indirectly affected by a mental health diagnosis,
which is almost one-third of the U.S. population (United States Census Bureau, 2022).

As individuals in the United States continue contending with the impacts of the COVID-
19 outbreak, there are data confirming the onset and/or exacerbation of mental health conditions
after the beginning of the public health crisis (Hossain, et al., 2020; Twenge & Joyner, 2020;
Wu, 2021). Just prior to the pandemic, data from 2019 indicated that for adults in the U.S. aged
18 years or older, close to 50 million people, or 19.86%, experienced some category of mental
illness that year (Reinert et al., 2021). In 2020, subsequent to the start of the pandemic, results of
a national survey annually administered by the Substance Abuse and Mental Health Services
Administration (SAMHSA, 2021) reported approximately 52.9 million U.S. adults, or 21% of
the population 18 years or older, met diagnostic criteria for any mental illness (AMI). SAMHSA
(2021) and its Center for Behavioral Health and Quality (2022) defined any mental illness (AMI)
as individuals who met criteria for any of the psychological disorders assessed on the Structured
Clinical Interview for the DSM (SCID). The American Psychiatric Association (APA) defined
the Structured Clinical Interview, or SCID, as a semi-structured interview to confirm “major”
(para. 1) DSM diagnoses, administered by a trained clinician who understands the DSM, its
diagnostic criteria, and its associated classification system (American Psychiatric Association,
n.d.).

By the following year, in 2021, the same annual survey administered by SAMHSA’s
(2022) Center for Behavioral Health and Quality cited that 57.8 million U.S adults, or 22.8% of
the population, experienced AMI. Therefore, according to SAMHSA data, in one year as the
pandemic began and continued, an additional 1.8% of the U.S. adult population, or 4.9 million

people, met criteria for AMI. These data are consistent with the previously referenced statistics



from the National Alliance on Mental Illness (NAMI; 2022), which cites one in five adults in the
U.S., or 20%, experience mental illness each year. Whether the increase in psychological distress
was a result of the pandemic, or exacerbated by it, if more than 20% of the U.S. adult population
met diagnostic criteria for some degree of emotional or psychological impairment in any context,
there is serious cause for concern.

The National Institute of Mental Health (NIMH) (2023) now considers mental illness
“common” in the U.S. (para. 1), but what is currently regarded as a routine occurrence also
involves documented instances of provider bias and disparities in treatment that increase the
potential for over diagnosing serious mental illnesses based on race, ethnicity, and lower
socioeconomic status (Delphin-Rittmon et al., 2015; National Alliance on Mental Illness, n.d.;
Snowden, 2003). Such a high prevalence of mental illness in the population raises questions
about what is occurring in the country to create these issues, in addition to increasing curiosity
about how diagnoses are assigned. It may not be reasonable or accurate to diagnose individuals
with disorders when so many people in the country meet criteria. Pathologizing such a large
segment of the population is of particular concern when in some cases these data indicate
systemic, institutional, sociopolitical, environmental, and/or implicit bias that impacts the
application of diagnoses, rather than reflecting conditions solely residing in clients and patients.
Twenty percent of any population experiencing various types and intensity of emotional and
psychological distress seems substantial, and perhaps less attributable to the individual and more
related to social and environmental factors that need consistent exploration. The population
statistics alone do not provide enough context to make any specific determinations; however,

given these data and the potential long term impacts of the pandemic on mental health, it is



reasonable for counselors, educators, and researchers to more critically examine clinical
diagnosing to ensure a comprehensive understanding of what is occurring across the country.
Diagnosis in Counseling

According to the most recent CACREP (2023) standards manual, there are eight
counseling specialty areas, including clinical mental health, which is the focus area of this study.
Despite there being differences across specialization, at least one common feature among all
counseling tracks is the use of informal and/or formal screenings or assessments to gain a
focused or comprehensive understanding of a client or student, identify areas of need and goals,
and/or identify and classify problems or assign mental health diagnoses (American Psychological
Association, 2014; Hohenshil, 1996; Young, 2021).

In many clinical mental health settings specifically, the categorization of psychological
conditions requires using the Diagnostic and Statistical Manual of Mental Disorders (DSM)
and/or the most recent International Classification of Diseases (ICD) system for classifying and
coding clinical disorders and billing medical insurance (Eriksen & Kress, 2006; Jensen- Doss &
Hawley, 2011; Suris et al., 2016; Zalaquett et al., 2008). Although the ICD system is relevant to
the mental health profession, the focus of the review of literature for this study is the DSM due to
its authors’ focus on utilization in the United States beginning with the third version of the DSM
(DSM-III) along with its recognized authority and predominance in the U.S. for classification
and diagnosis of mental health conditions (Eriksen & Kress, 2006; First, 2021; Kress et al., 2005;
Mead et al., 1997; Schwartz et al., 2011; Whooley, 2014). One example of the national influence
of the DSM is its use by governmental agencies, such as SAMHSA, in their published statistics

on mental illness, as well as NAMI and NIMH, both of which cite data from SAMHSA (Center



for Behavioral Health Statistics and Quality, 2022; NAMI, 2022; NIMH, 2023; SAMHSA,
2021).

While psychiatrists historically utilized the medical model to conceptualize patient issues,
counselors are often trained holistically or ecologically and are ethically mandated to incorporate
principles of multiculturalism, diversity, and social justice into their values and practice
orientations (American Counseling Association, 2014; Dailey et al., 2014; Eriksen & Kress,
2006; Kress et al., 2010; Zalaquett et al., 2008). Likewise, the merger of psychiatric
conceptualizations of client concerns seems to oppose the humanistic approaches to counselor
training (Dailey et al., 2014; Eriksen & Kress, 2006; Hansen, 2003; Zalaquett et al., 2008).

In addition to the way in which use of the DSM and diagnostics are situated in the field of
professional counseling, considerations must be made for the experiences of Black, Indigenous,
and other People of Color (BIPOC); all existing, expansive, and nonconforming gender identities
and expressions; all sexual identities; individuals of diverse ability statuses; individuals who
identify as neurodiverse; and other historically marginalized as well as intersectional identities.
There are documented instances of discrimination, other forms of oppression and mistreatment,
as well as misdiagnosis within medical and clinical settings or outright effacing the experiences
of individuals in these groups (Ballan et al., 2011; Cabassa et al., 2006; Delphin-Rittmon et al.,
2015; Eriksen & Kress, 2005, 2008; Gara et al., 2019; Snowden, 2003; Winston, 2020).
Ultimately, provider bias of any type must be prevented (McLaughlin, 2002). National data
across time and academic disciplines confirms that provider bias contributes to oppressive
therapeutic experiences and questionable diagnostic practices.

In terms of diagnosing, these data are primarily problematic from the perspective of

potentially causing harm by assigning an incorrect label to an individual and their experience,



particularly those that are already more likely to be subject to oppression and other forms of
distress because of their identity. Provider discrimination and bias in diagnosing, in conjunction
with the numbers of individuals in the country who reportedly meet criteria for mental health
disorders or some form of psychological distress, are the foundation for additional exploration of
mental health diagnoses and the basis that these clinical decisions are made. Similarly, the
context and environment that clinical mental health counselors operate in as they make these
determinations is also relevant and deserves further exploration, as there is a lack of existing
literature connecting these ideas.
Using Screening Tools and Diagnostic Assessments

In addition to referencing the most current version of the DSM to classify symptoms and
identify disorders, counselors and other mental health professionals may use supplemental
resources, such as clinical screening tools and/or diagnostic assessments, to identify or confirm
the presence of certain mental health conditions (American Psychological Association, 2014;
Association for Assessment and Research in Counseling, 2018; Hohenshil, 1996; Young, 2021).
Whereas the terms screening and assessment are used synonymously at times, they are two
distinct processes, and it is important to implement them as such (American Psychological
Association, 2014). The American Psychological Association (2014) described screening as a
typically brief process that is not intended to diagnose or confirm the presence of disorders.
Instead, screening is a mechanism for earlier detection of certain conditions and may be used to
clarify whether primary intervention or supplemental evaluations are required (American
Psychological Association, 2014).

In contrast, assessment is defined as the “process of collecting information for use in the

diagnostic process” or it can support clinical and diagnostic processes by offering a more



comprehensive impression of the individual (American Psychological Association, 2014;
Hohenshil, 1996, p. 65). There are also formal, informal, structured, semi-structured, or
unstructured resources and techniques that can be utilized to thoroughly gather information about
a client (American Psychological Association, 2014; Association for Assessment and Research
in Counseling, 2018; Hohenshil, 1996; Young, 2021). Depending on the clinical setting,
characteristics of the client, or other legal and ethical requirements, counselors may incorporate
the use of questionnaires; checklists; observations of behavior; mental status exams; collateral
contacts or reports from significant others; and/or diagnostic interviews to effectively describe,
evaluate, and classify what is occurring with the client holistically or as it relates to a singular
diagnosis (American Psychological Association, 2014; Fong & Silien, 1999; Hohenshil, 1996;
Young, 2021).

Examples of screening instruments include the Alcohol Use Disorders Identification Test
(AUDIT; Horvath et al., 2023; Reinert & Allen, 2007) and the seven-item Generalized Anxiety
Disorder Scale (GAD-7; Byrd-Bredbenner et al., 2020; Johnson et al., 2019; Moreno et al.,
2019). Regarding diagnostic assessments, the use of clinical interviews, both unstructured and
semi-structured, such as a biopsychosocial or a comprehensive clinical assessment, are also
widely used tools for collecting complete histories to aid in the diagnostic process (American
Psychological Association, 2014; Fong & Silien, 1999; Hohenshil, 1996; Jensen-Doss &
Hawley, 2011; Meyer & Melchert, 2010; Young, 2021). Recognized diagnostic assessments
include the previously noted, Structured Clinical Interview for the DSM (SCID; American
Psychiatric Association, n.d.) and the Diagnostic Assessment Research Tool (DART; Schneider
et al., 2022), both of which involve semi-structured interview procedures with outcomes

intended to align with the current version of the DSM.



Other resources to assist with diagnosing clients are scales measuring specific conditions,
including the Hamilton Rating Scale for Depression (HAM-D; Hamilton, 1960). An additional
tool that functions as both a screener and an assessment is the nine-item Patient Health
Questionnaire to identify depressive symptoms and suicidal ideation (PHQ-9; American
Psychological Association, 2020b; Kroenke et al., 2001; Shaff et al., 2024).

Although these measures, and others, are available for counselors and mental health
professionals to incorporate in their diagnostic determinations, research findings are limited with
regard to which scales, if any, counselors commonly use in conjunction with the DSM. There is
also dearth research related to the ways in which counselors make meaning of the information
they receive in the context of stressful environments that may contribute to emotional overwhelm
and other symptoms of burnout, while incorporating multiculturalism and social justice
approaches, or whether this occurs at all.

Balancing Clinical Demands and Diagnostic Decision-Making

As presented above, clinical mental health counseling is one of the counseling
specializations that remains responsible for the assignment of clinical diagnoses. In addition to
utilizing one or more clinical assessments, the exercise of assigning a diagnosis often requires
consulting the Diagnostic and Statistical Manual of Mental Disorders (DSM) to code specific
conditions, classify disorders, and engage in the third-party payment system (Eriksen & Kress,
2006; Suris et al., 2016). Counseling ethics mandate that counselors incorporate principles of
diversity, multiculturalism, and social justice into their practices, including assessment and
diagnosis (American Counseling Association, 2014; Association for Assessment and Research in
Counseling, 2018). They must simultaneously balance factors associated with compassion

fatigue and burnout related to long hours; heavy workloads; responding to crisis situations;



limited environmental, supervisory, consultation, or social support; emotional exhaustion; and
experiencing ethical dilemmas (Mullen et al., 2017; Ross et al., 1989; Thompson et al., 2014).
While there is research on counselors’ experiences of burnout and compassion fatigue (Mullen et
al., 2017; Thompson et al., 2014), as well as research on the importance of multicultural
considerations when diagnosing (Kress et al., 2005; Schwartz & Feisthamel, 2009), only three
studies of counselors and diagnostic decision-making were located (Hays et al., 2009; Hill &
Ridley, 2001; Witteman et al., 2012).

The earliest study found that was related to diagnostic decision-making was conducted by
Hill and Ridley (2001) and used a chi-square analysis to determine the extent to which
counselors delayed assigning diagnoses to clients versus making immediate diagnostic
determinations. In contrast to the current study, their analysis of counseling records used a
quantitative approach and did not address factors that potentially impact individual counselors
while making those diagnostic decisions. Several years later, Hays et al. (2009) used a grounded
theory approach to answer the question of how counselors and trainees make clinical/diagnostic
decisions. That study, however, focused on the concept of diagnostic variance when arriving at
clinical decisions, rather than examining the lived experience of counselors in their clinical
contexts. It was also absent the historical context of the pandemic and subsequent impacts on
mental health, nor could those researchers consider future updates to the DSM, as are available
now. Following that, Witteman et al. (2012) examined the diagnostic expertise of counselors
using the Cochran-Weiss-Shanteau (CWS) Index, but they used results on the CWS Index to
compare counselors across levels of expertise to determine their ability to consistently
differentiate diagnoses. While the Witteman et al. (2012) study does address diagnostic decision-

making, it uses a quantitative measure to understand the ability to discriminate. Furthermore, it
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does not address internal and environmental factors that contribute to the ways counselors make
meaning in the diagnostic process. Although the three cited studies are related to the ways that
counselors make diagnostic decisions, no studies were identified that qualitatively explore
environmental and emotional stressors on counselors, coupled with the task of comprehensively
confirming a diagnosis.

Significance of the Research

Data from the Stress in America 2023 survey indicate that 37% of adult respondents
reported a diagnosed mental illness in just under four years after the start of the COVID-19
pandemic (American Psychological Association, 2024). Between 2019 and 2021, just prior to the
pandemic and just after its commencement, estimates of adults meeting criteria for mental illness
in the U.S. ranged from 20% to 22.8%, respectively (Center for Behavioral Health and Quality,
2022; NAMI, 2022; Reinert et al., 2021). Individuals represented in these statistics were
documented as meeting criteria for any mental illness (AMI) following a semi-structured
diagnostic interview directly associated with the Diagnostic and Statistical Manual of Mental
Disorders (DSM; American Psychiatric Association, n.d.). Given that these data suggest at least
one-fifth to more than one-third of the entire adult population of the country is mentally ill,
across levels of severity, it will be beneficial to, in some capacity, further explore the practice of
diagnosing.

Counselors who specialize in clinical mental health have the capacity to diagnose, and
often use the DSM, but the use of a tool with foundations in the medical model may sit in
opposition to the foundational training of the counselor if grounded in a humanistic approach to
client engagement (Dailey et al., 2014; Eriksen & Kress, 2006; Hansen, 2003; Zalaquett et al.,

2008). Furthermore, communities of individuals who have been historically marginalized,
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minoritized, or otherwise oppressed, have been negatively impacted by provider bias or other
forms of mistreatment (Ballan et al., 2011; Cabassa et al., 2006; Delphin-Rittmon et al., 2015;
Eriksen & Kress, 2005, 2008; Gara et al., 2019; Snowden, 2003; Winston, 2020). Responding to
this requires incorporating approaches consistent with multiculturalism and social justice into
clinical and diagnostic practices (American Counseling Association, 2014; Dailey et al., 2014;
Eriksen & Kress, 2006; Zalaquett et al., 2008). This ethical mandate, coupled with the high
prevalence of confirmed mental illness in the country is enough to encourage broader inquiry
into how diagnoses are formulated among practicing counselors.

Presently, there are only three identified studies of counselors that explored the
diagnostic decision-making process (Hill & Ridley, 2001; Hays et al., 2009; Witteman et al.,
2012), and only one of them is qualitative. Moreover, all of those research studies are more than
10 years old, and none of the researchers could account for revisions to the DSM, nor could they
anticipate population-level exacerbations in symptoms of mental illness subsequent to the
pandemic. Additionally, none of the cited studies examined the real-world experiences of
counselors and their meaning making in the context of the professional environment.

Counselors are balancing competing priorities and potentially experiencing symptoms of
burnout or compassion fatigue as a result of multiple environmental and emotional factors
(Mullen et al., 2017; Ross et al., 1989; Thompson et al., 2014). Since they are simultaneously
expected to engage in culturally appropriate clinical and diagnostic practices, while potentially
including supplemental tools and measures, like assessments, to confirm their diagnostic

findings, it will be useful to learn what they experience and how they make meaning of it.
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Purpose of the Study

The purpose of this descriptive qualitative phenomenological study is to understand the
experiences of licensed mental health counselors who formulate mental health diagnoses. 1
engaged in semi-structured virtual interviews with licensed mental health counselors in the U.S.
to describe the phenomenon of identifying and assigning mental health diagnoses while
balancing competing priorities. As such, the current research contributes to literature, training,
and practice by exploring the experiences of practicing counselors who navigate the clinical
obligations of the profession in the context of personal and professional demands. An additional
intention of this study is to enhance related research by contributing to a gap in literature that
does not describe the experiences of licensed, practicing counselors and how they balance the
ethical standards and expectations of the profession while engaging in the process of diagnosing
clients.

Research Question

For this descriptive phenomenological inquiry, the sole research question is: What are the
experiences of licensed mental health counselors while formulating a mental health diagnosis?
Husserl (1982) and Moustakas (1994) noted that in the descriptive or transcendental
phenomenological approach, the primary objective is describing the essence and meaning of an
experience, or phenomenon, and one overall question, in this instance, was sufficient to address
that intention. Moreover, due to the broad nature of the question, only one focus of investigation
seemed relevant. The background of this question also stems from historical factors,
sociocultural problems, ethical expectations, and professional demands corroborated through

literature. As such, the results were expected to yield a layered, complex representation of
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counselor lived experiences while formulating a mental health diagnosis, which necessitated a
thorough yet feasible examination.
Dissertation Outline

The dissertation is comprised of five chapters, beginning with an introductory chapter
that includes a summary of all aspects of the study and associated literature. The second chapter
provides a narrative review of literature that describes findings relevant to this dissertation topic
(American Psychological Association, 2020a). Chapter three presents the research methods and
methodologies, including information on participants, data collection, and data analysis. The
fourth chapter includes a detailed description of the study findings, while chapter five includes a
discussion of the findings, associated implications, recommendations for future research, study

limitations, conclusions, a comprehensive reference section, and the appendices.
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CHAPTER 2: LITERATURE REVIEW
State of Mental Health in the U.S.

According to the American Psychological Association’s Stress in America 2023 survey
of 3,185 adults over 18 years old, 45% of respondents between the ages of 35 and 44 reported a
diagnosed mental illness in August 2023, compared with the pre-pandemic report of 31% in
2019 (American Psychological Association, 2024). By itself, that cohort represents a 14%
increase in diagnosable psychological distress in just under four years. Correspondingly,
individuals 45 to 64 years old reported a 10% increase in mental health diagnoses in the same
timeframe, going from 26% pre-pandemic to 36% by 2023 (American Psychological
Association, 2024). While the differences in reported mental illnesses between 2019 and 2023
were not indicated for individuals ages 18-34, that cohort remains the highest rate in the survey,
with 50% of respondents reporting diagnosed mental illnesses. The American Psychological
Association’s (2024) outcomes do not specify rates of reported mental illness for individuals
who are 65 years of age and above, which is an extremely problematic oversight without clear
justification in the primary report. However, the report does indicate that this age group has a
higher likelihood of feeling they can get over their stressors quickly, compared with other age
groups (American Psychological Association, 2024).

The collective results of the survey indicate that rates of diagnosed mental illness among
U.S. adults increased 5% since the 2019—growing from 32% to 37%, which is already more
than one-third of the sample. The overarching concerns of respondents are described as
“posttraumatic effects” (para. 1) and “psychological impacts of collective trauma” (para. 2) of
the pandemic, compounded by inflation, racial injustice, climate-related devastation, and global

conflicts (American Psychological Association, 2024). As global citizens and residents of the
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United States, we are four years beyond the start of the COVID-19 pandemic, and the influence
of our stratified fear, grief, and trauma is not only distressing, but alarming. Furthermore, it is
curious that the American Psychological Association’s (2024) report identifies this phenomenon
as collective trauma while linking the responses to mental illness, which suggests a pathology
rather than a reasonable response to the unprecedented events of the last several years.

Impacts of the COVID-19 Pandemic

It is also troubling that before the start of the COVID-19 pandemic in 2020 and presently,
data published by the National Alliance on Mental Illness indicates that approximately one in
five adults in the U.S. suffers from some form of mental illness (NAMI, 2022; Reinert et al.,
2021). As a licensed mental health counselor, I find it astonishing that according to these
statistics, before the pandemic and now, at least 20% of the entire adult population meets
diagnostic criteria for some form of psychological distress or behavioral dysfunction.
Furthermore, those figures do not include U.S. children experiencing emotional, psychological,
or behavioral distress or dysfunction, so the estimate for the total population is much higher
(Reinert et al., 2021).

When I consider that each of those individuals may impact at least one other person in
real life or online, including spouses, children, siblings, parents, colleagues, friends, and
strangers, a conservative estimate suggests close to 100 million people either directly or
indirectly affected by a mental health diagnosis. As of June 2022, the U.S. Census (2022, July
22) estimated the total population to be more than 333 million, so 100 million people either
directly or indirectly impacted by mental illness is almost one-third of the entire country.
Additionally, if the results of the American Psychological Association’s (2024) Stress in

America 2023 survey can be generalized, then more than one-third of individuals in the country
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already meet diagnostic criteria for mental illness and approximately two-thirds of the population
may be directly or indirectly impacted.

Previously cited statistics on the prevalence of mental illness were reported by Mental
Health America (MHA), which is a U.S.-based nonprofit organization that collects national
survey data to determine the mental health and access needs of populations across the country
(Reinert et al., 2021). Their most recent findings reflect statistics from 2019, but the population
in 2020 was still estimated at a little over 331 million (United States Census Bureau, 2022,
August 4), so even before the pandemic approximately one-third of the U.S. population was
either directly or indirectly impacted by symptoms of at least one mental health disorder.

As individuals in the United States continue managing the impacts of COVID-19,
coupled with the American Psychological Association’s (2024) most recent statistics on
collective stress and trauma, there are data confirming the onset and/or exacerbation of mental
health conditions following the proliferation of the public health crisis. In April 2020, Twenge
and Joyner (2020) administered an online survey related to mental distress to 2,032 adults in the
U.S. and compared those results to the 2018 outcomes from the National Health Interview
Survey (NHIS) administered by the National Center for Health Statistics. Both the online survey
and the NHIS incorporated the Kessler-6 (K6), which is a screening tool for mental distress
consistent with structured clinical interviews from the Diagnostic and Statistical Manual of
Mental Disorders (DSM; American Psychiatric Association, 2022; Twenge & Joyner, 2020).
They found that immediately following the start of the pandemic, 27.7% of adults in the U.S.,
compared with 3.4% in 2018, were likely to meet criteria for moderate to severe mental distress,

which was an eight-fold increase (Twenge & Joyner, 2020).
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Consistent with findings that mental health concerns increased immediately following the
pandemic, the Centers for Disease Control and Prevention (CDC) published the results of a
national survey where 40.9% of respondents over 18 years old reported some type of adverse
experience related to mental or behavioral health after the pandemic (Czeisler et al., 2020). In
their Qualtrics survey administered to 5,412 adults across one week in June 2020, the CDC
found that 30.9% of adult respondents reported symptoms of anxiety and depression; 26.3%
reported trauma and stressor related symptoms consistent with DSM-5 criteria; and 13.3% began
or increased the use of substances as a coping strategy for distress (Czeisler et al., 2020).
Furthermore, adult survey participants were 10.7% more likely to have experienced active
suicidal ideation, with ages 18-24 significantly higher at 25.5%, followed by individuals of
Hispanic descent at 18.6% and people who identified as Black at 15.1%. More broadly, Hossain
et al. (2020) completed a narrative review of articles focused on mental health conditions
impacted by COVID-19 and found that populations experiencing general stressors developed
problems with mental health, including anxiety disorders, depression, panic, PTSD, suicidal
ideation, and others.

Despite that study’s lack of systematic review and its narrative approach, which may
have increased database selection bias, their conclusions that the pandemic exacerbated mental
health distress were consistent with other studies at the time (Hossain et al., 2020). Similarly,
after the start of the pandemic in 2020, the national survey annually administered by the
Substance Abuse and Mental Health Services Administration (SAMHSA) (2021) reported
approximately 52.9 million U.S. adults, which was 21% of the population at least 18 years of

age, met diagnostic criteria for any mental illness (AMI).
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The Center for Behavioral Health and Quality (2022), a division of SAMHSA, defined
any mental illness (AMI) as individuals who met criteria for any of the psychological disorders
assessed on the Structured Clinical Interview for the DSM (SCID; American Psychiatric
Association, n.d.). The Structured Clinical Interview for the DSM, or SCID, is defined as a semi-
structured interview administered by a trained clinician who understands the DSM, diagnostic
criteria, and its associated classification system (American Psychiatric Association, n.d.). The
purpose of the SCID is to confirm “major”” (American Psychiatric Association, n.d., para. 1)
DSM diagnoses, including mood and anxiety disorders; adult attention-deficit/hyperactivity
disorder (ADHD); obsessive compulsive disorder (OCD); posttraumatic stress disorder (PTSD);
adjustment disorder; psychotic disorders; and substance use disorders (First et al., 2016). The
SCID also includes modules to support differential diagnoses of mood and psychotic disorders,
as well as screenings for the presence of other conditions such as anorexia nervosa, intermittent
explosive disorder, gambling disorder, and others (First et al., 2016). In 2021, the same annual
survey conducted by the Center for Behavioral Health and Quality (2022) cited that 22.8% of
U.S. adults, which was 57.8 million people at that time, experienced AMI. As such, in the year
following the start of the pandemic and as it proliferated, another 4.9 million adults, or 1.8%, met
diagnostic conditions for AMI, as defined by meeting criteria for one or more of the conditions
diagnosed using the SCID.

These data are consistent with the previously referenced statistics from the National
Alliance on Mental Illness (NAMI; 2022) that 20% of adults in the country experience mental
illness each year. Regardless of whether the increases in psychological distress are a result of the
pandemic, or intensified by it, more than 20% of the U.S. adult population meeting diagnostic

criteria for varying intensities of emotional or psychological impairment deserves further
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exploration in mental health counseling. Although the cited studies utilized different methods
and varying statistical outcomes related to the initial months of the pandemic, their results
indicate increases in onset and exacerbation of mental health disorders or distress. The concern is
the existing state of poor mental health in the U.S. and the fact that the arrival of the pandemic
and its effects after four years amplified prevalence.

Normalizing the Prevalence of Mental Illness

Presently, the National Institute of Mental Health (NIMH; 2023) considers mental illness
“common” in the U.S. (para. 1), but normalizing these disconcerting data does not address the
core issue, nor does it attend to instances of provider bias and disparities in treatment that
increase the potential for under or over diagnosing serious mental illnesses based on race,
ethnicity, gender identity, sexual identity, and lower socioeconomic status that have been widely
reported in literature across mental health disciplines (Delphin-Rittmon et al., 2015; Drescher,
2010; Eriksen & Kress, 2008; Feisthamel & Schwartz, 2009; Gushue et al., 2022; National
Alliance on Mental Illness, n.d.; Reyes et al., 2022; Schwartz & Feisthamel, 2011; Snowden,
2003).

The previous introduction to research on current mental health statistics in the U.S. and
studies of disparities in diagnosis consistently represents a high prevalence of mental illness in
the population that raises questions about what is happening to create these issues. Gara et al.
(2019) suggested that provider bias may not be the only factor, but results from studies included
here and recognized disparities in mental health across diverse populations contribute to my
curiosity about how diagnoses are assigned.

Considering that national statistics on mental illness in the U.S. already confirm a high

prevalence, it may not be reasonable or accurate to diagnose individuals with “disorders” when
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so many people in the country meet criteria and there are identified responses to collective
trauma or cited disparities in diagnostic assignment connected with sociopolitical identity. It is
concerning to pathologize such a large segment of the population when, in some cases, data
indicate that bias, along with global, national, systemic, and structural factors, impact the
application of diagnoses (Delphin-Rittmon et al., 2015; Drescher, 2010; Eriksen & Kress, 2008;
Feisthamel & Schwartz, 2009; Gushue et al., 2022; National Alliance on Mental Illness, n.d.;
Reyes et al., 2022; Schwartz & Feisthamel, 2011; Snowden, 2003). Ideally, cultural influences
are accounted for when utilizing mental health instruments, rather than classifying dysfunction
absent sociocultural context (Association for Assessment and Research in Counseling, 2018).

Prior to the pandemic and subsequently, a substantial percentage of the population
reported variations in the intensity and category of emotional and psychological distress.
Consistent exploration is needed to determine whether these issues are more related to factors in
the country’s environment and the collective social experience, or problems at the individual
level, and population-level statistics alone do not provide enough context to make broad
conclusions. However, given these initial data and the long term impacts of the pandemic on
mental health and wellness that are already manifesting, it is prudent for counseling researchers
to support practitioners and educators with critical examinations of diagnostic practices to
enhance knowledge and understanding of what is occurring in the U.S.

Diagnosis in Counseling

The 2024 Council for Accreditation of Counseling and Related Educational Programs
(CACREP, 2023) standards note that counseling professionals can be divided by specializations
such as “addictions; career; clinical mental health; clinical rehabilitation counseling; college

counseling and student affairs; marriage, couple, and family counseling; rehabilitation
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counseling; and school counseling” (para. 7). There may be some overlap in duties across
settings and specialty areas depending on the concerns of the client or student and specifications
of the counseling position. One such commonality is the completion of formal or informal
screenings and assessments to understand the individual more comprehensively and perhaps
ascertain areas of need, in addition to identifying a problem/concern or assigning a mental health
diagnosis (American Psychological Association, 2014; Association for Assessment and Research
in Counseling, 2018; Hohenshil, 1996; Young, 2021).

Influence of the DSM in the U.S.

Highlighting clinical mental health settings specifically, it is expected that when mental
health counselors classify psychological conditions, they use the most recent version of the
Diagnostic and Statistical Manual of Mental Disorders (DSM; American Psychiatric Association,
2022) and/or the most updated International Classification of Diseases (ICD; WHO, 2022)
system for classifying and coding clinical disorders and billing medical insurance (Eriksen &
Kress, 2006; Jensen-Doss & Hawley, 2011; Kress et al., 2005; Suris et al., 2016; Zalaquett et al.,
2008). Because the American Psychiatric Association focused their DSM classification system
on the United States since the publication of the third DSM edition (DSM-III), as well as its
documented authority and predominance in the U.S. for mental health disorder diagnosis and
classification, the literature review for this study centers it (Eriksen & Kress, 2006; First, 2021;
Kress et al., 2005; Mead et al., 1997; Schwartz et al., 2011; Whooley, 2014).

A primary example of the DSM’s influence nationally is its use by governmental
agencies, such as SAMHSA, NAMI, and NIMH, to confirm diagnoses at the population-level,
although NAMI and NIMH cite data from SAMHSA (Center for Behavioral Health Statistics

and Quality, 2022; NAMI, 2022; NIMH, 2023; SAMHSA, 2021), which is problematic. This use
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of the same diagnostic data across multiple agencies creates the potential for repeatedly cited
statistical errors, as those organizations are not validating SAMHSA’s findings; however, this is
the structure and format of the currently published national data, and it reflects a reliance on
psychiatry for diagnostic confirmation.
The DSM and Humanism

Historically, psychiatrists utilized the medical model to conceptualize patient issues, but
counselors are often trained holistically or ecologically, in addition to being ethically mandated
to incorporate principles associated with multiculturalism, diversity, and social justice into their
values and practice orientations, including diagnosis (American Counseling Association, 2014;
Dailey et al., 2014; Eriksen & Kress, 2006; Kress et al., 2005; Kress et al., 2010; Zalaquett et al.,
2008). Moreover, the fusion of psychiatric conceptualizations of client concerns seems to oppose
the alignment with humanistic approaches that are often a foundation of counselor training
(Dailey et al., 2014; Eriksen & Kress, 2006; Hansen, 2003; Kress et al., 2005: Zalaquett et al.,
2008). Hansen (2003) discussed the increasing influence of the DSM, coupled with utilizing the
psychiatrically based framework for diagnosis in counselor training. Counseling researchers
further recognize this friction in the criticisms related to requiring diagnoses for the purposes of
billing medical insurance, as third-party reimbursement is a frequently cited reason for using the
psychiatric diagnostic system at all (Cosgrove, 2005; Eriksen & Kress, 2006; Jensen-Doss &
Hawley, 2011; Leibert, 2012; Kress et al., 2005; Suris et al., 2016; Zalaquett et al., 2008).

This tension between medical model diagnostics and humanism raises concerns about the
potential removal of sociopolitical context from the understanding of behaviors that become
classified as disordered (Cosgrove, 2005; Kress et al., 2005; Zalaquett et al., 2008). Some

researchers center culture in the understanding of diagnosis, noting that beliefs, language, values,
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time/era, etc., support constructing meaning related to labeling distress, defining what constitutes
dysfunction, and pathologizing human behavior (Argiiello, 2020; Cosgrove, 2005; Drescher,
2010; Kamens, 2011; Kress et al., 2005; Zalaquett et al., 2008). To illustrate this idea, Cosgrove
(2005) explained that reasonable responses to trauma pathologize individuals by situating the
problem with the person and assigning labels such as posttraumatic stress disorder. That example
is directly relevant to the previously discussed mental illnesses that were identified and
diagnosed following the 2019 pandemic.

Although a humanistic paradigm exists on a spectrum (Hansen, 2012a; Hansen, 2012b;
Leibert, 2012; Lemberger, 2012), one aspect of mental health counseling grounded in this
framework is its concentration on “healthy development,” as opposed to responding to
psychopathology (Hershenson, 1993, p. 430). Other features of humanism in counseling
highlight the plurality of perspectives, the subjectivity and complexity of the human experience,
in addition to using critical analysis rather than binary thinking (Cosgrove, 2005; Hansen,
2012a). Hansen (2003) urged the profession to critically examine the conflicts between the
fundamental assumptions of humanism and the medical model, particularly related to client
conceptualizations. Although Hansen made those arguments more than 20 years ago, the
counseling field appears to have moved forward in its adoption of this contrasting approach to
the work, while individual counselors are expected to employ ethical standards and practices to
synthesize these conflicting ideologies.

Criticisms of the DSM

For mental health counselors specifically, whose professional values incorporate

multiculturalism, social justice advocacy, and are founded in humanistic ideals, the ways that

knowledge and meaning were created to form diagnostic criteria necessitate critical thought and
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inquiry. Despite its dominance in diagnostic classification in the U.S., upon review of the DSM’s
formation, there is a history of what seem to be questionable practices concerning the interplay
of politics and power, which are misaligned with American Counseling Association (2014)
philosophies. It is imperative that mental health counselors, counselor educators, and counseling
students understand historical criticism of the DSM to support a thorough analysis of its use,
rather than simply operating from that framework because it is an established norm (Cosgrove,
2005; Hansen, 2012a).
DSM Versions I and I1

The first version of the DSM, published in 1952, included 102 disorders, but there were
problems with its absence of adequate validation criteria, as it included only four study citations
to support diagnostic assertions, which were grounded in psychodynamic theory (Dailey et al.,
2014; Kawa & Giordano, 2012; Mallett et al., 2014; Suris et al., 2016). The second version of the
DSM, published in 1968, grew to 182 disorders but was criticized for its limited utility due to its
psychodynamic focus, the subjective nature of existing categories, vague terminology, and low
diagnostic reliability (American Psychiatric Association, 1968; Davies, 2017; Horwitz & Grob,
2011; Kawa & Giordano, 2012). In fact, Davies (2017) noted that in 32% - 42% of instances,
multiple psychiatrists assigned dissimilar diagnoses to the same patient, which created discontent
among insurers, who wanted consistent classifications for billing. This also posed general
problems for prescribing appropriate psychotropic medications that reflected the advances made
in psychopharmacology (Kawa & Giordano, 2012).

Version two was also when “Homosexuality,” now an outdated and offensive term, was
documented as a mental illness (American Psychiatric Association, 1968; GLAAD, n.d.; Kawa

& Giordano, 2012). It was also reported that Robert Spitzer, a consultant for DSM-II and Task
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Force chair for DSM-III, alleged that one man, from the Maudsley Institute of Psychiatry in
London, edited the DSM-II and made unilateral decisions about what should or should not be
included (Lane, 2016).
DSM Version 111

With the rise of non-medical mental health professionals through the 1960°s and 1970°s,
the field of psychiatry experienced ongoing problems with perceptions of legitimacy and
potential decreases in prominence (Davies, 2017; Horwitz & Grob, 2011; Kawa & Giordano,
2012). To address these, and other issues, the American Psychiatric Association formed the
DSM-III Task Force, led by Robert Spitzer, who selected the initial 8 members, comprised of
psychiatrists and psychologists, all of whom were White and at least middle class
socioeconomically (Davies, 2017). Eventually, the Task Force expanded to 15 members and
acknowledged the lack of diversity but remained racially, ethnically, nationally,
socioeconomically, and professionally homogenous (Davies, 2017). By its publication in 1980,
this group of 15 members increased the number of disorders to 265 and operationalized how
clinicians structured diagnoses by (1) creating the multiaxial system for categorization; (2)
incorporating exclusion criteria; (3) developing mental disorder subtypes with specifiers; and (4)
expanding solitary disorders into multiple subtypes—all of which form the basis for the manual
we use today (American Psychiatric Association, 1980; Dailey et al., 2014; Kawa & Giordano,
2012; Suris et al., 2016).

In spite of the Task Force’s utilization of questionnaires for APA members, existing
theory, research manuscripts, and field trials reporting moderate inter-rater reliability to support
their conclusions (Davies, 2017), concerns about validity, field trials, and criteria selection

persisted. This included the use of voting and consensus as a means for inclusion, exclusion, or
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expansion of certain criteria (Dailey, et al., 2014; Davies, 2017; Horwitz & Grob, 2011).
Relatedly, Lane (2007; 2016) wrote that Upjohn Pharmaceuticals, previous manufacturer of
Xanax, sponsored the committee meeting whereby characteristics of shyness became Social
Anxiety Disorder in the DSM-III. In another instance, despite protests from prominent
psychiatrists and experts in anxiety disorders at the time, the Task Force agreed to make Panic
Disorder and Social Phobia into standalone diagnoses with lowered thresholds for meeting
diagnostic criteria, so more people qualified for the diagnosis and medication treatment (Lane,
2007; 2016). Furthermore, to demonstrate consistency in addressing cultural shifts in the U.S.
and pressure from Gay Rights lobbyists at the time, “Homosexuality” was no longer included as
a disorder, as it had been considered in the DSM-II (American Psychiatric Association, 1968;
Kawa & Giordano, 2012).
DSM Versions IV Through 5-TR

As stated above, the DSM-IV, DSM-1V Text Revision (DSM-IV-TR), the DSM-5, and
the most recent version, the DSM-5-TR published in 2022, were largely built on the structure of
the DSM-III (American Psychiatric Association, 1980; 1994; 2000; 2013a; 2022a; Kawa &
Giordano, 2012). These more recent versions, however, began to differentiate the ways that
diverse groups express symptoms, and revisions to the DSM-5 included an expansion of
sociocultural considerations, as well as the creation of supplemental inventories, intended to
increase cultural inclusivity (Dailey, et al., 2014; Kawa & Giordano, 2012). Another prominent
change with the publication of the DSM-5 (2013a) involved the elimination of the multiaxial
system and the restructuring of chapters to emphasize human development and the underlying
causes of mental health disorders (Dailey, et al., 2014; Kress, et al., 2014). The DSM-5 Task

Force also included 29 members and 13 Work Groups equaling more than 160 research experts
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across disciplines in mental health (American Psychiatric Association, 2013b). Likewise, the
DSM-5-TR included more than 200 subject matter experts and two work groups specifically
focused on addressing cultural considerations, social determinants of mental health, and the role
of racism on diagnosis (American Psychiatric Association, 2022b).

Regardless of the American Psychiatric Association’s efforts to address historical
concerns associated with the publication of the DSM versions and the content therein, Suris, et
al. (2016) wrote that there are still negative perceptions about conflicts of interest because 72%
of the Task Force reported some financial relationship to the pharmaceutical industry.
Additionally, despite research efforts to address reliability and validity, criticisms about field
trial results persist (Chmielewski, et al., 2015), including concerns that those conducted were
limited in number and focused on specific areas of biological research or the clinical utility of
diagnoses (Suris, et al., 2016). Moreover, there were general reports of low diagnostic reliability
and lower inter-rater reliability than in previous field trials (Chmielewski, et al., 2015; Suris, et
al., 2016).

Given these widespread criticisms over time, the use of a mental health classification
system should continue to be examined in relation to ethical standards of the counseling
profession, social hierarchies, and power structures. Consideration is also needed for how those
factors might intersect with sociopolitical identities of the manual writers and U.S. society across
historical timepoints, while also impacting diagnostic outcomes.

Diagnosis Across Diverse Identities

In conjunction with examining the utilization of the DSM and questioning the ways that

diagnostics are situated in professional counseling, considerations must be made for the

experiences of Black, Indigenous, and other People of Color (BIPOC); all existing, expansive,
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and nonconforming gender identities and expressions; all sexual identities; individuals of diverse
ability statuses; individuals who identify as neurodiverse; and any other historically marginalized
as well as intersectional identities. Historically, there are documented examples of various types
of oppression and mistreatment, as well as misdiagnosis, including over and underdiagnosis in
medical and clinical settings, in addition to efforts to blatantly erase the individual and collective
experiences of these groups (Argiiello, 2020; Ballan et al., 2011; Cabassa et al., 2006; Delphin-
Rittmon et al., 2015; Drescher, 2009; Eriksen & Kress, 2005, 2008; Gara et al., 2019; Reyes et
al., 2021; Snowden, 2003; Winston, 2020).

For instance, the first study of mental health counselors and disproportionate diagnosis by
racial identity was conducted in a community mental health agency in the southeastern U.S.
(Schwartz & Feisthamel, 2009). The participants included 1,648 clients, and the study utilized
three 2 x 2 chi-square tests for independent groups to analyze whether a relationship existed
between the frequency of specified diagnoses being assigned and racial identity (Schwartz &
Feisthamel, 2009). Consistent with research findings in other disciplines, their statistically
significant results indicated that counselors disproportionately assigned diagnoses of psychotic
disorders to African American clients at 27%, compared with European American clients who
were diagnosed at 17% (Schwartz & Feisthamel, 2009). These results were not consistent with
the fact that African Americans only made up 25% of their study sample and the other 75% of
the sample identified as European American (Schwartz & Feisthamel, 2009).

Similarly, in an earlier study of inpatient mental health settings outside of professional
counseling, researchers completed a random extract of admitted patients between 2002 and 2005
to examine access to care, diagnosis, and treatment across racial groups (Delphin-Rittmon et al.,

2015). The findings indicated that individuals who identified as African American were more
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likely than White Americans to receive diagnoses related to substance use, personality disorders,
and schizophrenia (Delphin-Rittmon et al., 2015). In the same study and in similar fashion,
individuals who identified as Hispanic American were more likely than individuals who
identified as White American to receive a diagnosis of psychotic disorders (Delphin-Rittmon et
al., 2015). By 2017, an examination of medical records using a Fisher’s exact test at Rutgers
University Behavioral Health Care confirmed previously cited literature that African Americans
with mood disorders had a higher likelihood of being misdiagnosed with schizophrenia or other
psychotic disorders (Gara et al., 2019).

To explore gender identity, Schwartz et al. (2011) utilized a chi-square analysis of 1,583
clients in a southeastern community mental health setting to test whether there were differences
in diagnostic classifications across binary gender identity. Their findings confirmed that mental
health counselors were more likely to assign self-identified women with major depressive
disorder and adjustment disorder, while men had a higher likelihood of being diagnosed with
childhood disorders, psychotic disorders, and disorders related to substance use (Schwartz et al.,
2011).

Correspondingly, Hatzenbuehler et al. (2010), conducted a prospective study of 577
participants who self-identified as lesbian, gay, or bisexual (LGB) on the National Epidemiologic
Survey on Alcohol and Related Conditions (NESARC). The NESARC is defined as a
“population-based epidemiologic survey of civilian, noninstitutionalized US adults aged 18 years
and older” (Hatzenbuehler et al., 2010, p. 453). The researchers examined whether rates of
mental health diagnoses increased following multi-state legislation banning gay marriage during
the 2004-2005 presidential campaign (Hatzenbuehler et al., 2010). In states that enacted such

legislation at the time, diagnoses of generalized anxiety disorder increased 248.2% among LGB
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populations, followed by increases in alcohol use disorder (41.9%), any mood disorder (36.6%),
and psychiatric comorbidity (36.3%). Researchers compared these outcomes with states that did
not pass these constitutional amendments and there were no significant changes in reports of
mental health disorders in those locations (Hatzenbuehler et al., 2010). With regard to the DSM
and diagnosis, this study demonstrates the importance of understanding the impacts of
institutional discrimination on diagnostic outcomes, so clinicians avoid pathologizing responses
to experiences of oppression.

An additional example related to those with intersecting sociopolitical identities, is
Ballan et al. (2011) who advocated for the use of a counseling model focused on the needs of
individuals who identified as transgender and disabled. The authors recognized that the
experiences of individuals who identify as transgender and disabled have historically been
pathologized, as well as targets of bias resulting from culturally inappropriate approaches to
diagnosis and assessment (Ballan et al., 2011).

[llustrated by the aforementioned studies, professional literature confirms the occurrence
of provider bias, which has impacted therapeutic experiences and contributed to questionable
diagnostic practices. As McLaughlin (2002) so aptly declared, provider bias of any type must be
prevented. As for diagnostics in counseling, these data are primarily problematic from the
perspective of potentially causing harm by assigning an incorrect label to an individual and their
experience, particularly those that are already more likely to encounter oppression and other
forms of distress because of their identity. Furthermore, Kress et al. (2010) noted that there are
risks of harm with the potential release of diagnostic information, such as in legal proceedings or

as part of efforts to secure life insurance or health insurance. In those instances, unintentional or
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biased misdiagnosis of a client’s condition could have far-reaching consequences, so accuracy in
diagnostics is significant.

Instances of bias in diagnosing and discriminatory practices by providers, coupled with
the high prevalence of individuals in the country who reportedly meet criteria for mental health
disorders or some form of psychological distress, are the impetus for further exploration of
diagnostic decisions made in professional counseling. Likewise, the broader context that clinical
mental health counselors operate in as they make these determinations is relevant and warrants
continuous study to address the scarcity of research and literature associated with these
experiences.

Using Screening Tools and Diagnostic Assessments

Coupled with referring to the most updated version of the DSM (American Psychiatric
Association, 2022) to classify mental health disorders, counselors and other mental health
professionals may use diagnostic assessments, screeners, or other supplemental tools, to confirm
the presence of certain conditions (American Psychological Association, 2014; Association for
Assessment and Research in Counseling, 2018; Hohenshil, 1996; Young, 2021). Screening and
assessment are separate processes, but the terms are sometimes used erroneously as synonyms
(American Psychological Association, 2014). Despite the periodic conflation of terminologys, it is
important to implement the screening and assessment processes separately, even though results
may be complementary (American Psychological Association, 2014).

Screening is described as a typically brief process for the earlier detection of certain
conditions or to clarify whether primary intervention or supplemental evaluations are required
for confirmatory purposes (American Psychological Association, 2014). It is also important to

understand that screening is not intended to diagnose the presence of disorders, but it can identify
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symptoms and lead to the selection of specific assessments for more comprehensive evaluation
(American Psychological Association, 2014).

Conversely, assessment is defined as “the process of collecting information for use in the
diagnostic process” (Hohenshil, 1996, p. 65), or it can support clinical and diagnostic processes
by offering a more comprehensive impression of the individual (American Psychological
Association, 2014). Assessments can be formal, informal, structured, semi-structured, or
unstructured, as all types have merit depending on the information needed when working with
clients (American Psychological Association, 2014; Association for Assessment and Research in
Counseling, 2018; Jensen-Doss & Hawley, 2011; Hohenshil, 1996; Young, 2021). Variations in
client characteristics, clinical setting, or other legal and ethical requirements may necessitate the
incorporation of questionnaires, checklists, observations of behavior, mental status exams,
reports from significant others, and/or diagnostic interviews to comprehensively describe,
evaluate, and classify what is happening with the client holistically or as it relates to a singular
diagnosis (American Psychological Association, 2014; Fong & Silien, 1999; Hohenshil, 1996;
Young, 2021).

Examples of Screening Tools

Examples of screening tools include the Alcohol Use Disorders Identification Test
(AUDIT; Horvath et al., 2023; Reinert & Allen, 2007) and the seven-item Generalized Anxiety
Disorder Scale (GAD-7; Byrd-Bredbenner et al., 2020; Johnson et al., 2019; Moreno et al.,
2019). Traditionally, the AUDIT was considered an appropriate screening tool to identify
problematic alcohol use across diverse populations (Reinert & Allen, 2007), but Horvath et al.
(2023) indicated that results were previously inconclusive for individuals of diverse sexual and

gender identities. Their study of individuals representing four sexual identities and three gender
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identities in 21 countries, speaking 14 languages, signaled acceptable reliability but suggested
separating questions by identification of severity, then problem behavior, rather than reporting
results as one score (Horvath et al., 2023). The researchers recommended further study among
diverse identities across multiple countries as a result of subgroup exclusions, variations in
recruitment, omitting the evaluation of criterion validity, among other limitations (Horvath et al.,
2023).

A concluding example of a resource for screening is the seven-item Generalized Anxiety
Disorder Scale, which is a commonly administered scale to identify the symptoms of anxiety
based on DSM criteria (GAD-7; Byrd-Bredbenner et al., 2020; Johnson et al., 2019; Moreno et
al., 2019). Historically, this tool has been evaluated across a number of samples representing
diverse populations internationally, nationally, by language, and clinical setting (Byrd-
Bredbenner et al., 2020; Johnson et al., 2019; Moreno, 2019). Current studies confirm its validity
and reliability as a screener and resource for tracking progress in treatment progress (Byrd-
Bredbenner et al., 2020; Johnson et al., 2019; Moreno, 2019).

Examples of Diagnostic Assessments

Use of clinical interviews, both structured and semi-structured, such as a biopsychosocial
or comprehensive clinical assessment, often used during the intake process, have also been
widely used tools for collecting complete histories to aid in the diagnostic process (American
Psychological Association, 2014; Fong & Silien, 1999; Hohenshil, 1996; Jensen-Doss &
Hawley, 2011; Meyer & Melchert, 2010; Young, 2021). Jensen-Doss & Hawley (2011) indicated
that in spite of their traditional use as a diagnostic tool, unstructured interviews were determined

to be lacking validity due to the presence of bias when employed.
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Recognized diagnostic assessments include the previously noted, Structured Clinical
Interview for the DSM (SCID; American Psychiatric Association, n.d.) and the Diagnostic
Assessment Research Tool (DART; Schneider et al., 2022), both of which involve semi-
structured interview procedures to confirm diagnosis that align with the current version of the
DSM. The American Psychiatric Association (n.d.) describes the SCID as a tool intended to
confirm the presence of conditions under diagnostic categories such as mood and anxiety
disorders; adult attention-deficit/hyperactivity disorder (ADHD); obsessive compulsive disorder
(OCD); posttraumatic stress disorder (PTSD); adjustment disorder; psychotic disorders; and
substance use disorders (First et al., 2016). Supplemental modules on the SCID relate to
differential diagnoses of mood and psychotic disorders as well as screening for other conditions
of concern such as anorexia nervosa, intermittent explosive disorder, gambling disorder, and
others (First et al., 2016). Osorio et al. (2019) indicated that the SCID is one of the most
frequently administered diagnostic assessments in the world and the most recent version has high
validity and specificity.

Similarly, the Diagnostic Assessment Research Tool (DART) is intended to assess
multiple categories of DSM conditions, consisting of modules related to depressive disorders;
bipolar and related disorders; anxiety disorders; trauma and stressor related disorders; obsessive
compulsive and related disorders; somatic symptoms and related disorders; substance related and
addictive disorders; and feeding and eating disorders (Schneider et al., 2022). There are also
supplemental modules related to personality disorders, insomnia disorders, and others, as well as
modules to screen for psychotic disorders; risk for self-injury, suicide, and homicide; and
attention-deficit/hyperactivity disorder (Schneider et al., 2022). Departing from the SCID, for

which payment and/or permission to use are required from the American Psychiatric Association
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(First et al., 2016), the DART is an open-access tool thereby increasing availability across
clinical and research environments (Schneider et al., 2022). Recent data on the DART presented
high construct validity for categorical and specific diagnostic modules, including depressive
disorders; anxiety disorders; posttraumatic stress disorder; obsessive compulsive disorder; and
substance related and addictive disorders (Schneider et al., 2022).

As opposed to the SCID and DART that are formatted with modules to assess multiple
diagnoses, one example of a scale measuring a specific condition includes the Hamilton Rating
Scale for Depression (HAM-D; Hamilton, 1960), which has been used clinically for over 60
years. Due to identified weaknesses in the full scale, the 17-item HAM-D was previously
determined inappropriate for assessing depressive symptoms in clinical environments (Ma et al.,
2021). Interestingly, the short version of the HAMD-17, the HAMD-6, has a higher sensitivity
and 1s considered a more fitting tool to clinically diagnose depression (Ma et al., 2021).
Accordingly, when Ma et al. (2021) compared the nine-item Patient Health Questionnaire (PHQ-
9), the PHQ-9 was identified as an appropriate substitute to the HAMD-17 for assessing
depressive symptoms (Ma et al., 2021).

The PHQ-9 Screener and Diagnostic Assessment

The final example of an instrument widely used in clinical settings is the nine-item
Patient Health Questionnaire (PHQ-9), which is available for free and identifies depressive
symptoms and suicidal ideation (American Psychological Association, 2020b; Kroenke et al.,
2001; Shaff et al., 2024). The PHQ-9 creators describe it as a combined brief screener and
assessment for depressive symptoms that can be self-administered by patients and is extensively
used in primary medical care settings (American Psychiatric Association, 2020; Kroenke et al.,

2001). The earliest measure of criteria determined that the tool was valid and reliable for
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confirming the severity of depressive symptoms in primary medical care settings (Kroenke et al.,
2001), and high reliability and internal consistency remain (Ma et al., 2021). It should be noted
that Robert Spitzer, who was a consultant for DSM-II and led the Task Force that re-wrote the
diagnostic classifications for DSM-III, co-authored the study that initially confirmed the validity
of the PHQ-9 (Kroenke et al., 2001). That study was also sponsored by Pfizer Pharmaceuticals,
who manufactures antidepressant medications under brand names such as Zoloft, Effexor, and
Pristiq, which conveys the previously cited historical criticism of diagnostic criteria formation
and associated conflicts of interest (Kroenke et al., 2001; Pfizer, n.d.).

Regarding analysis of the PHQ-9 in a racially diverse sample engaged in primary medical
care, Huang et al. (2006) determined that criteria are consistent across African Americans,
Chinese Americans, Latino/a/x individuals, and those who racially identify as non-Hispanic
White patients. The study also confirmed that regardless of language, the PHQ-9 can be utilized
without revision to core content (Huang et al., 2006). Robert Spitzer was listed as a co-author on
this study as well, although there were no conflicts of interest endorsed by the researchers. In
spite of its popularity in medical and clinical mental health settings over time, as recently as
2022, the psychometric properties of the PHQ-9 were still unclear in English-speaking
multiracial populations (Shaff et al., 2024). Since then, however, Shaff et al. (2024) conducted a
study of 1, 012 participants who self-identified affiliation with at least two racial groups, and
found that the PHQ-9 demonstrated strong internal consistency, but the question related to
suicidal ideation may not be enough to detect risk factors in older adults who are racially diverse.
Notwithstanding the availability of these screeners, assessments, and other resources to support

diagnosis formulation, research remains limited on which measures, if any, are predominantly
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used by counselors in conjunction with the DSM, and how those tools work concurrently with
the meaning making process of the counselor once client information is obtained.

The focus of this study will be the lived experiences of counselors that contribute to
meaning making in the diagnostic process. This seems particularly important in the context of
social and clinical environments that are potentially stressful and have the capacity to contribute
to emotional overwhelm or other symptoms of burnout. Navigating those conditions with the
expectation of incorporating multiculturalism and social justice approaches to diagnosis
selection, and possibly introducing supplemental diagnostic tools, made this a personally

stimulating topic that seems worthy of further inquiry due to its absence in existing literature.

Balancing Clinical Demands and Diagnostic Decision-Making

To address the responsibility of assigning clinical diagnoses, counselors often utilize one
or more clinical assessments and consult the current version of the Diagnostic and Statistical
Manual of Mental Disorders (DSM; American Psychiatric Association, 2022a) for classification
of clinical concerns, coding disorders, and third-party reimbursements (Eriksen & Kress, 2006;
Suris et al., 2016). Counselors must simultaneously adhere to ethical mandates to incorporate
principles of diversity, multiculturalism, and social justice into their selection of assessment,
formulation of diagnosis and general practice (American Counseling Association, 2014;
Association for Assessment and Research in Counseling, 2018). Equally, counselors are
expected to maintain appropriate self-care and work-life balance, thereby independently
navigating circumstances that may contribute to compassion fatigue and burnout (Lee et al.,

2010; Mullen et al., 2017; Ross et al., 1989; Thompson et al., 2014).
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Counselor Burnout

Lee et al., (2020) conducted a meta-analysis of articles related to psychotherapist burnout
and the impacts of environment. Their work identified 27 articles published between 2006 and
2018 that used the Maslach Burnout Inventory (MBI) or the Counselor Burnout Inventory (CBI).
They examined studies involving counseling psychologists, school counselors, mental health
therapists, addictions therapists, clinical social workers, and clinical psychologists, in addition to
noting that the MBI was used more frequently across the studies, but the CBI is more centered on
environmental factors (Lee et al., 2020). Their results indicate that environmental factors such as
work hours, role ambiguity, role overload, and role conflict had a strong relationship to
emotional exhaustion, which contributes to burnout. Additionally, environmental factors such as
negative clients, role ambiguity, role overload, and role conflict were most strongly related with
burnout (Lee et al., 2020). Based on the findings of their meta-analysis, as well as other studies
of counselors (Lee et al., 2010; Mullen et al., 2017; Ricks & Brannon, 2023; Thompson et al.,
2014), it seems warranted to continue exploring and describing environmental occurrences that
contribute to burnout, as this has the potential to impact diagnostic processes.

In their cluster analysis, Lee et al. (2010) used the Counselor Burnout Inventory (CBI) to
codify burnout types in a convenience sample of 132 counselors at a conference in the
southeastern United States. Results of their study identified three clusters, whereby 38.6% of
respondents (n = 51) scored low on CBI subscales (i.e., exhaustion, incompetence, negative work
environment, devaluing client, and deterioration in personal life), and researchers labeled them
“well-adjusted counselors” (WAC; Lee et al., 2010, p. 133). The next cluster included (n = 44)
participants, or 33%, who researchers labeled “disconnected counselors” (DC), identified by

medium scores on the CBI subscales representing exhaustion, negative work environment, and
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deterioration in personal life. The DC group, however, scored high on the incompetence and
devaluing client subscales and were described as disconnected from their clients and
unresponsive to their needs (Lee et al., 2010). The final cluster included 28% of the sample (n =
37) and were labeled with high levels of exhaustion, negative work environment, and
deterioration in personal life, but in contrast had low to moderate scores on the subscales for
incompetence and devaluing clients; these individuals were classified as persevering counselors
(PC; Lee et al., 2010). Although this study reflects categories of burnout, rather than more
specific symptomology, what is important is that 61% of counselors experienced multiple
categories of burnout and environmental factors contributed.

Upon stratification, 33% of respondents were self-identified as feeling incompetent and
they reportedly devalued clients, which resulted in them being categorized as disconnected and
unresponsive to clients (Lee et al., 2010). This was in conjunction with another 28% that
experienced exhaustion, negative work environment, and personal life deterioration even though
they did not endorse feelings of incompetence or client disconnection (Lee et al., 2010). This
study, although earlier, remains an illustration of the myriad ways in which burnout manifests,
contributors in the environment, and the potential effects of burnout on clients. What is also
important is recognition that individuals who meet criteria for burnout on these subscales or
others would still be required to engage in strategies to develop accurate diagnosis while
adhering to established ethical standards for assessment and diagnosis.

In an effort to further understand burnout and compassion fatigue, Thompson et al.
(2014) conducted a correlation study of 213 mental health counselors that examined experience
of compassion fatigue, burnout, and the relationships to gender identity, work experience, coping

strategies, mindfulness resources, satisfaction with compassion, and perception of working
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conditions. They found inverse relationships between degree of compassion fatigue and positive
perceptions of working conditions, as well as burnout and perception of working conditions
(Thompson et al., 2014). They also identified inverse relationships between mindfulness and
compassion fatigue, in addition to compassion fatigue being positively correlated with
maladaptive coping (Thompson et al., 2014). In addition, they found that counselors report less
burnout when they have better coping strategies, positive perceptions of their work environment,
and higher mindfulness attitudes (Thompson et al., 2014). Here again, counseling researchers
identified behaviors and characteristics associated with experiences of burnout and compassion
fatigue, but individuals who experience these symptoms and continue working with clients have
to navigate the challenge of remaining consistent and accurate in their application of diagnostic
techniques.

More recently, Ricks and Brannon (2023) explored the impacts of active listening on
burnout levels among licensed professional counselors (LPC) and licensed professional
counselor associates (LPCA) during the COVID-19 pandemic. Their thematic qualitative
analysis of 20 LPCs and LPCAs found that consecutive virtual therapy sessions increased
listening exhaustion due to exposure to challenging topics, such as trauma, number of sessions
each day, and limited breaks between sessions (Ricks & Brannon, 2023). The Ricks and Brannon
(2023) study also identified symptoms of listening exhaustion, which include experiencing
physical, mental, and emotional fatigue, as well as irritability, feeling overwhelmed and tired,
depersonalization, headaches, and feeling tired. Participants noted the importance of active
listening in counseling and the negative impacts listening exhaustion can have on clinical work

and client outcomes. The notion that quality listening skills may be diminished as a result of
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consistent engagement in telemental health, coupled with various burdens in the environment,
makes the process of creating an accurate, informed diagnosis even more challenging.

While there is research on counselors’ experiences of burnout and compassion fatigue
(Lee et al., 2010; Mullen et al., 2017; Ricks & Brannon, 2023; Thompson et al., 2014), as well as
literature on the importance of multicultural considerations when diagnosing (American
Counseling Association, 2014; Association for Assessment and Research in Counseling, 2018;
Dailey et al., 2014; Kress et al., 2005; Kress et al., 2010; Schwartz & Feisthamel, 2009;
Zalaquett et al., 2008), only three studies were found that specifically examined the diagnostic
decision-making of counselors (Hays et al., 2009; Hill & Ridley, 2001; Witteman et al., 2012),
and only one used a qualitative approach.
Diagnostic Decision-Making

Regarding diagnostic decisions, the earliest study found was an archival study conducted
by Hill and Ridley (2001) who examined 35 client records belonging to 13 counselors who
worked at a large midwestern counselor training facility. The researchers used three pairs of chi-
square analyses to determine the extent to which counselors delayed assigning diagnoses to
clients versus making immediate diagnostic determinations. They made comparisons between
clients and across counselors and concluded that delayed diagnostic decisions occurred
significantly more often than what they anticipated (Hill & Ridley, 2001). Although their study
examined diagnostic decision-making, they used a quantitative method and conducted an
archival study, which is inconsistent with the qualitative approach of this dissertation. In
addition, the Hill and Ridley (2001) study did not address factors that potentially impact

individual counselors while making diagnostic decisions.
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Another quantitative study that addressed diagnostic decision-making, albeit in
psychology and counseling, was conducted by Witteman et al. (2012), who examined the
diagnostic expertise of counselors using the Cochran-Weiss-Shanteau (CWS) Index. Their study
involved 54 participants including first year students in clinical psychology, advanced master’s
students in clinical psychology, and licensed counselors, who had completed all coursework in
clinical psychology and practiced professionally (Witteman et al., 2012). Participants were
presented with 24 short vignettes and asked to classify various mental health disorders based on
a probability interval; six of the vignettes were repeated to ascertain consistency in classification.
The CWS Index was used to rate the participants on their ability to distinguish between disorder
classifications—ultimately a test of clinical judgment (Witteman et al., 2012). According to their
results, advanced master’s level students performed significantly better than first year students
and licensed counselors, while licensed counselors did not perform significantly differently than
first-year students. The researchers concluded that effectively making clinical judgments is a
balance of being consistent and having the ability to discriminate between disorders but is not
related to expertise in terms of amount of time in licensed, professional practice. While the study
was useful for identifying how to categorize the decisions made, it did not address other factors,
such as personal and ecological experiences, that may contribute to the ways counselors make
meaning while engaging in the diagnostic process.

In contrast to the use of quantitative methods to examine diagnostic decisions, Hays et al.
(2009) used a grounded theory approach to explore how counselors and trainees make
clinical/diagnostic decisions. In the Hays et al. (2019) study of 41 counselors and trainees,
researchers utilized a grounded theory approach to explore diagnostic variance and its impacts on

making clinical decisions. The study participants were diverse across reported gender identity,
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racial background, income, and religious affiliation (Hays et al., 2009). To complete the study,
participants received a narrative summary and intake form for one of six clients and were tasked
with assigning a diagnosis, along with documenting the time it took them to determine the
classification. They then engaged in a semi-structured interview with a research team member
(Hays et al., 2009). The research analysis procedures were designed to begin the formulation of a
theory reflective of variations among counselors in their efforts to make clinical decisions (Hays
et al., 2009). The results indicated evidence of diagnostic variance attributable to both the
characteristics of the counselor and the assigned client in the write-up, including information
variance, or limitations in what information the client presented in the written case; observation
variance, or counselors’ varying interpretations of data given on their respective client write-ups;
and criterion variance, meaning that counselors acknowledged the subjectivity of diagnostics
and the challenges with accuracy as a result (Hays et al., 2009).

Whereas the Hays et al. (2009) study focused on the concept of diagnostic variance when
arriving at clinical decisions, the current study will be an exploration of the lived experience of
counselors in their unique contexts while formulating a diagnosis; therefore, there are different
purposes. The research on diagnostic variance (Hays et al., 2009), along with the previously
described quantitative studies (Hill & Ridley, 2001; Witteman et al., 2012), are also lacking the
historical context of the pandemic and subsequent impacts on mental health. Furthermore, none
of the cited researchers had the benefit of interviewing participants after evolutions and updates
to the DSM, as are available now. No studies were identified that explored environmental and
emotional stressors on counselors, paired with the task of comprehensively confirming a
diagnosis. To fill this gap, the current study explored the lived experiences of licensed counselors

while formulating a mental health diagnosis.
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CHAPTER 3: METHOD

Chapter three presents a brief background on the research design and puts forth a
rationale for its selection. There is also a discussion of reflexivity and its use in the study. The
participants are introduced, and the details of the recruitment process are outlined. The
instrumentation and study procedure are also discussed, in addition to providing an overview of
the strategies used for data collection, analysis, and attendance to ethics in research.

Research Design and Background

For the current study, I chose a descriptive, or transcendental, qualitative
phenomenological approach to understand and explore the experiences of licensed mental health
counselors while formulating a mental health diagnosis. The purpose of descriptive
phenomenological research is to describe, not interpret, the lived experiences of participants,
who are considered co-researchers in this design, thereby co-creating the meaning of the
phenomenon of interest (Moustakas, 1994).

Phenomenology is largely influenced by philosophical traditions and following his works
Logical Investigations in 1900 and Ideas: General Introduction to Pure Phenomenology in 1913,
Edmund Husserl has been widely cited as the founder of this approach (Giorgi et al., 2017,
Moran, 2000; Moustakas, 1994; Peoples, 2021; Wertz, 2005). The other influential
phenomenological approach is hermeneutic or interpretive, which was introduced by Martin
Heidegger, whose work was a departure from Husserl (Dowling, 2007; Giorgi et al., 2017,
Moran, 2000; Peoples, 2021). Heidegger’s interpretive phenomenology is consistent with
Husserl’s descriptive in that both focus on the “the things themselves” (Dowling, 2007, p. 133;

Husserl, 1982, p. 280; Moran, 2000, p. 228; Wertz, 2005, p. 168), or the illumination of
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phenomena at their most fundamental level, which in research are akin to the lived experiences
under study (Dowling, 2007; Husserl, 1982; Moustakas, 1994).

These philosophical traditions differ in that descriptive phenomenology attends to what
participants/co-researchers describe and subsequently allows the phenomenon to reveal itself, as
it is reported (Dowling, 2007; Husserl, 1982; Moustakas, 1994). The act of perceiving a
phenomenon is considered an awareness of its existence in the mind and this intentionality, or
consciousness, requires being present, or perhaps mindful, of oneself and the world—
understanding that these are interrelated aspects of making meaning (Dowling, 2007; Moustakas,
1994). In the descriptive tradition, researchers are expected to bracket, or set aside, their
assumptions and practice epoché, which is a Greek term meaning to refrain from judgment.
Bracketing, or epoché, allows participants, or co-researchers, to speak for themselves without the
incorporation of biased representations from the researchers (Moustakas, 1994; Wertz, 2005).
Bracketing includes setting aside external theoretical orientations, so the study is grounded in a
phenomenological framework and there is no additional theory informing the research (Wertz,
2005). A key strategy for the descriptive approach is phenomenological reduction, which works
in conjunction with the above strategies to isolate fundamental attributes of a phenomenon, then
learn about it as it appears and is explained by participants (Dowling, 2007; Moran, 2000;
Moustakas, 1994). As such, there is a focus on, and description of the experience first, then there
is an intentional analysis on the part of the researcher (Dowling, 2007). Collectively, these
processes lead to an emergence of the essence, or an essential understanding and overarching
meaning of the unique phenomena being explored (Dowling, 2007; Husserl, 1982; Moustakas,

1994; Wertz, 2005).
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In contrast to the descriptive tradition and consistent with its name, interpretive, or
hermeneutic phenomenology, encourages the incorporation of researcher interpretations and
understanding throughout the research process (Dowling, 2007; Sloan & Bowe, 2013). Sloan and
Bowe (2013) define the term hermeneutic as “...an interpretation of text or language by an
observer” (p. 1293). According to Moran (2000), one underpinning of interpretive
phenomenology as explained by Heidegger was that phenomenon do not consistently express or
manifest with accuracy, which means describing it, as with Husserl’s approach, is not sufficient.
In Heidegger’s phenomenological approach, interpretation is considered a core component of
human experience, and therefore, goes beyond describing. Additionally, there is no endorsement
of bracketing, nor a belief that it is possible to set aside biases (Dowling, 2007; Moran, 2000;
Peoples, 2021).

To engage in the process of interpretation, Heidegger introduced the hermeneutic circle,
which supports the understanding of a text by extracting individual parts and referencing those in
the context of the whole text (Dowling, 2007; Sloan & Bowe, 2013). While engaging in the
research process using a traditional interpretive approach, the researcher isolates themes while
reading participant transcripts, then uses personal reflection to support the interpretation and
assignment of meaning to the phenomena (Sloan & Bowe, 2013). Furthermore, by the time
Heidegger’s 1927 book Being and Time was published, he had omitted concepts aligned with
Husserl, like epoché and consciousness in relation to lived experience, and instead focused solely
on practical human experience (Moran, 2000).

Rationale for Research Design
I selected descriptive phenomenology as the research design because the goal of the

current study was to understand the lived experiences of licensed counselors while formulating a
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mental health diagnosis. In an effort to understand the lived experiences of other licensed
counselors, it was appropriate to begin by describing the contexts in which they operate, then
engage in intentional analysis, as is consistent with the descriptive approach. Because [ am also a
licensed counselor with specific beliefs about the profession, I believe that bracketing my
assumptions to any extent possible is beneficial. For this study, bracketing ensured that I
remained intentional in my efforts to avoid projecting personal perspectives and expectations
onto participants.

To be clear, I believe that both descriptive and interpretive approaches to my study would
have yielded results that contribute to counseling practice, counselor education, and training.
However, describing an individuals’ experience and using techniques to elucidate and ultimately
co-create meaning was more aligned with my approach to counseling practice. Interpretation
certainly plays a role in counseling practice, but it is not the only mechanism used. Furthermore,
I fundamentally disagree with Heidegger on the notion that because individuals may not provide
an accurate description of the phenomena, it is the role of the philosopher, or in this case the
researcher, to impose an interpretation on them (Moran, 2000). Even if the interpretive
phenomenological tradition has evolved to examine “...participants’ perceptions of ‘their truth’—
their own experiences as they perceived them” (Sloan & Bowe, p. 1300), the descriptive
approach remained appropriate for my phenomenon of interest.

My final rationale for the selection of descriptive phenomenology was primarily
grounded in principle. Martin Heidegger has a documented allegiance with the German Nazi
party from the 1930s to the end of World War II and perhaps beyond (Mitchell & Trawny, 2017;
Moran, 2000). While his interpretive phenomenological methodology has evolved over time, I

found it personally challenging to knowingly engage with research approaches that use his ideas
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and philosophies as their basis. As a result, this study primarily follows the procedural guidelines
for descriptive phenomenology outlined by Moustakas (1994) to answer the research question,
“what are the experiences of licensed mental health counselors while formulating a mental health
diagnosis?”
Reflexivity

To support the reflexivity recommended and expected in qualitative research, I needed to
engage in a consistent process of self-reflection and appraisal throughout the research activities
(Berger, 2015). I utilized an electronic journal to ask myself questions, examine personal beliefs,
explore aspects of power and privilege, and document assumptions and biases as I progressed
through the research process. I also engaged in peer conversations, or peer support, most often
related to assumptions, biases, my dual roles as “insider” and “outsider,” and the impact of those
factors on the participants and research (Berger, 2015). Berger (2015) also noted that reflexivity
involves the recognition of researcher position and the influence of personal history on the
researcher’s thoughts and choices.
Positionality Statement

Contributing to an ongoing process of reflexivity was an early acknowledgement of my
position as a 46-year old, Black American, cisgender, heterosexual, woman with no visible
disabilities. I am single, never married, and I have no children. I am also a licensed counselor
with experience diagnosing clients across multiple settings in professional practice, as well as a
doctoral candidate, an adjunct faculty member, and a graduate student supervisor. As a
practitioner, | am grounded in developmental and wellness approaches, as well as theories
focused on multiculturalism, social justice, and the influence of systems such as Ecological

Theory, Critical Race Theory, Black Feminist Thought, and Liberation Psychology. Because of



49

my work in community mental health specifically, with long hours and lower salary, in addition
to working in a research hospital setting, I have experienced chronic burnout. I have also had to
balance competing priorities with the responsibilities of accurately determining client diagnoses.
This personal history initially spurred my curiosity about other counselors’ experiences while
formulating a diagnosis and became the impetus for this dissertation topic. Overall, I am critical
of diagnostic processes, as currently practiced in the US, and have opinions about the profession
in general. My personal and professional background, along with understanding my role as an
“insider” previously connected to the phenomenon under study, underscored the need for
bracketing.
Bracketing and Epoché

Consistent with the descriptive, or transcendental, phenomenological tradition, I
bracketed my assumptions throughout the research process to the highest extent possible
(Husserl, 1989; Moustakas, 1994). This involved setting aside my personal experiences in the
counseling profession and those related to my sociopolitical identities, as well as any biases and
expectations, to achieve epoché. As previously referenced, in Greek, the term epoché means to
avoid judgment and assures that knowledge is gained from the phenomenon itself, rather than
external influences, such as attitudes and beliefs (Dowling, 2007; Husserl, 1989; Moustakas,
1994). Although I recognize the impossibility of transcending subjectivity by bracketing all of
my assumptions, biases, and experiences, I need to remain aware of their existence. As a
researcher, my thoughtful employment of strategies, like bracketing, can mitigate unintentional
influence on the outcomes, which enhances trustworthiness and ethical engagement with

participants (Berger, 2015).
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Participants

In qualitative inquiries, researchers are most inclined to utilize purposeful or purposive
sampling to ensure a selection of individuals who can expound on the identified topic, and for
phenomenology, eight to 15 participants is the standard range (Miles et al., 2014; Peoples, 2021;
Wertz, 2005). In their study of counselors and their diagnostic expertise, Witteman et al. (2012)
found little difference between the diagnostic classifications of early career counselors and
seasoned counselors. As such, my inclusion criteria were reflective of individuals across levels
of experience, provided they have been independently responsible for diagnosing clients for at
least one year. Furthermore, I focused the literature review on the mental health of adults in the
U.S., therefore participants needed experience with clients or patients who identified as at least
18 years of age. The inclusion criteria for the study required that participants were: (1) 18 years
of age or older; (2) a full or provisionally licensed mental health counselor currently practicing in
the U.S.; and (3) responsible for the direct diagnosing of clients who are 18 years of age and
older for at least one year. In an effort to center my ethical obligations as a researcher planning a
recruitment strategy, I attempted to eliminate conflicts of interest and prevent the appearance or
experience of coercion. As such, individuals were excluded from study participation if they
were: (1) not 18 years of age or older; not licensed as a mental health counselor and not
practicing in the U.S.; and/or not responsible for the direct diagnosing of clients or have not
engaged in direct diagnosing of clients for at least one year; (2) a student, faculty, or staff
member at North Carolina State University; and/or (3) a relative, friend, or recognized
acquaintance of mine, as the Principal Investigator.

The participants in the current study consisted of a purposive sample of nine licensed

mental health counselors across the U.S. who have engaged in diagnosing adult clients for at
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least one year. The participants included seven individuals who self-identified as women, one
who identified as a woman and Queer, while two individuals self-identified as men (Table 1).
Three participants identified as Black or African American; one individual identified as Black or
African American and Hispanic or Latino/a/x; four individuals identified as White or European
American; and one individual did not identify racial/ethnic background (Table 1). Each
participant met the inclusion criteria, and the sample represents practitioners across seven
regions of the U.S., endorsing four counseling licensure types, with years in practice ranging
from two to 21 (Table 1).

Table 1. Participant Demographics.

Pseudo License  Years Work Practice = CACREP  Gender Racial/ Family
-nym Type in Setting(s) Region Graduate  Identity Ethnic Status
Practice Identity
Dr.B LCPC 21 Private Pacific YES Woman White or Married/
practice Northwest European  deceased

American  child

J. LPC/ 3 Community  West YES Woman Black or Single/no
MH MH Coast African children
nurse American

Jane LMHC/ 4 Community/ Southeast  YES Woman White or Partnered/
LMFT private /Queer  European  no children

practice American

Jessica LPC 2 Integrated Pacific YES Woman White or Married/ no

Care- Northwest European  children
Community American
MH

Rachel LCPC 15 Private Midwest NO Woman White or Married/

practice European = multiparent

American  household-
3 children
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Reese LMHC 3 Hospital/ Midwest NO Man Black or Married/ no
private clinic African children
American
Stone  LPC 3 Private Southwest  YES Man Married/
practice - coparenting
Vee LPCC 5 Hospital/ West / YES Woman Black or Married/ no
clinic Northeast African children
American
VP LMHC/ 6 Hospital/ Southeast  YES Woman Black or Married/
MH private African coparenting
nurse practice American /
Hispanic
or
Latino/a/x

Note. LCPC = Licensed clinical professional counselor; LPC = Licensed professional counselor;
MH = Mental health; LMHC = Licensed mental health counselor; LMFT = Licensed marriage
and family therapist; LPCC = Licensed professional clinical counselor.
? Participant did not report racial/ethnic identity.
Instrumentation

Participants were recruited virtually from across the U.S. using a flyer posted on the
platform, LinkedIn (Appendix A), and an email announcement on the CESNET-L listserv for
professional counselors and educators hosted by Kent State University (Appendix B). To
determine study eligibility, the recruitment flyer for LinkedIn (Appendix A) and the CESNET-L
email announcement (Appendix B) included a link to a Qualtrics survey with questions related to
inclusion and exclusion criteria, as well as general demographics (Appendix C). I created the
Qualtrics survey and incorporated skip patterns and display logic, so the survey automatically

ended when individuals did not meet the stated eligibility criteria.
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The participants engaged in a semi-structured interview (Moustakas, 1994) consisting of
open-ended core questions and initial prompts informed by literature, my own professional
practice (Wertz, 2005), and recommendations from dissertation committee members. Table 2
provides an overview of the interview questions with their rationale, and the full interview
protocol is located in Appendix D. Follow up questions were asked to increase the concreteness
and specificity of the participants’ descriptions of their lived experiences (Giorgi et al., 2017;
Moustakas, 1994). Asking follow-up questions and utilizing summaries during the interview also
enabled the participants to communicate their own meaning of the phenomenon, which
eliminated the need for researcher interpretation. The recruitment flyer (Appendix A) and the
CESNET-L Email Announcement (Appendix B) indicated that interviews ranged from 60-90
minutes. Once conducted, one interview was approximately 50 minutes, seven interviews were
approximately 60 minutes, and one interview was approximately 90 minutes.

Table 2. Interview Questions and Rationale.

Question Interview Questions Rationale
Number
1. Thank you again for agreeing to join me for this Informed by practice
interview. | hope you’re doing well. (building rapport)

I’d like to begin by learning a little more about you Informed by literature

professionally. Please describe in detail your client on phenomenology
population and your primary practice setting(s). requiring thorough
Please share the details as if you’re speaking with descriptions and
someone who knows nothing about counseling. bracketing assumptions

(Finlay, 2011; Giorgi et
al., 2017; Husserl, 1989;
Moustakas, 1994)

Informed by ethics and
Note: You don’t have to share the name of the confidentiality.
practice location—a thorough description of the
clients you serve, and the setting, is sufficient.
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2. What are your experiences at work and other areas of Informed by literature

life in a typical day? Please share as much detail as on phenomenology

you feel comfortable. requiring thorough
descriptions and

What are your experiences in a typical week bracketing assumptions

(Monday — Sunday)? Please share as much detail as  (Finlay, 2011; Giorgi et

you feel comfortable. al., 2017; Husserl, 1989;
Moustakas, 1994)

3. What does it mean to you to diagnose a client? Informed by literature
on phenomenology and
the importance of
meaning (Giorgi et al.,
2017; Husserl, 1989;
Moustakas, 1994)

4. Please name and/or describe any resources, Informed by literature

assessments, or other tools you use to help you form  on phenomenology
a diagnosis. requiring thorough
descriptions and
bracketing assumptions
(Finlay, 2011; Giorgi et
al., 2017; Husserl, 1989;
Moustakas, 1994)
5. Could you please describe one or more situations Informed by literature
when you diagnosed a client? on phenomenology
requiring thorough
Note: (If needed) Could you describe more descriptions and
specifically what you did? bracketing assumptions
(Finlay, 2011; Giorgi et
al., 2017; Husserl, 1989;
Moustakas, 1994)
6. What was happening in your environment at the Informed by literature

time?

on phenomenology
requiring thorough
descriptions and
bracketing assumptions
(Finlay, 2011; Giorgi et
al., 2017; Husserl, 1989;
Moustakas, 1994)
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7. With as much detail as possible, please describe the  Informed by literature
thoughts and feelings you experience throughout on phenomenology
your process of diagnosing a client. requiring thorough

descriptions and
bracketing assumptions
(Finlay, 2011; Giorgi et
al., 2017; Husserl, 1989;
Moustakas, 1994)

8. How did the academic and clinical training you Informed by
received in your master’s program impact or recommendation from
influence your approach to diagnosing clients? dissertation committee

members.

0. Please discuss how diagnosis has been helpful or not  Informed by
in your work with clients. recommendation from

dissertation committee
members.

10. What personal and professional factors impact your  Informed by
diagnostic decision making? recommendation from

dissertation committee
members.

11. What else would you like to share about your Informed by literature
feelings, experiences, and what meaning those on phenomenology
experiences and/or feelings have for you? requiring thorough

descriptions and
Note: (If needed) “Have you shared all that is bracketing assumptions
significant with reference to this experience?” (Finlay, 2011; Giorgi et
(Moustakas, 1994, p. 104) al., 2017; Husserl, 1989;
Moustakas, 1994)
12. Thank you for your time. Informed by literature
on phenomenology and
Would you mind if I contact you by email if I have follow up interviews
any follow up questions or need clarification? (Giorgi et al., 2017;
Moustakas, 1994)
13. When [ finish printing the transcript and reviewing Informed by literature

the details of our interview, would you mind if I send
it to you to verify its accuracy? You can also note
information you would like to delete or add.

on credibility (Miles et
al., 2014)
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Procedure

This descriptive phenomenological study is intended to learn about, and understand, the
lived experiences of licensed mental health counselors while formulating a mental health
diagnosis. As noted above, I engaged in semi-structured interviewing and utilized
phenomenological strategies to identify units of meaning in participant texts (Giorgi et al., 2017,
Moustakas, 1994). Fully engaging in these descriptive phenomenological processes, including
acknowledging my own identity and relationship to the study, allowed me to be appropriately
positioned for the essence of the phenomenon to emerge.

Data Collection

I submitted my study protocol to the North Carolina State University Institutional Review
Board (IRB) for review. Following approval, I recruited participants by posting the study flyer
(Appendix A) on the social media platform, LinkedIn, and uploading an email announcement
requesting participants on CESNET-L, the national listserv for professional counselors and
educators (Appendix B). The recruitment flyer and CESNET-L email announcement included a
link to a Qualtrics survey for collecting demographic information and confirming that interested
individuals met study criteria (Appendix C).

After the first day of releasing the initial recruitment postings, I received 111 individual
responses to the Qualtrics survey, and I immediately closed the survey. Of those 111, more than
half were determined ineligible for participation because they did not meet the stated criteria. Of
those remaining, there were 10 respondents who appropriately completed all, or most, of the
required fields. I emailed those prospective participants with another explanation of the study, a
reminder of its voluntary nature, and the informed consent form amended from the North

Carolina State University IRB template (Appendices E and F). Of the 10 prospective participants
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contacted, I received correspondence from nine. Once participants confirmed their review of the
informed consent and returned the signed document, we scheduled a 1-1.5 hour Zoom meeting to
conduct the research interview.

At the beginning of each meeting, I greeted the participants, verbally reviewed their
signed consent form, and confirmed their permission to record using the Zoom platform. I further
explained the request for optional “member checking” and confirmed they would each receive a
$30 Visa gift card as compensation for their participation. Participants were also given the option
of conducting the interview with their cameras on or off, per their preference. To support and
maintain ethical standards of confidentiality, I also asked participants to select their own
pseudonyms. Rather than assigning pseudonyms or providing a client ID, which might seem to
minimize personhood, I asked participants to select their own pseudonyms to be consistent with
the egalitarian nature of my research and clinical approach. As previously explained, I then
collected data using semi-structured interviewing, which is the recommended method in
descriptive phenomenology (Moustakas, 1994). The information communicated to participants
during the study interview is located in the interview protocol (Appendix D).

Data Analysis

The descriptive phenomenological method for data analysis proposed by Moustakas
(1994) and utilized in this study, outlines the use of participant texts in the form of open-ended,
semi-structured interviews. Use of participant texts with open-ended questions is the preferred
method for data collection in descriptive phenomenology, as it allows the participants to speak
for themselves and describe their own experiences (Dowling, 2007; Moustakas, 1994; Shorey &
Ng, 2022). To analyze data, | downloaded each participant’s Zoom interview and listened to the

recording. This allowed me to edit the auto-generated transcript and confirm the accuracy of the
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verbatim participant texts, while attending to variations in tone and silence, thereby increasing
understanding of the participants’ unique voices (Eddles-Hirsch, 2015). In accordance with
standards of confidentiality, during this process, I also redacted all statements that had the
potential to easily, or unintentionally, identify the participant.
Dedoose Data Analysis Software

Upon confirming the accuracy of the transcripts and de-identifying each, the nine
participant texts were uploaded into Dedoose data analysis software (Dedoose, 2024). Dedoose is
one of several software types that assist with managing, organizing, and coding qualitative data
(Dedoose, 2024). I contacted the NC State IRB coordinator to discuss its use, but no amendment
was required because only de-identified data were used. Once the transcripts were in Dedoose, to
gain an initial impression of the participants’ holistic experiences, I read each transcript in its
entirety once, then read each one again, which is the recommended approach in descriptive
phenomenological inquiry (Eddles-Hirsch, 2015; Giorgi et al., 2017; Shorey & Ng, 2022
Shosha).
Descriptive Phenomenological Analysis

After the participant transcripts were uploaded in Dedoose, I began the process of
identifying units of meaning to highlight the participants’ descriptions of their experiences,
which is a process is known as horizonalization (Moustakas, 1994). Moustakas (1994) explained
that in the descriptive tradition, “horizons” are the unlimited perspectives that materialize when
looking at a phenomenon from various angles. When employing horizonalization, each
perspective is treated as an element of the whole experience and all perspectives have equal
importance (Moustakas, 1994). It should be noted here that horizonalization and

horizontalization are synonymous. Frequently cited authors, such as Creswell and Poth (2017),
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use the term horizontalization, but they reference Moustakas’ (1994) work. For the purposes of
this dissertation study, the term horizonalization is used because the process for analysis is
grounded in Moustakas (1994) as a primary source. Utilizing horizonalizing assisted with
organizing and structuring the data for analysis, as well as ensuring all relevant statements were
equally valued before intentional analysis.

Following horizonalization, I engaged in the process of phenomenological reduction,
which allows the researcher to eliminate unnecessary words and phrases from the text to focus
on fundamental attributes of the phenomenon (Dowling, 2007; Moran, 2000; Moustakas, 1994).
Reduction occurs while combining participants’ unique meaning statements into themes, a
process called clustering, to reflect shared meaning of the phenomenon (Moustakas, 1994). In
this way, I was able to identify commonalities across the participants’ experiences and create a
summary statement to capture their overall descriptions and sentiments. Next, I created textural
descriptions using participants’ quotes, which supported assigning meaning to the overall
experience of the phenomenon. According to Moustakas (1994), textural descriptions are
considered the qualities and nature of the phenomenon, and it is from fully explaining what the
phenomenon is that we are able to describe the ways in which the phenomenon is experienced
(Moustakas, 1994).

Coding, Themes, and the Emergence of Essence

During the processes of horizonalization and clustering, I assigned unique codes to
categorize participants’ descriptions of their experiences. At the start of this analysis, there were
39 codes. To remain consistent with the descriptive phenomenology methodology, I intentionally
used a combination of only in vivo and descriptive codes. In vivo coding is the use of language,

or quotes, directly from the participants’ responses in the data and descriptive codes are defined
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as the researcher creating a label to explain or assign meaning for a passage of text (Miles et al.,
2019). Through a process of repeatedly horizonalizing, clustering, and using phenomenological
reduction, themes and subthemes emerged from the unique meaning statements, and the 39
initial codes became seven overarching themes and corresponding subthemes.

In response to the research question, “what are the experiences of licensed mental health
counselors while formulating a mental health diagnosis,” the seven themes that emerged were:
(1) Clinical Setting(s); (2) Diagnostic Methods, with two subthemes, Clinical Interview and Use
of the DSM and/or Other Resources; (3) Influence of Time and Experience with subtheme
Graduate Training Experience; (4) Internal Experience, with two subthemes, Empathy,
Compassion, and/or Sensitivity and Hard Work; (5) Life Occurrences and Responsibilities; (6)
Self-care; and (7) Worldview, Paradigm, and/or Theoretical Orientation. At the completion of
the formal analysis, I reviewed the collected data and crafted a phrase to reflect the essence of
the phenomenon (Moustakas, 1994). This is intended to capture the spirit of the participants’
statements, while connecting the data to the original research question. Themes, subthemes, and
the essence of the phenomenon are discussed in detail in the findings outlined in chapter four.
Trustworthiness

To demonstrate trustworthiness of findings in qualitative inquiry, Lincoln and Guba
(1985) established four criteria, including credibility, confirmability, dependability, and
transferability. Establishing credibility means that the researcher accurately depicted the
participants, their experiences, and in the case of this dissertation study, their descriptions of the
phenomenon (Bloomberg, 2023; Lincoln & Guba, 1985). Confirmability is ensuring there is a
clear connection between the research findings and the participant data (Bloomberg, 2023;

Lincoln & Guba, 1985). Dependability refers to the reliability of the findings regardless of what
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may occur during the data collection process (Bloomberg, 2023; Lincoln & Guba, 1985).
Although generalizability is not expected for qualitative studies, transferability is the creation of
findings that describe specific contexts that may be pertinent to members of the broader study
audience (Bloomberg, 2023; Lincoln & Guba, 1985). Bloomberg (2023) also indicated that,
although efforts can be made to increase the likelihood of transferability, this criterion cannot be
confirmed by the researcher; it remains the responsibility of the study audience to determine
whether the context described by the study is applicable and relevant to them. Multiple strategies
were used, some overlapping, to address the criteria for establishing trustworthiness.
Credibility

Reflexivity Strategies. To contribute to the credibility of the findings, I engaged in
reflexivity through the use of an electronic journal to detail thoughts, ideas, questions, points of
confusion, and areas of realization throughout the research process (Miles et al., 2019).
Similarly, I utilized analytic memoing throughout the data analysis process. Bloomberg (2023)
described the use of memos as comparable to generating an audit trail, whereby ideas, thoughts,
and impressions can be documented throughout the analysis. I used memoing most frequently
when I recognized an unexpected bias or assumption, then needed to examine and bracket this or
other personal experiences (Miles et al., 2019). I also used memos to outline my understanding
of early patterns, themes, and larger areas of confusion or problems (Miles et al., 2019). The
final strategy for reflexivity that I employed was to engage in peer conversations (Berger, 2015).
Peer conversations, through a network of peer support, contributed to additional processing of
assumptions, biases, my dual roles as “insider” and “outsider,” and the impact of those factors on

the participants and research (Berger, 2015).
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Member Checking. Another strategy for establishing credibility was the use of member
checking. Member checking increases credibility and enhances trustworthiness by involving
participants in the study verification process (Bloomberg, 2023; Miles et al., 2014; Peoples,
2021). This can range from confirming the accuracy of their interview or providing feedback on
the findings (Miles et al., 2014; Peoples, 2021) To conduct member checking, I explained the
process at the beginning of the research interview (Appendix D). When interviews were fully
transcribed and de-identified, I sent each one to the relevant participant and asked them to
confirm its accuracy. The email I sent to participants explained the request for member checking
in more detail and outlined the process (Appendix I). Four of nine participants engaged in the
member checking process; only two suggested minor edits to grammar or language and the other
two said they agreed with the transcript as presented.

Researcher Triangulation. A third approach for establishing credibility was using
researcher triangulation, which involves at least two members of a research team to review
participant data to offer multiple perspectives (Bloomberg, 2023; Carter et al., 2014).
Triangulation is simply a means of collecting multiple sources of data, and researcher, or
investigator, triangulation is just one type. Because I used Dedoose (2024) software to assist with
analysis, I took advantage of their electronic intercoder reliability test. MacPhail et al. (2016)
noted that intercoder reliability can increase the credibility of qualitative findings.

For this exercise, | served as the principal investigator, and I asked two colleagues to
apply the developed themes to selected segments of participant text. To support the ethics of
reciprocity across the study, the two members of the researcher triangulation team were
compensated for their participation. The first member of the researcher triangulation team

included an individual who self-identifies as a Black American, cisgender woman. She is
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currently a doctoral candidate in Counseling and Counselor Education at a university located in
the southeastern U.S. She is a licensed clinical mental health counselor associate (LCMHA) with
eight years of experience in mental health practice and specializes in multicultural clinical
mental health. The next member of the researcher triangulation team included an individual who
identifies as a White American, cisgender man. He is currently an assistant professor and
program coordinator of school counseling and adjustment counseling at a university in the
northeastern U.S. He has practiced as a school counselor for four years with approximately two
years as a licensed clinical mental health counselor associate (LCMHA).

As recommended by MacPhail et al. (2016), to engage in this process, I selected
segments of all nine participant texts that equaled 20% of the entire dataset, which was
approximately 50 pages for this study. I organized the segments under an intercoder reliability
test in Dedoose and gave each triangulation team member independent access to the software.
Independent access ensured they could enter the test separately and blindly apply themes and/or
subthemes to each segment. Neither member of the triangulation team had access to the results of
my thematic application, nor could they view each other’s results. I emailed the research
triangulators with instructions for accessing and navigating the software, in addition to
explaining how to view themes, subthemes, and associated definitions for appropriate application
to participant text segments. The instructions for researcher triangulation are located in Appendix
G.

To calculate results, Dedoose used Cohen’s kappa statistic, which is defined as a
coefficient that determines agreement when utilizing scales that are nonnumerical (Cohen, 1960).
Dedoose (2024) pooled the kappa to provide a summary of agreement for more than one code.

The kappa value for the first member of the research triangulation team was a .62 level of



64

agreement and the kappa value for the second member was .57. According to Cicchetti (1994),
these values suggest coding agreement among the three of us to be within the fair (.57) to good
(.62) agreement ranges. Due to the existence of ranges of acceptability provided by Cicchetti
(1994), these kappa values were determined to be sufficient for this study, but Miles and
Huberman (1994) indicated that depending on the research topic and analysis, the scores would
ideally approach .90. While the kappa scores here do not reflect poor results, they are not ideal
given more recent recommendations (Miles & Huberman, 1994). This will be discussed further
in the limitations section. Researcher triangulation, however, was only one form of credibility,
and other strategies were utilized to ensure the trustworthiness of the results.
Confirmability and Dependability

Confirmability and dependability are two additional processes for determining the
trustworthiness of a study and its findings. Bloomberg (2023) indicated that common strategies
for confirmability include triangulation, reflexivity journaling, and audit trails. Likewise,
common strategies for dependability are peer review, triangulation, and audit trails (Bloomberg,
2023). Since I engaged in triangulation and reflexivity journaling to establish credibility, I felt
that those strategies were applicable to confirmability and dependability.
Transferability

The final criterion for establishing trustworthiness is transferability, and frequently used
approaches include thick description, purposeful, or purposive sampling, and depth of
information (Bloomberg, 2023). I utilized purposive sampling in this study and attempted to
describe my strategy for recruiting participants. Bloomberg (2023) indicated that detailing the
sampling strategy offers more information about the participants and the ways in which the study

is situated. I also attempted to define and describe various phases of the study, the participants,
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and the findings in a way that represented a layered, complex, and nuanced description of the
phenomenon. Individuals who read this dissertation study will be the authorities on its level of
transferability in their unique contexts (Bloomberg, 2023).
Ethical Considerations

As I conducted this study, I reflected on my knowledge of the ethical obligations of
research and my understanding of counseling ethics, both of which maintain the highest
standards of confidentiality and use all available mechanisms to protect the participant or client
(American Counseling Association, 2014). To ensure my understanding of ethics in research, |
referred to the Belmont Report (1979) written by the National Commission for the Protection of
Human Subjects of Biomedical and Behavioral Research. The Belmont Report (1979) highlights
three principles for conducting research with human subjects, including respect for persons,
beneficence, and justice.
Respect for Persons, Beneficence, and Justice

I attended to respect for persons by providing an informed consent document (Appendix
F), reviewing it with the individual, and repeatedly emphasizing the voluntary nature of study
participation, including the right to withdraw at any time (Bloomberg, 2023; The National
Commission for the Protection of Human Subjects of Biomedical and Behavioral Research,
1979). Engaging in the IRB application process was helpful in thinking through beneficence,
such as outlining the benefits and risks to participants, as well as considering power differentials,
conflicts of interest, and ensuring universally applied inclusion/exclusion criteria (Bloomberg,
2023; The National Commission for the Protection of Human Subjects of Biomedical and
Behavioral Research, 1979). I also proactively sought guidance from the IRB coordinator when

there were questions about procedures, policy interpretations, and other details related to
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engaging with human subjects in research. Use of reflexive processes were also intended to
encourage ethical practices related to justice, such as documenting my positionality, in addition
to using journaling, memoing, and conversational support from peers. These reflexivity strategies
promoted multiple opportunities to reflect on known and unanticipated biases, assumptions, and
experiences to prevent them from interfering with participants’ emotional and psychological
safety, fairness, and equity. To address reciprocity, which I see as connected with fairness and
morality, [ offered participants a $30 Visa gift card as compensation for their time engaging in
and completing the scheduled interview (Miles et al., 2014). Participant reciprocity was also
addressed in the informed consent document (Appendix F) .
Confidentiality and Data Protection

To protect the identity of the participants, I used pseudonyms rather than real names.
Consistent with my efforts to establish egalitarianism and respect for personal autonomy, I asked
participants to select their own pseudonyms. In the interview transcriptions, I also redacted all
identifying information, including state names, to prevent participants from being easily or
unintentionally identified. All study activities were completed using an encrypted laptop with
password protection, access to NC State VPN, an active firewall, virus protection, and a secure
file shredder to permanently delete sensitive data. Until they were transcribed, interview
recordings were temporarily stored using a private NC State University Google Drive folder and
immediately deleted from all locations on my personal laptop using a sensitive data file shredder.
Following transcription and deletion of interviews, and de-identified data were stored using a
private NC State University Google Drive folder. Other study data, including the Qualtrics
survey (Appendix C), and completed consent forms (Appendix F) were stored on the NC State

University Google Drive, per IRB recommendations. It should be noted that I stored the
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Qualtrics survey in a separate folder than the completed consent forms and transcribed
interviews, so the names of consented participants were not linked to research data. Transmission
of study data to and from participants, such as transcripts for member checking, were shared
using Google Drive, per NC State University IRB recommendations. Details regarding data use
and storage were outlined in the informed consent (Appendix F) provided to participants

following confirmation of eligibility, then reiterated at the beginning of the study interview.
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CHAPTER 4: FINDINGS

Upon finalizing the data analysis, I identified seven themes that describe the lived
experiences of the nine licensed counselors who participated in this dissertation study. In
response to the primary research question, “what are the experiences of licensed mental health
counselors while formulating a mental health diagnosis,” the seven themes include: (1) Clinical
Setting(s); (2) Diagnostic Methods, with two subthemes, Clinical Interview and Use of the DSM
and/or Other Resources; (3) Influence of Time and Experience with subtheme Graduate Training
Experience; (4) Internal Experience, with two subthemes, Empathy, Compassion, and/or
Sensitivity and Hard Work; (5) Life Occurrences and Responsibilities; (6) Self-care; and (7)
Worldview, Paradigm, and/or Theoretical Orientation (Table 3).

Table 3. Themes and Subthemes.

Themes Subthemes

Clinical Setting(s)

Diagnostic Methods Clinical Interview
Use of the DSM and/or Other Resources

Influence of Time and Experience Graduate Training Experience
Internal Experience Empathy, Compassion, and/or Sensitivity
Hard Work

Life Occurrences and Responsibilities

Self-care

Worldview, Paradigm, and/or Theoretical Orientation

Clinical Settings(s)
The first theme, clinical setting(s) (Table 3), is defined as current and past practice

types/locations; time spent at work; physical environment or workspace; and description of work
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activities and occurrences. Participants described working in community mental health agencies,
hospitals, private practices, and residential treatment settings, with three individuals
simultaneously seeing clients in hospitals and private practice. The nature of the workplace and
associated expectations emerged as relevant to participants’ daily experiences of time and stress
level, while also providing detailed descriptions of work life in certain environments. This is
illustrated when Dr. B, who currently works in private practice, said:

I try to keep it under like 10 clients-11 clients a week, and before it was like 8 AM to 8

PM. And I kept on schedule and that was like the last 10 years at this pace. Ten years

before that was at that pace. And then before that, I worked in community mental health

in the Southeast and I was a supervisor of residential treatment. We had 300 beds. I

supervised a hundred people, and they were all severely mentally ill. And that's really

where I learned to diagnose quickly there.
Here, Dr. B described 12-hour workdays for at least 20 years, and before that, working in a high
volume clinical setting that contributed to her ability to make rapid diagnostic determinations in
the context of serious mental illness. As a result of those experiences, she now limits her clients
to 11 or fewer per week. She currently works in a “solo private practice” and noted, “I start
seeing clients somewhere from noon to 5. And I usually see three clients a day, tops four. I'm
very lucky in that now because I used to see maybe 13 or so.”

Similarly, when describing his workweek in a private clinic and at a hospital, Reese
stated:

I'll say, a population of about three to five people in a month, depending. Sometimes it

can increase to around six or seven. I'm working at a private clinic, though I'm also at a

hospital—that I won't mention—where I get my patient referrals and stuff... In a typical
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week, of course, Mondays I’m always at work, reporting at the hospital. On Tuesdays,

I’m on and off from the clinic to hospital because they're just nearby each other... on

weekends, I do visits to homes whenever I’'m needed— like Saturdays and Sundays,

those days I only work a half day.
Although he sees less than 10 clients per month in a private clinic, Reese is balancing that with
working in a hospital and conducting home visits on the weekends. The ongoing adjustment to
the pace and unique environment occurs in the context of diagnosing clients, which requires
integrating multiple skills and attention to ethical mandates, as outlined by the counseling
profession.

Jane, who works in community mental health and has a “very small private practice”
described her typical week as “...probably from 8:30 in the morning to 7pm, three days a week,
and the other two days a week it's about 8:30 to 4.” She further described her work by stating:

I'm also a Qualified Supervisor in my state, so I also supervise and oversee people who

are on that pathway between their masters and becoming licensed. So, my typical day

really is a mix of two things. I'm providing individual counseling to my own caseload, so
typical 60 minute sessions, also intakes, getting consent forms, biopsychosocials, having
standard therapeutic sessions, doing all of chart management. So, from consent to
diagnosis, biopsychosocials, and keeping all of that kind of on track and in alignment
with company policy. And then I also oversee about 12 counselors in training, and I walk

through their diagnosing and oversee all of their day to day tasks to ensure that I'm

providing adequate supervision, and I'm checking over their charts. And we're basically

walking through their caseload every day... because I have my own clients, and |

supervise, a lot of times I'm dealing with things that pop up, like chart compliance, crisis,
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mandated reporting, diagnosing challenges... parents... you know, things that pop up

with parents, working with collateral stakeholders, checking for auditing of chart

compliance. And days tend to be—because it's community mental health—either really

quiet or really hectic, with very little in between.
While participants work in different settings, they are each balancing multiple demands of the
clinical environment, and several participants are working across multiple environments. Jane,
however, introduced the challenges of performing dual roles in her work, including counselor
and clinical supervisor, which requires diagnosing her own clients, while overseeing the work of
newly licensed counselors. It seems critical to take the rigors of the workday into account when
considering how counselors formulate diagnoses. Participants are handling various
administrative and clinical expectations throughout the day, while potentially working long
hours. In addition to their diagnostic responsibilities, which require attendance to detail and
adherence to ethical mandates, they may also pivot between more than one role, transition to
multiple worksites, and attend to extraneous responsibilities that accompany professional
counseling. Each of these potential occurrences are directly related to counselors’ lived
experiences while formulating a mental health diagnosis, and just as important are the diagnostic
methods they utilize.
Diagnostic Methods

The next theme is diagnostic methods (Table 3), described as procedures, approaches,
routines, and decision making strategies used to formulate diagnoses. Two subthemes that
emerged due to their frequency across participant responses included clinical interview and use
of the DSM and/or other resources. Participant responses associated with the primary theme of

diagnostic methods ranged from general descriptions of procedures to accounts of diagnostic
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routines and approaches to decision making in specific clinical situations. To illustrate this,
participant, Stone, generally explained, “Well, when determining—we usually, you know, we
rule out. We try ruling out because dealing with mental health issues, some symptoms of many
mental health conditions are similar to each other.” Another participant, Rachel, reflected on her
considerations when seeing clients previously diagnosed by another provider:
I’ve definitely done a thing where I've included the diagnosis that they come in with, so
to speak, especially if I can see where we're going with that. There's evidence here... So,
an example is that sometimes I'll have adults that have ADHD as a diagnosis, but also
what they're presenting with might be more related to depression or anxiety. And I'm not
trying to take away the ADHD diagnosis because it's also possible that their medication is
managing that very well for them. And they have other life stuff going on that has now
led to other symptoms and other needs. So it could be that it's not so much that [ don't see
the case for the diagnosis that you came in with, but it might also be that I'm adding an
additional diagnosis. And so, you know, that's a conversation I'll have with clients, too.
In this instance, Rachel described how she considers the impact of changing a diagnosis on the
client, as well as considering other life situations that may affect the client’s presentation. She
also highlighted the importance of talking with the client about her process. Consistent with
Rachel’s collaborative approach to diagnosing, participant Jessica said:
First and foremost, I'll talk to the client, and I'll ask them, “what do you think about this
diagnosis? Do you know where it came from? Let's run through the criteria together. Do
you believe this fits?”... And then again, checking in with my own clinical judgment and

what I'm feeling from the client.
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Participants also shared very specific processes, such as Reese, who described using a number of
resources to support diagnostic decision making when he stated:
I usually write signs and symptoms... [ usually have a draft that [ have a bunch of
symptoms, and I'm always going through it... sometimes I go in the Diagnostic and
Statistical Manual of Mental Disorders... sometimes I also go through... the ICD—I'm
sure you've heard of it—it's an international classification of diseases. So yeah, and then
just the clinical interviews, either remotely or physically, with them... You know, you can
use those tools that are like questionnaires, rating skills... in order to get a way of coming
up with your own diagnosis... and collateral information... and also doing some
professional consultation.
In his response, Reese highlighted a number of resources available to him and the thorough
approach that he takes when formulating a diagnosis. His description also incorporated the
broader primary theme, identified as diagnostic methods, as well as both subthemes, clinical
interview and use of the DSM and/or other resources.
Clinical Interview
Because the clinical interview, or some description of it, was mentioned by every
participant at least once, it was identified as a subtheme of their overall diagnostic methods
(Table 3). Clinical interview is defined as specific mention of, or references to, the clinical
interview, intake, and/or comprehensive clinical assessment. Clinical interview also includes
participant descriptions related to asking patients/clients questions to learn and understand them,
their presenting problem(s), symptoms, personal history, and other life/family details. This also
includes descriptions of intentionally getting to know the patient/client to support formulating the

diagnostic process. Participant, J., illustrated this when she explained:
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You know, to give an accurate diagnosis or any kind, it has to go through a thorough
evaluation. And you know the factors—there are the symptoms, number one, and the
history. Now, the history is a very big factor when we’re about to formulate a diagnosis.
Medical history, and the family history is a very, very important one because we have
clients that probably have been dealing with this issue in the family, and it could be
evidentiary or the other way around... Then we also have some stressors—some triggers.
It could be any kind of stressor... it could be peer pressure from school. It could be
racism... So those are potential factors that, you know, help us to formulate our
diagnosis— after we've been able to evaluate thoroughly.
J. also stated, “you ask them questions, and they must confide in you to give you the right
answers for you to formulate your diagnosis.” Likewise, Jessica described the intake document at
her community mental health agency when she said:
Previously we were doing more of a standard intake, so looking at demographic
information, different kinds of history, dynamics, systems, all this stuff... But now, as an
agency, we just transitioned to a trauma informed intake, which is so neat. So, we have
them expand on all these different areas of their lives. And essentially asking, how did
this impact you? Did it impact you? We're looking at all the different cultural factors.
In her description, Jessica highlighted the importance of a comprehensive intake capturing
cultural factors that may impact the diagnosis formulation. Another participant, Rachel, shared
her perspective that the clinical interview and thorough questioning can clarify client reports and
responses on other screenings or assessments. Rachel explained:
...everything that I do, as far as diagnosing goes... [ was going to say, starts at the

clinical interview. But technically, people fill out those assessments prior to coming in
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for the first session. So, I guess that's actually before. But I think that even those
assessments being filled out, there are times when you're talking with somebody and
asking the right questions, information will emerge that contradicts, maybe, what they
indicated on the assessment. So, you know, I've seen people sort of over-represent
symptoms on a screener and under-represent symptoms on a screener. So that nuance and
the broader picture is better flushed out in that clinical interview and gathering
information. So that's why I kind of think of that as my starting off point because |
haven't really made a diagnostic impression, even though I've reviewed those screeners
and a brief history form prior to the client coming in for the first session. I'm still holding
my diagnostic impression until I have the opportunity to talk with them. So then, it really
is sitting and having that conversation and talking through what is bothering them. What's
present? How is that showing up in their life? What are some things that are impacted?

Asking about suicidal ideation — those types of assessments in person also.

J., Jessica, Rachel, and all participants, named or described the clinical interview as a significant

component of their diagnostic method that contributes to accurate, comprehensive conclusions.

As a result of this tool being mentioned by all participants, clinical interview clearly emerged as

an important aspect of the diagnostic process for the counselors in this study. In addition to the

clinical interview, most participants named or alluded to using the DSM and/or other resources

as part of their clinical experiences when formulating diagnoses.

Use of the DSM and/or Other Resources

Use of the DSM and/or other resources emerged as an additional subtheme of the

diagnostic methods primary theme (Table 3). Six of the nine participants named the DSM as part

of their process for diagnosing clients, and eight of nine participants specifically identified other
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resources or tools used as part of their diagnostic formulation. This subtheme is defined as
current or previous use of any version of the DSM, as well as current or previous use of
screenings; diagnostic assessments; observations; mental status exam; collateral
contacts/documents; independent research; consultations; and other materials to support
diagnosing a patient/client. To increase clarity when coding, the exclusion for this subtheme was
that it does not include the clinical interview or comprehensive clinical assessment.

In response to questions about the tools or resources she uses in the diagnosing process,
participant, Vee, shared, “apart from knowing their problems and also checking on their
symptoms and all, I also use the Diagnostic and Statistical Manual of Mental Health Disorders...”
Another participant, Rachel, echoed this sentiment when she said, “the DSM 5 TR is needed, so |
use that all the time.” Participants also generally described resources used to support diagnosis
formulation, such as when J. recounted:

So, most times, from the door, we start our assessments, and from the questions we ask

them, we’ve started doing the assessment already. And from the people, or the guardian,

or whoever brings them in, we also have to hear from them to know the diagnosis.
Here, J. described a continuous process of assessment and evaluation in her community
counseling center setting, which begins with general observations of the client when they present
for services. J. also noted her inclusion of collateral contacts to support diagnostic conclusions.
Similarly, Stone mentioned that in his private practice setting, he utilizes the support of collateral
contacts for more comprehensive reporting and client follow up. Stone indicated, “I keep in
touch with doctors who might have an obligation toward the patient to maybe provide
treatment...” Other participants reported the use of specific tools and instruments, such as Jane

who stated:
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...I keep an ear to the ground to learn new information by following resources online. |
also read things like Psychology Today... stuff that doesn't give me a diagnosis, but helps
kind of keep my ears out to say could I really be seeing this thing? Like, I think that this
is ADHD, but is this really an impact of trauma? So, I'm constantly trying to read new
emerging things that come out. And that's also through following organizations that target
work with children. So, ACAC [Association for Child and Adolescent Counseling],
through the American Counseling Association. So, I follow ACAC and then I attend a lot
of conferences and trainings, but that's a privilege because not everyone can afford to do
that... I also do a variety of age-appropriate assessments if I have access to them. Like the
PHQ-9 and the GAD-7, all age-appropriate ones, of course, because you know, Beck, that
runs the gamut for ages. And then I will do some ADHD assessments. I don't diagnose
for that because I don't feel it's in my scope of practice, but I certainly will give a screener
for something like ADHD or OCD to help me understand where I might need to make a
referral.
Participants shared general and specific approaches, resources, and tools to inform their
diagnostic determinations, which provided more insight into their lived experiences while doing
this work. Although there are unique routines across the counselors, each participant identified
the clinical interview, clinical intake, or some form of comprehensive clinical assessment as
significant to their diagnostic process. Most participants also identified use of the DSM as a
resource, as well as, at times, incorporating screeners, assessments, collateral information, or
other research to increase knowledge about the client or support diagnosis formulation. In

addition to the assorted resources that can assist counselors when diagnosing, the next emergent
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theme describes the ways that time and experience in practice can influence counselors’
diagnostic approach.
Influence of Time and Experience
The third theme that emerged is related to the influence of time and experience on
participants’ diagnostic approaches or practices (Table 3). Influence of time and experience is
defined as participant statements regarding time in practice or duration of counseling career. This
theme also reflects how experience level impacts feelings about diagnosing, diagnostic approach,
routines, and/or practices associated with symptom classification. Vee, who reported practicing
as a licensed counselor for five years said:
...Getting to know from experience, the things I have seen before, helps me to know at
first sight what the issue is, and then I still go further to verify... [I] kind of place others
side by side to compare the two situations and evaluate and carry out my diagnosis.
Although additional confirmations are involved in her decision making, Vee expressed that her
past experience with diagnosing enables her to compare clinical presentations, which helps her
formulate diagnosis. In a different way, Rachel, who reported practicing for 15 years, shared that
her beliefs about referring to the DSM have changed with time and experience:
Surprisingly, as I started in the field, I believe I probably had this idea that at some point I
wouldn't need it as much, or I would know, and on some level that is true. But I also
really do go back and relook at those criteria every single time I write a diagnostic write
up because I think that it is crucial to be thinking about what the criteria are and making
sure that the case is made for those points to be present.
In her description, Rachel acknowledged that over time she experienced an increase in diagnostic

comprehension that contributed to needing the DSM less; however, she simultaneously
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expressed that continuing to use it as confirmation is important for her. Another participant, Jane,
who reported independent licensure for four years, also indicated less reliance on the DSM over
time, coupled with more inclusion of supplemental research:
...that trajectory in the beginning of my career, I leaned very heavily on things like the
DSM, and then, you know, once you've been around the block a while, you start to
memorize some of the criteria for the things that you see very often like generalized
anxiety disorder, adjustment disorders, major depressive disorder... But I'm also open to
emerging science around trauma and attachment because that changes so much faster
than the DSMs are revised.
Dr. B, who reported practicing as a licensed counselor for the last 21 years, expressed a similar
sentiment when she stated:
I don't know if it's because I've been doing this for so long... it's just almost innate now. It
just is like, I can't even put a thought process to it... once I have the picture of what it is—
whatever the diagnosis is, I see that first, but then everything fills in.
Dr. B, who is in private practice, further described capturing the depths of the clients’ human
experience, rather than strictly focusing on formal symptom classification. Although each were
different in their descriptions, the participants still emphasized that over time, experience with
diagnosing increased familiarity and confidence with the process. The increased fluency with the
process then invited utilization of supplemental resources, both theoretical and experiential.
Consistent with their unique clinical approaches, this supports the counselors with understanding

what is occurring with the client in conjunction with, or beyond, the DSM criteria.
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Graduate Training Experience
In addition to the general influence of time and experience in practice, the impact of
graduate training experience was a relevant subtheme that emerged from participant responses
(Table 3). This subtheme is defined as, references to, and recollections of, what was learned
about diagnosis and the process of diagnostics as a graduate level student or trainee. Although
the participants did not discuss their graduate training with the highest frequency, because of
their responses, it felt significant to capture its reported impact on their approaches to
formulating diagnoses. Jane indicated that she graduated from a CACREP accredited counseling
program, and said:
I firmly believe that people in master's programs do not get enough information about
diagnosis. We cram it all into one class and we tell people it'll make more sense when
you start doing it, and that's just not helpful. I think for me, when I think about my
training, I think a lot of my training to diagnose happened after I was in that interim time
between masters and becoming licensed and having to really lean into consultation and
supervision and learning from other people. Just learning these are the nine criteria of this
disorder. What does that look like? What does that sound like? What questions do I need
to ask to get to that? That's not something that just a 16 week class can cover. I think that
one class, just to learn the checkmarks of the DSM is really hard, let alone to learn
assessing and asking those questions and having a real live person. I think I probably
wasn't even prepared for diagnosis in practicum. I was so focused on just trying to
survive, like learning to be a baby counselor, and what do I do when there's a person that
wants help in front of me, that diagnosis really could not be in the forefront of my mind.

So, I don't think the training is enough.
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Likewise, Dr. B reported graduation from a CACREP affiliated program and explained:

So yeah, the teachers that we had were all clinical psychologists and they were teaching a

master's degree in mental health counseling, and I'm sure we had one class on Abnormal

Psych, and there wouldn't have been anything about diagnosing. I mean, other than, “and

you need to diagnose.” But there wasn't anything about coding or anything like that in

there. It was just abnormal psych.
It should be noted that although Dr. B reported graduating from a CACREP affiliated program, it
was unclear whether this was the master’s level, doctoral level, or both, which will be discussed
in the limitations section. Regardless of accreditation type, both Jane and Dr. B expressed that
their master’s level coursework did not adequately address the technical aspects of diagnosing. In
contrast to recollections of insufficient training on how to diagnose, when asked about master’s
level training, Stone, who also endorsed graduation from a CACREP accredited program, said,
“...sorry not to answer that, but I can’t really remember.” He did indicate that his program
generally helped him understand the mind-body connection, and it prepared him to provide
appropriate support to clients.

Comparable to the recollection of receiving preparation to work with clients described by
Stone, another participant, VP, expressed satisfaction in her CACREP affiliated training program
when she stated, “I wouldn't have had the ability to know what is going on with the clients, what
to tell the clients... in terms of maintaining professionalism while doing counseling sessions.” VP
further said, “academic experiences and learning have really played a greater role in doing
counseling sessions and in my dealings with the clients on a daily basis.” Jessica, who also
graduated from a CACREP accredited program highlighted the overarching paradigm when she

described her master’s level diagnostic training, stating:
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... my takeaway—especially from the professor's kind of air that came through—is that
diagnosing is a very particular process, and you have to be very careful with the
implications of it. So, they really emphasized that this is a label, and labels have power,
and there are ethical dimensions to it that you wanna consider. You don't wanna just slap
this label on somebody, even if it fits clinically, because that could have long term
implications for them. So that was kind of my take away from it—really consider the
person and not just the logistics of it.
Rachel, however, did not endorse graduation from a CACREP affiliated program, and said:
I'm a rule follower. So, I know that in my master's program, when I took diagnosing, my
instructor was like, “Hey, you need to look at the criteria and make sure that you're
meeting them.” And I was like, “okay, this is how we diagnose. I follow the rules.
Overall, the participants expressed varying feelings and levels of intensity about their graduate
level training and its impact on their lived experiences when formulating diagnoses. Some
participants described their training as insufficient, while others shared that it was adequate or
more than satisfactory preparation. With the exception of Rachel, who reflected on learning to
follow the rules for determining criteria, no one referenced the impact or influence of learning
the procedural aspects of diagnosing. That said, most participants expressed approval with their
ability to appropriately work with clients as a result of their graduate education.
Internal Experience
One of the most frequently discussed topics involved participants’ internal experiences
when diagnosing and/or working with various client populations. As a result, internal experience
emerged as a theme, with corresponding subthemes of empathy, compassion, and/or sensitivity

and hard work (Table 3). Internal experiences are defined as feelings or thoughts when
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diagnosing a client, in addition to feelings or thoughts about clinical work, clients/patients,
and/or the experiences of clients/patients. To support precision when coding, the exclusion
criteria for this theme clarified that it does not include philosophies, opinions, or perspectives
about the concept of diagnosis/diagnosing. Philosophies, opinions, or perspectives about the
construct of diagnosing were coded to the theme, worldview, paradigm, and/or theoretical
orientation.
During the interviews, participants expressed a wide range of emotions and feelings, such
as Jessica discussing frustration and worry when diagnosing:
I think frustration is actually a big one. I'll frequently feel frustrated that [ have to try and
fit my clients into these nice little boxes without being able to capture their experience.
So, it's frustration. It's a little bit of anxiety, worry about, am I gonna get this right? What
are the implications of this going to be in the long run?
Similarly, when sharing experiences of her earlier adjustment to clinical work, J. identified
feelings of anger when she said, “So it wasn't easy for me at first, you know. I'd go home and be
so angry, and I'd be emotional because of the things I would hear from people.” In contrast to
distressing emotions about the work, several participants described feelings of excitement,
happiness, and fulfillment, including Stone, who said:
If it's gambling, if it's addiction or something. And you actually see positive progress. It
just ignites the fire in me to do more good out here... I love what I'm doing, and it's
something that I enjoy. Seeing that I can be a change in the society or in the community
that I'm living in. It just makes me feel good, you know.
Consistent with Stone’s sentiments, when reflecting on her work with clients, VP stated, “I feel

most times... I feel satisfied... I'm impactful in someone's life. I'm able to help someone. So, it
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gives me this inner joy. It makes me happy.” When sharing feelings associated with clinical
work and her lived experience as a counselor, Rachel also expressed positivity when she
explained, “So, when I switched to the private practice setting, I got to return back to doing
direct clinical work with clients, which is very fulfilling.” Although the participants’ internal
experiences reveal distinct emotions, feelings, and thoughts when engaged in diagnosing clients
and other aspects of clinical work, the most frequently referenced sentiments were related to
expressions of empathy, compassion, and/or sensitivity.
Empathy, Compassion, and/or Sensitivity

The first subtheme of internal experience emerged (Table 3), as each participant
specifically named or described their feelings of empathy, compassion for the client, and/or
approaching the clinical and diagnostic encounters with sensitivity. Empathy, compassion,
and/or sensitivity is defined as expressing, demonstrating, and/or feeling understanding, pity,
desire to support, sadness, care/carefulness, and/or kindness toward clients/patients, their
experiences, and/or the process of diagnosing. Empathy was the most prominent sentiment, as it
was named or described by more than half of the participants, such as when VP shared her
feelings about counseling work, she said, “Sometimes you need to feel like a normal person and
you feel the way the other person feels, and then sometimes you have to maintain your
professionalism.” Echoing this sentiment regarding her thoughts and feelings during the process
of diagnosing clients, Jane said, “But a lot of empathy comes up because I think for me... |
believe in my personhood and the way that I conceptualize people is that the work that I do is an
honor and a privilege.” When discussing his feelings throughout the process of diagnosing

clients, Reese affirmed these feelings by sharing:
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...it's a very empathetic moment... at some point, it gets very emotional because some
people have gone through deep stuff... so you have to really put yourself in their shoes
and that's the only way I feel I can connect with them, and I'll get a very nice
understanding of what I should do in order to help them completely.
Relatedly, when describing her thoughts and feelings during the process of diagnosing clients,
Vee expressed:
...my thought is always on how to better the situation of my clients. I'm always
compassionate about them, and I'm trying to think about the possible ways to help this
person. So, my thought is always on how to help this person...
Participants also expressed a need to approach diagnostic encounters with sensitivity, such as
when Rachel explained:
I would say only every now and then something sort of stands out like, “oh, I think this
could be a surprise to this client.” Or it might be something that needs to be handled with
sensitivity and a little bit more delicacy to be able to deliver that.
In resonance with using care and remaining sensitive while engaging in diagnostic processes,
Jessica noted, “And then, as we get to the diagnosing portion, I'm a little bit more hesitant and
tentative, [ would say. I like to diagnose much more, I'd say, on the lighter side at first. A little
bit more carefully.” As she continues building the relationship with the client, Jessica described
involving her clinical judgment more, but said:
I'm always thinking, what impact is this label gonna have on the client? Is this gonna
impact insurance or billing? And am I correctly or effectively capturing the symptoms in

the broad picture that I'm seeing? Or is it a lot more complicated? Do I need to keep
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digging a little bit? So, it's always like this balance game. So, [ would... I would just say

cautious is the word that I go into.
It is clear from the responses that participants remain thoughtful about their engagement with
clients during the diagnostic process. They are also attending to a host of emotions related to
their clients and counseling work more broadly. These examples of internal experience extend to
the reported difficulties associated with diagnosing clients and working as a counselor in
multiple settings.
Hard Work

Describing the challenges of diagnosing, along with the rigors of clinical work, were not
uncommon across participants. Although individuals who currently work in private practice did
not describe the work itself as “hard,” several described previous clinical settings that way. Three
of the four individuals currently working in a hospital mentioned the challenges of the setting,
and all individuals with experience in community mental health referred to the difficulties or
complexities of clinical work and/or diagnostic encounters while there. The hard work subtheme
(Table 3) is defined as any sentiment, feeling, or expression of challenge or difficulty related to
diagnosing and/or clinical work, as well as descriptions of emotional labor. To increase accuracy
during coding, the exclusion noted that this subtheme is not related to the psychological,
emotional, or physical toll that hard work may take on the individual clinician, which should be
coded to self-care. The exclusion further indicated that this is not philosophies, opinions, or
perspectives about the concept of diagnosis, which should be coded to the theme, worldview,
paradigm, and/or theoretical orientation.

Sharing details about the emotional labor of remaining engaged with client concerns

throughout the day, J., who works in a community counseling center, described:
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...it [can] be very taxing because I have to talk and talk and talk and talk throughout the
day. You know, keep talking, and sometimes the break is not enough... that can be very
taxing because after everything, going back home, there's not really much time to rest
depending on how many clients we see in a day. It can be very, very taxing. The break is
not enough, and the experiences sometimes can be very emotional. But as a counselor
and as a nurse, you don't want to show your emotions every time when you hear their
stories, so it's a struggle for me to keep staying strong.
Vee, who has experience in a counseling clinic and private hospital, shared a similar sentiment
about experiences in clinical work and when diagnosing by saying, “it's definitely hard to know
what is wrong... You have to put in a lot of work... But then it’s really not easy hearing people’s
stories and trying to find out what is actually wrong.” Another participant, Jane, who has
experience in community mental health and private practice, summarized the collective
sentiments about the rigors of clinical work and engaging in diagnostic processes when she
affirmed:
I think maybe the only thing left unsaid is just the validation that it's hard. It's hard to
prepare people to do the work that we do. It's hard to provide things like diagnoses when
we have the pressure of managed care.
Coupled with the shared experience of emotional labor during the diagnostic process and while
working with clients, counselors must also contend with stressors in their personal lives. Because
personal distress can unintentionally impact individuals at work, life occurrences and
responsibilities also need to be factored into the experiences of licensed counselors when

formulating a diagnosis.
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Life Occurrences and Responsibilities

The fifth theme to emerge in response to the research question, “what are the experiences
of licensed mental health counselors while formulating a mental health diagnosis,” is life
occurrences and responsibilities (Table 3). This theme includes descriptions of what is happening
in the counselor's personal life while balancing clinical responsibilities and may relate to general
life events, personal routines, other jobs, and/or obligations. To support consistent coding, these
events exclude work responsibilities related to the participants’ primary job(s)/role(s), which
were coded to the theme, clinical setting(s).

One participant, Jane, counsels her own clients and supervises approximately 12
counselor trainees at a community mental health agency. Her clinical and supervisory roles at
work include managing clinical records and documentation, overseeing daily tasks, and
engagement in clinical processes, among other duties. Outside of that, Jane described some
personal life occurrences when she said:

I would say my experiences are a little... kind of all over the place in the sense that I

have to wear a lot of hats between being a counselor, being a supervisor, and then also

being a student myself... the evening time is my time. So, I'm studenting in that time, or

I'm spending time with my significant other... I also have a pet, so I spend a lot of time

with her.

In addition to providing counseling, Rachel supervises staff, which includes signing off on
progress notes, diagnoses, and other documentation. In her role, she also reported managing
programs and community outreach for the private practice where she works. Rachel outlined

experiences in her personal life, saying:



89

I also teach—adjunct faculty for a counseling program. So, on Tuesdays I teach class. This
term [ happen to be teaching online, so I'm not going somewhere in person to teach. And
then, oftentimes, my weekends include some portion of class prep, grading, those types
of activities. So, a lot of times that's my Sunday. Saturday is you know, all of the errands
and things you have to do in life, right. So, grocery shopping, running different things
around and picking things up, and all of that business... I have 3 children, so there's lots
of other activities and things that are incorporated into my week depending on what's
going on with each of them. So, you know, trying to attend activities that they're involved
in—sports events or recitals. All those kinds of things, you know, come and go
seasonally.

Aside from daily tasks and routines in conjunction with clinical commitments, there could be

instances of great tragedy that unexpectedly become life occurrences, such as when Dr. B’s son

passed away after a tragic car accident. Describing this time in her life, she said:
So, I'm living in this small town. Well, he was, like, the football star. He dies on New
Year's Eve in a car accident with another boy, right. Nobody was drinking... But
everybody—all my clients knew about it right, ‘cause it's a smallish town and it was on
the news.

Dr. B currently sees a small number of clients in an independent private practice but at the time

of her son’s accident, she recounted:
I took like 3 weeks off—clearly not enough time.... but back then, I went back to seeing
10 clients a day. I had the whole domestic violence contract. You know, the court needs
your numbers, people's lives depend on this, you know. They're separated from their kids,

you know... So, I was just right back in it.
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Beyond the work hours, whether extended or not, along with remaining present for clients,
colleagues, and supervisees, as relevant, most participants described other responsibilities to
balance. While some participants have children, spouses, and/or significant others, there are also
part-time jobs in counseling or teaching, as well as school enrollment at the doctoral level. In at
least one instance, a participant shared her experience of grief after losing her child in a tragic
accident. This understandably created significant emotional distress that she had to manage upon
returning to clinical work. With regard to the experiences of licensed mental health counselors, it
is important to acknowledge the impacts of personal lives and external responsibilities, coupled
with clinical commitments, to appropriately address self-care needs.

Self-care

The self-care theme (Table 3) was another that emerged in response to the primary
research inquiry regarding participants’ lived experiences while formulating a diagnosis. Self-
care is defined as participants’ reports of psychological, emotional, or physical illness/distress
resulting from overwhelm at work or in other areas of life. To support uniform coding, the theme
of self-care excluded general descriptions of hard work or challenges at work, which were coded
as internal experiences under the subtheme, hard work. Additionally, the self-care theme also
refers to intentional implementation of learned strategies or practices for maintaining wellness,
managing stress, preventing burnout, and sustaining overall wellbeing.

All participants were asked how their role and identity as a counselor impacted their self-
care and how they felt overall. Each individual discussed the ways they work to maintain their
well-being and the intentional steps taken to avoid burnout. In response to this, Dr. B stated, “So
I had some really bad self-care there for a while after my son died.” She described taking three

weeks off and acknowledged that was not enough, but further described:
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... a couple of years later I moved across the state... and then I didn't do anything for like
9 months... And my body was sick... and it took me about 5 years to get back together.
So, my self-care was for crap then... Oh, and then I developed Meniere’s disease, which
you get vertigo. Anyway, so I realized that when I overbook clients, when I'm worried
too much about clients being able to meet their needs, I'll get vertigo. So, I really had to
slow my body down to listen to those lessons. And so now when it happens, I just cancel
my clients right away for that day. Take medicine, lay down. So, it was like a 10 year
process. But it's so real for people to take care of themselves.
Although Dr. B’s intentional self-care strategies resulted from traumatic events, other
participants described their experiences with burnout or overwhelm that were the consequence of
other personal life and work events. Jessica shared her earlier experiences with burnout and the
ways she learned to incorporate self-care when she acknowledged:
I had to get really good at self-care really fast. So, when I was in my master's program,
I've always had this idea of— I want to go into a PhD program... So, I busted in my butt. I
worked 2 jobs while I was in my master's program. [ worked with CPS families as a
parent educator. I actually worked as a personal trainer at a gym... So that was when I hit
burnout level. I was like, I cannot do this. I learned how to set my boundaries and start to
say no. But once I moved out to start working in the field as a counselor, I really wanted
that integrated care. And so, finding a place that provided that setting... that has gotten me
through so much. So, one of my favorite pieces of working where I do is they have free
group supervision and counseling... And that has been far more support than just about

anything else I've experienced in the field.
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Participant, J., also shared her previous experiences with burnout and how she proactively

manages it now:
So, one thing I do when I'm going home is, I always tell myself that I must be fine ‘cause
I'm making people fine, and I'm helping people, so I must help myself. And I will share
one time, when I resumed work at first, it was really, I mean... the burnout, the stress, and
everything, was something I wasn't used to. But after a while, when I started going
instead and talking to clients— every time learning... [ was able to help myself. This
person is a human being, and it is expected. And I'm also a human being, too. And
smiling, you know... being positive about everything.

Consistent with proactively practicing strategies for self-care, Rachel said:
I do a lot of intentional gratitude and energy allocation in my own mind to things that I
want to allocate that energy to. So, I'm doing this work, and I'm fully in this work, and
my attention is there, and that is wonderful. But then, when I am not doing that work, I
am not doing that work, and for the most part, my energy is not present. Now, client
stories and clients, you know, percolate through my consciousness, across my days, and
you know, weekends and things like that. But you know, I've cultivated this practice of
thinking about, okay, I am leaving the work, and I'm literally leaving the work. And now
I'm going to be fully present in my life. And I think that that's a critical self-care
component for me.

Despite the reported stressors in life, in counseling work, when diagnosing, or when engaged in

the clinical setting, no one in this study endorsed current feelings of burnout or overwhelm. In

spite of rigorous work settings previously described as challenging, each participant outlined

their own concrete practices for supporting self-care. Their proactivity and ability to learn from
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prior experiences with burnout may have contributed to successful efforts to prioritize personal
wellness.
Worldview, Paradigm, and/or Theoretical Orientation

The final theme that emerged was not the most frequently appearing, but did seem to
impact the way that individuals discussed their work with clients and their approach to
diagnosing. The seventh theme, worldview, paradigm, and/or theoretical orientation (Table 3), is
defined as philosophy on, or description of, what diagnosis means, and/or perspectives, beliefs,
and/or opinions related to the concept of diagnosis. This also includes perspectives, beliefs,
and/or opinions about the profession; values and principles; references to theoretical
orientation/approach; examples of courses of treatment; techniques employed; and/or
philosophies about human behavior. To increase thematic congruence, the exclusion made clear
that this is not the emotions or feelings when generally working with clients or when engaged in
the process of diagnosing patients/clients. Any such references were coded as internal
experience.

When discussing what diagnosis means to him, Reese, who identified as a license mental
health counselor (LMHC) who works in a hospital and private practice, indicated:

I would say, in the context of mental health—to be like a process of, you know,

identifying and categorizing our clients in terms of concerns according to the... standard

diagnostic criteria, which, kinda like involves... just assisting the clients. Presenting

issues, gathering relevant information, formulating a diagnosis that kind of like reflects

the nature and severity of the mental health condition.

He also indicated that diagnosis has:



94

...been helpful... [because] you know what you're treating... So, you know what materials
you’re gonna use. You know what resources you’re gonna use, what you're going to
advise the patient to take... So, it really helps you to know how you're going to tackle a
particular case. Once you have a clear diagnosis—you know, it's just like doing an
operation. Once you know where the tumor is, you just target that point... You have to
know where the problem is coming from—the root cause. And from there, you'll be able
to get a clear way of what we're going to do with it.

Parallel to Reese, VP, identifies as a licensed mental health counselor (LMHC) with a second

license as a mental health nurse and reports counseling clients in a hospital and in private

practice. For her, diagnosis means:
...coming to a conclusion of the patient’s... medical health condition. You know,
sometimes a client can present with different symptoms. Patients with maybe, anxiety
disorders, patients with different symptoms... And coming to a conclusion, like a steady
diagnosis. Meaning you are able to come to a conclusive decision of what the actual
health condition of the client or the patient is.

VP also noted:
Diagnosis has actually been helpful... Working with the clients, you are able to tell the
client, okay, this is the actual problem you're facing. This is your diagnosis. Being able to
let the clients know, okay, this is the situation you are in. This is what they are facing.
This is a condition... maybe if a client actually has a conversation with someone else,
they will say, “okay, this is what my counselor said is wrong with me,” and I think that...

can be impactful in working with the client.
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As they considered what diagnosing a client means to them, both Reese and VP used language
related to increasing clarity and drawing conclusions. Reese likened it to a medical procedure to
ensure precision, while VP initially categorized the resulting outcome as a medical health
condition. Similarly, they both discussed diagnosis in terms of problems.

In contrast, Jessica identifies as a licensed professional counselor (LPC) working in an
integrated behavioral healthcare center, generally classifying it as community mental health. She
expressed her perspectives on the construct of diagnosis when she declared:

...I'm not a huge fan of diagnosis because I think a lot of times we have to for the sake of

insurance. For the sake of just... I don't know... aligning with the old systems... I don't

like the effect of labels that they have on clients sometimes. But when I do diagnose, |
think about trauma history in particular. Where are these symptoms coming from? Is this

a byproduct of their environment right now? Is this a longstanding issue? So kind of

trying to piece together all the different parts of their lived experience to figure out— does

this label best fit them? But also, what impact is that label gonna have on them and their
mental health? So especially with personality disorders, I'm really leery about diagnosing
those because I know that can have a really bad long term impact on some clients.
When considering whether diagnoses are helpful or not, Jessica introduced benefits and
disadvantages:

I think it has helped some of my clients get services that they might not otherwise be able

to get. So, for example, insurance will pay for CBRS [community based rehabilitative]

services, or it'll pay for social work, or certain things depending on what diagnosis they
have. Even just billing counseling. I think diagnosing can also be really validating to

clients, too. So, to be able to say, “hey, this is really what's been going on with me this
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whole time”... But on the flip side also, sometimes that label is like, “okay, I'm stuck with
this. [ am fixed. This is a permanent part of me.” So, I think it can be really helpful to
have a discussion about how you can kind of grow out of diagnoses sometimes.

Jane, who is both a licensed mental health counselor (LMHC) and a licensed marriage and

family therapist (LMFT), responded similarly:
I really believe that in a lot of ways diagnosis isn't great. I think there's a lot of things that
it doesn't cover. There's a lot that we don't know. I think a lot of things are trauma related
but we can't really bill for that... I think of diagnosing... from a social justice oriented
perspective because I think of it in terms of access. So, by my creating a provisional
diagnosis, which for me, is always the least restrictive that criteria is met for... and
having the knowledge that that can change as I develop a relationship and rapport with
the client and understand more... I look at it as I'm creating the least restrictive diagnosis
that I can that creates access, a pathway to care, because for a lot of people, if they're not
getting diagnosed through an insurance provider they're not eligible to receive services.
So, I think diagnosis is not perfect. There's a lot of things about it that I think don't make
a lot of sense when we look at people from cultural perspectives and what we know about
trauma.

Jane also highlighted a balanced view in her perspectives on whether diagnoses are helpful or not

when she explained:
I believe that for a lot of the clients that I work with who are dealing with things like
anxiety and depression, saying, “this is the diagnosis, this is how I've come to it...” is
providing bridges to care. And I explain that. That's exactly how I say it, you know, this

creates a pathway of access, a pathway to care. This is kind of how I've come to this, and
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I will ask them, do they agree with that? Do they see those things, do they not? Having
that collaborative conversation, but also giving a name to it, in my experience, is really
empowering. And so, in that way, I think diagnosing can be really powerful and
empowering because I'm able to say the problem is the problem. You are not the
problem.

The tension between increasing access to services and avoiding stigmatization was further

described when Rachel said:
...the ability to access services is super key. And I've certainly seen this across my career
working in different settings that kind of concentrated on particular areas. So, for
example, the adults in the group homes or supported apartment complexes, they would
have a diagnosis of a severe mental illness, in addition to having been homeless. And so,
their access to housing was tied to their mental illness. And so, you know, that was
critical for people to be able to get a basic human need met... So, it's almost like a
gatekeeper component having that diagnosis... I've had clients who've used more
emerging treatments. So, ketamine and things like that. And if they didn't have a history
of a diagnosis, and you know, having some medication resistance to typical treatments,
they wouldn't have access to that emerging treatment that actually was what helped them
to really improve. So, as much as there's that tension... as far as labeling people, and
there's some aspects of that that can be really reductive and... stigmatizing, there are these
other aspects to the process in our systems that you can't not use the diagnoses because it
would actually be harming clients potentially.
Interestingly, the diversity of worldviews was apparent in language used to describe the

diagnostic process and the meaning of diagnosis as a construct. Some participants view
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diagnosing as a helpful process to identify a problem and support the client with resolving it.
Other participants view diagnosis a means to an end, a mechanism for increasing access to
services, while working collaboratively with the client. It remains unclear whether factors such
as practice setting (i.e., community mental health versus hospital), educational background,
license type(s), cultural background, some of those, all, or something else, contributed to
variations in worldview, paradigm, and/or theoretical orientation. Most individuals reported
graduation from CACREDP affiliated programs, so counseling program accreditation did not
appear to be a factor for these participants. Further examination of these findings in relation to
the lived experiences of licensed mental health counselors while formulating a mental health
diagnosis will be explored in the discussion.
Essence of the Phenomenon

To conclude the review of the findings, I created a statement to reflect the overall essence
of the phenomenon. The phenomenon under inquiry was discovering the lived experiences of
licensed mental health counselors while formulating a mental health diagnosis. The essence is:
counselors balancing personal experiences, utilizing empathy, asking questions to yield
comprehensive responses, and providing necessary support despite the challenges of clinical

settings.
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CHAPTER 5: DISCUSSION

The purpose of this descriptive phenomenological inquiry was to understand and describe
the lived experiences of licensed mental health counselors while formulating mental health
diagnoses. Mental health counselors work in various clinical settings, including community
agencies or clinics, private practices, and hospitals, where they engage in the process of
assigning mental health diagnoses to clients (CACREP, 2023). After the COVID-19 pandemic
was declared finished, statistics from the American Psychological Association’s Stress in
America 2023 survey indicated that 37% of adult respondents endorsed having at least one
diagnosed mental illness (American Psychological Association, 2024).

Mental health counselors are tasked with attending to the needs of a population in the
U.S. that is increasingly reporting higher numbers of formal mental health diagnoses. However,
individuals in the U.S. are also described as experiencing a collective trauma response due to the
impacts of the pandemic, racial injustice, inflation, climate associated calamity, and increasing
global conflicts (American Psychological Association, 2024). Since there is an acknowledgment
that, at present, individuals in the country are experiencing a trauma response, it is important to
examine the application of diagnoses and the lived experiences of the individuals who formulate
them. As such, there is a discussion of findings organized by theme.

Discussion of Themes and Subthemes
Clinical Setting(s)
The themes that emerged following data analysis were: (1) Clinical Setting(s); (2)

Diagnostic Methods, with two subthemes, Clinical Interview and Use of the DSM and/or Other
Resources; (3) Influence of Time and Experience with subtheme Graduate Training Experience,

(4) Internal Experience, with two subthemes, Empathy, Compassion, and/or Sensitivity and Hard
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Work; (5) Life Occurrences and Responsibilities; (6) Self-care; and (7) Worldview, Paradigm,
and/or Theoretical Orientation (Table 3). With respect to the lived experiences of mental health
counselors while formulating mental health diagnoses, the clinical settings have the potential to
be quite rigorous due to the demands of the day. Consistent with CACREP (2023) definitions,
the nine counselors described working in multiple settings, and the findings indicate that they are
counseling and diagnosing adult clients among many competing factors. Aligned with the
American Counseling Association’s ethical mandates, the participants reported having an
awareness of this, and they practice intentionality when diagnosing clients, in spite of the rigors
of their clinical roles.

Most participants described, in detail, the multiple responsibilities they have and roles
they perform. Some of the daily tasks and roles include counseling, seeing clients in succession,
supervising interns or other clinical staff, community engagement, scheduling, engaging with
collateral contacts, writing notes, reviewing mental health records, researching clinical topics,
and traveling to different worksites, among other assignments. The list of duties includes efforts
to formulate diagnoses comprehensively and accurately, sometimes in fast paced environments.
Whether the participants currently work in community health or not, those with experience in
community mental health and/or hospitals consistently mentioned the rigors of those
environments. Private practices were most often part-time settings for the clinicians in this study,
but full-time private practice work was described as similarly demanding. Although none of the
participants in this study reported current burnout, research presented earlier identified long
hours, number of sessions, limited breaks, heavy workloads, and role overload as several factors
contributing to experiences of burnout and emotional exhaustion (Lee et al., 2020; Ricks &

Brannon, 2023; Thompson et al., 2014).
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Diagnostic Methods

Regardless of the pace of the clinical setting, all counselors described some form of
diagnostic method(s) to support their clinical determinations. Some participants have lengthier,
formal processes while others did not discuss specific routines. The most frequently cited
diagnostic tool reported was the clinical interview and the importance of asking questions to
generate a comprehensive history. This finding is consistent with research on the use of
comprehensive clinical assessments as a mechanism for collecting client information to inform
the diagnosis (American Psychological Association, 2014; Association for Assessment and
Research in Counseling, 2018; Hohenshil, 1996; Young, 2021). The majority of counselors in
the study also reported frequently using the DSM as a tool to support diagnostic determinations,
which aligns with the notion that this text is widely used in clinical practice (Eriksen & Kress,
2006; First, 2021; Kress et al., 2005; Mead et al., 1997; Schwartz et al., 2011; Whooley, 2014).
Counselors in the study also discussed the use of other resources and tools, such as collateral
contacts, consultations, and the PHQ-9, which aligns with research (American Psychological
Association, 2014; American Psychological Association, 2020b; Association for Assessment and
Research in Counseling, 2018; Hohenshil, 1996; Kroenke et al., 2001; Shaff et al., 2024; Young,
2021). Despite confirming that supplemental tools and resources are used in the context of the
clinical environments represented here, the findings of this study did not clarify how frequently
such resources and tools are used in conjunction with the clinical interview and the DSM.
Influence of Time and Experience

Another finding of the study that I had not considered was the influence of time and
experience potentially shifting the way that counselors view diagnosing. Several participants

reported movement away from relying on the DSM and instead utilizing their clinical experience
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and/or newer evidence-informed approaches to support diagnostic formulation. Some
participants reported that they have the ability to compare presentations across clients to make a
diagnostic determination, while at least one participant indicated that emerging knowledge
changes faster than the DSM revisions. This point underscores the importance of augmenting use
of the DSM with other resources and tools to ensure the full scope of the client issue is
considered. Another observation was related to the participant with the longest time in practice.
She works in an independent private practice and now has the capacity to structure her day and
engage in diagnostic formulation in the way that works best for her. With time and experience,
similar to other participants, her confidence in the accuracy of decision-making has increased.
When examining one previous study on diagnostic decision-making (Witteman et al., 2012), the
authors noted fluctuations in the consistency of diagnostic decision making. Given this finding
about time and experience, it is possible that reliance on professional experience more than
formal tools can contribute to fluctuations when making diagnostic decisions. More studies
would need to be done to determine that.

Graduate training experience, a subtheme of influence of time and experience, emerged,
not because of the frequency of responses, but due to the responses received. Two participants
highlighted the inadequacies of their graduate training in terms of learning the technical aspects
of diagnosing, such as coding disorders, understanding what the various criteria look like, and
what questions are required to establish a confirmation. Several participants discussed graduate
training in diagnosis as a mechanism for learning the proper way to engage with clients. Another
associated what they learned with the importance of understanding the power inherent in the
process of labeling client concerns, which was a focus on paradigm rather than process. One

individual did not remember training at all. Only one participant alluded to learning the technical
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aspects of diagnosing when she discussed understanding that there are criteria with rules, and she
had to follow the rules. What was interesting here was the absence of a detailed description of
technical training or some level of confidence after coursework regarding diagnostic decision-
making or diagnostic methods learned. I also noted that when asked about the master’s level
training in diagnostics, no one specifically mentioned learning, discussing, or knowing the
history of the DSM. It remains unclear whether these outcomes were related to the interview
questions asked, participant memory, the nature of the interview, or something else. Seven of
nine individuals reported attending CACREP affiliated universities, so it is known that
accreditation was not a factor in the outcome for these participants.

Internal Experience

The final themes and subthemes remain separate but seem interconnected and
furthermore play a role in describing the lived experiences of mental health counselors while
formulating diagnoses. The final themes and subthemes include the internal experiences of the
counselors, including their intentional use of empathy, compassion, and/or sensitivity, in addition
to hard work; life occurrences and responsibilities; self-care; and worldview, paradigm, and/or
theoretical orientation. Each represents dimensions of the counselors’ experience, but they
simultaneously inform one another.

For instance, the internal experience of the counselors was one of the most frequently
discussed topics in the interviews. Some counselors reported feelings of fulfillment and
happiness in their counseling roles, and their descriptions were related to helping people and
feeling they are changing lives. Others expressed feeling emotional and angry after hearing
distressing events experienced by clients, and holding on to those emotions has the potential to

negatively impact self-care. The subtheme of hard work also emerged, as several participants
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shared the complexities of the clinical environment and the nuances of formulating diagnoses.
The last subtheme of internal experience is empathy, compassion, and/or sensitivity, which
illuminates the approach that most participants take in their sessions. This subtheme appeared
frequently across participant texts, as well as being potentially interconnected with worldview,
paradigm, and/or theoretical orientation. Regardless of the motivation, the majority of counselors
named or described efforts to remain empathetic to clients and their conditions, as well as several
who intentionally used sensitivity when communicating about a client diagnosis.
Self-care

Regarding the theme of self-care, it should be emphasized that despite the research on
burnout presented in the literature review (Lee et al., 2020; Ricks & Brannon, 2023; Thompson
et al., 2014), the counselors in this study did not endorse feelings of burnout. Instead, participants
actively reported trying to prevent it and engaged in self-care strategies to maintain overall
wellbeing. The absence of burnout reports and endorsement of self-care are also relevant to the
theme internal experience and subthemes of empathy, compassion and/or sensitivity and the
other subtheme, hard work. Despite the emotional labor and challenges of the settings, several
counselors discussed fulfillment in their counseling roles, and everyone discussed effective
coping. Literature suggests that there is an inverse relationship between burnout and perceptions
of working conditions, in addition to data indicating that counselors report less burnout when
they have better coping strategies, positive perceptions of their work environment, and higher
mindfulness attitudes (Thompson et al., 2014). While some may have shared descriptions of
challenging clinical settings and others described intense emotions, all of the counselors

communicated efforts to attend to personal wellness.
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Worldview, Paradigm, and/or Theoretical Orientation

With regard to worldview, it is important to highlight the two primary paradigms that
emerged. There were participants who named, explained, or described more of a medical model
emphasis, whereby diagnosis is more fixed, concrete, and conclusive. The role of the counselor
is one who classifies disordered behavior. The other paradigm that emerged were those who are
critical of the current diagnostic system and named, explained, or described a social justice lens,
whereby diagnosis facilitates access to treatment or services. The participants who expressed
those views also indicated that while diagnosing clients, they consider power in labeling,
inequitable systems, marginalization, and they emphasized a collaborative approach when
diagnosing. This is consistent with the tensions noted in literature regarding humanism and
ethical values of multiculturalism and social justice versus the current system of diagnosis being
rooted in a medical model that pathologizes various aspects of human behavior (Cosgrove, 2005;
Kress et al., 2005; Zalaquett et al., 2008). The findings of this study did not elucidate whether
factors such as cultural background, work setting, or education influence these perspectives
versus others, but it is clear that accreditation is not a factor.

Upon reflecting on these findings, my experience conducting the research altered my
view on the importance of teaching diagnostic processes and procedures. In the past, I
recognized that students needed to learn and understand the principles of diagnosing while in
their training programs. Given the participant experiences reported here, I now feel more
strongly about the need to incorporate exercises whereby students apply diagnoses to cases,
characters, etc., while in the classroom. This idea will be discussed further in the implications

and recommendations for practice, teaching, and research sections.
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Implications and Recommendations

Based on the findings of this descriptive phenomenology, intended to understand the
lived experiences of licensed mental health counselors while formulating mental health
diagnoses, implications for practice, teaching, and research are offered.

Practice

Given the ongoing exacerbations of stress and trauma in the country, mental health
counselors need to remain thoughtful about diagnosing regardless of setting, background, or
other factors. It was important that some participants emphasized their considerations of power
in labeling what is considered “disordered,” as well as recognizing the application of diagnosis
as a potentially collaborative process that can facilitate or deny access to services. In response to
this, it may be beneficial to develop more structured processes for diagnosing, including
multicultural considerations, as many practitioners are engaged in systems that require diagnosis
for access to resources.

While the state of mental health in the U.S. appears to be worsening, it is necessary to
acknowledge that mental health counselors are included in those statistics related to distress.
Counselors are supporting others, but they also need support and advocacy. It will be beneficial
to consider that while counselors are responsible for their self-care, their clinical settings are not
consistently structured to promote their wellness. Mental health systems are large and complex,
but they are made up of individuals who can find ways to make small changes that collectively
grow and expand over time. The individuals that make up our mental health systems can make
changes in their environment, such as designing group supervision opportunities, which were

helpful for the wellness of one participant. Changes in the immediate environment across all
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clinical levels can collectively grow and contribute to the wellbeing of the counselors and the
settings.
Teaching

The findings on graduate level diagnostic training were mixed, with some individuals
describing it as adequate and others expressing inadequacies. Of the nine participants, only one
discussed any recollection of learning the technical aspects of diagnosing, and that participant
did not attend a CACREP accredited university. One participant denied any memory of master’s
level training in diagnosing. Furthermore, no one discussed the history of the DSM to assist with
grounding their approach to its use. To support the needs of future students, counselor education
programs would benefit from continuing to prepare students for the existing mental health
system by engaging in practical classroom training on the technical aspects of diagnosing.
Beyond projects or papers, ongoing in-class practice with the technical aspects of the diagnostic
process could include semi-structured prompts related to diagnosing from the lens of
multiculturalism and social justice or using cases, characters from TV, movies, or literature, etc.,
to apply diagnoses in alignment with the foundations of the profession. To this end, it is also
important for counselor educators to ensure students understand diagnoses from a developmental
perspective and recognize that the DSM does not offer fixed criteria indicating that diagnoses are
permanent. In fact, this is more than a recommendation. It is imperative that students learn how
to engage in this process in ways that incorporate counseling values and increase the utility of the
coursework post-graduation. As mentioned previously, I have historically been very critical of
the DSM and the existing system of diagnosing. Since conducting this dissertation study, my
perspective has shifted to emphasize the importance of teaching how to apply diagnoses. It

would be beneficial for a real-world approach to instruction to occur during the training program,
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if it is not currently done, so students are introduced to technical fundamentals before working
with clients in their field experiences.

While counselors do operate in a reality whereby understanding how to assign diagnoses
is needed, at minimum, it is also possible to imagine and continue working toward a different
lived experience. A new reality could increase the number of assessment and diagnostic
approaches that specifically outline procedures more aligned with professional values and
aspirations. Although a loftier goal linked with research, it would be beneficial to engage in
national level advocacy efforts that work toward developing new classification systems grounded
in the fundamentals of the profession. Counselor educators can support moving beyond adding
ethically aligned procedures as an augment to a system grounded in another paradigm. In
conjunction with researchers, counselor educators can sustain efforts to change the current
systems and remember that systemic change starts with an idea.

Research

Recommendations for research include replicating this study with a full research team
from start to finish. It would also be ideal to recalculate pooled researcher triangulation results,
or conduct repeated meetings until agreement is approaching a kappa value of .90. It may also be
beneficial to conduct a mixed method study with national surveys, followed by individual
interviews or focus groups regarding diagnostic methods. In response to the impact of the
pandemic, organizing client focus groups related to the benefits and disadvantages of diagnosis
may also be helpful for informing the profession. Another research aim may include a post
COVID-19 inquiry comparing diagnostic approaches and perspectives between CACREP and
non CACREP counseling program graduates. It was beyond the scope of this study to

specifically examine the influence of the participants’ academic or cultural background on their
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worldview related to diagnosis. As such, further development of specific methods for diagnosing

across clients and use of quantitative or mixed method approaches to test their efficacy or

effectiveness across diverse clients may be helpful. Consistent with this would be more

counseling focused reliability and validity studies on existing assessments and screeners.
Limitations of the Study

Given the realities of current personal factors, there were many limitations to this study.
In retrospect, I should have recruited singularly licensed practitioners, rather than broadly asking
for licensed mental health counselors. It is unclear how, or whether, dual license type or other
training impacted the results. Moreover, the demographics questions needed more specificity,
such as options for graduation from a CACREP accredited program and specifying master’s
level, doctoral level, or both. There was one participant with a doctorate who endorsed
graduation from a CACREP program, but it was unclear whether this was her master’s or
doctoral program.

Although I plan to continue utilizing Dedoose data analysis software, or something
similar, using it for the first time during this study was a limitation. Engaging with new software
while learning how to use it increased the potential for human error during the researcher
triangulation process. There were also technical issues that increased analysis timeframes.
Dedoose has the capacity to pool results across multiple coders to calculate Cohen’s kappa, but
due to human error and technical issues, I collected the kappa statistics separately for the
triangulators, and they were each compared to my codes. Dedoose did not pool our three scores
together, although it has the capability to do so. Another limitation was that the interrater test in
Dedoose only had an option for blind coding of text excerpts without context. It is possible that

the kappa scores would have been higher had the analysis team read the transcripts in their
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entirety, as I did. A final limitation related to data analysis was that there was only one primary
coder, and the two members of the analysis team were not engaged in the study
comprehensively. That may have also increased the agreement among raters. Comprehensive
study engagement also related to the benefits of having a full research team from start to finish
when conducting this type of research and attempting to increase rigor and demonstrate
trustworthiness.

Because this is a dissertation study, there is a time limit on its completion, as well as
limits on financial and human resources. Ideally, researchers would continue to engage with their
team through meetings, until codes, themes, and subthemes are agreed upon and the kappa
increases, if used. Due to the limits of various resources and the need to complete the study for
academic requirements, the analysis team did not engage in multiple subsequent meetings until
more precision and higher agreement were achieved.

Conclusion

Upon examining the lived experiences of licensed mental health counselors while
formulating a diagnosis, the themes and subthemes that emerged were related to clinical
setting(s), as this can set the tone for the work and contribute to experiences of distress or
wellbeing. The use of diagnostic methods were also significant to this phenomenon, most
specifically a comprehensive clinical interview or mechanism to ensure appropriate questions
generate responses needed for support. Although the use of the DSM is also important because of
the current structure of the mental health system, the inclusion of other resources, such as
screeners and collateral contacts, can increase the precision of the diagnosis and strengthen the
information from the clinical interview. The influence of time and experience, along with

graduate training experience, needs to be factored into the ways in which counselors approach
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their diagnostic routines, if any. The significance of the internal experience of counselors cannot
be overstated. Whether experiencing joy or frustration, when engaging with clients during the
process of diagnosing, counselors reported intentionally using empathy, compassion, and/or
sensitivity, while navigating the pressures and challenges of emotional labor and hard work.
Additionally, life occurrences and responsibilities impact mental health counselors, and while
they are actively supporting others in their work, they are also having human experiences that
require attention and commitment to self-care. Finally, the worldview, paradigm, and/or
theoretical orientation is another significant aspect of the lived experiences of licensed
counselors. This informs their approach to clients and the ways they situate themselves across
encounters. To conclude this dissertation study, it is important to reiterate the fundamental
attributes of the phenomenon, or its essence, in response to the research question. The essence of
this exploration of the lived experiences of mental health counselors while formulating mental
health diagnoses is: counselors balancing personal experiences, utilizing empathy, asking
questions to yield comprehensive responses, and providing necessary support despite the

challenges of clinical settings.
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Appendix A

Recruitment Flyer

Formulating a Mental Health Diagnosis

Request for Research Participants
$30 Visa Gift Card for 60-90 Minute Zoom Interview

Seeking Individuals who are:

+ 18 years of age or older

+ A full or provisionally licensed mental
health counselor practicing in the U.S.

+ Responsible for the direct diagnosing of
clients whao are 18 years of age and older
for at least 1 year

Follow the link
below to confirm
eligibility:

MNorth Carolina State University

Take Me | vey!
Take Me to the Survey! TR

919.867.6632 @

mmedward@ncsu.edu e
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Appendix B
Email Announcement on the CESNET-L Listserv for Professional Counselors and
Educators
Greetings to all,

My name is Malaika Edwards, and I am a doctoral candidate in the Counseling and Counselor
Education program at North Carolina State University. You are invited to participate in a
qualitative research study titled, Formulating a Mental Health Diagnosis: A Phenomenological
Inquiry of Licensed Counselors.

The purpose of this dissertation study is to understand the lived experiences of licensed mental
health counselors who formulate psychiatric diagnoses. This research study is advised by Dr.
Stanley Baker, Professor of Counselor Education at North Carolina State University. The North
Carolina State University Institutional Review Board has reviewed and approved this study
(IRB# 26342).

Participants who conduct the 60-90 minute recorded Zoom interview will be compensated with a
$30 Visa gift card within 48-hours of completion.

To participate you must be:
1. 18 years of age or older;
2. A full or provisionally licensed mental health counselor currently practicing in the U.S.;
and
3. Responsible for the direct diagnosing of clients who are 18 years of age and older for at
least 1 year.

You cannot participate in this study if:

1. You are not 18 years of age or older; not licensed as a mental health counselor and not
practicing in the U.S.; and/or not responsible for the direct diagnosing of clients or have
not engaged in direct diagnosing of clients for at least one year;

2. You are a student, faculty, or staff member at North Carolina State University; and/or

3. You are a relative, friend, or recognized acquaintance of the Principal Investigator,
Malaika Edwards.

If you are interested in participating in this study, please click the link to complete a brief
questionnaire confirming eligibility:
https://survey.azl.qualtrics.com/jfe/form/SV_etIbCqPSFREWTO0G

For additional questions, feel free to email me at: mmedwar82(@ncsu.edu, or my dissertation
chair, Dr. Stanley Baker, can be reached at: sbaker@ncsu.edu.

Thank you for your interest, consideration, and support!


https://survey.az1.qualtrics.com/jfe/form/SV_etIbCqPSFREWT0G
mailto:mmedwar82@ncsu.edu
mailto:sbaker@ncsu.edu
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Qualtrics Demographic Questionnaire
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Questions

Inclusion criteria/Demographics

Age (text entry)

Do you hold a license as a mental health counselor?
(Y/N)

What counseling license do you hold? (text entry)

Do you currently practice in a U.S. state? (Y/N)

Are you responsible for direct diagnosing of clients
who are 18 years of age and older? (Y/N)

Have you been responsible for the direct
diagnosing of adult clients for at least 1-year?
(Y/N)

Are you currently a student, faculty, or staff
member at North Carolina State University? (Y/N)

Are you a relative, friend, or known acquaintance
of the Principal Investigator, Malaika Edwards?
(Y/N)

Gender identity (drop down menu):
o Woman

Man

Cisgender

Transgender

O O O O

Queer
Other Identity Not Listed:

Prefer not to disclose

(@)

Racial/Ethnic Identity (drop down menu):
American Indian or Alaska Native

Asian or Asian American
Black or African American
Hispanic or Latino

Middle Eastern

O O O O

Inclusion criteria

Inclusion criteria

Inclusion criteria

Inclusion criteria

Inclusion criteria

Exclusion criteria

Exclusion criteria

Demographics

Demographics



Multiracial
Native Hawaiian or Other Pacific Islander
White American or European American

Other Identity Not Listed:

Prefer not to disclose

o O O O O

Relationship status (drop down menu):

o Single

o Married

o Divorced

o Partnered

o  Other Status Not Listed:
o Prefer not to disclose

Family status

o Do not have children
Single parent
Co-parenting
Multi-parent household
Caregiver
Other Status Not Listed:

O O O O O

How long have you been in practice as a licensed
counselor? (text entry)

Current U.S. state(s) of residence. (drop down of
U.S. states)

Current U.S. state(s) of counseling practice (drop
down of U.S. states)

Did you graduate from a CACREP accredited
counseling program? (Y/N)

Name
Personal pronouns

Preferred email address

132

Demographics

Demographics

Demographics

Demographics

Demographics

Demographics

Separated from subsequent study data
Separated from subsequent study data

Separated from subsequent study data
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Appendix D

Interview Protocol

Thank you again for agreeing to join me for this interview. I hope you’re doing
well.

e Reintroduce myself, the study, and its purpose.

e Before we begin the interview, to increase confidentiality, I’d like to ask
you to select a pseudonym for yourself. Feel free to change your name on
the Zoom screen.

¢ You previously signed the consent and [ want to confirm that I have
permission to record.

o Remind participant that they have the option to turn off the
camera, but their screen and voice will still be recorded.

o Turn on the recording and re-confirm permission to record.

e Although you’ve reviewed and signed the informed consent, I want to
review key points in case you have any questions or concerns before we
start.

o Participants have the option to decline to answer any questions or
withdraw participation at any time — interviews are completely
voluntary

o There are no direct benefits to your participation, but indirect
benefits include contributing to counseling research and
scholarship by increasing the understanding of how practicing
counselors determine diagnoses in the context of competing
priorities.

o There is minimal risk associated with your participation in this
research. You will not be asked to disclose your
practice/organization name, the names of colleagues, family
members, friends, acquaintances, etc. The most significant risk
would be the potential discomfort with recalling and/or discussing
distressing events related to past experiences and/or situations
involving diagnostic decisions.

= Due to the use of technology, including Zoom
interviewing, there is a risk of data breach. These risks will
be mitigated through implementing data protections in
accordance with NC State data protection standards.

o Please note that due to my role as a licensed clinical mental health
counselor, I have an obligation to report any instances of child
neglect/abuse, elder neglect/abuse, and neglect/abuse of an
individual with a disability. This means that if I observe, or you
tell me about, any instances of neglect or abuse of an individual in
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any one of those groups, I am obligated to report that to the
appropriate agency in your city or state.

o After all data are collected following the close of the interview, |
will read the transcript and remove all direct and indirect
identifiers so the data can no longer be connected to your identity.

o Within 48 hours of completing the interview, you will be emailed
a $30 Visa gift card for your participation. If you do not complete
the interview, you will not receive compensation.

o Following the completion and de-identification of your interview, |
will send your interview to you for review. At that time, please
confirm its accuracy and let me know if there is any information
you would like omitted.

e Are there any questions or concerns before we start?

I’d like to begin by learning a little more about you professionally. Please
describe in detail your client population and your primary practice setting(s).
Please share the details as if you’re speaking with someone who knows nothing
about counseling.

Note: You don’t have to share the name of the practice location—a thorough
description of the clients you serve, and the setting, is sufficient.

What are your experiences at work and other areas of life in a typical day? Please
share as much detail as you feel comfortable.

What are your experiences in a typical week (Monday — Sunday)? Please share as
much detail as you feel comfortable.

What does it mean to you to diagnose a client?

Please name and/or describe any resources, assessments, or other tools you use to
help you form a diagnosis.

Could you please describe one or more situations when you diagnosed a client?

Note: (If needed) Could you describe more specifically what you did?

What was happening in your environment at the time?

With as much detail as possible, please describe the thoughts and feelings you
experience throughout your process of diagnosing a client.

How did the academic and clinical training you received in your master’s
program impact or influence your approach to diagnosing clients?

Please discuss how diagnosis has been helpful or not in your work with clients.
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10.

What personal and professional factors impact your diagnostic decision making?

11.

What else would you like to share about your feelings, experiences, and what
meaning those experiences and/or feelings have for you?

Note: (If needed) “Have you shared all that is significant with reference to this
experience?” (Moustakas, 1994, p. 104)

12.

Thank you very much for your time and responses. We’ve now completed the
interview. As a reminder, when I am finished printing the transcription and
reviewing the details of our interview, I will send the transcript to you to verify its
accuracy. At that time, you can also note any information you would like me to
delete or add.

13.

Would you also mind if I contact you by email if [ have any follow up questions
or need clarification?

Before we go, I’d also like to confirm the email address where I send your $30
Visa card as compensation for your study participation.

=  Confirm email address

Thank you again for your participation, and I hope you enjoy the rest of your day.
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Appendix E
Email Response to Prospective Participants — Accompanying Informed Consent
Hello Mr./Ms./Mx. <INSERT LAST NAME>

My name is Malaika Edwards, and I am a doctoral candidate at North Carolina State
University. For my dissertation, I am conducting a qualitative study that consists of semi-
structured interviews to understand the lived experiences of licensed mental health counselors
who formulate psychiatric diagnoses.

As a licensed counselor who is responsible for the direct diagnosing of adult clients, you
have valuable first-hand knowledge that will contribute to describing the process and increasing
understanding of what is involved when diagnosing. As such, I invite you to participate in a
recorded Zoom interview lasting 60-90 minutes. Within 48 hours of completing the interview,
you will receive a $30 Visa gift card as compensation for your time and energy.

If you are still interested and willing to participate, I thank you and ask that you
thoroughly read the attached Informed Consent, then sign your name and date where indicated.
When you return the signed Informed Consent to me, please include several days/time frames
when you would be available for the interview. I will do my best to identify a day/time that
works best for you.

If you are no longer interested in participating, [ appreciate your consideration.

Thank you again and best wishes,

Malaika Edwards, MS, LCMHC
Doctoral Candidate

Counseling and Counselor Education
North Carolina State University
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Appendix F

Informed Consent

NC STATE UNIVERSITY

Informed Consent Form for Participation in Research

Title of Study: Formulating a Mental Health Diagnosis: A Phenomenological Inquiry of
Licensed Counselors

IRB Protocol: 26342

Principal Investigator(s): Malaika Edwards, mmedwar4@ncsu.edu, 919.867.6632
Funding Source: None

NC State Faculty Point of Contact: Dr. Stanley Baker, sbaker@ncsu.edu,
919.515.6360

You are invited to take part in a research study. Here are some important things to
know:

e Your participation in this study is voluntary. You can choose not to participate
without penalty. If you decide to participate and change your mind, you can stop
participating at any time without penalty.

e The purpose of this research study is to understand the lived experiences of
licensed mental health counselors who formulate psychiatric diagnoses.

e You will be asked to participate in a recorded interview for 60-90 minutes with
the Principal Investigator via Zoom.

e You are not guaranteed any personal benefits from being in this study. Research
studies may pose risks to those who participate, although the risks associated
with this study are expected to be minimal.

e You may want to participate in this study because you wish to contribute to
research related to the experiences of practicing mental health counselors. You
may not want to participate in this research because you do not wish to disclose
information related to your professional or personal life or experiences.

e If you have questions about your participation in this research at any time, do not
hesitate to contact the researcher(s) named above or the NC State IRB office via
email at IRB-Director@ncsu.edu or via phone at 919.515.8754

Please read the rest of this consent form for more specific details of this research. If you
do not understand something, please ask the researcher for clarification or more
information.


mailto:sbaker@ncsu.edu
mailto:IRB-Director@ncsu.edu
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What is the purpose of this study?

The purpose of the study is to understand the lived experiences of licensed mental
health counselors who formulate psychiatric diagnoses. The study will describe the
ways in which practicing counselors identify and assign mental health diagnoses while
balancing competing priorities.

How many people will be in the study?

There will be 8-15 participants in this study.

Am | eligible to be a participant in this study?

In order to be a participant in this study, you must agree to be in the study and be:

1. 18 years of age or older;

2. A full or provisionally licensed mental health counselor currently practicing in the
U.S.; and

3. Responsible for the direct diagnosing of clients who are 18 years of age and
older for at least 1 year.

You cannot participate in this study if:

4. You do not meet the inclusion criteria (i.e., you are not 18 years of age or older;
not licensed as a mental health counselor and not practicing in the U.S.; and/or
not responsible for the direct diagnosing of clients or have not engaged in direct
diagnosing of clients for at least one year);

5. You are a student, faculty, or staff member at North Carolina State University;
and/or

6. A relative, friend, or recognized acquaintance of the Principal Investigator,
Malaika Edwards.

What will happen if you take part in the study?

If you agree to participate in this study, you will be asked to engage in a recorded Zoom
interview discussing your experiences as a licensed counselor who assigns psychiatric
diagnoses to clients. You will be provided a copy of your research data (i.e., interview
responses) so that you can confirm the accuracy of the information collected. You can
indicate if there is any information or any identifiers you want me to delete or do not
wish to share.

The total amount of time that you will be participating in this study is 60-90 minutes.

Recording in research

Participants will have their screen recorded during the Zoom interview. You may choose
to turn off your camera, but your screen and audio will still be recorded. If you do not
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wish to have your screen and audio recorded at minimum, you cannot participate in this
research.

| would like to use the Zoom recording to transcribe your interview. | will keep the
recordings until transcriptions have been verified. After that, all recorded data will be
destroyed.

Benefits to participating in this research

There are no direct benefits to your participation in the research. The indirect benefits
include contributing to counseling research and scholarship by increasing the
understanding of how practicing counselors determine diagnoses in the context of
competing priorities.

Risks to participating in this research

There is minimal risk associated with your participation in this research. During the
recorded Zoom interview, you will be asked a series of questions about your thoughts,
feelings, experiences, and processes when diagnosing clients, in addition to your
experiences during a typical day and week. You will not be asked to disclose your
practice/organization name, the names of colleagues, family members, friends,
acquaintances, etc. The most significant risk would be the potential discomfort with

recalling and/or discussing distressing events related to past experiences and/or
situations involving diagnostic decisions. If you feel uncomfortable answering a
question, you may decline to respond or

withdraw from the study at any time without consequence. Due to the use of technology,
including Zoom interviewing, use of a personal laptop, and a private North Carolina
State University Google Drive folder, there is a risk of data breach. The most significant
risk would be loss of privacy/confidentiality due to a data breach, although these risks
are mitigated through the de-identification of data and use of hardware that is protected
by password, unique ID, two-factor authentication, and firewall, as well as the use of
software designed to securely store, protect, and exchange information.

Researcher obligations

Due to my role as a licensed clinical mental health counselor, | have an obligation to
report any instances of child neglect/abuse, elder neglect/abuse, and neglect/abuse of
an individual with a disability. This means that if | observe, or you tell me about, any
instances of neglect or abuse of an individual in any one of those groups, | am obligated
to report that to the appropriate agency in your city or state. The risks associated with
reporting this information include possible damage to reputation, investigation, and/or
personal, professional, or legal sanctions, including court involvement, professional
ethics violations, and/or the threat of losing custody.
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What data will be collected about me and are there risks associated with that?

The data that are collected about you include your experiences in the practice of
counseling and the general experiences in your daily life. These data are not connected
to your name or other information that could easily identify you. The risks to you as a
result of collecting this information are minimal. These risks will be mitigated through
implementing data protections in accordance with NC State data protection standards.

How will my identity and the data about me be stored and protected?

At the start of the initial interview, participants will be asked to select their own
pseudonym (fictitious name) to protect their identity. After all data are collected following
the close of the interview, the researcher will read the transcript and remove all direct
and indirect identifiers so the dataset can no longer be connected to your identity.
Examples of information to be removed include names of people, agencies,
organizations, institutions, other locations, etc. After the de-identification process is
completed, it is unlikely your identity could be deduced from your responses. Once the
interview is transcribed and the accuracy of the transcription is confirmed, the recording
will be destroyed.

The Qualtrics questionnaire, used to collect demographic information and determine
study eligibility, will be stored using a private North Carolina State University Google
Drive folder , which is a space to securely store, protect, and exchange data. After the
interview and delivery of compensation for study participation, the Qualtrics
questionnaire will be de-identified (e.g., name and email address will be removed). All
Zoom recordings will be downloaded into a private North Carolina State University
Google Drive folder using a personal laptop protected by password, unique ID, and two-
factor authentication. The personal laptop also has access to NC State VPN, an active
firewall, virus protection, and a secure file shredder to permanently delete sensitive
data. Until they are transcribed, recordings will be temporarily stored using a private
North Carolina State University Google Drive folder and immediately deleted from all
locations on personal laptop using a sensitive data file shredder. Following transcription,
the recordings will be immediately destroyed, and de-identified transcribed data will be
stored using a private North Carolina State University Google Drive folder . Consent
forms will be stored separately in a private North Carolina State University Google Drive
folder, so the names of consented participants are not linked to research interviews.

Who can access my data and how will my data be shared and used in the future?

Only the Principal Investigator will have access to your Qualtrics questionnaire and
identifiable information will be removed after the interview and delivery of compensation.
Once interviews are transcribed, de-identified, and confirmed for accuracy, recordings
will be deleted. Through the use of a private North Carolina State University Google
Drive folder, only approved research team members will securely receive de-identified
data for the purposes of increasing the trustworthiness of the study results and/or
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ensuring the accuracy of research methods. The de-identified data will only consist of
themes, quotes, and responses across all participants. No identifiable information about
you will be shared.

To help maximize the benefits of your participation by further contributing to science and
counseling scholarship, your data, with direct identifiers removed, may be stored, used,
and shared with others for future research studies without additional consent from you.
This may include sharing your individual de-identified data with other researchers,
journals or other publications, data repositories, and/or funding sources.

How will the data about me be reported to the public and are there risks
associated with that?

Data will be exchanged and reported through the use of themes identified across all
participants in the study. To provide evidence of themes, | may use quotes or share
specific responses in my publications and presentations, but | will not include your name
or any other information that could easily identify you. As a result, there are minimal
risks to you as a result of how the data are reported.

Right to withdraw your participation

Your participation is voluntary. Even if you agree initially, consent is an ongoing
process. You can stop participating at any time for any reason. To do so, you may tell
the interviewer you no longer wish to participate. You can also contact the Principal
Investigator, Malaika Edwards, at mmedwar4@ncsu.edu and 919.867.6632, or you can
contact the faculty advisor for this research, Dr. Stanley Baker, at sbaker@ncsu.edu
and 919.515.6360.

If you withdraw, | will stop any procedures or data collection that may be happening. |
will also delete any data that has already been collected from you whenever possible. |
will not be able to delete your data if | cannot identify which responses are yours or if
the data has already been published. Every attempt will be made to transcribe
interviews and delete recordings immediately following the completion of the Zoom
interview. After that time, it may not be possible to identify your responses for deletion.

Compensation

For your participation in this study, you will receive a $30 Visa gift card within 48 hours
of completing the Zoom interview. If you withdraw from the study before completing the
interview, you will not receive the associated compensation.

What if you have questions about this study?

If you have questions at any time about the study itself or the procedures implemented
in this study, you may contact the Principal Investigator, Malaika Edwards, at
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mmedwar4@ncsu.edu and 919.867.6632. You can also contact the faculty advisor for
this research, Dr. Stanley Baker, at sbaker@ncsu.edu and 919.515.6360.

What if you have guestions about your rights as a research participant?

If you feel you have not been treated according to the descriptions in this form, or your
rights as a participant in research have been violated during the course of this project,
you may contact the NC State IRB (Institutional Review Board) office. An IRB office
helps participants if they have any issues regarding research activities. You can contact
the NC State University IRB office at IRB-Director@ncsu.edu, 919-515-8754, or fill out a
confidential form online at https://research.ncsu.edu/administration/participant-concern-
and-complaint-form/

Consent to participate

By signing the consent form, | am affirming that | have read the previous information
related to participation in this study. All of the questions that | had about this research
have been answered. If | consent to participate, | understand that | can stop
participating at any time without penalty or loss of benefits to which | am otherwise
entitled. | am aware that | may revoke my consent at any time.

L] Yes, | want to be in this research study.

Name Today’s Date

L] No, | do not want to be in this research study.

Thank you for your consideration.


mailto:sbaker@ncsu.edu
mailto:IRB-Director@ncsu.edu
https://research.ncsu.edu/administration/compliance/research-compliance/irb/irb-for-participants/#what-if-i-have-a-concern-or-complaint-about-the-research-i-participated-in
https://research.ncsu.edu/administration/compliance/research-compliance/irb/irb-for-participants/#what-if-i-have-a-concern-or-complaint-about-the-research-i-participated-in
https://research.ncsu.edu/administration/participant-concern-and-complaint-form/
https://research.ncsu.edu/administration/participant-concern-and-complaint-form/
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Appendix G
Codebook Excerpt
Themes and Subthemes Significant Statements
e Clinical Setting(s) Dr. B:

I start seeing clients somewhere from noon to
5. And I usually see three clients a day, tops
four. I'm very lucky in that now because I
used to see maybe 13 or so.

Jane:

...probably from 8:30 in the morning to 7pm,
three days a week, and the other two days a
week it's about 8:30 to 4...

I'm also a Qualified Supervisor in my state, so
I also supervise and oversee people who are
on that pathway between their masters and
becoming licensed. So, my typical day really
is a mix of two things. I'm providing
individual counseling to my own caseload, so
typical 60 minute sessions, also intakes,
getting consent forms, biopsychosocials,
having standard therapeutic sessions, doing
all of chart management... And then I also
oversee about 12 counselors in training, and I
walk through their diagnosing and oversee all
of their day to day tasks to ensure that I'm
providing adequate supervision, and I'm
checking over their charts. And we're
basically walking through their caseload
every day... And days tend to be—because it's
community mental health—either really quiet
or really hectic, with very little in between.

e Diagnostic Methods Stone:

Well, when determining—we usually, you
know, we rule out. We try ruling out because
dealing with mental health issues, some
symptoms of many mental health conditions
are similar to each other.

o Clinical Interview J.:
...you ask them questions, and they must
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o Use of the DSM and/or Other
Resources

confide in you to give you the right answers
for you to formulate your diagnosis.

Rachel:

...everything that I do, as far as diagnosing
goes... [ was going to say, starts at the
clinical interview... So, you know, I've seen
people sort of over-represent symptoms on a
screener and under-represent symptoms on a
screener. So that nuance and the broader
picture is better flushed out in that clinical
interview and gathering information.

Vee:

...apart from knowing their problems and also
checking on their symptoms and all, I also use
the Diagnostic and Statistical Manual of
Mental Health Disorders...

Stone:

I keep in touch with doctors who might have
an obligation toward the patient to maybe
provide treatment...

Influence of Time and Experience

o Graduate Training Experience

Jane:

...that trajectory in the beginning of my
career, I leaned very heavily on things like the
DSM, and then, you know, once you've been
around the block a while, you start to
memorize some of the criteria for the things
that you see very often like generalized
anxiety disorder, adjustment disorders, major
depressive disorder... But I'm also open to
emerging science around trauma and
attachment because that changes so much
faster than the DSMs are revised.

Dr. B:

I don't know if it's because I've been doing
this for so long... it's just almost innate now. It
just is like, I can't even put a thought process
to it... once I have the picture of what it is—
whatever the diagnosis is, I see that first, but
then everything fills in.

VP:
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I wouldn't have had the ability to know what
is going on with the clients, what to tell the
clients... in terms of maintaining
professionalism while doing counseling
sessions.

Jessica:

... my takeaway—especially from the
professor's kind of air that came through—is
that diagnosing is a very particular process,
and you have to be very careful with the
implications of it. So, they really emphasized
that this is a label, and labels have power, and
there are ethical dimensions to it that you
wanna consider. You don't wanna just slap
this label on somebody, even if it fits
clinically, because that could have long term
implications for them...

Rachel:

...  know that in my master's program, when I
took diagnosing, my instructor was like,
“Hey, you need to look at the criteria and
make sure that you're meeting them.” And I
was like, “okay, this is how we diagnose.” I
follow the rules.

Internal Experience

o Empathy, Compassion, and/or
Sensitivity

Jessica:

I think frustration is actually a big one. I'll
frequently feel frustrated that [ have to try and
fit my clients into these nice little boxes
without being able to capture their experience.
So, it's frustration. It's a little bit of anxiety,
worry about, am I gonna get this right? What
are the implications of this going to be in the
long run?

VP:

I feel most times... I feel satisfied... I'm
impactful in someone's life. I'm able to help
someone. So, it gives me this inner joy. It
makes me happy.

Reese:
...Iit's a very empathetic moment... at some
point, it gets very emotional because some
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o Hard Work

people have gone through deep stuff... so you
have to really put yourself in their shoes and
that's the only way I feel I can connect with
them, and I'll get a very nice understanding of
what I should do in order to help them
completely.

Vee:

...my thought is always on how to better the
situation of my clients. I'm always
compassionate about them, and I'm trying to
think about the possible ways to help this
person. So, my thought is always on how to
help this person...

Rachel:

I would say only every now and then
something sort of stands out like, “oh, I think
this could be a surprise to this client.” Or it
might be something that needs to be handled
with sensitivity and a little bit more delicacy
to be able to deliver that.

J.

...it [can] be very taxing because I have to talk
and talk and talk and talk throughout the day.
You know, keep talking, and sometimes the
break is not enough... that can be very taxing
because after everything, going back home,
there's not really much time to rest depending
on how many clients we see in a day.

Jane:

I think maybe the only thing left unsaid is just
the validation that it's hard. It's hard to
prepare people to do the work that we do. It's
hard to provide things like diagnoses when
we have the pressure of managed care.

Life Occurrences and Responsibilities

Jane:

I would say my experiences are a little... kind
of all over the place in the sense that I have to
wear a lot of hats between being a counselor,
being a supervisor, and then also being a
student myself... the evening time is my time.
So, I'm studenting in that time, or I'm
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spending time with my significant other... |
also have a pet, so I spend a lot of time with
her.

Rachel:

I also teach—adjunct faculty for a counseling
program. So, on Tuesdays I teach class. This
term I happen to be teaching online, so I'm
not going somewhere in person to teach. And
then, oftentimes, my weekends include some
portion of class prep, grading, those types of
activities. So, a lot of times that's my Sunday.
Saturday is you know, all of the errands and
things you have to do in life, right. So,
grocery shopping, running different things
around and picking things up, and all of that
business... I have 3 children, so there's lots of
other activities and things that are
incorporated into my week depending on
what's going on with each of them. So, you
know, trying to attend activities that they're
involved in—sports events or recitals. All
those kinds of things, you know, come and go
seasonally.

Self-care

Dr.B

So I had some really bad self-care there for a
while after my son died... a couple of years
later I moved across the state... and then [
didn't do anything for like 9 months... And
my body was sick... and it took me about 5
years to get back together. So, my self-care
was for crap then... Oh, and then I developed
Meniere’s disease, which you get vertigo.
Anyway, so I realized that when I overbook
clients, when I'm worried too much about
clients being able to meet their needs, I'll get
vertigo. So, I really had to slow my body
down to listen to those lessons. And so now
when it happens, I just cancel my clients right
away for that day. Take medicine, lay down.
So, it was like a 10 year process. But it's so
real for people to take care of themselves.
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J.

So, one thing I do when I'm going home is, |
always tell myself that I must be fine ‘cause
I'm making people fine, and I'm helping
people, so I must help myself. And I will
share one time, when I resumed work at first,
it was really, I mean... the burnout, the stress,
and everything, was something I wasn't used
to.

Rachel:

I do a lot of intentional gratitude and energy
allocation in my own mind to things that I
want to allocate that energy to. So, I'm doing
this work, and I'm fully in this work, and my
attention is there, and that is wonderful. But
then, when I am not doing that work, I am not
doing that work, and for the most part, my
energy is not present. Now, client stories and
clients, you know, percolate through my
consciousness, across my days, and you
know, weekends and things like that. But you
know, I've cultivated this practice of thinking
about, okay, I am leaving the work, and I'm
literally leaving the work. And now I'm going
to be fully present in my life. And I think that
that's a critical self-care component for me.

Worldview, Paradigm, and/or
Theoretical Orientation

Reese:

I would say, in the context of mental health—
to be like a process of, you know, identifying
and categorizing our clients in terms of
concerns according to the... standard
diagnostic criteria, which, kinda like
involves... just assisting the clients.
Presenting issues, gathering relevant
information, formulating a diagnosis that kind
of like reflects the nature and severity of the
mental health condition.

Reese:

[...diagnosis has]...been helpful... [because]
you know what you're treating... So, you
know what materials you’re gonna use. Once
you have a clear diagnosis—you know, it's
just like doing an operation. Once you know
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where the tumor is, you just target that point...
You have to know where the problem is
coming from—the root cause. And from
there, you'll be able to get a clear way of what
we're going to do with it.

Jessica:

...I'm not a huge fan of diagnosis because |
think a lot of times we have to for the sake of
insurance. For the sake of just... [ don't
know... aligning with the old systems... |
don't like the effect of labels that they have on
clients sometimes. But when I do diagnose, |
think about trauma history in particular.
Where are these symptoms coming from? Is
this a byproduct of their environment right
now? Is this a longstanding issue? So kind of
trying to piece together all the different parts
of their lived experience to figure out— does
this label best fit them? But also, what impact
is that label gonna have on them and their
mental health? So especially with personality
disorders, I'm really leery about diagnosing
those because I know that can have a really
bad long term impact on some clients.

Rachel:

...the ability to access services is super key.
And I've certainly seen this across my career
working in different settings that kind of
concentrated on particular areas. So, for
example, the adults in the group homes or
supported apartment complexes, they would
have a diagnosis of a severe mental illness, in
addition to having been homeless. And so,
their access to housing was tied to their
mental illness. And so, you know, that was
critical for people to be able to get a basic
human need met... So, it's almost like a
gatekeeper component having that diagnosis...
I've had clients who've used more emerging
treatments. So, ketamine and things like that.
And if they didn't have a history of a
diagnosis, and you know, having some
medication resistance to typical treatments,
they wouldn't have access to that emerging
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treatment that actually was what helped them
to really improve. So, as much as there's that
tension... as far as labeling people, and there's
some aspects of that that can be really
reductive and... stigmatizing, there are these
other aspects to the process in our systems
that you can't not use the diagnoses because it
would actually be harming clients potentially.




151

Appendix H
Instructions for Researcher Triangulation and Accessing Dedoose Software

Study Title

Formulating a Mental Health Diagnosis: A Phenomenological Inquiry of Licensed Counselors

Research Question

What are the experiences of licensed mental health counselors while formulating a mental health

diagnosis?

Instructions

1.

10.

11.

You will receive 2 emails from Dedoose Research Analysis software.
a. The first email asks you to confirm your email address.
b. The next email provides your temporary username and password.
In the Dedoose email with your username, click the link to confirm your email address.
a. Click the 3 bars at the top left of the Dedoose instructions page.
b. Select Download.

You will be prompted to download the cloud-based software to your device.
a. Windows users: If you do not wish to download, select the Portable option.

Once installed, follow the instructions to change your password.

Navigate to Projects on the main menu -- just above the data windows. Select “Load”
Formulating a Mental Health Diagnosis.

To access the triangulation exercise, click 7Training on the main menu.

Double click the test titled, Researcher Triangulation.

Select “Take this Test.”

Here, you will see a series of excerpts that equal ~20% of my codebook (~50 pages).
Themes and subthemes are located on the right. Click the arrow for a dropdown of
subthemes. Toggling over a theme/subtheme provides the definition. Definitions have

relevant inclusion/exclusion criteria.

Please read themes/subthemes and definitions before beginning to code. Please keep the
research question in mind as you code.
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a. Research Question: What are the experiences of licensed mental health counselors
while formulating a mental health diagnosis?

12. To code an excerpt of text, double click the theme/subtheme you wish to apply.

13. Multiple codes can be applied if/when appropriate.

14. Select “Next” to move to the next excerpt. Select “Quit” to save progress and resume
later. Select “Finish” to submit results. Please ignore the initial score, as team coding may
not be final when you’ve completed your segments.

THANK YOU!!
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