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Abstract
Due to the COVID-19 pandemic, many counselor training clinics rapidly transi-
tioned in-person (IP) services to videoconferencing psychotherapy (VCP). Because
VCP is a relatively new technology, more research is needed to establish whether this
delivery format is a safe and acceptable substitute for IP services in counselor train-
ing clinics. The purpose of this study is to explore questions related to how clients
perceive VCP versus IP in terms of credibility and expectancy. Results from this
investigation demonstrate that clients who participate in VCP, without first meeting
their counselor in person, may initially question the credibility and effectiveness of
VCP. However, results demonstrated improvement, in both groups, across the dura-
tion of therapy. These findings provide both initial support for the safety of VCP in
counselor training clinics and justification for further research.
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INTRODUCTION

Shortly after the World Health Organization designated
COVID-19 as a highly transmissible and potentially deadly
illness, experts on infectious disease quickly recognized that
the exponential spread of new cases could quickly overwhelm
health care agencies (Mallah et al., 2021). In response, the
United States healthcare system embraced telehealth technol-
ogy to ensure access to care while minimizing the likelihood
of community transmission (Gruber et al., 2021). Similarly,
colleges and universities also began transitioning online.
In this context, university-based counselor training clinics
(UBCTC) were forced to either suspend clinical operations
indefinitely or abruptly transition in-person (IP) services to a
synchronous, videoconferencing format (Hames et al., 2020).
Under normal circumstances, training clinic directors would
carefully weigh multiple factors (e.g., legal and ethical issues,
clinical care considerations, training quality, and procedural
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amendments) when deciding whether to make this switch. In
the wake of the pandemic, however, critical discussions about
the safety and effectiveness of videoconferencing psychother-
apy (VCP) were temporarily suspended as the risk of COVID-
19 infection, associated long-haul symptoms, and possibility
of death outweighed the potential risks.

Due to the COVID-19 pandemic, the use of VCP in train-
ing clinics has accelerated (Dyason et al., 2019). Because lit-
tle is known about whether the relative inexperience of novice
counselors impacts how VCP is implemented, researchers
must critically examine the effectiveness and feasibility of
VCP in this unique context.

Effectiveness of VCP

Although not specific to UBCTCs, emerging evidence
suggests that VCP may be an effective extension of IP
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delivery. For example, systematic reviews of randomized,
quasi-experimental, and uncontrolled clinical trials indicate
that VCP may be associated with medium to large effects on
depressive symptoms (Berryhill, Culmer, et al., 2019) and
small to large effects on symptoms of anxiety (Berryhill,
Halli-Tierney, et al., 2019). Similarly, a meta-analysis of 16
studies evaluating the effectiveness of cognitive behavioral
VCP further demonstrated that, relative to various control
conditions, VCP appears to produce moderate effects across
multiple outcome measures and presenting concerns (Mat-
sumoto et al., 2021). Finally, data from a recent multilevel
meta-analysis additionally reported no significant differences
in outcomes between clients receiving either IP or VCP
services (Batastini et al., 2021).

Although current findings appear to suggest that VCP
is effective, additional research is needed to increase the
strength and methodological diversity of evidence. For
example, a majority of existing studies were formulated as
superiority trials. As such, one can only claim that VCP is
unlikely to be more effective than IP services. Questions
about whether the effects produced by VCP are essentially
the same or, at least, not meaningfully worse than IP are
better answered by equivalence and noninferiority designs
(Wellek, 2010). Although the number of equivalence or
noninferiority trials are growing (see Norwood et al., 2018),
more high-quality studies are needed before any conclusions
can be made about whether VCP is a complementary or
inferior substitution for IP delivery.

Safety considerations

Ethically, counselors are obligated to promote well-being and
mental health while simultaneously preventing harm (Amer-
ican Counseling Association, 2014). As such, counselors
must consider issues of safety when selecting interventions.
Safety is a state where the probability of unnecessary harm is
reduced to a minimally acceptable level. The degree of safety
is derived from a risk assessment, which involves estimating
the likelihood of negative effects associated with a given
intervention (Runciman et al., 2009). Although practitioners
and supervisors have long sought to minimize potential harm
(Barlow, 2010), this topic, until recently, has been mostly
neglected in the professional literature (Lilienfeld, 2007).
Although emerging research is beginning to enrich our
understanding of some adverse events and harmful effects
associated with psychotherapy, little is currently known
about the safety of VCP.

Acceptability

Feasibility designs assess whether and perhaps how a larger
future trial should be undertaken and are often designed to
evaluate a wide range of questions related to acceptability,
recruitment, data collection, analysis, and operational pro-
cedures (Eldridge et al., 2016). Studies of acceptability, in

particular, evaluate the degree to which clients and clini-
cians perceive a treatment to be suitable based upon their
personal reactions to it. Of the seven proposed components
of acceptability, two are relevant to the present study. First,
perceived effectiveness represents the subjective likelihood
that VCP will achieve its intended purpose, and oppor-
tunity costs represent the benefits, profits, or values one
must forfeit in order to engage in VCP. These components
are operationalized in various ways across the literature
(Sekhon et al., 2017).

For this investigation, perceived effectiveness was oper-
ationalized as treatment credibility (TC) and outcome
expectancy (OE). TC refers to how the client perceives the
legitimacy, utility, or adequacy of a given intervention (Con-
stantino et al., 2018), while OE is the degree of benefit one
anticipates they will receive from participating in the treat-
ment (Constantino et al., 2018). Under a contextual model
of psychotherapy, both TC and OE are common factors. TC
is enabled during early interactions between the client and
counselor, where the provider and setting characteristics con-
vey an overall sense of trustworthiness through various cues
such as active listening, empathic responding, professional-
ism of staff, comforting atmosphere, and degrees/credentials
displayed on the wall. Moreover, all forms of psychotherapy
are thought to enable the expectation that relief will result
from participation and active engagement in the counseling
process (Wampold & Imel, 2015).

This study operationalized opportunity costs using pre-
mature termination (PT) and treatment refusal (TR). Con-
ceptually, PT is thought to occur when the perceived costs
of treatment exceed its expected benefit. For this investi-
gation, PT is formally defined as the unilateral withdrawal
from counseling before achieving reliable and/or clinically
significant change (Hatchett & Park, 2003; Swift et al.,
2009). Last, TR represents the failure to initiate services
after scheduling the first appointment. A high rate of TR
may reflect a mismatch between client preferences and the
available service or the presence of barriers including incon-
venience, cost, or negative outcome expectations (Swift et al.,
2017). Currently, the delivery of VCP is still in the early
phases. Very little is known about acceptability within this
medium. Even less is known about how each of these mani-
fest when VCP is delivered in the context of a training clinic
setting.

Implementing evidence-based practices
in UBCTCs

UBCTCs offer specialized counseling services to the com-
munity and promote the professional development of trainees
through experiential learning. Within this setting, a majority
of services are delivered by novice graduate students working
under the supervision of experienced professionals. UBCTCs
are unique from other treatment contexts in their effort to
balance parallel, and sometimes competing, priorities. On the
one hand, UBCTCs are obligated to deliver competent and
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ethical services, monitor effectiveness, and minimize harm
(ACA, 2014). On the other, they are tasked with creating
a rich learning environment for inexperienced trainees that
promotes the gradual integration of formal and experiential
knowledge (Norman et al., 2018).

Emerging evidence suggests that the effectiveness of an
intervention depends, in part, upon the context in which it
is delivered. For example, a number of organizational fac-
tors such as neighborhood (Firth et al., 2020), supervision
(Gerstenblith et al., 2021), trainee (Erekson et al., 2017),
and/or clinic characteristics (Delgadillo et al., 2016) appear
to influence the implementation of counseling and its associ-
ated impacts. Because UBCTCs are characterized by unique
principles distinguishing them from other contexts, the extent
to which empirically derived inferences generalize to and
from this setting remain uncertain (Dyason et al., 2019). For
example, when compared with other clinical settings, clients
who receive services in training clinics appear to demon-
strate smaller gains and a slower rate of recovery (Callahan
& Watkins, 2018). Moreover, significant differences in the
rate of PT have also been observed across treatment settings
(Swift & Greenberg, 2012) with training clinics consistently
reporting among some of the highest rates relative to others
(Al-Jabari et al., 2019; Callahan et al., 2014). Such findings
make it difficult to anticipate how contextual variables may
influence the implementation of VCP in this context, and how
these effects might influence both the therapeutic alliance and
clinical outcomes.

Purpose

The COVID-19 pandemic has accelerated the adoption of
VCP in training clinics. While evidence supporting the
effectiveness of VCP is becoming stronger, there remains
a lack of research outlining the safety and acceptability of
VCP when delivered by novice counselors. This limitation
is notable as the implementation of psychotherapy within
a UBCTC may be moderated by multiple factors including
trainee inexperience, self-efficacy, supervision, and unique
setting characteristics (e.g., constrained hours of operation,
more stringent inclusionary/exclusionary criteria, etc.). As a
result, inferences derived from research conducted in other
contexts may not be transferable to this setting.

Based on the present gaps in our knowledge, a compre-
hensive evaluation of VCP is warranted. However, given the
early stage of research, empirical efforts must first focus on
basic questions related to acceptability and safety. Such steps
are necessary for refining the clinical and administrative pro-
cedures needed for designing and implementing large scale
clinical testing (Gallo et al., 2013). The following research
questions were developed to guide our design and analysis:

Research question 1. Do clients perceive VCP as a cred-
ible alternative to IP services?

Research question 2. Do clients expect that VCP and IP
services achieve equivalent therapeutic outcomes?

Research question 3. Do clients who receive VCP change
at a comparable rate and direction to those who
receive IP services?

METHOD

Procedures

After receiving institutional review board approval, data
were collected from participants who received services in an
outpatient counselor training clinic between 2019 and 2020.
The counseling clinic is operated by the Department of Coun-
seling housed within a mid-size southeastern university and
accredited by the Council for the Accreditation of Counseling
and Related Programs (CACREP). To ensure the confidential-
ity of participants, data were anonymized by clinic leadership
before being made available to the research team for analysis.

For the present study, all sessions were facilitated by 11
graduate students who had progressed into the internship
phase of their training while working toward a master’s
degree in clinical mental health counseling. All interns
received weekly supervision from two licensed mental health
counselors (author two and three, respectively). Prior to the
initiation of services, clients participated in an initial level of
care screen. Individuals presenting with severe and persistent
mental illness, active suicidality, or substance use disorder(s)
received immediate referrals to external providers.

To facilitate comparisons, participants were identified as
belonging to one of two groups. The IP group comprised of
clients who participated in at least two face-to-face meetings
with the counselor prior to a state mandated safer-at-home
order. Once the mandate was applied, clients in the IP group
were invited to immediately continue receiving services
remotely. In contrast, the VCP group consisted of clients
who had enrolled in counseling services after initiation of the
safer-at-home order and had never met with their assigned
provider in-person. More simply, the IP group started face-
to-face before transitioning online, while the VCP group
exclusively received counseling through an online delivery
format. All sessions were 45–50 min in length.

In this setting, cases were assigned based on the identified
presenting problem, diagnosis, intern experience/knowledge,
and clinical complexity. Initial sessions focused on estab-
lishing the therapeutic alliance and gathering clinical data
for deriving a case formulation. The clinic operates within a
contextual model of psychotherapy as opposed to a biomed-
ical model (Wampold & Imel, 2015). Under this framework,
change is presumably enabled via the interaction among
three pathways (1) the relationship, (2) specific ingredients,
and (3) expectations. The contextual model contends that the
underlying mechanism of change in therapy is less related to
therapeutic specificity, but more to those processes common
across all modalities that invite clients to engage in new,
health promoting behaviors (Finsrud et al., 2021). The con-
textual model is synthesized from the empirical process and
outcome research. Although preliminary evidence supports
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its essential tenets it is continuously updated to reflect new
research (Wampold, 2015; Norcross & Lambert, 2018).

The Patient Health Questionnaire (PHQ-9; Kroenke et al.,
2001) was administered at the beginning of all sessions, and
the Credibility/Expectancy Questionnaire (CEQ; Devilly &
Borkovec, 2000) was administered at the beginning of the
first VCP session.

Measures

Modified CEQ

The CEQ measures both the degree to which a treatment
is viewed as logical and effective as well as the amount of
improvement clients believe will result from participating in
the intervention (Devilly & Borkovec, 2000). The original
CEQ is a six-item self-report measure relying on a unipolar 9-
point Likert-type rating scale (with labeled midpoint and end-
points) and a unipolar 10-point percentage rating scale (scale
ranges from 0 to 100% with all options labeled).

In light of previous research indicating a larger number
of response categories may increase cognitive load, resulting
in both a lower completion rate and difficulty understanding
and distinguishing between the various response categories
(Schaeffer & Presser, 2003), the clinical team modified the
response categories for all items measured with a Likert-type
rating scale (i.e., items 1, 2, 3, and 5). Specifically, the
number of response categories for the Likert-type rating
scale were collapsed from 9 to 5, while retaining the original
mid- and endpoint labels. The impact of this modification
is unclear, but perhaps trivial, as recent evidence suggests
amendments to the response scale tend to be most problem-
atic for measures with verbal labels attached to all response
categories (Steinberg & Rogers, 2020). The original 10-point
percentage rating scale for items 4 and 6 was retained. Cron-
bach’s 𝛼 was used to estimate internal consistency for the
modified credibility, �̂�M = 0.80, 95% CI (0.65,0.89), and
expectancy subscales, �̂�M = 0.79, 95% CI (0.61, 0.87). For
reference, results from the original multiple-study validation
article reported 𝛼 estimates of 0.81 and 0.86 for the credibil-
ity factor as well as 0.79 and 0.90 for the expectancy factor
(Devilly & Borkovec, 2000). For this investigation, a com-
posite of standard scores was constructed for each subscale
prior to analysis.

Patient health questionnaire

The nine-item PHQ-9 assesses the frequency of depressive
symptoms over the past two weeks along a 4-point Likert
type scale. Higher scores indicate the presence of more
frequent depressive symptoms. Depression severity is most
frequently measured as the sum score for all items. Recent
meta-analytic data indicate a clinical cutoff of at least 10 to
maximize diagnostic accuracy (e.g., sensitivity between 0.83
and 0.92 and specificity between 0.82 to 0.88; Levis et al.,

2019). Empirical data suggest the PHQ-9 is suitable for lon-
gitudinal analysis, as the factorial structure is likely to remain
invariant across sex, race/ethnicity, education level, and time
(Guo et al., 2017; Patel et al., 2019; Richardson & Richards,
2008). Prior to hypothesis testing, raw scores on the PHQ-9
at each time point were mapped onto a common depression
metric developed as part of a National Institutes of Health
(NIH) initiative to ensure comparability across measures
of depression frequently used studies of health outcome
(Choi et al., 2014). In the current study, internal consistency
estimates of Cronbach’s 𝛼 across each measurement point
ranged from 0.80 to 0.90.

Trajectory of change

A deteriorating trajectory was defined in relation to the
naturalistic course of the primary clinical target. Although
symptoms of depression are likely characterized by hetero-
geneous growth patterns, a majority of clients with mild to
moderate symptoms appear to follow a stable or improv-
ing trajectory (Essau et al., 2020; Musliner et al., 2016).
Therefore, an increase in severity ratings on the PHQ-9 rep-
resents deterioration, while reduced severity ratings reflect
improvement. A flat pattern of change can reflect either the
capacity of an intervention to protect against the worsening
of symptoms or no change attributable to the intervention
(Dimidjian & Hollon, 2010). For this investigation, multiple
indicators were used to explore whether clients in the VCP
group experience a trajectory of change consistent with those
seen among clients in the IP group.

The rate of improvement and deterioration were defined
as the proportion of clients in the sample who demonstrated
reliable decreases or increases in severity ratings on the
PHQ-9 respectively. Reliable change is the degree to which
fluctuations in the outcome measure are attributable to real
change in the latent variable as opposed to measurement
error (Jacobson & Truax, 1991). Improvement was defined
by a minimum 5-point decrease in severity ratings on the
PHQ-9 while deterioration reflects the opposite. Recovery
was defined as crossing the threshold between clinical and
nonclinical severity scores and operationalized using the
reliable and clinically significant change (RCSC) index.
Based on previous research (Levis et al., 2019; McMillan
et al., 2010), RCSC was defined as a minimum pretreatment
score of 10, a maximum posttreatment score of 9, and an
improvement of at least 5 scale points. Finally, both groups
were evaluated using a longitudinal growth model where the
number of attended sessions were nested within clients, who
were nested within the treatment delivery method.

Premature termination and treatment refusal

A high rate of PT may indicate the presence of a potentially
harmful intervention (Dimidjian & Hollon, 2010) or may
indicate a lack of acceptability (Sekhon et al., 2017). For this
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investigation, PT was operationalized as failure to achieve
clinically significant change (CSC) by the last recorded score
on the PHQ-9. Last, TR was defined as failure to initiate ser-
vices after scheduling the first appointment.

Statistical software

Data and descriptive statistics were collected and computed in
Microsoft Excel (version 1808) and inferential analyses and
figures were generated in R (version 4.1.1).

RESULTS

Sample and setting characteristics

Upon initiation of the state COVID-19 lockdown, clinic
leadership immediately began transitioning all services to a
remote delivery format. At this time, 100 clients who had
been receiving services in-person were invited to immedi-
ately switch over to a VCP delivery format. Of these, 52
agreed to switch, 41 specifically refused VCP, and seven
declined to continue in services for reasons unrelated to VCP.
Of those who agreed, 20 of the 52 clients were excluded
from the study due to either not meeting the minimum age
criterion (>10 years of age) or due to incomplete clinical doc-
umentation. The 32 remaining clients were categorized into
the IP group based on the criteria outlined above. After initi-
ation of the state lockdown the clinic enrolled 21 new clients
who were then categorized into the VCP group. Table 1
provides demographic characteristics of the initial participant
pool.

Perceived credibility of VCP services

Preliminary analyses suggested that credibility ratings in
both groups were unlikely to follow a normal distribution.
In response, a quantile comparison (QC) test was performed.
Formally, QC tests belong to the robust family of statistics
developed as an alternative set of methods for comparing
location estimates when assumptions for t-tests, analysis of
variance, and/or Mann–Whitney–Wilcoxon tests are unmet
(Mair & Wilcox, 2020). QC tests have two advantages. First,
the QC testing procedure yields quantile estimates spanning
the entire range of the response distribution. This allows
for investigators to examine points along the distribution
where response densities between both groups may either
converge or deviate from one another. Moreover, prior
research also demonstrates that quantile estimates tend to be
robust, particularly in the context of small samples (n ≥20),
violations of normality, and ties in the data (Wilcox et al.,
2014). For the present study, Harrell-Davis quintile estimates
were computed for each group. The distances between group
location estimates were then evaluated using the percentile
bootstrap method (for details of this procedure see Wilcox

TA B L E 1 Demographic characteristics for clients in the IP (n = 32)
and VCP (m = 21) groups

Treatment group

IP VCP

Demographic characteristics n % m %

Ethnicity

Caucasian/White 24 75% 9 42.9%

Hispanic/Latino 4 12.5% 9 42.9%

African American 1 3.1% − −

Asian American/Pacific Islander 1 3.1% − −

Caribbean Islander 1 3.1% − −

Middle Eastern 1 3.1% − −

Biracial − − 2 9.5%

No response − − 1 4.8%

Sex

Female 26 81.2% 15 71.4%

Male 6 18.8% 6 26.6%

Education level

Bachelor degree 11 34.4% 10 47.6%

High school 10 31.2%

Less than high school 8 25% 5 23.8%

Associate degree 3 9.4% 6 28.6%

Age M (SD) M (SD)

28 (15.4) 29 (11.6)

TA B L E 2 Parameter estimates for quantile comparisons of credibility
scores between clients receiving IP (n = 29) or VCP (n = 20) services

Quantile VCP IP VCP–IP 95% CI p

0.10 −1.67 −0.73 −0.94 −2.18 0.11 0.100

0.25 −1.08 0.16 −1.23 −2.07 −0.18 0.002*

0.50 −0.40 0.53 −0.93 −1.52 −0.12 0.004*

0.75 0.46 0.55 −0.09 −0.85 −0.00 0.012*

0.90 0.55 0.64 −0.09 −0.91 0.00 0.008*

Note: p value is less than the critical value; computation discrepancies due to rounding.

et al., 2014). Because group location estimates, within each
quantile, are tested simultaneously, the p value is adjusted to
exert strong control over the familywise error rate (Hochberg,
1988). Due to missing observations on the CEQ, the sample
consisted of 29 subjects in the IP group and 20 in the VCP
group.

Results are listed in Table 2. These findings demonstrate
the IP group had a greater concentration of subjects respond-
ing with higher levels of perceived credibility relative to the
VCP group. To visualize these differences, Figure 1 depicts
the estimated density curves for client perceptions of TC
across both groups.
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F I G U R E 1 Estimated distribution of credibility scores. Panels (A) and (B) plot the estimated density of credibility scores provided by clients receiving
either VCP or IP services respectively. Relative to response patterns observed in the VCP group, clients in the IP group more frequently endorsed higher levels
of perceived credibility.

Research question 2: expectancy
of improvement

A Welch’s t-test was conducted to test differences in
expectancy between treatment groups. We compared mean
differences in the expectancy of symptom improvement
between clients in either the VCP (M = −0.5, SD = 1.1) or
the IP (M = 0.3, SD = 0.5) group. Results indicated the dif-
ference in mean scores on the expectancy subscale was statis-
tically significant, t (25.13) = −2.77, p = 0.008, with a large
effect-size, Hedge’s g = –0.83, 95% CI [−1.52, −0.31]. In
summary, clients who did not previously meet their counselor
in-person prior to the initiation of VCP expected less benefit
from counseling than clients who had.

Research question 3: trajectory of change

In the present study, 24% (11 out of 46) of clients (IP = 4
and VCP = 7) presented with clinically elevated scores
on the PHQ 9. Moreover, approximately 17% (eight out
of 46) of the sample demonstrated reliable improvement
(IP = 6 and VCP = 2) and 11% (five out of 46) achieved
both reliable and clinically significant improvement (IP = 3
and VCP = 2). Also, an estimated 4% (two out of 46) of
clients reported a reliable worsening of PHQ-9 severity
ratings. Both of which were in the IP group. The rate of PT
across the entire sample was 8% and the modal number of
completed sessions was seven (Min = 1 and Max = 24).
The top three reasons for discharge were completion of
treatment goals (41.2%), referred to another provider in the

clinic (29.4%), and referred to higher level of specialized
care (5.9%).

Next, we used a repeated-measures, time-series design
to compare the trajectories of change between VCP and
IP delivery. Because data were collected in a clinical set-
ting, clients differed in the number, frequency, and intervals
between sessions. As such, we fitted a two-level longitudi-
nal growth model to the sample data where the number of
counseling sessions (Mode = 7, Min = 1, Max = 24) were
nested within clients. Missing data for all administrations of
the PHQ-9 were observed for one subject in each group leav-
ing a sample of 51 (IP = 31 and VCP = 20). Group mem-
bership (coded as VCP = 0 and IP = 1) was specified as a
fixed effect. The time predictor, session, was anchored at 0
and model parameters were computed using maximum likeli-
hood estimation. Fixed effects were tested using Student’s t-
distribution with degrees of freedom approximated using the
Kenward-Rogers method. Nested model comparisons were
tested for improvement in model-data fit with the likelihood
ratio test, which evaluates change in the −2 Log Likelihood
along a chi-square distribution with degrees of freedom equal
to the number of additional parameters included in the more
complex model. Results from the PHQ-9, at each time point,
are expressed as standard scores.

Preliminary analyses

To investigate the direction of change over time, model 1 was
initially fitted to the data (see Table 3 for indices of model fit
and related parameter estimates). First, the influence of fixed
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TA B L E 3 Model comparisons and parameter estimates for the analysis of longitudinal growth

Model 1 Model 2 Model 3

Fixed effects Coefficient (95% CI) p Coefficient 95% CI p Coefficient 95% CI p

Level 1

Intercept, 𝛽00 0.62 (0.32,0.92) <0.001 0.51 (0.12, 0.91) 0.01 0.68 (0.25, 1.11) 0.003

Tx group, 𝛽01 0.22 (−0.26, 0.71) 0.38 −0.14 (−0.74,0.46) 0.64

Level 2

Session, 𝛽10 −0.07 (−0.10, −0.04) <0.001 −0.08 (−0.11, −0.04) <0.001 −0.13 (−0.19, −0.07) <0.001

Session × Tx, 𝛽11 0.08 (0.002, 0.15) 0.04

Random effects SD Variance Component SD Variance Component SD Variance Component

Level 1, ϵij 0.5 0.21 0.5 0.20 0.5 0.20

Initial status, r0j 0.9 0.77 0.9 0.80 0.9 0.77

Growth rate, r1j 0.1 0.00 0.1 0.01 0.1 0.00

Correlation (𝜋0j, 𝜋1j) 𝜌 𝜌 𝜌

−0.62 −0.64 −0.60

Model fit Deviance Parameters AIC Deviance Parameters AIC Deviance Parameters AIC

470.4 6 482.4 469.7 8 483.7 465.7 8 481.7

Confidence intervals estimated using parametric bootstrap with 1000 resamples.
Deviance = −2LL; AIC = Akaike Information Criterion.

effects was examined. On average, overall participant scores
on the PHQ-9 at the initial measurement period (𝛽00 = 0.62
95% CI [0.32,0.92]) corresponded to mild depression severity
(raw PHQ-9 scores range from 5 to 9). A significant down-
ward trend in depression severity was observed across both
groups (𝛽10 = −0.07 [−0.10, −0.04], t(25) = −4.27, p <

0.001).
Given the influence of client, counselor, and process-

related factors on overall outcome, intercept and slope
parameters were expected to vary across participants. To test
this assumption, model 1 was compared first to a random
intercept model and then to a random slope model. If model
1 demonstrated superior fit, improvement is attributed to
either the random slope coefficient or the random intercept
respectively.1 Results demonstrated improvements in fit
when comparing model 1 to both the random intercept
(𝜒2(2) = 15.512, p < 0.001) and random slope models
(𝜒2(2) = 115.58, p < 0.001). These findings indicate sig-
nificant variation in both the initial status of depression
severity (r0j = 0.88 [0.62, 1.08]) and in the overall rate of
change across the episode of care (r1j = 0.07 [0.03, 0.10]).

Main analysis

To compare differences in the initial status and rate of change
between treatment groups, model 2 was formulated with
treatment group added to the intercept.2 For this analysis,

1 For space considerations neither model is tabled. For this analysis, the random inter-
cept model was specified as lmer(PHQ9∼Session + (1 | Client), data = df). The random
slope model was specified as lmer(PHQ99∼Session + (0 + Session | Client), data = df).
2 Model 2 was specified as lmer(PHQ9 ∼ Session + Tx+(1 + Session | Client), data =
df)

VCP was specified as the referent category. A comparison
between model 1 and model 2 revealed no improvement to
model fit (𝜒2(1) = 0.54, p = 0.387). Next, model 3 was
expressed with a cross-level interaction between the time
variable and treatment group.3 Formally, model 3 was defined
as

L1 : Yij = 𝜋0j + 𝜋1j Session + 𝜖ij

L2 : 𝜋0j = 𝛽00 + 𝛽01Txj + r0j

𝜋1j = 𝛽10 + 𝛽11Txj + r1j

We then compared models 2 and 3 to evaluate the effect
of group membership on the rate of change. Results indi-
cated that the addition of the cross-level interaction was sig-
nificant (𝜒2(1) = 4.35, p = 0.045). Taken together, these
findings suggest that initial severity ratings on the PHQ-9 did
not differ across groups, but did appear to differ in the rate of
improvement. Figure 2 plots the predicted rate of change in
depression severity across treatment groups.

DISCUSSION

Early in the COVID-19 pandemic, training clinic directors
sought to ensure continued access to care while simultane-
ously mitigating the risk of disease transmission. Within this
context, VCP presented a technological solution capable of
resolving the competing priorities balanced by clinic direc-
tors, including concerns for client welfare, counselor safety,

3 Model 3 was specified as lmer(PHQ9 ∼ Session*Tx + (Session | Client), data=df)
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F I G U R E 2 Predicted values of depression severity over time by
treatment group

trainee development, and community outreach. However, as
the world adapts to the continued threat of COVID-19, clinic
directors must reassess the risk–benefit balance. Because
VCP is a relatively new technology, more research is needed
to establish whether this delivery format is a safe, acceptable,
and ultimately effective substitute for IP services in the
training clinic environment.

Results from the current study suggest approximately 41%
of clients enrolled in IP services prior to the state mandated
safer-at-home order specifically declined to continue services
in VCP. The elevated refusal rate in our sample may suggest
a preference for IP services. Formally, preferences refer to
activities, treatments, or therapist qualities that clients want or
hope to experience during therapy (Swift et al., 2018). These
findings may suggest that some clients believe VCP, when
delivered in this context, is unable to provide the experience
they want or hope to have. It can further be inferred that the
observed sample consisted largely of clients who either had
a favorable preference toward VCP or no preference toward
either delivery format.

Results further suggest that clients who began VCP, with-
out first meeting their counselor in-person, were less likely
to view VCP as a suitable alternative. Clients in this group
were also less likely to expect this delivery format would
ameliorate their presenting concern(s). Similar skepticism
was not observed among clients who began therapy in-person
before making the transition to remote services. Perceived
TC requires knowledge, observation, and/or direct experi-
ence with the clinic, counselor, and/or treatment. Therefore,
authors sometimes distinguish between principle (credibility
of a treatment in principle), initial (before first session),
and/or emergent (after initial session) subtypes (Hardy et al.,
1995; Constantine, Coyne, et al., 2018). Outcome expecta-
tion (OE) is a separate, but related construct. Formally, OE
does not rely on prior knowledge and may exist before any
interaction with a treatment or provider (Constantino et al.,
2018). As such, these findings may suggest that credibility
established during IP therapy may moderate initial skepticism
toward VCP during the switch between delivery methods.

These findings may also suggest that even among clients
with favorable or neutral preferences toward VCP, some may
begin services despite being skeptical of its effectiveness.

Last, although the majority of clients in both groups
reported either an improving or flat trajectory of change
on the PHQ-9, approximately 4% (n = 2) of clients, both
in the IP group, appeared to deteriorate. Moreover, based
on the rate of PT, approximately 8% of clients receiving
services in this context may perceive that the costs associated
with VCP outweigh its anticipated benefits and ultimately
choose to withdraw from services before achieving clini-
cally significant change. Taken together, these findings may
suggest that, for clients who do not hold strong preferences
against VCP, this delivery format may be administered safely
and is perceived by many to be an acceptable alternative.
However, more research is needed to better understand
why some who receive VCP in this setting appear to get
worse, why some do not appear to follow an improving
trajectory, and why others perceive little benefit in continued
participation.

Implications

It is well established that strong preferences, in favor of a
specific treatment, may cause recruitment challenges for
clinical trials if a large proportion of clients refuse random-
ization (Howard & Thornicroft, 2006). The observed refusal
rate may therefore have implications for the implementation
of future research if participants randomized to the VCP
group are at a higher risk of TR. For instance, recent reviews
suggest matching clients with their preferred treatment is
likely to enhance the therapeutic alliance (Windle et al.,
2020), increase adherence, and to exert small, but robust,
improvements in therapeutic outcome. It is also known that
the exclusion of clients with strong preferences may yield
biased measures of target outcomes and limit the degree to
which the effects of a given treatment can be generalized
beyond the individual trial (Swift et al., 2018).

The preference effect can be estimated in several ways.
Perhaps the most direct measure is obtained through the
match/no-match design. Under this strategy, researchers com-
pare outcomes for clients who were matched to their preferred
therapy against those who were not (Manthei et al., 1982).
Another protocol is the partial randomized preference trial
(PRPT; Brewin & Bradley, 1989). In this design, clients who
refuse randomization (clients with a preference) are assigned
to their preferred treatment and compared with clients ran-
domized as usual (clients without a preference; Swift &
Greenberg, 2015). Recent meta-analytic findings suggest
both strategies produce lower preference effects than clients
randomized to treatment groups in the usual way (Swift et al.,
2018). Based on findings from the present study, two rec-
ommendations can be made. First, additional research using
both qualitative and match/no-match designs is needed to
better understand the nature and magnitude of the preference
effect on both the therapeutic alliance and clinical outcome.
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Second, investigators are encouraged to use PRPT designs
before pursuing traditional randomized group allocation
procedures.

Various operational definitions have been used to measure
PT. These include duration-based, failure to complete, the
missed appointment method, and therapist determination.
Notably, the degree to which each of these methods are
tapping a common latent construct remains uncertain (Swift
& Greenberg, 2015). For example, therapist determination
relies exclusively on therapist judgment, which may be atten-
uated (AEgisdottir et al., 2006) by implicit cognitive biases
(Bowes et al., 2020) that tend to persist regardless of how
much practical experience a therapist accumulates during
their career (Spengler & Pilipis, 2015). As such, when rely-
ing solely on clinical judgment, therapists may struggle to
recognize client improvement or deterioration (Hatfield et al.,
2010). This may result in disagreements between the client
and counselor about how much change is needed before
counseling can reasonably be discontinued (Swift & Calla-
han, 2008). Alternatively, the missed last session method
makes no assumption about the rationale underlying a client’s
unilateral decision to withdraw from services. Under this
criterion, clients who drop out after the second session are
indistinguishable from clients who fail to return after session
15 (Swift & Greenberg, 2015). The accuracy and utility of
this assumption is questionable as higher “doses” (e.g., total
number of sessions attended) are expected to produce larger
therapeutic effects (Pfund et al., 2018). Given such concerns,
the present investigation used the CSC method to classify PT.
Under this procedure, the determination of dropout depends
on whether clients unilaterally discontinue therapy before
experiencing a meaningful reduction in the presenting prob-
lem, at a magnitude which cannot be attributed to chance.
By anchoring the definition of dropout onto improvement,
the CSC method produces estimates which are more likely
to converge upon the intended construct (Swift & Greenberg,
2015), while simultaneously diverging from those previously
reported in the literature. Thus, the contributions of this study
have direct implications for the design and implementation
of future trials. Implying it may be unnecessary for investi-
gators to build empirically supported retention techniques,
such as role induction or duration and patterns of change
education, into the treatment protocol for future studies
(Swift et al., 2012).

Further, it is difficult to place the observed dropout rate
in the current study within the context of the empirical
literature. First, the rate of PT is known to vary widely across
treatment settings with estimates ranging anywhere from
0 to 74.2% (Swift & Greenberg, 2012). Also, data specific
to PT in counselor training clinics are rarely published in
professional journals and, when such data are available,
researchers tend to operationalize PT using different clas-
sification criteria including therapist-determination or the
missed last session method (Harris et al., 2020; Lampropou-
los et al., 2009). To ensure comparability across studies, it is
critical for researchers to thoroughly describe how PT was
measured.

In the present sample, results suggest that both groups
began VCP with comparable levels of symptom severity
and appeared to demonstrate a trajectory of improvement.
These findings suggest that VCP was unlikely to result
in the reliable worsening of severity ratings. These find-
ings are interpreted to provide support for the safety of
VCP and to provide justifications for continued research
into the effectiveness of this delivery method when oper-
ated by trainee clinicians. Results from the longitudi-
nal growth model also appeared to suggest slightly faster
improvement for clients in the VCP group. Perhaps one
explanation is that clients in the VCP group experi-
enced a consistent modality of intervention. Another pos-
sibility could be due to the methods used during the
analysis.

The estimated deterioration rate was approximately 4%
in the current sample. This estimate is consistent, albeit
slightly lower than other studies of IP delivery. For example,
in a recent meta-analysis of 228 clinical trials, the authors
observed a deterioration rate of approximately 5% in the
treatment group, compared with a rate of 7–13% across con-
trol conditions (Cuijpers et al., 2021). Similarly, large obser-
vational studies in community settings have also reported
an overall deterioration rate of approximately 5% (Saxon
et al., 2017; Rousmaniere et al., 2016). In training clin-
ics, previous studies have reported estimates ranging from
around 5.7% (Edmondstone et al., 2022) to nearly 10%
(Carr et al., 2017). Although such findings lend support to
the safety of VCP in this context, more research is needed
to determine whether deterioration is the result of either
side effects or malpractice and the extent to which nega-
tive effects occur in other domains beyond symptom severity
(Herzog et al., 2019).

Limitations

Results from the model fitting procedure should be inter-
preted with caution as the observed parameter estimates may
be unstable due, in part, to the relatively small sample. More-
over, the present study did not include a specific measure
of the therapeutic alliance. As such, future research should
directly explore how the congruence/incongruence of client
and counselor ratings of the alliance influence clinical out-
comes when VCP is delivered by trainees.

One strength of this study is that both groups participated
in VCP. This design feature makes it possible to explore how
clients in the IP group reacted to switching from in-person
to remote services in terms of both credibility and expecta-
tions. However, this design feature also represents a limita-
tion as neither group was matched by start date or duration.
Although growth models can accommodate for certain irreg-
ularities (e.g., flexible start times, missing observations, etc.),
data from the IP group were characterized by sparse obser-
vations toward the beginning of counseling and dense obser-
vations toward the end. Data from the VCP group were the
opposite. Therefore, it remains unknown whether differences
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in the rate of change between groups are substantive or a sta-
tistical artifact.

CONCLUSION

Results from the present investigation provide preliminary
evidence for the safety of VCP when delivered in the train-
ing clinic environment. While a substantial portion of clients
in the current study declined to switch from IP to VCP ser-
vices, on average those who did had similar outcomes to
clients in the IP group. In fact, the majority of clients in
both groups reported lessening or stable depressive symp-
toms, and only a small percentage reported deterioration, at
a rate slightly lower than what has been identified in pre-
vious IP samples. Such findings support the likelihood that
clients are unlikely to deteriorate in VCP at a rate higher than
routinely expected during the normal delivery of counseling
services. Moreover, an unnecessary prolongation of suffer-
ing is also unlikely in cases presenting with mild to moder-
ate severity ratings. However, it still remains unknown how
clients with more severe and complex symptom profiles may
respond to VCP in this clinical context. Finally, based on the
low rate of PT, it appears reasonable to infer that clients view
VCP as an acceptable delivery format within the context of a
UBCTC.
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