



ATHABASCA UNIVERSITY

VIDEO-CONFERENCING CLINICAL SUPERVISION OF RURAL, REMOTE, AND NORTHERN COUNSELLORS TO MITIGATE COMPASSION FATIGUE
BY
MICHEALA CATHERINE SLIPP
DOCTOR OF EDUCATION IN DISTANCE EDUCATION


A THESIS/DISSERTATION 
SUBMITTED TO THE FACULTY OF GRADUATE STUDIES 
IN PARTIAL FULFILLMENT OF THE REQUIREMENTS FOR THE DEGREE OF
 DOCTOR OF EDUCATION IN DISTANCE EDUCATION 

FACULTY OF HUMANITIES AND SOCIAL SCIENCES 
ATHABASCA, ALBERTA

JUNE, 2020


© MICHEALA CATHERINE SLIPP



[image: ]


Dedication


This project is dedicated to the all of the rural, remote, and northern professional caregivers who give of themselves in service of a better humanity. 




































Acknowledgement

I would like to acknowledge the following individuals whose expertise supported the development of this project: Dr. Blythe Shepard, Dr. Connie Blomgren, Dr. Martha Cleveland-Inness, Dr. Jeff Chang, Dr. Patricia Kostourous, Dr. Lorna Martin, Dr. Susan Bainbridge, Dr. Karen Swan and Anton Svendrovski.
	I would also like to thank my family for their extensive support; particularly my partner, B.V.K, and Z.S, who have seen me through this very long journey and who in many ways have earned this credential as much as I have. 


Abstract

[bookmark: _GoBack]This is a mixed methods quantitative-qualitative explanatory sequential research project informed by transformative and feminist epistemology. It investigates the patterns of engagement in clinical supervision among Canadian professional counsellors across the career span, with a particular sub-focus on the experiences of those in rural, remote, and northern contexts. It also seeks to understand how video-conferencing-based clinical supervision can support rural, remote, and northern counsellors to enhance wellness and mitigate compassion fatigue. Of the 125 survey respondents, 55% indicate that they do not have a clinical supervisor.  Of those who do have a supervisor, 66% of sample had under 10 years of experience.  The Gamma test revealed results approaching significance (p=.085) when considering years of experience; there may be a relationship between the number of years in practice and the likelihood that the practitioner has a supervisor.  There may also be a relationship between age and the likelihood that the practitioner has a supervisor: Chi-square showed a statistically significant result of p=.03 and on average, the likelihood that the respondents have a clinical supervisor dropped by approximately 10% per decade. The Chi-square (p=.003) also revealed statistical significance indicating that respondents experience financial barriers to accessing clinical supervision.  Semi-structured interviews with nine respondents were treated with thematic content analysis supported by NVivo 10 and revealed 8 higher order themes. Of particular note are the sub-themes which describe the unique opportunities inherent in the medium of video-conferencing including: live remote supervision, the use of the parallax and potential self-supervision by viewing one’s image. The following sub-themes were identified and describe the ways in which video-conferencing clinical supervision can be helpful in mitigating compassion fatigue: providing resources and ideas, decreasing isolation, normalizing experiences, creating boundaries, generating clarity, re-energizing interest in work, providing opportunity to recognise strengths and competency and by providing emotional support. 
	Keywords: clinical supervision, compassion fatigue, northern counsellors, remote counsellors, rural counsellors, video-conferencing, professional counsellor, secondary stress phenomenon
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[bookmark: _Toc46652029]Chapter 1. Significance of the Problem


[bookmark: _Toc46652030]Background

Advancement and transformation are moving throughout the professional practice of counselling and psychotherapy in Canada. Each province is presently pursuing statutory regulation which will see the practice regulated by professional colleges, as is presently the case for allied helping professions such as psychology, nursing, and social work. Currently, Quebec, Ontario, New Brunswick, and Nova Scotia have established regulatory bodies, while PEI and Alberta have been granted the right to regulate (Canadian Counselling & Psychotherapy Association, [CCPA], 2020). All other provinces are in earlier stages of this process. With the movement towards professional regulation, regulatory colleges and professional associations are developing standards for clinical supervision. Clinical supervisors guide the ethical, clinical, and personal decision making of the clinician as it pertains to their professional role. 
In 2012, the CCPA initiated the development of a new online training and credentialing system to ensure that clinical supervisors have the training to perform their roles as competent and effective clinical supervisors. I was among the first cohort of clinical supervisors to complete this process and garner the CCC-S designation. As such I am well positioned to conduct this research project which seeks to make a significant contribution to the newly emerging body of scholarship on Canadian clinical supervision practice. I have spent the majority of my career receiving, and recently offering, clinical supervision to support clinical work in northern, rural, remote contexts and remote indigenous contexts. Having worked extensively within these environments, I can speak firsthand to the devastating and professionally challenging impacts that repeated, cumulative trauma exposure has on the professional caregiver. 
[bookmark: _Toc46652031]Statement of Problem 

Clinical supervision is a signature pedagogy (Bernard & Goodyear, 2014; Munchel, 2015) in the training of most helping professions. It is also recommended by all codes of ethics and practice that therapists continue to engage in clinical supervision throughout the lifetime of their career (Canadian Association of Social Workers [CASW], 2005; CCPA, 2007; Canadian Psychological Association [CPA], 2017). At the time of writing, most regulatory jurisdictions in Canada require that a requisite number of supervision hours be completed during a provisional period, however they do not specify supervisory requirements after the member or candidate has obtained independent practitioner status (Association of Counselling Therapy of Alberta [ACTA], 2019; College of Registered Psychotherapists of Ontario [CRPO], 2020; Nova Scotia College of Counselling Therapists, [NSCCT], 2020; College of Counselling Therapists of New Brunswick, [CCTNB], 2020; Ordres des Psychologues du Québec, [ODPQ], 2020). Clinical supervision is required both as part of the licensing process and is viewed as an ethical imperative (Pearlmann & Saakvitnee, 1995) throughout the lifetime of one’s career. However, there is little guidance nor consensus around specificities, such as: frequency of clinical supervision use, the modality one should use to obtain supervision (face-to-face, telephone, video-conferencing, etc.) or what constitutes adequate supervision post-licensure. 
 Canadian practice guidelines have emerged in the past few years however much more is needed (CCPA, 2016; CPA, 2017; Shepard & Martin, 2012; Shepard et al., 2016). Clinical supervision is a foundational pillar in counselling work, yet there is relatively little research to guide this crucial area of practice. A critical gap lies in the research required to address the needs of supervisees over the course of the career span; virtually all of the clinical supervision praxis was developed through research with student populations in clinical training programs. The few pieces of research we have point towards the importance of clinical supervision in later developmental years (Rønnestad & Skovholt, 2003; Skovolt & Rønnestad, 2016). Rønnestad and Skohvolt (2003) researched professional counsellors in the United States and found that senior counsellors with 20-25 years of practise viewed professional development as a “lifelong process” (p. 32) and indicated that “interpersonal sources of influence” (p. 35) were key to their professional growth. Specifically, counsellors rated clinical supervision as being the most important form of interpersonal contact, second only to client contact. Despite the importance of this support little is known about the unique supervision needs of counsellors after they leave the training institution. It is fair to assume that the needs of a mid-career or late-career counsellor will be quite different than what is required by a novice student- therapist in a clinical training program who is aiming to master entry-to-practice competencies. 
	This paucity is especially critical when considering that many young and inexperienced graduates frequently take entry-level counselling positions in rural, remote, and northern communities (Malone, 2011). Rural clinical contexts are highly complex (Schank, 1998) and extreme (O’Neill et al., 2016) and often require direct contact with myriad painful social conditions including relational violence, poverty, substance abuse, racism, and vast amounts of transgenerational and collective trauma (Malone, 2012). The geographic remoteness of these settings is often compounded by a deep sense of professional and personal isolation, in addition to experiences of secondary stress phenomenon which include compassion fatigue, burn-out and vicarious trauma (O’Neill, 2010). The distress encountered by new counsellors in these contexts is significant as it not only influences counsellor wellness, but also has a direct impact on the quality of frontline care that is being offered in communities which are already heavily burdened. It brings forth significant societal impact, as these phenomena tend to create cynicism (Covington, 2012; 2016) and despair in the very individuals and professionals that we often look to for hope and healing (Canfield, 2005). 
Given logistics and geographic isolation counsellors working in rural, remote, and northern contexts are typically reliant on distance clinical supervision services, often mediated by technology (Mitchell & McDougall, 2016; Murphy & Mitchell, 2016; Rousmaniere, 2014; Rousmaniere & Renfro-Michel, 2016). Weather, mountainous roads, ice roads, and expense of travel all contribute to the sheer impossibility in accessing face-to-face clinical supervision from within geographically remote communities (Austen & McGrath, 2006; Perle & Nierenberg, 2013; Wood et al., 2005). Bearing in mind the general scarcity of Canadian-specific clinical supervision literature, it may not surprise the reader to learn that there is very little research to guide the practise of video-conferencing clinical supervision to counsellors working in isolated contexts. Inspired by clinical supervision’s potential to facilitate post-traumatic growth (Abel et al., 2014; Cohen & Collens, 2013; Neswald-Potter & Tripanny-Simmons, 2016) and compassion satisfaction (Figley & Stamm 1996), this inquiry explored the ways in which video-conferencing clinical supervision can help to facilitate health and wellness, while supporting counsellors in rural, remote, and northern contexts to mitigate compassion fatigue risk.
	With rapid growth of e-health and tele-mental health technologies, opportunity has emerged to harness the power of connectivity offered by video-conferencing to reach professionals working in isolated communities. In a broad survey of e-mental health initiatives across the country, the Mental Health Commission of Canada (MHCC, 2014) identified the imperative to meet this challenged: “the demand for mental health care exceeds available Canadian mental health services and resources, and this gap is likely to increase…demand for services continues to outpace supply…” (p. 2). The MHCC suggested that “cost pressures require that more be done with less and providers therefore must find innovative ways to deliver services. Connected health innovations—i.e., e-mental health interventions—have the potential to offer flexible, more patient-centered services to meet the burgeoning needs” (p. 2). As suggested, the opportunities afforded by technological development have the potential to transform healthcare for both the patient and the practitioner. Rousmaniere (2014) identified the sharp growth in the demand for video-conferencing supervision and identified its many benefits including its ability to support clinicians in remote areas. The time is ripe for developing an understanding of how these technological innovations can shape and enhance the practice of mental health care providers, specifically those in isolated communities. 
This research seeks to shed light on the broad dearth of inquiry into the clinical supervision needs of counsellors across the lifespan. More specifically, it seeks to gain deeper insights into how technologically mediated clinical supervision can support professionals in rural, remote, and northern communities to maintain wellness and mitigate compassion fatigue risk. 
[bookmark: _Toc46652032]Purpose

	The results of this research yielded the following outcomes which serve to guide Canadian clinical supervision practise:
1. Quantitative survey data which paints a broad scoped picture of how Canadian counsellors are making use of clinical supervision across the career span. This includes detailed information about the statistical frequency of monthly and annual clinical supervision use; statistical information about barriers to accessing clinical supervision; statistical information about preferred modality (face-to-face, telephone, video-conferencing and SMS).
2. A body of statistical data showing frequency of clinical supervision use, barriers to access and preferred modality for engaging in clinical supervision which pertains specifically to counsellors working in rural, remote, and northern communities. 
3. A body of deeper and more descriptive qualitative data describing rural, remote, and northern Canadian counsellors’ experiences of compassion fatigue; their experiences and preferences in terms of accessing clinical supervision; and their sense of how technologically-mediated clinical supervision has been helpful. 
4. Insights into the unique features inherent to video-conferencing technology and the opportunities afforded by this modality when used in clinical supervision. 
5. Counsellor-focused practice recommendations to guide clinical supervisors in supporting northern, rural, and remote practitioners 
6. Practice recommendations to guide the use of clinical supervision in the use of video-conferencing technology to support clinical supervision practices. 
7. Insights into compassion fatigue and the experiences of rural, remote, and northern professionals which could possibly assist professionals across helping professions and disciplines, including: doctors, nurses, socials workers, clergy and teachers or other healthcare and human services professions with significant workforces located in rural, remote, and northern communities. All of these professions include risk from compassion fatigue (Smith, 2009) and may benefit from accessing professional supports through video-conferencing technology. There does not appear to be a consistent process for counsellors to identify and select a clinical supervisor.
[bookmark: _Toc46652033]Limitations and Delimitations

Despite the broad range of secondary stress phenomenon, which includes vicarious

trauma, and burn out, I have chosen to focus this research on explorations of compassion fatigue. I have done so as this phenomenon is broad enough to capture the experience of many professional counsellors. Burn-out is not specific to the clinical work, rather it is a phenomenon that can emerge in many labour sectors. Vicarious trauma is specifically tied to the counsellor’s experience of the client’s symptoms and by definition requires that the counsellor’s client present with post-traumatic symptomology, often the hallmark of post-traumatic stress disorder or complex post-traumatic stress disorder. I did not want to limit the sample population in this way. I sought to capture a broader range of counsellor experiences whose etiology is not tied to client’s diagnostic status. Compassion fatigue offered sufficiently common and relatable phenomenon whose definition was most likely to resonate with counsellor’s characterization of their suffering. 
[bookmark: _Toc46652034]Research Questions

This inquiry seeks to answer the following research questions:
1. What are the patterns of engagement in clinical supervision among professional counsellors in Canada across the career span?  
2. What are the patterns of engagement in clinical supervision among counsellors who work in rural, remote, and northern contexts?
a. How can video-conferencing-based clinical supervision support rural, remote, and northern professional to enhance wellness and mitigate compassion fatigue?
b. How can reflective practices within video-conferencing clinical supervision assist rural, remote, and northern counsellors to mitigate compassion fatigue?

[bookmark: _Toc46652035]Definition of Terms 

The following key constructs undergird this inquiry and will be defined: clinical
supervision, compassion fatigue, video-conferencing and clinical supervision. Tele-mental health, burn-out and secondary stress phenomenon are related terms and will be defined here in order for the reader to discern and differentiate. 
Compassion fatigue itself is often viewed as an occupational hazard emerging from cumulative exposure to traumatic or distressing material (Cohen & Collens, 2013; Finklestein et al., 2015; Mailloux, 2014; Mathieu, 2012b, 2014; Pearlman & Saakvtinee, 1995; Ringel & Brandell, 2011). Coined by Charles Figley, compassion fatigue is defined as (Mathieu, 2012):
a concept that refers to the emotional and physical exhaustion that can affect helping professionals and caregivers over time. It has been associated with a gradual desensitization to patient stories, a decrease in quality care for patients and clients (sometimes described as “poor bedside manners”), an increase in clinical errors, higher rates of depression and anxiety disorders among helpers, and rising rates of stress leave and degradation in workplace climate. Helping professionals have also found that their empathy and ability to connect with their loved ones and friends is impacted by compassion fatigue. In turn, this can lead to increased rates of stress in the household, divorce, and social isolation. The most insidious aspect of compassion fatigue is that it attacks the very core of what brings helpers into this work: their empathy and compassion for others. (p.136)
Compassion fatigue should be distinguished from burn out which is defined and measured by the Maslach Burn Out Inventory (Maslach et al., 1996) typically thought of as the gold standard tool in assessing burn out including measurement of the following three dimensions: 1) Emotional Exhaustion which “measures feelings of being emotionally overextended and exhausted by one's work”; 2) Depersonalization which “measures an unfeeling and impersonal response toward recipients of one's service, care treatment, or instruction”; and 3) Personal Accomplishment which “measures feelings of competence and successful achievement in one's work” (Maslach et al., 1996, para 2). 
	Although they are similar, burn out can occur in any multitude of professions, whereas compassion fatigue is a phenomenon specific to helping professions. Both burn-out and compassion fatigue should be further distinguished from vicarious trauma which was defined by Pearlman and Saakvintee (1995) and emerged out of their research into the impact of sexual abuse trauma on mental health professionals who are engaged with this case material on an ongoing basis. Vicarious trauma is often said to be the clinician’s corollary to the client/patient’s trauma or Post Traumatic Stress Disorder (PTSD) symptoms. Vicarious trauma refers to a phenomenon in which professional caregivers begin to mirror and exhibit the trauma symptoms of their clients.
	Burn-out, vicarious trauma and compassion fatigue all fall within the larger umbrella known as secondary stress phenomenon. As noted above, I have chosen to focus this inquiry primarily on compassion fatigue given its specificity to clinical work and its detachment from the client/patient’s own specific symptoms. Compassion fatigue can be experienced by the counsellor regardless of the client’s specific symptom presentation. 
Compassion fatigue is the primary problem under investigation in this study, while clinical supervision is offered as a potential part of its remedy. Bernard and Goodyear (2014) define clinical supervision as:
an intervention that is provided by a more senior member of a profession to a more junior colleague or colleagues who typically (but not always) are members of that same profession. This relationship is evaluative and hierarchical, extends over time, and has the simultaneous purposes of enhancing the professional functioning of the more junior person(s);  monitoring the quality of professional services offered to the clients she, he, or they see and serving as a gatekeeper for the particular profession the supervisee seeks to enter. (p. 9)
Given that this study focuses on professional counsellors who have completed their training and at various points across the career span, the above cited definition of clinical supervision will be complemented by the definition offered by Falender and Shafranske (2004) who see clinical supervision as:
a distinct professional practice employing a collaborative relationship that has both facilitative and evaluative components, that extends over time, which has the goals of enhancing the professional competence and science-informed practice of the supervisee, monitoring the quality of services provided, protecting the public, and providing a gatekeeping function for entry into the profession. (p. 5) 
This research seeks to understand how video-conferencing technology can intersect with the practice of clinical supervision. It refers to a process in which a dyad or group is separated by geographic distance but is able to communicate through online video-conferencing software that allows participants to view one another synchronously. The face-to-face nature of the communication makes it a good technologically-mediated substitute for in-person service delivery. Within the literature, this process is sometimes referred to as tele-supervision.  
Tele-supervision is closely related to tele-mental health. Tele-mental health is often defined as “the use of information and communication technologies and broadband networks to deliver mental health services and support wellness” (Monthuy-Blanc, Bouchard, Maıano & Seguin, 2013, p. 323). The Mental Health Commission of Canada (2017) offers the following definitions:
Telehealth: The use of telecommunications and information technologies to exchange information, as well as to provide clinical care, education, public health, and administrative services at a distance. 
Tele-mental health: A subset of telehealth that uses video-conferencing technology to provide mental health services from a distance. It includes telepsychology, telepsychiatry, tele-mental health nursing and tele-behavioural health. (p. 22)
Tele-health is the broader umbrella term referring to technologically facilitated health care services, whereas tele-mental health is a subset of tele-health, and refers only the range of emotional, psychological or behaviourally-focused health care services. 
[bookmark: _Toc46652036]Summary 

This research focused broadly on garnering data to provide a picture of clinical supervision use by counsellors across Canada. This is followed by deeper inquiry into how rural, remote, and northern counsellors are using video-conferencing clinical supervision and how they find it helpful in mitigating compassion fatigue. The following chapter outlines the literature relevant to this research. This is followed by a chapter outlining the chosen methodology, followed by two chapters detailing the research results. This manuscript closes with a discussion of the findings and their relevance to future research, policy and practice.









[bookmark: _Toc46652037]Chapter 2. Literature Review

This chapter will explore the extant literature relevant to the core constructs and topic areas that inform this inquiry. It will begin by examining the clinical features that are unique to rural, remote, and northern practice while elucidating some of the dynamics that make these environments so challenging. This will be followed by definition and exploration of the tensions that exist with the practice of clinical supervision. The subsequent section of this review discusses the unique features and opportunities that exist within video-conferencing technology including concepts related to the visual nature of this technology. Following this the reader will find discussion of how clinical supervision and compassion fatigue are connected through reflective and creative supervision interventions. This will be followed by an overview of the body of tele-health research including efficacy studies and tele-health to rural and rural Indigenous communities. The final sections of this review will focus on online education, specifically literature relevant to the community of inquiry, relationship of inquiry and the role emotions play in online education. This section will clarify the areas in which online education connects to video-conferencing supervision, as it offers a way to demonstrate how technologically-mediated teaching relationships may leverage emotional and relational factors to support professional development. 
[bookmark: _Toc46652038]Secondary Stress Phenomenon and Its Effects on Counsellors

	Secondary stress syndromes including burn out, compassion fatigue, and vicarious trauma are now recognized as occupational hazards emerging from cumulative exposure to their clients’ suffering (Ben-Porat & Itzhaky, 2009; Cohen & Collens, 2013; Finklestein et al., 2015; Lerias & Byrne, 2003; Mailloux, 2014; Mathieu, 2014; Pearlman & Saakvitnee, 1995; Ringel & Brandell, 2011). Many authors see these phenomena as natural, inevitable consequences of engaging in this work. Paradoxically, it is understood that, while capacity for empathetic engagement with the client is essential to ensuring therapeutic effectiveness, it is precisely this factor that seems to put clinicians at risk for developing secondary stress reactions (Pearlman & Saakvitnee, 1995; Rassmussen, 2011). These complex factors influence workplace productivity with increased absenteeism and premature departure from the field entirely (Figley, 1995a, 1995b; Harris, 1995; Middleton & Potter, 2015; Sommer; 2008). 
As noted in the preceding section, Burn-out, includes emotional exhaustion, depersonalization and perceived incompetency or poor low levels of work place achievement (Maslach et al., 1996). Where vicarious trauma and compassion fatigue are specific to the helping professions, Burn-out can occur across all occupations (Schaufeli et al., 2009). 
Vicarious trauma was defined by Pearlman and Saakvintee (1995) and emerged out of their research into the impact of sexual abuse trauma on mental health professionals who are engaged with this case material on an ongoing basis. Vicarious trauma is often said to be the clinician’s corollary to the client/patient’s trauma or post-traumatic stress disorder (PTSD) symptoms. Vicarious trauma refers to a phenomenon in which professional caregivers begin to mirror and exhibit the trauma symptoms of their clients, whereas compassion fatigue refers to a broader set of caregiver symptoms and can occur among caregivers who are not necessarily engaged directly with trauma clients. 
As noted in Chapter One, Charles Figley, coined the term Compassion Fatigue (Figley, 1995a, 1995b, 2002, 2012; Figley & Figley, 2016; Figley et al., 2017) which has been described as “a deep physical, emotional, and spiritual exhaustion accompanied by acute emotional pain—a possible consequence of counselors’ awareness of the suffering of clients coupled with the wish to relieve it” (Merriman, 2015, p. 372). It has also been referred to as “the cost of caring” and tends to be a risk factor whether or not the caregiver is exposed specifically to traumatic case material (Figley, 1995b). It is now understood that the entire spectrum of caregiving activity, from direct exposure to trauma, as it often the case for veterinarians (Smith, 2009), paramedics, emergency room personnel and most first responders, to witnessing stories of clients’ helplessness, poverty and emotional pain, as is often the case for counsellors, can lead to the development of compassion fatigue symptoms. 
 	Miller and Sprang (2017) suggested that although reports of incidence vary across the literature, it is estimated that compassion fatigue may occur in 8%-16% of social workers. Molnar et al. (2017) saw compassion fatigue as a systemic public health issue. Given the wide impact that this phenomenon has on helping professionals at large, I have chosen to narrow the focus on this research project specifically to include investigation of compassion fatigue and its possible remedy through video-based clinical supervision. 
It should be noted that, given the focus on the experiences of rural practitioners in this study, it is highly likely that both vicarious trauma and compassion fatigue are phenomena that respondents will have encountered. As discussed in a latter section of this research, the conditions of rural and rural-remote practice are unique (O’Neill et al., 2015; Schank, 1998) in several aspects, one of which is the fact that practitioners are often required to act as generalists with an unusually broad scope of expertise. This broad scope creates greater cognitive complexity and labour which may contribute to the development of compassion fatigue.  The section below highlights how rural health practitioners, including physicians, are often required to broaden their scope of practice given that specialist services are often located in urban centers at significant geographic distance. This expansion of scope often includes exposure to significant trauma presentations, far beyond what the practitioners may have been prepared for academically, professionally, and personally. Perhaps one of the most troublesome outcomes of repeated exposure to trauma and the conditions causing compassion fatigue is the sheer loss of hope that often ensues in counselling professionals who are suffering in this way (Edey & Jevne, 2003; O’Hara, 2013). It is a dire circumstance when the very professionals sought out to offer support and assistance during some of lifes most vulnerable and darkest moments, are themselves unable to find any light. 	
[bookmark: _Toc46652039]Unique Features of Rural, Remote, and Rural-Northern Practice

The literature described the unique tensions present in rural and rural northern mental health which include deep ethical complexities involved in navigating dual relationships and community pressure (Halverson & Brownlee, 2010; Schank, 1992), and the “fish bowl” phenomenon that accompanies being a highly visible professional in a small community (O’Neill, et al., 2016, p. 134).   As expanded upon below, practitioners in rural settings often describe the need to have a generalist scope of practice which necessitates the stressful and ethically challenging reality that practitioner are often working “at the edge of competency” within professional codes of practice better suited for the realities of urban mental health work (O’Neill et al., 2016, p. 130).
The above challenges are only deepened and complexified when we consider the challenges inherent to the northern clinical Canadian landscape. Little research has been done to understand and assist those working in these conditions, however the literature that does exist repeatedly highlighted how working in the North presents some of the most extreme, complex and professional challenging clinical environments in North America (Malone, 2010; 2011, 2012; Malone & Dyck, 2011; O’Neill et al., 2016). Among the many challenges faced by northern communities are significant issues related to poverty (Malone, 2012), lack of resources, perpetual staff turnover (O’Neill et al., 2016) and difficulty accessing primary, secondary and tertiary health and mental health services given the extreme weather and large geographic distances that often span these sparsely populated vast land masses (O’Neill et al., 2013).   
Overall, northern and remote inhabitants have poorer health indicators (Laurent, 2002; Ministerial Advisory Council on Rural Health, 2002). Also endemic to remote northern contexts is the cultural diversity inherent within and between the many distinct Indigenous communities that occupy these regions. This includes a significant traditional, cultural and linguistic diversity but also brings systemic collective trauma and a history of systemic racism that is an endemic to Indigenous communities throughout Canada. O’Neill et al. (2013, 2016) have conducted research that highlighted the distinctions across the workforce which include professionals who identify as being from the community, having worked and lived there all their lives and professionals who have trained elsewhere and have relocated to the community from elsewhere, often from urban centers. These authors dichotomize these two positions as Insider and Outsider and explained that while each position has its strengths and challenges, both roles bring their own complexity as both the insider and the outsider clinician navigate the often overlapping and contradictory nature of myriad personal and professional roles and identities within their small community.  
The professional isolation inherent to rural and northern rural practice is also highlighted throughout the literature, as is the importance of developing and increasing the availability of clinical supervision supports to these professionals (Malone, 2010, 2011, 2012; Malone & Dyck, 2011). The stress and isolation experienced by workers in these extreme working environments put the clinician at increased risk for developing their own mental health struggles, including the development of compassion fatigue. The high proportion of secondary stress phenomenon among rural and northern rural caregivers has been noted in the literature (Malone, 2012; O’Neill, 2010; O’Neill et al., 2016) and its likely contribution to the high staff turn-over observed in these communities. This phenomenon creates ongoing service disruption in communities whose resources are already taxed and who are already struggling with the extreme nature of systemic poverty and collective historical trauma. Ironically, it also creates ill-health among those professionals who are charged with helping the greater population improve its mental health and wellness. This is not a sustainable situation and there is a moral imperative to provide more safeguards to protect the practitioners engaged in this work from harm. 
As noted by Molnar et al. (2017), much more research and systemic effort needs to be placed on the integration of systematic supports for professional caregivers. These authors suggested that counselling professionals are in a professional area in which “the [helping] fields are poised to move beyond an expectation of automatic resilience for workers, defined as an assumption that workers possess strengths to overcome stress or crisis” (p.130). Rather than leaving workers to contend on their own, I would suggest that there is an ethical imperative for helping occupations to acknowledge “social norms that obligate organizations to recognize the inevitability of vicarious/secondary exposure to trauma in these professions, and to provide resources proactively to prevent professionals from having deleterious effects” (p. 130). If we do indeed acknowledge that secondary stress phenomena in general, and compassion fatigue in particular, are systemic and perhaps inevitable hazards of the helping professionals, for those working in rural contexts, what systemic remedy is being offered to those that are brave enough to engage in this work?  Adequate support to these counsellors through clinical supervision is an ethical imperative as it can mitigating risk. I would suggest that the emergence of new technology paired with a long-standing tradition in mental health occupations, which acknowledges the importance of clinical supervision, could provide such a remedy.  
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Defining what constitutes “north” within Canada, is problematic at best. Northern Canada is often defined as the three territories of Yukon, Northwest Territories and Nunavut (Kassam, 2001;Young, Chatwood & Marchildon, 2016) however this definition does not capture the northern parts of Canada’s provinces (Statistics Canada, 2010) whose clinical conditions and challenges might be most similar to those of counsellors working in the northern territories. Although difficult to discern geographically, many counsellors are working in provincial areas where “northern conditions” prevail (Young et al., 2016, p. 61) and which could be referred to as the “hidden North” (Linda O’Neill, personal communication, August 27th, 2018). Although significant social, cultural and economic diversity exists across this vast geographic area (Kassam, 2001), including significant diversity within and across Indigenous populations (Ministerial Advisory Council on Rural Health, 2002), the over-arching clinical conditions experienced by counsellors working in the urban and rural North might share more commonality than difference, especially when compared to counsellors working in urban Southern contexts. Attempting to identify or discern the specific northern provincial communities in which this is precisely and uniformly the case, is quite difficult.
For example, Ontario’s Ministry of Health and Long-term Care (2011), has clearly designated two distinct Local Integrate Health Networks (LIHNs), the Northeast and Northwest, as being distinctly “northern” areas of healthcare delivery. These two LIHNS cover 800,000 square kilometers, which is about 90% of Ontario’s landmass, and include the communities of Kenora, Rainy River, Thunder Bay, Cochrane, Algoma, Sudbury, Timiskaming, Nipissing, Manitoulin, and Parry Sound (Ministry of Health and Long-term Care, 2011). Similarly, British Columbia, consists of five provincial health authorities, one of which is identified as the Northern Health Authority. Given that healthcare falls within the jurisdiction of each province, a uniform definition of what constitutes “north” across provinces, does not exist. Looking on a map, one would see that Thunder Bay, for example, which is identified provincially as a “northern health region” is located at a lower latitude than Vancouver, which, in the British Columbian context, would be considered a distinctly southern community. Similarly, Statistics Canada (2010) notes that to most inhabitants of Montreal, and throughout Quebec in general, Chibougamau would be considered ‘up north’, however it sits on the 50th parallel, as does Kelowna in Canada’s semi-arid desert. Clearly, using latitude, weather and climate do not produce a uniform or sufficient definition of “north” across the Canadian provinces. 
What the provincial hidden north, and northern territories do have in common, is maldistribution of physicians and health care services, relative to the rest of Canada (Laurent, 2002; Pitblado & Pong, 1999; Pong & Pitblado, 2005). The graph pictured below, demonstrates plotted points where physicians were working in 2004 (see figure 1). This graph was generated from data that integrate the Lorenz curve and Gini Index: the Lorenz curve shows the most equitable distribution possible whereas as the Gini index shows the actual distribution relative to the greater population. The further away a point exists from the Lorenz curve, the less equitable its distribution. Figure 1 shows the distribution of physicians across Canada, whereas Figure 2 shows the general distribution of the Canadian population. The plotted points are few to non-existent in Northern parts of the Canadian provinces.
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 Source: Pong & Pitblado (2005). Distribution of physicians. 
[bookmark: _Toc43565569]Figure 2 Distribution of Canadian population
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Source: Pong & Pitblado (2005).
Pong and Pitblado’s (2005) analysis, which accounted for physician variation in caseloads and work hours, demonstrates the marked inequity of distribution. Young et al. (2016) discussed how in many northern territories, even where Nurse Practitioners and other allied professional take the place of primary care physicians, the performance and delivery of healthcare across the three territories is poor relative to healthcare delivery in southern urban Canada. They argued that even though significant healthcare expenditures are directed towards these territories, the system does not efficiently take into the account longstanding social-cultural variables such as poverty, unemployment, travel distances to healthcare, cultural variation in Indigenous populations, and income and education levels, which contribute to the challenge of offering an effective healthcare system in these contexts. 
It should be noted that the maldistribution of physicians (Pong & Pitblado, 2005) and the underperformance of northern healthcare systems (Young et al., 2016) exist within communities experiencing some of the most dire and extreme health outcomes in Canada. Inhabitants of Indigenous, rural, remote, and northern communities typically show significantly poorer health indicators as compared to southern urban inhabitants: levels of poverty are higher, education level are lower, there are markedly higher rates of infant mortality, higher incidents of preventable hospital stays and higher incidents of preventable deaths in these communities (Canadian Institute of Health Information [CIHI], 2018; Ministerial Advisory Council on Rural Health, 2002; Young et al., 2016). This is a sizable number of Canadians. The CIHI (2018) reported that with a total population of over 35 million inhabitants, 6 million or 18% of Canadians live in rural and remote communities. Over half of the 1.4 million Indigenous peoples in Canada live in rural, remote, and northern communities; overall, Indigenous communities in Canada by far show marked decrease in life expectancy which can differ by as much as 16 years when compared to non-Indigenous communities (Ministerial Advisory Council on Rural Health, 2002). These poor health outcomes and the disparity of available services undermines the values of a universal healthcare system that purports to offer essential healthcare services to all Canadians (Pong & Pitblado, 2005). This inequity of distribution supports the Truth and Reconciliation Commission of Canada’s (2015) call for proper tracking and reporting of these health indicators, along with the provision and availability of appropriate healthcare services.
Notably, the literature looking at challenges of offering service to these communities, overwhelmingly suggests tele-health solutions as a possible aid or remedy to address these disparities (CIHI, 2018; Ministerial Advisory Council on Rural Health, 2002; Ministry of Health and Long-term Care, 2011). The ways in which tele-health has been efficacious in addressing these needs will be addressed in a later section of this review. 
I would like to note, that by drawing a parallel between and across these vast social and geographic Canadian contexts, it is not my intention to negate, erase or overlook the plurality and diversity that exists within rural, northern, remote, and rural Indigenous populations. However, for the purposes of this study I am interested in learning from counsellors about some of the common factors that might be shared across these large geographic spaces and the clinical contexts which exist therein. Because personal, social, and cultural determinants factor so heavily into the definition of ‘northern’ (Kassam, 2001) potential participants will self-identify as northern, should they think that this word accurately captures the context in which they are working. This may or may not be informed by whether or not their particular community falls within a healthcare jurisdiction that their provincial government has identified as being distinctly ‘northern.’ It is likely that inequity of distribution also applies to mental health specialists and counsellors working in these locations.
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The provision of adequate clinical supervision support is one way in which organizations can meet the call to support caregiver wellness promptly and effectively. When addressing compassion fatigue, Miller and Sprang (2017) pointed to the importance of minimizing professional and social disconnection by identifying clinical supervision as an opportune vehicle through which this can be accomplished. These authors asserted that the “willingness to seek supervision and assertiveness in insisting on regular opportunities to engage in reflective supervision is an important clinician responsibility” (p. 160). This sentiment is echoed by Pearlman and Saakvtinee (1995), prominent trauma scholars, who suggested that access to clinical supervision is not only an important responsibility but is an “ethical imperative” among counsellors working with trauma.  
Falendar and Shafranske’s (2004) definition of clinical supervision highlights the importance of engaging in clinical supervisory practice over the course of one’s career. It is relevant to this research, as I will investigate if and how in general Canadian counsellors are accessing clinical supervision across the career span, not simply as part of their entry-to-practice clinical training. 
	In North America Bernard and Goodyear’s (2014) definition is commonly used and related to the UK Proctor model (Proctor, 1986) of supervision. This definition views clinical supervision as a subspecialty within counselling and psychotherapy in which the supervisor acts as a consultant to guide the personal, clinical, and ethical decision-making that professional counsellors encounter throughout their career. It is an imperative practice dimension that is required within all of the codes of ethics followed by counsellors, psychologists and social workers across Canada (CASW, 2005; CCPA, 2007; CPA, 2017).  Xavier, Shepherd and Goldstein (2007) suggested that “clinical supervision is an essential component of professional and personal development” and that it allows a practitioner to be “in a position to deliver highest quality services” (p. 206).  
	While several codes of ethics encourage ongoing use of clinical supervision throughout the length of one’s career (CASW, 2005; CCPA, 2007; CPA, 20170, in many jurisdictions it is not required that counsellors engage in this vital area of practice beyond their training and licensing periods (Abbassary & Goodrich, 2014; Bernard & Goodyear, 2014). At the time of writing most regulatory jurisdictions in Canada require that a requisite number of supervision hours be completed during a provisional period; however they do not specify supervisory requirements after the member or candidate has obtained independent practitioner status (ACTA, 2019; CRPO, 2020; NSCCT, 2020; CCTNB, 2020; ODPQ, 2020). Clinical supervision is however, a signature pedagogy (Munchel, 2015) that plays a significant role in the training of psychologists, social workers, counsellors, nurses and other allied health professionals. As such, most of the literature outlining the nature of clinical supervision and its effectiveness has been conducted with student populations and there is very little guidance with respect to supervising professionals. Merriman (2015) suggested that clinical supervision is the best place to sensitize students to the risks of compassion fatigue, while several other authors (Abassary & Goodrich, 2014; Lester, 2010; Miller & Sprang, 2017; Molnar et al., 2017; Wheeler & Richards, 2007) see clinical supervision of both students and professionals as providing an ideal opportunity to prevent and mitigate the risk.
	The current professional climate in remote, rural and northern communities is ripe for this research project as the literature examining the working conditions in these communities highlight the need for an increase in formal clinical supervision supports (O’Neill, 2010; O’Neill, et al., 2016). It is suggested that within a rural and northern context, an increase in specialized clinical supervision might enhance competency and provide “a buffer to the more profound effects of secondary trauma” (O’Neill et al., 2016, p. 140) The nature of clinical supervision itself is extremely complex and the practice parameters for this specialized area of practice, are themselves emerging and evolving within the Canadian context. This research is timely and will contribute to filling an important void in Canadian clinical supervision praxis, the nature of which, is itself fraught with tension and complexity. 
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	We need much more Canadian-based research in this highly specialized area of supervising practice given the convoluted nature of this work. Theriault (2016) eloquently summarized the paradoxical tensions which constellate supervisory work: the tension between encouraging sufficient trust within the supervisory relationship to encourage supervisory self-disclosure and the inherent evaluative function that the supervisor performs; the overlap between counselling functions and supervision functions within which lies the ethical risk of role confusion and inadvertent slippage into the performance of mental health care duties outside the scope of the clinical supervisory relationship; the nebulous and ill-defined connections between accountability, the supervisor’s vicarious liability for the counsellor’s client load and the competing and sometimes contradictory interest to support both the counsellor’s wellbeing and the wellbeing of the clients on the counsellor’s caseload.  
The dual tendency to want to support the counsellor’s wellness and the need to perform evaluative and sometimes corrective functions are captured in Bernard’s (1997) discrimination model of clinical supervision, which is widely cited as a model for the performance of clinical supervision. This model includes a tripartite view of the supervisor’s primary sub-roles which include that of counsellor, consultant, and teacher/educator.
 It is interesting to note how closely this model parallels the Proctor model of clinical supervision which is a model widely used in Australia and the United Kingdom (Ducat & Kumar, 2015; Martin et al., 2014; Martin et al., 2017; Nancarrow et al., 2014; Pearce et al., 2013; Winstanley & White, 2003). The Proctor model (1986) suggests the supervisor’s main roles are normative, formative and supportive. Within this model normative refers to the supervisors need to ensure compliance with procedures and standards of practice; while the formative function focuses on skill development and the supportive function “enables practitioners to understand and manage emotional stress” (p. 13). The similarity between the Proctor model and the Discrimination model is noteworthy, throughout Australian practice, literature has emerged which tests the efficacy of video-based clinical supervision models to support counsellors working specifically within rural and remote communities. 
Like Canada, the Australian population is spread across an extensive land mass which includes widely dispersed rural and Indigenous populations. The body of research has yielded positive outcomes with respect to enhancing counsellor competency and emotional wellness and will be expanded upon in the following section. It is likely that the counsellor function of the discrimination model and the supportive function within the Proctor model, are quite relevant to clinical supervisions ability to buffer and protect against Secondary Stress phenomenon. However, as Theriault (2016) suggested, the precise method in which the supervisor should navigate Bernard’s (1997) counsellor-teacher dichotomy or Proctor’s (1986) supportive-normative dichotomy is not always obvious. Perhaps the consultant and formative roles serve to soften dissidence between these polarities. 
Alternatively, some feminist clinical supervisor theorists have suggested addressing the inherent power-differential by “identifying moments where mutuality is possible” and actively committing to “continually rethinking power and sharing power” (Chew, 2016, p. 227). Some feminist supervisors suggested reconceptualizing the supervision relationship to be one of co-vision (Porter & Vasquez, 1997). In my own work, as a supervisee, supervisor and within supervision of supervision, I attempt to cultivate an ethos of para-vision in which the supervisor and supervisee are conceived as looking together, side by side, at the issue or problem at hand. 
Nevertheless, when we invite the supervisee into a relationship that fosters sufficient trust so as to encourage self-disclosure and disclosure of practice error, we face a bind when disclosure of such information occurs, given that we also hold the simultaneous imperative to protect the supervisee’s clients and generally act as gatekeepers for our field of practice. How the supervisor navigates this complexity without inadvertently setting up the conditions for extortion or entrapment requires that deep and mindful attention be paid to the intricacies and ethical subtleties of the practice. Add to this the often-cited fact that many clinical supervisors hold their authority and evaluative function with much ambivalence (Bernard & Goodyear, 2014) and the complexity deepens. The delicacy of our dilemma is only enhanced when we add to this the nature of working across cultural interstices, within the shadows of colonization, and across geographic distance as mediated by technology. As noted above, by necessity, many practitioners in northern and rural contexts have noted that they are required to work on the edges of competency, while facing the significant likelihood for the development of secondary stress phenomenon and with codes of practice which do not adequately guide them through their clinical work (O’Neill et al., 2016, p. 131).   
The ethical nuances of clinical supervision practice have only been summarized here in a cursory fashion, however the need for more research continues to press upon professionals working in this field. This research project will contribute to the much-needed research in the fields of clinical supervision in general, and to its application in rural, remote, and technologically mediated contexts. This research is necessary as the ethical complexity and potential for professional error is significant. 
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Although clinical supervision has traditionally been delivered in an in-person, face-to-face context, video-conferencing technology allows the supervisee and supervisor to communicate in real time, across geographic distance. Often, the supervisor is a specialist living in an urban context. The advantage of this technology is that it allows for face-to-face contact in situations where in-person service delivery is inconvenient or simply not possible. This technology allows for eye-contact and sharing of much more visual information that would be available through telephone, email, or SMS-based supervision. Given the complexity of the clinical supervision endeavor and the complexity the rural counsellors are managing, both noted above, video-conferencing seems to be a wise choice, as it provides much more information to both parties, than would strictly audio or text-based modalities. The real-time nature of the technology also allows for a natural flow of conversation and can act as a good substitute to in-person communication.  
Gillian Rose (2016), prominent scholar in visual methodologies, outlined the scope of visual scholarship in differentiating between vision and visuality: she noted that while “vision is what the human eye is physiologically capable of seeing,” visuality “refers to how vision is constructed in various ways” (p. 2). The latter implies that seeing is no simple matter, rather it is informed and affected by layers of personal, social and culturally-constructed meaning. The lens provided by visual culture and visual scholarship is critical, especially within the prevue of this inquiry focused on video-conferencing technology, as it draws attention to our culture’s increasing tendency towards ocularcentrism which Jay (1993) defined as any given culture’s tendency to be dominated by the currency of visual phenomenon. This is not unlike Jenks’ (1995) view that seeing and sight precedes linguistic processing and has almost become an epistemological way of knowing the world. He demonstrated and deconstructed this through reference to pervasive colloquialism such as, “do you see?” (p. 3) and “seeing is believing” (p. 220). In that spirit, I would add, “see what I mean?” The relationship between video-conferencing and compassion fatigue is likely complex; it could be that the visual elements allow for easier communication than would be possible through an audio-only platform.  Viewing body language and seeing one another may enhance the communication, foster connection and assist in alleviating compassion fatigue symptoms.  On other hand, the visual strain and energy put into focusing on the screen may create its own layer of fatigue. 
Although the human urge towards visual mark making is evidenced in the Paleolithic cave paintings found in Lascaux, France (Dissanayake, 1990,1992, 2017), the verve with which our contemporary society is being thrust towards ocularcentrism is largely due to the ubiquity of information and communication technology (ICT), Web 2.0 technologies and readily available forms of social media applications, like Pinterest, Facebook and Instagram. All of the above-mentioned examples revolve around the viewing and sharing of visual artefacts (Rose, 2016). The viewing and sharing of photographs, memes and video clips is increasingly becoming the way in which we communicate with one another online. Visual cultural theory provides a unique and insightful perspective through which video-conferencing, and its heavy reliance on the transmission of visual information, can be understood. The sheer growth of visual content online is astounding: Rose (2016) estimated that in late 2014, 350 million photographs were uploaded to Facebook and 400 000 million were uploaded to Snap Chat daily while hundreds of videos were uploaded to YouTube every minute.  
Arnheim (1974), a foundational thinker in psychology and visual arts highlighted the intelligence of the senses, particularly sight when he suggested that “eyesight is insight” (p. 46). In describing Arnheim’s regard for visual intelligence, Peter Levine (1994) suggested that “the structures that characterize vision are not static and inert presences; rather they are dynamic tendencies: ‘visual experience is dynamic’; it is characterized by ‘an interplay of directed tensions’” (p. 271). Arnheim’s (1974) research focused not only on the nature of the external percept and the intelligence of the sensory apparatus, but also on the mind’s cognitive tendency to mimic or mirror this process in thought, the tendency to think and process information through visual image and visual form. Some of his most notable work (Arnheim, 1966, 1969, 1974), highlighted the importance of visual thinking- that is, visual cognitive processing that occurs within or behind the mind’s eye, “the imagery present when a person with eyes closed or inattentive thinks of what is or could be” (Arnheim, 1969, p. 14). Arnheim viewed that “forms have meaning” and that vision itself is a creative act. In discussing Arnheim’s work, Peter Levine (1994) suggested that “meaningful forms are already present in the visual field before any act of judgement” (p. 270). Far from being a passive receptor of stimuli, Arnheim sees vision as an active process in which reality is actively apprehended from the external environment (Levine, 1994, p. 270). 
	Contemporary neurobiological research in somatic experiencing trauma treatment (Levine, 1997, 2010) and the polyvagal theory (Porges, 1995; 2001; 2011) indeed supports the primacy and importance of visual sensory processing and the natural intelligence that lies within.   Peter Levine (2010) suggested that, aside from individuals who are visually impaired, “visual impression, or image, is the primary way modern humans access and store external sense information” (p. 142) which has had strong implications for the survival of species. Both Levine (1997, 2010) and Porges (1995; 2001; 2011) have made significant contributions to trauma scholarship that have been instrumental in demonstrating, among other things, the importance of our orienting architecture, that is, the neurological and physiological apparatus we use to orient ourselves to our environment and to sense where our bodies are in space (Rothschild, 2000). This includes, among other things, our visual system and our proprioceptive and vestibular sensibilities (Levine, 1997; Rothschild, 2000). When the organism is permitted or encouraged to freely scan the visual field, this literature describes how para-sympathetic and sympathetic nervous systems are enervated bringing out orienting architecture online. Within Levine’s model, orienting responses are defined as “the behaviour of an animal when it experiences and responds to novelty in its environment” (Somatic Experiencing Trauma Institute [SETI], 2016, p. B124). Humans, like other mammals, use the ocular system to scan our environment to assess for threat. From a biological perspective we are programmed to scan the visual field, assessing for cues of safety and lack of safety (SETI, 2015; S. Hoskinson, personal communication, October 6, 2015). This simple act of scanning or looking, which often happens unconsciously and is guided by the autonomic nervous system, allows our organism to assess and deduce threat; the result of this assessment informs whether or not a number of pre-programmed self-defence patterns, colloquially known as fight-flight-freeze, will be initiated. An entire complex organic system, involving enervation of the sympathetic nervous system, dorsal vagal and ventral vagal systems, is informed by the powerful act of looking. It is a crucial factor in determining our level of safety and comfort in an environment at any given time; by allowing an individual to scan, can allow them to confirm safety, so that they can relax into the task at hand, thereby allowing for increased innervation of and access to the neocortex and higher executive cognitive functions (SETI, 2015; Levine, 1997, 2010). The experience of safety and knowledge of safety is crucial when working with any individual, counsellors included, who have experienced direct or vicarious trauma. I am suggesting that, the very fact that video-conferencing allows for strong use of the visual apparatus and orienting responses, could actually mean that its a technology and service modality in which counsellors may be more likely to experience a sense of safety. This might be especially true for those who have been exposed to cumulative trauma, and the technology provides both physical distance while still allowing for primacy of the visual field. The next section describes how client and patients using video-conferencing to access mental healthcare, often report that the distance provided by the screen provides sufficient safety for disclosure of personal information; this might also apply to counsellors accessing clinical supervision. 
The visual information afforded by video-conferencing technology provides clinical supervision dyads with a range of visual opportunity that would not exist with text-based or audio-only formats.  With respect to video-conferencing and virtual reality environments Bailenson et al. (2001) have conducted research trials showing that haptics, proxemics and non-verbal communication patterns used in face-to-face, live-situations, tend to mirror patterns observed in virtual environments. Even when subjects were interacting with subjects who were interacting with computer-directed avatars, they demonstrated a tendency to respect boundaries related to the Avatar’s personal space that paralleled live-interactions with human partners. An interesting feature noted in the video-conferencing literature is the difficulty inherent in making true eye contact, given that a parallax typically results from the difference in angles between the space where the users’ cameras are positioned and where the image of the partner is displayed on the screen (Bohannon, Herbert, Pelz & Rantanen, 2013; Jaklicet al., 2017). For typically used video-conferencing systems on most personal laptops or computers, the camera that captures the user’s image is located at the top of the screen, whereas the image of the conversational partner tends to rest in the middle of the user’s computer screen. In order for the camera to capture the direct eye gaze, both users would need to both be looking directly at the camera, however this would seem unnatural, as they then would not be seeing the image of the other person while speaking to them. There is some research suggesting that this lack of direct eye contact can diminish trust between video-conferencing conversational partners (Bailenson et al. 2001; Bohannon et al., 2013; Jaklic et al., 2017). However, research trials show that generally users continue to perceive eye contact with about a 15-degree range of variation. Given this leeway Bohannon et al. (2013) suggested that if the software generated image of the user is placed just below the computer’s camera, the resulting parallax will decrease to about five degrees, which is still within the range of what most users will perceive as eye contact. This is one proposed solution that resolves the concerns that arise from diminished eye gaze in video-conferencing formats. 
The fact that video-conferencing allows for choice and variation in the degree of direct eye contact, seems to be a strong advantage unique to this mode of service delivery given that direct eye contact would not be appropriate in all cultures (Bailenson et al., 2001; Bohannon et al., 2013; Hall, 1959; Jaklic et al., 2017) and indeed there can be wide variation across gender (Hall, 1984). In Japanese (Nixon & West, 1995) and in some Indigenous cultures (Caron, 2006), holding a direct gaze could be considered to be quite offensive. Cultural competence is highlighted in several clinical supervision competency profiles (CCPA, 2016) and video-conferencing might afford unique opportunities in which one can manifest this competency. More broadly, depending on the nature of the conversation and the relationship between the conversational partners, maintenance of a direct gaze might not be ideal, comfortable or appropriate. With respect to individuals who have been exposed to trauma, Levine (2010) suggested that this may not always be appropriate, rather, avoidance and gradually modulated eye contact, as determined by the client, may be most appropriate. Within a clinical supervisory context, the adjustment of eye contact might facilitate ease during difficult conversations, or within material that might trigger a trauma response. Far from being a problem, the parallax inherent to video-conferencing may indeed provide an opportune vehicle to negotiate the intensity of contact. This may allow each partner sufficient space to regulate contact so as to sufficiently balance distance, connection and personal safety. This allowance for appropriate modulation of contact could create an arena for a more effective working relationship. 
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Both Munchel (2015) and Orr (2010) noted the paucity of literature in online distance education examining the effectiveness of distance clinical supervision. This gap is noteworthy as clinical supervision is a signature pedagogy (Bernard & Goodyear, 2014; Munchel, 2015) common to all helping professions including art therapy, counselling, social work and psychology. This gap is also noteworthy given the increase in distance counsellor education programs (Munchel, 2015). A review of the literature revealed that while there is little written about video-based clinical supervision in North America, there is a significant body of literature emerging in other parts of the world, particularly with respect to the benefits that distance clinical supervision provides allied health professionals working in rural and remote settings throughout Australia (Ducat et al., 2016; Ducat & Kumar, 2015; Martin et al., 2017). It should be noted that for the purposes of this inquiry, only the efficacy of video-conferencing clinical supervision will be explored; this is defined by clinical supervision in which the dyad or group is separated by geographic distance but is able to communicate through video-conferencing software allowing participants to view one another synchronously. This is sometimes referred to as tele-supervision.
Recent literature has emerged from the United State supporting and guiding the development of technologically-assisted clinical supervision, otherwise knowns as tele-supervision or cyber-supervision. Rousmaniere and Renfro-Michel (2016) offered guidance in the ethics and legalities of clinical supervision supported by technology, while Rousmaniere (2014) discussed how video-conferencing can be used for live supervision. Jordan and Shearer’s (2019) measured perceived satisfaction and efficacy of video-conferencing clinical supervision with 12 former psychology trainees; both the quantitative and qualitative results showed that clinical supervision by video-conferencing was thought to be as effective as in-person supervision and offered added benefits of flexible scheduling and reduced travel costs. These authors suggested that this method of supervision is an especially viable option for supporting those working in geographically remote contexts. 
To develop an over-arching framework for clinical supervision to allied health professionals in rural and remote Australia, Nancarrow et al. (2014) surveyed the grey literature and summarized the results from 17 papers outlining different clinical supervision frameworks. Their summary demonstrated the importance of distance supervision modalities as well as the effectiveness of supervision models that placed the needs of practitioner at the center of the process.
	In their meta-analysis of studies looking at the viability and usefulness of distance clinical supervision to rural allied practitioners throughout Australia, Ducat and Kumar (2015) found that rural professionals were more likely than their urban counterparts, to report that video-based supervision was valued as source of professional support and as a means of increasing job satisfaction. This analysis considered the experiences of a total of 396 respondents across five studies; their results identified “a general consensus on the beneficial aspects of supervision and hence the need for organizations to promote effective supervision with quarantined time dedicated for this purpose” (Ducat & Kumar, 2015, p. 401). These authors were clear in establishing the unique and challenging conditions inherent to rural contexts including “poor accessibility of resources, high levels of staff burnout, and professional isolation” (Ducat & Kumar, 2015, p. 399). They noted the results of one study investigating “rural mental health professionals who reported inadequate supervision, feeling overwhelmed, and lower job satisfaction, perceived their service quality was lower and were susceptible to burnout” (p. 399). The researchers concluded that “non-metropolitan settings are different from urban contexts, and issues such as distance-based supervision, professional isolation, and limited resources may all impact on the experience and effect of supervision for rural allied health professionals” (p. 399). The results of this meta-analysis highlight the unique features of rural practice and the potential efficacy of distance supervision in these contexts. Given the scarcity of Canadian studies in this area, these Australian results provide insight into how video-conferencing clinical supervision could be applied in a Canadian context to improve job satisfaction, reduce turn over and increase an overall sense of professional support among rural professionals. 
Similar results have been found in earlier literature looking at rural Norway (Sorlie et al., 1999), Northern Canada (McIlwraith et al., 2005), Alaska (Nelson et al., 2012), and rural areas in the United States (Reese et al., 2009; Wood et al., 2005); preliminary research has documented workers perceived value of distance supervision services. Reese et al. (2009) specifically identified how rural areas are “typically underserved for mental health services” (p. 359) and noted that rises in and decreases in services puts significant pressure on the few remaining service providers who have little support or supervision.
This dovetails with the World Health Organization’s (Rouke, 2010) call to address the “shortage of qualified rural health workers [which] is found in almost all countries [where] its impact is felt most severely by the poorest people in the least developed regions” (p.1). Indeed, across Canada, health indicators for rural, remote, and northern inhabitants are poorer than for urban counterparts (Laurent, 2002; Ministerial Advisory Council on Rural Health [MACRH], 2002). A full third “of America’s most rural counties lack any psychologists and an even larger proportion lack any kind of specialist mental health service” (Reese et al., 2009, p. 356). WHO suggested that recruitment and retention of workers in remote areas should be addressed by increasing support and supervision to workers to “improve the morale and status of rural providers and reduce feelings of professional isolation” (Rouke, 2010, p. 3). 	 
[bookmark: _Toc46652045]Clinical Supervision to Address Compassion Fatigue: Integrating Reflective Practice 

The clinical supervision literature connects reflective practices as part of the clinical supervision intervention, with the potential to increase counsellor wellness.  Because this research seeks to understand how supervision can mitigate counsellor compassion fatigue, the following section will explore this connection. 
 	Hayden et el. (2015) and Lenz and Smith (2010) discussed how wellness practices should be infused throughout the clinical supervision while other authors are beginning to investigate the role that reflective exercises and arts-based interventions within supervision might have in facilitating counsellor wellness. Despite the tension and boundary between counselling and clinical supervision as discussed in an earlier section (Theriault, 2016), there exists a body of literature showing the efficacy and supporting the role of clinical supervision in assisting counsellors to mitigate stress and maintain wellness within their clinical work (Howard, 2008; Kalliath & Beck, 2001; Scaif & Walsh, 2001; Spence et al., 2001). Howard (2008) suggested clinical supervision informed by a positive psychology framework can enhance counsellor’s wellness, while O’Hara (2013) and Edey and Jevne (2003) identified how use of a positive psychology orientation may assist in promoting and maintaining counsellor’s hope. 
In their discussion and development of a regenerative supervision model, Neswald-Potter and Trippany Simmons (2016) addressed the efficacy of expressive arts modalities in clinical supervision, specifically, in an effort to address the effects of vicarious trauma and compassion fatigue. These authors suggested that arts-based clinical supervision can be particularly effective in “increasing counsellors’ feelings of competency, as well as encouraging the counsellors’ personal growth, are intentions that appear well-suited to facilitating VPTG [Vicarious Post Traumatic Growth] and reducing negative impacts of VT [Vicarious Trauma]” (p.79) while also facilitating “meaning-making and empowerment” (p. 78). 
	The concept of post-traumatic growth recently emerged in the clinical literature (Abel et al., 2014; Cohen & Collens, 2013) and suggests that along with the traumatic and debilitating effects, exposure to trauma also presents opportunity for significant learning and transformation. It is believed that for post traumatic growth to be achieved, one must first experience the deleterious effects of trauma exposure. In order for the counsellor to move from psychological disorganization to re-integration and growth, Neswald-Potter and Tripanny Simmons (2016) suggested that “access to a safe environment where the clinician can make meaning of the material is vital” (p. 77). These authors further contended that:

the supervisory relationship alone can serve as a significant resource for assisting counsellors in managing the effects of VT (Harrison & Westwood, 2009). It is the contention of the authors that supervision facilitating the process of VPTG would be beneficial for counsellors experiencing the effects of VT. We further contend that if supervision is perceived as a parallel process of the counselling relationship, as noted by Stoltenberg and Delworth (1987), it should also include the potential for meaning-making, restoration of hope, and the opportunity for counsellor growth as an outcome of the adverse effects of his or her work. (p. 78)
	The regenerative model as described by Neswald-Potter and Trippany Simmons (2016) is facilitated in a group format and optimizes the support provided both by the facilitator and by the group; the benefits offered by peer support are numerous, not the least of which are the decrease in isolation that can occur when witnessing the healing and transformation of others. 
	In reviewing the clinical supervision literature, I have noted a trend toward the emergence of interventions that include creative and arts-based interventions within supervision particularly in term of mitigating the effects of secondary stress phenomenon. Looking at the effectiveness of arts-based interventions to relieve symptoms of burn-out, stress and compassion fatigue in a clinical counsellor population have also been demonstrated by Ifrach and Miller (2015) who used a group art intervention with 30 professionals engaged in domestic violence and sexual abuse work. Dutton et al. (2017) measured the short and long-term effects of an art-based professional retreat for lawyers, advocates and counsellors who work with trauma survivors. These authors found consistent improvements in post-traumatic and secondary stress symptoms, somatic symptoms, depression symptoms, and burn out, which remained six months post intervention. 
	Nainis (2005), Potash et al. (2014), and Salzano et al. (2013) found similar efficacy in the use of arts exercises to relieved compassion fatigue among professional helpers. The importance of art in the efficacy of distance video-conferencing clinical supervision was identified by Brandoff and Lombardi (2012) who noted that the distance format allowed for access to supervision with a qualified art therapy supervisor from her home/office where she was able to “seamlessly reflect on the supervisory work through continued art making after the online session ended” (p. 94). The efficacy and importance of video-based clinical supervision in the service of rural counsellors will be expanded upon in the next section outlining the research showing usefulness and efficacy of mental tele-health service delivery across rural Canada. 
	When queried about the specific content of sessions and which aspects of clinical supervision supervisees find most helpful, reflective activities are reported as being a preferred benefit. Pearce et al. (2013) conducted a meta-analysis of 20 studies looking at supervision content among allied health professionals and found that reflective practice and the opportunity for stress management were identified by respondents as being particularly beneficial aspects of clinical supervision. The authors of this review borrowed a definition offered by Johns (as cited in Pearce et al., 2013) to define reflective practice as “a process over time that acknowledges how past experiences influence the present situation [and]… anticipates future experiences” (p. 193).   Johns explained “the process of reflection by the clinician on the self in the context of work, where the clinician’s beliefs and values are explored” (p. 148).
	Journal writing was one of the reflective exercises that respondents identified as being most helpful. With respect to stress management, the participants in this review identified that group supervision allowed them to experience a sense of relief in realizing “I’m not the only one” (p.150), thereby decreasing their sense of isolation. Pearce et al. (2013) also identified the importance of positive psychology-informed interventions within clinical supervision, to reduce symptoms of burn out and prevent departure from the profession. A reduction in professional isolation and an increase in professional enthusiasm were also identified by rural allied health professionals surveyed by Ducat et al. (2016). A significant reduction in the experience of isolation has been reported elsewhere (Hilty et al., 2004; Wood et al., 2005; Xavier et al., 2007) which seems to suggest that it is a fruitful area rife for further research.  
	American researchers Wood et al. (2005) described a clinical supervision program set up for psychology trainees situated in rural American communities. They reported the beneficial outcomes of this program as: 1) encouraging trainee preparedness and preparatory organization of clinical thinking and 2) fostering strong listening skills as the video software they employed required that one listens intently to auditory material (Wood et al., 2005). These authors also highlighted the potential for this format to “diminish hierarchical issues between supervisor and supervisee” (p. 28). Managing the technology collaboratively can create an ethos of mutual learning and experimentation; this may enhance afore-mentioned notions of para-vision in clinical supervisory practice.
	Wood et al. (2005) also presented some compelling ways in which the potential of video-conferencing technology could be exploited by using split-screen and/or share-screen functions:  they suggested viewing a pre-recorded counselling session with a client during the clinical supervision session. The recording can be viewed by both parties while simultaneously viewing each other as they discuss the recorded content together. These authors also suggested that the webcam function can be used to observe live sessions, which could be particularly helpful for trainees. Of course, practitioners would need to consider client comfort, confidentiality, informed consent and data privacy over the Internet, when using these techniques in supervision. 
	Whether using arts-based interventions, journal writing, or other techniques, it seems that the reflective nature of these exercises may offer the crucial facilitative element that creates transformation of the compassion fatigue experience. Sherwood and Horton-Deutsch (2012) indeed suggested that “reflection potentiates change” (p.7). It is well understood in transformative models of pedagogy, that reflection leads to change (Mezirow, 1990, 1991, 2001). 
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	To date this review has highlighted the emergence of reflective and creative practices in assisting remote counsellors to mitigate stress while also highlighting a body of literature that demonstrates the viability, feasibility and value of video-based clinical supervision to meet the unique needs of practitioners working in rural and remote communities. This review has also elucidated literature in clinical supervision practice which decrease professional isolation and support workers to develop and maintain a requisite level of wellness necessary to maintain vitality in their professional roles.  This review has been global in scope and has taken diverse international perspectives into account. The following section of this literature review will look beyond clinical supervisory interventions and will explore the wider context of tele-health. It will look specifically at how video-conferencing technology has been applied within tele-health programs and within that, will focus specifically on literature pertaining to rural Canada and the United States. 
As noted in Chapter One tele-mental health is often defined as “the use of information and communication technologies and broadband networks to deliver mental health services and support wellness” (Monthuy-Blanc et al., 2013, p. 323). It has also been defined as the “transmission of images, voice, and data between two health units via technology to provide educational, clinical, training, administrative, and consultation services” (Perle & Neiremberg, 2013, p. 23). 
	The practices of tele-psychiatry and tele-mental health include email therapy, video-conferencing, and mobile chat technologies (MHCC, 2017). For the purpose of this review only studies that have researched the use of synchronous video-conferencing technology have been included. Studies from counselling, psychiatry, and psychology have all been included. What follows is an exploration of the literature and current practice issues in the field of video-conferencing-based tele-mental health looking specifically at how these practices support rural non-Indigenous and rural Indigenous communities across Canada. These foci have been chosen as they are most relevant to the goals of this research project and as much of Canadian literature and practice in tele-mental health seems to have grown from the need of rural communities, both remote Indigenous and non-Indigenous communities. The development of a uniquely Canadian approach to e-health development has been called for by MHCC (2017) who question the suitability of transplanting international models and an assumption they will work across all the diversity of Canadian communities.  Northern, rural counsellors have also highlighted the importance of a locally sensitive and culturally sensitive approach to mental health care which might include regular consultation and guidance from Indigenous elders and collaboration with informal community helpers who have a long history in the community (O’Neill et al., 2013; 2016). 
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	Studies looking at the efficacy of tele-health services have attempted to compare psychotherapy through video-conferencing to traditional in-person psychotherapy sessions to determine if both modalities produce similar client/patient outcomes. Not only have the results been promising but its been found that in some circumstances tele-mental health through video-conferencing technology is found to be more effective than traditional in-person service delivery (Hilty et al., 2013; Monthuy-Blanc et al., 2013; Pakyuret et al., 2010). Pakuyret et al. (2010) asserted that particularly with young children and youth, video-conferencing tele-health services have been highly effective in the treatment of sexual abuse, substance abuse and Attention Deficit Hyper-Activity Disorder. This team suggested that these populations seem to enjoy the novelty of the technology and that the screen provides the necessary amount of emotional distance to facilitate disclosure more easily than in in-person sessions (Hilty et al., 2004). The literature suggested that a unique opportunity exists to connect youth with mental health initiative through use of digital technologies (Lal & Adair, 2014; MHCC, 2017). It seems logical to consider that, given the prolific use of mobile technology in our contemporary society, young people are likely quite comfortable interfacing with services delivered from behind a screen. 
Contrary to what one might intuit, the literature in this area seems to suggest that the nature and strength of the therapeutic alliance between therapist and patient/client is not compromised by the use of video-conferencing technologies (Allard et al., 2007; Monthuy-Blanc et al., 2013; Reese & Stone, 2005). The literature in fact suggests that the therapeutic alliance can be enhanced within mental health service delivery through digital technology with the additional benefit of reduction in stigma (Lingley-Pottie & McGrath, 2007). These findings are particularly important to this study; it is possible that within the clinical supervisory relationship, the emotional distance provided by the computer screen might also facilitate a deepening of the working alliance and a strengthening of trust between the counsellor and the supervisor. 
	Given that the technology itself does not seem to necessarily affect clinical outcomes, Monthuy-Blanc et al. (2013) decided to research how user perceptions might act as a barrier to using tele-health modalities in the delivery of services to Indigenous communities across Northern Quebec and Ontario. They applied the technology acceptance model (TAM) developed by Davis (1989) and found that both, perceived usefulness and perceived ease of use, significantly impact clinicians’ decisions about whether to engage in tele-health practice. Furthermore, this team found that professionals raised concerns about possible ethical and legal issues as well as concerns about the cost of installing and maintaining video-conferencing equipment. Clinician anxiety or discomfort about the use of the video-conferencing software has been well documented since this technology’s infancy in the early 2000s (Austen &McGrath, 2006; Perle & Nierenberg, 2013). It seems that a key barrier to developing tele-mental health services lies not in its clinical efficiency but rather in the perceptions of the professional caregivers themselves.
[bookmark: _Toc46652048]Tele-mental Health with Rural Populations

	The social conditions and collective ethos in rural communities will have a strong impact on when and how residents will access mental health service, if at all. Stigma and a culture of pride and self-reliance (Colon-Gonzalez, 2013) can become significant barriers to service access, particularly in small communities. Colon-Gonzalez (2013) looked at the recognition and treatment of trauma by conducting interviews with primary care physicians (PCP) in rural communities in the United States. She pointed out that physicians were chosen for her study as they are the primary, and often the only, healthcare practitioner available to treat mental health issues and psychological trauma in many rural communities.  
	Given the lack of physician training in psychiatry, and in trauma specifically, Colon-Gonzalez (2013) identified a trend towards under diagnosis of Post-Traumatic Stress Disorder in rural communities, particularly among female patients. With respect to psychological trauma, one physician identified that patients “don’t want to come in and talk about it. They would rather keep it kind of under the rug. Denial. Shame. Those are good words” (p. 7). Several physicians in this study referred to concerns about scope of practice, one stated, “I do a lot of psychiatry in my practice which I wish I really did not have to do, but I do it because someone’s got to do it” (p. 8), while another said, “if I had a patient transferred to my practice with this diagnosis, then what is my next step? I have no idea what to do with them” (p. 8). This study is particularly critical as it not only revealed problematic patient perceptions but also began to unpack some of the professional, practitioner-related issues which affect treatment in rural mental health care. As noted in an earlier section of this manuscript, rural northern counsellors also identified stress related to competency and scope of practice (O’Neill et al., 2013, 2016).
	Perle and Nierenberg (2013) echoed similar concerns about professional scope in rural medical practice as they pointed out that approximately 25 – 50 % of rural family practitioners take on the role of a mental health professional by prescribing psychotropic medications. With respect specifically to child and adolescent populations, Pignatiello et al. (2011) noted that within remote communities responsibility for pediatric mental health and psychiatric concerns falls to family physicians, nurse practitioners and other service providers who often feel “inadequately trained, ill equipped, and uncomfortable in both recognizing and managing”  these issues (p. 14). This aspect is particularly concerning as children and youth with mental health concerns represent a particularly vulnerable patient population. 
	Within the Canadian context, rural professionals and patients have been able to address the lack of specialized services through video-conference consultation and treatment services. TeleLink exemplifies a tele-psychiatric service that provides monthly program consultations to remote health teams in communities across Ontario and Nunavut (Pignatiello et al., 2011). This program, which is run through SickKids Hospital in Toronto, is also known as the Toronto Paediatric Tele-psychiatry Program (TPTP). It stands out as a child and youth psychiatry program that provides both clinical services to children and youth, but also acts as a center for intervention-based research. The program is subject to rigorous, ongoing evaluation that is particularly focused on user-feedback which can be implemented immediately to improve service delivery. 
	Within Manitoba, tele-health by video-conference has been used since 2000 to conduct Fetal Alcohol Spectrum Disorder Assessments remotely to the communities of Norway House and The Pas/Flin-Flon (Ens et al., 2010). This program also implements research protocols to assess service delivery. Both of these examples are tele-health assessment and treatment services for patients and have produced intervention-based research outcomes demonstrating high levels user/patient satisfaction (Ens et al., 2010; Pignatiello et al., 2011). Services such as these, address both the gap in specialist services and the scope of practice concerns identified by professionals, as discussed earlier in this section. 
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	Gibson et al. (2011) considered the perceptions of community members and patient-users when researching tele-health delivery to Indigenous communities in northern Quebec and New Brunswick. These authors emphasized the fact that they do not “believe that outside help and tele-mental health is ‘the answer’ to the communities’ need for resources or change,” rather they see tele-health as being an effective adjunct to the traditional and community-based healing services already in existence (p. 3). The importance of community-based perspectives is highlighted by the Assembly of First Nations (1998) who called for self-governed health care delivery and is reflected by the Truth and Reconciliation Commission of Canada (2015) which calls upon federal, provincial, territorial and Indigenous governments to “recognize and implement the health-care rights of Aboriginal people” (p. 2).
In surveying the needs and perceptions of Indigenous community members Gibson et al. (2011) delivered results similar to those found by a fore mentioned researchers (Allard et al., 2007; Monthuy-Blanc et al., 2013; Pakuyret et al., 2010; Reese & Stone, 2005). It seems as though the experience of using video-conferencing technology did not weaken the client/patient’s sense of the therapeutic alliance, rather these Indigenous participants stated that the use of technology actually helped create the necessary amount of distance for them to feel safe enough to disclose information in the session. This is supported by the literature showing that when given a choice, many rural residents show a preference for distance mental health care delivery over in-person care (Cunningham et al., 2008; Lingley-Pottie & McGrath, 2007; MHCC, 2014). Given that rural Indigenous communities tend to be quite small, there is a high degree of probability that the therapist and client will have to navigate dual relationships or have some degree of contact outside of the session. Managing dual relationships is one of the features that make rural practice quite unique when compared to urban mental health services (Malone, 2010, 2011; Malone & Dyck, 2011; Malone & Stanley, 2012). As noted earlier in this section, in rural communities, there often exists significant stigma (Colon-Gonzalez, 2013), which may prevent individuals from accessing mental health services altogether. It appears tele-health options may provide an effective way of addressing these service barriers, which are so crucial, specifically within rural Indigenous communities. 
	In addition to ease of disclosure, the Indigenous community members in the Gibson et al. study (2011) also cited that the implementation of tele-health services reduced the amount of expense and inconvenience they typically experienced when travelling out of community for specialized medical services. Despite these promising results, community respondents also identified several concerns which included questions about the relevance and usefulness of tele-mental health service when many of the families in their communities did not have access to essential services, such as running water.  Tele-supervision, tele-health need to be addressed in addition to the implementation and security of basic services inherent to human rights. Community members also questioned how having the provision of external services might inadvertently have a negative impact on community development efforts. This view seems to echo the position taken by the study authors and by the Assembly of First Nations (1998), which highlights the importance of Indigenous ownership and collaboration in the development of health and wellness services. 
	It is significant to note that both Gibson et al. (2011) and Gideon (2006) addressed the possibility of using tele-health services to develop uniquely Indigenous practices such as tele-spirituality practices among elders. Puchala et al. (2010) discussed the importance of including elders and traditional cultural practice in Indigenous mental health and wellness programs. Through case studies they showed how efficient this approach can be in shaping positive mental health outcomes, however they also spoke to the difficulties inherent in conducting traditional controlled trials within Indigenous communities which elders “saw that as unethical, since only through individualized approaches most appropriate for the identiﬁed suffering individual can maximum healing occur” (p. 95). In discussing RCTs one elder noted ‘‘we don’t pray to that spirit,’’ while several others pointed out that “the spirits did not need bibliographies” (Puchala et al., 2010, p. 95).
	The importance of basing Indigenous service development on expressed community need is highlighted by Maar et al. (2010) which identified key areas for research development as identified by a group of 40 Indigenous health care practitioners, stakeholders and community leaders. These authors used a consensus model to identify urgent areas of need for research within Indigenous communities in Canada and emphasized the fact that almost half of the 700 Inuit and First Nations communities in this country are remote and geographically isolated.  Tele-health initiatives, particularly in the areas of mental health and of alcohol and drug counselling, emerged as being among the key contemporary research priorities in Indigenous communities. This study however, was quick to point out “that Canada’s free market approach to the development of broadband has disadvantaged Aboriginal communities by setting the ‘standard of access as those consumers who can afford it’” (Maar et al., 2010, p. 10). These authors emphasized how the digital divide, the gap between those who have access to technology and those who do not, presents a real and significant barrier to the development of tele-mental health services in Indigenous Canada. 
	Mackie (2015) discussed how access to broadband and the affordability of technology is currently leaving many rural American communities, including American Indigenous communities, without access to essential services, including tele-psychiatry services. Within Canada 83% of households have Internet access at home, however a full one in five households do not have access to broadband (MHCC, 2014). Equity issues around access to adequate equipment and high-speed Internet connection is certainly a key issue when considering how tele-health interventions are able to reach rural and remote populations. The Mental Health Commission of Canada (2014) points out that only “58% of households in the lowest income quartile had home Internet access compared to 98% in the top income quartile” (p.17). MHCC notes how the digital divide may “reinforce health inequalities, as those who most need health care is those least likely to have access to services on the Internet – an e-Health inverse care law” (p. 17).
According to Pakyuret et al. (2010) twenty-five percent of the United States population lives in rural and remote areas. Guerin (as cited in Mackie, 2015) noted that approximately 19 million Americans do not have access to broadband technology and that 14 million of these individuals live in rural areas. Wood et al. (2005) argued how deeply underserviced rural areas typically are, while Mackie (2015) saw access to broadband as an essential service and noted that without it, rural residents are not able to fully participate in society. He drew the parallel between broadband and rural access to electricity and telephone service in the 1930s and argued for the immediate provision of broadband access for every American regardless of their zip code. The MHCC (2014) highlighted the fact that “transforming health care does not sit in isolation from other key aspects of a national strategy” (p. 17). It is likely that as technology continues to develop, solutions to issues of disparity and equity presented by the digital divide can be found both through government funding and policy initiatives and through collaboration between health authorities and tele-communications actors. Poor bandwidth can lead not only to the inability to connect and access the technology but can also lead to dropped calls in the middle of a counselling or supervision session.  These interruptions are particularly problematic if issues to do with risk or safety are being addressed when the call is dropped, as the parties involved may not be able to complete the intervention and ensure safety.  Not only is the client potentially left in an unsafe situation, but the inability to complete the risk assessment and intervention can create significant distress for the counsellor which compounds compassion fatigue symptoms. 
	This section has provided an overview of the literature and issues pertaining to tele-health by video-conferencing technology to support rural and remote Indigenous and non-Indigenous communities across Canada. The emergent themes in this section were: evidence supporting the efficacy of tele-health, the technology acceptance model, practitioner scope of practice issues, paucity of specialized mental health services, integration of local perspectives in Indigenous communities, video-conferencing technology’s inherent tendency to provide the sufficient amount of distance necessary to promote emotional safety in online clinical environments and issues to do with access, equity and the digital divide. The findings with respect to video-conferencing’s ability to reduce stigma and the evidence showing that therapeutic alliance can be enhanced through use of video-conferencing technology are particularly useful to this research project. As noted in an earlier section, stigma has also been mentioned by rural counsellors (O’Neill et al., 2013, 2016) as being a feature of practice that affects their work. Providing accessing to video-conferencing supervision to counsellors would not only address issues around scope of practice, by providing them with access to additional expertise but would likely also address any stigma they might be feeling in seeking out clinical consultation and support. Accessing support through a computer allows for privacy that entering in and out of a physical office, does not provide.  
This review will now shift focus to look some specific and relevant educational theories that will support the direction of this research project. 
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As noted in an earlier section of this literature review, there is a trend in clinical education towards an increase in online distance and blended programs however the literature guiding pedagogy in this area is quite sparse (Munchel, 2015). Nevertheless, there are internationally recognized and empirically validated models in fields of online and distance education which can serve as models in the development of online clinical pedagogy in general and video-conferencing based clinical supervision specifically. Video-conferencing and computer mediated conferencing (CMC) have been widely integrated within Learning Management Systems to support the delivery models of online and distance education (Fahy, 2008). The Community of Inquiry is a framework that developed to provide “conceptual order and a tool for the use of computer-mediated communication (CMC) and computer conferencing in supporting an educational experience” and details the interrelationships between elements that act as “crucial prerequisites for a successful educational experience” in the online milieu (Garrison et al., 2000, p.1). The framework is comprised of three overarching features referred to as teaching presence, cognitive presence and social presence. The latter is most relevant to the current discussion as Social Presence has been the feature that has tended to include acknowledgment of the role of emotion in the CMC conferencing process. Cleveland-Innes and Campbell (2012) have proposed that the existence of an emotional presence be considered as a separate entity within the widely cited (Anderson, 2016) community of inquiry (CoI) framework (Garrison et al., 2000).  
	A preliminary version of CoI’s social presence included in its definition “the ability and confidence to express feelings related to the learning experience” (Garrison et al., 2000, p. 99). However, in 2001 the model was modified and references to ‘emotional expression’ were replaced with what is now known as the personal/affective subcategory held within the broader concept of social presence (Rourke et al., 2001). The current version on the Community of Inquiry framework defines social presence as “the ability of participants to identify with the community (e.g., course of study), communicate purposefully in a trusting environment, and develop inter-personal relationships by way of projecting their individual personalities” and identifies group cohesion, open communication and personal/affective domains as being the primary social presence sub-categories (Garrison, 2009, p. 352). The personal/affective sub-category is defined to include humour, self-disclosure and expression of emotions (Rourke et al., 2001) and includes all variables related to emotion with respect to CMC conferencing in online educational environments. 
 Cleveland-Innes and Campbell (2012) proposed that rather than being included as a subcategory of social presence, emotional variables are widespread and distinct enough so as to merit an exclusive category of their own. These authors offer the following preliminary definition for the proposed emotional presence, “the outward expression of emotion, affect, and feeling by individuals and among individuals in a community of inquiry, as they relate to and interact with the learning technology, course content, students, and the instructor” (Cleveland-Innes & Campbell, 2012, p. 283).  
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	Stenbom, Hrastinksi and Cleveland-Innes (2016) and Stenbom (2015) have conducted mixed methods analyses whose outcomes appeared to provide support for the existence of emotional presence as an entity separate from social presence. Stenbom et al. (2016) applied the relationship of inquiry model, a modification of CoI used to study the computer mediated communication between a dyad, rather than a group, such as an online tutoring relationship (Stenbom et al., 2015). These authors analyzed text-based data from student-tutor dyads studying math online and suggested that “the findings support the premises that (1) emotional presence exists in an online Relationship of Inquiry, and (2) emotional presence can be measured outside of social presence” (p. 51). The results showed strong reliability and a statistically significant internal consistency with Cronbach’s alpha measure of .74 for emotional presence. The authors identified “the fact that emotions intersect with cognitive and teaching presence outside of social presence supports the detaching of emotions from social presence” (p.50). Further, the authors reported that there were no variations based on gender, location, educational stage of future students, work experience, or level of tutor training (Stenbom et al., 2016).   
	Although it appears there may be emerging evidence for the existence of emotional presence as a presence unto itself, some of the CoI framework’s developers suggested that adding a fourth presence would complicate the model, as it would be much more difficult to track and document myriad possible interactions between four presences as opposed to the three that currently exist (Anderson, 2016). The addition of a fourth presence may lead to a decrease in the model’s parsimony (Garrison, 2016). Cleveland-Innes (Anderson, 2016) agreed that the addition of a fourth presence might not be ideal however, she identified that “we’ve tested this multiple times now and emotion spans the model, and emerges separately in component analysis… to teach without awareness of emotion as an intractable characteristic of the human experience is to minimize the learning and community experience!” (para. 2). 
Among the key pieces of literature to have emerged and developed since CoI’s inception, is Pekrun’s Control Value Theory (Pekrun, 1992a, 1992b, 2006; Pekrun et al., 2002). This model is particularly relevant as it appears to be the key framework underlying much of literature examining affect in education but is particularly influential in the above-mentioned studies of emotional presence in online learning. In fact, Pekrun’s control value theory is referenced by Cleveland-Innes and Campbell (2012), by Stenbom (2015) and by Stenbom et al. (2016) as being central to their research in emotion in online teaching and learning. In discussion of their results Stenbom et al. (2016) stated that “the suggested categories for emotional presence were activity emotion, outcome emotion, and directed effectiveness. In the dataset, only two categories—activity emotion and directed effectiveness— were clearly present, while outcome emotion was almost absent” (p. 50). Of the categories, activity emotion and outcome emotion should be noted as they are essential components of control value theory. These findings suggest that if researchers in online education continue to use Pekrun’s theory as the basis for their analysis, they may want to pay attention to these aspects. Further, it would seem especially important that researchers and practitioners developing online counselling education programs be mindful of these theoretical constructs given that so much of the pedagogy in counselling programs involves learning about the modulation of one’s own and of clients emotional and affective responses. Given the importance of Pekrun’s work to affect in education at large, and to online education specifically, the next section will be dedicated to an expansion of the literature surrounding control value theory. 
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	The Control Value Theory constitutes a cognitive appraisal model that measures academic and achievement emotions in students learning both in traditional face-to-face and in online learning environments (Pekrun, 2006). Within this model it is assumed that the student’s cognitive appraisal will have a direct impact on their emotional experience. Control pertains to the degree of control that a student thinks they have over their own achievement and success, while value refers to the relative value that a student assigns to any given academic task or outcome. Pekrun (2006) explained that within this model the concept of control is informed by theories of learned helplessness (Overmier & Seligman, 1967; Seligman & Maier, 1967) and external/internal loci of control (Rotter, 1966). These are classic concepts in psychology that refer to an individual’s sense of agency in controlling the events in their lives and whether they think that events are controlled by internal factors such as personality, traits, level of intelligence or to external factors, such as other people.  
	Within the theory, it is thought that the appraisals that one makes will generally result in a set of activity emotions or outcome emotions; activity emotions refer to the emotions one experiences when doing activity tasks like writing a paper, while outcome related emotions are those directly related to an academic result such as a grade or course completion. Pekrun (2006) noted that Csikszentmihalyi’s (2000) research into flow states may be particularly relevant when considering activity emotions in learning. This theory further differentiates between retrospective and prospective outcome emotions; retrospective emotions are those that apply to an outcome in the past while, prospective emotions are those generated around an outcome that has yet to happen. Other important distinctions to note are whether the prospective or retrospective emotion is positive or negative in valence (Linnenbrink, 2006) and whether they are activating or deactivating emotional states (Pekrun et al., 2002). An example of a positive prospective activating outcome emotion might be hope, whereas an example of negative retrospective deactivating emotion might be shame generated over failing last week’s test. 
	What is critical about the Stenbom et al. (2016) results, as discussed above, is that they highlight that the data supported the existence of and importance of activity emotions in web-based learning. This finding has implications for online education and suggests that activity emotions may be the most relevant part of Pekrun’s control value theory when considering online learning environments. Artino and Jones (2012) relied on Control Value Theory to bedrock their online research conducted with U.S. Service academy undergraduates studying aviation physiology. They found that with respect to students’ overall achievement and performance, negative emotions do not necessarily produce negative outcomes, and positive emotions do not necessarily produce positive outcomes. In particular, they found that frustration, a negative activating emotion, “was a positive predictor (β = .10, p b .05) of meta- cognition, a self-regulated learning behavior that is generally considered adaptive” (Artino & Jones, 2012, p.171). This would seem to contradict the intuitive assumption that negative emotions are counter-productive when learning online.
	Although the community of inquiry, its sequalae relationship of inquiry and the proposed emotional presence, have been used primarily within an online text-based context, they may provide insights and guidance for the current trend in counselling education, which involves an increased transition to online and blended training programs (Munchel, 2015). It is likely the existence of emotional presence is particularly relevant to those working within a counselling framework, as so much of the counselling pedagogy involves learning about the effective and ethical use of self within the counselling relationship (MacFadden, 2005). It also likely that emotional presence relates strongly to how one experiences the supervisory relationship, especially within context of compassion fatigue, which impacts one’s affective and emotional experience and sense of self in the world (Smith, 2009). Awareness of and attention to how emotion presents, is used and is transformed within the clinical supervisory relationship is significant in creating a reflective and transformative clinical supervision experience (Abel et al., 2014; Cohen & Collens, 2013; Neswald Potter & Trippany Simmons, 2016). It is possible to accomplish this transformational experience within an online, technology mediated environment and the relationship of inquiry model provides a framework through which to do this (Newell & MacNeill, 2010).  
Although relatively new in their conceptual development, the relationship of inquiry framework, in conjunction with deep awareness of emotional presence, may provide a framework which easily maps onto the online clinical supervision experience. Essentially, I see that dyadic clinical supervision is by definition, a relationship of inquiry and the inquiry as it relates to this particular research project, investigates how this relationship, as mediated by technology, can be intentionally used to assist counsellors working in extreme conditions (O’Neill et al., 2016), to transform their felt-sense of suffering and the almost inevitable emotional impacts of their work. Clinical supervision is not therapy, although there may be and often are, therapeutic elements woven throughout. Where compassion fatigue is concerned, in order for clinical supervision to be a sufficiently transformation experience, reflective therapeutic elements might be essential and even necessary. However, as noted in an earlier section of this review, the ethical quagmire remains as to how one accomplishes this without crossing relational boundaries that become more therapeutic than supervisory in nature. The relationship of inquiry framework as mapped onto video-conferencing clinical supervision, may help to situate and anchor this relationship within both an educational and a professional context. It may provide enough safety and containment for both parties, as they navigate the myriad layers of ethical complexity, inherent throughout the clinical supervisory relationship. Because this framework originates from pedagogical coaching (Stenbom, 2015; Stenbom et al., 2016) context, its roots are solidly grounded in a collaborative learning model; this mirrors my own afore mentioned preference for clinical supervisory relationships that favour para-vision, equity, and redress power imbalances (Chew, 2016). A collaborative, rather than hierarchical approach to this work, seems particularly relevant and suited to clinical supervision work with mid to late career counsellors and to counsellors working within varied cultural and/or Indigenous contexts. Given that this research project will attempt to garner insights from counsellors across the career spectrum, it seems that a collaborative ethos might be the most appropriate clinical supervisory framework to apply to this particular population.

























[bookmark: _Toc46652053]Chapter 3. Methodology
	
This chapter begins with a discussion of my epistemological positioning as informed by Transformative and Feminist Methods research paradigms. I will then discuss the research design which a Quan-Qual Explanatory Sequential (Creswell, 2013) research design nested with a Case Study (Yin, 2018) framework. Participants, sampling, ethical considerations, and assumptions will also be discussed. This chapter will close with a review of the quantitative and qualitative data collection and methods of analysis. 

[bookmark: _Toc46652054]Epistemological Positioning: Transformative & Feminist Mixed Methods

	This project is a case study (Yin, 2018) which includes an explanatory Quan-qual mixed 
methods design. Yin noted that the strength of case study is its all-encompassing mode of inquiry which embraces “different epistemological orientations” (section 16). As such it offers a framework compatible with my own values and world views.  
Denzin (2012) suggested “the political bricoleur knows that science is power, for all research findings have political implications. There is no value-free science” (p.84). Responsibility comes with knowledge creation and dissemination. As such, the overarching ethics, data analysis and treatment of respondents throughout this project will be guided by ethos of Transformative (Mertens, 2007, 2011, 2012,2015; Sweetman et al., 2010) and Feminist (Hesse-Biber, 2012, 2014) Mixed Methods research paradigms. Throughout any research endeavor power dynamics and power relations must be considered in order not to further inadvertently marginalize subjugated populations. Mertens (2007) identified that within mixed methods research “the transformative paradigm’s central tenet is that power is an issue that must be addressed at each stage of the research process. The development of the research focus represents a crucial decision point early in the research process” (p. 213). Likewise, Feminist Mixed Methods researchers maintain a similar vigilance concerning issues of researcher positionality, researcher reflexivity, and researcher-researched power relations. Mertens (2007) defined the primary ontological assumption of the transformative paradigm which holds that:

reality is socially constructed, but it does so with a conscious awareness that certain individuals occupy a position of greater power and that individuals with other characteristics may be associated with a higher likelihood of exclusion from decisions about the definition of the research focus, questions, and other methodological aspects of the inquiry. (p.215) 
	These values do not fall exclusively within the qualitative research domain, rather I see that quantitative tools can be applied strategically to achieve emancipatory aims; intersectional feminist values and quantitative methods are not mutually exclusive. As Hesse-Biber (2014) explained, the catalytic strength of mixed methods research lies in the possibility for “researchers to apply a range of methods to assist them in seeking out subjugated knowledge that dominant perspectives on knowledge building often miss” (p.132). Likewise, Mertens (2011) suggested that “we have the potential to contribute to social change in a more conscious way if we view mixed methods as a tool for such change” (p. 195).  
	Rossman and Rallis (2016) outlined the following as fundamental principles underlying this approach:
1. Research fundamentally involves issues of power.
2. The research report is not transparent, but rather it is authored by a raced, gendered, classed, and politically oriented individual.
3. Race, class, and gender (the canonical triumvirate to which we would add sexual orientation, able-bodied-ness, and first language, among others) are crucial for understanding experience.
4. Historically, traditional research has silenced members of oppressed and marginalized groups. (p. 80)
	Transformative mixed methods principles also suggest that actual change or transformation should flow out from the research project in a way that is beneficial to the population being researched (Mertens, 2007, 2012; Sweetman et al., 2010). In this way research “works toward solutions rather than only problem identification” (Mertens, 2015, p. 4). The aim of this project is to cultivate data from the view of counsellors themselves which will be used to constitute a series of recommendations towards the development of reflective video-conferencing clinical supervisions programs. Further, these recommendations will provide guidance as to how such initiatives may assist counsellors to cultivate wellness and mitigate risk of compassion fatigue. As such this project focuses on looking deeply into a possible solution, video-conferencing clinical supervision, to transform compassion fatigue experienced by counsellors working in rural, remote, and northern contexts. 
The transformative ethos maps easily onto use of technology and tele-health care, as the latter is often referred to throughout the literature as having the potential to democratize health care through the empowerment of patients/clients/end-users. The Mental Health Commission of Canada (MHCC, 2014) suggested that the integration of technology into patient care has “the potential to support cultural transformation and a move towards a social model of health, by empowering service users to exercise greater choice and control and to manage their own conditions more effectively” (Cotton et al., 2013, as cited in Mental Health Commission of Canada, 2014, p. 6). With reference specifically to rural and remote areas, the MHCC (2017) suggests that “there is significant potential for e-Mental health to support these populations. It also lends opportunity for increased collaboration between service providers in remote, rural, and northern areas, as well as specialists who predominately reside in urban centers, to provide improved services” (p.18). This collaborative ethos involved conducting a comprehensive environmental scan of existing tele-health programs across Canada which highlighted the importance of considering “people with lived experience and the power of co-design” when developing Internet-based interventions. The MHCC (2017) suggested that the insight of end-users is crucial to the successful development of e-health endeavors. With this view in mind, this project intentionally seeks to solicit experience, views and narratives of the end-user which is of course, in this case, professional counsellors themselves. This project seeks to capitalize on the transformative potential inherent within technological innovation.  
	In keeping with the transformative spirit of this epistemological stance, I will be paying particular attention to the maintenance of catalytic validity which values the research’s ability to “(a) augment and improve the participants’ experience of the world, and (b) that it should improve the empowerment of the participants” (Cohen et al., 2011, p. 187). By garnering data from counsellors around their use of clinical supervision, their perceived challenges in accessing it, their self-reported experiences of compassion fatigue and their perceptions of what they find most helpful, I am aiming to generate a series of recommendations with potential emerging approaches, that will improve the practice of clinical supervision in Canada broadly, and within rural communities, specifically. These results will clarify and strengthen clinical supervision practice while also providing insights into areas that merit further research. 

[bookmark: _Toc46652055]Research Questions

The quan-qual explanatory sequential mixed methods inquiry seeks to answer the following questions:
1. What are the patterns of engagement in clinical supervision among professional counsellors in Canada across the career span?  
2. What are the patterns of engagement in clinical supervision among counsellors who work in rural, remote, and northern contexts?
a. How can video-conferencing-based clinical supervision support rural, remote, and northern counsellors to enhance wellness and mitigate compassion fatigue?
b. How can reflective practices within video-conferencing clinical supervision assist rural counsellors to mitigate compassion fatigue?
[bookmark: _Toc46652056]Research Design 

	This project is a case study (Yin, 2006, 2012, 2018) which encompasses an explanatory sequential mixed methods Quan-Qual research design (Creswell, 2013); the results from the quantitative method informed the subsequent qualitative method. This inquiry rests on Yin’s (2018) two-factor definition of case study research, which suggests that a case study investigates a “contemporary phenomenon… within its real-world context”; the method is especially appropriate when the boundaries between phenomenon and its context are diffused (section 14). The context in this case is the northern, rural, and remote practice context while the phenomenon under study are compassion fatigue and its possible remedy, video-conferencing clinical supervision.
Yin (2018) also suggested that case study design offers sufficient flexibility to address exploratory, explanatory and descriptive aims, all in a single project. He suggested that “what” questions can have “how much?”, “how often?” embedded within them thereby offering both explanatory and exploratory simultaneously (section 13). This logic maps precisely onto the research questions that inform this project, as the primary two ‘what’ questions have ‘how often’, ‘how much’, ‘how can’ embedded within them. 
Case study is often criticized for lack of methodological rigour and unclear data collection and analysis methods (Yin, 2018). This study does not succumb to this weakness, as a careful explanatory sequential quan-qual design has been used to answer the research questions.
Both primary research questions focus on patterns of engagement in clinical supervision; this refers to information about how often and through what modality are they accessing clinical supervision. As already noted in the previous two chapters, there is very little data describing the uses of clinical supervision among counselling professionals across the career span (Rønnestad & Skovholt, 2003; Skovolt & Rønnestad, 2016), especially given that most praxis has been developed from work with student populations. Both of these primary questions are addressed through the quantitative survey. The two sub-questions are addressed through qualitative interviews conducted with rural, northern and remote participants. 
[bookmark: _Toc46652057]Participants

Certified members of the Canadian Counselling and Psychotherapy Association were chosen as the population from which to draw the sample. This organization was chosen as it is a national organization which serves and supports counsellors and psychotherapists across the country. By its very nature, it is a heterogeneous organization with representation from all provincial jurisdictions and territories, with many clinical specializations and a range of educational levels represented. This allowed me to draw a sample from a group of clinical professionals that was much more representative of the larger Canadian clinical population, than would have been possible had I drawn a sample from one provincially-based counselling association. 
[bookmark: _Toc46652058]Sampling

As described by Creswell (2013), I used a purposeful sampling strategy that is based on choosing participants best suited to provide insight regarding the research questions (Gerber et al., 2017). Given that I am interested in exploring and understand the experiences of professional counsellors, accessing through a professional organization allowed me to reach the sample I was targeting. The initial quantitative sample was drawn from this pool. The survey tool included a series of questions which delimited the sample to a small sub-population which was then approached for qualitative interview follow up. 
[bookmark: _Toc46652059]Ethical Consideration 

Prior to beginning, research ethics approval was obtained through Athabasca University’s Research Ethics Board. Given that the research was conducted online, care was given to protecting respondent confidentiality. The interviews are conducted with VSee.com which is an encrypted video counselling portal designed for tele-health service delivery. This portal offers a high degree of security however its servers are located in the United States. The portal is compliant with Health Insurance Portability and Accountability Act of 1996 (HIPPA) however data was subject to the strictures of the Patriot Act. All of this information was provided to possible respondents as part of the informed consent process.  Given the small size of communities special care was taken to remove any identifying information from the transcript before analysis.  Given the sensitive nature of the information provided in the interviews, participants were given the option to review the transcript prior to analysis to check for accuracy and to review the information provided. 
[bookmark: _Toc46652060]Validity

Internal validity has been maintained as no causal relationships have been inferred. External validity, which is defined as “the degree to which the results can be generalized to the wider population,” is limited as the study did not capture a significantly large number of participants relative to the larger population of professional counsellors who were sampled (Cohen et al., 2011, p. 186). Construct validity was maintained by ensuring that where possible, all terms were well-defined, operationalized and kept consistent throughout all stages of the project.
[bookmark: _Toc46652061]Trustworthiness & Reliability

Several strategies were built into data collection and analysis to protect the dependability and credibility of the results. Analytic memos were written up throughout the collection and analysis process to ensure the creation of an audit trail to strengthen trustworthiness (Mills, 2013; Nowell et al., 2017). Koch (1994) and Nowell et al. (2017) suggested that memoing and audit trail creation helps to ensure that another researcher with similar data and a like epistemological orientation, would arrive at similar results or at the very least, would not contradict the original researcher’s conclusions. This strategy supports the reliability of the results. While Denscombe (as cited in Cohen et al., 2011) suggested complete neutrality is impossible and sees that “interviewer neutrality is a chimera” this practice assisted me in maintaining reflexivity and vigilance towards how I may be impacting or subjectively influencing and interpreting the results (p.204). 
Marshall and Rossman (2015) described clustering, which includes regular mapping and visual graphing throughout the qualitative analysis. I mind mapped (Wheeldon & Faubert, 2009) and created both hand-drawn and digitally created graphs and figures to make sense of the codes and themes as they emerged. Graphing was especially helpful in locating connections between codes and provided me with a way to move deeply into the very rich dataset while maintaining perspective and attention to the wider scope of the project.
To further support the credibility and trustworthiness of the results (Lincoln & Guba, 1985), I engaged in member checking (Green & Thorogood, 2018) by sending respondents transcripts to check for accuracy; eight of nine respondents confirmed accuracy. I also sent respondents the codebook with exemplars and accompanying visual graphs to assist in interpretation. Seven of the nine respondents provided feedback. These members consistently expressed enthusiasm and agreement with results as well as gratitude for the research project itself. All noted that they could see themselves well represented within the results.
Finally, to support transferability I have included thick and rich description of the respondents’ own experience in the qualitative results section (Cohen et al., 2011). In doing so I have attempted to provide the reader with sufficient information in order to assess the confirmability of these results.
[bookmark: _Toc46652062]Limitations

	Given the small sample size, the results of this research cannot be generalized to the larger population of counsellors across Canada. Although I had targeted a 10% response rate this would have required participation from 450 respondents. Had this been achieved it may have been possible to generalize results to the larger population 4499 professional certified counsellors (CCPA, 2019, p. 9). A total of 133 respondents attempted the survey and 125 provided data sufficient for analysis. From this sample a subset of 9 respondents who had experienced compassion fatigue and who had worked in rural, remote and northern community, were interviewed for the qualitative portion of this project. 
[bookmark: _Toc46652063]Delimitations

	As discussed in the following section, the survey naturally funneled respondents through a series of delimitations. The survey was structured to collect quantitative data from a broad cross section of counsellors registered with the Canadian Counselling and Psychotherapy Association. As the survey progressed, the questions were structured to eliminate respondents who did not fall within the sample of interest for qualitative follow up. The respondents who were part of the qualitative follow-up were those who identified as having worked in a rural, remote, or northern context. The definitions were included within the survey so that respondents could self-identify. The definition of rural provided by DuPlessis et al. (2001) was applied which included communities outside the commuting zone to a center of 10, 000 or more. Remote was defined as a community without year-round road access or one that relies on a third party (e.g. train, airplane, ferry) for transportation to access larger centers (Ministry of Health and Long-term Care, 2011). As discussed extensively in Chapter Two of this manuscript, given the social and cultural complexity (Kassam, 2001) involved in identifying a singular definition of “northern” respondents were encouraged to self-identify if they think that their context was accurately captured in this word; this may or may not have been influenced by whether or not their healthcare jurisdiction had been deemed “northern” by the provincial or territorial government. 
[bookmark: _Toc46652064]Quantitative data collection


The survey tool was piloted (see Appendix A) in February of 2019 with ten counselling
professionals. None of the pilot respondents belonged to the Canadian Counselling and Psychotherapy Association, however all belonged to similar national or provincial counselling or mental health care associations. These respondents were similar to the intended sample in that they were credentialed therapists or counsellors employed within the field of mental health care. Through the pilot some grammatical errors were identified, and the survey instrument was refined. 
The final version of the survey was sent in an invitation to participate which was enclosed in several CCPA (2019) email bulletins. These bulletins are sent out widely to the membership which included 4499 certified counsellors. The survey was open from February through to August of 2019. Respondents were taken to the platform which hosted the online questionnaire for self-administration. Consent to participation was included at the beginning. To facilitate ease of reading, each question was independently laid out on its own screen as the respondent clicked through the survey and was accompanied by simple instructions to move through from screen to screen. 
The initial questions collected basic demographic data. This was followed by a series of multiple-choice questions designed to address the first two research questions: 
1. What are the patterns of engagement in clinical supervision among professional counsellors in Canada across the career span?   
2. What are the patterns of engagement in clinical supervision among counsellors who work in rural, remote, and northern contexts?
This first of such questions asked whether or not the respondent currently had a clinical supervisor. If they responded “no” the survey discontinued. Those who answered “yes” to this question were then led through a series of multiple-choice questions designed to solicit information about monthly and annual clinical supervision use, preferred modalities for accessing supervision and barriers to accessing supervision.  
The reader should note that the survey had two functions; first it was designed to collect data about clinical supervision use from a larger sample and to then selectively funnel out respondents, so that the specific sub-sample sought for qualitative follow up could be isolated. After collecting general data about patterns of use, the survey then asked respondents to indicate whether or not they had worked in rural, northern or remote communities. If the respondents indicated they had not worked in these communities, the survey discontinued. This left a small sub-sample of rural, remote, and northern respondent who were then asked a final question: whether or not they had experienced compassion fatigue. Those who indicated “Yes” were then invited for follow up interviews; the qualitative data from these interviews was used to address the remaining research sub-questions. 
[bookmark: _Toc46652065]Quantitative Data Analysis

The survey results, which included nominal, ordinal, and some ratio data were analysed via SSPS (2020) version 25 software. As suggested by Cohen et al. (2011), the data set was treated with non-parametric and modal descriptive statistical tools including frequency distribution and cross tabulations. There were a small number of ratio-scale continuous variables, such as number of years in practise, therefore a minimal number of statistical operations describing the strength and direction of correlational co-efficiency between variables, was appropriate to answer the research questions. 



Qualitative Data Collection
At the end of the quantitative questionnaire, respondents were given the option to participate in a follow-up interview process. I engaged nine respondents for follow-up for the qualitative portion of this project which addressed the following research sub questions:
a. How can video-conferencing-based clinical supervision support rural professional to enhance wellness and mitigate compassion fatigue?
b. How can reflective practices within video-conferencing clinical supervision assist rural counsellors to mitigate compassion fatigue?	
	I conducted semi-structured interviews online using VSee.com, a secure video-conferencing portal. The interview questions were informed by the findings outlined in the literature review chapter (see Appendix B). The original proposal for this research included second-round photo-elicitation interviews aimed at collecting arts-based data. Although two such interviews were conducted, it was determined that there was insufficient data to merit a separate analysis. The visual data and photo elicitation interviews were therefore not included in the analysis but may be looked at separately in future research.
[bookmark: _Toc46652066]Qualitative Data Analysis

All interviews were recorded, transcribed and all identifying information was removed. The transcript was sent to respondents for review prior to analysis. NVivo 11 for Mac was used to analyze the data through thematic content analysis (Braun & Clarke, 2006; Vaismoradi et al., 2011). Braun and Clark (2006) suggested that thematic content analysis is effective in finding repeated “patterns of meaning” across the data set (p.10). These authors highlighted both this method’s flexibility and its virtue in creating clear structure for the analysis of large data set, while Green and Thorogood (2018) suggested that thematic content analysis is appropriate for novice researchers. As a new researcher, I chose thematic content analysis for the structured flexibility it offered and for its appropriateness for explanatory inquiries which seek to investigate under-researched areas (Green & Thorogood, 2018). 
The method provided by Braun and Clark (2006) provided a guiding framework for analysis throughout this project, while recommendations by King (2004), Green and Thorogood (2018), Marshall and Rossman (2015), and Saldana (2012) more precisely informed the specific mechanics of the actual coding. I found the recommendations of these specific authors helpful in places where thematic content analysis (Braun & Clarke, 2006; Vaismoradi et al., 2011) did not provide sufficiently precise directives. I followed Braun and Clark’s steps which included: familiarizing oneself with the data; generating initial codes; searching for themes; reviewing themes; defining and naming themes; and producing the final report (p. 11). As they suggest, I familiarized myself with the data by re-reading the transcripts and creating case summaries (Marshall & Rossman, 2015).  
I departed slightly from Braun and Clark’s second step, and incorporated King (2004) and Saldana’s (2016) suggestion to begin with a small series of provisional codes to work with the initial interview transcript. As I began coding the second transcript new codes emerged from the data and were added to the coding framework; a process of sub-coding and development of child nodes emerged (Saldana, 2016). Green and Thorogood (2018) suggested that when little is known about a given phenomenon, explanatory projects should code the data with a focus on content and should include significant description in order to remain close to the participant’s experience. These authors also suggested movement between deductive and inductive modes of analysis. While the use of a set of provisional codes provided some deductive delineation, new codes were added inductively as the analysis progressed. The second and third passes through the transcripts allowed for all of the data to be coded against the final code book which included clear, operationalized definitions of each code’s inclusion criteria. I included exemplars in the code book to support the definitions. As noted above, analytic memos were written throughout the process to enhance research reflexivity.
[bookmark: _Toc46652067]Summary

This chapter provided an overview of my epistemological positioning and research design. Issues related to participants, sampling, ethical considerations, and assumptions were also discussed. The strategies used to ensure validity, reliability and trustworthiness were also described. The results section discussed the quantitative survey data collection and statistical analysis through SSPS software with non-parametric measures. The results section also reviewed the qualitative data collection done through online semi-structured interviewing, the results of which were processed with NVivo 10 software through thematic content analysis (Braun & Clark, 2006). 










Chapter 4. Quantitative Results

This project is a case study (Yin, 2006, 2012, 2018) which encompasses an explanatory sequential mixed methods QUAN-QUAL research design (Creswell, 2013). The quantitative portion of this study was conducted to answer the following research questions: 

1. What are the patterns of engagement in clinical supervision among professional counsellors in Canada across the career span?  
2. What are the patterns of engagement in clinical supervision among counsellors who work in rural, remote, and northern contexts?
A response rate of 10% was sought in order to allow for generalizability of results to the larger population. This would have required that approximately 450 respondents. This result was not achieved as a total of 133 individuals attempted the questionnaire and 125 provided data sufficient for analysis. The results have limited generalizability to the larger population and are therefore best interpreted within the context of a robust mixed methods case study (Yin, 2006, 2012, 2018). Yin (2006, 2018) suggested that although statistical or numeric generalization cannot be made, the results may nevertheless generate worthy conceptual and theoretical data that may provide useful information about the phenomenon and context under investigation
The survey results, which included nominal, ordinal, and some ratio data were analyzed via SPSS version 25 software. As suggested by Cohen et al. (2011), the data set was treated with non-parametric and modal descriptive statistical tools including frequency distribution and cross tabulations. There were a small number of ratio-scale continuous variables, such as number of years in practice, therefore a minimal number of statistical operations describing the strength and direction of correlational co-efficiency between variables, was appropriate to answer the research questions. 
The table below summarizes the demographic data which is based on a sample of 125 participants. 
[bookmark: _Toc41494241][bookmark: _Toc43565659]Table 1 Demographic characteristics of sample participants
Demographic characteristics of sample participants, n = 125

	Demographic characteristic
	Frequency (%)

	Gender
     Male
     Female
     Other
	
16 (13%)
108 (86%)
1 (1%)

	Age
     25-34
     35-39
     40-44
     45-49
     50-55
     56-60
     61-64
     65+
	
28 (22%)
15 (12%)
13 (10.4%)
10 (8%)
16 (13%)
17 (14%)
12 (10%)
14 (11%)

	Education
	

	     Master’s Degree
	95 (76%)

	     Post Masters Graduate Certificate
	20 (16%)

	     Doctoral Degree
Experience
     0-4 years
     5-9 years
     10-14 years
     15-20 years
     20-25
     26+
Ethnicity
     Indigenous, Metis, Inuit
     South Asian
     Southeast Asian
     Latin American
     Caucasian/European
     Other
     Mixed
     Prefer not to answer
	10 (8%)

39 (31%)
34 (27%)
19 (15%)
18 (14%)
4 (3%)
11 (9%)

3 (2%)
3 (2%)
1 (1%)
1 (1%)
104 (83%)
4 (3%)
6 (5%)
2 (2%)



Note. This table provides demographic information about survey respondents. 


Those identifying as female made up 86% of the sample. Most respondents identified as Caucasian/European descent and represented 83% of the sample. Respondents with Master’s degrees had the highest representation making up 76 % of the sample. This distribution was in keeping with expectations. The smaller years of experience categories had the most respondents; combined the 0-4 years and 5-9 years made up 58 % of the sample.
The sample included representation from all provinces and territories except Prince Edward Island. The table below features the distribution of respondents according to the jurisdiction(s) they reported practicing in. 
[bookmark: _Toc41494242]





[bookmark: _Toc43565660]Table 2 Location of practice
Location of practice

	Province
	Frequency (%)

	British Columbia
Yukon 
Northwest Territories
Alberta
Nunavut
Saskatchewan
Manitoba
Ontario
Quebec
Prince Edward Island
Newfoundland and Labrador
Nova Scotia
New Brunswick
	31 (25%)
7 (6%)
11 (9%)
27 (22%)
1 (1%)
3 (2%)
9 (7%)
38 (30%)
2 (2%)
0 (0%)
3 (2%)
7 (6%)
5% (4%)

	
	



Note. Percentages do not add up to 100% as participants can choose multiple jurisdictions.

The vast majority (91%) work in one jurisdiction only, eight people (6%) work in two jurisdictions, two respondents work in three jurisdictions and one respondent works in 8 jurisdictions. The graph below shows the frequency distribution by age category.




[bookmark: _Toc43565570]Figure 3 Age distribution 
Age distribution 
[image: ]
Note. This figure shows age distribution across the survey sample. 


The figure below shows the frequency distribution by years of experience. 


[bookmark: _Toc43565571]Figure 4 Distribution by years of experience

Distribution by years of experience

[image: ]
Note. This figure shows the distribution of by years of experience.

In summary, 86% of the sample identified as female and 83% identified as Caucasian/European. Seventy-six percent held Master’s degrees. The categories with smaller years of experience were most frequently represented: combined the 0-4 years and 5-9 years of experience category made up 58 % of the sample. All provinces and territories were represented except Prince Edward Island.
The first research question asked: what are the patterns of engagement in clinical supervision among professional counsellors in Canada across the career span?  The responses to survey question eight provide useful insight. This question asked respondents to indicate whether or not they have a clinical supervisor. Fifty-five percent of the sample indicated that they do not have a clinical supervisor. The table below outlines the distribution across years of experience.

[bookmark: _Toc41494243][bookmark: _Toc43565661]Table 3 Years of experience
Years of experience

	
	Do you have a clinical supervisor who is not your direct clinical manager?

	
	No (n = 69)
	Yes (n = 56)

	Years of Experience
     0-4
     5-9
     10-19
     20+
	
18 (26%)
18 (26%)
23 (33%)
10 (15%)
	
21 (37%)
16 (29%)
14 (25%)
5 (9%)

	
	
	

	
	
	

	
	
	


Of those who responded “Yes” 37% had 0 to 4 years of experience, 29% had 5 to 9 years of experience, 14% had 10 to 19 years of experience, and 9% had more than 20 years of experience. Generally, those with less years of experience were more likely to have a clinical supervisor.
Several cross-tabulation tests were run to look for possible relationships between demographic variables and engagement with a supervisor. Given the small sample size, I consolidated the number of categories for age and experience. The Gamma test revealed results approaching significance (p=.085) with respect to years of experience. When the Gamma was run with the original non-consolidated categories a similar result was found (p=.079).
The trend strengthened when looking at age ranges. The Chi-square showed a statistically significant result (p=.03). As the age and years of experience of respondents increased, the likelihood that they have a clinical supervisor decreased. When looking specifically at the age of respondents, on average, the likelihood that the respondents have a clinical supervisor dropped by approximately 10% per decade. As practitioners may move along the career span, they may begin accessing occasional consultation, rather than regular supervision and may themselves becomes supervisors.  
It appears as though there may be a relationship between both the age and years of experience and engagement with a clinical supervisor. A similar trend was observed in Education level although it does not approach significance. 

[bookmark: _Toc41494244][bookmark: _Toc43565662]Table 4 Respondent has a clinical supervisor

Respondent has a clinical supervisor

	
	Do you have a clinical supervisor who is not your direct clinical manager?
	Comparison test, chi-square test of independence

	
	No
	Yes
	

	Gender
     Male
     Female
	
11 (69%)
57 (53%)
	
5 (31%)
51 (47%)
	Χ²(1) = 1.44, p = .23

	Years of Experience
     0-4
     5-9
     10-19
     20+
	
18 (46%)
18 (53%)
23 (62%)
10 (67%)
	
21 (54%)
16 (47%)
14 (38%)
5 (33%)
	Χ²(3) = 2.88, p = .41

Gamma = -0.23, 
p = .085
Gamma1 = -0.22, 
p = .079

	Age
     25-35
     35-44
     45-55
     56+
	
9 (32%)
16 (57%)
15 (58%)
29 (67%)
	
19 (67.9%)
12 (43%)
11 (42%)
14 (33%)
	Χ²(3) = 8.73, p = .03


	Education level
     Master’s Degree
     Post Masters Cert.
     PhD/Doctorate


	
50 (53%)
12 (60%)
7 (70%)
	
45 (47%)
8 (40%)
3 (30%)
	Χ²(2) = 1.32, p = .51


	
	
	
	

	
	
	
	


Note.  calculated based on original experience levels (not consolidated).


Those who answered “Yes” to having a clinical supervisor were asked to provide information about frequency of use. The next two survey questions asked about frequency of supervision to garner data about monthly and annual patterns of use. The table below shows results for frequency of clinical supervision last month. Although none of the demographic categories reveal statistical significance, the trend shows that as years of experience increase, the frequency of engagement with supervision decreases.

[bookmark: _Toc41494245][bookmark: _Toc43565663]Table 5 Frequency of clinical supervision last month

Frequency of clinical supervision last month

	
	In the last month, approximately how often have you engaged in clinical supervision?
	Comparison test, chi-square test of independence

	
	Not at all
	Once
	Twice
	Once weekly or more frequently
	

	Gender
     Male
     Female
	
12 (75%)
71 (66%)
	
2 (13%)
23 (21%)
	
1 (6%)
6 (6%)
	
1 (6%)
8 (7%)
	Χ²(3) = 0.75, 
p = .86

	Years of Experience
     0-4
     5-9
     10-19
     20+
	
27 (69%)
21 (62%)
24 (65%)
12 (80%)
	
4 (10%)
9 (26%)
9 (24%)
3 (20%)
	
4 (10%)
2 (6%)
1 (3%)
0 (0%)
	
4 (10%)
2 (6%)
3 (8%)
0 (0%)
	Χ²(9) = 8.10, 
p = .52

Gamma = -0.09, 
p = .47
Gamma1 = -0.09, 
p = .48

	Age
     25-34
     35-44
     45-55
     56+
	
15 (54%)
19 (68%)
17 (65%)
33 (78%)
	
6 (21%)
4 (14%)
6 (23%)
9 (21%)
	
4 (14%)
1 (4%)
1 (4%)
1 (2%)
	
3 (11%)
4 (14%)
2 (8%)
0 (0%)
	Χ²(9) = 12.48, 
p = .18

	
Education level
	
	
	
	
	Χ²(6) = 4.98, 
p = .55

	     Masters
     Post Masters
     Doctoral Degree
	63 (66%)
13 (65%)
8 (80%)
	17 (18%)
6 (30%)
2 (20%)

	6 (6%)
1 (5%)
0 (0%)
	9 (9 %)
0 (0%)
0 (0%)
	

	
	
	
	
	
	


Note. This table provides information about respondents’ frequency of supervision last month.

The figure below illustrates this trend. Respondents in the 0-4 years of experience category engaged in clinical supervision more frequently than did those in the 20+ category. Sixty-nine percent of those in the 0-4 category did not engage in supervision at all in the last month, whereas 80% of those in the 20+ years of experience category did not engage at all in the past month. Ten percent of those in the 0-4 category indicated that they engaged once this past month, and 20% in the 20+ category engaged once this past month. None of the respondents in the 20+ category engaged in supervision twice in the past month, nor did they engage weekly. Ten percent of respondents in the 0-4 years of experience category indicated engagement twice this past month and another 10 % indicated engaging once weekly or more. As noted above it is possible that more experienced counsellors access occasional consultation and may move into the role of offering supervision. 
[bookmark: _Toc43565572]
Figure 5 Frequency of engagement in clinical supervision - monthly
past month
Frequency of engagement in clinical supervision throughout the past month


[image: ]
Note. This figure shows the respondents’ engagement in clinical supervision in the past month.

The pattern strengthened when looking at patterns of use throughout the past year. The table below shows results by demographic category. When looking specifically at years of experience the Gamma test revealed statistically significant results (p=.038) when run with consolidated categories and when run with original years of experience categories (p=.033). Although not statistically significant, the trend shows a decrease in annual engagement in supervision as age and level of education increase. 

[bookmark: _Toc41494246][bookmark: _Toc43565664]Table 6 Frequency of clinical supervision last year

Frequency of clinical supervision last year

	
	Think about your practice throughout the last year: on average, how frequently did you engage in clinical supervision?
	Comparison test, chi-square test of independence

	
	never
	1-5 times
	Every other month
	Twice monthly
	Once weekly
	

	Gender
     Male
     Female
	
11 (69%)
59 (55%)
	
1 (6%)
13 (12%)
	
1 (6%)
15 (14%)
	
2 (13%)
12 (11%)
	
1 (6%)
9 (8%)
	Χ²(4) = 1.64, 
p = .80

	Years of Experience
     0-4
     5-9
     10-19
     20+
	
19 (49%)
18 (53%)
24 (65%)
10 (67%)
	
5 (13%)
3 (9%)
4 (11%)
2 (13%)
	
3 (8%)
7 (21%)
4 (11%)
2 (13%)
	
7 (18%)
3 (9%)
3 (8%)
1 (7%)
	
5 (13%)
3 (9%)
2 (5%)
0 (0%)
	Χ²(12) = 9.09, 
p = .70

Gamma = -0.23, 
p = .038
Gamma1 = -0.22, 
p = .033

	Age
     25-34
     35-44
     45-55
     56+
	
10 (38%)
16 (57%)
15 (58%)
30 (70%)
	
4 (14%)
3 (11%)
3 (12%)
4 (9%)
	
3 (11%)
4 (14%)
4 (15%)
5 (12%)
	
7 (25%)
2 (7%)
1 (4%)
4 (9%)
	
4 (13%)
3 (11%)
3 (12%)
0 (0%)
	Χ²(12) = 16.23, 
p = .18



	
Education level
	
	
	
	
	
	Χ²(8) = 8.92, 
p = .35


	     Master’s Degree
     Post Masters Cert
     PhD/Doctorate
	52 (55%)
12 (60%)
7 (70%)
	10 (11%)
2 (10%)
2 (20%)
	11 (12%)
5 (25%)
0 (0%)
	12 (13%)
1 (5%)
1 (10%)
	10 (11%)
0 (0%)
0 (0%)
	

	
	
	
	
	
	
	


Note. This table provides information about the frequency of supervision last year.

The figure below illustrates results pertaining to the annual frequency of engagement in clinical supervision by years of experience. There is a gradual decrease in frequency of use as years of experience increase. Of those in the 0-4 category 49% indicated that they did not engage in the last year, whereas 67% of those in the 20+ category indicated that they did not engage in clinical supervision throughout the past year. Ten percent of 0-4 and 20+ years of experience indicated engaging in clinical supervision 1-5 times per year. Eight percent of those in the 0-4 category and 13 % in the 20+ category indicated that they engaged every other month. Eighteen percent of those in the 0-4 category and 7% of those in the 20+ category engaged twice monthly. None of the respondents in the 20+ category indicated engaging in clinical supervision weekly whereas 13% of those in the 0-4 category indicated weekly use of clinical supervision throughout the past year. 
[bookmark: _Toc43565573]Figure 6 Frequency of engagement in clinical supervision- year

Frequency of engagement in clinical supervision throughout the year
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Note. This figure shows respondents engagement in supervision throughout the year.



With respect to the first research question, when considering the patterns of engagement in clinical supervision among professional counsellors in Canada across the career span, the data seems to show a general trend towards a decrease in monthly and annual use of clinical supervision as the age, years of experience and level of education increases. Statistically significant results show that the likelihood a practitioner has a supervisor, and the frequency of month and annual use decrease as levels of experience increase. Given the small sample size caution should be used when generalizing to the larger population. Further research in this area with a larger sample would be beneficial so that we could establish generalizability. 
	The next two survey questions asked respondents to indicate the modality they are using for clinical supervision and the barriers that they might face in accessing supervision. The survey allowed the respondent to choose among the following modalities: face-to-face, video-conferencing, telephone, email, or instant messaging (SMS). When inquiring about barriers the survey responses allowed the respondent to choose among the following: financial, not enough time, access a professional to provide the supervision or other. The table below shows these results organized by years of experience. The majority of respondents indicated that they use face-to-face supervision; this is not surprising as this is the most commonly used and commonly accepted modality for clinical supervision (CPA, 2017). Almost half of respondents in all categories indicated that they use video-conference technology for supervision: in the 0-4 category 52% of respondents; 5-9 years category 50% of respondents, 10-19 years 46% of respondents, and 60% of respondents in 20+ indicated use of video-conferencing. Telephone appears to be used more frequently than video-conferencing across all categories; this result is interesting as it suggests a significant number of respondents favored a medium that does not offer the opportunity for non-verbal communication.

[bookmark: _Toc41494247][bookmark: _Toc43565665]Table 7 Modality and barriers by years of experience
Modality and barriers by years of experience

	
	Years of Experience
	Comparison test, chi-square test of independence

	
	0-4
	5-9
	10-19
	20+
	

	Modality
     Face-to-face
     video-conferencing
     Telephone
     Email
     SMS
	
20 (95%)
11 (52%)
14 (67%)
6 (29%)
5 (24%)
	
15 (94%)
8 (50%)
10 (63%)
4 (25%)
1 (6%)
	
12 (92%)
6 (46%)
8 (62%)
4 (31%)
1 (8%)
	
4 (80%)
3 (60%)
4 (80%)
2 (40%)
0 (0%)
	
Χ²(3) = 1.43, p = .70
Χ²(3) = 0.31, p = .96
Χ²(3) = 0.63, p = .89
Χ²(3) = 0.44, p = .93
Χ²(3) = 3.95, p = .27

	Barriers
     Financial
     Not enough time
     Access to profess
     Other
	
19 (91%)
6 (29%)
11 (52%)
5 (24%)
	
9 (56%)
9 (56%)
4 (25%)
3 (19%)
	
5 (39%)
4 (31%)
3 (23%)
1 (8%)
	
1 (20%)
1 (20%)
2 (40%)
0 (0%)
	
Χ²(3) = 14.23, p = .003
Χ²(3) = 4.04, p = .26
Χ²(3) = 4.24, p = .24
Χ²(3) = 2.61, p = .46




These trends are summarized in the figure below which show the modalities used for clinical supervision across years of experience categories. 

[bookmark: _Toc43565574]Figure 7 Modality by years of experience 

Modality by years of experience 
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Note. This figure shows respondents engagement with each modality by years of experience.


The table above also shows results of the barriers that respondents reported with regard to accessing clinical supervision. Chi-square results show statistically significant for financial barriers (p=.003). This result is illustrated in the figure below which shows barriers by years of experience. Financial barrier to accessing supervision appears most frequently in the 0-4 years of experience category. It is likely that as experience increases it is likely that salary increases with experience which could account for the fact that less experienced counsellors reported more difficulty in accessing supervision. An important area for further study might include research looking into the average cost of clinical supervision services on an hourly basis. At times supervision is covered by the employer, however in most cases, it is the author’s anecdotal impression this is a cost the counsellor bears alone. 
[bookmark: _Toc43565575]Figure 8 Barriers by years of experience 

Barriers by Years of Experience 
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Note. This figure shows barriers to clinical supervision by years of experience.


With respect to the first research question which seeks to understand the patterns of engagement in clinical supervision among professional counsellors in Canada across the career span, the data shows that across all years of experience categories, respondents are most frequently using face-to-face supervision, followed by telephone and then by video-conferencing. About half of all respondents are using video-conferencing regardless of years of experience. All respondents across all age categories experience financial barriers and this result is statistically significant. Those respondents in the lowest category, 0-4 years of experience, experience more difficulty with financial barriers than any other category. The latter has important implications, as respondents in this category are most likely to be required to access clinical supervision by their regulatory bodies in order to complete provisional licensing requirements (ACTA, 2019; CRPO, 2020; NSCCT, 2020; CCTNB, 2020; ODPQ, 2020). Additionally it may be more difficult to access supervision in rural, remote and northern areas given the paucity of supervisors in these areas.  
The second research question seeks insight into the patterns of engagement in clinical supervision among counsellors who specifically work in rural, remote, and northern contexts. 
Question 13 asked whether or not the respondent had worked in a rural, remote, and northern context. Because the survey was designed to eliminate respondents as the survey progressed, only 55 respondents remained. All 55 had previously indicated that they have a clinical supervisor. The rural, remote, and northern respondents comprised a subset of 35, while those who indicated “no” to having worked in a rural, remote, or northern context comprised a sub-set of 20 respondents. The table below breaks down the frequency distribution of these subsets.  
[bookmark: _Toc41494248][bookmark: _Toc43565666]Table 8 Rural, remote and northern patterns of use
Rural, Remote, and Northern Patterns of Use

	
	Worked in rural, remote or Northern areas

	
	Yes (n = 35)
	No (n = 20)

	Frequency last month
     Not at all
     Once
     Twice
     Once weekly
     Several times weekly
	
8 (23%)
14 (40%)
6 (17%)
7 (20%)
0 (0%)
	
7 (35%)
11 (55%)
1 (5%)
0 (0%)
1 (5%)

	Frequency last year
     Never
     1-5 times
     Every other month
     Twice monthly
     Once weekly
	
2 (6%)
9 (26%)
9 (26%)
9 (26%)
6 (17%)
	
0 (0%)
5 (25%)
7 (35%)
5 (25%)
3 (15%)

	Modality
     Face-to-face
     Video-conferencing
     Telephone
     Email
     SMS
	
34 (100%)
18 (53%)
25 (74%)
12 (35%)
4 (12%)
	
17 (85%)
9 (45%)
10 (50%)
4 (20%)
3 (15%)

	Barriers
     Financial
     Not enough time
     Access to prof
     Other
	
22 (63%)
10 (29%)
16 (46%)
6 (17%)
	
12 (60%)
10 (50%)
4 (20%)
3 (15%)



Note. This table provides information about rural, remote, and northern respondents’ pattern of clinical supervision use.
When compared to non-rural, non-remote and non-northern counterparts, rural, northern and remote respondents indicated participating in supervision in the last month at a slightly higher frequency. However, this pattern is not consistent when considering their responses to annual use, as both groups show similar response patterns to this question.  
[bookmark: _Toc43565576]Figure 9 Monthly clinical supervision-rural, remote and northern respondents
Monthly Clinical Supervision Engagement among Rural, Remote, and Northern Respondents
[image: ]
Note. This figure provides information about monthly use of clinical supervision among rural, remote, and northern respondents.
[bookmark: _Toc43565577]Figure 10 Annual clinical supervision-rural, remote and northern respondents
Annual Clinical Supervision Engagement among Rural, Remote, and Northern Respondents
[image: ]
Note. This figure provides information about annual use of clinical supervision among rural, remote, and northern respondents.
When modalities are considered the distribution of responses appears to be different. One hundred percent of rural, remote, and northern respondents use face-to-face supervision, 53% indicated that they use video-conferencing, 74% indicated using telephone, 35% used email and 12% used SMS. Among non-rural, remote, northern respondents 85% reported using face- to-face, 45% used video-conferencing, 50% used telephone, 20 % used email and 15% used SMS. The reported use of every modality, except SMS, is higher among rural, remote, and northern respondents.  


[bookmark: _Toc43565578]Figure 11 Rural, remote, northern modality use in clinical supervision
Rural, Remote, Northern Modality Use in Clinical Supervision
[image: ]
Note. This figure contrasts modality uses in clinical supervision among those who do and do not work in rural, remote, and northern contexts.
Finally, when barriers are considered both groups indicated that finances are a barrier: 60% of rural, remote northern respondents and 63% of non-rural, remote, and northern respondents. Not having enough time to engage in supervision was identified as a barrier by 29% of rural, remote, northern respondents and by 50% of non-rural, remote, and northern respondents. Access to a supervisor was indicated as a barrier by 46% of rural, remote, and northern respondents and by 20% of non-rural, non-remote, non-northern respondents. 



[bookmark: _Toc43565579]Figure 12 Respondents who have worked in a rural, remote, northern setting
Respondents who have Worked in a Rural, Remote, Northern Setting
[image: ]
Note. This figure contrasts barriers to accessing clinical supervision among those who do and do not work in rural, remote, and northern contexts.
In response to the second research question, which seeks to understand patterns of engagement in clinical supervision among counsellors working in rural, remote, and northern contexts, the data indicates that these respondents make the most frequent use of face-to-face supervision, followed by telephone and then by video-conferencing; about half, 53% make use of video-conferencing. Over half reported experiencing financial barriers in accessing clinical supervision and just under half have difficulty accessing a professional in their region. When asked how often they used clinical supervision in the last month 40 % indicate using once, however asked how often they use clinical supervision throughout the year, the distribution of responses was fairly even across all intervals including: once weekly, twice monthly, every other month, and 1-5 times per year.
[bookmark: _Toc46652068]Summary

Of the total sample of 125 respondents, 55% indicated that they do not have a clinical supervisor. Of those who said “Yes,” 66% had under 10 years of experience. There may be a relationship between the number of years in practice and the likelihood that the practitioner has a supervisor. The Gamma test revealed results approaching significance (p=.085) when considering years of experience. When the Gamma was run with the original non-consolidated categories a similar result was found (p=.079).
There may also be a relationship between age and the likelihood that the practitioner has a supervisor. The chi-square showed a statistically significant result of p=.03. As the age and years of experience of respondents increased, the likelihood that they have a clinical supervisor decreased. On average, the likelihood that the respondents have a clinical supervisor dropped by approximately 10% per decade. 
The data also indicated a possible relationship between the years of experience and frequency of engagement in supervision. Respondents in the 0-4 years of experience category engaged in clinical supervision more frequently than did those in the 20+ category on both a monthly and yearly basis. Rural, remote, and northern respondents were distributed equally across intervals of use.
Almost half of respondents in all years of experience categories indicated that they use video-conferencing technology for supervision: in the 0-4 category 52% of respondents; 5-9 years category 50% of respondents, 10-19 years 46% of respondents, and 60% of respondents in 20+ indicated use of video-conferencing. Telephone appears to be used more frequently than video-conferencing across all categories. One hundred percent of rural, remote, and northern respondents use face-to-face supervision, 53% indicated that they use video-conferencing, 74% indicated using telephone, 35% used email and 12% used SMS. 
For the entire sample, the Chi-square (p=.003) showed statistically significant indicating that respondents experience financial barriers to accessing clinical supervision. Financial barriers appear most frequently in the 0-4 years of experience category. Sixty-percent of rural, remote, and northern respondents indicated that finances were a barrier to accessing supervision.
















[bookmark: _Toc46652069]Chapter 5. Qualitative Results

The qualitative data generated from thematic content analysis (Braun & Clark, 2006; Vaismoradi et al., 2011) of nine semi-structured interview transcripts generated results to answer the following research sub-questions:
a. How can video-conferencing-based clinical supervision support rural professional to enhance wellness and mitigate compassion fatigue?
b. How can reflective practices within video-conferencing clinical supervision assist rural counsellors to mitigate compassion fatigue?
The results generated eight higher order themes and sub-themes related to these questions. The eight major themes that emerged were as follows: 1) contextual factors in rural, remote, and northern practice; 2) problems associated with compassion fatigue; 3) the expressed need for praxis development in this area; 4) unresolved points of tension in the practice of clinical supervision; 5) ways in which clinical supervision is helpful to maintaining wellness; 6) technology as a solution; 7) unique opportunities inherent to the medium of video-conferencing technology; and 8) unique challenges inherent to the medium of video-conferencing technology.







[bookmark: _Toc43565580]Figure 13 Summary of Higher Order Themes
Summary of Higher Order Themes
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Several of these higher order themes can be broken into sub-themes. In the following sections I shall elaborate on each of them while discussing their relevance to the research questions. 

[bookmark: _Toc46652070]Contextual factors in rural, remote, and northern practice

The results from this theme can be further broken into the following subthemes: benefits that come with rural, remote, and northern practice and the specific challenges that come with rural remote and northern practice. 
[bookmark: _Toc43565581]Figure 14 Contextual factors in rural, remote and northern practice
Contextual Factors in Rural, Remote, and Northern Practice
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Much of what respondents shared confirms and supports what has been discussed in the literature (O’Neil, 2010; O’Neill et al., 2013, 2016), which supports the justification for this research.  With respect to benefits offered in rural, remote, and northern contexts, respondents identified financial benefits, ease of access to nature, the chance to broaden and develop competency due to wide variance and diversity in their caseloads, clinical and practice freedom, the joy of intra and inter-agency teamwork and collaboration. Although the respondent identifies the financial benefit, this issue is complex as the cost of living in these areas is often high; housing, food costs and travel in and out of the community can be significant.
Several respondents identified the financial benefits encountered in these contexts. One respondent noted “a benefit also is that I was making great money I've never made that much money in this line of work before”. Others noted how easy access to nature assisted in maintaining wellness and work-life balance, “so I guess if there's someone that connects well with nature and that's part of your wellness plan and something that can be a real big benefit of living here.”  
Two inter-related sub-themes were: the chance to develop competency, and the generalist and varied nature of practice in these contexts.
“I also think that by the very nature of how broad my practice is, so I see people like I see youth all the way through to like geriatric elders way up the age range. That I think helps with me being able to kind of keep a whole picture.”
This respondent went on to discuss how variation in practice helped them to maintain wellness and to avoid the burn out that can come with repeated exposure to similar case material; varying case load can assist in mitigation of compassion fatigue.
With respect to collaborative practice one respondent stated: “This is northern. I would say all the agencies work together really well. Or at least we're on a first name basis.” Another respondent noted: 
I also think that by the very nature of how broad my practice is, so I see people like I see youth all the way through to like geriatric elders way up the age range. That I think helps with me being able to kind of keep a whole picture or to not feel to not feel like I'm getting burnt out about the same thing right. So if I was only seeing youth and it was the same 17 versions of the theme I feel like that would get to me in a different way than having a broad series of conversations and being able to kind of keep myself in check with this scope of client stuff that goes on. Many respondents discussed enjoying close, collegial relationships which they think facilitated case management and made the work more enjoyable.  
Respondents identified several concerns related to challenges that come with a rural, remote, and northern clinical context. These challenges clustered into the following sub-themes: poor access to continuing education, poor broadband service, lack of privacy in a small community, holding multiple dual roles, extreme and complex social conditions, access to few specialists, loneliness and isolation, working out of competency or scope of practice, high turnover, travel and geographic distance between communities, significant workload, complexity of working within Indigenous community, which specifically included the lack of cultural training, systemic difficulties and privacy in small Indigenous community. 
Several respondents identified the difficulty in accessing continuing education opportunities: “the regularity of access to you know the training, to keep our credentials up to date and so on. Now that's changed somewhat because we've got an awful lot of online stuff.” This respondent noted how technology is transforming this situation, although several respondents also cited that difficulty with broadband access as being a drawback or challenge of living and working in northern, remote and rural contexts. As noted in an earlier chapter, inequitable access to broadband service across geographic regions creates inequity issues often referred to as the digital divide (Mackie, 2015). 
Several respondents commented on the challenge that comes with navigating dual roles and multiple relationships in small communities, which is one of the hallmarks and unavoidable complexities involved in rural counselling work (Schank, 1998). “The biggest challenge is the fact is, it's not if you have a dual relationship or when you have one, it's like, to what intense, intimate degree is this dual relationship going to be?” Another respondent noted:
“And I had private practices in both and so had to navigate dual relationships every day. Had to navigate, like even seeing three different members of a family individually. Just like not having not having options” This respondent is identifying the fact that very few service options exists in many remote communities; at times the practitioner may be the sole option and then faces the dilemma between offering service to multiple family members or declining service, in which case, some family members would forgo service entirely. 
The extreme and complex nature of social conditions was well articulated by one respondent who was describing their community by stating that, “it’s hard to find somebody that hasn’t attempted [suicide].”
 Another respondent offered the following:
It's just not sustainable right? You can't do that. But the thing is, is what I find is not only in association with myself but also in association with others who go into the communities and particularly when there's active crisis, whether the opioid issues or more particularly the suicidality and homicide crisis, that sometimes come to the surface in the communities. 
	With respect to the challenges that accompanied work specifically in Indigenous community one respondent spoke about the system challenges: 
It's the politics. We you know, are we really chasing after and asking for the true need in the right way for the right way? You know the right resources for the right group of people in the right time or are we just playing a political game?
Another respondent noted:
So sometimes kind of navigating different bands, different groups and knowing how to introduce. Knowing how to make the services meet their needs. That can be sometimes a challenge as well. Because they are very (sic) there's still that sort of distrust. And so that can be difficult to navigate.
[bookmark: _Toc46652071]Problems Associated with Secondary Stress Phenomenon Including Compassion Fatigue

This higher order theme encapsulated the specific symptoms and problems which respondents identified as secondary stress phenomenon and included experiences of compassion fatigue. These experiences were particular to their work within rural, remote, and northern clinical contexts. Participants spoke about their own experiences and those they had witnessed in other professional helpers. Their responses clustered within the following sub-themes: absenteeism; avoidance behaviours; relational boundary diffusion with clients; becoming a danger to oneself; loss of empathy for clients; somatic sensations and reactions related to compassion fatigue; medical concerns related to compassion fatigue which impact day-to-day functioning; and metaphors that described experiences of compassion fatigue.





[bookmark: _Toc43565582]Figure 15 Problems: secondary stress phenomenon including compassion fatigue
Problems Associated with Secondary Stress Phenomenon including Compassion Fatigue
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In discussing medical concerns which impacted daily functioning one respondent stated:

There are a whole bunch of social workers … that work in child therapist positions. They went out broken and had to leave…They didn't even put those social workers in another community. They had to quit their job. They were broken. I know one had a psychotic breakdown. One was terribly depressed; one had a psychotic break down and that's disturbing. It is dangerous work. They need support... And the one… [they weren’t] up there that long but [their] marriage fell apart because of it, because [they were] so depressed….and wouldn't talk about it, [the] relationship broke apart. So it's like, yeah, there's a huge risk for vicarious trauma and people do need to be supported if they're going to be put in there because otherwise it's a recipe for disaster. There's just no way somebody can sustain themselves and be a good therapist.”
	
Another participant noted the following: 

it would be hard to sleep at night for me, that I've been thinking about that, sort of like ruminating, did I do the right thing? Did I make the right decision? You know, if I do this, will this maybe happen? If I try it this way, that’s going to happen. And so kind of trepidation. And not being certain. So I think not having that professional consultation would be really difficult. To work with all the complex cases that we see on a daily basis.
Many respondents noted experiencing worry and feelings of overwhelm managing the complexity and responsibility associated with their caseloads.
	While discussing symptoms of vicarious trauma and intrusive thoughts, one participant noted regular incidents of primary trauma: “I used to walk to work and I'd walk by the bushes … I remember just thinking to myself, the first time I noticed, I was like ‘Oh my God no one is hanging.’” The participant made this comment while estimating that the majority of the population in their community had attempted suicide and would often do so by hanging. Their comment indicates surprise at the fact that they did not encounter a body on the walk to work that day. This exemplar captures emotional impact experienced by helpers working in these extreme clinical contexts; the viewing of a body hanging would be indicative of an incident of primary trauma which is likely compounded by secondary trauma over time.
When discussing metaphors that they thought encapsulated their experience of compassion fatigue, two respondents separately identified Edvard Munch’s The Scream painting as the first image that came to mind when reflecting on the felt-sense of those experiences. 
[bookmark: _Toc46652072]The Expressed Need for Praxis Development in the Area 

Related to the themes noted above was the emergence of a third higher order theme characterized by participants’ consistent and strongly expressed need for development of, and increase in, clinical supervision to support counsellors working within rural, remote, and northern communities. One respondent identified that “this is so needed” while another noted:
Darn it I'm telling you there is a real need for clinical supervision of the real basis where someone is taking that indirect responsibility … so that we can start to professionally up-skill the community-based population of workers … we will never be able to, given what we already know about costs, we will never be able to regularly enough parachute in diverse enough teams to fix, in a realistic way, the level of mental health and psychosocial issues that are going on in the community that also impact upon physical health.
Many respondents repeatedly expressed enthusiasm and gratitude about this research project. Related to this was discussion of funding and the need for clinical supervision to be made financially accessible. Many also identified using informal peer support in place of formal clinical supervision. Although there may be benefit to this solidarity, peer supervision alone could be problematic, as hearing one another’s stories may encourage group contagion effects and/or may increase the burden for peers who are struggling with a possible number of things, including their own experiences of compassion fatigue.

[bookmark: _Toc46652073]Unresolved Tensions in the Practice of Clinical Supervision

A fourth higher order theme emerged in which respondents discussed some of the complex and unresolved tensions in the practice of supervision. These related strongly to some of the problems discussed earlier in the literature review section of this paper. While participants seemed to think that clinical supervision is of assistance in many respects, many expressed uncertainties about the amount of emotional processing that is appropriate. One participant expressed: 
 It's almost like when a supervisor raises something that points to a psychological [issue], that I need to do some work on something …that there's maybe transference or counter transference, that is my signal to do personal work... But I don't then process that necessarily with the supervisor. I'll probably tell people what I do. I'll come back and tell them what I do in my counselling. But I don't do the actual work with the supervisor.
Within this theme participants also discussed concerns about the supervisor’s vicarious liability and ambiguity about the amount of responsibility and risk the supervisor might be taking on in supporting counsellors, especially if they are indirectly responsible for what happens to the clients on the supervisee’s caseload.  
The issue that I see developing, and I've been made aware of many times, is that the supervisor is supposed to be responsible for the clients of the clinician. And so, we’ve got to find a way to delineate or, or clarify how that goes. Because and a large percentage of the clinicians are going to literally tell you something like this, once they trust you: ‘if it wasn’t for these two clients that I have, my job would be fine. And I would sleep fine at night, but these two clients are driving me nuts. That’s how I feel about them. So there it is, can I tell you about them?’ and you say ‘Sure’. Now once they start telling you about them you are now, wondering “what am I going to say? I've got to be careful about what I'm saying here…” This respondent is identifying the liability inherent to the practice of clinical supervision, that has not been well defined throughout clinical supervision praxis.
[bookmark: _Toc46652074]Ways in Which Clinical Supervision is Helpful to Maintaining Wellness

Strongly related to the research sub-questions is the fifth higher order theme which involved identification of the specific ways in which participants thought that supervision was helpful. The relevant research sub-questions are as follows:
a. How can video-conferencing-based clinical supervision support rural professional to enhance wellness and mitigate compassion fatigue?
b. How can reflective practices within video-conferencing clinical supervision assist rural counsellors to mitigate compassion fatigue?
Respondents noted several specific aspects of receiving clinical supervision that they felt were notable, these included: creating boundaries between client and counsellor, decreasing isolation, obtaining emotional support, providing a normalizing function, generating greater self-awareness and clarity, provision of alternative ideas for intervention that could be applied to casework, re-energizing their interest in work, recognizing their own areas of strength and competency, providing space for creative reflection on their practice, finding relational goodness-of-fit, and gatekeeping. 
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Specifically considering research sub-question 2a: How can video-conferencing-based clinical supervision support rural, remote, and northern counsellors to enhance wellness and mitigate compassion fatigue? many of the sub-themes identified in this section provide insight into the myriad way in which supervision can facilitate an overall sense of wellness in clinical practice. Because these subthemes are so relevant to this research question, several will be expanded upon with exemplars.
With respect to creating boundaries in their work with a client, one participant noted: 
I can help that person through this situation by just going in and buying shoes for this person because they don't have them. “That's not your job”. Maybe I can help them with getting a youth agreement so they can get the money, to do that but not necessarily… We're doing session, we're supposed to be doing counseling but instead of doing that we're going to go out and physically buy shoes.
In this exemplar, the respondent is discussing how her clinical supervisor assists her in delineating appropriate counselling boundaries in a community that struggles with extreme poverty and a client caseload often presented with needs that extend far beyond what is possible in a counselling context.
With respect to perceived decrease in isolation, one respondent offered the following: 
I guess just knowing that I wasn't in this alone. Like I don't think I ever got any very practical-ways-to-manage-compassion-fatigue-type conversations from my supervisor but just the chance to debrief some of what I was doing in therapy and to see and know that I wasn't alone. To hear similar stories from my colleagues, just to have that support, that was wonderful.
	With respect to the perceived sense of being emotionally supported in supervision, one respondent offered the following:
It would be great if there is a larger picture, that they know that, that person [the supervisor] has their back in every way while they are really trying to be a good therapist and engaging in this process of clinical supervision.
	Respondents identified the supervisor as being someone who can help to normalize their clinical experience and reactions to it: 
Because even when you're feeling cynical or angry or you say like you know, this is normal to feel this way, when you're having these horrible things … and there's still like you know, kids literally living in disgusting conditions and not being fed and not being clothed and somebody over here… stealing the money, and you know there's incest, but it's natural to feel angry. Like if there was somebody saying that and helping you work through those feelings, and then helping you find a way to deal with the feelings and still do your job, like that would be invaluable.
Another participant described how supervision assisted in normalizing her professional 
experience: “It's not a reflection on my ability to be a compassionate human being or a service provider, it's a reflection on like ‘it's a bigger part of the problem.” Another participant noted: “Sometimes getting permission to also be human from supervision, is a piece of it too”.
Respondents identified that clinical supervision can help to clarify clinical thought processes about case work and professional issues: 
My supervisor doesn't do it in a way that makes it feel like we're having this big philosophical return moment. It is I think more of a like, ‘hey what you just said were these five things’ and I'd be like, ‘oh yeah that makes total sense’. And so… that bit of reflection has been good.
Respondents identified it being helpful when clinical supervisors provide ideas and alternative 

suggestions pertaining to casework which includes ideas for intervention and case-

management:

What's really extremely helpful is whenever you have a case that you are concerned about, worried about or a case that's just not working. Perhaps it’s not what you think it will be and you can gain I guess some wisdom and some advice on what to do to try. Or I guess a different perspective on what you can do. 
This is likely particularly important given the complexity and extreme nature of social conditions and case presentations that are inherent to many rural, remote, and northern clinical contexts. As noted in the earlier section discussing the particular problems associated with compassion fatigue, many respondents noted persistent concern and worry about their caseload and it is likely that this function of clinical supervision acts as a remedy to this problem.
Respondents identified that supervision can reinvigorate, motivate and re-energize interest in the clinical work, “I think it's almost like re-energizes the need to be excited about working with the client.”
	Some respondents identified enjoying the nature of the relationship itself, particularly when the goodness-of-fit was strong, “So for me finding the fit of supervisor was also hugely key for my practice”.
Respondents identified that supervision can assist them in recognizing their own areas of clinical strength and competency. One respondent stated, “I have found further confidence, I think, in my practice.” Another respondent noted that after supervision sessions “I feel like I'm 
back in my strength.”  This may imply the importance of a clinical supervision orientation that strength-based intervention to increase resilience.
Respondents also spoke about incorporating reflective writing and arts-based exercises 
and creative work into their supervision. This particular sub-theme is especially relevant to research question 2.b which, asks how reflective practices within video-conferencing clinical supervision can assist rural counsellors to mitigate compassion fatigue. One respondent spoke about the sensory, kinesthetic nature of integrating creative work within the clinical supervision process, “And it's because I know it's the kinetic part, right? And it's the symbolic part which is so much more than just telling your story and hearing someone.
Another respondent noted:
It has been helpful in maintaining wellness as we bond together through the shared stories, and it helps to reinforce that there are many things to be grateful for. We’ve also done activities like finding our spirit animal which was loosely based on an Indigenous tools exercise. 
Although not specifically a part of supervision, one participant discussed having a regular 
painting practice that they thought assisted in processing the felt-sense of loneliness they experience in working in a rural and remote clinical context. It should be noted that while most respondents expressed significant enthusiasm for this practice, few had extensive direct experience with reflective interventions. Most expressed enthusiasm to try this and felt it was worthy of further research. 
Finally, respondents also thought that the gatekeeping function provides some safety 
when the counsellor’s behaviour is dangerous to self and/or others:
So, you can't really assume that anybody is healthy or appropriate for their job or has the knowledge for their job or they're still doing their best. And again, if they've been in it too long, they might have developed unhealthy habits they might be working outside their boundaries. There is little literature on this important area however it is possible that 
clinical supervision would assist in identifying individuals who are not fit to work.
Technology as a Solution
A sixth higher order theme emerged which included respondents’ thoughts about how technology can act as a solution to the complex and extreme nature of rural, remote, and northern clinical conditions. This theme did not break down in any sub-themes and did not fit within any of the other higher order themes. Respondents spoke about technology being useful in clinical supervision but also in order to access clinical training opportunities, peer consultation and their own personal therapy support. Technology was discussed in broad and general terms as a practical way to mitigate geographic distance and as a solution in such challenging circumstances. One respondent works with visually impaired individuals and noted,“distance technology is good so it just depends on the person. Yeah, and what kind of technology you're using so far. A lot of people who have visual impairments they can use an iPad”. 
They discussed both clients and supervisees in rural or distant community can make use of technology to connect and access necessary services. 
[bookmark: _Toc46652075]Unique Opportunities Inherent to the Medium of Video-conferencing Technology

A seventh higher order theme emerged from the data set pertaining specifically to the unique opportunities inherent to the video-conferencing technology. This differed from the technology as a solution theme, as data coded in this theme was specific to the properties of video-conferencing and exclusively included reference to its application to the practice of clinical supervision. The results in this section are most relevant in answering research sub-question 2b, which asks how reflective practices within video-conferencing clinical supervision assists rural counsellors to mitigate compassion fatigue. The sub-themes and exemplars in this section provide insight related to how the medium itself provides unique features that may lend themselves to innovative and effective supervision practice. The data in this section was coded into the following sub-themes: body language, competency with technology, cost effectiveness, decrease in isolation, confidentiality and privacy, trust, eye contact, make conscious use of parallax, visual feedback, seeing one’s own image, replacing 2-way mirror supervision, value added functionality and practice recommendations. Each sub-theme will be expanded upon with exemplars.
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Several respondents identified the importance of and value of being able to view body language through video-conferencing technology, which differs radically from doing clinical supervision by telephone. One respondent stated:
I need to have the visual of people so the comfort of actually being able to see if something I said, has made people make a face, [or] where I need to clarify it or if I'm like that was perhaps inappropriate say. I need to have those visual feedbacks.
The body language sub-theme is quite strongly related to the visual feedback sub-theme and there likely is some overlap between these two, as it seems that being able to witness the body language of the other person helps to create a strong and useful conversational feedback loop.  Video supervision offers more information than telephone as one can view facial expressions and some body language.  It is also possible to ask about the body language that may not be viewable on the screen. Another participant noted the following: 
I very much need to have like a visual feedback when I'm being supervised. I can provide counselling to people over the phone and be fine but when it's my own I want to see the reactions of my supervisor. So initially we had discussed like just doing telephone conferencing and I was like “no, no”, I actually want to see your face as I explain things to you. So, like the technology to have video is huge for me because of just the way that I process.
This respondent indicates the importance to being able to see their supervisor’s facial reactions in order to be able to gauge their reactions to the material being shared. Related to this, another respondent expressed the following:
Well just seeing someone listen to you is nice. And you know what? Actually, like in person when I am talking to my supervisor, you know he's like scribbling stuff down or like looking at his notes or whatever. When you're on video I just feel like people are almost very attentive. And you would think that it wouldn't be because you could get something under the table or whatever. But I don't feel that, I really feel people are watching are watching and looking and listening. And my clinical supervisor even just gives me encouragers when I'm talking. 
This respondent noted the felt-sense of being better heard and better accompanied when witnessed by video as compared to in-person supervision. It seems as though she experiences a quality of attention that is more satisfying through the technology.
Both body-language and visual feedback are strongly related to the eye-contact sub-theme. One participant felt strongly that the eye contact offered via video-conferencing technology facilitates communication of “empathy through the screen” and they noted “I would intentionally look at the camera so that I was offering my eyes.” Another participant commented on the unusual nature of eye contact through video-conferencing and noted that given the parallax it can seem as though the other party is making eye contact even though they may not be, “they're really looking at a screen which I can tell they're looking at the screen. And even if I wouldn't even know if they're looking at a document it looks like they're looking at me.”  
Yet another respondent expressed, “I think you are making mind contact. Eye contact may not be very good. But mind contact is.” This same respondent identified this as a possible benefit:
take a client where culturally they are not used to looking in the eye. It could be normal to them and go unnoticed. It depends, I have First Nations clients and they look at me in the eye. I have First Nations clients that preferred to look to a point on the floor, somewhere to the side. 
	Another respondent who also works with Indigenous clients echoed this sentiment and noted that the option to avoid or vary eye contact in video-conferencing could enhance or meet the need for cultural sensitivity and competency. As noted in an earlier chapter, direct eye contact is not necessarily appropriate in all culture contexts (Bailenson et al., 2001; Bohannon et al., 2013; Hall, 1959; Jaklic et al., 2017; Nixon & West, 1995). In several Indigenous cultures holding a direct gaze could be considered to be quite offensive (Caron, 2006). This merits particular attention as the importance of cultural competence is highlighted in several clinical supervision competency profiles (CCPA, 2016). As in face-to-face communication, variance in eye contact is possible which supports cross-cultural communication.  Some may feel obliged to look at the screen but it is also possible to give permission to look away; this may not only be important cross-culturally but also in cases where brain injury is present and extensive screen-viewing may exacerbate symptoms.  
Strongly related to the eye-contact sub-theme was the sub-theme into which responses were coded pertaining to the fact that video-conferencing software often includes a window showing one’s own image, in addition to the image of the conversation partner. When speaking about the nature of eye contact in video-conferencing one respondent noted:
Yeah, I think that generally the eye contact seems to be more with my own. Which sounds weird… being able to move my little bubble to a different part of the screen is helpful too.
This respondent went on to talk about how viewing one’s own image in clinical supervision, and the self-monitoring potential it provides, can be helpful:
So, it's always strange when people are like ‘you are a good counsellor’ and I'm like ‘you never seen me work’…. the video thing is painful but has been helpful and I think is a piece that I enjoy in my supervision with my face in a window also. 
 In this exemplar, the respondent discusses how the visual feedback loop happens not only with supervisor but also with oneself. The respondent likens this to clinical supervision via recorded sessions, in which the counsellor is able to observe their own facial reactions and body language. Watching one’s own body language through the video-conference screen, while discussing clients in clinical supervision, may provide the supervisee with some insight into what the client sees when they are in session. The video-conferencing technology may act as a sort of parallel processing mirror or feedback loop in which the supervisee is able to gain insight into their own non-verbal behaviour as one might do when watching recording sessions. This may add a layer of self-supervision within the video-conferencing clinical supervision session. This feature is built into the technology by virtue of the fact that many video-conferencing software programs enable one to see the image that one is projecting to their conversation partner. 
Closely related to the eye contact sub-theme was the parallax-sub theme in which respondents directly addressed how the parallax affected their experience of eye contact in video-conference. As noted in an earlier section, for typically used video-conferencing systems, the camera that captures the user’s image is located at the top of the screen, whereas the image of the conversational partner tends to rest in the middle of the user’s computer screen. True eye is somewhat impossible as it would necessitate both partners to look directly into the camera, which would be unnatural as this would prevent them from seeing each other’s image. As noted above, some respondents thought that having the ability to vary eye contact could be a strong advantage, especially in instances of inter-cultural communication. One respondent actually identified making conscious use of the parallax to create humour or levity in the conversation: 
“I'd like look straight into the camera and like almost to like this weird like creepy but I go close and kind of funny.” The respondent exploits the parallax to vary the emotional tone of the conversation and may indicate a certain degree of comfort and ease with this technology.
One respondent identified a compelling use of video-conferencing technology to facilitate 
a technologically enhanced live 2-way mirror supervision:
One of the ways that we're using it that I like though is not distance is just distance across the clinic. So, we don't have the ability to see and but I don't have to a mirror or anything in our clinic. So, what we do is we have Skype for business set up so we set up a phone call and then I tape the session.”  
The respondent explains how the supervisor can watch the session live, which can also be recorded for later viewing. This is similar to a practice described by Rousmaniere and Frederickson (2016) who terms this practice Remote Live Supervision. This method also allows the supervisor to in-put text messages into the text box if the supervisee appears to be needing prompts or suggestions. This provides a less intrusive way of providing live-real time feedback to supervisees without interrupting the session by interrupting or phoning in. This respondent thought that it was also less intrusive and provided more autonomy to the supervisee than session co-facilitation. This innovative use of technology could provide this supervisor with a less intrusive means by which to offer live-observation.
Several other respondents identified that the chat box feature as being a value-added feature inherent to the technology. Most video-conferencing applications include a chat box which enables the supervisor to provide links to resources such as research articles or client worksheets, in real time as they are being discussed. 
A perceived decrease in isolation emerged as another sub-theme, “I find it really interesting now that we're talking about it like how I feel less isolated with people online versus my in-person counselor, or in person clinical supervisor.”
Some respondents also commented on the cost effectiveness of this technology:
 I personally believe that decisions are very easy to justify to the employer because what the clinicians do, they take days off. They get saturated they get to a point, the compassion fatigue, they're close to burnout, they're going to “blow a fuse” they tell you “any day” and then they take days off. If you… add those days lost, I bet you it’s much cheaper to contract some remote counselling or remote supervision”.
Finding ways of making supervision affordable is key;  as noted in the quantitative results section of this paper, cost emerged as a statistically barrier to accessing supervision. 
In terms of client confidentiality, one respondent identified that accessing through video-conferencing allows her to secure her client’s confidentiality, which is particularly crucial and difficult to do in small community, “That’s why my supervisor is out of territory so that I could offload all my things and not have it circle back. Not that it ever would. But sometimes does.” 
This respondent actively chooses to access supervision by distance, as accessing a clinical supervisor in community might inadvertently result in an accidental breach of confidentiality. Even if details are disguised, it is possible that the supervisor may figure out the identity of the client whose case the counsellor is seeking to consult about. This would not be unlikely in a community with a population of 3000 people, for example, in which the supervisor and counsellor may both have interactions with the client as community members in non-clinical contexts. 

Several respondents discussed the importance of developing competency in using the technology, particularly if using it for clinical supervision. One respondent asked, “how do we do connection differently when using technology?” This respondent discussed the experience as being impacted by, “the mixture of the technology itself and maybe the individual's competency level within that technology and with using that technology.”  
Finally, some respondents offered some recommendations for using video-conferencing for clinical supervision. One respondent noted:
If I could make a recommendation what I would suggest is to meet first face-to-face. What I would do is if I would know that in a place there is there are three counselors are 
going to population of a thousand people or whatever. I would go there introduce myself in person and have a group more opportunity to interact and then meet with the three counsellors one-on-one individually and following that, the remote contact such as the one you and I are having now would suffice without any doubt. The other way of doing it. Doing it only remotely do it do it. Skipping the face to face might work too but I think that is much more effective when they had an opportunity to see you first in person because of a question of trust and rapport that can be established and that opportunity which is more difficult to establish remotely.
[bookmark: _Toc46652076]Unique Challenges Inherent to Video-conferencing Technology

The final higher order theme to emerge from the data included a focus on the unique challenges inherent to video-conferencing technology, particularly when it is used for clinical supervision. This theme included the following sub-themes: a focus on a bias against technology, newness of video-conferencing, poor connectivity, time zones, and trust in the technology's ability to maintain privacy.  
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Some respondents commented on having a bias against technology and one noted that if given the choice between video-conferencing and “in person and both were the same prices same person you're going to get I would choose in-person over doing it online/” Technological bias may come from the fact that most counsellors are training and professionally socialized through in-person teaching and learning environments. Related to this bias was a sub-theme which clustered around the newness of technology and the difficulty of acclimatizing to this novelty. “Like it's new. Anything new is hard and difficult but not that it's bad. So, I think there's this newness and I haven't determined whether I'm still working through it.”
It is possible that both the bias and ambivalence about technology’s newness can be understood by considering Davis’ (1989) technology acceptance model (TAM). As noted in an earlier section of this paper, professional caregiver perception plays a strong role in the acceptance and integration of technology within mental healthcare (Austen & McGrath, 2006; Perle & Nierenberg, 2013). As Davis suggested (1989) it is likely both perceived usefulness and perceived ease of use, contribute to the doubt expressed by some respondents (Monthuy-Blanc et al., 2013). 
The literature also showed that clinicians experience considerable reservation about technology’s ability to maintain privacy and confidentiality (Austen &McGrath, 2006; Perle & Nierenberg, 2013). This bore out in the sub-theme which included respondents concerns about trust in the technology itself and whether or not it can maintain the users’ privacy. One respondent noted:
If I was doing real clinical supervision where I wanted to have a heart to heart with an individual or with a group that you know, things were really a mess the last or this client… I would want that to be very private you know, to have the assurance of private and I would sort of like… the Patriot Act is in the US and the boundaries and so on…I would want us to find Canadian technology. 
The concern expressed by this respondent is supported by the fact that codes of practice and ethics place a high degree importance on the maintenance of client confidentiality (CASW, 2005; CCPA, 2007; CPA, 2000). 
Several respondents commented on the nature of poor connectivity and how this impacts relational connection within clinical supervision via video-conferencing technology:
So, I find like right now there's feedback on the on the system and that's distracting. There's a bit of a lag and that's distracting. And so, it breaks up my train of thought. So, whether I'm the supervisee or the supervisor I don't get the same connection with the person I'm talking to because it's because of these distractions… distractions were major and again it didn't feel like we could go into as much depth. Like there wasn't the support there. I didn't feel held right. I didn't feel held. I didn't feel safe in unwrapping things beyond sort of the level that she engaged at. Whereas normally I would make an observation that would bring us deeper even though it's my supervision right. But I would take us deeper or she would. But in this case, it didn't go there so it didn't. I didn't feel held and it didn't feel safe.
This respondent’s comment speaks both to the importance of supervisory competency but also highlights how disruptive poor bandwidth can be, for example, constant interruptions dropped calls may lead to frustration or to difficulty discussing complex topic areas. Although this situation is changing as an increasing number of communities are able to access better service, inequity in broadband access continues, particularly in rural, remote, and northern regions (MHCC, 2014). 
Respondents also discussed the awkwardness of working across time zones: “this is a weird one, but this used to frustrate me quite a bit…our time zones are pretty similar but there's still like confusions that would happen with it.”
 If an individual is already distressed, adapting to an inopportune time zone or calculating time zone may add an extra layer of labour which could compound compassion fatigue symptoms.
Another respondent offered: 
so something little but still like how many times I'd have to reach back: ‘OK what's the time again it's 2 for me but gonna be 4 for…’ or like I would have to do sometimes classes really late at night just to accommodate you know, so just different things like that too that could happen.
One respondent noted a possible counter-indication for use of video-conferencing that she has noticed in her practice. Although this falls slightly outside the scope of the research questions and sample, the observation is noteworthy and therefore has been included here. The respondent discussed consulting with medical professionals in urban centers by video-conferencing technology. At times it is appropriate to bring the client into the consultation, assuming full consent has been garnered. This respondent noted that working particularly with individuals on the autistic spectrum, the use of video-conferencing can present significant confusion and may not be warranted or should be done with care. This exemplar highlights the particular concern:
That can be sometimes a little bit difficult at first but once we get to like maybe a second interview, then they're a little bit more comfortable. But the initial interview is always difficult. Because it's like well, “I don't know this person but now they're looking at me because they're wanting me to look them in the eye. It's so difficult, they’re on a screen and they're not here. And that's not the rules.
Given that difficulty tracking social cues is a salient feature of autistic spectrum disorders, the respondent noted that the addition of distance and communication through a screen adds significant complexity for these particular clients. Certainly, exploration of specific treatment issues is beyond the scope of this project but may be something that merits further research. 
[bookmark: _Toc46652077]Summary 

Eight major themes that emerged from the data: contextual factors in rural, remote, and northern practice; problems associated with compassion fatigue; the expressed need for praxis development in the areas of clinical supervision and compassion fatigue among rural, remote and northern counsellors; unresolved points of tension in the practice of clinical supervision; technology as a solution; unique opportunities to inherent to the medium of video-conferencing technology; and unique challenges inherent to the medium of video-conferencing technology.
The research sub-question 2a, which inquired how video-conferencing-based clinical supervision can support rural professionals to enhance wellness and mitigate compassion fatigue, is best answered by looking at: 1) the ways in which clinical supervision is helpful to maintaining wellness and 2) unique features inherent to the medium of clinical supervision. Respondents suggested that the following were aspects of supervision they found helpful: creating boundaries, decreasing isolation, obtaining emotional support, providing a normalizing function, generating greater self-awareness and clarity, providing alternative ideas for intervention that could be applied to casework, re-energizing their interest in work, recognizing their own areas of strength and competency, providing space for creative reflection on their practice, finding relational goodness-of-fit, and gatekeeping. The following aspects were noted as being unique opportunities offered by the technology itself: body language, competency with technology, cost effectiveness, decrease in isolation, confidentiality and privacy, trust, eye contact, make conscious use of parallax, visual feedback, seeing one’s own image, replacing 2-way mirror supervision, and value added functionality.
As noted above respondents offered their experiences with arts-based exercises, and reflective exercises such as writing in supervision, however their answers were vague and did not provide a lot of specific information to answer this research sub question. It is my understanding that although research participants expressed enthusiasm about these concepts, they did not have enough experience with them to comment in depth. This might be an area for further practice development and research, although it is also my feeling that research question 2b was somewhat too narrow in its scope of inquiry. Because this area of practice is likely in an early stage of emergence, a more fruitful approach to this question might involve a separate research design in which a supervision program featuring reflective interventions is offered to supervisees; pre and post quantitative and qualitative collection tools could be employed to measure the change in their reported levels of health and wellness. 
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This chapter will include an overview of the main findings and their key implications. It will also consider the assumptions and limitations.
Overview of results
The quantitative survey results showed statistically significant results indicating that respondents experience financial barriers in accessing clinical supervision; this was reported most frequently in the 0-4 years of experience category. Sixty-percent of rural, remote, and northern respondents indicated that finances were a barrier to accessing supervision.
The quantitative results also showed a possible relationship the number of years in practice and the likelihood that the practitioner reported currently having a supervisor. Respondents in the 0-4 years of experience category engaged in clinical supervision more frequently than did those in the 20+ category. Results also showed a corresponding possible relationship between the age of the practitioner and the likelihood they have a clinical supervisor.  It appears that as age and years of experience of respondents increased, the likelihood that they reported having a clinical supervisor decreased. On average, the likelihood that the respondent had a supervisor dropped by approximately 10% per decade. Rural remote, and northern respondents were distributed equally across intervals of clinical supervision use. 
Almost half of respondents in all years of experience categories indicated that they use video-conferencing technology for supervision: in the 0-4 category 52% of respondents; 5-9 years category 50% of respondents, 10-19 years 46% of respondents, and 60% of respondents in 20+ indicated use of video-conferencing. Telephone appears to be used more frequently than video-conferencing across all categories. One hundred percent of rural, remote, and northern respondents reported using, face-to-face supervision, 53% indicated that they use video-conferencing, 74% indicated using telephone, 35% used email and 12% used SMS. These results may change significantly if respondents were interviewed today, in light of Covid-19 social distancing restrictions; it is likely that face-to-face would be reported less frequently and video-conferencing would be reporting more frequently.  
The qualitative interview results generated eight higher order themes and sub-themes related to these questions. The eight major themes that emerged were as follows: 1) contextual factors in rural, remote, and northern practice; 2) problems associated with compassion fatigue; 3) the expressed need for praxis development in this area; 4) unresolved points of tension in the practice of clinical supervision; 5) ways in which clinical supervision is helpful to maintaining wellness; 6) technology as a solution; 7) unique opportunities to inherent to the medium of video-conferencing technology; and 8) unique challenges inherent to the medium of video-conferencing technology.
Respondents noted that video-conferencing-based clinical supervision can support the mitigation of compassion fatigue through the following elements: creation of boundaries, decreasing isolation, providing emotional support, providing a normalizing function, generating greater self-awareness and clarity, provision of alternative ideas for intervention that could be applied to casework, re-energizing their interest in work, recognizing their own areas of strength and competency, providing space for creative reflection on their practice, finding relational goodness-of-fit, and gatekeeping.  Gatekeeping as a primary function of supervision with counselling trainees is well founded in the supervision literature (Bernard & Goodyear, 2014). The literature also supports the integration of reflective practice (Pearce et al., 2013) and creative interventions (Brandoff & Lombardi, 2012; Ducat et a., 2016; Hayden et al., 2015; Lenz and Smith, 2010; Pearce et al., 2013) within clinical supervision while emphasizing its role in supporting counsellor wellness (Edey & Jevne, 2003; Howard, 2008; Kalliath & Beck, 2001; O’Hara, 2013; Scaif & Walsh, 2001; Spence et al., 2001).  Nancrow et al. (2014) are clear to emphasize the importance of practitioner-focused research while others (Hilty et al., 2004; Wood et al., 2005; Xavier et al., 2007)  highlight the role of video-conferencing clinical supervision in reducing counsellor isolation (Ducat & Kumar, 2015); the results of this research echo their findings. There is little else pointing to the specific counsellor-focused findings that have been generated in this research; these additional counsellor-generated findings represent this study’s unique contributions to the literature. 
Respondents also identified several features unique to video-conferencing clinical supervision: body language, competency with technology, cost effectiveness, decrease in isolation, confidentiality and privacy, trust, eye contact, make conscious use of parallax, visual feedback, seeing one’s own image, replacing 2-way mirror supervision, and value-added functionality. Some authors note the ethical and technical concerns pertaining to video-conferencing supervision (Mitchell &McDougall, 2016; Murphy & Mitchell, 2016; Rousmaniere & Renfro-Michel, 2016) while Rousmaniere (2014) speaks directly to the role of remote live supervision; this research contributes to the existing literature by offering specific counsellor-generated findings that directly inform the essential and fundamental aspects of clinical supervision video-conferencing practice interventions.
[bookmark: _Toc46652079]Implications

There is significant literature to show that early career practitioners are at increased risk for developing compassion fatigue (Craig & Sprang, 2010; Cunningham, 2003; Ghahramanlou & Brodbeck, 2000). As noted in the literature review, clinical supervision has been found to be helpful in assisting counsellors to mitigate this problem (Abassary & Goodrich, 2014; Lester, 2010; Miller & Sprang, 2017; Molnar et al., 2017; Rich, 1997; Wheeler & Richards, 2007). Supervision can be helpful in increasing compassion satisfaction (Abel et al., 2014; Cohen & Collens, 2013) and post-traumatic growth (Neswald-Potter & Tripanny-Simmons, 2016). The qualitative findings of this study suggest that not only is clinical supervision helpful in supporting counsellors to mitigate compassion fatigue specifically, and secondary stress phenomenon broadly, but it provides some specific elements relevant to enhancing video-conferencing supervision. The quantitative survey indicates that less than half of the sample are accessing supervision; this could be cause for concern as this may indicate that many counsellors are missing out on the benefits of supervision. The fact that many indicated that they experience financial strain in accessing this service may also be cause for concern as this barrier is potentially preventing some from the enhanced professional and person wellness support that they could be benefitting from.  It could be that earlier in their career counsellors are not accessing clinical supervision as much as they could be, due to financial hardship. Given that they are newer to practice and more likely to find themselves working in rural, remote, and northern environments (Malone, 2012; O’Neill, 2010) it is likely that they would strongly benefit from accessing this service. 
While most regulatory bodies specify a requisite total number of supervisory and direct client contact hours to be completed for termination of provisional status (ACTA, 2019; CCTNB, 2020; CRPO, 2020; ODPQ, 2020; NSCCT, 2020), there is no a standard specifying frequency or regularity of supervision after this period has been completed. Furthermore, after one completes the provisional period and enters independent practice, aside from suggested ongoing engagement in supervision in the codes of practice (CASW, 2005; CCPA, 2007; CPA, 2000), it is up to each professional to engage as they see fit. One outlier in the survey is worth highlighting: this individual indicated “Yes” to question 8 “do you have a clinical supervisor?”  However, this respondent answered “not at all” when answering questions about frequency of use throughout the last month and frequency of use throughout the past year. Assuming that the respondent understood the questions, and answered accurately, this contradiction in responses points to the fact that there is no standard definition about what it means to have a supervisor and how frequently one should consult. It could well be that this individual last accessed their supervisor 1.5 or 2 years ago and knows they can contact them if needed, which fits with their definition and understanding of being in supervision. 
Furthermore, the survey results indicate a trend towards a decrease in use of supervision as one moves further into their career. How should this result be interpreted?  What is “enough” clinical supervision throughout one’s career?  What frequency of engagement would be good enough? What standard would be used to define this?   Because there is no standard definition in the field of practice, and little research has been done in this area, it is quite difficult to answer these questions; there simply is not a reliable baseline for comparison. This in itself points to larger questions about best practice in counselling and psychotherapy practice in Canada. The development of some guidelines or recommendations for practice would likely be prudent as it is possible that practitioners engage in one hour every two years and identify themselves and practitioners who sufficiently and actively engage in supervision. If relying on other international standards as a point of reference, it would be important to ensure that within the development of Canadian standards, multiplicity and plurality across Canadian contexts is considered and respected. This is especially pertinent to rural, remote, northern and Indigenous contexts; this research has demonstrated the uniqueness of these practice contexts. In order to ensure that the 
European contexts might provide models for reference and development. For example the British Association for Counselling and Psychotherapy (BACP, 2020) does not specify a required number of supervision hours rather, the responsibility is placed on the clinician to assess their own supervisory needs, guided by the following parameters: the amount of counselling and psychotherapy work;  the contexts and settings; the complexity of the work; the counsellor’s experience and training; the therapist’s development needs and aims; and any specific issues and difficulties (para 2). 
Another significant implication relates to Indigenous community. It should be noted that that seven of the nine qualitative interview participants identified that they work with Indigenous populations, within their rural and/or remote and/or northern context. As noted in the literature review section over half of the 1.4 million Indigenous peoples in Canada live in rural, remote, and northern communities (Ministerial Advisory Council on Rural Health, 2002). The results of this project may not only apply to rural, remote, and northern communities but may also apply to the many Indigenous communities which also fall into rural, remote, and northern contexts. 
[bookmark: _Toc46652080]Intersections

This research project was supported by four main constructs: 1) compassion fatigue; 2) rural, remote, and northern clinical contexts 3) clinical supervision, and 4) video-conferencing. Discussion of isolation emerged at several points throughout the qualitative analysis and appears to be a concept that links all of these constructs together. With the theme that captured the ways in which clinical supervision is helpful to maintaining wellness, participants noted that clinical supervision is helpful in decreasing a felt sense of isolation. Within the theme that captured problems associated with secondary stress phenomenon, participants often referenced loneliness and isolation as salient parts of their lived experiences with these phenomena, especially compassion fatigue. There was also discussion of how the supervisor’s gatekeeping function can be useful particularly when one is working in isolation; one respondent noted how the risk to self and to other may increase with time spent working in isolation. It therefore appears that isolation emerges as a sub-construct that may draw together major parts of this project; that is to say that work within rural, remote, and northern contexts may increase the likelihood that a counsellor works in isolation and a felt sense of isolation as a part of secondary stress phenomenon experience. This might contribute to their risk to self and other.  Clinical supervision via technology may provide an appropriate remedy to the problems associated professional isolation. The figure below illustrates how isolation connects the constructs in this project.

[bookmark: _Toc43565586]Figure 19 Isolation links constructs
Isolation Links Constructs
[image: ]
Note. This shows how isolation links the constructs in the project.
The specific degree to which clinical supervision decreases isolation and also mitigates risk to self and other may merit further study. 
[bookmark: _Toc46652081]Triadic Relationship

Within the qualitative findings emerged some noteworthy items pertaining to the visual nature of video-conferencing in clinical supervision. Within the themes which captured the unique challenges and opportunities offered by video-conferencing technology, respondents spoke about the need for “trust in the technology” and also spoke at length about the role of eye-contact and viewing one’s own image on the screen. The reflections offered by respondents primarily surrounded the visual nature of the medium. One respondent who works with the visually impaired identified that these clients are often navigating a natural parallax as they tend to rely on eccentric viewing; the inherent parallax in video-conferencing might be an extension of how some visually impaired clients navigate in the world. 
The reliance on and importance of the visual in navigating the clinical supervision relationship in this modality might have a relationship with a particular theory derived from art therapy. Schavarien (2000) discussed the triangular nature of the Art Therapy as she explores the dynamic character of the relationship between client, therapist and the artwork. Triadic relational dynamics are recapitulated in art therapy supervision in many forms, including the relational nature of client-supervisor-supervisee triad or in terms of supervisee-supervisor-artwork triadic dynamic. Art therapy supervision might even be said to be quadratic in nature as it evolves dynamics between the supervisor, the supervisee, the client and the artwork. 
The same could be said for video-conferencing which includes at least three dynamical elements: the counsellor, the supervisor and the video-conferencing technology. The respondents’ comments about the importance of developing “trust in the tech” supports this argument, as this suggests the imperative that supervisee and supervisor not only develop sufficient trust in their working relationship to form a healthy and constructive relationship of inquiry (Stenbom, 2015; Stenbom et al., 2016), but that both must also develop sufficient trust in the technological crucible that holds the relationship and facilitates the communication across distance in the first place. This could include trust its ability to maintain a stable connection without mid-call disconnections or could refer to the technology’s ability to support privacy and confidentiality. Several respondents expressed some ambivalence towards the technology itself and appeared to be at different stages in terms of the trust that they place in video-conferencing technology. 
Counsellor ambivalence towards technology could be explained in part by the technology acceptance model (Davis, 1989; Monthuy-Blanc et al., 2013). It is also likely that this ambivalence might be healthy and natural,  as the technology is still relatively new and there is much that is yet unknown both about the modality for supervision but also about the nature of privacy and data security of Internet communication technology (Austen & McGrath, 2006; Perle & Nierenberg, 2013). Many would suggest that an assurance of absolute privacy and security in Internet communication should be held with skepticism (Snowdon, 2019) and that much more work needs to be done in the development of cyber ethics (Pardo & Siemens, 2014; Richards & King, 2014; Slade & Prinsloo, 2013; Zwitter, 2014). For strategies to mitigate this risk, the reader should consult Rousmaniere and Renfro-Michel (2014), Rousmaniere (2014) and Schell (2016). This uncertainty alone is likely to bring up strong reactions in both supervisors and supervisees that may have an important impact on the work. It has implications in terms of unintentional breach of confidentiality which may limit what and how the supervisee shares within this modality. Schaverien (2000) discussed the nature of the image itself, what material it holds and the reactions it evokes in the therapy and the client. A similar quality of attention may need to be paid to the nature of the video-image itself, what it might be evoking for each participant and how this might affect the nature of the communication between the supervisor-supervisee dyad. The symbolic and relational implications for this area of practice is rife for future research. 
[bookmark: _Toc46652082]Assumptions and Limitations

	A 10% response rate was targeted however given that the total sample was 4499 professional certified counsellors (CCPA, 2019, p. 9), this would have required participation by approximately 450 participants. This result was not achieved as a total of 133 individuals attempted the questionnaire however only 125 provided data that was sufficient for analysis. The results therefore cannot be generalized to the larger population and are therefore best interpreted within the context of a robust mixed methods case study (Yin, 2006, 2012, 2018). Yin (2006, 2018) suggested that although statistical or numeric generalization cannot be made, the results may nevertheless generate worthy conceptual and theoretical data that may provide useful information about the phenomenon and context under investigation.
Common to questionnaire-based research, the quantitative portion of this study includes limitations with respect to possible participant non-response and volunteer bias; the difficulty with this limitation is that it creates ambiguity with respect to whether or not the non-respondents would have responded with similar answers to those who volunteered to complete the questionnaire (Cohen et al., 2011). The qualitative interview portion of this study offers the challenges and bias that can come with self-reporting; given that the video-conferencing clinical supervision is an emerging practice, there may not be many respondents who have experience with these interventions. I acknowledge, that asking counsellors to imagine or project themselves into a future scenario that they have not yet experienced could be problematic. However, I also believe that hearing from counsellors themselves, about what they find helpful and useful, is a sound source of insight and ought to be used in formulating future clinical supervisory initiatives. I also acknowledge that there is little research in this area and that this could have influenced the way in which participants responded during the interview, as many expressed a hope that future services could be developed out of this research project. Initiatives such as government funding to support clinical supervision service delivery and funding to support further research on compassion fatigue and clinical supervision by video-conferencing to northern, rural and remote communities would be warranted. 
	There are also several limitations which were inherent to how the survey was designed. Some of the questions pertaining to frequency of clinical supervision could have been interpreted differently by respondents. For example, question 10 asked: “Think about your practice throughout the last year: on average, how frequently did you engage in clinical supervision?”  The definition of year is not adequately defined in this question, as it could have been interpreted to mean 12 months from the date that the respondent was taking this survey or the last calendar year prior to take the survey, which would have been January 1 2018 to December 31 2018. Respondents may have answered this question different depending on how they interpreted “within the last year.”
The survey also asked respondents whether or not they had worked in a rural, remote or northern environment but it did not specify a specific time frame.  This ambiguity means that respondents could have interpreted this question to mean current work in this context or work done up to several years ago; this is problematic as these communities are not static and have likely changed over time. It is also likely that respondent recall for experiences that happened several years ago may be less detailed or accurate than recall of more recent experiences.
In order to recruit participants for interview follow-up, the survey construction itself was designed to funnel out respondents at specific points in the process. At question 8, which asked “Do you have a clinical supervisor who is not your manager,” the platform was set to discontinue the survey if the respondent gave a “No” answer. The advantage of this strategy is that it assisted in streamlining identification of appropriate participants who fell into the sample of interest for qualitative data collection. The disadvantage is that an opportunity was missed to capture data in specific areas that may have been of interest. Because the survey discontinued at question 8, if the respondent indicated “No” to having a supervisor, they did not have the opportunity to provide information about barriers to accessing service, for example. Respondents who answered “Yes” to this question were able to go on, and provide this data, but it would have been equally as useful to garner more information about what barriers the “No” respondents are facing in accessing clinical supervision. This would be a fruitful area for further research.
A limitation relevant to both the quantitative and qualitative results, surrounds the complexity and ambiguity in attempted to define northern. I struggled to find geographically accurate way to define this, as relying on parallels of latitude does provide an accurate representation of northern climate or culture when applied across Canada. Cultural and social variances captured within this term are vast. This creates a degree of ambiguity when interpreting the results. Because all provinces (except P.E.I.) were represented it is quite possible that respondents in northern Ontario, Labrador and Nunavut all identified with this term, and yet their contexts may be quite different; their needs in clinical supervision may vary. Without a clearly defined term and operationalized understanding of what constitutes north it is difficult to know precisely where this phenomenon begins and ends. One may cautiously assume that if counselling supervisees identify their context as northern, the results and recommendations born out of this research may apply, however it might also be important to approach this with discernment and scrutiny. 
[bookmark: _Toc46652083]Trustworthiness

As noted in an earlier section, the results of the qualitative interviews were member-checked by providing samples of the code book, along with accompanying visual diagrams to facilitate interpretation, to the interview respondents. All respondents were enthusiastic in confirming that the codes and themes were representative of their lived experience. 
















[bookmark: _Toc46652084]Chapter 7. Conclusion

As suggested by Yin (2018) the virtue of the case study approach revolves around its ability to satisfy exploratory, explanatory and descriptive research aims. The data provided in this exploratory project have painted a substantive descriptive picture of the challenges faced by northern, rural, and remote counsellors and the potential that lies within video-conferencing clinical supervision to mitigate these challenges. The catalytic validity hoped for throughout this project rests in the use of this data to effect change for counsellors in their contemporary contexts. This data emerged directly from the experiences and opinions of professional counsellors themselves and provides a sonic platform of counsellor-focused data from which to generate practitioner-centered (Nancarrow et al., 2014) clinical supervision praxis. The need for further support to enhance the experience and wellness of counsellors working in rural, remote, northern, and Indigenous community has been well documented in this project. The imperative offered by catalytic validity is an ethical one, as failure to act on the results and failure to “address this area is to perpetuate inequality by omission and neglect” (Cohen et al., 2011, p. 188). Particularly where rural, remote, and northern mental healthcare delivery intersect with Indigenous community, there is an especially acute ethical imperative to do better. The Truth and Reconciliation Commission of Canada’s (2015) Calls to Action implores that we address Indigenous health care needs and disparities, in order to redress the many health outcomes that are so intimately tied to the collective trauma imposed through colonization and its ongoing legacy. A summary of actionable research, practice and policy recommendations are provided below.


[bookmark: _Toc46652085]Recommendations for Future Research

	As noted in both the quantitative and qualitative results, many counsellors identified cost as being a barrier to accessing clinical supervision services. Further research is needed to understand more about norms and fee structure surrounding clinical supervision. It is important for employers, government funding bodies and other stakeholders to consider funding this crucial part of practice, rather than relying on the individual practitioner to bear this cost alone. Respondents noted that funding supervision practice may in fact result in a cost savings, as it may well reduce absenteeism and turn-over in clinical staffing, which are themselves quite costly to organizations. Clinical supervision could assist mental health care agencies to retain staff and to improve service to the clients and communities they serve.
As noted in the qualitative results section, further research seeking to garner insight into the use of reflective interventions in clinical supervision might benefit from an alternative research design; in order to provide counsellors with sufficient exposure to this emergent area of practice, an arts informed intervention-based research project with a pre and post-test design might be more effective method to glean useful results. 
Additionally, two critical and related areas of clinical supervision practice emerged from the results and merit further investigation, the first of which is ambiguity with respect to the nature of the legal and ethical vicarious liability that the supervisor assumes with respect to the supervisee’s caseload.  This applies not only to video-conferencing supervision but to the practice broadly. Rural, remote and northern communities tend to have fewer practitioners who are working at the edges of their competency and may be incurring risk that the supervisor does not want to carry if the supervisor feels that the counsellor has not been adequately trained to manage this broad scoped caseload. This needs to be explored further and additional guidance is necessary, as I suspect that ambiguity in this area may prevent many qualified professionals from offering much needed clinical supervision services. It is difficult to assume risk if one does not clearly know the parameters and nature of the risk one is assuming. The second issue relates to the amount and nature of emotional processing that is appropriate for clinical supervision. This area of the practice can straddle the line between counselling therapy and clinical supervision; lack of clarity is likely to create some trepidation and discomfort for potential or existing supervisors. The lack of a clear boundary may also create unnecessary and unhelpful confusion for the supervisee. 
In order to address the issue above, it would be important for both the supervisee and supervisor to be mindful of the boundary between counselling therapy and clinical supervision which might include discussing this openly when setting up the supervision contract and throughout the duration of the service. This might be defined differently by each supervisee-supervisor dyad and may be context dependent, so the important factor would be open discussion and ongoing assessment of this issue throughout the process. Although there are elements that may mirror a mentor-mentee or coaching relationship, the counsellor-supervisor relationship is more formalized with particular ethical and legal dimension that may not be part of mentorship or pedagogical coaching arrangement. For this reason, the Relationship of Inquiry (Stenbom, 2015; Stenbom et al., 2016) framework, which flows from the Community of Inquiry framework (Garrison et al., 2000), might be used as a point of departure, but in itself does not provide sufficient guidance to manage the contractual complexity of a supervisor-supervisee relationship.  Further research in this area would be warranted.  


[bookmark: _Toc46652086]Practice Recommendations 

1. When working with emotionally-laden supervision material or where emotional processing is significant due to compassion fatigue and other secondary stress phenomenon, a clear and open dialogue about the boundaries between clinical supervision and counselling is recommended.
2. When offering clinical supervision services to those working in rural, remote, northern, and rural Indigenous communities it would be equally as important to note the strength and benefits that come with these contexts, in addition to the challenges. Counsellors have noted the benefits as: financial, ease of access to nature, the chance to broaden and develop competency due to wide variance and diversity in their caseloads, clinical and practice freedom, the joy of intra and inter-agency teamwork and collaboration. The challenges that accompany these context are vast and complex, counsellors have identified these as: poor access to continuing education, poor broadband service, lack of privacy in small community, holding multiple dual roles, extreme and complex social conditions, access to few specialists, loneliness and isolation, working out of competency or scope of practice, high turnover, travel and geographic distance between communities, significant workload, complexity of working within Indigenous community, which specifically included the lack of cultural training, systemic difficulties and privacy in small Indigenous community. Given the high exposure to collective and trans-generational trauma (Malone, 2012) a trauma-informed clinical supervision approach would be most appropriate when providing support to this population (Knight, 2018). 
3. When offering clinical supervision to those working in northern, rural, and remote contexts, the supervisor is wise to assess for and address problems associated with secondary stress phenomenon which include: absenteeism; avoidance behaviours; relational boundary diffusion; becoming a danger to oneself; loss of empathy for clients; somatic sensations and reactions related to compassion fatigue; medical concerns related to compassion fatigue which impact day-to-day functioning.
4. When offering clinical supervision to this population the supervisor is wise to attend to ways in which the supervisory relationship can be used to enhance counsellor wellness, this includes: creating boundaries with clients, decreasing isolation, emotional support, providing a normalizing function, generating greater self-awareness and clarity, provision of alternative ideas for intervention that could be applied to casework, re-energizing their interest in work, recognizing their own areas of strength and competency, providing space for creative reflection on their practice, finding relational goodness-of-fit and gatekeeping. Supervisors may want to address counsellor boundary violations by addressing the counsellor’s beliefs about the nature of the counselling role; it could well be that counsellors suffering from compassion fatigue would benefit from some cognitive-restructuring with respect to their role as a helpers and what is realistically possible to achieve with clients within this helping role.
5. Although more research is called for to understand particular nuances, when using video-conferencing technology within this practice, the clinical supervisor is wise to exploit the opportunities offered within this medium. Counsellors have suggested that these are: the ability to read body language, competency with technology, cost effectiveness, decrease in isolation, providing confidentiality and privacy as one can easily be seen accessing in-person services within a small community, trust, eye contact, make conscious use of parallax, visual feedback, seeing one’s own image, replacing 2-way mirror supervision, and value-added functionality.
[bookmark: _Toc46652087]Policy Recommendations

1. Clarity, guidelines and precise definition should be sought with respect to the amount and frequency of clinical supervision that is deemed appropriate for good practice. Licensing and registration bodies should give consideration to this issue when developing codes of practice and when setting credential registration and renewal requirements that pertain to post-provisional independent practitioners. The specific and unique needs of those working in rural, remote, northern and Indigenous communities should be reflected with this. 
2. Consideration should be given to the inclusion of video-conferencing clinical supervision within the larger scope of mental health funding and service delivery, particularly in regions with significant northern, rural, remote, and Indigenous representation. As noted earlier, this may result in significant cost-saving as it may reduce staff turnover, decrease absenteeism, increase the counsellor’s effectiveness and improve client outcomes. 
3. The digital divide and inequitable access to broadband should be rectified on a systemic level. In order for communities to access video-conferencing services, they must have the broadband and equipment to support it. The United Nations has established equitable broadband access as a basic human right (UN News, 2017). 
Although these calls for transformation may be lofty, I am always inspired to start with these words offered by the innovator and visionary Buckminster Fuller (Sieden, 2012), “You never change things by fighting the existing reality. To change something, build a new model that makes the existing model obsolete. That, in essence, is the higher service to which we are all being called” (p. 256).
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[bookmark: _Toc46652158]Appendix A:

Trends in Use of Clinical Supervision Among 
Certified Canadian Counsellors
1) With which gender do you identify?  	
Answers: 1. Male 2. Female 3. Other. 4. Prefer not to answer.
2) How old are you?
3) How many years do you have in professional practice since graduating from your clinical program? 
4) With what ethnic heritage do you identify with?  Click all that apply:
Answers: 1. Indigenous, Metis or Inuit 2. Black 3. South Asian 4. Arab/West Asian 5. Southeast Asian 6. Arab 7. Korean 8. Japanese 9. Filipino 10. Latin American 11. Caucasian/European descent 12. Other:_____________ 13. Prefer not to answer
Within which provinces or territories do you currently practice?  Click all that apply:
Answers: 1. British Columbia 2. Yukon 3. Northwest Territories 4. Alberta 5. Nunavut 6. Saskatchewan 7. Manitoba 8. Ontario 9. Quebec 10. Prince Edward Island 11. Newfoundland and Labrador 12. Nova Scotia 13. New Brunswick
5) Do you have a clinical supervisor who is not your direct managerial supervisor?
Answers: 1. Yes 2. No
If No – survey ends.
If Yes, go onto next question. 
6) In the last month, approximately how often have you engaged in clinical supervision?
7) Think about your practice throughout the last year: on average, approximately how many times per month did you engage in clinical supervision? 
8) Throughout your career, what modalities have you used to engage in clinical supervision?  Please click all that apply:
Answers: 1. Face-to-Face, in person, in the same physical location 2. Video or web-conferencing, such as Skype, Vsee.com or Zoom. 3. Telephone 4. Email 5. SMS or Instant Messaging
9) Please identify the barriers you experience to accessing clinical supervision. Click all that apply:
Answers: 1. Financial barriers 2. Not enough time 3. Access to professionals in my region 4. I do not experience barriers 5. Other:__________________________
10)  Do you or have you ever worked as a counsellor in a rural, remote, or northern context?

For the purposes of this study, rural is defined as Rural or Small Town (du Plessis, Beshiri, Bollman & Clemenson, 2001):  a community outside the commuting zone of larger urban centers of 10, 000 or more. 

For the purposes of this study rural is being defined as communities are those without year-round road access, or which rely on a third party (e.g. train, airplane, ferry) for transportation to a larger center (Minister of Health and Long-term Care, 2011).

Because personal, social and cultural determinants factor so heavily into the definition of ‘northern’ (Kassam, 2001) potential participants are being asked to self-identity as northern, should they feel that this word accurately captures the context in which they are working. This may or may not be informed by whether or not your particular community falls within a healthcare jurisdiction that their provincial government has identified as being distinctly ‘northern’.

Answers: 1. Yes 2. No
If No, survey ends.
Answers: 
If yes, continue to next question.
11) Have you experienced compassion fatigue ? 
For the purposes of this study Compassion Fatigue, as coined by Charles Figley (1995a), is being defined as a concept that refers to the emotional and physical exhaustion that can affect helping professionals and caregivers over time. It has been associated with a gradual desensitization to patient stories, a decrease in quality care for patients and clients (sometimes described as “poor bedside manners”), an increase in clinical errors, higher rates of depression and anxiety disorders among helpers, and rising rates of stress leave and degradation in workplace climate. Helping professionals have also found that their empathy and ability to connect with their loved ones and friends is impacted by compassion fatigue. In turn, this can lead to increased rates of stress in the household, divorce, and social isolation. The most insidious aspect of compassion fatigue is that it attacks the very core of what brings helpers into this work: their empathy and compassion for others. (136)
Compassion fatigue has similarly been described as “a deep physical, emotional, and spiritual exhaustion accompanied by acute emotional pain—a possible consequence of counselors’ awareness of the suffering of clients coupled with the wish to relieve it” (Merriman, 2015, p. 372).   
If No, survey ends.
If yes, continue to next question:
12) Are you willing to participate in a follow-up interview?  This would be held by video- conference and the results will be kept confidential. 
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1. What are some of the benefits of working in a rural, remote, or northern community?
2. Please describe some of the challenges you have experienced as a certified counsellor working in a rural, remote, or northern context.  
3. Tell me about your experiences in receiving clinical supervision while working in a rural, remote, or northern community. 
4. Sometimes also referred to as “vicarious traumatization” or secondary traumatization, Figley (1995a) suggests that compassion fatigue occurs as the consequence of emotional residue or strain of exposure to working with those suffering from consequences or traumatic events. It differs from burn-out but can co-exist. Compassion fatigue can occur due to exposure on a one case or it can be due to a “cumulative” level of trauma. Please describe any experiences you have had with compassion fatigue while working in a rural context. 
5. What strategies have you found to be effective in preventing or minimizing compassion fatigue? Please describe.
6. Clinical supervision is significantly associated with greater feelings of competence and successful achievement at work (Hayden et el., 2015; Lenz & Smith, 2010) and as a way to address compassion fatigue. Those counsellors living in rural, remote, or northern communities often lack access to clinical supervision. What could you foresee as being among the possible benefits and/or challenges of video-conferencing clinical supervision for rural counsellors in Canada?

7. Reflective exercises such as arts-based exercises, journaling, creative writing have been used in clinical supervision to enhance wellness. Please describe any such exercises you have used in clinical supervision. 
8. Video-conferencing technology, like the technology we are using right now, has been used to support counsellors in rural, northern and remote communities. Please describe your experiences using this method of clinical supervision.
9. If you have not used video-conferencing for supervision, please imagine how you could see it being helpful to your practise, specifically, in mitigating compassion fatigue. 
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