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Abstract
In the wake of the COVID- 19 pandemic, little is known about 
how university training programs transitioned to teletherapy. 
This study describes the transition of two university marriage 
and family therapy (i.e., master's and doctoral) training clinics 
to teletherapy and presents preliminary analyses of the types of 
clients and cases that converted to teletherapy. A series of chi- 
square analyses, a t- test, a logistic regression model, and a mul-
tiple linear regression model were employed. Four key findings 
emerged: (1) most cases converted to teletherapy; (2) Hispanic 
ethnicity was the only demographic characteristic to significantly 
predict conversion to teletherapy; (3) individual cases were sig-
nificantly more likely to convert to teletherapy than relational 
cases; and (4) the number of prior in- person sessions attended 
significantly predicted conversion to teletherapy. Teletherapy 
conversion implications are discussed across four systemic lev-
els: client, student trainee, supervision, and larger systems.
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In March of 2020, the World Health Organization (WHO) officially characterized the novel Coronavirus 
disease (COVID- 19) as a global pandemic (World Health Organization, 2020a). By February of 2021, 
the United States accounted for approximately 25% of confirmed cases and 20% of deaths worldwide 
(World Health Organization, 2020b). Efforts to contain the virus included testing and, most notably, 
stay- at- home orders (Centers for Disease Control, 2020). Over the span of 2 weeks in March of 2020, 
traditional, in- person methods of working, learning, and socializing changed dramatically. Businesses 
transitioned employees to work from home, schools converted curriculum to online learning, and a 
wide range of healthcare services moved online. In particular, mental health providers rapidly transi-
tioned from in- person mental health care to teletherapy.

Teletherapy refers to the use of technologies, particularly video conferencing, to remotely provide 
mental health care, including evaluations and medication management services and psychotherapy 
treatment (Whaibeh et al., 2020). Teletherapy has demonstrated success across various clinical settings, 
presentations, and populations (Shore, 2013; Whaibeh et al., 2020). However, before the COVID- 19 
pandemic, Marriage and Family Therapists (MFTs) reported a hesitancy to embrace teletherapy due to 
concerns around confidentiality, training, risky clinical situations, licensing and liability, and impact 
on the therapeutic relationship (Hertlein et al., 2015). Yet, circumstances of the COVID- 19 pandemic 
dictated that MFTs swiftly transition to teletherapy in order to provide continuity of care. While much 
is still unknown about the trajectory of COVID- 19, teletherapy will likely remain the primary vehicle 
of treatment delivery for some time. Best practices for client care and supervision are in dire need now 
that the initial transition to teletherapy has passed, and we settle into long- term teletherapy practices. 
Additionally, MFT training programs need guidance on converting to teletherapy in a way that suffi-
ciently addresses the needs of clients, student trainees (hereafter referred to as trainees), supervisors, 
and university and larger systems alike.

Although conceptual papers have begun to emerge on these topics (see Burgoyne & Cohn, 2020; 
Sahebi, 2020), the empirical literature has yet to describe the impact of transitioning to teletherapy 
across the many systems involved in treatment delivery and has not yet used data to describe the types 
of clients and cases that converted to teletherapy in the midst of COVID- 19. This study fills a gap 
in the literature by analyzing data from two university MFT training clinics to examine the types of 
clients and cases that converted to teletherapy during COVID- 19, as well as describe the impact of 
this transition on the many systems of mental health treatment delivery, from clients to trainees to 
supervisors to larger systems (e.g., university departments, licensing boards, program accreditation 
bodies, etc.)

LITERATURE REVIEW

In the past decade alone, the use and availability of telehealth (i.e., technology- based delivery of 
general healthcare) resources have increased exponentially (Armstrong et al., 2018). A study of a 
nationally representative consumer survey found that for mental and physical health services, live 
video communication rates rose from 6.6% to 21.6% between 2013 and 2016 (Park et al., 2018). 
Additionally, almost two- thirds of participants reported willingness to use video calling to discuss 
health concerns, especially those living in rural areas and those enrolled in Medicare (Park et al., 
2018). Teletherapy smartphone applications have become a popular way to address mental health 
concerns and management, including stress regulation, skills training, symptom management, and 
behavioral activation (Bush et al., 2019; Proudfoot et al., 2010). More than half of smartphone users 
in the United States reported downloading a mobile application for health- related purposes (Krebs & 
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Duncan, 2015). Increased availability and lower cost of teletherapy platforms have likely made the de-
livery of mental health interventions increasingly viable. In 2013, approximately 350,000 Americans 
used teletherapy services. By 2018, the number of Americans using teletherapy services increased to 
about 7,000,000 (Waldman et al., 2020), suggesting that teletherapy was a growing trend even before 
COVID- 19. Scholars estimate that the number of teletherapy interactions may exceed 1 billion by the 
end of 2020 (Coombs, 2020).

Teletherapy effectiveness

Teletherapy is associated with numerous benefits including time and cost efficiency, accessibility, 
particularly for rural and vulnerable populations, flexibility, increased ease in case management, and 
sustainability (Cunningham et al., 2013; Hull & Mahan, 2017; Shore et al., 2018; Wade et al., 2019). 
Teletherapy may also address barriers to therapy such as stigma, distance, scheduling, and childcare 
(Glynn et al., 2020; Wells et al., 2019). Synchronous teletherapy is an effective approach to provid-
ing services for a number of mental health challenges such as anxiety disorders, substance abuse 
disorders, post- traumatic stress disorder, and psychiatric hospitalizations, (Godleski et al., 2012; King 
et al., 2014; Rees & Maclaine, 2015; Spence et al., 2011) and can be as effective or more effective 
than in- person services in client engagement, satisfaction, and outcomes (Bashshur et al., 2016; Hilty 
et al., 2013; Neufeld et al., 2007; Ruskin et al., 2004).

Teletherapy has been effective in addressing anxiety, autism spectrum disorders, chronic pain, 
depression, eating disorders, post- traumatic stress disorder, substance use disorders, and pediatric 
traumatic brain injury (Boisvert et al., 2010; Bouchard et al., 2004; Godleski et al., 2012; Herbert 
et al., 2017; Hilty et al., 2013; King et al., 2014; Mitchell et al., 2008; Rees & Maclaine, 2015; 
Sánchez- Ortiz et al., 2011; Wade et al., 2019). Factors contributing to clients’ willingness to engage in 
teletherapy include familiarity with teletherapy applications, perceiving teletherapy as beneficial, and 
lack of barriers (e.g., transportation, provider availability) to receiving teletherapy services (Gagnon 
et al., 2004). Females are more likely to use teletherapy and be satisfied with services (Gagnon et al., 
2004; Polinski et al., 2016). Studies involving teletherapy services with veterans suggest that age, sex, 
race, and disability are not predictive of treatment outcomes (Gros et al., 2011) and that teletherapy 
may be a suitable approach across the lifespan (Price & Gros, 2014).

Teletherapy in MFT

As a field, MFT has fallen behind other mental health disciplines (Caldwell et al., 2017) in providing 
adequate teletherapy training (Pickens et al., 2020). This may be, in part, due to MFTs discomfort in 
providing teletherapy because of training gaps, concerns related to ensuring confidentiality, manag-
ing risk and crises from a distance, maintaining the therapeutic relationship, and adhering to licensure 
regulations (Hertlein et al., 2015). The majority of licensed MFTs report high levels of discomfort 
in providing therapy exclusively online but report feeling more comfortable in providing treatment 
online if it is a supplement to in- person therapy or if the client would not otherwise have access to 
services (Hertlein et al., 2015). MFTs face unique challenges in doing relational work via teletherapy 
(Lebow, 2020). Some challenges are logistical, such as fitting all family members on screen and 
finding adequate space for all family members involved (Wrape & McGinn, 2019). Special consid-
erations must be taken with relational teletherapy, including determining which subsystems in the 
home should participate in therapy, managing partner or family member escalation, and additional 
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creativity and coordination with caregivers when working with young children (Burgoyne & Cohn, 
2020). Other concerns, more therapeutic in nature, are the therapist's ability to use their physical 
presence as an intervention, especially in cases of conflict, and the ability to pick up on non- verbal 
interactions between family members, as well as ensuring confidentiality when screening for intimate 
partner violence (Wrape & McGinn, 2019).

In addition to challenges associated with online relational work, there is also a lack of available 
teletherapy training. Although the American Association for Marriage and Family Therapy added 
technology- assisted professional services to its code of ethics in 2015 (American Association for 
Marriage & Family Therapy, 2015), the Commission on Accreditation for Marriage and Family 
Therapy Education (COAMFTE) does not prioritize core competencies in teletherapy and may im-
pede trainees’ ability to count teletherapy hours due to requirements that trainees be in the same loca-
tion as their clients (Commission on Accreditation for Marriage & Family Therapy Education, 2017; 
Pickens et al., 2020). In one study, only half of faculty members in COAMFTE accredited MFT pro-
grams reported including any type of teletherapy curriculum in their courses (mostly concerning laws 
and ethics), though most reported believing teletherapy training should have a place in the curriculum 
(Pickens et al., 2020). Even in training clinics that provide teletherapy training, the percentage of cli-
ents engaged in teletherapy services was extremely low prior to the COVID- 19 pandemic (Burgoyne 
& Cohn, 2020).

Teletherapy in MFT training clinics

As the COVID- 19 pandemic worsened, MFT training programs were tasked with the ethical dilemma 
of ensuring continuity of client care while addressing mounting concerns related to the spread of the 
virus. Some programs rapidly transitioned from in- person to online services. This may have required 
administrators to effectuate unanticipated systemic modifications related to client intake processes, 
documentation, billing, and supervision (Scharff et al., 2020). Teletherapy, particularly in training 
settings, has implications that span multiple systems. Currently, most of the literature on teletherapy 
addresses systems involving clients and licensed clinicians (e.g., Godleski et al., 2012; Herbert et al., 
2017; Hertlein et al., 2015; Hilty et al., 2013). In training settings, however, clinical training, supervi-
sion, and other larger systems (e.g., university and departmental policies) must also be considered. 
At present, research addressing the latter three systems is scarce, with the most attention dedicated to 
online supervision (e.g., Jordan & Shearer, 2019; Twist et al., 2016). For many supervisors, the transi-
tion to online supervision was unanticipated and required rapid adaptation to structural changes while 
still attending to trainees’ needs (Sahebi, 2020). Supervisors are responsible for ensuring that clients 
receive competent and culturally informed services that address various intersectionalities, with the 
addition of attending to the impact of COVID- 19. At the same time, supervisors must also attend to 
trainees’ intersectionalities and encourage their exploration of how the pandemic may be affecting not 
only their therapeutic work, but their own anxieties (Sahebi, 2020).

Although studies have been conducted on MFTs providing teletherapy services in healthcare set-
tings (Springer et al., 2020), the literature fails to adequately address MFTs providing services to 
clients in the context of their own homes, which many are now doing in light of the COVID- 19 pan-
demic. Consequences of such an unprecedented transition, especially for trainees, may include soften-
ing of boundaries between clients and clinicians, limited private space, decreased sense of control of 
the therapeutic space, altered therapeutic relationships, stressors related to technological difficulties 
and limitations, and difficulty interpreting limited nonverbal cues (Burgoyne & Cohn, 2020; Scharff 
et al., 2020).



324 |   MORGAN et Al.

Our transition to teletherapy

Together, the authors of this study represent master's and doctoral student trainees, clinic directors, 
program directors faculty, and supervisors from two COAMFTE accredited MFT training programs 
(i.e., master's and doctoral) at Virginia Tech. The master's program clinic, the Center for Family 
Services, is in the urban area of Northern Virginia. The doctoral program clinic, the Family Therapy 
Center, is in Southwest Virginia, a rural area in the Appalachian region. Although these clinics operate 
separately, there was collaboration and overlap in the steps taken to transition from in- person therapy 
to teletherapy. Once the severity of COVID- 19 became apparent, we conversed regarding ways to 
promote the safety of clients, trainees, and MFT supervisors from the spread of COVID- 19 while 
concurrently prioritizing continuity of care. Based on university, state, and federal guidelines we 
developed health and safety plans and acquired an online telehealth platform (i.e., Zoom) compliant 
with the Health Insurance Portability and Accountability Act (HIPAA).

Drafting our teletherapy policies and procedures was truly a collaborative effort among faculty, 
and further facilitated by the generosity of COAMFTE Program and Clinical Directors, who were 
willing to share their materials with other training programs and clinics. We provided trainees with 
in- depth training related to teletherapy service delivery and specific protocols for implementing tele-
phone sessions, video sessions, and clinical documentation. Clinic administrators, in consultation 
with the university legal counsel and other relevant units, created teletherapy consent documents and 
procedures. Supervision was initially conducted via case report or live supervision via Zoom, how-
ever, trainees were eventually able to record teletherapy sessions, which facilitated the process of 
asynchronous video supervision.

Present study

The context of MFT training clinics is unique, as multiple systems must be considered— from client to 
trainee to supervisor to the university administration to larger systems (e.g., licensing boards and  program 
accreditation bodies). Currently, the literature provides little guidance in adequately training MFT stu-
dents, conducting supervision, and interacting with larger systems in the transition to teletherapy. Using 
data from our two MFT training clinics, the purpose of this study was to provide a preliminary data 
analysis of client characteristics, group differences, and predictors of those who converted to teletherapy. 
We conclude with a discussion of important considerations for transitioning to teletherapy across four 
levels of an MFT training system: client care, student training, clinical supervision, and larger systems.

METHOD

This study represents an analysis of existing data collected from two university MFT training clinics 
(i.e., master's and doctoral). Our two training clinics are not co- located and represent distinct (i.e., 
urban and rural) demographic areas of the state.

Sample

Clients were invited to opt- in clinic data collection during intake procedures. Demographic data were 
collected pre- COVID at baseline (i.e., intake) between 2012 and 2020. Teletherapy conversion and the 



   | 325JOURNAL OF MARITAL AND FAMILY THERAPY

number of teletherapy sessions were measured between the date of teletherapy conversion (March 23, 
2020) and the start of data analysis (June 10, 2020). Only clients active prior to COVID were included. 
Participants were not compensated. Original clinical data collection (IRB 09- 727; IRB 18- 306) and 
analyses for this study (IRB 20- 501) were approved by the Virginia Tech Institutional Review Board. 
This study utilized a sample of 171 clients (n = 38 children and adolescents (0– 17 years); n = 129 
adults (18+); n = 4 did not provide age) comprising 101 distinct cases of individuals, couple, and 
family households who opted into the clinic data collection. The client sample characteristics are 
presented in Table 1 for the total sample, Falls Church and Blacksburg locations, and clients that did 
and did not convert to teletherapy. Table 2 presents the sample characteristics by case constellation of-
fering a comparison between individual and relational cases. Table 3 presents teletherapy conversion 
characteristics at both the client and case level.

Measures

Converted to teletherapy

Conversion to teletherapy was a dichotomized variable reflecting active clients (i.e., not in the process 
of terminating) who attended at least one teletherapy session (1) and clients who opted out of teleth-
erapy (0) after both MFT training clinics converted to teletherapy on March 22, 2020.

Engagement in teletherapy

The number of teletherapy sessions was used as a proxy for engagement in teletherapy. This variable 
represents sessions attended after the conversion to teletherapy on March 22, 2020 through June 10, 
2020, ranging from 0 to 19 sessions.

Case constellation

Case constellation was measured as individual (1), couple (2), and family (3). A dichotomized vari-
able was created that reflected whether the case was individual (0) or relational (1), which included 
both couple and family case constellations.

Engagement prior to teletherapy

The number of therapy sessions attended prior to the conversion to teletherapy in March 2020 was 
measured as a continuous variable, ranging from 1 to 235 sessions (M = 28.2, Mdn = 15.0, SD = 35.1).

Age

Clients were asked to provide their age in years.
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T A B L E  2  Client sample characteristics by case constellation (n = 171)

Individual case (n = 58) Relational case (n = 113)

n
Percent or 
mean SE or SD n

Percent or 
mean

SE or 
SD

No. of sessions pre- tele (1– 235) 39.16 49.91 22.55 22.50

No. of sessions post- tele (0– 19) 7.86 3.64 5.41 3.76

Age (3– 78) 35.11 16.20 29.27 16.56

Gender

Male 28 48.30 51 45.10

Female 30 51.70 61 54.00

Race

White 33 56.90 59 52.20

Black 3 5.20 8 7.10

Asian 8 13.80 7 6.20

Latino 3 5.20 7 6.20

Other 10 17.20 24 21.20

Ethnicity

Hispanic 10 17.20 27 23.90

Not Hispanic 47 81.00 79 69.90

Relationship status

Single 29 50.00 35 31.00

Partnered 10 17.20 15 13.30

Married 12 20.70 41 36.30

Separated 3 5.20 2 1.80

Divorced 3 5.20 10 8.80

Religion

Christian 19 32.80 27 23.90

Jewish 1 1.70 4 3.50

Muslim 1 1.70 5 4.40

Mormon 2 3.40 3 2.70

Buddhist 4 6.90 3 2.70

Hindu 0 0.00 1 0.90

No religious affiliation 18 31.00 32 28.30

Other 12 20.70 27 23.90

Income

Below $20,000 21 36.20 10 8.80

$20,000– $39,999 12 20.70 25 22.10

$40,000– $59,999 6 10.30 17 15.00

$60,000– $79,999 5 8.60 5 4.40

$80,000– $99,999 1 1.70 10 8.80

(Continues)
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Gender

Clients were asked to provide their gender. The response options were male (0), female (1), and trans- 
identified (2).

Race

Clients were asked to provide their race. The response options included White (1); Black or African 
American (2), American Indian, First Nation, or Alaska Native (3); Asian (4); Native Hawaiian or 
Pacific Islander (5); Middle Eastern or North African (6); Other (7); Mexican/Mexican American (8); 
Dominican Republic (9). A dichotomized variable was created that reflected whether the client identi-
fied as a person of color (0 = no, 1 = yes).

Individual case (n = 58) Relational case (n = 113)

n
Percent or 
mean SE or SD n

Percent or 
mean

SE or 
SD

$100,000 and over 9 15.50 33 29.20

Education

Less than high school 4 6.90 29 25.70

High school 6 10.30 5 4.40

Some college 14 24.10 14 12.40

Bachelor's degree 22 37.90 27 23.90

Master's/prof. degree 4 6.90 18 15.90

Doctorate 3 5.20 9 8.00

TABLE 2 (Continued)

T A B L E  3  Conversion characteristics

Clients (n = 171) Cases (n = 101)

n % n %

Converted to telehealth 142 83.00 86 85.10

Campus

Blacksburg 45 75.00 27 73.00

Individual 17 37.80 17 63.00

Couple 12 26.70 6 22.20

Family 16 35.60 4 14.80

Falls Church 97 87.40 59 92.20

Individual 37 33.30 36 61.00

Couple 16 14.40 8 13.60

Family 58 52.30 15 25.40
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Ethnicity

Clients were asked if they identified as Hispanic (no = 0, yes = 1).

Education

Clients were asked to provide their highest level of attained education. The response options were: 
elementary school (0); some middle school (1); some high school (2); high school graduate (3); 
some college (4); trade school (5); associate's degree (6); bachelor's degree (7); master's/professional 
degree (8); doctorate/medical degree (9); other (10). A dichotomized variable was created that re-
flected whether the client had low educational attainment of a high school education or lower (0 = no, 
1 = yes).

Household income

Clients provided their gross household annual income. Response options were: below $20,000 (1); 
$20,000– $39,000 (2); $40,000– $59,000 (3); $60,000– $79,999 (4); $80,000– $99,000 (5); $100,000 
or over (6). A dichotomized variable was created to reflect if the household was at the poverty level 
(Department of Health & Human Services, 2020) of $20,000 or less (0 = no, 1 = yes).

Missing data

All variables had less than 11% missing data, with an average of 3% missing data across all variables. 
There was no systematic pattern of missingness. Missing data were addressed using listwise deletion. 
This approach is reasonable with sufficient sample sizes with adequate power where data are missing 
completely at random (Kang, 2013). Using a t- test and series of chi- squares, no significant differences 
were found between clients with and without missing data regarding age, gender, being a person of 
color, ethnicity, income, or education.

Analytic procedures

Analyses were performed in SPSS Statistics Version 26. First analyses were conducted on all clients 
included in the total sample (N = 171). Differences in age between clients that converted to teleth-
erapy and clients that did not convert were explored using a t- test. Differences in gender, being a 
person of color, Hispanic ethnicity, low education, and income between clients who converted and 
clients who did not convert were explored using a series of chi- square tests. Second, analyses were 
conducted by cases (N = 101 distinct households). Differences in household income were explored 
between cases that converted to teletherapy and cases that did not convert using a chi- square test. 
Differences in case constellation (i.e., individual vs. relational cases) were explored between cases 
that converted and cases that did not convert using a chi- square test. Third, a logistic regression model 
was used to examine contributing factors to conversion to teletherapy including the number of in- 
person therapy sessions attended prior to teletherapy, case constellation, and Hispanic ethnicity. The 
contributing factors included in the model were selected based on earlier analyses, which suggested 
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they may be associated with conversion to teletherapy. Fourth, a multiple linear regression model 
was used to examine contributing factors to engagement in teletherapy also including the number of 
in- person therapy sessions attended prior to teletherapy, case constellation, and Hispanic ethnicity. 
With a sample size of 171 clients and 101 household cases, the sample was sufficient in size to detect 
a medium size effect at the p < .05 value (Cohen, 1992).

RESULTS

Conversion to teletherapy

Most clients (n = 142, 83.0%) converted to teletherapy including 87.4% of clients (n = 97) in Falls 
Church and 75.0% (n = 45) in Blacksburg (Table 3). The t- test revealed that age did not signifi-
cantly differ for clients that converted to teletherapy (M = 32.56, SD = 16.58) than clients that did 
not convert (M = 27.59, SD = 16.19) (t(165) = −1.474, p =  .740). Chi- square tests revealed the 
relationship between conversion to teletherapy and the following demographic characteristics were 
not statistically significant: gender (χ2[5] (1, n = 170) = 2.08, p =  .150), being a person of color  
(χ2(1, n = 171) = 3.23, p = .072), poverty (χ2(1, n = 171) = 2.97, p = .085), low educational attain-
ment (χ2(1, n = 171) = 0.06, p = .802), and household poverty status (χ2(1, n = 101) = 1.23, p = .267). 
However, the chi- square test results indicated that the relationship between Hispanic ethnicity and 
conversion to teletherapy was statistically significant (χ2(1, n = 163) = 6.66, p = .010), with clients of 
Hispanic ethnicity being more likely to convert to teletherapy than clients of non- Hispanic ethnicity. 
The chi- square test results also revealed that the relationship between case constellation and conver-
sion to teletherapy was statistically significant (χ2(1, n = 101) = 4.18, p = .042), with individual cases 
more likely to convert to teletherapy than relational cases. The logistic regression model was statisti-
cally significant, χ2 = 18.03, df = 3, n = 163, p < .001 (Table 4). The number of sessions attended 
prior to the conversion to teletherapy was not statistically significant. Case constellation significantly 
predicted conversion to teletherapy (b = −1.376, p < .05); clients in individual therapy were more 
likely to convert to teletherapy. Hispanic ethnicity also significantly predicted conversion to teleth-
erapy (b = 2.425, p < .05); Hispanic clients were more likely to convert to teletherapy.

Engagement in teletherapy

The clients that converted to teletherapy (n  =  142) attended a mean average of 7.32 sessions 
(SD = 3.14, range 1– 19) post conversion to teletherapy. A multiple linear regression was calculated 
to predict greater levels of engagement in teletherapy based on the number of sessions attended prior 

T A B L E  4  Logistic regression of factors associated with conversion to teletherapy (n = 163)

Contributing factor B SE B
Odds 
ratio

Number of sessions prior to teletherapy 0.010 0.010 1.010

Relational case constellation −1.376* 0.580 0.253

Ethnicity 2.425* 1.044 11.297

Constant −0.328 1.218 0.720

*p < .05. 
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to teletherapy, case constellation, and Hispanic ethnicity (Table 5). A significant regression equation 
was found (F(3,157) = 8.662, p < .001), with an R2 of .128. Both greater number of sessions attended 
prior to teletherapy (β = .019, p < .05) and individual case constellation (β = −2.343, p < .001) were 
significant predictors of higher levels of engagement in teletherapy.

DISCUSSION

As technology continues to play a more significant role in healthcare, research is needed to improve 
experiences and outcomes of teletherapy. The purpose of this study was to provide a preliminary 
analysis of clients and cases who converted to teletherapy. In the discussion that follows, we interpret 
our findings and situate them within our own transition to teletherapy in two MFT training settings 
(i.e., master's and doctoral) at Virginia Tech. The transition to teletherapy in our training clinics had 
implications across four systems (i.e., clients, trainees, supervision, and larger systems). As such, we 
begin with the most proximal (i.e., clients), in which we discuss empirical findings, followed by a 
conceptual discussion of other systems. This study is among the first to provide an important illustra-
tion of the transition to teletherapy in MFT training settings.

Clients

Four key findings emerged from the results of this study. First, most clients (i.e., 83%) converted to 
teletherapy. This number is much higher than rates documented in the literature of people willing to 
engage in teletherapy (i.e., two- thirds; Park et al., 2018). A higher conversion rate may be explained 
by the fact that teletherapy was the only choice for therapy in the context of the pandemic. In non- 
pandemic circumstances, clients usually have the choice between in- person therapy and teletherapy. 
These findings raise the possibility that clients may be more open to teletherapy when in- person 
therapy is no longer an option, which was also anecdotally congruent with feedback from our trainees.

Second, our findings revealed that ethnicity significantly predicted conversion to teletherapy in 
that Hispanic ethnicity clients were more likely to convert than non- Hispanic ethnicity clients. This 
finding is likely explained by the fact that the master's training clinic, which had the vast majority (i.e., 
92%) of the Hispanic clients, has Spanish- speaking therapists; a scarce resource in the community 
and, therefore, one that clients would likely be reluctant to relinquish. The remaining demographic 
characteristics such as age, gender, being a person of color, education, and household income did not 
meaningfully predict conversion to teletherapy. Although findings are mixed on which demographics 

T A B L E  5  Multiple linear regression analysis of factors associated with teletherapy engagement (n = 142)

B SE B β

Number of sessions prior to teletherapy 0.019 0.008 .179*

Relational case constellation −2.343 0.620 −.289***

Ethnicity 1.149 0.688 .125

R2 0.144

F 8.662***

*p < .05. 

***p < .001. 
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predict conversion to teletherapy (Gros et al., 2011), research suggests that some demographic charac-
teristics (e.g., gender) may predict teletherapy engagement (Gagnon et al., 2004; Polinski et al., 2016). 
Our findings indicated that all demographic characteristics, except ethnicity, did not predict conver-
sion to teletherapy. In this way, demographic characteristics may predict teletherapy engagement in 
“normal” circumstances but may have less predictive power when in- person therapy is no longer an 
option.

Third, individual cases were significantly more likely to convert to teletherapy than relational 
cases. We theorize that while existing relational stress was, and continues to be, intensified by circum-
stances of the COVID- 19 pandemic, the field of MFT has room to grow in terms of understanding 
how to engage families in family therapy via teletherapy. Couples and families may be experiencing 
distress related to the virus itself, loss of loved ones impacted by the virus, unemployment and/or eco-
nomic stress, caregiving responsibilities, children's remote learning, and exacerbated distressing rela-
tional dynamics (Lebow, 2020), indicating an increased need for relational therapy. Individual cases 
converting to teletherapy at a higher rate may be among the most important findings of this study, 
as it underscores the importance of advancing the quality of relational teletherapy. Furthermore, this 
finding offers an intriguing area for further research: how does buy- in to (tele) therapy change based 
on individual or relational constellations? It may be that individual therapy is easier to prioritize, as it 
is one's own mental health, whereas family therapy may be more about the collective.

Finally, a greater number of sessions attended in- person prior to teletherapy were associated with 
higher levels of engagement in teletherapy. In addition, individual case constellation was associated 
with higher levels of engagement in teletherapy. These clients may have had greater rapport with their 
therapist, and possibly higher commitment to continuing in therapy. The number of sessions predict-
ing teletherapy conversion and engagement is consistent with clinical literature suggesting that the 
therapeutic alliance, developed by working together over time, is a salient characteristic of treatment 
engagement and sustaining clinical change (Wampold, 2015). And, for individual cases, it may be that 
continuing in individual therapy reflects prioritizing individual mental health and possibly the ease of 
attending by oneself.

Student trainees

From a student perspective (third and seventh authors), the transition to teletherapy was simultane-
ously rapid and slow. Policies changed and adapted constantly. At the same time, the actual seeing of 
clients was at a standstill as clinic administrators, students, and clients attempted to determine how 
best to move forward in a way that would meet everyone's needs. Clinic- wide meetings were held to 
address concerns and to train students (e.g., maintaining client privacy and managing risk), on the 
HIPAA- compliant Zoom platform, and accessing the university virtual private network to complete 
documentation.

At the master's level, one of the biggest student concerns, especially for those who intended to 
graduate in May 2020, was acquiring enough hours to graduate and if hours obtained via teletherapy 
would satisfy COAMFTE requirements. Teaming hours (i.e., clinical hours obtained by observing 
other trainees’ cases) were also halted, further reducing opportunities for trainees to obtain clinical 
hours. Supervision also changed drastically. While the supervisor could join a live Zoom call, super-
visors were no longer available onsite for in vivo consultation. If there were risk concerns or crises, 
supervisors were not immediately available and had to be contacted via phone. This left students with 
feelings of uncertainty, as they did not have the same safety net they had in the clinic. At the doctoral 
level, one unique aspect of the transition to teletherapy was that students were allowed to conduct 
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phone sessions before they were permitted to conduct video sessions in order to prioritize continuity 
of care while technological procedures were determined. In some ways, the phone sessions made the 
transition more difficult for the trainees because of the need to adapt their therapeutic style twice (i.e., 
phone and video).

Supervision was helpful during the transition to teletherapy because of the necessity to communi-
cate the constant changes that were occurring on the administrative level. Additionally, trainees expe-
rienced the clients as helpful with the transition by being understanding and open to trying teletherapy. 
Overall, clients were flexible in adjusting to multiple policy changes, and were creative in managing 
complications related to privacy and technological issues. One challenging aspect was not feeling in 
control of the therapeutic space. Students were unable to use their physical presence to interrupt con-
flict, help de- escalate clients, or utilize an experiential intervention. At times, it was difficult to have 
all family members on the screen at the same time. Therapists had to choose between asking family 
members to use different screens or asking the family to focus the camera on the person speaking. 
Missing nonverbal interaction patterns was a common concern when therapists were unable to see the 
entire family on the screen. For family cases with children, we found it difficult to engage younger 
children throughout the session. Group supervision was particularly helpful as students could share 
their successful experiences and creative solutions and offer empathic support for the difficulties they 
were facing.

Supervision

Supervision changed substantially in light of the shift to teletherapy during COVID- 19. There were 
two main supervisory considerations to address. First, we developed training tools (including a guide 
available in Appendix S1) offering students structuring techniques and language to carry out their 
first teletherapy sessions (practical training). Second, we worked with students to creatively manage 
challenges related to starting or continuing therapy using a teletherapy platform. We also addressed 
trainees’ ambivalence about using these platforms and helped them brainstorm how to hone their ap-
proaches in this new format. Although some students and clients naturally shifted into the teletherapy 
experience, others struggled to adjust or felt the loss of an in- person connection. This process mirrored 
the supervisory experience. As supervisors, we had to adjust to using Zoom to deliver feedback. We 
saw this as an opportunity for noticing isomorphic processes between ourselves and our supervisees.

Practical training

We created a written guide to support trainees in transitioning their clients to teletherapy in a way that 
instilled hope, built up trainee confidence in the new system, and promoted structure. We oriented 
our guide around the following items: welcoming the client, consenting for teletherapy, setting a 
precedent for assessing safety and confidentiality, addressing privacy issues, considering clients’ past 
experiences with web- conferencing systems, and discussing potential communication disruptions. We 
then had a teletherapy transition workshop where we reviewed the guide. Supervisors intentionally 
role- played a client who was worried about confidentiality. The faculty member demonstrated how to 
use therapeutic techniques to address the clients’ concerns and build a working teletherapy relation-
ship. Students reported that the role- play was particularly helpful for adopting the recommendations 
into their practice.
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Client and student trainee challenges

During and after the initial transition period, which primarily focused on administrative and tech-
nological issues, clients and trainees began to recognize ways in which teletherapy was lacking or 
challenging. We found that there were two primary reasons trainees brought teletherapy concerns 
to supervision. First, some struggled to work with clients who rejected teletherapy. Typically, these 
clients were concerned about privacy and confidentiality. Second, trainees observed their clients’ 
challenges associated with getting the whole family to engage in therapy over remote platforms. In ad-
dressing these two issues, supervisors aimed to generate possibilities with their trainees. Specifically, 
what is the “middle ground” between rejecting teletherapy altogether and doing sessions remotely 
(e.g., code words for stopping the session, phone sessions)? When concerns were not mitigated, su-
pervisors encouraged trainees to help clients weigh the potential risks of privacy with the benefits of 
therapy.

Use of isomorphism

The challenges experienced as a result of COVID- 19, and the sudden shift to telehealth, were over-
whelming. As a program, we aimed to remain motivated by focusing on our communities of interest 
in this critical time of need. After the shift to telehealth, we were faced with finding new ways to sup-
port and respond to each other remotely. Trainees often brought up worries about the effectiveness of 
their work. Trainees reflected on the difficulties associated with their personal styles on a webcam. 
Some were also concerned about not picking up on the emotional nuances expressed in session. As 
supervisors, we validated these concerns, recognizing that the shift to teletherapy was new and sud-
den. We also noted that we, as supervisors, were experiencing some of the same concerns about our 
telesupervision. In our experiences conducting supervision, we saw moments of mis- attunement and 
disconnection arise, requiring us to readjust our ways of responding in this new medium. With this 
awareness, we helped our supervisees recognize how adapting to a new medium provides us with 
new opportunities. Specifically, we asked supervisees to “get curious” during the times when they 
felt disconnected or mis- attuned. For example, one supervisee noticed that her client kept looking off 
to the side whenever the supervisee asked her questions about her feelings. The supervisee discussed 
this observation and was concerned about the client “opening up” over Zoom. We encouraged the su-
pervisee to ask about this clients’ tendency. We learned that the client was looking toward a picture of 
her mother who had passed away the previous year. The trainee was then able to explore the times in 
session when the client “looked to her mother,” which further yielded fruitful clinical conversations. 
As supervisors, we recognized that the more we adapted our styles to meet the current situation, the 
more we demonstrated engagement, support, and attunement in our tele- supervisions. This way of 
modeling adaptive engagement helped our supervisees believe in their own capacity to do the same 
with their clients.

Larger systems considerations

The transition to teletherapy yielded several larger systems considerations that influenced our 
decision- making: MFT program faculty and staff, university administration (department, college, and 
university levels), the state licensing board, and COAMFTE. In some cases, these considerations 
facilitated the transition to teletherapy, and in others they created barriers or slowed the transition 
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process. Occasionally, the larger systems requirements did not align with each other or with the 
smaller systems (clients, students, supervisors), which created additional complexity and required ad-
vocacy on behalf of the MFT programs, our trainees, and clients. Throughout this process, we learned 
several lessons that will inform our work in the future.

First, in terms of our university, we collaborated and consulted with multiple units including our 
home department, data privacy and security, university legal counsel, emergency management, envi-
ronmental health and safety, and information technology. This was to ensure that we were following 
university guidelines related to preserving the health and safety of faculty, staff, students, and cli-
ents. It also helped us determine how to best proceed with offering teletherapy services (e.g., get-
ting HIPAA compliant Zoom for teletherapy sessions and supervision, determining options related 
to conducting live or video- supervision, handling client billing, etc.) and ensured that our teletherapy 
policies and procedures aligned with legal, ethical, and data privacy and security requirements. We 
found that “joining forces” with other clinical training programs and the campus counseling center 
allowed us to speak with one voice about our common needs (e.g., video and/or live supervision, etc.) 
and professional standards. Having this type of “critical mass” expedited many processes and even 
helped the university create some standard technology policies across units. When challenges arose, 
it was typically when our university partners did not understand elements of clinical work or clinical 
training, such as the need for supervision. Generally, these issues were resolved with education and a 
collaborative spirit of mutual and creative problem solving.

Another important larger system to consider was the licensure board within our jurisdiction. 
Specifically, we needed to determine whether our students could practice teletherapy and receive 
technology- assisted supervision, and whether teletherapy services could be offered across state lines. 
We also needed to consider the long- term impact of what we were offering in terms of our students’ 
ability to be eligible for licensure as MFTs. We regularly consulted with the licensure board for up-
dates and used this information to develop our policies and procedures, in consultation with other 
university units (e.g., university legal counsel, data privacy, and protection). A closely related system 
that required attention was COAMFTE. Per COAMFTE guidance, the master's and doctoral program 
each submitted a contingency/emergency plan for how they would continue to meet the accredita-
tion standards and students’ training needs. These plans were in addition to plans required by our 
home department and other university units. Overall, these plans required aligning sometimes contra-
dictory information from the COAMFTE, the licensure board, and our home department/university. 
Ultimately, our goal was to ensure our students’ ability to graduate on time and eventually obtain 
licensure. In the end, flexibility offered by the COAMFTE regarding clinical hours was helpful and 
aligned well with the flexibility offered by our licensure board.

Implications for teletherapy in MFT training settings

As we reflect on our transition to teletherapy over the past months, we have identified many les-
sons learned. In this article, we presented findings from our transition to teletherapy that suggest a 
few important implications for MFT training settings transitioning to teletherapy. First, we were not 
surprised that offering practical training guides supported trainees’ confidence. Trainees recognized 
how their proactive and structured stance during the transitional session could serve to support their 
re- joining with clients remotely. Second, we encouraged trainees to embrace ongoing adaptations and 
look for possibilities, instead of restrictions, in their use of teletherapy. When clients struggled with 
transitioning to teletherapy, we developed creative strategies for supervisees to discuss with their 
clients. Third, we reframed clinical challenges or setbacks in the context of our current circumstances 
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and encouraged everyone to “give themselves grace.” Finally, we challenged ourselves to recognize 
how faculty and supervisors’ teletherapy transition might be creating isomorphic patterns in our train-
ees’ work with clients. This required us to be transparent about our own struggles (e.g., zoom burnout, 
mis- attunements, joining difficulties) with our trainees and model how we are adapting to meet these 
challenges.

In addition to the above clinical and training- related implications we also recommend considering 
the transition to teletherapy in a systemic manner. Every decision made in the transition to teletherapy 
required considerations across multiple systems. In navigating these multiple systems, all at the same 
time, we primarily learned the importance of advocating for the short-  and long- term needs of our 
trainees and clients, especially in cases where understanding of standards for clinical care and clinical 
training was more limited. We also were reminded of the importance of forging strong relationships 
with larger systems including key university partners and COAMFTE, as this helped mitigate many of 
the barriers we encountered in the process of transitioning to teletherapy. Finally, keeping the welfare 
of our students and clients at the front of all decision making provided a sense of clarity about our 
goals and desired outcomes.

Based on our empirical findings, another significant implication is the importance of MFTs as 
relational teletherapy providers, especially those who are Spanish speaking. Pre- pandemic literature 
would predict lower rates (i.e., two- thirds; Park et al., 2018) of teletherapy engagement while this 
study found most clients (83.0%) and cases (85.0%) converted. Most notably, individual cases and 
Hispanic clients were more likely to convert to teletherapy. These findings underscore the importance 
of our field attending to the provision of quality relational teletherapy, especially for Hispanic clients, 
as well as the need for rigorous teletherapy training and best practice guidelines. In this way, MFTs 
may be uniquely situated to address a critical need for relational teletherapy both during and beyond 
the COVID- 19 pandemic.

Limitations and future research

Our findings are among the first to describe the conversion to teletherapy in MFT training settings. As 
such, these findings are an important first step in shaping our understanding of teletherapy and provide 
a glimpse into the types of clients and cases that converted to teletherapy in MFT training settings. 
However, our findings are limited to preliminary, cross- sectional data. With most cases converting 
to teletherapy, the number of cases in the non- conversion group may have been underpowered. An 
additional limitation at the case- level is that we were not able to capture if all family members con-
verted to teletherapy; rather, we only know if the overall case converted. There was also considerable 
variance in the pre- teletherapy clinical engagement variable (1– 235 sessions; M = 28.2, Mdn = 15.0, 
SD = 35.1). Although the median number of sessions prior to teletherapy was fifteen, there were some 
outliers due to a few longtime clients. The large variance within this variable may have impacted 
measurement and analysis. However, we also contend this is a strength of the study as the distribu-
tion of this variable in our analysis likely reflects the reality of many training clinics that have several 
longtime clients.

Furthermore, our data only measured conversion to teletherapy (yes or no) and basic tenets of 
clinical engagement (i.e., number of sessions). Additional research (e.g., longitudinal research, ran-
domized controlled trials) is needed to examine client engagement, retention and dropout, therapeutic 
outcomes, and if teletherapy produces similar outcomes to in- person therapy. Do certain relational 
treatment models translate better than others over teletherapy? How do we effectively address and 
treat violence or escalation when we are not physically in the same room? Future research should 
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address these questions and examine how to effectively deliver relational therapy in virtual contexts. 
Additionally, we are constrained in our ability to compare these findings to pre- COVID- 19 telether-
apy research. We hypothesize that our findings are inextricably connected to characteristics of the 
pandemic. Future research should continue to examine teletherapy, broadly, as well as the specific cir-
cumstances that predict teletherapy engagement. Finally, our findings indicated that individual cases 
were more likely to convert to teletherapy, and it is unclear how to best serve couples and families in 
teletherapy. In “normal” circumstances, relational therapists usually have little- to- no difficulty fitting 
couples and families in a therapy room. In remote contexts, it is challenging to determine how many 
people can fit on one screen and navigate the technical challenges that accompany these decisions 
(Lebow, 2020).

CONCLUSION

There is still much to learn about teletherapy ranging from client engagement, retention, and dropout, 
to best practices for clinically effective teletherapy, especially in relational contexts. This study is 
among the first to examine differences among clients and cases who converted to teletherapy across 
two MFT training clinics. We are encouraged that, despite the deeply troubling circumstances of the 
COVID- 19 pandemic, most clients and cases converted to teletherapy regardless of demographic 
characteristics. Perhaps most notably, individual cases converted at a significantly higher rate, indicat-
ing a dire need for MFTs to advance our understanding of how to best provide relational teletherapy 
services. Future research is needed to identify best practice and training guidelines as MFTs provide 
essential services, and particularly relational teletherapy, both during the COVID- 19 pandemic and 
beyond as we move toward the “new normal.”
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