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DEDICATION

“Caring for [yourself] is not self-indulgence, 
it is self-preservation, 

and that is an act of political warfare.”
—Audre (the) Lorde
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ABSTRACT

NADIA GLOVER BARNETT
THE RELATIONSHIP OF WELLNESS AND WELLNESS PRACTICES TO 
BURNOUT AMONG COUNSELORS AND COUNSELORS-IN-TRAINING 
Under the direction of Arthur J. Williams, Ph.D.

The purpose of this study is to first determine if a relationship exists between 

burnout and wellness among professional counselors, associate-level professional 

counselors, master’ s-level counselors, and counselors-in-training. The second purpose of 

this study is to explore the impact of wellness practices on burnout among the four 

counselor levels. Parametric statistical methods are used in this study to analyze data 

collected from the Five Factor Wellness Inventory and Maslach Burnout Inventory. This 

study bridges the gap in the counseling literature in regards to a counselor’s susceptibility 

to burnout, regardless of level of education or experience. The results of this study add to 

the professional counseling literature through the exploration of wellness, wellness 

practices, and burnout among professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training. This study emphasizes 

the importance of impairment prevention and resiliency education for all counselor 

levels.

xv



CHAPTER 1 

INTRODUCTION

Twelve years ago, the American Counseling Association (ACA) established a 

task force to address the issue of impaired counselors (Lawson & Venart, 2005). The task 

force was charged with developing a proposal, with options, to address the needs of 

impaired counselors (Lawson & Venart, 2005). The creation of this task force reflected a 

growing awareness of impairment in the counseling field and the ACA’s commitment to 

identifying and developing intervention strategies and resources to help impaired 

counselors (Lawson & Venart, 2005). The task force on impaired counselors completed 

an investigation that led to three broad avenues for addressing the needs of impaired 

counselors: (a) impairment prevention and resiliency education; (b) identifying resources, 

intervention, and treatment for counselors who are impaired; and (c) the importance of 

advocacy on the state and national levels addressing the risks of impairment and needs of 

impaired counselors (Lawson & Venart, 2005). Impairment prevention and resiliency 

education are the primary focuses of this research study.

The role of a professional counselor, outside that of providing therapy, may 

include a variety of job stressors, such as heavy caseloads, demands for short-term 

therapy, financial constraints, and managed-care limitations (Baggs, Kim, Lee, Mixon, 

Park, & Puig, 2012). Past research reveals that symptoms of psychological distress are 

elevated in workers who report high job demands, low job control, or insufficient work 

social support (Caspi, Danese, Melchoir, Milne, Moffitt, & Poulton, 2007). High job 

demands can include insufficient time to complete the work at hand, a high volume of
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work productivity, and conflicting demands placed on the worker such as balancing 

workload and client case situations (Finch, Kovess, Rios-Seidel, & Wilhelm, 2004). In 

addition to the requirements of the work setting, it has long been observed that the 

qualities that make counselors effective with their clients, such as empathy, compassion, 

and caring, may also leave counselors susceptible to negative outcomes like burnout 

(Amatea, Thompson, & Thompson, 2014).

Statement of the Problem

Counseling is a profession in which the counselor serves as the tool that assists in 

building the foundation for the counselor-client relationship that the client utilizes to 

reach his or her therapeutic goals (Hazier, Kottler, Lawson, & Venart, 2007). Counselors 

are taught to see the world through their clients’ eyes, to experience their clients’ feelings 

through empathy, and to connect to the pain that clients experience when vulnerable 

(Hazier et al., 2007). The characteristics of connection, commitment, and caring are 

among the greatest strengths counselors bring to developing relationships with their 

clients (Hazier et al., 2007). These are also the characteristics that make counselors most 

vulnerable (Hazier et al., 2007).

Counselors pay a price for their level of commitment to their professional 

responsibilities, which is reflected in the risks associated with the counselors’ 

professional quality of life. Professional quality of life has been defined as the quality of 

life one feels in relation to one’s work as a counselor, which workload and experience 

both influence (Durtschi, Johnson, & Macchi, 2014). Professional quality of life 

incorporates significant risks inherent in the interpersonal work that counselors do as well
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as the payoffs, such as compassion satisfaction, which is the pleasure one derives from 

being able to do one’s work well (Lawson & Myers, 2011). A major risk related to the 

career of a counselor is burnout.

Burnout

The workplace provides the optimal environment for bumout to flourish (Leiter & 

Maslach, 1997). Increasingly, organizations are placing economic values above employee 

values and ignoring or minimizing that which inspires workers to work hard (Leiter & 

Maslach, 1997). Leiter and Maslach (1997) convey that bumout is caused by the 

following work-related factors: (a) work overload, (b) lack of control in the workplace,

(c) insufficient reward system, (d) breakdown in the working community, (e) absence of 

workplace fairness, and (f) conflicting values between the organization and the individual 

worker. When the gap between people and the demands of their occupations becomes 

great, that gap commands a high human price (Leiter & Maslach, 1997). Maslach 

describes bumout as a syndrome of emotional exhaustion, depersonalization, and reduced 

personal accomplishment (Stewart, 2009). Bumout is a subtle process in which an 

individual is gradually caught in a state of mental fatigue and is completely emptied and 

drained of all energy (Stewart, 2009).

Counselor bumout can be expressed as the failure to perform clinical tasks 

appropriately due to personal discouragement, apathy toward symptomatic stress, and 

emotional and physical exhaustion (Baggs et al., 2012). A state of mental or physical 

depletion after a period of unrelieved job-related stress may also culminate in physical
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illness (Baggs et al., 2012). Bumout is both job-related and pervasive, affecting the 

individual in all-encompassing ways (Baggs et al., 2012).

Stories of loneliness, fear, rejection, harm, anger, and despair are all part of the 

normal landscape professional counselors traverse with their clients (Morgan, Morris, 

Morris, & Warren, 2010). To be physically, emotionally, and mentally present is never 

easy, and to be so every day in the work of counseling can be extraordinarily difficult 

(Morgan et al., 2010). The pain clients share can overwhelm a counselor’s ability to be 

fully present and compromise the client’s therapeutic experience itself as well as the 

counselor’s personal wellness (Morgan et al., 2010). It is an ethical and professional 

responsibility for counselors to engage in wellness practices, or self-care (Morgan et al., 

2010).

Characteristics of counselors that make them more predisposed to bumout are 

called high-touch hazards (Lawson & Venart, 2005, p. 244). These hazards include 

client-related deficits, organizational problems, and counselor-related concerns. The 

client-related and organizational deficits include (a) the nature of the clientele, (b) clients’ 

having unsolvable problems that must be solved, (c) clients that may not have the 

resources or skills to meet their goals, (d) the readiness gap between the client and the 

counselor, and (e) the nature of the workplace (Lawson & Venart, 2005). The counselor- 

related concerns include (a) the counselor’s inability to say no; (b) the constant empathy, 

interpersonal sensitivity, and one-way caring the counselor experiences; (c) the 

counselor’s elusive measures of success; (d) normative failures, in which treatment is 

unsuccessful for reasons beyond the counselor’s control; (e) the counselor’s inability to
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obtain quality supervision; (f) a lack of sufficient training, education, and experience; (g) 

current stressors and/or changes in the counselor’s life outside of work; (h) the natural 

coping style of the counselor; (i) a personal history of trauma; and (j) personal beliefs that 

may limit a counselor’s likelihood of seeking support (Lawson & Venart, 2005). These 

hazards challenge counselors’ personal wellness and highlight the need for supportive 

environments, ongoing assessment of wellness, and strategies for resilience (Lawson & 

Venart, 2005).

Counselor Impairment

Counselor impairment has consistently been found to reduce the quality of 

services a counselor provides (Lambie & Young, 2007). Counselor impairment affects 

the whole counselor physically, emotionally, cognitively, behaviorally, socially, and 

spiritually (Lambie & Young, 2007). Bumout is a bio-psychosocial syndrome of being 

overloaded (Baggs et al., 2012). The challenge for counselors becomes how to balance 

life problems, job-related self-efficacy, and the demands and limitations of one’s job 

requirements (Baggs et al., 2012). Self-efficacy is the belief in one’s ability to organize 

and carry out actions needed to produce desired results (Craig & Sprang, 2010).

Because of the potential interconnectedness between counselor wellness, bumout, 

and treatment effectiveness, the ACA’s Code of Ethics mandates that counselors remain 

aware of their own physical, psychological, and/or emotional troubles (AC A, 2014;

Baggs et al., 2012). Additionally, the ACA’s Code of Ethics requires counselors to 

refrain from offering therapeutic services when their own problems are likely to affect 

their clients’ treatment and to seek help in dealing with their problems as they arise
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(ACA, 2014; Baggs et al., 2012). After conducting a survey in 2004, the ACA created 

three ways to begin meeting the needs of impaired counselors: (a) implement educational 

programs targeting prevention and intervention, (b) provide impaired counselors with 

intervention and treatment options, and (c) advocate for ethical guidelines and ways to 

decrease the stigma associated with counselors’ seeking treatment for themselves (Baggs 

et al., 2012). The ACA began a campaign to help counselors and counselors-in-training to 

attend to issues of bumout and wellness within their individual professional development 

agendas (Baggs et al., 2012).

There is an inherent paradox or lack of accountability in how the ACA’s ethical 

codes place responsibility for self-monitoring in the hands of each individual counselor 

(Witmer & Young, 1996). Impairment implies that an individual is not making good 

decisions or has a diminished capacity to perform on the job (Witmer & Young, 1996). 

One could assume that the individual is also impaired in self-awareness and is not 

conscious of the problem(s) that family members or coworkers may be aware of (Witmer 

& Young, 1996). This assumption then places the responsibility for preventing 

impairment on those in the counselor’s community, including other professionals (ACA, 

2014; Witmer & Young, 1996). In fact, an ACA survey in 2010 found that 75.7% of 

counselors reported that impaired counselors are a significant threat to the profession, and 

63.5% of counselors reported knowing a colleague whom they would consider impaired 

(Baggs et al., 2012). Because counselors are reluctant to confront each other, professional 

organizations, state licensure boards, and counselor education programs should spend 

more time training counselors in viable methods for confronting and reporting peers
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(Witmer & Young, 1996). Impaired counselors are at a higher risk of substance and 

alcohol abuse-related disorders, depression, chronic fatigue, sleep-related disorders, and 

occupational attrition than non-impaired professionals (Lambie & Young, 2007). 

Awareness of signs of distress and seeking social support, mental health care, or other 

health services when needed are critical to a counselor’s level of wellness (Bamonti, 

Keelan, Larson, McNeil, Mentrikoski, Randall, & Travers, 2014).

Wellness

Founded in 1977, the National Wellness Institute, Inc. (NWI) was formed as a 

nonprofit organization promoting wellness globally (NWI, 2015). The NWI notes that 

there appears to be general agreement in research that wellness is (a) a conscious, self

directed, and evolving process of achieving full potential; (b) multidimensional and 

holistic, encompassing lifestyle, mental and spiritual well-being, and the environment; 

and (c) positive and affirming (NWI, 2015). The NWI (2015) defines wellness as an 

active process through which people become aware of and make choices toward a more 

successful existence. Wellness includes being (a) emotionally, mentally, and physically 

stable; (b) being self-aware of possible impairments and biases; and (c) being able to 

recognize stress and engage in appropriate coping methods (Myers, Trepal, & Wester, 

2009).

The NWI promotes a holistic model of wellness called the Six Dimensions of 

Wellness through which a person becomes aware of the interconnectedness of each 

dimension and how it contributes to healthy living (Hettler, 1976). The six dimensions 

are occupational, physical, social, intellectual, spiritual, and emotional wellness. The
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occupational dimension recognizes personal satisfaction and enrichment in one’s life 

through work; the physical component identifies a need for regular physical activity and 

encourages learning about diet and nutrition (Hettler, 1976). The social element 

encourages contributing to one’s environment and community, emphasizing 

interdependence between others and nature; the intellectual feature acknowledges one’s 

creativity and stimulating mental activities (Hettler, 1976). The spiritual aspect advocates 

the search for meaning and purpose in human existence; the emotional segment raises 

awareness and acceptance of one’s feelings and includes the degree to which one feels 

positive and enthusiastic about one’s self and life (Hettler, 1976). This holistic model 

explains (a) how a person contributes to his or her environment and community and how 

to build better living spaces and social networks; (b) the enrichment of life through work 

and its interconnectedness to living and playing; (c) the development of belief systems, 

values, and creating a worldview; (d) the benefits of regular physical activity, healthy 

eating habits, strength, and vitality as well as personal responsibility, self-care, and 

knowing when to seek medical attention; (e) self-esteem, self-control, and determination 

as a sense of direction; and (f) creative and stimulating mental activities and sharing 

one’s gifts with others (Hettler, 1976). Applying a wellness approach can be useful in 

nearly every human endeavor (NWI, 2015). As a pathway to optimal living, wellness is 

being applied to related fields, such as health promotion and holistic health, and has seen 

growth in some helping professions, including counseling and medical arts and practices 

(NWI, 2015).
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Researchers have depicted wellness as the ideal model for counseling and 

development and have further defined it as a way of living a fuller life oriented toward 

optimal health and well-being, which integrates the mind, body, and spirit (Baggs et al., 

2012). Well counselors are more likely to produce well clients, whereas an unwell or 

impaired counselor may do harm to a client (Myers et al., 2009). Wellness can include 

various components of self-care, including maintaining physical wellness and proper 

nutrition, managing stress effectively, and connecting to others and the environment 

(Baggs et al., 2012). Coping strategies that are focused on wellness promote resiliency in 

the counseling profession.

Wellness Practices

Possessing the skill of empathy is a prerequisite to being a competent counselor, 

as empathy is used as a means of increasing a counselor’s interpersonal effectiveness 

while enhancing outcomes for clients (Stebnicki, 2007). Empathy involves temporarily 

living in the client’s life, moving about in it delicately without making judgments 

(Stebnicki, 2007). The essence of counseling is consistently summoning the energy to 

engage with another human’s emotions while at the same time attempting to balance 

one’s own personal experiences and challenges outside of the job (Morgan et al., 2010). 

This level of engagement with clients, as with any stress of sufficient intensity, can have 

a negative impact on the human immune system and the quality of one’s life in general 

(Morgan et al., 2010). This focused, empathic response to client concerns is critical to 

effective client care but at the same time may act as an emotional drain on counselors 

who do not adequately attend to their own self-care (Morgan et al., 2010). Counselors in



10

all work settings are likely to encounter clients who have experienced some form of 

trauma or experience stressors resulting from their roles as counselors (Linton & 

O’Halloran, 2000). The wellness perspective encourages a balance in prevention and 

wellness practices; in addition, the wellness perspective guards against a self-care plan 

that is too dependent on one particular type of activity such as exercise (Linton & 

O’Halloran, 2000). For the purposes of this study, the term “wellness practices” will be 

used to encompass behaviors of self-care specific to wellness domains.

The experience of bumout can influence counselors’ opportunities for personal 

growth, professional development, and overall wellness (Stebnicki, 2007). Additionally, 

client connections impact the mental, physical, and spiritual wellness of a counselor, 

which in turn impact counselor-client interactions. It is important that counselors engage 

in holistic wellness practices in order to decrease the possibility of impairment and 

increase their overall wellness (Linton & O’Halloran, 2000).

Purpose of the Study

The purpose of this study is two-fold: first, to determine if a relationship exists 

between bumout and wellness among professional counselors, associate-level 

professional counselors, master’s-level counselors, and counselors-in-training. The 

second purpose of this study is to explore the impact of wellness practices on levels of 

bumout among the counselor levels. This study anticipates adding value to the literature 

in the counseling profession on the relationships among wellness, wellness practices and 

bumout. Additionally, this study may influence counselor education programs’ decisions
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to focus on the risks of bumout and preventative measures that may lower the risk of 

impairment of counselors-in-training.

Research Questions and Hypotheses 

The present study seeks to answer the following research questions regarding 

wellness, wellness practices, and bumout among professional counselors, associate-level 

professional counselors, master’s-level counselors, and counselors-in-training:

Question One: Is there a relationship between total wellness scores and total bumout 

scores among professional counselors, associate-level professional counselors, master’s- 

level counselors, and counselors-in-training?

Null Hypothesis One: There is no relationship between total wellness scores and total 

bumout scores among professional counselors, associate-level professional counselors, 

master’s-level counselors, and counselors-in-training.

Question Two: Is there a difference in total bumout scores and reported preferred 

wellness practices between professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training?

Null Hypothesis Two: There is no difference in total bumout scores and reported 

preferred wellness practices between professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training.

Question Three: Is there a difference in reported frequency of time spent practicing 

wellness and total bumout scores between professional counselors, associate-level 

professional counselors, master’s-level counselors, and counselors-in-training?
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Null Hypothesis Three: There is no difference in reported frequency of time spent 

practicing wellness and total bumout scores between professional counselors, associate- 

level professional counselors, master’s-level counselors, and counselors-in-training.

Significance of the Study

Emerging literature in the counseling field suggests that professional counselors, 

associate-level professional counselors, master’s-level counselors, and counselors-in- 

training all face challenges to optimal wellness (Lawson & Myers, 2011). Counselors 

may be more prone to mental and emotional illnesses than are members of the general 

population; thus there is a need to better understand the risk factors for impairment and 

the strategies for helping counselors become more resilient and more well (Lawson & 

Myers, 2011). Lawson and Myers (2011) note that resiliency in counselors is the 

cumulative effect of the counselors’ healthy decision-making. Strategies for helping 

counselors make healthy decisions may lead to means of enhancing both personal 

wellness and professional quality of life (Lawson & Myers, 2011).

Counselors who are unwell may not be able to offer the highest level of 

therapeutic services to their clients, whether the counselor is stressed, distressed, or 

impaired (Lawson, 2007). Additionally, unwell counselors will likely begin to experience 

a breakdown of their qualities of life in either their physical, social, emotional, or 

spiritual domains (Lawson, 2007). Two major variables related to counselor wellness and 

effectiveness includes the counselors’ subjective perceptions of their own wellness and 

manifestations of impairment, such as bumout (Lawson, 2007). Counselors experiencing 

bumout may acquire feelings of grief, loss, detachment, anxiety, or depression or feel like
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their therapeutic interactions with others have very little meaning or purpose in their 

clients’ overall lives (Stebnicki, 2007).

Counselors who take time to sustain professional and personal relationships in 

addition to demonstrating wellness practices may be less at risk of experiencing the 

negative effects of helping (Amatea et al., 2014). Wellness practices can include but are 

not limited to exercising, consuming healthy foods, being in nature, reading, gardening, 

listening to music, and talking with colleagues, family members, or friends (Amatea et 

al., 2014). Wellness practices could be closely related to the prevention of bumout 

(Amatea et al., 2014).

Definition of Terms

The following definitions are provided to ensure uniformity and understanding of 

these terms throughout the study. The researcher developed all definitions not 

accompanied by a citation.

Associate-Level Professional Counselor: An individual in the United States who 

holds a provisional state license or associate license to practice counseling 

only under direct supervision of a professional counselor.

Bumout: A psychological syndrome that develops in response to chronic

emotional and interpersonal stress and is characterized by three features: 

emotional exhaustion, depersonalization, and feelings of ineffectiveness or 

lack of personal accomplishment (Amatea et al., 2014).

Counselor Impairment: Impairment occurs when a counselor is unable to function
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adequately or at the level of his or her potential or ability, which can 

compromises client care or poses potential harm to clients (Lambie & 

Young, 2007).

Counselor-in-Training: An individual in the United States who is actively

engaged in clinical internship experience within a master’s counseling- 

related degree program of study.

Master’s-Level Counselor: An individual in the United States who has completed 

a master’s degree in a counseling-related program of study but does not 

hold a state license (Remley, Shaw, & Ward, 2014).

Professional Counselor: An individual in the United States who holds a state 

license to practice counseling independently (Baggs et al., 2012).

Wellness: A holistic perspective focused on full integration of body, mind, and 

spirit in order to achieve balance in one’s life; an active process through 

which people become aware of and make choices toward a more 

successful existence (Balkin & Perepiczka, 2010; NWI, 2015).

Wellness Practices: Behaviors that establish a balance between personal and 

professional demands that target the physical, emotional, or spiritual 

domains of wellness (Adapted from Bamonti et al., 2014). For this study, 

physical wellness practices includes eating regularly or healthfully, 

exercising, receiving regular medical care for prevention or when needed, 

engaging in sports or physical activities, getting enough sleep, and taking 

vacations (Pearlman & Saakvitne, 1996). In this study emotional wellness
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practices includes spending time with others whose company one enjoys, 

staying in contact with important people in one’s life, laughing, and 

seeking out comforting activities, objects, people, relationships, or places 

(Pearlman & Saakvitne, 1996). Spiritual wellness practices in this study 

includes making time for reflection, spending time in nature, meditating, 

praying, and connecting to a spiritual community (Pearlman & Saakvitne, 

1996).

Organization of the Remainder of This Study 

This chapter has presented the introduction, statement of the problem, research 

questions, significance of the study, and definition of terms. Chapter two contains the 

review of related literature and research related to the relationships among counselors-in- 

training, professional counselors, bumout, wellness, and wellness practices. The 

methodology, procedures used to gather data, limitations, and delimitations of this study 

are presented in chapter three. The results of the analyses and findings that emerged from 

this study are contained in chapter four. Chapter five contains a summary of this study’s 

findings, a discussion regarding conclusions drawn from the findings, recommendations 

for further study and recommendations for practice.



CHAPTER 2 

REVIEW OF LITERATURE 

For the past 35 years, counseling and psychology professional literature has 

examined the issue of stress on the job (Linton & O’Halloran, 2000). Research and 

discussion initially identified bumout as a result of job stress; however, the focus has 

shifted from bumout to secondary traumatic stress and vicarious trauma due to the 

recognition of the specific challenges of working with traumatized individuals (Linton & 

O’Halloran, 2000). Whether counselors are addressing the impact of working with others 

in general or those who have been traumatized, research suggests that it is the 

responsibility of the counselor to maintain his or her own health and wellness levels 

(Linton & O’Halloran, 2000). The challenge lies in the fact that wellness is a concept that 

counselors often focus on more readily for their clients than for themselves (Linton & 

O’Halloran, 2000).

This literature review, which is divided into four parts, will cover relevant 

research related to counselors-in-training, master’s-level counselors, associate-level 

professional counselors, professional counselors, bumout, and wellness. Part one will 

provide a brief overview of the development of the field of counseling, outline 

characteristics of an effective counselor, define counselor education, and describe post

graduate training. Part two will examine a major risk factor to counselors, bumout, along

16
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with its symptoms, treatment, and related concepts. Part three will review the theory of 

wellness—a protective factor for counselors examined in this study—and investigate a 

model of wellness, explore related concepts, and depict wellness practices. Part four will 

synthesize the research provided and analyze or critique the gaps in the literature.

Part I: The Counseling Profession

During the beginning of the twentieth century, the field of counseling utilized 

influences from established mental health professions, such as social work, psychology, 

and psychiatry, in addition to social and political events. The counseling profession has 

acquired much from the fields of social work, psychology, and psychiatry (Neukrug, 

2012). The field of social work was developed out of a desire to help the destitute 

(Neukrug, 2012). Social work, with its emphasis on understanding systems, has provided 

the counseling profession with an understanding of the individual from a family and 

social system perspective (Neukrug, 2012). Ultimately, the culture from which clients 

come and the larger dynamics of society greatly affects them (Neukrug, 2012). 

Counselors have learned to apply many social work-related concepts to their clients, to 

include field experiences in counselor training programs, and to understand the 

importance of focusing on advocacy and social justice (Neukrug, 2012).

Psychology began as both a laboratory science and an attempt to understand the 

nature of the person (Neukrug, 2012). The field of psychology has affected the 

counseling profession more than any other related mental health profession (Neukrug, 

2012). The psychology profession was the first to create a comprehensive approach to 

therapy; however, the counseling field soon followed and borrowed many of the theories
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early psychologists used (Neukrug, 2012). Early vocational guidance counselors utilized 

tests psychologists developed at the turn of the twentieth century, and other counselors 

later adapted them in many different settings (Neukrug, 2012). Research techniques 

developed by early experimental psychologists became precursors to modern-day 

research tools counselors use to assess the efficacy of counseling approaches and to 

evaluate programs (Neukrug, 2012). Finally, modern-day counseling skills are variations 

of counseling skills that psychologists developed during the early part of the twentieth 

century (Neukrug, 2012).

Psychiatry grew out of modem medicine’s attempt to alleviate mental illness 

through medical interventions (Neukrug, 2012). The field of psychiatry, which focuses on 

diagnosing mental illness and exploring psychopathology, has assisted counselors in the 

diagnosis and development of treatment plans for clients, which sometimes include 

psychopharmacology (Neukrug, 2012). The awareness that some mental health problems 

may be organic has helped counselors understand that at times it is critical to make a 

referral to an expert in psychiatry and psychopharmacology (Neukrug, 2012). The 

development of the counseling profession is the result of a combination of these 

influences in the political and social atmosphere of the 1900s (Neukrug, 2012).

Brief Historical Background

The counseling profession, in its infancy, arose during a socially turbulent era that 

overlapped the ending of one century and the beginning of another, which was marked by 

great changes that caused a major shift in the way individuals viewed themselves and 

others (Gladding, 2009). There have always been counselors, those who listen to others
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and help them resolve difficulties, but the word “counselor” has been distorted over the 

years by those connected to product promotion, such as financial counselors, admissions 

counselors, and so on (Gladding, 2009). Counseling developed out of the guidance 

movement in the early 1900s in the United States; before the 1900s, most counseling was 

in the form of advice- or information-giving (Gladding, 2009). Counseling grew out of a 

humanitarian interest in enriching the lives of those adversely affected by the industrial 

revolution of the mid- to late-1800s (Gladding, 2009). Additionally, the social welfare 

reform movement, the spread of public education, and various changes in population 

makeup due to the flood of immigrants also shaped the rise of the profession (Gladding, 

2009).

During the 1910s to 1920s, the founding of the National Vocational Guidance 

Association (NVGA), the Smith-Hughes Act of 1917, and World War I all influenced the 

creation of the foundation on which the counseling profession now rests (Gladding, 

2009). The NVGA was founded in 1913, and in 1921, it started a regular publication 

called the National Vocational Guidance Bulletin, which over the century evolved into 

the Journal o f Counseling and Development (Gladding, 2009). The Smith-Hughes Act of 

1917 was a law that provided funding for public schools to support vocational education 

(Gladding, 2009). During World War I, some of the first tests of cognitive ability were 

used on a large-scale basis, which vocational guidance counselors would soon adopt 

(Neukrug, 2012). Intelligence, or cognitive ability, may be defined as the “capacity to 

reason, plan, and solve problems” (Conte & Landy, 2009, p. 93). The tests, or measures, 

used to assess cognitive abilities would permit “individuals to demonstrate what they
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know, perceive, remember, understand, or can work with mentally” (Conte & Landy, 

2009, p. 93). The intelligence tests used during World War I were designed for selection 

and placement; the Army Alpha and the Army Beta were used for the purposes of 

weeding out individuals who may not be appropriate for military service (Ackerman, 

Goff, Kanfer, & Murtha, 1995).

The use of tests by vocational counselors was promoted by the 1927 development 

of one of the first major interest inventories, which revolutionized the field of vocational 

counseling: the Strong Vocational Interest Blank (Neukrug, 2012). This test, in its revised 

form, is still one of the most widely used instruments of its kind (Neukrug, 2012). The 

end of World War I led a number of psychologists to offer their services to returning 

military personnel who had psychological problems associated with their experiences of 

war (Neukrug, 2012). The common practice of long-term psychoanalytic treatment 

proved to be of little use for this population, and new short-term approaches soon began 

to develop (Neukrug, 2012).

With the rise of Nazism during the 1930s and 1940s, many humanistic 

philosophers, psychiatrists, and psychologists fled Europe to the United States and 

dramatically transformed the field of counseling and education (Neukrug, 2012). One of 

the most prominent humanists, who was also considered the most instrumental 

psychologist and psychotherapist of the twentieth century, was Carl Rogers (Neukrug, 

2012). Rogers transformed the practice of counseling with his client-centered, non

directive technique to working with individuals (Neukrug, 2012). Rogers’s approach was 

viewed as shorter-term, more humane, and more honest than the psychoanalytic



21

methodologies of the time (Neukrug, 2012). Rogers described the role of the professional 

helper as being nonjudgmental and accepting; thus the helper served as a mirror to reflect 

the verbal and emotional manifestations of the client (Gladding, 2009). Client-centered 

approaches advocated for the clients’ taking responsibility for their growth (Gladding, 

2009). Rogers’s approach was suitable for the times, as it echoed the increased focus on 

personal freedom and autonomy of the post-World War II years (Neukrug, 2012).

The most important incident that would affect counseling during the 1950s was 

the 1957 launching of Sputnik, the Russian satellite (Neukrug, 2012). In response to this 

event, in 1958, the United States Congress passed the National Defense Education Act 

(NDEA), which allotted funding for the education and training of school counselors 

(Neukrug, 2012). The purpose of the NDEA was to get school counselors to identify 

students gifted in math and science who could be future scientists for the United States 

(Neukrug, 2012). With the surge of school counselors, the 1950s saw the beginning of 

college counseling centers and the creation of college counselors (Neukrug, 2012). This 

decade also saw an increase in the need for community agencies (Neukrug, 2012). The 

discovery of antipsychotic, antidepressant, and antianxiety medications and the 

controversial use of electroconvulsive therapy enabled the release of large numbers of 

people from state hospitals, who then needed continuous services through community 

agencies (Neukrug, 2012).

In 1963, the Community Mental Health Centers Act (CMHCA) was passed, 

which authorized the formation of community mental health centers (Neukrug, 2012). 

The CMHCA unlocked opportunities for counseling and other specializations outside of
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educational settings (Gladding, 2009). The purpose of this act was to deliver short-term 

inpatient care, outpatient care, partial hospitalization or day treatment, emergency 

services, and consultation and educational services within communities (Neukrug, 2012). 

These centers made it possible for individuals with adjustment problems as well as those 

with severe emotional and mental disorders to obtain free or low-cost mental health 

services (Neukrug, 2012).

The 1970s saw the passage of legislation for individuals with disabilities, which 

increased the demand for trained rehabilitation counselors and expanded the roles of 

school counselors (Neukrug, 2012). The Rehabilitation Act of 1973 guaranteed 

vocational rehabilitation services and counseling for employable adults who had severe 

physical or mental disabilities that interfered with their abilities to acquire and/or retain 

employment (Neukrug, 2012). The Education for All Handicapped Children Act of 1975 

assured the right to receive education to all children identified as having disabilities that 

interfered with learning within the least-restrictive environment possible (Neukrug,

2012). In 1979, the Supreme Court’s decision in Donaldson v. O ’Connor led to the 

deinstitutionalization of tens of thousands of state mental hospital patients who had been 

hospitalized against their wills (Neukrug, 2012). This case concluded that individuals 

who were not in danger of harming themselves or others could not be held against their 

wills (Neukrug, 2012). With the release of these individuals from hospitals came an 

amplified need for community mental health counselors; thus in 1975, Congress passed 

an expansion of the original CMHCA and extended the categories of services from five to 

twelve required services (Neukrug, 2012). The seven additional required services that
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community mental health centers must offer include special services for children, special 

services for the elderly, pre-institutional court screenings, follow-up care for mental 

hospitals, transitional care from mental hospitals, alcohol abuse services, and drug abuse 

services (Neukrug, 2012). This extension of the CMHCA may have led to the emergence 

of substance abuse counselors and marriage and family counselors in community mental 

health centers (Neukrug, 2012).

The diversification of counseling (e.g. vocational counselors, school counselors, 

rehabilitation counselors, substance abuse counselors, etc.) meant that specialized 

education and training began to be offered in counselor education programs (Gladding, 

2009). The term “community counselor,” coined in 1977, describes a counselor who can 

function in multidimensional roles regardless of employment setting (Gladding, 2009). 

Many community counseling programs were established, and counselors became more 

common in agencies such as community mental health centers, mental health clinics, 

hospices, employee assistance programs, psychiatric hospitals, and substance abuse 

centers, in addition to colleges and schools (Gladding, 2009).

In 1981, the Council for Accreditation of Counseling and Related Educational 

Programs (CACREP) was formed (Gladding, 2009). The goal of the CACREP was to 

standardize and provide accreditation for graduate counselor-related education programs 

in the areas of school, community, mental health, marriage and family, and personnel 

services for college students (Gladding, 2009). Today, the CACREP offers standards for

(a) career counseling; (b) clinical mental health counseling; (c) clinical rehabilitation 

counseling; (d) marriage, couple, and family counseling; (e) post-secondary counseling;
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and (f) school counseling as well as doctoral standards for a degree in counselor 

education and supervision (CACREP, 2015). The standards delineate a variety of 

requirements for CACREP accreditation within three areas: (a) the learning environment 

or institutional resources, (b) professional identity related to foundation of program and 

content areas, and (c) professional practices related to supervision and clinical experience 

requirements (Neukrug, 2012). The CACREP accreditation process has become a major 

force in the preparation of highly trained counselors and will no doubt continue to have 

an impact on the counseling field (Neukrug, 2012).

Complementary to the CACREP, in 1982 the National Board for Certified 

Counselors (NBCC) was formed (Gladding, 2009). The NBCC began to certify 

counselors on a national level by developing a standardized test and defining eight major 

subject areas in which all counselors should be knowledgeable (Gladding, 2009). The 

eight common core areas include (a) human growth and development, (b) social and 

cultural foundations, (c) helping relationships, (d) groups, (e) lifestyle and career 

development, (f) appraisal, (g) research and evaluation, and (h) professional orientation 

(Gladding, 2009). To become nationally certified counselors, applicants must pass a 

standardized test and meet experiential and character reference qualifications (Gladding, 

2009). Certification involves the formal recognition that individuals within a professional 

group have met certain predetermined standards of professionalism (Neukrug, 2012). The 

NBCC continues to be the national organization that certifies counselors today (Gladding, 

2009). Generally, certification is seen as a protection of a title; that is, it attests to a
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person’s attainment of a certain level of competence but does not define the scope and 

practice of a professional like licensure does (Neukrug, 2012).

Licensure is the most rigorous form of credentialing; it is a method of ensuring 

that professionals are competent (Neukrug, 2012). Licensure is a statutory process by 

which an agency of government, usually a state, grants permission to a person meeting 

predetermined qualifications to engage in a given profession and/or use a specific title 

and perform specified functions (Gladding, 2009). State licensing laws can (a) outline the 

requirements one must meet to be licensed, (b) describe what is meant by counseling, (c) 

explain the limits of confidentiality and privileged communication, (d) identify legal 

regulations related to suspected violations of laws such as child or elderly abuse or 

neglect, and (e) stipulate other restrictions and regulations related to the specified license 

(Neukrug, 2012). While certification protects the title only, licensure generally defines 

the scope and practice of what an individual can and cannot do (Neukrug, 2012). 

Ultimately, credentialing (e.g. certification and licensure) and accreditation offer many 

benefits to the profession of counseling and to clients (Neukrug, 2012). The benefits to 

the counseling profession include increased professionalization, parity or equality 

amongst licensed professional counselors, and delimitation of the field; for the consumers 

of counseling services, accreditation and credentialing offer protections to the public 

(Neukrug, 2012).

In 1992, the American Association for Counseling and Development, formerly the 

American Personnel and Guidance Association established in 1952, changed its name to 

the American Counseling Association (ACA) to reflect the diversity of its members and
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mission (Gladding, 2009). Additionally, in 1992, counseling as a primary mental health 

profession was included for the first time in the health care human resource statistics 

compiled by the Center for Mental Health Services and the National Institute of Mental 

Health (Gladding, 2009). This type of acknowledgement put the counseling profession on 

par with other mental health disciplines such as psychology, social work, and psychiatry 

(Gladding, 2009).

The beginnings of the AC A can be traced back to the 1913 founding of the 

National Vocational Guidance Association (Neukrug, 2012). After undergoing many 

changes to its name and structure over the years, today’s AC A is the world’s largest 

counseling association (Neukrug, 2012). This not-for-profit organization serves the needs 

of all types of counselors in an effort to enhance the quality of life in society by 

promoting the development of professional counselors, advancing the counseling 

profession, and using the profession and practice of counseling to promote respect for 

human dignity and diversity (Neukrug, 2012). The ACA has defined the practice of the 

profession of counseling as the application of mental health, psychological, or human 

development principles through cognitive, affective, behavioral, or systemic interventions 

and strategies that address wellness, personal growth, career development, or pathology 

(Gladding, 2009).

The establishment of ethical guidelines within helping professions began during 

the midpoint of the twentieth century when, in 1953, the American Psychological 

Association published its code of ethics (Neukrug, 2012). Not long after, in 1960, the 

National Association of Social Workers adopted its own ethical code, and in 1961, the
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AC A developed its ethical code as well (Neukrug, 2012). Ethical standards are to some 

degree a mirror of change in society; the ACA’s guidelines have undergone a number of 

major revisions over the years to reflect society’s ever-changing values (Neukrug, 2012). 

The ACA Code of Ethics serve a number of purposes that align with credentialing and 

accreditation, including (a) protecting clients and furthering the professional reputation of 

the organization, (b) delivering a declaration about the maturity and professional identity 

of the profession, (c) directing counseling professionals toward certain behaviors that 

reflect the underlying values considered to be desirable in the profession, (d) offering a 

framework for ethical decision-making, and (e) presenting one measure of defense if a 

professional is sued for malpractice (Neukrug, 2012). The eight sections of the ACA 

ethical code involve (1) the confidentiality of the counseling relationship; (2) privileged 

communications and privacy; (3) professional responsibility; (4) relationships with other 

professionals; (5) evaluation, assessment, and interpretation; (6) supervision, training, 

and teaching; (7) research publication; and (8) resolving ethical issues (ACA, 2014). 

Characteristics of an Effective Counselor

Effective counselors are individuals who are sensitive to themselves and others, 

monitor their own biases, listen, ask questions for clarification, and explore racial and 

cultural differences in a positive and open way (Gladding, 2009). It has become clear, 

through professional research, that there are specific counselor qualities which seem to be 

important to positive therapy outcomes or delivery of therapeutic services (Neukrug, 

2012). Seven characteristics of an effective counselor may include empathy, acceptance, 

genuineness, wellness, counselor competence, cultural competence, and cognitive
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complexity (Neukrug, 2012). To empathize is to put oneself in another’s place even if 

that person is totally different from oneself (Gladding, 2009). Empathy has been 

empirically shown to be related to positive client outcomes and is probably the most 

important ingredient in building a successful working alliance with clients (Neukrug, 

2012). Understanding through empathy is seen as a skill that can build rapport, elicit 

information, and help the client feel accepted (Neukrug, 2012).

Acceptance, sometimes called positive regard, is another component likely related 

to building a strong working alliance (Neukrug, 2012). Acceptance is an attitude that 

suggests that regardless of what the client says, within the context of the counseling 

relationship, he or she will feel accepted (Neukrug, 2012). Nearly every counseling 

approach stresses the importance of acceptance (Neukrug, 2012).

Genuineness refers to the counselor’s ability to be authentic, open, and in touch 

with his or her feelings and thoughts within the context and parameters of the helping 

relationship (Neukrug, 2012). Thus, one may not have all aspects of his or her life 

together, but within the counseling relationship, the counselor is real and perceived as 

being in a state of congruence (feelings, thoughts, and behaviors are in sync) (Neukrug, 

2012). Genuineness may also be related to emotional intelligence, which is the ability to 

monitor one’s emotions, a quality that professional counselors and counselors-in-training 

seem to have more than others (Neukrug, 2012).

Counselor stress, bumout, and unfinished psychological issues can all hinder the 

counselor’s ability to develop a working alliance with his or her clients (Neukrug, 2012). 

Such concerns can prevent a counselor from being empathic, lower ability to show
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acceptance, lead to incongruence, and increase the likelihood of countertransference—the 

counselor’s projected emotional reaction to or behavior toward the client (Gladding,

2009; Neukrug, 2012). Effective counselors maintain their health and wellness by taking 

precautionary measures to circumvent problematic experiences, such as bumout 

(Gladding, 2009). Bumout is the state of becoming emotionally and/or physically drained 

to the point that one cannot perform functions meaningfully (Gladding, 2009). Bumout is 

the single most common personal consequence of working as a counselor (Gladding, 

2009). People cannot function adequately if they never step out of their professional roles 

(Gladding, 2009). Counselor wellness can begin through development of interests outside 

of counseling and through counselors’ avoiding taking their work home, either mentally 

or physically (Gladding, 2009). Counselors must also take responsibility for rejuvenating 

themselves through such small but significant steps as refurbishing their offices every 

few years; purging, condensing, and creating new files; evaluating new materials; and 

contributing to the counseling profession through writing or presenting material on which 

they are comfortable (Gladding, 2009). Gladding (2009) suggests other ways in which 

counselors can avoid or treat bumout to improve overall wellness and improve career 

longevity: (a) connect with healthy individuals; (b) use stress-reduction exercises; (c) 

modify environmental stressors; (d) engage in self-assessment; (e) periodically examine 

and clarify counseling roles, expectations, and beliefs; (f) obtain personal therapy; (g) set 

aside free and private time; (h) maintain an attitude of detached concern when working 

with clients; and (i) retain an attitude of hope.
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Counselor expertise and mastery, referred to as counselor competence, have been 

shown to be crucial elements for client success in therapy (Neukrug, 2012). Competent 

counselors have a thirst for knowledge; they continually want to improve and expand 

their expertise at delivering their techniques (Neukrug, 2012). Such counselors exhibit 

this thirst through their study habits, in their desires to join professional associations, 

through mentoring and supervision, by reading professional journals, through their beliefs 

that education is a lifelong process, and through their abilities to view their own 

approaches to working with clients as always broadening and deepening (Neukrug,

2012). Counselors have both an ethical and legal responsibility to be competent and 

remain competent in practice (ACA, 2014; Neukrug, 2012).

The effective counselor must also be culturally competent, especially if he or she 

is going to connect with his or her clients (Neukrug, 2012). All counseling can be 

considered cross-cultural when one works with clients who are from different cultural 

backgrounds than one’s own (Neukrug, 2012). Counselors who are culturally competent 

can consider the following with their clients: (a) religious or spiritual identity, (b) 

economic class background, (c) sexual identity, (d) psychological development, (e) ethnic 

and racial identity, (f) chronological disposition, (g) trauma and other threats to well

being, (h) family history, (i) unique physical characteristics, and (j) language and location 

of residence (Neukrug, 2012).

A counselor who has cognitive complexity is a critical thinker and is good at 

examining problems from multiple perspectives (Neukrug, 2012). Effective counselors 

believe in a theory or theories but are willing to question them (Neukrug, 2012).
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Counselors who view the world with a fair amount of cognitive complexity are likely to 

be more empathetic, more open-minded, more self-aware, more effective with individuals 

from diverse cultures, better able to analyze and evaluate a client’s predicament from 

multiple perspectives, and better able to resolve ruptures in the counseling relationship 

(Neukrug, 2012). Such a counselor is willing to integrate new approaches into his or her 

usual way of practicing counseling and does not believe that his or her theory or theories 

hold absolute truth (Neukrug, 2012).

Effective counselors must be emotionally mature, stable, and objective; 

additionally, they must have self-awareness and be secure in that awareness, including 

incorporating individual strengths and weaknesses realistically (Gladding, 2009). Self- 

awareness is defined here as a knowledge of self, including attitudes, values, and feelings 

and the ability to recognize how and which factors affect oneself (Gladding, 2009). In 

general, a successful integration of scientific knowledge and skills with a balance of 

interpersonal and technical competence comprises an effective counselor (Gladding, 

2009).

Counseling involves the fusing of many diverse influences (Neukrug, 2012). 

Counseling brings together the historical movement toward a more compassionate 

approach to the treatment of mental health problems that began in mid-nineteenth-century 

France (Neukrug, 2012). The psychodynamic insights of Freud and psychoanalysis, the 

quantitative science of psychometrics or tests, the humanistic perspective of client- 

centered therapy, and their practical insights and applications have all shaped the 

evolution of the field of counseling seen today (Neukrug, 2012). The following sections
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will investigate counselor education and post-graduate training along with a review of 

literature related to counselor levels, bumout, and wellness research. Counselor levels 

include counselors-in-training, master’s-level counselors, associate-level professional 

counselors, and professional counselors.

Counselor Education

Few, if any, people have the ability to work effectively as counselors without 

formal education in human development and counseling (Gladding, 2009). The level of 

education needed is directly related to the intensity, expertise, and emphasis of the work 

in which one engages (Gladding, 2009). Professional counselors, associate-level 

professional counselors, and master’s-level counselors obtain master’s degrees in an area 

of counseling from counselor education to counseling-related programs (Gladding, 2009). 

Additionally, the counselor education experience for counselors-in-training includes 

internships in specialty areas such as school counseling, clinical mental health 

counseling, community/agency counseling, career counseling, gerontological counseling, 

addiction counseling, student affairs/college counseling, or marriage and family 

counseling (Gladding, 2009). This study has defined a counselor-in-training as an 

individual in the United States who is actively engaged in a clinical internship experience 

within a master’s counseling-related degree program of study.

An accredited counselor education program, approved by the CACREP, must 

meet the following standards: (a) a minimum of two full academic years in length, with a 

minimum of 60 semester hours; (b) curricular experiences and demonstrated knowledge 

and skill competence are required of all students in each of the eight common core areas;
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(c) clinical experiences are required under direction of supervisors, with specific 

qualifications, which include 100 clock hours of practicum and 600 clock hours of 

internship; and (d) three full-time faculty members must be assigned to the academic unit 

in counselor education (Gladding, 2009). The CACREP eight common cores areas are as 

follows: (1) professional orientation and practice, (2) social and cultural diversity, (3) 

human growth and development, (4) career development, (5) counseling and helping 

relationships, (6) group counseling and group work, (7) assessment and testing, and (8) 

research and program evaluation (CACREP, 2015). Supervision is an interactive and 

evaluative process in which a professional counselor with more proficiency oversees the 

work of someone with less knowledge and skill to enhance the professional functioning 

of the counselor-in-training (Gladding, 2009). Supervision allows the acquiring of 

expertise in theory and practice that may not be possible to gain in any other way 

(Gladding, 2009).

Counselor impairment can emerge early on in a counselor-in-training’s career due 

to an interaction of variables, such as general coping resources, age and developmental 

factors, decreased opportunities to build resiliency, poor social support networks, and the 

interrelationship between the person’s mind, body, and spiritual stability (Stebnicki, 

2007). Students can be more vulnerable to increased stress and anxiety, particularly as 

they enter their clinical practicums and internship training experiences (Manyam & 

Stalnaker-Shofner, 2014). The clinical training phase combines educational and 

professional development and introduces new stressors unique to the transition from 

student to counselor-in-training (Manyam & Stalnaker-Shofner, 2014).
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Freadling and Foss-Kelly (2014) note that counselors-in-training have a tendency 

to glamorize their expectations of the work of a counselor, which may result in increased 

stress when reality is not congruent with those beliefs. The authors conducted a 

qualitative study using a design that emphasized the lived experiences of counselors-in- 

training who had completed their graduate education programs and were working in 

community mental health centers (Freadling & Foss-Kelly, 2014). The participants 

reported issues related to disappointing professional wages, client funding, time 

management, and documentation (Freadling & Foss-Kelly, 2014). Participants described 

supportive factors that assisted them in making the transition from counselor-in-training 

to working as a master’s-level counselor or associate-level counselor in a community 

mental health center that included (a) maintaining professionally and personally 

supportive relationships, (b) having healthy boundaries between work and home, and (c) 

remaining attentive to and energized by client needs and challenges (Freadling & Foss- 

Kelly, 2014). Last, participants indicated that their graduate training was beneficial but 

also reported desires for more graduate courses that could help bridge the gap between 

the counselor-in-training experience and practicing as a counselor (Freadling & Foss- 

Kelly, 2014). Counselors-in-training struggle with taxing developmental tasks associated 

with competence and professional identity (Freadling & Foss-Kelly, 2014).

There appears to be a dark side to effectively empathizing with clients, as the 

counselor enters the client’s world deeply enough to understand his or her struggles with 

problem issues (Stebnicki, 2007). Consequently, some of the client’s experiences, 

content, and emotions can be influential and become distorted as the counselor organizes
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issues into his or her own worldview (Stebnicki, 2007). Because of the heavy reliance on 

teaching the basic and advanced skills of empathy to counselors-in-training, along with 

other techniques, it is paramount that cultivating the practice and application of empathic 

communication with skilled professional counselors be accomplished in a competent and 

ethical manner (Stebnicki, 2007).

Post-graduate Training

The path from counselor-in-training to master’ s-level counselor, associate-level 

professional counselor, or professional counselor is like a long hike on a challenging trail 

(Grier, Hanson, & Skovholt, 2001). The move from an external to a more internal 

perspective allows practicing counselors to become more congruent with their 

personalities and utilize professional reflection as their central developmental process 

(Grier et al., 2001). Through engagement in continuing education and supervision, 

professional counselors, associate-level professional counselors, and master’s-level 

counselors can continue to gain competence in the field (Gladding, 2009). For this study, 

professional counselors are individuals in the United States who holds a state license to 

practice counseling independently; associate-level counselors are individuals in the 

United States who hold a provisional state license, or associate license, to practice 

counseling only under direct supervision of a professional counselor; and master’s-level 

counselors are individuals in the United States who have completed a master’s degree in 

a counseling-related program of study but do not hold state licenses (Baggs et al., 2012; 

Remley et al., 2014).
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For licensure and certification, there is a requirement for continuing education for 

all counselors even after graduation (Gladding, 2009). The reason is that new ideas in the 

treatment of clients and practice of counseling are always evolving and must be 

evaluated, incorporated, and, if necessary, mastered (Gladding, 2009). Counselors who 

stop reading professional publications or stop attending in-service workshops, 

conferences, or conventions quickly become dated and incompetent in the delivery of 

skills (Gladding, 2009). Therefore, counselors must obtain a certain number of continuing 

education units yearly or every two years to stay abreast of the latest and best methods of 

working (Gladding, 2009).

Becoming and remaining a competent counselor is a lifelong process involving 

counselor-related activities such as continuous education (Gladding, 2009). Continuing 

education experiences are also networking opportunities, which can increase future 

marketability and lead to the development of professional support resources (Freadling & 

Foss-Kelly, 2014). Professional counselors take control of their career development, take 

care of themselves, and avoid waiting for others to care of them (Freadling & Foss-Kelly, 

2014). There is an unspoken emphasis on the value of the professional counselors’ self

directed study and personal coping (Freadling & Foss-Kelly, 2014).

Too often, supervision is provided only for counselors who are new to the field or 

seeking licensure (Lawson & Venart, 2005, p. 245). Supervision can help veteran 

counselors maintain an appropriate perspective on the counselor’s role and mitigate 

harmful secondary exposure to trauma by helping counselors process their counseling 

work (Lawson & Venart, 2005). It is especially important for supervisors in this role to
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understand that counselors experiencing impairment or the prelude to impairment require 

support toward ameliorating the problem and promoting resiliency (Lawson & Venart,

2005).

Pace and Rosenberg (2006) shed light on risk factors associated with burnout for 

professional counselors. The risk factors include personal characteristics of the counselor 

and interpersonal influences from clients (Pace & Rosenberg, 2006). Professional 

counselors who are unwilling to accept occasional failures in the therapy room may 

choose to overextend themselves in efforts to demonstrate their professional competency 

and to attain a sense of self-worth (Pace & Rosenberg, 2006). Burnout is likely 

influenced by a tendency for the therapists to allow personal issues to get in the way of 

treatment (Pace & Rosenberg, 2006). Interpersonal influences on counselor burnout 

include factors specific to the counselor-client relationship such as client characteristics’ 

interacting with the characteristics of the professional counselor (Pace & Rosenberg,

2006). Counselors working with chronic clients or clients with particularly severe 

problems may be at higher risk for experiencing symptoms of burnout (Pace & 

Rosenberg, 2006). Severe problems can be suicidal ideations, severe depression, or 

trauma from being abused as a child (Pace & Rosenberg, 2006).

Post-graduate training involves counselors’ engaging in professional counselor- 

related behaviors (Gladding, 2009). Counselors should obtain continuing education to 

stay up-to-date, get needed supervision to ensure excellence in treatment, and advocate 

for both clients and the profession itself (Gladding, 2009). Counselors can view 

supervision as an opportunity to gain and give information about themselves and their
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clinical abilities (Gladding, 2009). This increased awareness of self and clinical abilities 

is the foundation on which future positive professional experiences can be built 

(Gladding, 2009).

Counseling is a profession in which the counselor serves as the tool that builds the 

foundation for the counselor-client relationship that the client utilizes to reach his or her 

therapeutic goals (Hazier et al., 2007). Counselors are taught to see the world through 

their clients’ eyes, to experience clients’ feelings through empathy, and to connect to the 

pain that clients experience when vulnerable (Hazier et al., 2007). The characteristics of 

connection, commitment, and caring are among the greatest strengths counselors bring to 

developing relationships with their clients (Hazier et al., 2007). These are also the 

characteristics that make counselors most vulnerable (Hazier et al., 2007).

Part II: Counselor Vulnerability and Burnout

A common myth in the counseling profession is that since counselors are well 

educated about mental and emotional struggles and are skilled at helping others address 

their concerns, counselors are somehow immune or less susceptible to their own struggles 

(Lawson & Venart, 2005). Compounding this myth is the belief that when counselors do 

experience some personal difficulties, they should be able to overcome their challenges 

without seeking help (Lawson & Venart, 2005). The mentality that counselors can treat 

themselves is a reflection of the myths that seem to persist within the counseling 

professional community (Lawson & Venart, 2005).

Counselors have a professional responsibility to be aware of the risks, pressures, 

and stresses that impinge on their lives and how these might affect their relationships
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with clients (Neukrug, 2012). This is stressed in the AC A Code of Ethics (2014) section 

C.2.g. states:

Counselors monitor themselves for signs of impairment from their own 

physical, mental, or emotional problems and refrain from offering or 

providing professional services when impaired. They seek assistance for 

problems that reach the level of professional impairment, and, if 

necessary, they limit, suspend, or terminate their professional 

responsibilities until it is determined that they may safely resume their 

work. Counselors assist colleagues or supervisors in recognizing their own 

professional impairment and provide consultation and assistance when 

warranted with colleagues or supervisors showing signs of impairment and 

intervene as appropriate to prevent imminent harm to clients, (p. 9)

In 2003, the Governing Council of the AC A established a task force on impaired 

counselors (Lawson & Venart, 2005). This task force defined counselor impairment as 

occurring when there is a significant negative impact on a counselor’s professional level 

of functioning which compromises client care or poses the potential for harm to clients 

(Lawson & Venart, 2005). Impairment may be due to (a) substance or chemical 

dependency; (b) mental illness; (c) personal crisis such as traumatic events, vicarious 

trauma, or burnout; or (d) physical illness or debilitation (Lawson & Venart, 2005). 

Impairment in and of itself does not imply unethical behavior; however, such behavior 

may occur as a symptom of impairment (Lawson & Venart, 2005). Counselors who are 

impaired are distinguished from stressed and distressed counselors who are experiencing
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significant stressors but whose work and levels of functioning are not significantly 

affected (Lawson & Venart, 2005).

A counselor who is not attending to his or her own needs is likely to be ineffective 

in the counseling relationship (Neukrug, 2012). Professional incompetence is not only 

unethical but perhaps even more importantly, may also result in clients’ receiving deeper 

wounds than the ones they had when they initially entered therapy (Neukrug, 2012). 

Frequently, the risks that counselors face to their professional quality of life are described 

as compassion fatigue, vicarious trauma, and burnout (Lawson & Myers, 2011). 

Compassion Fatigue

Compassion fatigue was first introduced in the nursing literature in 1992 and then 

expanded into the psychological literature in 1995 (Stebnicki, 2007). Research on 

compassion fatigue emerged from observations of psychological problems among 

caregivers in the human service sector (Amatea et al., 2014). Compassion fatigue was 

primarily conceptualized as a response to the stress of interpersonal interactions (Amatea 

et al., 2014). A product of bearing witness to the suffering of others, compassion fatigue 

results in a reduced ability or capacity to be present with clients and feelings of 

powerlessness, isolation, and confusion (Lawson & Myers, 2011). Characterized by 

emotional and physical exhaustion, a tendency to withdraw, reluctance to discuss a 

problem or problems, high levels of stress, and irritability, compassion fatigue can often 

be expressed outside of the workplace (Lawson & Myers, 2011). Factors that contribute 

to this risk include poor counselor self-care, the counselor’s own unresolved trauma, the
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inability or unwillingness to control work stressors, and a lack o f satisfaction from one’s 

own work (Lawson & Myers, 2011).

The literature suggests that therapists who deal with trauma survivors are more 

prone to a compassion stress-type reaction as a result of feeling and expressing empathy 

towards others’ pain and suffering (Stebnicki, 2007). Compassion fatigue is now 

recognized as an indirect exposure to trauma that can involve significant emotional, 

cognitive, and behavioral changes for mental health professionals treating survivors of 

traumatic experiences (Craig & Sprang, 2010). The symptoms overtake a person and can 

cause a pervasive decline in his or her desire, ability, and energy to feel and care for 

others (Stewart, 2009).

Vicarious Traumatization

In traditional Native American teaching, it is believed that each time you heal 

someone, you give away a piece of yourself until, at some point, you will require healing 

(Stebnicki, 2007). The helper acquires a type of secondary traumatic stress, called 

vicarious traumatization or vicarious trauma, similar to a posttraumatic stress reaction 

(Stebnicki, 2007). Counselors are sometimes exhausted by their duties because of their 

constant exposure to the suffering of others and their wanting to see their clients freed 

from suffering (Stebnicki, 2007). The concept of vicarious trauma was first developed in 

1990 to describe the transformation in cognitive schemas and belief systems as a result of 

empathic engagement with trauma survivors (Craig & Sprang, 2010). These 

transformations result in significant disruptions in the therapist’s sense of meaning, 

connection, identity, and worldview (Craig & Sprang, 2010).
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The concept of vicarious traumatization can apply to all helping professionals and 

does not require primary exposure to violence (Lawson & Venart, 2005). Vicarious 

trauma can be used to describe an experience in which the counselor becomes 

emotionally impaired professionally due to an accumulation of traumatic stories from 

multiple therapy sessions (Stebnicki, 2007). Several factors contribute to the development 

of vicarious trauma and focus around two themes: exposure and the personal experiences 

of the counselor. Exposure involves the percentage of time spent with traumatized 

individuals, the types of tragedy that are described to the counselors, and the impact of 

suffering and adversity witnessed by counselors (Bober, Regehr, & Zhou, 2006). With 

repeated exposure to traumatic imagery in the context of providing therapy, counselors 

can begin to incorporate an accumulation of the victim’s traumatic material into their 

own views of the self and world or begin to question their own competency and to feel 

helpless to relieve the suffering of their clients (Bober et al., 2006).

With the individual counselor, the degree of empathic engagement with clients 

has the potential to rub old scars anew or cause previously experienced and resolved 

personal traumas to resurface and cause distress (Bober et al., 2006). Similar to those of 

post-traumatic stress disorder, the symptoms of vicarious trauma can include immediate 

reactions such as intrusive imagery, nightmares, increased fears for the safety of oneself 

and loved ones, avoidance of violent stimuli in the media, difficulty listening to clients’ 

accounts of events, irritability, and emotional numbing (Bober et al., 2006). Long-term 

reactions can include emotional and physical depletion, a sense of hopelessness, and a
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changed worldview in which others are viewed with suspicion and cynicism (Bober et al.,

2006).

Researchers have extended the concept of vicarious trauma by coining the term 

secondary traumatic stress, or secondary trauma (Craig & Sprang, 2010). Secondary 

traumatic stress has been defined as a natural consequence of behaviors and emotions 

resulting from knowing about a traumatizing event experienced by a significant other 

(Craig & Sprang, 2010). The stress results from helping or wanting to help a traumatized 

or suffering person (Craig & Sprang, 2010). This conceptualization was based on the 

Diagnostic and Statistical Manual o f  Mental Disorders criteria for posttraumatic stress 

disorder (PTSD) that involve re-experiencing, avoidance, and hyper-arousal related to 

trauma knowledge (Craig & Sprang, 2010).

According to the fifth edition of the American Psychiatric Association’s 

Diagnostic and Statistical Manual o f  Mental Health Disorders (2013), the essential 

feature of PTSD is the development of characteristic symptoms following exposure to 

one or more traumatic events. Professionals who have the highest rates of PTSD are 

veterans, police officers, firefighters, emergency medical personnel, and any other 

members of a vocation, such as counseling, that may risk direct traumatic exposure 

(American Psychiatric Association, 2013).

The diagnostic criteria for a mental health diagnosis for PTSD include: (a) 

exposure to actual or threatened death, serious injury, or sexual violence;

(b) presence of intrusion symptoms associated with the traumatic event(s) 

beginning after the traumatic event(s) occurred; (c) persistent avoidance of
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stimuli associated with the traumatic event(s) beginning after the 

occurrence of the traumatic event(s); (d) negative alterations in cognitions 

and mood associated with the traumatic event(s) beginning or worsening 

after the occurrence of the traumatic event(s); (e) marked alterations in 

arousal and reactivity associated with the traumatic event(s) beginning or 

worsening after the traumatic event(s) occurred; (f) duration of 

disturbance is more than one month; (g) the disturbance causes clinically 

significant distress or impairment in social, occupational, or other 

important areas of functioning; and (h) the disturbance is not attributable 

to the physiological effects of a substance or another medical condition. 

(American Psychiatric Association, 2013, p. 271-272)

Trauma survivors may have experienced physical abuse, emotional abuse, sexual assault 

or abuse, domestic violence, human sex trafficking, suicide attempts, homicide, war, 

terrorism, natural catastrophes such as tornadoes or floods, or violent crimes such as 

arson, rape, or Satanism as it relates to interpersonal violence (Linton & O’Halloran, 

2000). PTSD relates to the individual’s personal experience of the traumatic event(s) 

(Stewart, 2009). The re-experiencing of the traumatic event(s) must include intense fear, 

horror, or helplessness and be characterized by avoidance, emotional numbing, and 

increased arousal (Stewart, 2009).

Throughout the literature, the terms compassion fatigue, vicarious trauma, and 

secondary trauma have been used to refer to similar conditions, which reflects a lack of 

conceptual clarity regarding these phenomena (Craig & Sprang, 2010; Pace &
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Rosenberg, 2006; Stewart, 2009). Vicarious trauma has been distinguished as involving 

changes in cognitive schemata; secondary trauma and compassion fatigue have been 

associated because of their emphasis on socio-emotional symptoms, though many studies 

use these terms interchangeably (Craig & Sprang, 2010). To date, there are no definitive 

data that suggest these constructs are conceptually distinct (Craig & Sprang, 2010). 

Therefore, this study will refer to reactions associated with secondary exposure to a 

survivor’s traumatic experience(s) as compassion fatigue.

Compassion fatigue and burnout differ in terms of the factors that are involved in 

the development of the deficiency. Compassion fatigue factors can be initially isolated to 

the personal experiences of the counselor and the client, irrespective of work setting 

tensions (Craig & Sprang, 2010). Burnout factors focus on the personal experiences of 

the counselor and work setting demands, regardless of the personal client experiences 

shared in therapy (Leiter & Maslach, 1997; Stewart, 2009). The risk of burnout places 

counselors in a position of needing to become their own advocates for resources required 

to keep themselves well, provide appropriate treatment for their clients, and meet their 

job demands (Gladding, 2009). As opposed to compassion fatigue, the remedy for 

burnout may be a vacation, time off, change in job responsibility, change in employment, 

or consistent engagement in stress-relieving behaviors (Stewart, 2009).

Burnout

Counselor stress, burnout, compassion fatigue, and vicarious traumatization can 

all hinder the counselor’s ability to have a working alliance (Neukrug, 2012). Although 

compassion fatigue and burnout have been characterized as being associated with the risk
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of caring for others in emotional pain, they are conceptually and operationally distinct 

(Pace & Rosenberg, 2006). The concept of burnout and relevant research will be 

discussed in the next section.

Burnout is caused by work overload, lack of control, insufficient extrinsic rewards 

and/or insufficient intrinsic rewards, breakdown in community, absence of fairness, and 

conflicting values (Leiter & Maslach, 1997). Work overload includes how much work 

one does and the degree of intensity, demands on time, and complexity of the job (Leiter 

& Maslach, 1997). Lack of control includes reduced capacity to set priorities for day-to- 

day responsibilities, to select different approaches to doing a task, and to make decisions 

about the use of resources related to meeting job demands (Leiter & Maslach, 1997). 

Insufficient extrinsic rewards include lack of money, prestige, and security; insufficient 

intrinsic rewards include a person’s not enjoying his or her work and being unable to 

build positive connections with respected colleagues (Leiter & Maslach, 1997). 

Breakdown in community within the work environment can be experienced through 

increased conflict among employees, less mutual support and respect from colleagues, 

and a growing sense of isolation (Leiter & Maslach, 1997). Absence of fairness occurs 

when an organization is lacking in trust, openness, and respect among the organizational 

members (Leiter & Maslach, 1997). The community of an organization is built upon 

shared values; when values are in conflict, there is no basis of agreement on which to 

build a sense of community (Leiter & Maslach, 1997).

Burnout has generally been described as a process rather than the experience of 

isolated symptoms otherwise correlated with the syndrome (Pace & Rosenberg, 2006).
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Considering burnout on a continuum allows it to be seen as a developmental process with 

levels of symptoms varying at different points in the professional lives of practitioners 

(Pace & Rosenberg, 2006). Approaching burnout from a process-oriented perspective 

allows for symptoms to be experienced first by acute momentary attacks, followed by 

longer phases accompanied by unresolved conflicts, efforts to recoup, and struggle (Pace 

& Rosenberg, 2006).

Burnout is most frequently characterized as a syndrome of physical and emotional 

exhaustion resulting from the development of negative self-concept, negative job 

attitudes, and loss of concern or feeling for clients (Pace & Rosenberg, 2006). Physical 

manifestations of burnout can typically include chronic fatigue, gastrointestinal problems, 

insomnia, headaches, and hypertension (Pace & Rosenberg, 2006). Emotional indicators 

of burnout are most often cited as feelings of hopelessness, futility, despair, boredom, 

cynicism, anxiety, withdrawal, irritability, loss of morale, feelings of isolation, 

depression, suicidal ideation, lowered self-concept, increasing inflexibility, distancing 

from clients, treating clients as cases rather than people, disbelief in effectiveness, and 

increased family and social conflict (Pace & Rosenberg, 2006).

In 1981, Maslach and Jackson created the Maslach Burnout Inventory to measure 

dimensions of burnout (Bellini & Wilkerson, 2006). This inventory assesses burnout 

across three dimensions: emotional exhaustion, depersonalization, and personal 

accomplishment (Bellini & Wilkerson, 2006). Emotional exhaustion is characterized by 

symptoms of physical and emotional depletion (Bellini & Wilkerson, 2006). 

Depersonalization describes a lack of empathy and emotional distance from the clients
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with whom one works (Bellini & Wilkerson, 2006). Last, personal accomplishment 

describes feelings of satisfaction and competence with one’s job (Bellini & Wilkerson, 

2006).

There have been numerous suggestions for ways in which counselors can 

implement their own safeguards against burnout (Pace & Rosenberg, 2006). A step 

towards preventing burnout may be choosing to shed the role of omnipotent expert, 

openly expressing feelings about one’s job, and obtaining a social support network (Pace 

& Rosenberg, 2006). Treatment for burnout can include engaging in physical activities or 

exercise, taking regular vacations, setting limits, separating work life from private life, 

establishing a proper diet, engaging in psychotherapy, openly expressing feelings about 

the job, and creating and sustaining a social support system (Pace & Rosenberg, 2006).

Although the concept of burnout among mental health professionals in scholarly 

literature is not new, however burnout is an under-investigated experience within the 

counselor profession (Pace & Rosenberg, 2006). Studies have generally centered on 

symptoms and risk factors as well as the prevention and treatment of burnout (Pace & 

Rosenberg, 2006). However, investigations have concentrated almost exclusively on 

burnout as experienced by psychologists, social workers, and psychiatrists and less on 

counselors (Pace & Rosenberg, 2006). A review of two scholarly peer-reviewed studies 

that have been conducted solely on counselors follows.

Bellini and Wilkerson (2006) conducted a study exploring the demographic, 

intrapersonal, and organizational factors associated with burnout among school 

counselors. The participants in their study reported higher levels of personal
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accomplishment and lower levels of depersonalization on the Maslach Burnout Inventory 

(MBI) compared to the norms provided by the MBI manual (Bellini & Wilkerson, 2006). 

Elevated levels of burnout were only within the emotional exhaustion scale, which 

comprised 40% of their sample (Bellini & Wilkerson, 2006). According to the authors, 

those who deal with stressors and problems by focusing on the feelings associated with 

them run a higher risk of developing symptoms of burnout (Bellini & Wilkerson, 2006). 

The results of their study suggest that it might be useful for counselors to continually 

develop their coping skills, which may serve as a buffer from the lasting effects of 

bumout over time (Bellini & Wilkerson, 2006).

In 2013, Biebel, Harp, Oser, and Pullen conducted a qualitative study to examine 

the differences between rural and urban substance abuse-counselor bumout. Two causes 

of bumout emerged as themes among the participants in their study (Biebel et al., 2013). 

The first theme that the participants reported as contributing to their experience of 

bumout included stress related to managing office politics or frustration with colleagues 

and management (Biebel et al., 2013). The second theme that emerged from their study 

was that all counselors who experienced bumout symptoms also had consequences of 

negative client outcomes related to the bumout symptoms (Biebel et al., 2013). Bumout 

affects not only the individual counselor but also other counselors and clients (Biebel et 

al., 2013). The participants in their study were able to identify bumout prevention and 

treatment methods, citing the significance of self-care, encouraging support from 

colleagues, and adequate clinical supervision for their occupational satisfaction and 

longevity (Biebel et al., 2013). Biebel et al. (2013) note that self-care in their study
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included meditating, taking vacations, taking time to debrief with a co worker, or simply 

engaging in other tasks besides providing therapy.

A critical effect of bumout on the counseling session is that it tends to make 

counselors less aware of a client’s subtle communications and therefore makes them 

more likely to miss important cues (Witmer & Young, 1996). Counselors often have an 

acute sense of empathy to the experiences of their clients (Lawson & Venart, 2005). 

Empathy, coupled with the intimate exposure to the struggles and suffering that clients 

present, can take a toll on the individual therapist (Lawson & Venart, 2005). Counselors 

are taught that they are the instrument of change and that the therapeutic relationship is a 

prominent component of success in treatment (Lawson & Venart, 2005). This may serve 

to increase counselors’ strong feelings of responsibility for positive therapeutic outcomes 

and reinforce already unrealistic expectations they have about their own infallibility 

(Lawson & Venart, 2005). Real-life expectations and commonly held myths about 

counselor invulnerability create barriers to establishing and maintaining strong wellness 

routines to combat the occupational hazard of counselor bumout (Lawson & Venart, 

2005).

Part III: Wellness

Attempts to define wellness often begin with references to the World Health 

Organization’s 1967 description of wellness as the absence of illness and a state of 

complete physical, mental, and social well-being (Roscoe, 2009). Many 

conceptualizations of wellness include the central tenet that wellness is not just the 

absence of disease but the presence of a positive state (Roscoe, 2009). A high level of
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wellness has been described as an integrated method of functioning, which is oriented 

toward maximizing the potential of which the individual is capable (Roscoe, 2009). 

Reaching higher levels of wellness requires that an individual maintain a continuum of 

balance and purposeful direction within the environment in which he or she is 

functioning (Roscoe, 2009). Wellness includes the recognition of a unifying force in 

one’s life, the ability to cope creatively and be inspired by hope, and the capability of 

having creative and open relationships (Roscoe, 2009). Wellness can be conceptualized 

as involving self-responsibility and love (Roscoe, 2009). The following sections will 

review wellness and its theoretical foundation, explore wellness practices, and investigate 

related research.

Wellness

Wellness is a holistic perspective focused on the full integration of body, mind, 

and spirit in order to achieve balance in one’s life; it is an active process through which 

people become aware of and make choices toward a more successful existence (Balkin & 

Perepiczka, 2010; NWI, 2015). Wellness involves various factors that interact in a 

complex, integrated, and synergistic fashion (Roscoe, 2009). The dynamic interaction of 

the dimensions causes the sum of the dimensions to be greater that the whole; each 

dimension is integral to the whole, and no one dimension operates independently 

(Roscoe, 2009). The holistic approach to wellness is between the person and the 

environment; therefore, it is partially dependent upon self-responsibility and one’s 

motivation (Roscoe, 2009; Smith-Adcock, Thompson, & Wolf, 2012). Wellness is a 

movement towards optimal functioning on a continuum with no end state (Roscoe, 2009).
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Theoretical foundation and wellness model. Witmer and Sweeney in 1992 and 

later Myers, Sweeney, and Witmer in 2000 describe a holistic model of wellness made up 

of five life tasks: spirituality, self-regulation, work, friendship, and love (Roscoe, 2009). 

The authors reviewed literature from multiple disciplines to determine empirical 

correlations of health, quality of life, and longevity (Lawson & Myers, 2011). They 

identified seventeen characteristics and presented them in a hypothetical Wheel of 

Wellness, which served as the basis for initial studies of wellness from a counseling 

perspective (Lawson & Myers, 2011). The Wheel of Wellness is described as having 

twelve subtasks: sense of worth, sense of control, realistic beliefs, emotional awareness 

and coping, problem solving and creativity, sense of humor, nutrition, exercise, self-care, 

stress management, gender identity, and cultural identity (Roscoe, 2009). The 

development of the Wheel of Wellness model began with a thorough review of research 

related to the characteristics of healthy living (Smith-Adcock et al., 2012). These 

components of health were then organized according to Alfred Adler’s theory of three 

major life tasks (work, friendship, and love) and two additional life tasks proposed by 

Mosak and Dreikurs: self and spirit (Smith-Adcock et al., 2012).

Austrian psychiatrist Alfred Adler created the theory of individual psychology, 

which emphasizes that all important problems are social (Myers & Sweeney, 2005). 

Adler proposed that holism, the indivisibility of self, and purposiveness are central to 

understanding human behavior (Myers & Sweeney, 2005). The understanding of human 

behavior requires an emphasis on the whole rather than the elements and the interaction 

between the whole and parts (Myers & Sweeney, 2005). Surrounding the individual in
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the Wheel of Wellness are life forces that affect personal wellness: family, religion, 

education, business or industry, media, government, and community (Myers & Sweeney, 

2005).

The Indivisible Self Model of Wellness (IS-Wel), based on counseling theory, 

was first conceptualized from the Wheel of Wellness through the theory of Individual 

Psychology (Smith-Adcock et al., 2012). Although subsequent revisions of the Wheel of 

Wellness and later the IS-Wel were updated to include recent research related to diversity 

and self-direction, the conceptualization of the model retains its emphasis on Individual 

Psychology concepts (Smith-Adcock et al., 2012). As proposed in Adler’s theory, this 

understanding of an individual’s well-being is based on the whole person and not on 

singular elements of his or her life or personality (Smith-Adcock et al., 2012). Because it 

is a wellness model that is based on a counseling theory, the IS-Wel is ideally suited as a 

framework for promoting self-awareness and self-care practices in counselors and 

counselor education programs (Smith-Adcock et al., 2012).

Myers and Sweeney created the IS-Wel to include one higher-order holistic 

wellness factor called Total Wellness (2005). Total Wellness reflects an individual’s 

comprehensive wellness and is an accumulation of the other factors in the model (Balkin 

& Perepiczka, 2010; Myers & Sweeney, 2005). The five second-order factors of the IS- 

Wel are described as follows: (1) the creative self represents how people make a unique 

place for themselves in society; (2) the coping self signifies how individuals manage 

difficult aspects of life, respond to life events, and transcend negative influences; (3) the 

social self suggests the power that interpersonal relationships can have on individuals’
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lives; (4) the essential self denotes an individual’s meaning of life, sense of purpose, 

hopefulness for the future, identification with self, and care for self; and (5) the physical 

self involves the physiological well-being and health of an individual (Balkin & 

Perepiczka, 2010; Myers & Sweeney, 2005). Seventeen corresponding third-order factors 

are also included in the model: (a) the creative self consists of thinking, emotions, 

control, positive humor, and work; (b) the coping self entails realistic beliefs, stress 

management, self-worth, and leisure; (c) the social self involves friendship and love; (d) 

the essential self is composed of spirituality, self-care, gender identity, and cultural 

identity; and (e) the physical self is made up of exercise and nutrition (Balkin & 

Perepiczka, 2010; Myers & Sweeney, 2005). Myers and Sweeney (2005) support the 

perspective that a complete understanding of an individual cannot be obtained without 

including the environmental or contextual factors that are affected by and have an effect 

on the individual. There are four environmental contexts that add to a Total Wellness 

score within this model as well: (1) local context, including family, neighborhood, and 

community; (2) institutional context, involving educational, religious, governmental, 

business, and media; (3) global context, containing political, cultural, environmental, and 

worldwide events; and (4) chronometrical context, seen as perpetual, positive, and 

purposeful, reflecting the idea that people change over time (Balkin & Perepiczka, 2010; 

Myers & Sweeney, 2005).

Jang, Lee, Lee, and Puig (2012) acknowledge that due to the nature of counseling 

practice, counselors are easily exposed to developing stress-related symptoms such as 

bumout, which can lead to impairment in the counseling professional. A counselor’s
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wellness has been linked to his or her coping patterns or coping behaviors and in turn is 

essential to the counselor’s ability to help clients (Jang et al., 2012). The importance of a 

counselor’s effectiveness and the inherent danger of impairment in delivery of counseling 

services provide a convincing rationale for monitoring and promoting counselors’ 

personal wellness (Jang et al., 2012). Thus, counselors-in-training, master’s-level 

counselors, associate-level professional counselors, and professional counselors in 

general all need to attend to their own wellness by embracing a wellness perspective if 

they are to be effective counselors (Neukrug, 2012).

Research related to wellness. In 1996, Witmer and Young made an important 

claim that well counselors are more likely to produce well clients. Counseling is stressful 

work, but there are avenues to preventing stress and enhancing counselor wellness that 

individuals can utilize (Witmer & Young, 1996). This sentiment regarding counselor 

wellness resonates in the scarcity of research studies that examine wellness among 

counselors-in-training, master’s-level counselors, associate-level professional counselors, 

and professional counselors (Gill, Minton, Moorhead, & Myers, 2012). The next section 

will review the dearth of research related to counselor wellness.

Counselors-in-training may be challenged in maintaining wellness as a 

consequence of the stressors of counselor training combined with life experiences and 

preexisting personal characteristics that may lead to counselor impairment (Gill et al., 

2012). The underlying philosophy of counselor preparation rests on a foundation of 

wellness for clients, professionals, and professionals-in-training (Booth, Mobley, & 

Myers, 2003). Assessing wellness is one approach that counselor educators can use to
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increase awareness of personal wellness and to stimulate dialogue concerning how 

students can implement new behaviors to achieve wellness-oriented lifestyles while they 

are in training and throughout their careers (Booth et al., 2003).

The introduction of wellness in counselor education programs, both at the 

master’s level and the doctoral level, has become more of a focus in the counseling field 

(Balkin, Lenz, Oliver, Sangganjanavanich, & Smith, 2012; Bamonti et al., 2014; Booth et 

al., 2003; Christopher, Christopher, & Schure, 2008; Gill et al., 2012; Manyam & 

Stalnaker-Shofner, 2014; Morgan et al., 2010; Roach & Young, 2007; Robinson, Smith, 

& Young, 2007; Smith-Adcock et al., 2012; Tovar-Blank & Yager, 2007; Witmer & 

Young, 1996). Tovar-Blank and Yager (2007) offer ten programmatic suggestions on 

ways to promote wellness in counselor training programs: (1) introduce wellness directly, 

(2) link self-growth and self-awareness as an emphasis of counselor education with 

wellness, (3) have counselor educators and supervisors model wellness for counseling 

students, (4) communicate that perfection is not the goal of wellness nor a characteristic 

of an effective counselor, (5) present wellness as a lifestyle choice to improve career 

longevity, (6) encourage personal counseling as a support, (7) review the perspectives on 

counselor impairment in the AC A Code of Ethics, (8) promote a philosophy of counselor 

wellness in all courses, (9) develop innovative ways to reinforce students’ attention to 

wellness, and (10) expose counseling students to a positive humanistic view of human 

nature. Their study was in line with the movement initiated by the ACA in 2003 through 

the taskforce on counselor wellness and impairment. This initiative’s main focus is on
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preventing counselor impairment through education on resiliency and wellness (Lawson 

& Venart, 2005).

Roach and Young (2007) explored a focus on wellness as a way to emphasize 

personal growth and development for master’s-level counseling students. A spotlight on 

wellness advocates self-care, self-awareness, and personal development of one’s 

physical, mental, and spiritual life (Roach & Young, 2007). Lack of personal wellness 

may have a bearing on a counselor’s helpfulness with clients; thus it is important for 

counselor education programs to address personal and professional development through 

wellness strategies (Roach & Young, 2007). By achieving and maintaining a greater 

sense of wellness, counseling students may experience more satisfaction (Roach &

Young, 2007). As a result, the authors study projected that counselors-in-training could 

remain better able to meet the demands of their training and future work environments by 

dealing more effectively with stress and anxiety and reducing impairment and bumout. 

The authors studied wellness education with trends in the self-reported wellness levels of 

master’s-level students at three points (beginning, middle, and end) in their counselor 

training (Roach & Young, 2007). They hypothesized that an increase in wellness 

education might be associated with greater levels of wellness (Roach & Young, 2007). 

However, their results showed that there was no significant difference among counseling 

students’ levels of wellness at distinct points of their programs (Roach & Young, 2007).

Gill et al. (2012) explored the relationship between forgiveness and wellness 

among counselors-in-training. Forgiveness, according to the researchers, has been found 

to mediate the effects of stress in that there is a parallel relationship between wellness and
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forgiveness (Gill et al., 2012). The more one can forgive, the more well one can be (Gill 

et al., 2012). The authors’ results show that revenge and avoidance, indicators of a lack of 

forgiveness, accounted for a significant portion of the variance in wellness (Gill et al., 

2012). Counselors-in-training who were more inclined toward forgiveness were more 

well than those who were less inclined toward forgiveness (Gill et al., 2012). Similarly, 

counselors-in-training who were less revengeful and less avoidant were more well in 

multiple domains of wellness (Gill et al., 2012).

Robinson et al. (2007) conducted a study regarding the relationships among 

wellness, psychological distress, and social desirability of beginning master’s-level 

counseling students. The authors note that the aim of their study was to examine the 

possible relationship between wellness and its apparent opposite, psychological distress, 

and to determine if the desire to appear in a socially desirable way affected counseling 

students’ responses to wellness and distress (Robinson et al., 2007). The results of their 

study show that there is an inverse relationship between wellness and distress; as 

wellness increases, psychological distress decreases (Robinson et al., 2007).

Finally, Lawson and Myers (2011) surveyed over 500 professional counselors 

concerning counselor wellness, professional quality of life, and career-sustaining 

behaviors, or self-care. The rationale under investigation was that counselors who 

practiced self-care improved their professional quality of life and overall wellness 

(Lawson & Myers, 2011). The authors found that professional counselors who worked in 

private practices had higher levels of wellness, reported positive factors of professional 

quality of life, and engaged in more career-sustaining behaviors than those professional
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counselors who worked in secondary school systems or community agencies (Lawson & 

Myers, 2011). Counselors who had higher wellness scores tended to have lower 

percentages of high-risk clients who were actively or regularly dangerous to themselves 

or others (Lawson & Myers, 2011).

Professional counselors, associate-level professional counselors, master’s-level 

counselors, and counselors-in-training are at particular risk for stress and distress 

(Robinson et al., 2007). The challenge of mastering the ambiguity of the counseling 

process and the nature of working with clients who often are experiencing great pain can 

affect a counselor’s level of performance (Robinson et al., 2007). The counseling 

profession needs more advocates for the strengthening of the developmental wellness 

identities of counselors (Robinson et al., 2007).

Wellness Practices

During counselor training programs, counselors spend most of their time learning 

how to take care of others, with relatively little attention given to care for the self (Grier 

et al., 2001). Self-care can include many different behaviors such as establishing a 

balance between personal and professional demands while engaging in healthy lifestyle 

practices (Bamonti et al., 2014, p. 2). One of the most vital skills counselors can acquire 

in defending against impairment is consistent self-monitoring activities and wellness 

practices (Lawson & Venart, 2005). Wellness practices, in this study, are considered 

behaviors that establish a balance between personal and professional demands that target 

the physical, emotional, or spiritual domains of wellness (Adapted from Bamonti et al., 

2014). Physical wellness practices includes eating regularly or healthfully, exercising,
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seeking regular medical care for prevention or when needed, engaging in sports or 

physical activity, getting enough sleep, and taking vacations (Pearlman & Saakvitne, 

1996). Emotional wellness practices includes spending time with others whose company 

one enjoys, staying in contact with important people in one’s life, laughing, and seeking 

out comforting activities, objects, people, relationships, or places (Pearlman & Saakvitne, 

1996). Spiritual wellness practices includes making time for reflection, spending time in 

nature, meditating, praying, or connecting to a spiritual community (Pearlman & 

Saakvitne, 1996).

The term wellness practices will be used in thus study to specifically connect a 

behavior to the distinct area of wellness that is being influenced. Wellness practices, or 

self-care, are a component of the Indivisible Self Model of Wellness as a third-order 

factor of the essential self (Balkin & Perepiczka, 2010). This study will utilize a wellness 

instrument that is inclusive of the construct of self-care, the Five Factor Wellness 

Inventory, which will be discussed in detail in chapter three. This section will review the 

literature related to concepts associated with wellness practices: self-care and career- 

sustaining behaviors.

Self-care. Self-care has been vaguely defined in research as something one does 

to improve one’s own sense of subjective well-being (Campenni, Muse-Burke, & 

Richards, 2010). More specifically, self-care involves behaviors or practices that include 

intrapersonal work, interpersonal support, professional development and support, and 

physical and recreational activities (Campenni et al., 2010). Researchers have utilized a 

holistic view, similar to wellness, to explore the physical, psychological, spiritual, and
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support components of self-care (Campenni et al., 2010). The physical component of 

self-care has been loosely defined as incorporation of physical activity into one’s life, 

which has been shown to decrease symptoms of depression and anxiety (Campenni et al., 

2010). Physical activity is characterized in this context by body movements that result in 

the utilization of energy, which can occur through exercise, sports, household activities, 

or other daily functioning actions (Campenni et al., 2010). Psychological components of 

self-care include seeking one’s own personal counseling for any type of distress or 

impairment (Campenni et al., 2010). Personal counseling supports personal development 

by allowing one to understand how to care for oneself, enhancing empathic skills, and 

helping one develop an awareness of one’s boundaries and limitations (Campenni et al.,

2010). The spiritual component of self-care, loosely described, includes all beliefs of 

spirituality and/or religion, a sense of the purpose and meaning of life, and the connection 

one makes with this understanding (Campenni et al., 2010). Spiritual behaviors may 

include meditation or prayer. Support components of self-care include relationships and 

interactions that develop within professional and personal support systems (Campenni et 

al., 2010). Professional support is identified as consultation with and supervision from 

peers, colleagues, or supervisors and the continuation of professional education 

(Campenni et al., 2010). Personal support is classified as relationships with one’s spouse, 

significant other, companions, friends, or other family members (Campenni et al., 2010). 

Through consultation and supervision, it is possible to recognize and understand 

oversights and errors in addition to gaining insight into clinical difficulties of client cases
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(Campenni et al., 2010). Personal support satisfies the common need to belong to groups 

outside the professional world (Campenni et al., 2010).

Counselors often select their occupation because they recognize and acknowledge 

its value (Grier et al., 2001). Burnout is a destructive reality because it can end active 

engagement by the practitioner in the caring cycle, and lack of engagement in high-touch 

work means the end of competent counseling practice (Grier et al., 2001). The caring 

cycle is a process that involves repeated empathic attachments, active involvements, and 

felt terminations within the client-counselor relationship (Grier et al., 2001). This cycle is 

one-way, towards the client, and balancing self-care can be difficult and may be a source 

of constant strain (Grier et al., 2001). Burnout can be subtle, perhaps felt as body tension, 

but attending to the imbalance of care is a prominent factor for professional longevity 

(Grier et al., 2001). To be successful in the counseling profession, counselors should 

make a commitment to continue to maintain professional vitality and avoid depleted 

caring (Grier et al., 2001). Nevertheless, balancing caring for self with caring for others is 

probably a universal struggle for those in the helping profession (Grier et al., 2001).

Career-sustaining behaviors. The term career-sustaining behavior has been used in 

research to describe self-care (Lawson & Myers, 2011). Lawson and Myers (2011) 

describe career-sustaining behaviors as personal and professional actions that counselors 

do to help them to extend, enhance, and more fully enjoy their workplace experiences. 

The authors note that the top eight career-sustaining behavioral strategies endorsed by 

counselors in their study were as follows: (1) maintaining a sense of humor, (2) spending 

time with significant other and family, (3) maintaining balance between professional and
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personal lives, (4) maintaining professional identity, (5) maintaining self-awareness, (6) 

reflecting on positive experiences, (7) engaging in quiet leisure activities, and (8) trying 

to maintain objectivity regarding clients (Lawson & Myers, 2011). Other examples of 

career-sustaining behaviors rated highly by their study participants include using positive 

self-talk, taking regular vacations, participating in continuing education programs, 

reading literature to stay up-to-date, turning to spiritual beliefs, and maintaining a sense 

of control over work responsibilities (Lawson & Myers, 2011).

The term wellness practices will be used in this study to specifically connect the 

behavior to the distinct area of wellness that is being influenced. There are limited 

research studies with a focus on exploring wellness practices among professional 

counselors, associate-level professional counselors, master’s-level counselors, or 

counselors-in-training. Christopher et al. (2008) affirmed that wellness practices have 

demonstrated promising results such as decreasing levels of anxiety and depression, 

increasing the capacity for empathy, and improving immunological functioning; 

however, more research is needed. The next sections will explore research related to 

counselors and wellness practices.

Christopher et al. (2008) conducted a qualitative study over a four-year span to 

examine the influence of mindfulness practices on counseling students through the 

integration of a stress-management program called mindfulness-based stress reduction. 

Mindfulness is the ability to attend to thoughts and emotions as they arise while 

balancing the ability to be fully conscious of the present-moment experiences 

(Christopher et al., 2008). The main practices of the mindfulness-based stress-reduction
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program were yoga, meditation, and qigong. Yoga, a mind-body exercise with gentle yet 

demanding physical postures, offers opportunities for students to become aware of their 

bodies (Christopher et al., 2008). Yoga provided the students in their study benefits in 

terms of increased flexibility and energy (Christopher et al., 2008). Many students found 

the experience of meditation, which is concerned with paying attention to arising 

thoughts and emotions, to be emotionally and mentally involving (Christopher et al.,

2008). Mediation offered students the ability to gain insights and accept themselves and 

their increased awareness (Christopher et al., 2008). The gentle movements of qigong, 

similar to yoga postures, had a positive impact on several students in the study 

(Christopher et al., 2008). Qigong seemed to enhance positive mood, emotions, and 

consciousness in the study participants (Christopher et al., 2008).

Grier et al. (2001) cited a developmental framework for assisting career 

counselors in avoiding depleted caring to assist in prolonging their professional 

longevity. The authors note potential hazards that can exacerbate the difficult nature of 

career counseling in addition to six wellness strategies (Grier et al., 2001). The potential 

hazards mentioned by the authors include (a) clients who have unsolvable problems that 

must be solved; (b) clients who do not have the same basic resources for success; (c) a 

readiness gap between the career counselor and client; (d) the counselor’s inability to say 

no; (e) constant empathy, interpersonal sensitivity, and one-way caring; (f) elusive 

measures of success; and (g) normative failure (Grier et al., 2001). The identified six 

avenues for professional and personal self-care involve (1) maximizing professional 

success to incorporate client change, recognition by colleagues, increased knowledge
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content, and the development of the counselor-client relationship; (2) creating and 

sustaining opportunities for personal and professional feedback; (3) increased time for 

introspection; (4) creating a professional greenhouse at work, which can involve being 

mentored, mentoring, engaging in self-care, and having fun; (5) minimizing ambiguous 

professional loss when clients end without ending or officially terminating; and (6) 

focusing on one’s own need for balanced wellness in the areas of physical, emotional, 

and spiritual dimensions (Grier et al., 2001).

Self-monitoring of overall wellness is beneficial to the professional life of a 

counselor only if the counselor is willing to take action (Lawson & Venart, 2005). 

Lawson and Venart (2005) note behavioral strategies that build ongoing resiliency as an 

intervention against bumout in counselors. The ten most helpful behavioral strategies, or 

wellness practices, that a counselor can do to promote wellness are (1) discussing cases 

with colleagues; (2) attending workshops or continuing education courses; (3) spending 

time with family or friends; (4) engaging in travel, vacations, hobbies, and movies; (5) 

talking with colleagues between sessions; (6) socializing; (7) exercising; (8) limiting case 

load; (9) developing a spiritual life; and (10) receiving supervision (Lawson & Venart, 

2005). The authors state that a self-care program should take a holistic approach toward 

preserving and maintaining counselor wellness across the domains of wellness (Lawson 

& Venart, 2005). These strategies can be categorized within the domains of wellness 

specified by the Indivisible Self Model of Wellness and match perfectly to the causes of 

counselor vulnerability (Lawson & Venart, 2005).
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Counselors need to be aware of the hazards and rewards of the work that they do 

and be vigilant about incorporating wellness practices into their daily routines (Lawson & 

Myers, 2011). This is particularly true for counselors who do not have control or a sense 

of control over their work responsibilities (Lawson & Myers, 2011). Many of the 

wellness practices mentioned are included in the ideal wellness lifestyle for professional 

counselors, associate-level professional counselors, master’s-level counselors, and 

counselors-in-training (Lawson & Myers, 2011). Counselors should be aware that there 

are certain habitual behaviors that undermine wellness and promote further stress, 

distress, or impairment experiences (Morgan et al., 2010). Behaviors such as mindlessly 

watching television, playing computer games, shopping, drinking, and surfing the internet 

are all considered escapist activities (Morgan et al., 2010).

Counselors who are trained to care for others often overlook the need for personal 

care and may not apply to themselves the techniques they prescribe to their clients 

(Linton & O’Halloran, 2000). Counselors’ implementing preventative wellness practices 

is vital to their maintaining effective practices (Linton & O’Halloran, 2000). The 

Indivisible Self Model of Wellness has provided counselors with a foundation for 

evidence-based practice (Myers & Sweeney, 2005). The Indivisible Self Model of 

Wellness is based on characteristics of healthy people and can lead to positive changes 

created through a focus on strengths as opposed to weaknesses (Myers & Sweeney,

2005). This model of wellness is choice-oriented in that wellness practices reflect 

intentionality in lifestyle decisions (Myers & Sweeney, 2005). Resiliency interventions 

become possible when counselors assess the ways in which the risks associated with their
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professional work have impacted them, speak openly as a community, and take steps 

toward positive change (Lawson & Venart, 2005). Ultimately, counselors must 

demonstrate a level of commitment to self-awareness, self-care, and wellness balance 

(Lawson & Venart, 2005).

Part IV: Research Related to Counselors, Burnout, and Wellness

Professional counselors, associate-level counselors, master’s-level counselors, 

and counselors-in-training could use the Indivisible Self Model of Wellness to initiate 

discussion about the importance of self-care for students and professionals in the field of 

counseling (Robinson et al., 2007). Unfortunately, there is a drought of research 

investigating these variables collectively. Careful research identified one study that 

examines these variables together.

Star (2013) researched the relationships among self-care practices, burnout, 

compassion satisfaction, and compassion fatigue among professional counselors and 

counselors-in-training. The counselors-in-training included both master’s and doctoral 

students in clinical mental health counseling, school counseling, or counselor education 

and supervision programs (Star, 2013). The phrase “compassion satisfaction” is used to 

describe the feeling of fulfillment that results from the process of helping others, which 

reminds the helping professional about the altruistic reasons he or she picked the 

profession in the first place (Star, 2013). The study surveyed 253 counselors and 

counselors-in-training, and the results revealed a parallel relationship between burnout 

and compassion fatigue: these variables increase together, and there is no significant 

correlation between burnout and educational level (Star, 2013). This study did find a
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relationship between burnout and work/internship setting; participants working or 

interning at community agencies or in school settings had higher burnout scores than 

those in private practice or hospital settings (Star, 2013). Additionally, those who worked 

or interned in a community agency or school setting were found to engage in fewer 

wellness practices that those in private practice settings (Star, 2013).

For all counselors, the key elements for continued development are acceptance, 

persistence, and awareness. They must accept that clients can be both complex and 

ambiguous through the helping process (Grier et al., 2001). The counselor must persist 

towards continued reflection on professional and personal wellness (Grier et al., 2001). 

Finally, the counselor must be aware of self and seek assistance when burnout impacts 

his or her process of growth (Grier et al., 2001). More research is needed to explore the 

relationships among counselors, burnout, and wellness.

Part V: Synthesis, Critique, and Conclusion

Over the past two decades, professional organizations in the counseling field have 

placed an increased emphasis on the wellness of counselors and counseling students 

(Jang et al., 2012). An emphasis on a counselor’s personal wellness is derived from a 

long-standing belief that a counselor’s personal qualities, such as coping patterns, well

being, empathic ability, and attitude, are essential to his or her capacity to help clients 

(Jang et al., 2012). Researchers documented that stressed, distressed, or impaired 

counselors may not be able to offer high-quality counseling services to their clients (Jang 

et al., 2012). The Indivisible Self Model of Wellness offers a holistic perspective to help 

counselors retain high compassion satisfaction and avoid bumout (Lawson & Myers,
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2011). Counselor wellness practices are critical for professional and personal renewal and 

quality of life (Lawson & Myers, 2011).

This literature review covered relevant research related to counselors-in-training, 

master’s-level counselors, associate-level counselors, professional counselors, burnout, 

and wellness. The review of the literature presented the following: (a) the requirements to 

be considered an effective counselor, a description of counselor education, and an 

explanation of post-graduate training; (b) counselor impairment and burnout; (c) risk 

factors and protective factors for counselors; and (d) the importance of counselors’ 

utilizing wellness practices to enhance overall wellness. To be effective, counselors must 

be empathetic, genuine, culturally competent, able to increase in cognitive complexity, 

and well (Neukrug, 2012). Counselor training includes a minimum of two academic years 

of course work, which includes the eight core content areas and clinical practice in 

practicum and internship (Gladding, 2009). Counselor impairment can occur early on in 

the professional life of counselors-in-training, master’s-level counselors, associate-level 

professional counselors, or professional counselors; the risk of impairment is inherent in 

the professional life of a counselor (Jang et al., 2012; Stebnicki, 2007). Burnout is a 

major risk to the professional quality of life of counselors (Lawson & Myers, 2011). 

Burnout is a term commonly used by those in human service fields to describe the three- 

dimensional aspects of (a) emotional exhaustion or inability to feel compassion for 

clients, (b) depersonalization of or detachment from the emotional needs of clients, and 

(c) lack of personal accomplishment or critical evaluation of oneself (Biebel et al., 2013). 

Burnout risk factors for counselors-in-training include restricted general coping resources
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when stressed, undesirable sources of social support, and reduced self-awareness 

(Stebnicki, 2007). Protective factors for counselors-in-training include clinical 

supervision and educational support networks (Gladding, 2004). Professional counselor 

burnout risk factors include personal characteristics and interpersonal influences (Pace & 

Rosenberg, 2006). Protective factors for professional counselors consist of continuing 

education and professional social support systems (Freadling & Foss-Kelly, 2014). 

Research indicates that those who deal with stressors and problems by focusing on 

feelings associated with them run a high risk of developing symptoms of burnout (Bellini 

& Wilkerson, 2006). Wellness practices can be used as preventative methods against the 

development of burnout symptoms (Linton & O’Halloran, 2000). Wellness is an 

overarching, multifaceted, multidimensional developmental construct that, if one so 

chooses, can move one towards optimal functioning (Lawson & Myers, 2011; Roscoe,

2009).

There is a deficiency in the amount of research that compares counselors-in- 

training, master’s-level counselors, associate-level counselors, and professional 

counselors in relation to burnout, wellness, and wellness practices together. The purpose 

of this study is to first determine if a relationship exists between burnout and wellness 

among professional counselors and counselors-in-training. The second purpose of this 

study is to explore the impact of wellness practices on levels of wellness and burnout of 

professional counselors and counselors-in-training. This study hopes to bridge the gap in 

the existing literature in regards to counselors’ susceptibility to burnout, regardless of 

level of education or experience. Additionally, this study anticipates adding value to the
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literature in the counseling profession on the relationships among wellness, wellness 

practices, and burnout.

The counseling profession conceptualizes wellness as fluid with specific points 

along a range of well, stressed, distressed, and impaired (Manyam & Stalnaker-Shofner, 

2014). The concept of wellness is central to the currently flourishing positive psychology 

movement, which has a long history in the development of the field of counseling and 

counseling theories (Roscoe, 2009). Wellness involves the acute and chronic effects of 

lifestyle behaviors and choices throughout an individual’s lifespan (Myers & Sweeney, 

2005). Wellness choices made early in life have a cumulative positive effect as people 

mature; similarly, unhealthy choices have a negative effect that intensifies as people age 

(Myers & Sweeney, 2005). The significance of the wellness perspective of this study lies 

in a positive, holistic orientation of strengths that can be mobilized to enhance 

functioning in several areas and to overcome burnout symptoms (Myers & Sweeney, 

2005).

Although burnout can occur in other occupations, it is commonly seen in the 

counseling industry due in part to the emotional aspects of the counselor-client 

relationship (Biebel et al., 2013). That emotional connection is what differentiates 

burnout from occupational stress; burnout is tied to work that is demanding and involves 

emotional investments (Biebel et al., 2013). Counselors suffering from burnout have 

more stress-related illness and mental health issues, including depression, anxiety, and 

decreased self-esteem, as well as increased rates of physical health problems such as 

insomnia and headaches, than counselors who are not experiencing burnout symptoms
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(Biebel et al., 2013). Wellness practices can be implemented by counselors to combat 

burnout symptoms and serve to remediate contributory factors which can improve overall 

wellness (Biebel et al., 2013).



CHAPTER 3 

METHODOLOGY 

The purpose of this study is first to determine if a relationship exists between 

bumout and wellness among professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training. The second purpose of 

this study is to explore the impact of wellness practices on levels of bumout among the 

sample populations. The present study seeks to answer the following research questions 

related to the connections among wellness, wellness practices, and bumout among the 

four counseling levels:

Question One: Is there a relationship between total wellness scores and total 

bumout scores among professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training?

Null Hypothesis One: There is no relationship between total wellness scores and 

total bumout scores among professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training.

Question Two: Is there a difference in total bumout scores and reported preferred 

wellness practices between professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training?

73
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Null Hypothesis Two: There is no difference in total bumout scores and reported 

preferred wellness practices between professional counselors, associate-level 

professional counselors, master’s-level counselors, and counselors-in-training. 

Question Three: Is there a difference in reported frequency of time spent 

practicing wellness and total bumout scores between among professional 

counselors, associate-level professional counselors, master’s-level counselors, and 

counselors-in-training?

Null Hypothesis Three: There is no difference in reported frequency of time spent 

practicing wellness and total bumout scores between professional counselors, 

associate-level professional counselors, master’s-level counselors, and 

counselors-in-training.

The design that was used in this study is a cross-sectional, correlational survey 

research design. Cross-sectional suggests that individuals from several different age 

groups will be sampled and compared (Leedy & Ormrod, 2010). Participants in this study 

were divided into four groups for cross-sectional investigation: professional counselors, 

associate-level professional counselors, master’s-level counselors, and counselors-in- 

training. Correlational describes a statistical investigation of the association between two 

or more variables; this type of inquiry looks at surface relationships but does not 

necessarily probe for causal reasons underlying the association (Leedy & Ormrod, 2010). 

Survey refers to a design that determines the incidence, frequency, and distribution of 

certain characteristics of participant responses in order to draw conclusions about a 

particular population (Leedy & Ormrod, 2010). This type of study consists of quantitative
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methods for assessing the relationship of wellness and wellness practices to bumout 

among professional counselors, associate-level professional counselors, master’s-level 

counselors, and counselors-in-training.

The remainder of this chapter is divided into the following sections: participants, 

instrumentation, procedures, data analysis, limitations, and delimitations. The participants 

section outlines inclusion criteria for those surveyed and rationale for determining the 

number of participants. The instrumentation section describes each instrument used in 

this study, including justification for its use. The procedures section explains data 

collection and the survey package. This chapter will conclude with a description of the 

data analysis procedures along with the limitations and delimitations of the methodology.

Participants

The study participants were recruited utilizing convenience sampling, a sampling 

technique in which participants are identified from a readily available source and which 

typically involves obtaining volunteer participants (Manyam & Stalnaker-Shofner, 2014). 

The research participants are either counselors-in-training, master’s-level counselors, 

associate-level professional counselors, or professional counselors. This study defines 

each counselor level as the following: (a) professional counselors are individuals in the 

United States who hold a state license to practice counseling independently; (b) associate- 

level counselors are individuals in the United States who hold a provisional state license, 

or associate license, to practice counseling only under direct supervision of a professional 

counselor; (c) master’s-level counselors are individuals in the United States who have 

completed a master’s degree in a counseling-related program of study but do not hold a
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state license; and (d) counselors-in-training are individuals in the United States who are 

actively engaged in a clinical internship experience within a master’s counseling-related 

degree program of study (Baggs et al., 2012; Remley et al., 2014).

After receiving Institutional Review Board (IRB) approval, the author conducted 

recruitment in four ways: (1) an invitation-to-participate email, (2) an invitation-to- 

participate post to online listservs, (3) invitation-to-participate posts through a social 

media site, and (4) invitation-to-participate announcements at professional conferences 

and counseling-related organizational meetings. Please refer to Appendix A for the IRB 

approval letter and Appendix B for the invitation to participant statement. Invitation-to- 

participate emails were sent to counseling-related program faculty members and 

community mental health agencies in the United States. Counseling-related programs 

included those at Mercer University, Clark Atlanta University, Georgia State University, 

Argosy University of Atlanta, University of West Georgia, Georgia Southern University, 

Columbus State University, and Gardner-Webb University. Community mental health 

agencies included Grady Health System, Willowbrooke of the Tanner Health System, 

Grace Harbour Behavioral Health, Clayton County Community Service Board,

Behavioral Health Link of Georgia, and Urban Balance in Chicago, Illinois. Invitation-to- 

participate posts were submitted to counseling-related online listservs sponsored by 

national, regional, and state counseling-related organizations, including the following: the 

American Counselor Association Connect Open Forum, the Counselor Education and 

Supervision Network Listserv, the Georgia Therapy Network, and the Licensed 

Professional Counselor Association of Georgia Listserv. Invitation-to-participate posts
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were made to counseling-related Facebook pages sponsored by national, regional, and 

state counseling-related groups or organizations, including the Southern Association of 

Counselor Education and Supervision graduate students; Professional Mental Health 

Counselors, Social Workers, and Psychologists; Professional Counselors; American 

Counseling Services, Inc.; Addiction Professionals; Florida Mental Health Counselor 

Interns; Counselor Community; American Mental Health Counselors Association; 

Southern Association of Counselor Education and Supervision; and A Counselor’s View 

of Italy 2012. Invitation-to-participate announcements were made to the Safety Net 

Conference at South University in Savannah, GA; the Georgia College Counseling 

Association meeting; and the Illinois Mental Health Counseling Association board 

meeting.

In total, seven variables are examined in this study: wellness, wellness practices, 

bumout, professional counselors, associate-level counselors, master’s-level counselors, 

and counselors-in-training. These variables were used to determine the total number of 

participants needed. The sample size for this type of study should be between 15 to 20 

participants for each variable (Star, 2013). Therefore, the current study requires 

approximately 104 to 140 participants; however, this study aimed to obtain 150 or more 

participants.

Instrumentation

Instruments were chosen to determine the potential relationships among wellness, 

wellness practices, and bumout in professional counselors, associate-level counselors, 

master’s-level counselors, and counselors-in-training. The instruments used in this study
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included a demographic questionnaire, the Five Factor Wellness Inventory (5F-WEL) 

Form A2 created by Myers and Sweeney in 2005; the Maslach Bumout Inventory (MBI) 

Human Services Survey created by Maslach and Jackson in 1981; and a social 

desirability assessment called the Marlowe-Crowne Social Desirability Scale (MCSDS) 

created by Crowne and Marlowe in 1960 (Barger, 2002; Bilot, 2012). These instruments 

were selected due to their reliability and validity, participants’ ability to complete them in 

a reasonable time, and their abilities to examine the variables required of this study. Both 

the 5F-WEL and the MBI assessments utilize a Likert-type scale to collect participant 

responses. Following are a description and further justification of each of the instruments. 

Demographic Questionnaire

The researcher collected demographic information from the study participants to 

use for data analysis. The author created a specific questionnaire for this study. The 

demographic questionnaire collected information related to counselor level, age groups, 

sex, nationality/ethnic background, years of experience groups, primary work setting, 

preferred wellness practices, and frequency of wellness practices. See the demographic 

questionnaire used in this study in Appendix C.

Five Factor Wellness Inventory

The Five Factor Wellness Inventory (5F-WEL) Form A2 was used as the measure 

of wellness for this study. The 5F-WEL assesses one’s total wellness based on the 

holistic characteristics of the Indivisible Self Model of Wellness (Manyam & Stalnaker- 

Shofner, 2014; Myers & Sweeney, 2005). The 5F-WEL is composed of 73 scored items 

that reflect specific attitudinal and behavioral statements (e.g., “I like meeting new
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people.”) and eighteen experimental items for a total of 91 items (Luecht, Myers, & 

Sweeney, 2004). Self-report responses are provided on a four-point Likert scale: strongly 

agree, agree, disagree, and strongly disagree (Myers & Sweeney, 2014). The 5F-WEL 

yields one score for total wellness. Total wellness is comprised of five second-order 

factors and seventeen third-order factors (Myers & Sweeney, 2014). Five second-order 

factors include the creative self, coping self, social self, essential self, and physical self. 

The seventeen third-order factors are as follows: (a) thinking, emotions, control, work, 

and positive humor of the creative self; (b) leisure, stress management, self-worth, and 

realistic beliefs of the coping self; (c) friendship and love of the social self; (d) 

spirituality, gender identity, cultural identity, and self-care of the essential self; and (e) 

exercise and nutrition of the physical self (Myers & Sweeney, 2014). The 5F-WEL also 

contains seven demographic questions related to marital/relationship status, employment 

status, student status, educational level, biological sex, cultural background, and 

sexual/affectional orientation (Myers & Sweeney, 2014; Roach & Young, 2007). Scores 

on this instrument range from 25 to 100. This study utilized the 5F-WEL Form A2 

version, the revised adult version of the instrument, which was originally designed for 

teens and adults with a ninth-grade reading level or below (Bilot, 2012; Myers & 

Sweeney, 2014). Permission was obtained from the publisher of the 5F-WEL and can be 

found in Appendix D.

Higher scores on the 5F-WEL are designed to reflect greater wellness (Myers & 

Sweeney, 2014; Roach & Young, 2007). Regarding reliability, alpha coefficients for the 

5F-WEL Form A2 were .98 for total wellness, .96 for the creative self (related context
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scales ranging from .79 to .88), .89 for the coping self (related context scales ranging 

from .58 to .91), .96 for the social self (related context scales ranging from .92 to .95), .95 

for the essential self (related context scales ranging from .89 to .92), and .90 for the 

physical self (related context scales ranging from .87 to .89) (Myers & Sweeney, 2014; 

Roach & Young, 2007). Construct validity of the 5F-WEL has been examined based on 

comparisons to similar measures (e.g., TestWell, Coping Responses Inventory, Measures 

of Psychosocial Development, Inventory of Self-Actualizing Characteristics, and 

Developmental Counseling Therapy) (Manyam & Stalnaker-Shofner, 2014; Roach & 

Young, 2007). Reported correlations ranging from .28 to .74 are suggestive of the 

construct validity of the 5F-WEL as a measure of wellness (Manyam & Stalnaker- 

Shofner, 2014).

The 5F-WEL has also been found to be useful in differentiating wellness levels of 

various populations across the life span (Myers et al., 2009). The norm group (N = 1,899) 

for the 5F-WEL was comprised of adult volunteers recruited through university classes, 

professional workshops, and research projects (Bilot, 2012). Means and standard 

deviations for the normative sample were reported as follows: total wellness, M = 76.22, 

SD = 12.51; creative self, M = 77.80, SD = 12.99; coping self, M = 72.39, SD = 10.63; 

social self, M = 84.06, SD = 17.82; essential self, M = 78.90, SD = 16.15; and physical 

self, M = 70.98, SD = 17.00 (Bilot, 2012).

Maslach Bumout Inventory

The Maslach Bumout Inventory was used in this study and has been recognized 

as the leading instrument for measuring bumout (Maslach, Jackson, & Leiter, 1996). In
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1981, Maslach and Jackson designed the Human Services Survey to measure 

hypothesized aspects of the bumout syndrome among those employed in the human 

service industry such as teachers, police officers, social workers, psychologists, 

psychiatrists, counselors, mental health workers, and nurses (Bilot, 2012). This study 

utilized the MBI-Human Services Survey (MBI-HSS). The MBI-HSS contains 22 

statements of job-related feelings and asks participants to rate the frequency of the 

statements ranging from never, a few times a year or less, once a month or less, a few 

times a month, once a week, a few times a week, or every day (Maslach & Jackson,

1981). The MBI-HSS consists of three subscales: emotional exhaustion (e.g., “I feel used 

up at the end of the workday.”), depersonalization (e.g., “I don’t really care what happens 

to some recipients.”), and personal accomplishment (e.g., “I have accomplished many 

worthwhile things in this job.”) (Cho, Lee, Kissinger, & Ogle, 2010; Maslach & Jackson, 

1981). Emotional exhaustion consists of nine items, depersonalization consists of five 

items, and lack of personal accomplishment consists of eight items; lack of personal 

accomplishment is scored in the opposite direction from emotional exhaustion and 

depersonalization (Maslach & Jackson, 1981; Maslach et al., 1996). Bumout is 

conceptualized as a continuous variable, ranging from low to moderate to high degrees of 

experienced feeling; it is not viewed as a dichotomous variable, which is either present or 

absent (Maslach & Jackson, 1981; Maslach et al., 1996). Permission was obtained from 

the publisher of the MBI-HSS and can be found in Appendix E.

Results of the MBI, in general, reflect bumout as a continuum and do not indicate 

the existence or nonexistence of bumout (Bilot, 2012). Rather, the results indicate
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whether individuals are experiencing low, medium, or high levels of bumout in their 

work (Bilot, 2012). The items for the MBI are written in the form of statements about 

personal feelings or attitudes (Maslach & Jackson, 1981; Maslach et al., 1996). The 

general term “recipients” is used in the items to refer to the people for whom the 

participants provide service, care, or treatment (Maslach & Jackson, 1981; Maslach et al., 

1996). The participant rates each of the statements according to the indicator that best 

describes how frequently he or she feels that way on a Likert-type scale (Maslach & 

Jackson, 1981). The reliability coefficients reported for each subscale are as follows: .90 

for emotional exhaustion, .79 for depersonalization, and .71 for personal 

accomplishment, based on test-retest by several additional researchers (Maslach et al., 

1996).

Further evidence of the validity of the MBI was obtained by distinguishing it from 

measures of other psychological constructs that might be confounded with bumout 

(Maslach & Jackson, 1981; Maslach et al., 1996). The MBI was compared with the Job 

Diagnostic Survey measurement of general job satisfaction and yielded the following 

discriminant validity for each subscale: emotional exhaustion, r = -.23, p < .05; 

depersonalization, r = -.22, p < .02; and personal accomplishment, r = .17, p < .06 

(Maslach et al., 1996). Additionally, the MBI was also compared with the Marlowe- 

Crowne Social Desirability scale, and none of the MBI subscales were significantly 

correlated at the .05 level (Maslach et al., 1996).

The MBI-HSS was normed on a large sample (N = 11,067) of human service 

workers, including teachers, police officers, social workers, psychologists, psychiatrists,
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counselors, mental health workers, and nurses (Bilot, 2012). The overall means for the 

North American (N = 11,067) group norm are as follows: emotional exhaustion,

M = 0.99, SD = 10.75; depersonalization, M = 8.73, SD = 5.89; and personal 

accomplishment, M = 34.58, SD = 7.11 (Maslach et al., 1996, p. 8). The normative 

means for mental health workers (n = 730) are emotional exhaustion, M = 16.89,

SD = 8.90; depersonalization, M = 5.72, SD = 4.62; and personal accomplishment,

M = 30.87, SD = 6.37 (Bilot, 2012).

Marlowe-Crowne Social Desirability Scale

The need to examine social desirability response bias with self-report measures 

has been well documented and continues to be a methodological consideration in 

scholarly literature (Reynolds, 1982). Crowne and Marlowe developed the Marlowe- 

Crowne Social Desirability Scale (MCSDS) to measure a form of response bias called 

social desirability, or faking good, which examines the validity of participants’ responses 

(Robinson et al., 2007). Social desirability is a variable that is not associated with the 

research questions or purpose of this study; the author is only interested in the possibility 

of the sample population’s providing general socially desirable-biased responses. The 

MCSDS has been studied extensively, although there has been debate about whether the 

instrument measures impression management, conscious attempts at distortion, or self- 

deception (Robinson et al., 2007). The full scale remains a useful instrument to measure a 

participant’s tendency to present him or herself in a socially desirable way (Robinson et 

al., 2007). The MCSDS is a 33-item measure of a person’s tendency to distort self

presentation toward socially desirable biases, containing 18 attribution items and 15
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denial items which utilizes a true-false response format (Reynolds, 1982; Robinson et al., 

2007). In other words, the items are statements that are either very socially desirable but 

untrue of most people (e.g., “Before voting I thoroughly investigate the qualifications of 

all the candidates.”) or very socially undesirable yet common (e.g., “I sometimes feel 

resentful when I don’t get my way.”) (Crowne & Marlowe, 1960; Robinson et al., 2007). 

Results indicate socially undesirable (low scores), average concern for social desirability 

(average scores), and highly concerned for social desirability (high scores) (Crowne & 

Marlowe, 1960). Permission to use the MCSDS was requested via email to the only 

living creator, Dr. Douglas P. Crowne, at the University of Waterloo in Ontario, Canada; 

however, the MCSDS and its scoring key are public knowledge.

Procedures

The study survey contained the demographic questionnaire, the 5F-WEL Form 

A2, the MBI-HSS, and the MCSDS. All study materials, the web-based informed consent 

and the study survey, were converted into an online data collection form accessible via an 

active web-link within the invitation-to-participate email or post. Individuals interested in 

participating in this study clicked on the active link which directed them to the study 

survey site via Survey Monkey. Once an individual consents to participating, they 

progressed to the study survey within Survey Monkey. Please refer to Appendix F for the 

web-based informed consent. Participants took approximately 15 to 30 minutes to 

complete the study survey. The study survey was opened from July 27, 2015, to 

September 15,2015, a total of 50 days.
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Following completion of the study survey, participants were offered an 

opportunity to choose to be included in a randomized raffle. The raffle was not used to 

solicit participation for this study but to compensate random winners for the time it took 

to complete the study survey. Participants were informed they could have a chance to win 

one of five $10 Amazon gift cards. If interested, participants were directed to email the 

primary investigator of this study. The raffle was conducted at the end of the data 

collection period. Thirty-two participants were included in the raffle. The winners of the 

raffle were chosen through the use of Microsoft Excel; the names were listed from line 3 

to line 35, and the researcher used function “randb(3,35)” to generate five random 

numbers.

Protection of the participants was ensured throughout the study. Data collected via 

Survey Monkey were entered directly into an Excel data file on the Mercer University 

Technology data storage area, or database. Databases were protected behind security 

firewalls containing login and password protections to prevent confidentiality breaches. 

The author retrieved the Excel data file in order to input it into the analysis tool Statistical 

Package for the Social Sciences, version 21 (SPSS 21). All research data were stored on a 

password-protected computer owned by the author and held within a secure location. The 

research data will be kept for an extended time period as regulated by the Mercer 

University IRB. After such designated time period, the research data will be destroyed.

Data Analysis

The Likert-type scale is one of the most widely used instruments, especially in 

social sciences, for measuring opinion, preference, and attitude (Leung, 2011). A Likert-
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type scale requires an individual to respond to a series of statements, and each response is 

assigned a point value (Croasmun & Ostrom, 2011). Likert-type scales are rank-ordered, 

and data having only ordinal properties should be analyzed with non-parametric statistics 

based on the data ranks (Lantz, 2013). However, parametric statistics that are more 

powerful are allowed for data with interval properties, utilizing the actual numerical 

values of the data instead of their ranks (Lantz, 2013). Therefore, this study will treat 

responses to the Likert-type scales as continuous interval data in order to utilize 

parametric statistical analysis methods.

The primary means of analyzing participant responses involved computing the 

data into SPSS 21 as the analysis tool. Descriptive statistics such as measures of central 

tendency (e.g., mean, median, and mode), distribution, and dispersion (e.g., range and 

standard deviation) were used to analyze demographic data. In order to answer research 

question number one regarding whether there is a relationship between total wellness 

scores and total bumout scores, Pearson’s product-moment correlation coefficient was 

used to measure the strength and direction of the association. For research question two 

(regarding whether there is a difference in total bumout scores and wellness practices 

among the counselor levels), two-way analysis of variance (2-way ANOVA) was used to 

determine if there is a significant difference. For research question three (regarding 

whether there is a difference in frequency of time spent involved in wellness practices 

and total bumout scores among the counselor levels), two-way analysis of variance (2- 

way ANOVA) will be used to determine if there is a significant difference.

Limitations
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The limitations of this study are related to research design, use of parametric 

statistical analysis, and level of organizational wellness. The limitations to using the one

time cross-sectional design used in this study are two-fold. First, the results will not 

directly measure the impact of time and second, the possibility that some other 

unrecognized event in the outside world may occur at approximately the same time that 

the participants are completing the 5F-WEL, MBI, MCSDS, and questionnaire and 

contaminate their responses (Leedy & Ormrod, 2010). Therefore, only tentative 

generalizations can be made until further research has been completed (Leedy & Ormrod, 

2010).

The use of parametric statistical analyses in this study is a limitation. Likert-type 

scales provide ordinal data, which is ranked by general options such as on a five-point 

Likert-type scale of strongly agree, agree, neutral, disagree, and strongly disagree 

(Robertson, 2012). One cannot assume that the distance between strongly agree and agree 

would be the same as the distance between neutral to disagree (Robertson, 2012, p. 6).

For ordinal data, nonparametric statistical tests, which do not assume a normal 

distribution of data, should be used (Robertson, 2012). However, researchers know that 

nonparametric tests lack power and are not useful for doing factorial designs or analyses 

such as ANOVA (Robertson, 2012). Parametric statistical methods are often used in 

contemporary research to analyze Likert-type data, such as the methods used in the 

creation of the 5F-WEL and MBI. Therefore, this study will utilize parametric statistical 

tests in order to compare results to the normed population results of both the 5F-WEL 

and the MBI.
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The way an organization is structured contributes to the wellness or impairment of 

its professionals (Lambie & Young, 2007). Research in organizational behavior has 

begun to focus on how organizations may be judged to be healthy in terms of the social 

interactions among their members (Lambie & Young, 2007). Maslach offers a theoretical 

framework that incorporates both individual and organizational factors to help us 

understand counselor impairment (Lambie & Young, 2007). The degree of match or 

mismatch between counselors and their organizational systems defines the counselors’ 

levels of wellness (Lambie & Young, 2007). Thus, a counselor’s wellness is best fostered 

in a supportive environment in which he or she is respected and appreciated while 

negative characteristics such as bureaucratic hassles and administrative interference are 

minimized (Lambie & Young, 2007).

Nonetheless, both organizational leaders and individuals must take steps to 

prevent or treat the debilitating malady called bumout (Stewart, 2009). Individuals should 

be aware of their vulnerability to bumout and participate in wellness practices (Stewart, 

2009). Organizational leaders could design environments of caring and institute programs 

to support and protect their employees (Stewart, 2009). Although the emphasis on 

wellness in counselor research has grown, when counselors go to work, they face 

organizational systems that are increasingly bureaucratic, they have too little control, and 

their jobs may involve too much responsibility (Lambie & Young, 2007). Counselors can 

fight against the stresses inherent in practice, but to do so, they must learn to be their own 

advocates and help dysfunctional places become well (Lambie & Young, 2007). Thus,
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this study is exclusively focused on the individual’s coping strategies in relation to work 

environment stress.

Delimitations

Factors that may be related to and/or influence one’s bumout or wellness scores 

but are beyond the scope of this study include intelligence, life events, and compassion 

fatigue. Intelligence can be defined as the cognitive abilities that permit individuals to 

demonstrate what they know, perceive, remember, understand, and can apply or create 

mentally (Conte & Landy, 2009). These abilities may include problem identification, 

problem-solving, perceptual (not sensory) skills, the development or evaluation of ideas, 

and remembering what one has learned through general experience or specific training 

(Conte & Landy, 2009). Critics have suggested that cognitive measures or tests alone 

may not be useful in predicting counseling performance at work (Lepkowski, Maddux, 

Packman, Richmond, & Smaby, 2005). The ability to balance work-related stress with 

wellness practices may be acquired through on-the-job experience. Therefore, one’s 

ability to perform well in academia may not translate into success in balancing the job 

responsibilities and requirements of a counselor.

Life events can be defined as experiences that force individuals to confront a 

situation or a series of situations that present a demand, a constraint, or an opportunity 

(Bhagat, 1983). All individuals, in the course of living, experience a variety of life events 

or changes which they can perceive as positive or negative (Bhagat, 1983). Life events 

have been noted to be a source of additional stress for counselors (Gladding & Newsome, 

2014). This variable is not included in this study because the focus of this investigation is



90

on the application of interventions to burnout not on possible sources or causes of 

bumout in counselors.

Compassion fatigue involves the cognitive, emotional, and behavioral changes 

counselors experience as a result of indirect exposure to trauma while treating trauma 

survivors (Craig & Sprang, 2010). Counselors are unable to control the information 

clients choose to disclose in confidence; however, counselors are able to decide how they 

choose to respond to the stress related to their work. This study is focused on ways in 

which counselors respond to their personal experiences in therapy while managing their 

work-related responsibilities.

This chapter presented a description of the participants, instrumentation, 

procedures, data analysis, limitations, and delimitations of this study. Chapter four will 

present the results of this study. Images in this document are presented in color.



CHAPTER4 

RESULTS

The purpose of this study is two-fold. First, this study attempts to determine if  a 

relationship exists between bumout and wellness among professional counselors, 

associate-level professional counselors, master’s-level counselors, and counselors-in- 

training. Second, this study explores the impact of wellness practices on levels of bumout 

among the identified groups. Ultimately, this study seeks to investigate the connections 

among wellness, wellness practices, and bumout within the counseling population 

surveyed.

This chapter presents a summary of the results of this study. This chapter is 

divided into two parts: descriptive statistics and inferential statistics. The descriptive 

statistics will summarize the demographic variables of the study population and describe 

the data results for each segment of the study survey (Caldwell, 2010). The inferential 

statistics will present the relevant statistical analyses used and their results, which address 

each of the null hypotheses tested. A summary will conclude this chapter.

Part I: Descriptive Statistics

The participants were recruited utilizing convenience sampling in one of the four 

following ways: (1) an invitation-to-participate email, (2) an invitation-to-participate post 

to online listservs, (3) invitation-to-participate posts through a social media site, and

91
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(4) invitation-to-participate announcements at professional conferences and counseling- 

related organizational meetings. The data were collected using Survey Monkey. The 

researcher collected 20 hardcopy surveys and manually entered each hardcopy into the 

survey website. The total number of surveys collected was 330. This section will examine 

the data collected on counselor level, age, sex, nationality or ethnic background, years of 

experience, primary work setting, preferred wellness practice, time practicing wellness, 

Five-Factor Wellness Inventory Form A2 (5F-WEL Form A2), Maslach Bumout 

Inventory Human Services Survey (MBI-HSS), and the Marlowe-Crowne Social 

Desirability Scale (MCSDS).

Counselor Level

The sample groups for this study were individuals who are actively engaged in a 

master’s degree counseling-related program of study or individuals who have completed 

a master’s degree in a counseling-related program of study. The counselor levels included 

in this study are professional counselor, associate-level professional counselor, master’s- 

level counselor, and counselor-in-training. Professional counselor is used to describe an 

individual in the United States who holds a state license to practice counseling 

independently; an associate-level counselor is described as an individual in the United 

States who holds a provisional state license to practice counseling only under direct 

supervision of a professional counselor. A master’s-level counselor is an individual who 

has completed a graduate degree in a counseling-related program of study but does not 

hold a state license, and a counselor-in-training is an individual in the United States who 

is actively engaged in a clinical internship experience within a master’s-level counseling-
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related program of study (Baggs et al., 2012; Remley et al., 2014). Of the 330 participants 

whose surveys were collected, 126 (38%) were professional counselors, 57 (17.3%) were 

associate-level counselors, 42 (12.7%) were master’s-level counselors, and 83 (25.2%) 

were counselors-in-training. Twenty-two participants (6.8%) chose not to respond to this 

question. See Figure 1 for a comparison of the counselor levels.

Counselor Lsvsl 
■frofssatoratCounMtor

I Counselor •tvTrsNne

Figure 1. Counselor levels 

Age

Of the 330 participants whose surveys were collected, 81 (24.5%) were 18 to 30 

years old, 93 (28.2%) were 31 to 40 years old, 67 (20.3%) were 41 to 50 years old, 45 

(13.6%) were 51 to 60 years old, and 20 (6.1%) were 61 years old or older. The mean age 

group is 31 to 40 years old. Twenty-four participants (7.3%) chose not to respond to this 

question. See Figure 2 for a comparison of the age groups.
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Figure 2. Age groupings 

Sex

Of the 330 participants whose surveys were collected, 246 (74.5%) were women, 

61 (18.5%) were men, and 1 participant (0.3%) was transgendered. Twenty-two 

participants (6.7%) chose not to respond to this question. The gender breakdown is 

displayed in Figure 3.
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Figure 3. Gender

Nationality or Ethnic Background

Of the 330 participants whose surveys were collected, 78 (23.6%) were African 

American, 6 (1.8%) were Asian American, 183 (55.5%) were Caucasian, 6 (1.8%) were 

Caribbean, 9 (2.7%) were Hispanic, 3 (0.9%) were Indian, 1 (0.3%) was Native 

American, 13 (3.9%) were multi/biracial, and 8 (2.4%) selected Other. Participants who 

selected “other” responded in the following matter: South Asian, Filipino, Eastern 

Europe, Italian American, Puerto Rican, and Askinazi. It is this researcher’s assertion that 

the participant mistyped and intended to type “Ashkenazi.” Twenty-three participants 

(7.1%) chose not to respond to this question. See Figure 4 for a comparison of 

nationalities/ethnic backgrounds.
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Figure 4. Nationality/ethnic background 

Years o f Experience

Of the 330 participants whose surveys were collected, 132 (40%) had 0 to 3 years 

of experience, 59 (17.9%) had 4 to 7 years of experience, 36 (10.9%) had 8 to 11 years of 

experience, 35 (10.6%) had 12 to 15 years of experience, 6 (1.8%) had 16 to 19 years of 

experience, 13 (3.9%) had 20 to 23 years of experience, 8 (2.4%) had 24 to 27 years of 

experience, 5 (1.5%) had 28 to 31 years of experience, and 11 (3.3%) had 32 years of 

experience or more. The mean years of experience is 4 to 7 years of experience. Twenty- 

five participants (7.7%) chose not to respond to this question. See Figure 5 for a 

comparison of the years of experience of the participants.
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Figure 5. Years of experience

Primary Work Settings

Of the 330 participants whose surveys were collected, 25 (7.6%) primarily 

worked as college or university faculty members, 28 (8.5%) primarily worked in college 

or university counseling centers, 52 (15.8%) primarily worked in community mental 

health agencies, 9 (2.7%) primarily worked within home-based services, 30 (9.1%) 

primarily worked in an inpatient care or hospital setting, 18 (5.5%) primarily worked in a 

K-12 school, 46 (13.9%) selected Other for their primary work settings, 25 (7.6%) 

primarily worked in outpatient settings, and 74 (22.4%) primarily worked in private 

practice. Participants who selected Other listed the following as their primary work 

settings: regional youth detention center, probation, department of juvenile justice, 

military, state prison, unemployed, crisis line, college or university staff, a non-mental 

health-related profession, and a combination of mental health locations. Twenty-three
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participants (6.9%) chose not to answer this question. See Figure 6 for a comparison of 

work settings.

Primary Work Sotting
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Figure 6. Primary work setting

Preferred Wellness Practice Category

The survey questionnaire included eighteen options for participants to select from 

in relation to the type of preferred wellness practice that is most helpful. The options 

were categorized into physical, emotional, and spiritual activities of wellness. There were 

seven options for physical wellness activities, five options for emotional wellness 

activities, and six options for spiritual wellness activities. Of these three categories, 99 

participants (29.9%) indicated that practicing physical wellness is most helpful, 137 

participants (41.4%) indicated that practicing emotional wellness is most helpful, and 70 

participants (21.1%) indicated that practicing spiritual wellness is most helpful. Twenty
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four participants (7.9%) chose not to answer this question. See Figure 7 for a comparison 

of preferred wellness practices.

PrtfcrrH
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Figure 7. Preferred wellness practice category

Most Helpful Type of Wellness Practice

Of the 330 participants whose surveys were collected, 9 (2.7%) preferred physical 

-  eat regularly or healthy; 44 (13.3%) preferred physical -  exercise; 3 (0.9%) preferred 

physical -  regular medical care for prevention or when needed; 6(1.8%) preferred 

physical -  sports or physical activity; 19 (5.8%) preferred physical -  get enough sleep; 8 

(2.4%) preferred physical -  take vacations; 10 (3%) preferred physical -  other; 39 

(11.8%) preferred emotional -  spend time with others whose company you enjoy; 11 

(3.3%) preferred emotional -  stay in contact with important people in your life; 11 (3.3%) 

preferred emotional -  laugh; 70 (21.2%) preferred emotional -  seek out comforting
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activities, objects, people, relationships, or places; 6 (1.8%) preferred emotional -  other; 

14 (4.2%) preferred spiritual -  make time for reflection; 8 (2.4%) preferred spiritual -  

spend time in nature; 10 (3%) preferred spiritual -  meditation; 20 (6.1%) preferred 

spiritual -  prayer; 10 (3%) preferred spiritual -  connection to a spiritual community; and 

8 (2.4%) preferred spiritual -  other. Participants who selected Other included the 

following: regular consultation, all of the above, vegetarian diet, yoga with mindfulness 

meditation, riding horses, riding on a motorcycle, listening to music, singing, reading, 

getting counseling, and a combination of these three areas. Twenty-four participants 

(7.6%) chose not to answer this question. These results are displayed in Figure 8 with the 

physical, emotional, and spiritual “other” categories removed.

Helpful Type of Wellness Practice
■ Physical -  eat regularly or healthy

■ Physical -  exercise

■ Physical -medical care for prevention or 
when needed

■ Physical -  sports or physical activity

■ Physical -  get enough sleep

■ Physical -  take vacations

■ Emotional -  spend time with others

■ Emotional -  stay in contact with 

* E S t i t ^ l ^ a u ^ i

■ Emotional -  seek out comforting 
activities, objects,people, orplaces

■ Spiritual -  make time for reflection

Spiritual -  spend time in nature

Spiritual -  meditation

Spiritual -  prayer

^ Spiritual -  connection to a spiritual 
community

Figure 8. Most helpful type of wellness practice
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Time Practicing Wellness

The survey questionnaire included nine options for participants to select from in 

relation to the frequency of time spent in a week practicing their preferred wellness 

activities. Of the 330 participants whose surveys were collected, 14 (4.2%) selected 0-1 

hour(s) a week, 29 (8.8%) selected 1-2 hours a week, 37 (11.2%) selected 2-3 hours a 

week, 56 (17%) selected 3-4 hours a week, 43 (13%) selected 4—5 hours a week, 33 

(10%) selected 6-7 hours a week, 15 (4.5%) selected 7-8 hours a week, 11 (3.3%) 

selected 8-9 hours a week, and 67 (20.3%) selected 9 or more hours a week. The option 

for 5-6 hours a week was not included in this question. Twenty-five participants (7.7%) 

chose not to answer this question. See Figure 9 for a comparison of the amount of time 

participants spent practicing wellness.

Time Practicing Wellness

•
 ■ 0-1  hour(s)

a  1-2 hours 

■ 2-3 hours 

■ 3-4 hours 

■ 4-5 hours 

■ 6-7 hours 

7-8 hours 

■ 8-9 hours

Figure 9. Time practicing wellness
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Five Factor Wellness Inventory Form A2

The Five Factor Wellness Inventory Form A2 (5F-WEL Form A2), the adult 

version of the instrument designed for teens and adults with a ninth-grade reading level or 

below, was used as the measure of total wellness in this study (Bilot, 2012). The 5F-WEL 

Form A2 assesses one’s personal total wellness based on the holistic characteristics of the 

Indivisible Self Model of Wellness, including its second-order factors of the creative self, 

coping self, social self, essential self, and physical self (Manyam & Stalnaker-Shofner, 

2014). The 5F-WEL Form A2 is composed of 91 scored items that reflect specific 

attitudinal and behavioral statements (e.g., “I am an active person.”) (Luecht et al., 2004; 

Myers & Sweeney, 2014). Self-report responses are provided on a four-point Likert scale.

Of the 330 surveys collected, 217 surveys (65.7%) were included in the scoring of 

total wellness. Fifty-six surveys (16.9%) were excluded due to incomplete responses to 

the questions that comprise the 5F-WEL Form A2. Fifty-seven participants (17.27%) did 

not complete the questions associated with the 5F-WEL Form A2.

The results from the 5F-WEL Form A2 determined that 81 professional 

counselors (37.3%) had a mean score of 1.63,44 associate-level professional counselors 

(20.2%) had a mean score of 1.68, 31 master’s-level counselors (14.2%) had a mean 

score of 1.68, and 61 counselors-in-training (28.1%) had a mean score of 1.67. These 

results demonstrate that all four counselor levels scored similarly on total wellness. 

Professional counselors experience slightly lower levels of total wellness compared to 

associate-level counselors, master’s-level counselors, and counselors-in-training. The
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results of the mean scores are presented in Figures 10 and 11, along with the mean scores 

of the second-order factors in Figure 12.

iJOOr

Cm d n Iw  L»v»I

Figure 10. 5F-WEL Form A2 mean scores
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Figure 11. 5F-WEL Form A2 mean scores
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Figure 12. 5F-WEL Form A2 second-order mean scores

Maslach Bumout Inventory Human Services Survey

The Maslach Bumout Inventory Human Services Survey (MBI-HSS) was used in 

this study to measure burnout (Maslach, Jackson, & Leiter, 1996). The MBI-HSS 

contains 22 statements of job-related feelings and asks participants to rate the frequency 

of the statements (0 = never; 6 = every day). The MBI-HSS consists of three subscales: 

emotional exhaustion (e.g., “I feel used up at the end of the workday.”), depersonalization 

(e.g., “I do not really care what happens to some recipients.”), and personal 

accomplishment (e.g., “I have accomplished many worthwhile things in this job.”) (Cho 

et al., 2010; Maslach & Jackson, 1981). Each subscale score is rated either low, 

moderate, or high (Maslach & Jackson, 1981).

Of the 330 surveys collected, 230 surveys (69.69%) were included in the scoring 

of total bumout. Forty-three surveys (13.03%) were excluded due to incomplete



105

responses to the questions that comprise the MBI-HSS. Fifty-seven participants (17.27%) 

did not complete the questions associated with the MBI-HSS.

The results from the MBI-HSS determined that 92 professional counselors (40%) 

had a mean score of 3.91,48 associate-level professional counselors (20.8%) had a mean 

score of 3.95, 28 master’s-level counselors (12.1%) had a mean score of 3.85, and 62 

counselors-in-training (26.9%) had a mean score of 3.86. These results demonstrate that 

all four counselor levels scored similarly on total bumout. Associate-level professional 

counselors experienced slightly higher levels bumout compared to professional 

counselors, master’s-level counselors, and counselors-in-training. The results of the mean 

scores are presented in Figure 13.
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Figure 13. MBI-HSS mean scores
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Emotional exhaustion. Of the 330 surveys collected, 240 (72.72%) were included 

in the scoring of emotional exhaustion. Thirty-three surveys (10%) were excluded due to 

incomplete responses to the questions that comprised the scoring of emotional 

exhaustion. Fifty-seven participants (17.27%) did not complete the questions associated 

with the scoring of emotional exhaustion.

The results from the scoring of emotional exhaustion determined that 96 

professional counselors (40%) had a mean score of 2.28, 51 associate-level professional 

counselors (21.2%) had a mean score of 2.45, 29 master’s-level counselors (12.0%) had a 

mean score of 2.24, and 64 counselors-in-training (26.6%) had a mean score of 2.39. 

These results demonstrate that all four counselor levels scored similarly on emotional 

exhaustion. Associate-level professional counselors experienced slightly higher levels of 

emotional exhaustion compared to professional counselors, master’s-level counselors, 

and counselors-in-training. The results of the mean scores are presented in Figure 14.
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Figure 14. Emotional exhaustion mean scores

Depersonalization. Of the 330 surveys collected, 240 (72.72%) were included in 

the scoring of depersonalization. Thirty-three surveys (10%) were excluded due to 

incomplete responses to the questions that comprised the scoring of depersonalization. 

Fifty-seven participants (17.27%) did not complete the questions associated with the 

scoring of depersonalization.

The results from the scoring of depersonalization determined that 96 professional 

counselors (40.0%) had a mean score of 1.71, 51 associate-level professional counselors 

(21.2%) had a mean score of 2.00, 29 master’s-level counselors (12.0%) had a mean 

score of 1.82, and 64 counselors-in-training (26.6) had a mean score of 1.64. These 

results demonstrate that all four counselor levels scored similarly on depersonalization. 

Associate-level professional counselors experienced slightly higher levels of
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depersonalization compared to professional counselors, master’s-level counselors, and 

counselors-in-training. The results of the mean scores are presented in Figure 15.
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Figure 15. Depersonalization mean scores

Personal accomplishment. Of the 330 surveys collected, 240 (72.72%) were 

included in the scoring of personal accomplishment. Thirty-three surveys (10%) were 

excluded due to incomplete responses to the questions that comprised the scoring of 

personal accomplishment. Fifty-seven participants (17.27%) did not complete the 

questions associated with the scoring of personal accomplishment.

The results from the scoring of personal accomplishment determined that 96 

professional counselors (40.0%) had a mean score of 2.89, 51 associate-level professional 

counselors (21.2%) had a mean score of 2.84,29 master’s-level counselors (12.0%) had a 

mean score of 2.89, and 64 counselors-in-training (26.5%) had a mean score of 2.92.
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These results demonstrate that all four counselor levels scored similarly on personal 

accomplishment. Counselors-in-training experienced slightly higher levels of personal 

accomplishment compared to professional counselors, associate-level professional 

counselors, and master’s-level counselors. The results of the mean scores are presented in 

Figure 16. Table 1 presents the MBI-HSS subscale score frequency ratings for the total 

sample population, and Figure 17 presents the results of the mean scores for emotional 

exhaustion, depersonalization, and personal accomplishment.

Ceuntalar Laval

Figure 16. Personal accomplishment mean scores
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Table 1

MBI-HSS Subscale Ratings
MBI-HSS Subscales Value Label N

1 Low 32
Emotional Exhaustion 2 Moderate 87

3 High 111
1 Low 87

Depersonalization 2 Moderate 107
3 High 36
1 Low 1

Personal Accomplishment 2 Moderate 8
3 High 221

1.75-

Figure 17. Mean scores for emotional exhaustion, depersonalization, and personal 
accomplishment

Marlowe-Crowne Social Desirability Scale

The Marlowe-Crowne Social Desirability Scale (MCSDS) was used in this study 

to measure one form of response bias called social desirability, or faking good (Robinson
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et al., 2007). Created in 1960 by Crowne and Marlowe, the MCSDS is a 33-item measure 

of a person’s tendency to distort self-presentation toward socially desirable biases 

(Barger, 2002; Crowne & Marlowe, 1960; Robinson et al., 2007). The items reflect 

culturally appropriate and acceptable along with behaviors believed unlikely to occur due 

to cultural inappropriate and unacceptable (Barger, 2002). This assessment is useful in 

validating responses to statements that are either very socially desirable but untrue of 

most people or very socially undesirable yet common (Robinson et al., 2007).

Of the 330 surveys collected, 229 (65.7%) were included in the scoring of social 

desirability. One hundred and one surveys (16.9%) were excluded due to incomplete 

responses to the questions that comprise the MCSDS. The results from the MCSDS 

determined that 92 professional counselors (40.1%) had a mean score of 1.42,49 

associate-level professional counselors (21.5%) had a mean score of 1.40,25 master’s- 

level counselors (10.9%) had a mean score of 1.43, and 63 counselors-in-training (27.5%) 

had a mean score of 1.39. These results demonstrate that all four counselor levels scored 

similarly on the MCSDS as socially undesirable, low scores ranging from zero to eight. 

Socially undesirable responses can indicate that the participants were more than likely 

truthful in their responses to the full study survey. The results of the mean scores are 

presented in Figure 18.
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Figure 18. MCSDS mean scores

The descriptive statistics provided a summary of the demographic variables in 

addition to the frequency of the mean scores for the 5F-WEL Form A2, MBI-HSS, and 

MCSDS. Professional counselors experienced slightly lower levels of total wellness 

compared to associate-level counselors, master’s-level counselors, and counselors-in- 

training. Associate-level professional counselors experienced slightly higher levels of 

burnout compared to professional counselors, master’s-level counselors, and counselors- 

in-training.

Part II: Inferential Statistics 

This section will describe the relevant statistical analyses used and present the 

results related the null hypothesis for each research question in this study. Total wellness, 

total burnout, and the four counselor levels are the variables identified by the null 

hypotheses for the research questions. The researcher used the Five Factor Wellness
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Inventory Form A2 to measure total wellness and the Maslach Burnout Inventory Human 

Services Survey to measure total burnout. Since burnout is considered a continuous 

variable in this study, the total score is obtained by averaging the MBI-HSS subscales. 

The counselor levels are professional counselor, associate-level professional counselor, 

master’s-level counselor, and counselor-in-training. The inferential statistics will be 

presented in three segments to address each of the three research questions. Tables and 

figures are provided to display the results.

Research Question One

Research question one proposed to determine if there is a relationship between 

total wellness scores and total burnout scores among professional counselors, associate- 

level professional counselors, master’s-level counselors, and counselors-in-training. The 

null hypothesis for research question one projected that there is no relationship between 

total wellness scores and total burnout scores among professional counselors, associate- 

level professional counselors, master’s-level counselors, and counselors-in-training. The 

following describes the statistical analysis used to answer research question one.

Research question one expected to conclude whether an association exists 

between two continuous interval variables. A correlational analysis is a statistical 

investigation of a relationship between two or more variables, not causation (Leedy & 

Ormrod, 2010). Additionally, correlational tests are used to describe the strength and 

direction of the linear relationship between two variables (Pallant, 2010). In this study, 

total wellness and total burnout are considered continuous interval variables, requiring a
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parametric test. Therefore, the researcher chose to use the Pearson Product-Moment 

Correlation Coefficient (r) to analyze the two continuous interval variables.

The relationship between total wellness as measured by the 5F-Well Form A2 and 

total burnout as measured by the MBI-HSS was investigated using the Pearson Product- 

Moment Correlation Coefficient (r). There is a small positive correlation between total 

wellness and total burnout, r = .221, n = 199, p = .002, p < .01, with 4.8841% of the 

variance being shared between the two variables. The shared variance indicates that the 

variation in one variable is attributable to the variation in the other variable (Caldwell, 

2010). The positive association indicates that the variables track in the same direction; as 

one variable increases in value, the other variable increases in value (Caldwell, 2010). 

There is a relationship between total wellness scores and total burnout scores among 

professional counselors, associate-level professional counselors, master’s-level 

counselors, and counselors-in-training. Therefore, the null hypothesis should be rejected. 

The results of the correlation analysis are presented in Table 2.

Table 2

Research Question One Pearson Product-Moment Correlation Coefficient
Instruments

Total Wellness 
Score

MBI

Correlation 
Pearson Correlation 

Sig. (2-tailed)
N

Pearson Correlation 
Sig. (2-tailed)

N

Total Wellness Score 
1

221
.221**
0.002
199

MBI
.221**
0.002
199

1

245
••correlation  is significant at the 0.01 level (2-tailed)
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Research Question Two

Research question two aimed to explore whether there is a difference in total 

burnout scores and reported preferred wellness practices between professional 

counselors, associate-level professional counselors, master’s-level counselors, and 

counselors-in-training. The null hypothesis for research question two projected that there 

is no difference in total burnout scores and reported preferred wellness practices between 

professional counselors, associate-level professional counselors, master’s-level 

counselors, and counselors-in-training. The following describes the statistical analyses 

used to answer research question two.

Research question two targeted to analyze the differences, if any, among the 

counselor-level groups with the total burnout scores and preferred wellness practices. The 

researcher chose to conduct a two-way between-groups analysis of variance (ANOVA) in 

order to answer research question two. Two-way between-groups ANOVA allows the 

simultaneous testing of the impact of both independent variables on one continuous 

dependent variable and identifies the interaction effect (Pallant, 2010). For this research 

question, the dependent variable is total burnout, and the independent variables are both 

counselor levels and practice wellness categories.

First, a Levene’s test of equality of error variances was conducted to assess the 

homogeneity of the group samples. This tests the assumption that the variability of the 

dependent variable scores for each group is similar (Pallant, 2010). Specifically, the 

Levene’s test of equality of error variance assesses whether the variability in burnout 

scores on the MBI-HSS for all groups is homogenous. The error variance of the
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dependent variable was found to be equal across all groups, 0.59 > .05, and not 

significant. The significance level for evaluating the two-way ANOVA was set at 

alpha = .05. The results are presented in Table 3.

Table 3

Research Question Two Levene’s Test o f  Equality o f  Error Variances________________
Dependent Variable Independent Variable F dfl df2 Sig.

MBI PracWellCat & Couns lvl 0.85 11 233 .059

Second, a two-way between-groups ANOVA was conducted to explore the 

impact of counselor level and wellness practice categories on burnout scores. Participants 

were divided into four groups according to their counselor level: professional counselor, 

associate-level professional counselor, master’s-level counselor, and counselor-in

training. Preferred wellness practices were organized into three groups: physical, 

emotional, and spiritual. The interaction effect between counselor level and practice 

wellness category was not statistically significant: F (6, 233) = 1.445, p = .198, p > .05. 

Additionally, neither the main effect for the counselor levels, F (3,233) = 0.018, 

p = 0.997, or the main effect for the practice wellness categories, F (2,233) = 1.856, 

p = 0.159, reached statistical significance, p > .05. That is, the total burnout scores and 

the practice wellness categories do not differ among the counselor levels. Therefore, the 

null hypothesis should be accepted. The results of the two-way ANOVA are presented in 

Table 4 and Figure 19. The dependent variable is the MBI, and the independent variable 

is PracticeWellCat & Couns lvl.
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Table 4

Tvoe III 
Sum of Mean Partial n Observed

Source Sauares df Square F Sjg, Squared Power2
Corrected Model 5.5201 11 0.502 1.327 0.21 0.059 0.704
Intercept 2755.048 1 2755.048 7282.69 0 0.969 1
Couns lvl*PracticeWellCat 3.279 6 0.547 1.445 0.198 0.036 0.557
Couns lvl 0.021 3 0.007 0.018 0.997 0 0.053
PracticeWellCat
Error
Total
Corrected Total

1.404
88.144

3811.256
93.665

2
233
245
244

0.702
0.378

1.856 0.159 0.016 0.384

1 R squared =  0.59 (adjusted R squared =  .015)

2 computed using alpha =  .05

Estim ated Marginal M sans of MBI
CountBlof LbvbI
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Figure 19. Two-way ANOVA for research question two

Research Question Three

Research question three intended to investigate whether there is a difference in 

total burnout scores and reported frequency of time spent practicing wellness between
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professional counselors, associate-level professional counselors, master’s-level 

counselors, and counselors-in-training. The null hypothesis for research question two 

projected that there is no difference in total burnout scores and reported frequency of time 

spent practicing wellness between professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training. There were nine 

options for participants to select from in relation to frequency of time spent practicing 

preferred wellness per week for this survey question. The options were 0-1 hour(s), 1-2 

hours, 2-3 hours, 3-4 hours, 4-5 hours, 6-7 hours, 7-8 hours, 8-9 hours, and 9 or more 

hours. These options were grouped into three categories for manageability: 1-3 hours, 4 -  

6 hours, and 7 or more hours. The following describes the statistical analyses used to 

answer research question three.

Research question three strived to examine the differences, if any, among the 

counselor levels, total burnout scores, and reported wellness hours per week. The 

researcher chose to conduct a two-way between-groups ANOVA in order to answer 

research question three. Two-way between-groups ANOVA allows for simultaneous 

testing of the impact of both independent variables on one continuous dependent variable 

and identifies the interaction effect (Pallant, 2010). For this research question, the 

dependent variable is total burnout, and the independent variables are both counselor 

levels and wellness hour categories.

First, the Levene’s test of equality of error variances was conducted to assess the 

homogeneity of the group samples. This tests the assumption that the variability of the 

dependent variable scores for each group is similar (Pallant, 2010). Specifically, the
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Levene’s test of equality of error variance assesses that the variability in burnout scores 

on the MBI-HSS for all groups is homogenous. The error variance of the dependent 

variable was found to not be equal across all groups, 0.042 < .05. This violation was not 

found to significantly affect the outcome of a two-way between-groups ANOVA due to 

the ANOVA’s being reasonably robust to the violations of the assumption of 

homogeneity of variance (Pallant, 2010). Therefore, the significance level for evaluating 

the two-way between-groups ANOVA was set at alpha = .05. The results are presented in 

Table 5.

Table 5

Research Question Three Levene’s Test o f Equality o f Error Variances________________
Dependent Variable Independent Variable F dfl d£2 Sig.

Wellness Houre Category & , 8jj5 „  m  0 Q42
Couns lvl

Second, a two-way between-groups ANOVA was conducted to explore the 

impact of counselor levels and frequency of time spent per week practicing wellness 

categories on burnout scores. Participants were divided into four groups according to 

their counselor levels: professional counselor, associate-level professional counselor, 

master’s-level counselor, and counselor-in-training. Frequency of time practicing 

wellness was clustered into three groups: 1-3 hours, 4-6 hours, and 7 or more hours. The 

interaction effect between counselor level and frequency of time practicing wellness 

category was not statistically significant, F (6,233) = 1.108, p = .359, p > .05.
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Additionally, neither the main effect for the counselor levels, F (3,233) = 0.277, p = 

0.842, or the main effect for the frequency of time practicing wellness categories, F (2, 

233) = 0.356, p = 0.701, reached statistical significance, p > .05. That is, the total burnout 

scores and the time practicing wellness categories do not differ among the counselor 

levels. Therefore, the null hypothesis should be accepted. The results of the two-way 

ANOVA are presented in Table 6 and Figure 20. The dependent variable is the MBI, and 

the independent variable is Wellness Hours Category & Couns_lvl.

Table 6

Research Question Three Tests o f Between-Subfects Effects (Two-Way ANOVA)
Type III
Sum of Mean Partial n Observed

Source Squares df Square F Sig, Squared Power2
Corrected Model 3.0141 11 0.274 0.704 0.734 0.032 0.386
Intercept 2653.732 1 2653.732 6820.89 0 0.967 1
Couns lvl*PracticeWellCat 2.585 6 0.431 1.108 0.359 0.028 0.434
Couns lvl 0.323 3 0.108 0.277 0.842 0.004 0.103
PracticeWellCat 0.277 2 0.138 0.356 0.701 0.003 0.107
Error 90.651 233 0.389
Total 3811.256 245
Corrected Total 93.665 244
1 R  squared =  0.32 (adjusted R squared =  .015)

2 computed using alpha =  .05
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Figure 20. Two-way ANOVA for research question three

This chapter presented the results of the descriptive and inferential statistics of 

this study. The results revealed that there is a small significant positive relationship 

between the total wellness scores and total burnout scores among the study participants. 

The results also indicated that (a) there is no difference in total burnout scores and 

preferred wellness practice among professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training and (b) there is no 

difference in total burnout scores and time spent practicing wellness among the counselor 

levels in this study. A complete discussion of these findings, along with 

recommendations for future research and practice implications, will be provided in 

chapter five.



CHAPTER 5 

DISCUSSION

The primary objectives of this study were to investigate the connections among 

wellness, wellness practices, and burnout within the counseling participants surveyed. 

The research questions focused on (a) determining if a relationship exists among burnout 

and wellness among professional counselors, associate-level professional counselors, 

master’s-level counselors, and counselors-in-training and (b) exploring the impact of 

wellness and wellness practices on levels of burnout among the identified groups. This 

chapter will provide a discussion of the study results and offer recommendations for 

future research and for practice for professional counselors, counselor supervisors, and 

counselor educators.

Part I: Study Results 

This study explores burnout, wellness, and wellness strategies of professional 

counselors, associate-level professional counselors, master’s-level counselors, and 

counselors-in-training. This section will first review the results to the research questions. 

Following report of the study results, a discussion of the descriptive and inferential 

statistics reported in chapter four will be discussed.

Research Question One

Research question one sought to examine whether a relationship exists between 

total wellness and total burnout scores among professional counselors, associate-level

122
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professional counselors, master’s-level counselors, and counselors-in-training. A Pearson 

product-moment correlation coefficient test was used to test the association between the 

two continuous variables. The result of the correlation test revealed that there is a small 

positive correlation between wellness and burnout among the sample population. 

Research Question Two

Research question two sought to test whether there is a difference in total burnout 

scores and wellness practice among professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training. A two-way analysis of 

variance test was used to test the differences in total burnout scores and wellness practice 

domains among counselor levels. The result of the two-way analysis of variance revealed 

that there are no differences in total burnout scores and preferred wellness practice 

among the four counselor levels.

Research Question Three

Research question three sought to test whether there is a difference in total 

burnout scores and time spent practicing wellness among professional counselors, 

associate-level professional counselors, master’s-level counselors, and counselors-in- 

training. A two-way analysis of variance test was used to test the differences in total 

burnout scores and the three frequency groups of time practicing wellness among the 

counselor levels. The result of the two-way analysis of variance revealed that there are no 

differences in total burnout scores and time spent practicing wellness among the four 

counselor levels.
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Discussion

Based on the results of this study, there are important considerations regarding the 

number of missing responses, descriptive statistics, and inferential statistics. It is this 

researcher’s assertion that the missing survey responses, which varied across all 

demographic variables, could possibly be attributed to the length of the survey, which 

was composed of 155 items. Additionally, this researcher alleges that participants’ 

exiting the study survey prior to the end point also contributed to the number of missing 

responses.

The descriptive statistics highlight that professional counselors, associate-level 

professional counselors, master’s-level counselors, and counselors-in-training scored 

similarly on total wellness and bumout. Additionally, the counselor-level groups showed 

minimal differences in their scores related to the Five-Factor Wellness Inventory Form 

A2 (5F-WEL Form A2) second-order factors of the creative self, coping self, social self, 

essential self, and physical self and to emotional exhaustion, depersonalization, and 

personal accomplishment on the Maslach Bumout Inventory Human Services Survey 

(MBI-HSS). The 5F-WEL Form A2 second-order factors results showed that the essential 

self had the lowest mean scores and the social self had the highest mean scores across all 

groups. The study participants are receiving social support through connections with their 

intimate relationships, friendships, and family ties (social selves), but their essential 

selves could be deficient in meaning-making processes in relation to life, self, and others 

(Myers & Sweeney, 2014). The MBI-HSS subscales of the total sample counselor 

population scored high on emotional exhaustion, moderate on depersonalization, and high
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on personal accomplishment. Based on the results from the MBI-HSS subscales, the 

study participants most likely are experiencing high symptoms of physical or emotional 

depletion (emotional exhaustion), moderate signs of lack of empathy or emotional 

distance from their clients (depersonalization), and high feelings of satisfaction and 

competence with their jobs (personal accomplishment). These results are consistent with 

previous research that posits that wellness education and bumout prevention, 

intervention, and treatment are necessary within the counseling profession (Abel, Abel, & 

Smith, 2012; Balkin et. al, 2012; CACREP, 2015; Clemens, Helm, & Williams, 2012; 

Gladding & Newsome, 2014; Lambie & Young, 2007; Lenz & Smith, 2010; Nelson- 

Gardell & Newell, 2014; Tovar-Blank & Yager, 2007).

The inferential statistics included a correlation result and two analysis of variance 

results. The correlation results for research question one highlight a positive relationship, 

or parallel association, between bumout and wellness of the population sampled. As one 

increases, the other increases as well. It seems that in this study, the wellness practices 

utilized nor the experiences of bumout were not strong enough to influence the other to 

decrease, or have an inverse relationship. Counselors experiencing bumout symptoms can 

implement more wellness practices to balance out the stressors experienced, however this 

strategy does not necessarily decrease the amount of stressors in one’s life.

The analysis of variance results of research question two highlight that, despite 

there being no difference in the type of wellness practice and bumout between the 

counselor levels, spiritual wellness practices decreased bumout for professional and 

associate-level professional counselors. However, for professional counselors and
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associate-level professional counselors, emotional wellness practices led to an increase in 

their bumout scores. Conversely, emotional wellness decreased bumout scores for 

master’s-level counselors and counselors-in-training. These results can lead to 

exploration of bumout prevention and intervention utilizing specific wellness activities.

The analysis of variance results of research question three highlight that, despite 

there being no difference in the amount of time per week used to practice wellness and 

bumout between the counselor levels, professional counselors were more likely to 

decrease their experiences of bumout faster through their implementation of wellness 

practices. Associate-level counselors were likely to increase their experiences of bumout 

with longer periods of practicing wellness, which may be due to experimentation with 

coping with work stress and not knowing their most helpful wellness strategy. Master’s- 

level counselors are more likely to implement longer hours of wellness practices, which 

seemed to assist in significantly decreasing their bumout experiences. Counselors-in- 

training are most likely exploring wellness activities and length of time in order to find 

their most helpful wellness practice.

This researcher could not find any studies that examined wellness, wellness 

practices, and bumout among professional counselors, associate-level professional 

counselors, master’s-level counselors, and counselors-in-training. The results emphasize 

that regardless of the level of the counselor, there is no difference in how wellness, or 

wellness practices, influences bumout. As a result of this study’s findings, 

recommendations for future research and practice will be presented.
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Part II: Recommendations for Future Research 

The nature of most scholarly research is to create a cyclical pattern of research 

results leading to new research questions to be tested. This study conducted statistical 

analyses of wellness, wellness practices, and bumout among professional counselors, 

associate-level professional counselors, master’s-level counselors, and counselors-in- 

training. The following are six recommendations for future research in the field of 

counseling to address the impacts of wellness and bumout.

Wellness and Counselor Bumout Inventory

The first research recommendation is to replicate this study using the Counselor 

Bumout Inventory. The Maslach Bumout Inventory Human Services Survey is a general 

survey for professionals in the human service sector, such as police officers, social 

workers, psychologists, psychiatrists, nurses, and counselors (Bilot, 2012). The 

Counselor Bumout Inventory may serve to yield clearer results regarding wellness and 

wellness practices among the four counselor levels.

Wellness Practices and Wellness

The second research recommendation is to conduct a mixed-method study 

investigating the influence of wellness practices on total wellness among professional 

counselors, associate-level professional counselors, master’s-level counselors, and 

counselors-in-training. Specifically, this will pinpoint the behaviors that counselors feel 

improve their wellness compared to their overall wellness scores. This will bring clarity 

to the specific types of behaviors that have a positive relationship with total wellness of 

counselors working in the field and bring light to those behaviors that need to be
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cultivated in counselor education programs, which could be labeled counselor wellness 

techniques.

Life Events and Wellness

The third research recommendation is to investigate the extent to which life 

events influence total wellness for professional counselors, associate-level counselors, 

master’s-level counselors, and counselors-in-training. All individuals, in the course of 

living, experience a variety of life events, or changes, which they can perceive as positive 

or negative (Bhagat, 1983). Life events can be defined as experiences that force 

individuals to confront a situation or a series of situations that present a demand, a 

constraint, or an opportunity (Bhagat, 1983).

Life events have been noted to be a source of additional stress for counselors 

(Gladding & Newsome, 2014). Life event-related stressors can include developmental 

transitions (graduation, marriage, having a baby, starting a new job, divorce, or 

separation), health-related issues, or financial concerns (Gladding & Newsome, 2014). 

The inability to cope with life changes can bring about stress and potentially have long 

term effects on one’s overall wellness (Bhagat, 1983).

Social-Cognitive Development and Bumout

The fourth research recommendation is to conduct a longitudinal study to evaluate 

the impact of fostering social-cognitive developmental growth in supervision against 

supervisee bumout scores, in addition to evaluating the social-cognitive developmental 

levels of counseling supervisors. Researchers have linked social-cognitive development 

to cognitive complexity, in that cognitive complexity is fostered by one’s social-cognitive
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development (Johnson & Lambie, 2013). Social-cognitive development, or ego 

development, is how individuals perceive themselves and others on the basis of their 

interpersonal and intrapersonal experiences (Johnson & Lambie, 2013). As counselors 

mature in their ego developmental functioning, they become more flexible and adaptive 

in their interpersonal interactions, such as counseling relationships (Johnson & Lambie,

2013). Self-awareness and adaptivity are defenses against bumout, and ego development 

is an essential component in the development of an adaptive, self-aware counselor 

(Lambie, 2007).

Wanting to help everyone, or idealism, can lead counselors to take on more 

responsibilities than can be managed realistically or effectively (Gladding & Newsome,

2014). Higher levels of social-cognitive development may help counselors learn to set 

limits at work and elsewhere, which is essential to healthy living (Gladding & Newsome, 

2014). The ability to create and sustain boundaries (e.g., using appropriate assertiveness, 

saying no, considering doing less, or protecting private spaces of life) can allow 

counselors time to nurture themselves along with relationships with family and friends 

(Gladding & Newsome, 2014).

For social-cognitive growth to occur the environment must provide sufficient 

dissonance; however, the individual must also have the resources to adapt effectively to 

the experience (Walter, 2009). Counselor supervision, whether during a counselor 

education program or post-graduate training, should provide the necessary environment 

for the supervisee to make the accommodations for the stressors associated with his or 

her new role and identity (Walter, 2009).
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Social-Cognitive Development and Academic Achievement

The fifth research recommendation is to explore the differences in social- 

cognitive development of counseling students in counselor education programs between 

those that emphasize social-cognitive developmental growth and those that focus 

primarily on academic achievement. Counselor educators need to establish effective 

methods to evaluate potential students, not only to protect clients from potential harm but 

also to assist individuals in becoming effective counselors (Donofrio, Marlett, & 

Wetherbee, 2012). Although theoretical orientation and training are important aspects of 

the counseling field, the ability to be self-aware and higher levels of emotional maturity, 

stability, and objectivity may be primary determinants of successful outcomes in 

education and practice for future counselors (Donofrio et al., 2012; Gladding, 2009). 

Organizational Culture and Bumout

The sixth research recommendation is to examine the influences of organizational 

culture on counselor bumout. As more employers focus attention on employee health and 

wellness, they need to understand that critical to organizational success, which drives 

performance, are health and productivity (Caver, Davenport, & Nyce, 2015). Work- 

related stressors can impact work performance, productivity, avoidable turnover, job 

satisfaction, and absenteeism (Parks & Steelman, 2008). Performance is a function of the 

relationship between expectations regarding what a person should do and what a person 

actually does (Miner, 1988). Performance is determined by a number of interacting 

factors consisting of the individual, group, organization, and environment (Miner, 1988). 

Productivity is a matter of the efficiency with which inputs are used to produce outputs,
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by which more and better products and services are obtained (Miner, 1988). Avoidable 

turnover includes a precipitating event or events that cause voluntary departure from the 

organization beyond job dissatisfaction (Holtom, Inderrieden, Lee, & Mitchell, 2005).

Job satisfaction is related to the employee’s level of positive affect toward his or her 

organization (Parks & Steelman, 2008). Absenteeism is an individual’s not showing up 

for work, whether for medical, work-related, or personal reasons (Park & Steelman, 

2008).

Organizational cultures that acknowledge the existence of bumout as a normal 

reaction to the work of professional counselors may significantly contribute to alleviating 

the stigma and increasing the coping ability of counselors who experience bumout 

(Nelson-Gardell & Newell, 2014). Organizational culture can be defined simply as the 

shared norms, beliefs, and behavioral expectations that drive behavior at work and 

communicate what is valued in the organization (Glisson, Hemmelgam, & James, 2006). 

General organizational cultural strategies can include (a) setting realistic goals with 

regard to workload and client care; (b) encouraging active engagement in the use of 

coffee and lunch breaks; (c) promoting adequate rest and relaxation; and (d) cultivating 

colleague social support (Nelson-Gardell & Newell, 2014). An example of a realistic 

caseload is one that reflects a diverse portfolio of client severity (Nelson-Gardell & 

Newell, 2014). Examples of colleague social support are assisting with excess clerical 

work, taking on a particularly difficult client, giving constructive feedback for 

professional development, and giving personal feedback for personal growth (Nelson- 

Gardell & Newell, 2014). Future researchers can examine counselor bumout with
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organizational cultural variables specific to the profession of counseling. Those specific 

counselor variables may include long work hours, low pay, excessive paperwork, 

insurance reimbursement hassles, demanding time pressures, managed care constraints, 

inflexible organizational rules and regulations, unsupportive colleagues, or incompetent 

supervisors (Gladding & Newsome, 2014).

Six recommendations for future research in the counseling field have been 

presented. From this study, future researchers may consider associations with (1) 

wellness and counselor bumout inventory, (2) wellness practices and wellness, (3) life 

events and wellness, (4) social-cognitive development and bumout, (5) social-cognitive 

development and academic achievement, and (6) organizational culture and bumout. The 

profession of counseling can benefit from additional research that can assist in 

counselors’ learning ways to improve their overall wellness and develop a resistance to 

bumout.

Part III: Recommendations for Practice

This study hopes to initiate an open dialogue in the counseling profession 

regarding wellness and bumout. Professional counselors, counselor supervisors, and 

counselor educators all have enormous power to either mitigate or exacerbate bumout 

(Graves, Sansbury, & Scott, 2015). The following are practice recommendations to 

address wellness and bumout that professional counselors, counselor supervisors, and 

counselor educators can implement.
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Professional Counselors

Professional counselors have an ethical responsibility to monitor themselves and 

their colleagues for signs of impairment (ACA, 2014). Bumout can lead to counselor 

impairment, if left untreated (Lambie, 2007). Counselors who are experiencing bumout 

are emotionally and physically worn out to the point that they cannot perform functions at 

their levels of ability (Gladding & Newsome, 2014). Symptoms of bumout can manifest 

in (a) cognitive functioning -  confusion, irrational thinking, disillusionment, or rigidity; 

(b) emotional functioning -  irritability, anxiety, numbness, or sadness; (c) behavioral 

functioning -  withdrawn from social support networks, critical, detached, or engaged in 

inappropriate risk-taking; or (d) physical functioning -  increased blood pressure, sleep 

issues, addictions, or fatigue (Gladding & Newsome, 2014).

Practice recommendations for professional counselors include providing and 

promoting continuous education courses for post-graduate counselors on awareness, 

prevention, and treatment of bumout. Post-graduate education, such as continuous 

education courses, can impart the risks associated with the profession of counseling, 

define bumout, and outline strategies for the management of counselor stress and 

bumout. Additionally, continuous education courses offer a platform for open discussion 

on ways to assist, confront, or report colleagues who may be suspected of being impaired. 

Increased discussions on counselor bumout can normalize the associated stigma and lead 

to a focus on bumout prevention and treatment.
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Counselor Supervisors

Counselor supervisors provide clinical supervision to counselors and counselors- 

in-training, which is a key factor in preparing counselors to function in their complex 

working environments (Lambie & Sias, 2009). The purpose of clinical supervision is to 

foster professional development and ensure client welfare (Balkin et al., 2012). Since all 

counselors will experience stress of some type, the focus of supervision can include 

developing positive coping mechanisms for professional development (Gladding & 

Newsome, 2014).

A practice recommendation for counselor supervisors is to include wellness 

education with bumout prevention and treatment within the clinical supervision 

experience for counselors and counselors-in-training. This can be infused with counselor 

supervision models used currently or done by considering the use of the Wellness Model 

of Supervision. The Wellness Model of Supervision focuses on wellness development for 

personal and professional growth (Lenz & Smith, 2010). The Wellness Model of 

Supervision facilitates education about wellness concepts, self-assessment, planning of 

goals, and systematic evaluation of progress (Lenz & Smith, 2010). A proactive approach 

to stress management and bumout prevention can help counselors and counselors-in- 

training balance professional and personal challenges more efficiently (Gladding & 

Newsome, 2014).

Counselor Educators

Graduate students, compared to traditional undergraduates, face more pressures to 

balance more responsibilities while in school, such as full-time employment, marriage,
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children, aging parents, challenging academic and degree requirements, extremely limited 

spare time, higher tuition, and loan repayments from previous degrees (Abel et al., 2012). 

Graduate students in counselor education programs are inundated daily with additional 

stressors of academic success, professor demands, competition, intense worry, self-doubt, 

and sometime isolation (Abel et al., 2012). Common self-induced stressors that 

counselors-in-training may experience include perfectionism, unrealistic expectations, 

unhealthy lifestyles, exhaustion, or fear of failure (Gladding & Newsome, 2014). The 

2016 Council for Accreditation of Counseling and Related Educational Programs 

(CACREP) standards indicate that counseling curriculum for both master’s- and doctoral- 

level programs should include (a) strategies for personal and professional self-evaluation 

and implications for practice and (b) self-care strategies appropriate for the counselor 

role. Counselor education is the first step in preventing and treating bumout and 

introducing wellness education (Witmer & Young, 1996).

Practice recommendations for counselor educators are to (1) create a one-credit- 

hour course requirement focused on wellness and bumout education along with wellness 

development and (2) incorporate wellness with bumout identification, prevention, and 

treatment in the practicum and internship phase of clinical training. The course 

requirement will ensure that every student is exposed to the importance of developing 

wellness strategies along with the risks associated with the profession of counseling. The 

clinical training experience provides an opportunity for counseling students to 

demonstrate balancing counselor responsibilities and work-related demands while 

practicing wellness.
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It is this researcher’s opinion that professional counselors must become advocates 

for themselves, their colleagues, and counseling students in alleviating the stigma of 

counselor bumout. This researcher speculates that the counseling profession can 

contribute to the coping ability and resiliency of counselors who experience bumout 

through promotion of continued education and training specific to bumout and wellness. 

Counselor supervisors and counselor educators can assist by influencing the need of 

implementing wellness strategies as part of professional development (Abel et al., 2012; 

Balkin et al., 2012; CACREP, 2015; Clemens et al., 2012; Gladding & Newsome, 2014; 

Lambie & Young, 2007; Lenz & Smith, 2010; Nelson-Gardell & Newell, 2014; Tovar- 

Blank & Yager, 2007).

Conclusion

The first goal for The Task Force on Impaired Counselors was to raise awareness 

regarding the risks associated with the profession and resiliency strategies, the foci of this 

study (Lawson & Venart, 2005). Wellness and wellness practices are important for 

counselors wherever they may find themselves on the spectrum from well to impaired 

(Lawson & Venart, 2005). Sources of counselor stress and bumout can be categorized 

into four areas: (1) the work environment, (2) life events, (3) client-induced stress, and 

(4) self-induced stress (Gladding & Newsome, 2014). To be effective, it is essential for 

counselors to find ways to cope with their stress and take care of themselves (Gladding & 

Newsome, 2014). This study bridges the gap in the counseling literature in regards to a 

counselor’s susceptibility to bumout, regardless of level of education or experience. The 

results of this study add to the professional counseling literature through the exploration
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of wellness, wellness practices, and bumout among professional counselors, associate- 

level professional counselors, master’s-level counselors, and counselors-in-training. 

Ultimately, the care that counselors provide to their clients, peers, or students will be only 

as good as the care they to provide themselves (Lawson & Venart, 2005).
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Penfield College 
Department o f  Counseling & Human Sciences 

Atlanta Administrative Conference Center 
2930 Flowers Road South, Suite 375 

Atlanta, GA 30341
Greetings,

My name is Nadia G. Barnett. I am a doctoral candidate in Counselor Education and Supervision 
Ph.D. program in the Department o f Counseling & Human Sciences o f Penfield College o f Mercer 
University. I am conducting a research study on the relationship o f wellness and self-care practices to 
bumout among professional counselors, associate-level professional counselors, masters-level counselors, 
and counseling student interns. I am asking if  you would be willing to participate by completing a survey 
for this research project. Mercer University’s IRB requires investigators to provide informed consent to the 
research participants.

Participation is open to all counselor levels (counselors in training, unlicensed counselors, provisionally 
licensed counselors, and fully licensed counselors), all specialty areas (school, clinical mental health, 
rehabilitation, forensic, marriage & family, etc.), and counselor educators.

If you would be interested in taking this survey, please click on this link and provide your consent 
to take the survey: www.counselorwellnessstudy.com.

If you have any questions about the study contact the Principal Investigator: Nadia G. Barnett, via 
email to Bamett_ng@mercer.edu.

Mercer University’s Institutional Review Board (IRB) reviewed study U (H1507198) and 
approved it on (23-Jul-2015).

Questions about your rights as a research participant: If you have questions about your rights or are 
dissatisfied at any time with any part o f  this study, you can contact, anonymously if  you wish, the 
Institutional Review Board by phone at (478) 301-4101 or email at ORC Research @Mercer.edu.

Thank you in advance for your time and participation!
Nadia G. Barnett, LPC, NCC
Doctoral Candidate | Counselor Education & Supervision 
Penfield College | Mercer University

http://www.counselorwellnessstudy.com
mailto:Bamett_ng@mercer.edu
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Demographic Questionnaire

1) What is your counselor level?
Professional Counselor Associate-Level

Professional
Counselor

Master’s-Level
Counselor

Counselor-in-Training

An individual in the United 
States who holds a state 
license to practice 
counseling independently.

An individual in the 
United States who 
holds a provisional 
state license, or 
associate license, to 
practice counseling 
only under direct 
supervision o f  a 
professional 
counselor.

An individual in the 
United States who 
has completed a 
master’s degree in a 
counseling-related 
program o f study but 
does not hold a state 
license.

An individual in the 
United States who is 
actively engaged in 
clinical internship within 
a master’s counseling- 
related program o f study.

2) Choose your age bracket.
a) 18-30
b) 31-40
c) 41-50
d) 51-60
e) 61+

3) What is your sex?
a) Female
b) Male
c) Transgender

4) What is your nationality/ethnic background?
a) African American
b) Asian American
c) Caucasian
d) Caribbean
e) Hispanic
f) Indian
g) Middle Eastern
h) Native American
i) Pacific Islander
j) Multi/biracial
k) Other____________________

5) How many years o f experience do you have?
a) 0-3
b) 4-7
c) 8-11
d) 12-15
e) 16-19
f) 20-23
g) 24-27
h) 28-31
i) 32+
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6) What is your primary work setting?
a) College or university faculty
b) College or university counseling center
c) Community mental health agency
d) Home-based services
e) Inpatient care or hospital setting
0 K-12 school
g) Outpatient setting
h) Private practice
i) Other

7) How do you prefer to practice wellness (i.e. self-care) that you feel is most helpful?
Physical Emotional Spiritual

a) Eat regularly or healthy
b) Exercise
c) Regular medical care 

for prevention or when 
needed

d) Sports or physical 
activity

e) Get enough sleep
f) Take vacations
g) Other

a) Spend time with others 
whose company you 
enjoy

b) Stay in contact with 
important people in your 
life

c) Laugh
d) Seek out comforting 

activities, objects, people, 
relationships, or places

e) Other

a) Make time for 
reflection

b) Spend time in nature
c) Meditation
d) Prayer
e) Connection to a 

spiritual community
f) Other

8) How many hours a week do you practice the above-identified domain o f wellness?
a) 0-1
b) 1-2
c) 2-3
d) 3-4
e) 4-5
f) 6-7
g) 7-8
h) 8-9
i) 9+
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For us* by Madia Bam ett only. Received from Mind Garden. Inc. on June 25.2015

www.mindgarden.cofn

To whom it may cancans,

H as k tt*  is to grant peirnivaon far A * aU n* named ptram  to os* A* following 
copyxi^it material fiar his/her thesis or dissertation, research:

Instrument: FtvmJFmcear TffeJhesr Jamcarnry

Authors: Jan* H Mj&rsSt Tkowttn J. S wwn ty

CopynsM: 209$, 2014 by J  EL Agues 4  T. J  S m m y

F iw  sample itm s from this instrument may baiepredncad for inrhrann in  a proposal,
ditsas, or disscrtxtkiL

Tb* enta* mstrommt may not be inrhided oar reproduced at any tim e in any other 
jmfiKihad

Sincerely,

Robert M ost
M od Garden, Inc.
w w w jnhidgaedeL com

FFW B.6  2005.2014 b y J E  Myers & TJ_ Sweeney  All rights resented in aB m cdu. 
Pubfatied by M nd Garden. Inc., wwwurindgarden.com

http://www.mindgarden.cofn
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Far us* fay Madia Barnett only. Racthrtd tow  Mind Garden. Inc. on Jure 25.2015

m\'nd garden
www.mindgarden.com

To whom it may concern,

This letter is to grant permission far the above named person to use the fblowing 
copyright material for his/her thesis or dtesertaflion research:

instrument Maslach Bumout Inventory, Forms: General Survey, Human Services 
Survey A Educators Survey

Copyrights:
MBI-General Survey (MBf-GS): Copyright ©1996 Wlmar B. Schaufefi, Mchael P. 
Letter, Christina Maslach & Susan E  Jackson. Al rights reserved in all media. 
Fubfished by MM Garden, Inc.. vwirw-rmidqafden.com

MBJ-Human Services Survey (MBM1SS): Copyright ©1981 Christina Maslach & 
Susan E  Jackson. All rights reserved in al meda. Pubfished by MM Garden, Inc., 
wvwir.inMoanten.oom
MBI-Educators Survey (MBt-ES): Copyright ©1986 Christina Maslach, S u m  E 
Jackson & Richard L Schwab. Al rights reserved in all media PubfishedbyMM 
Garden, Inc, vww<vjnindaanien.com

Three sample items tom a single form of this instrument may be reproduced for 
induskin in a proposal, thesis, or dissertation.

The entire instrument may not be included or reproduced at any time in any published 
material.

Sincerely,

Robert Most 
Mnd Garden, Inc. 
Nwwjmdbardeiiucont

MB OmmM CamtfuCHflft W —r B. flrfnUMl MMml 9. Uttm, OW BttM iBtdi *  t o w  E  Judaat.Jt* J.. .1. M A.   £ I. -J.--■■■■m ih b si sreuenaue i s n ©  uauvn^w w ire s  vrsressusarerenrere re aasire c .  jsnuuaa

M  wrtH 1  jMdSTKitilrtii H »  Ik .1
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Penfield College 
Department of Counseling & Human Sciences 

Atlanta Administrative Conference Center 
2930 Flowers Road South, Suite 375 

Atlanta, GA 30341

Title of Project: The Relationship of Wellness and Wellness Practices to Bumout among 
Professional Counselors and Counselors-In-Training

Student Investigator Name: Nadia G. Barnett
E-Mail Contact Information; Bamett_NG@mercer.edu

You are invited to participate in an online survey for a research project conducted 
through Mercer University. Mercer University’s IRB requires investigators to provide 
informed consent to the research participants.

Instruction
Before taking part in this study, please read the consent information below and click the 
Start Survey button of the page if you understand the statements and freely consent to 
participate in this study. The only criterion for this study is related to counselor title; 
either as a professional counselor, associate-level professional counselor, masters-level 
counselor, or counselor-in-training.

Purpose
The purpose of this online research study is to determine if a relationship exists between 
bumout and wellness among professional counselors, associate-level professional counselors, 
masters-level counselors, and counselors-in-training. Then explore the impact of wellness 
practices on levels of bumout of professional counselors, associate-level professional 
counselor, masters-level counselors, and counselors-in-training. Your participation in the 
study will contribute to a better understanding of the risk of bumout that is inherent in the 
work that counselors do and wellness practices that make a counselor successful. You must 
be at least 18 years old to participate.

If you agree to participate
The survey will take approximately 25-30 minutes of your time. Participation is voluntary via 
an online survey. You will complete four items. The first is a demographic questionnaire that 
will ask a series of questions about you. The second item is the Five-Factor Wellness 
Inventory (5F-WEL), which is an assessment that assesses one’s personal wellness based on 
holistic characteristics. The third item is the Maslach Bumout Inventory (MBI), assesses 
bumout across three dimensions: emotional exhaustion, depersonalization, and personal
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accomplishment. The fourth item is the Marlowe-Crowne Social Desirability Scale 
(MCSDS), which measures one form of response bias. You will not be compensated for 
participation in this study.

Risks/Benefits/Confidentialitv of Data
This study involves a minimal level of risk to participate. You may or may not experience a 
small degree of discomfort, as you will be asked about bumout and wellness. There will be 
no costs for participating. Although your participation in this research may not benefit you 
personally, it will help fill the gap in the counseling literature in understanding the 
differences amongst professional counselors, associate-level professional counselors, 
masters-level counselors, & counselors-in-training in regards to investigating the connection 
between bumout to wellness. Additionally, this study’s practical application will assist 
counselor education programs in focusing on preventative measures, such as wellness 
practices, in order to lower the risk of impairment of counselors-in-training.

All responses are treated as confidential and no identifying information will be collected with 
the responses (e.g., name, date of birth, email addresses). Every effort will be made to protect 
your confidentiality, and you will not be individually identified by your responses. Only the 
student investigator and faculty supervisor will have access to the data during data collection. 
All data will be pooled and published in aggregate form only.

Participation or Withdrawal
Your decision to participate or decline participation in this study is voluntary. You may 
decline to answer any question and you have the right to withdraw from participation at any 
time. Withdrawal will not affect your relationship with Mercer University in anyway. If you 
do not want to participate, click on the “stop survey” arrow or close the browser window.

If you do not want to receive any more reminders, you may email me at 
Barnett_N G@mercer.edu.

Contacts
If you have any questions or comments about this study, your rights, if you wish to lodge a 
complaint or concern, or if they would like a referral for assistance due to engagement in this 
survey, please contact the student investigator Nadia G. Barnett via email to 
Barnett NG@mercer.edu or the faculty supervisor -  Dr. Arthur J. Williams at 
Williams ai@mercer.edu. Mercer University’s Institutional Review Board (IRB) reviewed 
study # H1507198 and approved it on July 23, 2015.

Questions about your rights as a research participant
If you have questions about your rights or are dissatisfied at any time with any part of this 
study, you can contact, anonymously if you wish, the Institutional Review Board by phone at 
(478) 301-4101 or email at ORC_Research@Mercer.edu.
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If you agree to participate in the research study, click on the following link click “Yes, start 
survey”. If you do not wish to participate, please click “No, stop survey”.

Thank you in advance for your consideration, attention, and time regarding this study!

Please do not forward this e-mail to others.

Please print a copy of this document for your records.


