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ABSTRACT 

 

 

C. MISSY MOORE.  The Development and Initial Validation of a New Instrument 

Measuring Perceptions of Interpersonal Stress among Professional Counselors.  (Under 

the direction of DR. SEJAL PARIKH FOXX) 

 

 

 Using the Transactional Model of Stress and Coping as a guiding theoretical 

framework, the current investigation followed the steps of instrument development 

outlined by Crocker and Algina (2008). The purpose of this study was to examine the 

factor structure and psychometric properties of the items of the Interpersonal Stress 

Scale-Counselor (ISS-C) using exploratory factor analyses, confirmatory factor analyses, 

and bivariate correlations. An exploratory factor analysis was performed on Sample 1 (n 

= 493) and revealed that the ISS-C consists of four factors that accounted for 62.60% of 

the variance of counselor interpersonal stress. The four factors consisted of 19 items in 

total and appeared to capture the constructs of Relational Tension, Professional Self-

Doubt, Clinical Difficulties, and Counselor Burden. A confirmatory factor analysis 

performed on Sample 2 (n = 406) revealed that the four factors demonstrated adequate fit 

to the data, and likelihood ratio tests indicated that the four-factor model provided the 

best fit to the data in comparison to a three-factor and a two-factor model. The ISS-C 

showed very good internal consistency according to Cronbach’s alphas and the inter-item 

correlations performed on Sample 1 and Sample 2. Bivariate correlations performed 

using the Test-Retest Subsample (n = 187) revealed low estimates of test-retest reliability 

for the ISS-C at the factor level when multiple clients were used to respond to the items. 

However, estimates of temporal stability were acceptable when conducting bivariate 

correlations with participants who responded using the same client. Implications and 
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recommendations for use among practitioners, supervisors, and counselor educators are 

provided.   
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CHAPTER I: INTRODUCTION 

The Practice of Professional Counseling 

There is a growing trend in the United States of individuals using professional 

counseling as a primary avenue for healing, wellness, and personal change. Although 

mental health treatment has historically been surrounded by stigma, discouraging 

individuals from seeking professional help in times of crisis, a 2018 report indicates that 

77% of Americans reported that they are currently seeing a counselor, have seen a 

counselor in the past, or are open to seeing a counselor as future problems arise (Barna 

Group, 2018). These trends seem to be partially prompted by shifts in mental health 

stigma and greater mental health awareness among new generations, with Millennials and 

Gen X individuals being significantly more likely to seek or recommend counseling than 

their Baby Boomer and elder counterparts (Barna Group, 2018).  

Although these trends of individuals seeking professional counseling are 

encouraging, they also suggest that the need for such treatment is greater than ever. For 

example, research shows: (a) one in five Americans are living with a mental health 

disorder (National Institute of Mental Health, 2018); (b) most Americans are more 

stressed today than they were a year ago (APA, 2017); (c) rates of depression are 

continuing to increase for all Americans, with youth and elder rates of depression rapidly 

increasing in comparison to other demographic groups (Weinberg, Gbedemah, Martinex, 

Nash, 2018); and (d) suicide rates have increased by nearly 30% since 1999 (Stone et al., 

2018). As a result of this increasing need in mental health treatment and increased 

willingness to seek counseling in times of distress, it is even more imperative for 
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counselors to be able to provide the therapeutic conditions needed to facilitate client 

wellness. 

Rogers (1957) argued that the therapeutic relationship is the most healing aspect 

of therapeutic work, where counselors facilitate a relational process that allows the client 

to safely explore difficult, and sometimes traumatic, material. The effectiveness of the 

therapeutic relationship is proven to be instrumental to client success in therapy, with the 

therapeutic relationship consistently accounting for at least 30% of client outcomes 

(Horvath, Del Re, Flückiger, & Symond, 2011). This suggests that the counselors’ 

interpersonal skills and ability to maintain a strong, quality therapeutic relationship are 

critical to treatment success.  

Skovholt (2005) suggested that counselors are called to effectively manage the 

interpersonal environment by continually forming professional attachments with clients 

without losing themselves in the process. Skovholt argued that counselors must be able to 

simultaneously be open, empathic, and giving of themselves while also maintaining 

boundaries, skills, and awareness. For counselors who have not mastered this delicate 

balance of interpersonal skills, they are more likely to become vulnerable to the relational 

process, where interactions with clients contribute to distress, sadness, grief, shame, 

anxiety, and despair in the counselor (Skovholt, 2005). This conceptual framework 

surrounding the complex process of counselor-client relations suggests that the 

therapeutic relationship can be the most healing factor in therapy for the client and, at 

times, the most distressing for the counselor. Yet, there are no empirical studies in 

counseling research that investigate the therapeutic relationship as an occupation-specific 

source of stress for professional counselors.        
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  Therefore, the current study presented a new construct of counselor interpersonal 

stress as a unique aspect of occupational stress for professional counselors. Counselor 

interpersonal stress is conceptualized to occur when a counselor perceives that adverse 

relational conditions between the counselor and client exceed the counselor’s ability to 

manage the challenging therapeutic circumstances. Though counselor interpersonal stress 

has not been defined or empirically explored in counseling research, these chapters 

introduce the gaps in occupational stress research for professional counselors, explore a 

related construct of stressful involvement in therapy in psychology research, and explain 

the need for developing a new quantitative instrument to measure counselor interpersonal 

stress. Given the significant role of the therapeutic relationship in therapeutic outcomes, it 

is critical to explore counselor interpersonal stress as a relational aspect of counseling 

that might suggest strain between the counselor and the client (Zeeck et al., 2012). 

Additionally, an occupation-specific definition of stress for professional counselors can 

add to the occupational stress literature by highlighting an occupation-specific process of 

stress that may have grave implications for counselor wellness and impairment and client 

outcomes.   

Occupational Stress  

In the 1980s, occupational stress was coined as “The 20th Century Disease,” as it 

was labeled as one of the top ten occupational-related health concerns in the United 

States due to rising rates of cardiovascular disease, back pain, hypertension, fatigue, and 

other health risks (National Institute for Occupational Safety and Health [NIOSH], n.d.; 

Quick & Henderson, 2016). Since then, American employees have consistently reported 

work as a primary stressor in their lives, with 61% of Americans reporting work as a 
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somewhat to very significant source of stress (APA, 2017). American workers are being 

asked to do more with less by being required to work longer hours with lower wages and 

less occupational support (Luther, Gearhart, Fukui, Morse, Rollins, & Salyers, 2017). 

Research shows that the stress associated with these working conditions pose a 

significant threat to both employees and employers (Richardson & Rothstein, 2008). For 

example, a number of studies identify occupational stress as a primary predictor of high 

staff turnover (Mosadeghrad, 2013), absenteeism (Darr & Johns, 2008), intentions to 

leave the profession (Eby, Burk, & Maher, 2010), low job satisfaction (Flanagan & 

Flanagan, 2002), and poor physical (Quick & Henderson, 2016) and mental health (Mark 

& Smith, 2012). Although these adverse consequences of work-related stress are steadily 

reported across occupations, professional counselors face unique stressors that 

profoundly shape their stress response and experience of occupational stress (e.g., Bride 

& Kintzle, 2011; Gubi & Jacobs, 2009; Figley, 1995; Fleet & Mintz, 2013; Kottler, 2003; 

Lawson, 2007; Lee, Cho, Kissinger, & Ogle, 2010; Perkins & Sprang, 2013; Sabo, 2011; 

Stebnicki, 2007; Thompson, Amatea, & Thompson, 2014).  

Occupational Stress for Professional Counselors 

In a report that examined the most stressful jobs in America based on stress 

factors using the Occupational Information Network (O*Net), mental health counselors 

were considered to have the second most stressful job in America, primarily due to the 

requirements of stress tolerance, consequence of error, time pressure, and annual salary 

(Giang, 2013). Not surprisingly, mental health professionals are experiencing alarming 

rates of burnout due to these occupational stressors (Bressi et al., 2009), with some 

counseling specialties reporting that one out of every three counselors are leaving the 
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profession each year (Eby, Burk, & Maher, 2010). As a result, many counseling 

researchers have examined a myriad of workplace and personal factors that contribute to 

occupational stress responses and experiences of occupational stress for counselors in an 

attempt to understand and prevent counselor impairment (e.g., Gutierrez, Butts, 

Lamberson, & Lassiter, 2019; Gutierrez & Mullen, 2016; Lawson & Myers, 2012; Lee et 

al., 2010; Rupert, Miller, & Dorociak, 2015; Thompson et al., 2014; Young, 2015). 

Researchers have approached the topic of occupational stress for professional counselors 

from three vantage points derived from stress theory (Lazarus, 1996): (a) occupational 

stressors, (b) occupational stress responses, and (c) experiences of occupational stress.  

Occupational Stressors for Professional Counselors 

Occupational stressors refer to “a broad set of occupational and work demands as 

well as environment stressors [that] trigger the stress response” (Quick & Henderson, 

2016, p. 2). Research shows that counselors across counseling settings perceive similar 

work-related stressors. The trickle down effects of larger systemic issues, such as budget 

cuts (Honberg, Kimball, Diehl, Usher, & Fitzpatrick, 2011; Luther et al., 2017; Morse, 

Salyers, Rollings, Monroe-DeVita, & Pfahler, 2012), perceptions of the criminal justice 

and healthcare systems (Reyre, Jeannin, Largueche, Moro, Baubet, & Taieb, 2017), lack 

of clear roles of professional counselors among the public (Osborn, 2004), and perceived 

lack of prestige of counseling work from society (Fahy, 2007) are influencing the 

counselors’ perceptions of working conditions and contributing to an erosion of their 

relationship with work (Osborn, 2004). Workplace characteristics, such as heavy 

caseloads (Broome, Knight, Edwards, & Flynn, 2009; Lee et al., 2010; Young, 2015), 

excessive paperwork and administrative duties (Rupert et al., 2015), low wages (Luna-
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Arocas & Camps, 2008), professional working environment (Carrola, Olivarez, & 

Karcher, 2016), and limited professional resources (Reyre et al., 2017) are primary 

sources of stress for professional counselors. Additionally, personal characteristics of the 

counselor are shown to influence experiences of occupational stress. Some counselors 

may have personal histories of traumatic life experiences (Lawson & Myers, 2012) and 

addiction (Rothrauff, Abraham, Bride, & Roman, 2011), which may increase their 

susceptibility to work-related stress. Although these studies inform counselor education 

and counseling practice by identifying significant sources of counseling-related stress, 

there are few empirical studies in the counseling literature that examine interpersonal 

stressors for professional counselors.  

Kato (2013) defined interpersonal stressors as “stressful episodes between two or 

more people that involve quarrels, arguments, negative attitudes or behavior, an 

uncomfortable atmosphere during a conversation or activity, and concern about hurting 

others’ feelings” (p. 100). Outside of counseling, interpersonal stressors related to the 

therapeutic relationship are mostly commonly investigated through rupture and repair 

episodes that occur between counselor and client. Ruptures, or “negative shift[s] in the 

quality of the therapeutic alliance” (Safran, 1993, p. 34) are marked by interpersonal 

events that disrupt the therapeutic relationship. These interpersonal stressors can involve 

momentary tension, such as clients openly criticizing the therapist, doubting the current 

session, acquiescing to the therapist’s suggestions, or providing short answers to open 

ended questions (Colli & Lingiardi, 2009). However, these studies primarily focus on 

how these events affect the client or therapeutic outcomes, with little attention how these 

events may impact therapists’ level of occupational stress. In the counseling professional 
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literature, most of the literature on interpersonal stressors for professional counselors is 

theoretical (Rupert et al., 2015; Skovholt, 2001; Skovholt, 2005). These theoretical 

frameworks indicate that the unique characteristics of the therapeutic relationship may 

serve as a source of stress for professional counselors, with only a couple of studies 

noting that the therapeutic environment as a source of stress from countertransference 

management (Choi, Puig, Kim, Lee, & Lee, 2014) and ethical dilemmas (Mullen, Morris, 

& Lord, 2017). Given that the majority of counseling work involves interpersonal 

transactions between counselor and client, this limited empirical investigation into 

counselors’ engagement in therapeutic work with clients as a source of stress for 

professional counselors demonstrates the need for further research in this area.  

Occupational Stress Responses for Professional Counselors 

 Occupational stress responses refer to “normal and naturally occurring reaction[s] 

to environmental demands or internal pressures” that occur in one’s occupation (Quick & 

Henderson, 2016, p. 2). In counseling, the most commonly investigated occupational 

stress responses are counselor burnout, compassion fatigue, and secondary traumatic 

stress (STS). Sabo (2011) suggested that these three stress responses occur on a 

continuum of occupational stress for professional counselors and vary according to 

severity, duration, and context.  

 Counselor burnout is a response to prolonged job-related stress that influences a 

counselor’s ability to perform clinical tasks (Lee et al., 2007). Burnout is considered to be 

a gradual process where workplace stressors contribute to erosion in one’s relationship to 

one’s work (Figley, 1995). Counselor burnout is most commonly investigated by the 

factors that contribute to or buffer against this phenomenon. For example, many of the 
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organizational stressors described above are investigated as factors that contribute to 

counselor burnout, such as role confusion and ambiguity (Osborn, 2004), caseloads 

(Broome et al., 2009), working conditions (Carrola et al., 2016; Thompson et al., 2014), 

and limited job resources (Reyre et al., 2017). Conversely, personal attributes, such as 

emotional intelligence (Gutierrez et al., 2019; Gutierrez & Mullen, 2016), compassion 

satisfaction (Thompson et al., 2014), and coping strategies (Wallace et al., 2010) are 

examples of factors that are shown to buffer against counselor burnout.  

 Conversely, STS and compassion fatigue are investigated as acute and sudden 

occupational stress responses that occur when counselors indirectly experience trauma 

when working with traumatized populations. STS occurs when counselors develop their 

own trauma-related symptoms when working with clients who have experienced trauma 

(Figley, 1995). Like PTSD, these symptoms may include intrusive, avoidant, and arousal 

symptoms (Figley, 1995). STS influences counselors’ professional lives by contributing 

to lower job satisfaction and occupational commitment (Bride & Kintzle, 2011) and their 

personal lives by contributing to lower relationship satisfaction, social intimacy, and less 

adaptive communication patterns (Robinson-Keilig, 2014). Similarly, compassion fatigue 

refers to impairment in counselors’ ability to offer empathic responses due to continual 

exposure to emotional-laden, traumatic content in therapeutic work (Figley, 1995; 

Stebnick, 2007). Counselors who experience compassion fatigue are unable to perform 

counseling duties, such as active and empathic listening and responding, despite extended 

effort to therapeutically engage with clients (Stebnicki, 2007). Research shows that 

working setting (Lawson, 2007), working conditions (Thompson et al., 2014), and 
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counselor wellness (Foreman, 2018) are associated with counselors’ levels of compassion 

fatigue.  

 Overall, the research related to counselor burnout, secondary traumatic stress, and 

compassion fatigue demonstrate that these are serious occupational stress responses for 

professional counselors. However, this empirical research is limited because it does not 

describe how counselors may respond to stress that occur in everyday interactions with 

clients. For example, most of the counselor burnout literature focuses on how counselors’ 

respond to organizational working conditions, with little attention to how counselors may 

experience burnout from therapeutic work with clients. On the contrary, the research 

related to secondary traumatic stress and compassion fatigue captures stress responses 

that result from engagement in therapeutic work. Yet, these stress responses necessitate 

that these counselors are working with clients who experience direct traumatization. 

From a national survey, Pérez-Rojas and colleagues (2017) reported that approximately 

21.2% of clients presented with trauma-related concerns in community counseling 

centers. Similarly, Lawson (2007) found that counselors reported that an average of 

35.76% of their caseloads consisted of clients who were survivors of trauma. 

Specifically, community agency counselors reported 52.20% of their caseloads were 

trauma survivors, while there were fewer reports among private practice counselors 

(34.37%), K-12 school counselors (24.45%), and college counselors (19.31%; Lawson, 

2007). This suggests counselors may encounter as many as 50% to 80% of clients 

presenting with issues that are not trauma-related. Therefore, research is needed to 

examine interpersonal stress responses associated with therapeutic work with clients from 

a variety of populations.  
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Experiences of Occupational Stress among Professional Counselors 

 Experiences of occupational stress refer to a complex process where individuals 

reappraise the meaning of an occupational stressor and stress response (Lazarus, 1966). 

Through this process, individuals incorporate new information that allows them to fully 

understand the stressor and the stress response that manifests. In counseling research, 

there are few studies that examine experiences of occupational stress among professional 

counselors. Of these studies, most of them report the counselors’ experiences of 

occupational stress resulting from demanding interactions with clients who self-harm 

(Fleet & Mintz, 2013), report spiritual abuse (Gubi & Jacobs, 2009), and are involved in 

the criminal-justice system (Perkins & Sprang, 2013). These experiences of occupational 

stress include feeling sadness (Fleet & Mintz, 2013; Gubi & Jacobs, 2009), anger (Fleet 

& Mintz, 2013; Gubi & Jacobs, 2009), frustration (Fleet & Mintz, 2013), powerlessness 

(Gubi & Jacobs, 2009), helplessness (Gubi & Jacobs, 2009), and overwhelmed (Perkins 

& Sprang, 2013).   

 Only one study explored experiences of occupational stress across counseling 

populations and counseling specialties. In addition to the emotional experiences reported 

above, Butts, Andrews, Foxx, (under review) found that counselors working in private 

practice, college counseling, employee assistance, K-12 settings, hospital settings, and 

addictions settings reported similar experiences of stress resulting from therapeutic work 

with clients. In this study, counselors reported experiencing stress from managing 

difficult client behaviors, struggling with how their personal and professional identities 

manifested with the client, and the relational dynamics that occur in counseling work 

with challenging clients. The authors suggested that counselors’ reported a process of (1) 
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feeling triggered by client behaviors and readiness for counseling and or by the stressful 

dynamics in the therapeutic relationship, (2) experiencing an uncomfortable cognitive, 

emotional, and or physiological response, (3) leading to professional self-doubt and or 

struggling with their personal and professional selves, (4) resulting in calling on personal 

and professional coping resources in and outside of session (Butts et al., under review).  

 Currently, there are only four studies that are relevant to counselors’ experiences 

of occupational stress. It is unclear whether three of these studies are intended to explore 

such experiences (Fleet & Mintz, 2013; Gubi & Jacobs, 2009; Perkins & Sprang, 2013). 

Of the four studies reviewed, all of these studies used qualitative approaches to 

investigate this phenomenon among professional counselors. At this time, there are no 

quantitative research studies that investigate experiences of occupational stress among 

professional counselors. 

Counselor Interpersonal Stress 

After a thorough review of the occupational stress literature, it is clear that there is 

limited research that investigates counselors’ experiences and perceptions of 

interpersonal stress. In other fields, interpersonal stress often refers to stress that occurs 

from perceived trouble in relationships with others, even when those in the relationship 

do not mean to cause stress (Bancila & Mittelmark, 2009). Interpersonal stress can occur 

in a number of social relationships: romantic relationships, friendships, family 

relationships, professional relationships, among others. Bolger, DeLongis, Kessler, and 

Schilling (1989) noted that social relationships are often a serious source of stress for 

many individuals. However, interpersonal stress that results from the therapeutic 

relationship may have unique characteristics due to the characteristics of the therapeutic 
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relationship. Wampold (2015) indicated that the therapeutic relationship between 

counselor and client is unlike any other relationship because clients can disclose difficult 

material without the threat of the relationship ending. While many other personal 

relationships in the client’s life are conditional and limit the safety of full disclosure of 

personal struggles, the uniqueness of the counseling relationship allows clients to share 

unfavorable aspects of themselves without fear of reprimand or judgment (Wampold, 

2015). Additionally, the nature of the counseling relationship may require counselors to 

stifle natural interpersonal behavior patterns that would normally occur spontaneously in 

interpersonal relationships (Kiesler, 1983), contributing to stress for the counselor. 

Furthermore, one of the defining features of counseling work is to enter the 

client’s world, often shrouded in pain and suffering, and to remain a firm source of safety 

as they explore difficult content (Rogers, 1957). Through each encounter, counselors hear 

stories of challenging life circumstances that are laced with feelings of regret, anger, 

shame, doubt, sadness, and other negative emotions. These problem-saturated stories can 

be emotionally painful for those charged with providing care (Maslach, 1978), where in 

this context, the source of their pain comes from another individual. Although these 

relational aspects of counseling are healing for the client (Norcross & Wampold, 2011), 

research demonstrates that counselors should proceed with caution, as their continual 

openness to an empathetic understanding of difficult life events can take an emotional toll 

and lead to counselor burnout (Oser, Biebel, Pullen, & Harp, 2013). 

 While some theorists and researchers are concerned with interpersonal stressors 

and interpersonal stress responses that occur in therapeutic work, there is limited research 

that explores the unique characteristics of counselors’ experiences and perceptions of 
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interpersonal stress resulting from their therapeutic relationship with clients. Therefore, 

this study introduced the construct of counselor interpersonal stress by developing and 

beginning the process of validating a survey instrument intended to measure this new 

construct. In the following sections, the researcher will provide a description of the 

theoretical framework that guided the development of this new construct. The researcher 

will provide a brief overview of the current literature related to a similar construct in a 

counseling-related field. Lastly, the researcher will offer a rationale for the development 

of the Interpersonal Stress Scale-Counselor (ISS-C) and outline the process for 

developing and validating a survey instrument. A thorough review of the research 

literature related to the construct of counselors’ perceptions of interpersonal stress is 

provided in chapter two. 

Theoretical Framework 

 Lazarus and Folkman’s (1984) Transactional Model of Stress and Coping 

(TMSC) guided and informed this study. The transactional model emphasizes the role of 

cognitive appraisal in individuals’ experiences of stress, where individuals judge whether 

or not a particular situation is threatening to their wellbeing and whether or not they have 

the resources available to manage a challenging situation. When the individual perceives 

that demands of a situation are greater than the available resources, the individual is 

likely to perceive the situation as threatening, harmful, or taxing to the available 

resources. According to Lazarus and Folkman, the defining feature of the TMSC is its 

emphasis on the role of perception and the transactional process between the person and 

his or her environment. The TMSC proposes that no situation or encounter is inherently 
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stressful, rather the relational conditions between the individual and his or her 

environment dictates the individual’s stress response (Lazarus & Folkman, 1984).  

 In the context of the current study, the TMSC provided a framework for the 

development of the ISS-C, the measurement tool designed to measure professional 

counselors’ perceptions of interpersonal stress. Cronbach and Meehl (1955) argued that 

construct validity in any measure requires an articulated theoretical foundation upon 

which a hypothetical construct can be empirically tested according to its observable 

manifestations. Therefore, a critical first step in the development of the ISS-C was to 

develop a precise and thorough understanding of the construct (counselor interpersonal 

stress) within its theoretical context (i.e., the TMSC; Clark & Watson, 1995).  

 The TMSC highlights the role of individuals’ appraisals of demands and 

resources and their process for determining whether the demands of a situation exceed 

their available resources (Lazarus & Folkman, 1984). Using this model to understand 

professional counselors’ perceptions of interpersonal stress, counselors may experience 

interpersonal stress when they perceive that adverse or demanding circumstances within 

the therapeutic relationship overload their personal or professional resources. For 

example, when a counselor perceives that the relational demands of the therapeutic 

relationship outweigh his or her perceptions of competence, skills, or experience, he or 

she may experience an interpersonal stress response. Thus, counselors’ experiences of 

interpersonal stress are dictated by their perceptions of the relational conditions between 

counselor and client and their perceived ability to manage challenging therapeutic 

circumstances.  
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 Research demonstrates that it is likely that the TMSC framework can be applied 

to counselor interpersonal stress. Like the relational demands and resources that may be 

explained through the TMSC framework, Orlinsky and Rønnestad (2005) classified 

therapists by work involvement patterns according to the balance of stressful involvement 

with clients (relational demands) and healing involvement with clients (use of personal 

and professional resources). In this study, therapists who reported high stressful 

involvement and low healing involvement were placed into a distressing practice 

category, while those with high healing involvement and low stress involvement were 

placed into an effective practice category (Orlinsky & Rønnestad, 2005). This suggests 

that, in therapeutic work, counselors who appraise the demands (e.g., difficult client 

situations, the therapeutic relationship) as greater than the resources (e.g., ability to 

connect with clients on a personal and or professional level) are more likely to experience 

an interpersonal stress response. Thus, the TMSC framework guided the development of 

the ISS-C. 

Background to the Problem  

Stressful Involvement in Therapy 

 Orlinsky (2014) described a related process of counselor interpersonal stress in 

terms of a different construct: stressful involvement. Orlinsky referred to stressful 

involvement as the “‘dark side of clinical practice manifest[ing] itself when therapists 

experienced frequent difficulties in their work, and rel[y] on non-constructive ways of 

coping with those difficulties (e.g., by avoiding dealing with problems, or criticizing 

clients). Therapists also tended to feel anxiety and boredom during sessions with clients” 

(Orlinksy, 2014, pp. 12-13). According to Orlinky and Rønnestad (2005), approximately 
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10 percent of clinicians reported their work with clients as a source of suffering, although 

as many of 33 percent reported high stressful involvement when investigating work 

involvement patterns. According to Orlinsky (2014), when clinicians are engaged in 

stressful involvement, this stressful involvement is one of the strongest predictors of 

currently experience depletion, a preliminary stage of burnout. Additionally, research 

shows that when clinicians experience stressful involvement in therapeutic work, their 

professional development is affected (Orlinsky & Rønnestad, 2005). This finding is 

consistent with counseling research that demonstrates counselors who are earlier in their 

careers may be more likely to experience stress from working a client (Briggs & Munley, 

2008).  

 However, at this time, there are few studies even in psychology that have 

examined factors that contribute to or buffer against stressful involvement with clients. 

Counselor emotional processing and coping behaviors are shown to be predictive of 

stressful involvement (Heinonen et al., 2014; Zeeck et al., 2012). Research shows 

therapists who ruminate on professional struggles with clients may be more likely to 

experience stressful involvement (Zeek et al., 2012). Conversely, therapists who allow 

challenges and uncertainty with clients to be applied constructively in counseling work 

may be less likely to experience stressful involvement with clients (Macdonald & Mellor-

Clark, 2014; Nissen-Lie et al., 2017; Tracey et al., 2014). These findings are consistent 

with the TMSC framework that guided this investigation, where the therapist’s cognitive 

process during challenging circumstances with clients dictates their ability to call upon 

coping resources and shapes their experiences of stress. Moreover, these results are also 

consistent with previous qualitative studies in counseling research that suggested 
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counselors’ emotional experiences influenced their perceptions of their clients, 

engagement in the therapeutic process (Butts et al., under review; Fleet & Mintz, 2013; 

Gubi & Jacobs, 2009; Perkins & Sprang, 2013), and the extent that they experience stress 

in the therapeutic relationship (Butts et al., under review). Therefore, therapist cognitive 

and emotional processing during client work may be a critical indicator of stressful 

involvement and relational strain between therapist and client (Zeeck et al., 2012). Given 

this body of research among a related construct, it is evident that how counselors process 

their interactions with clients both in and out of session is critical in their experiences of 

interpersonal stress. However, at this time, there is limited empirical research 

investigating any constructs related to this phenomenon.  

Measuring Interpersonal Stress for Counselors 

While, in theory, the concept of interpersonal stress is not new to counseling, the 

empirical investigation of counselor interpersonal stress is new to the counseling research 

literature. It is well-documented that clinicians’ experiences of stress play an important 

role in their work with clients (Briggs & Munley, 2008). However, to the researcher’s 

knowledge, only a few research studies have examined how relational involvement with 

clients through therapy affects counselors’ experiences of stress (Butts et al., under 

review; Heinonen et al., 2014; Nissen-Lie et al., 2010; Orlinsky & Rønnestad, 2005; 

Zeeck et al., 2012). Although many of these studies only explore a related construct (i.e., 

stressful involvement) tends to only focus on one aspect of the interpersonal stress 

process (i.e. maladaptive coping) when working therapeutically with clients, they are the 

only studies that have investigated the type of counselor stress that results from 
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involvement in the therapeutic relationship, where the source of stress is from another 

individual. 

Furthermore, to the researcher’s knowledge, the instruments measuring counselor 

interpersonal stress are lacking. In the few studies investigating stressful involvement in 

therapy, most researchers used the Therapist Work Involvement Scales (TWIS; Orlinsky 

& Ronnestad, 2005) to measure healing involvement and stressful involvement in 

therapeutic work (Nissen-Lie et al., 2010; Orlinsky & Rønnestad, 2005; Zeek et al., 

2012). The TWIS is comprised 52 items selected from the Development of 

Psychotherapists Common Core Questionnaire (DPCCQ; Orlinsky et al., 1999), which is 

the only quantitative instrument measuring stress associated with involvement in the 

therapeutic relationship. Additionally, Butts et al. (under review) used a qualitative 

approach to investigate interpersonal stress for counselors, and Briggs and Munley (2008) 

used a one-item measure where psychotherapists rated the extent to which they 

experienced stress from working with a particular client. These methods of investigation 

suggest that quantitative measures related to the interpersonal stress experienced during 

therapeutic work are lacking. Currently, there are no instruments intended to measure 

professional counselor’s perceptions of interpersonal stress resulting from their 

involvement in the therapeutic relationship. Therefore, the purpose of this investigation 

was to develop and begin the process of validating the ISS-C using a sample of 

professional counselors. 

Developing and Validating a Survey Instrument 

 The steps in instrument development are outlined in several scale construction 

models (Allen & Yen, 2002; Crocker & Algina, 2008; DeVellis, 2003). For the purpose 
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of developing and validating the ISS-C, the steps of instrument development outlined by 

Crocker and Algina (2008) guided this investigation. Crocker and Algina described a ten-

step process that was divided into multiple phases of investigation. The steps are as 

follows: 

1. Identify the primary purpose(s) for which the tests scores will be used 

2. Identify behaviors that represent the construct or define the domain 

3. Prepare a set of test specifications, delineating the proportion of items that should 

focus on each type of behavior identified in step 2 

4. Construct an initial pool of items 

5. Have items reviewed (and revise as necessary) 

6. Hold preliminary items tryouts (and revise as necessary) 

7. Field-test the items on a large sample of representative of the examinee 

population for whom the test is intended 

8. Determine statistical properties of item scores, and when appropriate, eliminate 

items that do meet preestablished criteria 

9. Design and conduct reliability and validity studies for the final form of the test 

10.  Develop guidelines for administration, scoring, and interpretation of the test 

scores (e.g., prepare norm tables, suggest recommended cutting scores or 

standards for performance, etc.; Crocker & Algina, 2008, p. 66) 

The steps were divided into four phases of investigation: (1) Construct Conceptualization, 

(2) Item development and Evaluation, (3) Item Testing, and (4) Psychometric Evaluation 

for the development and initial validation of the ISS-C. The present study involved 
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completing the third phase and beginning the fourth phase of investigation. Each step and 

four phases of investigation are described in detail in Chapter 3. 

Item Testing and Psychometric Evaluation 

 When designing a measurement tool, the instrument must undergo extensive 

psychometric evaluation to determine if it is suitable and appropriate for the purpose for 

which it was intended (Clark & Watson, 1995). Evidence validity and reliability help 

researchers evaluate the psychometric properties of a psychological instrument to 

determine conclusions that can be drawn from the scores on an instrument are accurate 

and reliable (Messick, 1995). Validity refers to the psychometric soundness of an 

instrument, or the extent to which an instrument measures what it is intended measure 

(Messick, 1989). In scale development, one of the most commonly investigated aspects 

of validity is construct validity, which is based on evidence of test content, response 

patterns, internal structure, and relation to other constructs (Clark & Watson, 1995). 

Evidence of construct validity relies on “the integration of any evidence that bears on the 

interpretation or meaning of the test scores—including content- and criterion-related 

evidence—which are thus subsumed as part of construct validity (Messick, 1995, p. 742). 

Construct validity in the current study was investigated through evidence of convergent 

validity and discriminant validity (Gay, Mills, & Airasian, 2009; Messick, 1995; Moss, 

1992). Each of these aspects of construct validity are defined at the end of this chapter. 

 Moreover, reliability is also a critical concern in psychological measurement. 

Reliability refers to the consistency (Bollen, 1989) and stability (Nunnally, 1978) of 

measurement, or whether the scores will be the same or approximately the same over the 

course of time. There are several methods used in social science research to estimate test 
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reliability: test-retest reliability, alternative forms, split-halves, inter-rater reliability, and 

internal consistency (Drost, 2011). The current study focused on test-retest reliability and 

internal consistency. Test-retest reliability refers to “the temporal stability of a test from 

one measurement session to another” by administering the measurement tool the same 

group of participants at two points in time (Drost, 2011, p. 108). Internal consistency 

estimates how well a set of items measures a particular characteristic within the test 

(Cronbach, 1951). Cronbach’s alpha is often used to estimate item-specific variance with 

a measurement tool (Cortina, 1993; Cronbach, 1951). Therefore, investigating evidence 

of test-retest reliability and internal consistency were included in the psychometric 

evaluation phase of instrument development. 

Significance of the Study 

 There is a growing trend in psychotherapy and counseling research to investigate 

the therapeutic relationship and its contribution to client outcomes (Norcross & 

Wampold, 2011). Research suggests that the relational factors between the counselor and 

client account for approximately 30 percent of the variance in client outcomes (Horvath 

et al., 2011). Given that the therapeutic relationship plays a prominent role in client 

success in counseling, more attention should be given to relational aspects that may 

suggest strain between the counselor and the client. Zeeck et al. (2012) proposed 

counselors’ perceptions of stressful involvement may be indicative of relational strain 

between therapist and client. However, there is limited research that investigates this type 

of stress experienced by the counselor, which is likely due to an inherent problem in 

quantifying professional counselors’ perceptions of interpersonal stress and the lack of 



 

 

22 

instrumentation to measure such a phenomenon. Therefore, an instrument intended to 

measure professional counselors’ perceptions of interpersonal stress is needed. 

 Furthermore, the development and initial validation of ISS-C could expand the 

professional literature by conceptualizing the therapeutic relationship as a potential 

source of counselor stress, rather than simply a mechanism for client change (Rogers, 

1957). Lee et al. (2007) called for an occupational specific definition of burnout that 

addressed dimensions of burnout within the counseling setting. Likewise, results from 

this study could provide an occupation specific definition of stress for professional 

counselors. As such, information related to interpersonal experiences of stress may 

provide critical information to counselor preparation programs, counselor educators, 

counseling supervisors, and counselors by shaping how counselors are taught to engage 

in therapeutic relationships. Additionally, responses to such job-related stress may urge 

counselor educators and supervisors to monitor counselor trainees’ and provisionally 

licensed counselors’ levels of interpersonal stress and engage in conversations, activities, 

and exercises related to self-care and wellness. Counselors who ignore stress 

management are in danger of experiencing burnout and becoming impaired practitioners 

(Young & Lambie, 2007). Exploring relational sources of interpersonal stress may help 

them manage the stress associated with an emotionally demanding profession and engage 

in burnout prevention. Therefore, the development and validation of the ISS-C was 

warranted.  

Purpose of the Study 

 The purpose of this study was to develop and begin the process of validating an 

instrument measuring professional counselors’ perceptions of interpersonal stress. Given 
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the process of instrument development and initial validation (Crocker & Algina, 2008), 

the nature of this study explored initial evidence of reliability and validity through 

exploratory and confirmatory analysis procedures.  

Research Questions 

 The following research questions guided this investigation: 

(1) What is the factor structure of the ISS-C? 

a. What are the underlying factors of the ISS-C? 

b. Do the data provide a good fit the proposed factor structure of the ISS-C ? 

(2) What is the initial evidence for reliability of the ISS-C? 

a. Do the scores of the ISS-C demonstrate adequate internal consistency and 

test-retest reliability? 

(3) What is the initial evidence for validity of the ISS-C? 

a. Do the scores from the ISS-C demonstrate adequate convergent validity 

and discriminant validity? 

Assumptions 

The following assumptions were made in this study:  

(1) Professional counselors’ perceptions of interpersonal stress can be measured 

using standardized procedures of psychological instrument development. 

(2) The items on the developed instrument were written in a manner that 

appropriately operationalizes the construct. 

(3) Participants will understand the survey items and respond accordingly.  

(4) Participants will give an honest account when responding to the self-report 

measure. 
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Delimitations 

The following delimitations were associated with this study: 

(1) Participants who are Licensed Professional Counselor Associates (LPCAs), 

Licensed Professional Counselors (LPCs) or Licensed Professional Counselor 

Supervisors (LPC-Ss), or who possess state equivalent credentials, will be 

included in the study. 

(2) Participants will be graduates of a CACREP-Accredited or equivalent program in 

the United States. 

(3) Purposive sampling will be used to produce a sample of LPCAs, LPCs, and LPC-

Ss from each region of the United States. 

(4) Participants will complete the survey using an online format. 

Limitations 

The following limitations were associated with this study: 

(1) By using self-report instruments, it is possible that individuals may report their 

perceptions of interpersonal stress in a way that may make them appear more 

socially desirable rather than offering an honest account. 

(2) The sample will be limited to English-speaking counselors and supervisors, which 

will limit those who can participate and may influence the generalizability of 

results.  

Operational Definitions 

 For the purpose of this research study, several variables were operationally 

defined as follows: 
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 Interpersonal Stressors refers to “stressful episodes between two or more people 

that involve quarrels, arguments, negative attitudes or behaviors, an uncomfortable 

atmosphere during a conversation or activity, and concern about hurting others’ feelings 

(Kato, 2013, p. 100) 

 Interpersonal Stress refers to “a transactional, cognitive process involving 

appraisal and not completely satisfactory coping to resolve dissonance among cognitions 

about a significant other(s)” (Mittelmark, Aaro, Henriksen, Siqveland, & Torsheim, 2004, 

p. 9) 

 Counselor interpersonal Stress is defined as a relational process between 

counselor and client where the counselor experiences psychological or emotional strain 

resulting from perceptions of adverse client conditions exceeding the counselor’s 

capacity to manage the difficult client circumstances. The items on the ISS-C were used 

to operationalize counselor interpersonal stress in the current study. 

 Perceived stress refers to an individual’s perception of cumulative stress where 

an individual appraises the extent to which situations in one’s life are considered to be 

“unpredictable, uncontrollable, and overloading” (Cohen et al., 1983, p. 387). The PSS-

10 (PSS-10; Cohen & Williamson, 1988) total score were used to operationalize 

perceived stress in the current study.  

 Counselor burnout refers to the inability to perform counseling related tasks due 

to experiences of “personal discouragement, apathy toward system stress, and emotional 

and physical drain” (Lee et al., 2007, p. 143) Counselor Burnout is comprised of five 

dimensions of counselor burnout: (a) exhaustion, (b) negative work environment, (c) 

devaluing client, (d) incompetence, and (e) deterioration of personal life. Exhaustion 
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refers to the extent that the counselor experiences physical and emotional exhaustion 

resulting from the counseling work. Negative work environment measures counselors’ 

attitudes toward personal, interpersonal, and systemic issues in the workplace. Devaluing 

Client refers to the counselor’s attitudes toward the client and their relationship. 

Incompetence measures the counselors’ beliefs and feelings about their counseling skills 

and competence as a counselor. Deterioration of Personal Life measures the perceptions 

and feelings associated with their personal life and interests. For the purpose of this 

study, counselor burnout was measured by the scale scores of each of the five dimensions 

on the Counselor Burnout Inventory (CBI; Lee et al., 2007). The scale scores were used 

to operationalize the dimensions of burnout in the current study. 

 Meaning in Life refers to the extent to which individuals find their lives 

meaningful. Meaning in Life is comprised of two dimensions: Presence of Meaning and 

Search for Meaning. Presence of Meaning refers to the extent to which respondents 

perceive that their lives have meaning (Steger et al., 2006). Search for Meaning refers to 

the extent to which respondents seek to find meaning or purpose in their lives. The 

current study used the scale scores to operationalize the two dimensions of meaning in 

life.  

 Validity refers to “whether an instrument (e.g., test or questionnaire) measures 

what it purports to measure (Dimitrov, 2012, p. 41). 

 Convergent Validity refers to “evidence of similarity between measures of 

theoretically related constructs” (Dimitrov, 2012, p. 100). Convergent validity was 

estimated in the current study using Pearson’s r.  
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 Discriminant Validity refers to “the absence of correlation between measures of 

unrelated constructs” (Dimitrov, 2012, p. 100). Discriminant validity was estimated in the 

current study using Pearson’s r.  

 Reliability refers to the consistency of scores over the course of time (Bollen, 

1989).  

 Test-Retest Reliability refers to “the temporal stability of a test from one 

measurement session to another (Drost, 2011, p. 1951). The coefficient of stability was 

be used to examine consistency in responses to the ISS-C over time (Dimitrov, 2012) 

 Internal Consistency refers to how well a set of items measures a particular 

characteristic within the test (Cronbach, 1951). Cronbach’s alpha was used in the current 

study to estimate item-specific variance within the ISS-C.  

Organization of the Study 

 This dissertation consists of five chapters. Chapter One was an introduction to the 

conceptual and empirical literature of counselor occupational stress, the TMSC, 

counselor interpersonal stress, measuring interpersonal stress, instrument development, 

the need for the study, the purpose of the study, assumptions, delimitations, limitations, 

and relevant operational definitions. Chapter Two describes the relevant conceptual and 

empirical literature related to occupational stress for professional counselors, stress 

theory, interpersonal theory, interpersonal stress for mental health professionals, current 

stress and interpersonal stress instruments, and instrument development to demonstrate 

the need for the ISS-C. Chapter Three describes the process for developing and validating 

a standard system of measurement and the research methodology used in the current 

study, including a description of the participants, research questions, procedures, 
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instrumentation, and data analysis strategies. Chapter Four outlines the results of this 

investigation. Lastly, Chapter Five concludes this dissertation with a discussion of the 

results and implications and recommendations for practitioners, supervisors, and 

counselor educators.   
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CHAPTER II: LITERATURE REVIEW 

The purpose of this study was to develop and begin the process of validating an 

instrument measuring professional counselors’ perceptions of interpersonal stress. This 

chapter reviews the conceptual and empirical literature of occupational stress for 

professional counselors, professional counselor interpersonal stress, and current 

instruments measuring stress in counseling research. The first section provides an 

overview of the conceptual framework for stress and discusses the Transactional Model 

of Stress and Coping (TMSC) as the theoretical lens that guided this investigation. Then, 

occupational stress is discussed specifically within the counseling context; thereby, 

highlighting the gap in interpersonal stress research. Next, the empirical research of 

stressful involvement in therapy in related-fields is reviewed. The remaining sections 

present a review of the literature related to current psychological instruments that are 

used to measure stress, work-related stress, and interpersonal stress. The researcher then 

discusses the process for developing a new instrument in light of the current conceptual 

and empirical literature base. 

Theoretical Framework 

Lazarus and Folkman’s (1984) Transactional Model of Stress and Coping 

(TMSC) guided and informed this study. The transactional model emphasizes the role of 

cognitive appraisal in individuals’ experiences of stress, where individuals judge whether 

or not a particular situation is threatening to their wellbeing and whether or not they have 

the resources available to manage a challenging situation. Cognitive appraisal refers to “a 

process through which the person evaluates whether a particular encounter with the 

environment is relevant to his or her well-being, and if so, in what ways (Folkman, 
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Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986, p. 992). Lazarus and Folkman 

(1984) suggested that cognitive appraisal is meaning or significance-driven, where 

individuals differ in how they respond to comparable events because of differences in 

individual appraisal patterns. The authors described three processes involve in cognitive 

appraisal: primary appraisal, secondary appraisal, and reappraisal (Lazarus & Folkman, 

1984).  

Primary appraisal refers to the process of determining how relevant the situation 

is to their wellbeing through three types of primary appraisal: irrelevant, benign-positive, 

and stressful. When individuals perceive that the situation has no effect for the individual 

or the individual is not invested in the outcome, this primary appraisal is considered to be 

irrelevant. When individuals perceive that a situation may enhance their well-being, it is 

referred to benign-positive. When individuals perceive that a situation is threatening to 

their wellbeing or could cause harm in some way, this primary appraisal is considered to 

be stressful. Stress appraisals can be broken down into three categories: harm/loss, threat, 

and challenge. Harm/Loss appraisals occur when individuals have already endured harm 

in some way (e.g., injury, illness, self-esteem, loss). Threat appraisals occur when an 

individual anticipates harm or losses well affect their future functioning. Like threat 

appraisals, challenge appraisals also anticipate how the encounter will affect future 

functioning, yet the cognitive process is focused on the potential gains and growth that 

may accompany the stressful encounter (e.g., enduring the demands of a high stress job 

may result positive performance ratings or promotion). Therefore, the type of stress 

appraisal may influence whether one experiences positive or negative emotions (Lazarus 

& Folkman, 1984) 
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Secondary appraisal refers to the process of determining how an individual can 

and might manage a difficult situation. Lazarus and Folkman (1984) argued, “Secondary 

appraisal activity is a crucial feature of every stressful encounter because the outcome 

depends on what, if anything, can be done, as well as on what is at stake” (p. 35). Though 

labeled as “secondary,” the authors indicated that this does not denote importance or 

order, rather the term “secondary appraisal” is used to distinguish the cognitive processes 

that occur in primary and secondary appraisal. Nevertheless, secondary appraisal is a 

complex process that involves evaluating available coping options, their potential 

effectiveness in the situation, and the extent to which an individual can apply them 

successfully (Lazarus & Folkman, 1984). Folkman and Lazarus (1980) found that 

individuals tend to use more problem-focused coping when they have a sense of control 

over a situation or believe it is changeable. Conversely, individuals utilize emotion-

focused coping strategies in situations that are perceived as unchangeable (Folkman & 

Lazarus, 1980). 

The process of reappraisal refers to “a changed appraisal on the basis of new 

information from the environment, which may resist or nourish pressures on the person, 

and/or information from the person’s own reaction” (Lazarus & Folkman, 1984, p. 38). 

The authors illustrate the process of reappraisal through an example with anger. If one’s 

anger response affects another person, this response is noted by the initiator, and 

therefore, changes how the initiator of the anger responds. With this added information, 

the initiator may then respond with guilt, fear, righteousness, etc., demonstrating the 

complexity of the reappraisal process (Lazarus & Folkman, 1984).  
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  Largely, the TMSC claims that when the individual perceives that demands of a 

situation are greater than the available resources, the individual is likely to perceive the 

situation as threatening, harmful, or taxing to the available resources. According to 

Lazarus and Folkman, the defining feature of the TMSC is its emphasis on the perception 

and the transactional process between the person and his or her environment. The TMSC 

proposes that no situation or encounter is inherently stressful, rather the perceived 

relational conditions the individual and his or her environment dictates the individual’s 

stress response (Lazarus & Folkman, 1984).  

In the context of the current study, the TMSC provided a framework for 

developing an instrument measuring professional counselors’ perceptions of interpersonal 

stress. A strong theoretical framework is needed to test observable manifestations of a 

construct (Cronbach & Meehl, 1955). Therefore, an important first step in the 

development of the Interpersonal Stress Scale-Counselor (ISS-C) was to develop a 

precise and thorough understanding of the construct (counselor interpersonal stress) 

within its theoretical context (TMSC; Clark & Watson, 1995). As stated in chapter one, 

professional counselor interpersonal stress is defined as a relational process between 

counselor and client where the counselor experiences psychological or emotional strain 

resulting from perceptions of adverse client conditions exceeding the counselor’s 

capacity to manage the difficult client circumstances.  

 The TMSC highlights the role of individuals’ appraisals of demands and 

resources and their process for determining whether the demands of a situation exceed 

their available resources (Lazarus & Folkman, 1984). Using this model to understand 

professional counselors’ perceptions of interpersonal stress, counselors may experience 
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interpersonal stress when they believe that adverse or demanding circumstances within 

the therapeutic relationship overload their personal or professional resources. Consistent 

with Lazarus and Folkman’s (1984) theory of stress and coping, “demands” can be 

referred to as counselors’ perceptions of adverse client conditions. “Resources” can be 

referred to as the counselor’s capacity to manage the difficult client circumstances. When 

perceptions of client demands exceed the counselor’s perceptions of resources, 

counselors experience psychological or emotional strain.  

Given this broad process of how stress may occur, it is clear that there are many 

aspects of the stress process that may be relevant to specific occupations. For counselors, 

in particular, one aspect of occupational stress that should be considered is the stress that 

occurs from the interpersonal transactions between counselor and client in therapeutic 

work. This study will add to the occupational stress literature by studying an additional 

aspect of stress that is occupation-specific, which occurs when counselors’ experiences of 

interpersonal stress are dictated by their perceptions of the relational conditions between 

counselor and client and their perceived ability to manage challenging therapeutic 

circumstances. In turn, the TMSC framework guided the development of the ISS-C. 

Review of the Literature 

Originally used as a concept in physics describing elasticity and external forces, 

the term “stress” was first introduced as a human condition by Hans Hugo Bruno Selye in 

the 1920s. Selye defined stress as “the nonspecific response of the body to any demand 

for change” (Selye, 1976, p. 201). In the first scientific paper on stress as an aspect of 

health, Selye conceptualized stress as a biological condition that influences hormonal 

production and responses (Selye, 1936). Selye proposed the General Adaptation 
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Syndrome as an explanation for individual’s biological stress response, which occurred 

through three stages: Reaction, Resistance, and Exhaustion. Individuals’ who 

encountered an alarming stimulus would experience an alarm reaction, or changes in their 

adrenal functioning requiring adaptation (Seyle, 1955). From there, the adrenal 

functioning would change to assist the individual in resisting the alarming stimuli until 

the individual was no longer able to maintain optimum adaptation, resulting in exhaustion 

(Selye, 1937, 1955).  

Since Selye’s conceptualization, many theorists and researchers have sought to 

understand biological, physiological, occupational, and psychological perspectives of 

stress and its influence on health (e.g., Elliot & Eisdorfer, 1982; Hobfoll, 1989; Holmes 

& Rahe, 1967; Lazarus & Folkman, 1984). For the purpose of this research, this 

dissertation explored research related to occupational stress and its influence on 

professional counselors. Lazarus’s (1966) description of the three cognitive processes of 

stress perceptions (i.e., primary appraisal, secondary appraisal, and cognitive reappraisal) 

guided the organization of this literature review of occupational stress. First, primary 

appraisal focuses on the process of recognizing a stressor. Second, secondary appraisal 

refers to the process of determining how the individual may respond to a stressor. Third, 

cognitive reappraisal involves reassessing the meaning of stressor and the perceived 

stressfulness of a situation. Therefore, the researcher will first describe the empirical 

research related to occupational stressors for professional counselors. Second, the 

researcher will report the relevant conceptual and empirical research related to 

professional counselors’ responses to occupational stress. Finally, the researcher will 
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explain the limited research involving experiences of occupational stress for professional 

counselors.  

The Role of Professional Counselors 

 In 2016, nearly 44.7 million adults reported living with a mental disorder in the 

United States, equating to nearly one in five people. Of these 44.7 million individuals, 

only 43.1% received mental health treatment (National Institute of Mental Health, 2018). 

According to the CDC, rates of suicide in the United States have increased by nearly 30% 

since 1999, costing the United States nearly 70 billion dollars per year in direct and 

indirect costs (Stone et al., 2018). Among American youth, rates of severe depression 

have increased from 5.9% to 8.2% in the past five years, with over 1.7 million youth 

experiencing major depressive episodes not receiving treatment (Nguyen, Hellebuyck, 

Halpern, & Fritz, 2018). These statistics suggest that the need for mental health 

professionals is great and rising, and professional counselors are among the mental health 

professionals charged with providing care and support to these millions of individuals 

seeking help during life’s most difficult challenges.  

In the United States, there are approximately 158, 000 mental health counselors 

trained to provide counseling services to individuals, families, and groups struggling with 

mental, behavioral, and emotional problems (O*Net, 2017). The practice of “professional 

counseling includes, but is not limited to, the diagnosis and treatment of mental and 

emotional disorders, including addictive disorders; psychoeducational techniques aimed 

at the prevention of such disorders; consultation to individuals, couples, families, groups, 

and organizations; and research into more effective therapeutic treatment modalities” 

(American Counseling Association, 2011, p. 1). Officially, counseling is defined as “a 
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professional relationship that empowers diverse individuals, families, and groups to 

accomplish mental health, wellness, education, and career goals” (Kaplan, Tarvydas, 

Gladding, 2014, p. 366). Notably, counseling focuses on wellness, prevention, 

empowerment, and client strengths.  

One of the defining features of counseling work involves building and 

maintaining a therapeutic relationship. Skovholt (2005) suggested that counselors must 

be able to repeatedly establish professional attachments to provide the conditions needed 

for client change. Rogers (1957) argued that the therapeutic relationship is the most 

important clinical tool, and research shows that the therapeutic relationship is a primary 

conduit for client change, accounting for approximately 30% of client outcome (Cuijpers 

et al., 2012). The therapeutic relationship refers to the continual, nonhierarchical 

relationship between client and therapist that is built on trust, empathy, genuineness, and 

respect. Aspects of the therapeutic relationship have gained attention from researchers, as 

the therapeutic relationship is proven to be instrumental in client success in therapy 

(Horvath, Del Re, Flückiger, & Symond, 2011) due to the therapeutic relationship 

accounting for a significant amount of therapeutic outcome (Norcross & Wampold, 

2011). In a meta-analysis examining over 14,000 treatments, Horvath et al. (2011) found 

that the quality of the therapeutic alliance was one strongest predictors of treatment 

success. 

 Given the importance of the therapeutic relationship, counselors must possess a 

number of relational skills, such as: 

…the ability to intensively engage with others, keen interpersonal perception, 

being led by the well-being of the client, expressing compassion within limits, 
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making accurate judgments, and remaining open to learning from others. These 

characteristics join together to make it possible…to engage in the relational 

process repeatedly without losing themselves in the process (Skovholt, 2005, p. 

83). 

According to this description, counselors must be able to manage the interpersonal 

environment by balancing empathy, compassion, openness, and engagement with 

boundaries, personal awareness, and professional skill and competence. Skovholt (2005) 

argued that one’s ability to master this art can be a “powerful gift” to others (p. 91), yet 

can also contribute to “excessively feeling the other’s distress, sadness, fear, shame, 

anxiety, and despair, and replaying the ‘movie’ of the other’s life over and over again in 

one’s own mind” (Skovholt, 2005, p. 88). As a result, the most powerful healing element 

in counseling for the client can be the most detrimental to the counselor. Therefore, 

research is needed to explore how counselors perceive their involvement with clients and 

how they manage the stress associated with engaging in the relational process. Currently, 

there are no research studies that examine interpersonal stress as a critical aspect of 

occupational stress for professional counselors.  

Occupational Stress for Counselors 

Occupational Stressors 

Most occupational stressors in counseling research are examined as predictors of 

personal stress, counselor burnout, and job satisfaction. Research demonstrates that 

counselors identify a number of systemic, organizational, personal, and interpersonal 

challenges that contribute to experiences of counselor burnout. As a result, researchers 
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have sought to account for both internal and external factors that are specific to 

professional counseling contexts as primary contributors to work-related stress.  

First, systemic and societal stressors are relevant to counselor occupational stress 

(Rupert et al., 2015). Societal challenges, such as unemployment and financial crises, are 

contributing to a vast increase in the number of individuals seeking mental health 

services. With a shift towards managed care, counselors are now being asked to do more 

with less to serve this influx of clients, as mental health services have seen drastic cuts in 

funding across states (Luther et al., 2017). These budget cuts have contributed to reduced 

staff and administrative and supervisory support (Honberg et al., 2011) and created a shift 

in profitable services among mental health agencies (Green, Miller, & Aarons, 2013; 

Morse et al., 2012). As a result, between 21 and 67 percent of mental health providers are 

now reporting high levels of burnout (Morse et al., 2012). Moreover, research shows 

counselors’ perceptions of the United States justice system and other supporting agencies 

influence job related stress. For example, Reyre et al. (2017) found that addiction 

counselors reported that the legal system, other government agencies, and the healthcare 

system did not support addiction counseling work, contributing to occupational stress and 

burnout. At this time, it is unknown how the high volume of clients, lack of systemic 

resources, and perceived lack of support by federal agencies influence counselors’ 

perceptions of their clients or their perceived ability to help them in counseling.  

Additionally, many counselors believe that society does not have a clear 

understanding of the role of professional counselors, which serves as a source of stress 

for professional counselors. Counselors often experience role confusion and difficulty 

forming professional identities due to varying training experiences, specialties, 
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credentialing experiences, and lack of consistent definitions of professional counselors 

among the public (Yu et al., 2007). Such role confusion, role conflict, role ambiguity are 

shown to contribute to job dissatisfaction (Yu et al., 2007), negative feelings towards 

clients, and counselor burnout (Lee et al., 2007; Osborn, 2004). Yu et al. (2007) found 

that counselors' collective self-esteem, or perceptions of the counseling profession, 

mediated the relationship between job dissatisfaction and client relationships. Stronger 

professional identities and positive views of the counseling profession minimized the 

influence of job dissatisfaction on counselors’ feelings towards clients (Yu et al., 2007). 

This suggests that when counselors have negative perceptions of the counseling 

profession or their professional identities are not fully formed, they are at greater risk for 

experiencing occupational stress. Additionally, Fahy (2007) suggested that, among 

addiction counselors, the lack of prestige from society and the counseling profession 

regarding substance abuse counseling was a critical aspect of burnout and compassion 

fatigue. These studies suggest that larger systemic and societal issues are impacting 

counselor’s perceptions of their working conditions and increasing the prevalence of 

occupational stress responses, such as counselor burnout and compassion fatigue. Given 

this literature base, research is needed to investigate how perceptions of the counselor 

role influence the interpersonal relationship between counselor and client. 

Second, organizational challenges, such as excessive paperwork and 

administrative demands, lack of support from colleagues and supervisors (Rupert et al., 

2015), low wages (Luna-Arocas & Camps, 2008), heavy caseloads (Broome et al., 2009; 

Young, 2015), and limited resources (Reyre et al., 2017) are predictive of counselor 

burnout. Additionally, Luther et al. (2017) found that clinicians who worked overtime 
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were more likely to experience counselor burnout, work conflicts, and job dissatisfaction 

and report lower quality of client care. Likewise, these organizational issues are shown to 

affect working conditions across counseling specialties. Thompson et al. (2014) found 

that mental health counselors’ perceptions of working conditions were positively 

correlated with counselor burnout and compassion fatigue, with working conditions being 

strongly associated with burnout. In a population of correctional counselors, Carrola et al. 

(2016) found that correctional counselors experienced higher rates of exhaustion and 

negative work environment in comparison to other populations (Gnilka, Karpinski, & 

Smith, 2015; Lee et al., 2007, 2010; Yagi et al., 2011; Yu et al., 2008). Eby, Burk, & 

Maher (2010) found that strenuous workplace demands for addiction counselors 

contributed to counselor burnout, high turnover rates, and intentions to leave the 

counselor profession. These studies indicate that organizational issues are prominent 

occupational stressors for counselors that are influencing job satisfaction, burnout rates, 

perceptions of the working environment, and occupational commitment. However, it is 

unclear how these organizational stressors influence counselors’ ability to engage 

therapeutically and whether these negative perceptions of the working environment may 

be related to interpersonal stress resulting from the therapeutic relationship.  

Third, some counselors may have personal histories of traumatic life experiences 

(Lawson & Myers, 2012) and addiction (Rothrauff et al., 2011), which may influence 

their exposure to occupational stress. Additionally, certain counselor characteristics are 

predictive of counselor burnout levels, such sexual orientation, emotional intelligence, 

compassion satisfaction, confidence in abilities to prevent burnout, coping strategies, age, 

and years of experience. Demographic characteristics, such as sexual orientation, age, 
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and years of experience may contribute to higher levels of stress and counselor burnout. 

Viehl, Dispenza, McCullough, & Guvensel (2017) found that mental health practitioners 

who identified as a sexual minority were at higher risk for burnout, as perceptions of 

workplace support, workplace heterosexism, and identity concealment were predictive of 

burnout in this population. Briggs and Munley (2008) found small to moderate inverse 

relationships between age, years of experience, and work stress. Younger and less 

experienced psychotherapists were more likely to report work stress. These studies 

indicate that individuals’ development, particularly where they are in their sexual identity 

development and development as a counselor, may be a risk factor for occupational 

stress. 

Conversely, a number of personal traits and attributes are shown to buffer against 

stress and burnout, such as emotional intelligence, compassion satisfaction, and 

confidence. For example, Gutierrez and Mullen (2016) found that mental health 

counselors with higher emotional intelligence experienced lower levels of burnout, with 

emotional intelligence accounting for 38% of the variance in counselor burnout in this 

population. Furthermore, Gutierrez et al. (2019) found that higher emotional intelligence 

was associated with decreased counselor burnout among addiction counselors. In a study 

of mental health counselors, Thompson et al. (2014) found that compassion satisfaction 

was the greatest predictor of counselor burnout, with higher levels of compassion 

satisfaction associated with lower levels of counselor burnout. Luther et al. (2017) found 

that counselors who are confident in their abilities to prevent stress and burnout 

experienced lower levels of burnout. These studies suggest that counselors may possess 

or be able to cultivate traits that buffer against occupational stressors. 
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Furthermore, personal coping strategies may be predictive of stress and burnout 

among professional counselors who work with clients presenting with abuse. Wallace et 

al. (2010) explored the mediation of coping strategies in the relationship between job 

related stress and burnout. Counselors who used less adaptive coping strategies (i.e., 

avoidant coping) were more likely experience job related stress and burnout. When 

counselors used emotional coping strategies, such as humor and venting, the relationship 

between role ambiguity and burnout became stronger. Additionally, the authors suggested 

that active coping strategies, such as planning and use of instrumental support mitigated 

the relationship between work load stress and burnout, indicating that active coping 

strategies may prevent experiences of burnout among abuse-specific counselors (Wallace 

et al., 2010). This study supports the TMSC framework that guided this investigation, 

where individuals’ ability to call upon adaptive coping resources influence their 

perceptions of work stressors, influencing their stress response (i.e., burnout). However, 

in sum, it is unknown how the personal characteristics outlined above influence the 

interpersonal stress associated with therapeutic work.  

Fourth, the conceptual and empirical literature base describes counseling 

relationships as sources of stress for professional counselors. Counselor relationships can 

be stressful for a number of reasons: (1) they are one-way helping relationship that solely 

focuses on others’ care (Skovholt, 2001; Lawson & Myers, 2011); (2) they can be 

accompanied by the sense of grief and loss when clients terminate (Skovholt, 2005); (3) 

they can be infiltrated by personal histories of trauma that can be taxing for the counselor 

(Lee at al., 2007; Manning-Jones, de Terte, & Stephens, 2017); and (4) they can trigger 

past events in counselors’ lives and bring them to the present during counseling sessions 
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(Choi et al., 2014). Counselors may struggle with "feeling responsible for the lives of 

others, maintaining constructive relationships with clients, dealing with problems and 

emotional concerns, and managing challenging or difficult clients" (Rupert et al., 2015, p. 

168). Additionally, the therapeutic environment may involve sources of stress from 

countertransference (Choi et al., 2014) and ethical dilemmas (Mullen et al., 2017). Yet, 

most of the literature related to interpersonal stressors in therapeutic work is theoretical in 

nature, with the empirical studies focusing solely on isolated counseling circumstances 

that may only occur in few counseling relationships (e.g., management of 

countertransference, ethical dilemmas, stories of trauma). 

Outside of counseling and in related fields, interpersonal stressors are commonly 

investigated through momentary rupture and repair episodes that occur between therapist 

and client. Ruptures in the therapeutic relationship threaten the interpersonal functioning 

of the dyad (Safran & Segal, 1990) and are correlated with premature termination by the 

client (Samstag, Batchelder, Muran, Safran, & Winston, 1998). Ruptures are marked by 

moments of tension between the client and therapist (Safran & Muran, 2000). Safran and 

Muran (2000) described two types of ruptures: withdrawal ruptures and confrontation 

ruptures. Withdrawal ruptures are characterized by avoiding engagement in the process, 

avoiding difficult content, or being overly compliant. Confrontation ruptures involve 

expressing dissatisfaction in the therapeutic experience or exerting control over the 

process (Muran et al., 2009). Research shows that rupture intensity influences client and 

therapist perceptions of working alliance and client attrition (Coutinho, Ribeiro, Hill, & 

Safran, 2011). Therefore, rupture events can be considered an interpersonal occupational 

stressor. However, these episodes are primarily studied in psychology, with no studies 
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existing in counseling research to the researcher’s knowledge. Additionally, like most 

interpersonal research in counseling-related fields, the rupture episodes are studied 

according to how the interpersonal event affects the client and therapeutic outcome, 

rather than how it impacts the therapist. It is unknown how rupture episodes influence 

counselors’ experiences or perceptions of interpersonal stress resulting from therapeutic 

work.  

Summary of Occupational Stressors for Counselors 

Overall, these studies show that counselors encounter a variety of occupational 

stressors that influence their stress response. Though counselors’ engagement in 

therapeutic work is one of the primary job duties of a professional counselor, most of the 

occupational stressors examined in the counseling literature are related to systemic, 

organizational, and personal predictors of burnout, compassion fatigue, and job 

satisfaction. Of the occupational stressors described above that capture the interpersonal 

component of counseling work, much of the literature is theoretical in nature (e.g., Rupert 

et al., 2015; Safran & Segal, 1990; Safran & Muran, 2000; Skovholt, 2001; Skovholt, 

2005), with few empirical studies in counseling demonstrating how interpersonal 

stressors affect the counselor. Additionally, many of the empirical studies described 

above are related to interpersonal stressors that may infrequently occur in counseling 

relationships (Choi et al., 2014; Mullen et al., 2017) or are only investigated in fields 

outside of counseling (Eubanks-Carter et al., 2009; Muran et al., 2009; Samstag et al., 

1998). At this time, there are no research studies that measure interpersonal stressors that 

may commonly occur in counseling relationships. 
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Responses to Occupational Stress 

The most commonly investigated responses to occupational stress in counseling 

research are burnout, compassion fatigue, and secondary traumatic stress. Sabo (2011) 

argued that these phenomena likely sit on a continuum of occupational stress for helping 

professionals. As a result, many researchers noted an overlap in these constructs; 

however, Figley (2002) suggested that these constructs are conceptually different and 

have a unique affect on stress and wellness among helping professionals (Jenkins & 

Baird, 2002; Sabin-Farrell & Turpin, 2003; Salston & Figley, 2003). Adams, Boscarino, 

& Figley, 2006) proposed that secondary traumatic stress and burnout were likely aspects 

of compassion fatigue, with each construct predicting psychological distress. Canfield 

(2005) argued that the cause of secondary traumatic stress differed from burnout due to 

exposure to emotionally-laden material from traumatized populations. Likewise, Figley 

(1995) suggested that compassion fatigue differed from burnout due its onset; 

compassion fatigue is sudden and severe, while burnout is gradual process that eventually 

erodes workers’ relationships to their work. For example, in a study that investigated 

caregivers working with individuals traumatized by the result of the Omagh bombing, 

Collins and Long (2003) found that compassion fatigue and burnout were both 

statistically significant in the first year after the bombing. Like Figley’s (1995) 

conceptualization of compassion fatigue and burnout onset, compassion fatigue acutely 

increased and then decreased significantly by the third year. Burnout was gradual with 

mean values gradually increasing each year (Collins & Long, 2003). Given this potential 

overlap in constructs, burnout, secondary traumatic stress, and compassion fatigue are the 

most commonly investigated occupational stress responses for professional counselors. 
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Accordingly, the following sections will provide a brief overview each construct to 

explain how and why they are commonly investigated occupational stress responses 

among mental health professionals.  

Burnout. Burnout is one of the most frequently examined responses to 

occupational stress that has garnered attention over the last 50 years (Maslach, Schaufeli, 

& Leiter 2001). The term burnout was first introduced in a 1960 novel by Graham 

Greene, A Burnt-Out Case, that portrayed the life of an architect who no longer found 

pleasure in his life or his work, lost the ability to connect emotionally and spirituality, 

and ultimately withdraws to a Congo leper village where he is diagnosed as "a burnt out 

case.” In the 1970s, the concept of burnout emerged in the professional literature as a 

critical consequence of job-related stress that profoundly shaped individuals' experiences 

at work. Burnout was equated with exhaustion from engaging in human service work and 

described as the "cost of caring" (Maslach, 1982). In the professional literature, the term 

burnout first appeared in articles written by Freudenberger (1975) where he described this 

process as a loss of motivation, commitment, and emotional drain in the workplace. 

Freudenberger likened the experience to the effects of chronic drug abuse and used the 

slang term of burnout to describe the phenomenon, as it was colloquially associated with 

drug users and impairment from extended drug use.  

In 1976, Maslach was investigating the role of emotions and emotional stress 

among human service workers, which ignited the line of empirical research on the 

phenomenon of burnout among human service workers (Maslach, 1976). Burnout was 

then defined as, "a state of exhaustion in which one is cynical about the value of one's 

occupation and doubtful of one's capacity to perform" (Maslach, Jackson, & Leiter, 1996, 
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p. 20). According to Maslach (1978), individuals who work in the human services 

industry are exposed to intimate "people work" that involves providing aid to those 

struggling with psychological, social, and physical problems. Client work in helping 

professions is often characterized by problem-saturated stories that shift attention toward 

negative information, which can be emotional painful for those charged with providing 

care. As a result, helping professionals may engage in extended efforts to provide clients 

with some relief from their suffering, yet they may also never truly witness the fruits of 

their labor. Some professionals may never see successful change, progress, or growth 

among those that they serve, which can leave them feeling unfulfilled and without 

purpose in their work. The continuous care can contribute to chronic emotional 

challenges that inhibit human service workers' ability to maintain the level of caring and 

investment needed to adequately perform job-related duties (Maslach, 1978). This 

emotional demand may require workers to engage with detached concern (Lief & Fox, 

1963) or engagement with clients that involves maintaining concern for the client's 

wellbeing through psychological distance, which can activate the burnout process 

(Maslach, 1978). 

As such, Maslach et al. (1996) extended the definition of burnout to capture the 

phenomenon specifically among helping professionals as "a syndrome of emotional 

exhaustion, depersonalization, and reduced personal accomplishment that can occur 

among individuals who work with people in some capacity" (p.4). Those in helping 

professions may be especially susceptible to emotional reactions to the client experience 

or may often have thoughts of "that could be me" (Maslach, 1978, p. 116), which can 

exhaust helping professionals and manipulate their fears and anxieties. Maslach (1978) 
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indicated that over involvement with client experiences can make any unsuccessful 

termination of client work distressing for the professional. When emotional reactions are 

too overwhelming, those who experience burnout may develop a desire to disengage 

from those around them, which can negatively influence other relationships in their life. 

Since Maslach’s work examining burnout in the helping professions, Yu et al. 

(2007) suggested that counselors face unique challenges specific to their client work, and 

it is essential to investigate burnout experiences within this context due to the potential 

impact on both the counselor and the client. Likewise, Kirk-Brown and Wallace (2004) 

and Lee, Oh, and Suh (2007) called for an occupational specific definition of burnout that 

addressed dimensions of burnout within the counseling setting. Counselor burnout refers 

to "the failure to perform clinical tasks appropriately because of personal 

discouragement, apathy toward system stress, and emotional/physical drain" (Lee et al., 

2007, p. 143). Counselor burnout is described as “the single most common personal 

consequence of practicing therapy” (Kottler, 2003; p. 180) and is consistently reported in 

the literature across counseling specialties (Carrola, Olivarez, Karcher, 2016; Gutierrez et 

al., 2019; Gutierrez & Mullen, 2016; Wachter, Clemens, & Lewis, 2008; Wallace et al., 

2010). Most of counseling occupational stress research has examined factors that 

contribute to and buffer against counselor burnout. As noted in the occupational stressor 

section above, role confusion and role ambiguity (Osborn, 2004), excessive paperwork 

and administrative demands, lack of support from colleagues and supervisors (Rupert, 

Miller, & Dorociak, 2015), low wages (Luna-Arocas & Camps, 2008), heavy caseloads 

(Broome, Knight, Edwards, & Flynn, 2009; Young, 2015), perceptions of working 

conditions (Carrola et al., 2016; Thompson et al., 2004), counselor sexual orientation 
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(Viehl et al., 2017), and limited resources (Reyre et al., 2017) are factors found to 

contribute to counselor burnout. Likewise, emotional intelligence (Gutierrez et al., 2019; 

Gutierrez & Mullen, 2016), compassion satisfaction (Thompson et al., 2014), confidence 

in abilities to prevent burnout (Luther et al., 2017), and coping strategies (Wallace et al., 

2010) are factors that may buffer against counselor burnout.  

Secondary Traumatic Stress. Given the nature of counseling, many counselors 

are frequently indirect witnesses of trauma. Secondary traumatic stress (STS) is 

considered to be a dangerous stress response that can affect counselors working with 

traumatized populations (Figley, 1999; Munroe et al., 1995; Pearlman, 1999). The term 

STS is often used to refer to indirect exposure to trauma through continual contact with 

those who have been directly traumatized (Figley, 1995). Figley (1999) defined STS as 

“the natural, consequent behaviors and emotions resulting from knowledge about a 

traumatizing event experienced by a significant other. It is the stress resulting from 

helping or wanting to help a traumatized or suffering person” (p. 10). STS symptoms can 

mirror those of posttraumatic stress disorder (PTSD), where counselors can develop their 

own trauma-related symptoms as a result of their counseling work (Pearlman & 

Saakvitne, 1995). Symptoms of STS are hypothesized to be acute and last no longer than 

one month (Pearlman & Saakvtine, 1995). Collins and Long (2003) suggested the STS 

symptoms included: somatic complaints, addictive behaviors, avoidance of reminds to the 

survivor’s story, and arousal. Likewise, Bride et al. (2004) described intrusive, avoidant, 

and arousal symptoms that were similar to PTSD. As a result, STS is often referred to as 

vicarious traumatization (Figley, 1995). 
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In counseling research, there are few empirical studies that investigate the effects 

of this phenomenon among professional counselors. Bride & Kintzle (2011) found that 

STS was related to lower job satisfaction and occupational commitment among substance 

abuse counselors. In other mental health specialties, studies suggest that gender (Ivicic & 

Motta, 2017), job satisfaction (Bride & Kintzle, 2011), quality of supervision (Slattery & 

Goodman, 2009), and using a strengths-based approach (Ling et al., 2014) may influence 

experiences of STS among mental health professionals. Additionally, on a personal level, 

Robinson-Keilig (2014) found that STS was related to lower relationship satisfaction, 

lower social intimacy, and less adaptive communication patterns in personal 

relationships. Though limited, this current research suggests that the consequences of 

STS are vast and can negatively affect mental health professionals’ personal and 

professional lives (Bride, 2007; Robinson-Keilig, 2014; Ting, Jacobson, Sanders, Bride, 

& Harrington, 2005). 

 Compassion Fatigue. McCann and Pearlman (1990) coined the term vicarious 

traumatization to describe how clinicians’ empathic engagement with traumatized 

populations can disrupt their meaning systems. In nursing research, Joinson (1992) 

referred to compassion fatigue as a phenomenon that impacts caregivers’ capacity to 

exert mental and emotional energy to those that require care. Figley (1995) also noted the 

concept of compassion fatigue upon noticing that helping professionals with higher 

empathic tendencies vicariously experienced the effects of trauma when working 

continuously with traumatized individuals. Like STS, compassion fatigue is sometimes 

referred to in the literature as vicarious traumatization (e.g., Canfield, 2005), though 

some indicate that compassion fatigue precedes vicarious traumatization (Sabo, 2011).  
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Compassion fatigue refers to “the formal caregiver’s capacity or interest in being 

empathic” when working with individuals who have experienced a traumatic event 

(Adams, Boscarino, & Figley, 2006, p. 103). Compassion fatigue is considered to be an 

extension of secondary traumatic stress involving a process that combines absorbing 

traumatic stress from the client with uncontrolled empathy (Sabin-Farrell & Turpin, 

2003). Despite physical, mental, emotional, and spiritual exhausted, helping professionals 

continue to give to those who require their care (Showalter, 2010). For counselors, 

sharing in the details of the traumatic event through the therapeutic process places 

helping professionals at risk for compassion fatigue (Figley, 2002). Stebnicki (2007) 

emphasized the role of empathy in compassion fatigue by referring to it as empathy 

fatigue, or a “compassion stress type reaction as a result of feeling and expressing 

empathy towards others’ pain and suffering” (p. 318). According to Figley (1995), 

individuals’ empathic ability, exposure to the client, empathic response, trauma exposure, 

and among others contribute to counselors’ experiences of compassion fatigue. Largely, a 

counselor’s capacity to be empathic without over-involvement in client experiences 

greatly shapes their level of compassion fatigue.  

In a counseling context, compassion fatigue can influence the counselor’s ability 

to create meaning from client experiences (Sprang, Clark, & Whitt-Woosley, 2007) and 

lead to impairment (Stebnicki, 2007). Stebnicki (2007) argued that professional 

counselors who “experience empathy fatigue appear to have a diminished capacity to 

listen and respond empathically to their client’s stories that contain various themes of 

acute and cumulative psychosocial stress; not necessarily stories of acute and 

posttraumatic stress” (p. 319). Nevertheless, there is limited empirical research 
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investigating this phenomenon specifically among professional counselors. Using content 

analysis, Webber, Kitzinger, Runte, Smith, and Mascari (2017) found only nine articles 

published on vicarious traumatization (in this case referring to compassion fatigue, not 

secondary traumatic stress) across three counseling journals. Among the more recent 

research studies, Thompson et al. (2014) found that perceptions of working conditions, 

mindfulness, coping strategies (maladaptive coping), and compassion satisfaction 

accounted for 33% of the variance in compassion fatigue among a national sample of 

mental health counselors. Using a national sample of professional counselors, Lawson 

(2007) found that 10.8% of counselors experienced compassion fatigue, with counselors 

working in agency and K-12 settings experiencing higher compassion fatigue than those 

working in private practice. In a pilot study, Foreman (2018) found that counselors’ 

overall wellness was related to vicarious traumatization, though the number of clients 

presenting with trauma was not related to wellness or vicarious traumatization. Although 

the empirical research is limited and often use compassion fatigue and vicarious 

traumatization synonymously, these studies support the conceptual framework that 

mental health counselors are susceptible to compassion fatigue in their work with clients. 

Summary of Occupational Stress Responses for Counselors 

 Based on the current empirical and conceptual literature, it is clear that burnout, 

compassion fatigue, and secondary traumatic stress exist on a continuum of occupational 

stress for professional counselors (Sabo, 2011). However, though burnout is theorized to 

occur in occupations of those engaged in intimate “people work” (Maslach et al., 1996), 

much of the counseling research focuses on organizational working conditions as 

predictors of counselor burnout, with little attention garnered toward the “people” 
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component of the phenomenon. Conversely, compassion fatigue and secondary traumatic 

stress capture more of the interpersonal component of occupational stress for counselors. 

Yet, these stress responses are contingent upon the counselor working with traumatized 

populations. Although some studies show that as many as one-third of clients have a 

history of trauma (Lawson, 2007), for counselors who do not frequently work with clients 

who are directly traumatized, it begs the question about how they respond to stress 

resulting from “routine” transactions with their clients. Based on this review, there is 

limited research that examines occupational stress responses through an interpersonal 

lens for counselors who work with a variety of client populations.  

Experiences of Occupational Stress 

While the empirical literature related to occupational stressors and responses to 

occupational stress shows that counseling occupational stress can be detrimental to the 

counselor’s wellbeing, there is limited research related to how counselors experience 

occupational stress. As evidenced by this review of the literature, counseling research 

often focuses on perceptions of occupational stressors—an external stimulus or condition 

that can cause stress—or occupational stress responses—psychological, behavioral, or 

physiological reactions to acute or prolonged exposure to stressors in the workplace. Few 

research studies explore how counselors experience occupational stress, despite these 

research studies potentially being the most informative of the role of therapeutic work in 

occupational stress. Although some of these studies are not intended to investigate 

counselor occupational stress, the findings suggest that these counselors engaged in a part 

of the process of stress (i.e., cognitive reappraisal) by reassessing the meaning of stressor 

and the perceived stressfulness of a situation. As suggested by Lazarus (1966), 
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reappraisal helps the individual develop a conscious awareness of the experience by fully 

understanding or anticipating the stressor and recognizing the strain that manifests. 

Individuals can then label the experience in some way to describe their experience of 

stress, rather than their identification of a stressor or response (Stanton et al., 2001). The 

following studies illustrate how professional counselors label their experience of 

occupational stress in various counseling contexts. 

In a study examining how working with clients who intentionally self-harm 

impacts the counselor, Fleet and Mintz (2013) found that counselors experience a variety 

of emotions in response to these clients, such as shock, sadness, anxiety, anger, and 

frustration. In this study, counselors tried to make meaning of the “stressor” by wrestling 

with a number of contradictory dualities that contribute to a sense of pressure to perform, 

such self-harm as a suicide risk vs. self-harm as a way of minimizing suicide ideation and 

allowing the client the freedom to direct the counseling session vs. attending to the 

current problematic behavior (Fleet & Mintz, 2013). Gubi and Jacobs (2009) found that 

counselors experienced anger, sadness, frustration, powerlessness, helplessness, and other 

symptoms consistent with secondary traumatic stress when working with clients reporting 

spiritual abuse. In this study, the counselors reported experiencing somatic symptoms,  

distancing themselves from traumatic material, and questioning their own spiritual beliefs 

and purpose. Upon working with clients reported spiritual abuse, the counselors reported 

experiencing low moral, low motivation, apathy, negativity, detachment, withdrawal 

from others, and obsessing about the details in their counseling work (Gubi & Jacobs, 

2009). Perkins and Sprang (2013) interviewed addiction counselors working with 

criminal justice-involved individuals. They found that these counselors reported feeling 
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overwhelmed by their work at times and often experienced more occupational stress 

working with women clients, due to over-identification, having children involved in the 

process, and a general lack of trust. Moreover, the authors found that counselors with 

personal experiences with addiction experienced greater compassion fatigue (Perkins & 

Sprang, 2013). These studies indicate that counselors’ experiences of cognitive 

dissonance, their emotional processing, and their own personal histories shape how they 

understand and label their experiences of occupational stress.  

At this time, only one study has examined experiences of occupational stress 

resulting from counseling relationships with clients. Butts et al. (under review) used 

consensual qualitative research to explore how counselors experience stress in their 

therapeutic work with clients and what factors contribute to such interpersonal stress. 

Among 13 counselors across counseling settings and specialties, the authors found when 

counselors’ perceived that clients were verbally or physically threatening/aggressive, 

deceptive and or manipulative, behaved unexpectedly, violated and or crossed 

boundaries, exhibited minimal effort, commitment, and or readiness to the counseling 

process, and were self-destructive and or impulsive, they reported experiencing 

uncomfortable and distressing cognitive, emotional, and physiological responses to their 

clients. Additionally, relational dynamics, such as the intensity and depth of the 

therapeutic relationship, counselor-client match, the stage of relationship, tension in the 

relationship, and outside influences contributed to how counselors experienced stress in 

the therapeutic environment (Butts et al., under review). Like Fleetz and Mintz’s (2013) 

findings, Butts et al. (under review) found that counselors’ reported experiencing 

cognitive dissonance, struggling with balancing their sense of responsibility and safety to 
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the self and client, the division of responsibilities in the counseling process, and weighing 

the interests of the self and the client. As a result, counselors’ attempted to call on 

personal and professional resources to use in and out of session to cope with the stress 

that was triggered from working with clients. In session, counselors tried to engage in 

self-regulation, allow uncomfortable thoughts and feelings to be there, use their counselor 

intuition, rely on their professional experience, and be transparent with their clients. 

Outside of session, counselors sought clinical supervision and consultation, strategically 

managed their schedules and caseloads, and engaged in self-care activities (Butts et al., 

under review). 

These findings suggest that counselors can experience significant occupational 

stress from their interpersonal interactions with clients. In addition to perceiving clients 

as challenging, the uniqueness of the therapeutic relationship can be inherently stressful 

for counselors. As a result, counselors must learn to balance their own professional role 

in counseling relationships with their personal needs in interactions with clients, 

highlighting a unique aspect that separates intimate counseling relationships from other 

intimate relationships in counselors’ lives. Thus, more research is needed to explore and 

dissect the complexity of interpersonal stress occurring from transactions with clients in 

therapeutic counseling settings.  

Summary of Experiences of Occupational Stress 

 To the researcher’s knowledge, there are only four studies that are relevant to 

counselors’ experiences of occupational stress, although it is unclear whether three of 

these studies are intended to measure such experiences (Gubi & Jacobs, 2009; Fleet & 

Mintz, 2013; Perkins & Sprang, 2013). In these studies, stressful circumstances with the 
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clients (e.g., self-harm, recalling spiritual abuse, etc.) contributed to experiences of 

occupational stress for counselors. Additionally, based on this review, there is currently 

only one study intended to explore counselors’ experiences of occupational stress, 

specifically seeking to understand how clinical work contributes to stress for the 

counselor. Of the four studies reviewed, all of these studies used qualitative approaches 

to investigate this phenomenon among professional counselors. At this time, there are no 

quantitative research studies that investigate experiences of occupational stress among 

professional counselors. There are also no quantitative studies that examine counselors’ 

perceptions of interpersonal stress resulting from their therapeutic work with clients.  

Interpersonal Stress as an Aspect of Occupational Stress for Counselors 

 Through the review of each aspect of occupational stress for professional 

counselors, it is clear that there is minimal emphasis on the therapeutic exchange between 

counselor and client as a potential stressor for counselors. Of the research reviewed thus 

far, few studies have focused on the role of interpersonal behavior and functioning in 

counseling. Among professional counselors, only one study has attempted to examine the 

therapeutic relationship as a primary conduit for interpersonal stress (Butts et al., under 

review). Therefore, the following sections are intended to explain the importance of 

examining the interpersonal relationship between client and counselor as a relevant 

source of stress for professional counselors. First, the researcher will explain relevant 

interpersonal theory. Second, the researcher will highlight empirical research that has 

examined pre-session interpersonal functioning and its influence on therapy sessions. 

Finally, the researcher will describe interpersonal stress and the few studies that have 

examined a similar construct in related fields to counseling.     
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Interpersonal Theory 

 Since the 1950s, a variety of theorists have proposed theories of interpersonal 

behavior and how it influences interactions between two people. Sullivan (1953) 

proposed a theorem of reciprocal emotion, which stated “integration in an interpersonal 

situation is a process in which (1) complementary needs are resolved (or aggravated); (2) 

reciprocal patterns of activity are developed (or disintegrated), (3) foresight of 

satisfaction (or rebuff) of similar needs is facilitated (p. 129). Sullivan suggested that 

behavior in a dyadic system is bidirectional where actions from one individual are not 

isolated responses, rather they are designed to elicit a response in the other individual. 

Leary (1957) further expanded this concept labeling this type of interaction as 

interpersonal reflexes, or the “way in which humans tailor their responses to others, and 

the automatic way in which they force others to react to them” (p. 83). Within this 

automatic process, one person seeks to elicit a reaction from another individual who, in 

turn, responds within a limited range of behaviors (Leary, 1957). 

From there, Schutz (1958) described three patterns of interpersonal relationships 

emerged based on needs of inclusion, control, and affection: reciprocal compatibility, 

originator compatibility, and interchange compatibility. Reciprocal compatibility refers to 

whether the expressed behavior from one individual matches the wanted behavior of the 

other individual according to the three needs. Originator compatibility suggests that 

compatibility is based on agreement in who originate behaviors and who receives them 

according to the need areas; disagreement in origination can lead to competitiveness or 

apathy between parties. Lastly, interchange compatibility refers to how similar each 

person ranks the three needs areas. Additionally, Jackson (1959) and Haley (1963) 
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described complementary relationships and symmetrical relationships to describe “one-

up” and “one-down” positions (Haley, 1963). In complementary relationships, one person 

is in a superior position because he or she initiates the action and, in response, the other 

purpose follows suit (Jackson, 1959). Haley (1963) described the individual in the 

superior position as being in a one-up position, while the individual in the inferior 

position was in a one-down position. In symmetrical relationships, each person initiates 

action in the other and has more freedom of expression in the relationship (Jackson, 

1959).  

Based on these notions of complementarity and reciprocity in interpersonal 

relationships, Carson (1969) was the first to introduce the concepts of anticomplementary 

and noncomplementary in relationships to describe interpersonal responses that can occur 

when one person offers a range of behaviors that the other individual rejects in some way. 

As a result, Kiesler (1983) expanded on Sullivan’s (1953) concept of complementarity 

and Carson’s (1969) concepts of acomplementarity to extend applications of 

interpersonal theory to psychotherapy. The 1982 Interpersonal Circle was developed as a 

two-dimensional taxonomy of interpersonal behavior in response to limitations in the 

scope of interpersonal behaviors proposed by other theories and assessments. Through 

three concentric circles, Kiesler (1983) described full ranges of interpersonal behavior 

with one circle representing the entire continuum, one representing a mild to moderate 

level of the continuum, and one represent the extreme level of the continuum. For 

example, in the inner most circle representing the full continuum, Kiesler described 

behavior ranging from dominant, hostile, submissive, and friendly. In the second circle 

modeling mild to moderate interpersonal behaviors on this continuum, Kiesler labeled 
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these behaviors as controlling, antagonistic/harmful, docile, and cooperative/helpful. In 

the outermost circle modeling extreme behaviors on this continuum, Kiesler defined these 

behaviors as dictatorial, rancorous/sadistic, subservient, and devoted/indulgent. In total, 

the 1982 circle described eight pairs of interpersonal behaviors to encompass the full 

range of interpersonal behaviors that could explain interpersonal actions on a continuum 

of “normal” and “abnormal” behavior. 

Based on Kiesler’s (1983) propositions of complementarity and 

noncomplementarity, many interpersonal patterns are particularly relevant to counseling 

and the current investigation. First, Kiesler (1983) proposed that offered interpersonal 

behaviors mirror the intensity of interpersonal responses. Complementarity and 

noncomplementarity should operate within the same level of intensity, meaning that the 

intensity of an offered interpersonal behavior should invite a response that is equivalent 

in intensity. However, for professional counselors, a client initiating a behavior high in 

intensity may require the counselor to model a behavior low in intensity to modulate the 

client’s reaction, even if the counselor’s nature reaction is to mirror intensity. To extend 

this framework to the current investigation, stifling a counselor’s natural response in 

order to remain therapeutic may cause interpersonal stress for professional counselors.  

Second, Kiesler (1983) suggested, “the more extreme and rigid (maladjusted the 

interpersonal style of Interactant B, the less likely he or she is to show the predicted 

complementary response to the interpersonal actions of Person A” (p. 206). Given the 

nature of counseling work, counselors are more likely to interact with individuals with 

less adaptive interpersonal styles (Horowitz, Rosenberg, Baer, Ureño, & Villaseñor, 

1988). Likewise, many counselors enter the field of counseling due to their own personal 
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history with mental health concerns. As a result, counselors who exhibit maladjusted 

interpersonal styles influence interpersonal patterns with clients (Hersoug et al., 2009, 

2011). Therefore, counselors may be more likely to experience unpredicted interpersonal 

responses, which could influence their susceptibility to interpersonal stress resulting from 

their therapeutic work.  

Third, Kiesler (1983) proposed that therapists can help clients achieve the greatest 

change by providing anticomplementary interpersonal responses to the client’s 

interpersonal style. However, depending on client readiness, this anticomplementary 

approach may cause relational tension (Butts et al., under review) and could lead to 

rupture (Safran & Muran, 2000). Additionally, depending on the characteristics and 

presenting concerns of the client, the counselor may experience pushback from the client, 

contributing to experiences of stress from feeling that nothing is working or seeing 

minimal progress (Butts et al., under review). 

The application of interpersonal theory to counseling, particularly 

complementarity and noncomplementarity interpersonal behavior patterns, illustrates the 

theoretical rationale for how interpersonal stress may occur in the therapeutic 

relationship. Previous research suggests that the friction between counselors’ professional 

interpersonal behavior and personal interpersonal behavior may explain one important 

dimension of interpersonal stress occurring in therapeutic work (Butts et al., under 

review). However, most of the research related to interpersonal functioning in therapeutic 

work is related to how interpersonal problems in other interpersonal relationships may 

bleed over into the counseling relationship, disrupting the therapeutic process and 
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outcomes. The following section will briefly describe this line of research and highlight 

the gap in interpersonal problems that occur in session between counselor and client.   

Client and Therapist Interpersonal Functioning 

As a result of the interpersonal theory, many have sought to understand how client 

and therapist interpersonal styles influence therapeutic work. First, many researchers 

have examined client interpersonal problems and how they may influence counselor-

client interactions in a therapeutic setting (Horvath & Luborsky, 1993; Garfield, 1986; 

Moras & Strupp, 1982; Strupp & Binder, 1984; Tracey, 1993). Interpersonal problems 

refer to difficulties in relating to others that serve as sources of stress for an individual 

(Horowitz, 1994; Leary, 1957). For clients, dysfunctional interpersonal patterns can 

manifest in a therapy context (Strupp & Binder, 1984) and influence the therapeutic 

alliance (Horvath & Luborsky, 1993; Morvas & Strupp, 1982) and the therapeutic work 

(Tracey, 1993). For example, clients who reported interpersonal distress exhibited 

communication patterns that influenced suitability for therapy (Horowitz, Rosenberg, 

Kalehzan, 1992) and persistence in therapy (Horowitz et al., 1988). Additionally, certain 

types of client interpersonal problems, such as assertiveness, cold and hostile tendencies, 

or submissive/exploitable tendencies are shown to influence client improvement 

(Horowitz et al., 1988) and outcomes in various treatment approaches (Alden & Capreol, 

1993; Gurtman, 1996). While understanding the client’s pre-session, interpersonal frame 

of reference may be an important consideration in the client counselor-relationship, many 

researchers have turned their attention toward therapist qualities and how these influence 

therapeutic work.  
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Second, recent empirical investigations have investigated the successful fusion of 

therapist personal and professional functioning and how this interplay influences 

therapeutic work (e.g., Heinonen, Lindfors, Laaksonen, & Knekt, 2012; Nissen-Lie, 

2013; Nissen-Lie et al., 2017; Norcross & Lambert, 2011; Wampold & Imel, 2015). Of 

these investigations, many have focused on therapist pre-session, interpersonal qualities 

that facilitate or hinder therapeutic work with clients (e.g., Anderson et al., 2009; Bohart, 

Elliott, Greenberg, Watson, 2002; Dinger, Strack, Sachsse, & Shauenburg, 2009; Hayes, 

Gelso, & Hummel, 2011; Heinonen et al., 2012; Heinonen et al., 2014; Hersoug, 

Høglend, Havik, von der Lippe, & Monsen, 2009; Hersoug, Høglend, Monsen, & Havik, 

2001; Oddli & Rønnestad, 2012; Safran, Muran, & Eubanks-Carter, 2011; Schauenburg 

et al., 2010; von der Lippe, Monsen, Rønnestad & Eilerten, 2008; Wampold, 2013). For 

example, Heinonen et al. (2012) found that therapists exhibiting more active and 

engaging qualities predicted client symptom reduction in short term therapies, while 

therapists with more non-intrusive qualities predicted symptom reduction in long-term 

therapies. In recent studies, therapist interpersonal problems have predicted therapist-

related and client-rated working alliance (Dinger et al., 2009; Hersoug et al., 2009; 

Hersoug et al., 2001; Schauenburg et al., 2010).  

In a sample of therapists engaged in short-term and long-term therapy working 

with clients diagnosed with a mood or anxiety-related disorder, Heinonen et al. (2014) 

found that therapists with stronger basic interpersonal skills and better constructive 

coping skills were predictive of better early patient alliances. Therapists who exhibited 

engaged and encouraging qualities predicted improvement in alliances in short-term 

therapies, but weakening in alliances in long-term therapists. Therapist relational style in 
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private relationships predicted early therapist rated alliances, yet did not predict patient-

rated alliance (Heinonen et al., 2014). This finding is inconsistent with previous research 

that found therapist interpersonal qualities such as being detached or distant (Hersoug et 

al., 2009) or exhibiting low affiliation (Hersoug et al., 2001) predict low patient-rated 

alliances. Additionally, other studies have found therapist facilitative interpersonal skills 

(Anderson et al., 2009), such as responsiveness, genuineness, and empathy (Bohart et al., 

2002) are predictive of therapeutic outcomes. Research shows that therapists’ 

management of countertransference reactions (Hayes, Gelso, & Hummel, 2011) and 

reactions to client devaluation and rejection (Safran et al., 2011; von der Lippe et al., 

2008) are relevant to client outcomes. Hatcher (2015) suggested that counselors’ pre-

session, interpersonal skills and responsiveness to client needs are predictive of positive 

therapeutic outcomes. 

 Overall, most of the research related to interpersonal problems in therapy has 

focused on how it influences client outcome, rather than how it impacts the counselor. 

Additionally, these research studies focus on how therapist behaviors in outside 

interpersonal relationships affect their counseling relationships. Little research has 

investigated interpersonal patterns between client and counselor that may occur in session 

and has explored how it impacts counselor stress. Thus, the following section will review 

the limited research related to stressful involvement in therapy that occurs from 

interpersonal therapeutic relationships in related counseling fields. 

Stressful Involvement in Therapy 

 Social relationships can become a serious source of stress for many individuals 

(Bolger, DeLongis, Kessler, & Schilling, 1989). Some may perceive rejection from 



 

 

65 

others, which may threaten one’s self-esteem and sense of control over a situation (Leary, 

Twinge, & Quinlivan, 2006). Hashimoto (2005) and Hashimoto et al. (2012) suggested 

that recognizing and reacting to interpersonal stressors may depend on context. For 

counselors, the therapeutic relationship is a unique interpersonal context that allows one 

individual (the client) to frequently share intimate details of the self while the other (the 

counselor) refrains from judgment, minimally self-discloses, and regulates reactions 

(Wampold, 2015). Therefore, it is critical to understand how the therapeutic context may 

influence how counselors perceive and experience interpersonal stressors. 

Orlinksky and Rønnestad (2005) argued that understanding therapists’ 

experiences when engaging in the therapeutic process is critical to understanding their 

professional development and commitment to the profession. Most of the empirical 

studies related to stressful involvement in therapy is limited to the work involvement 

studies by Orlinsky and Rønnestad (2005). The authors suggested that therapist work 

involvement with clients could be divided into three dimensions: healing involvement, 

stressful involvement, and controlling involvement. Therapists who engaged in healing 

involvement expressed characteristics consistent with positive investment, affirmation, 

accommodation, and effective relational skills. Additionally, these therapists were able to 

experience states of flow and use constructive coping strategies during difficult 

circumstances. Conversely, therapists engaged in stressful involvement with clients 

experienced frequent difficulties in clinical practice, anxiety or boredom during session, 

and used avoidant coping strategies during difficult sessions. The authors suggested that 

experiences of professional self-doubt or gravity of the client’s condition may make them 

more susceptible to stress involvement with clients, which is consistent with other 
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findings (Butts et al., under review). Lastly, therapists who engaged in controlling 

involvement exhibited controlling, guarded, reserved, and detached relational 

characteristics, which may be indicative of a sense of efficacy and control over the 

therapeutic process (Orlinsky & Rønnestad, 2005). Based on this conceptualization, 

Orlinsky (2014) described this type of interpersonal stress in terms of stressful 

involvement. Using the Therapist Working Involvement Scales, Orlinsky and Rønnestad 

(2005) found that approximately 10 percent of clinicians reported stressful involvement 

with their clients. Younger therapists were more likely to experience stress involvement 

in therapeutic work than their older counterparts, which is similarly to results in 

counseling research reported by Briggs and Munley (2008). Additionally, for American 

therapists, perceptions of low work setting support and low satisfaction were predictive 

of stressful involvement (Orlinsky & Rønnestad, 2005).  

Though promising, Orlinsky and Rønnestad, (2005) argued that this study only 

offers a glimpse into how therapists engage in clinical work. Stressful involvement 

seemed to occur through some combination of “low Current Skillfulness, high Total 

Difficulties, Avoiding Therapeutic Engagement in the face of difficulties, and tending to 

feeling Anxiety or Boredom during therapy sessions,” while Healing Involvement 

occurred through some pattern of “Affirming or Attending manner in relating to patients, 

his or her sense of being Invested and Efficacious instrumentally, as having Current 

Skillfulness, generating Flow feelings in therapy sessions, and meeting any difficulties 

that arise with Constructive Coping” (p. 82). Subsequently, the authors evaluated the 

distributions of each scale and divided each scale into high and low categories, generating 

four profile patterns of work engagement: Effective Practice, Challenging Practice, 
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Disengaged Practice, and Distressing Practice. First, Effective Practice involved low 

stressful involvement and high healing involvement. Second, Challenging Practice 

involved high healing involvement and high stressful involvement. Third, Disengaged 

Practice involved low healing involvement and low stressful involvement. Fourth, 

Distressing Practice involved low healing involvement and high stressful involvement. In 

this analysis of work patterns, the authors found that 50% of the therapists engaged in 

Effective Practice, 23% in Challenging Practice, 17% in Disengaged Practice, and 10% in 

Distressing Practice. This suggests that 33% of the therapists experienced high stressful 

involvement with their clients, though only 10% of those therapists were of high concern. 

Additionally, the authors found about half of the therapists’ clients were considered to be 

moderately to seriously impaired (49%), though those treating more seriously impaired 

clients were only slightly more likely to experience Distressing Practice and just as likely 

to experience Effective Practice (Orlinsky & Rønnestad, 2005). This finding is consistent 

with Lazarus and Folkman’s (1984) conceptualization of stress, suggesting that 

understanding how counselors’ perceive their high needs and high risk clients may be 

more predictive of stressful work engagement patterns than the client presenting concerns 

or behaviors alone. 

Horvath (2000) hypothesized that part of the interpersonal stress for counselors 

may involve the therapeutic relationship falling short of the theoretical ideal, or what 

counselors are taught should occur in a strong therapeutic relationship. Subsequently, two 

research studies have examined counselor internal processing and its relationship to 

stressful involvement with clients. Zeeck et al. (2012) investigated factors that influenced 

therapists’ experiences of stressful involvement in therapeutic work. Using a sequence of 
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sessions across 26 therapists in the middle phase of treatment, the authors examined how 

client symptom severity, treatment setting, therapist characteristics, and therapeutic 

process predicted stressful involvement. They found that work setting, lower client 

alliance ratings, therapist emotional processing, and therapist pre-session, interpersonal 

behavior patterns were predictive of stressful involvement with clients. The greatest 

predictor of stressful involvement was therapist feelings of discouragement between 

sessions. Therapists who ruminated on their frustration, disappointment, annoyance, 

anger, and helplessness resulting from their interactions with clients were more likely to 

consider their involvement with clients as stressful. As a result, Zeeck et al. concluded 

that therapist emotional processing from client work might be a critical indicator of 

stressful involvement and relational strain between therapist and client (Zeeck et al., 

2012), which is consistent with other findings of experiences of counseling occupational 

stress (Butts et al., under review; Fleet & Mintz, 2013; Gubi & Jacobs, 2009; Perkins & 

Sprang, 2013). However, this study only took place during the middle phase of treatment, 

which may limit the exposure interpersonal stress as research shows the initial sessions 

can be stressful for counselors (Butts et al., under review).  

Likewise, in a study examining 357 outpatient therapists personal characteristics, 

work involvement, and perceptions of the working alliance, Heinonen et al. (2014) found 

that therapists who were more stressfully involved with clients also experienced lower 

self-confidence and lower enjoyment in counseling work (Heinonen et al., 2014). 

Additionally, therapists who experienced lower stressful involvement with clients 

predicted better early alliances with clients. Therapists were able to manage negative 

feelings toward their clients did not influence client perceptions of the working alliance 
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even if it influences therapist ratings (Heinonen et al., 2014). These results are consistent 

with other occupational stress research suggesting counselors’ feelings of competence 

(Butts et al., under review) and confidence (Luther et al., 2017) may predict stressful 

work involvement with clients.  

Summary of Empirical Literature Related to Counseling Interpersonal Stress 

 After a thorough review of the literature, it is evident that there are few existing 

empirical studies examining constructs related to counselor interpersonal stress among 

mental health professionals (Heinonen et al., 2014; Orlinsky & Ronnestad, 2005; Zeeck 

et al., 2012). Though this lack of research may signify that this professional area of the 

literature may be simply in its infancy, one may also reasonably conclude that this dearth 

of research could also be due to few available instruments measuring counselor 

interpersonal stress and related constructs. In the few studies investigating stress 

involvement, the researchers (Heinonen et al., 2014; Orlinsky & Ronnestad, 2005; Zeeck 

et al., 2012) used the Therapist Work Involvement Scales (TWIS; Orlinsky & Ronnestad, 

2005). To the researcher’s knowledge, the TWIS is the only quantitative instruments 

measuring stress associated with involvement in the therapeutic relationship, though it is 

part of a larger scale (DCPPC) that was not intended for this purpose. Additionally, Butts 

et al. (under review) used a qualitative approach to investigate interpersonal stress for 

counselors, and Briggs and Munley (2008) used a one-item measure where 

psychotherapists rated the extent to which they experienced stress from working with a 

particular client. These methods of investigation suggest that quantitative measures 

related to the interpersonal stress experienced during therapeutic work are lacking.  
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In order to be able to directly address and discuss relational problems (Hill & 

Knox, 2009), counselors must first be able to identify, understand, and resolve 

experiences of interpersonal stress that result from their engagement in therapeutic work. 

Without valid and reliable instruments to measure this phenomenon, there will continue 

to be limited research available in this area to explain how counselors approach this 

process, which has grave consequences for premature termination (Butts et al., under 

review), the therapeutic alliance (Heinonen et al., 2014), and counselors’ satisfaction at 

work (Gubi & Jacobs, 2009; Heinonen et al., 2014).  

Stress Instruments Used in Counseling Research 

Lazarus’s (1966) description of the primary appraisal, secondary appraisal, and 

cognitive reappraisal has guided the development of psychological instruments 

measuring aspects of work-related stress. Therefore, researchers’ efforts of measuring 

stress can be divided into three categories: (a) measurement of stressors, (b) responses to 

stress, and (c) reports of the experience of stress (Stanton et al., 2001). In the following 

sections, the researcher will review the common occupational stress instruments used in 

counseling research to highlight this gap in measurement of interpersonal stress for 

professional counselors. These instruments will be described according to Stanton et al.’s 

(2001) categories of stress measurement. Additionally, the researcher will review current 

instruments used to measurement interpersonal stress in other populations and explain 

why these instruments would be inappropriate to use for this purpose in counseling 

research. Finally, the researcher will describe the TWIS created by Orlinsky and 

Rønnestad (2005) and explain why a new instrument measuring perceptions of counselor 

interpersonal stress is needed.  
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Measurement of Stressors 

 Instruments designed to measure individuals’ perceptions of stressors try to 

operationalize the process of primary appraisal (Stanton et al., 2001). These instruments 

often attempt to capture sources of stress for respondents. In the context of workplace 

stress, many instruments are intended to measure a comprehensive set of stressors that are 

occupation-specific or occur across occupational contexts. There is only one instrument 

that is commonly instrument used in counseling research to measure work stressors (i.e., 

the Mental Health Professional Stress Scale). 

Mental Health Professional Stress Scale. The Mental Health Professionals 

Stress Scale (MHPSS; Cushway, Tyler, & Nolan, 1996) is a 42-item, self-report scale 

designed to measure sources of stress for mental health professionals. Using a 4-point 

Likert-type response format ranging from 0 (does not apply to me) to 3 (does apply to 

me), respondents indicate the extent to which they believe each statement applies to 

them. The MHPSS consists of 7 subscales: workload, client-related difficulties, 

organizational structure and processes, relationships and conflicts with other 

professionals, lack of resources, professional self-doubt, and home-work client. 

Using a sample of clinical psychologists and a sample of mental health nurses, 

Cushway et al. (1996) argued that the MHPSS “has a higher face validity for mental 

health professionals than any existing scale, since the items are relevant and the 

terminology is context and population specific” (p. 292). In validation and reliability 

studies in the two samples, the authors reported factor structure for the MHPSS was 

inconsistent. Among the psychologists, seven factors were extracted, accounting for 55% 

of the variance. Among the mental health nurses, seven factors were extracted and 



 

 

72 

accounted for 61% of the variance, though these subscales were not consistent with the 

original subscales. The authors reported that all of the subscales demonstrated acceptable 

internal consistency with Cronbach’s alphas ranging from .60 to .87. Expected 

correlations between general health, stress level, social support, somatic symptoms, and 

coping styles demonstrated convergent and discriminant validity (Cushway et al., 1996). 

Criticisms of Counseling Instruments Measuring Stressors 

 Based on this description provided by the authors, there are several reasons why 

this scale would not be appropriate to use to measure counselor interpersonal stress. First, 

the psychometric properties are questionable. The authors reported Cronbach’s alphas for 

two subscales as low as .60 and .61, which is on the cusp of the range from questionable 

to acceptable (George & Mallery, 2003). Additionally, the factor structure was 

inconsistent across helping professions, threatening the validity of using this instrument 

with professional counselors. Second, while the authors suggest that the instrument has 

higher face validity for mental health professionals, some of the items seem irrelevant to 

counseling populations, such as “shortage of adequate equipment/supplies” (Cushway et 

al., 1996, p. 283). Third, the instrument fails to capture comprehensive interpersonal 

stressors for professional counselors. Of the 42 items, only 12 items seem to be 

appropriately when measuring this phenomenon. For these reasons, this instrument would 

likely be an inappropriate measure of counselor interpersonal stress.  

In addition to problems in the psychometric properties and item content of the 

MHPSS, Stanton et al. (2001) suggested that measurement of stressors could be 

problematic due to difficulty creating a complete list of stressors that are relevant to all 

individuals, in all situations. The authors stated that such instruments “may fail to assess 
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the degree of perceived threat or conflict in the complete set of stressors felt by the 

respondent” (Stanton et al., 2001, p. 868). This idea is consistent with Lazarus and 

Folkman’s (1984) emphasis on perception and stress as a relational process between 

individuals and their environment. The cognitive process where individuals determine 

whether or not a stressor is a threat to their wellbeing is more significant than merely the 

presence of a stressor in the environment (Lazarus & Folkman, 1984). Given that each 

counseling relationship is unique and what is considered difficult in relationship may be 

different than what is difficult in another, using or developing an instrument that 

measures interpersonal stressors could potentially fail to capture the complexity of 

counselor interpersonal stress.  

Measurement of Responses to Stress 

 To address the limitations of instruments measuring stressors, many researchers 

have designed instruments that attempt to operationalize secondary appraisal by 

measuring stress symptomology, such as psychological and physiological responses to 

stress. In the stress literature, these symptoms are sometimes referred to as “strains,” 

which describe how the stress symptoms manifest in respondents. Checklists, inventories, 

and indices are widely used measurement designs to capture self-reports of strains in 

stress research (Stanton et al., 2001). The most popular instruments used in counseling 

research to measure strains associated with counseling work are the Maslach Burnout 

Inventory-Human Services Survey, the Counselor Burnout Inventory, and the Secondary 

Traumatic Stress Scale. 

Maslach Burnout Inventory-Human Services Survey. The Maslach Burnout 

Inventory-Human Services Survey (MBI-HSS; Maslach & Jackson, 1981) is a 22-item 
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self-report instrument designed to measure burnout across helping professionals in the 

human services industry across three dimensions: emotional exhaustion, 

depersonalization, and personal accomplishment. Emotional Exhaustion refers to the 

degree to which respondents feel emotionally extended or taxed by their work. 

Depersonalization refers to engaging with detachment or in an impersonal manner with 

those served by the helping professional. Personal Accomplishment refers to the extent to 

which respondents feel successful or accomplished in their work. The instrument 

attempts to capture “how various persons in the human services or helping professions 

view their job and the people with whom they work closely” (Maslach & Jackson, 1981). 

Using a Likert-type response format ranging from Never to Everyday, respondents report 

how often they have experienced each statement. Sample items include “I don’t really 

care what happens to some recipients” and “I have accomplished many worthwhile things 

in this job.” 

The MBI-HHS was initially examined in a sample of 605 individuals across 

human service industries. In this original format, the authors developed a Likert-type 

response format that used verbal anchors for frequency (Never to Everyday) and intensity 

(Very mild, barely noticeable to Very strong, major). Using principal axis factoring with 

iteration and varimax rotation, 10 factors were extracted in the frequency and intensity 

dimension and 22 items were removed due to lower factor loadings, low variance, and 

low item-total correlations. Four of the 10 factors accounted for over three-fourths of the 

variance. The 25-item form was then administered to 420 individuals in various human 

service professions. Using principal axis factoring with iteration and orthogonal rotation, 

four factors emerged, and three factors were retained due to eigenvalues greater than 1, 
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resulting in a 22-item measure of burnout across three dimensions. The authors reported 

Cronbach’s alphas ranging from .74 to .89 for the subscales and .83 for the full 25-items. 

Test-retest reliability was established by administering the MBI to 53 graduate students in 

two sessions in a 2 to 4 week interval. The coefficient of stability for the frequency scales 

were .82 for Emotional Exhaustion, .80 for Personal Accomplishment, and .60 for 

depersonalization. Convergent validity was established by correlating the MBI-HSS with 

independently rated behavioral ratings, job characteristics expected to contribute to 

burnout, and relationship difficulties with friends and family. Discriminant validity was 

established by confirming that the MBI-HHS was not statistically significantly correlated 

with social desirability and demonstrating low magnitude relationships with job 

satisfaction.  

Counselor Burnout Inventory. The Counselor Burnout Inventory (CBI; Lee et 

al., 2007) is a 20-item inventory that measures counselor burnout across five dimensions: 

Exhaustion, Negative Work Environment, Devaluing the Client, Incompetence, and 

Deterioration in Personal Life. Exhaustion refers to feeling physically and emotionally 

exhausted due to serving as a counselor. Negative Work Environment measures how 

individuals perceive their overall work environment. Devaluing the Client refers to the 

individuals attitude toward their client as a result of their job as a counselor. 

Incompetence refers to the extent to which the individual experiences feelings of 

incompetence in their job as a counselor. Deterioration in Personal Life refers to the 

degree to which the individuals believe their personal life is negatively affected by their 

counseling work. The five dimensions of counselor burnout form the five subscales, each 

consisting of four items. Using a Likert-type response format ranging from 1 (never true) 
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to 5 (always true), participants respond to how true each statement is to their current 

experience. Sample items include “I feel frustrated by my effectiveness as a counselor” 

and “I am not confident in my counseling skills.” Subscale total scores are calculated by 

summing all of the items for each subscale. Level of counselor burnout is reported across 

each dimension, where higher scores represent higher levels of exhaustion, greater 

negativity in the work environment, higher levels of devaluing of the client, greater 

feelings of incompetence, and higher levels of deterioration in personal life.  

Lee et al. (2007) validated the instrument using two samples of professional 

counselors in the United States. The first sample consisted of 258 professional counselors 

from each region of the United States. The second sample consisted of 132 professional 

counselors from the southeastern region of the United States. In the first study, the 

authors used exploratory factor analysis to evaluate dimensionality and reduce the 

number of items. Five factors were extracted that accounted for 54.58% of the variance. 

In the second study, the authors conducted an EFA and CFA to explore the five-factor 

structure. Five factors emerged and accounted for 66.97% of the variance. Using CFA, 

the five factors demonstrated good fit to the data (CFI=.957, TLI=.948, SMRM=.052, 

RMSEA=.05). Lee et al. (2007) indicated that the CBI is composed of five underlying 

factors that provide adequate internal consistency to their data with Cronbach’s alphas 

ranging from .80 to .84 across subscales for the first sample and .73 to .85 for the second 

sample. Using the subscales on the Maslach Burnout Inventory-Human Services Survey 

(MBI-HSS; Maslach & Jackson, 1981), convergent validity was demonstrated by 

examining the relationships between the CBI factors and the MBI-HSS subscales of 

emotional exhaustion, depersonalization, and personal accomplishment. Moderate to 
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strong relationships with found between the CBI factors and emotional exhaustion from 

the MBI-HSS, with correlations ranging from r = .30 to r = .71. Moderate relationships 

were found between the CBI factors and depersonalization, with correlations ranging 

from .22 to .56. As expected, personal accomplishment was weak to moderately 

negatively correlated with the CBI factors, with correlations ranging from r = -.18 to -.38.  

Additionally, Lee et al. (2007) reported concurrent and criterion validity with 

expected negative correlations between the CBI subscales with job satisfaction and self-

esteem. Job satisfaction was negatively related to Negative Work Environment (r = -.53, 

p <.01), exhaustion (r = -.46, p <. 01), deterioration in personal life (r =  -.33, p<.01), and 

devaluing client (r = -.31, p < .01). The relationship between job satisfaction and 

incompetence was not statistically significant (r =-.10, p = .26). Incompetence was 

statistically significant with self-esteem (r = .31, p < .01), while all other subscales were 

not statistically significant. Test-retest reliability was established with correlations of .85 

for exhaustion, .72 for negative work environment, .82 for devaluing client, .72 for 

incompetence, and .73 for deterioration in personal life (Lee et al., 2007).  

Secondary Traumatic Stress Scale. The Secondary Traumatic Stress Scale 

(STSS; Bride, Robinson, Yegidis, & Figley, 2004) is a 17-item measure designed to 

measure symptoms of intrusion, avoidance, and arousal results from indirect exposure in 

a helping relationship to individuals who have experienced direct traumatization. Using a 

Likert-type response format ranging from 1 (never) to 5 (very often), respondents report 

the frequency that they have experienced STS symptoms in the last seven days. Sample 

items include “I had trouble sleeping,” “I felt jumpy,” and “I felt emotionally numb.” 
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Higher scores on the STSS indicate more frequent experiences with symptoms of 

instruction, avoidance, and arousal (Bride et al., 2004).  

Using a sample of master’s level social workers, Bride et al. (2004) began the 

process of validation for the STSS by examining the internal consistency of the subscales, 

convergent and discriminant validity, and factorial validity. The authors reported 

Cronbach’s alphas ranging from .80 to .93 for the three subscales and .93 for the full 

scale, suggesting very good internal consistency (DeVellis, 2017). Using respondents 

ratings of the extent to which their population is traumatized, the frequency of their work 

addressing traumatic stress, and the severity of depressive and anxiety symptoms reported 

by the respondent in the last week, convergent validity was demonstrated between the 

STSS and convergent variables, though the correlations between the subscales and the 

extent and frequency variables were low in magnitude. There were no statistically 

significant correlations found between the STSS subscales and discriminant variables of 

age, ethnicity, and income. Using structural equation modeling, factorial validity was 

obtained by examining the how well the hypothesized fit the data. Results indicated that 

the model provided adequate fit to the data (GFI = .90, CFI = .94, IFI = .94, RMSEA = 

.069). Each factor was statistically significant, with item loadings ranging from .58 to .79 

and accounting for between 33% to 63% of the variance for the assigned factors. Inter-

item correlations between the factors ranged from .74 to .83, suggesting a relationship to 

the second order factor of secondary traumatic stress (Bride et al., 2004). 

Criticisms of Counseling Instruments Measuring Responses to Stress  

Based on this review, the MBI-HSS, CBI, and STSS appear to be 

psychometrically sound instruments for measuring occupational stress responses among 
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professional counselors. However, given the constructs under study, the instruments 

would be inappropriate to use to measure interpersonal stress. The MBI-HSS and CBI 

vaguely capture the interpersonal component of therapeutic work. Some items on the 

MBI-HSS measure respondents reactions to “recipients” of the service, though these 

items do not address responses to issues in the therapeutic environment. Likewise, the 

CBI has items related to devaluing the client, yet these items appear to only capture 

emotional attachment to clients. In general, both the MBI-HSS and CBI focus on the 

larger organizational environment with minimal attention to the therapeutic environment. 

Additionally, the STSS focuses solely on symptoms resulting from exposure to traumatic 

content, which is inappropriate for most counselors who report caseloads that do not 

involve issues of trauma (Lawson, 2007). Therefore, none of these instruments 

appropriately measure stress resulting from the interpersonal counseling environment.  

In addition to content issues in the instruments mentioned above, Stanton et al. 

(2001) suggested that measuring stress responses has its significant limitations. The 

authors claimed that it is challenging for a respondent to be able to distinguish work 

strains from other strains occurring in daily life. They stated, “Using reports of strains 

may be a deficient or contaminated measure of work stress unless the respondent or 

researcher can correctly determine and accurately report only those symptoms caused by 

work” (Stanton et al., 2001, p. 869). Part of the challenge of measuring counselor 

interpersonal stress is being able to distinguish stress occurring from the therapeutic 

relationship from other intimate relationships in the counselor’s life. Therefore, counselor 

instruments measuring interpersonal stress must be able to distinguish stress occurring 
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from interactions with clients from other aspects of work stress and or stress that occurs 

from outside relationships.  

Measurement of Self-Report Experiences of Stress 

 Subsequently, a third type to stress measurement—measurement of self-reported 

experiences of stress—has emerged as potentially the most useful approach to developing 

stress instruments. Instruments that measure the cognitive reappraisal show the most 

promise in operationalizing the stress process. These instruments are designed to help 

individuals report their awareness and feelings associated with a stressful experience 

(Stanton et al., 2001). According to Lazarus (1966), reappraisal helps the individual 

develop awareness of the experience and then label the experience, rather than their 

identification of a stressor or strain (Stanton et al., 2001). Currently, there is only one 

primary instrument used in counseling research to measure self-reported experiences of 

stress—the Perceived Stress Scale.   

Perceived Stress Scale. The Perceived Stress Scale-10 (PSS-10; Cohen & 

Williamson, 1988) is a 10-item, self-report instrument designed to measure individuals’ 

global perceptions of stress during the last month. Using a Likert-type response format 

ranging from 0 (never) to 4 (very often), participants respond to the frequency that they 

have experienced stress during the last month. Sample items include: “In the last month, 

how often have you been upset because of something that happened unexpectedly?” and 

“In the past month, how often have you felt that things were going your way.” After 

accounting for reverse scored items, items are then summed for a total score of perceived 

stress. Higher scores on the PSS-10 represent greater perceptions of stress in their lives. 
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The original PSS consisted of 14-items, and there are now 10-item and 4-item 

versions. Cohen et al., (1983) used two samples of college students and one sample of 

participants in smoking-cessation program to explore the validity and reliability estimates 

for the PSS-14. However, in a later study, Cohen and Williamson (1988) recommended 

removing four items from the instrument to improve psychometric quality, which is 

consistent with results from a recent meta analysis of the PSS-14, PSS-10, and PSS-4 

(Lee, 2012). Using principal components analysis, two factors emerged with eigenvalues 

greater than one, accounting for 48.9% of the variance. Research shows that the PSS-10 

has demonstrated adequate internal consistency, with Cronbach’s alphas ranging from .78 

to .91 (Lee, 2012). Cohen and Williamson (1988) reported convergent validity between 

the PSS-10 and relationships with aspects of life events scale (r = .32), life dissatisfaction 

(r = .47), poor health status (r = .23), inability to perform routine activities (r = .21), 

symptoms of potentially serious illness (r = .27), and nonserious health symptoms (r = 

.31). However, the relationships were small to moderate in magnitude.   

In recent literature, the PSS has been criticized for its factor structure. Cohen and 

Williamson described the PSS as a unidimensional measure of stress, yet their original 

exploration of the factor structure revealed a two-factor solution. Many in the literature 

have confirmed a two-factor solution for the PSS-10 and PSS-14  (e.g., Barbosa-Leiker et 

al., 2013; Deeken et al., 2017; Ezzati et al., 2013; Golden-Kreutz et al., 2014; Hewitt et 

al., 1992; Klein et al., 2016; Lavoie & Douglas, 2012; Lee, 2012; Reis, Lehr, Heber, & 

Ebert, 2017; Taylor, 2015). Some suggest that this two-factor solution may be due to item 

wording, as a result of negatively worded items loading onto the first factor and 

positively worded items loading onto the second factor (Golden-Kreutz et al., 2014; 
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Hewitt et al., 1992; Klein et al., 2016). This suggests that the PSS may contain systematic 

error and contribute to response bias.  

Criticisms of Counseling Instruments Measuring Experiences of Stress  

Although the PSS-10 attempts to measure reports of experiences of stress, it is 

inappropriate for the purpose of measuring interpersonal stress. The purpose of the PSS-

10 is to measure global perceptions of stress in daily life. Therefore, for the purposes of 

this study, the PSS-10 cannot be used to measure interpersonal stress in a counseling 

setting. Additionally, it is unclear if the PSS-10 has sufficient psychometric qualities to 

support inferences derived from the research. More research is needed to investigate the 

appropriateness of the PSS-10 in counseling populations.  

Measuring Interpersonal Stress 

Given that there are no stress-related instruments available to measure the 

interpersonal aspect of counselor stress in counseling research, the next option is to 

consider interpersonal stress instruments that may be used to measure other types of 

relationships or instruments that assess for interpersonal behaviors among mental health 

professionals. Most of the available interpersonal stress instruments are used to measure 

experiences of interpersonal stress in everyday life. This suggests that these instruments 

may be most appropriate for client-rated interpersonal stress concerns and less 

appropriate for interpersonal stress in a counseling context. While other interpersonal 

stress-related scales exist (e.g., Interpersonal Stress Coping Scale; Kato, 2013), they tend 

to measure ways of coping with interpersonal stressors, rather than interpersonal stressors 

or experiences of interpersonal stress. Therefore, these instruments are beyond the scope 

of the current investigation. At this time, there are only two relevant interpersonal stress 
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scales that could be used for a counseling context, the Inventory of Interpersonal 

Problems and the Therapist Work Involvement Scales. 

Inventory of Interpersonal Problems. The Inventory of Interpersonal Problems 

(IIP; Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988) consists of 127 items that 

measure dysfunctional interpersonal interactions that are relevant to client presenting 

concerns in psychotherapy. The IIP measures the amount of distress associated with 

variety of interpersonal problems related to interpersonal shortcomings and interpersonal 

extremes. Using a Likert response format ranging from not at all to extremely, 

respondents rate the extent to which they experience distress for a particular interpersonal 

problem. Sample items include “It is hard for me to say “no” to other people” and “It is 

hard for me to keep things private from other people.” 

The IIP items were developed from observer-recorded statements of interpersonal 

problems disclosed during intake interviews in an outpatient setting (Horowitz, Wilner, & 

Alvarz, 1979) and outpatient rated IIP items (Horowitz et al., 1988). Using principal 

component analysis, a single complaint factor was proposed, accounting for 23% of the 

variance. Horowitz et al. (1988) then used principal component analysis with varimax 

rotation to produce the following subscales: Hard to be Assertive, Hard to be Social, Hard 

to be Intimate, Hard to be Submissive, Too Controlling, and Too Responsible. The high 

correlation between these subscales of the general complaint factor captured client 

tendency to report interpersonal distress. Due to the clients’ tendencies to vary in the 

degree that they disclosed and experienced interpersonal problems, ipsatized scores were 

used to remove the general complaint factor, and two factors consistent with 

interpersonal theory (Kiesler, 1983; Wiggins, 1979) emerged from principal component 
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analysis accounting for 73% of the variance: hostility to friendliness and submissiveness 

to dominance. Horowitz et al. (1988) found that some interpersonal problems were 

discussed more than others (i.e., issues with assertiveness discussed more than issues of 

intimacy), demonstrating the complexity of evaluating improvement in overt behavior 

and covert experiences.  

Based on the work of Horowitz et al. (1988), Alden, Wiggins, and Pincus (1990) 

constructed the circumplex scales for the IIP based on the two-dimension circumplex 

representing patterns of interpersonal behavior (Leary, 1957). Using three samples of 

university students, the authors conducted circumplex analyses of the IIP to establish the 

circumplex scales. Like Horowitz et al. (1988), Alden et al. used ipsatized item scores to 

improve circumplex properties when using principal component analysis, and eight 

subscales emerged: Domineering, Vindictive, Cold, Socially Avoidant, Nonassertive, 

Exploitable, Overly Nurturant, and Intrusive. These eight scales were rotated to 

determine the empirical, geometric location on a two-dimensional circumplex with planes 

ranging from cold to overly-nurturant and domineering to nonassertive (Alden et al., 

1990).  

The IIP and the circumplex scales for the IIP are consistent with interpersonal 

theory and can be used to measure interpersonal behavior patterns. However, the IIP and 

circumplex scales are only appropriate for measuring general counselor interpersonal 

functioning or pre-session interpersonal behavior through capturing general interpersonal 

styles. While this information would be informative to counseling research, the IIP and 

circumplex scales fail to capture the interpersonal patterns between client and counselor 

and the stress that may arise from these transactions.  
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 Therapist Work Involvement Scales. To the researcher’s knowledge, only one 

therapeutic interpersonal stress instrument exists. The Development of Psychotherapists 

Common Core Questionnaire (DPCCQ; Orlinsky et al., 1999) consists of 370 items of 

designed as structured response questions, checklists, and open-ended questions to 

measure aspects of therapists’ background, functioning, and experiences that shaped their 

development. The DPCCQ was developed to explore patterns of therapist development in 

depth across nine categories: Amount of Professional Training, Professional Experience 

to Date, Overall Development as a Therapist, Experience of Personal Therapy, 

Orientation of Therapeutic Work, Current Development as a Therapist, Settings, 

Treatment Modalities, and Clientele in Current Therapeutic Practice, Experienced 

Quality of Therapeutic Work, and Personal life and Self-Experience of Therapist. 

Therapist development was assessed through the development scales, which were 

composed of two domains: Retrospected Career Development and Currently Experienced 

Development. 

 Using a sample of 3,795 psychotherapists between the years of 1991 and 1996, 

Orlinsky et al. (1999) validated the DPCCQ. Orlinksy et al. (1999) indicated that the 

development scales were composed of five dimensions, including: Perceived Career 

Development, Claimed Therapeutic Mastery, Currently Experienced Growth, Current 

Experienced Loss, and Currently Experienced Flow. Orlinksy et al. reported Cronbach’s 

alphas ranging from .67 to .80. Using intercorrelations, the authors found that the 

dimensions of the development scales demonstrated moderate to strong positive 

correlations, with the exception of the Currently Experienced Loss scale, which showed 

weak negative correlations. Using a second order factor analysis, current career 
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development demonstrated factorial differentiation from overall development, 

representing two domains for the development scales (Orlinsky et al., 1999). 

 Using 52 items from the DPCCQ, Orlinsky et al. (2005) constructed the Therapist 

Work Involvement Scales based on their conceptual framework of therapist work 

experiences. The authors suggested that therapist work experiences were comprised of 

two parts—psychotherapist actions (i.e., therapeutic interventions and therapeutic 

relationship) and aspects of behavior (i.e., task-instrumental aspect and social-emotional 

aspect)—which guided the development of treatment goals, the clinical skills used, the 

management of difficulties encountered, the therapist’s sense of relational agency and 

manner, and the therapist’s in-session feelings (Orlinsky et al., 2005). These aspects 

generated three higher-order factors: Healing Involvement, Stressful Involvement, and 

Controlling Involvement, though much of the research only focuses on Healing 

Involvement and Stressful Involvement. Nissen-Lie et al. (2010) reported Cronbach’s 

alphas of .74 for Healing Involvement and .66 for Stressful Involvement. 

 The TWIS is the only known quantitative tool that captures therapist stress 

resulting from involvement with clients in therapeutic work. However, this instrument 

was not designed for this purpose, and it has been minimally tested for validity and 

reliability in isolation from other aspects of the DPCCQ. Additionally, it is not readily 

available for use, due to issues with administration and scoring. Therefore, in order to 

measure counselor interpersonal stress, a new valid and reliable, quantitative instrument 

intended to measure this phenomenon is needed.   
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Limitations of Current Stress Measures 

 In summary, there are few stress scales used to measure stress for professional 

counselors. Of the available instruments, some only measure global stress (i.e., PSS), 

work environment-related stress (i.e., MHPSS), or responses to occupational stress (i.e., 

MBI-HSS, CBI, STSS). Those that are more interpersonal in nature measure 

interpersonal problems in everyday life (i.e., IIP) and are client oriented (i.e., 

Interpersonal Stress Coping Scale; Kato, 2013) or attempt to capture interpersonal stress 

for mental health professionals, though it is long and not truly intended for this purpose 

(i.e., TWIS). This suggests that in order to capture interpersonal stress among 

professional counselors, an instrument designed for this purpose is needed to investigate 

this construct. At this time, there are no quantitative instruments that measure counselor 

interpersonal stress. Thus, this study was designed to develop and begin the validation 

process of a new instrument measuring perceptions of counselor interpersonal stress. 

Instrument Development 

 Torgenson (1958) defined measurement of a property as “the assignment of 

numbers to systems to represent the property” (p. 14). Similarly, Suppes and Zinnes 

(1963) described measurement as using a numerical system to represent a set of 

magnitudes of a construct of interest. In recent literature, Aftanas (2011) proposed the 

concept of a standard system of measurement as a general term for the mechanism of 

measurement due to the abundance of terms used for measurement devices (e.g., 

instrument, test, rater, questionnaire, inventory, scale, assessment, etc.). A standard 

system of measurement (SSM) refers to “any device, mechanism, or discriminative 

process that may be used to denote and indicate extent of magnitude or differences 
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between magnitudes of a property” (Aftanas, 2011, p. 327). For the purpose of this 

dissertation, the term “SSM” will be used when describing the process of constructing a 

measurement device. The term “instrument” will be used when referring to the specific 

measurement device to be developed and validated in this research study (i.e., 

Interpersonal Stress Scale-Counselor (ISS-C)). This section will describe the process for 

constructing a SSM that guided the development of the ISS-C.  

Constructing a Standard System of Measurement 

 In the social sciences, SSMs are typically derived from theory, where researchers 

describe how the construct they intend to measure relates to existing constructs and the 

relevant indicators that may cause or explain the construct of interest (DeVellis, 2017). 

Because many phenomena in the social sciences are not observable, SSMs can allow 

researchers to measure such phenomena based the theoretical understanding of the 

construct (Crocker & Algina, 2008; DeVellis, 2017). DeVellis (2017) recommended 

using an existing theory or developing a theoretical model based on existing empirical 

research. Therefore, prior to constructing a SSM, the researcher should determine how 

the construct is situated within a theoretical framework and how the indicators, or the 

observable attributes caused by the construct, reflect the construct to be studied 

(Cronbach & Meehl, 1955; DeVellis, 2017).  

 Once the theoretical framework that will guide the construction of the SSM is 

articulated, there are 10 steps in the SSM construction process that Crocker and Algina 

(2008) described as “the minimum effort required to ensure that test scores will have the 

essential technical qualities to serve as useful measurements” (pp. 66-67). These steps 

involve: (1) Identifying Purposes of Test Score Use; (2) Identifying Behaviors to 
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Represent the Construct; (3) Preparing Test Specifications; (4) Item Construction; (5) 

Item Review; (6) Preliminary Item Tryouts; (7) Field Test; (8) Statistical Properties of 

Item Scores; (9) Design and Conduct Reliability and Validity Studies; (10) Develop 

Guidelines for Administration, Scoring, and Interpretation (Crocker & Algina, 2008). For 

each step, the researcher should revise and repeat as needed. 

 Identifying Purposes of Test Score Use. According to Crocker and Algina 

(2008), a well-designed SSM should be constructed based on a strong rationale and a 

clear intended purpose. The use of a SSM should be considered in context, taking into 

account the intended population, the ability of respondents, the content of the SSM, the 

settings of use, and considerations of relevant stakeholders. “Clarifying the major 

purposes for which test scores will be used and establishing priorities among these 

probably uses greatly increases the likelihood that the final form of the test will be useful 

for the most important purpose it is to serve” (Crocker & Algina, 2008, p. 67).  

 Identifying Behaviors to Represent the Construct. Historically, SSM 

developers have used informal processes to “think up” (p. 67) items that represent 

behaviors believed to manifest the construct (Crocker & Algina, 2008). Using such a 

subjective approach can lead to superficial identifications of the construct grounded in the 

SSM developer’s limited understanding of the phenomenon of interest (Crocker & 

Algina, 2008; DeVellis, 2017). As a result, behavioral indicators of the construct may be 

overly emphasized or ignored all together due using only the developer’s frame of 

reference (Crocker & Algina, 2008). To avoid basing the SSM on an overly narrow view 

of the construct, Crocker and Algina recommend researchers engage in at least one of the 

following: (a) content analysis, (b) review of research, (c) critical incidents, (d) direct 
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observations, (e) expert judgment, (f) instruction objectives. Content analysis involves 

using qualitative responses related to participants’ understanding of or experiences with 

the construct of interest and clustering them into categories or themes from which items 

are later generated for the SSM. SSM developers can also generate items based on 

behaviors that commonly define the construct in current empirical research. Based on the 

work of Flanagan (1954), SSM developers can create a list of critical incidents by 

identifying extreme on each end of a continuum (i.e., ineffectiveness and effectiveness) 

and using the list of extreme to measure a construct of interest. In addition, researchers 

can create items based on behaviors witnessed through direct observation. Expert 

judgment involves using interviews or written questionnaires to collect information from 

individuals who are familiar with or have expertise related to the construct of interest. 

Finally, SSM developers can use instruction objectives, or “observable behavior[s] that 

students should be able to exhibit after completion of a course of instruction” (Crocker & 

Algina, p. 68). By completing at least one of these tasks describe above, researchers can 

expand their view of the construct and ensure that the item development process includes 

multiple perspectives.  

 Preparing Test Specifications. Preparing test specifications involves 

determining which components of a construct will be emphasized, their relative 

importance to the construct, and the appropriate proportion of items needed to represent 

each component appropriately. The areas of emphasis must be consistent throughout the 

instrument, and, if using additional forms of the instrument, determining how each form 

will emphasis the domains of the construct equally. Additionally, at this stage, the 
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researcher should consider the cognitive ability of the intended participants and 

determine how to structure the instrument accordingly (Crocker & Algina, 2008).  

 Item Construction. Crocker and Algina (2008) outlined five steps when 

developing an initial pool of items designed to measure the construct understudy, 

including (1) selecting an appropriate item format, (2) verifying that the proposed format 

is feasible for the intended examinees, (3) selecting and training the item writers, (4) 

writing the items, (5) monitoring the progress of the item writers and the quality of the 

items. Depending on whether or not the researcher is writing the items determines how a 

researcher might proceed through the steps above. In general, when determining an 

appropriate item format, the authors recommended reviewing similar instruments in the 

field and potentially conducting small-scale pilot tests of items in a particular format if 

appropriate (Crocker & Algina, 2008). A popular item format for psychological 

instruments is a Likert-type format, which was used for the ISS-C. Likert (1932) 

developed a scaling method that is largely used in current instrument development when 

creating a response format. On a response continuum, individuals can rate the extent of 

their endorsement to an item, usually ranging from 1 indicating low endorsement to 5 

indicating high endorsement (Crocker & Algina, 2008). Once the format is decided, 

DeVellis (2017) recommended writing as many items as needed to capture the complete 

construct and writing considerably more items than might be included on the final 

instrument. For multidimensional scales, four or five items per scale can generate 

adequate internal consistency (Hinkin & Schriesheim, 1989). DeVellis also noted that 

researchers should consider the length of the item, the reading difficulty level, and item 



 

 

92 

wording. Largely, researchers should avoid items that measure multiple dimensions 

(double-barreled items) and use positively worded items (DeVellis, 2017). 

 Item Review. After the initial items are drafted, the researcher should secure a 

team of experts to assess for accuracy, relevance, technical flaws, grammar, 

offensiveness, and readability. Using the expert feedback, items flagged for any of the 

aforementioned concerns can be revised and reviewed. Crocker and Algina recommend 

using a variety of qualified experts for the item review, including subject matter experts, 

experts in measurement and test construction, technical experts, population experts. 

Subject matter experts can ensure that items accurately reflect the construct understudy 

and confirm that items are clearly stated. Measurement experts can determine if there are 

any potential methodological flaws in formatting, scaling, and potential response bias 

issues. Technical experts can ensure that there are no grammatical flaws or ambiguous 

items. Population experts are familiar with the intended population can consider how 

content might be interpreted by respondents (Crocker & Algina, 2008). Though it 

important to incorporate multiple viewpoints when retaining, revising, and discarding 

items, the process of modifying and removing items should remain at the discretion of the 

instrument developer (DeVellis, 2017). 

 Preliminary Item Tryouts. Once items are reviewed and revised accordingly, 

Crocker and Algina (2008) recommended testing out the items a small sample of 

participants. Depending on access to the population, the size of this sample can vary from 

15 to 30 participants to 100 to 200 participants. From there, the researcher should 

examine the item distributions using descriptive statistics, such as mean and variance, to 
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determine which items should be eliminated prior to a larger-scale field test (Crocker & 

Algina, 2008).  

 Field Test. From the preliminary item tryouts, a “final” initial draft of the items 

are ready to be administered to the intended population. There is disagreement in the 

literature about how many participants are needed to examine initial validity and 

reliability estimates. Comrey and Lee (1992) indicated that between 500 to 1000 

participants are needed for reliable factor analyses, though DeVellis (2017) suggested 

that as few as 300 participants may be used to establish adequate reliability and validity. 

Rummel (1970) suggested that researchers should obtain 4 participants per every item. 

Conversely, Schwab (1980) recommended 10 participants for each item that will be 

analyzed, which is generally accepted as a rule of thumb for instrument development.  

 Statistical Properties of Item Scores. To determine how well the items function 

and represent the underlying construct, two basic types of factor analyses are used: 

exploratory factor analysis and confirmatory factor analysis. Exploratory factor analysis 

(EFA) helps the researcher explore the underlying factor structure of the instrument and 

reduce a set of observed variables (items) to a more parsimonious set of items. 

Confirmatory factor analysis (CFA) allowed the research to empirically test the proposed 

measurement model generated by the EFA and examine relationships between the items 

and potential factors (Hinkin, Tracy, & Enz, 1997). These statistical procedures will be 

discussed in further detail in Chapters 3 and 4.  

 Design and Conduct Reliability and Validity Studies. Once the final form of 

the instrument is developed and analyzed, the researcher engages in an ongoing process 

studying its validity and reliability. Evidence validity and reliability help researchers 
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evaluate the psychometric properties of a psychological instrument to determine 

conclusions that can be drawn from the scores on an instrument are accurate and reliable 

(Messick, 1995). In scale development, one of the most commonly investigated aspects 

of validity is construct validity, which is based on evidence of test content, response 

patterns, internal structure, and relation to other constructs (Clark & Watson, 1995). 

Messick (1995) argued that construct validity is needed because “almost any kind of 

information about a test can contribute to an understanding of score meaning, but the 

contribution becomes stronger if the degree of fit of the information with the theoretical 

rationale underlying the score interpretation is explicitly evaluated” (p. 743). Therefore, 

he proposed six standards of validity that should be met for all education and 

psychological measurement: 

(1) The content aspect of construct validity includes evidence of content 

relevance, representativeness, and technical quality. 

(2) The substantive aspect refers to theoretical rationales for the observed 

consistencies in test responses, including process models of task performance, 

along with empirical evidence that the theoretical processes are actually 

engaged by respondents in the assessment tasks. 

(3) The structural aspect appraises the fidelity of the scoring structure to the 

structure of the construct domain at issue. 

(4) The generalizability aspect examines the extent to which score properties and 

interpretations generalize to and across population groups, settings, and tasks, 

including validity generalization of test criterion relationships 



 

 

95 

(5) The external aspect includes convergent and discriminant evidence from 

multitrait-multimethod comparisons, as well as evidence of criterion relevance 

and applied utility.  

(6) The consequential aspect appraises the value implications of score 

interpretation as a basis for action as well as the actual and potential 

consequences of test use, especially in regard to sources of invalidity related 

to issues of bias, fairness, and distributive justice (p. 745). 

Based on these standards, there are many aspects of construct validity. This review will 

focus on content validity, criterion-related validity, convergent validity, and discriminant 

validity because they guided the validation process of this instrument understudy. 

 Content validity refers to the process of showing whether the items represent a 

construct of interest (Crocker & Algina, 2008; Cronbach & Meehl, 1955). In instrument 

development, content validity is typically established by using a panel of experts to 

determine whether items adequately represent the construct of interest (Crocker & 

Algina). Criterion-related validity refers to the degree to which individuals can make 

inferences from test scores about respondent’s behavior according to some criterion. Two 

types of criterion-related validity are used: predictive and concurrent validity. Predictive 

validity refers to “the degree to which test scores predict criterion measurements that will 

be made at some point in the future” (Crocker & Algina, 2008, p. 224), such as 

performance on a standardized test predicting future academic performance. Concurrent 

validity refers evidence of a relationship between scores on an instrument and scores 

some related-criterion instrument. In instrument development, researchers use the 

coefficient of determination to demonstrate evidence of criterion-validity. Additionally, 
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instrument developers seek to establish convergent and discriminant validity to show that 

the items measure the underlying construct of interest. Convergent validity is frequently 

established by examining correlations between different instruments that measure the 

same construct. Conversely, discriminant validity is examined by exploring correlations 

between different constructs using different methods of measurement (Crocker & Algina, 

2008). 

 In addition to conducting validity studies, researchers should also conduct 

reliability studies to determine whether the scores will be the same or approximately the 

same over the course of time. There are several methods used in social science research 

to estimate test reliability: test-retest reliability, alternative forms, split-halves, inter-rater 

reliability, and internal consistency (Drost, 2011). However, Crocker and Algina (2008) 

argued that true reliability of an instrument can never be established because individuals’ 

observed scores always contain some error. Nevertheless, the current study focused on 

establishing initial evidences of test-retest reliability and internal consistency. Test-retest 

reliability refers to “the temporal stability of a test from one measurement session to 

another” by administering the measurement tool the same group of participants at two 

points in time (Drost, 2011, p. 108). Internal consistency estimates how well a set of 

items measures a particular characteristic within the test (Cronbach, 1951). Cronbach’s 

alpha is commonly used to estimate item-specific variance with a measurement tool 

(Cortina, 1993; Cronbach, 1951). For the current instrument, the process of evaluating 

validity and reliability are described in greater detail in chapters 3 and 4.  

 Develop Guidelines for Administration, Scoring, and Interpretation. After 

several validity and reliability studies are conducted, the final step in instrument 
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development involves developing guidelines for administration, scoring, and 

interpretation. According to Blanton and Jaccard (2006), SSMs allow researchers to 

produce an observable score that represents an individual’s position on an unobservable 

continuum. A metric refers to “the numbers that the observed measures take on when 

describing individuals’ standings on the construct of interest” (Blanton & Jaccard, 2006, 

p. 27). In social sciences, many metrics are arbitrary because it is unknown where and 

how well the score reflects an individual’s true position on the underlying construct of 

interest. Given the arbitrariness of metrics in social science research, it is recommended 

for instrument developers to use mean composite scoring when appropriate to ensure that 

individuals are measured according to the same metric (Crocker & Algina, 2008). This 

allows instrument developers to ensure that differences in observable scores reflect a 

consistent distance on the underlying construct, aiding in interpretation. Additionally, 

when developing scoring protocol, it may be appropriate in some cases to reverse score 

items with negative correlations. DeVellis (2017) suggested that the appropriateness of 

reverse scoring in these cases should be considered based on the item content.  

Chapter Summary 

 In summary, there are few empirical studies that examine components of 

interpersonal stress resulting from therapeutic engagement with clients among 

professional counselors. Research shows that the unique nature of the therapeutic 

relationship can be inherently stressful for counselors (Butts et al., under review), 

warranting further investigation. However, these few studies relied on qualitative 

methodology, single-item measures, or selected items from a larger measure not intended 

for this purpose. At this time, there are no quantitative instruments available that are 
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intended to measure counselor interpersonal stress based on a review of current stress and 

interpersonal stress instruments. This lack of measurement tools may explain the dearth 

of empirical research examining this phenomenon.  

Using the Transactional Model of Stress and Coping as a guide in this 

investigation, the current investigation followed the steps of instrument development 

outlined by Crocker and Algina (2008). The purpose of this study was to examine the 

psychometric properties of the initial items of the ISS-C. By examining the initial 

reliability and validity of the ISS-C, this study sought to aid in future researchers’ ability 

to draw valid and reliable conclusions about the nature of counselor interpersonal stress 

and how it influences counselor training, counselor wellness, and client outcomes.  



 

 

99 

CHAPTER III: METHODOLOGY 

The purpose of this study was to develop and to begin the process of validating an 

instrument measuring counselors’ perceptions of interpersonal stress. The following 

sections of this chapter describe the participants, data collection procedures, 

instrumentation, and data analysis strategies that were used in this study. Given that 

instrument development requires a series of procedures (Crocker & Algina, 2008), these 

sections describe the phases of investigation used in the development and initial 

validation process of the ISS-C. To begin this chapter, the researcher will outline the 

processes used to complete the initial phases of instrument development. 

Instrument Development 

 As described in Chapters 1 and 2, the ten-steps outlined by Crocker and Algina 

(2008) guide the procedures of this investigation. These 10-steps were then divided into 

four phases of investigation: (1) Construct Conceptualization, (2) Item Development and 

Evaluation, (3) Item Testing, and (4) Psychometric Evaluation. The following sections 

describe the process used for phases one, two, and the initial steps in phase three. The 

remaining sections will explain the procedures that were used in the current study to 

complete phase three and begin the process of phase four. 

Phase One: Construct Conceptualization 

According to Crocker and Algina (2008), developing a reliable and valid 

instrument begins by outlining the purpose of how scores will be used and identifying 

behaviors that represent the construct. First, the researcher defined the purpose of the 

Interpersonal Stress Scale-Counselor (ISS-C) as measuring counselor interpersonal stress 

as defined in chapter one. Additionally, the researcher conceptualized how the ISS-C 
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might be used and concluded that the ISS-C could be used for research, supervision, and 

self-evaluation purposes. 

Next, the researcher conceptualized the construct by identifying behaviors 

believed to manifest the construct (Crocker & Algina, 2008). As described in chapter 

two, there are several strategies that can be used to identify behaviors to represent the 

construct, including content analysis, review of research, critical incidents, direct 

observations, expert judgment, and instruction objectives. Crocker and Algina (2008) 

recommended using at least one strategy to identify relevant behaviors that represent the 

construct understudy. For the construct understudy, content analysis and review of 

research were used to conceptualize the construct.  

First, according to Crocker and Algina (2008), content analysis involves 

conducting a qualitative investigation using participants of the target population. Prior to 

this investigation, the researcher led a research team that investigated counselors’ 

experiences of interpersonal stress in the therapeutic relationship. The primary research 

questions that guided this investigation were: (1) How do counselors’ experience stress 

resulting from the counselor-client relationship? (2) What factors contribute to 

counselors’ experiences of stress in the therapeutic relationship? Using a consensual 

qualitative research approach, the researchers interviewed 13 professional counselors in a 

variety of counseling settings whose responses were categorized according to four 

domains: (a) counselor response, (b) client characteristics, (c) personal vs. professional 

self, and (d) relationship dynamics. In addition to exploring the relevant domains and 

core ideas, the researchers explored patterns of interpersonal stress in each therapeutic 

setting. They found that their particular perception of a challenging client characteristic 
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and the relevant relationship dynamics shaped the type of counselor response, which in 

turn triggered a specific struggle between their personal and professional identity and 

influence how they interacted with the client moving forward (Butts et al., under review).  

Second, reviewing research can allow one to identify relevant behaviors or 

experiences that currently define the construct (Crocker & Algina, 2008). The researcher 

reviewed conceptual and empirical research related to occupational stress for professional 

counselors, stressful involvement with clients, stress theory, interpersonal theory, rupture 

and repair, and the one quantitative instrument for interpersonal stress between therapist 

and client. In addition to the qualitative analysis mentioned above, the researcher noted 

experiences of interpersonal stress according to this research foundation. Based on the 

literature, stress theory, and the content analysis, the researcher constructed a 

nomological network based recommendations from Cronbach and Meehl (1955). This 

nomological network depicted the theoretical framework for the measure, the observable 

manifestations of the construct, and the relationships of the construct to other constructs.   

Item Development and Evaluation 

 According to the nomological network of interpersonal stress, the researcher first 

prepared test specifications by considering the proportion of items need to represent each 

component of the construct and the cognitive ability of the intended participants. The 

researcher developed a similar proportion of items for each aspect of the construct and 

followed Crocker and Algina’s recommendation of consulting Bloom’s Taxonomy 

(Bloom, Krathwohl, Masia, 1956; Crocker & Algina, 2008). 

Next, the researcher began developing an initial pool of items designed to 

measure the construct. At this stage, the researcher selected an appropriate item format 
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and considered the length, clarity, reading difficulty level, and item wording of each item. 

To begin this process, the researcher reviewed current stress instruments used in 

counseling research to explore appropriate response formats for the intended population. 

Based on this review, the researcher selected a Likert-type format to allow respondents to 

rate the extent of their endorsement for each item. At this stage of development, the 

response format ranged from 1 (never) to 5 (very frequently) to allow respondents to 

indicate the frequency that they experienced the situation captured by each item. Sixty 

initial items were developed based on the researcher’s conceptualization of the construct, 

following DeVellis’s (2017) recommendation to write considerably more items than 

intended for the final instrument. This initial construction of the ISS-C is presented in 

Appendix A. 

Then, the researcher used a team of experts to assess for accuracy, relevance, 

technical flaws, grammar, offensiveness, and readability. The team consisted of two 

experts in measurement and instrument development, three subject matter experts, two 

population experts, and one technical expert. The researcher met with each cluster of 

experts separately, beginning with the experts in measurement and instrument 

development and followed by the subject matter experts, the population experts, and the 

technical expert.  

First, the experts in measurement and instrument development read each item and 

noted issues with redundancy, clarity, potential endorsement, and ambiguity. The experts 

reviewed the directions and response format, offering recommendations for 

operationalizing the term “difficult client” in the directions, modifying the anchor points 

in the directions to capture intensity rather than frequency, and addressing ambiguity. 
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Based on this feedback from the measurement and instrument development experts, the 

researcher revised the initial items, directions, and response format to address these 

concerns (Appendix B). Forty-two items were then sent to subject matter experts to 

review. 

Second, the researcher met with the subject matter experts individually, providing 

them with a Content Expert Rating Form (Appendix C) that contained instructions for 

reviewing the Second Version of the ISS-C items. The subject matter expects used the 

form to primarily rate the items based on relevance and clarity according to the 

operational definition of interpersonal stress. They also attempted to assign the items to 

the appropriate dimensions and categories indicated on the form. After the subject matter 

experts completed the Content Expert Rating Form, the researcher engaged in cognitive 

interviewing with each expert related to items that were rated low in relevance or clarity 

(Appendix D). Items flagged for issues with relevance were discussed and removed if all 

subject matter experts rated the item as irrelevant (1). Four items were flagged for 

relevance issues by the experts, and all four items were removed. Items that were 

inconsistently rated as irrelevant (i.e., each subject matter expert provided different 

relevancy scores) were discussed, and subject matter experts were asked to restate the 

item in their own words to potentially make it more relevant to the construct. If the 

subject matter expert could not restate the item in a manner consistent with the 

researcher’s intention behind the development of the item, the item was removed. One 

expert rated two items as irrelevant, and one item was removed after the expert could not 

restate the item in his or her own words. Generally, items that were rated as partially 
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relevant (2) or relevant (3) were retained, and items rated as irrelevant (1) were removed 

or revised.  

Additionally, a similar process was used for items deemed to lack clarity by the 

subject matter experts. Subject matter experts were asked to describe their understanding 

of the item, explain why it was ambiguous or unclear, and revise the item in their own 

words. Items that the subject matter experts could not revise for clarity were removed. 

The experts flagged seven items for clarity, six of these items were revised (some revised 

into multiple items), and one item was removed. The researcher asked subject matter 

experts to attend to seven items that were marked as content concerns by the 

measurement experts, and these items were revised or retained according to the subject 

matter experts’ interpretations of the items. Six of the seven items were revised, and one 

item retained. Subject matter experts were then asked to “think up” any items relevant to 

the construct missing from current item list (Crocker & Algina, 2008). The researcher 

made note of these concepts in order to consult the relevant literature at a later date, 

resulting in 11 additional items. Finally, the subject matter experts were asked about 

potential social desirability related to the content of the items. All subject matter experts 

reported that none of the items would be considered offensive or triggering, and they 

believed counselors would offer an honest account. In summary, at this stage, six items 

were removed, seven items were revised into 13 items, and 11 items were added after the 

“think up” exercise. Upon completing the revisions according to feedback from the 

subject matter experts, a third version of the ISS-C was developed that contained 60 

items (Appendix E).  
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Third, the researcher met with the two population experts together and asked them 

to complete the current version of the ISS-C (Appendix E). The population experts were 

Licensed Professional Counselors and Licensed Professional Counselor Supervisors with 

a collective 14 years of clinical experience with children, adolescents, and adults in a 

variety of professional counseling settings. The researcher timed the population experts 

while taking the initial items, and they both took approximately 10 minutes to complete 

the 60 items. The researcher then engaged in cognitive interviewing, using the questions 

from Appendix F. The population experts were asked about their experiences recalling a 

challenging client, their experiences during the exercise, any items that were confusing or 

difficult to answer, relevance to counselor development, and issues with social 

desirability. The population experts noted issues with how “challenging client” was 

operationalized in the directions, stating that they felt limited in the type of client that 

might be appropriate for the exercise. The population experts also noted that the 

directions were not explicit about selecting one client when responding to the items. 

Consequently, one expert initially responded according to experiences with multiple 

clients and then selected one client for the remaining items. The other population expert 

did not think of one client and responded according to how she generally responds to 

clients who present with the characteristics presented in the directions. One population 

expert reported issues with some wording in the two items. These items were noted and 

later revised accordingly. Both population experts reported the importance of counselor 

developmental level when responding to these items, stating that how they might have 

responded to the items five years ago would be different due to their stage of 

development as a professional counselor. Lastly, the population experts reported issues 
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related to social desirability with items surrounding professional competence and skills. 

Upon completing the revisions according to the feedback from the population experts, the 

fourth version of the ISS-C was developed (Appendix G).  

Fourth, the researcher asked the technical expert to review the “final” initial 

version of the ISS-C. The technical expert reviewed the directions and items for grammar 

and ambiguity. The technical expert did not find any grammatical or ambiguity in the 

directions or items. Upon completion of the review by the technical expert, the researcher 

sent the “final” initial version back to the method, subject matter, and population experts 

for any final feedback. The various groups of experts did not have any additional 

feedback, and the fourth version of the ISS-C was deemed sufficient for item testing.  

Item Testing 

Pilot Study. Crocker and Algina (2008) recommended testing out the “final” 

initial items on a small sample of participants in the intended population. According to 

the authors, as few as 15 to 30 participants in a similar population may be appropriate. In 

this first phase of item testing, the researcher administered the initial items of the ISS-C, 

the PSS-10, the CBI, and a demographic form to 156 participants. The purpose of this 

study was to examine item endorsement, variability, item discrimination, item internal 

consistency, and item criterion-related validity to determine which items should be 

eliminated prior to a larger-scale field test. 

Participants and Procedures. After receiving approval from the institutional 

review board, professional counselors were invited to complete an online survey using 

the survey platform Qualtrics. Counselors who met the follow criteria were invited to 

participate: (1) Counselors who are Licensed Professional Counselor Associates 
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(LPCAs), Licensed Professional Counselors (LPCs) or Licensed Professional Counselor 

Supervisors (LPC-Ss), or who possess state equivalent credentials; (2) Counselors who 

are graduates of a CACREP-Accredited program in the United States; and (3) Counselors 

who have an active caseload of clients in a professional counseling setting. Using a 

random selection of counselors from public state licensing and credential email lists, 

counselors were contacted via email and provided with a description and purpose of the 

study, the nature of participation, risks and benefits, contact information for the PI, 

faculty adviser, and office of research compliance, and a link to the survey. The first page 

of the survey contained an electronic informed consent document. Participants were 

instructed to read the informed consent document and check “I agree” to consent to 

participation. The participants completed an online instrumentation packet containing the 

ISS-C, Perceived Stress Scale-10 (PSS-10), Counselor Burnout Inventory (CBI), and 

demographic questionnaire. No identifiable information was associated with responses. 

Three follow-up emails were sent to participants after the initial contact: one week after 

initial contact, two weeks after initial contact, and four weeks after initial contact. One 

week after the last reminder email, the survey was closed. 

Approximately, 40 (25.97%) participants were not graduates of CACREP 

programs, 66 (42.29%) did not report a credential of LPCA, LPC, LPC-S, or state 

equivalent, and 16 (10.39%) did not have an active caseload. While it is ideal to only 

include participants from the intended population, Crocker and Algina (2008) suggested 

that it is appropriate to pilot the items in a related population to achieve an adequate 

sample size. Although many participants did not meet the intended criteria, these 
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individuals were included in the initial item analyses based on Crocker & Algina’s 

recommendation of obtaining a “close-enough” sample to the intended population.   

Of the 154 participants who were included in the analyses, 117 identified as 

Caucasian/White (76.0%), 17 identified as African American/Black (11.0%), 1 identified 

as Asian American/Pacific Islander (0.6%), 3 identified as biracial (1.9%), 5 identified as 

multiracial (3.2%), 2 identified as Native American (1.3%), 4 identified as other (2.6%), 

and 5 declined to respond (3.2%). The participants reported a variety of age ranges, 

including: 20-29 (n = 15; 9.7%), 30-39 (n = 43; 27.9%), 40-49 (n = 29; 18.8%), 50-59 (n 

= 36; 23.%), 60-69 (n = 22; 14.3%), and 70-79 (n = 3; 1.9%). Six participants declined to 

report their age range. Most of the participants identified as female (n = 114; 74.0%), 

with approximately 23% identifying as male (n = 35; 22.7%) and 3% declining to 

respond (n = 5; 3.2%).  

Additionally, most of the participants reported graduating from a CACREP-

Accredited program (n = 97; 63.0%). One hundred and sixteen participants reported 

having a Master’s degree (75.3%), 17 reported having doctorates (11.0%), 3 reported 

specialist degrees (1.9%), 14 reported having other degrees (9.1%), and 4 declined to 

respond (2.6%). Fifty-four participants reported state equivalent credentials as LPC 

(35.1%), 11 reported state equivalent credentials as LPC-S (7.1%), 14 reported state 

equivalent credentials as LPCA (9.1%), sixty reported other credentials as a counselor 

(42.9%), and 9 declined to respond (5.8%). Most counselors reported working in private 

practice (n = 53; 34.4%), 51 reported working in an agency (33.1%), 12 reported working 

in a hospital (7.8%), 5 reported working in a college counseling center (3.2%), 4 reported 

working in a jail/correctional facility (2.6%), 2 reported working in an employee 
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assistance program (1.3%), 22 reported working in another setting (14.3%), and 5 

declined to respond (3.2%).  

Data Analysis. Data was analyzed according to classical test theory by examining 

item endorsement, variability, item discrimination, item internal consistency, and item 

criterion-related validity. Item endorsement (also known as item difficulty) was examined 

according to the mean of the item score. Items with a mean near 3 were considered 

appropriate for the current study, due to the 5-point, Likert-type scale. Variability was 

assessed by examining the variance or standard deviation of each item. Standard 

deviations of at least 1 were considered appropriate for the current study due to the 5-

point, Likert-type scale. Item discrimination was examined by assessing the item total 

score correlations. The corrected item total score correlations were used in order to 

remove the item under investigation from the total score of items. Item total score 

correlations should generally be positive and moderate in size (r = .2 or higher). Item 

internal consistency was assessed by using an alpha deleted analysis that demonstrates 

how Cronbach’s alpha might change by deleting an item. Item level criterion-related 

validity was assessed by using a bivariate correlation with each item, the PSS total score, 

and the five dimensions of counselor burnout. When inspecting item criterion-related 

validity, it is expected for items to be positively correlated, with higher correlations 

demonstrating greater criterion-related validity.  

Results. Most items demonstrated acceptable item endorsement and variability, 

with means close to 3 and standard deviations of at least 1. Twelve items were flagged 

for issues with endorsement and or variability, due to means below or close 2 and 

standard deviations below 1. A summary of each item endorsement and variability are 
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reported in Table 1. Most items demonstrated item discrimination due to moderate item 

total score correlations (r > 0.3). Three items were flagged with for little item 

discrimination, with one item being below 0.2 and two items at approximately 0.2. All 

items demonstrated acceptable item internal consistency as there was little fluctuation in 

alphas using an alpha deleted analysis (α = ~.96 for each item). A summary of the item 

total correlations and alpha deleted analysis are reported in Table 2. Most items 

demonstrated positive relationships with expected criterion variables (PSS total score and 

five dimensions of burnout). Seven items that demonstrated negative relationships with 

these criterion variables were flagged. A summary of the bivariate correlations between 

the items, PSS total score, and the five dimensions of burnout are reported in Table 3.
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Table 1  

Item Endorsement and Variability 

Items   M  SD  N 

1. I struggle with maintaining a therapeutic relationship 

with the client. 

2.68 1.32 139 

2. I notice that I am experiencing tension in my body 

when working with the client. 

3.37 1.16 139 

3. I am unsure if what I am doing with my client is 

working. 

3.39 1.19 139 

4. I struggle to relate to the client’s cultural 

background. 

1.86 0.86 139 

5. I feel frustrated by my client’s behaviors. 3.53 1.18 139 

6. I believe my client rejects my responses. 3.06 1.14 139 

7. I am worried that the client does not like me. 1.81 0.89 139 

8. It is difficult to maintain composure during difficult 

circumstances. 

2.15 0.94 139 

9. I feel that I have to work harder to form a therapeutic 

relationship with the client. 

3.09 1.30 139 

10. The client’s story triggers my own personal 

experiences. 

1.86 0.99 139 

11. I feel pressure to perform effectively with the 

client. 

3.07 1.24 139 

12. I feel guarded during stressful circumstances with 

the client. 

2.71 1.11 139 

13. I feel that I must sacrifice my own needs for the 

needs of the client. 

1.98 1.05 139 

14. It is difficult to empathize with the client. 2.37 1.21 139 

15. I believe that I have to choose my words carefully 

when responding to the client. 

3.53 1.16 139 

16. I believe the client tries to violate my boundaries. 2.87 1.42 139 

17. I fear for the client’s safety. 2.79 1.35 139 

18. I struggle with managing my own emotions that 

arise when working with the client. 

2.41 1.11 139 

19. I feel helpless during intense emotional situations 

with the client. 

2.15 1.02 139 

20. I believe my client tries to upset me. 2.23 1.26 139 

21. I feel drained by my work with the client. 3.47 1.12 139 

22. It is difficult to rely on my intuition when working 

with the client. 

2.50 1.19 139 

23. I believe my client has unrealistic expectations of 

me. 

2.80 1.28 139 

24. I feel afraid in session with the client. 1.58 0.86 139 
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Table 1 (cont’d) 

25. It is difficult for me to react professionally during 

challenging circumstances. 

1.81 0.82 139 

26. I feel overwhelmed by the intensity of the client’s 

problems. 

2.45 1.12 139 

27. I struggle with providing appropriate confrontation 

with the client. 

2.53 1.17 139 

28. It is difficult to use my emotional reactions to the 

client to inform my therapeutic work. 

2.42 1.06 139 

29. I struggle to manage any anger that I experience 

with the client. 

1.94 0.96 139 

30. I struggle with maintaining a professional role with 

the client. 

1.83 0.91 139 

31. I feel unsettled by the level of uncertainty in my 

work with the client. 

2.73 1.13 139 

32. I feel worried that I will disappoint my client. 2.21 1.08 139 

33. I struggle with staying present with the client. 2.20 0.98 139 

34. It is difficult to be authentic with the client. 2.16 1.11 139 

35. I feel stuck in where to go next with the client. 3.27 1.23 139 

36. I feel more responsible for my client’s progress in 

counseling than usual. 

2.42 1.19 139 

37. I struggle with finding the appropriate response to 

the client’s behavior. 

2.89 1.22 139 

38. I feel the need to protect myself when I am in 

session with the client. 

2.14 1.25 139 

39. I struggle to be inviting to the client. 2.35 1.20 139 

40. I feel stressed trying to prepare for different 

situations that may arise with the client. 

2.76 1.25 139 

41. I believe the client rejects my interventions. 3.24 1.22 139 

42. I am worried that I will not be able to find 

something I like about my client. 

1.96 1.00 139 

43. I feel insecure in my ability to help the client. 2.54 1.29 139 

44. I feel a higher level of vulnerability when working 

with the client than usual. 

2.49 1.22 139 

45. I feel confused about what is happening with the 

client. 

2.33 1.13 139 

46. I feel that the client is presenting with issues that 

are outside of my area of expertise. 

2.29 1.11 139 

47. I am preoccupied by the client outside of session 

more often than I like to admit. 

2.14 1.18 139 

48. I feel myself judging the client. 2.69 1.18 139 

49. I feel unsuccessful in my attempts to help the client. 3.16 1.15 139 

50. I struggle to trust what the client is saying. 3.09 1.30 139 
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Table 1 (cont’d) 

51. I doubt my skills when working with the client. 2.58 1.17 139 

52. I doubt the decisions I have made when working 

with the client. 

2.45 1.09 139 

53. I try to regulate my breathing during stressful 

situations that occur in session with the client. 

2.91 1.25 139 

54. I feel uncertain that the client is ready to engage in 

the counseling process. 

3.27 1.32 139 

55. I believe that I am working harder than the client 

during our sessions. 

3.17 1.25 139 

56. I try to remain emotionally distant when engaging 

with the client. 

2.58 1.04 139 

57. I worry that my client and I are not a good match. 2.58 1.17 139 

58. I struggle with developing a real connection with 

the client. 

2.54 1.26 139 

59. The depth of our therapeutic relationship is 

emotionally taxing. 

2.83 1.25 139 

60. I believe I receive consistent pushback from the 

client. 

3.25 1.24 139 
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Table 2 

Item Discrimination and Item Internal Consistency  

Item Corrected 

Item-Total 

Correlation 

Alpha if 

Item 

Deleted 

1. I struggle with maintaining a therapeutic relationship with 

the client. 

0.60 0.96 

2. I notice that I am experiencing tension in my body when 

working with the client. 

0.52 0.96 

3. I am unsure if what I am doing with my client is working. 0.49 0.96 

4. I struggle to relate to the client’s cultural background. 0.22 0.96 

5. I feel frustrated by my client’s behaviors. 0.64 0.96 

6. I believe my client rejects my responses. 0.54 0.96 

7. I am worried that the client does not like me. 0.36 0.96 

8. It is difficult to maintain composure during difficult 

circumstances. 

0.41 0.96 

9. I feel that I have to work harder to form a therapeutic 

relationship with the client. 

0.56 0.96 

10. The client’s story triggers my own personal experiences. 0.26 0.96 

11. I feel pressure to perform effectively with the client. 0.51 0.96 

12. I feel guarded during stressful circumstances with the 

client. 

0.59 0.96 

13. I feel that I must sacrifice my own needs for the needs of 

the client. 

0.34 0.96 

14. It is difficult to empathize with the client. 0.47 0.96 

15. I believe that I have to choose my words carefully when 

responding to the client. 

0.51 0.96 

16. I believe the client tries to violate my boundaries. 0.51 0.96 

17. I fear for the client’s safety. 0.14 0.96 

18. I struggle with managing my own emotions that arise 

when working with the client. 

0.53 0.96 

19. I feel helpless during intense emotional situations with the 

client. 

0.50 0.96 

20. I believe my client tries to upset me. 0.52 0.96 

21. I feel drained by my work with the client. 0.68 0.96 

22. It is difficult to rely on my intuition when working with 

the client. 

0.67 0.96 

23. I believe my client has unrealistic expectations of me. 0.56 0.96 

24. I feel afraid in session with the client. 0.39 0.96 

25. It is difficult for me to react professionally during 

challenging circumstances. 

0.58 0.96 
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Table 2 (cont’d) 

26. I feel overwhelmed by the intensity of the client’s 

problems. 

0.41 0.96 

27. I struggle with providing appropriate confrontation with 

the client. 

0.65 0.96 

28. It is difficult to use my emotional reactions to the client to 

inform my therapeutic work. 

0.58 0.96 

29. I struggle to manage any anger that I experience with the 

client. 

0.54 0.96 

30. I struggle with maintaining a professional role with the 

client. 

0.56 0.96 

31. I feel unsettled by the level of uncertainty in my work 

with the client. 

0.58 0.96 

32. I feel worried that I will disappoint my client. 0.37 0.96 

33. I struggle with staying present with the client. 0.53 0.96 

34. It is difficult to be authentic with the client. 0.63 0.96 

35. I feel stuck in where to go next with the client. 0.58 0.96 

36. I feel more responsible for my client’s progress in 

counseling than usual. 

0.39 0.96 

37. I struggle with finding the appropriate response to the 

client’s behavior. 

0.71 0.96 

38. I feel the need to protect myself when I am in session with 

the client. 

0.48 0.96 

39. I struggle to be inviting to the client. 0.61 0.96 

40. I feel stressed trying to prepare for different situations that 

may arise with the client. 

0.67 0.96 

41. I believe the client rejects my interventions. 0.57 0.96 

42. I am worried that I will not be able to find something I 

like about my client. 

0.55 0.96 

43. I feel insecure in my ability to help the client. 0.65 0.96 

44. I feel a higher level of vulnerability when working with 

the client than usual. 

0.61 0.96 

45. I feel confused about what is happening with the client. 0.63 0.96 

46. I feel that the client is presenting with issues that are 

outside of my area of expertise. 

0.49 0.96 

47. I am preoccupied by the client outside of session more 

often than I like to admit. 

0.41 0.96 

48. I feel myself judging the client. 0.61 0.96 

49. I feel unsuccessful in my attempts to help the client. 0.74 0.96 

50. I struggle to trust what the client is saying. 0.53 0.96 

51. I doubt my skills when working with the client. 0.58 0.96 

52. I doubt the decisions I have made when working with the 

client. 

0.65 0.96 
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Table 2 (cont’d) 

53. I try to regulate my breathing during stressful situations 

that occur in session with the client. 

0.38 0.96 

54. I feel uncertain that the client is ready to engage in the 

counseling process. 

0.54 0.96 

55. I believe that I am working harder than the client during 

our sessions. 

0.60 0.96 

56. I try to remain emotionally distant when engaging with 

the client. 

0.58 0.96 

57. I worry that my client and I are not a good match. 0.58 0.96 

58. I struggle with developing a real connection with the 

client. 

0.58 0.96 

59. The depth of our therapeutic relationship is emotionally 

taxing. 

0.60 0.96 

60. I believe I receive consistent pushback from the client. 0.64 0.96 
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Table 3 

Item Criterion-Related Validity 

Item Ex. Incomp. NWE Deval DPL Stress 

1. I struggle with 

maintaining a therapeutic 

relationship with the 

client. 

0.11 0.23 0.10 0.17 0.09 0.23 

2. I notice that I am 

experiencing tension in my 

body when working with 

the client. 

0.25 0.25 0.07 0.13 0.22 0.29 

3. I am unsure if what I am 

doing with my client is 

working. 

0.06 0.38 0.08 0.11 0.09 0.11 

4. I struggle to relate to the 

client’s cultural 

background. 

0.15 0.19 0.19 -0.02 0.12 0.28 

5. I feel frustrated by my 

client’s behaviors. 
0.10 0.23 0.07 0.11 0.15 0.19 

6. I believe my client 

rejects my responses. 
-0.08 0.12 0.01 0.07 -0.06 0.06 

7. I am worried that the 

client does not like me. 
-0.05 0.21 0.12 -0.03 -0.05 0.10 

8. It is difficult to maintain 

composure during difficult 

circumstances. 

0.14 0.27 0.22 0.15 0.05 0.25 

9. I feel that I have to work 

harder to form a 

therapeutic relationship 

with the client. 

0.11 0.26 0.19 0.08 0.06 0.20 

10. The client’s story 

triggers my own personal 

experiences. 

-0.01 0.03 -0.07 0.05 0.05 0.06 

11. I feel pressure to 

perform effectively with 

the client. 

0.22 0.42 0.10 0.13 0.28 0.21 

12. I feel guarded during 

stressful circumstances 

with the client. 

0.21 0.30 0.13 0.05 0.22 0.14 

13. I feel that I must 

sacrifice my own needs for 

the needs of the client. 

0.12 0.23 0.06 0.07 0.17 0.04 
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Table 3 (cont’d) 

14. It is difficult to 

empathize with the client. 
0.05 0.23 0.10 0.20 0.02 0.23 

15. I believe that I have to 

choose my words carefully 

when responding to the 

client. 

0.11 0.16 0.05 0.05 0.01 0.22 

16. I believe the client tries 

to violate my boundaries. 
0.17 0.14 0.14 0.11 0.15 0.14 

17. I fear for the client’s 

safety. 
0.18 0.06 0.17 0.03 0.16 0.03 

18. I struggle with 

managing my own 

emotions that arise when 

working with the client. 

0.21 0.21 0.06 0.16 0.15 0.15 

19. I feel helpless during 

intense emotional 

situations with the client. 

0.25 0.24 0.15 0.07 0.20 0.28 

20. I believe my client tries 

to upset me. 
0.05 0.19 0.16 0.06 0.03 0.07 

21. I feel drained by my 

work with the client. 
0.36 0.31 0.16 0.25 0.26 0.34 

22. It is difficult to rely on 

my intuition when working 

with the client. 

0.14 0.34 0.17 0.15 0.11 0.21 

23. I believe my client has 

unrealistic expectations of 

me. 

0.18 0.16 0.15 0.17 0.14 0.18 

24. I feel afraid in session 

with the client. 
0.04 0.13 0.10 0.04 0.09 0.12 

25. It is difficult for me to 

react professionally during 

challenging circumstances. 

0.14 0.32 0.16 0.07 0.12 0.17 

26. I feel overwhelmed by 

the intensity of the client’s 

problems. 

0.34 0.26 0.16 0.02 0.24 0.28 

27. I struggle with 

providing appropriate 

confrontation with the 

client. 

0.21 0.48 0.16 0.13 0.19 0.35 
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Table 3 (cont’d) 

28. It is difficult to use my 

emotional reactions to the 

client to inform my 

therapeutic work. 

0.12 0.26 -0.01 0.07 0.13 0.20 

29. I struggle to manage 

any anger that I experience 

with the client. 

0.16 0.14 0.12 0.17 0.08 0.21 

30. I struggle with 

maintaining a professional 

role with the client. 

0.15 0.26 0.11 0.12 0.12 0.24 

31. I feel unsettled by the 

level of uncertainty in my 

work with the client. 

0.23 0.41 0.10 0.06 0.25 0.22 

32. I feel worried that I 

will disappoint my client. 
0.11 0.38 0.04 0.08 0.10 0.14 

33. I struggle with staying 

present with the client. 
0.07 0.30 0.05 0.12 0.14 0.15 

34. It is difficult to be 

authentic with the client. 
0.12 0.26 0.11 0.07 0.08 0.21 

35. I feel stuck in where to 

go next with the client. 
0.26 0.50 0.21 0.17 0.18 0.22 

36. I feel more responsible 

for my client’s progress in 

counseling than usual. 

0.24 0.37 0.10 0.07 0.29 0.13 

37. I struggle with finding 

the appropriate response to 

the client’s behavior. 

0.18 0.40 0.14 0.20 0.19 0.22 

38. I feel the need to 

protect myself when I am 

in session with the client. 

0.07 0.16 0.17 0.00 0.12 0.07 

39. I struggle to be inviting 

to the client. 
0.21 0.24 0.21 0.21 0.16 0.24 

40. I feel stressed trying to 

prepare for different 

situations that may arise 

with the client. 

0.32 0.28 0.22 0.08 0.28 0.26 

41. I believe the client 

rejects my interventions. 
-0.09 0.17 0.15 0.03 -0.02 0.03 

42. I am worried that I will 

not be able to find 

something I like about my 

client. 

-0.04 0.13 0.07 0.16 -0.05 0.12 
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Table 3 (cont’d) 

43. I feel insecure in my 

ability to help the client. 
0.24 0.57 0.15 0.19 0.23 0.26 

44. I feel a higher level of 

vulnerability when 

working with the client 

than usual. 

0.28 0.38 0.10 0.12 0.21 0.25 

45. I feel confused about 

what is happening with the 

client. 

0.21 0.44 0.24 0.19 0.17 0.27 

46. I feel that the client is 

presenting with issues that 

are outside of my area of 

expertise. 

0.25 0.30 0.17 0.15 0.12 0.25 

47. I am preoccupied by 

the client outside of 

session more often than I 

like to admit. 

0.28 0.25 0.16 0.20 0.35 0.15 

48. I feel myself judging 

the client. 
0.06 0.29 0.08 0.30 0.09 0.22 

49. I feel unsuccessful in 

my attempts to help the 

client. 

0.19 0.51 0.22 0.23 0.20 0.32 

50. I struggle to trust what 

the client is saying. 
0.17 0.20 0.24 0.16 0.26 0.24 

51. I doubt my skills when 

working with the client. 
0.31 0.57 0.23 0.19 0.30 0.37 

52. I doubt the decisions I 

have made when working 

with the client. 

0.33 0.59 0.28 0.18 0.32 0.33 

53. I try to regulate my 

breathing during stressful 

situations that occur in 

session with the client. 

0.12 0.14 0.06 0.17 0.13 0.18 

54. I feel uncertain that the 

client is ready to engage in 

the counseling process. 

0.05 0.27 0.18 0.15 0.02 0.12 

55. I believe that I am 

working harder than the 

client during our sessions. 

0.22 0.44 0.15 0.21 0.24 0.20 

56. I try to remain 

emotionally distant when 

engaging with the client. 

0.24 0.23 0.19 0.35 0.18 0.23 
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Table 3 (cont’d) 

57. I worry that my client 

and I are not a good match. 
0.10 0.27 0.09 0.11 0.02 0.18 

58. I struggle with 

developing a real 

connection with the client. 

0.12 0.33 0.21 0.12 0.08 0.22 

59. The depth of our 

therapeutic relationship is 

emotionally taxing. 

0.42 0.31 0.30 0.20 0.37 0.33 

60. I believe I receive 

consistent pushback from 

the client. 

0.03 0.25 0.16 0.05 0.03 0.11 

Note. Ex.=Exhaustion; Incomp.=Incompetence; NWE=Negative Work Environment 

Deval=Devaluing the Client; DPL=Deterioration in Personal Life; Stress=Perceived 

Stress 

 

All items that were flagged according to the various aspects of initial item 

analysis were compared. In total, 17 items were flagged for item endorsement, variability, 

item discrimination, item internal consistency, and or item criterion-related validity. 

Seven items were flagged in at least two item analysis areas. After examining the content 

of the items in addition to the empirical data, these items were screened out and removed 

from the ISS-C. Ten items remained that were flagged in at least one area. Upon 

examining the content of these items, 5 of these items were also removed for little 

criterion-related validity with both perceived stress and the five dimensions of burnout. In 

summary, 12 items were removed and 5 items were flagged for future analyses.  

Current Study 

 The items for the ISS-C were modified based results from the pilot study. The 

current study used the modified items to complete the third phase of investigation, Item 

Testing, and begin the process of the fourth phase of investigation, Psychometric 

Evaluation. The following sections describe the methodology used in these phases of 

instrument development. 



 

 

121 

Participants 

 The population of interest in this study was professional counselors in the United 

States. For the purpose of this study, professional counselors were defined as Licensed 

Professional Counselors (LPCs), Licensed Professional Counselor Supervisors (LPC-Ss), 

and Licensed Professional Counselor Associates (LPCAs), or professional counselors 

who possess state equivalent credentials. Due to issues with license portability, licensing 

practices for professional counselors vary by criteria and title state-to-state (NBCC, 

2017). For example, depending on the state, a professional counselor who possesses a 

state-issued, independent practicing license may be referred to as a Licensed Professional 

Counselor, Licensed Clinical Professional Counselor, Licensed Professional Clinical 

Counselor, Licensed Mental Health Counselor, among others. Additionally, 

independently licensed counselors may be required to complete 3,000 hours of 

professional counseling practice, 3,500 hours of professional counseling practice, 1,000 

plus additional graduate coursework, among other variations (NBCC, 2017). 

Consequently, the current study included professional counselors who held provisional or 

independent professional counseling practice licenses in their state. 

Many states have licensing credentials that are similar to North Carolina. 

Therefore, the criteria for LPCAs, LPCs, and LPC-Ss is further described. In North 

Carolina, an LPCA is defined as “a person engaged in the supervised practice of 

counseling who holds a license as a licensed professional counselor associate issued 

under the provisions of the LPC Act.” (NCBLPC, n.d.). LPCAs must provide counseling 

under the supervision of a board approved clinical supervisor. For LPCAs, supervised 

professional practice involves: (a) at least 2,000 of direct counseling experience, (b) 
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3,000 hours of indirect counseling experience, (c) no more than 40 hours per week, (d) 

receiving a minimum of 1 hour of individual or 2 hours of group clinical supervision per 

40 hours of supervised professional counseling practice. LPCAs must receive at least 100 

hours of clinical supervision, with 75 of those hours involving individual supervision. 

Upon completion of the national exam for counseling, Jurisprudence exam, and 

supervised clinical hours, LPCAs can apply for their independent practice license, LPC. 

LPCs are defined as independently licensed individuals in the counseling profession who: 

(a) have a Master’s degree in counseling or a related field from an accredited counseling 

program, (b) have completed at least 3,000 hours of professional counseling practice 

under the supervision of a qualified supervisor, where 2,000 of those hours are direct 

counseling experience, and (c) have passed one of the national exam for counseling (i.e., 

National Counselor Exam, National Clinical Mental Health Counseling Exam, Certified 

Rehabilitation Counselor Exam), in addition to the Jurisprudence exam. Additionally, an 

LPC-S in North Carolina is defined as “a person engaged in the practice of counseling 

who holds a license as a licensed professional counselor and is approved by the board to 

provide clinical supervision to LPCAs” (NCBLPC, n.d.). To achieve the title of LPC-S in 

North Carolina, LPC-Ss must: (a) meet the educational requirements of Clinical 

Supervision Training, (b) have at least five years full-time licensed professional 

counseling experience with 2,500 direct client contact hours or at least 8 years part-time 

licensed professional counseling experience with 2,500 direct client hours, and (c) be a 

licensed mental health professional in the state (NCBLPC, n.d). 

In addition to possessing a restricted or independent, state-practicing license, 

professional counselors included in this study were graduates from Council for 
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Accreditation of Counseling and Related Educational Programs (CACREP)-Accredited 

counseling programs or equivalent programs in the United States. Despite varying state 

licensing procedures, graduates from CACREP-Accredited counseling or equivalent 

programs have met nationally recognized standards of counselor training to practice as a 

professional counselor. These standards “require that graduates demonstrate both 

knowledge and skill across the curriculum as professional dispositions” (CACREP, 2016, 

n. p.). Therefore, to ensure that participants have met the nationally recognized, minimal 

professional standards for counselor training, participants in this study were restricted to 

graduates of CACREP-Accredited counseling or equivalent programs.  

Five thousand five hundred participants randomly selected from 13 state licensing 

and credentialing lists of professional counselors available for public use were invited to 

participate in the study via email. Of the 5,500 emails that were used to invite to 

participation in the study, 404 emails bounced back as undeliverable or duplicate emails. 

In total, 1021 participants completed the survey, with a response rate of 20.04% based on 

the successfully delivered emails. Since it is difficult to calculate a true response using 

online data collection procedures (Granello & Wheaton, 2004), a completion rate was 

also calculated using the survey platform Qualtrics to illustrate the number of participants 

who completed the survey in comparison to the number of participants who received the 

email and clicked on the survey link. According to the Qualtrics distribution report, 1879 

of participants received the invitation email and clicked on the anonymous survey link, 

resulting in a completion rate of 54.34%.  

Of the 1,021 participants who completed the survey, 122 participants were 

excluded from the analysis due to failure to meet the inclusion criteria. For example, 
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these participants identified as social workers or psychologists, did not possess state 

licensing credentials as professional counselors, or were not graduates of CACREP or 

equivalent degree programs. Upon excluding these participants from the analyses, 899 

participants remained, which were then split into two samples using a random split-

sample validation strategy (Reitermanová, 2010). Schwab (1980) recommended at least 

10 participants are needed per item for sufficient power when conducting exploratory 

factor analyses, resulting in a minimum of 480 participants needed for Sample 1 in this 

study. Likewise, Kline (2016) suggested that sample size for confirmatory factor analyses 

should be determined based on the complexity of the model or the ratio of observations 

per parameter. Kline recommended following a minimum of a 10:1 ratio between 

observations and parameters for confirmatory factor analyses. Based on these 

suggestions, the sample was randomly split to generate two sufficient sample sizes for 

exploratory and confirmatory factor analyses. 

Sample 1. Sample 1 was used to conduct an exploratory factor analysis to reduce 

the number of items and to explore hypotheses of the latent processes. Sample 1 

consisted of 493 professional counselors. Of the 493 professional counselors, 78.3% 

identified as White/European American (n = 386), 7.1% identified as Black/African 

American (n = 35), 9.5% identified as Latino/Hispanic (n = 47), 0.4% identified as Asian 

American/Pacific Islander (n = 2), 0.8% identified as Biracial (n = 4), 1.0% identified as 

Multiracial (n = 5), 2.4% identified as other (n = 12), and 0.4% declined to respond (n = 

2). Most participants identified as female (n = 385; 78.1%), while 20.7% identified as 

male (n = 102) and 0.2% identified as transgender (n = 1). The participants reported a 

variety of age ranges, including: 20-29 (n = 37; 7.5%), 30-39 (n = 111; 22.5%), 40-49 (n 
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= 119; 24.1%), 50-59 (n = 106; 21.5%), 60-69 (n = 92; 18.7%), 70-79 (n = 21; 4.3%), 80-

89 (n = 1; 0.2%). Six participants declined to report their age range (1.2%). Of the 493 

participants, 56.80% reported being licensed to practice in the South (n = 280), 20.1% 

reported being licensed to practice in the Midwest (n = 99), 13.4% reported being 

licensed to practice in the West (n = 66), and 9.7% reported being licensed to practice in 

the Northeast (n = 48). 

All participants who were included in the sample reported graduating from a 

CACREP Accredited or equivalent Master’s program (n = 493). Four hundred and 

sixteen participants reported their highest degree obtained Master’s degree (84.4%), 56 

reported their highest degree was a doctorate (11.4%), and 21 reported their highest 

degree was a specialist degree (4.3%). Three hundred and twenty four participants 

reported state equivalent credentials as LPC (65.7%), 85 reported state equivalent 

credentials as LPCA (17.2%), and 84 reported state equivalent credentials as LPC-S 

(17.0%). Approximately 41.2% were board approved to provide clinical supervision in 

their state (n = 203), while 54.8% were not board approved to provide clinical 

supervision in their state (n = 270), 3.4% described their board approval to provide 

clinical supervision as other (n = 17), and 0.6% declined to respond (n = 3).  Most 

participants described their primary professional identity as mental health counselors (n = 

403; 81.7%). Other professional identities reported included: 4.3% as an addition 

counselor (n = 21), 3.0% as a school counselor (n = 15), 0.2% as a career counselor (n = 

1), 0.8% as a clinical rehabilitation counselor (n = 4), 2.4% as a marriage/couples/family 

counselor (n = 12), 0.8% as a college counselor/student affairs (n = 4), 0.4% as a play 

therapist (n = 2), 0.2% as a counselor educator (n = 1), and 5.89% as other (n = 29), and 
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0.2% declined to describe their primary professional identity (n = 1). Additionally, 41.6% 

of participants described their primary work setting as a private practice (n = 205), 5.5% 

reported their work setting as a hospital (n = 27), 27.2% participants reported their work 

setting as an agency (n = 134), 2.0% participants reported their work setting as a college 

counseling center (n = 10), 5.3% participants reported their work setting as a school (K-

12; n = 26), 3.4% participants reported their work setting as a jail/correctional facility (n 

= 17), 1.2% participants reported their work setting as an employee assistance program (n 

= 6), 13.6% participants reported their work setting as other (n = 67), and 0.2% declined 

to report their primary work setting as a professional counseling (n = 1). Participants 

described a variety of primary theoretical orientations, including Cognitive Behavior 

Therapy (n = 87; 17.6%), Existentialism (n = 3; 0.6%), Person/Client-Centered (n = 28; 

5.7%), Solution Focused Brief Therapy (n = 9; 1.8%), Behavior Therapy (n = 3, 0.6%), 

Systems Approaches (n = 9, 1.8%), Gestalt (n = 4; 0.8), Psychodynamic (n = 4, 0.8%), 

Psychoanalytic (n = 1; 0.2), Adlerian (n = 4; 0.8%), Choice/Reality Therapy (n = 2, 

0.4%), Third Wave Cognitive Behavioral Approaches (n = 6; 1.45%), Attachment (n = 1; 

0.2%), Transtheoretical (n = 2; 0.4%), Trauma Focused/Trauma Informed Approaches (n 

= 9; 1.8%), and Other (n = 12; 2.4%). Most professional counselors described their 

primary theoretical orientation as integrative (n = 162; 32.9%) or eclectic (n = 61; 

12.4%). Nine professional counselors reported using a common factors approach or 

described their counseling approach as atheoretical (1.4%), and 79 professional 

counselors declined to report their primary theoretical orientation (16.0%).  

The participants ranged in years of experience as a professional counseling, 

including: less than one year (n = 12; 2.4%), 1-5 (n = 136; 27.6%), 6-10 (n = 106; 
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21.5%), 11-15 (n = 72; 14.6%), 16-20 (n = 51; 10.3%), 21-25 (n = 52; 10.5%), over 26 

years of experience (n = 59; 12.0%), and other (n = 2; 0.4%). Three professional 

counselors declined to report their years of experience (0.6%). When asked to describe 

their typical work week, 5.9% reported working 0-5 hours per week as a professional 

counselor (n = 29), 5.9% reported working 6-10 hours per week (n = 29), 6.9% reported 

working 11-15 hours per week (n = 34), 7.7% reported working 16-20 hours per week (n 

= 38), 6.5% reported working 21-25 hours per week (n = 32), 9.7% reported working 26-

30 hours per week (n = 48), 6.5% reported working 31-35 hours per week (n = 32), 

27.2% reported working 36-40 hours per week (n = 134), 14.4% reported working 41-45 

hours per week (n = 71), 6.3% reported working 46-50 hours per week (n = 31), 0.4% 

reported working 51-55 hours per week (n = 2), 1.0% reported working 56-60 hours per 

week (n = 5), 0.2% reported working over 61 hours per week (n = 1), 0.8% reported other 

(n = 4), and 0.6% declined to respond (n = 3). When asked to report the approximate 

number of hours per week that they provided direct individual or group counseling 

services, participants ranged in their number of direct clinical counseling hours in a given 

week, including: 0-5 (n = 62; 12.6%), 6-10 (n = 51; 10.3%), 11-15 (n = 55; 11.2%), 16-

20 (n = 97; 19.7%), 21-25 (n = 82; 16.6%), 26-30 (n = 63; 12.8%), 31-35 (n = 31; 6.3%), 

36-40 (n = 20; 4.1%), over 41 clinical hours for a typical work week (n = 11; 2.2%), and 

other (n = 2; 0.4%). Nineteen professional counselors declined to report their number of 

direct clinical counseling hours in an average week (3.9%). 

Most participants reported currently having an active caseload of clients (n = 433; 

87.8%), with some participants reporting no active caseload (n = 53; 10.8%) and some 

participants declining to respond (n = 7, 1.4%). For those who reported currently having 
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active caseloads of clients, their caseloads ranged from 1-5 clients (n = 45, 9.1%), 6-10 

clients (n = 64, 13.0%), 11-15 clients (n = 47, 9.5%), 16-20 clients (n = 53, 10.8%), 21-

25 clients (n = 46, 9.3%), 26-30 clients (n = 48, 9.7%), 31-35 clients (n = 25, 5.1%), 36-

40 clients (n = 28, 5.7%), and over 41 clients (n = 85, 17.2%). Three professional 

counselors declined to report the number of clients currently on their caseload (0.6%). 

When asked to select all of the diagnostic categories that described the clients’ presenting 

concerns, 78.5% counselors with active caseloads reported having clients presenting with 

mood disorders (n = 387), 84.8% reported anxiety disorders (n = 418), 44.8% reported 

substance-related and addictive disorders (n = 221), 33.9% reported personality disorders 

(n = 167), 11.4% reported eating disorders (n = 56), 19.5% reported psychotic disorders 

(n = 96), 61.3% reported adjustment disorders (n = 317), 80.5% reported trauma and 

stress-related disorders (n = 397), 33.9% reported comorbid disorders (n = 167), and 

12.2% reported other (n = 60). 

When asked to describe the frequency in which they experience stress due to their 

interactions with their client(s), 2.6% of professional counselors reported never or almost 

never (n = 13), 29.8%% of professional counselors reported rarely (n = 147), 56.4% of 

professional counselors reported sometimes (n = 278), 10.3% of professional counselors 

reported often (n = 51), and 0.8% of professional counselors reported always or almost 

always (n = 4). Most participants reported that suicidality/self-harm (n = 205; 41.6%), 

client readiness/ambivalence (n = 203; 41.2%), and unrealistic expectations (n = 166; 

33.7%) contributed to the most stress for them. Other client behaviors that contributed to 

stress for the participants included: cultural issues (n = 15; 3.0%), aggression/violence, (n 

= 116; 23.5%), anger (n = 67; 13.6%), boundary issues (n = 120; 24.3%), 
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meanness/rudeness (n = 102; 20.7%), tardiness/no-showing (n = 121; 24.5%), and other 

(n = 40; 8.1%). A summary of the demographics for Sample 1 is listed in Table 4.  

Sample 2. Sample 2 was used to conduct a confirmatory factor analysis to 

confirm the hypothesized factor structure generated by the exploratory factor analysis. 

Sample 2 consisted of 406 professional counselors. Of the 406 professional counselors, 

79.3% identified as White/European American (n = 322), 7.4% identified as 

Black/African American (n = 30), 5.2% identified as Latino/Hispanic (n = 21), 1.5% 

identified as Asian American/Pacific Islander (n = 6), 1.2% identified as Biracial (n = 5), 

1.7% identified as Multiracial (n = 7), 2.2% identified as other (n = 9), and 0.5% 

declined to respond (n = 2). Most participants identified as female (n = 328; 80.8%), 

while 17.5% identified as male (n = 102), 0.5% identified as transgender (n = 2), and 

0.7% declined to respond (n = 3). The participants reported a variety of age ranges, 

including: 20-29 (n = 33; 8.1%), 30-39 (n = 109; 26.8%), 40-49 (n = 94; 23.2%), 50-59 

(n = 84; 20.7%), 60-69 (n = 65; 16.0%), and 70-79 (n = 18; 4.4%). Three participants 

declined to report their age range (0.7%). Of the 493 participants, 53.70% reported being 

licensed to practice in the South (n = 218), 22.9% reported being licensed to practice in 

the Midwest (n = 93), 10.6% reported being licensed to practice in the West (n = 43), 

and 12.8% reported being licensed to practice in the Northeast (n = 52). 

All participants who were included in the sample reported graduating from a 

CACREP Accredited or equivalent Master’s program (n = 406). Three hundred and fifty-

nine reported their highest degree obtained Master’s degree (88.4%), 27 reported their 

highest degree was a doctorate (6.7%), 18 reported their highest degree was a specialist 

degree (4.4%), and 1 declined to respond (0.2%). Two hundred and sixty seven 
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participants reported state equivalent credentials as LPC (65.8%), 71 reported state 

equivalent credentials as LPCA (17.5%), and 68 reported state equivalent credentials as 

LPC-S (16.7%). Approximately 44.1% were board approved to provide clinical 

supervision in their state (n = 173), while 51.0% were not board approved to provide 

clinical supervision in their state (n = 207), 3.2% described their board approval to 

provide clinical supervision as other (n = 13), and 1.7% declined to respond (n = 7).  

Most participants described their primary professional identity as mental health 

counselors (n = 343; 84.5%). Other professional identities reported included: 3.0% as an 

addition counselor (n = 12), 0.2% as a school counselor (n = 1), 0.2% as a career 

counselor (n = 1), 1.0% as a clinical rehabilitation counselor (n = 4), 2.2% as a 

marriage/couples/family counselor (n = 9), 1.2% as a college counselor/student affairs (n 

= 5), 1.0% as a play therapist (n = 4), 6.4% as other (n = 26), and 0.2% declined to 

describe their primary professional identity (n = 1). Additionally, 37.7% of participants 

described their primary work setting as a private practice (n = 153), 5.7% reported their 

work setting as a hospital (n = 23), 26.8% participants reported their work setting as an 

agency (n = 109), 3.7% participants reported their work setting as a college counseling 

center (n = 15), 5.9% participants reported their work setting as a school (K-12; n = 24), 

2.5% participants reported their work setting as a jail/correctional facility (n = 10), 1.2% 

participants reported their work setting as an employee assistance program (n = 5), and 

16.5% participants reported their work setting as other (n = 67).  Participants described a 

variety of primary theoretical orientations, including Cognitive Behavior Therapy (n = 

70; 17.2%), Existentialism (n = 4; 1.0%), Person/Client-Centered (n = 21; 5.2%), 

Solution Focused Brief Therapy (n = 6; 1.5%), Behavior Therapy (n = 4, 1.0%), Systems 
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Approaches (n = 5, 1.2%), Psychodynamic (n = 7, 1.7%), Psychoanalytic (n = 5; 1.2%), 

Adlerian (n = 3; 0.7%), Choice/Reality Therapy (n = 2, 0.5%), Third Wave Cognitive 

Behavioral Approaches (n = 6; 1.4%), Attachment (n = 1; 0.2%), Trauma 

Focused/Trauma Informed Approaches (n = 8; 2.0%), AIP/EMDR (n = 2, 0.5%), Insight-

Oriented (n = 1, 0.2%), Emotion-Focused (n = 2; 0.5% and Other (n = 11; 2.7%). Most 

professional counselors described their primary theoretical orientation as integrative (n = 

137; 33.7%) or eclectic (n = 40; 9.9%). One professional counselor described their 

counseling approach as atheoretical (0.2%), and 70 professional counselors declined to 

report their primary theoretical orientation (17.2%).  

The participants ranged in years of experience as a professional counseling, 

including: less than one year (n = 5; 1.2%), 1-5 (n = 128; 31.5%), 6-10 (n = 90; 22.2%), 

11-15 (n = 51; 12.6%), 16-20 (n = 52; 12.8%), 21-25 (n = 31; 7.6%), over 26 years of 

experience (n = 47; 11.6%). Two professional counselors declined to report their years of 

experience (0.5%). When asked to describe their typical work week, 7.4% reported 

working 0-5 hours per week as a professional counselor (n = 30), 5.2% reported working 

6-10 hours per week (n = 21), 4.2% reported working 11-15 hours per week (n = 17), 

7.1% reported working 16-20 hours per week (n = 17), 3.4% reported working 21-25 

hours per week (n = 14), 8.9% reported working 26-30 hours per week (n = 36), 6.9% 

reported working 31-35 hours per week (n = 28), 34.2% reported working 36-40 hours 

per week (n = 139), 12.6% reported working 41-45 hours per week (n = 51), 5.9% 

reported working 46-50 hours per week (n = 24), 0.5% reported working 51-55 hours per 

week (n = 2), 0.7% reported working 56-60 hours per week (n = 3), 1.2% reported 

working over 61 hours per week (n = 5), 0.2% reported other (n = 1), and 1.5% declined 
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to respond (n = 6). When asked to report the approximate number of hours per week that 

they provided direct individual or group counseling services, participants ranged in their 

number of direct clinical counseling hours in a given week, including: 0-5 (n = 54; 

13.3%), 6-10 (n = 44; 10.8%), 11-15 (n = 41; 10.1%), 16-20 (n = 70; 17.2%), 21-25 (n = 

61; 15.0%), 26-30 (n = 53; 13.1%), 31-35 (n = 36; 8.9%), 36-40 (n = 17; 4.2%), over 41 

clinical hours for a typical work week (n = 8; 2.0%), and other (n = 1; 0.2%). Twenty-

one professional counselors declined to report their number of direct clinical counseling 

hours in an average week (5.2%). 

Most participants reported currently having an active caseload of clients (n = 339; 

83.5%), with some participants reporting no active caseload (n = 62; 15.3%) and some 

participants declining to respond (n = 5, 1.2%). For those who reported currently having 

active caseloads of clients, their caseloads ranged from 1-5 clients (n = 52, 12.8%), 6-10 

clients (n = 38, 9.4%), 11-15 clients (n = 34, 8.4%), 16-20 clients (n = 38, 9.4%), 21-25 

clients (n = 36, 8.9%), 26-30 clients (n = 29, 7.1%), 31-35 clients (n = 28, 6.9%), 36-40 

clients (n = 31, 7.6%), and over 41 clients (n = 65, 16.0%). Three professional 

counselors declined to report the number of clients currently on their caseload (0.7%). 

When asked to select all of the diagnostic categories that described the clients’ presenting 

concerns, 77.6% counselors with active caseloads reported having clients presenting with 

mood disorders (n = 315), 80.5% reported anxiety disorders (n = 327), 41.6% reported 

substance-related and addictive disorders (n = 169), 33.5% reported personality disorders 

(n = 136), 13.5% reported eating disorders (n = 55), 20.0% reported psychotic disorders 

(n = 81), 61.8% reported adjustment disorders (n = 251), 77.6% reported trauma and 
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stress-related disorders (n = 315), 30.3% reported comorbid disorders (n = 123), and 

13.1% reported other (n = 53). 

When asked to describe the frequency that they experience stress due to their 

interactions with their client(s), 4.4% of professional counselors reported never or almost 

never (n = 18), 30.0% of professional counselors reported rarely (n = 122), 54.2% of 

professional counselors reported sometimes (n = 220), 10.1% of professional counselors 

reported often (n = 41), and 1.0% of professional counselors reported always or almost 

always (n = 4). Most participants reported that suicidality/self-harm (n = 249; 61.3%), 

client readiness/ambivalence (n = 157; 38.7%), and unrealistic expectations (n = 115; 

28.3%) contributed to the most stress for them. Other client behaviors that contributed to 

stress for the participants included: cultural issues (n = 21; 5.2%), aggression/violence, (n 

= 92; 22.7%), anger (n = 42; 10.3%), boundary issues (n = 101; 24.9%), 

meanness/rudeness (n = 76; 18.7%), tardiness/no-showing (n = 109; 26.8%), and other (n 

= 35; 8.6%). A summary of the demographics for Sample 2 is listed in Table 4. 

Test-Retest Subsample. After completing the survey, all participants had the 

option to enter their email address if they were willing to be contacted to complete the 

test-retest (referred to as a follow-up survey to participants) approximately two weeks 

after their initial participation. Seven hundred and forty four participants submitted their 

emails and willingness to be contacted, and two hundred and sixty eight of these 

participants completed the survey approximately two weeks later. The response rate for 

the test-retest was 36%. Of the 268 individuals who completed the survey, eighty-one 

participants were excluded from the analysis due to failure to meet the inclusion criteria. 

Polit (2014) suggested that attrition can be negatively affect reliability estimates in 
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retests, suggesting that sample sizes near 200 are needed for reliable estimates. Therefore, 

187 seemed to be appropriate to conduct the analyses, although the attrition rate was 

significant. 

 The test-retest subsample completed the same demographic form used in the 

previous administration, and the sample consisted of 187 participants. Of the 187 

professional counselors, 85.0% identified as White/European American (n = 159), 4.8% 

identified as Black/African American (n = 9), 5.9% identified as Latino/Hispanic (n = 

11), 0.5% identified as Biracial (n = 1), 1.1% identified as Multiracial (n = 2), and 2.1% 

identified as other (n = 4). Most participants identified as female (n = 146; 78.1%), while 

20.3% identified as male (n = 38), 0.5% identified as transgender (n = 1), and 1.1% 

declined to respond (n = 2). The participants reported a variety of age ranges, including: 

20-29 (n = 11; 5.9%), 30-39 (n = 47; 25.1%), 40-49 (n = 52; 27.8%), 50-59 (n = 39; 

20.0%), 60-69 (n = 22; 11.8%), and 70-79 (n = 12; 6.4%). Four participants declined to 

report their age range (2.1%). Of the 187 participants, 50.3% reported being licensed to 

practice in the South (n = 94), 25.1% reported being licensed to practice in the Midwest 

(n = 47), 15.5% reported being licensed to practice in the West (n = 29), and 9.1% 

reported being licensed to practice in the Northeast (n = 17). 

All participants who were included in the sample reported graduating from a 

CACREP Accredited or equivalent Master’s program (n = 187). One hundred and sixty-

three reported their highest degree obtained Master’s degree (87.2%), 17 reported their 

highest degree was a doctorate (9.1%), and 7 reported their highest degree was a 

specialist degree (3.7%). One hundred and twelve reported state equivalent credentials as 

LPC (59.9%), thirty reported state equivalent credentials as LPCA (16.0%), and 45 
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reported state equivalent credentials as LPC-S (24.1%). Approximately 44.4% were 

board approved to provide clinical supervision in their state (n = 83), while 49.2% were 

not board approved to provide clinical supervision in their state (n = 92), 5.9% described 

their board approval to provide clinical supervision as other (n = 11), and 0.5% declined 

to respond (n = 1). Most participants described their primary professional identity as 

mental health counselors (n = 158; 84.5%). Other professional identities reported 

included: 3.2% as an addition counselor (n = 6), 0.5% as a school counselor (n = 1), 

1.1% as a clinical rehabilitation counselor (n = 2), 2.7% as a marriage/couples/family 

counselor (n = 5), 1.1% as a college counselor/student affairs (n = 2), 0.5% as a play 

therapist (n = 1), 5.9% as other (n = 11), and 0.5% declined to describe their primary 

professional identity (n = 1). Additionally, 36.9% of participants described their primary 

work setting as a private practice (n = 69), 7.5% reported their work setting as a hospital 

(n = 14), 25.7% participants reported their work setting as an agency (n = 48), 4.3% 

participants reported their work setting as a college counseling center (n = 8), 4.3% 

participants reported their work setting as a school (K-12; n = 8), 3.2% participants 

reported their work setting as a jail/correctional facility (n = 6), and 18.2% participants 

reported their work setting as other (n = 34). Participants described a variety of primary 

theoretical orientations, including Cognitive Behavior Therapy (n = 34; 17.1%), 

Existentialism (n = 1; 0.5%), Person/Client-Centered (n = 8; 4.3%), Solution Focused 

Brief Therapy (n = 1; 0.5%), Behavior Therapy (n = 2, 1.1%), Systems Approaches (n = 

3, 1.6%), Psychodynamic (n = 3, 1.6%), Psychoanalytic (n = 2; 1.1%), Adlerian (n = 3; 

1.6%), Choice/Reality Therapy (n = 1, 0.5%), Third Wave Cognitive Behavioral 

Approaches (n = 3; 1.6%), Trauma Focused/Trauma Informed Approaches (n = 2; 
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1.1%), AIP/EMDR (n = 1, 0.5%), Insight-Oriented (n = 1, 0.5%), Transtheoretical (n = 

1, 0.5%), and Other (n = 4; 2.1%). Most professional counselors described their primary 

theoretical orientation as integrative (n = 64; 34.2%) or eclectic (n = 27; 14.4%). Two 

professional counselor described their counseling approach as atheoretical (1.1%), and 25 

professional counselors declined to report their primary theoretical orientation (13.4%).  

The participants ranged in years of experience as a professional counseling, 

including: less than one year (n = 3; 1.6%), 1-5 (n = 56; 29.9%), 6-10 (n = 48; 25.7%), 

11-15 (n = 13.9%), 16-20 (n = 15; 8.0%), 21-25 (n = 15, 8.0%), over 26 years of 

experience (n = 24; 12.8%). When asked to describe their typical work week, 7.5% 

reported working 0-5 hours per week as a professional counselor (n = 14), 4.8% reported 

working 6-10 hours per week (n = 9), 4.8% reported working 11-15 hours per week (n = 

9), 4.8% reported working 16-20 hours per week (n = 9), 3.7% reported working 21-25 

hours per week (n = 7), 7.0% reported working 26-30 hours per week (n = 13), 7.0% 

reported working 31-35 hours per week (n = 13), 36.4% reported working 36-40 hours 

per week (n = 68), 12.8% reported working 41-45 hours per week (n = 24), 4.3% 

reported working 46-50 hours per week (n = 8), 2.1% reported working 51-55 hours per 

week (n = 4), 0.5% reported working 56-60 hours per week (n = 1), 2.1% reported 

working over 61 hours per week (n = 4), 1.1% reported other (n = 2), and 1.1% declined 

to respond (n = 2). When asked to report the approximate number of hours per week that 

they provided direct individual or group counseling services, participants ranged in their 

number of direct clinical counseling hours in a given week, including: 0-5 (n = 22; 

11.8%), 6-10 (n = 19; 10.2%), 11-15 (n = 20; 10.7%), 16-20 (n = 33; 17.6%), 21-25 (n = 

33; 17.6%), 26-30 (n = 27; 14.4%), 31-35 (n = 13; 7.0%), 36-40 (n = 10; 5.3%), over 41 
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clinical hours for a typical work week (n = 2; 1.1%), and other (n = 2; 1.1%). Six 

professional counselors declined to report their number of direct clinical counseling hours 

in an average week (3.2%). 

Most participants reported currently having an active caseload of clients (n = 168; 

89.8%), with some participants reporting no active caseload (n = 18; 9.6%) and one 

participant declining to respond (0.5%). For those who reported currently having active 

caseloads of clients, their caseloads ranged from 1-5 clients (n = 21, 11.2%), 6-10 clients 

(n = 19; 10.2%), 11-15 clients (n = 17; 9.1%), 16-20 clients (n = 21; 11.2%), 21-25 

clients (n = 13; 7.0%), 26-30 clients (n = 18; 9.6%), 31-35 clients (n = 7; 3.7%), 36-40 

clients (n = 15; 8.0%), and over 41 clients (n = 38; 20.3%). Two professional counselors 

declined to report the number of clients currently on their caseload (1.1%). When asked 

to select all of the diagnostic categories that described the clients’ presenting concerns, 

81.8% counselors with active caseloads reported having clients presenting with mood 

disorders (n = 153), 81.8% reported anxiety disorders (n = 153), 48.1% reported 

substance-related and addictive disorders (n = 90), 33.2% reported personality disorders 

(n = 62), 12.3% reported eating disorders (n = 23), 23.0% reported psychotic disorders (n 

= 43), 60.4% reported adjustment disorders (n = 113), 81.3% reported trauma and stress-

related disorders (n = 152), 34.2% reported comorbid disorders (n = 64), and 15.0% 

reported other (n = 28). 

When asked to describe the frequency that they experience stress due to their 

interactions with their client(s), 2.1% of professional counselors reported never or almost 

never (n = 4), 25.7% of professional counselors reported rarely (n = 48), 59.4% of 

professional counselors reported sometimes (n = 111), 11.8% of professional counselors 
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reported often (n = 22), and 1.1% of professional counselors reported always or almost 

always (n = 2). Most participants reported that suicidality/self-harm (n = 75; 40.1%), 

client readiness/ambivalence (n = 81; 43.3%), and unrealistic expectations (n = 65; 

34.8%) contributed to the most stress for them. Other client behaviors that contributed to 

stress for the participants included: cultural issues (n = 5; 2.7%), aggression/violence, (n 

= 52; 27.8%), anger (n = 21; 11.2%), boundary issues (n = 38; 20.3%), 

meanness/rudeness (n = 39; 20.9%), tardiness/no-showing (n = 59; 31.6%), and other (n 

= 13; 7.0%). A summary of the demographics for the test-retest subsample is listed in 

Table 4. 

Table 4 

Descriptive Statistics for Three Samples 

 

Sample 1 Sample 2 
Test-Retest 

Subsample 

Race/Ethnicity 

White/European 

American (78.3%; n = 

386) 

White/European 

American (79.3%; 

n = 322) 

White/European 

American (85.0%; n = 

159) 

Gender/Sex 
Female (78.1%; n = 

385) 

Female (80.8%; n = 

328) Female (78.1; n = 146) 

Age 
30-39 (22.5%; n = 

111) 

30-39 (26.8%; n = 

109) 40-49 (27.8%; n = 52) 

Region 
South (56.8%; n = 

280) 

South (53.7%; n = 

218) South (50.3%; n = 94) 

Degree 
Master’s (84.5%; n = 

416) 

Master’s (88.4%; n 

= 359) 
Master's (87.2%; n = 

163) 

Credentials LPC (65.7%; n = 324) 
LPC (65.8%; n = 

267) LPC (59.9%; n = 112) 

Clinical 

Supervision 
No (54.8%; n = 203) 

No (51.0%; n = 

207) No (49.2%; n-92) 

Primary 

Professional 

Identity 

Mental Health 

Counselor (81.7%; n = 

403) 

Mental Health 

Counselor (84.5%; 

n = 343) 

Mental Health 

Counselor (84.5%; n = 

158) 
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Table 4 (cont’d) 

Work Setting 
Private Practice 

(41.6%; n = 205) 

Private Practice 

(37.7%; n = 153) 
Private Practice 

(36.9%; n = 69) 

Theoretical 

Orientation 

Integrative (32.9%; n 

= 162) 

Integrative (33.7%; 

n = 137) 
Integrative (34.2%; n = 

64) 

Yrs of 

Experience 
1-5 (27.6%; n = 136) 

1-5 (31.5%; n = 

128) 6-10 (25.7%; n = 48) 

Hrs per Week 
36-40 (27.2%; n = 

134) 

36-40 (34.2%; n = 

139) 36-40 (36.4%; n = 68) 

Clinical Hrs 

per Week 
16-20 (19.7%; n = 97) 

16-20 (17.2%; n = 

70) 
16-20 & 21-25 (17.6%; 

n = 33) 

Active 

Caseload 
Yes (87.8%; n = 433) 

Yes (83.5%; n = 

339) Yes (89.8%; n = 168) 

N of Clients on 

Caseload 

Over 41 (17.2%; n = 

85) 

Over 41 (16.0%; n 

= 65) 
Over 41 (20.3%; n = 

38) 

N of Clients by 

Diagnostic 

Category 

Anxiety Disorders 

(84.8%; n = 418) 

Anxiety Disorders 

(80.5%; n = 327) 

Mood and Anxiety 

Disorders (81.8%; n = 

153) 

Stress from 

Clients 

Sometimes (56.4%; n 

= 278) 

Sometimes (54.2%; 

n = 220) 
Sometimes (59.4%; n = 

111) 

Client 

Behaviors 

Contributing to 

Stress 

Suicidality/Self-Harm 

(41.6%; n = 205) 

Suicidality/Self-

Harm (61.3%; n = 

249) 

Readiness/ 

Ambivalence (43.3%; 

n = 81) 

Note. Estimates reported are the mode. Region = Region of the country where the 

counselor is licensed to practice; Degree=Highest degree obtained; Yrs of 

Experience=Years of Experience; Hrs per Week=Number of work hours per week; 

Clinical Hrs per Week= Number of direct clinical hours per week; N of Clients of 

Caseload=Number of clients on counselor’s caseload; N of Clients by Diagnostic 

Category=Number of clients on caseload presenting with issues related to a diagnostic 

category 

 

Research Questions 

 The following research questions guided this investigation:  

(1) What is the factor structure of the ISS-C? 

a. What are the underlying factors of the ISS-C? 

b. Does the data provide a good fit to the proposed factor structure of the 

ISS-C? 
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(2) What is the evidence for initial reliability of the ISS-C? 

a. Do the scores of the ISS-C demonstrate adequate initial evidence of 

internal consistency and test-retest reliability? 

(3) What is the initial evidence for validity of the ISS-C? 

a. Do the scores from the ISS-C demonstrate adequate initial evidence of 

convergent validity and discriminant validity? 

Data Collection Procedures 

Upon receiving approval from the Institutional Review Board, LPCAs, LPCs and 

LPC-Ss, or state equivalent, in the United States were invited to complete an online 

survey using the survey platform Qualtrics. Using a random selection from public state 

licensing lists, 5,500 participants were invited to participate in the study based on general 

guidelines for sample size needed to examine the factor structure and initial validity and 

reliability. According to Schwab (1980), a 10:1 ratio should be used to determine the 

sample size needed for reliable factor analyses. Given this recommendation, 10 

participants are needed for every item on the ISS-C, suggesting that 480 participants were 

sufficient for this study. Tabachnick and Fidell (2007) recommended a minimum of 300 

cases for factor analysis, which was considered as the minimum sample size needed for 

this investigation. Because the researcher was also conducting a test-retest two weeks 

after initial participation, 5,500 participants were contacted for sufficient samples in both 

rounds of data collection.  

Using Dillman, Smyth, and Christian’s (2009) tailored design method for email 

surveys, participants were invited to participate in the study through three invitation 

emails. Upon receipt of the email invitation, the initial email included an introduction to 
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the study and a link to the informed consent, online instrumentation packet, and 

demographic questionnaire. The first page of the online survey was an electronic version 

of the informed consent document. The informed consent detailed the nature of the study, 

research procedures, voluntary and anonymous participation, risks and benefits to the 

participants, and contact information for the researcher, faculty advisor, and the Office of 

Research Compliance. The informed consent document also explained that participants 

who completed the survey would be asked if they wanted to enter their email address to 

participate in a follow-up survey approximately two weeks later. Participants gave their 

consent by checking the “I agree” button at the bottom of the electronic consent 

document. From there, participants anonymously completed the online instrumentation 

packet, and no identifiable information was associated with any of the responses. 

Participants were provided with the option at the end of the survey to enter their email 

address to be entered into a drawing to receive one of 20 $10 gift cards. Their emails 

were not be associated with any of the previous responses. Following Dillman et al.’s 

(2009) tailored design method, after one week, participants were be sent a reminder email 

to complete the survey, followed by a two-week reminder and final reminder email sent 

four weeks after the initial request for participation. Two weeks after the final request, the 

email link was closed, and the data was downloaded for analysis.   

 A similar process was used to conduct a test-retest with participants who 

completed the first round of data collection. In the initial study, participants who 

completed the survey were asked to enter their email address if they are willing to 

participate in a follow-up survey to examine test-retest reliability of the ISS-C. Seven 

hundred and forty-four participants entered their email indicating their willingness to be 
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contacted to take the survey again. These participants were sent a second link to the 

survey approximately two weeks of their completion of study one. Since participants 

completed the survey at different times over a four-week period, email invitations were 

sent to four groups of participants approximately two weeks after their participation. 

Upon receipt of the email invitation, the initial email included an introduction to the 

study and a link to the informed consent, the items of the ISS-C, and a demographic 

questionnaire. The first page of the online survey was an electronic version of the 

informed consent document detailing the nature of the study, research procedures, 

voluntary and anonymous participation, risks and benefits to the participants, and contact 

information for the researcher, faculty advisor, and the Office of Research Compliance. 

Participants who participated in this test-retest also had the option to be entered into a 

second drawing for the chance to win one of 20 $10 visa gift cards. One week after the 

email invitation to the final group of participants, the survey was closed, and the data was 

downloaded for analysis. 

Instrumentation 

 Five instruments were used in the current study to collect data for all variables 

understudy. These instruments included: a Demographic Questionnaire, the Counselor 

Burnout Inventory, the Perceived Stress Scale-10, the ISS-C, and the Meaning in Life 

Questionnaire. The survey consisted of 108 items and took approximately 10 to 20 

minutes to complete. 

Demographic Questionnaire 

The researcher developed a demographic questionnaire to measure descriptive 

characteristics for each participant. The demographic questionnaire consisted of 20 items 
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related to race, age, gender, region of the country, degree, credentials, primary 

professional identity (e.g., mental health counselor, addictions counselor, school 

counselor, etc.), years of experience, theoretical orientation, work hours per week, direct 

clinical hours per week, current caseload, primary work setting, primary presenting 

concerns and client behaviors, and frequency of stress from interactions with clients.  

Counselor Burnout Inventory 

The Counselor Burnout Inventory (CBI; Lee et al., 2007) is a 20-item inventory 

that measures counselor burnout across five dimensions: Exhaustion, Negative Work 

Environment, Devaluing the Client, Incompetence, and Deterioration in Personal Life. 

Exhaustion refers to feeling physically and emotionally exhausted due to serving as a 

counselor. Negative Work Environment measures how individuals perceive their overall 

work environment. Devaluing the Client refers to the individuals attitude toward their 

client as a result of their job as a counselor. Incompetence refers to the extent to which 

the individual experiences feelings of incompetence in their job as a counselor. 

Deterioration in Personal Life refers to the degree to which the individuals believe their 

personal life is negatively affected by their counseling work. The five dimensions of 

counselor burnout form the five subscales, each consisting of four items. Using a Likert-

type response format ranging from 1 (never true) to 5 (always true), participants respond 

to how true each statement is to their current experience. Sample items include “I feel 

frustrated by my effectiveness as a counselor” and “I am not confident in my counseling 

skills.” Subscale total scores are calculated by summing all of the items for each subscale. 

Level of burnout is reported across each dimension, where higher scores represent higher 

levels of exhaustion, greater negativity in the work environment, higher levels of 
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devaluing of the client, greater feelings of incompetence, and higher levels of 

deterioration in personal life.  

The CBI has demonstrated satisfactory reliability and validity in a number of 

studies across counseling studies (Carrola et al., 2012; Gnilka et al., 2015; Lee et al., 

2007; Lee et al., 2010; Yagi et al., 2011). Lee et al. (2007) reported Cronbach’s alphas 

ranging from .72 to .85 for each burnout dimension, demonstrating adequate internal 

consistency. For a full review of the psychometrics for the CBI, see chapter two of this 

dissertation. For the purpose of this study, the CBI was used to explore initial convergent 

validity between the dimensions of burnout and the ISS-C. Upon extracting the factors of 

the ISS-C, it was hypothesized that Relational Tension would have moderate, positive 

relationships with Negative Work Environment, Devaluing the Client, and Incompetence 

and have a weaker relationship with Exhaustion and Deterioration in Personal Life. It was 

expected for Professional Self-Doubt to have moderate positive relationships with 

Exhaustion, Incompetence, and Deterioration in Personal Life and weaker relationships 

with Negative Work Environment and Devaluing the Client. It was expected that Clinical 

Difficulties would have moderate, positive relationships with Exhaustion, Devaluing the 

Client, Negative Work Environment, and Incompetence and a weaker relationship with 

Deterioration in Personal Life. Lastly, it was hypothesized that Counselor Burden would 

have moderate positive relationships with Exhaustion, Incompetence, and Deterioration 

in Personal Life and weaker relationships with Negative Work Environment and 

Devaluing the Client. 
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Perceived Stress Scale-10 

The Perceived Stress Scale-10 (PSS-10; Cohen & Williamson, 1988) is a 10-item, 

self-report instrument designed to measure individuals’ global perceptions of stress 

during the last month. Using a Likert-type response format ranging from 0 (never) to 4 

(very often), participants respond to the frequency that they have experienced stress 

during the last month. Sample items include: “In the last month, how often have you 

been upset because of something that happened unexpectedly?” and “In the past month, 

how often have you felt that things were going your way.” Higher scores on the PSS-10 

represent greater perceptions of stress in their lives. 

The PSS-10 has demonstrated satisfactory reliability and validity in a variety of 

populations (Lee, 2012). Cohen & Williamson (1988) reported Cronbach’s alpha as .78. 

In a meta analysis, Lee (2012) reported Cronbach’s alphas ranging from .78 to .91 for the 

PSS-10, demonstrating adequate internal consistency. For a full review of the 

psychometrics for the PSS-10, see chapter two of this dissertation. For the purpose of this 

study, the PSS-10 was used to explore initial convergent validity between the dimensions 

of burnout and the ISS-C. It was expected that all of the factors of the ISS-C would have 

a moderate, positive relationship with the PSS-10 total score.  

Interpersonal Stress Scale-Counselor 

The initial ISS-C is a 48 item, self-report instrument designed to measure 

counselors’ perceptions of interpersonal stress resulting from their therapeutic work with 

challenging clients. Using a Likert-type response format ranging from 1 (strongly 

disagree) to 5 (strongly agree), participants respond to the extent to which they agree 

with each statement when working with a challenging client. Sample items include: “I 
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feel guarded during stressful circumstances with the client” and “I feel overwhelmed by 

the intensity of the client’s problems.” 

Meaning in Life Questionnaire 

 The Meaning in Life Questionnaire (MLQ; Steger et al., 2006) is a 10-item, self-

report questionnaire designed to measure meaning in life across two dimensions: 

presence of meaning and search for meaning. Presence of meaning refers to the extent to 

which respondents perceive that their lives have meaning. Search for meaning refers to 

the extent to which respondents seek to find meaning or purpose in their lives. Using a 7-

point, Likert-type response format ranging from 1 (absolutely untrue) to 7 (absolutely 

true), participants respond to the extent to which each statement about their lives is true. 

Example items include: “I understand my life’s meaning” and “I am searching for 

meaning in my life.” After accounting for reverse scored items, the items for each 

dimension are summed to form the two subscales. Steger et al. (2006) reported 

Cronbach’s alphas of .86 for Presence of Meaning and .87 for Search for Meaning. For 

the purpose of this study, the dimensions of meaning in life were used to explore initial 

discriminant validity for the ISS-C. It was expected that the factors of the ISS-C would 

have a weak, negative relationship Presence and a weak positive relationship with Search.  

Data Analysis 

 First, the current study used exploratory factor analysis (EFA) to explore the 

underlying factor structure, the proportion of variance accounted for by the factors, and 

the correlations between items and factors. Second, the researcher assessed initial 

reliability and validity by examining internal consistency of the retained set of items and 

initial convergent and discriminant validity. Third, to examine the temporal stability of 
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the measure, a test–retest method was be used to generate a coefficient of stability. 

Fourth, the researcher used confirmatory factor analysis (CFA) to determine if the factor 

structure of the ISS-C provided adequate fit to the data.  

 Factor analysis operates under the assumption that observable variables can be 

reduced to unobservable latent constructs (Bartholomew, Knott, & Moustaki, 2011). 

Observed variables, also known as indicators or manifest variables, are variables within a 

measurement model that can be directly measured by existing survey instruments 

(Crockett, 2012). Latent constructs refer to hypothetical constructs that cannot be directly 

observed and are therefore inferred from a set of observed variables (Crockett, 2012; 

Kline, 2016). There are two major types of factor analysis: Exploratory Factor Analysis 

(EFA) and Confirmatory Factor Analysis (CFA). In EFA, the researcher seeks to 

summarize the data and reduce it down to relevant dimensions to develop hypotheses 

about the underlying latent variables. In CFA, the researcher seeks to test a theory of the 

underlying latent processes (Tabachnick & Fidell, 2007). For the purpose of this 

investigation, EFA was used to reduce the variables to dimensions and to develop 

hypotheses of the latent processes and CFA was used to test whether the data provided 

adequate fit to the hypothesized factor structure.  

EFA is a statistical procedure that allows researchers to examine the number of 

factors that underlie a set of observed variables and to determine which observed 

variables form each factor. When a set of observed variables shares common variance, 

these observed variables form a factor, or underlying latent construct (Dimitrov, 2012). 

Using EFA, linear combinations of observed variables are produced to form a factor 

(Tabachnick & Fidell, 2007). Additionally, EFA is used to determine the total variance in 
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the observed variables that is accounted for by the underlying factor(s) in a measurement 

model (Dimitrov, 2012). The steps of conducting an EFA involve “selecting and 

measuring a set of variables, preparing the correlation matrix (either to perform a PCA 

[Principal Component Analysis] or PFA [Principal Factor Analysis]), extracting a set of 

factors from the correlation matrix, determining the number of factors, (probably) 

rotating the factors to increase interpretability, and, finally, interpreting the results” 

(Tabachnick & Fidell, 2007, p. 608).  

Prior to conducting the analysis, there are several assumptions that must be met to 

conduct an EFA: univariate and multivariate normality, absence of univariate and 

multivariate outliers, linearity, absence of multicollinearity and singularity, and 

factorability of R. To test these assumptions prior to conducting the analysis in the 

current study, the researcher screened the data for (1) missing data, (2) outliers, (3) 

normality, (4) linearity, (5) multicollinearity and singularity, and (6) factorability of R 

using a variety of statistical procedures. First, the researcher determined the percentage of 

missing data in the sample. Most procedures handling missing data can be used with five 

percent of missing data or less (Tabachnick & Fidell, 2007). Additionally, the researcher 

examined the pattern of missing data used Little’s MCAR test to determine what 

procedures would be appropriate to use when handling the missing values. Multiple 

imputation was performed using 5 iterations to replace missing values with plausible 

estimates based on the item distributions. Second, the researcher explored univariate and 

multivariate outliers by examining the boxplots, trimmed means, and Mahalanobis 

distance. Third, the researcher examined normality by examining the probability plots 

and skewness and kurtosis values. Fourth, the researcher examined linearity by 
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examining the scatterplots. Fifth, the researcher examined multicollinearity and 

singularity by exploring the correlation matrix for the items to determine if any items are 

too highly correlated or redundant. Sixth, the researcher examined factorability of R by 

using Kaiser-Meyer-Olsen (KMO) measure of sampling adequacy and Bartlett’s Test of 

Sphericity.  

In order to conduct an EFA and CFA, the researcher split the sample using the 

random selection function in SPSS in order to create two equivalent samples. First, to 

prepare the correlation matrix for exploratory factor analysis, the researcher must 

determine whether it is appropriate to use PCA or PFA. PCA produces components and 

examines all of the variance in the observed variables. PFA produces factors and 

examines only the shared variance. The current investigation used a maximum likelihood 

approach to examine the underlying processes that produce the correlations between 

observed variables. Specifically, the researcher used the maximum likelihood function to 

examine the correlation matrix and resulting factor solutions. Using this strategy, factors 

with eigenvalues greater than 1 were extracted, and the total variance accounted for by 

the factors was be examined. The researcher examined the screeplot to determine the 

number of underlying factors. A direct oblique rotation was used because it was expected 

that the underlying factors were related. The researcher then explored communality 

values, factor loadings, and the residual correlation matrix. Based on a priori guidelines, 

items with loadings of approximately .45 were retained, and items that loaded 

approximately .25 or higher on at least two factors were be discarded.  

Next, the current study used CFA to analyze the data. CFA is a statistical method 

that tests measurements models by examining relationships between directly observed 
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variables and underlying latent constructs (Kline, 2016). Using an a priori measurement 

model, CFA allows researchers to determine how well observed variables define a 

construct and the directions of relationships between the constructs within a model 

(Crockett, 2012). Thus, the primary purpose of CFA is to test measurement models by 

determining how well a scientifically meaningful, specified model fits the empirical data 

(Kline, 2016). In counseling research, CFA is often used to examine and confirm the 

factor structure of existing and new instruments, to test the likelihood of complex, 

theoretical counseling models, and compare proposed theoretical models to determine the 

model with the most parsimonious fit to the data (Crockett, 2012). 

In CFA, there are four basic steps that are used to test theoretical measurement 

models, which was used in the current study. The first step involves model specification, 

where researchers create a visual representation of expected relationships between 

constructs. In this step, the outcome variable(s) is considered to be an endogenous 

variable, meaning that at least one predictor of the outcome is represented within the 

model. In the current study, the endogenous variables were the items of the ISS-C. The 

independent variables are referred to as exogenous variables, where causes of these 

variables are unknown in the model. In the current study, the exogenous variables were 

the proposed factors of the ISS-C. This first step of model specification is considered to 

be the most important step in CFA because it represents the researcher’s hypotheses 

based on prior theory (Kline, 2016). In this initial step, Kline (2016) recommends making 

a list of possible changes to the initial model that might be justified according to the 

professional literature base. The researcher in the current study followed to this 

recommendation and created a list of theoretically sound modifications to the 
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hypothesized measurement model.  

The second step in CFA is model identification. “A model is identified if it is 

theoretically possible for the computer to derive a unique estimate of every model 

parameter” (Kline, 2016; p. 119). While it is important to understand the researcher’s 

hypotheses regarding the theoretical relationships between constructs, the theoretical 

model must allow for statistical equations that underlie each aspect of the model to be 

computed in order to estimate the relationships between the variables. If the model is not 

identified, the model cannot be estimated or the provided estimations will be 

meaningless. As a result, the researcher used the counting rule to determine if the model 

is identified upon completion of the EFA.  

The third step in CFA is estimation. After the researcher graphically represents 

his or her hypotheses within a measurement model and determines that the computer can 

actually compute the model, the researcher can then conduct the analysis. This step 

involves evaluating how well the proposed model explains the data, interpreting the 

parameter estimates, and considering equivalent or near-equivalent models (Kline, 2016). 

In the present study, the researcher evaluated the fit of the model to the underlying data 

using the chi square statistic, Root Mean Square of Approximation (RMSEA), 

Comparative Fit Index (CFI), the Tucker Lewis Index (TLI), and the Standardized Root 

Mean Squared Residual (SRMR). Each of these fit indices informed the researcher of 

different aspects of model fit to the data, as most fit indexes cannot provide information 

about all aspects of fit. Additionally, the current study used a maximum likelihood (ML) 

estimation to estimate all of the parameters simultaneously. ML assumes multivariate 

normality for all continuous outcome variables (Kline, 2016), and therefore, the data was 
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screened for multivariate normality prior to analysis. Furthermore, the researcher 

examined equivalent or near-equivalent models that have comparative fit, determined the 

most parsimonious model for the data, and explained why the proposed model provides 

the most appropriate explanation of relationships between variables. 

Lastly, the final step in SEM is model re-specification. When initial models do 

not properly fit the data, trimming or adding parameters when it is appropriate or 

theoretically justified can improve the model fit. Model re-specification is controversial, 

as it can inflate type 1 errors and reflect characteristics of the sample that cannot be 

generalized to the population (Crockett, 2012). Researchers should consider re-

specification only when it improves the underlying theory, rather than simply improving 

the underlying fit of the model to the data (Kline, 2016). In the current study, the 

researcher used the compiled list of possible modifications that might be theoretically 

justified that were created in step 1. Model modifications were guided by theory, rather 

than model fit. Upon using suggestions from model modification indices, the re-specified 

models were re-estimated using each step suggested above. 

After the researcher explored the underlying factor structure of the ISS-C, the 

researcher examined initial reliability and validity during this phase of instrument 

development. As a step in investigating initial reliability, the researcher calculated 

Cronbach’s alphas and examined the inter-item correlations to assess for internal 

consistency of items. To begin examining initial convergent and discriminant validity, the 

researcher expected the factors from the ISS to be statistically significantly related to 

perceived stress and counselor burnout and not statistically significantly related to the 

dimensions of meaning in life. Specifically, it was hypothesized that Relational Tension 
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would have moderate, positive relationships with Negative Work Environment, 

Devaluing the Client, and Incompetence and have a weaker relationship with Exhaustion 

and Deterioration in Personal Life. It was expected for Professional Self-Doubt to have 

moderate positive relationships with Exhaustion, Incompetence, and Deterioration in 

Personal Life and weaker relationships with Negative Work Environment and Devaluing 

the Client. It was expected that Clinical Difficulties would have moderate, positive 

relationships with Exhaustion, Devaluing the Client, Negative Work Environment, and 

Incompetence and a weaker relationship with Deterioration in Personal Life. Lastly, it 

was hypothesized that Counselor Burden would have moderate positive relationships 

with Exhaustion, Incompetence, and Deterioration in Personal Life and weaker 

relationships with Negative Work Environment and Devaluing the Client. It was also 

expected that all of the factors of the ISS-C would have a moderate, positive relationship 

with the PSS-10 total score and all of the factors of the ISS-C would have weak, negative 

relationships with the Presence of Meaning and weak, positive relationships with Search 

for Meaning. The researcher then conducted bivariate correlations to examine the 

anticipated relationships between these constructs.  

Lastly, after participants complete the test-retest, the researcher used the 

coefficient of stability to examine consistency in responses to the ISS-C over time. The 

coefficient of stability was estimated by “calculating the correlation between observed 

scores of the same participants taking the same test on two separate occasions” 

(Dimitrov, 2012, p. 30). The standards for judging an appropriate stability estimate are 

lacking. Correlation coefficients of .7 or higher have been found to be acceptable 

estimates for test-retest reliability in short-term reliability studies (Crocker & Algina, 
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2008). Therefore, the current study used .7 as a guideline for estimating stability. 

Minimizing Threats to Internal and External Validity 

Internal validity refers to the degree to which the interpretation of the results 

represents the accuracy of relationships between the variables understudy (Gay, Mills, 

Airasian, 2009). One threat to internal validity is instrumentation, where results may be 

due to errors in measurement rather than true differences or relationships between 

variables. To address this potential threat, the reliability and validity for the chosen 

instruments were examined prior to selecting them for this study. For the ISS-C, the 

researcher followed procedures outlined by Crocker and Algina (2008) that are 

considered to be the acceptable standards of building valid and reliable standard systems 

of measurement. Additionally, another threat to internal validity involves response bias. 

Participants may be tempted to respond to the survey in a socially desirable manner with 

the hope that others may view their responses more favorably. To minimize this threat, no 

identifiable information was associated with any responses, and all participation was 

anonymous. 

External validity refers to the extent to which the results from the current sample 

can be generalized to the population (Gay et al., 2006). In the current study, purposive 

sampling was used to generate a sample of LPCAs, LPCs, and LPC-Ss that graduated 

from CACREP-Accredited programs from each region of the United States. Given this 

sampling method, the delimitations results from for the current study may improve 

generalizability, as CACREP standards are consistent across the United States. 

Chapter Summary 

 The purpose of this chapter was to outline the methodology that was used in 
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initial phases of the development of the ISS-C and to detail the methodology used to test 

the items of the ISS-C. The current investigation explored the factor structure of the ISS-

C and began the process of establishing reliability and validity for the developed 

instrument. The previous sections describe participants, data collection procedures, 

instrumentation, research questions, and data analysis strategies used in the current study 

to complete the item testing phase and to begin the psychometric evaluation phase of 

instrument development. 
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CHAPTER IV: RESULTS 

Introduction 

The purpose of this study was to develop and begin the process of validating an 

instrument measuring professional counselors’ perceptions of interpersonal stress. The 

current study used the modified items of the ISS-C to complete the third phase of 

investigation, Item Testing, and begin the process of the fourth phase of investigation, 

Psychometric Evaluation. Following the process of instrument development and initial 

validation (Crocker & Algina, 2008), this chapter presents initial evidence of validity and 

reliability for the ISS-C. First, the researcher describes the data screening procedures and 

reliability information for the CBI, PSS-10, and MLQ. Second, the researcher presents 

the results of replicating the item analyses performed in the pilot study, the exploratory 

factor analysis performed on Sample 1, and the confirmatory factor analysis performed 

on Sample 2. Third, the results from the test-retest and other reliability information of the 

ISS-C are provided. Finally, the researcher presents the evidence for initial convergent 

and discriminant validity.  

Data Screening 

Prior to conducting the analysis, the data in each sample were screened for (a) 

missing values, (b) univariate and multivariate normality, (c) univariate and multivariate 

outliers, (d) linearity, (e) multicollinearity and singularity, and (f) factorability of R using 

SPSS Version 25.  

Missing Values 

First, the researcher screened each sample for missing values to determine how 

much of the data was missing and whether the data was missing completely at random. 
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Missing value analysis for Sample 1 revealed that less 5% of the data were missing 

among the variables of interest, and Little’s MCAR test suggested that the data was 

missing completely at random (χ2 = 2770.583, df = 2695, p = .152). In Sample 2, less 

than 5% of the data were missing among the variables of interest, and and Little’s MCAR 

test suggested that the data was missing completely at random (χ2 = 2563.577, df = 2673, 

p = .934). In the test-retest subsample, there was also less than 5% of the data missing 

(1.1%), and the data was considered to be missing completely at random (χ2 = 582.161, df 

= 562, p = .270). Therefore, multiple imputation was performed on each dataset to 

replace missing values with plausible values based upon the distribution of the observed 

data.   

Normality 

Next, the researcher examined the normal probability plots and skewness and 

kurtosis values for each value of interest in each sample to determine if the data were 

normally distributed. The plots revealed that there were no substantial departures from 

normality in any of the samples. Skewness values were in the accepted range between 2 

and -2, and kurtosis values were in the accepted range between 4 and -4 (Tabachnick & 

Fidell, 2013).  

Outliers  

Then, the researcher explored each dataset for univariate and multivariate outliers 

by examining the boxplots, trimmed means, and Mahalanobis distance. In Sample 1, 

Univariate outliers were detected upon examining the boxplots for the variables of 

interest in this study. Specifically, 6 univariate outliers were detected for Incompetence, 4 

for Devaluing the client, 1 for Deterioration in Personal Life, 17 for Presence, and 2 for 



 

 

158 

the PSS Total Score. Additionally, there were univariate outliers detected for items 2, 3, 

4, 7, 10, 12, 20, 22, 23, 24, 29, 33, 34, 35, 40 of the ISS-C. In Sample 2, 7 univariate 

outliers were detected for Incompetence, 8 were detected for Devaluing the Client, 4 

were detected for Deterioration in Personal Life, 20 were detected for Presence, and 4 

outliers were detected for the PSS-Total Score. Among the items of the ISS-C univariate 

outliers were detected for items 2, 3, 4, 7, 10, 12, 13, 15, 20, 22, 23, 24, 29, 33, 34, 35, 

40. In the test-retest subsample, there were univariate outliers detected for items 4, 23, 

29, 43, and 45 of the ISS-C. Mahalanobis distance was computed to determine if there 

were any multivariate outliers. Results indicated that there were no multivariate outliers 

present in the datasets. Due to little variation between the trimmed mean and mean in 

each sample, it was determined that the univariate outliers minimally influenced the 

results and, therefore, were retained in the datasets.  

Linearity, Multicollinearity, and Singularity 

After, scatterplots were used to examine patterns in each dataset and to assess for 

linearity among the variables understudy. The scatterplots revealed that there were linear 

relationships between all variables understudy, and the assumption of linearity was met 

among each sample of professional counselors. Multicollinearity and singuarlity were 

assessed by conducting bivariate correlations and examining variance inflation factors 

(VIF). There were no correlations greater than .90, and VIF values were approximately 1, 

suggesting that multicollinearity and singularity were not present in the samples.  

Factorability of R 

Lastly, the researcher examined factorability of R in Sample 1 using Kaiser-

Meyer-Olsen’s (KMO) measure of sampling adequacy and Bartlett’s Test of Sphericity. 
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The KMO value was satisfactory (.953), with values of .6 of higher considered to be 

satisfactory (Tabachnick & Fidell, 2013). Bartlett’s Test of Sphericity was statistically 

significant (χ2 = 118532.51, df = 1128, p < .001), indicating the factorability of variables 

was likely.   

Instrument Reliability 

 Internal consistency for the CBI, PSS-10, and MLQ were assessed by calculating 

Cronbach’s alpha for Sample 1 and Sample 2. For the CBI, previous research reported 

Cronbach’s alphas ranging from .72 to .85 for each dimension of counselor burnout, 

demonstrating adequate internal consistency (Lee et al., 2007). In Sample 1, Cronbach’s 

alpha was .89 for Exhaustion, .80 for Deterioration in Personal Life, .80 for 

Incompetence, .85 for Negative Work Environment, and .77 for Devaluing the Client, 

which demonstrated adequate to very good internal consistency (Streiner, 2003). In 

Sample 2, Cronbach’s alpha was .88 for Exhaustion, .79 for Deterioration in Personal 

Life, .80 for Incompetence, .87 for Negative Work Environment, and .76 for Devaluing 

the Client, which demonstrated adequate to very good internal consistency (Streiner, 

2003). Additionally, previous research of the PSS-10 reported Cronbach’s alphas ranging 

from .78 to .91 (Lee, 2012). Cronbach’s alpha for the PSS-10 in Sample 1 was .89 and 

.88 in Sample 2, which is considered to be very good (Streiner, 2003). Lastly, Steger et 

al. (2006) reported Cronbach’s alphas of .86 for Presence of Meaning and .87 for Search 

for Meaning. In Sample 1, Cronbach’s alphas were .90 for Presence of Meaning and .91 

for Search for Meaning, demonstrating very good internal consistency (Streiner, 2003). In 

Sample 2, Cronbach’s alphas were .90 for Presence of Meaning and .92 for Search for 

Meaning, demonstrating very good internal consistency (Streiner, 2003). A summary of 
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Cronbach’s alphas for each variable of interest is reported in Table 5. 

Table 5 

Reliability Statistics for CBI, PSS-10, and MLQ 

Sample Instrument Variable 

Cronbach's 

Alpha 

N of 

Items 

Sample 1 Counselor Burnout 

Inventory Exhaustion 
0.89 

4 

 Incompetence 0.80 4 

 

Negative Work 

Environment 
0.85 

4 

 

Deterioration in 

Personal Life 
0.80 

4 

 Devaluing the Client 0.77 4 

Perceived Stress 

Scale PSS-10 Total Score 
0.89 

10 

Meaning in Life 

Questionnaire Presence 
0.90 

5 

 Search 0.91 5 

Sample 2 Counselor Burnout 

Inventory Exhaustion 
0.88 

4 

 Incompetence 0.80 4 

 

Negative Work 

Environment 
0.87 

4 

 

Deterioration in 

Personal Life 
0.79 

4 

 Devaluing the Client 0.76 4 

Perceived Stress 

Scale PSS-10 Total Score 
0.88 

10 

Meaning in Life 

Questionnaire Presence 
0.90 

5 

  Search 0.92 5 

 

Results 

Classical Test Theory Item Analyses 

Crocker and Algina (2008) recommended using an iterative process when testing 

items and evaluating a new instrument’s psychometric properties. Therefore, the 

researcher examined item functioning using Sample 1 to support the reduction of items 
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prior to conducting an exploratory factor analysis. The same guidelines from the pilot 

study were used to perform these item analyses on Sample 1. Specifically, the researcher 

assessed item endorsement, item variability, item discrimination, item internal 

consistency, and item level criterion-related validity. All items demonstrated acceptable 

item functioning, and the results from the item analyses are reported in Tables 6-8 in the 

Appendix. 

Sample 1 Results 

Exploratory Factor Analysis  

An exploratory factor analysis was performed on Sample 1 using SPSS version 

25. It was hypothesized that the factor structure would consist of five factors related to (a) 

relational dynamics, (b) in-session feelings, (c) clinical difficulties, (d) counselor skills, 

and (e) counselor manner. These factors were hypothesized based on previous research, 

the Transactional Model of Stress and Coping, and the hypothesized nomological 

network of the ISS-C. It was determined a priori that the guidelines for factor loadings 

suggested by Comrey and Lee (1992) would be used as estimates to assist in reducing the 

number of items for each factor. Comrey and Lee categorized loadings greater than .71 as 

excellent, .63 very good, .55 good, .45 fair, and .32 poor, with loadings below .32 as 

insufficient. 

Using maximum likelihood with a direct oblique rotation, the data was factor 

analyzed. Bartlett’s Test of Sphercity was statistically significant (χ2=118532.51, 

df=1128, p<.001) and KMO was .953. Communality values were well-defined by this 

factor solution, with all variables exceeding .45 and no values greater than 1. The initial 

factor loadings are presented in Table 9. Based on Kaiser’s (1960) Rule for interpreting 
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factors, the maximum number of factors that could be extracted were 8 factors, with 

eigenvalues greater than 1. Because researchers should be cautious using Kaiser’s rule 

due to the tendency to over-extract factors (Hayton, Allen, & Scarpello, 2004), the 

researcher visually examined the scree plot to determine how many factors occurred 

before the “elbow” in the data (Figure 1). According to the scree plot, there appeared to 

be 3 or 4 relevant factors.    

 

Figure 1. Scree plot from initial EFA with direct oblique rotation.
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Table 9 

Initial Factor Loadings Using a Direct Oblique Rotation 

  Factor  

  1 2 3 4 5 6 7 8 

5. It is difficult to maintain 

composure during difficult 

circumstances. 0.56        
12. I struggle with 

managing my own 

emotions that arise when 

working with the client. 0.49        
13. I feel helpless during 

intense emotional 

situations with the client.         
8. I feel guarded during 

stressful circumstances 

with the client.         
16. It is difficult to rely on 

my intuition when working 

with the client.         
39. I doubt my skills when 

working with the client.  -0.83       
40. I doubt the decisions I 

have made when working 

with the client.  -0.75       
31. I feel insecure in my 

ability to help the client.  -0.69       
21. I feel unsettled by the 

level of uncertainty in my 

work with the client.  -0.46       
34. I feel that the client is 

presenting with issues that 

are outside of my area of 

expertise.  -0.44       
33. I feel confused about 

what is happening with the 

client.         
18. I feel overwhelmed by 

the intensity of the client’s 

problems.   0.63      
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Table 9 (cont’d) 

35. I am preoccupied by 

the client outside of session 

more often than I like to 

admit.   0.49      
30. I feel stressed trying to 

prepare for different 

situations that may arise 

with the client.   0.48      
47. The depth of our 

therapeutic relationship is 

emotionally taxing.   0.46      
15. I feel drained by my 

work with the client.   0.41      
32. I feel a higher level of 

vulnerability when 

working with the client 

than usual.         
43. I believe that I am 

working harder than the 

client during our sessions.    0.65     
42. I feel uncertain that the 

client is ready to engage in 

the counseling process.    0.61     
4. I feel frustrated by my 

client’s behaviors.    0.46     
48. I believe I receive 

consistent pushback from 

the client.    0.45     
37. I feel unsuccessful in 

my attempts to help the 

client.    0.45     
25. I feel stuck in where to 

go next with the client.    0.44     
3. I am unsure if what I am 

doing with my client is 

working         
46. I struggle with 

developing a real 

connection with the client.     -0.52    
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Table 9 (cont’d) 

6. I feel that I have to work 

harder to form a 

therapeutic relationship 

with the client.         
1. I struggle with 

maintaining a therapeutic 

relationship with the client.         
2. I notice that I am 

experiencing tension in my 

body when working with 

the client.         
41. I try to regulate my 

breathing during stressful 

situations that occur in 

session with the client.         
 9. It is difficult to 

empathize with the client. 0.40     -0.60   
24. It is difficult to be 

authentic with the client.      -0.59   
23. I struggle with staying 

present with the client.      -0.54   
44. I try to remain 

emotionally distant when 

engaging with the client.      -0.49   
29. I struggle to be inviting 

to the client.      -0.48   
36. I feel myself judging 

the client.      -0.46   
45. I worry that my client 

and I are not a good match.         
11. I believe the client tries 

to violate my boundaries.       -0.72  
14. I believe my client tries 

to upset me.       -0.65  
17. I believe my client has 

unrealistic expectations of 

me.       -0.47  
28. I feel the need to 

protect myself when I am 

in session with the client.       -0.43  
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Table 9 (cont’d) 

10. I believe that I have to 

choose my words carefully 

when responding to the 

client.         
38. I struggle to trust what 

the client is saying.         
22. I feel worried that I will 

disappoint my client.        0.63 

7. I feel pressure to 

perform effectively with 

the client.        0.50 

26. I feel more responsible 

for my client’s progress in 

counseling than usual.        0.43 

19. I struggle with 

providing appropriate 

confrontation with the 

client.         
27. I struggle with finding 

the appropriate response to 

the client’s behavior.         
20. It is difficult to use my 

emotional reactions to the 

client to inform my 

therapeutic work.         
 

Next, the researcher sought to reduce the number of items on the ISS-C based on 

the initial factor loadings. Items with communality values greater than .4 were retained, 

and item loadings below .40 were suppressed (Dimitrov, 2012). Any items that loaded 

greater than .25 on any two factors were removed (Dimitrov, 2012). Seven rounds of 

exploratory factor analyses were performed to reduce the items to the final version of the 

ISS-C. A summary of the factor loadings from the seven rounds of exploratory factor 

analyses reported in Tables 10-14 in the Appendix. 

 Upon reducing the items based on the criteria stated above, four factors were 

extracted, and the total variance accounted for by the four factors was 62.60%. The 
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rotated factor matrix revealed a simple factor structure with six items loading onto factor 

1, four items loading onto factor two, five items loading onto factor 3, and four items 

loading onto factor four. The first factor appeared to measure “Relational Tension,” and it 

accounted for 39.48% of the variance. The second factor appeared to measure 

“Professional Self-Doubt” and accounted for an additional 10.69% of the variance. 

Additionally, factor three seemed to measure “Clinical Difficulties” and accounted for 

approximately 7.06% more of the variance. Lastly, factor four seemed to measure 

“Counselor Burden” and accounted for an additional 5.37% of the variance. The items 

and factor loadings are reported below in Table 15. 
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Table 15 

Factor Structure for Final EFA using Direct Oblique Rotation 

 Factor 

  1 2 3 4 

29. I struggle to be inviting to the client. 0.76    
46. I struggle with developing a real connection with the 

client. 0.70    
9. It is difficult to empathize with the client. 0.69    
24. It is difficult to be authentic with the client. 0.64    
45. I worry that my client and I are not a good match. 0.59    
23. I struggle with staying present with the client. 0.49    
39. I doubt my skills when working with the client.  0.87   
40. I doubt the decisions I have made when working with 

the client.  0.71   
31. I feel insecure in my ability to help the client.  0.68   
21. I feel unsettled by the level of uncertainty in my work 

with the client.  0.51   
43. I believe that I am working harder than the client 

during our sessions.   0.76  
42. I feel uncertain that the client is ready to engage in 

the counseling process.   0.69  
48. I believe I receive consistent pushback from the 

client.   0.61  
4. I feel frustrated by my client’s behaviors.   0.56  
37. I feel unsuccessful in my attempts to help the client.   0.44  
18. I feel overwhelmed by the intensity of the client’s 

problems.    0.60 

35. I am preoccupied by the client outside of session 

more often than I like to admit.    0.60 

30. I feel stressed trying to prepare for different 

situations that may arise with the client.    0.55 

32. I feel a higher level of vulnerability when working 

with the client than usual.    0.47 

 

In order to confirm the factor structure in the next stage of analysis, EFAs using 

maximum likelihood and direct oblique rotations were performed to develop comparison 

models using the 19 items reported in Table 14. EFAs were performed for two-factor and 

three-factor solutions because these solutions all accounted for over 50% of the variance 
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and all had eigenvalues greater than 1. These solutions were then modeled and compared 

to the four-factor solution using confirmatory factor analysis. A summary of the 

comparison models are listed in Table 16 and Table 17. 

Table 16 

3-Factor Comparison Model 

 Factor 

  1 2 3 

31. I feel insecure in my ability to help the client. 0.80   
39. I doubt my skills when working with the client. 0.77   
21. I feel unsettled by the level of uncertainty in my work 

with the client. 0.76   
40. I doubt the decisions I have made when working with 

the client. 0.69   
18. I feel overwhelmed by the intensity of the client’s 

problems. 0.54   
35. I am preoccupied by the client outside of session more 

often than I like to admit. 0.54   
32. I feel a higher level of vulnerability when working with 

the client than usual. 0.52   
30. I feel stressed trying to prepare for different situations 

that may arise with the client. 0.46   
29. I struggle to be inviting to the client. 0.78  
9. It is difficult to empathize with the client. 0.69  
46. I struggle with developing a real connection with the client. 0.67  
24. It is difficult to be authentic with the client. 0.65  
45. I worry that my client and I are not a good match. 0.53  
23. I struggle with staying present with the client. 0.48  
43. I believe that I am working harder than the client during our sessions. -0.72 

42. I feel uncertain that the client is ready to engage in the counseling process. -0.71 

48. I believe I receive consistent pushback from the client. -0.59 

4. I feel frustrated by my client’s behaviors. -0.51 

37. I feel unsuccessful in my attempts to help the client. 0.43   -0.45 
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Table 17 

Two-Factor Comparison Model 

 Factor 

  1 2 

31. I feel insecure in my ability to help the client. -0.82 

39. I doubt my skills when working with the client. -0.81 

21. I feel unsettled by the level of uncertainty in my work with the client. -0.78 

40. I doubt the decisions I have made when working with the client. -0.71 

18. I feel overwhelmed by the intensity of the client’s problems. -0.55 

35. I am preoccupied by the client outside of session more often than I like 

to admit. -0.55 

32. I feel a higher level of vulnerability when working with the client than 

usual. -0.50 

30. I feel stressed trying to prepare for different situations that may arise 

with the client. -0.45 

37. I feel unsuccessful in my attempts to help the client.  -0.47 

9. It is difficult to empathize with the client. 0.79  
46. I struggle with developing a real connection with the client. 0.82  
24. It is difficult to be authentic with the client. 0.63  
45. I worry that my client and I are not a good match. 0.67  
29. I struggle to be inviting to the client. 0.73  
23. I struggle with staying present with the client. 0.45  
42. I feel uncertain that the client is ready to engage in the 

counseling process. 0.53  
43. I believe that I am working harder than the client during our 

sessions. 0.46  
48. I believe I receive consistent pushback from the client. 0.62  
4. I feel frustrated by my client’s behaviors. 0.48  

 

Internal Consistency of the ISS-C 

 Inter-item correlations and Cronbach’s alphas were calculated for Sample 1 using 

SPSS Version 25 to assess internal consistency among the items of the four factors of the 

ISS-C. Nunnally (1967) recommended Cronbach’s alpha values around .80 for basic 

research tools. Likewise, Streiner (2003) suggested that .90 should be the maximum 

value for Cronbach’s alpha. Values over .90 may suggest redundancy between items. As 

a general rule of thumb, alpha values over .70 are considered acceptable. For Sample 1, 
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Cronbach’s alphas were .85 for Relational Tension, .86 for Professional Self-Doubt, .82 

for Clinical Difficulties, and .76 for Counselor Burden. A summary of the internal 

consistency statistics for Sample 1 are reported in Table 18. 

Table 18 

Reliability Statistics for the ISS-C 

Sample Instrument Factor 

Cronbach's 

Alpha N of Items 

Sample 1 ISS-C Relational Tension 0.85 6 
 

 Professional Self-Doubt 0.86 4 
 

 Clinical Difficulties 0.82 5 
 

 Counselor Burden 0.76 4 

Sample 2 ISS-C Relational Tension 0.82 6 

 Professional Self-Doubt 0.83 4 

 Clinical Difficulties 0.79 5 

 Counselor Burden 0.72 4 

 

Inter-item correlations were also calculated for Sample 1 to examine the extent to 

which the items measure the same construct. Higher inter-item correlations may suggest 

redundancy between content. Clark and Watson (1995) recommended average inter-item 

correlation coefficients around .4 or .5. For Sample 1, Relational Tension, the inter-item 

correlations ranged from .38 to .65. For Professional Self-Doubt, the inter-item 

correlations ranged from .51 to .69. For Clinical Difficulties, the inter-item correlations 

ranged from .40 to .55. For Counselor Burden, the inter-item correlations ranged from .41 

to .50. A summary of the inter-item correlations are listed in Table 19.
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Table 19 

Inter-item Correlations for the Factors of the ISS-C 

Factor  Item 9 Item 23 Item 24 Item 29 Item 45 Item 46 

Relational 

Tension Item 9 1      
 Item 23 0.38** 1     
 Item 24 0.49** 0.49** 1    
 Item 29 0.55** 0.40** 0.49** 1   
 Item 45 0.50** 0.36** 0.49** 0.51** 1  
 Item 46 0.51** 0.39** 0.51** 0.58** 0.65** 1 

Professional 

Self-Doubt  Item 40 Item 31 Item 21 Item 39   

 Item 40 1      

 Item 31 .69** 1     

 Item 21 .61** .66** 1    

 Item 39 .51** .57** .63** 1   

Clinical 

Difficulties  Item 43 Item 42 Item 48 Item 4 Item 37  

 Item 43 1      

 Item 42 0.55** 1     

 Item 48 0.49** 0.47** 1    

 Item 4 0.45** 0.42** 0.54** 1   

 Item 37 0.49** 0.44** 0.40** 0.46** 1  

Counselor 

Burden  Item 18 Item 35 Item 30 Item 32   

 Item 18 1      

 Item 35 0.44** 1     

 Item 30 0.47** 0.48** 1    

 Item 32 0.41** 0.41** 0.50** 1   

 

Initial Convergent and Discriminant Validity  

 Bivariate correlations were performed between the factors of the ISS-C and the 

dimensions of counselor burnout, perceived stress (PSS-10 total score), and the 

dimensions of meaning in life. For the dimensions of burnout, it was hypothesized that 

Relational Tension would have moderate, positive relationships with Negative Work 

Environment, Devaluing the Client, and Incompetence and have weaker relationships 
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with Exhaustion and Deterioration in Personal Life. It was expected for Professional Self-

Doubt to have moderate positive relationships with Exhaustion, Incompetence, and 

Deterioration in Personal Life and weaker relationships with Negative Work 

Environment and Devaluing the Client. It was expected that Clinical Difficulties would 

have moderate, positive relationships with Exhaustion, Devaluing the Client, Negative 

Work Environment, and Incompetence and a weaker relationship with Deterioration in 

Personal Life. Lastly, it was hypothesized that Counselor Burden would have moderate 

positive relationships with Exhaustion, Incompetence, and Deterioration in Personal Life 

and weaker relationships with Negative Work Environment and Devaluing the Client. It 

was also hypothesized that the factors of the ISS-C would have a moderate, positive 

relationship with perceived stress. For dimensions of meaning in life, it was expected that 

the factors of the ISS-C would have a weak, negative relationship Presence and a weak 

positive relationship with Search.  

As expected, Relational Tension had a weak-moderate positive relationship with 

the burnout dimensions of Incompetence (r = .30) and Devaluing the Client (r = .23) and 

perceived stress (r = .26). It also confirmed hypotheses that Relational Tension would be 

weakly associated with Exhaustion (r = .19) and Deterioration in Personal Life (r = .14). 

Relational Tension also expectedly showed a weak, positive relationship (r = .08) with 

Negative Work Environment. Additionally, as hypothesized, Relational Tension had a 

weak negative relationship with Presence (r = .07) and a weak positive relationship with 

Search (r = .17). 

As hypothesized, Professional Self-Doubt demonstrated moderate relationships 

with Exhaustion (r = .27), Incompetence (r = .537), and Deterioration in Personal Life (r 
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= .22), and weak relationships with Negative Work Environment (r = .11) and Devaluing 

the Client (r = .17). As expected, Professional Self-Doubt was moderately, positively 

associated with perceived stress (r = .32), and weakly, negatively associated with 

Presence (r = -.13) and weakly, positively associated with Search (r = .16).  

As hypothesized, for Clinical Difficulties, there was a moderate, positive 

relationship with Exhaustion (r = .24), Incompetence (r = .34), and Perceived Stress (r = 

.29). Clinical Difficulties had a weak positive relationship with Negative Work 

Environment (r = .12), Devaluing the Client (r = .17), and Deterioration in Personal Life 

(r = .19). As expected, it was weakly, negatively associated with Presence (r = -.09) and 

weakly, positively associated with Search (r = .13).  

Finally, as expected, Counselor Burden demonstrated moderate relationships with 

Exhaustion (r = .37), Incompetence (r = .43), Deterioration in Personal Life (r = .28), 

and Perceived Stress (r = .38). It was weakly associated with Negative Work 

Environment (r = .13) and Devaluing the Client (r = .17). It also confirmed hypotheses 

by demonstrating a weak, negative relationship with Presence (r = -.10) and a weak 

positive relationship with Search (r = .15). A summary of the relationships between the 

variables of interest are reported in Table 20.  
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Sample 2 Results 

Confirmatory Factor Analysis 

 To explore the underlying factor structure of the ISS-C, a series of confirmatory 

factor analyses were performed on Sample 2 using STATA 15. First, the researcher 

sought to test the model fit for the four-factor model generated by the exploratory factor 

analysis conducted on Sample 1. Table 21 displays the correlations of the indicators for 

Relational Tension, Professional Self-Doubt, Clinical Difficulties, and Counselor Burden. 

The moderate correlations between the indicators demonstrated good discriminant 

validity, with correlations ranging from .32 to .66 for all indicators (Table 21). 

Table 21 

Discriminant Validity between Indicators for Four Factor Model 

Ten  ISSC 29 ISSC 46 ISSC 9 ISSC 24 ISSC 45 ISSC 23 

 ISSC29 1      

 ISSC46 0.52** 1     

 ISSC9 0.49** 0.48** 1    

 ISSC24 0.45** 0.41** 0.43** 1   

 ISSC45 0.39** 0.61** 0.33** 0.35** 1  

 ISSC23 0.44** 0.37** 0.39** 0.47** 0.30** 1 

PSD  ISSC 40 ISSC 31 ISSC 21 ISSC 39   

 ISSC 40 1      

 ISSC 31 0.51** 1     

 ISSC21 0.45** 0.52** 1    

 ISSC39 0.59** 0.66** 0.54** 1   
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Table 21 (cont’d) 

Clinical  ISSC 43 ISSC 42 ISSC 48 ISSC 4 ISSC 37  

 ISSC 43 1      

 ISSC 42 0.55** 1     

 ISSC 48 0.42** 0.37** 1    

 ISSC4 0.44** 0.40** 0.36** 1   

 ISSC 37 0.50** 0.47** 0.38** 0.46** 1  
Burden  ISSC 18 ISSC 35 ISSC 30 ISSC 32   

 ISSC 18 1      

 ISSC 35 0.32** 1     

 ISSC 30 0.46** 0.39** 1    

 ISSC 32 0.38** 0.32** 0.43** 1   
Note. **p < .001; Ten = Relational Tension; PSD=Professional Self-Doubt; 

Clinical=Clinical Difficulties; Burden = Counselor Burden 

 

 A confirmatory factor analysis was then performed to test the measurement model 

in Figure 2. A maximum-likelihood method was used to estimate the four-factor model, 

and five fit indices were used to assess the goodness of fit of the model: chi-square, root-

mean-square error of approximation (RMSEA), comparative fit index (CFI), Tucker-

Lewis Index (TLI), and Standardized Root Mean Square Residual (SRMR). Hu and 

Bentler (1999) and Kline (2016) suggested that values of .90 or higher are acceptable for 

the CFI and TLI, values of .08 or lower are acceptable for the RMSEA, and SRMR 

values less than .08 indicate acceptable fit to the data. In the four-factor model, all 

parameter estimates were statistically significant (p < .001), and the standardized 

loadings ranged from .57 to .77 for Relational Tension, .67 to .82 for Professional Self-

Doubt, .56 to .74 for Clinical Difficulties, and .49 to .72 for Counselor Burden, 

demonstrating acceptable convergent validity. The magnitude of the coefficients were 

moderate, with r-squared values ranging from .24 to .67. The covariance estimates 

demonstrated moderate to strong relationships between each of the factors (Table 22). 
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Figure 2. Proposed Four Factor Model 
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Table 22 

Covariance Estimates between Factors in Four-Factor Model 

Model Covariance 
B SE 

[95% 

Conf. 

Interv

al] 

Four-Factor  
    

 Relational Tension & PSD .58** 0.04 0.49 0.67 

 

Relational Tension & Clinical 

Difficulties .80** 0.03 0.74 0.86 

 

Relational Tension & Counselor 

Burden .52** 0.05 0.42 0.63 

 PSD & Clinical Difficulties .64** 0.04 0.56 0.73 

 PSD & Counselor Burden .75** 0.03 0.68 0.83 

 

Clinical Difficulties & Counselor 

Burden .48** 0.05 0.38 0.59 

Re-specified 

Four Factor      

 e.ISSC_46 & e.ISSC_45 .34** 0.05 0.24 0.44 

 Relational Tension & PSD .58** 0.04 0.49 0.67 

 

Relational Tension & Clinical 

Difficulties .78** 0.03 0.71 0.85 

 

Relational Tension & Counselor 

Burden .54** 0.05 0.44 0.64 

 PSD & Clinical Difficulties .65** 0.04 0.56 0.73 

 PSD & Counselor Burden .75** 0.04 0.68 0.83 

  

Clinical Difficulties & Counselor 

Burden .48** 0.05 0.38 0.59 

Note. **p < .001; PSD=Professional Self-Doubt 

 The estimation of the four-factor model suggested that the data provided 

acceptable fit to the model, as indicated by the following fit indices: χ2(146) = 398.94, p 

< .001; RMSEA = .065; CFI =. 913; TLI = .898; SRMR = .055. The TLI value was low, 

and an error covariance was added between Item 45 and Item 46 (MI = 35.76, EPC = 

.25), based on theory and inter-item correlation values explored in Sample 1 (Figure 3). 

The chi square value for the re-specified four-factor model was χ2(145) = 364.70, p < 

.001; RMSEA = .061, CFI = .924, TLI = .911, SRMR = .055. The standardized loadings 

for this model ranged from .49 to .79 (Table 25). The magnitude of the coefficients were 
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moderate, with r-squared values ranging from .24 to .67. The covariance estimates 

demonstrated moderate to strong relationships between each of the factors (Table 22). A 

summary of the standardized loadings and r-squared estimates are listed in Table 23. 

 

Figure 3. Re-Specified Four Factor Model 
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Table 23 

Standardized Loadings for Four-Factor Model 

   
B SE 

[95% 

Conf. 
Interval] R2 

Four-Factor Model     
 

 Relational Tension->      

  Item 29 0.68** 0.03 0.61 0.74 0.46 

  Item 46 0.78** 0.03 0.73 0.83 0.60 

    Item 9 0.63** 0.03 0.56 0.70 0.39 

  Item 24 0.60** 0.03 0.53 0.67 0.36 

  Item 45 0.65** 0.03 0.59 0.72 0.43 

  Item 23 0.58** 0.04 0.50 0.65 0.33 

 Professional Self-Doubt->     
 

  Item 40 0.70** 0.03 0.64 0.76 0.49 

  Item 31 0.79** 0.02 0.74 0.83 0.62 

  Item 21 0.67** 0.03 0.61 0.73 0.45 

  Item 39 0.82** 0.02 0.77 0.86 0.67 

 Clinical Difficulties->      

  Item 43 0.69** 0.03 0.63 0.75 0.48 

  Item 42 0.68** 0.03 0.61 0.74 0.46 

  Item 48 0.56** 0.04 0.49 0.64 0.32 

  Item 4 0.63** 0.04 0.56 0.69 0.39 

  Item 37 0.74** 0.03 0.68 0.80 0.55 

 Counselor Burden->      

  Item 18 0.65** 0.04 0.57 0.72 0.42 

  Item 35 0.49** 0.04 0.40 0.58 0.24 

  Item 30 0.72** 0.03 0.66 0.79 0.52 

  Item 32 0.62** 0.04 0.54 0.69 0.38 
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Table 23 (cont’d) 

 

Re-Specified Four Factor 

Model      

 Relational Tension->      

  Item 29 0.70** 0.03 0.64 0.76 0.49 

  Item 46 0.73** 0.03 0.67 0.78 0.53 

    Item 9 0.65** 0.03 0.58 0.72 0.42 

  Item 24 0.62** 0.04 0.55 0.69 0.39 

  Item 45 0.58** 0.04 0.50 0.66 0.34 

  Item 23 0.61** 0.04 0.54 0.68 0.37 

 Professional Self-Doubt->     
 

  Item 40 0.70** 0.03 0.64 0.76 0.49 

  Item 31 0.79** 0.02 0.74 0.83 0.62 

  Item 21 0.67** 0.03 0.61 0.73 0.45 

  Item 39 0.82** 0.02 0.77 0.86 0.67 

 Clinical Difficulties->      

  Item 43 0.69** 0.03 0.62 0.75 0.47 

  Item 42 0.67** 0.03 0.61 0.74 0.45 

  Item 48 0.56** 0.04 0.48 0.64 0.31 

  Item 4 0.63** 0.04 0.56 0.70 0.39 

  Item 37 0.74** 0.03 0.69 0.80 0.55 

 Counselor Burden->      

  Item 18 0.65** 0.04 0.57 0.72 0.42 

  Item 35 0.49** 0.04 0.40 0.58 0.24 

  Item 30 0.72** 0.03 0.66 0.79 0.52 

  Item 32 0.62** 0.04 0.54 0.69 0.38 

Note. **p < .001 

 A three-factor measurement model was then tested (Figure 4). All parameter 

estimates were statistically significant (p < .001), and the standardized loadings ranged 

from .39 to .78 for Factor 1, .58 to .78 for Factor 2, and .57 to .73 for Factor 3. The 

magnitude of the coefficients were low to moderate, with r-squared values ranging from 

.15 to .61. The covariance estimates demonstrated moderate to strong relationships 

between each of the factors (Table 24 in the Appendix). 
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Figure 4. Proposed Three Factor Model  
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 The estimation of the three-factor model suggested that the data provided 

inadequate fit to the model, as indicated by the following fit indices: χ2(149) = 473.85, p 

< .001; RMSEA = .073; CFI =. 888; TLI = .871; SRMR = .059. The error covariance 

between Item 45 and Item 46 was added to the model to determine how it might influence 

the fit of the three-factor model (Figure 5; MI = 34.54; EPC = .25). The chi square value 

for the re-specified three-factor model was χ2(148) = 441.02, p < .001; RMSEA = .07, 

CFI = .899, TLI = .883, SRMR = .059, suggesting this this model slightly improved 

model fit though still providing inadequate fit to the model. The standardized loadings for 

this re-specified model ranged from .39 to .78 (Table 25 in the Appendix). The 

magnitude of the coefficients were low to moderate, with r-squared values ranging from 

.16 to .61.  
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Figure 5. Re-Specified Three Factor Model 
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 A likelihood ratio test was performed to compare the goodness of fit of the data to 

the four-factor model and the three-factor model. The likelihood ratio test is used to 

determine if there is a statistically significant difference in the chi square value for each 

model. A statistically significant difference suggests that there is a statistically significant 

difference in model fit between the two models, and the model with a lower chi square 

value should be retained as the best fitting model. The likelihood ratio test 

indicated that the modified four-factor model had a statistically significantly different 

chi-square than the modified three-factor model (LR χ 2(2)=76.33; p < .001), indicating 

that the data provides a better fit to the re-specified four-factor model. 

 A two-factor measurement model was then tested (Figure 6). All parameter 

estimates were statistically significant (p < .001), and the standardized loadings ranged 

from .55 to .77 for Factor 1, and .38 to .78 for Factor 2. The magnitude of the coefficients 

were weak to moderate, with r-squared values ranging from .14 to .61. The covariance 

estimates demonstrated moderate to strong relationships (.66) between the two factors 

(Table 26 in the Appendix). 
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Figure 6. Proposed Two-Factor Model 
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 The estimation of the two-factor model suggested that the data provided poor fit 

to the model: χ2(151) = 600.04, p < .001; RMSEA = .086; CFI =. 845; TLI = .824; SRMR 

= .072. The error covariance between Item 45 and Item 46 (MI = 34.86; EPC = .23) was 

added to the model to determine how it might influence the fit of the two-factor model 

(Figure 7). The chi square value for the re-specified two-factor model was χ2(150) = 

566.81, p < .001; RMSEA = .083, CFI = .856, TLI = .836, SRMR = .070, suggesting this 

model slightly improved the fit but still provided poor fit. The standardized loadings for 

this re-specified model ranged from .38 to .78. The magnitude of the coefficients were 

low to moderate, with r-squared values ranging from .14 to .61 (Table 27 in the 

Appendix).  
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Figure 7. Re-Specified Two-Factor Model 

Factor1
1

ISSC_9
2

ε1 .62

ISSC_46
2.3

ε2 .47

ISSC_24
2.2

ε3 .66

ISSC_45
2.5

ε4 .64

ISSC_29
2.2

ε5 .59

ISSC_23
2.2

ε6 .66

ISSC_42
2.8

ε7 .6

ISSC_43
2.9

ε8 .65

ISSC_48
2.8

ε9 .7

ISSC_4
3.4

ε10 .65

Factor2
1

ISSC_31
2.4

ε11 .4

ISSC_39
2.4

ε12 .39

ISSC_21
2.8

ε13 .55

ISSC_40
2.4

ε14 .52

ISSC_18
2.4

ε15 .68

ISSC_35
2.1

ε16 .86

ISSC_32
2.3

ε17 .73

ISSC_30
2.5

ε18 .65

ISSC_37
2.9

ε19 .61

.62

.73

.58

.6

.32

.64

.58

.63

.59

.55

.59

.67

.77

.78

.67

.69

.56

.38

.52

.59

.62



 

 

190 

 A likelihood ratio test was then performed again to compare the goodness of fit of 

the data to the re-specified four-factor model and the respecified two-factor model. The 

likelihood ratio test was statistically significant, indicating that the modified four-factor 

model had a statistically significantly different chi-square than the modified two-factor 

model (LR χ 2  = 202.11; p < .001). These results suggest that the four-factor 

measurement model should be retained as the best fitting model. A summary for the chi 

square values and fit statistics are reported in Table 28. 

Table 28 

Fit Statistics for Four-Factor, Three-Factor, and Two-Factor Models 

Measurement 

Models Chi Square Value and Fit Statistics LR χ2 

Four-Factor 
χ2(146) = 398.84, p < .001; RMSEA = .065; CFI = . 913, 

TLI = .898; SRMR = .055  
Re-Specified 

Four-Factor 
χ2(145) = 364.70, p < .001; RMSEA = .061; CFI = .924; 

TLI = .911; SRMR = .055  

Three-Factor χ2(149) = 473.85, p < .001; RMSEA = .073; CFI =. 888; 

TLI = .871; SRMR = .059  
Re-Specified 

Three- Factor 
χ2(148) = 441.02, p < .001; RMSEA = .07; CFI = .899; 

TLI = .883; SRMR = .059 76.33** 

Two-Factor χ2(151) = 600.04, p < .001; RMSEA = .086; CFI =. 845; 

TLI = .824; SRMR = .072  
Re-Specified 

Two-Factor 
χ2(150) = 566.81, p < .001; RMSEA = .083; CFI = .856; 

TLI = .836; SRMR = .070 202.11** 

Note. **p < .001; LR χ2=change in χ2 value using Likelihood Ratio Test 

Internal Consistency of the ISS-C 

Inter-item correlations and Cronbach’s alphas were calculated for Sample 2 using 

SPSS Version 25 to assess internal consistency among the items of the four factors of the 

ISS-C. For Sample 2, Cronbach’s alphas were .85 for Relational Tension, .86 for 

Professional Self-Doubt, .82 for Clinical Difficulties, and .76 for Counselor Burden. A 

summary of the internal consistency statistics are reported in Table 17. 
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Inter-item correlations were also calculated for Sample 2 to examine the extent to 

which the items measure the same construct. For Sample 2, Relational Tension, the inter-

item correlations ranged from .30 to .61. For Professional Self-Doubt, the inter-item 

correlations ranged from .45 to .66. For Clinical Difficulties, the inter-item correlations 

ranged from .37 to .55. For Counselor Burden, the inter-item correlations ranged from .32 

to .46. A summary of the inter-item total correlations are reported in Table 20. 

Initial Convergent and Discriminant Validity  

 Bivariate correlations were performed between the factors of the ISS-C and the 

dimensions of counselor burnout, perceived stress (PSS-10 total score), and the 

dimensions of meaning in life using SPSS 25. As expected, Relational Tension had a 

weak-moderate positive relationship with the burnout dimensions of Incompetence (r = 

.26) and Devaluing the Client (r = .35) and perceived stress (r = .29). Relational Tension 

also expectedly showed a weak, positive relationship with Exhaustion (r = .16). 

Unexpectedly, Relational Tension was weakly associated with Negative Work 

Environment (r = .16). Additionally, as hypothesized, Relational Tension had a weak 

negative relationship with Presence (r = .07) and a weak positive relationship with 

Search (r = .09). Unlike Sample 1, Relational Tension had a weak-moderate relationship 

with Deterioration in Personal Life (r = .21). 

As hypothesized, Professional Self-Doubt demonstrated moderate relationships 

with Exhaustion (r = .32), Incompetence (r = .53), and Deterioration in Personal Life (r 

= .31), and a weak relationship with Negative Work Environment (r = .16). As expected, 

Professional Self-Doubt was moderately, positively associated with perceived stress (r = 

.40). In relation to the dimensions of the meaning in life, Professional Self-Doubt was 
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weakly, negatively associated with Presence (r = -.19) and weakly, positively associated 

with Search (r = .17). Unlike Sample 1, Professional Self-Doubt was moderately 

associated with Devaluing the Client (r = .24). 

As expected for Clinical Difficulties, there was a moderate, positive relationship 

with Exhaustion (r = .24), Incompetence (r = .34), Negative Work Environment (r = 

.21), Devaluing the Client (r = .30), Deterioration in Personal Life (r = .28), and 

Perceived Stress (r = .36). Likewise, it was expected that Clinical Difficulties would be 

weakly, negatively associated with Presence (r = -.19) and weakly, positively associated 

with Search (r = .08).  

Finally, it was expected that Counselor Burden would demonstrate moderate 

relationships with Exhaustion (r = .30), Incompetence (r = .30), Deterioration in 

Personal Life (r = .27), and Perceived Stress (r = .35). It was hypothesized to be weakly 

associated with Negative Work Environment (r = .16). Unlike Sample 1, Counselor 

Burden exhibited a moderate relationship with Devaluing the Client (r = .21). As 

expected, Counselor Burden was weakly, negatively associated with Presence (r = -.07) 

and weakly, positively associated with Search (r = .13). A summary of the relationships 

between the variables of interest are reported in Table 29. 
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Results from Test-Retest Subsample 

Test-retest reliability was calculated using bivariate correlations at the factor 

level. The coefficient of stability was estimated by calculating the observed scores of the 

same participants on two separate occasions. In the current study, the coefficient of 

stability was calculated for the factors after participants took the ISS-C two weeks later. 

Correlation coefficients of .7 or higher have been found to be acceptable estimates for 

test-retest reliability in short-term reliability studies (Crocker & Algina, 2008). Therefore, 

the current study used .7 as a guideline for estimating stability. Among the 187 

participants who completed the ISS-C initially and again two weeks later, the estimates of 

reliability at the factor level were low. At the factor level, the estimates of reliability 

ranged from .50 to .66 (Table 30).  

Given these low estimates, the researcher sought to determine potential causes for 

low test-retest reliability at the factor level. Upon examination of the qualitative data 

where participants reported a brief summary of their challenging clients, the majority of 

participants responded to the ISS-C using one difficult client for time one and another 

difficult client for time two. For example, upon initially completing the ISS-C, one 

participant described their difficult client as, “Client is 60yo wf [60 year old white 

female] diagnosed with addictive eating disorder. Her Axis II diagnosis is Borderline 

Personality Disorder. Her victim mentality that could not be broken through caused the 

most frustration for me.” When completing the ISS-C two weeks later, the same 

participant responded to the ISS-C referring to a difficult client as “Depressed client’s 

inability to see good things in his life and concern he may harm himself.” After reviewing 

the content of the client descriptions, 67.4% of the subsample responded to the items 
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using a different client at each time point (n = 126), and 32.6% of the subsample 

responded to the items using the same client (n = 61). Upon examining the coefficients of 

stability with the full subsample (n = 187), participants who responded using different 

clients (n = 126), and participants who responded using the same client (n = 61), the 

estimates of stability were significantly improved when using participants who responded 

to the items using the same client at each time point, with acceptable values ranging from 

.70 to .75 (Table 30). Although these results should be replicated with a larger sample, 

these results suggest that the ISS-C is sensitive to counselor interpersonal stress in 

different counseling relationships, providing construct validity.  

Table 30 

Coefficients of Stability for the ISS-C at the Factor Level 

 

Full Sample 

(n = 187) 

Different Client 

(n = 126) 

Same Client 

(n = 61) 

Factor r r r 

Relational Tension .56** .51** .75** 

Professional Self-Doubt .66** .62** .74** 

Clinical Difficulties .51** .42** .70** 

Counselor Burden .50** .43** .75** 

Note. **p < .001 

Chapter Summary 

The purpose of this study was to develop and begin the process of validating an 

instrument measuring professional counselors’ perceptions of interpersonal stress. The 

current study completed the third phase of investigation, Item Testing, and began the 

process of the fourth phase of investigation, Psychometric Evaluation. In this chapter, the 

researcher presented initial evidence of validity and reliability for the ISS-C. The first 

sections described the data screening procedures and reliability information for the CBI, 

PSS-10, and MLQ used in the current study. The second section presented the results 
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from item analyses performed on Sample 1, the exploratory factor analysis performed on 

Sample 1, and the confirmatory factor analysis performed on Sample 2. Third, the results 

from the test-retest and other reliability information of the ISS-C are provided in section 

three. Finally, the researcher presented the evidence for initial convergent and 

discriminant validity using Sample 2. 

The results showed that all of the items of the ISS-C were functioning well prior 

to the inferential analyses. The EFA revealed that the ISS-C consists of four factors that 

account for 62.60% of the variance of counselor interpersonal stress. The four factors 

consisted of 19 items in total and appear to capture the constructs of Relational Tension, 

Professional Self-Doubt, Clinical Difficulties, and Counselor Burden. The data 

demonstrated adequate fit to the four factors in comparison to three-factor and two-factor 

models. The ISS-C showed very good internal consistency according to Cronbach’s alpha 

and the inter-item correlations performed on Samples 1 and 2. Initial convergent and 

discriminant validity was adequate, with the factors of the ISS-C demonstrating mostly 

expected relationships with the dimensions of counselor burnout and perceived stress. 

The factors of the ISS-C showed good discriminant validity with the dimensions of 

meaning in life. The test-retest reliability for the ISS-C was low at the factor level. Upon 

further examination, it appeared that participants responded to the items using multiple 

clients. When estimating the coefficient of stability using a subsample of participants 

who responded using the same client at each administration of the ISS-C, the estimates of 

temporal stability were significantly improved, with the factors demonstrating acceptable 

stability across time.  
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CHAPTER V: DISCUSSION 

 The purpose of this study was to finalize the items of the Interpersonal Stress 

Scale-Counselor (ISS-C) and begin the process of validating this new instrument 

measuring professional counselors’ perceptions of interpersonal stress. Through multiple 

phases of investigation, the items of the ISS-C were created, modified, and reduced based 

on the Transactional Model of Stress and Coping that guided the instrument 

development. The results of the analyses performed in the final step of the Item Testing 

phase (Phase 3) and the initial steps in the Psychometric Evaluation phase (Phase 4) are 

discussed in this chapter. This chapter includes an overview, a discussion of the results 

for each sample, the contributions of the study, the limitations of the study, and the 

implications of the results for practitioners, supervisors, and counselor educators. 

Recommendations for future research are provided. 

Overview of the Study 

One of the defining features of counseling work involves building and 

maintaining a therapeutic relationship. Research shows that the therapeutic relationship is 

a primary conduit for client change, consistently accounting for approximately 30% of 

client outcome (Cuijpers et al., 2012). Because of its importance, counselors are called to 

effectively manage the interpersonal environment. Skovholt (2005) argued that one’s 

ability to master this art can be a “powerful gift” to others (p. 91), yet can also contribute 

to “excessively feeling the other’s distress, sadness, fear, shame, anxiety, and despair…” 

(Skovholt, 2005, p. 88). Yet, there is limited empirical literature in counseling that 

investigates the therapeutic relationship as an occupation-specific source of stress for 

professional counselors. There are also no measurement tools available intended to 
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measure this phenomenon. Therefore, the researcher sought to explore the new construct 

of counselor interpersonal stress and developed a new instrument to measure counselors’ 

perceptions of interpersonal stress. Specifically, this study aimed to examine the factor 

structure and begin the process of validating the ISS-C through gathering initial validity 

and reliability evidence. 

After piloting an initial 60 items to professional counselors in the United States, 

48 items were retained for the current study after examining initial item functioning. Prior 

to conducting the inferential analyses, the 48 items used in the current study were tested 

again using classical test theory item analyses. An exploratory factor analysis (EFA) was 

performed on Sample 1 to explore the underlying factor structure, determine the 

proportion of variance accounted for by the factors, assess the correlations between items 

and factors, and reduce the 48 items to the highest quality items that would be included 

on the final instrument. Upon reducing the items to a final 19 items according to the 

Transactional Model of Stress and Coping, four factors were extracted, and this proposed 

measurement model was used to perform the confirmatory factor analysis (CFA) using 

Sample 2. The CFA was used to determine if the data provided adequate fit to the four-

factor model in comparison to a three-factor and two-factor model. After confirming the 

factor structure of the ISS-C, the researcher assessed the initial internal consistency of the 

instrument using Cronbach’s alphas and inter-item correlations and the initial convergent 

and discriminant validity using bivariate correlations with the dimensions of counselor 

burnout, perceived stress, and the dimensions of the meaning in life. A test-retest was 

conducted approximately two weeks after participants completed the initial survey, and 

the temporal stability of the ISS-C was assessed by calculating the coefficient of stability 
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between the first administration and second administration to the same group of 

participants.  

Discussion of the Results 

Discussion of the Demographic Data 

 Across the three samples (i.e., Sample 1, Sample 2, and the Test-Retest 

Subsample), there was a lack of diversity among participants. According to the 

demographic data, most participants were white females, with few males and even fewer 

people of color. This is consistent with reports of diversity among counselors in the 

United States, with data from the Census Bureau in 2016 showing that approximately 

70% of counselors in the United States are white and female (Data USA, 2016). Despite a 

lack of diversity in gender, race, ethnic background, the samples were diverse in age, and 

most participants ranged from 30 to 69-years-old.  

 Additionally, most participants described their primary professional identities as 

mental health counselors, reported having Master’s degrees, and possessed state 

equivalent credentials of a Licensed Professional Counselor (LPC). All participants were 

graduates from CACREP-accredited or equivalent programs. This data suggests that most 

participants possessed the minimum requirements as professional counselors in the 

United States (CACREP, 2016; NCBLPC, n.d.). Also, most participants reported being 

licensed to practice in the Southern region of the United States. Despite the samples 

being reflective of the proportion of counselors within each region of the United States 

(ACA, 2016), an equal proportion of counselors were sampled across regions, suggesting 

that professional counselors from the Southern regions were more likely to respond to the 

survey than those from other regions of the United States. Furthermore, approximately 
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half of the participants were approved to provide clinical supervision in their state, while 

half were not. This data is likely consistent with the participants’ reports of years of 

experience since most participants reported between 1-10 years experiences, and a large 

portion reported between 11-15 and over 26 years of experience as a professional 

counselor. Briggs and Munley (2008) reported similar estimates of years of experience, 

with participants reporting an average of 17 years of experience and this experience 

ranging from one to 42 years of experience. In this study, years of experience was 

negatively associated with stress from working with clients, suggesting that counselors 

with fewer years of experience were more vulnerable to stress from clients (Briggs & 

Munley, 2008). Since many participants reported fewer years of experience, further 

analysis is needed to determine if these participants were likely to report higher levels of 

interpersonal stress than those with more years of experience. 

 When asked to provide information related to their practice setting and counseling 

theoretical approach, participants varied in their responses. Most participants reported 

working in private practice settings, which may have implications for the levels of 

interpersonal stress and counselor burnout reported in this study. Individuals in private 

practice may have more control over their working environment, billing processes, and 

client services (Reynolds, 2010), which may reduce their potential to experience 

counselor burnout and interpersonal stress measured in the current study. Conversely, 

research shows that counselors working private practice may tend to feel more stress in 

their interactions with client when also worrying about the financial bottom line and 

needing to clients to like their counselors in order to sustain their practices (Butts et al., 

under review).  
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 Additionally, counselors in the current study reported a variety of theoretical 

orientations, which may shape their perceptions of interpersonal stress. For example, 

counselors operating from a psychodynamic or analytic lens may view interpersonal 

stress as a “normal” component of counseling (i.e., countertransference; Kernberg, 2016), 

while those who approach counseling using person-centered therapy may experience 

higher levels of interpersonal stress when they experience difficulty establishing a 

therapeutic relationship. Most counselors in the current study reported subscribing to an 

integrative or eclectic approach to counseling. It is possible that the combinations of 

theories or techniques infused in their counseling may have implications for the results in 

the current study. Research shows that counselors’ theoretical orientations and other 

therapist factors have little impact on the therapeutic relationship and client outcomes in 

therapy (Schöttke, Flückiger, Goldberg, Eversmann, & Lange, 2017). However, to the 

researcher’s knowledge, there is no research that has investigated how counselors’ 

theoretical orientations or personal therapeutic approach (Rihacek & Roubal, 2017) 

influence how counselors’ experience their clients or their level of interpersonal stress. 

Counselors’ perceptions of their ability to apply techniques or theories to specific client 

contexts can shape their engagement in the therapeutic process (Rihacek & Roubal, 

2017). Research is needed to examine how aspects of counselor interpersonal stress, such 

as professional self-doubt or clinical difficulties, may influence counselors’ perceptions 

the applicability of their theory to challenging client contexts.  

 It is important to note that the majority of participants reported currently having 

active caseloads of clients, with most reporting more than 41 clients currently on their 

caseload.  This implies that when responding to items measuring counselor interpersonal 
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stress and counselor burnout, they were more likely to respond according to recent 

counseling experiences than recalling experiences from years prior, although the current 

data limits the researcher’s ability to infer about the timeline of participants’ counseling 

experiences. Additionally, in national survey, counselors reported an average of 28.3 

clients on their caseloads (Lawson, 2007). Although these statistics are dated, counselors 

in the current study seem to have heavier caseloads than other counselors on average, 

which may make them more susceptible to counselor impairment (Lawson, 2007) and 

counselor burnout (Broome et al., 2009; Lee et al., 2010; Young, 2015). When asked to 

describe the types of presenting issues that they currently encounter with clients on their 

caseloads, the most commonly reported categories of disorders were mood disorders, 

anxiety disorders, and trauma and stress related disorders. Although the percentage of 

clients with these issues on their caseloads in unclear, it is possible that these presenting 

issues influenced the type of client behaviors reported as stressors. For example, among 

the demographic data, the participants’ consistently reported suicidality and self-harm as 

one of the most stressful client behaviors. Given that most participants’ were more likely 

to encounter clients with mood disorders, the frequency that they would also encounter 

issues related to suicidality and self-harm is likely to be increased.  

 However, some high frequency client behaviors that were reported as stressors for 

counselors’ may be unrelated to the client’s presenting concerns, such as client 

readiness/ambivalence, unrealistic expectations, and tardiness and no-showing. Many 

counselors identified these client behaviors as significant stressors, which is consistent 

with previous research related to therapists’ experience of disliking clients. Linn-Walton 

and Pardasani (2014) found that counselors reported disliking clients who challenged 
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their professional expertise, maintained unrealistic expectations, sought to control the 

process, or seemed afraid of or unwilling to change. Additionally, these participants 

recalled clients who were “dislikable” were sometimes aggressive and threatening, lacked 

self-awareness, or “pushed them into a space where they felt emotionally drained or 

angry” (Linn-Walton & Pardasani, 2014, p. 111). This research suggests that difficult 

client behaviors may contribute to interpersonal stress by threatening the counselors’ 

sense of professional competence, their desire to engage empathically, and their ability to 

form and maintain a therapeutic alliance (Butts et al., under review; Linn-Walton & 

Pardasani, 2014).  

 It was also noteworthy that very few counselors reported that cultural issues 

between counselor and client were a source of stress for the participants. Research shows 

that white individuals may be more likely to be blind to experiences of oppression and 

privilege (Locke & Kiselica, 1999) or operate from a colorblind mentality (Neville, 

Awad, Brooks, Flores, & Bluemel, 2013). For white counselors, they may be more likely 

to deny the influence of oppression and privilege on counseling practice (D’Andrea & 

Daniels, 2001) or have an inflated sense of competence (Cartwright, Daniels, & Zhang, 

2008). It is possible that three samples consisting predominately of white counselors may 

have influenced their awareness of cultural issues in the counseling relationship or 

willingness to disclose difficulties in these areas. Butts et al. (under review) found that 

cultural match between counselor and client was sometimes a catalyst to counselors’ 

experiences of interpersonal stress in the therapeutic relationship, warranting further 

investigation. 

 Lastly, given that there is little research related to counselors’ experiences or 
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perceptions of stress within counseling relationships, the demographic data showed that 

over 70% of counselors described the frequency of experiencing stress due to their 

interactions with clients as sometimes, often, or almost always. For a phenomenon that is 

rarely studied in counseling research, this suggests that counselors are experiencing 

interpersonal stress resulting from therapeutic work regularly, and there is little research 

investigating how this frequency of interpersonal stress influences their wellness or 

outcomes with clients. Using a single-item measure, Briggs and Munley (2008) found 

that counselors who experienced client stress more frequently were also more likely to 

rate their therapeutic working alliances lower. Given this minimal research in this area, 

more research is needed to investigate how these experiences impact the counselor and 

the counseling work.  

Item Analyses and Factor Structure 

The first research question was: What is the factor structure of the ISS-C? The sub-

research questions were: (a) What are the underlying factors of the ISS-C? (b) Does the 

data provide a good fit to proposed factor structure of the ISS-C? Prior to conducting the 

inferential analyses, the items were examined for item functioning using Classical Test 

Theory. No items were removed for issues with item endorsement, variability, 

discrimination, internal consistency, or criterion-related validity, suggesting that the 

individual items were functioning well and could be included in the exploratory factor 

analysis (EFA; Crocker & Algina, 2008). 

 To answer the first sub-research question, four factors were extracted by 

performing an EFA on Sample 1 accounting for 62.60% of the variance in counselor 

interpersonal stress. The first factor was comprised of six items measuring Relational 
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Tension. Relational Tension as measured by these items appeared to measure the extent 

to which tension between counselor and client influences the counselor’s therapeutic and 

interpersonal engagement. The second factor was comprised of four items measuring 

Professional Self-Doubt. Professional Self-Doubt as measured by these items appeared to 

measure the extent to which the counselor doubts their competence and or efficacy in 

helping the client. The third factor was comprised of five items measuring Clinical 

Difficulties. Clinical Difficulties as measured by these items appeared to measure the 

counselor’s perceptions of adverse client circumstances occurring in the therapeutic 

setting. The fourth factor was comprised of four items measuring Counselor Burden. 

Counselor Burden as measured by these items appeared to measure the extent to which 

counselors feel cognitively and emotionally overloaded by the client. 

 The second sub-research question was answered by performing a CFA using the 

proposed four-factor model and fitting it to the data using Sample 2. The four-factor 

model provided adequate fit to the data, and the model fit was improved by adding an 

error covariance between two items loading onto Relational Tension. The standardized 

loadings demonstrated good convergent validity, with moderate r-squared values for each 

of the indicators. In comparison to the re-specified two-factor and three-factor models, 

the data provided the best fit to the re-specified four-factor model, and this model was 

retained for future research. 

According to the operational definition, counselor interpersonal stress is 

conceptualized as a relational process between counselor and client where the counselor 

experiences psychological or emotional strain resulting from perceptions of adverse client 

conditions exceeding the counselor’s perceived capacity to manage the difficult client 
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circumstances. This definition is captured through the four factors of the ISS-C: (a) 

Relational Tension captures “the relational process between counselor and client”; (b) 

Counselor Burden measures “the counselor experiences of psychological or emotional 

strain”; (c) Clinical difficulties captures “resulting from perceptions of adverse client 

conditions”; and (d) Professional Self-Doubt measures “exceeding the counselor’s 

perceived capacity to manage the difficult client circumstances.” This suggests that the 

factors of the ISS-C are representative of the definition of counselor interpersonal stress 

and the theoretical framework used to measure perceptions of the phenomenon.  

The theoretical framework (Lazarus & Folkman, 1984) and nomological network 

that guided this investigation hypothesized five factors that manifest counselor 

interpersonal stress. Upon investigating the content of the items according to this 

framework, the hypothesized factors of counselor manner and counselor skills clustered 

together to form Professional Self-Doubt, which is theoretically appropriate. It is notable 

that in the item review phase of this investigation, the subject matter experts emphasized 

difficulty distinguishing between counselor manner and counselor skills when attempting 

to place items into their hypothesized dimensions. This suggests that a four-factor may 

better explain the theoretical relationships between variables in comparison to the 

hypothesized five-factor model. 

 These results are consistent with the little available research related to stressful 

involvement in therapy. Previous research suggested that the therapist’s emotional 

processing (Heinonen et al., 2014), self-criticism their therapeutic work (Rønnestad & 

Skovholt, 2013), and ability to use their professional self-doubt constructively (Tracey et 

al., 2014; Nissen-Lie et al., 2017) may be predictive of stressful involvement in therapy. 
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Zeeck et al. (2012) found that therapists who ruminated on their frustration, 

disappointment, anger, or helplessness with clients were more likely to consider their 

involvement in therapy as stressful. Given this literature base, it is not surprising that the 

constructs of Professional Self-Doubt and Counselor Burden emerged within the factor 

structure of counselor interpersonal stress. Additionally, Orlinsky and Rønnestad, (2005) 

suggested that stressful involvement in therapy seemed to occur through some 

combination of “low current skillfulness, high total difficulties, avoiding therapeutic 

engagement in the face of difficulties, and tending to feel anxiety or boredom during 

therapy sessions” (p. 82). Similarly, the factors of the ISS-C seem to capture elements of 

this explanation of stressful involvement, particularly doubting one’s skills, experiencing 

clinical difficulties, and struggling to engage therapeutically and interpersonally. 

Reliability of ISS-C 

 The second research question was: What is the initial evidence for reliability of 

the ISS-C? The sub-research question was: Do the scores of the ISS-C demonstrate 

adequate initial evidence of internal consistency and test-retest reliability? First, the 

initial evidence of reliability of the ISS-C was assessed by examining internal consistency 

by estimating Cronbach’s alpha and inter-item correlations. The results showed that the 

four factors of the ISS-C demonstrated adequate to very good internal consistency 

according to Cronbach’s alphas estimated with Sample 1 and Sample 2 (Streiner, 2003). 

The inter-item correlations were acceptable in both samples according to Clark and 

Watson’s (1995) guidelines. This suggests that the items for each factor seem to measure 

the same construct, and the factors of the ISS-C seem to be internal consistent (Cronbach, 

1951). 
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 Next, a test-retest was conducted with a subsample approximately two weeks after 

the initial collection. The coefficient of stability was estimated by calculating the 

observed scores of the same participants on two separate occasions. Among the 187 

participants who completed the ISS-C initially and again two weeks later, the estimates of 

reliability at the factor level were low based on the guidelines recommended by Crocker 

and Algina (2008). Upon further examination of the data, it was clear that the majority of 

participants responded to the ISS-C using one difficult client for time one and another 

difficult client for time two. Upon examining the coefficients of stability with the full 

subsample, participants who responded using different clients, and participants who 

responded using the same client, the estimates of stability significantly improved when 

comparing clients who responded to the items using the same client, with estimates 

demonstrating acceptable temporal stability when using the same client. Although these 

results should be replicated with a larger sample, these results suggest that the ISS-C is 

sensitive to counselor interpersonal stress resulting from different counseling 

relationships. A test-retest instructing the participants to respond to the items using the 

same difficult client is needed to infer true test-retest reliability. Other methods for 

assessing reliability (i.e., split-halves or alternate forms) using instruments in social 

science research should also be considered in future research. Furthermore, the time 

between intervals of assessment may greatly influence results (Drost, 2011). Future 

research should consider conducting a test-retest of the ISS-C using various intervals of 

time.   
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Initial Convergent and Discriminant Validity of the ISS-C 

The third research question was: What is the initial evidence for validity of the 

ISS-C? The sub-research question was: Do the scores of the ISS-C demonstrate adequate 

initial evidence of convergent validity and discriminant validity? To answer these 

research questions, bivariate correlations were performed between the factors of the ISS-

C and the dimensions of counselor burnout, perceived stress (PSS-10 total score), and the 

dimensions of meaning in life. The ISS-C exhibited good convergent validity with the 

dimensions of counselor burnout and perceived stress, with the factors remaining largely 

consistent with the hypotheses across samples. Good convergent validity suggests that the 

factors of the ISS-C relate to constructs that one would expect them to relate to (Crocker 

& Algina, 2008). The factors of the ISS-C also demonstrated good discriminant validity 

with the dimensions of meaning in life, with the factors exhibiting expected weak 

associations across samples. Good discriminant validity suggests that the constructs 

associated with the ISS-C differ from constructs that one would expected them to differ 

from.  

Specifically, it was hypothesized that Relational Tension would have moderate, 

positive relationships with Negative Work Environment, Devaluing the Client, and 

Incompetence and have a weaker relationship with Exhaustion and Deterioration in 

Personal Life. In both samples, Relational Tension demonstrated weak-moderate, positive 

relationships with Incompetence and Devaluing the Client and weak associations with 

Exhaustion. This suggests that relational tension between counselor and client that limits 

that counselor’s ability to engage therapeutically and interpersonally is related to an 

erosion of the counselor’s sense of competence as a counselor and their attitudes toward 
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the client. Unexpectedly, Relational Tension was weakly associated with Negative Work 

Environment in both samples, suggesting that the clinical relationship between counselor 

and client has little association between counselors’ perceptions of other systemic and 

organizational issues within the workplace. For Deterioration in Personal Life, the 

correlation coefficients slightly fluctuated between samples. In Sample 1, Relational 

Tension was weakly associated with Deterioration in Personal Life. In Sample 2, 

Relational Tension was weak-moderately associated with Deterioration in Personal Life. 

These results suggest that the relationship between Deterioration in Personal Life is likely 

weak, though more research is needed to learn more about this association.   

It was also hypothesized that Professional Self-Doubt to have moderate positive 

relationships with Exhaustion, Incompetence, and Deterioration in Personal Life and 

weaker relationships with Negative Work Environment and Devaluing the Client. In both 

samples, as hypothesized, Professional Self-Doubt demonstrated moderate to strong 

relationships with Exhaustion, Incompetence, and Deterioration in Personal Life and 

weak relationships with Negative Work Environment. Consistent with previous research, 

professional self-doubt is shown to be predictive of stressful involvement with clients and 

can take an emotional toll the therapist (Zeeck et al., 2012). Additionally, Butts et al. 

(under review) found that professional self-doubt was often preceded by difficult 

emotional responses to client or relational conditions in therapeutic work. This suggests 

that the emotional responses associated with professional self-doubt may be predictive of 

the emotional exhaustion associated with counselor burnout. For the association between 

Devaluing the Client and Professional Self-Doubt, the correlation coefficients slightly 

fluctuated between samples. In Sample 1, Professional Self-Doubt was weakly associated 
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with Devaluing the Client. In Sample 2, Professional Self-Doubt was weak-moderately 

associated with Devaluing the Client. These results suggest that the relationship between 

Professional Self-Doubt and Devaluing the Client is likely weak, although more research 

is needed to learn more about this association.   

It was expected that Clinical Difficulties would have moderate, positive 

relationships with Exhaustion, Devaluing the Client, Negative Work Environment, and 

Incompetence and a weaker relationship with Deterioration in Personal Life. As 

hypothesized, for Clinical Difficulties, there was a moderate, positive relationship with 

Exhaustion and Incompetence in both samples. Clinical Difficulties was inconsistent 

across samples with weak positive relationships demonstrated with Negative Work 

Environment, Devaluing the Client, and Deterioration in Personal Life in Sample 1 and 

moderate positive relationships demonstrated with Negative Work Environment, 

Devaluing the Client, and Deterioration in Personal Life in Sample 2. While it is unclear 

why there might be a shift in magnitude of the coefficients, it is possible that the types of 

clients used to respond to the different items may influence how participants responded to 

items that possess client-specific content. More research is needed to learn more about 

these associations. 

Lastly, it was hypothesized that Counselor Burden would have moderate positive 

relationships with Exhaustion, Incompetence, and Deterioration in Personal Life and 

weaker relationships with Negative Work Environment and Devaluing the Client. Across 

both samples, these hypotheses were confirmed with strong moderate relationships 

existing between Counselor Burden and Exhaustion, Incompetence, and Deterioration in 

Personal Life. Weaker associations were found between Counselor Burden and Negative 
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Work Environment and Devaluing the Client. The coefficient for Devaluing the Client 

was slightly higher in Sample 2, yet largely consistent across samples. These results 

suggest that Counselor Burden may be most predictive of counselor wellness and how 

counselor interpersonal stress affects the counselor, rather than the client or working 

environment.     

It was also hypothesized that the factors of the ISS-C would have a moderate, 

positive relationship with perceived stress. The four factors of the ISS-C demonstrated 

positive, moderate relationships with perceived stress across both samples. This suggests 

that the four factors of the ISS-C measure constructs that are consistent and related to 

global stress as measured by an already established instrument. Furthermore, for 

dimensions of meaning in life, it was expected that the factors of the ISS-C would have a 

weak, negative relationship Presence and a weak positive relationship with Search. 

Across both samples, the four factors of the ISS-C demonstrated weak, negative 

relationships with Presence and weak, positive relationship with Search. These results 

suggest that the four factors of the ISS-C are able to vary in expected magnitudes and 

directions with other constructs measured by other established measurement tools. 

The results from this study offer new information about counselor interpersonal 

stress as a predictor of perceived stress and counselor burnout. In the counseling 

professional literature, most of the literature on interpersonal stressors for professional 

counselors is theoretical (Rupert et al., 2015; Skovholt et al., 2001; Skovholt, 2005). 

These theoretical frameworks indicate that the unique characteristics of the therapeutic 

relationship may serve as a source of stress for professional counselors, with only a 

couple of studies noting that the therapeutic environment as a source of stress from 
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countertransference (Choi et al., 2014) and ethical dilemmas (Mullen, Morris, & Lord, 

2017). Results from this study confirm that aspects of counselor interpersonal stress are 

related to counselor burnout and global stress in a counselor’s life.  

Most notably, Professional Self-Doubt and Counselor Burden were most strongly 

associated with Perceived Stress and with the dimensions of Counselor Burnout. Feelings 

of self-doubt are considered to be one of the greatest occupational hazards in the 

counseling profession, as they can have a negative impact on the therapeutic process 

(Thériault & Gazzola, 2006) and are linked to stress, burnout, and low self-esteem 

(Deutsch, 1984; Färber & Heifetz, 1982; Thériault & Gazzola, 2006). Among novice 

clinicians, research shows that feelings of incompetence can cripple the counseling 

process and lead to self-deprecation that is carried over to the clinicians’ personal life, 

causing stress and leading them to question their overall self-worth (Thériault, Gazzola, 

& Richardson, 2009). Consequently, results from the current study suggest questioning 

one’s competence and or efficacy in helping the client may be one of the greatest 

predictors of counselor burnout and perceived stress in daily life. Additionally, these 

feelings of doubt, incompetence, and lack of efficacy may contribute to counselor burden, 

or feeling cognitively and emotionally overloaded by the client. Professional self-doubt is 

closely associated to rumination on negative experiences with clients (Zeeck et al., 2012), 

suggesting that how counselors internally process stressful interpersonal experiences with 

clients may be most predictive of counselor burnout and a global sense of stress in daily 

life. Given that the majority of counseling work involves interpersonal transactions 

between counselor and client, more research is needed to investigate the relational 

processes that place counselors’ wellness at risk.  



 

 

214 

Contribution of the Study 

 This study provides several contributions to the current counseling literature. 

First, this research introduces a new construct and a new standard system of measurement 

to the field of counseling that can expand current research on the therapeutic relationship, 

therapeutic outcomes, and counselor wellness. Research suggests that the relational 

factors between the counselor and client account for consistently approximately 30 

percent of the variance in client outcomes (Wampold, 2015). Because of the results, there 

is a growing trend in psychotherapy and counseling research to investigate aspects of the 

therapeutic relationship that may influence client success or persistence in therapy 

(Norcross & Wampold, 2011). The development and validation of the ISS-C will allow 

researchers to investigate relational aspects that may suggest strain between the counselor 

and the client (Zeeck et al., 2012), which may provide an outlet for understanding what 

relational aspects hinder counseling effectiveness.  

Additionally, the development and initial validation of ISS-C expands the 

professional literature by conceptualizing the therapeutic relationship as a potential 

source of counselor stress, rather than purely a mechanism for client change (Rogers, 

1957). Counselors are consistently taught that the therapeutic relationship is the most 

healing element of counseling and must be preserved at all costs. It is rare that early 

career counselors are taught that relational elements of counseling may be detrimental to 

their wellbeing. Research consistently focuses on organizational and systemic working 

conditions that contribute to counselor impairment (Young & Lambie, 2007) and 

counselor burnout (e.g., Broome et al., 2019; Luther et al., 2017; Reyre et al., 2017; 

Rupert et al., 2015; Young, 2015; Yu et al., 2007). The results from this study suggest 
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that as counselors experience increased Relational Tension, Professional Self-Doubt, 

Clinical Difficulties, and Counselor Burden in their therapeutic work, they are also more 

likely to experience increased levels of counselor burnout. Most notably, these results 

suggest that a sense of burden, or cognitive and emotional overload generated by the 

client, may be a critical risk factor to counselor wellness. 

 Finally, Lee et al. (2007) called for an occupational specific definition of burnout 

that addressed dimensions of burnout within the counseling setting. Likewise, results 

from this study provide an occupation specific definition of stress for professional 

counselors and a reliable, valid tool for measuring this new construct. This definition 

highlights the relational process between counselor and client that is shaped by 

demanding therapeutic circumstances and counselors’ sense of competence and or 

efficacy in reconciling or overcoming these challenging client-related issues. By 

conceptualizing counselor interpersonal stress through a demands and resources 

framework, this opens a new area of research to help counselors learn what makes client 

work challenging and how counselors use personal and professional resources to 

overcome such challenges.  

Limitations of the Study 

There are many potential limitations associated with this study that should be 

considered before providing a discussion of the implications associated with this 

research. First, this study only provided initial evidence of validity and reliability for the 

ISS-C. Given the nature of instrument development and the iterative process of validating 

an instrument (Crocker & Algina, 2008), this study can only lay the foundation for future 

reliability and validation studies using the ISS-C. Several studies assessing its 
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psychometric properties should be completed prior to using the ISS-C for research 

purposes.  

Second, more research is needed before researchers can conclude temporal 

stability of the ISS-C. The estimates of stability from the test-retest were initially low 

when not instructing participants to respond to the items using the same client at each 

time point. However, when estimating the stability of the ISS-C among participants who 

responded to the items using the same client, the temporal stability of the ISS-C was 

acceptable. Research is needed to assess the stability of the measure by using a larger 

sample size and varied methods of reliability before the ISS-C can be considered a 

reliable instrument. Although the internal consistency was consistent across samples, 

other tests of reliability with large samples are needed to ensure a psychometrically sound 

instrument. 

Third, there was limited diversity in all of the samples of professional counselors 

used in each phase of investigation. Most of the participants in this study were white, 

female counselors from the southern region of the United States. While most counselors 

in the U.S. are white and female, it is unclear how limited participation from counselors 

of color or male counselors may have influenced results. Additionally, although an equal 

proportion of counselors from each region were invited to participate in the study, most 

participants reported that they were licensed in the southern region of the United States, 

which may limit the generalizability of results. 

Fourth, the study used a cross-sectional design, which limits the researcher’s 

ability to infer causality. A cross-sectional design only takes a snapshot of participants’ 

experiences in any given time (Gay et al., 2009). Since this study measured constructs 
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that may frequently change depending on time and context (i.e., interpersonal stress, 

stress, and counselor burnout), it is possible that participants’ reported stress and burnout 

levels were influence by current life or work stressors that may have inflated results.     

Finally, the current study used self-report instruments to measure professional 

counselors’ experiences of interpersonal stress, counselor burnout, perceived stress, and 

meaning in life. It is possible that individuals may not honestly report their experiences or 

report them in a more socially desirable manner. Counselors may be hesitant to respond 

to the survey in a manner that may reveal that they are not living up to the theoretical 

ideal of professional counselor (Horvath, 2000). Most participants reported that cultural 

issues associated with their client were rarely a source of stress, which has the potential to 

be indicative of social desirability. Future research should include impression 

management scales to assess social desirability of respondents.  

Implications of the Results 

 The current investigation introduced a new instrument, a new construct, and a 

new line of research to professional counseling. This study consisted of multiple phases 

of investigation in order to lay a strong foundation for the construct of counselor 

interpersonal stress to be measured quantitatively. The results showed that there are four 

important dimensions that should be considered when assessing counselor interpersonal 

stress among practitioners and counselors-in-training: Relational Tension, Professional 

Self-Doubt, Clinical Difficulties, and Counselor Burden. The following sections will 

describe specific implications for practitioners and counselor educators.  

Implications for Practitioners  

 Despite a growing body of research, it is still unclear what the specific ingredients 
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are that make counselors effective (Wampold, 2015). Consistently throughout the 

literature, researchers have cited the dodo bird verdict, where no one psychotherapy 

approach is superior to another, and all treatments are better than no treatment at all 

(Rozenzweig, 1936; Wampold, 2015). Many attribute similar therapeutic outcomes to the 

shared common factors between counseling approaches, such as the therapeutic 

relationship, expectations and hope factors, empathy, and therapist effects (Wampold, 

2015). Laska, Gurman, and Wampold (2014) suggested that examining both specific 

ingredients in theoretical approaches and common factors between the two are important 

and necessary in evaluating the mechanisms of change in counseling. However, it is often 

difficult to measure common factors in counseling, due to such variation between clients, 

dyads, therapists, and underlying client and therapists characteristics, leaving many to 

attempt to measure specific elements of theoretical approaches.  

Those who have attempted to measure common factors have primarily focused on 

the role of the therapeutic relationship due to the importance of the relational context in 

which any therapeutic approach is employed (Norcross & Wampold, 2011). This research 

has primarily attempted to globally assess the quality and strength of therapeutic 

relationship as predictors of therapeutic outcome (Norcross & Wampold, 2011). Others 

have attempted to measure rupture and repair episodes between counselor and client to 

determine how momentary breaks in the therapeutic alliance impact client outcome 

(Safran et al., 2009). While these areas of research are informative for counseling 

practitioners, there is little research that attempts to measure any aspects of the 

therapeutic relationship that may be suggestive of strain between counselor and client 

(Zeeck et al., 2012). Because of this dearth of research, there is little guidance offered to 
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practitioners about potential internal warning signs that may indicate the therapeutic 

relationship is being threatened. Therefore, the current study attempted to build on 

previous research by dissecting strain in the therapeutic relationship in order to create a 

measurement tool that could help practitioners assess factors that are suggestive of 

counselor interpersonal stress.  

 This study suggested that counselor perceptions of relational tension, professional 

self-doubt, clinical difficulties, and counselor burden are key aspects of counselor 

interpersonal stress that can be assessed using the ISS-C. Using these elements as 

guidelines, practitioners can gauge their experiences in these areas to begin determining 

what resources are needed personally or professionally to manage this type of stress 

experienced while working with clients. It is critical for counselors to build self-

awareness around these issues in order to conduct an honest assessment of the self, client, 

and relational process occurring between them. For example, capturing how tension 

between the counselor and client influences the counselor’s therapeutic and interpersonal 

engagement may be suggestive of the relational tension in the therapeutic environment. 

Honestly assessing attending skills, empathy, authenticity, and fit between counselor and 

client may reveal whether the counselor is reacting to the client in such a way that may be 

indicative of stain in the relationship. These observable microskills are often used to 

show the client that he or she is being heard, to build rapport, to enhance deeper 

exploration, and to facilitate client change (Young, 2001). However, the degree to which 

counselors are effectively exercising these skills may also be representative of a larger 

issue between counselor and client: Relational Tension. Additionally, clinical supervisors 

may consider paying special attention to these observable elements in order to begin 
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assessing how the counseling relationship might be influencing the counselor and their 

engagement in counseling sessions. 

 Likewise, according to this research, it is critical for counselors to pay special 

attention to how they are managing clinical difficulties. Research shows that the 

counselor’s ability to cope with difficulties that arise during therapeutic work influences 

the counselor’s effectiveness (Hayes, 2004). Macdonald and Mellor-Clark (2014) 

suggested that clinicians who are more aware of the challenges and uncertainty in their 

work and their professional limitations are better able manage that difficulties that arise 

in therapeutic work with clients. According to the current framework, when counselors 

are unable to manage the challenging client circumstances, they are more likely to 

experience professional self-doubt and counselor burden, and in turn, be more susceptible 

to aspects of counselor burnout, such as emotional and physical exhaustion, feelings of 

incompetence, and experiences of deterioration in personal life. Counselors’ abilities to 

distinguish between constructive and non-constructive professional self-doubt may be a 

primary professional resource for counselors managing the relational demands of therapy 

(Tracey et al., 2014; Nissen-Lie et al., 2017). Clinicians who give themselves permission 

to experience uncomfortable feelings resulting from their work with clients, actively 

problem-solve with clients, and seek consultation are more likely to experience positive 

client outcomes (Nissen-Lie et al., 2017; Orlinsky & Rønnestad, 2005). Therefore, when 

counselors find themselves being self-critical of their counseling skills and client-work or 

doubting their competence and efficacy as a counselor, it would behoove the counselor to 

process these insecurities in supervision in order to determine how to constructively 

apply such criticism and doubt to their therapeutic work.  
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  Lastly, counseling is an emotionally demanding profession, and counselors are 

susceptible to becoming impaired practitioners due to the nature of counselor work 

(Young & Lambie, 2007). Individuals who work in the human services industries are 

exposed to intimate "people work" that involves providing aid to those struggling with 

psychological, social, and physical problems (Maslach, 1978). Because of this, 

counselors must learn to recognize when they are feeling cognitively and emotionally 

overloaded by their clients. Maintaining a self-other distinction, where the counselor can 

clearly separate their feelings from that of their clients, is shown to prevent against 

burnout (Thomas, 2013) and be predictive of counseling self-efficacy (Butts & Gutierrez, 

2018). Therefore, feeling overwhelmed by the client’s experience, feeling preoccupied by 

the client outside of session, or feeling a higher level of vulnerability that usual with that 

client may inform counselors of the extent to which they feel burdened or overloaded by 

the client’s experience.  

The results from this study indicate that conversations related to self-care are 

imperative, especially among novice clinicians and counselors-in-training. Clinical 

supervision provides an avenue for exploring emotionally demanding interactions with 

clients and discussing one’s approach to self-care. However, research shows that issues 

related to stress, burnout, and self-care are infrequently addressed in clinical supervision 

(Thompson, Frick, & Trice-Black, 2011). In a qualitative study exploring counselors’-in-

training experiences and understanding of burnout and self-care, Thompson and 

colleagues (2011) found that issues related to trainee burnout and self-care were seldom 

addressed during on-site supervision. Counselors-in-training reported that faculty 

supervisors sometimes initiated conversations related to stress, wellness, self-care, and 
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burnout, while site supervisors rarely addressed issues related to burnout and self-care. 

Counselors-in-training reported that site supervisors missed opportunities to normalize 

and validate the challenges associated with counselor training, which had significant 

implications for the counselors’-in-training level of stress, self-care, and burnout 

(Thompson, Frick, & Trice-Black, 2011). The results from this study provide additional 

support of the need for on-site and university supervisors to initiate in discussions related 

to self-care and to provide a space to normalize interpersonal stressors in counseling. 

Implications for Counselor Education 

Counselor educators serve critical roles in helping students develop as counselors. 

In addition to teaching them the necessary content and skills to help them become 

successful counselors, counselor educators occupy an essential role in helping students 

navigate the insecurities and emotional volatility often associated with counselor 

development. Research shows that counseling students often cycle through a variety of 

internal states that involve feelings of confidence and success and feelings of insecurity, 

anxiety, and self-doubt (Stoltenberg, 1981; Loganbill, Hardy, & Delworth, 1982). 

Experiences of counselor interpersonal stress may threaten new counselors’ sense of 

efficacy in the new role due to experiences of the professional self-doubt and clinical 

difficulties associated with client-work. Moreover, counseling students may be more 

susceptible to counselor interpersonal stress due to possessing limited competence, 

efficacy, and resources needed to manage the challenging circumstances or relational 

tension that may arise in the therapeutic environment.   

Given this proclivity, counselor educators might consider paying special attention 

to counseling students’ professional self-doubt, as it shown to be a factor in counselor 
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interpersonal stress and may be predicative of therapeutic outcomes, perceived stress, and 

counselor burnout. Counselor educators serving as supervisors for practicum and 

internship courses may consider using class time or individual supervision to help 

students process their professional self-doubt as pre-service counselors. Giving students a 

safe place to have negative internal reactions may help normalize their experiences 

(Kagan, 1980) and decrease hesitancy to discuss feelings of insecurity, uncertainty, and 

doubt due to fear of negative evaluation (Ladany, Ellis, & Friedlander, 1996). For 

example, counselor educators serving as university supervisors for students may consider 

using interpersonal process recall (IPR; Kagan 1976, 1980) with students while watching 

counseling tapes to help pinpoint the clinical difficulties that might be contributing to the 

professional self-doubt. IPR may help students begin to develop awareness of their 

experiences of counselor interpersonal stress and begin to process how this doubt might 

be impacting the therapeutic relationship or the client’s experience in counseling. 

Additionally, IPR might aid counselor educators and supervisors in helping students use 

their professional self-doubt constructively (Tracey et al., 2014; Nissen-Lie et al., 2017). 

Furthermore, upon validation for practitioner or self-evaluation purposes, the ISS-

C could assist counselor educators in determining what aspects of clinical work are 

challenging for their students and how they perceive clinical difficulties. The ISS-C 

begins with an open-ended response where respondents are asked to briefly describe a 

challenging client that they have encountered in their therapeutic work. This content may 

help: (a) identify the circumstances with clients that are challenging, (b) give counselor 

educators insight into areas where students are struggling, and (c) provide context for 

their relational tension, professional self-doubt, clinical difficulties, and counselor burden 
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that are measured by the items of the ISS-C. Additionally, it is possible that counseling 

students may internalize clinical difficulties, such as a lack of client improvement, 

premature termination, and client lack of readiness for change, as they arise at their 

practicum and internship sites. Therefore, the content of the ISS-C may be a helpful tool 

in helping counselor educators assess and monitor dimensions of counselor interpersonal 

stress that may leave counseling students feeling discouraged, inadequate, or unprepared 

as future counselors.  

Lastly, counselor educators must be able identify, assess, and intervene when 

counseling students are overloaded by their clinical work. Counseling students’ reports of 

feeling overwhelmed, preoccupied, or vulnerable to clients may be indicative of 

counselor interpersonal stress by way of counselor burden. Counselors-in-training who 

become overinvolved in client experiences are at risk for experiencing decreased 

counseling self-efficacy (Butts & Gutierrez, 2018), which may negatively impact 

counseling performance (Coutinho et al., 2014). Counselor educators are tasked with 

helping students overcome the anxiety with learning new skills and build self-efficacy as 

through mastery experiences at practicum and internship. Therefore, it is important for 

counselor educators to help them explore relational sources of stress, teach effective 

strategies for self-care, and consider the therapeutic relationship as a potential source of 

stress for preservice counselors. The professional standards outlined by the American 

Counselor Association (ACA) Code of Ethics and the Counseling and Council for 

Accreditation of Counseling and Related Educational Programs (CACREP) specify the 

importance of teaching and monitoring self-care strategies in professional practice. The 

2016 CACREP standards require including “self-care strategies appropriate to the 
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counselor role” within the counseling curriculum (CACREP, 2016, 1f.). Given the results 

of this study and the importance of preventing counseling impairment (Lawson, 2007; 

Young & Lambie, 2007), counselor educators should consider infusing self-care activities 

in the curriculum that promote counseling trainees “emotional, physical, mental, and 

spiritual well-being to best meet their professional responsibilities” (ACA, 2014, 

Standard C). 

Recommendations for Future Research 

 Based on the results and implications for practitioners and counselor educators, 

there are many recommendations for future research. First, in order to use the ISS-C for 

its intended purposes, it must be a valid and reliable measure of perceptions of counselor 

interpersonal stress. Therefore, future research must rigorously test its psychometric 

properties in a variety of counseling populations. Researchers should continue to gather 

evidence of reliability and validity in order to assess the consistency and accuracy of the 

measure. A test-retest or other approaches to gathering reliability evidence should be 

attempted again by instructing participants to use the same client across administrations. 

The ISS-C should also be tested for measurement invariance across demographic groups 

and counseling specialties. Given that counselors may respond in a socially desirable 

manner, an impression management scale should be include in future administrations 

with the ISS-C to assess response bias. 

Because there was limited diversity in all of the samples of professional 

counselors in each phase of investigation, future research should seek to validate the ISS-

C in diverse populations of professional counselors. In general, research shows that 

individuals differ in how they experience, respond, and cope with stress based on gender 
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(Matud, 2004), race and ethnicity (Welle & Graf, 2011), among others. Within the 

interpersonal stress research with social relationships, Hashimoto et al. (2012) found 

cultural differences in the frequency and impact of interpersonal stress among Japanese 

and American participants. Among counselors, research shows that counselors’ cultural 

background may influence their stress response when working with clients in particular 

contexts (Wee & Myers, 2002). Based on this literature, it is possible that how counselors 

respond to counselor interpersonal stress may vary depending on the counselor’s cultural 

background, warranting additional research in this area. Additionally, there is research to 

suggest that cultural match between counselor and client may influence client 

engagement in treatment (Alegria, et al., 2007), client disclosure (Ibaraki & Nagayama 

Hall, 2014), and premature termination (Shin, Chow, Camacho-Gonsalves, Levy, & 

Allen, 2005). This research suggests that perceived interpersonal stressors (i.e., client 

engagement) in the current study may be indicative of issues of cultural match between 

counselor and client. Therefore, research is needed to investigate cultural match as a 

predictor of counselor interpersonal stress. 

Furthermore, research is needed to investigate counselor interpersonal stress 

among counselors with varying years of experience, varying credentials and training, and 

varying workplace settings and characteristics. Counselors may respond differently to 

items on the ISS-C depending on their years of experience or current work setting. 

Therefore, studies investigating measurement error or response differences across groups 

are needed. Depending on the counselor’s years of experience or diversity of counseling 

experiences, the types of challenging clients that are selected when responding to the 

items of the ISS-C may vary. Research should be conducted to assess patterns in the 



 

 

227 

stated challenging client characteristics, personal and professional characteristics of 

counselors, and levels of counselor interpersonal stress reported by the respondents.   

 Upon gathering additional evidence of validity and reliability, it is recommended 

that the ISS-C be developed for self-evaluation and practitioner use. Cut-scores should be 

developed to help practitioners distinguish between high, average, and low levels of 

counselor interpersonal stress with particular clients. These cut-scores could aid in 

clinical supervision and help counselors monitor their own relationships with clients and 

prevent therapeutic rupture.   

 Future researchers should consider conducting longitudinal studies that measure 

interpersonal stress across counseling relationships. Such information could provide 

information about the role of counselor interpersonal stress over the course of a 

counseling relationship and how counselor interpersonal stress influences counseling 

effectiveness and outcomes. Butts et al. (under review) suggested that counselors 

reported experiences of counselor interpersonal stress as early as the first session. 

Learning about how counselor interpersonal stress changes across counseling and 

influences the course of treatment may offer important information for practitioners and 

counselor education. 

 Lastly, future research should consider the client’s experience of interpersonal 

stress resulting from the therapeutic relationship. It is critical to understand client 

experiences of interpersonal stress prior to a therapeutic rupture or premature termination 

from counseling. Therefore, researchers should consider studying how clients experience 

interpersonal stress in therapeutic relationships and what factors contribute to this type of 

stress. 
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Conclusion 

There are few empirical studies that examine components of interpersonal stress 

resulting from therapeutic engagement with clients among professional counselors. 

Research shows that the unique nature of the therapeutic relationship can be inherently 

stressful for counselors (Butts et al., under review), yet there are few research studies that 

explore counselor stress associated with clinical work. At this time, there are no 

quantitative instruments available that are intended to measure counselor interpersonal 

stress based on a review of current stress and interpersonal stress instruments. This lack 

of measurement tools may explain the dearth of empirical research examining this 

phenomenon.  

Using the Transactional Model of Stress and Coping as a guide in this 

investigation, the current investigation followed the steps of instrument development 

outlined by Crocker and Algina (2008). The purpose of this study was to develop and to 

begin the process of validating an instrument measuring counselors’ perceptions of 

interpersonal stress. Specifically, this study sought to examine the psychometric 

properties of the initial items of the ISS-C and gather initial reliability and validity 

evidence of the ISS-C. The results showed that all of the items of the ISS-C were 

functioning well prior to the inferential analyses. The EFA revealed that the ISS-C 

consists of four factors that account for 62.60% of the variance of counselor interpersonal 

stress. The four factors consisted of 19 items in total and appear to capture the constructs 

of Relational Tension, Professional Self-Doubt, Clinical Difficulties, and Counselor 

Burden. The CFA showed that the data provided adequate fit to the re-specified four-

factor measurement model demonstrated in comparison to the re-specified three-factor 
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and two-factor models. The ISS-C showed very good internal consistency according to 

Cronbach’s alpha and the inter-item correlations performed on Samples 1 and 2. Initial 

convergent and discriminant validity was adequate, with the factors of the ISS-C 

demonstrating good convergent and discriminant validity with the dimensions of 

counselor burnout, perceived stress, and the dimensions of meaning in life. The estimates 

of test-retest reliability for the ISS-C were low at the factor level. Upon further 

examination, it appeared that participants responded to the items using multiple clients, 

limiting the ability to assess temporal stability of the ISS-C across two administrations. 

However, upon estimating the stability of the ISS-C using participants who responded to 

each administration using the same client, estimates of temporal stability were 

acceptable. 

This research introduces a new construct and a new standard system of 

measurement to the field of counseling that can expand current research on the 

therapeutic relationship, therapeutic outcomes, and counselor wellness. The development 

and validation of the ISS-C will allow researchers to investigate relational aspects that 

may suggest strain between the counselor and the client (Zeeck et al., 2012), which may 

provide an outlet for understanding what relational aspects hinder counseling 

effectiveness.  
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APPENDIX A 

Initial Construction of the ISS-C 

 

Directions: Consider your therapeutic relationship with a difficult client. The questions in 

this scale ask you about your feelings and thoughts associated with your counseling work. 

For each statement below, indicate how often you felt or thought a certain way when 

working with a difficult client.  

 

Items Never 

 

 

 

1 

Rarely 

 

 

 

2 

Occasionally 

 

 

 

3 

Frequently 

 

 

 

4 

Very 

Frequently 

 

 

5 

1. I struggle with 

forming or 

maintaining a 

therapeutic 

relationship with the 

client. 

     

2. I feel a sense of 

responsibility for the 

client’s safety. 

     

3. I felt unsure of what to 

expect during the 

initial meeting. 

     

4. I am unsure if I am 

able to meet the 

client’s needs. 

     

5. During difficult 

circumstances, I tend 

to neglect my own 

needs to attend to the 

needs of the client.  

     

6. I believe the client 

tries to violate my 

boundaries. 

     

7. I worry about the 

client outside of 

session. 

     

8. I feel tension in my 

body when working 

with the client.  

     

9. I try to appear calm 

during difficult client 

circumstances. 
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10. I respond cautiously to 

the client after a 

difficult session. 

     

11. I feel stuck in how to 

help the client.  

     

12. I am preoccupied by 

the client outside of 

session. 

     

13. I try to attend to how I 

am feeling when I am 

with the client.  

     

14. I rely on my intuition 

to determine how to 

respond to the client 

during difficult 

situations. 

     

15. I feel guarded after 

stressful 

circumstances with the 

client. 

     

16. When I feel anxious or 

stressed with a client, I 

use my emotional 

reactions to inform my 

work. 

     

17. I feel at a loss of how 

to help the client reach 

his or her goals. 

     

18. I struggle to connect 

therapeutically with 

the client. 

     

19. The client’s presenting 

concerns are outside 

of my expertise. 

     

20. I struggle in managing 

my own emotions that 

arise when working 

with the client.  

     

21. I do not believe the 

client is ready to 

engage in the 

therapeutic work 

needed to reach his or 

her goals. 
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22. I feel responsible for 

my client’s progress in 

counseling. 

     

23. I feel protective of 

myself in session.  

     

24. I feel drained after my 

work with the client. 

     

25. I feel afraid in session 

with the client.  

     

26. My client and I are not 

a good match. 

     

27. The client’s story 

triggers my own 

personal experiences.  

     

28. I try to put my own 

emotions aside to be 

present for the client.  

     

29. I rely on my 

professional 

experience when 

managing difficult 

client circumstances. 

     

30. My client has 

unrealistic 

expectations of me. 

     

31. I never know if what I 

am doing with my 

client is working. 

     

32. The client tries to 

upset me.  

     

33. I try to model adaptive 

behaviors to the client.  

     

34. I am transparent about 

my reactions to my 

client during difficult 

circumstances. 

     

35. I struggle to find the 

appropriate response 

during difficult client 

situations. 

     

36. I feel apprehensive in 

session with the client.  

     

37. I feel helpless during 

intense emotional 

situations with the 

client. 
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38. The desire to be 

helpful to the client 

feels overwhelming. 

     

39. The client directs his 

or her anger at me.  

     

40. I feel frustrated by my 

client’s behaviors.  

     

41. I am afraid that I will 

disappoint my client.  

     

42. The intensity of the 

client’s problem(s) 

feels overwhelming.  

     

43. I am unable to reach 

my client emotionally.  

     

44. The client rejects my 

responses and 

interventions.  

     

45. The client is 

demanding of me.  

     

46. I feel angry when I am 

with the client.  

     

47. I engage in centering 

exercises when I feel 

reactive to the client.  

     

48. The level of 

uncertainty in my 

work with the client is 

unsettling.  

     

49. During intense 

emotional situations, I 

sacrifice my own 

needs for the needs of 

the client. 

     

50. I struggle with staying 

present for the client. 

     

51. The depth of the 

relationship is too 

much to handle.  

     

52. During difficult 

circumstances, I 

struggle with wanting 

to respond as a regular 

person and needing to 

respond as a 

counselor. 
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53. I feel unsure of how to 

process my personal 

reactions in session.  

     

54. My client and I do not 

seem compatible.  

     

55. I feel that I have to 

work harder to form or 

maintain a relationship 

with the client.  

     

56. I tend to stay calm 

during emergency 

situations with the 

client.  

     

57. I feel pressure to 

perform effectively 

with the client.  

     

58. I believe that I may 

never see client 

progress.  

     

59. I feel a sense of 

responsibility during 

high-risk situations.  

     

60. I feel stressed trying to 

prepare different 

situations that may 

arise with the client.  
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APPENDIX B 

Second Version of ISS-C 

 

Directions: Think of a challenging client that you have encountered in your therapeutic 

work. A challenging client can be described by some of the following characteristics: 

aggressive, angry, a complainer, unresponsive, superficial, pessimistic, a “know-it-all,” 

resistant, deceptive, and indecisive (Norton & McGauley, 1998). For each statement 

below, circle the number that best describes the degree to which you identify with these 

experiences when working with a challenging client.   

 

 

Items Not at all 

 

1 

Slightly 

 

2 

Somewhat 

 

3 

A lot 

 

4 

Quite a lot 

 

5 

1. I struggle with 

maintaining a therapeutic 

relationship with the 

client.  

     

2. I feel tension in my body 

when working with the 

client. 

     

3. I am unsure if what I am 

doing with my client is 

working 

     

4. I struggle to relate to the 

client’s cultural 

background. 

     

5. I feel frustrated by my 

client’s behaviors. 

     

6. I believe my client rejects 

my responses. 

     

7. I feel incompatible with 

my client. 

     

8. I feel myself trembling 

during session. 

     

9. I feel that I have to work 

harder to form a 

therapeutic relationship 

with the client. 

     

10. The client’s story triggers 

my own personal 

experiences.  

     

11. I feel pressure to perform 

effectively with the client.  
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12. I feel guarded during 

stressful circumstances 

with the client. 

     

13. I feel that I must sacrifice 

my own needs for the 

needs of the client. 

     

14. I feel cautious when 

responding to the client. 

     

15. I believe the client tries to 

violate my boundaries. 

     

16. I feel responsible for the 

client’s safety. 

     

17. I struggle with managing 

my own emotions that 

arise when working with 

the client.  

     

18. It is difficult to appear 

calm during session. 

     

19. I feel helpless during 

intense emotional 

situations with the client. 

     

20. I believe my client tries to 

upset me. 

     

21. I feel drained by my work 

with the client. 

     

22. It is difficult to rely on my 

intuition when working 

with the client. 

     

23. I believe my client has 

unrealistic expectations of 

me. 

     

24. I feel afraid in session 

with the client.  

     

25. It is difficult to model 

adaptive behaviors to the 

client 

     

26. I feel overwhelmed by the 

intensity of the client’s 

problems. 

     

27. I struggle with being 

transparent about my 

reactions to the client 

     

28. It is difficult to recognize 

how I am feeling when I 

am with the client 
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29. It is difficult to use my 

emotional reactions to the 

client to inform my 

therapeutic work. 

     

30. I feel angry when I am 

with the client. 

     

31. I struggle with 

maintaining a professional 

role with the client 

     

32. I feel unsettled by the 

level of uncertainty in my 

work with the client. 

     

33. I feel worried that I will 

disappoint my client.  

     

34. I struggle with staying 

present for the client. 

     

35. I feel stuck in how to help 

the client 

     

36. I feel responsible for my 

client’s progress in 

counseling. 

     

37. I struggle with finding the 

appropriate response to the 

client’s behavior. 

     

38. I feel protective of myself 

in session.  

     

39. I struggle to be inviting to 

the client 

     

40. I feel stressed trying to 

prepare different situations 

that may arise with the 

client.  

     

41. I believe the client rejects 

my interventions. 

     

42. It is difficult to be 

authentic with the client. 
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APPENDIX C 

Content Expert Rating Form 

 

Item Evaluation for a Proposed Measure of Professional Counselors’ Perceptions of 

Interpersonal Stress 

 

As a Subject Matter Expert, we are asking you to evaluate the degree to which each item 

shown below is relevant to the construct of interest. Below is the definition of the 

construct. Please read and familiarize yourself with the definition before starting the 

tasks. 

Professional counselor interpersonal stress is defined as a relational process 

between counselor and client where the counselor experiences psychological or 

emotional strain resulting from perceptions of adverse client conditions exceeding 

the counselor’s capacity to manage the difficult client circumstances. 

 

Consistent with Lazarus and Folkman’s (1984) theory of stress and coping, 

“demands” can be referred to as counselors’ perceptions of adverse client 

conditions. “Resources” can be referred to as the counselor’s capacity to manage 

the difficult client circumstances. When the client demands exceed the 

counselor’s resources, counselors experience psychological or emotional strain. 

 

For each item below we are asking you to provide four separate ratings: 

 

Dimension: First, for each item, please indicate whether the item assesses the Demands 

by writing “A” or Resources by writing “B.” If you do not believe the item fits any 

dimension, please write an “X” in that spot. 

 

A: Demands 

B: Resources 

X: Does not fit any dimension 

 

Category: Second, for each item that you believe is assessing Demands or Resources, 

please further delineate these dimensions by indicating whether the item assesses 

Relational Dynamics by writing “1,” In-Session Feelings by writing “2,” Clinical 

Difficulties by writing “3,” Counselor Skills by writing “4,” and Counselor Manner by 

writing “5.” If you do not believe an item fits in any of these categories, please write “0” 

in that spot.  

 

1: Relational Dynamics 

2: In-Session Feelings 

3: Clinical Difficulties 

4: Counselor Skills 

5: Counselor Manner 

0: Does not fit any category 
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Relevancy: Third, for each item, please use the scale provided to rate its level of 

relevancy to the construct defined by writing an “X” in the appropriate column. For 

example, you might have initially indicated an item was a Demand item, but do not 

believe that the item is relevant to demands defined above. In this case, you would leave 

the “A” indicating it’s a Demand item, but you would rate the relevance of the item low. 

 

Clarity: Fourth, please place a question mark (“?”) in the last column for any item that 

was unclear or otherwise difficult to read. 
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Item Evaluation for a Proposed Measure of Professional Counselors’ Perceptions of 

Interpersonal Stress 

 

Item Dim. Cat. Relevancy Cla 

   Irr. 

 

(1) 

Part. 

Rel. 

(2) 

Rel. 

 

(3) 

 

1. I struggle with maintaining a 

therapeutic relationship with 

the client.  

      

2. I feel tension in my body 

when working with the client. 

      

3. I am unsure if what I am 

doing with my client is 

working 

      

4. I struggle to relate to the 

client’s cultural background. 

      

5. I feel frustrated by my 

client’s behaviors. 

      

6. I believe my client rejects my 

responses. 

      

7. I feel incompatible with my 

client. 

      

8. I feel myself trembling during 

session. 

      

9. I feel that I have to work 

harder to form a therapeutic 

relationship with the client. 

      

10. The client’s story triggers my 

own personal experiences.  

      

11. I feel pressure to perform 

effectively with the client.  

      

12. I feel guarded during stressful 

circumstances with the client. 

      

13. I feel that I must sacrifice my 

own needs for the needs of 

the client. 

      

Item Dim. Cat. Relevancy Cla 

   Irr. 

 

(1) 

Part. 

Rel. 

(2) 

Rel. 

 

(3) 

 

14. I feel cautious when 

responding to the client. 

      

15. I believe the client tries to 

violate my boundaries. 
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16. I feel responsible for the 

client’s safety. 

      

17. I struggle with managing my 

own emotions that arise when 

working with the client.  

      

18. It is difficult to appear calm 

during session. 

 

      

19. I feel helpless during intense 

emotional situations with the 

client. 

      

20. I believe my client tries to 

upset me. 

      

21. I feel drained by my work 

with the client. 

      

22. It is difficult to rely on my 

intuition when working with 

the client. 

      

23. I believe my client has 

unrealistic expectations of 

me. 

      

24. I feel afraid in session with 

the client.  

      

25. It is difficult to model 

adaptive behaviors to the 

client 

      

26. I feel overwhelmed by the 

intensity of the client’s 

problems. 

      

27. I struggle with being 

transparent about my 

reactions to the client 

      

28. It is difficult to recognize 

how I am feeling when I am 

with the client 

      

29. It is difficult to use my 

emotional reactions to the 

client to inform my 

therapeutic work. 

      

Item Dim. Cat. Relevancy Cla 

   Irr. 

 

(1) 

Part. 

Rel. 

(2) 

Rel. 

 

(3) 

 

30. I feel angry when I am with 

the client. 
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31. I struggle with maintaining a 

professional role with the 

client 

      

32. I feel unsettled by the level of 

uncertainty in my work with 

the client. 

      

33. I feel worried that I will 

disappoint my client.  

      

34. I struggle with staying 

present for the client. 

 

      

35. I feel stuck in how to help the 

client 

      

36. I feel responsible for my 

client’s progress in 

counseling. 

      

37. I struggle with finding the 

appropriate response to the 

client’s behavior. 

      

38. I feel protective of myself in 

session.  

      

39. I struggle to be inviting to the 

client 

      

40. I feel stressed trying to 

prepare different situations 

that may arise with the client.  

      

41. I believe the client rejects my 

interventions. 

      

42. It is difficult to be authentic 

with the client. 
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APPENDIX D 

Cognitive Interview Questions for Subject Matter Experts 

 

Cognitive Interview Questions Subject Matter Experts 

 

1. What was your experience during this exercise?  

 

a. What thoughts/images came to your mind when reading these items?  

 

2. What is your understanding of professional counselor interpersonal stress? 

 

3. What information do you think you would need to recall to answer these items? 

 

4. What type of response format do you think would best suit your initial reaction to 

these items? 

 

5. For each item in question: 

a. Can you repeat the item in your own words? 

b. What came to your mind when reading this item? 

c. How difficult was this item for you to understand? 

i. Was anything vague? Too complex? Undefined?  

ii. How would you revise this item to make it clearer? 

d. How relevant do you think this item is to the construct? 

i. How would you revise this item to make it more relevant? 

 

Specific Items Noted by Measurement Experts: 

Item 7: I feel incompatible with my client  

Item 14: I feel cautious when responding to the client  

Item 15: I feel responsible for my client’s safety  

Item 35: I struggle with staying present for the client  

Item 36: I feel stuck in how to help the client 

Item 37: I feel responsible for my client’s progress in counseling  

Item 39: I feel protective of myself in session 

 

6. What information do you think is missing from these items?  

 

7. How likely do you think professional counselors are to answer these items 

honestly? 
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APPENDIX E 

Third Version of ISS-C 

 

Directions: Think of a challenging client that you have encountered in your therapeutic 

work. A challenging client can be described by some of the following characteristics: 

aggressive, angry, a complainer, unresponsive, superficial, pessimistic, a “know-it-all,” 

resistant, deceptive, and indecisive (Norton & McGauley, 1998). For each statement 

below, circle the number that best describes the extent to which you agree with each 

statement when working with a challenging client.   

 

 

Items Strongly 

Disagree 

 

 

1 

Disagree 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

3 

Agree 

 

 

 

4 

Strongly 

Agree 

 

 

5 

1. I struggle with maintaining a 

therapeutic relationship with 

the client.  

     

2. I notice that I am 

experiencing tension in my 

body when working with the 

client. 

     

3. I am unsure if what I am 

doing with my client is 

working. 

     

4. I struggle to relate to the 

client’s cultural background. 

     

5. I feel frustrated by my client’s 

behaviors. 

     

6. I believe my client rejects my 

responses. 

     

7. I am worried that the client 

does not like me. 

     

8. It is difficult to maintain 

composure during difficult 

circumstances. 

     

9. I feel that I have to work 

harder to form a therapeutic 

relationship with the client. 
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10. The client’s story triggers my 

own personal experiences.  

     

 Strongly 

Disagree 

 

 

1 

Disagree 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

3 

Agree 

 

 

 

4 

Strongly 

Agree 

 

 

5 

11. I feel pressure to perform 

effectively with the client.  

     

12. I feel guarded during stressful 

circumstances with the client. 

     

13. I feel that I must sacrifice my 

own needs for the needs of 

the client. 

     

14. It is difficult to empathize 

with client. 

     

15. I believe that I have to choose 

my words carefully when 

responding to the client. 

     

16. I believe the client tries to 

violate my boundaries. 

     

17. I fear for the client’s safety.      

18. I struggle with managing my 

own emotions that arise when 

working with the client.  

     

19. I feel helpless during intense 

emotional situations with the 

client. 

     

20. I believe my client tries to 

upset me. 

     

21. I feel drained by my work 

with the client. 

     

22. It is difficult to rely on my 

intuition when working with 

the client. 

     

23. I believe my client has 

unrealistic expectations of 

me. 

     

24. I feel afraid in session with 

the client.  
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25. It is difficult for me to react 

professionally during 

challenging circumstances. 

     

 Strongly 

Disagree 

 

 

1 

Disagree 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

3 

Agree 

 

 

 

4 

Strongly 

Agree 

 

 

5 

26. I feel overwhelmed by the 

intensity of the client’s 

problems. 

     

27. I struggle with providing 

appropriate confrontation 

with the client. 

     

28. It is difficult to use my 

emotional reactions to the 

client to inform my 

therapeutic work. 

     

29. I struggle to manage any 

anger that I experience with 

the client. 

     

30. I struggle with maintaining a 

professional role with the 

client. 

     

31. I feel unsettled by the level of 

uncertainty in my work with 

the client. 

     

32. I feel worried that I will 

disappoint my client.  

     

33. I struggle with staying present 

with the client. 

     

34. It is difficult to be authentic 

with the client.  

 

 

    

35. I feel stuck in where to go 

next with the client. 

     

36. I feel more responsible for my 

client’s progress in counseling 

than usual. 

     

37. I struggle with finding the 

appropriate response to the 

client’s behavior. 
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38. I feel the need to protect 

myself when I am in session 

with the client.  

     

39. I struggle to be inviting to the 

client. 

     

 Strongly 

Disagree 

 

 

1 

Disagree 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

4 

Strongly 

Agree 

 

 

5 

40. I feel stressed trying to 

prepare for different situations 

that may arise with the client.  

     

41. I believe the client rejects my 

interventions. 

     

42. I am worried that I will not be 

able to find something I like 

about my client. 

     

43. I feel insecure in my ability to 

help the client. 

     

44. I feel a higher level of 

vulnerability when working 

with the client than usual. 

     

45. I feel confused about what is 

happening with the client. 

     

46. I feel that the client is 

presenting with issues that are 

outside of my area of 

expertise. 

     

47. I am preoccupied by the client 

outside of session more often 

than I like to admit. 

     

48. I feel myself judging the 

client. 

     

49. I feel unsuccessful in my 

attempts to help the client. 

     

50. I struggle to trust what the 

client is saying. 
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51. I doubt my skills when 

working with the client.  

     

52. I doubt the decisions I have 

made when working the 

client. 

     

 Strongly 

Disagree 

 

 

1 

Disagree 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

4 

Strongly 

Agree 

 

 

5 

53. I try to regulate my breathing 

during stressful situations that 

occur in session with client. 

     

54. I feel uncertain that the client 

is ready to engage in the 

counseling process. 

     

55. I believe that I am working 

harder than the client during 

our sessions. 

     

56. I try to remain emotionally 

distant when engaging with 

the client. 

     

57. I worry that my client and I 

are not a good match. 

     

58. I struggle with developing a 

real connection with the 

client. 

     

59. The depth of our therapeutic 

relationship is emotionally 

exhausting. 

     

60. I believe I receive consistent 

pushback from the client.  
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APPENDIX F 

Cognitive Interview Questions for Population Experts 

 

Cognitive Interview Questions for Population Experts 

 

1. What is your experience recalling a challenging client? 

a. How long ago did you work with this client? 

b. How vivid were the memories of your work with the client? 

c. How many clients did you think of when responding? 

d. How much do you think “who” you think of might influence your 

responses to these items? 

2. What was your experience during this exercise?  

a. What thoughts/images came to your mind when reading these items?  

3. Were there any items you didn’t understand or you were confused about? 

a. For each relevant item: 

i. Can you repeat the item in your own words? 

ii. What came to your mind when reading this item? 

iii. How difficult was this item for you to understand? 

1. Was anything vague? Too complex? Undefined?  

2. How would you revise this item to make it clearer? 

iv. How relevant do you think this item is to the construct? 

1. How would you revise this item to make it more relevant to 

counselors? 

4. How many years experience do you think you might need to experience a 

challenging client? 

a. How might counselor developmental stage influence responses to these 

items? 

5. How likely do you think professional counselors are to answer these items 

honestly? 
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APPENDIX G 

Fourth Version of ISS-C Used in Pilot 

 

Think of a challenging client that you have encountered in your therapeutic work. A 

challenging client is based on the counselor’s perception, where the counselor perceives 

that the client presents with difficult issues and/or behaviors that challenge the 

counselor’s expectations, skills, needs, and tolerance (Noonan, 1998).  

 

Select one challenging client that you have experienced in your therapeutic work. Briefly 

describe what was challenging for you when working with this client (please do not use 

client names). 

 

 

 

 

 

 

 

For each statement below, circle the number that best describes the extent to which you 

agree with each statement when working with the challenging client you described above.   

 

Items Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

1. I struggle with maintaining a 

therapeutic relationship with 

the client.  

     

2. I notice that I am 

experiencing tension in my 

body when working with the 

client. 

     

3. I am unsure if what I am 

doing with my client is 

working. 

     

4. I struggle to relate to the 

client’s cultural background. 

     

5. I feel frustrated by my client’s 

behaviors. 

     

6. I believe my client rejects my 

responses. 

     

7. I am worried that the client 

does not like me. 
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 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

8. It is difficult to maintain 

composure during difficult 

circumstances. 

     

9. I feel that I have to work 

harder to form a therapeutic 

relationship with the client. 

     

10. The client’s story triggers my 

own personal experiences.  

     

11. I feel pressure to perform 

effectively with the client.  

     

12. I feel guarded during stressful 

circumstances with the client. 

     

13. I feel that I must sacrifice my 

own needs for the needs of 

the client. 

     

14. It is difficult to empathize 

with the client. 

     

15. I believe that I have to choose 

my words carefully when 

responding to the client. 

     

16. I believe the client tries to 

violate my boundaries. 

     

17. I fear for the client’s safety.      

18. I struggle with managing my 

own emotions that arise when 

working with the client.  

     

19. I feel helpless during intense 

emotional situations with the 

client. 

     

20. I believe my client tries to 

upset me. 

     

21. I feel drained by my work 

with the client. 

     

22. It is difficult to rely on my 

intuition when working with 

the client. 

     



  

 

286 

 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

23. I believe my client has 

unrealistic expectations of 

me. 

     

24. I feel afraid in session with 

the client.  

     

25. It is difficult for me to react 

professionally during 

challenging circumstances. 

     

26. I feel overwhelmed by the 

intensity of the client’s 

problems. 

     

27. I struggle with providing 

appropriate confrontation 

with the client. 

     

28. It is difficult to use my 

emotional reactions to the 

client to inform my 

therapeutic work. 

     

29. I struggle to manage any 

anger that I experience with 

the client. 

     

30. I struggle with maintaining a 

professional role with the 

client. 

     

31. I feel unsettled by the level of 

uncertainty in my work with 

the client. 

     

32. I feel worried that I will 

disappoint my client.  

     

33. I struggle with staying present 

with the client. 

     

34. It is difficult to be authentic 

with the client.  

     

35. I feel stuck in where to go 

next with the client. 
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 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

36. I feel more responsible for my 

client’s progress in counseling 

than usual. 

     

37. I struggle with finding the 

appropriate response to the 

client’s behavior. 

     

38. I feel the need to protect 

myself when I am in session 

with the client.  

     

39. I struggle to be inviting to the 

client. 

     

40. I feel stressed trying to 

prepare for different situations 

that may arise with the client.  

     

41. I believe the client rejects my 

interventions. 

     

42. I am worried that I will not be 

able to find something I like 

about my client. 

     

43. I feel insecure in my ability to 

help the client. 

     

44. I feel a higher level of 

vulnerability when working 

with the client than usual. 

     

45. I feel confused about what is 

happening with the client. 

     

46. I feel that the client is 

presenting with issues that are 

outside of my area of 

expertise. 

     

47. I am preoccupied by the client 

outside of session more often 

than I like to admit. 

     

48. I feel myself judging the 

client. 

     

49. I feel unsuccessful in my 

attempts to help the client. 
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 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

50. I struggle to trust what the 

client is saying. 

     

51. I doubt my skills when 

working with the client.  

     

52. I doubt the decisions I have 

made when working the 

client. 

     

53. I try to regulate my breathing 

during stressful situations that 

occur in session with the 

client. 

     

54. I feel uncertain that the client 

is ready to engage in the 

counseling process. 

     

55. I believe that I am working 

harder than the client during 

our sessions. 

     

56. I try to remain emotionally 

distant when engaging with 

the client. 

     

57. I worry that my client and I 

are not a good match. 

     

58. I struggle with developing a 

real connection with the 

client. 

     

59. The depth of our therapeutic 

relationship is emotionally 

taxing. 

     

60. I believe I receive consistent 

pushback from the client.  

     

 



  

 

289 

APPENDIX H 

ISS-C for Current Study 

 

Think of a challenging client that you have encountered in your therapeutic work. A 

challenging client is based on the counselor’s perception, where the counselor perceives 

that the client presents with difficult issues and/or behaviors that challenge the 

counselor’s expectations, skills, needs, and tolerance (Noonan, 1998).  

 

Select one challenging client that you have experienced in your therapeutic work. Briefly 

describe what was challenging for you when working with this client (please do not use 

client names). 

 

 

 

 

 

 

 

For each statement below, circle the number that best describes the extent to which you 

agree with each statement when working with the challenging client you described above.   

 

Items Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

1. I struggle with maintaining a 

therapeutic relationship with 

the client.  

     

2. I notice that I am 

experiencing tension in my 

body when working with the 

client. 

     

3. I am unsure if what I am 

doing with my client is 

working. 

     

4. I feel frustrated by my client’s 

behaviors. 

     

5. It is difficult to maintain 

composure during difficult 

circumstances. 

     

6. I feel that I have to work 

harder to form a therapeutic 

relationship with the client. 
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 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

7. I feel pressure to perform 

effectively with the client. 

     

8. I feel guarded during stressful 

circumstances with the client. 

     

9. It is difficult to empathize 

with the client. 

     

10. I believe that I have to choose 

my words carefully when 

responding to the client. 

     

11. I believe the client tries to 

violate my boundaries. 

     

12. I struggle with managing my 

own emotions that arise when 

working with the client. 

     

13. I feel helpless during intense 

emotional situations with the 

client. 

     

14. I believe my client tries to 

upset me. 

     

15. I feel drained by my work 

with the client. 

     

16. It is difficult to rely on my 

intuition when working with 

the client. 

     

17. I believe my client has 

unrealistic expectations of 

me. 

     

18. I feel overwhelmed by the 

intensity of the client’s 

problems. 

     

19. I struggle with providing 

appropriate confrontation 

with the client. 

     

20. It is difficult to use my 

emotional reactions to the 

client to inform my 

therapeutic work. 
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 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

21. I feel unsettled by the level of 

uncertainty in my work with 

the client. 

     

22. I feel worried that I will 

disappoint my client.  

     

23. I struggle with staying present 

with the client. 

     

24. It is difficult to be authentic 

with the client.  

     

25. I feel stuck in where to go 

next with the client. 

     

26. I feel more responsible for my 

client’s progress in counseling 

than usual. 

     

27. I struggle with finding the 

appropriate response to the 

client’s behavior. 

     

28. I feel the need to protect 

myself when I am in session 

with the client.  

     

29. I struggle to be inviting to the 

client. 

     

30. I feel stressed trying to 

prepare for different situations 

that may arise with the client.  

     

31. I feel insecure in my ability to 

help the client. 

     

32. I feel a higher level of 

vulnerability when working 

with the client than usual. 

     

33. I feel confused about what is 

happening with the client. 

     

34. I feel that the client is 

presenting with issues that are 

outside of my area of 

expertise. 
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 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

35. I am preoccupied by the client 

outside of session more often 

than I like to admit. 

     

36. I feel myself judging the 

client. 

     

37. I feel unsuccessful in my 

attempts to help the client. 

     

38. I struggle to trust what the 

client is saying. 

     

39. I doubt my skills when 

working with the client.  

     

40. I doubt the decisions I have 

made when working the 

client. 

     

41. I try to regulate my breathing 

during stressful situations that 

occur in session with the 

client. 

     

42. I feel uncertain that the client 

is ready to engage in the 

counseling process. 

     

43. I believe that I am working 

harder than the client during 

our sessions. 

     

44. I try to remain emotionally 

distant when engaging with 

the client. 

     

45. I worry that my client and I 

are not a good match. 

     

46. I struggle with developing a 

real connection with the 

client. 

     

47. The depth of our therapeutic 

relationship is emotionally 

taxing. 

     

48. I believe I receive consistent 

pushback from the client. 
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APPENDIX I 

Demographic Questionnaire 

 

Tell us about yourself: 

 

1. What is your race? 

___African American/Black 

___Asian American/Pacific Islander 

___Latino/Hispanic 

___Caucasian/White 

___Middle Eastern 

___Biracial 

___Multiracial 

___Native American 

___Other 

 

2. What is your age? 

___20-29 

___30-39 

___40-49 

___50-59 

___60-69 

___70-79 

___80-89 

___90-99 

 

3. What is your gender/sex? 

___Male 

___Female 

___Transgender 

___Other 

 

4. What region of the country are you licensed to practice as a professional counselor? 

___Southeast 

___Southwest 

___West 

___Midwest 

___Northeast 

 

5. Did you graduate from a CACREP Accredited or equivalent Master’s Program? 

___Yes 

___No 

Other: _______________ 

 

6. Please provide your highest degree obtained 

___Master’s 
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___Specialist 

___Doctorate 

___Other 

 

7. What is the area of concentration for your degree?: 

____________________________________________________  

 

8. What is your primary professional identity? 

___Mental Health Counselor 

___Addiction Counselor 

___School Counselor 

___Career Counselor 

___Clinical Rehabilitation Counselor 

___Marriage/Couples/Family Counselor 

___College Counselor/Student Affairs 

___Play Therapist  

___Other 

 

9. What are your credentials as a counselor? 

___LPCA or state equivalent (e.g., providing clinical services under direct clinical 

supervision; restricted license)  

___LPC or state equivalent (e.g., possessing an independent counseling practice license) 

___LPC-S or state equivalent (e.g., possessing independent counseling practice license 

and board approved to provide clinical supervision) 

___Other  

 

10. Are you board approved to provide clinical supervision in your state? 

___Yes 

___No 

___Other 

 

11. How many years have you served as a licensed professional counselor? 

___Less than one year 

___1-5 

___6-10 

___11-15 

___16-20 

___21-25 

___26+ 

___Other 

 

12. Please describe your theoretical orientation: 

____________________________________________________________ 

 

13. How many hours per week do you work as a professional counselor? 

___0-5 
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___6-10 

___11-15 

___16-20 

___21-25 

___26-30 

___31-35 

___36-40 

___41-45 

___46-50 

___51-55 

___56-60 

___61+ 

___Other 

 

14. How many hours per week involve providing direct counseling services (i.e., hours that 

you are engaged in counseling sessions/groups)? 

___0-5 

___6-10 

___11-15 

___16-20 

___21-25 

___26-30 

___31-35 

___36-40 

___41+ 

___Other 

 

15. Do you have an active caseload of clients?  

___Yes 

___No 

 

16. How many clients are currently on your caseload? 

___0-5 

___6-10 

___11-15 

___16-20 

___21-25 

___26-30 

___31-35 

___36-40 

___41+ 

 

17. What is your work setting as a professional counselor? 

___Private Practice 

___Hospital 

___Agency 
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___College Counseling Center 

___School (K-12) 

___Jail/Correctional Facility 

___Employee Assistance Program 

Other:_______________________________ 

 

18. Based on your caseload, which diagnostic categories best describe your clients’ 

presenting concerns? Check all that apply.  

___Mood Disorders 

___Anxiety Disorders 

___Substance-Related and Addictive Disorders 

___Personality Disorders 

___Eating Disorders 

___Psychotic Disorders 

___Adjustment Disorders 

___Trauma and Stress-Related Disorders 

___ Comorbid Disorders 

Other: ________________________ 

___N/A 

 

19. Which client behavior contributes to the most stress for you? Check all that apply 

___ Boundary Issues 

___ Suicidality/Self-Harm 

___Cultural Issues 

___Client readiness/ambivalence 

___Aggression/Violence 

___Anger 

___Unrealistic expectations 

___Meanness/Rudeness 

___Tardiness/No-showing  

Other(please describe): __________________________________ 

 

20. Which category best describes the frequency that you have experienced stress due to 

your interactions with your client(s)? 

___Never or Almost Never 

___Rarely 

___Sometimes 

___Often 

___Always or Almost Always 
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APPENDIX J 

Counselor Burnout Inventory 

 

Instructions: This questionnaire is designed to measure the counselor’s burnout level. There are no 

right or wrong answers. Try to be as honest as you can. Beside each statement, circle 

the number that best describes how you feel.  

 

 

 1 

Never 

True 

2 

Rarely 

True 

3 

Sometimes 

True 

4 

Often 

True 

5 

Always 

True 

1. Due to my job as a counselor, I feel 

tired most of the time. 

1 2 3 4 5 

2. I feel I am an incompetent counselor. 1 2 3 4 5 

3. I am treated unfairly in my workplace. 1 2 3 4 5 

4. I am not interested in my clients and 

their problems. 

1 2 3 4 5 

5. My relationships with family members 

have been negatively impacted by my 

work as a counselor. 

1 2 3 4 5 

6. I feel exhausted due to my work as a 

counselor. 

1 2 3 4 5 

7. I feel frustrated by my effectiveness as 

a counselor. 

1 2 3 4 5 

8. I feel negative energy from my 

supervisor.  

1 2 3 4 5 

9. I have become callous toward clients. 1 2 3 4 5 

10. I feel like I do not have enough time to 

engage in personal interests. 

1 2 3 4 5 

11. Due to my job as a counselor, I feel 

overstressed. 

1 2 3 4 5 

12. I am not confident in my counseling 

skills. 

1 2 3 4 5 

13. I feel bogged down by the system in my 

workplace. 

1 2 3 4 5 

14. I have little empathy for my clients. 1 2 3 4 5 

15. I feel I do not have enough time to 

spend with my friends. 

1 2 3 4 5 

16. Due to my job as a counselor, I feel 

tightness in my back and shoulders. 

1 2 3 4 5 

17. I do not feel like I am making a change 

in my clients. 

1 2 3 4 5 

18. I feel frustrated with the system in my 

workplace. 

1 2 3 4 5 
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19. I am no longer concerned about the 

welfare of my clients. 

1 2 3 4 5 

20. I feel I have poor boundaries between 

work and my personal life. 

1 2 3 4 5 
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APPENDIX K 

Perceived Stress Scale-10 

 

INSTRUCTIONS: The questions in this scale ask you about your feelings and thoughts 

during THE LAST MONTH.   In each case, please indicate your response by placing an 

“X” over the circle representing HOW OFTEN you felt or thought a certain way. 

 

 1 

Never  

2 

Almost 

Never  

3 

Sometimes  

4 

Fairly 

Often 

5 

Very 

Often 

1. In the last month, how often 

have you been upset because of 

something that happened 

unexpectedly? 

1 2 3 4 5 

2. In the last month, how often 

have you felt that you were 

unable to control the important 

things in your life? 

 

1 2 3 4 5 

3. In the last month, how often 

have you felt nervous and 

“stressed”? 

1 2 3 4 5 

4. In the last month, how often 

have you felt confident about 

your ability to handle your 

personal problems? 

1 2 3 4 5 

5. In the last month, how often 

have you felt that things were 

going your way? 

1 2 3 4 5 

6. In the last month, how often 

have you found that you could 

not cope with all the things that 

you had to do? 

1 2 3 4 5 

7. In the last month, how often 

have you been able to control 

irritations in your life? 

1 2 3 4 5 

8. In the last month, how often 

have you felt that you were on 

top of things? 

1 2 3 4 5 

9. In the last month, how often 

have you been angered because 

of things that were outside your 

control? 

1 2 3 4 5 
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10. In the last month, how often 

have you felt difficulties were 

piling up so high that you could 

not overcome them? 

1 2 3 4 5 
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APPENDIX L 

Meaning in Life Questionnaire 

 

Please take a moment to think about what makes your life and existence feel important 

and significant to you. Please respond to the following statements as truthfully and 

accurately as you can, and also please remember that these are very subjective questions 

and that there are no right or wrong answers. Please answer according to the scale below: 

 

1 

Absolutely 

Untrue 

 

2 

Mostly 

Untrue 

 

3 

Somewhat 

Untrue 

 

4 

Can’t Say 

True or 

False 

5 

Somewhat 

True 

 

6 

Mostly 

True 

 

7 

Absolutely 

True 

 

 

_____1. I understand my life’s meaning. 

_____2. I am looking for something that makes my life feel meaningful. 

_____3. I am always looking to find my life’s purpose. 

_____4. My life has a clear sense of purpose. 

_____5. I have a good sense of what makes my life meaningful. 

_____6. I have discovered a satisfying life purpose. 

_____7. I am always searching for something that makes my life feel significant. 

_____8. I am seeking a purpose or mission for my life. 

_____9. My life has no clear purpose. 

_____10. I am searching for meaning in my life. 
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APPENDIX M 

Email Request to Participants 

 

Dear Professional Counselor, 

   

My name is Missy Butts, and I am a doctoral candidate in Counselor Education and 

Supervision at the University of North Carolina at Charlotte. I am writing you in the hope 

that you would consider participating in a short research study that examines perceptions 

of interpersonal stress among professional counselors. As a researcher, my goal is to 

work with practitioners to investigate areas of counseling that influence client welfare 

and counselor wellness. Your experiences are important and are critical to improving 

professional practice. Thank you for all of the work you do on the front lines! 

 

This study has been approved by the Institutional Review Board at the University of 

North Carolina at Charlotte (#18-0351). You are eligible to participate in this study if 

you: (a) are a License Professional Counselor Associate (LPCA), Licensed Professional 

Counselor (LPC), or Licensed Professional Counselor Supervisor (LPC-S), or possess 

state equivalent credentials, and (b) are a graduate of a CACREP-Accredited or 

equivalent program in the United States. Upon completion of the survey, you will have 

the option to submit your email address to be entered into a drawing of 1 of 20 $10 visa 

gift cards. 

 

Your participation in this study is voluntary and all responses will be anonymous. No 

personal identifiable information will be associated with your responses. This set of 

questionnaires should take you 10-20 minutes to complete. Please click the link below to 

go to the survey website (or copy and paste the survey link into your internet browser). 

  

Survey Link:  

  

Your participation in this study is important, and it will help to contribute to a growing 

body of counselor education research that will, hopefully, help to strengthen counselor 

training. If you have questions concerning the study, please do not hesitate to contact me, 

Missy Butts, by email at cbutts4@uncc.edu or my faculty advisor, Dr. Sejal Parikh Foxx, 

by phone at 704.687.8963, or by email at sbparikh@uncc.edu. 

   

Thank you for your time, 

  

Missy Butts, M.A., LPCA, NCC 

Doctoral Student in Counselor Education and Supervision 

9201 University City Boulevard | Charlotte, North Carolina 28223 

 

Sejal Parikh Foxx, Ph.D. 

Associate Professor | Department of Counseling 

UNC Charlotte | Cato College of Education 

9201 University City Blvd | Charlotte NC 28223 

Phone: 704.687.8963 | Fax: 704.687.1636 
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APPENDIX N 

Email Request to Participants Test-Retest 

 

Dear Professional Counselor, 

   

A few weeks ago, you completed a survey that asked you questions about your 

perceptions of interpersonal stress as a professional counselor. You submitted your email 

address to let us know that you were willing to participate in a follow-up survey. I am 

writing you in the hope that you would consider participating in this short follow-up 

survey at this time. This set of questionnaires should take you 5-10 minutes to complete. 

Upon completion of the survey, you will have the option to submit your email address to 

be entered into another drawing of 1 of 20 $10 visa gift cards.  

 

This study has been approved by the Institutional Review Board at the University of 

North Carolina at Charlotte (#18-0351). You are eligible to participate in this study if 

you: (a) are a License Professional Counselor Associate (LPCA), Licensed Professional 

Counselor (LPC), or Licensed Professional Counselor Supervisor (LPC-S), or possess 

state equivalent credentials, and (b) are a graduate of a CACREP-Accredited or 

equivalent program in the United States. 

 

Your participation in this study is voluntary and all responses will be anonymous. No 

personal identifiable information will be associated with your responses. Please click the 

link below to go to the survey website (or copy and paste the survey link into your 

internet browser). 

  

Survey Link:  

  

Your participation in this study is important, and it will help to contribute to a growing 

body of counselor education research that will, hopefully, help to strengthen counselor 

training. If you have questions concerning the study, please do not hesitate to contact me, 

Missy Butts, by email at cbutts4@uncc.edu or my faculty advisor, Dr. Sejal Parikh Foxx, 

by phone at 704.687.8963, or by email at sbparikh@uncc.edu. 

   

Thank you for your time, 

  

 

Missy Butts, M.A., LPCA, NCC 

Doctoral Student in Counselor Education and Supervision 

UNC Charlotte | College of Education 

9201 University City Boulevard | Charlotte, North Carolina 28223 

 

Sejal Parikh Foxx, Ph.D. 

Associate Professor | Department of Counseling 

UNC Charlotte | Cato College of Education 

9201 University City Blvd | Charlotte NC 28223 

Phone: 704.687.8963 | Fax: 704.687.1636 
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APPENDIX O 

Informed Consent 

 

CONSENT TO PARTICIPATE IN A RESEARCH STUDY  

You are invited to participate in a study being conducted by Missy Butts, a doctoral 

candidate in the Department of Counseling at the University of North Carolina at 

Charlotte. The purpose of the study is to explore your perceptions of interpersonal stress 

as a professional counselor. Participation in this survey should take approximately 10-20 

minutes to complete. 
  

PARTICIPATION 

Your participation in this survey is voluntary. You may refuse to take part in the research 

or exit the survey at any time without penalty. You may skip any question you do not 

wish to answer for any reason. To compensate you for your time, you will have the 

option to submit your email address to be entered into a drawing to win 1 of 20 $10 visa 

gift cards if you meet the eligibility criteria. Your email address will not be associated 

with any of your responses.  

If you wish to participate, you will be asked to complete a set questions related to your 

level of interpersonal stress. You are eligible to participate in this study if you: (a) are a 

License Professional Counselor Associate (LPCA), Licensed Professional Counselor 

(LPC), or Licensed Professional Counselor Supervisor (LPC-S), or possess state 

equivalent credentials, and (b) are a graduate of a CACREP-Accredited or equivalent 

program in the United States. 

The research team will make every effort to protect your privacy.  All of your responses 

to the questions will be received anonymously, and no identifying information will be 

collected in connection with your participation. The data from this study will be accessed 

via a password-protected computer. In addition to use in the current study, all data from 

participation may be used for future unspecified research studies when appropriate. This 

means that the research team may conduct further analyses of the collected data to answer 

additional research questions in the future. 

 

Follow-up participation for another chance to win a visa gift card: Participants who 

complete this questionnaire will be asked to enter their email address if they are willing 

to participate in a follow-up survey. The follow-up survey will use similar questions to 

explore your perceptions of interpersonal stress as professional counselor. Those 

participants who enter their email for this reason will be contacted in approximately two 

weeks to complete an additional survey. The additional survey should take approximately 

5-10 minutes to complete. These participants will have the option to enter into a second 

drawing for the chance to win one of 20 $10 visa gift cards. An additional consent 

document will be provided for these participants. 
 

BENEFITS & RISK 

If you choose to participate in this study, your participation will contribute to a greater 

understanding of stress that results from working with clients in counseling settings, 

which may have significant implications clinical work, counselor preparation, and 
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counseling supervision. As this survey is anonymous, there are no foreseeable risks 

involved in participating in this study other than those encountered in day-to-day life.  
  

CONTACT 
If you have further questions or concerns about your rights as a participant in this study, 

contact the Office of Research Compliance at (704) 687-1871 or uncc-irb@uncc.edu.  If 

you have questions concerning the study, contact the principal investigator, Missy Butts, 

by email at cbutts4@uncc.edu or her faculty advisor, Dr. Sejal Parikh Foxx, by phone at 

704.687.8963, or by email at sbparikh@uncc.edu. 
 

ELECTRONIC CONSENT 

You may print a copy of this form.  If you are 18 years of age or older, understand the 

statements above, and voluntarily consent to participate in the study, click the "Agree" 

button to begin the survey. 
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APPENDIX P 

Informed Consent for Pilot Study 

 

CONSENT TO PARTICIPATE IN A RESEARCH STUDY  

You are invited to participate in a study being conducted by Missy Butts, a doctoral 

candidate in the Department of Counseling at the University of North Carolina at 

Charlotte. The purpose of the study is to explore your perceptions of interpersonal stress 

as a professional counselor. Participation in this survey should take approximately 10-20 

minutes to complete. 

  

PARTICIPATION 

Your participation in this survey is voluntary. You may refuse to take part in the research 

or exit the survey at any time without penalty. You may skip any question you do not 

wish to answer for any reason. To compensate you for your time, you will have the 

option to submit your email address to be entered into a drawing to win one of 20 $10 

visa gift cards if you meet the eligibility criteria. Your email address will not be 

associated with any of your responses. 

 

If you wish to participate, you will be asked to complete a set questions related to your 

level of interpersonal stress. You are eligible to participate in this study if you: (a) are a 

License Professional Counselor Associate (LPCA), Licensed Professional Counselor 

(LPC), or Licensed Professional Counselor Supervisor (LPC-S), or possess state 

equivalent credentials, and (b) are a graduate of a CACREP-Accredited or equivalent 

program in the United States. 

 

The research team will make every effort to protect your privacy.  All of your responses 

to the questions will be received anonymously, and no identifying information will be 

collected in connection with your participation. The data from this study will be accessed 

via a password-protected computer. In addition to use in the current study, all data from 

participation may be used for future unspecified research studies when appropriate. This 

means that the research team may conduct further analyses of the collected data to answer 

additional research questions in the future. 

 

BENEFITS & RISK 

If you choose to participate in this study, your participation will contribute to a greater 

understanding of stress that results from working with clients in counseling settings, 

which may have significant implications clinical work, counselor preparation, and 

counseling supervision. As this survey is anonymous, there are no foreseeable risks 

involved in participating in this study other than those encountered in day-to-day life.  

  

CONTACT 

If you have further questions or concerns about your rights as a participant in this study, 

contact the Office of Research Compliance at (704) 687-1871 or uncc-irb@uncc.edu.  If 

you have questions concerning the study, contact the principal investigator, Missy Butts, 

by email at cbutts4@uncc.edu or her faculty advisor, Dr. Sejal Parikh Foxx, by phone at 

704.687.8963, or by email at sbparikh@uncc.edu. 
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ELECTRONIC CONSENT 

You may print a copy of this form.  If you are 18 years of age or older, understand the 

statements above, and voluntarily consent to participate in the study, click the "Agree" 

button to begin the survey. 
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APPENDIX Q 

Final 19 Items of ISS-C 

 

Think of a challenging client that you have encountered in your therapeutic work. A 

challenging client is based on the counselor’s perception, where the counselor perceives 

that the client presents with difficult issues and/or behaviors that challenge the 

counselor’s expectations, skills, needs, and tolerance (Noonan, 1998).  

 

Select one challenging client that you have experienced in your therapeutic work. Briefly 

describe what was challenging for you when working with this client (please do not use 

client names). 

 

 

 

 

 

 

 

For each statement below, circle the number that best describes the extent to which you 

agree with each statement when working with the challenging client you described above.   

 

Items Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

1. I struggle to be inviting to 

the client. 

     

2. I struggle with developing 

a real connection with the 

client. 

     

3. It is difficult to empathize 

with the client. 

     

4. It is difficult to be 

authentic with the client. 

     

5. I worry that my client and 

I are not a good match. 

     

6. I struggle with staying 

present with the client. 
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 Strongly 

Disagree 

 

 

 

1 

Disagree 

 

 

 

 

2 

Neither 

Agree 

nor 

Disagree 

 

3 

Agree 

 

 

 

 

4 

Strongly 

Agree 

 

 

 

5 

7. I doubt my skills when 

working with the client. 

     

8. I doubt the decisions I 

have made when working 

with the client. 

     

9. I feel insecure in my 

ability to help the client. 

     

10. I feel unsettled by the 

level of uncertainty in my 

work with the client. 

     

11. I believe that I am 

working harder than the 

client during our sessions. 

     

12. I feel uncertain that the 

client is ready to engage 

in the counseling process. 

     

13. I believe I receive 

consistent pushback from 

the client. 

     

14. I feel frustrated by my 

client’s behaviors. 

     

15. I feel unsuccessful in my 

attempts to help the client. 

     

16. I feel overwhelmed by the 

intensity of the client’s 

problems. 

     

17. I am preoccupied by the 

client outside of session 

more often than I like to 

admit. 

     

18. I feel stressed trying to 

prepare for different 

situations that may arise 

with the client. 

     

19. I feel a higher level of 

vulnerability when 

working with the client 

than usual. 
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Table 6 

Item Endorsement and Variability for Sample 1 

Items M            SD           N 

1. I struggle with maintaining a therapeutic 

relationship with the client. 
2.63 1.30 

493 

2. I notice that I am experiencing tension in my body 

when working with the client. 
3.56 1.14 

493 

3. I am unsure if what I am doing with my client is 

working. 
3.43 1.18 

493 

4. I feel frustrated by my client's behaviors. 3.71 1.11 493 

5. It is difficult to maintain composure during difficult 

circumstances. 
2.16 1.02 

493 

6. I feel that I have to work harder to form a 

therapeutic relationship with the client. 
3.25 1.36 

493 

7. I feel pressure to perform effectively with the client. 3.36 1.21 493 

8. I feel guarded during stressful circumstances with 

the client. 
2.94 1.20 

493 

9. It is difficult to empathize with the client. 2.54 1.24 493 

10. I believe that I have to choose my words carefully 

when responding to the client. 
3.78 1.07 

493 

11. I believe the client tries to violate my boundaries. 2.91 1.40 493 

12. I struggle with managing my own emotions that 

arise when working with the client. 
2.58 1.14 

493 

13. I feel helpless during intense emotional situations 

with the client. 
2.34 1.06 

493 

14. I believe my client tries to upset me. 2.33 1.26 493 

15. I feel drained by my work with the client. 3.69 1.05 493 

16. It is difficult to rely on my intuition when working 

with the client. 
2.61 1.12 

493 

17. I believe my client has unrealistic expectations of 

me. 
3.02 1.21 

493 

18. I feel overwhelmed by the intensity of the client's 

problems. 
2.80 1.16 

493 

19. I struggle with providing appropriate confrontation 

with the client. 
2.69 1.16 

493 

20. It is difficult to use my emotional reactions to the 

client to inform my therapeutic work. 
2.68 1.03 

493 

21. I feel unsettled by the level of uncertainty in my 

work with the client. 
2.89 1.12 

493 

22. I feel worried that I will disappoint my client. 2.40 1.08 493 

23. I struggle with staying present with the client. 2.39 1.09 493 

24. It is difficult to be authentic with the client. 2.31 1.14 493 
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Table 6 (cont’d) 

25. I feel stuck in where to go next with the client. 3.29 1.16 493 

26. I feel more responsible for my client's progress in 

counseling than usual. 
2.69 1.18 

493 

27. I struggle with finding the appropriate response to 

the client's behavior. 
2.94 1.16 

493 

28. I feel the need to protect myself when I am in 

session with the client. 
2.63 1.25 

493 

29. I struggle to be inviting to the client. 2.43 1.11 493 

30. I feel stressed trying to prepare for different 

situations that may arise with the client. 
2.94 1.17 

493 

31. I feel insecure in my ability to help the client. 2.77 1.16 493 

32. I feel a higher level of vulnerability when working 

with the client than usual. 
2.72 1.17 

493 

33. I feel confused about what is happening with the 

client. 
2.45 1.08 

493 

34. I feel that the client is presenting with issues that 

are outside of my area of expertise. 
2.35 1.09 

493 

35. I am preoccupied by the client outside of session 

more often than I like to admit. 
2.46 1.20 

493 

36. I feel myself judging the client. 2.79 1.21 493 

37. I feel unsuccessful in my attempts to help the 

client. 
3.18 1.11 

493 

38. I struggle to trust what the client is saying. 3.16 1.23 493 

39. I doubt my skills when working with the client. 2.62 1.12 493 

40. I doubt the decisions I have made when working 

with the client. 
2.52 1.04 

493 

41. I try to regulate my breathing during stressful 

situations that occur in session with the client. 
3.11 1.19 

493 

42. I feel uncertain that the client is ready to engage in 

the counseling process. 
3.43 1.20 

493 

43. I believe that I am working harder than the client 

during our sessions. 
3.35 1.19 

493 

44. I try to remain emotionally distant when engaging 

with the client. 
2.71 0.99 

493 

45. I worry that my client and I are not a good match. 2.68 1.17 493 

46. I struggle with developing a real connection with 

the client. 
2.71 1.21 

493 

47. The depth of our therapeutic relationship is 

emotionally taxing. 
2.93 1.17 

493 

48. I believe I receive consistent pushback from the 

client. 
3.39 1.22 

493 
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Table 7 

Summary of Item Total Correlations and Alpha Deleted Analysis for Sample 1 

Items 

Corrected 

Item-Total 

Correlatio

n 

Cronbach's 

Alpha if 

Item 

Deleted 

1. I struggle with maintaining a therapeutic relationship 

with the client. 
0.59 0.95 

2. I notice that I am experiencing tension in my body 

when working with the client. 
0.59 0.95 

3. I am unsure if what I am doing with my client is 

working. 
0.59 0.95 

4. I feel frustrated by my client's behaviors. 0.59 0.95 

5. It is difficult to maintain composure during difficult 

circumstances. 
0.55 0.95 

6. I feel that I have to work harder to form a therapeutic 

relationship with the client. 
0.59 0.95 

7. I feel pressure to perform effectively with the client. 0.52 0.95 

8. I feel guarded during stressful circumstances with the 

client. 
0.59 0.95 

9. It is difficult to empathize with the client. 0.56 0.95 

10. I believe that I have to choose my words carefully 

when responding to the client. 
0.42 0.95 

11. I believe the client tries to violate my boundaries. 0.48 0.95 

12. I struggle with managing my own emotions that arise 

when working with the client. 
0.55 0.95 

13. I feel helpless during intense emotional situations 

with the client. 
0.51 0.95 

14. I believe my client tries to upset me. 0.42 0.95 

15. I feel drained by my work with the client. 0.60 0.95 

16. It is difficult to rely on my intuition when working 

with the client. 
0.51 0.95 

17. I believe my client has unrealistic expectations of me. 0.47 0.95 

18. I feel overwhelmed by the intensity of the client's 

problems. 
0.51 0.95 

19. I struggle with providing appropriate confrontation 

with the client. 
0.58 0.95 

20. It is difficult to use my emotional reactions to the 

client to inform my therapeutic work. 
0.56 0.95 

21. I feel unsettled by the level of uncertainty in my work 

with the client. 
0.60 0.95 

22. I feel worried that I will disappoint my client. 0.38 0.96 

23. I struggle with staying present with the client. 0.49 0.95 
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Table 7 (cont’d) 

24. It is difficult to be authentic with the client. 0.60 0.95 

25. I feel stuck in where to go next with the client. 0.55 0.95 

26. I feel more responsible for my client's progress in 

counseling than usual. 
0.32 0.96 

27. I struggle with finding the appropriate response to the 

client's behavior. 
0.68 0.95 

28. I feel the need to protect myself when I am in session 

with the client. 
0.57 0.95 

29. I struggle to be inviting to the client. 0.61 0.95 

30. I feel stressed trying to prepare for different situations 

that may arise with the client. 
0.66 0.95 

31. I feel insecure in my ability to help the client. 0.63 0.95 

32. I feel a higher level of vulnerability when working 

with the client than usual. 
0.60 0.95 

33. I feel confused about what is happening with the 

client. 
0.48 0.95 

34. I feel that the client is presenting with issues that are 

outside of my area of expertise. 
0.49 0.95 

35. I am preoccupied by the client outside of session more 

often than I like to admit. 
0.46 0.95 

36. I feel myself judging the client. 0.58 0.95 

37. I feel unsuccessful in my attempts to help the client. 0.62 0.95 

38. I struggle to trust what the client is saying. 0.50 0.95 

39. I doubt my skills when working with the client. 0.58 0.95 

40. I doubt the decisions I have made when working with 

the client. 
0.62 0.95 

41. I try to regulate my breathing during stressful 

situations that occur in session with the client. 
0.33 0.96 

42. I feel uncertain that the client is ready to engage in the 

counseling process. 
0.48 0.95 

43. I believe that I am working harder than the client 

during our sessions. 
0.55 0.95 

44. I try to remain emotionally distant when engaging 

with the client. 
0.39 0.96 

45. I worry that my client and I are not a good match. 0.63 0.95 

46. I struggle with developing a real connection with the 

client. 
0.64 0.95 

47. The depth of our therapeutic relationship is 

emotionally taxing. 
0.61 0.95 

48. I believe I receive consistent pushback from the 

client. 
0.57 0.95 
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Table 8 

Summary of Item Level Criterion-Related Validity for Sample 1 

Items Ex Incomp NWE Deval DPL PSS 

1. I struggle with maintaining a 

therapeutic relationship with the 

client. 

0.16 0.20 0.04 0.13 0.13 0.19 

2. I notice that I am 

experiencing tension in my 

body when working with the 

client. 

0.28 0.24 0.04 0.12 0.17 0.22 

3. I am unsure if what I am 

doing with my client is working. 
0.15 0.30 0.08 0.10 0.12 0.17 

4. I feel frustrated by my client's 

behaviors. 
0.15 0.21 0.04 0.15 0.10 0.17 

5. It is difficult to maintain 

composure during difficult 

circumstances. 

0.19 0.24 0.12 0.26 0.16 0.26 

6. I feel that I have to work 

harder to form a therapeutic 

relationship with the client. 

0.12 0.19 0.04 0.10 0.09 0.17 

7. I feel pressure to perform 

effectively with the client. 
0.26 0.31 0.11 0.10 0.21 0.28 

8. I feel guarded during stressful 

circumstances with the client. 
0.29 0.28 0.14 0.22 0.23 0.24 

9. It is difficult to empathize 

with the client. 
0.09 0.13 0.03 0.22 0.06 0.13 

10. I believe that I have to 

choose my words carefully 

when responding to the client. 

0.13 0.06 0.03 0.04 0.10 0.10 

11. I believe the client tries to 

violate my boundaries. 
0.15 0.15 0.15 0.19 0.15 0.15 

12. I struggle with managing my 

own emotions that arise when 

working with the client. 

0.19 0.25 0.08 0.24 0.15 0.19 

13. I feel helpless during intense 

emotional situations with the 

client. 

0.23 0.29 0.08 0.18 0.17 0.18 

14. I believe my client tries to 

upset me. 
0.10 0.13 0.11 0.17 0.10 0.16 

15. I feel drained by my work 

with the client. 
0.38 0.29 0.12 0.15 0.22 0.28 
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Table 8 (cont’d) 

16. It is difficult to rely on my 

intuition when working with the 

client. 

0.11 0.24 -0.02 0.14 0.12 0.16 

17. I believe my client has 

unrealistic expectations of me. 
0.14 0.15 0.02 0.14 0.14 0.16 

18. I feel overwhelmed by the 

intensity of the client's 

problems. 

0.27 0.29 0.10 0.13 0.21 0.30 

19. I struggle with providing 

appropriate confrontation with 

the client. 

0.19 0.33 0.03 0.06 0.14 0.19 

20. It is difficult to use my 

emotional reactions to the client 

to inform my therapeutic work. 

0.25 0.30 0.10 0.16 0.22 0.23 

21. I feel unsettled by the level 

of uncertainty in my work with 

the client. 

0.25 0.38 0.09 0.09 0.20 0.26 

22. I feel worried that I will 

disappoint my client. 
0.27 0.33 0.03 0.09 0.22 0.32 

23. I struggle with staying 

present with the client. 
0.18 0.29 0.10 0.22 0.15 0.24 

24. It is difficult to be authentic 

with the client. 
0.15 0.18 0.07 0.15 0.09 0.21 

25. I feel stuck in where to go 

next with the client. 
0.20 0.31 0.10 0.10 0.15 0.18 

26. I feel more responsible for 

my client's progress in 

counseling than usual. 

0.22 0.29 0.10 0.04 0.18 0.23 

27. I struggle with finding the 

appropriate response to the 

client's behavior. 

0.24 0.36 0.01 0.14 0.21 0.26 

28. I feel the need to protect 

myself when I am in session 

with the client. 

0.21 0.18 0.14 0.18 0.17 0.25 

29. I struggle to be inviting to 

the client. 
0.12 0.20 0.01 0.21 0.12 0.18 

30. I feel stressed trying to 

prepare for different situations 

that may arise with the client. 

0.35 0.38 0.14 0.15 0.25 0.34 

31. I feel insecure in my ability 

to help the client. 
0.25 0.44 0.08 0.12 0.16 0.25 
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Table 8 (cont’d) 

32. I feel a higher level of 

vulnerability when working 

with the client than usual. 

0.22 0.29 0.10 0.13 0.15 0.26 

33. I feel confused about what is 

happening with the client. 
0.19 0.31 0.06 0.12 0.19 0.21 

34. I feel that the client is 

presenting with issues that are 

outside of my area of expertise. 

0.17 0.33 0.09 0.12 0.14 0.17 

35. I am preoccupied by the 

client outside of session more 

often than I like to admit. 

0.26 0.31 0.09 0.16 0.25 0.29 

36. I feel myself judging the 

client. 
0.10 0.26 0.03 0.28 0.06 0.17 

37. I feel unsuccessful in my 

attempts to help the client. 
0.18 0.38 0.05 0.17 0.16 0.25 

38. I struggle to trust what the 

client is saying. 
0.20 0.26 0.20 0.20 0.18 0.25 

39. I doubt my skills when 

working with the client. 
0.20 0.50 0.11 0.14 0.19 0.27 

40. I doubt the decisions I have 

made when working with the 

client. 

0.22 0.44 0.10 0.21 0.18 0.29 

41. I try to regulate my 

breathing during stressful 

situations that occur in session 

with the client. 

0.12 0.11 0.01 0.01 0.12 0.13 

42. I feel uncertain that the 

client is ready to engage in the 

counseling process. 

0.13 0.21 0.07 0.13 0.12 0.17 

43. I believe that I am working 

harder than the client during our 

sessions. 

0.25 0.31 0.15 0.11 0.19 0.28 

44. I try to remain emotionally 

distant when engaging with the 

client. 

0.08 0.15 0.04 0.19 0.05 0.13 

45. I worry that my client and I 

are not a good match. 
0.15 0.28 0.08 0.15 0.11 0.21 

46. I struggle with developing a 

real connection with the client. 
0.13 0.27 0.08 0.13 0.08 0.19 

47. The depth of our therapeutic 

relationship is emotionally 

taxing. 

0.31 0.28 0.13 0.21 0.26 0.30 

48. I believe I receive consistent 

pushback from the client. 
0.19 0.18 0.12 0.12 0.15 0.23 
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Note. Ex.=Exhaustion; Incomp.=Incompetence; NEW=Negative Work Environment 

Deval=Devaluing the Client; DPL=Deterioration in Personal Life; Stress=Perceived 

Stress 
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Table 10 

Factor Structure for the Second EFA using Direct Oblique Rotation 

  Factor 

       1    2       3 4 5 6 

46. I struggle with developing a real 

connection with the client. 
0.78 

     
29. I struggle to be inviting to the client. 0.65      
45. I worry that my client and I are not a good 

match. 
0.62 

     
24. It is difficult to be authentic with the 

client. 
0.58 

     
44. I try to remain emotionally distant when 

engaging with the client. 
0.48 

     
23. I struggle with staying present with the 

client. 
0.44 

     
39. I doubt my skills when working with the client. -0.86     
40. I doubt the decisions I have made when working 

with the client. 
-0.75 

    
31. I feel insecure in my ability to help the client. -0.64     
21. I feel unsettled by the level of uncertainty in my 

work with the client. 
-0.48 

    
34. I feel that the client is presenting with issues that 

are outside of my area of expertise. 
-0.41 

    
11. I believe the client tries to violate my boundaries. 0.72    
14. I believe my client tries to upset me. 0.72    
17. I believe my client has unrealistic expectations of me. 0.42    
43. I believe that I am working harder than the client during 

our sessions. 
-0.65 

  
42. I feel uncertain that the client is ready to engage in the 

counseling process. 
-0.63 

  
37. I feel unsuccessful in my attempts to help the client. -0.50   
4. I feel frustrated by my client’s behaviors. -0.48   
25. I feel stuck in where to go next with the client. -0.47   
48. I believe I receive consistent pushback from the client. -0.45   
38. I struggle to trust what the client is saying.    
9. It is difficult to empathize with the client. 0.49    0.50  
12. I struggle with managing my own emotions that arise when working with the client. 

5. It is difficult to maintain composure during difficult circumstances.  
36. I feel myself judging the client.     
18. I feel overwhelmed by the intensity of the client’s problems.  0.56 
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Table 10 (cont’d) 

30. I feel stressed trying to prepare for different situations that may arise with 

the client. 0.53 

35. I am preoccupied by the client outside of session more often than I like to 

admit. 0.52 

26. I feel more responsible for my client’s progress in counseling than usual. 0.49 

47. The depth of our therapeutic relationship is emotionally taxing. 0.47 

15. I feel drained by my work with the client.  
 0.45 

22. I feel worried that I will disappoint my client.    
32. I feel a higher level of vulnerability when working with the client than 

usual.  
7. I feel pressure to perform effectively with the client.     
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Table 12 

Factor Structure for Fourth EFA using Direct Oblique Rotation 

 Factor 

  1 2 3 4 

21. I feel unsettled by the level of uncertainty in my 

work with the client. 0.65    
18. I feel overwhelmed by the intensity of the 

client’s problems. 0.64    
35. I am preoccupied by the client outside of session 

more often than I like to admit. 0.63    
26. I feel more responsible for my client’s progress 

in counseling than usual. 0.63    
31. I feel insecure in my ability to help the client. 0.61    
32. I feel a higher level of vulnerability when 

working with the client than usual. 0.58    
39. I doubt my skills when working with the client. 0.56    
40. I doubt the decisions I have made when working 

with the client. 0.52    
30. I feel stressed trying to prepare for different 

situations that may arise with the client. 0.51    
34. I feel that the client is presenting with issues that 

are outside of my area of expertise. 0.51    
15. I feel drained by my work with the client.  
29. I struggle to be inviting to the client. 0.73   
46. I struggle with developing a real connection with the 

client. 0.73   
45. I worry that my client and I are not a good match. 0.65   
9. It is difficult to empathize with the client. 0.65   
24. It is difficult to be authentic with the client. 0.63   
44. I try to remain emotionally distant when engaging with 

the client. 0.57   
23. I struggle with staying present with the client. 0.48   
11. I believe the client tries to violate my boundaries. 0.58  
14. I believe my client tries to upset me. 0.54  
42. I feel uncertain that the client is ready to engage in the counseling process. -0.70 

43. I believe that I am working harder than the client during our sessions. -0.70 

48. I believe I receive consistent pushback from the client. -0.58 

4. I feel frustrated by my client’s behaviors. -0.55 

37. I feel unsuccessful in my attempts to help the client. -0.56 

25. I feel stuck in where to go next with the client. -0.44 
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Table 13 

Factor Structure for Fifth EFA using Direct Oblique Rotation 

 Factor 

  1 2 3 4 

21. I feel unsettled by the level of uncertainty in my 

work with the client. 0.68    
31. I feel insecure in my ability to help the client. 0.65    
26. I feel more responsible for my client’s progress in 

counseling than usual. 0.63    
35. I am preoccupied by the client outside of session 

more often than I like to admit. 0.61    
18. I feel overwhelmed by the intensity of the client’s 

problems. 0.61    
39. I doubt my skills when working with the client. 0.60    
32. I feel a higher level of vulnerability when working 

with the client than usual. 0.58    
40. I doubt the decisions I have made when working 

with the client. 0.56    
34. I feel that the client is presenting with issues that 

are outside of my area of expertise. 0.52    
30. I feel stressed trying to prepare for different 

situations that may arise with the client. 0.50    
29. I struggle to be inviting to the client. 0.72   
46. I struggle with developing a real connection with the 

client. 0.71   
9. It is difficult to empathize with the client. 0.65   
45. I worry that my client and I are not a good match. 0.65   
24. It is difficult to be authentic with the client. 0.63   
44. I try to remain emotionally distant when engaging with 

the client. 0.57   
23. I struggle with staying present with the client. 0.49   
11. I believe the client tries to violate my boundaries. 0.66  
14. I believe my client tries to upset me. 0.61  
42. I feel uncertain that the client is ready to engage in the counseling process. -0.69 

43. I believe that I am working harder than the client during our sessions. -0.68 

48. I believe I receive consistent pushback from the client. -0.56 

37. I feel unsuccessful in my attempts to help the client. -0.54 

4. I feel frustrated by my client’s behaviors. -0.53 

25. I feel stuck in where to go next with the client. -0.43 
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Table 14 

Factor Structure for Sixth EFA using Direct Oblique Rotation 

 Factor 

  1 2 3 4 

39. I doubt my skills when working with the 

client. 0.85    
40. I doubt the decisions I have made when 

working with the client. 0.71    
31. I feel insecure in my ability to help the client. 0.69    
21. I feel unsettled by the level of uncertainty in 

my work with the client. 0.51    
34. I feel that the client is presenting with issues that are outside of my area of 

expertise. 

29. I struggle to be inviting to the client. 0.74   
46. I struggle with developing a real connection with the 

client. 0.66   
9. It is difficult to empathize with the client. 0.65   
24. It is difficult to be authentic with the client. 0.60   
45. I worry that my client and I are not a good match. 0.58   
44. I try to remain emotionally distant when engaging with 

the client. 0.57   
23. I struggle with staying present with the client. 0.43   
43. I believe that I am working harder than the client during our 

sessions. -0.77  
42. I feel uncertain that the client is ready to engage in the 

counseling process. -0.70  
48. I believe I receive consistent pushback from the client. -0.59  
4. I feel frustrated by my client’s behaviors. -0.57  
37. I feel unsuccessful in my attempts to help the client. -0.49  
25. I feel stuck in where to go next with the client.  
18. I feel overwhelmed by the intensity of the client’s problems. 0.63 

35. I am preoccupied by the client outside of session more often than I like to 

admit. 0.59 

30. I feel stressed trying to prepare for different situations that may arise with 

the client. 0.53 

32. I feel a higher level of vulnerability when working with the client than 

usual. 0.44 

26. I feel more responsible for my client’s progress in counseling than usual. 0.42 
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Table 24 

Covariance Estimates between Factors in Three-Factor Model 

Model Covariance 
B SE 

[95% 

Conf. 
Interval] 

Three-Factor  
    

 Factor 1 & Factor 2 .60** 0.04 0.52 0.68 

 Factor 1 & Factor 3 .63** 0.04 0.55 0.71 

 Factor 2 & Factor 3 .80** 0.03 0.74 0.86 

Re-specified Three 

Factor      

 

e.ISSC_46 & 

e.ISSC_45 .34** 0.05 0.24 0.44 

 Factor 1 & Factor 2 .60** 0.04 0.52 0.69 

 Factor 1 & Factor 3 .63** 0.04 0.55 0.71 

  Factor 2 & Factor 3 .78** 0.03 0.72 0.85 

Note. **p < .001 
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Table 25  

Standardized Loadings for Three-Factor Model 

Model Factors Items B SE 
[95% 

Conf. 
Interval] R2 

Three-Factor 

Model     
    

 

 

Factor 

1 
 

     

  Item 31 .77** 0.02 0.72 0.82 0.59 

  Item 39 .78** 0.02 0.73 0.83 0.61 

  Item 21 .67** 0.03 0.61 0.73 0.45 

  Item 40 .69** 0.03 0.64 0.75 0.48 

  Item 18 .57** 0.04 0.50 0.65 0.33 

  Item 35 .39** 0.05 0.30 0.48 0.15 

  Item 32 .54** 0.04 0.46 0.61 0.29 

  Item 30 .60** 0.04 0.53 0.67 0.36 

 

Factor 

2 
 

     

  Item 9 .63** 0.03 0.56 0.70 0.39 

  Item 46 .78** 0.03 0.73 0.83 0.61 

  Item 24 .60** 0.04 0.53 0.67 0.36 

  Item 45 .66** 0.03 0.59 0.72 0.43 

  Item 29 .67** 0.03 0.61 0.74 0.45 

  Item 23 .58** 0.04 0.50 0.65 0.33 

 

Factor 

3 
 

     

  Item 42 .68** 0.03 0.61 0.74 0.46 

 
 Item 43 .69** 0.03 0.63 0.75 0.48 

  Item 48 .57** 0.04 0.49 0.64 0.32 

  Item 4 .63** 0.03 0.56 0.70 0.40 

  Item 37 .73** 0.03 0.68 0.79 0.54 
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(Table # Cont’d) 

Re-specified  

Three-Factor 

Model   

    

 

 

Factor 

1 
 

     

  Item 31 .77** 0.02 0.72 0.82 0.59 

  Item 39 .78** 0.02 0.73 0.83 0.61 

  Item 21 .67** 0.03 0.61 0.73 0.45 

  Item 40 .69** 0.03 0.64 0.75 0.48 

  Item 18 .57** 0.04 0.50 0.65 0.33 

  Item 35 .39** 0.05 0.31 0.48 0.16 

  Item 32 .54** 0.04 0.46 0.61 0.29 

  Item 30 .60** 0.04 0.53 0.67 0.36 

 

Factor 

2 
 

     

  Item 9 .65** 0.03 0.58 0.72 0.42 

  Item 46 .73** 0.03 0.67 0.79 0.53 

  Item 24 .63** 0.04 0.56 0.70 0.39 

  Item 45 .58** 0.04 0.51 0.66 0.34 

  Item 29 .69** 0.03 0.63 0.75 0.48 

  Item 23 .61** 0.04 0.54 0.68 0.37 

 

Factor 

3 
 

     

  Item 42 .68** 0.03 0.61 0.74 0.46 

 
 Item 43 .69** 0.03 0.63 0.75 0.48 

  Item 48 .56** 0.04 0.49 0.64 0.32 

  Item 4 .64** 0.03 0.57 0.70 0.40 

   Item 37 .73** 0.03 0.68 0.79 0.54 

Note. **p < .001 
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Table 26 

Covariance Estimates between Factors in Two-Factor Model 

Model Covariance B SE [95% Conf. Interval] 

Two-Factor     

 Factor 1 & Factor 2 .66** 0.04 0.59 0.73 

Re-specified Two Factor    

 e.ISSC_46 & e.ISSC_45 .32** 0.05 0.22 0.42 

  Factor 1 & Factor 2 .67** 0.04 0.59 0.74 

Note. **p < .001 
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Table 27 

Standardized Loadings for Two-Factor Model 

Model Factors Item 
B SE 

[95% 

Conf. 
Interval] 

R2 

Two-Factor Model  
    

 

 Factor 1  
    

 

  ISSC_9 .61** 0.04 0.54 0.68 0.37 

  ISSC_46 .77** 0.03 0.72 0.81 0.59 

  ISSC_24 .57** 0.04 0.50 0.65 0.33 

  ISSC_45 .65** 0.03 0.59 0.71 0.42 

  ISSC_29 .64** 0.03 0.57 0.70 0.41 

  ISSC_23 .57** 0.04 0.49 0.64 0.32 

  ISSC_42 .63** 0.03 0.56 0.69 0.39 

  ISSC_43 .59** 0.04 0.52 0.66 0.35 

  ISSC_48 .55** 0.04 0.48 0.63 0.30 

  ISSC_4 .58** 0.04 0.51 0.65 0.34 

 Factor 2       

  ISSC_31 .77** 0.02 0.72 0.82 0.59 

  ISSC_39 .78** 0.02 0.74 0.83 0.61 

  ISSC_21 .67** 0.03 0.61 0.73 0.45 

  ISSC_40 .69** 0.03 0.63 0.75 0.48 

  ISSC_18 .56** 0.04 0.49 0.64 0.32 

  ISSC_35 .38** 0.05 0.29 0.47 0.14 

  ISSC_32 .52** 0.04 0.44 0.59 0.27 

  ISSC_30 .59** 0.04 0.52 0.66 0.35 

    ISSC_37 .62** 0.03 0.55 0.69 0.39 
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(Table # Cont’d) 

Re-Specified Two Factor Model     

 Factor 1       

  ISSC_9 .62** 0.04 0.55 0.69 0.38 

  ISSC_46 .73** 0.03 0.67 0.79 0.53 

  ISSC_24 .58** 0.04 0.51 0.65 0.34 

  ISSC_45 .60** 0.04 0.53 0.67 0.36 

  ISSC_29 .64** 0.03 0.58 0.71 0.41 

  ISSC_23 .58** 0.04 0.51 0.66 0.34 

  ISSC_42 .63** 0.03 0.56 0.70 0.40 

  ISSC_43 .59** 0.04 0.52 0.66 0.35 

  ISSC_48 .55** 0.04 0.47 0.63 0.30 

  ISSC_4 .59** 0.04 0.52 0.66 0.35 

 Factor 2       

  ISSC_31 .77** 0.02 0.72 0.82 0.60 

  ISSC_39 .78** 0.02 0.74 0.83 0.61 

  ISSC_21 .67** 0.03 0.61 0.73 0.45 

  ISSC_40 .69** 0.03 0.63 0.75 0.48 

  ISSC_18 .56** 0.04 0.49 0.64 0.32 

  ISSC_35 .38** 0.05 0.29 0.47 0.14 

  ISSC_32 .52** 0.04 0.44 0.59 0.27 

  ISSC_30 .59** 0.04 0.52 0.66 0.35 

    ISSC_37 .62** 0.03 0.56 0.69 0.39 

Note. **p < .001 

 

 

 

  


