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ABSTRACT 

 Counselors-in-training (CIT) often experience high levels of stress and anxiety 

during the process of becoming professional counselors. Left unchecked, the complex 

demands on CIT can produce pronounced distress, which can diminish clinical 

performance and contribute to counselor burnout. In response, mindfulness is an 

innovative avenue to diminish the often-damaging effect of stress and enhance CIT 

development by increasing counselor self-efficacy (CSE). Mindfulness training could 

enhance novice counselors' ability to be present and attentive to clients as they learn to 

manage the stresses and challenges of becoming a professional counselor. 

 This study explored the relationships between mindfulness, stress, anxiety, and 

counselor self-efficacy in a sample of CIT. Building upon the existing literature, the first 

aim was to explore the multivariate pattern of relationships among mindfulness, 

counselor self-efficacy, stress, and anxiety in CIT. The second aim was to determine 

whether the amount of direct clinical experience (i.e., pre-practicum, practicum, 

internship) was associated with significant variance in mindfulness, counselor self-

efficacy, stress, and anxiety in counselors-in-training. 

 An online survey gathered information from CIT on their self-perception of 

mindfulness, counselor self-efficacy, stress, and anxiety. Research variables were 

measured by the Five Facet Mindfulness Questionnaire, the Counselor Activity Self-

Efficacy Scales, the Perceived Stress Scale, and the Generalized Anxiety Disorders Scale. 

Multivariate statistical procedures (canonical correlation and descriptive discriminant 

analyses) answered the two research questions: (1) Are there significant relationships 

between mindfulness, stress, anxiety, and counselor self-efficacy in this sample of 
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counselors-in-training? (2) Will the pattern of relationships between mindfulness, stress, 

anxiety, and counselor self-efficacy vary based on the amount of clinical experience? 

 The results found that mindfulness accounted for significant variance in counselor 

self-efficacy as well as stress and anxiety. Counselors-in-training (CIT) with higher 

mindfulness also tended to have higher self-efficacy and lower stress. There was no 

difference in mindfulness, stress, or anxiety based on amount of clinical experience; 

however, CIT enrolled in internship had higher counseling self-efficacy. Implications 

address the potential benefits of integrating mindfulness training and practice into 

counselor education. 
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CHAPTER I 

INTRODUCTION 

The process of becoming a professional counselor is an exciting and demanding 

journey. Research has found that counselor development can be stressful and anxiety-

provoking (Skovholt, 2012). Counselors-in-training (CIT) often have low clinical self-

efficacy as they first learn to internalize the complex skills and conceptual knowledge 

necessary for ethical and effective clinical practice (Skovholt & Rønnestad, 1992, 2003). 

Unfortunately, low clinical self-confidence and high stress and anxiety can impede 

counselor development and diminish clinical performance (Larson & Daniels, 1998; 

Skovholt & Rønnestad, 2003). Therefore, it is essential that counselor education 

programs facilitate and promote CIT development by providing tools, such as 

mindfulness, to train CIT to regulate their emotional reactivity and enhance their self-

efficacy (Greason & Cashwell, 2009; Larson & Daniels, 1998; Skovholt & Rønnestad, 

2003). 

Mindfulness is a well-established tool for stress reduction (Chiesa & Serretti, 

2009; Khoury et al., 2015). The research specific to counselor education has shown 

significant benefits of mindfulness, including lowered stress and anxiety, improved 

counseling skill development, decreased burnout, increased awareness and concentration, 

better client outcomes, and greater self-efficacy among counselors-in-training (CIT) 

(Bohecker et al., 2016; Buser et al., 2012; Campbell & Christopher, 2012; Greason & 

Cashwell, 2009; Grepmair et al., 2007; Reilly, 2016; Schure et al., 2008). Mindfulness 

can help stabilize affect, reduce stress and anxiety, and enhance self-reflection, all of 



  

 

11

 

which can enhance counselor self-efficacy (CSE) (Chambers et al., 2008; Larson & 

Daniels, 1998).  

Without coping strategies such as mindfulness, the stress associated with learning 

to provide clinical counseling services may limit the development of counseling self-

efficacy (CSE) and diminish clinical effectiveness (Butts & Gutierrez 2018; Lannin et al., 

2019). Previous research has found mindfulness to be a significant predictor of CSE 

(Bentley, 2007; Greason & Cashwell, 2009; Hall, 2009; Koth, 2020) as well as a direct 

predictor of clinical performance (Butts & Gutierrez 2018). Therefore, mindfulness is an 

avenue to reduce CIT stress and increase CSE by promoting the development of essential 

counseling qualities and skills (Buser et al., 2012; Campbell & Christopher, 2012; Felton 

et al., 2015). 

The elevated levels of stress and anxiety experienced by counselors-in-training 

(CIT) during their clinical training may result in psychological and physiological distress, 

impacting mental health, emotion regulation, memory processing, and active learning 

(Lupien et al., 2018; Comeau, 2016). Unless CITs are emotionally prepared to cope, high 

levels of stress may erode or forestall the growth of self-efficacy, defined as "the 

conviction that one can successfully execute the behavior required to produce the desired 

outcomes" (Bandura, 1977, p. 193). Diminished counselor self-efficacy (CSE) has been 

found to be harmful to not only CIT development, but also their clinical performance 

(Bischoff et al., 2002; Friedlander et al., 1986; Hoffman, 2006; Larson & Daniels, 1998; 

Skovholt & Rønnestad, 2003). 

Counselors-in-training (CIT) often encounter developmental challenges related to 

the emotional and cognitive complexities of clinical training. Early in their training, 
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counselors may have little direct experience and understanding of the counseling process. 

They may struggle to conceptualize cases, lack confidence in their skills, and have 

limited awareness of themselves and others (Stoltenberg & McNeill, 2011). The 

uncertainties and self-consciousness typical in early practice can lead CIT to become 

preoccupied with their own thoughts and emotions, making it difficult to connect with 

and treat their clients effectively. Therefore, it is crucial that counselor education and 

training programs address these developmental challenges by fostering self-efficacy and 

encouraging self-awareness and personal growth (Larson & Daniels, 1998). At the same 

time, an overemphasis on self and self-awareness without concrete coping skills such as 

mindfulness can be stressful and emotionally laden for CIT (Skovholt & Ronnestad, 

2003). It is critical that CITs learn to self-regulate their feelings of uncertainty as they 

begin to gain clinical competency. Without the ability to self-regulate, an intense focus 

on self-awareness may hinder their development as counselors (Stoltenberg & McNeill, 

2011). 

The ability to self-regulate one’s emotions is the hallmark of mindfulness and an 

essential competency in counselor development (Bishop et al., 2004; Greason & 

Cashwell, 2009). Mindfulness is a method of emotional self-regulation that may enable 

CITs to cope with stress and potentially stave off counselor burnout (Donald & Atkins, 

2016; Testa & Sangganjanavanich, 2016; Thompson & Thompson, 2014). A mindful 

mental state includes non-judgmental awareness of one’s experience in the present 

moment, including physical sensations, thoughts, emotions, and environmental stimuli. 

CITs can use mindfulness to experience what is happening in the counseling session and 

respond intentionally, limiting intense emotional and cognitive overreactions. 
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Mindfulness encourages openness, curiosity, and acceptance of whatever one experiences 

(Bishop et al., 2004; Kabat-Zinn, 2015). During an initial or challenging session, a 

mindful CIT can identify their feelings and be present with less emotional reactivity or 

rumination, expanding their ability to respond therapeutically to whatever the client is 

sharing (Gockel, 2010).  

Research on mindfulness is an important avenue to address anxiety, stress, and 

self-efficacy among counselors-in-training (CIT). In order to enhance counselor 

development, more research is needed to understand the pattern of relationships between 

mindfulness, counselor self-efficacy (CSE), and stress and anxiety. In particular, there is 

a need to explore potential differences in the pattern of relationships between 

mindfulness, anxiety, stress, and CSE based on the amount of clinical experience of the 

CIT, i.e., pre-practicum, practicum, internship. 

Problem Statement 

Counseling professionals are in high demand, with an expected growth rate of 

25% in the next decade (CareerOneStop, 2017). As of 2018, there were nearly 53,000 

counselors-in-training (CIT) in the United States, earning degrees from 871 accredited 

programs (Council for Accreditation of Counseling and Related Educational Programs 

[CACREP], 2019). Historically, the CACREP accreditation standards have not required 

an emphasis on teaching students how to engage in self-regulation and self-care strategies 

such as mindfulness. However, the draft of the revised 2024 CACREP accreditation 

standards has added language, including the need to teach students "self-care, self-

regulation, and self-evaluation strategies for ethical and effective practice. (p. 13)"    
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It is essential that counseling education programs prepare effective counselors 

who are able to manage the mental health demands necessary for sustainable professional 

practice. Left unchecked, the complex demands of counselor training can produce 

pronounced distress, which can diminish clinical performance and lead to counselor 

burnout. Mindfulness is one approach to prevent the accumulation of prolonged 

occupational stress of becoming a professional counselor, particularly the interpersonal 

demands associated with clinical work (Schaufeli & Enzmann, 1998).  

Counselors need the capability and confidence to experience, comprehend, self-

regulate, and express their emotions (Skovholt & Ronnestad, 2003). Counseling 

programs understandably focus on mastery of practical and observable skills (e.g., 

paraphrasing, reflecting feeling, and open questions) as well as progressive theory 

integration (e.g., using the CBT framework in sessions) (Ridley et al., 2011; Gockel, 

2010). As a complement to these cognitive and clinical skills, there is a need for 

intrapersonal skills, such as the cultivation of mindfulness. With this in mind, there is a 

need for more research on mindfulness to enhance counselor self-efficacy and reduce 

stress. In response, this study addressed a gap in the literature by focusing on mindfulness 

as a tool for counselor development and wellbeing. In particular, research on mindfulness 

is an avenue to address counselor-in-training (CIT) stress and anxiety while also 

enhancing counselor self-efficacy and clinical effectiveness. 

Background of the Study 

Mindfulness 

Mindfulness refers to a "… moment-to-moment, non-judgmental awareness, 

cultivated by paying attention in a specific way, that is, in the present moment, and as 
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non-reactively, as non-judgmentally, and as openheartedly as possible" (Kabat-Zinn, 

2015, p. 1481). This definition integrates the common mindfulness elements of: (1) 

attention/awareness of what one is currently experiencing or focused on; (2) attending to 

the present moment, rather than the future or past; and (3) stance of non-judgment, 

harmony, kindness, and curiosity towards what one is attending to (Shapiro & Weisbaum, 

2020). While there are many definitions of mindfulness, the three elements described 

above capture the essence of what it means to practice mindfulness. 

Some of the characteristics and skills that we now refer to as mindfulness have 

long been an integral part of the therapeutic process and are essential to facilitate positive 

client outcomes and vital to counselor self-care. Indeed, acceptance and nonjudgement 

espoused in the humanistic approach of Carl Rogers, Viktor Frankl, and Fritz Perls 

served as precursors to the modern mindfulness-based therapies (Dryden & Still, 

2006). For instance, the Five Facet Mindfulness Questionnaire (FFMQ, Baer, et al., 2006) 

included the following components of mindfulness: (a) nonreactivity to inner experience, 

(b) observing (recognizing both internal and external sensory experiences), (c) acting 

with awareness (intentional attunement of one's attention on current experience), (d) 

describing (using words to identify internal experiences such as thoughts and feelings), 

and (e) non-judging internal experience (not placing a value, positive/negative on 

thoughts or feelings). These components have considerable overlap with foundational 

concepts found in humanistic theories of counseling. 

Researchers have explored and tested mindfulness as a counseling intervention. 

Studies have repeatedly suggested a wide variety of benefits across multiple contexts 

(clinical, educational, workplace, and spiritual) to treat depression, anxiety, stress, 
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suicidality, and trauma (Baer, 2003; Chiesa & Serretti, 2009; Follette et al., 2006; Khoury 

et al., 2013; Shapiro et al., 2007; Williams et al., 2014). From this research, Mindfulness-

based clinical modalities such as Dialectical Behavioral Therapy (DBT), Mindfulness-

Based Cognitive Therapy (MBCT), and Acceptance and Commitment Therapy (ACT) 

have gained widespread acceptance. Furthermore, research in counselor education has 

found evidence to suggest that mindfulness may address CIT's developmental needs, 

foster their clinical self-efficacy, and enhance their ability to cope with stress (Cashwell 

et al., 2007; Felton et al., 2015; Wei et al., 2015). Mindfulness training can enhance 

CIT’s willingness to share negative thoughts and feelings as they gain clinical experience 

(Brown et al., 2007; Hayes et al., 2006; Shapiro et al., 2006). Through greater openness 

and lower reactivity, mindfulness can help CIT become more cognitively and emotionally 

present and able to apply purposeful therapeutic responses during stressful or difficult 

client interactions (Brown et al., 2007; Shapiro et al., 2006).  

Counselor Self-Efficacy 

Mindfulness can enhance self-efficacy. Counselor self-efficacy (CSE) refers to 

"… one's beliefs or judgments about her or his capabilities to effectively counsel a client 

in the near future" (Larson & Daniels, 1998, p. 180). Perhaps the most well-known self-

efficacy theory is Bandura's Social Cognitive Theory, which has been translated to 

counselor training through the Social Cognitive Model of Counseling Training (SCMCT) 

(Larson & Daniels, 1998). The SCMCT is focused on CIT's self-referent thoughts and 

cognitive processes relating internal and external information to one’s sense of self 

(Larson & Daniels, 1998). At the heart of SCMCT is the CIT's perceived ability to 

intentionally and effectively use newly learned counseling skills with clients. Through the 
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lens of SCMCT, Larson and Daniels suggested that counselors with high CSE view stress 

as challenging (rather than debilitating), set attainable goals, and have self-aiding 

thoughts. Evidence supports these assumptions by indicating CSE is inversely related to 

perceived stress and anxiety CIT experience (Hall, 2009; Koth, 2020; Larson & Daniels, 

1998; Lent et al., 2003). The goal of SCMCT is for counselors become constructivist 

agents who use self-regulation and feedback to inform how they approach counseling and 

supervision sessions. 

Counselor self-efficacy (CSE) has been linked with effective clinical supervision 

to enhance CIT clinical performance and reduce stress and anxiety, (Cashwell & Dooley, 

2001; Goreczny et al., 2015; Kozina et al., 2010; Lannin et al., 2019). Clinical 

supervisors can play a critical role in addressing CIT stress and anxiety, particularly as 

CIT prepare for counseling sessions (Hiebert et al., 1998). This is significant because 

anxiety and stress can reduce CSE, which can directly impact the quality of counseling 

services provided by the counselor (Constantine, 2001). While CSE is understandably 

low during the early stages of counselor development, it generally increases as CIT 

accrue clinical experience and training (Kozina et al., 2010; Larson & Daniels, 1998; 

Melchert et al., 1996). However, training and experience alone may be insufficient to 

increase CSE for all counseling students. Johnson and colleagues (1989) found that while 

counseling students with low initial CSE saw an improvement over time, their CSE 

remained consistently lower relative to peers, who had high CSE at the start of their 

program. The implication is that counselor educators may need to take an active approach 

to support CITs with low CSE early in their programs. In particular, there is a need for 
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educational approaches to increase CSE among CIT with low CSE as well as those with 

high stress and anxiety. 

Stress, Anxiety, and Counselor Training 

During their clinical training, counselors-in-training (CIT) must learn to use many 

different counseling skills and techniques in the dynamic and fluid context of therapy 

sessions. During these sessions, CIT may encounter emotionally challenging information 

from clients related to current and past traumatic events. For less experienced CIT, such 

emotionally challenging content can create countertransference, whereby the CIT 

unconsciously project their emotions onto the client (Canfield, 2005). Ideally, CITs can 

process these emotionally challenging situations, expanding their worldview and 

understanding of the human experience. At the same time, the emotional demands of 

counseling have been described as "constant empathy and one-way caring" (Skovholt et 

al., 2001, p. 170). Over time, constant empathy can deplete a counselor's emotional 

resilience, ultimately leading to counselor burnout. Since increased levels of stress and 

anxiety during practicum and internship are typical, clinical supervisors must work with 

CITs in ways that help them process their emotional reactions, ultimately increasing their 

counseling self-efficacy (Levitt, 2001). However, if CIT's do not learn to manage the 

emotional stress of constant empathy, it can hinder their professional development and 

result in the development of ineffective counseling skills (Clark et al., 2009; Larson, 

1998; Morrisette, 1996).  

One significant source of stress and anxiety in counselor development is learning 

to process the relational ambiguity of therapy sessions (Skovholt & Ronnestad, 2003). 

CIT are faced with complex task of understanding the client’s needs and then choosing 
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from a plethora of therapeutic interventions that match these needs. The lack of clear 

'right and wrong' intervention choices can complicate CIT's inner stability and 

confidence. CIT may also face ethical challenges when there are unclear courses of 

action. If these ethical dilemmas remain unresolved or CIT struggle to act, stress and 

anxiety can lead to moral distress (Jameton, 1984). Moral distress can affect CSE 

adversely and can be particularly challenging for novice counselors (Norman et al., 

2021).   

Another source of stress and anxiety are unrealistic expectations and pressure to 

‘know all the answers’ (Corey, 2012). An expectation of perfection can be a significant 

source of stress and anxiety for CIT. For instance, a significant discrepancy between 

expectations and actual performance has been found to lower CSE (Slaney et al., 2001; 

Thompson et al., 2011). Additionally, having their clinical performance observed and 

evaluated can intensify CIT’s level of stress and anxiety. In many ways, the early stages 

of counselor development are about managing stress and anxiety, which, if not 

controlled, can impede the development of interpersonal skills, empathetic connection 

with clients, and stable emotional presence during therapy sessions (Stoltenberg & 

McNeil, 2011). It is thus important for clinical supervisors to monitor CSE and help CIT 

gain the confidence to discern the appropriate use of skills and techniques as a way to 

lower the stress and anxiety associated with clinical development. 

The central point is that the process of becoming a counselor can involve stress 

and anxiety. Even the most promising counselors-in-training (CIT) may struggle with the 

stress of counselor development, which can negatively impact their clinical performance 

(Lent et al., 2003. There is a need to address CIT stress and anxiety management in ways 
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that enhance self-efficacy and clinical performance. Mindfulness is one approach that 

offers a flexible and non-judgmental perception of experience to improve clinical 

training.  

Purpose Statement 

 The purpose of this study was to explore the relationships between mindfulness, 

counselor self-efficacy (CSE), and stress and anxiety among counselors-in-training 

(CIT). Building upon the existing literature, the first aim was to explore the multivariate 

pattern of relationships among mindfulness, counselor self-efficacy, stress, and anxiety in 

CIT. The hypotheses were that higher levels of mindfulness would be associated with (1) 

lower levels of stress and anxiety and (2) higher levels of counselor self-efficacy. The 

second aim was to determine whether the amount of direct clinical experience (i.e., pre-

practicum, practicum, internship) was associated with significant variance in 

mindfulness, counselor self-efficacy, stress, and anxiety in counselors-in-training.  

Rationale for this Study 

The rationale for the present study was to add to the understanding of 

mindfulness, stress, and self-efficacy among CIT, and to address the limitations of 

previous research. Mindfulness has not been found to moderate the relationship between 

counselor self-efficacy (CSE) and anxiety (Hall, 2009; Koth, 2020). Establishment of the 

underlying relationships among these variables requires further study. Many researchers 

measure mindfulness as a single construct, rather than exploring the multiple facets of 

mindfulness. This approach may leave important insight about specific elements within 

mindfulness unknown. In response, the current study addressed this limitation by 

exploring how five components or facets of mindfulness relate to counselor self-efficacy, 



  

 

21

 

anxiety, and stress. Additionally, the present study explored whether the amount of 

clinical practice (i.e., pre-practicum, practicum, or internship) was associated with 

significant variance in counselor self-efficacy, stress, anxiety, and mindfulness. 

Implications inform the integration of mindfulness training within counselor education 

 A second limitation of the previous research was that both Koth (2020) and Hall 

(2009) focused on trait anxiety and did not assess state anxiety or perceived stress. In 

contrast to trait anxiety, both state anxiety and perceived stress have been found to 

significantly relate to physiological stress among graduate students (El-Ghoroury et al., 

2012). Perceived stress and state anxiety are considered more transient anxious reactions 

(Saviola et al., 2020). Furthermore, Jungbluth et al. (2011) reported that trait anxiety had 

minimal ability to predict state anxiety. Given that much of the stress associated with 

learning to become a counselor involve situational factors, the present study used the 

General Anxiety Disorder-7 (GAD) and Perceived Stress Scale (PSS) scales to measure 

state anxiety and perceived stress. While state anxiety and perceived stress have 

similarities (Bystritsky & Kronemyer, 2014), there also are potential differences that will 

be explored in the present study.  

Significance of this Study 

 The process of becoming a counselor is inherently challenging. Mindfulness is an 

innovative avenue to increase counselor self-efficacy (CSE) and diminish the often-

damaging effect of stress on counselors-in-training (CIT). With this in mind, the results 

of the present study can contribute to a greater understanding of how mindfulness 

impacts CSE, anxiety, and perceived stress. More specifically, the results may lead to the 

development of mindfulness curriculum and training to enhance novice counselors' 
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ability to stave off burnout as students learn to become professional counselors (Shapiro, 

2013; Kaplan, 2015; Raab, 2014). A better understanding of mindfulness may have 

significant developmental implications for the training of professional counselors in 

relation to counselor self-efficacy (CSE) and stress/anxiety (Bullock & Johnson, 2013; 

Ikonomopoulos et al., 2016; Koth, 2020; Mullen et al., 2015). In addition to examining 

the relationships between mindfulness, CSE, and stress/anxiety, this study considered the 

developmental variable of amount of clinical training (Goreczny et al., 2015; Sipps et al., 

1988). In particular, the study examined where the relationships between mindfulness, 

self-efficacy, and stress and anxiety differ across pre-practicum, practicum, and 

internship. Taken together, this study builds upon previous research to further explore 

mindfulness as an important variable in the development of counselors.  

Research Questions and Hypotheses 

The intent of this study was to explore the relationships between mindfulness, 

stress, anxiety, and counselor self-efficacy in a sample of counselors-in-training (CIT). 

To do so, two research questions guided the methodology. The first research question 

focused on the relationships among the variables of mindfulness, self-efficacy, and 

stress/anxiety, while the second research question examined whether the pattern of 

relationships varied by amount of clinical experience and demographics.  

Research Question One: Are there statistically significant relationships between 

mindfulness, stress, anxiety, and counselor self-efficacy in this sample of counselors-in-

training?  

The first research question had two research hypothesis statements:  
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 Hypothesis A1. The subscales on the Five-Factor Mindfulness Questionnaire 

(FFMQ) will be negatively related to the Perceived Stress Scale (PSS) and General 

Anxiety Disorder-7 (GAD) scores (i.e., mindfulness will account for a statistically 

significant amount of variance in stress and anxiety).  

 Hypothesis A2. The subscales on the Five-Factor Mindfulness Questionnaire 

(FFMQ) will be positively related to the subscales on the Counselor Activity Self-

Efficacy Scales (CASES) (i.e., mindfulness will account for a statistically significant 

amount variance in counselor self-efficacy). 

Research question Two: Will the pattern of relationships between mindfulness, stress, 

anxiety, and counselor self-efficacy vary based on the amount of clinical experience?  

The second research question has three, hypothesis statements: 

Hypothesis B1. There will be significant differences in the five subscales on the 

Five-Factor Mindfulness Questionnaire (FFMQ) among the three groups based upon the 

level of clinical experience.  

Hypothesis B2. There will be significant differences in the three subscales of the 

Counselor Activity Self-Efficacy Scale (CASES), among the three groups based upon the 

level of clinical experience. 

Hypothesis B3. There will be significant differences in stress and anxiety among 

the three groups based upon the level of clinical experience. 

Chapter Summary 

Counselors-in-training often experience high levels of stress and anxiety as part of 

the process of becoming a professional counselor. Unfortunately, high levels of stress 

may negatively impact counselor self-efficacy and clinical performance. In response, 
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mindfulness is an avenue to reduce stress and anxiety, while promoting counselor self-

efficacy and clinical performance. Through a greater understanding of the relationships 

between mindfulness, stress, anxiety, and self-efficacy, counselor education programs 

can enhance counselor development and reduce the damaging effects of stress during the 

training process.  

Organization of this Dissertation 

Chapter I of this Dissertation has introduced the rationale for the study, including 

the background, purpose, and significance as well as the research questions. Chapter I 

concludes with the definition of terms. Chapter II is a review of the literature related to 

counseling mindfulness, self-efficacy, and stress. Chapter III is a detailed outline of the 

methodology for the study, including sampling, measures, and statistical procedures. In 

Chapter IV, the results of the study are presented. Finally, Chapter V is a discussion of 

the findings, including implications for counselor education, and suggestions for future 

research. 

Definition of Terms 

Anxiety is an emotion characterized by feelings of tension, worried thoughts, and 

physical manifestations such as increased blood pressure and heart rate. People with 

anxiety may have recurring intrusive thoughts or concerns, and they may avoid certain 

situations out of worry. They may also have physical symptoms such as sweating, 

trembling, dizziness, or a rapid heartbeat (Kazdin, 2020). The experience of anxiety tends 

to persist after the removal of the triggering stimulus.  

Trait anxiety is a personality-based understanding of anxiety that is be associated 

with consistently high anxiety regardless of the situation. Trait anxiety is relatively stable 
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because it is more dependent on personal characteristics rather than specific situations or 

contexts. 

State anxiety is based on a specific situation perceived as threatening or 

dangerous. It is a more transient emotional state associated with a temporary increased 

sympathetic nervous system due to a specific incident or situation (Spielberger et al., 

1983). State anxiety varies in intensity and tends to fluctuate over time and managed with 

coping methods.  

Counseling Self-Efficacy refers to a counselor's perceived ability to effectively 

conduct therapy sessions and handle situations that are likely to emerge in their clinical 

work (Larson & Daniels, 1998). Self-efficacy theory suggests that individuals with higher 

self-efficacy are more likely to persist in their goal-related efforts when faced with 

challenges (Bandura, 1977, 1986). Therefore, counseling self-efficacy relates to effort, 

persistence, and performance in counselors. This study defines and measures the 

activities associated with counselor self-efficacy according to the Counselor Activity 

Self-Efficacy Scales (CASES; Lent et al., 2003). 

Mindfulness is a "moment-to-moment, non-judgmental awareness, cultivated by 

paying attention in a specific way, that is, in the present moment, and as non-reactively, 

as non-judgmentally, and as openheartedly as possible" (Kabat-Zinn, 2015 p. 1481). 

Being mindful contrasts with being emotionally reactive, ruminating about the past, 

worrying about the future, or biasing current experiences with judgment. This study used 

the Five-Facet Mindfulness Questionnaire (FFMQ; Baer et al., 2006) to measure 

mindfulness. According to the FFMQ, mindfulness includes five components: observing, 

describing, acting with awareness, nonreactivity, and non-judging (Baer et al., 2006).   
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Stress is a multidimensional concept and experience that is dependent on the 

individual's perception of a given situation based on their ability to cope. Perceptions of 

stress are based on an individual’s capabilities and responses to a given situation that can 

impact physiological, psychological, and general functioning. This study used the 

Transactional Model (Lazarus and Folkman, 1984) as the theoretical model to 

conceptualize and measure  stress. Specifically, the Transactional Model is focused how 

perceived stress (primary appraisal) interacts with self-efficacy to cope (secondary 

appraisal), which informs one's stress response and behaviors. In the present study, the 

Perceived Stress Scale (PSS, Cohen & Williamson, 1988) was used to measure stress 

because it is based on the Lazarus' Transactional Model as its theoretical foundation.  
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CHAPTER II 

LITERATURE REVIEW 

This chapter reviews the literature related to mindfulness, self-efficacy, and stress 

and anxiety among counselors-in-training (CIT). The first section details the construct of 

mindfulness in relation to counselor training and development. The second section 

provides an overview of social cognitive theory and the concept of counselor self-

efficacy. The final section addresses the literature on stress and anxiety in counselor 

education, including how stress and anxiety interact with counselor self-efficacy and 

mindfulness.   

Mindfulness 

Mindfulness is a cultivated skillset and way of being, requiring an awareness of 

the present moment and a nonjudgmental experience of reality. Formal mindfulness 

practice can include yoga, seated and walking meditations. Informal mindfulness practice 

may include mindfully washing dishes, creating art, or cleaning house, which can occur 

anytime there is a conscious choice to be aware of what is happening (Germer et al., 

2013). The purpose of mindfulness is not to change the experience, clear the mind of 

thought, or avoid discomfort and challenging experiences. Instead, the purpose of 

mindfulness is to cultivate an intentional open awareness of one's experience (thoughts, 

emotions, and sensations) in the present moment. In this nonjudgmental state, the mind 

can be free from rumination on the past, worry about the future, and the corresponding 

habitual reactions that can lead to distress.    

The western conceptualization of mindfulness is rooted primarily in Buddhist 

tradition; however, the phenomenon of mindfulness exists within many cultural and 



  

 

28

 

spiritual traditions throughout the world (Shapiro & Carlson, 2009). The term 

'mindfulness' is derived from the Pali word sati and the Sanskrit smriti; both refer to 

remembering, maintaining awareness, or bearing in mind. There is debate about the exact 

translation, but the relationship to the intentional and open awareness of reality is widely 

accepted (Nilsson & Kazemi, 2016). Put simply, “the main idea behind mindfulness is 

that if we have less reactivity to our experience, whether it be positive, negative, or 

neutral, our suffering will be reduced” (Geller & Greenberg, 2012, p. 181).  

The inevitability of suffering is a core tenant of Buddhist teachings. The Buddha 

taught that avoidance of difficulty and suffering does not diminish but rather increases 

the suffering. In fact, cultivating an open, nonreactive, and nonjudgmental relationship 

with our experience is a way to acknowledge and alleviate suffering through equanimity 

and less habitual thought and action (Goldstein, 2016). A mindful state is a way to 

disengage from the past and future by encouraging self-compassion, empathetic 

relationships, and a nonjudgmental way of being (Fulton & Cashwell, 2015; Christopher 

& Maris, 2010; Bohecker & Doughty-Horn 2016). 

Some scholars have criticized the use of mindfulness outside of the Buddhist 

context (Levman, 2017). However, other Buddhist scholars feel the extraction of 

mindfulness from the larger Buddhist context is admirable. Because the practice of 

mindfulness reduces suffering and may naturally foster ethical behaviors, its use is 

advantageous even outside of the Buddhist framework (Repetti, 2016). Kabat-Zinn 

(2003) argued that mindfulness is a universally human trait and not a concept that must 

be related to any philosophy or religious tradition. 
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Mindfulness Defined 

Mindfulness is the "… moment-to-moment, nonjudgmental awareness, cultivated 

by paying attention in a specific way, that is, in the present moment, and as non-

reactively, as nonjudgmentally, and as openheartedly as possible" (Kabat-Zinn, 2015, p. 

1481). Bishop et al. (2004) operationalized the definition of mindfulness into two parts. 

First, self-regulation of one's immediate experience allows for increased awareness of 

mental states in the moment. The second component expands beyond awareness to 

include an orientation to the world characterized by curiosity, openness, and acceptance 

of one's experience in the moment. In other words, mindfulness is a state of being 

purposefully aware and engaged in the present that includes being cognizant of one's 

thoughts and feelings without judgment or distraction. Mindfulness, therefore, entails 

exploring one's reality as it is, rather than seeking to change or manipulate it into 

something it "could" or “should” be.  

Mindfulness Conceptualized 

Mindfulness is a multifaceted construct, and there is variability in how researchers 

conceptualize it. The diversity of mindfulness assessments exemplify the various 

components of mindfulness. The present study used the Five Facet Mindfulness 

Questionnaire (FFMQ, Baer, et al., 2006) to measure mindfulness. The FFMQ is a 

comprehensive mindfulness assessment comprised of items from numerous other 

mindfulness assessments. Baer et al. (2006) sought to create an inclusive mindfulness 

assessment by distilling the most salient and consistent aspects of each mindfulness 

assessment available at the time. They identified five distinct components of mindfulness: 

nonreactivity to inner experience, observing, acting with awareness, describing, and 
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nonjudging internal experience. Differentiating mindfulness into these five facets does 

not mean that they are five isolated skills. Rather, Baer et al. (2006) described the five 

facets as related aspects of one multidimensional measure of mindfulness. The use of five 

facets or subscales has the benefit of greater specificity in the analysis of mindfulness as 

a research concept. This study examined each of the five facets of the FFMQ in relation 

to counselor self-efficacy, stress, and anxiety, beginning with observing. 

FFMQ Facet One: Observing  

The observing facet of mindfulness is a strong emphasis on awareness of the 

present moment. The goal of observing is to limit attention to the present experience in 

order to disengage from past memories or future expectations. Observing things as they 

are in the moment is a mechanism to disrupt the pattern of evaluative reactivity, whereby 

people ascribe positive and negative value to their past memories and future expectations.  

The capacity to observe is a core component of mindfulness and mindfulness-

based treatments. Therefore, intentional awareness via observation is a foundational 

component of mindfulness. In the initial factor analysis of the FFMQ, Baer et al. (2006) 

found that the observe facet fit the theoretical model when accounting for participants 

with some meditation experience. Follow-up studies have found that mindful observing 

can positively or negatively impact psychological wellbeing (Baer et al., 2008; Lilja et 

al., 2013). A possible explanation is that mindfulness's observe facet becomes a more 

definitive part of the overall mindfulness construct as mindfulness skills develop. This 

means that observing may become confounded with other facets of mindfulness in non-

meditators.  
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Additionally, the observe facet in isolation may lead to contradictory outcomes. 

For example, higher anxiety levels have been associated with a greater tendency to 

observe oneself; in contrast, observing has also been associated with lower depressive 

symptoms (Baer et al., 2006, 2008). These seemingly contradictory outcomes suggest a 

need to unpack the way in which one observes. Simply bringing attention to (observing) 

anxious thoughts may lead to rumination and fixation; however, intentionally allowing 

observed thoughts to drift through consciousness may have a very different impact. In 

this way, the beneficial impact of observing may relate to the nonreactivity nature of 

mindfulness or more significant development of mindfulness overall (Desrosiers et al., 

2014). This example also indicates that the impact of the observe facet may be dependent 

upon the level of the four other mindfulness facets.  

 Despite the discrepancies noted above, the observe facet of mindfulness is 

fundamental to counselor development. In a study of 152 master's level counseling 

students, the observe facet (along with the nonreactive and describe facets) significantly 

predicted counselor self-efficacy (Hall, 2009). These results support Desrosiers's (2014) 

assertion that observations without being reactive may enhance the usefulness of 

counselor-in-training observation. Finally, in a study of 157 masters and doctoral 

counseling students, the observe facet was a critical concept and strongly related to 

multicultural competency (Campbell et al., 2018). Counselors who excel in observation 

may more accurately interpret the nonverbal communication of multicultural clients and 

understand contextual messages better.  

FFMQ Facet Two: Describe  
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The describing facet of mindfulness refers to identifying and using language to 

express internal and external experiences. The describe facet of mindfulness correlated 

with the areas of the brain that involve attentional control, self-awareness, and emotion 

regulation (Zhuang et al., 2020). The ability to describe sensations and experiences may 

be associated with flexible attention control. In other words, describing what is occurring 

is a way to disengage from misleading cues and to redirect attention to the present 

(Sorensen et al., 2018). The ability to redirect attention away from anxious thoughts or 

strong emotions is vital to effective counseling performance. Furthermore, describing as a 

facet of mindfulness was positively related to counselor wellness and self-care, reducing 

the potential for compassion fatigue in a study of 111 mental health professionals and 

students (Brown et al., 2017). 

In addition to reducing anxious thoughts, Hall (2009) found the facet of 

describing to be associated with increased counselor self-efficacy. Thus, even though 

mindfulness's describe facet is emotional and affectively oriented, it still accounted for a 

significant portion of the variance in a behaviorally and relationally oriented measure of 

counselor self-efficacy. A counselor's ability to describe their inner experiences may 

positively influence their clinical confidence, enhancing their ability to deliver effective 

clinical services.   

FFMQ Facet Three: Nonjudgmental  

The nonjudgmental facet of mindfulness is a state of awareness that allows for 

observing experiences without over-identifying or assigning value. In this way, being 

nonjudgmental is critical to fostering an attitude of openness and acceptance of self and 

others. A nonjudgmental stance allows one to disengage from being reactive, allowing for 
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a more thoughtful response to the challenging circumstances one may encounter. Thus, 

the nonjudgmental facet of mindfulness is not simply being present-focused, but rather, it 

is about psychological flexibility and nonreactivity (Dreyfus, 2011).  

Psychological flexibility is the ability to experience thoughts, feelings, and 

experiences in the present moment without avoiding or attempting to alter them. The 

nonjudgment facet of mindfulness is related to psychological flexibility and overall 

wellbeing (Labelle, 2012). In particular, the nonjudgmental facet of mindfulness 

significantly predicted psychological wellbeing in a sample of students and mental health 

professionals (Baer et al., 2008).  

Dating back to the work of Carl Rogers, being nonjudgmental has been a 

cornerstone of the counseling field and effective clinical practice (Daniel et al., 2015). 

Maintaining lower levels of judgment of oneself and others is a vital counselor 

disposition. It makes sense that if a counselor has lower levels of judgment, they may be 

more present and accepting of their client's experience and perspective. This notion finds 

support from Fulton's (2016) study of 59 counselors-in-training (CIT), which found that 

the nonjudging facet of mindfulness was strongly predictive of client-rated empathy and 

tolerance of ambiguity. 

Furthermore, mindful activities that enhance a counselor's ability to maintain a 

nonjudgmental stance may increase empathy for their clients, reducing rumination, 

distraction, and anxiety (Fulton 2016; Chiesa et al., 2014). The transactional model of 

stress (Lazarus & Folkman, 1984) emphasizes the role of cognitive appraisal (akin to the 

judgment of experience) related to one's reaction to stressful situations. A CIT with a 
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nonjudging perspective may be less reactive to stressful situations and be less likely to 

see them as harmful or threatening.  

FFMQ Facet Four: Non-reactive   

The nonreactive facet of mindfulness refers to allowing thoughts and feelings to 

come and go without giving them undue influence or getting carried away by them. 

Reactivity (cognitive and emotional) is the process by which mild distress activates 

negative thinking and feelings (Scher et al., 2005; Soysa & Wilcomb, 2015). Indeed, in a 

study of elementary school teachers, non-reactive was associated with increased 

psychological wellness and sustained attention while also decreasing depersonalization 

and professional burnout. (Flook et al., 2013). The nonreactive facet of mindfulness is 

particularly important within counselor training to reduce cognitive and emotional 

overreactions to clients (Labelle, 2012). 

A study of mindfulness and emotional regulation in 211 college students found 

that the FFMQ nonreactive facet positively correlated with self-acceptance and healthy 

expression of feeling. The association between acceptance and nonreactivity indicated 

that reducing automatic reactions to emotion-eliciting situations may allow one to accept 

uncomfortable experiences with a flexible attitude (Lani et al., 2019). Likewise, research 

has found the nonreactive facet of mindfulness to significantly predict counselor empathy 

in a study of 152 counselors-in-training (Fulton & Cashwell, 2015). This makes sense 

because a nonreactive counselor may be more able to stay connected with clients and 

have less difficulty negotiating differences in values, culture, and lived experiences 

(Martinez & Dong, 2020).  

FFMQ Facet Five: Act with Awareness  
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The acting with awareness facet of mindfulness is the ability to focus attention on 

the current activity or present moment. The ability to intentionally attune awareness 

without distraction from thoughts or emotions is a foundational component per Kabat-

Zinn's definition (2015) and is synonymous with a mindful state of being. An example 

from the FFMQ related to this facet is “When I do things, my mind wanders off and I’m 

easily distracted” (Baer et al., 2006). Act with awareness is associated with reduced 

psychological symptoms and emotional exhaustion, a key component of burnout (Flook, 

2013). Conversely, when diminished, the act with awareness facet is related to 

dissociation and absent-mindedness (Baer et al. 2006). Cultivating this adaptive form of 

focused attention may reduce rumination and emotional avoidance and improve 

behavioral self-regulation (Baer et al., 2009). Emotional and behavioral self-regulation is 

a common challenge and important to counselor development which may help CIT cope 

with the inherent stress and ambiguity of counselor training (Skovholt & Ronnestad, 

2003). 

Research has also connected the act with awareness facet to lower stress and 

anxiety and improved wellbeing (Soysa & Wilcomb, 2015; Bohlmeijer et al., 2011). As 

anxiety and stress increase, the ability to intentionally maintain awareness of current 

activity or present moment (act with awareness) decreases (McKee et al., 2007). In a 

study of 26 counselor-client dyads act with awareness, facet correlated with improved 

patient-rated therapeutic alliance. The association between act with awareness scores and 

patient-rated alliance suggests that a therapists' sustained attention and undistracted 

presence may positively influence clients' perceptions of the therapeutic alliance (Ryan et 

al., 2012).  
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Mindfulness in Psychotherapy 

Mindfulness' rise in popularity in western culture has been remarkable over the 

past 30 years. The number of scientific journal articles with ‘mindfulness’ in the title has 

increased from approximately 100 to more than 2900 from 2000 to 2018 (Van Dam, 

2018). Researchers have rigorously studied Mindfulness-based interventions (MBI) and 

established them to treat many mental health issues, from anxiety and depression to 

chronic pain and personality disorders.  

In the late 1970s, Jon Kabat-Zinn's research on mindfulness practices (primarily 

yoga and meditation) led to the creation of Mindfulness-Based Stress Reduction (MBSR). 

The development and ultimate success of MBSR directly contributed to the growth of 

mindfulness-based interventions (MBI) in the west. Numerous psychotherapies have 

integrated mindfulness, such as Mindfulness-Based Stress Reduction (MBSR, Kabat-

Zinn, 1982), Dialectical Behavioral Therapy (DBT, Linehan, 1993), Mindfulness-Based 

Cognitive Therapy (MBCT, Segal, et al., 2002), and Acceptance and Commitment 

Therapy (ACT, Hayes, et al., 1994). A common element across the above 

psychotherapies has been an emphasis on self-awareness and self-regulation as the 

primary mechanism of client change (Martin, 1997). Beyond these specific mindfulness-

based interventions, the counseling literature supports mindfulness as a significant 

component of general psychotherapy practice (Germer et al., 2013; Shapiro & Carlson, 

2009; Follette et al., 2006; Lang, 2013).  

There is an extensive body of research on mindfulness as a therapeutic approach 

to counseling practice. Research has repeatedly suggested mindfulness can provide a 

wide variety of benefits from work-life satisfaction (Mesmer-Magnus et al., 2017) and 
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sports performance (Bühlmayer et al., 2017) to the treatment of depression, anxiety, 

stress, suicidality, and trauma (Baer, 2003; Shapiro et al., 2007; Khoury et al., 2013; 

Williams et al., 2014; Follette et al., 2006; Chiesa & Serretti, 2009). Mindfulness 

research specific to counselor education suggests benefits to counselor development and 

clinical performance, including enhanced self-efficacy,  therapeutic presence, and the 

ability to cope with stress (Buser et al., 2012; Wei et al., 2015; Felton et al., 2015; 

Cashwell et al., 2007).  

Mindfulness traits and related skills have been influential throughout the history 

of counseling and psychotherapy. Themes found in humanistic therapies such as 

unconditional positive regard, self-awareness, and thoughtful actions are closely related 

to facets of mindfulness. For example, mindful counselors remain focused on their clients 

during sessions despite having their own internal cognitive and emotional responses. To 

remain empathetically connected with clients, a counselor's nonreactive awareness is 

critical. Furthermore, cognitive therapies often employ mindfulness skills. For instance, 

the cognitive techniques of reframing and altering perspective rely on a mindful 

awareness of remaining nonreactive and nonjudgmental. Finally, mindfulness can benefit 

counselors by increasing acceptance of self and others, therapeutic presence, 

psychological flexibility, and wellbeing (Christopher & Maris, 2010; Campbell & 

Christopher, 2012). 

In terms of clinical interventions, Mindfulness-Based Stress Reduction (MBSR; 

Kabat-Zinn et al., 1992) and Mindfulness-Based Cognitive Therapy (MBCT; Segal et al., 

2002) are the two of the most popular mindfulness-based practices. MBSR and MBCT 

are eight-week, group-based interventions that teach mindfulness skills. Both 
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interventions incorporate formal and informal mindfulness practices, primarily sitting and 

informal meditation, body scan, and yoga. Kabat-Zinn developed MBSR in a behavioral 

medicine setting for populations with a wide range of chronic pain and stress-related 

disorders. Segal et al. (2002) developed MBCT to incorporate elements of cognitive 

therapy to prevent relapse of major depressive disorder. Acceptance and commitment 

therapy (ACT; Hayes & Wilson, 1994) and dialectical behavior therapy (DBT; Linehan, 

1993) are two additional sets of interventions that involve mindfulness practice and 

principles.  

Mindfulness and Counselor Education 

Counselor training programs have not widely integrated mindfulness. In fact, only 

a few programs have created mindfulness-based elective courses due to the difficulty of 

an already regimented 60 credit CACREP curriculum (Campbell & Christopher, 2012). 

With that, preliminary research has found mindfulness-based courses to produce 

significant benefits for counseling students, such as lower stress and anxiety, decreased 

professional burnout, greater concentration and awareness, more robust tolerance of 

affect and ambiguity, and increased empathy and self-efficacy (Bohecker et al., 2016; 

Campbell & Christopher, 2012; Christopher et al., 2006; Coaston, 2017; Greason & 

Cashwell, 2009; Reilly, 2016; Schure et al., 2008). Beyond stand-alone courses, 

counselor educators can infuse mindfulness into existing courses and encourage it as 

practice outside of standard coursework (Bohecker et al., 2014; Christopher & Maris, 

2010, Reilly, 2016). The demonstrated effects of mindfulness connect many core 

elements of counseling (Bohecker et al., 2016; . ), and thus it may be beneficial to weave 

mindfulness within the counselor education curriculum (Rilley, 2016). 
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Mindfulness and Wellness in Counselor Education  

Mindfulness can positively impact counselor self-care and wellness while also 

reducing the potential for professional burnout (Christopher et al., 2006; Christopher & 

Maris, 2010; Coaston, 2017; Dye et al., 2020; Shapiro et al., 2007). The American 

Counseling Association (2014) Code of Ethics has mandated the need for counselor self-

care in  Section C. Professional Responsibility: "counselors engage in self-care activities 

to maintain and promote their own emotional, physical, mental, and spiritual wellbeing to 

best meet their professional responsibilities" (p. 8). Additionally, the Council for 

Accreditation of Counseling and Related Educational Programs draft of the new 

accreditation standards (CACREP, 2021)  emphasized self-regulation in addition to self-

care and wellness. Given these trends, mindfulness may be  a tool to improve self-

regulation, self-care and wellness among counselors-in-training (CIT). 

Research has supported mindfulness as an avenue to improve CIT self-care. 

Schure et al. (2008) conducted a four-year qualitative study that included teaching 

mindfulness to CIT in a 15-week, 3-credit Mindfulness-Based Stress reduction (MBSR) 

course. The training resulted in positive physical, emotional, mental, and interpersonal 

changes with substantial effects on CIT development of counseling skills and ability to 

form therapeutic relationships (Schure et al., 2008). Throughout the course, students kept 

a journal and reflected on their experiences. The most helpful practices  according to 

students were yoga for awareness of their bodies, meditation for awareness and 

acceptance of emotions and personal issues, and qigong (slow-flowing   moving 

meditation), for a sense of mind-body-emotion connection. 
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Additionally, students reported that the course positively impacted their physical, 

emotional, mental, spiritual, and intellectual wellbeing. Furthermore, Schure et al. (2008) 

reported that students were more accepting of their flaws with fewer negative thoughts 

and emotions (e.g., letting go of fear, self-criticism, and anxiety). Overall, the results of 

this long-term study suggest mindfulness courses can benefit CIT personally and 

professionally by improving mental clarity and the capacity for reflection, becoming less 

reactive to stress or anxiety-provoking events (e.g., client crisis or silence in sessions), 

and enhancing self-acceptance and authentic connection to themselves and their clients 

(Schure et al., 2008).  

Christopher and Maris (2010) reviewed multiple qualitative research projects 

conducted over a period of nine years, finding that mindfulness training enhanced the 

physical and psychological wellbeing of counselors-in-training (CIT). Specifically, CIT 

reported increased awareness of their physical sensations, emotions, and cognitions 

during counseling sessions. Additionally, enhanced awareness reduced emotional 

reactivity and increased a sense of calm attentiveness. Participants noted an increased 

acceptance and respect for their client's experiences related to the nonjudgement facet of 

mindfulness. Furthermore, mindfulness enhanced the cultivation of counseling skills and 

compassion for self and others, strongly associated with improved wellbeing 

(psychological, cognitive, and overall) (Neff, 2011; Zessin et al., 2015).  

 Shapiro (2007) incorporated the Mindfulness-Based Stress Reduction (MBSR) 

program into an existing stress management course that included 54 CIT. The design 

used two groups with the control not receiving the MBSR training. The results showed 

significant improvement in CIT mental health as evidenced by lower perceived stress, 
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state and trait anxiety, rumination, and increased self-compassion and positive affect. 

Interestingly, older students showed lower levels of negative affect, trait anxiety, 

rumination, perceived stress, and higher levels of self-compassion. However, there were 

no significant differences related to the CIT's year in the counseling program. This result 

may indicate that experience in a counseling program does not have a marked impact on 

mental health variables, but age may play a role.  

Another important finding by Shapiro (2007) was the duration of mindfulness 

practice did not significantly affect distress or wellbeing scores. The implication is that 

shorter periods of mindful practice are as beneficial as a longer duration with respect to 

CIT mental health and wellness. Having an efficient approach to address CIT mental 

health is important given that nearly 40% of graduate students reported moderate to 

severe or depression compared to 6% of the general population (Evans et al., 2018).  

Subsequent research has further supported mindfulness as an effective means to 

enhance counselors-in-training (CIT) wellness and self-care. Dye et al. (2020) performed 

a mixed-methods study with 32 CIT to explore counselor stress and wellness. Most of the 

participants (89%) did not have any previous experience with mindfulness, meditation, or 

yoga. Dye et al. utilized a triangulation design with concurrent quantitative and 

qualitative data via surveys, written reflections, and focus groups. The mindfulness 

intervention, a modified version of The Heart, Mind, & Body Curriculum (Dye, 2020), 

blended traditional mindfulness practices with physical activities and counseling 

techniques over a period of 13 weeks. Participants commonly noted greater awareness of 

the need for self-care, and many saw the mindfulness techniques and practices as reliable 

tools for self-care (Dye et al., 2020). One participant reported that they experienced no 
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guilt associated with taking care of themselves after the training. Overall, the participants 

reported greater connection to self and self-acceptance along with feeling less stressed 

and over-worked. The awareness of stress and anxiety increased but did not lead to 

distress; rather than avoid these feelings, the CIT reported the use of mindfulness allowed 

them to decompress and restore their inner self. In sum, participants' wellbeing improved, 

and they reported feeling more at peace, better rested, and less stressed.  

This research indicates mindfulness can be an effective means to promote self-

care among CIT by increasing self-awareness and providing new ways of responding to 

stress. With this in mind, mindfulness training for counselors-in-training can encourage 

personal and professional growth while also helping with stress management, emotional 

regulation, and burnout prevention. 

Mindfulness and Clinical Competence in Counselor Education 

Mindfulness has been found to enhance elements essential to counselor 

development, including empathy and attention (Fulton, 2016; Greason & Cashwell, 2009; 

Fulton & Cashwell, 2015), counseling self-efficacy (Greason & Cashwell, 2009; 

Bohecker 2016; Butts & Gutierrez 2018), reduced emotional reactivity (Christopher & 

Maris, 2010; Campbell & Christopher 2012), and essential counseling skills such as the 

therapeutic relationship, multicultural competence, managing sessions, and tolerating 

affect (Martinez & Dong, 2020; Bohecker et al., 2016, Buser et al., 2013; Greason & 

Welfare, 2013). Additionally, mindfulness may be a means to foster the development of 

professional counselor identity and enhance client outcomes (Dong & Campbell, 2017; 

Grepmair et al., 2007), beginning with the concept of therapeutic presence. 

Therapeutic Presence  
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Carl Rogers spoke to the singular importance of a counselor's presence: 

"I am inclined to think that in my writing, I have stressed too much the three 

primary conditions (congruence, unconditional positive regard, and empathic 

understanding).  

Perhaps it is something around the edges of those conditions that is really the 

most important element of therapy – when my ‘self’ is very clearly, obviously 

present." (Baldwin, 2000. p. 30). 

The concept of therapeutic presence as described by Rogers is much more than a 

technique. Rather, it is an essential disposition and way of 'being' and interacting with the 

world. While it may be easier to teach concrete counseling skills, effective training 

programs promote therapeutic presence. As part teaching the concept of therapeutic 

presence, mindfulness is a way of  addressing habitual patters of reactivity (Christopher 

& Maris, 2010).   

Campbell and Christopher (2012) examined the impact of mindfulness on 

teaching therapeutic presence. Specifically, Campbell and Christopher documented the 

benefits of the Mind-Body Medicine and the Art of Self-Care course (e.g., Schure et al., 

2008; Christopher et al., 2011; Christopher & Maris, 2010), finding evidence that 

mindfulness increased awareness and acceptance of self and others. In this way, 

mindfulness supported the development of a therapeutic presence, which is integral to a 

common factors approach, allowing the therapist to enhance the therapeutic relationship 

in ways that aligned with Rogers' fundamental tenants of acceptance (positive regard), 

genuineness, and empathy. More specifically, participants noted a deeper level of 

integration and more genuine therapeutic encounters. Indeed, participants indicated that 
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the mindfulness course helped foster "an attitude of presence" (Campbell & Christopher, 

2012, p. 213), allowing them to more intentionally respond to feelings provoked through 

countertransference. Participants reported they no longer felt the need to "do something" 

when they became anxious and thus were less reactive to their clients' experiences. The 

release from reactivity also lessened the need for control in session and diminished the 

feelings of inadequacy when clients struggle (Campbell & Christopher, 2012). 

Campbell and Christopher’s (2012) results coincided with previous research by 

McCollum and Gehart (2010) that found mindfulness enhanced core counseling skills 

(empathy, presence, responsiveness, and attentiveness) and reduced reactivity, 

inadequacy, and defensiveness. Each of these results impacts how counselors connect 

with clients and build the therapeutic relationship, both of which affect the therapy 

process and client outcomes (Geller & Greenberg, 2011; Grepmair et al., 2007; 

McCollum & Gehart, 2010; Wampold & Imel, 2015). In sum, mindfulness is an avenue 

to foster therapeutic presence and enhance the therapeutic relationship (Geller & 

Greenberg, 2011). 

Multicultural Competence  

The need for multiculturally competent counselors is critical to address the need 

for high-quality mental health services among many marginalized racial and ethnic 

groups (Martinez & Dong, 2020). Campbell and Dong (2018) examined the relationship 

between mindfulness and multicultural competencies. A sample of 157 masters (n=112) 

and doctoral (n=43) counseling students completed an online survey that includes 

demographic items, mindfulness assessment (Five-Facet Mindfulness Questionnaire, 

FFMQ; Baer et al., 2006), and an assessment of multicultural counseling competencies 
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(Multicultural Counseling Inventory, MCI; Sodowsky et al., 1994). Their analysis 

indicated that mindfulness and MCC were positively related. Specifically, the 

mindfulness facets of observing, non-reacting, and describing correlated with nearly all 

components of MCC. The findings suggest that CIT who believed themselves to be more 

mindful also tended to think of themselves as more multiculturally competent. In other 

words, the study found support for mindfulness practice and duration as significant 

predictors of MCC. Overall, there is a promising link between mindfulness and MCC, 

suggesting the importance of integrating mindfulness into counselor education programs.    

Counseling Skills Development 

Buser et al. (2013) found that mindfulness practice may improve counseling skill 

development. Specifically, mindfulness was examined in a sample of 59 students from an 

introductory counseling course at a CACREP-accredited program. Compared to the 

control group receiving only the standard curriculum, the intervention group received the 

standard curriculum as well as additional mindfulness-based presentations, in-class 

practice sessions, and discussions. One intervention group received brief mindfulness 

training consisting of five weekly mindfulness practice sessions and group discussions. 

The second intervention group received an extended 11-week mindfulness practice 

sessions and group discussions. The control group did not receive the mindfulness 

training.   

At the end of the course, students from each group recorded a 10-minute 

counseling session, where they served as the counselors, and more advanced students in 

the program served as clients (Buser et al., 2013). As part of the methodology, two 

trained raters analyzed the recorded sessions using a modified version of the Counseling 
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Skills Scale (CSS; Eriksen & McAuliffe, 2003). The modified CSS consisted of four 

subscales (Encourages Exploration, Deepens the Session, Develops the Therapeutic 

Relationship, and Manages the Session) to rate the trainees. The results found that the 

brief and extended intervention groups in the Buser et al. (2013) study had significantly 

higher scores on the CSS's Develops Therapeutic Relationship and Encourages 

Exploration subscales. Notably, the only difference between the two intervention groups 

was effect size. The brief intervention group showed a medium effect on both subscales 

(Cohen's d= .77 and .67), and the extended mindfulness training group had a large effect 

(Cohen's d= .92 and .82). The results suggest that even brief mindfulness-based 

interventions can enhance CIT's counseling skill development. 

In another study focused on counseling skills, Greason and Welfare (2013) found 

that mindfulness positively influenced the therapeutic relationship among a sample of 83 

counselor-client dyads. Focused on professional counselors rather than students, the 

relationship between mindfulness and both the therapeutic relationship and working 

alliance were significant. Specifically, mindfulness was most closely related to measures 

of unconditional positive regard (r = .26, p < .05) and congruence (r = .23, p < .05). Some 

of the participants actively practiced mindfulness meditation, and the researchers reported 

significant differences between those who engaged in meditation versus those who did 

not. In particular, there were significant differences in both mindfulness and elements of 

the working alliance, suggesting that counselor mindfulness practice may further enhance 

the therapeutic bond.  
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Empathy  

Fulton (2016) explored mindfulness as a means to enhance empathy in 

counselors-in-training. In her study of 55 master's-level students enrolled in a CACREP-

accredited counseling program and their clients, Fulton explored the influence of 

mindfulness on client perceived empathy, session depth, and counselor-in-training (CIT) 

experiential avoidance and ambiguity tolerance. Overall, the results indicated a 

significant relationship between CIT mindfulness and client perceived empathy of the 

clinician (r = .35, p = .01). That is, clients felt CIT with higher levels of mindfulness were 

more empathetic. The finding that CIT mindfulness was related to client perceived 

empathy is supported by previous research (Fulton & Cashwell, 2015; Greason & 

Cashwell, 2009; Bohecker et al., 2016; Fulton, 2018). Additionally, CIT self-reported 

that the counseling session depth was significantly related to mindfulness (r = .37, p = 

.007). However, the client reported that session depth was not significant, nor was the 

relationship between mindfulness (Bohecker, 2016). While there was discrepancy 

between the client and counselor, it is also noteworthy mindfulness was associated with 

lower experiential avoidance and increased psychological flexibility for the CIT (r=.50, p 

= .01). Overall, the Fulton (2016) findings suggest that mindfulness can significantly 

influence CIT skill development and supports the call of integrating mindfulness in 

counselor education. 

Mindfulness and Counseling Outcomes  

Grepmair et al. (2007) found that mindfulness improved client outcomes in a 

sample of 18 psychotherapists-in-training and 124 randomly assigned clients at an 

inpatient facility. The intervention group received meditation training before their client 
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sessions, while the control group did not receive the training; otherwise, all other clinical 

training and supervision elements were the same in each group. Results found that clients 

treated by therapists who participated in meditation prior to sessions reported more 

significant symptom reduction (e.g., less obsessiveness, anger, anxiety, and fewer 

phobias). The clients also reported more optimism about their progress and a better 

understanding of the therapeutic process and goals. Although this study included 

psychotherapists-in-training from outside the United States, the results suggest that 

clients may benefit from therapists who use mindfulness activities for themselves. It is 

not unreasonable to anticipate similar outcomes among domestic counselors-in-training; 

however, further study is required to support generalizability.  

Summary of Mindfulness Research 

Counseling researchers have explored mindfulness as a construct and tested 

mindfulness interventions extensively. Results have repeatedly suggested a wide variety 

of benefits for counselors-in-training from skill development, dispositional enhancement, 

multicultural competency, and better client outcomes. Mindfulness can thus be a valuable 

tool for counselor development and wellbeing. Additionally, studies have indicated 

mindfulness is related to lower stress and anxiety as well as higher self-efficacy among 

CIT. 

Self-Efficacy  

Self-efficacy is a concept that emerged from Social Cognitive Theory (SCT), 

which shifted the locus of behavioral regulation from environmental stimuli to an 

emphasis on individual agency. Importantly, the concept of self-efficacy allows for the 

influence of internal cognitive and emotional factors. Therefore, according to SCT, self-
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efficacy is linked with the emotional and cognitive processes that play an important role 

in mediating changes within the individual (Bandura, 1977).  

Bandura (1997) developed the SCT to include a triadic reciprocal causation model 

to describe the interdependent relationships that influence human behavior. The core 

factors in the reciprocal model include internal predispositions and reactions related to (1) 

cognition, (2) affect, motivation, and (3) environmental influences (Bandura, 2001). Each 

of these factors is reciprocal because they influence one another bidirectionally; however, 

the model does not imply that each factor is equal. Instead, each factor varies depending 

on different activities and circumstances as interpreted by the individual (Bandura, 1997). 

Self-efficacy is at the core of SCT and works through the same three reciprocal factors: 

(1) cognition, (2) affect motivation, and (3) environmental influences, which regulate 

human functioning. For example, one counselor-in-training (CIT) may have habitually 

strong negative cognitive reactions (e.g., feeling inadequate) when seeing clients older 

than them and thus lower self-efficacy. In contrast, a CIT with high motivation and some 

comfort with seeing older clients (environment) may be able to overcome negative self-

talk (cognitions) and have higher self-efficacy as a result.  

Self-efficacy impacts motivation, self-concept, and how long people will 

persevere in the face of obstacles and failure experiences. Additionally, efficacy beliefs 

affect resilience to adversity, moderating thought patterns that may be self-hindering or 

self-aiding and how much stress they experience in coping with environmental demands 

(Bandura, 1998). Positive efficacy beliefs can lead to a growth perspective in that “people 

who regard themselves as highly efficacious ascribe their failures to insufficient effort, 

inadequate strategies or unfavorable circumstances. Those with low efficacy attribute 
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their failures to low ability” (Bandura 1998, p.59). Thus, counselors-in-training (CIT) 

with low counseling self-efficacy may feel less capable of applying newly learned skills 

or handling the challenges associated with counseling clients. Therefore, efficacy beliefs 

can affect whether one can effectively use their skills because self-doubt can diminish 

even high-level skills. 

Self-Efficacy Conceptualized 

Self-efficacy is the extent to which a person feels able to perform a particular task 

or activity; it develops through cognitive processes where information from past 

performances is analyzed alongside personal and situational factors (Bandura, 1977). The 

mere expectation of reward or punishment that will result from the behavior is not the 

determining factor of whether one chooses to engage in that behavior. Rather, self-

efficacy is related to the appraisal of the capability to perform the intended behavior. For 

instance, when a person has high self-efficacy (i.e., is confident that an action will result 

in the intended outcome), the possibility of engaging in these behaviors increases. In 

contrast, when a person lacks self-efficacy (i.e., low confidence the action will result in 

the intended outcome), they are less likely to engage in the action or behavior. In other 

words, thoughts and cognitive patterns influence perceived self-efficacy related to 

anticipated scenarios: high self-efficacy may lead one to anticipate success and low self-

efficacy results in anticipating failure.  

According to Social Cognitive theory, there are four primary sources or 

mechanisms that influence the concept of self-efficacy: 

1. Performance accomplishments or the pattern of one's prior success and failure 

experiences 
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2. Vicarious learning (observing others perform a particular task) 

3. Verbal persuasion (social messages regarding one's capabilities, such as 

feedback and encouragement) 

4. Physiological states and affective reactions (e.g., stress and task-specific 

anxiety, which can diminish self-efficacy (Bandura, 1997) 

Performance accomplishments (mastery experiences) are the most influential source of 

efficacy because they provide authentic evidence of skills and abilities needed to succeed 

(Bandura, 1977). Vicarious experiences via observation and modeling are another 

influential tool for promoting self-efficacy. Observing the successful performance of 

activities perceived as challenging or threatening can enhance confidence to complete the 

same activities (Bandura 1994, 1997). Verbal persuasion is a means to encourage 

confidence which can strengthen efficacy beliefs and perceived capability to achieve 

goals. Each of the preceding factors can stabilize one's assessment of coping capability, 

especially concerning what has overwhelmed them in the past (Bandura 1977, 1997).  

The SCT model has been applied in countless contexts, including toward the 

development of counselors-in-training (CIT). At the core of counseling is the need for 

counselors to believe that the work they are doing is effective. Indeed, optimistic 

expectancy for improvement is a common factor in therapy (Wampold & Imel, 2015). 

Stated another way, a focus on enhancing counselor self-efficacy is a potential avenue to 

increase the effectiveness of the clinical services. The next section focused on the concept 

of counseling self-efficacy. 
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Counseling Self-Efficacy and Social Cognitive Model of Counselor Training 

Applying the concept of self-efficacy to counselor training, Larson and Daniels 

(1998) developed the Social Cognitive Model of Counselor Training (SCMCT), defining 

counseling self-efficacy (CSE) as "one's beliefs or judgments about her or his capabilities 

to effectively counsel a client in the near future" (p. 180). CSE is a crucial component of 

effective counseling, influencing counselor responses and persistence. Indeed, CSE is "a 

primary mechanism between simply knowing how to help in a counseling situation and 

actually executing effective counseling actions" (Greason & Cashwell, 2009, p. 3). CSE 

is also related to traits predictive of counseling skill development, such as problem-

solving, mindfulness, empathy, and low state and trait anxiety (e.g., Barbee, 2003; 

Greason & Cashwell, 2009).  

Focused on counselor development, Larson and Daniels (1998) applied a 

reciprocal model composed of personal agency, environmental influences, and actions. 

Personal agency refers to the counselor’s responsiveness, self-regulation, and proactive 

planning to inform their approach to client treatment. The SCMCT sees counselors are 

constructivist agents that transform their conceptual knowledge and understanding into 

effective application in counseling sessions. For example, a counselor's perception of the 

supervisory environment significantly influences their motivation to process the message 

and productivity in the supervision. CIT personal agency factors (e.g., capacity for self-

compassion) and supervisory environment (e.g., supervisory working alliance) would be 

related to counselor trainees' learning process (e.g., trainee's anxiety in clinical work) and 

ultimately impacts their performance.  
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Counseling Self-Efficacy and Counselor Education  

Research has found that counseling self-efficacy (CSE) may impact within-

session counseling performance, making it vital for research to uncover means to increase 

CSE during clinical training (Larson & Daniels, 1998). Much of the literature exploring 

ways to increase CSE focus on the influence of clinical experience, which aligns with the 

emphasis on performance accomplishment or mastery experience in the foundational 

literature (Bandura, 1977, 2001; Larson & Daniels, 1998). Performance accomplishments 

are when individuals successfully implement new behaviors and are a potent source of 

self-efficacy development (Bandura, 1977). Repeated success while practicing clinical 

skills can make intermittent difficulty and failure less detrimental to CSE (Bandura, 

1986). Accordingly, most counseling programs emphasize skill development and 

accruing experiential practice to develop CSE and enhance counseling competency. 

Several studies have found a significant linear relationship between counselor self-

efficacy and training (Hall, 2009; Koth, 2020; Leach et al., 1997; Lent et al., 2009; 

Larson & Daniels, 1998). However, others have found that counselor self-efficacy 

follows a curvilinear pattern (Goreczny et al., 2015; Sipps et al., 1988).  

In a foundational study of 138 counselors-in-training (CIT) and professional 

counselors, Melchert et al. (1996) explored whether the level of training and experience 

predicted counselor self-efficacy (CSE). The outcome indicated that CSE was 

significantly predicted by level of training and amount of clinical experience (F(1,135) = 

66.25, p < .00 and F(2,134) = 49.85, p < .00, respectively). Training and clinical 

experience together accounted for 43% of the variance in CSE. Similarly, Lent et al. 

(2003) found counseling self-efficacy was significantly higher than counseling self-
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efficacy among CIT with more training (F(12,463) = 4.34, p < .00). This study examined 

CIT at three stages of training: pre-graduate trained CIT, those in their initial practicum, 

and CIT at the end stage of clinical training. After 15 weeks of training, the practicum 

level CIT showed a gain of nearly a full standard deviation in CSE (Lent et al., 2003).  

In a similar but more recent study, Mullen et al. (2015) used a longitudinal 

approach when exploring counselor self-efficacy across three points of time in training. 

179 master's level CIT took the Counselor Self-Efficacy Scale (Melchert et al.,1996), at 

their initial program orientation (pre-academic stage), then during practicum orientation 

(preclinical stage), and finally during their final internship supervision meeting (end of 

clinical training). The results showed a linear improvement in CSE across the program, 

supporting previous research and self-efficacy theory (Mullen et al., 2015). However, 

unlike previous studies that emphasized CSE growth, particularly during clinical training 

(e.g., Kozina et al., 2010), this study showed the most improvement came during the 

earliest stages of training, between the program orientation and before clinical training. 

Much of the literature's emphasis on clinical experience may be insufficient to explain or 

enhance counselor self-efficacy. 

The following studies provided unique insight into how the level of experience 

impacts counselor self-efficacy (CSE). Goreczny et al. (2015) explored CSE at three 

levels of training. The 97 participants included 21 before their counselor training, 31 

master's-level counselors-in-training (CIT) without clinical experience (pre-practicum), 

16 master's-level CIT during their initial clinical experience (practicum), and 29 CIT 

during their culminating clinical experience (internship). The researchers used the 

CASES (Lent et al., 2003) to measure CSE. There were significant correlations between 
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CIT scores on the CASES (subscales and total score) and the amount of counseling 

experience. Additionally, there were significant difference across the levels of training, 

F(42, 241) = 1.502, p= .032.  

 An intriguing finding in the Goreczny et al. (2015) study was the curvilinear 

relationship among trainees and CSE, rather than a linear relationship as previous studies 

had found (Bullock & Johnson, 2013; Ikonomopoulos et al., 2016; Melchert et al., 1996). 

The curvilinear relationship indicated that undergraduates with no clinical training had 

higher scores on the CSE measures than the first-semester graduate students. Over time, 

CSE increased in relation to the amount of training the participants had accrued. The CIT, 

in their final clinical experience, had the highest levels of CSE. Individuals may have an 

unsubstantiated belief in their abilities as counselors before starting graduate training. 

However, early in their graduate counselor training, they discover the complexities and 

challenges of being an effective counselor, which decreases their CSE. Once the initial 

decline in CSE early in their graduate program, CSE resumed linear growth.  

Notably, Johnson and colleagues (1989) found that CIT with low initial CSE saw 

an improvement over time in training; however, CSE remained significantly lower 

relative to those who began with higher CSE. The implication is that counselor educators 

may need to take an active approach to support CITs with low CSE early in their 

programs. In particular, there is a need for educational approaches to increase CSE 

among CIT with low CSE as well as those with high stress and anxiety. Findings from 

these studies suggest that experience is a critical aspect of the development of counseling 

self-efficacy. However, self-efficacy theory suggests that other variables that impact 

cognitive and emotional factors (stress and anxiety) could have mediated the relationship 
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between CSE and counseling performance in addition to clinical experience (Bandura, 

1997).  

Summary of Self-Efficacy Research 

 The literature reviewed indicates that self-efficacy plays a vital role in counselor 

development. Important factors for enhancing counselor self-efficacy (CSE) include 

clinical supervision and increased clinical training and experience. Mindfulness has been 

proposed as an additional means to enhance CSE. The emerging research supports 

mindfulness as a predictor of CSE and other vital counseling skills and dispositions. The 

stressful nature of counselor education may be an inhibiting factor for developing greater 

CSE.  

Anxiety and Stress 

Stress and anxiety share many characteristics, and the scientific literature and the 

general public often use the terms interchangeably (Bystritsky & Kronemyer, 2014). 

Anxiety and stress have similar physical and emotional symptoms, including irritability, 

anger, fatigue, muscle tension, digestive troubles, and difficulty concentrating and 

sleeping. Common experiences such as perceived inadequacies, fear of failure, novel 

experiences, and deadlines can trigger stress and anxiety. Anxiety and stress can respond 

to similar interventions or means of coping, such as cognitive reframing, relaxation 

techniques, physical activity, and therapeutic interventions (e.g., cognitive-behavioral, 

mindfulness-based stress reduction). 

Conceptually, stress and anxiety are counterparts in a complex system involving 

environmental, physiological, psychological, and behavioral components (Bystritsky & 

Kronemyer, 2014). Common responses to stress and anxiety include psychological and 
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physiological presentations, including body tension, excessive worry, irritability, fatigue, 

difficulty concentrating, breathing, sleeping, and learning. The Transactional Model 

(Lazarus and Folkman, 1984) has been used to explain how perceived stress (a primary 

appraisal) interacts with coping self-efficacy (secondary appraisal), which informs one's 

stress response and behaviors. In contrast, anxiety is often referred to as more excessive 

or disproportional worry or fear that may be in response to actual situations or 

anticipatory to future situations and concerns (American Psychiatric Association, 2013).  

An important distinction between stress and anxiety is that excessive or chronic 

stress often leads to anxiety which, unlike stress, may persist even in the absence of the 

precipitating stress. In this way, stress is a more general response to external 

circumstances, while anxiety is often differentiated from stress when it becomes distress 

that is internalized, leading to feelings of apprehension, avoidance, or dread.  Compared 

to stress, anxiety is more often anticipatory and asymmetrical to environmental prompts 

and thus has been associated with mental health disorders and pathology. Anxiety often 

leads to reactions akin to the fight, flight, or freeze response (Lazarus & Folkman, 1984). 

Monat et al. (1972) used the example of a person who wakes up with a feeling of dread 

even though they intellectually know there is no immediate pending danger. To counter 

these thoughts, treatment for anxiety often involves restructuring cognitive appraisals to 

be more connected to the reality of situations, rather than habitual anticipatory responses 

that are disproportional to what is actually occurring (Monat et al., 1972). 

Stress Conceptualized  

The nature of stress is multidimensional and dependent on one’s perception of 

situations, variable individual responses, and perceived capabilities. It can elicit both 
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positive and negative outcomes (physiological and psychological). Stress is not entirely 

harmful to performance or wellbeing. The stress response can enhance mental and 

physiological functioning (Sapolsky, 1996). Eustress refers to when stress has a 

beneficial effect and can increase adaptive functioning (Kupriyanov & Zhdanov, 2014). 

An individual can react to a given stressor positively or negatively depending on the 

evaluation of the situation and their perceived capability to cope (Lazarus and Folkman, 

1984). In addition to the variable perception of stress, the level and duration of stress are 

salient. Low or moderate exposure to stress often enhances function; however, if duration 

or intensity increases, stress can lead to diminished function and damaging effects 

(Kupriyanov & Zhdanov, 2014).  

Early researchers conceptualized stress as an automatic response to aversive 

environmental stimuli such as extreme temperatures, electric shocks, or food deprivation. 

This view postulated that stress occurs in three stages of physiological reaction to 

noxious events: the alarm stage, resistance stage, and exhaustion stage (Selye, 1956). 

Initially, the body responds with an alarm reaction to environmental stressors. The alert 

function triggers an automatic secondary response (fight, flight, or freeze) which prepares 

one to deal with the stressor. Finally, if the stressor overwhelms one's capacity to 

respond, the system can be damaged, resulting in illness and disease. While the stimulus-

response model has merit, it leaves out important emotional, cognitive, and psychological 

factors.  

In contrast to the stimulus-response model, the social cognitive theory (SCT) 

purports that individuals can exercise control over their thought processes, motivation, 

affect, and actions rather than having them shaped automatically by external forces 
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(Bandura, 1999). Environmental stimuli may still influence behavior; however, the 

outcome is not simply the result of a paired stimulus-response. Instead, SCT shifts the 

locus of response behavior from the stimuli alone to the individual (Bandura, 1997). 

Therefore, internal emotional and cognitive processes play an essential role in mediating 

changes within the individual (Bandura, 1977). A complex set of transactions between 

internal and environmental factors is significant in the work of Lazarus and Folkman 

(1984). Their Transactional model relies on multiple cognitive appraisals of the 

environment, one's coping resources, beliefs, goals, and anticipated outcomes inform 

individual differences in response to stressors.  

Transactional Model of Stress 

The Transactional Model of Stress has an operational definition of stress: 

"psychological stress is a particular relationship between the person and the environment 

that is appraised by the person as taxing or exceeding his or her resources and 

endangering his or her wellbeing" (Lazarus and Folkman, 1984, pg. 19). Stress results 

from a discrepancy between one's perception and assessment of internal and external 

stressors and their perceived ability to cope with the demands they face.  

Lazarus and Folkman’s model (1984) explains how perceived stress (primary 

appraisal) interacts with coping self-efficacy (secondary appraisal), which informs one's 

stress response and behaviors. The appraisals mediate the relationships between 

antecedents and responses (Biggs et al., 2017). The initial appraisal of the stressor in 

conjunction with the internal assessment of one's coping capability is the critical variable 

in triggering a stress response, rather than the objective characteristics of the stressor or 

threat (real or imagined). One evaluates the particular stressor, assessing the meaning and 
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significance (threatening or neutral/positive) of the situation in relation to their wellbeing 

(Dewe & Cooper, 2007). Additionally, in the primary appraisal process, individuals 

consider how the stressor interacts with their personal beliefs, values, goals, 

commitments, and potential outcomes (Biggs et al., 2017). 

The perspective gained from the initial assessment informs the secondary 

appraisal, which shifts focus to the evaluation of coping ability and personal resources 

(i.e., what one can do to cope with the present stressor). This second appraisal process 

incorporates self-efficacy by assessing one's perceived ability to cope while considering 

environmental variables and available coping styles (behaviors). Coping self-efficacy, 

derived from Bandura's (1997) self-efficacy theory, emphasizes personal agency in 

creating change through belief in capability. The outcome or effectiveness of both the 

appraisal and eventual coping behaviors provides feedback for future stressful situations 

and informs one's self-efficacy for better or worse.  

Lazarus' model is iterative in that the process of appraisal continues after the 

initial and secondary assessment. In recognition of the fluidity of situation-person 

transactions, Lazarus introduced reappraisal, which is not a distinct form of appraising 

but rather is the process of revisiting primary and secondary appraisals as events change 

(Smith & Kirby, 2011). Reappraisal is related positively to wellbeing and interpersonal 

functioning, while infrequent engagement or suppression of the reappraisal process can 

result in the maintenance of negative affect (Gross & John, 2003). As the context 

changes, the demand for coping skills and coping efficacy can increase or decrease. For 

example, during reappraising, an individual may find that their coping abilities and 

resources are sufficient to manage the situation or are perhaps insufficient to meet a 
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particular challenge. As situations evolve, options derived from the primary and 

secondary appraisals may no longer be applicable.  

Anxiety Conceptualized 

Clinical anxiety carries many of the same symptoms of high levels of stress. 

However, to meet DSM 5 criteria for generalized anxiety disorder (GAD), anxiety must 

be persistent, excessive, and uncontrolled for six months, while causing significant 

impairment in social, occupational, or other important areas of functioning. The shift 

from stress to anxiety occurs when stress intensifies in duration, and the negative impact 

is persistent. Thus, mild and moderate stress and anxiety have many similar symptoms 

and respond to similar coping interventions. However, anxiety may develop into a more 

chronic and debilitating condition. Consequently, individuals facing novel or demanding 

situations may experience anxiety, particularly if they anticipate encountering challenges 

they cannot overcome. 

Anxiety is both a state (situational) and trait (general) disposition and has 

cognitive, affective, somatic, and behavioral components. A distinction between state and 

trait anxiety is that the former (state) is a temporary situation-specific emotional state 

characterized by feelings of tension, worried thoughts, and physical responses. In 

contrast, trait anxiety is a generally stable personality attribute. Thus, a person with high 

levels of trait anxiety may be predisposed to interpret many situations as threatening. In 

contrast, a person with high levels of state anxiety would present similarly to a person 

with high levels of stress (distress). Like stress, anxiety is a response that can be both 

helpful and harmful to individuals. Even though stress and anxiety are often associated 
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with fear of unknown or threatening situations, and can be difficult emotions to 

experience, they also can motivate individuals to act (Linehan, 2014). 

It is essential to point out that stress and anxiety are not exclusively detrimental. 

When one views stress as a healthy challenge rather than a threat, it shares a commonality 

with Selye's (1974) term eustress. It refers to situations that require adaption and attention 

but may generate the potential for growth and individual enhancement or achievement. 

According to Lazarus (1993), eustress is a positive cognitive response to a stressor and is 

associated with positive feelings and a healthy physical state; conversely, distress is more 

severe and associated with negative emotions and physical impairments. The 

differentiation between eustress and distress may occur during the initial appraisals in the 

Transactional Model (Lazarus & Folkman, 1984).  

The beneficial aspects of eustress and anxiety are present in the Social Cognitive 

Model of Counselor Training (SCMCT); Larson (1992) describes some anxiety acting as 

a motivator to learn new counseling skills, enhancing CIT performance. She provides the 

example that anxiety may heighten counselors' awareness of self and other (clients) 

during counseling sessions (Larson, 1998). Likewise, a manageable level of stress or 

anxiety may serve as a motivation for CIT growth and mastery (Bandura & Locke, 2003). 

Manageable anxiety can prompt adaptation and planning for the future (Barlow, 2000). 

Therefore, whereas uncontrolled stress and anxiety can diminish CIT wellness and 

counseling performance, a means to manage stress and anxiety may be facilitative in 

counselor development. 
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Stress and Anxiety in Counselor Education 

Counselors-in-training (CIT) face multiple stressors throughout their graduate 

training (Bernard & Goodyear, 2014; Skovholt & Rønnestad, 1992, 2003). CIT cope with 

academic and interpersonal demands, applying conceptual learning into clinical practice, 

developing self-awareness, and ambiguity. Additionally, CIT strive to understand 

themselves and the dynamic interplay of their client's life experiences, cultural 

implications, and worldviews. There are personal and professional contributors to CIT 

anxiety (Wei et al., 2012). On the personal level, anxiety in a counseling session may be 

related to concerns about not being good enough (i.e., perfectionism), concerns about 

negative evaluation, and worry about not being in control during sessions (Corey, 2012). 

Professional level anxiety in a counseling session is related to concerns about building 

rapport (Hill et al., 2007) and competence related to utilizing advanced counseling skills 

(Theriault & Gazzola, 2006). Unfortunately, stress, anxiety, and feelings of self-doubt are 

routine for CITs (Skovholt & Rønnestad, 2003; Larson & Daniels, 1998).  

Research has demonstrated that CIT stress and anxiety are common and can limit 

CIT competency and effectiveness in counseling sessions (Clark et al., 2009; Larson & 

Daniel, 1998; Wilkerson, 2009). The stress of intense experiences in sessions may lead to 

CIT becoming preoccupied with their own emotions. Specifically, novice counselors 

often have a high internal self-focus and high anxiety (Stoltenberg, 2005), which can 

inhibit the establishment of a strong therapeutic alliance (Teyber, 2006). Without healthy 

boundaries and effective coping, CIT may ruminate about their clients' problems and 

become emotionally overinvolved (Skovholt & Rønnestad, 2003). Anxiety and emotional 

over-involvement may invoke counselor trainees' desire to save clients from their 
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sufferings or solve client problems, which may impact their clinical work (Morrissette, 

1996).  CIT in this situation are likely to struggle with objectivity, violate therapeutic 

boundaries, and become defensive during supervision (Morrissette, 1996). In other 

words, CIT stress and anxiety may cloud their attention and disrupt the therapeutic 

relationship and their use of skills (Skovholt & Rønnestad, 2003).  

Counselors, including those in training, are at risk for compassion fatigue, 

vicarious traumatization, and burnout. Burnout, the physical and emotional complications 

that counselors are susceptible to, is a significant consequence of chronic stress in the 

workplace (Christopher et al., 2006; Schure et al., 2008). High levels of stress and 

burnout can result in severe consequences such as diminished concentration, attention, 

and decision-making skills (Christopher et al., 2006). Counselor burnout can also impact 

clients by limiting clinical effectiveness and reducing the ability to establish healthy 

relationships with clients (Shapiro et al., 2007).  

Stress, Anxiety, and Counselor Impairment 

The consequences of stress and anxiety can have adverse effects on CIT 

wellbeing and clinical performance. It is not uncommon for CIT to struggle with 

problems in their clinical functioning (Huprich and Rudd, 2004). Unchecked by healthy 

coping, stress and anxiety often lead to CIT burnout. Indeed El-Ghoroury et al. (2012) 

found that 38.2% of trainees reported struggling with burnout or compassion fatigue. CIT 

suffering from burnout may feel emotionally worn down, have a pessimistic view of their 

clients, and have diminishing clinical self-efficacy. To cope with burnout, some therapists 

engage in self-destructive behaviors and withdraw from their colleagues and social 

support systems (Kottler, 2010).  
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Compassion fatigue is similar to burnout because it can lead to clinical and ethical 

mistakes. Unlike burnout, compassion fatigue may have a more specific origin. CIT who 

work with survivors of trauma and encounter stories of abuse, violence, and cruelty may 

experience compassion fatigue or vicarious trauma. The repeated exposure can lead to 

intrusive thoughts, hypervigilance, impaired functioning, and other trauma response 

symptoms (Bride, 2007). CIT struggling with compassion fatigue or burnout may 

experience considerable stress, further negatively affecting their cognitive ability. Stress 

and anxiety can lead to impairments in attention, memory, executive function, and the 

ability to build a working alliance. These impairments can severely diminish clinical 

functioning (Pakenham & Stafford-Brown, 2012), enhanced wellness, resilience, and 

mindfulness training can diminish the likelihood of CIT burnout and compassion fatigue 

(Can & Watson, 2019; Testa & Sangganjanavanich, 2016). Without adequate coping, 

counselors-in-training may encounter burnout. Thus, professional development and 

establishing self-care practices are vital (Schure et al., 2008; Dong et al., 2017). 

Synthesis of Mindfulness, Stress, Anxiety and Counselor Self-Efficacy 

Self-Efficacy, Stress and Anxiety  

Perception is a powerful agent in both counselor self-efficacy (CSE), stress, and 

anxiety. How one perceives themselves in relation to a situation can result in reactive 

emotional arousal and diminished self-efficacy or acceptance of developmental 

challenges, emotional regulations, and more stable efficacy. For example, as CITs begin 

clinical training, one may interpret their high perceived stress or anxiety as being related 

to their inadequacies resulting in lower CSE. At the same time, another CIT may 

recognize the same level of stress or anxiety as a part of the learning process, allowing 
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them to accept their current abilities and limitations. Bandura tied stress and anxiety to 

self-efficacy by suggesting that individuals who perceive their situation as highly 

stressful tend to focus on their inadequacies and have lower self-efficacy than individuals 

who view stressful situations as a challenge or feel they can cope with situational factors 

(Bandura, 1986).  

Physiological and emotional arousal are interrelated and can interfere with self-

efficacy beliefs, diminish coping and limit engagement with challenging activities. 

Emotional arousal, i.e., stress or state anxiety, can activate physiological systems 

(parasympathetic), which trigger stress hormones and physical responses such as 

increased heart rate, adrenaline, and cortisol release, and the fight, flight, or freeze 

response (Bystritsky & Kronemyer, 2014). These automatic responses have been 

evolutionarily advantageous through human development; however, they do not always 

translate to our modern lives. For instance, the parasympathetic response lacks 

meaningful differentiation between a physical attack or the non-life-threatening fear of 

public speaking. Counselors-in-training (CIT) may interpret their stress response and 

tension as signs of inability. Indeed, individuals are more likely to perform effectively 

when not overwhelmed by affective arousal (Bandura 1977, 1997). Indeed, multiple 

studies have indicated that counselor-in-training stress and anxiety harms counselor self-

efficacy and actual performance in sessions (Daniels & Larson, 2001; Larson, 1998; 

Larson & Daniels, 1998; Friedlander et al., 1986; Hale & Stoltenberg, 1988).  

Mindfulness, Stress, and Anxiety 

Some literature suggests manageable levels of anxiety can help CITs experience 

optimal learning (Bernard & Goodyear, 2019; Borders & Brown, 2006). Although some 



  

 

67

 

anxiety can serve a beneficial purpose, high levels or poorly managed anxiety can hinder 

the learning and development of CITs. Specifically, anxiety can impact the supervisory 

relationship, self-efficacy, and overall counselor development (Greason & Cashwell, 

2009; Bandura, 1977; Hall, 2009; Larson & Daniels, 1998). Two recent studies support 

an inverse relationship between mindfulness and anxiety (Fulton & Cashwell, 2015; 

Kaur, 2017). Meaning that CIT with higher mindfulness also tend to report lower anxiety. 

Researchers have explored mindfulness programs as interventions for CIT anxiety 

and stress. Shapiro and colleagues (2007) conducted a study to examine the effects of a 

mindfulness-based program as a method of self-care for counselors-in-training. The 

intervention group took a 10-week stress management course using the Mindfulness-

Based Stress Reduction (MBSR) program, incorporating various mindfulness practices. 

The participants in the control group did not receive any experiential mindfulness 

instruction.  

There was a significant improvement for participants in the MBSR program. They 

reported decreases in perceived stress (p> .05; M = 18.36, SD = 5.15), negative affect (M 

= 2.55, SD = 1.01) and anxiety levels, along with an increase in positive affects (M = 

5.45, SD = 0.94) and self-compassion (M = 20.92, SD = 3.84) (Shapiro et al., 2007). The 

researchers concluded that mindfulness practices are beneficial for alleviating stress and 

negative effects of rumination and enhance the ability to regulate emotional states, 

imperative in warding off symptoms of anxiety and depression.  

Like Shapiro et al. (2007), Hyden (2008) explored the impact of mindfulness 

training on counselor-in-training (CIT) anxiety. However, Hyden limited the MBSR 

derived intervention to a single three-hour session. The findings supported a mindfulness 
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intervention for reducing anxiety in beginning counseling students. Hyden's results 

demonstrated that as mindfulness increased, anxiety decreased. This research also 

suggested a positive correlation between mindfulness and emotional wellbeing, and that 

even a very brief mindfulness intervention may enhance mindfulness and reduce anxiety.  

Most recently, Felton et al. (2015) explored whether a 15-week MBSR based 

course  could prophylactically reduce stress and burnout in CIT. The qualitative study 

engaged sets of students from three consecutive years of the class. Felton et al. compared 

student comments before and after each semester, noting a change in themes from the 

symptoms and causes of stress to acceptance, awareness, and self-compassion. The shift 

in qualitative themes suggested that CIT had improved their ability to cope with stress by 

using newly developed or enhanced resources and strategies to combat burnout (Felton et 

al., 2015). Additionally, the CIT reported increased self-compassion regarding their 

ability to handle stress and their limited clinical experience. Overall, the mindfulness 

training increased the overall ability of CIT to identify, prevent, and tolerate stress and 

reduce burnout (Felton et al., 2015). 

Mindfulness and Counseling Self-Efficacy 

Although there is support that increased clinical experience and training can 

improve counselor self-efficacy (CSE), these outcomes provide limited insight into how 

CSE can be otherwise supported and developed in entry-level counselors-in-training. CIT 

in the earliest stages of clinical training often exhibit the most extreme swings in CSE. 

Furthermore, self-efficacy can be resistant to training effects (Bandura, 1977). For 

example, a CIT’s skills may progress but their confidence and clinical risk-taking remain 
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stagnant. The early lability in CSE may be due to a lack of mastery experience and the 

negative impact of stress and emotional dysregulation.  

Larson (1998) indicated that negative emotions such as stress, anxiety, and self-

doubt might impair counseling self-efficacy. The greater the emotional arousal, the lower 

the self-efficacy tends to be. In general, individuals perform more effectively when not 

experiencing aversive cognitive or emotional arousal (Bandura,1977). Flasch et al. (2016) 

performed a qualitative study of CIT in their preclinical stage of training. A central theme 

that damaged self-efficacy emerged: fear, more specifically, feeling ill-prepared, lacking 

skill competence, worry about client judgment and session management, and being 

overly self-focused (stuck in their head). Skillful coping with such fears may be a 

protective factor for CIT self-efficacy. One CIT from the Flasch study stated, "you kind 

of accept the fears and failures and the things you know you're going to mess up."  

Scenarios and events that trigger strong emotions can adversely affect self-

efficacy, especially when one interprets them as indicative of impending failure 

(Bandura, 1977). For example, when a CIT experiences considerable stress or anxiety 

associated with using a particular skill or seeing specific clients, they will likely 

experience a reduced sense of CSE. Conversely, self-efficacy may be protected via a 

reduction in emotional reactivity by transforming maladaptive cognitive processes 

(negative self-talk, assumption of inadequacy), increasing self-regulation skills, or 

changing perspective relative to the triggering environment (moderating unnecessarily 

high expectations, normalizing common developmental challenges).   

Emotional regulation and a willingness to experience challenging emotions may 

enhance persistence and increase self-efficacy. Bandura (1977) stated, "persistence in 
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activities that are subjectively threatening but relatively safe produces, through 

experiences of mastery, further enhancement of self-efficacy and corresponding 

reductions in defensive behavior" (p. 191). Interventions, such as mindfulness that can 

reduce emotional arousal may enhance self-efficacy and improve actual performance 

(Bandura, 1986). Emphasizing the internal skills related to mindfulness (nonreactive and 

nonjudgmental awareness of experience) can be a means to regulate emotional arousal 

and build self-efficacy.   

Previous studies have found that mindfulness is a significant predictor of CSE 

(Greason & Cashwell; Koth, 2020; Hall, 2009; Bentley, 2008; Butts & Gutierrez, 2018; 

Unsworth, 2015). Bentley (2007) conducted a dissertation study exploring the 

relationship between mindfulness and CSE and possible mediating variables of attention 

and empathy (later published by Greason, nee Bentley & Cashwell in 2009). 179 master's 

level counseling interns and doctoral counseling students responded to the study 

regarding their levels of mindfulness, attention, empathy, and counselor self-efficacy 

(CSE). Bentley (2007) found that mindfulness, attention, and empathy accounted for 34% 

of the variance in counselor self-efficacy. Similarly, Hall (2009) found that mindfulness 

accounted for 20% of the variance in counselor self-efficacy (CSE). 

Additionally, Bentley’s (2007) results showed that mindfulness was a significant 

predictor of CSE, and that counselor attention was a mediator of the relationship between 

mindfulness and CSE. Although the results did not specify which facets of mindfulness 

were most influential, the finding that attention was a mediator suggests that mindfulness 

elements associated with attention (act with awareness and observe) may play an 

important role. Students who can be mindful in everyday life are more likely to control 
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their attention in counseling sessions and sustain nonjudgmental awareness of the client's 

narrative (Greason & Cashwell, 2009, p. 14).  

Researchers have explored potential mediators of the relationship between 

mindfulness and counselor self-efficacy (CSE) to understand further the mechanisms that 

contribute to CSE. Wei et al. (2015) focused on psychological flexibility and hindering 

self-focused attention (stress, anxiety, and distracting thoughts) as potential mediators of 

mindfulness and CSE. Participants were 134 counselors-in-training from across the 

United States. Psychologically flexibility relates to the congruence between actions and 

values even in the presence of aversive or unwanted internal experiences. Greater 

psychological flexibility can provide freedom to accept an unwanted thought, diminish it, 

or focus attention on another thought or behavior consistent with their purpose of 

effectively helping their clients (Ruiz, 2010).  

 Mindfulness and psychological flexibility were significantly related, and both had 

significant direct effects on CSE (β = .27, p = .002. and β = .30, p < .001. respectively 

(Wei et al., 2015). Additionally, CIT with higher levels of mindfulness reported having 

fewer experiences of hindering self-focused attention. Likewise, those with greater 

psychological flexibility also reported having fewer experiences of hindering self-focused 

attention, both of which were positively associated with CSE. The Wei et al. (2015) 

findings suggest that mindful CIT may be less distracted, maintain a therapeutic presence 

with clients, and more closely observe their clients' nonverbal behaviors (Greason & 

Cashwell, 2009).  

In a similar study, Butts and Gutierrez (2018) explored the impact of mindfulness 

and personal distress on CSE. Personal distress was described as a consequence of self-
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focused attention, rather than other-focused attention, which commonly occurs when one 

is overwhelmed or distressed by a client’s negative experience. Much like Wei et al. 

(2015), Butts and Gutierrez found that mindfulness and personal distress accounted for 

significant variance in counseling self-efficacy. These findings suggest that internal 

dispositions may facilitate or hinder counseling self-efficacy in counseling students. 

Thus, in addition to focusing on skill development, providing ways for CIT to manage 

their personal distress would positively affect CSE. Taken together, the Butts and 

Gutierrez (2018) and Wei et al. (2015) studies indicate mindfulness training can be an 

effective means of counselor development via assisting CIT in managing stress and 

anxiety, which can benefit their CSE.  

Mindfulness Interventions and Counselor Self-Efficacy 

The most recent study of mindfulness and CSE used an 8-week Mindfulness-

Based Cognitive Therapy (MBCT) intervention in a randomized controlled trial (Chan et 

al. 2021). The study focused on the impact of MBCT on CIT self-compassion, 

psychological distress, empathy, and CSE. The participants, 50 undergraduate CIT, were 

randomized into the MBCT group and a waitlist control group. After the intervention, the 

treatment group significantly improved in multiple measures, including perspective-

taking, self-compassion, CSE, overall mindfulness, specifically in the observe facet. 

Chan et al. (2021) also reported significant improvement in psychological distress, not 

only in stress reduction but also in anxiety and depression. The results suggest MBCT 

can improve CSE, mindfulness, and psychological wellness for up to 60 days (as of the 

final post-test). The results also suggest the transcultural application of MBCT as 
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participants were undergraduate CIT at a Hong Kong university. Replication of this study 

could strengthen the applicability to master's level CIT in the United States.   

Bohecker & Doughty-Horn (2016) also used a group intervention when exploring 

mindfulness's impact on CSE and empathy. The researchers used the Mindfulness 

Experiential Small Group curriculum (MESG, Bohecker, et al., 2014) to meet the 

CACREP (2016) requirement for master's level CIT to complete 10 hours of experiential 

group work. The MESG curriculum contained three phases: mindful orientation, mindful 

awareness, and mindful application, and took place over 8-weeks of 1.5-hour sessions.  

The participants were 22 CIT in their first semester of counselor training and 

randomly assigned to four groups. Two of the four groups received the MESG, while the 

two control groups functioned as a process group and did not have the MESG training. 

The results indicated there were significantly different outcomes from the two sets of 

groups. The MESG groups had significantly higher reported mindfulness, specifically in 

the "acting with awareness," "observing," and "describing" FFMQ subscales. The ability 

to strategically control attention is often a challenge for CIT (Skovholt & Rønnestad, 

2003) and a fundamental counseling skill (Lambert & Barley, 2001; Pope & Kline, 1999; 

Stoltenberg & McNeill, 2011). Additionally, empathy scores and counselor self-efficacy 

were significantly higher in the MESG groups reported after the training. However, the 

difference in perceived stress between the intervention and control groups was not 

significant. The Chan et al. (2021) and Bohecker & Doughty-Horn (2016) results suggest 

that counseling programs can use small group mindfulness training experiences to 

enhance CSE, mindfulness, empathy, and self-compassion.  
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Mindfulness, Anxiety and Counselor Self-Efficacy 

While much of the literature separately supports the relationships between 

mindfulness and stress, anxiety, and counselor self-efficacy (CSE), few studies have 

explored the dynamics of these variables together. In a sample of 235 master's level CIT, 

Tsai (2015) found higher self-compassion was related to higher self-efficacy (r=.37) and 

lower general anxiety (r = -.75) and anxiety specific to clinical work (r=. -37). Hollis-

Walker & Colosimo (2011) found mindfulness via the Five-Factor Mindfulness 

Questionnaire (FFMQ, Baer, et al., 2006) and Self-Compassion Scale (Neff, 2003) were 

correlated (r=.69), suggesting mindfulness and self-compassion are significantly related. 

Additionally, mindfulness and self-compassion are components of Buddhist psychology, 

and mindfulness is a core component of self-compassion. The mindfulness component of 

self-compassion focuses on open and nonjudgmental awareness of negative thoughts and 

feelings. Self-compassion expands on its base of mindfulness by incorporating elements 

of self-kindness (actively soothing and comforting oneself when painful experiences 

arise) and accepting that difficult and painful experiences are common elements of 

humanity (Neff & Dahm, 2015).  

Similar findings emerged in a sample of 192 clinical psychology doctoral trainees 

(Latorre, 2020). Her analysis revealed that higher levels of mindfulness were associated 

with greater levels of self-compassion, and higher levels of self-compassion were 

associated with greater levels of counselor self-efficacy. Latorre (2020) also indicated 

potential mediating effects of self-compassion on the relationship between mindfulness 

and counselor self-efficacy. The findings from Latorre (2020) and Tsai (2015) suggest 

that loving-kindness training, the mindfulness practice focused on compassion for self 
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and others, may be a method to decrease CIT anxiety and increase counselor self-

efficacy.  

While self-compassion, within which mindfulness plays a central role, has been 

related to lower anxiety higher counselor self-efficacy (CSE), only Hall (2009) and Koth 

(2020) have explored mindfulness via the FFMQ as a buffer against CIT anxiety and a 

means to increase CSE. In a survey study of 152 CIT, Hall (2009) hypothesized that 

mindfulness would moderate the relationship between anxiety and CSE. However, the 

data did not support Hall's hypothesis, as mindfulness was not a moderator in the 

relationship between anxiety and CSE; instead, mindfulness was a direct predictor of 

CSE. Specifically, using stepwise regression, the observing, describing, and non-reacting 

facets of mindfulness were the strongest predictors of CSE. This research supports the 

notion that mindfulness can predict levels of CSE in beginning counselors. Hall (2009) 

suggests a weaker than expected relationship between anxiety and CSE may have played 

a role in the non-significant moderation outcome. 

Additionally, Hall (2009) mentions that using the Trimodal Anxiety 

Questionnaire (TAQ) assessment which is more associated with trait rather than state 

anxiety, could have contributed to the lack of sufficient correlation between mindfulness 

and anxiety in her sample. Jungbluth et al. (2011) found that trait anxiety scores had 

minimal ability to predict students' state anxiety scores. Another possible implication of 

using the TAQ was the finding that anxiety only accounted for approximately 7% of the 

variance in counseling self-efficacy. For example, a study of 213 counselors-in-training 

found anxiety, using a state anxiety assessment, was more highly related to CSE (-.59) 

than in Hall's (2009) sample (-.18) (Larson et al. 1992). 
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Following a similar research path as Hall (2009), Koth (2020) explored the 

moderating effect of mindfulness on the relationship between CSE and anxiety. 

Furthermore, like the Hall study, Koth used the TAQ to measure CIT anxiety, along with 

the FFMQ (mindfulness) and CASES (counselor self-efficacy). CIT anxiety negatively 

correlated to mindfulness (r = -.53, p < .01), which was in line with Hall's finding of (r = 

-.56, p<.01). CSE was positively correlated with mindfulness (r = .38, p<.01), also similar 

to Hall’s results (r = .42, p<.01). Mindfulness was not a significant moderator of CIT 

anxiety and CSE; however, once again, mindfulness was a direct predictor of CSE 

consistent with previous research (Hall, 2009).   

Koth (2020) also found that the correlation between CIT anxiety (using the TAQ) 

and CSE was modest (r = -.320), although higher than in the Hall (2009) study (r = - .18), 

which likely hampered the significance of mindfulness as a moderator. Finally, Koth 

found that non-interns (no clinical experience) reported significantly lower levels of CSE 

than interns (F(1,144)=25.706, P>001); however, there was not a significant difference 

between interns and non-interns on reported anxiety.  

The Koth (2020) and Hall (2009) studies suggest that mindfulness and anxiety 

predict CSE; however, they were not moderators. Each study also found modest 

correlations between anxiety and CSE. Larson et al. (1992) found trait anxiety strongly 

correlated to CSE (-.79) however used the State-Trait Anxiety Scale and the Counseling 

Self-Estimate Inventory (COSE). These conflicting results may be associated with the 

different measures used for similar constructs. Additionally, using other measures of 

anxiety and similar constructs may provide a better understanding of how mindfulness 

interacts with CIT distress and CSE (Koth, 2020).  
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The reviewed studies indicate that mindfulness can predict CSE and reduce stress 

and anxiety (Hall, 2009; Koth, 2020; Hyden, 2008). Likewise, researchers have explored 

mindfulness as a potential moderator and predictor of CIT self-efficacy and anxiety. 

However, it is much less clear how each facet of mindfulness impacts CSE and CIT 

anxiety. The minimal literature leaves the relationship dynamics among these critical 

variables and their components unclear. Using a state anxiety measure and widening the 

exploration of CIT distress by including perceived stress, the present study attempted to 

provide further insight into how mindfulness impacts CIT self-efficacy and anxiety. 

Chapter Summary 

The process of counselor training is dynamic and emotionally challenging. The 

resulting stress and anxiety counselors-in-training experience are well documented in the 

literature, as is the detrimental effect of stress and anxiety on CSE and skill development. 

Guidance on potential means to enhance CSE and counseling skills, such as mindfulness 

that may lessen the effects of CIT stress and anxiety, is necessary for counselor 

educators.  
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CHAPTER III 

METHODOLOGY 

This study explored the relationships between mindfulness, perceived stress, 

anxiety, and counseling self-efficacy (CSE) in a sample of master's level counselors-in-

training (CIT). This chapter is a description of the research methods, including the 

research design, research questions, procedures, ethical considerations, and limitations. 

The research design was cross-sectional and correlational, with research questions 

focused on the interrelationships among the research variables. The data analysis was 

canonical correlation and descriptive discriminant analysis. After describing the research 

procedures, sampling, and measures used, the chapter concludes with ethical 

considerations and limitations. 

Research Design 

This study employed quantitative research methods and used a cross-sectional and 

correlational design with an online survey. A cross-sectional design draws one or more 

samples from a population and allows for the description of sample characteristics or 

differences at a single point in time (Shaughnessy et al., 2012). Master's level counselors-

in-training (CIT) from across the country provided the data. The sample included CIT in 

pre-practicum (lacking clinical experience), those in their initial clinical practicum, and 

those in their final internship. Collectively, the data represented the typical range of 

clinical experiences and levels of clinical training within counselor education training 

programs.  

The cross-sectional design captured data from a single point in time in order to 

analyze the relationships between mindfulness, stress, anxiety, and counselor self-
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efficacy. Cross-sectional designs are well suited for descriptive and predictive research. 

Additionally, cross-sectional research is most appropriate when conducting exploratory 

analysis to generate a model or theory, rather than confirmatory research to confirm a 

theory (Stevens, 2001).  

Research Questions and Hypotheses 

The intent of this study was to explore the relationships between mindfulness, 

stress, anxiety, and counselor self-efficacy in a sample of counselors-in-training (CIT). 

To do so, two research questions guided the methodology. The first research question 

focused on the relationships among the variables, while the second research question 

examined whether the pattern of relationships varied by amount of clinical experience 

and demographics.  

Research Question One:  

Are there statistically significant relationships between mindfulness, stress, anxiety, and 

counselor self-efficacy in this sample of counselors-in-training?  

 The first research question had two research hypothesis statements:  

 Hypothesis A1. The subscales on the Five-Factor Mindfulness Questionnaire 

(FFMQ) will be negatively related to the Perceived Stress Scale (PSS) and General 

Anxiety Disorder-7 (GAD) scores (i.e., mindfulness will account for a statistically 

significant amount of variance in stress and anxiety).  

Hypothesis A2. The subscales on the Five-Factor Mindfulness Questionnaire (FFMQ) 

will be positively related to the subscales on the Counselor Activity Self-Efficacy Scales 

(CASES) (i.e., mindfulness will account for a statistically significant amount of variance 

in counselor self-efficacy). 
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Research question Two:  

Will the pattern of relationships between mindfulness, stress, anxiety, and counselor self-

efficacy vary based on the amount of clinical experience?  

The second research question has three hypothesis statements: 

Hypothesis B1. There will be significant differences in the five subscales on the 

Five-Factor Mindfulness Questionnaire (FFMQ) among the three groups based upon the 

level of clinical experience (i.e., pre-practicum, practicum, internship). 

Hypothesis B2. There will be significant differences in the three subscales of the 

Counselor Activity Self-Efficacy Scale (CASES), among the three groups based upon the 

level of clinical experience (i.e., pre-practicum, practicum, internship). 

Hypothesis B3. There will be significant differences in stress and anxiety among 

the three groups based upon the level of clinical experience (i.e., pre-practicum, 

practicum, internship). 

Measures 

The instruments included a demographic questionnaire, the Perceived Stress Scale 

(PSS), Counselor Activity Self-Efficacy Scales (CASES), Generalized Anxiety Disorders 

Scale (GAD), and the Five-Facet Mindfulness Questionnaire (FFMQ).  

Perceived Stress Scale  

The Perceived Stress Scale (PSS) is a 10-item, self-report instrument to measure 

an individual's interpretation of stress in their lives. The PSS used Lazarus' Transactional 

Model of Stress as a theoretical framework, focused on the appraisal of the stressors in 

relation to the individual's ability to cope (Lazarus & Folkman, 1984). The PSS has 
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performed well as a clinical tool to determine individuals at risk for more significant 

anxiety, assess response to treatment, and in treatment planning (Roberti et al., 2006). 

As a measure of how unpredictable and overloaded one’s life seems; participants 

respond to a series of prompts related to their feelings and means of coping, including 

how frequently they have experienced and coped with stress over the past month (Cohen 

& Williamson, 1988). For instance, one item asks: "In the last month, how often have you 

found that you could not cope with all the things that you had to do?" Responses are on a 

5-point Likert-type scale ranging from 0 (never) to 4 (very often). The total score is the 

sum of the ten items with has a range of 0 to 40. The total score has been normed as 

follows: 10-13 indicate low perceived stress, 14-26 moderate stress, and 27-40 high 

perceived stress (Cohen et al., 1994). Among a sample of 2,387 individuals in the United 

States, the PSS has shown good internal reliability (a = .78) (Cohen & Williamson, 

1988).  

The PSS demonstrated moderately high convergent validity (a=.82 via Hospital 

Anxiety and Depression Scale [Zigmond & Snaith, 1983] and a= .80 via State Trait 

Anxiety Inventory [Spielberger, 1983]). Taylor (2015) reconfirmed the validity of the 

PSS and found the total score was not affected by gender bias, which had been a previous 

concern with females scoring higher than males. The PSS has similar validity and 

reliability scores across cultures (Ramírez & Hernandez, 2007; Reis et al., 2010; Remor, 

2006).  

Generalized Anxiety Disorders Scale  

The 7-item Generalized Anxiety Disorders Scale (GAD-7; Spitzer et al., 2006) 

was developed to measure generalized anxiety in primary care settings (Spitzer et al., 
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2006). The GAD-7 has also been used to measure other anxiety-related conditions and 

has increasingly been used as a general assessment of anxiety (Beard & Björgvinsson, 

2014; Dear et al., 2011). The GAD items are measured on a four-point Likert-type scale 

ranging from 0 (not at all) to 3 (nearly every day). Research has established cut-off points 

for patients with clinical anxiety and non-clinical populations. The total maximum score 

is 21, and scores of 10 or more are indicative of elevated anxiety and a diagnostic 

indicator of generalized anxiety. Only 5% of the general population (non-clinical) 

samples had scores of 10 or more (Löwe et al., 2008). Based on previous research, scores 

from 1-3 will be considered mild anxiety, 4-7 moderate, and 8 and above elevated anxiety 

in this study.  

Items on the GAD's are a direct assessment of (a) feeling nervous, anxious, or on 

edge; (b) being able to stop or control worrying; (c) worrying too much in general; (d) 

trouble relaxing; (e) being restless; (f) becoming easily annoyed or irritable; and (g) 

feeling afraid that something awful might happen. The core feature of GAD is being 

worried, which is found across psychological disorders as well as non-clinical 

populations (Harvey et al., 2004). Psychometric evaluations of the GAD-7 have found it 

to be a reliable and valid measure of anxiety symptoms in general population samples 

(Löwe et al., 2008; Hinz et al., 2017). When mapped against Diagnostic and Statistical 

Manual of Mental Disorders, 5th Edition  (DSM-5) criteria for anxiety, GAD-7 had 63% 

content coverage, only lacking items to assess fatigue, concentration, and muscle tension.  

The GAD-7 has demonstrated good reliability and validity. Initially validated for 

use in primary care, the sensitivity of the GAD-7 for diagnosing generalized anxiety 

disorder was 89% with 82% specificity in a sample of 965 patients (Spitzer et al., 2006). 
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A large-scale study in the general population (n=5030) provided evidence to support the 

GAD-7 as a reliable and valid measure of anxiety in non-clinical populations (Löwe et 

al., 2008). Internal consistency was consistent across all subgroups (a = 0.89). The GAD-

7 has demonstrated a Cronbach's alpha of 0.92 (Spitzer et al., 2006).  

Counselor Activity Self-Efficacy Scales  

The Counselor Activity Self-Efficacy Scales (CASES) is a 41-item, self-report 

instrument to measure perceived counseling competency. Participants respond to each 

item by designating how confident they are in their ability to perform a competency 

effectively "over the next week, in counseling most clients." The CASES has a 10-point 

Likert type scale with 0 indicating "no confidence" and 9 indicating "complete 

confidence." Developed by Lent et al. (2003), the CASES assess three counseling 

domains:(b) Helping Skills self-efficacy, (b) Session Management self-efficacy, and (c) 

Counseling Challenges self-efficacy. Helping Skills refers to the perceived ability to 

foster a therapeutic relationship, elicit the necessary information from the client, and 

facilitate changes in client thoughts, affect, or behaviors. Session Management involves 

keeping sessions on track and focused, awareness of intentions, and clearly 

conceptualizing the clients' issues. The final subscale, Counseling Challenges, includes a 

set of counseling situations that most trainees and experienced counselors might find 

highly challenging, such as working with severely disturbed clients, victims of sexual 

abuse, suicidality, and tension or conflict in the therapeutic relationship.  

Lent et al. (2003) tested the validity of the CASES in a sample of 345 students 

using the Counseling Self-Estimate Inventory (COSE, Larson, et al., 1992), the Positive 

and Negative Affect Schedule (PANAS, Watson, et al., 1988), the Social Desirability 
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Scale (SDS, Crowne & Marlowe, 1960), the Interest in Therapy Activities subscale of the 

Scientist-Practitioner Inventory (SPI, Leong & Zachar, 1991), and the Counseling Role 

Outcome Expectations Scale (Lent et al., 2003). The CASES demonstrated the strong 

reliability (a=.97) and test-retest stability (r =.76) over two weeks (Lent et al., 2003). 

Significant correlations (r=.76) between the COSE (Larson et al., 1992) established 

convergent validity. Small correlations with the Social Desirability Scale supported 

discriminate validity. In line with previous self-efficacy research, CASES scores 

increased as CIT accrued counseling hours during a 15-week of practicum (Lent et al., 

2003).  

Five Facet Mindfulness Questionnaire  

The Five Facet Mindfulness Questionnaire (FFMQ) is a 39-item self-report scale 

designed to measure mindfulness across five domains or subscales: (a) non-reactive to 

inner experience (e.g., cognition, anxiety, stress), (b) observing (recognizing both internal 

and external sensory experiences), (c) acting with awareness (intentional attunement of 

one's attention on current experience), (d) describing (using words to identify internal 

experiences such as thoughts and feelings), and (e) non-judging internal experience (not 

placing a value, such as positive or negative and good or bad, on thoughts or feelings) 

Baer et al., 2006). The FFMQ is based on a five-point Likert-type scale ranging from 1 

(never or very rarely true) to 5 (very often or always true) to indicate how true each 

statement is for each participant. Each subscale score is the mean of the individual scores 

for each item in the category. Total FFMQ scores are the mean of all items, giving a 

possible range of 1-5. Higher overall FFMQ scores (i.e., mean of 4 or 5) indicate higher 

levels of dispositional mindfulness. Lower scores (i.e., mean of 1 or 2) suggest lower 
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dispositional mindfulness such that the person may have poor self-awareness and 

difficulty with emotional reactivity.  

As part of the development of the FFMQ, the initial question pool included all 

items from existing mindfulness measures, including the Mindful Attention Awareness 

Scale (MAAS; Brown & Ryan, 2003), Freiburg Mindfulness Inventory (FMI; Buchheld 

et al., 2002), Kentucky Inventory of Mindfulness Skills (KIMS; Baer et al. 2004), 

Cognitive and Affective Mindfulness Scale (CAMS; Feldman et al., 2004) and 

Mindfulness Questionnaire (MQ; Chadwick et al., 2005). The initial FFMQ included 112 

items that were further reduced to the seven or eight items most strongly loaded on five 

domains considered to be distinct constructs via factor analysis (Baer et al., 2006). 

Reliability was established using a student sample (n= 613) that showed adequate internal 

consistency. Alpha coefficients were reported by subscale: non-reactivity (.75), observing 

(.83), acting with awareness (.87), describing (.91), and non-judging (.87) and a full-scale 

alpha of .96 (Baer et al., 2006). A follow-up study of 339 students subsequently 

supported reliability for the full-scale score of .92 (Cashwell et al., 2010). The FFMQ has 

been found to be related constructs such as emotional regulation, neuroticism, and 

mindfulness, supporting the validity of its use in the present study (Baer et al., 2006; 

Khoury et al., 2013). 

Sample 

To meet inclusion criteria, participants were current, full, or part-time, master's 

level counseling students. Participants from clinical mental health, school, rehabilitation, 

marriage and family, and substance abuse programs were encouraged to participate. 

When using canonical correlation, the sample size depends on the reliability of variables; 
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the higher the reliability, the fewer participants needed. For variables with reliability 

around 0.8, about 10 cases for every variable provides sufficient power (Siddiqui, 2013). 

Ten cases for each variable is considered a common rule of thumb for CCA to provide 

sufficient statistical power (Stevens, 2002; Tabachnick & Fidell, 2019). However, a 

larger sample to variable ratio may provide more precise results (Leach & Henson, 2014).  

Given the ten variables explored in this study (subscales from FFMQ, CASES, 

GAD-7 and PSS), canonical correlation analysis required at least 100 participants. 

However, the use of descriptive discriminant analysis (DDA) required a higher 

participant threshold. According to a priori analysis, assuming a small effect size (.10), a 

.05 alpha level and .80 power, the use of three grouping variables (levels of clinical 

experience) and ten response variables (subscales from FFMQ, CASES, GAD-7 and 

PSS) required a minimum sample size of 114. However, a sample containing between 10 

and 20 times the number of discriminant variables has been suggested (Salkind, 2010). 

The present study was designed to collect a sample between 114 and 200 participants. 

The present study relied on a convenience sample of participants recruited from a 

counseling-based list-serv (Counsgrads). Counsgrads is a list-serv for master's level 

counseling students with approximately 1000-1500 members. The recruitment email 

detailed the purpose of the study, inclusion criteria, expectations for participants 

(procedures, time commitment), informed consent, and risk disclosure.  

Data Collection 

Voluntary participants used a link provided to access the Qualtrics online survey. 

After reading and agreeing to the informed consent (See Appendix), participants 

completed the battery of assessments, including the Five-Facet Mindfulness 
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Questionnaire (FFMQ), Counselor Activity Self-efficacy Scales (CASES), Perceived 

stress scale (PSS), Generalized Anxiety Disorders Scale (GAD-7), and a demographic 

questionnaire. The demographic questionnaire, created by the author, is comprised of 

general personal demographics (age, gender, race/ethnicity) along with any experience in 

behavioral health, frequency and type of mindfulness practices, year in their program, 

hours of direct client experience accrued during practicum or internship, and academic 

status (full or part-time).  

Data Analysis 

Data were analyzed using version 28 of the IBM Statistical Package for the Social 

Sciences (SPSS) Statistics (2021) program. Canonical correlation was chosen over 

structural equation modeling (SEM) for the following reasons. First, the anticipated 

sample was not large enough to conduct a reliable SEM at the subscale level. Second, the 

existing literature had not established a clear model of the relationships among the 

research variables. The results of the present study may be used to design future research 

theoretical models.  

Preliminary analyses assessed the data for normality and statistical assumption 

violations of canonical correlation analysis (CCA) and descriptive discriminant analysis 

(DDA). Additionally, the initial analyses provided descriptive statistics, means, standard 

deviations, and scale reliabilities on all measures.  

Research Question One 

Research Question One: Are there statistically significant relationships between 

mindfulness, stress, anxiety, and counselor self-efficacy in this sample of counselors-in-

training? Analysis of research question one focused on two associated hypotheses (A1 
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and A2). The method of data analysis employed Canonical Correlation Analysis (CCA) 

to evaluate the strength and direction of the relationships between mindfulness, perceived 

stress, anxiety, and counselor self-efficacy. 

Canonical Correlation Analysis 

 Canonical correlation is a multivariate statistical model that looks at 

interrelationships among multiple dependent variables, often called criterion, and 

independent variables, often called predictors (Sherry & Henson, 2005). CCA is similar 

to multiple regression, which predicts a single dependent variable from a set of multiple 

independent variables; however, canonical correlation simultaneously predicts multiple 

dependent variables from multiple independent variables (Hair et al., 1998). CCA allows 

for the simultaneous identification of factors that underlie both sets of variables and 

extracts a single set of factors that account for the interrelations among the variable sets. 

Canonical correlation is the most appropriate and robust statistical analysis when 

exploring multiple independent and dependent sets of variables (Hair et al., 1998).  

Canonical correlation analysis (CCA) is based on the maximum strength of the 

relationships among the two sets of variables. The initial result is the first canonical 

variate that has the highest intercorrelation possible between the two sets of variables. 

The second canonical variate contains the maximum relationship between the variables 

not accounted for by the first variate. In other words, each subsequent pair of canonical 

variates is orthogonal and independent of every other set of variates produced by CCA 

(Hair et al., 1998). When interpreting CCA, statistical significance is determined using at 

least a .05 alpha level. The size of the canonical correlations represents the practical 

significance. When squared, the canonical correlation value represents the variance that 
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one variate accounted for in the other. This squared correlation value determines the 

magnitude of effect in the same way r2 does in univariate analysis (Leach & Henson, 

2014). However, the literature provides no generally accepted guidelines regarding 

suitable effect sizes for canonical correlations. Instead, the practical significance depends 

on the discipline and the contribution of the findings to a better understanding of the 

research problem (Hair et al., 1998). Due to the limited guidance for CCA effect size in 

the literature, Cohen's (1988) conventions for effect size values provided the approximate 

magnitude of effect size (i.e., r =.1 small, .3 moderate, and .5 large. (Leach & Henson, 

2014). 

CCA is well suited to explore human behavior because it accounts for variables' 

inherent complexity and interaction. In this way, CCA is a beneficial statistical analysis 

because it does not limit or isolate individual variables for testing but instead accounts for 

a more complex and contextual understanding of human cognition and behaviors (Sherry 

& Henson, 2005). CCA analysis can indicate the direction and strength of the relationship 

between the variables and possible interaction effects. Additionally, because it allows for 

simultaneous comparisons among the variables rather than requiring multiple statistical 

tests, canonical correlation is resilient to type 1 error or a mistaken rejection of the null 

hypotheses (Sherry & Henson, 2005). However, a notable limitation of CCA is that while 

it identifies the linear relationships that yield the largest correlation possible, CCA does 

not indicate causal interactions (Sherry & Henson, 2005). 

Canonical correlation analysis (CCA) requires that the data has met multiple 

assumptions: (1) representative sample of the intended population, (2) dependent 

variables must be continuous and interval or ratio in nature; independent variables must 
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be continuous or categorical and also interval or ratio in nature, (3) sufficient sample size 

of at least 10 cases per variable in the analysis, (4) univariate normality of distributions is 

not required but preferred to ensure multivariate normality (5) linear relationships 

between all pairs of the independent and dependent variables (6) normally distributed 

dependent variables for each value of the independent variables, and (7) the correlation 

between any pair of the independent or dependent variables does not exceed .80. (Hair et 

al., 1998). Unlike multiple regression, CCA does not make substantial requirements on 

data normality; however, normality is desirable because it allows for a higher correlation 

among the variables. CCA does emphasize linearity, as a correlation between any two 

variables relies on a linear relationship. The canonical correlation coefficient represents 

the linear relationship between the variates. If the variates relate in a nonlinear manner (a 

correlation in which the rates of change of the variables are not constant), the CCA will 

not accurately capture the relationship. While canonical correlation analysis is the most 

generalized multivariate method, it is constrained to analyzing linear relationships (Hair 

et al., 1998).   

Two canonical correlation analyses (CCA) were performed (Table 1). The first 

CCA tested Hypothesis A1, which put forth that mindfulness (FFMQ subscales) would 

be significantly related to counselor stress (PSS scores) and anxiety (GAD 7 scores).  

The second CCA was related to, A2, i.e., that the Five-Factor Mindfulness 

Questionnaire (FFMQ) subscales would be significantly related to counselor self-efficacy 

(CASES subscales).   
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Research Question Two 

Research question Two: Will the pattern of relationships between mindfulness, 

stress, anxiety, and counselor self-efficacy vary based on the amount of clinical 

experience (i.e., will mindfulness and counselor self-efficacy increase while stress and 

anxiety reduce as counselors-in-training gain clinical experience)? Analysis of the 

second research question and hypotheses B1-B3 used descriptive discriminant analysis 

(DDA) to determine any differences in mindfulness, counselor self-efficacy, stress, or 

anxiety based on the various levels of clinical experience among CIT in the sample. 

Descriptive discriminant analysis (DDA) addressed not only (a) what groups were 

significantly different but also (b) which discriminant variables influenced the creation of 

those differences, and (c) the relative contribution of each discriminant variable to the 

between group variance.  

The discriminant variables in the DDA’s were subscale scores of mindfulness 

(FFMQ), stress (PSS), anxiety (GAD-7), and counselor self-efficacy (CASES). The 

grouping variable was clinical experience among CIT in the sample, which has three 

levels. The participants' clinical experience categories: (1) Pre-practicum CIT with no 

direct clinical experience; (2) CIT in their initial practicum (from 1 to 40 hours of clinical 

experience); (3) and CIT during their internship (from 41-240 clinical hours). Thus, each 

set of discriminant variables in this study are interpreted as influencing overall group 

difference and accounting for the amount of between group variance reported by each 

DDA performed.  

Descriptive Discriminant Analysis 
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Discriminant analysis is an appropriate statistical test to the study of differences 

between two or more groups with respect to multiple variables at the same time. The 

objective of descriptive discriminant analysis (DDA) is to produce functions that 

maximize the separation of groups (between group variance) and minimize the spread of 

scores within each group (within group variance) (Dolenz, 1993). DDA is traditionally 

viewed as a follow-up to MANOVA (Warne, 2014); however, when there is only one 

grouping variable (level of experience), DDA provides all the necessary information to 

identify and interpret significant outcomes, with no need for a prior MANOVA (Smith et 

al., 2020). The benefit of DDA is that it is able to explain group differences in a 

multivariate context by providing information about which groups (grouping variable) 

differ on the composite, as well as which discriminant variables are responsible for 

creating the differences (Sherry, 2006).  

The results from DDA are based on a composite variable to explain the greatest 

amount of variance in the outcome variables as possible. Each subsequent discriminant 

function is orthogonal in order to create a new composite variable to explain the greatest 

amount of the variance left over from the first discriminant function. According for each 

discriminant function, DDA yields an overall variance-accounted-for effect size (e.g., 

multivariate η2). Structure coefficients and standardized function coefficients are then 

used to identify which dependent variables contributed to group differences in each 

function. Structure coefficients are the correlation between each discriminant variable 

and the composite variable (Barton et al., 2016). Squaring these correlations determines 

how much variance in the composite is explained by each discriminant variable. The 
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variance explained by each function was interpreted for practical significance in relation 

to the existing literature and norms within the field of study.  

DDA is based on seven statistical assumptions to properly conduct the analysis: 

(a) two or more mutually exclusive groups, (b) a minimum of two subjects per group, and 

(c) any number of continuous variables as long as the sample size of the smallest group 

exceeds the number of continuous variables, (d) continuous variables are measured at the 

interval level, (e) no continuous variable may be a linear combination of other continuous 

variables (e.g., two subscales and the full scale from which the subscales were created), 

(f) each group must demonstrate multivariate normal distribution on the continuous 

variables, and (g) the covariance matrices for each group must be approximately equal. 

The first DDA tested hypothesis B1, i.e., that mindfulness would be significantly 

different based upon the level of clinical experience in the CIT sample. The second DDA 

addressed hypothesis B2, i.e., that level of clinical experience would create a significant 

difference in counselor self-efficacy. Finally, the third DDA tested hypothesis B3, i.e., 

that CIT would have significant differences in stress and anxiety due to their level of 

clinical experience. 

Table 1 Summary of Research Hypotheses, Instruments, and Data Analysis  

Hypothesis  Instrument  Variables with Subscales Data Analysis  

A1: Higher 

mindfulness scores 

will be significantly 

related to lower stress 

and anxiety in 

counselors-in-training. 

FFMQ (5 

subscales) 

 

 

PSS  

GAD-7 

 

IV: Mindfulness: non-

reactivity, observe, describe, 

non-judgment, act with 

awareness 

 

DV: Stress and Anxiety  

 

 

Canonical 

Correlation 
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A2: Higher 

mindfulness scores 

will be significantly 

related to higher 

counselor self-

efficacy. 

 

 

 

FFMQ (5 

subscales) 

 

CASES (3 

subscales) 

 

 

 

 

IV: Mindfulness: non-

reactivity, observe, describe, 

non-judgment, act with 

awareness 

 

DV: Counselor Self-Efficacy: 

Helping Skill, Session 

Management, and Counseling 

Challenges 

 

Canonical 

Correlation 

and 

Hierarchical 

Regression   

 

 

 

B1: There will be 

significant differences 

in mindfulness among 

the three groups based 

upon the level of 

clinical experience. 

Demographic 

Questionnaire 

(level of clinical 

experience) 

 

FFMQ (5 

subscales) 

Discriminant Variables: 

Mindfulness: non-reactivity, 

observe, describe, non-

judgment, act with awareness 

 

Grouping Variable: Amount 

of Clinical Experience  
 

 

 

Descriptive 

Discriminant 

Analysis   

B2: There will be 

significant differences 

in counselor self-

efficacy among the 

three groups based 

upon the level of 

clinical experience. 

Demographic 

Questionnaire 

(level of clinical 

experience) 

 

CASES (3 

subscales) 

Discriminant Variables: 

Counselor Self-Efficacy: 

Helping Skill, Session 

Management, and Counseling 

Challenges. 

 

Grouping Variable: Amount 

of Clinical Experience 

 

Descriptive 

Discriminant 

Analysis   

B3: There will be 

significant differences 

in stress and anxiety 

among the three 

groups based upon the 

level of clinical 

experience. 

Demographic 

Questionnaire 

(level of clinical 

experience) 

 

PSS  

GAD-7 

Discriminant Variables: Stress 

and Anxiety 

 

Grouping Variable: Amount 

of Clinical Experience  

 

Descriptive 

Discriminant 

Analysis   

 

Ethical Considerations 

The University of Arizona Institutional Review Board (IRB) evaluated this study 

to ensure the maintenance of participant rights and welfare throughout the study. The 

target population is master's level counseling students. When using students, there are 

possible ethical implications related to the vulnerability of a student population, including 

but not limited to coercion, limitations of confidentiality, and informed consent (Comer, 
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2009). In this study, the data collected was confidential and lacked individual identifiers; 

all data remained on a secure system. Each participant acknowledged reading and 

understanding the informed consent, which detailed the purpose of the study, inclusion 

criteria, expectations for participants (procedures, time commitment), informed consent, 

risk disclosure, and any compensation. There were no anticipated risks and no 

compensation or recognition for participating in this study. 

It is also essential to consider the risks and benefits to the participants. Well-

established assessment tools were selected, and each has a history of use within this 

population with no noted negative impact on previous participants. Furthermore, 

counseling students may stand to benefit from the intended outcomes of this research. 

Initially, participants may gain insight into their experience of stress, anxiety, self-

efficacy, and mindfulness and be more inclined to address concerns in these critical areas. 

Over time the impact of this research may benefit CIT by informing their training 

programs and self-care practice. Indeed, students have reported participating in research 

as empowering and essential to the future of their particular field (Cartmell, 2016). Pica 

(1998) summarizes the importance of research to the CIT participants and readers, 

"Articles connected to students' experiences serve an important function. If only for a 

moment, they provide validation, clarity, hope in the midst of great anxiety, discomfort, 

and uncertainty" (p. 326)  

Limitations 

Sample 

The present study has several possible limitations. First, the use of convenience 

sampling. Individuals that have an interest or bias related to the constructs present in this 
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study (notably mindfulness) may be more or less likely to participate. This self-selection 

issue may lead to response bias, whether intentional or not, which could alter the data and 

lessen the validity of findings. Participants experience with mindfulness practices may 

influence their level of reported mindfulness and their motivation for participation.  

Measuring clinical experience based on pre-practicum, practicum, and internship 

is another limitation. First, there is considerable variability in practicum and internship 

experiences across students that may impact the results. The amount of opportunity and 

exposure to clinical work varies across students in terms of performing therapy versus 

psychoeducation as well as intakes interviews and case management experiences. The 

types of clients and quality of clinical supervision also vary across clinical sites, 

education programs, and individual students. Finally, CIT with no clinical experience 

(pre-practicum) would need to use hypothetical estimates of their counseling skills to 

report their counseling self-efficacy in relation to working with clients in sessions. While 

their counseling self-efficacy would not be grounded in practicum or internship 

experience, their self-evaluation prior to practicum may play a role in their clinical 

development when they progress to actual clinical work. 

Research Design   

The correlational design also was a limitation. A correlational study is akin to 

taking a snapshot at a moment in time, which offers valuable data but cannot speak to the 

temporal or causal relationship between variables (Carlson & Morrison, 2009). 

Measuring data at one point during CIT training may not reflect an individual CIT’s 

overall level of stress, anxiety, or counselor self-efficacy (CSE). Furthermore, 

mindfulness can shift over time and with changing circumstances. The constructs 
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explored in this study are complex and multifaceted, and caution is warranted due to the 

potential of confounding variables and the fact that these variables can change over time. 

Self-Report Measures  

The measures used in this study were all based on self-report. There are 

fundamental limitations in the use of self-reported data. Although this study is entirely 

anonymous, participants may respond in socially desirable ways. CIT may feel that 

expressing concerns with their CSE or experience of stress and anxiety could be 

uncomfortable and even seen as damaging given that counselor training contains 

important evaluative elements. Even though the study was anonymous, CIT may have 

been limited in their self-assessments to rate themselves more favorably. Furthermore, 

the use of Likert-type scales is a limitation in that it may diminish variability due to a 

ceiling or floor effect, limiting the effect size and reducing the probability of detecting 

actual significant results (Russell & Bobko, 1992).  

Self-report measures also rely on the participants’ accurate introspection (Pelham 

et al., 2019). CIT responses were reliant on participants’ self-awareness, memory, and 

current emotional and mental state (Van Dam et al., 2018). This is particularly true for 

mindfulness, where participants may be more able to notice the absence of mindfulness, 

rather than distinguishing more subtle variations in mindfulness. Relying on self-report of 

CSE, anxiety, and stress involve similar limitations that may affect the accuracy and 

validity of the data. This study used assessments with well-established reliability and 

validity in previous samples of CIT to potentially reduce the limitation of self-report. 
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Chapter Summary 

The process of counselor training is dynamic and emotionally challenging. The 

resulting stress and anxiety counselors-in-training (CIT) experience is well documented 

in the literature, as is the detrimental effect on counselor self-efficacy (CSE) and clinical 

skill development. In response, this study explored the relationships between CIT stress, 

anxiety, CSE, and mindfulness. The statistical analysis (canonical correlation analysis) 

allowed for a multivariate approach to exploring five subscales of mindfulness factors, 

three subscales of self-efficacy, and a measure of stress as well as anxiety. Additionally, 

the descriptive discriminant analysis described the amount of variance in mindfulness, 

CSE, stress, and anxiety explained by the levels of clinical training in the sample of CIT. 

This chapter detailed the research questions and hypotheses and described the procedures, 

instruments, and data analysis methods used. 
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CHAPTER IV 

RESULTS 

 The purpose of this study was to explore the relationship between mindfulness, 

counseling self-efficacy, stress and anxiety among counselors-in-training. This chapter 

presents the results, including demographic data, descriptive statistics, and reliability 

coefficients for all the assessments. Finally, the results of the canonical correlation and 

descriptive discriminant function analyses are presented to test the research hypotheses.  

Description of the Sample 

 Participants were recruited via a counseling listserv (Counsgrad) and by 

contacting counselor educators and requesting their assistance in disseminating the 

survey to Master’s level counseling students in their programs. A total of 187 surveys 

were completed that had no missing values between January 25, 2022, and February 17, 

2022. The minimum sample size needed for the study was 114 to detect a small effect 

size for each of the primary statistical analyses. 

 The average age of participants was 34.7 years (SD = 9.4) with a range of 21 to 

62 and median age of 32 years. The majority of the sample identified as Caucasian (n = 

146, 78.1%). Smaller percentages identified as Hispanic or Latino (n = 33, 17.6%), 

African American or Black (n = 12, 6.4%), multiracial (n = 9, 4.8%), American Indian or 

Alaskan Native (n = 5, 2.7%), and Asian (n = 5, 2.7%).  Of the 187 participants, 152 

(81.3%)  identified as female, 24 (12.8%) male, 5 (2.7%) as 3 as (1.6%) non-binary, and 

3 (1.6%) as genderqueer.  

 Of the 187 participants, 175 (93.6%) were from CACREP accredited programs, 

and 12 (6.4%) were not. The majority were enrolled in a Clinical Mental Health 
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Counseling (CMHC) program (n = 147, 78.6%) with 31 of the 147 (21.1%) in a dually 

accredited CMHC and Clinical Rehabilitation Counseling program. A smaller percentage 

were enrolled in School (n = 41, 21.9%), Marriage and Family (n = 5, 2.7%), and 

Addiction/Substance Abuse (n = 1, 0.5%). The sample was over representative of 

students in Clinical Mental Health and dually accredited programs in Clinical Mental 

Health and Clinical Rehabilitation based on national statistics. CACREP (2018) reported 

the following breakdown of students in accredited programs nationally: Clinical Mental 

Health and dually accredited degrees in Clinical Rehabilitation (61.0%), School (24.4%), 

Marriage and Family (6.5%), and Addiction/Substance abuse (0.4%).  

In terms of matriculation through their MA degree, 55 (29.4%) of the participants 

had completed 0-12 credits, 17 (9.1%) between 13-24 credits, 42 (22.5%) between 25-36 

credits, 26 (13.9%) between 37-48 credits, and finally, 47 (25.1%) had 49 or more credit 

hours. Participants’ previous work experience in behavioral health or human services was 

categorized into five groups: (a) none (n=46; 24.6%), (b) one to six months (n= 27; 

14.4%), (c) six months to one year (n= 23; 12.3%), (d) one to two years (n= 22; 11.8%), 

and (e) more than two years (n = 69; 36.9%).  

Table 2. 

 

Demographic Description of the Full Study Sample (N=187) 

 

Variable  M SD 

Age 34.7 9.5 

 

Variable 

 

n 

 

% 
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Credit Hours  

 3-12 

13-24 

25-36 

37-48 

49-60+ 

 

55 

17 

42 

26 

47 

 

28.6 

9.2 

22.7 

14.1 

25.4 

Level in Program 

Pre-Practicum 

Practicum 

Internship 

 

61 

60 

66 

 

33.0 

31.4 

35.6 

Program Accreditation  

CACREP 

Non-CACREP 

 

175 

12 

 

93.5 

6.5 

Program Specialization 

CMHC 

School 

Rehabilitation/Clinical 

Marriage and Family 

Substance  

 

147 

41 

31 

5 

1 

 

78.6 

21.9 

16.6 

2.7 

.5 

Gender Identification 

Female 

Male 

Non-Binary 

Genderqueer 

NA 

 

152 

24 

5 

3 

3 

 

81.3 

12.8 

2.7 

1.6 

1.6 

Work Experience 

None 

1-6 months 

6 mo-1 year 

1-2 years 

>2 years  

 

46 

27 

23 

22 

69 

 

24.6 

14.4 

12.4 

11.8 

36.9 

Location of Program  

CO 

AZ 

NV 

OR 

CA 

CT 

WA 

TX 

VA 

OK 

GA 

KS 

 

81 

48 

14 

11 

8 

7 

4 

3 

3 

2 

1 

1 

 

43.0 

25.7 

7.5 

5.9 

4.3 

3.7 

2.1 

1.6 

1.6 

1.0 

.5 

.5 
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SC 

DC 

PA 

MT 

1 

1 

1 

1 

.5 

.5 

.5 

.5 

 

 The sample was categorized according to the amount of direct clinical experience 

defined as pre-practicum (n=61, 32.6%), practicum (n=60, 32.1%), and internship (n=65, 

34.7%). However, the time frame for data collection (January 25- February 17, 2022) 

influenced the meaningfulness of these groupings. The majority of 126 (67.4%) surveys 

were completed prior to February 1, and the amount of direct clinical experience was 

likely limited for practicum students this early into the semester. Therefore, the sample 

was divided into two groups based on whether participants were enrolled in internships or 

not. The internship group included those participants who had completed a practicum and 

were beginning their internship (N=66, 35.3%), while the pre-internship group included 

participants who had not taken practicum or were in the initial weeks of their first 

practicum (N =121; 64.7%). This new grouping arrangement allowed for a more 

meaningful comparison of direct clinical experience in the sample.  

 Participants were asked to describe any mindfulness practice, formal and 

informal, in which they participated. Forty-four (23.5%) participants reported almost 

daily formal mindfulness practice, 64 (34.2%) practiced at least once a week, 52 (27.8%) 

more than once a month, and 27 (14.4%) either never or very rarely practiced formal 

mindfulness. Informal mindfulness had higher frequencies in the sample: 75 (40.1%) 

reported almost daily, 75 (40.1%) more than once a week, 26 (13.9%) more than once a 

month, and only 11 (5.9%) reported rarely or never practicing informal mindfulness. Chi-

square test was performed to determine the relationship between clinical experience (pre-
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internship and internship groups) and mindfulness practice. The groups were significantly 

different on formal χ2 (4, N = 187) = 134.150, p <.001, and informal mindfulness practice 

χ2 (4, N = 187) = 37.305. p <.001. Participants in the internship group were significantly 

higher in informal and formal mindfulness practices. 

Table 3. 

  

Mindfulness Practice by Clinical Experience 

 

Mindfulness Practice Pre-Internship 

(n) 

% Internship (n) % 

Formal Practice  

Almost daily 

>once per week 

>once per month 

Vary rarely or never  

 

25 

40 

35 

21 

 

20.7 

33.1 

28.9 

17.4 

 

19 

24 

17 

6 

 

28.8 

36.4 

25.7 

.09 

Informal Practice 

Almost daily 

>once per week 

>once per month 

Vary rarely or never 

 

56 

48 

18 

11 

 

46.3 

39.7 

17.9 

9.1 

 

27 

29 

10 

0 

 

40.9 

43.9 

15.2 

0.0 

 

Measures and Descriptive Statistics 

 Descriptive statistics determined how much variance existed in the participants' 

responses to each measure to verify that skewness and kurtosis of the distributions were 

within acceptable ranges (See Table 4). The total and subscales for each measure had 

acceptable skew and kurtosis, indicating a normal distribution. All VIF scores were also 

acceptable, i.e., < 6, suggesting the data did not contain a high degree of multicollinearity 

within each subscale and total scale score.  

Table 4. 

 

Sample Score Ranges, Means, Standard Deviations, Skew & Kurtosis (N=187) 

 

Instrument Scale 

Range 

Sample 

Range 

Sample 

Mean 

Sample 

SD 

Sample 

Skew 

Sample 

Kurtosis 

VIF 
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FFMQ 

Observe 

Describe 

Act with awareness 

Non-judging 

Non-react 

FFMQ TOTAL 

 

8-40 

8-40 

7-40 

8-40 

7-35 

39-195 

 

12-39 

12-39 

10-36 

8-38 

11-31 

94-168 

 

26.34 

29.76 

24.60 

26.34 

21.99 

129.72 

 

4.619 

5.952 

4.538 

6.044 

3.604 

14.868 

 

-.268 

-.161 

-.677 

-.489 

-.223 

-.158 

 

 .348 

-.721 

 .867 

 .377 

 .164 

-.599 

 

1.167 

1.306 

1.247 

1.393 

1.665 

 

CASES 

Helping skills 

Session Management 

Counseling Challenges 

       CASES TOTAL 

 

0-150 

0-100 

0-160 

0-369 

 

25-135  

13-90 

6-144 

185-369 

 

91.75 

60.59 

87.74 

241.1 

 

20.47 

15.69 

27.55 

58.15 

 

-.665 

-.881 

-737 

-.606 

 

.150 

.754 

.409 

-.105 

 

4.152 

5.560 

2.871 

GAD-7         TOTAL 0-21 0-21 7.18 4.46 .686 -.232 1.986 

PSS              TOTAL 0-40 4-33 18.36 5.61 -.035 -.148 2.152 

 

 The Cronbach’s alpha for each instrument in this study indicated high internal 

consistency of total and subscale scores. Table 5 compares the coefficients obtained in 

the current study with published coefficients from previous research. All scales and 

subscales reached or exceeded acceptable alpha levels for social science research. 

Linearity was validated via Q-Q plots analysis, and Mahalanobis Distance verified there 

were no significant outliers in the data. Additionally, the correlations across the total 

score and subscales were examined in Table 6. 

Table 5. 

 

Instrument Scale Reliabilities 

 

Instrument Subscales  # of 

Items 

α in previous 

studies  

α in 

sample 

Five Facet Mindfulness 

Questionnaire 

Observing 

Describing 

Acting with awareness 

Non judging 

Non reacting 

Total 

 

8 

8 

8 

8 

7 

39 

.83 

.91 

.87 

.87 

.75 

.92 

.73 

.90 

.75 

.83 

.66 

.85 



  

 

105

 

Counselor Activity 

Self-Efficacy Scales 

Helping skills 

Session management 

Counseling Challenges 

       Total 

15 

10 

16 

41 

.85 

.94 

.92 

.97 

.92 

.95 

.95 

.97 

GAD-7 NA 7 .92 .87 

PSS NA 10 .89 .82 

Note: FFMQ (Baer et al., 2006) CASES (Lent et al., 2003) PSS (Cohen, 1988),  GAD 

(Lowe et al., 2008)
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Table 6. 

 

Listwise Correlations Among Variables Used in the Hierarchical Regression Analysis (FFMQ, CASES, GAD and PSS) N=187 

 
 Total 

FFMQ  

Observe  Describe  Act with 

awareness 

 

Non-

Judging 

Non-

reactive 

 

Helping 

Skills 

Session 

Management 

Skills  

 

Counseling 

Challenges 

CASES 

Total 

PSS GAD 

Total 

FFMQ 

1.0            

Observe 

Total 

 

 

.476** 1.0           

Describe 

Total 

.718** .203** 1.0          

Act with 

awareness 

 

 

.493** 

-.011 0.173* 1.0         

Non-

Judging 

.647** .055 .281** .186* 1.0        

Non-

reactive 

 

.622** . 269** .361** .198** .220** 1.0       

Helping 

Skills 

.358** .262** .273** .191** .142 .213** 1.0      

Session 

Manageme

nt Skills  

 

.372** .262** 0.304** .224** .080 .283** .870** 1.0     

Counseling 

Challenges 

.335** .261** 0.253** .138 .072 .333** .728** .805** 1.0    

CASES 

Total 

.379** .282** .293** .190** .104 .340** .916** .941** .931** 1.0   

PSS -.530** -.107 -.308** -.249** -.437** -.494** -.224** -.207** -.226** -.238** 1.0  

GAD -.541** -.082 -.305** -.375** -.450** -.396** -.181* -.182* -.214** -.211** .629** 

 

1.0 

Note. Upper diagonal is the same as lower diagonal 

** p ≤ .01  *p≤  .05 
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Research Questions and Hypotheses 

 Research Question One: Are there statistically significant relationships between 

mindfulness, stress, anxiety, and counselor self-efficacy in this sample of counselors-in-training? 

Canonical Correlation Analysis (CCA) evaluated the strength and direction of the relationships 

between mindfulness, perceived stress, anxiety, and counselor self-efficacy. Research question 

one focused on two associated hypotheses: (A1) mindfulness will account for variance in 

stress/anxiety and (A2) mindfulness will account for variance in counselor self-efficacy.  

Relationship between Mindfulness and Stress/Anxiety 

 The first CCA tested Hypothesis A1 and explored how the subscales of the FFMQ 

(Observe, Describe, Act with Awareness, Non-judging Internal Experience, and Non-Reactive 

Inner Experience) were related to and accounted for variance in Perceived Stress Scale (PSS) and 

General Anxiety scores (GAD 7) among counselors-in-training  

Pearson Correlations 

 Prior to the canonical correlations, the Pearson product correlations in Table 6 were 

examined to explore the bivariate relationships among the total and five facets of mindfulness 

(FFMQ) with the stress (PSS) and anxiety scores (GAD). Results reported in Table 6 found 

higher total FFMQ scores were related to lower total PSS scores (r = -.530, p < .001) and GAD 

scores (r = -.541, p < .001). In other words, higher levels of mindfulness were related to lower 

stress and anxiety. When squaring the Pearson product coefficients, the coefficient of 

determination or proportion of variance shared was just less than 30% between total FFMQ 

scores and stress (28.1%) and total FFMQ scores and anxiety (29.2%). With regard to the five 

facets of mindfulness, stress (PSS) was most negatively related to the Non-Reactive Inner 
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Experience subscale (-.494), while anxiety (GAD) had the strongest inverse relationship to the 

Non-Judging Inner Experience subscale (-.450). In sum, the mindfulness total score and 

subscales had statistically significant negative correlations with stress and anxiety. 

Canonical Correlation Analysis  

 A canonical correlation determined the multivariate relationship and variance explained 

between mindfulness (FFMQ subscales) and stress (PSS) and anxiety (GAD). There was a 

statistically significant relationship between FFMQ subscales and the GAD and PSS. The first 

canonical function produced a significant finding (λ = .534, F (10, 360) = 13.250, p = < .001 

(Table 7). A total of 44.2% of the variance in the stress/anxiety variate was explained by the 

mindfulness variate. The second canonical function was not significant (λ = .957, F (4, 181) = 

2.035, p = .091. 

Table 7. 

 

Canonical Correlation of Mindfulness (FFMQ subscales) and Stress (PSS) and Anxiety (GAD) 

 

  Measures of Overall Fit for Canonical 

Correlation Analysis 

 

Canonical 

Function 

Canonical 

Correlation 

Canonical 

R2 

Wilks 

Statistic 

Eigenvalue F 

Statistic 

Significance 

1 

2 

.665 

.207 

.442 

.043 

.534 

.957 

.791 

.045 

13.250 

2.035 

<.001 

  .091 

 

 Canonical Loadings. Canonical loadings refer to the relative strength of influence each 

variable has on its own variate. Since the first canonical function was deemed significant (Table 

7), the canonical loadings or structural coefficients were examined to examine the relationship. 

The conventional .30 cutoff was used to determine significant canonical loadings (Tabachnick & 

Fidell, 2013). Results presented in Table 8 revealed that four of the five facets of mindfulness 

had a significant influence on the mindfulness variate: Non-Reactive Inner Experience (.534), 

Non-Judging Inner Experience (.534), and Act with Awareness (.318). The stress (PSS) and 
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anxiety (GAD) contributed significantly to the Stress/Anxiety variate, respectively -.908 and       

-.896.   

Table 8. 

 

Canonical Correlation Mindfulness (FFMQ) and Stress/Anxiety (PSS, GAD) 

 

                             First Canonical Variate                                                      

Set 1 (FFMQ) Coefficient  Loading  Cross Loading 

Non-Reactive .534 .744 .495 

Non-Judging .534 .739 .491 

Act w/Awareness .318 .517 .343 

Describe .126 .511 .340 

Observe -.037 .158 .105 

    

Redundancy        16.5%  

    

Set 2 (PSS, GAD) Coefficient  Loading  Cross Loading 

Stress -.570 -.908 -.604 

Anxiety -.538 -.896 -.596 

     

     

Redundancy       36.0%     

  

 Interpreting Redundancy. In CCA, the redundancy index represents the amount of 

variance in the original set of variables that is explained by the other set of variables. Stated 

another way, the redundancy index measured the amount of variance in the stress and anxiety 

variables that was explained by the five facts of mindfulness. This is unlike the formulation of 

Eigenvalues which describe shared variance but are derived from the canonical variates, and not 

the sets of variables themselves. Redundancy provides an important point of interpretation and is 

a rigorous measure of the relationship. Redundancy is computed by squaring the multiple 

correlation coefficient between the total independent variable set and each variable in the 

dependent variable set, and then averaging these squared coefficients to arrive at an average R2 

(Hair et al., 1998).    
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 For the first canonical function, the redundancy revealed that the five facets of 

mindfulness (FFMQ subscales) explained a statistically significant portion (36.0%) of the 

variance in the stress/anxiety variables (GAD, PSS scores) (Table 9). The 36.0% of the variance 

in the stress/anxiety variables explained by the five mindfulness facets in the multivariate 

analysis (CCA) was relatively higher than the bivariate Pearson product co-efficient of 

determination between the total score FFMQ and perceived stress (r2 = 28.1%) and anxiety (r2 = 

29.3%) separately. The redundancy analysis reinforced the significant relationship between 

mindfulness and stress/anxiety by finding that mindfulness accounted for 36.0% of the variance 

in stress/anxiety.  

Table 9. 

 

Proportion of Variance Explained by Mindfulness (FFMQ) and Stress (PSS) and Anxiety (GAD) 

 

Proportion of Variance Explained (Redundancy) 

Canonical 

Function 

Stress/Anxiety 

by Stress/Anxiety  

Stress/Anxiety by 

Mindfulness  

Mindfulness by 

Mindfulness  

Mindfulness by 

Stress/Anxiety 

1 

2 

.814 

.186 

.360 

.008 

.331 

.164 

.146 

.007 

 

 Interpreting Canonical Cross Loadings. Analyzing cross-loadings is the preferred 

method of interpreting canonical relationships across variates (Hair et al., 2009). Unlike focusing 

on how each subscale affects its own variate (canonical loadings), cross loadings provide further 

insight into how one canonical variate impacts the other. In this case, cross loadings highlight 

how each mindfulness subscale impacted the stress/anxiety variate and vice versa. Observe was 

the only mindfulness subscale that did not have a statistically significant cross-loading with the 

Stress/Anxiety variate. The most influential subscales for predicting the stress/anxiety the 

mindfulness facets of Non-Reactive Inner Experience (.495), followed by Non-Judging Inner 

Experience (.491), Act with Awareness (.343), and Describe (.340). To provide a context, one 
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standardized unit increase in Non-Reactive Inner Experience scores were associated with a .495 

decrease in the Stress/Anxiety variate. Similarly, the stress and anxiety variables were associated 

with the mindfulness variate. For instance, one standardized unit increase in the PSS was 

associated with a .604 unit decrease in the overall mindfulness variate. Overall, the results 

indicated a strong negative relationship between mindfulness and stress and anxiety in the 

sample of counselors-in-training. 

Relationship Between Mindfulness and Counselor Self-Efficacy 

The second hypothesis A2 stated that the Five-Factor Mindfulness Questionnaire (FFMQ 

subscales) would significantly relate to and explain a statistically significant amount of variance 

in counselor self-efficacy (CASES subscales). To test A2, CCA explored how the subscales of 

FFMQ (Observe, Describe, Act with Awareness, Non-judging Inner Experience, and Non-

Reactive Inner Experience) were related to and accounted for significant variance in counselor 

self-efficacy. 

Pearson Correlation  

Prior to the canonical correlations, the Pearson product correlations in Table 6 examined 

the bivariate relationships among the total mindfulness (FFMQ) and counselor self-efficacy 

(CASES). Mindfulness was significantly related to higher counselor self-efficacy (r = .388, p < 

.001). The variance shared between total mindfulness and counselor self-efficacy was 15.1%. 

The correlations among the subscales and total scores for the FFMQ and CASES were 

examined (Table 6). The correlations for the subscales of the CASES were high (.916 to .941) 

when compared to the FFMQ (.476 to .718). The high correlations among the CASES subscales 

may dramatically increase the sensitivity to sampling error and make the canonical interpretation 

misleading (Weinberg & Darlington, 1976). Conversely, the FFMQ variables Non-Judging Inner 
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Experience and Act with Awareness had significantly lower intercorrelations than the other 

FFMQ subscales. Mindfulness and counselor self-efficacy have a significant positive 

relationship and the CASES subscale are highly intercorrelated.  

Canonical Correlation Analysis for Mindfulness and Counselor Self-Efficacy  

 Canonical correlation sought to determine the multivariate relationship and variance 

explained between mindfulness (FFMQ subscales) and counselor self-efficacy (CASES 

subscales). Specifically, CCA tested whether the subscales of the FFMQ (Observe, Describe. Act 

with Awareness, Non-judging Inner Experience, and Non-Reactive Inner Experience) were 

related to and accounted for significant variance in the subscales of the CASES subscales 

(Helping Skills, Session Management, Counseling Challenges). An alpha level of .05 was used, 

and the conventional .30 cutoff was used to determine significant canonical loadings 

(Tabachnick & Fidell, 2013).  

 There was a significant relationship between mindfulness (FFMQ subscales) and 

counselor self-efficacy (CASES subscales). The first two canonical functions were statistically 

significant (Table 10). The first canonical function (λ = .437, F (15, 494 = 3.752, p < .001) 

accounted for 19.1% of the shared variance in counselor self-efficacy and mindfulness. The 

second canonical function was also significant λ = .237, F (8, 360) = 1.973, p = .049 and 

accounted for 6% of the remaining shared variance in CSE and mindfulness.  

Table 10. 

 

Canonical Correlation of Mindfulness (FFMQ subscales) and Counselor Self-Efficacy (CASES 

subscales) 

 

  Measures of Overall Fit for Canonical 

Correlation Analysis 

 

Canonical 

Function 

Canonical 

Correlation 

Canonical 

R2 

Wilks 

Statistic 

Eigenvalue F Statistic Significance 

1 .437 .191 .743 .236 3.752 <.001 
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2 .237 .056 .918 .060 1.973   .049 

 

 Interpreting Canonical Loadings. Each of the FFMQ subscales in the first variate 

(besides Non-Judging Inner Experience) had a significant impact on the first mindfulness variate 

(over .30). This means that the subscales were highlight related to the mindfulness variate: 

Observe (-.619), Describe (-.685), Act with Awareness (-.468), and Nonreactive Inner 

Experience (-.727). However, the interpretation of these canonical loadings is confusing because 

the co-efficient are negative. The negative relationship would suggest that as the subscales 

increased, the FFMQ variate decreased. The only subscale that did not negatively affect the total 

FFMQ scores was Non-Judging Inner Experience (.132). While the loadings imply that each 

subscale has a significant relationship to the mindfulness variate, the direction of that 

relationship did not allow for a practical interpretation. The second canonical function produced 

unreasonable loadings for the FFMQ subscales as well, each negative except Non-Reactive Inner 

Experience (.563). 

 Each of the CASES subscales in the first function significantly contributed to the 

counselor self-efficacy variate (See Table 11). However, each subscale had a negative influence 

on the counselor self-efficacy variate which does not allow for a practical interpretation (Non-

Reactive Inner Experience -.727, Non-Judging Inner Experience -.167, Act with Awareness -

.468, Describe -.685, and Observe -.619). The only significant loading in the second function 

was Helping Skills, however it was also negative (-.489). As with the FFMQ subscales, the 

CASES canonical loadings are misleading in direction and lack meaningful interpretation.  

Table 11. 

 

Canonical Correlation Mindfulness (FFMQ) and Counselor Self-Efficacy (CASES) 
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  First Canonical 

Variate 

Second Canonical 

                       Variate                                                

Set 1 (FFMQ) Coefficient  Loading Cross 

Loading  

Coefficient Loading Cross 

Loading 

Non-Reactive -.419 -.727 -.318 .918 .536 .127 

Non-Judging .132 -.167 -.073 -514 -.485 -.115 

Act w/ 

Awareness 

-.341 -.468 -.204 -.394 -.354 -.084 

Describe -.424 -.685 -.299 -.293 -.238 -.057 

Observe -.431 -.619 -.207 -.318 -.115 -.037 

       

Redundancy          6.2%                        .80%   

       

Set 2 (CASES) Coefficient  Loading Cross 

Loading  

Coefficient Loading Cross 

Loading 

Helping Skills .107 -.834 -.364 -1.510 .204 .057 

Session 

Management 

-.779 -.977 -.427 .163 -.178 -.042 

Counseling 

Challenges 

-.361 -.834 -.398 1.208 .-489 -.116 

       

Redundancy   15.8%                        .60%   

 

 

 Interpreting Redundancy. The first canonical function revealed that the mindfulness 

variables (subscales) accounted for 15.8% of the variance in the variables in the counselor self-

efficacy set (CASES subscales) (Table 12). This is a moderate and meaningful effect size akin to 

an R2 value. The multivariate variance described in the redundancy analysis is slightly more than 

the shared variance described by the bivariate analysis (r2 =14.4%). The second canonical 

function resulted in very slight amount of variance in counselor self-efficacy (0.60%) 

Table 12. 

 

Proportion of Variance Explained by Mindfulness (FFMQ subscales) and Counselor Self-

Efficacy (CASES subscales) 

 

Proportion of Variance Explained (Redundancy) 

Canonical 

Function 

CASES by 

CASES 

CASES by 

FFMQ  

FFMQ by 

FFMQ 

FFMQ by 

CASES 

1 .826 .158 .326 .062 
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2 .110 .006 .146 .008 

 

 Interpreting Canonical Cross-Loadings. The same interpretation challenges present in 

the canonical loadings plagued the canonical cross-loadings. Each of the mindfulness subscales 

had a negative cross loading despite there being an overall positive canonical (.437) and bivariate 

(.397) relationship between mindfulness and counselor self-efficacy. The two mindfulness 

subscales with statistically significant correlations with the counselor self-efficacy variate were 

Describe (-.305) and Non-Reactive Inner Experience (-.374). The second canonical function was 

likewise misleading with each mindfulness variable in negative relation to counselor self-

efficacy except Non-Reactive Inner Experience (.127). The counselor self-efficacy variable cross 

loadings were also misleadingly negatively related to mindfulness (Table 11) despite a 

significantly positive bivariate correlations (Table 13).  

Hierarchical Regression Analysis for Mindfulness and Counselor Self-Efficacy  
 

 The practical interpretation of the CCA for A2 was confusing in part because of the high 

correlations across the CASES subscales. With acceptable but elevated VIF (>5) scores among 

the CASES subscales, it is possible that the correlations across subscales made it difficult to 

make useful multivariate interpretations of the data. In response, an alternate method to CCA is 

multiple regression that used the total CASES score, rather than the three highly correlated 

subscales. Multiple regression allows for a single dependent variable. Given the nearly perfect 

correlations across each of the CASES subscales, a single total score to measure counselor self-

efficacy served a similar purpose to the CCA testing of hypothesis A2.  

Hierarchical regression analysis explored the relationships between the five facets of 

mindfulness (FFMQ subscales) with counselor self-efficacy (CASES total score). The use of 

hierarchical (or stepwise) allowed for an analysis of the impact of each facet of mindfulness on 
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explaining variance in counselor self-efficacy. The order in which the variables were entered into 

the regression model were based on the Pearson product bivariate relationships with the CASES 

total score. Specifically, the FFMQ subscale with the highest bivariate predictive power on the 

criterion variable (CASES score) was entered first, followed by the next, and so on (Hoyt et al., 

2006). This resulted in variables entered in the following order: Nonreactive Inner Experience 

(.340), Describe (.293), Observe (.282), Act with Awareness (.190), and Non-Judging Inner 

Experience (.104).  

 Step 1. The first mindfulness variable (Non-Reactive Inner Experience) added to the 

regression model resulted in a statistically significant R2 equal to .092 (F(1, 185)=18.798, 

p>.001). The Non-Reactive subscale alone accounted for 9.2% of the variance in counselor self-

efficacy. Based on the standardized betas, a one standardized unit increase in the mindfulness 

variable of Non-Reactive Inner Experience was associated with a .304 standardized unit increase 

in counselor self-efficacy. 

 Step 2. The second step in the regression model added the mindfulness variable of 

Describe. This second step also produced a statistically significant R2 (.122),  F(1, 184)=8.200 

p=.005). Adding the mindfulness variable of Describe increased the overall R2 by 3.9%. The 

variable of Describe was a statistically significant predictor (β= .211, p=.005) of counselor self-

efficacy in addition to the variable of Non-Reactive (β= .228, p=.002). Specifically, every 1 

standardized unit increase in the variable of Describe was associated with a .211 unit increase in 

self-efficacy.  

 Step 3. The third step in the regression model added the mindfulness variable of Observe, 

which resulted in a significant R2 equal to .166 (F(1, 183)=7.573, p=.007)). Adding Observe 

increased the overall R2 by 3.5%. The variable Observe was a statistically significant predictor 
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(β=.194 , p=.007) of counselor self-efficacy in addition to the other variables in the model. 

Specifically, one standardized unit increase in Observe was associated with a .194 standardized 

unit increase in counselor self-efficacy. In step 3, Observe was the most powerful predictor of 

counselor self-efficacy (β=.194, p=.007) followed by Describe (β=.187, p=.011), and Non-

reactive (β=.184, p=.014).  

 Step 4. The fourth step in the regression analysis added the variable Act with Awareness 

to the model. This step did not produce a statistically significant R2 change, F(1, 182)=3.587, 

p=.060). However, Act with Awareness did have a significant impact on the model (β=.161, 

p=.032). The Betas shifted slightly at this step for Describe β=.171, p=.020), and Non-reactive 

(β=.205, p=.004), while Observe was reduced to a non-significant level (β=.131, p=.060).  

 Step 5. The fifth and final step in the regression analysis added the Non-Judging Inner 

Experience subscale to the model. This step did not produce a statistically significant R2 change 

F(1, 181)=.056, p=.813). However, the entire model with all of the mindfulness variables entered 

did account for 18.80% of the variance in counselor self-efficacy. As expected with moderate 

intercorrelations among the FFMQ subscales, the change in R2 reduced at each step, only a 1.6% 

increase in step 4 and no R2 change in step 5.  

Table 13. 

 

 FFMQ Hierarchical Regression Analysis CASES as Criterion (N=187)  

 
 R2 R2 

Change 

F 

Change 

p 

 

Β p 

 

Step 1 

      Non-Reactive  

.092 .092 18.798 <.001**  

.304 

 

< .001** 

Step 2 

     Non-Reactive 

     Describe 

.131 .039 8.200 .005**  

.228 

.211 

 

  .002** 

  .005** 

Step 3 

      Non-Reactive 

.166 .035 7.573 .007  

.239 

.218 

 

<.001** 

  .002** 
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      Describe 

      Observe 

.155   .026* 

Step 4 

     Non-Reactive 

      Describe 

      Observe 

      Act with Awareness 

.182 .016 3.587 

 

.060  

.205 

.171 

.131 

.161 

 

  .004** 

  .020* 

  .060 

  .032* 

Step 5 

      Non-Reactive 

      Describe 

      Observe 

      Act with Awareness 

      Non-Judging 

.182 .000 .056 .813 

 

 

.163 

.174 

.205 

.133 

-.017 

 

  .032* 

  .021* 

  .004** 

  .059 

  .813 

 

Full Regression Model  

 The regression model tested the relationships s of mindfulness (FFMQ subscales) to 

counselor self-efficacy (CASES total score). Collectively, the full model will all five of the 

facets of mindfulness accounted for 18.2% of the variance in counselor self-efficacy (See Table 

14). Results in Table 15 reveal that the most influential FFQM subscales were Observe (β=.205, 

p= .004), Describe (β=.174, p=.021), and Non-Reactive Inner Experience (β=.163, p=.032). 

Meaning that when all other variables were in the model, Observe was the most powerful 

predictor of counselor self-efficacy, followed by Describe and then Non-Reactive Inner 

Experience. The subscale Act with Awareness was almost statistically significant (β=.133, 

p=.059), while Non-Judging Inner Experience was non-significant (p=.813) with counselor self-

efficacy. The mindfulness subscales Describe, Observe and Non-Reactive Inner Experience were 

significant predictors of counselor self-efficacy. Overall, students with higher Describe, Observe, 

and Non-Reactive Inner Experience subscale scores also had significantly higher counselor self-

efficacy scores.  
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Table 14. 

 

 Summary FFMQ Full Regression Model, CASES as Criterion (N=187) 

 

 R R2 F 

Change 
df1 df2 

 

p 

 Model 1 .426 .182 8.048 5 181 

 

< .001** 

 

 

Table 15. 

 

FFMQ Full Regression Model Analysis, CASES as Criterion (N=187) 

 
Variable b Β β 95% CI t p 

 

Partial VIF 

     (Intercept) 

      Non-Reactive 

      Describe 

      Observe 

      Act with Awareness 

      Non-Judging 

19.854 

  2.667 

  1.743 

  2.633 

  1.751 

  -.165 

 

.163 

.174 

.205 

.133 

-.017 

-53.467, 93.175 

      .237, 5.098 

      .269, 3.216 

      .845, 4.442 

     -.064, 3.365 

   -1.542, 1.211 

 

  .534 

2.165 

2.333 

2.905 

1.904 

-.237 

.549 

.032* 

.021* 

.004*

* 

.059 

.813 

 

.159 

.171 

.211 

.140 

-.018 

 

1.254 

1.237 

1.101 

1.078 

1.124 

 

Discriminant Analysis of Mindfulness, Counselor Self-Efficacy and Stress/Anxiety 

 Research question Two: Will the pattern of relationships between mindfulness, stress, 

anxiety, and counselor self-efficacy vary based on the amount of clinical experience?  

(i.e., will mindfulness and counselor self-efficacy increase while stress and anxiety reduce as 

counselors-in-training gain clinical experience)?  

 The second research question and related hypotheses B1, B2, and B3 focused on  

differences in mindfulness, counselor self-efficacy, stress, and anxiety based on whether 

participants were enrolled in internship or not. Descriptive discriminant analysis (DDA) was 

used to determine (a) whether the groups were significantly different, (b) what variables 

predicted those differences, and (c) the relative contribution of each discriminant variable to the 

between-group variances. 
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Discriminant Analysis Mindfulness and Clinical Experience 

 Hypothesis B1. There will be statistically significant differences in the five subscales on 

the Five-Factor Mindfulness Questionnaire among the three groups based upon the level of 

clinical experience (pre-internship versus internship).  

 The full model discriminant function tested the difference in mindfulness subscales 

(FFMQ) in students who were enrolled in internship with those who were not in internship (see 

Table 16). The result was not statistically significant (p = .704). Mindfulness did not predict 

group membership (pre-internship versus internship) in this sample. The means and standard 

deviations for mindfulness subscales are presented in table 17.  

Table 16. 

 

Summary of Discriminant Function Internship and Pre-internship Counseling Students  

 

(FFMQ 

Scores) 

Function 

Wilk’s 

Lambda 

χ2 Df P Eigenvalue Canonical 

correlation 

Redundancy 

R2 

1 .984 2.977 5 .704 0.16 .127 .016 

 

Table 17.  

 

Means and Standard Deviations on the FFMQ Subscales for Two Groups 

 

          Pre-Internship 

        (n=121) 

      Internship 

       (n=66) 

 

Variable M SD M SD 

Observe 26.90 4.594 27.23 4.650 

Non- Reactive 21.98 3.541 21.92 3.776 

Describe 29.35 6.063 29.09 5.630 

Non-judge 26.18 6.281 26.68 5.622 

Act with Awareness 24.36 4.336 23.83 4.768 

 

Discriminant Analysis Counselor Self-Efficacy and Clinical Experience 
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Hypothesis B2. There will be a statistically significant difference in the three subscales of the 

Counselor Activity Self-Efficacy Scale (CASES) based upon the level of clinical experience 

(pre-internship versus internship). 

 

Table 18. 

 

Means and Standard Deviations on the CASES Subscales for Two Groups 

 

          Pre-Internship 

        (n=121) 

      Internship 

       (n=66) 

 

Variable M SD M SD 

Helping Skills 88.36 21.40 99.68 15.78 

Session Management  58.12 16.13 66.38 12.99 

Counseling Challenges 83.50 28.68 97.66 21.91 

 

 The full model discriminant function tested the difference in counselor self-efficacy in 

students enrolled in internship with those in pre-internship (pre-practicum and practicum levels) 

was statistically significant (p< .004) see Table 19. In examining the canonical discriminant 

functions, there was a modest canonical correlation .238 with an effect size of R2 =.060. The 

amount of variance explained by this function is modest (7.0%). The model correctly classified 

students into pre-internship (46.3%) and internship (66.7%) of the time based upon their 

counselor self-efficacy scores (See Table 20). The means and standard deviations for the two 

groups CASES subscales are presented in Table 18.  

Table 19. 

  

Summary of Discriminant Function Internship and Pre-internship Counseling Students  

(CASES Scores) 

 
Function Wilk’s 

Lambda 

χ2 Df P Eigenvalue Canonical 

Correlation 

Redundancy 

R2 

1 .930 13.399 3 .004 .075 .265 .07 
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Table 20.  

 

Group Classification Results for CASES Subscales  

 

 Predicted Group Actual Total % 

Pre-Internship 65 56 121 46.3 

Internship 22 44 66 66.7 

 

 The standardized discriminant function coefficients and structure coefficients were 

examined to understand which of the CASES subscales were the strongest predictors of group 

membership. Standardized discriminant coefficients reflect the proportion of how the variable 

differentiates between the two groups (see Table 21). The CASE subscales of Helping Skills 

(.638) and Counseling Challenges (.401) had more substantial loadings than did Session 

Management (.039), meaning those subscales were better able to differentiate between the 

internship and pre-internship groups.  

 There can be challenges to interpretating discriminant coefficients when any two 

variables in the discriminant function are highly correlated and thus have a large amount of 

shared variance between them. In this case, the three CASES subscales were highly correlated. 

Structure coefficients conceptualized the impact of each variable in the same way as factor 

loadings in factor analysis and helped remedy any discrepancy due to intercorrelations (Salkind, 

2010). In response, the structure matrix coefficients are most appropriate for examining the role 

that each subscale played in this function. Structure matrix coefficients are the simple Pearson 

correlations, representing each variable's unique contribution to the discriminant function.  

 The structure matrix coefficients revealed that each self-efficacy variable had a 

substantial effect on discriminating between the two groups: Helping Skills r2= .914, Session 

management r2= .822 and Counseling Challenges r2= .783. Notably, the structure matrix co-

efficient for Session Management had a strong and positive contribution  (.907) when the other 
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variables were held constant. This is contrast to the standardized coefficient (.039). Similarly, the 

Counseling Challenges contribution to discriminating between the two groups increased from 

(.401) to (.885) between the standardized and structure coefficients (See Table 20).  

 

Table 21. 

 

Standardized Discriminant Function and Structure Coefficients  

 

 Standardized 

Coefficient 

Structure 

Coefficient  

r2 

Function 1 

Helping Skills 

Session Management  

Counseling Challenges  

 

.638 

.039 

.401 

 

.956 

.907 

.885 

 

.914 

.822 

.783 

 

 Another way to interpret the DDA results is to examine groups centroids or group means 

(Table 22). It appears that internship level students had substantially higher scores on the CASES 

(counseling self-efficacy). The group differences observed can be attributed to differences 

Helping Skills and Counseling Challenges scores. Internship level students have higher 

counseling self-efficacy related to Helping Skills and Counseling Challenges than their pre-

internship peers. The greater the difference in group centroids indicates increased predictive 

power of the function.    

Table 22. 

 

Group Centroids 

  

Group Function 1 

Pre-Internship -.179 

Internship .418 
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Discriminant Analysis Stress/Anxiety and Clinical Experience 

 Hypothesis B3. There will be a statistically significant differences in stress and anxiety 

among the three groups based upon the level of clinical experience. 

 Descriptive discriminant analysis did not reveal significant differences in pre-internship 

and internship level counseling students related to stress and anxiety (p = .554) (see Table 23). 

Therefore, no further interpretation of the result for this hypothesis will be offered. However, it is  

notable that stress and anxiety was significantly elevated across the sample (GAD, M= 7.18, SD 

= 4.46; PSS, M = 18.36, SD = 5.61). 39.6% of the sample had anxiety scores indictive of 

Generalized Anxiety Disorder, while 79.7% had moderate to high stress scores according to the 

respective scale descriptions (Plummer et al., 2016; Cohen, 1998). Additionally, both the anxiety 

and stress mean scores were notably higher than the population means (Lowe et al., 2008; 

Cohen, 1998). 

Table 23. 

  

Wilks’s Lambda and Canonical Correlation 

Internship and Pre-internship Counseling Students with Stress/Anxiety (PSS, GAD) 

 

Function Wilk’s 

Lambda 

χ2 Df P Canonical 

correlation 

Redundancy 
R2 

1 .994 1.183 2 .554 .080 .006 

 

Summary of Results 

 The results of the present study found that five facets of mindfulness had statistically 

significant relationships with stress, anxiety, and counselor self-efficacy in this sample of 

counseling students. The relationships between mindfulness and stress and anxiety were 

negative, meaning that participants who reported higher scores in mindfulness also reported less 

stress and anxiety. Of the five facets of mindfulness (FFQM), the most influential for predicting 

lower levels of perceived stress were Non-Reactive Inner Experience, followed by Non-Judging 
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Inner Experience, Act with Awareness, and finally Describe. Overall, these five mindfulness 

variables accounted for a significant portion (36.0%) of the variance in stress/anxiety. 

 The five facets of mindfulness also accounted for a significant portion (18.2%) of the 

variance in counselor self-efficacy. The most influential subscales were the variables of Observe, 

Describe, and Non-Reactive Inner Experience. Overall, higher Describe, Observe, and Non-

Reactive Inner Experience subscale scores related to higher counselor self-efficacy scores.  

 The internship and pre-internship groups differed significantly on counselor self-efficacy. 

Internship students had significantly higher self-efficacy scores than did pre-internship students. 

Each of the CASES subscales had statistically significant predictive power in differentiating 

between students in the two groups: Helping Skills r2= .821, Session management r2= .608 and 

Counseling Challenges r2 = .491. Students who had completed a practicum and were enrolled in 

internship had higher counseling self-efficacy especially in relation to Helping Skills and 

Counseling Challenges than their pre-internship peers. 

 Finally, the internship and pre-internship students did not differ on measures of 

mindfulness, anxiety, or stress. Notably, stress (PSS) and anxiety scores (GAD) were in the 

elevated range for both groups, which may have made detecting a statistically significant 

difference (if one existed) more challenging than if there was greater variance in the sample.  
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CHAPTER V 

DISCUSSION 

 Chapter IV discussed the results of the study, and this chapter focuses on interpretations, 

conclusions, and recommendations from the results regarding the relationships between 

mindfulness, stress, and counselor self-efficacy. The structure of this chapter is a brief overview 

of the study, a discussion of the results, and then implications for counselor education and 

supervision moving forward. Mindfulness is  an avenue to support the professional development 

of counselors-in-training (CIT) 

Overview of the Study 

 The purpose of this study was to explore the relationships between mindfulness, 

counselor self-efficacy (CSE), and stress and anxiety among counselors-in-training (CIT). 

Research on mindfulness has repeatedly suggested a wide variety of benefits for CIT, including 

skill development, dispositional enhancement, multicultural competency, and lower anxiety 

(Campbell & Christopher, 2012, Campbell & Dong, 2018; Fulton & Cashwell, 2015; Newsome 

et al., 2012; Reilley, 2016). This is important because the stressful nature of counselor education 

may be an inhibiting factor for developing greater counselor self-efficacy (CSE). Indeed, 

emerging research has supported mindfulness as a predictor of CSE and other vital counseling 

skills and dispositions (Buser et al., 2013; Campbell & Christopher 2012; Fulton, 2016; Hall, 

2009; Koth, 2020). CSE is influential to counselor development and performance for many 

reasons, including the ability of students to manage the stressors of becoming a counselor 

(Larson & Daniels, 1998; Lent et al., 2003). As part of examining the relationships between 

mindfulness, CSE, and stress/anxiety, this study also examined whether the relationships differed 
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as students progressed in their clinical work from pre-internship and internship. The following 

section is a discussion of the results. 

Discussion of the Results 

 Overall, the results of this study add evidence of the relationships between mindfulness, 

anxiety, stress, and counselor self-efficacy. Higher levels of mindfulness were significantly 

related to and predicted lower stress and anxiety. The mindfulness variables explained a 

statistically significant (36.0%) amount of the variance in stress and anxiety. Additionally, higher 

levels of mindfulness were significantly related to higher counselor self-efficacy among 

counseling students. Specifically, the mindfulness variables accounted for a statistically 

significant (18.2%) amount of the variance in counselor self-efficacy.  

 There was no difference among students in pre-internship and internship on mindfulness 

and stress/anxiety, although counselor self-efficacy (CSE) was significantly higher among 

students in internship. The relationships between mindfulness and anxiety and stress did not 

differ for students enrolled in internship, suggesting that mindfulness may be important 

throughout counselor development. Most importantly, if high levels of stress and anxiety are left 

unchecked, they can diminish counselor development and performance by inhibiting learning 

and contributing to professional burnout. The next sections will address the results specific to 

each research question.  

Research Question One 

 Are there statistically significant relationships between mindfulness, stress, anxiety, and 

counselor self-efficacy in this sample of counselors-in-training? 

Hypothesis A1: Relationship between Mindfulness and Stress/Anxiety 
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 Hypothesis A1 stated that the FFMQ subscales of Observe, Describe, Act with 

Awareness, Non-Judging Inner Experience, and Non-Reactive Inner Experience would be related 

to and account for a statistically significant amount of variance in the Perceived Stress Scale 

(PSS) and General Anxiety (GAD) among counselors-in-training (CIT). In support of Hypothesis 

A1, results from the study found a significant negative relationship between mindfulness and 

stress and anxiety in this sample. In other words, CIT with lower levels of mindfulness reported 

higher stress and anxiety. The strong relationship between mindfulness variables and anxiety 

found in this study was consistent with previous research (Fulton & Cashwell, 2015; Larson et 

al., 1992; Shapiro et al., 2007). However, other studies have found a much more modest 

relationship between mindfulness and anxiety (Hall, 2009; Koth, 2020).  

 Measuring the relationship between mindfulness and stress and anxiety is often restricted 

by the assessments used. This is because anxiety can be conceptualized either as a state or trait. 

Trait anxiety refers to a generally stable personality characteristic that predisposes a person to 

interpret many situations as threatening, whereas state anxiety refers to a temporary situation-

specific emotional state of worry, stress, and anxious thoughts. State anxiety is more closely 

associated with perceived stress (Bystritsky & Kronemyer, 2014). It is thus not surprising that 

the present study found significant correlations between perceived stress (PSS) and state anxiety 

(GAD) (r =.629), with both having statistically significant relationships to mindfulness 

(canonical cross-loadings) of -.596 for anxiety and -.604 for stress.  

 At the same time, there are differences between state anxiety and perceived stress. Stress 

is often triggered by an external cause, such as feeling overloaded with graduate coursework, 

while anxiety is more likely to persist even in the absence of the stressor. Thus, while perceived 

stress and anxiety both involve an emotional response, anxiety can become a more persistent 
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clinical condition. This distinction has contributed to previous research findings of a more 

modest relationship between mindfulness and anxiety as compared to mindfulness and perceived 

stress (Hall, 2009; Koth, 2020). For this reason, this study used canonical correlation analysis to 

examine the stress/anxiety variate rather than viewing perceived stress (PSS) and state anxiety 

(GAD) as separate from one another. The stress/anxiety variate provided a more robust 

understanding of the relationships between mindfulness and stress and anxiety.  

 An important finding was that most of the students in this study reported elevated stress 

(PSS) and anxiety (GAD). Specifically, 79.7% had moderate to high stress scores (Cohen, 1988), 

and the mean score on the GAD was in the elevated range (M=7.2) which is more than double 

the mean found in the general population (Lowe et al., 2008). Students in this study reported 

high levels of stress and anxiety, which means they may be at increased risk of physical and 

mental health problems (Thoits, 2010). Mindfulness may be one avenue in assisting students in 

managing life stressors that may otherwise be a detriment to their professional development. 

 While the reasons for the high stress and anxiety are beyond the scope of the present 

study, it is important to note that the study occurred during a particularly stressful time in the 

United States and the world. While counselor training can be stressful, the addition of the global 

coronavirus (COVID-19) pandemic and geopolitical divisiveness (political polarization, 

international conflict) could have influenced the high levels of stress and anxiety. Alternatively, 

during their training CIT navigate expectations, evaluation, ambiguity, and complexities, making 

counselor training a stressful endeavor on its own. However, not enough information was 

collected to understand the reasons for the high levels of stress and anxiety among students in the 

present study. Nevertheless, it is important to contextualize the findings from the present study 



 

130

with the fact that more than half of the students in the sample reported elevated levels of stress 

and anxiety.  

 Given the high levels of stress and anxiety among this sample, the results of the present 

study suggest that mindfulness variables can assist students to cope. In particular, results found 

that 4 of the 5 subscales of FFMQ (Describe, Act with Awareness, Non-judging Inner 

Experience, and Non-Reactive Inner Experience) explained variance in stress and anxiety. The 

only facet that did not explain a statistically significant amount of variance in stress and anxiety 

was FFMQ subscale Observe. It is thus important to consider the unique effects of each of the 

five facets of mindfulness in relation to stress and anxiety. 

 One lens for understanding the impact of the mindfulness facets is through the lens of the 

transactional model of stress (Goh et al., 2010; Lazarus & Folkman, 1984) and its emphasis on 

cognitive appraisal or judgment related to one's ability to cope with stressful situations. The first 

component of the transactional model is assessing whether the situation is stressful or not. The 

mindfulness facets of Non-Judging Inner Experience and Non-Reactive Inner Experience may 

have assisted students in lowering their initial emotional response to stressful situations. This 

may have limited their physiological and psychological automatic responses, including cognitive, 

emotional, and behavioral signals the body uses to indicate and intensify a stress response. It is 

thus possible that counselor education programs can promote mindfulness variables such as Non-

Reactive Inner Experience and Non-Judging Inner Experience facets as an avenue for students to 

accept uncomfortable or threatening experiences with a more flexible attitude (Lani et al., 2019).  

 The second component of the transactional model of stress is what to do once one is 

triggered by an external stressor. The FFMQ subscale of Act with Awareness refers to the ability 

to direct attention to the current activity or present moment. When dealing with a stressful 
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situation, the ability to intentionally focus awareness without distraction from thoughts or 

emotions is synonymous with a mindful state of being. Cultivating focused attention may reduce 

rumination and avoidance of emotion while improving behavioral self-regulation (Baer et al., 

2009). In the present study, it is possible that acting with awareness may help students engage in 

emotional and behavioral self-regulation (intentional use of skills and techniques) during 

counselor training and thus reduce stress and anxiety (Skovholt & Ronnestad, 2003).  

 Related to Act with Awareness, the Describe subscale or facet may similarly lower stress 

and anxiety by focusing on using language to express and clarify internal and external 

experiences. Focusing on and describing the current sensory experience is a common tool for 

grounding and reducing anxious thoughts and emotions. Counseling students who emphasize the 

Describe facet in counseling sessions may experience improved attending skills and active 

listening, which could reduce stress and anxiety during the process of counselor development.  

 The Observe subscale or facet had a statistically non-significant impact on stress and 

anxiety in the present study, consistent with previous findings (Baer et al., 2006, 2008). The 

Observe facet of mindfulness is unique from the other facets for various reasons (Baer et al., 

2008; Lilja et al., 2013). The Observe facet is core to mindfulness and its central tenet of 

intentional awareness. However, observing alone may also lead to excessive emotional 

rumination. Indeed, prior research has found that higher anxiety levels are associated with a 

greater tendency to observe oneself (Baer et al., 2006, 2008). Without the ability to self-regulate, 

an intense focus on self-awareness related to the Observe facet may hinder counselor 

development (Stoltenberg & McNeill, 2011). While counseling programs can encourage students 

to observe things as they are in the moment, it is also important that other facets of mindfulness 
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are encouraged at the same time, such as Non-Reactive Inner Experience and Non-Judging Inner 

Experience.  

Hypothesis A2: Mindfulness and Counselor Self-Efficacy  

 Hypothesis A2 stated that the Five-Factor Mindfulness Questionnaire (FFMQ subscales) 

would significantly relate to and explain a statistically significant amount of variance in 

counselor self-efficacy (CASES subscales). Although statistically significant, the initial 

canonical correlational results were difficult to interpret, and a regression analysis was needed to 

understand the individual effects of each mindfulness facet.   

 The regression findings supported A2 Hypothesis, with mindfulness having predictive 

power for counselor self-efficacy (CSE). In particular, 3 of the 5 mindfulness subscales or facets 

were significant. Specifically, the subscales of Observe, Describe, and Non-Reactive Inner 

Experience were significant predictors of the CSE total score, explaining 18.2% of the variance. 

While modest, the predictive strength of these three mindfulness variables were statistically 

significant, suggesting the potential utility of mindfulness in understanding and supporting CIT 

self-efficacy and performance. This finding was consistent with previous research on 

mindfulness in counselor education (Bentley, 2008; Hall, 2009; Koth, 2020). For instance, 

results from the present study replicated the work of Hall (2009), with the mindfulness facets of 

Observe, Describe, and Non-Reactive Inner Experience having a significant impact on counselor 

self-efficacy. This is perhaps not surprising given the strong emphasis on awareness of 

experience, both for self and others, which has defined counselor development according to the 

IDM model of supervision (Stoltenberg & McNeil, 2010).  

 According to the IDM model of supervision, CIT may initially struggle to conceptualize 

cases, lack confidence in their skills, and have limited awareness of themselves and others 
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(Stoltenberg & McNeill, 2011). This can be an emotionally stressful. In response, mindfulness 

may be an avenue to assist CIT to develop higher levels of counseling self-efficacy through the 

management of their emotional arousal (stress and anxiety in this study) (Bandura, 1977). A 

highly stressed or anxious CIT may not have the presence of mind to integrate mastery 

experiences that are highly related to self-efficacy. However, an emphasis on mindfulness may 

be able to engage CIT more effectively in their early clinical practice to build greater counselor 

self-efficacy. While more research is needed, the results of the present study support three of the 

five facets of mindfulness impacting counseling self-efficacy, beginning with Observe. 

 The Observe facet of mindfulness had a statistically significant relationship with 

counseling self-efficacy. This is perhaps not surprising given that many of the counseling skills 

assessed on the CASES as a measure of counseling self-efficacy relied on counseling students' 

ability to observe or notice their thoughts, feelings, and behaviors of themselves and others. This 

suggests that the mindfulness facet of Observe may be a way to support CIT in more accurately 

interpreting the nonverbal communication of clients and understand contextual messages, which 

may increase their self-efficacy. In other words, the mindfulness facet of Observe may lead to 

more accurate understanding of non-verbal communication, which may be particularly important 

for cultural competence and the ability to remain attuned to clients from different cultural 

backgrounds (Campbell & Dong, 2018).  

 In addition to the Observe facet, the Describe facet accounted for the second-largest 

statistically significant portion of the variance in counseling self-efficacy. The items that make 

up the Describe facet assess the ability to translate internal experiences (emotions and thoughts 

into words), such as: "I can usually describe how I feel at the moment in considerable detail," I 

am good at finding words to describe my feelings" (FFMQ; Baer et al., 2006). This finding 
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suggests that an ability to describe emotional experiences contributes to confidence in 

performing counseling tasks that rely on transforming emotional and cognitive input into 

demonstratable behaviors and interactions. This finding is consistent with Hall (2009) that the 

facet of describing is associated with increased counselor self-efficacy. 

 Finally, the Non-Reactive Inner Experience facet accounted for the third most variance in 

counseling self-efficacy. This facet or subscale assessed the ability to notice experiences without 

getting caught up in or reacting to them (e.g., "in difficult situations, I can pause without 

immediately reacting," I perceive my feelings and emotions without having to react to them" 

(FFMQ; Baer et al., 2006). A non-reactive presence may be particularly helpful for CIT to be 

open to and remain a steady presence in their response to clients’ emotions and experiences 

(Skovolt & Jenning, 2004). Non-Reaction Inner Experience may also help CIT balance their own 

internal experiences and experiences as they empathetically respond to client challenges. An 

emphasis on non-reactivity may be key to CIT observing client concerns while also maintaining 

a therapeutic stance. The findings from this study reinforce the importance of non-reactivity 

inner experience as one of the most salient mindfulness variables to counseling self-efficacy.  

 The FFMQ subscales of Non-Judging Inner Experience and Act with Awareness facets 

did not significantly predict self-efficacy in this study; however, they are integral to the construct 

of mindfulness. In relation to counseling self-efficacy, a non-judgmental stance would likely 

overlap with the facet of non-reactivity as critical to being open and accepting of self and others. 

Furthermore, Acting with Awareness may overlap with the Observe and Describe facets of 

mindfulness in terms of helping CIT self-regulate their emotions. Given that the five mindfulness 

variables accounted for only 18.2% of the variance of counseling self-efficacy means there is a 

need for more research. Confounding variables not accounted for in the present study may have 
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impact on CSE including  the counseling students’ life history, personality characteristics, and 

previous experiences. The findings from the present study add to the limited but growing 

literature regarding the relationships between mindfulness and its role in counselor self-efficacy 

(Bohecker & Doughty-Horn, 2016; Chan et al., 2021; Hall, 2009; Koth, 2020). 

Research Question Two 

 Does the pattern of relationships between mindfulness, stress, anxiety, and counselor self-

efficacy vary based on the amount of clinical experience (i.e., will mindfulness and counselor 

self-efficacy increase while stress and anxiety reduce as counselors-in-training gain clinical 

experience)?  

Hypothesis B1: Mindfulness and Clinical Experience 

 Hypothesis B1 stated there would be differences in the five subscales of the Five-Facet 

Mindfulness Questionnaire based on clinical experience (i.e., pre-internship and internship 

level). Results of the study found no difference in the total mindfulness score across the two 

groups. While an explanation for this finding is beyond the scope of the present study, there are 

some important considerations. 

 The lack of a statistically significant difference between the pre-internship and internship 

students would suggest that advanced clinical experience does not impact the mindfulness 

variables in this study. This interpretation makes sense in that clinical experience on its own may 

not increase mindfulness. Instead, increasing mindfulness may require exposure to mindfulness-

based coursework and guidance. Unfortunately, this study did not ask participants whether 

mindfulness was part of their coursework. However, in an unpublished survey of 77 counseling 

students from CACREP programs about their attitudes and knowledge regarding mindfulness 

found that 40% of the participants reported no inclusion of mindfulness in their coursework 
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(Clarke & Tashjian, 2020). More research is needed on how mindfulness is being incorporated 

into the curriculum of counseling programs. 

 While there was no significant difference in mindfulness scores between the two groups, 

the internship students reported a higher frequency of mindfulness practices than their pre-

internship peers. It is surprising that the increased frequency of mindfulness practices did not 

translate to higher scores on the mindfulness subscales given a logical assumption that more 

mindfulness practice would result in higher mindfulness scores (Carmody & Baer, 2008; Shapiro 

et al., 2008). While the reasons for this finding are unclear, it is possible that what students 

viewed as mindfulness practices did not map on to the assessment of mindfulness (FFMQ) or 

was not focused on stress reduction within their counseling training.  

 Since the students in the pre-internship and internship group did not differ in 

mindfulness, it may be important to integrate mindfulness across counselor training. Rather than 

only focusing on students early in their training, it would seem that mindfulness could be an 

approach to assist all students in addressing high levels of stress and anxiety. In the present 

study, the participants reported overall elevated stress and anxiety levels. 

Hypothesis B2: Counselor Self-Efficacy and Clinical Experience 

 Hypothesis B2 stated there would be statistically significant differences in the pre-

internship and internship groups on the Counselor Activity Self-Efficacy Scale (CASES). Results 

from the present study supported Hypothesis B2, that students enrolled in internship had 

significantly higher counseling self-efficacy (CSE) scores than their pre-internship peers. This 

finding fits with previous research suggesting that counselors-in-training (CIT) gain self-efficacy 

throughout their training (Goreczny et al., 2015; Lent et al., 2009; Larson & Daniels, 1998). 
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Results from the present study indicate that mindfulness is an avenue to enhance CSE among 

CIT (Hall, 2009; Koth, 2020).  

 Counselors-in-training (CIT) often have low clinical self-efficacy as they begin to 

develop the complex skills and conceptual knowledge (Skovholt & Rønnestad, 2003). While an 

increase in counselor self-efficacy (CSE) is common as CIT progress through their training, CIT 

with low initial CSE may maintain lower levels relative to peers who had high CSE at the start of 

their program. (Johnson et al., 1989). This may be especially true for CIT with elevated levels of 

stress and anxiety, such as the participants in the present study.  

Hypothesis B3: Stress/Anxiety and Clinical Experience 

 Hypothesis B3 stated there would be statistically significant differences in stress and 

anxiety between students in pre-internship and internship. The present study found no significant 

differences between the groups based on stress and anxiety. One reason may have been the 

elevated anxiety and stress across the entire sample. The overall high level of stress and anxiety 

may have made it hard to differentiate differences between pre-internship and internship 

students. Thus, while the present study found a statistically significant relationship between 

mindfulness and anxiety and stress, this did not differ between pre-internship and internship 

students. An important takeaway is a need for more concerted efforts to reduce counselor-in-

training (CIT) stress and anxiety, with mindfulness as one viable avenue to do so.   

Implications 

 Counseling programs understandably focus on building proficiency in observable skills 

and behaviors such as paraphrasing, reflecting feeling, and using theory-based techniques 

(Ridley et al., 2011; Gockel, 2010). The heart of counselor development is CIT perceived ability 

to intentionally and effectively use newly learned counseling skills with clients. Enhancing skill 
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and counselor self-efficacy can help CIT view stress as challenging rather than debilitating 

(Larson & Daniels, 1998). As a complement to the vital cognitive and clinical skills, there is a 

need for intrapersonal skills, such as the cultivation of mindfulness.  

 Stress and anxiety are common during counselor development and, if not well managed, 

can impede the development of counseling skills and destabilize therapeutic presence during 

therapy sessions (Stoltenberg & McNeil, 2011). Given the high levels of stress among CIT in the 

present study, the inclusion of mindfulness and stress reduction is essential. This is particularly 

salient given the current dynamics in the world (COVID-19, political polarization, sociocultural 

and geopolitical upheaval), which is most likely having an additive effect on CIT stress and 

anxiety. 

 While some counseling programs integrate mindfulness practices and principles and even 

offer mindfulness-specific coursework, many do not (Clarke & Tashjian, 2020). This may 

change in the future. Specifically, the 2024 CACREP standards draft has added language about 

the importance of teaching students "self-care, self-regulation, and self-evaluation strategies for 

ethical and effective practice" (p. 13). Mindfulness inclusion and training may be a means to 

fulfill that proposed requirement.  

 The integration of mindfulness in counselor education could take many forms. One 

application could be stand-alone trainings such as mindfulness-specific courses that use MBSR 

(Christopher et al., 2011; Christopher & Maris, 2010; Schure et al., 2008). Systematic 

mindfulness interventions (MBSR, MBCT) have been found to lower stress and anxiety, 

speaking to the usefulness of such training programs for counseling students experiencing high 

stress. It would be possible to offer such interventions to students enrolled in counseling 
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programs. This would provide a more effective systematic effort than students engaging in self-

directed mindfulness practice that may lack sufficient guidance and structure.   

 Another option is to integrate mindfulness into existing curricula. For example, 

counseling theories courses could provide education on mindfulness-based theory and practice-

specific interventions (DBT, MBCT, ACT). In addition, counseling skills courses could integrate 

mindfulness practice and demonstrations of mindfulness techniques. Finally, introducing 

mindfulness into CACREP required experiential groups can provide another layer of learning 

and possibly result in new coping strategies which could reduce anxiety. All of these would be 

relatively straightforward approaches to integrating mindfulness within the counseling 

curriculum. 

 Supervision is another avenue to integrate mindfulness. As a part of clinical supervision, 

supervisors could use mindfulness practices to aid students in being more present in counseling 

and supervision sessions (Emelianchik-Key et al., 2021). This may be particularly beneficial 

from the lens of a development model of supervision attuned to the fact that CITs must learn to 

self-regulate their feelings of uncertainty as they begin to gain clinical competency (Stoltenberg 

& McNeill, 2011). Supervisees who use mindfulness techniques may be more capable of 

integrating feedback from clinical supervisors (Greason & Cashwell, 2009). This is supported by 

the fact that previous research has found mindfulness techniques contributed to supervisees 

reporting they were better able to focus during counseling sessions, had more comfort and 

confidence relating to client experiences, and felt more confident in their clinical training 

(Banker & Goldenson, 2020). This makes sense, given that mindfulness is related to physical and 

emotional presence, which may increase students' self-disclosure and comfort with receiving 

constructive feedback (Daniel et al., 2015; Campbell & Christopher, 2012). As part of the 
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supervision process, mindfulness techniques may assist supervisees to reflect on their strengths 

and weaknesses more comfortably, which may contribute to a healthy supervisory relationship 

(Mehr et al., 2015; Nuttgens & Chang, 2013).  

 In thinking about the infusion of mindfulness in counselor education, it is important to 

consider how the five facets of mindfulness explored in this study map onto counselor 

development and self-efficacy. The results from the present study found that the specific facets 

most influential to counseling self-efficacy (CSE) were Observe, Describe, and Non-Reactive 

Inner Experience. These facets relates to the critical skills and dispositions vital to counselor 

development and thus are described in the following sections.  

 The Observe subscale or facet is foundational to both mindfulness and counseling self-

efficacy. An increased ability to observe is crucial to CIT’s ability to focus attention on present 

experience and disengage from past memories and future expectations. Observing things as they 

are in the moment is a mechanism to disrupt the pattern of evaluative reactivity, whereby CITs 

ascribe positive and negative value to their past experiences and future expectations as a 

professional counselor. Thus, promoting the Observe facet may lead to more accurate 

interpretations of client nonverbal communication, especially when engaged in cross-cultural 

counseling. 

 The Describe subscale or facet has been associated with flexible attention control, self-

awareness, and emotional regulation (Zhuang et al., 2020). In other words, describing what is 

presently occurring is a way to stay focused and engaged without being distracted by misleading 

cues (Sorensen et al., 2018). Similar to the Observe facet, the Describe facet of mindfulness is an 

intentional technique for the CIT to redirect attention away from anxious thoughts or intense 

emotions that would negatively impact counseling performance. A counselor's ability to clarify 



 

141

and describe their inner experiences may positively influence their clinical confidence, 

enhancing their ability to deliver effective clinical services.   

 The Non-Reactive Inner Experience facet of mindfulness refers to allowing thoughts and 

feelings to come and go without giving them undue influence or getting carried away by them. A 

non-reactive counselor may be more able to stay connected with clients and have less difficulty 

negotiating differences in values, culture, and lived experiences (Martinez & Dong, 2020). The 

ability to accurately observe, conceptualize and give voice to internal and external experience 

while maintaining a balanced response to internal and external environmental stimuli are 

somewhat abstract skills that mindfulness training can enhance.  

 In sum, mindfulness training may be an approach to support the development of 

counseling self-efficacy among CIT. At a time when social and cultural implications are 

appropriately in focus (anti-racism, social justice, decolonization), mindfulness offers a non-

western philosophy and approach to counselor training and counseling practice. Slight changes 

in how counselor educators approach and work with our students may profoundly affect them 

and how they approach and work with their eventual clients in practice. With this in mind, the 

present study found support that mindfulness may be an approach worth considering for 

counselor education and supervision.  

Future Research 

 More research is needed to further understand the relationships between mindfulness, 

stress and anxiety, and counseling self-efficacy among counseling students. The present study 

was a correlational design that cannot determine causality. With this in mind, the results of the 

study are best understood as providing support for potential directions for future research. The 
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following are directions for future research to explore variables and their relationships as well as 

to design intervention studies. 

 First, future research should gather a more robust and comprehensive sample of 

counseling students over time. The participants in the present study completed the online survey 

at the very start of the spring semester, which limited the range of clinical experience. An 

important direction for future research is to collect data at multiple points in time, which may 

help explain the finding in the present study of a lack of statistically significant differences 

between the pre-internship and internship students in mindfulness. A longitudinal format could 

have students report on mindfulness variables throughout the semester rather than a single 

moment in time. Gathering data over time would add valuable data points to compare and allow 

researchers and educators to consider how mindfulness, stress and anxiety, and counseling self-

efficacy evolve as students' progress through their training programs.  

 Another direction for future research is to address the limitation of self-reported measures 

of mindfulness and counseling self-efficacy. Constructs such as mindfulness are challenging to 

self-report as they rely on self-awareness and accurate introspection. In many ways, it is easier to 

notice the absence of mindfulness rather than distinguish more subtle variations in mindfulness 

as found on the FFMQ. Likewise, there were limitations to using the Counselor Activity Self-

Efficacy Scale (CASES) as a self-report measure of the counseling domains of helping skills, 

session management, and counseling challenges (Lent et al., 2003). Students may not be 

interpreting items correctly, especially when comparing new versus more experienced 

counseling students. Adding external observations from faculty and supervisors may add validity 

to the self-report measures. Additionally, in a multivariable context, the subscales of the CASES 

may have been too highly correlated in the present study. Future studies may address this 



 

143

concern by using other self-efficacy measures such as Counseling Self-Estimate Inventory 

(COSE, Larson et al., 1992) or the Counselor Self-Efficacy Scale (CSES, Melchert et al., 1996).   

 As more information is gathered to understand the relationships between mindfulness and 

counseling self-efficacy, it will be important to design intervention studies. Perhaps the most 

straightforward approach would integrate an established mindfulness training program such as 

MBSR within counseling programs. Such a design could assess changes in mindfulness, 

counselor self-efficacy, and stress as students’ progress through the program. Since MBSR is an 

eight-week program with weekly group meetings that may be challenging to integrate, an 

alternative could be a self-directed mindfulness program that students could engage in according 

to their schedules. Future research could even compare the effects of a structured MBSR 

program with students engaging in a self-directed program. Finally, mindfulness training could 

be applied to CACREP required experiential groups. In limited study, this has been found to 

increase counselor self-efficacy and compassionate presence (Bohecker & Doughty-Horn, 2016).   

 Another type of intervention study could involve action research to study the impact of 

mindfulness integrated within course work. Counselor educators could test specific mindfulness-

based components within theories or helping skills courses. Using an action research model, 

instructors could gather feedback from students using scales or qualitative data to better inform 

and refine the integration of mindfulness concepts.  

 Clinical supervision is another context for future research. University supervisors could 

integrate mindfulness practices and explore the impact on counseling self-efficacy and stress and 

anxiety among supervisees. Indeed, the Integrated Developmental Model (IDM) has been 

suggested as a framework for employing mindfulness in clinical supervision (Sharp & Rhinehart, 

2018). Such a framework could provide the theoretical underpinning of a study exploring 
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mindfulness applied in supervision. Supervisors could use observational assessment and 

qualitative data in addition to supervisee self-report.  

Conclusion 

 There are many directions for integrating mindfulness in counselor education and 

supervision given the results of the present study. Specifically, this study added evidence of the 

relationships between mindfulness, counselor self-efficacy (CSE) stress, and anxiety among 

counseling students. Mindfulness was positively related to and accounted for a statistically 

significant amount of variance in CSE and stress and anxiety. Thus, increasing mindfulness 

within counseling training programs may be an avenue to reduce CIT stress and anxiety while 

increasing CSE. Future directions for research, education, and practice are needed to further 

understand the complex relationships between mindfulness variables and counselor development. 
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APPENDICES 

APPENDIX A- Five Facet Mindfulness Questionnaire 

Five Facet Mindfulness Questionnaire (FFMQ) Ruth A. Baer, Ph.D. 

University of Kentucky  

Please rate each of the following statements using the scale provided. Write the number in 

the blank that best describes your own opinion of what is generally true for you.  

1 never or very rarely true 2 rarely true 3 sometimes true 4 often true 5 very often true or 

always true  

_____ 1. When I’m walking, I deliberately notice the sensations of my body moving. 

 _____ 2. I’m good at finding words to describe my feelings. 

_____ 3. I criticize myself for having irrational or inappropriate emotions. 

_____ 4. I perceive my feelings and emotions without having to react to them.  

_____ 5. When I do things, my mind wanders off and I’m easily distracted.  

_____ 6. When I take a shower or bath, I stay alert to the sensations of water on my body. 

_____ 7. I can easily put my beliefs, opinions, and expectations into words. 

_____ 8. I don’t pay attention to what I’m doing because I’m daydreaming, worrying, or    

otherwise distracted. 

_____ 9. I watch my feelings without getting lost in them.  

_____ 10. I tell myself I shouldn’t be feeling the way I’m feeling. 

_____ 11. I notice how foods and drinks affect my thoughts, bodily sensations, and emotions. 

_____ 12. It’s hard for me to find the words to describe what I’m thinking. 

_____ 13. I am easily distracted. 

_____ 14. I believe some of my thoughts are abnormal or bad and I shouldn’t think that way. 

_____ 15. I pay attention to sensations, such as the wind in my hair or sun on my face. 

_____ 16. I have trouble thinking of the right words to express how I feel about things 

_____ 17. I make judgments about whether my thoughts are good or bad. 

_____ 18. I find it difficult to stay focused on what’s happening in the present. 

_____ 19. When I have distressing thoughts or images, I “step back” and am aware of the  

thought or image without getting taken over by it. 

_____ 20. I pay attention to sounds, such as clocks ticking, birds chirping, or cars passing.  

_____ 21. In difficult situations, I can pause without immediately reacting.  

____   22. When I have a sensation in my body, it’s difficult for me to describe it because I can’t 

 find the right words.  

_____ 23. It seems I am “running on automatic” without much awareness of what I’m doing. 

_____24. When I have distressing thoughts or images, I feel calm soon after.  

_____ 25. I tell myself that I shouldn’t be thinking the way I’m thinking. 

_____ 26. I notice the smells and aromas of things. 

_____ 27. Even when I’m feeling terribly upset, I can find a way to put it into words. 
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_____ 28. I rush through activities without being really attentive to them. 

_____ 29. When I have distressing thoughts or images I am able just to notice them without  

reacting. 

_____ 30. I think some of my emotions are bad or inappropriate and I shouldn’t feel them. 

_____ 31. I notice visual elements in art or nature, such as colors, shapes, textures, or patterns  

of light and shadow. 

_____ 32. My natural tendency is to put my experiences into words. 

_____ 33. When I have distressing thoughts or images, I just notice them and let them go. 

_____ 34. I do jobs or tasks automatically without being aware of what I’m doing. 

_____ 35. When I have distressing thoughts or images, I judge myself as good or bad,  

depending what the thought/image is about. 

_____ 36. I pay attention to how my emotions affect my thoughts and behavior. 

 _____ 37. I can usually describe how I feel at the moment in considerable detail.  

_____ 38. I find myself doing things without paying attention. 

_____ 39. I disapprove of myself when I have irrational ideas.  

 

FFMQ Scoring instructions  

For all items marked “R” the scoring must be reversed. Change 1 to 5, 2 to 4, 4 to 2, and 5 to 1 

(3 stays unchanged). Then sum the scores for each subscale.  

Observing  

1, 6, 11, 15, 20, 26, 31, 36  

Describing  

2, 7, 12R, 16R, 22R, 27, 32, 37  

Acting with awareness  

5R, 8R, 13R, 18R, 23R, 28R, 34R, 38R  

Nonjudging of inner experience  

3R, 10R, 14R, 17R, 25R, 30R, 35R, 39R  

Nonreactivity to inner experience  

4, 9, 19, 21, 24, 29, 33  
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APPENDIX B- Counselor Activity Self-Efficacy Scales 
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APPENDIX C- Perceived Stress Scale 

 

Perceived Stress Scale  

The questions in this scale ask you about your feelings and thoughts during the last month.  In 

each case, you will be asked to indicate by circling how often you felt or thought a certain way. 

For each question choose from the following alternatives: 

0 - never 1 - almost never 2 - sometimes 3 - fairly often 4 - very often 

1. In the last month, how often have you been upset because of something that happened 

unexpectedly?  

2. In the last month, how often have you felt that you were unable to control the important things 

in your life?  

3. In the last month, how often have you felt nervous and stressed?  

4. In the last month, how often have you felt confident about your ability to handle your personal 

problems?  

5. In the last month, how often have you felt that things were going your way?  

6. In the last month, how often have you found that you could not cope with all the things that 

you had to do?  

7. In the last month, how often have you been able to control irritations in your life?  

8. In the last month, how often have you felt that you were on top of things?  

9. In the last month, how often have you been angered because of things that happened that were 

outside of your control?  

10. In the last month, how often have you felt difficulties were piling up so high that you could 

not overcome them?  

Figuring Your PSS Score  
You can determine your PSS score by following these directions:  

First, reverse your scores for questions 4, 5, 7, and 8. On these 4 questions, change the scores 

like this: 0 = 4, 1 = 3, 2 = 2, 3 = 1, 4 = 0.  

Now add up your scores for each item to get a total. My total score is ___________.  

Individual scores on the PSS can range from 0 to 40 with higher scores indicating higher 

perceived  

stress.  

►  Scores ranging from 0-13 would be considered low stress.  

►  Scores ranging from 14-26 would be considered moderate stress.  

►  Scores ranging from 27-40 would be considered high perceived stress.  
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APPENDIX D- Generalized Anxiety Disorders Scale 
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