lN') University of North Dakota
2 UND Scholarly Commons

Theses and Dissertations Theses, Dissertations, and Senior Projects

8-2015

Counselor Self-Efhcacy: Relationship with
Mindfulness and Self-Compassion

Sinead K. Unsworth

Follow this and additional works at: https://commons.und.edu/theses

b Part of the Psychology Commons

Recommended Citation

Unsworth, Sinead K., "Counselor Self-Efficacy: Relationship with Mindfulness and Self-Compassion" (2015). Theses and Dissertations.
794.
https://commons.und.edu/theses/794

This Dissertation is brought to you for free and open access by the Theses, Dissertations, and Senior Projects at UND Scholarly Commons. It has been
accepted for inclusion in Theses and Dissertations by an authorized administrator of UND Scholarly Commons. For more information, please contact

zeinebyousif@library.und.edu.


https://commons.und.edu?utm_source=commons.und.edu%2Ftheses%2F794&utm_medium=PDF&utm_campaign=PDFCoverPages
https://commons.und.edu/theses?utm_source=commons.und.edu%2Ftheses%2F794&utm_medium=PDF&utm_campaign=PDFCoverPages
https://commons.und.edu/etds?utm_source=commons.und.edu%2Ftheses%2F794&utm_medium=PDF&utm_campaign=PDFCoverPages
https://commons.und.edu/theses?utm_source=commons.und.edu%2Ftheses%2F794&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/404?utm_source=commons.und.edu%2Ftheses%2F794&utm_medium=PDF&utm_campaign=PDFCoverPages
https://commons.und.edu/theses/794?utm_source=commons.und.edu%2Ftheses%2F794&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:zeineb.yousif@library.und.edu

COUNSELOR SELF-EFFICACY: RELATIONSHIP WITH MINDFULBESS AND
SELF-COMPASSION

by

Sinéad K.P.M. Unsworth
Bachelor of Arts, University of Saskatchewan, 2006
Master of Arts, University of North Dakota, 2012

A Dissertation
Submitted to the Graduate Faculty
of the
University of North Dakota
In partial fulfillment of the requirements
for the degree of

Doctor of Philosophy

Grand Forks, North Dakota
August
2015



Copyright 2015 Sinéad Unsworth



This dissertation, submitted by Sinéad K.P.M. Unsworth in partial fulfillment of
the requirements for the Degree of Doctor of Philesophy from the University of North
Dakota, has been read by the Faculty Advisory Committee under whom the work has

been done and is hereby approved.

Dorlene Walker, Ph.D., Chairperson

A J!C’D

w

David Perry, Ph.D.

A L,

Alan King, Ph.D.’

dall Clifford Nedegaard, Ph.D,

This dissertation is being submitted by the appointed advisory committee as
having met all of the requirements of the School of Graduate Studies at the University
of North Dakota and is hereby approved.

focepe Sigho

Dr. Wayne%wisher
Dean of the School of Graduate Studies

Tt r—fi, E‘G-"f

Date




PERMISSION

Title Counselor Self-Efficacy: Relationship with Mifulness and Self-
Compassion

Department Counseling Psychology and Conityservices

Degree Doctor of Philosophy

In presenting this dissertation in partial futhiént of the requirements for a
graduate degree from the University of North Dakbtgree that the library of this
University shall make it freely available for ingpien. | further agree that permission for
extensive copying for scholarly purposes may betgdiby the professor who supervised
my dissertation work or, in her absence, by theil@eeson of the department or the dean
of the School of Graduate Studies. It is understbatlany copying or publication or
other use of this dissertation or part thereofifeancial gain shall not be allowed without
my written permission. It is also understood that decognition shall be given to me and
to the University of North Dakota in any scholanlse which may be made of any
material in my dissertation.

8ad Unsworth
Augy 2015



TABLE OF CONTENTS

LIST OF TABLES ...ttt IX
LIST OF FIGURES ... . et e e e X
ACKNOWLEDGMENTS ...t e e e e e e e e e e e annnneenes Xi

ABSTRACT e Xii

CHAPTER

l. LITERATURE REVIEW

Mindfulness

Buddhist and Western Understandings of Mindfulness2

Mindfulness and Western Psychology ..........cccccceeeeenn.. 3
Defining and operationalizing mindfulness....... 3
Therapeutic AppliCAtIONS ........ccvvvuviriiimmmmmn e e eeeeeeeeeiiiieens 9
DBT and ACT ... 10
MBSR .o 12
MBCT L e 13
MedItatioN ..........eiiiiiiieeee e 14
Physiological Mechanisms...........ccccoviiieeeeeciiciennenn. 16
Cognitive BENEfitS .......ccoovviiiiiiiiiiiiieeeeee e, 17



Affective and Interpersonal Benefits ........ccccevviiiennnn. 21
Therapists and MindfulnNess .............coo o cceeieneeeenn . 22
Self-COMPASSION ....uuiiiiiieieeee e 30
Defining Self-Compassion.........ccooeeeeiiccccce e 30
Self-esteem vs. self-compassion............coww..32
Self-compassion vs. self-pity .........cceeeeeeeeennnne 33

Self-compassion as a trait and skill.................34

Self-Compassion and Mindfulness for Therapists......35
SEIf-EffICACY .oiiie e 36
Defining Self-Efficacy ..., 36
Defining Counselor Self-Efficacy.........cccceeeeeeeeniiiinnne. 37
Counselor Self-Efficacy and Mindfulness........c....ccoovviiieeeen, 39
Counselor Self-Efficacy and Self-Compassion.............c......... 41
Self-Compassion, Mindfulness, and Counselor Sdit&dy ...... 43
Purpose for This Study.........coooiiiiiiiiierieee e 44
Research Questions and Hypotheses .........cccccceviiiiiiiiiiiinnnes 45
I. METHODS ... e e e e e e e e e e e e e s e 47
Participant DemographiCs...........ooooiiii e 47
INSTIUMENES ..o 53
DemographiC SUIVEY ............uuuuuuniiiiiiieeeeniiiane e 53

Five Facet Mindfulness Questionnaire (FFMQ) .........53

Self-Compassion Scale (SCS)..............evemmmmmmieeenn... D5

Vi



Counselor Self-Efficacy Scale (CSES)....................55

PrOCEAUIE ...t 56
INCIUSION CrItEIIA ..cevvveviiiiiieee e 57
D BSIgN i ———————— e e e et e e e e e e e aarrraaaa 57
Data ANAIYSES. ....cuiiiiiiiiee ettt 57
1. 1 6 1 I I TS 59
MaIN ANAIYSES ... ettt e 59
Research Question 1 .........cooiiiiiiiiiiiccceee e, 59

Research QUestions 2...........ccooeevvvvv e eeeevvviinenenn . 01

Research Question 3 ..........cooii i, 64
POSt-HOC ANAIYSES ... 66
SUMIMABIY ..t eeee e e e e e e esa e e e e eenna e e aeeenes 68

A\ DISCUSSION ... ettt e e e s 69
Main HYPOTNESES ......iiiiieiieeiieeeeeeeee e 69

HYPOTNESIS | ... e 69

HYpPOthesiS Il ... 71

HYpPOthesis ... 73
POSt-HOC ANAIYSES ... 74
Limitations of the Current Study ..........co oo 76
Clinical ImplicatioNS ...........cooiiiiiiiiiiceeme e 77

Recommendations for Future Research......ccccoeevvvvvnenn. . 79

CONCIUSION e e e e e e e e e e e eeanas 81

Vil



APPENDICES ...t ettt a e e e 82

Appendix A: Informed CONSENT..........oooiiimememmeee e 83
Appendix B: DemOographiC SUINVEY ..........uuuiiiiiiieeeeeeeeeeeeeeeeeeeiii e 84
Appendix C: Five Facet Mindfulness Questionnaire..............ccccvvveeereeeeeeeeeeenn. 86
Appendix D: Self-Compassion Scale...........ccceiiiiiiiiiiiiiiiiieeeenn 89.
Appendix E: Counselor Self-Efficacy Scale...........cooovviiiiiiiiiiiiiiiiii e, 91
Appendix F: Debriefing FOrM ... ... e 92
Appendix G: Demographic Study ReSUILS ........ccceeiiiiiiiiiiiiiiiiicei e 93
REFERENGES ...ttt e et e e e e e e e e e 98

viii



Table

LIST OF TABLES

Page
Participant Demographic INnformation ..o 48
Demographic Data: Frequency of Personal, Priofieals and Client
ACTIVITIES .t et e e e e e e e e e e e e e e s 52
Three Scale Pearson Product-Moment Correlations................cccvvvveeeiiiinnnnen. Q.6
Pathanalysis of the Mediating Role of Self-CosHIaN ..............ccccceeeieiiiiieeeeeeenenn, 63
Spearman’s Correlations of Mindfulness MeditatieBRMQ scores, and
MINATUI PraCHCES ... e e 64
5 —Factor Rotated Matrof Items for Mindful PractiCe ..o 65
Comparison of Scale Score Means by Gender.............ouuvvviiiiiiiinieeee e 66
Comparison of Mean Scores with Level of Edugatio...............ccccceeeeiiiiiiiiinnenns 67
Spearman Correlations of Frequency of Mindfudndeditation with Scale
SCOME MEANS ......oiiiiiiiiiiiti i e e 67



Figure

1.

LIST OF FIGURES

Path Coefficients for Mindfulness, Self-Compassiand Counselor Self-
Efficacy Mediation ANAIYSIS ...........cemmmeeriiiiiiiee e e



ACKNOWLEDGMENTS

| would first like to thank my parents, Rod and Agndnsworth, who have
provided unwavering support throughout my educatliemdeavors. | would also like to
express my gratitude to my sister Roisin, for fe@rstant encouragement and good
humor offered along the way.

| would like to send thanks to all my family, frigs, and fellow students who
have been there to provide support and words afams A shout out to John and Jenn
for their wonderful company throughout this journgiying me a shoulder to lean on and
inspiring me academically.

To my committee members, thank you for all the tand energy you have put
forth on this project. | greatly appreciated yayput and encouragement during the
planning and execution of this project. | also wislextend a special thank you to my
advisor Dr. Walker for her relentless dedicatiod &me put forth in helping me defend
my dissertation prior to going on internship. Ydum-spirited genuine approach was a
breath of fresh air during my time at UND. | amtgfal for your guidance in developing

my own academic voice.

Xi



ABSTRACT

Mindfulness training has well-documented effectgpenchological and physical
health (Davis & Hayes, 2011). Recent findings ssgtsat mindfulness may be a
predictor in counselor self-efficacy (Bentley, 20@eason & Cashwell, 2009; Kane,
2010). However, a review of literature indicatesttihis relationship, along with the
mediating effects of self-compassion, have not @mined quantitatively with mental
health providers-in-training. This study examinked predictive relationship between
mindfulness and counselor self-efficacy and theptdl mediating effects of self-
compassion. A total of 213 mental health providergaining were surveyed to
determine their levels of mindfulness, self-compassand counselor self-efficacy. Three
scales were used to measure the variables inttldg.g~ive Facet Mindfulness
Questionnaire (FFMQ), Self-Compassion Scale (S@8),Counselor Self-Efficacy
Scale (CSES). A mediator pathanalysis supportetiypethesis that mindfulness is a
significant predictor of counselor self-efficacyowever, results indicated that self-
compassion was not a mediator of the mindfulnedscaanselor self-efficacy
relationship. Implications for the use of mindfudseas a development of key counselor

preparation outcomes are discussed.
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CHAPTERI
LITERATURE REVIEW

Mindfulness is a construct that has garnered gesof recent interest in
psychological treatment, wellness approaches, &aid besearch (Baer 2003; Davidson
et al. 2003; Keng, Smoski, & Robins, 2011). Sonseaechers define mindfulness as a
Western secular skill that can be used indepermfaeligious beliefs (Bishop et al.,
2004), while others define it as one componennimgrconnected system of a spiritual
practice (Keng et al., 2011). Practices for cuttvga mindfulness are often grounded in
spiritual traditions of Buddhism and increasinghyndfulness has come under scientific
examination. However defined, there has been gsharease in mindfulness research.
A review in Psychlit indicates a growth from approately 350 peer-reviewed articles
on "mindfulness" in 2005, to almost 1800 peer nergi@ articles in 2012 (Germer, 2012).

An interesting aspect of mindfulness researchbleas an exploration of
mindfulness as a skill (Germer, Siegel, & FultodQ2; Stanley et al., 2006). Evidence-
based research has contributed to the increasgnglying acceptance of mindfulness
skills as a psychotherapeutic technique for imprgwnental and physical health (Baer &
Krietemeyer, 2006). Naturally, the compelling réswf client outcomes generated from
mindfulness research has led to the adaptationrudfod psychotherapeutic approaches
for non-clinical populations; mental health provsleParticularly, there has been

emerging research and theoretical evidence supgartindfulness as a skill to enhance
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counseling skills for counselors-in-training. (Gtapher et al., 2011; Greason &
Cashwell, 2009). The outcomes of mindfulness pradtave included reports of
improved counseling skills, counselor self-efficaayd self-compassion (Baer, Lykinsh,
& Peters, 2012; Greason & Cashwell, 2009). Howewaile the role of mindfulness has
been identified as a variable that can influentlecsgnpassion and counselor self-
efficacy, its relationship with key aspects of cseillor development has yet to be fully
explored. This dissertation study explored thengjtie of the relationship between
mindfulness, self-compassion, and counselor sétfaely. The following literature
reviews the history of mindfulness, followed by ionfant definitions, and therapeutic
methods. Benefits of mindfulness are explored esates to clients and therapists,
including the potential of mindfulness as a tragnool to improve skills of counselors-
in-training. The variables of self-compassion aadreselor self-efficacy are defined and
relevant research is reviewed. | conclude this @rapith the purpose of the study,
research questions, and rationale for this research
Mindfulness

Buddhist and Western Under standings of Mindfulness

Mindfulness is a term derived from the Buddhistpgs of a Pali-language, from a
word Satk meaning, ‘to remember’ with a type of consciowssthat signifies being
mindfully present (Brown et al., 2007). Buddhisnaiphilosophical religion that
developed in India based on the teachings of Siddh&autama, who is commonly
referred to as ‘the Buddha'. According to Buddisistiptures, Buddha (which means ‘the

awakened one’) was reported to have lived in thart 8' Centuries, and shared his



teachings to enable people to reduce their owresof (Herbrechtsmeier, 1993). In
brief, mindfulness is an age-old term derived fuddhist religion and was used as a
tool to reduce suffering.

Buddhist mindfulness has remained a practice thased within an
interconnected system of other spiritual practioagduce suffering, and is primarily
used for introspective awareness of one’s physicdlpsychological experience (Keng et
al., 2011). Central Buddhist teachings includertb&ons of impermanence, non-self, and
suffering, which guide the practice of mindfulneSsrrespondingly, the Buddhist form
of mindfulness has also served as a foundatiothiodevelopment of Western
mindfulness, which has developed in an effort tapadhe concept of mindfulness for
secular practice.

The Western applications use mindfulness primaslya self-regulation tool, and
highlight and expand the awareness aspect to iaddoth one’s internal (introspective
awareness) and external experiences (Keng et0dll)2 A description of definitions
proposed by Western mindfulness scholars will bméated as well as the functions that
mindfulness is comprised of next.

Mindfulness and Wester n Psychology

Defining and oper ationalizing mindfulness. A standard definition of Western
mindfulness has proved to be a challenge in omeralizing mindfulness research.
Within a Western perspective, the complexity of ¢bastruct of mindfulness leads to
challenges in operationalizing mindfulness for e@sk purposes. Certain mindfulness

researchers define mindfulness by its present-peshespect very simplistically as



“moment-by-moment awareness” (Germer, 2005, pdgher definitions focus on the
complex state-like quality of mindfulness: a “statgosychological freedom that occurs
when attention remains quiet and limber, withota@tment to any particular point of
view” (Martin, 1997, p.291). John Kabat-Zinn higifits the attitudinal components of
mindfulness “paying attention, a particular way:pnpose, in the present moment, and
non-judgmentally” (Kabat-Zinn, 1994, p. 6). Baergdmasizes the non-judgmental
aspects: “the non-judgmental observation of theoorggstream of internal and external
stimuli as they arise” (Baer, 2003, p.125). Thesknitions are useful in highlighting
various aspects of mindfulness. Depending on theareh or clinical focus, various
components of mindfulness may be highlighted, wigiefes rise to distinctive definitions
describing the same construct.

In reviewing mindfulness literature, a clear corssemin defining and
operationalizing the construct of mindfulness hassheen reached. A reason for the lack
of consensus on both a proposed and operationalef@dtion of mindfulness is due to a
wide diversity of the traditions and utility of ndfulness. However, there has been a
concerted effort to move towards a proposed dedmibf mindfulness. In fact, several
mindfulness experts recently proposed a standagthtipnalized definition of
mindfulness (Bishop et al., 2012).

Two functions of mindfulness. Within the last decade there have been systematic
efforts to move towards developing an empiricalfs®d operational definition of
mindfulness. In efforts to clearly operationalizendfulness, Bishop et al., (2004) have

delineated two functions of mindfulness: cognitarel attitudinal.



The cognitive component, Self-Regulation of Attent(SRA), involves using
attention to observe the present moment, while toang both internal and external
events. SRA permits awareness of feelings, thought$ sensations that arise in the
stream of the consciousness. Thus, SRA is a pralcasBicreases awareness of direct
experience in a non-elaborative manner.

The attitudinal component-Orientation to Exper2(OE), describes an
attitudinal process that involves adopting an dagaon to one's present experience that is
intentional, curious, open, and accepting. Thiéudg of being intentional means that
one is focusing on the process in a particular jndgmental way, and not the outcome of
the experience. Focusing on the process involvesreilng thoughts and experience
without trying to produce a particular experience.

Both the cognitive and attitudinal components aleled to be achieved and
fostered by intentionally focusing one’s attent@mnexperiences such as the breath,
which leads one to move away from self-imposed etgtens, judgments, and
rumination. Bishop highlights the experience ohdiulness: “In a state of mindfulness,
thoughts and feelings are observed as events imithe, without over-identifying with
them and without reacting to them in an automathitual pattern of reactivity. This
dispassionate state of self-observation is thot@httroduce a “space” between one’s
perception and response. Thus, mindfulness is titdogenable one to respond to
situations more reflectively (as opposed to refleki)” (Bishop et al., 2004, p. 232).
Consequently, the de-identification to internal ex@nces leads to increased attention,

awareness, and flexibility to present-moment events



The definition described by Martin (1997) applieghe first component: self-
regulation of attention. The other definitions, désed by Kabat-Zinn (1994), Martin
(1997), and Baer (2003) include factors that dered by both components: such as
paying attention to the present moment, in a naigipental purposeful manner. Both the
operationalized components of mindfulness, whicgtdbe the functions of mindfulness,
fit with Kabat Zinn’s definition that emphasizegtawareness and intentionality of the
concept. Based on the fact that Kabat-Zinn's didiniis applicable to the proposed
operationalized definition, as well as the notibattit is widely used as the seminal
definition of mindfulness, Kabat-Zinn’s definitiaof mindfulness will be used for this
study. Next, the concept of mindfulness will besfed out to describe the various forms
of mindfulness.

Mindfulness as a state, trait, and skill. There has also been support for the
conceptual definition to be derived using a nundfdorms: trait, state, or skill. Some
researchers emphasize the state-like componemsgdfulness (Ritchie & Bryant,
2012). A mindful state can be induced by mindf@gtice and is temporary. It includes
using one's attention to be mindful of one’s ing¢state (Ritchie & Bryant, 2012). The
practice of using mindfulness skills to produceiadful state is viewed as an adaptive
coping skill for mindless maladaptive cognitive,@mnal, or behavioral patterns.
Bishop et al., (2004) also view mindfulness as eptitally closer to a state than a trait,
because they believe a mindfulness state is depeadd maintained by regular
mindfulness practice. Without the practice andftioeis on attending to the moment in a

particular way, a state of mindfulness would deseeand end.



Other researchers conceptualize mindfulness asd#&ait-like components as
well (Brown & Ryan, 2003). A trait is an inhererfitazacteristic that one possesses that
predisposes one to act in a particular way in thewironment. Brown and Ryan (2003)
surmised that those who exhibit mindfulness tnaisild have a proclivity to possess
more of a mindfulness state. Conducting severahiipasive studies: correlational, quasi-
experimental and laboratory studies, these reseercheasured both trait and state
mindfulness in college and non-college participaRisdings from their sampling studies
indicated both trait and state mindfulness wereadbto predict emotional well-being and
self-regulation. Brown and Ryan'’s findings supgbg notion that both trait and state
mindfulness are measurable constructs that mag gimlotional and mental benefits.

Findings from other studies support the notion thatmindful trait has been
found to correlate with other adaptive traits: eiomwl intelligence, self-compassion and
openness to experience (Baer, Smith, Hopkins, &melyer, & Toney, 2006), and
negatively correlated with lower levels of rumimatj negative affect, thought
suppression, and other types of thinking pattdrasdre linked with poorer emotional
adaptation (Shapiro, Brown, & Biegel, 2007). Anathidy generated similar findings:
the mindfulness trait was predicted to be assatmaith lower levels of anxiety, fewer
avoidant coping methods, and lower perceived s{f¢ssg et al., 2011). These studies
suggest that mindfulness is correlated with hidgeeels of adaptive coping strategies and
healthier thought patterns that buffer againstetyand rumination.

Past research has examined how predisposed trthitsrice one's level of

mindfulness. Walsh, Balint, Smolira, Fredicksenii&dsen (2009) explored the dynamic



of the traits such as how anxiety with attachmeatg@sses can impact level of
mindfulness. Researchers found that those with leiggls of anxiety tended to be less
mindful than those with low levels of anxiety. Attament anxiety, an object-relations
construct that describes a type of bond that @ ¢brims with their mother at an early
age, was found to be a negative predictor of minéfs. Characteristics associated with
high levels of anxiety and attachment anxiety-ruation, hypersensitivity, and
attentional and interpretive processing biasesraentnindful traits. Subsequently, it
appears that certain experiences (i.e. early settaehment) or traits may lead
individuals to inherently possess higher levelait mindfulness.

The mindfulness trait was also found to be podyieerrelated with other
psychological well-being indicators including plaasaffect (r = .32) and life satisfaction
(r =.29) (Bishop et al., 2004). In further exphayithe relationship between personality
traits and mindfulness, Van Den Hurk and colleag@641) compared the traits of
people who meditate with a non-meditating controug. A personality inventory and a
mindfulness questionnaire were administered tagjaints. As predicted, compared to
the control group, mindfulness meditators repoltigther levels of openness to
experience, extraversion, and curiosity, with aatieg relation to neuroticism and
conscientiousness. A limitation to this researdat this study did not use a pre and post
method. Identifying traits associated with the gcacof mindfulness while controlling
for inherent traits associated with people whoattected to mindfulness meditation
would assist in eliminating possible confoundingafales in future research.

Mindfulness has been argued as an inherent hunaacatbristic with some being



more predisposed to the trait than others, anantatso be fostered with practice and
vary widely in degree depending on the individigiovn & Ryan, 2003). Brown and
Ryan (2003) also found support for identificatidrboth trait and state mindfulness
having beneficial effects in predicting lower levelf negative affect for participants
examined over a two to three week period. Basetth@evidence suggesting mindfulness
as a trait and skill that can be cultivated wite gractice of mindfulness, some
researchers approach mindfulness as just a skilllsdact, Baer et al.’'s (2006) research
demonstrated five distinct skills of mindfulnesbserving, describing, non-reacting, non-
judging, and acting with awareness.

In summary, mindfulness is both a trait and stéte-duality, and the fact that it
can be fostered as a skill-set in both clinical aod-clinical settings suggest implications
for clinical use. Given that mindfulness can bertsd as a trait, state, or skill, it is a
multiformational construct. Although mindfulnessdae a state and a trait, for the
purpose of this study, the cultivation of the tthrough the use of mindful skills will be
examined. Based on the burgeoning literature suimgathe benefits of mindfulness,
mindfulness-based approaches and practices hamndrbpkemented into therapy to
foster mindfulness as a skill.

Therapeutic Applications

As reviewed, mindfulness has been linked with pasibutcomes and personality
traits related to wellbeing. Given this link, théras been efficacious research suggesting
the clinical application of mindfulness (Keng et 2011). There are numerous

mindfulness interventions that can be implementettiérapy. This section presents



literature related to the various types of mindégisrtbased approaches. A discussion of
cognitive, physiological, and affective mechanidoiows.

DBT and ACT. Since the development of mindfulness and accepthased
therapies, Germer (2012) notes that there has&saiit from other psychotherapies of
focusing on thoughts, feelings, or behaviors, tgim@amore attention to the intention of
behavior. Acceptance Commitment Therapy (ACT) aralddtical Behavioral Therapy
(DBT) are both therapies reflecting mindfulnesscpcas that are not completed within
the context of sitting meditation (Baer & Krieteneey2006). Recently developed in the
last half of the century, ACT and DBT both incorgtar mindfulness and acceptance
components that validate and accept the clientiseatiexperience while encouraging the
client to change. The ability to accept emotiomal physical pain is core components of
mindfulness and has received empirical supporttferutility of this belief in mental
health treatment (Segal, Williams, & Teasdale, 3002

The main dialectic used in DBT integrates modeacokptance and change in
one’s behavior. DBT uses cognitive-behavioral egegs combined with mindfulness
skills in order to help modify maladaptive thougtgmotions, and behaviors, while
facilitating acceptance of one’s experiences (BaKrietemeyer, 2006). Marsha Linehan
(1993), who is credited with developing DBT foripats with Borderline Personality
Disorder (BPD), believed that formal sitting metlda was too intensive for persons
with BPD. Rather, the multi-component behaviorarépy includes a variety of skills
training, including mindfulness skills that emptzasincorporating mindful practices into

regular daily activities while bathing, washing tishes, and eating. Linehan believed
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that the essential components of mindfulness coeldracticed without meditation.
Indeed, DBT is viewed as one of the most efficagimaatments for BPD (Robins,
Schmidt, & Linehan, 2004). A meta-analysis of nuoosrDBT studies corroborated
findings from previous research, indicating DBTeffective in treating client
populations with the following diagnoses: BPD (cofbid with self-harm behaviors and
mood disorders), binge-eating disorder, bulimia depression. Additionally, this meta-
analysis indicated that standard outpatient DBmodified DBT demonstrated to be
more effective than treatment as usual, waiting disanother active treatment (i.e.
antidepressant medication and community treatmgeiperts) (Keng et al., 2011).

ACT is another type of therapy that does not negsiitting meditation for
mindful practice. Derived from Relational Frame ®hge ACT'’s principles are
incorporated from gestalt, experiential, and cageibehavioral therapy, in addition to
mindfulness techniques (Baer & Krietemeyer, 208@y mindfulness components
focused on with ACT include acceptance and presentered attitude.

A number of studies indicate ACT as efficaciousr@ating a variety of disorders.
Namely, ACT was found to be more effective thaatiteent as usual for affective and
psychotic symptoms, and social functioning. Forssaiice abuse and dependence as well
as depressive and anxiety symptoms, ACT demongtsaigeriority to no intervention at
all and similar effectiveness as other treatmemtt &s cognitive therapy, systematic
desensitization, and nicotine replacement ther&pyg et al., 2011). Results from
efficacy studies have also demonstrated ACT todyefil in treating the following

conditions: chronic pain, eating disorders, ancétimental health conditions (Hayes,
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Follette, & Linehan, 2004).

Mindfulness-based stressreduction (MBSR). Prior to the introduction of formal
mindful practice implemented into psychotherapg, dhigins of Western mindfulness
began in health settings. In 1979, Kabat-Zinn odem® BSR clinic in Massachusetts’
Medical School for clients with chronic physicah#ss who were not responding to his
prescribed medical treatments. MBSR is a medicahatkused to reduce stress, improve
self-regulation, foster present-moment awarenedsalp clients reduce regrets and
concerns. Kabat-Zinn created the MBSR method tstadgents in bringing awareness to
their symptoms by focusing on the present.

MBSR is a structured 8-10 week group comprised edkily 2.5-hour sessions.
Different forms of mindfulness practice are useduding: mindful yoga, mindfulness
meditation, and mindfulness skills for social iatettons or stressful situations (Baer &
Krietemeyer 2006). Clients are instructed to pcactd5 minutes of mindful practices
daily. These clinics have shown to be very succésgth clients, as clients began to
recognize that their experience of their physicamotional pain was exacerbated by
their negative reactions and perceptions of the (Baer & Krietemeyer 2006).

Client success from MBSR programs sparked inténesie psychology field for
integrating mindfulness and psychotherapy. Adddltyn Kabat-Zinn’s publication of
practical books on mindfulness for the general joubl use mindfulness has generated
much popularity and success. Hence, the influehéabat-Zinn and his MBSR
program has had significant influence within thggbh®therapeutic community.

Outcome research of randomized controlled MBSRissuddicate improvement

12



in functioning for the following clinical and nonugical populations: college students,
patients with cancer, heart disease, fiboromyalwiamultiple sclerosis, health care
professionals, community adults and corporate eyagle. Particular symptom
improvement includes reduction in anxiety, dep@ssanger, rumination, psychological
distress, perceived stress, and medical symptamisam increased sense of spirituality,
satisfaction with life, and quality of life (Grosam, Niemann, Schmidt, & Walach, 2004;
Keng et al., 2011).

Mindfulness-Based Cognitive Therapy (MBCT). Another area in psychology
that mindfulness has expanded is in cognitive benakerapy (CBT). MBCT, which
was developed by Segal, Williams and Teasdalesabdsed on Kabat-Zinn's MBSR
program, is an eight-week manualized group inter@arprogram that was specifically
created as a relapse prevention method in rendgpdession (Segal et al., 2002). Unlike
CBT, which is focused on modifying cognitive digtons, MBCT first focuses on the
underpinnings of one’s relationship with one’s thbts and to accept what is. One of
MBCT's principles explicates that by not resistihg thoughts, the power of the thought
weakens, allowing one to detach from the distrgstiinughts. Thus, it is suggested that
MBCT has enhanced CBT by combining elements of itvgrtherapy and mindfulness
training, in examining one’s relationship to emaabpain, in addition to restructuring
thought patterns (Segal et al., 2002).

A meta-analytic review of MBCT outcome research éasonstrated efficacy for
MBCT in the treatment of remittent depression. leséingly, there is support that MBCT

reduces relapse rates of depression for clientstiwiee or more episodes of depression,
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but has not demonstrated a reduction in relapss fat clients who have only
experienced two or less episodes of depressiorceH&MBCT appears to be a method
that is more effective for people who have at I#aste episodes of depression. However,
preliminary evidence from Keng and colleagues ssgh8CT is more effective than
treatment as usual in reducing depressive symptontirrently depressed patients.
Additionally, modified MBCT has also found to béegtive for bipolar disorder and

social phobia (Keng et al., 2011).

The approaches reported above, ACT, DBT, MBSR,MBET, were reviewed
due to their clinical popularity and evidence-basegdport. Other mindfulness
therapeutic approaches that have recently beeragedeand are growing in empirical
support for clinical applications include: Mindfelss-Based Eating Awareness Training-
for eating disorders and related issues (Kristellever, & Sheets, 2013);
Mindfulness-Based Relapse Prevention-for addicfWitkiewitz, Greenfield, & Bowen,
2013); and Mindfulness-Based Relationship Enhanoéffioe relationship issues
(Carson, Carson, Gil, & Baucom, 2004). Regardlésdimical applications, mindfulness
has been demonstrated to be associated with poshianges in human functioning.
Another practice that can be practiced as parttbéeapeutic method or on its own, is
called mindfulness meditation.

Meditation. One type of a formal mindful practice, referrecas mindfulness
meditation is integrated in client practice for MB@nd MBSR. Of note, terms such as
mindfulness and meditation are often used intergbahbly in contemplative literature.

However, mindfulness and meditation are not theeseamms. Meditation is one of the
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modes in which one can practice and cultivate nuimgfss. However, one does not need
to meditate in order to practice mindfulness andsadful practice can occur without
meditation. There are different types of meditatt for this study, mindfulness
meditation will be explored and refers to a typadtvity of self-regulation that
intentionally does not focus on cognition (Stayf@907). Specifically, mindfulness
meditation is a type of mental training that inve@svhe practice of sustained attention
and purposefully paying attention to one's inngregience in a non-judgmental way
(Kabat-Zinn, 1994). Empirical research has sumgubtihe notion that mindfulness
increases with meditative practice, which can lkgasymptom reduction in a range of
mental health and physical issues, and increafelmgs of wellbeing (Baer et al.,
2006).

When meditating, usually one is seated in a coralidetposition in a quiet
environment with their eyes closed. Activities vehihindfully meditating include
directing attention to one's present-centered éxpes, and redirecting attention
whenever one's mind wanders away from a presemem@ehfocus. Often, it is helpful for
meditators to label what types of experiences aseng, such as emotions, feelings, or
thoughts (Sedimeier et al., 2012). Examples ofsyafdabeling thoughts are 'is this
thought | am having a judging thought?' or, ‘I metmy mind wandering and | am
creating a grocery list in my mind, that is a pliagnthought.' By labeling the experience,
one can create space between the mental evenh@ulitéct experience, thereby
decreasing the attachment to the mental eventpraventing what is called a 'domino

effect’ of reacting to a distressing thought wittistressing feeling.
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In summary, formal and informal practices of muldéss have been
implemented into mindfulness-based approaches. M®RMBCT approaches
emphasize the more formal practice of mindfulness ihindfulness meditation), while
others such as ACT and DBT implement informal pcast(i.e. DBT skills). Research
suggests that formal and informal mindfulness praatan yield benefits whether it is
implemented in mindfulness-based therapy, or pradton its own. A brief review
regarding how mindfulness works is discussed next.

Physiological Mechanisms

There has been a strong interest in identifyimguhderlying physiological
mechanisms of mindfulness practice. According terypeviewed studies, mindfulness
skills such as mindfulness meditation can creatk bwuctural and cellular changes of
the brain (Gage, 2002). These changes in the braireferred to as Neuroplasticity-the
changing of the brain at various levels due to aepees. Changes due to meditation
have been seen through brain imaging studies ifotlmaving areas: hippocampus,
prefrontal and other cortex regions, as well asthband prefrontal lobe (Holzel et al.,
2011). These areas are involved with emotion reguiaas well as learning and memory
processes.

One of the ways to measure these brain changé@ghishe use of brain imaging
methods such as the electroencephalography (EB@hwnonitors brain electrical
activity. Using an EEG method, Davidson et al. @0fonducted a randomized
controlled eight-week study to measure effects idfulness meditation on brain and

immune function. At the end of the eight-week périparticipants were vaccinated with
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an influenza vaccine. The intervention group hgdiBcant increases in both the left-
side anterior activation (center associated witsitp@ affect) and antibody titers (level
of antibodies in blood) in comparison to the congg@up. These reports suggest utility
of mindfulness meditation for mood and as a 'bab&ieimmune functioning.

Another brain measurement -magnetic resonance (M&jery- was used to
measure brain changes in MBSR patrticipants. Haladlcolleagues (2011) examined
gray matter concentrations that were hypothesiaduktimpacted by meditation. Past
studies have revealed that debilitating conditisunsh as posttraumatic stress disorder
and major depression, are associated with a dextemay matter density (Sheline, 2000;
Kasai et al., 2008). Thus, gray matter volume hesrdhined to be positively correlated
with resilience to aging, and external and intestedss. Subsequently, Holzel et al.’s,
(2011) pre-post study found brain changes withiB@ant increases in gray matter in
brain regions associated with emotion regulatiearning and memory processes, and
perspective abilities. The areas of the brain tadjby meditation practice include areas
involved in emotion regulation, learning, and meynarocesses, all of which are
suggested as key areas that are activated fopiberavhen working clients. These
studies provide support for meditation as an egerfor positively affecting structural
and cellular changes in the brain.

Cognitive Benefits

Cognitive tasks are measures that have shed hgheiunderstanding of the

physiological mechanisms of mindfulness. These itivgitasks measure cognitive skills

that are believed to be associated with mindfulisessponents such as attention,
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awareness, and executive control (Baer et al., RGdadings from Anicha, Ode,
Moeller, and Robinson’s (2012) study, demonstrateelationship with mindfulness and
cognitive abilities. Two facets of mindfulness maasl in the study were 'observing' and
'non-reactivity'. Observing is referred to as théity to be aware of perceptional
experiences that may not be perceived by indivluath lower levels of mindfulness.
Examples of an observing skill include an awarewés®ft music playing in the
background or a clock ticking. Non-reactivity isnendfulness facet that involves the
ability to be more reflective rather than reaciivéhe moment after exposure to a
distressing stimuli (i.e. “In difficult situation$can pause without immediately reacting”,
p. 259, Anicha et al., 2012). Both facets are belieto be due to separate brain
structures.

Specifically, the observer facet is thought to &deant on posterior brain processes
and the non-reactivity facet functions using aotesiructures (Arnsten & Robbins, 2002;
Miller & Cohen, 2001). Thus, the observing faceswaeasured using cognitive tasks
that measured perceptual abilities, and the noctixéiy facet was examined with tasks
measuring cognitive control and flexibility. Resuirom Anicha et al.'s study indicate
individuals who scored high on the observing fafehindfulness were found to perform
better in perceptual abilities in comparison to Esering observers. Additionally, high
scorers of non-reactivity also demonstrated gresigity for cognitive control and
flexibility than low scorers of non-reactivity. Asedicted, the non-reactivity facet was
correlated with greater cognitive control and flehiy, but no correlation was found with

these cognitive tasks and the observer facet. &ilpithe observing facet was correlated
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with enhanced perceptual skills, but the non-redagtfacet was not correlated with these
skills. These results demonstrate that mindfulfi@ssts are directly related to cognition.
Additionally, these findings suggest that mindfidadacets are not mutually related,;
indicating different facets highlight separate typé cognitive skill. Thus, mindfulness
traits do not necessarily function in a uniform manbut are more complex whereby
mindful practice influences different areas of binain depending on the type of
mindfulness skill that is being practiced. Thitommation has utility for specific
counselor skills training. Tailoring counselor tigig to meet specific individualized
needs, skills training for observing or non-reatgicould depend on the counselor’s
level of development in certain mindfulness skills.

One cognitive process that can be impacted by rmaoddumination is working
memory. Researchers Jha, Stanley, Kiyonaga, WarigGGalfand (2010), examined the
functioning of working memory over a period of eigieeks of mindfulness meditation
training among a military group prior to their deyinent, which is often a highly
stressful time. Compared to two control groupsari-meditating military participants as
well as non-meditating civilian group, the militameditation group was found to display
increased working memory capacity. On the othedhawer the span of eight-weeks, the
control group of military non-meditators was founchave decreased levels of working
memory capacity, whereas the civilian group wablstaver time (Jha et al., 2010).
These findings suggest that working memory is negigtimpacted by stress and
mindfulness meditation can buffer against the cingmieffects of stress. Thus, an

outcome of mindfulness appears to be enhancedtoagfunctioning due to having
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more cognitive energy that is not expended by dognprocesses such as rumination.

Other research has examined another aspect oitieginctioning, processing
speed. Moore and Malinowski (2009) were interestegkploring performance on
attention measures in relation to mindfulness. Resudicated experienced Buddhist
meditators performed better on all examined measufrattention and also reported
higher levels of mindfulness. Cognitive flexibilityas also correlated with mindfulness
and attention. However, a limitation with the stydg. lack of randomization) prevents
the ability to strongly assert that mindfulness aretlitation were the factors leading to
stronger cognitive functioning.

Cognitive flexibility is an ability that can rede@motional reactivity, and
increase ability to self-observe. Having higheelewf cognitive flexibility is also
related to having a quicker recovery to returnrie's baseline following a negative
external stimulus (Siegel, 2007a). This was exathinene study that measured
emotional reactivity after participants viewed atdissing picture (Ortner, Kilner &
Zelazo, 2007). People who had higher levels of minéss (and meditated) were found
to return to their neutral feelings more quicklgtithose who had lower levels of
mindfulness (non-meditators) and had increaseddefdocus on assigned cognitive
tasks. Both cognitive flexibility and emotional o#aity are suggested to be potential
outcomes of mindfulness practice.

In summary, these cognitive findings suggest thadfmlness may be used as a
skill to assist therapists in enhancing cognitieibility, attention, and decrease

emotional reactivity, which are all important s&ifbr an effective therapist to develop in
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training.
Affective and Inter per sonal Benefits

One area that has received considerable atteistibie relationship between
mindfulness and affective benefits. Specificaltydses have provided evidence linking
levels of mindfulness with reduced rumination, &tyinegative affect, and stress
reduction (Chambers, Lo, & Allen, 2008; Hoffmanwgar, Witt, & Oh, 2010; Farb et
al., 2010; Mckim, 2008; Ramel, Goldin, Carmona, &Quaid, 2004).

Additionally, enhanced cognitive functions suchhesta-cognitive awareness and
attention capacities have been thought to posytivepact emotion-regulation strategies.
Findings such as improved emotion regulation dudettreased reactivity to distressing
stimuli, thereby increasing adaptive respondingehaeen prevalently reported in
mindfulness research. Subsequently, evidence stgoher notion that mindfulness
mediates emotion regulation (Corcoran, Farb, Arater& Segal, 2010; Farb et al., 2010;
Siegel, 2007b). Mechanisms underlying the effettshange associated with emotion
regulation have been proposed to be due to tasksasuan increase in meta-cognition
awareness, attentional capabilities, and decressmative thoughts.

As noted above, efficacious outcomes of mindfidrieslude decreased reactivity
and increased response flexibility (Cahn & Pol@®09). These two components appear
to be interacting with each other as decreasedienadtreactivity can increase how one
responds to stimuli and thus increase cognitivaliiety. Mechanisms associated with
change that contribute to these effects includesdsed amygdala activity (which is an

area of the brain associated with fear) and inecastivity in the brain associated with

21



attentional processes (Goldin & Gross, 2010).

Studies exploring traits associated with mindfagandicate it is positively
related to interpersonal advantages. These bem&ltgle relationship satisfaction due to
ability to respond to relational conflict with cdnsctive communication, which includes
identifying emotions and utilizing empathy (BarnBspwn, Krusemark, Campbell, &
Rogge, 2007; Wachs & Cordova, 2007). Contrastingindfulness has demonstrated to
be negatively correlated with negativity, emotiooahtagion and stress (Dekeyser, Raes,
Leijssen, Leyson, & Dewulf, 2008). Subsequentlypeioal evidence suggests that
mindfulness can act as a buffer against stressiassd with relational conflict (Barnes et
al., 2007). Qualities such as meta-cognitive anessnemotion regulation and an
increased ability to resolve interpersonal confligh lend as an invaluable skills for
therapists to use both in their personal and psidesl life. Research on therapists and
mindfulness will be reviewed next.
Therapistsand Mindfulness

Mindfulness practice has recently been examinedtasl for therapists in
enhancing their clinical skills (Aiken, 2006). Mahhealth providers are required to
maintain competencies for particular domains ireotd ensure they are meeting the
basic ethical requirements within their professione of the competencies is referred to
as ‘emotional competence’, which is based on coraptansuch as one’s ability to
manage affect tolerance and transference, and aavhee of how one’s personal issues
may affect their professional work with clientsvén that the American Psychology

Association (2010) emphasize that emotional conmaetéor clinicians is important to
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maintain, mindfulness is proposed as a way for selans to also take care of themselves
and gain insight by continually maintaining thain@ional competence.

Unlike other therapeutic approaches in psycholtpchers of formal
mindfulness practice assert that it is importanicfmicians who are teaching
mindfulness to also practice it themselves (NREBR2). Depending on the type of
therapy practiced, different recommendations agaired for mindful therapists. Both
MBSR and MBCT therapists are required to engageemsonal practice of mindfulness
such as meditation. For DBT and ACT therapistsy Hre encouraged to understand the
definitions and interventions so they can teachr tients, but there is no
recommendation of meditative practice (Baer & Karaeyer, 2006). Thus, clinicians
who use mindfulness-based interventions with cliemé encouraged to practice it for
their own personal and professional growth, bubm@mendations can vary.

In addition to the several discussed mindfulnessagheutic approaches that treat
clients with mindfulness, there is diversity in htdve therapist utilizes mindfulness.
Germer (2005), a clinical instructor in psycholand a founding member of the institute
for meditation and psychotherapy, suggests mindidrcan be incorporated in therapy
via:

1. mindful presence that arises from personal practice

2. mindfulness-informal practice or having a theowdticamework that is

influenced by mindfulness

3. mindfulness-based psychotherapy: explicitly tregapatients with

mindfulness. (p.18)
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Thus, mindfulness is not only a skill that is adaptor therapists who practice
mindfulness-based psychotherapies. Rather, mineglpractice for therapists can range
from solely using it for personal benefits and agag to improve clinical functioning, to
using it to complement one’s mindfulness-basedajeutic approach. Similarly,
mindfulness interventions for therapists can bealw@sea practice for therapists who do
not use mindfulness-based therapeutic approachaslias

Another integral aspect of mindfulness explainethanext section is the clinical
benefits found in therapists-in-training that aelyvpractice mindfulness. Within the last
20 years, research examining the impact that mineés has on therapists has recently
been emerging but is disproportionately smallexamparison to mindfulness associated
with benefits research. Based on the fact thastih@y of mindfulness with counselors-
in-training is new in the field, a surge of qudika studies have been recently emerging.

Specifically examining mindfulness within therapisteveral studies have
provided evidence of benefits of mindful practiéestherapists. Aiken (2006)
gualitatively examined six experienced psychothggapactitioners who had maintained
a mindfulness meditation practice for at least é@rg. Participants reported mindful
practice contributed to their empathy, compassaou, presence within client sessions.
Another qualitative study conducted with six codaseand counselor educators who
practiced mindfulness indicated the following ovehing themes: connectedness,
gratitude, and intentional living. However, thissnaonrandom in nature and thus
difficult to generalize (Rothaupt & Morgan, 2007).

Christopher and Maris (2010) conducted a reviewsereral qualitative studies
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exploring the impact of a mindfulness course farrselors-in-training. Among the meta-
themes across the five qualitative research studssemerged, the practice of
mindfulness was reported to increase acceptanceangassion for themselves, as well
as reports of increased confidence and competartteir work with clients and
relationships with others. Common themes thattyeelate to the current study
include reports that mindfulness training reduasatt of inadequacy and incompetence
and enhanced their ability to trust themselves thepist (Christopher & Maris, 2010).
Students in these studies also reported an increaseareness, patience, empathy,
attentiveness, non-reactivity, and non-judgment.

Another study by Christopher and colleagues (20&hy examined counselors’
perceptions of mindfulness training, corroboratedifgs that mindfulness could be used
as a tool for therapists to use professionallyfangelf-care. Specifically, this qualitative
study explores the impact mindfulness can haveegmbing therapists. These therapists
were originally taught mindfulness techniques iadyrate school, and 13 out of 16 at the
post-study were still personally practicing mindifegs, and considered it to be a valuable
asset for self-care and also professionally. Sppadly, common themes identified
include personal practice that led to changeseir firofessional domain: increased
compassion for themselves and others, as wellcasased level of comfort with the
client and ability to tolerate ambiguity in session

Similar population and methodology from anothedgtyielded similar findings
related to beginning-therapists and the use of fuindss. McCollum and Gehart's

(2010) qualitative study examined journals of 18Isents, and found outcome effects of
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mindfulness meditation such as being present-cethiersession, an increased
acceptance, compassion, and awareness of modesapy.

Results from these studies indicate mindfulness Ingalyelpful in cultivating
components of the therapeutic process: empathwytendtion, as well as reducing
burnout and increase basic counseling skills. egg these studies suggest compelling
support for the contribution of mindfulness to &nts’ professional development.
Notably, self-compassion and increased feelingsoahselor self-efficacy are common
themes reviewed as benefits of mindfulness pracidienitation to the studies above,
which is indicative of qualitative research, is thability to determine magnitude and the
range of change that occurs with the practice adhang mindfulness to counseling
students. Additionally, in reviewing a lot of thieidies above, no randomization with
selection of trainees occurred because the traime@shosen to take the mindfulness
classes that were offered by researchers. Rallese studies provide preliminary
findings suggesting mindfulness may be a usefulitrg method for counselors-in-
training.

Recent quantitative studies have emerged, whitphtbeemedy the dilemmas of
qualitative research. Buser, Buser, Peterson, analy8arian (2012), conducted an
experimental study that measured the effect of amoumindfulness practice in
counseling trainees (n=59) for their counselindgiskievelopment. This was one of the
first studies that began to bridge the gaps iriteeture for mindfulness in counselor
education. This study assessed the impact of mimea practice by studying three

groups of counseling trainees, a control grouppfraatice of mindfulness but received
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standard skills training only), a brief group (fisessions of mindfulness practice), and an
extended group (11 sessions of mindfulness praciResearchers measured change in
skills by observing students’ counseling skillsiwat role-play client. Results indicated
improvements in counseling skills for participamtshe brief and extended groups
compared to the control group, but no significaffecences emerged between the brief
and extended group. Additionally no significanfeli€nces for one subscale that
measured counselor exploration skills between ¢timérol and brief group. Researchers
suggested that their small sample size may havieilooted to the lack of statistical
significance for the skills between control ancebmtervention groups. Also, these
results suggest that large amounts of mindfulnesstipe may not be necessary in order
to see improvement in counseling skill developmé&he researchers proposed more
specific mindfulness interventions that are usef¢os on improvement of specific
outcomes variables (e.g., attention, anxiety, onseling self-efficacy). Conversely, they
suggest that these variables should receive mtaetiain in research to determine which
of them are key components of counselor developifigrger et al., 2012).

As reviewed above, there has been no standardizéfibohto examine how
quickly therapists can enhance their skills witmdfulness interventions. With this task
in mind, Dunn, Callahan, Swift, and Ivanovic (20b3asured the impact of short-term
mindfulness interventions for therapists. Therapigtre instructed to complete a five-
minute exercise prior to client sessions. Resubisifthis empirical quantitative study
demonstrated that the clients viewed their thetais significantly more effective than

therapists who did not practice the pre-sessiordfuiness exercise. This study measured
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effectiveness in terms of client perceptions ofrttieerapists and provides support that
client's may experience benefits from mindful thesés. The results also suggest that
mindfulness interventions may not need to be pradtformally or over a long period of
time for benefits to occur.

Another study attempted to examine the effectsiafifnlness meditation with
psychotherapists. Wang (2007) conducted a quaaétahd qualitative study to explore
two groups of psychotherapists who were eitherntedaas meditators or non-meditators.
Quantitative results demonstrated no significafiecences between the groups for
attention or awareness levels. However, the medgaeported higher levels of empathy
than the non-meditators. Qualitative data betweenms also suggested higher levels of
attention, awareness, empathy, and compassior iméudlitators compared to their non-
meditating counterparts.

Other researchers are interested in exploring hawdfinl therapists impact client
outcomes. One study that has recently receivetia kttention for their groundbreaking
study is Grepmair et al.’s (2007) work in measuichgnt outcomes of mindful
therapists-in-training. Using a randomized triaildst with a control group, 18 doctoral
counseling trainees were randomly assigned toewaek meditation group vs. a non-
meditation group. Grepmair et al. (2007) examitieglapists-in-training as an
instrument rather than focusing on the effectiveradgherapeutic interventions. Clients
reported significant improvements when working wrtkaditating therapists, compared to
clients who worked with non-meditating therapidtsie weeks after the study had

begun, client reports were significantly higheseif-awareness, quicker rates of change,

28



and greater reduction in overall symptoms in comgparto their controlled counterparts.
This study lends credence to the perspective tblnigian’s mindfulness practice can
influence their clinical practice.

However, there are conflicting findings. Indeedar¢y et al. (2006) found no
significant differences between client outcomes amttlfulness practices or traits of
therapists in their study, while examining the tielaship of the trait mindfulness with
client outcomes among doctoral-level clinical psylolyy trainees. Contrary to
predictions, the trait mindfulness was inverselgrelated with client outcomes. In a
similar vein, results were found with Bruce’s (20@&domized quantitative study that
measured therapist trait mindfulness with therapeuttcome and alliance. Another
similar study measuring therapists’ relation of diiness and client outcomes found no
relationship between the variables. A possiblétéition to the studies above is the heavy
reliance on self-reports of mindfulness. Davis Biayes (2011) note that less mindful
people may inaccurately report inflated levels afdfulness because they are not aware
of how mindful they actually are. Moreover, mindfaidople may report themselves as
having lower levels of mindfulness because theyvasee aware of what mindfulness is.
Notably, the study that found significant resuéigarding client outcomes (Grepmair et
al., 2007) used an intervention study in whichipgrants practiced mindfulness rather
than just reporting their levels of mindfulnessughit is suggested that the practice of
mindfulness be taken into account when measuraiglévels of mindfulness. Although
there is a plethora of research emerging for tippaeu of mindfulness benefits for

therapists, further examination of client outcomé mindful therapists and therapists-
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in training is needed to explore whether changse@ated with mindful therapists
significantly impact a client's therapeutic success

In light of research and theoretical conjecturggpsuting the inclusion of
mindfulness in counselor education (Buser et 8122 Christopher et al. 201Greason
& Cashwell, 2009; McCollum & Gehart's, 2010), recoendations have been proposed
to further examine specific variables related toafulness and skill development (Buser
et al., 2012; Greason & Cashwell, 2009; Kane, 204Bhough both self-compassion and
counselor self-efficacy have been reviewed as mimmitcomes, their relationship with
mindfulness has not been established. Recentitg siach as self-compassion and
counselor self-efficacy have been examined as caergs that may positively impact
clinicians’ work (Kane, 2010). Self-compassion]daled by counselor self-efficacy will
be reviewed next.

Self-Compassion

Defining Self-Compassion

A growing body of literature indicates self-compasss a trait that can be
fostered with practice (Neff & Germer, 2013). Derswated to highly correlate with
mindfulness, self-compassion is a concept thabhgss in Buddhist traditions. In
Buddhist psychology, self-compassion is not vieas@ separate construct from
compassion (Neff, 2003b). The Buddhist definitiodicates compassion is a term that
entails one is worthy of compassion, as well tlegaition that the human experience
involves suffering and the desire to alleviat&\itth self-compassion, one is believed to

have an open-mind and nonjudgmental attitude tosvangself and their own suffering.

30



In Western psychology, self-compassion has beetribesl as a way of relating
to oneself, in a manner that does not involve atauas of self-worth, particularly when
one is experiencing suffering of some sort (Ne®)2b). Suffering can be described as
perceiving oneself as inadequate or as a reaaiian external stressor. This definition
has been articulated by Neff (2003a) who is knowsélf-compassion research for
constructing and validating a scale that measwsagponents of self-compassion. Self-
compassion is conceptually broken-down into thimemonents: 1) self-kindness vs.
self-judgment, 2) common-humanity vs. isolationd &y mindfulness vs.
overidentification. 1) Self-kindness involves agtin a warm, understanding way to
ourselves when suffering, feeling inadequate, peerncing failure. It means acting in a
non-judgmental way to ourselves, as opposed tiwizriig or belittling ourselves. 2)
Common-humanity refers to the recognition thatesurfiy is experienced by all humans,
and with that notion one increases connectednahsotiers thereby minimizing feelings
of isolation and feeling like ‘I am the only one avthis happens to or who makes
mistakes and suffers’. This component of self-cossmmn helps one recognize that
suffering is a shared human experience. 3) Min@dssnnvolves the manner in which one
experiences a distressing event. It involves nppsssing or exaggerating emotional
experiences, but to acknowledge and experience i@nbalanced manner without
getting ‘swept away’ by the distressing emotionnt¥fulness helps the individual
recognize that their experience can be framedanger perspective of human
experiences, and create more of an observatorgestard dis-identification from the

distressing stimuli. This is opposite of ruminatmgover-identifying with a distressing
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issues, and involves separating oneself from th&iemusing an observing stance.

In summary, the operationalized definition of sgimpassion is comprised of
three components: self-kindness, common-humamtynaindfulness. Having a clear
understanding of the various underlying mechanishself-compassion is proposed to
assist in determining clinical utility of self-comgsion, and how these components can
be cultivated in therapists. Based on the factsbHtcompassion research has only began
to burgeon within the last decade, other conceptskmown in psychology will be
described to understand and discern self-compagsionother seemingly similar but
distinct concepts.

Self-esteem vs. self-compassion. A concept that is more readily identified as a
valuable construct both in clinical practice anskearch is self-esteem. Self-esteem is
defined as having a clear sense of how one defineself, and refers to how valuable or
how much one likes oneself. One’s sense of selbmgruent with one’s personal values
and often one compares oneself to others to igeotié’s worth. Self-esteem is a
construct identified as a component highly relatedell-being. There have been various
scholars who have even suggested that self-estamitgls mental health (Pyszczynski,
Greenberg, Solomon, Arndt, & Schimel, 2004). Howetleere are disadvantages to
having high self-esteem, as it has been found mdreficantly associated with
narcissism (Neff, 2003b), lack of empathy (BaunsjdBushman, & Campbell, 2000)
and difficulty in receiving constructive feedbaakdadefensiveness due to attempts to
protect one’s self-esteem (Crocker & Park, 200#pther ‘pitfall’ of self-esteem is that it

is vulnerable to fluctuation, due to the fact thae’s self-esteem is based on evaluations
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of self-worth and comparing oneself to others (&evcLuhtanen, Cooper, &Bouvrette,
2003).

Although both self-esteem and self-compassion anelated with one another,
they have distinctive properties. Self-esteem @gven in which one’s worth is based
on the identity that one ascribes to various raesl is based on comparisons of oneself
to others (Neff et al., 2007). Self-compassiontmndther hand, is an alternative way to
relate to oneself, without involving evaluationsseff-worth, and recognizes one’s
suffering is shared with others. The key differeiscthat self-esteem differentiates
oneself between others while self-compassion festennections and shared human
experiences with suffering.

One researcher notes that interventions implementesster self-esteem have
received little support in terms of efficacy (Swatf96). In another study that examined
both self-compassion and self-esteem, self-compagsnerged as a buffer against
depression and anxiety whereas self-esteem di(Na&dt et al., 2007). In fact, findings
revealed that unlike self-esteem, self-compassionbuiffer against anxiety when faced
with an ego-threat in a lab setting.

Self-compassion vs. self-pity. Another concept that has been debated to be
similar to self-compassion is self-pity (Neff et, &007). Self-pity is different from self-
compassion in that it involves rumination of on@gn experiences. With self-pity, one
often feels ‘I am the only one experiencing hargshvhich thereby promotes
separateness from others, rather than connecte(ies2003b). On the other hand,

self-compassion offers the space for one to sesetindearly whereas self-pity can make
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it difficult to see oneself clearly and honestlg Aoted, although self-compassion is
correlated and shares similar conceptual featuittsather mental-health related traits, it
is a distinct construct that is separate from ssteem or self-pity. Other findings
explained next describe the correlation betweerceshpassion and well-being.

Self-compassion asa trait and skill. There is growing evidence suggesting an
inverse relationship between trait self-compassaiot psychopathology (Neff et al.,
2007; Williams, Stark, & Foster, 2008). A meta-atséd of 20 studies indicated a medium
effect size (r =-.54) between these two variabideff(et al., 2007). Moreover, a
correlational study indicated a relationship betwself-compassion and positive
outcomes: happiness, positive affect, exploratamal, optimism (Neff et al., 2007). These
relationships suggest that people who are strugghith mental health issues such as
anxiety or depression may also report low levelsadf-compassion. Conversely, people
who reported high levels of self-compassion tertda@port lower levels of
psychopathology. Thus, the current body of resesunggests that self-compassion is
positively correlated with emotional well-being,damegatively correlated with
distressing emotions. Additionally, the clinicaility of self-compassion as a skill to
buffer anxiety and depression by reducing negauaduations has been of recent interest
in the literature.

Recently, there have been therapeutic methodséacon enhancing self-
compassion for clients. Researchers studying eceetipassion skill-gestalt technique
(two-chair method)-found clients reported an insee social connectedness, and a

decrease in anxiety, thought suppression, ruminaéind self-criticism (Safran, 1998).
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Another study supported self-compassion training teerapeutic method: significant
increases of mindfulness, self-compassion and eslfowere found with a mindful
compassion program workshop (Neff &Germer, 201&pdtts have also demonstrated
MBSR groups as effective in increasing self-comjpas@irnie, Speca, & Carlson,
2010).

Based on the support that self-compassion hasibeersely correlated with
psychopathology and demonstrated to be a buffenstganxiety and depression, the
value of examining how this construct may impasticians is proposed to be of
significance in counselor education. The fact ffat research suggests self-compassion
is a skill that can be cultivated with practiceigades it may serve as a helpful tool for
counselor training.

Self-Compassion and Mindfulnessfor Therapists

There is a dearth of literature regarding how selfipassion impacts clinician’s
professional work and counselor self-efficacy. Alifative study using a grounded
theory method yielded exploratory findings linkiaglity of clinician’s self-compassion
as a method to enhance their therapeutic sessitimghents. Clinicians indicated
meditation practice helped them increase the qualitheir therapeutic relationships, as
well as overall acceptance, non-judgment, and cssipa (Kane, 2010). Components
that hindered self-compassion include: perfectimniself-criticism, feeling entitled,
underserving, and controlling. Key aspects thataase their feelings of self-compassion
were reported: self-acceptance, self-forgivendseseaelationships, universality, and

practicing self-care (Kane, 2010). Although onercdrgeneralize these findings due to
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the type of research design and small sample Iseage’s preliminary results suggest that
therapist mindful practices can foster self-comjmassvhich positively impacts their
client work.

The results of Harris’s (2011) study yielded mixXiediings for self-compassion.
Nine doctoral clinical psychology students pariatga in an eight-week Values-
Enhanced MBSR program. Post-intervention, partidipaeported no changes in level of
self-compassion. Measuring mindfulness with theeFracet Mindfulness Questionnaire
(FFMQ), participants increased on some facets ofifainess (Observing, Describing),
but not on others (Acting with Awareness, Nonjudgtmand Nonreactivity). However,
frequency of self-care behaviors increased asasgedl reduction in perceived levels of
stress. The researcher suggests that these fingiagsndicate mindfulness be
implemented in developmental sequence, as somts fatmindfulness may take longer
to cultivate than others. Again, these resultatesasily generalizable due to no control
group, no randomization, and a small sample diz®en that there is not a clear answer
regarding the role that self-compassion can havthfrapists’ practice of mindfulness,
further research is recommended to determinelitigcal utility for therapists-in-training
in enhancing their clinical efficacy and skills.

Self-Efficacy

Defining Self-Efficacy

Self-efficacy has been defined by Bandura as éggek to which one believes
they are capable of performing a particular taskn@@ira, 1986). Self-efficacy and

perceived self-efficacy are terms that are ofteadus/nonymously, both describing one’s
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belief of how capable they are to perform in a fpearea. Described as a mechanism,
self-efficacy can determine how one is going to plate a task, and how much effort
one is going to put forth. Thus, self-efficacy ditg impacts one's motivation and how
capable one believes they are to complete an gctitvcan also be a predictor of how
much stress one experiences when completing aplartitask (Bandura, 1986, 1989).
Consequently, one’s self-efficacy can predict vagylevels of effort, motivation,
behavior, and stress.

Self-efficacy is described in either general or donspecific terms. General
sense of self-efficacy refers to one’s global essesnt of their capabilities whereas
domain specific can involve their academic or oetigmal self-efficacy. In this study, a
domain specific, counseling self-efficacy, will eeamined.

Defining Counselor Self-Efficacy

Counselor self-efficacy (CSE) is defined by Larsowl Daniels (1998) “as one’s
beliefs or judgments about one’s capabilities feaively counsel a client in the near
future” (pp.221). This definition refers to a coatws’s beliefs about their capability in
providing effective counseling. Drawing proponeintsn Bandura's social cognitive
theory, Larson and Daniels highlight that CSE ineslthe integration and application of
learned cognitive, social, and behavioral coungedkills as well as one's perceived
ability to use these skills purposely and effedtiwgith clients.

Past literature has demonstrated CSE to significaotrelate with counselor
performance, counselor anxiety, and the supervisiironment (Friedlander, Keller,

Peca-Baker, & Olk, 1986; Kopala, 1987). It is hypstized by researchers (Friedlander
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et al., 1987) that the relationship between CSk pérformance and anxiety in session is
due to the beliefs one has in themselves. Consdguttre belief's one has about
themselves can impact the amount of anxiety expes in session. Additionally, the
thoughts accompanying one's belief in completitasi can either assist or hinder task
effectiveness. Based on evidence suggesting C&faied to the amount of clinician
anxiety experienced in session, it can also imgrectmount of persistence or effort a
counselor-in-training will complete (Larson, 1998)hus, it is construed one’s level of
CSE can either hinder or enhance development asghigte counselor.

For example, a counselor with high CSE would lvelidhat they have the ability
to use counseling skills such as reflecting, paraghg, validating and summarizing
effectively in sessions with clients. Thus, theyuebbe more likely to take risks and may
be more flexible with clinical application of sldllAdditionally, developing the flexibility
in terms of adapting skills to meet various clieaeds is also a reflection of developed
counseling skills. Note that a counselor's belkfsut their CSE is not necessarily akin
to their general self-efficacy but specificallyatds to their perceived ability to complete
counseling skills with their clients. As a counselotraining is beginning to learn and
develop these counseling skills, their CSE woWkdlyi be low. This is a normal phase to
experience for developing counselors as they haviews skills they need to learn before
they feel confident about their counseling skikscommon experience for counselors-
in-training is to have a strong ability to cultieagkills but low CSE (Larson, 1998). Even
though the trainee may have cultivated a stronigyséd, or is in the process of

developing their skills, having low CSE can hinttezir development. Low CSE could
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often elicit feelings of feeling inadequate andompetent to perform therapy. In review,
low levels of CSE can lead to increased anxietgt, datreased ability and performance to
learn new skills (Larson, 1998). A training methhbédt could be utilized to counteract
effects of low perceived self-efficacy is mindfusseraining. However, little research has
been conducted in exploring the relationship of @&8& mindfulness.
Counsdlor Self-efficacy and Mindfulness

Similar to mindfulness, CSE is a construct thatlated to cognition and affect.
Based on the surge of research that has suppatgitiee, emotional, and social
benefits of mindful practice, examining the utilafthis practice for counselor
development has become a topic of interest in aadingsresearch. There is some
research that has examined CSE and mindfulnessotigr components related to
counseling skill: attention and empathy (Greaso@ashwell, 2009). Particularly, this
past research examined attention and empathy &sl&tor role in the relationship of
mindfulness and CSE. In Greason and Cashwell’'sqp&tudy, levels of mindfulness,
self-efficacy, empathy, and attention were examinealtotal of 179 master’s and
doctoral counseling students. Results from thisijtadive study demonstrated
mindfulness as a predictor of CSE, attention, angathy. These findings indicate that
mindfulness increases aspects such as present-rhamareness and non-judgment,
which would lead to an increase in attention angatimy in client sessions. The
researchers also found that attention mediateceth@onship between mindfulness and
CSE. These findings indicate the relationship betw€SE and mindfulness is not

simplistic but can contain numerous variables #natmediating the relationship. Both
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Greason and Cashwell suggest that further studyrdety the mediating variables is
recommended in order to shed light and increaseioderstanding of these outcome
mindfulness variables. It is suggested that furthgaoration of these variables in
relation to CSE will provide further understandargd an empirically-based direction for
counselor development.

Another component that has been shown to negativglgact CSE is anxiety
(Hall, 2009). Anxiety is a common experience fogibaing counselors and can impede
CSE. Hyden’s (2009) findings from a quantitatiagervention study supported a
mindfulness intervention for beginning counselitgdents in reducing anxiety. Hyden’s
results demonstrated an inverse correlation betwtda and trait mindfulness and
anxiety. This research suggests positive correlatimetween mindfulness and emotional
well-being, and that mindfulness intervention cokdused as a way to enhance
mindfulness as a state and trait.

In terms of examining mindfulness as a buffer agfaamxiety for beginning
counselors, Hall (2009) examined the relationsletwieen these two variables and
counseling self-efficacy. Hall hypothesized thahdiulness and alexithymia would
moderate the relationship between anxiety and C8htrary to predictions, Hall's
hypothesis was not supported, as mindfulness axatl@ymia were not moderators in the
relationship between anxiety and CSE; rather, nuilméss and to a smaller degree
alexithymia, were direct predictors of CSE. Spealfy, in the data analyses, the
observing, describing, and nonreacting facets otdfoiness were demonstrated to be

predictors of CSE. This research supports the ndtiat mindfulness can predict levels
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of CSE for beginning counselors.

Based on the fact that anxiety can be a commonrexpe for beginning
counselors, which can impede counseling self-efficenindful training may be a method
to reduce beginning counselors’ anxiety. To damdy one study has investigated the
relationship between mindfulness and counselinigesgtacy: Greason and Cashwell’s
(2009) study of CSE and mindfulness. Although mihaiéss and CSE were found to be
related, understanding the mediating variables ge#-compassion) of this relationship
is understudied.

Counsdlor Self-Efficacy and Self-Compassion

It has been theorized by Gilbert (2009), that "peepth high levels... of self-
criticism can have enormous difficulty in being #ito themselves, feeling self-warmth
or being self-compassionate” (p. 199). Other reseas have indicated that people who
have low-levels of self-compassion are controllmgl rigid with themselves, and tend to
treat others around them in a similar fashion (K&®4.0). Consequently, low levels of
self-compassion can lead to a lack of connectedniglsthers, lower levels of
reflectiveness, and increased rumination (Nef@3t), all of which can impact CSE and
therapeutic relationship with clients.

Stafford-Brown and Pakenham (2012) sought to exarnow a 9.5 hour
Acceptance and Commitment Therapy (ACT) progranh witndfulness components
could influence levels of stress and functioninghvalients. Outcome variables measured
in this study included self-efficacy, self-compassiand therapeutic alliance. As

predicted, participants in the ACT program repodesignificant decrease in professional
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self-doubt, in comparison to the control group. i¥ssalso indicated that even though
both the control and treatment group increaseeélircompassion, significant differences
were found for the treatment group on the overdifieation domain in the Self-
Compassion Scale. With regards to self-efficaigyiBcantly greater improvements
were demonstrated in the intervention group contptoéhe control group. Another
interesting finding that is related to CSE is level self-doubt reports among the
students. For the control group, levels of profassi self-doubt increased in the pre-post
measure and were significantly reduced in the vetetion group. These changes in self-
doubt were also maintained at the 10-week followTlye fact that self-doubt can be a
normal phase of counseling development, does natmze the negative effects that are
experienced by students due to self-doubt. Indeedessional self-doubt has been
reported as a significant stressor for counseloitsaining (Cushway, 1992). Fortunately,
it appears that levels of professional self-dowaint be reduced based on mindfulness
training. Other research has corroborated findofghe ACT program study in using
mindfulness training to improve functioning in slarireported populations (Saunders et
al., 2007; Shapiro et al., 2007).

Another study measured the effects of MBSR in celimg psychology students
compared to a control group, and determined afsignt increase in self-compassion for
counseling trainees that practiced MBSR (Shapiad.e2007). The findings of this study
provide incentive for implementation of mindfulnesgerventions in counseling-related
program. In supporting CSE, a training method toafid be utilized to counteract effects

of low CSE is mindfulness training that cultivasesdf-compassion.
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Self-Compassion, Mindfulness, and Counselor Self-Efficacy

An examination of the literature on mindfulness artf-compassion warrants
further development to explore how these variabhgsact CSE. Only one qualitative
study using a grounded theory method has examiressktvariables, which were
examined with a sample size of eight experiencedecns who were advanced
mindfulness practitioners (Kane, 2010). Kane foduse the relationship between
mindfulness and self-compassion and the ways ichwhiey impact clinical work. Kane
theorized that her findings suggested mindfulnesssa&lf-compassion were causal
conditions of each other: mindfulness facilitatet--sompassion by increasing
awareness, non-reactivity, and non-judgment, wisesed-compassion fostered the
development of mindfulness by its nonjudgmentaliguéKane, 2010). These variables
were determined as a having a potential to enh@®te but the relationship between
these three variables was not explored in deptk.tbiKane’s unique population of
participants: experienced professionals who wese s¢asoned mindfulness
practitioners, applicability of results for courmatin-training cannot be determined as
counselors-in-training are determined to be aediifit developmental levels than
experienced professionals. Moreover, one’s devetopat level is likely to influence
one’s levels of mindfulness, self-compassion, aB&C

As reviewed, counselors-in-training are vulnerdblanxiety, which can impede
their personal and professional functioning. A nakpart of counselor development
often includes anxiety and having low CSE when selors-in-training first begin to

work with clients. What accompanies counselor agxgich as rumination and self-
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criticism, can create barriers in developing colorseelf- efficacy (Hall, 2009).
Mindfulness training that hones self-compassiondaat as a way to alleviate possible
anxiety due to concerns with skill-set (Hall, 2008hich may enhance CSE.

Additionally, counseling educational methods aneally comprised of didactic
methods specifically for behavioral and verbal cmiimg skills. However, the research
on examining counselor educational methods is sedhtregards to methods that
enhance attention and increase empathic abilityaftVg012). Mindfulness may be a tool
to target these counseling practices. Past rdssaggests mindfulness may be an
important variable in the development of key colmrsigaining outcomesT he results of
the current study have implications for counselaining admissions, counselor
education, and counseling practice. Additionaldguits of past studies point to constructs
that may improve counselor development and perfoomaas well as client outcomes.

Purposefor This Study

To date, there are no studies that have examingaseting-trainees’ levels of
self-compassion and mindfulness with CSE. The e this exploratory study was to
address an important gap in counselor educatiaarel in investigating the
relationships between mindfulness, self-compassind,CSE in counselors-in-training.
Past research (Kane, 2010) has suggested mindéudnelsself-compassion are symbiotic
variables that predict CSE as an outcome, but tat winength has yet to be established.
Similarly, there have been no studies that haveneed these variables in a quantitative
fashion with counselors-in-training. It is hopedtbtudy can provide a greater

understanding of the role of self-compassion anadfainess in predicting CSE. These
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findings may contribute to literature for futuraitting methods for clinicians-in-training
to cultivate CSE, self-compassion, and mindfulnesglerstanding the relationship
between these variables may shed light on fadt@tsenhance or hinder CSE. Moreover,
the study of these constructs may provide implocetifor improving client care.
Research Questions and Hypotheses
Research Question 1. What is the bivariate relalignbetween mindfulness, counselor
self-efficacy, and self-compassion? The Pearsorelation analysis was used to
statistically measure the hypotheses.
Hypothesis la: There will be a statistically sigraint moderate positive
relationship between mindfulness and counseloresBtfacy.
Hypothesis Ib: There will be statistically signdiet moderate positive
relationship between self-compassion and counselbefficacy.
Hypothesis Ic: There will be a statistically sigo#int strong positive relationship
between mindfulness and self-compassion.
Research Question 2: What is the relationship batweindfulness, self-compassion, and
counselor self-efficacy, within a path model thageafies a relationship between
mindfulness and counselor self-efficacy mediatedddfrcompassion? The statistical
method used was a path-analysis.
Hypothesis lla: Mindfulness scores are hypothesiaquatedict counselor self-
efficacy scores.
Hypothesis Ilb: Self-compassion is predicted toaaca significant partial

mediator in the relationship of mindfulness andrs®lor self-efficacy.
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Specifically, higher levels of self-compassion predicted to strengthen the
relationship between mindfulness and counseloref@tfacy.
Research Question B7hat is the relationship between mindful practind aelf-reported
levels of mindfulness? Statistical method used av&pearman correlational analysis.
Hypothesis llla: It is hypothesized that mindfule@sactice will moderately

correlate with mindfulness scores.
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CHAPTER I
METHODS
In chapter 1, the rationale and literature reviewthe study of the relationship
between mindfulness, self-compassion, and CSE presented. The review of the
literature supports the hypothesis that a relalignexists between mindfulness and
counseling self-efficacy and that this relationsimagy be mediated by self-compassion,
suggesting that further research in this area rsamged. This chapter will describe the
research methods utilized to answer the researestigus listed at the end of chapter 1,
and describe the methods that were used to tebyffaheses. This section includes: the
composition of participants, types of measures@ondedures used, as well as the design
and analyses for the study.
Participant Demographics
A total of 262 participants linked onto the Quakrwebsite and started the
survey. 49 incomplete surveys were removed frond#ta set. Overall, 213 participants
completed the survey. Table 1 presents the fregeeand percentages of the participant

demographics found in the present study.
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Table 1

Participant Demographic Information

Variable N %
Gender:
Male 39 18.3
Female 173 81.2
Male-ish 1 5
Race:
Caucasian/White 173 81.2
Asian American/Pacific Islander 10 4.7
Hispanic/Latino 9 4.2
African American/Black 7 3.3
American Indian/Native American/First Nations 5 2.3
Other 9 4.2
Age:
21-24 53 24.9
25-29 100 46.9
30-34 33 15.5
35-44 24 11.3
45-58 3 1.4
Sexual Orientation:
Heterosexual 183 85.9
Bisexual 16 7.5
Queer 7 3.3
Lesbian/Gay 5 2.3
Other 2 .9
Religious Affiliation:
Christian 101 47.4
Agnostic 29 13.6
Atheist 19 8.9
Undefined 14 6.6
Jewish 12 5.6
None 11 5.2
Buddhist/Zen 8 3.8
Spiritual 8 3.8
Combined 5 2.3
Other 6 2.8

48



Table 1 (continued)

Variable N %
Theoretical Orientatiol
Eclectic/Integrated 89 41.8
Mindfulness-Based Approaches 34 16.0
Cognitive-Behavioral/Behavioral 33 15.5
Person Centered 13 6.1
Psychodynamic/Analytic 6 2.8
Systems or Family Therapy 4 19
Interpersonal 3 1.4
Feminist 3 14
Emotion Focused 3 1.4
Existential 3 14
Solution Focused 3 1.4
Developmental Model 2 9
Narrative 1 5
Cognitive 1 5
Relational Cultural Therapy 1 5
Current Degret
Doctoral 152 71.4
Masters 61 28.6
Current of PreviouProgram
Clinical Counseling/Community Mental Health 17 8
Counseling Psychology 65 30.5
Clinical Masters Social Work 11 5.2
Clinical Psychology 90 42.3
Other: 30 14.1
Years of Practicum complett
1 year 74 34.7
2 years 46 21.6
3 years 32 15.0
4 years 31 14.6
5 years 30 14.1
Formal mindfulness training or educati
Academic approaches (class, professional developmen 114 53.5
Mindfulness training with practicum supervisors 90 42.3
Religious practice 39 18.3
Other 32 15
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The participants in the current study consisteti’/@ women (66%), 39 men
(14.9%), and 1 individual who identified as ‘malei&4%). They ranged in age from 21
to 58 with a mean age of 28.15 and a standard waviaf 5.50 years. The majority of
the participants self-identified as Heterosexu@8 (85.9%), with 16 (7.5%) as Bisexual,
7 (3.3%) as Queer, 5 (2.3%) as Lesbian/Gay an@f2)(as Other. Of the 213
participants, 173 (81.2%) self-identified as Catwa@$Vhite, 10 (4.7%) as Asian
American/Pacific Islander, 9 (4.2%) as Hispanicithat 7 (3.3%) as African
American/Black, 5 (2.3%) as American Indian/Na#maerican/First Nations, and 9
(4.2%) as Other. Out of the participants who ideedtias Other, 5(2.3%) identified as
Multi or Biracial, 1 (.5%) as South Asian, 1 (.5% Jewish, 1 (.5%) as Indian, and
1(.5%) as Alaskan Native.

For religious or spiritual beliefs, almost half£h01, 47.4%) of the participants
identified as Christian, 29 (13.6%) as Agnostic(89%) as Atheist, 14 (6.65%) as
Undefined, 12 (5.6%) as Jewish, 11 (5.2%) as N81{8,8%) as Spiritual, 8 (3.8%) as
Buddhist/Zen, and 6 (2.8%) as Other. Other belreflide: 1 (.5%) as Unitarian
Universalist, 1 (.5%) as Pagan, 2 (.9%) as Muslirfit5%) as Native American Church,
and 1 (.5%) as Theist.

Of the total sample, 71% of the participants wera doctoral program (n=152),
while nearly 30% were completing a Masters degne€1). Of these programs, 42%
(n=90) identified as coming from Clinical programajile Counseling Psychology
accounted for 30% (n=65) of the participants. Ttien14% (n=30) came from a variety

of related programs. Please refer to table 10 pea@ix G for more information on these

50



participants.

For amount of practicum semesters completed, Z¥¥8) participants had
completed 1 year of practicum, 46 (21.6%) compl&gdacticum years, 32 (15%)
completed 3 practicum years, 31 (14.6%) completpdhdticum years, and 30 (14.1%)
completed 5 or more practicum years.

The theoretical orientations of the 213 particigaare as follows: 89 (41.8%)
identified as Eclectic/Integrated, 34 (16.0%) méll a Mindfulness-Based Approach, 33
(15.5%) for Cognitive-Behavioral, 13 (6.1%) as BerS€entered, 6 (2.8%) as
Psychodynamic/Analytic, 4 (1.9%) as Systems/Faittilgrapy, 3 (1.4%) as
Interpersonal, 3 (1.4%) as Feminist, 3 (1.4%) a®tfton-Focused, 3 (1.4%) as
Existential, 3 (1.4%) as Solution-Focused, 2 (.2%Pevelopmental Model, 1 (.5%) as
Narrative, 1 (.5%) as Cognitive, and 1 (.5%) asaRehal Cultural Therapy.

Half of participants reported some form of mindfss training through academic
training in class (n=114, 53.5%), while 90 (42.3%ported mindfulness training with a
practicum supervisor. There were 39 participan8s3%) who reported formal
mindfulness training through religious practice &2d(15.0%) participants listed other
forms of training that fell into the following cageries: academic methods (n=13, 7.5%),
personal practice (n=8, 4.1%), personal therap¥,(4:9%), and personal reading (n=4,
1.9%). In terms of personal mindful practice, adhof participants (n=49, 28.4%)
reported practicing mindfulness meditation on akle® daily basis whereas a third
reported practice less than once a week (n=78, 38%8) (n=78) practiced mindfulness

meditation less than once a week, while a thirdasticipants reported never practicing
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mindfulness meditation (n = 73, 34.6%). For relaatctivities only 10% (n=23) of

participants reported weekly to daily personal pcacof Progressive Muscle Relaxation

(PMR), whereas almost 50% reported less than omesel (n=101). 41% (n=87) have

never practiced PMR. Similar findings were ideetfifor Guided Imagery (Gl): 8%

(n=18) reported daily or weekly practice, 35% (nri&ported less than once a week, and

57% (n=119) reported never practicing Gl. For mofermation on data involving self-

care and professional activities, please refelatdd 11 in Appendix G.

Table 2

Demographic Data: Frequency of Personal, Profesaipand Client Activities

Personal Professional Practice Teach as a
Frequency of Activity Practice N(%) client
N (%) intervention
Mindfulness Meditation
Never 73 (34.6) 51 (24.8) 82 (39.8)
Less than once a week 78 (37) 122 (59.2) B%j2
Weekly 49 (23.2) 26 (12.6) 55 (26.7)
Daily 11 (5.2) 7(3.4) 10 (4.9)
Progressive Muscle
Relaxation
Never 87 (41.2) 128(62.4) 60 (29.1)
Less than once a week 101 (47.9) 55 (26.8) (492)
Weekly 16 (7.6) 199 (.3) 50 (24.3)
Daily 7 (3.3) 3(1.5) 4 (1.9)
Guided Imagery
Never 119 (56.7) 143 (69.4) 90 (43.5)
Less than once aweek 73 (34.8) 46 (22.3) 76 (36.7)
Weekly 16 (7.6) 16 (7.8) 40 (19.3)
Daily 2 (1.0) 1(.5) 1(.5)
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Instruments

All participants were asked to complete a demograghestionnaire as well as
various scales measuring self-reported levels léceepassion, mindfulness, and
counselor self-efficacy.
Demographic Survey

Demographic information collected included agedge, ethnicity, educational
levels and background, as well as frequency anel ¢fpnindfulness practices. Racial
and ethnic makeup was determined by asking paait§to choose one of seven options.
Participants were also given seven options to teguhircational background. Frequency
of mindful practice was reported by asking respomsi@ow often they participated in
activities that included mindfulness meditatiorpgressive muscle relaxation, and
guided imagery. The demographic survey is locateappendix B.
Five Facet Mindfulness Questionnaire (FFMQ) (Baer et al., 2006)

The FFMQ 39-item scale is based on a factor amadytidy that explored items
from five independently developed mindfulness sscéBaer et al., 2006). Using a
statistical analysis to pool all 112 items of othendfulness questionnaires, five facets
were found; observing, describing, acting with aamass, non-judging of inner
experience, and non-reactivity to inner experigizer et al., 2006). (1) Observing
facet is measured through questions asking abtarttan to internal stimuli, such as
sensations, emotions, and cognitions, as well esred stimuli such as sights, sounds,
and smells. (2) Describing facet involves notindadxeling stimuli with words (which

includes identifying feelings). (3) Acting with avesmess refers to actively attending to
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one's actions, rather than mindlessly or impulgiehaving. (4) Non-judging refers to
guestions tapping into one's nonjudgmental attitfdene's inner experiences that
include sensations, cognitions and emotions. (5)-Mactivity to inner experiences is
measured with items that explore allowance of aepees such as feeling and thoughts
to come and go, without getting caught up in thBesponses to the items are given on a
five-point Likert-type scale (1 = never or veryghrtrue, 5 = very often or always true).
Total FFMQ scores are completed by computing thermenhich give possible range of
scores from 1-5. Higher overall FFMQ scores (i.eamof 4 or 5) are associated with
higher self-reported levels of mindfulness facetiescribing, observing, non-reacting,
non-judging, and acting with awareness. Lower sc@re. mean of 1 or 2) indicate the
person may often have difficulty with paying atientor/and have a tendency to judge
themselves.

All of the facet subscales are reported to havelgoternal consistency, validity,
and reliability (Baer et al., 2006). The developtreemd psychometrics of the FFMQ have
demonstrated to be reliable for both non-meditadois meditators. Baer and others
(2008) examined these two groups and found a signif relationship between
mindfulness facets and meditation experience, lhg, and psychological symptoms.

In order to assess the reliability of the varioustriuments used in this study,
Cronbach’sy was computed as a measure of internal consistem@ath total scale. In
appendix G, table 12, this study’s coefficientswampared with published
coefficients for each instrument. Based on thigbdity estimates, FFMQ is

demonstrated to have strong reliabilityz .90. The participant mean for the FFMQ was
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3.42, SD = .38. Scale means, ranges, and standsaiatidns are summarized in
Appendix G, table 13.
Self-Compassion Scale (SCS) (Neff, 2003a)

SCS is the most widely used scale for self-compas€oncurrent validity,
convergent validity, discriminate validity, andttestest reliability ¢ = .93) have been
demonstrated with this scale (Neff, 2003a; Ne#ilet2007). Additionally, it has been
found to be positively correlated with mindfulnéBser et al., 2006). Self-compassion
will be measured by a 26-item self-report measoragrised of six subscales: (1) Self-
Kindness (2) Self-judgment (3) Common Humanitylgblation (5) Mindfulness (6)
Over-ldentification. A five-point likert-type saais used ranging from 1 (almost never)
to 5 (almost always). Total scores were calculatedomputing the mean of the scores,
with a possible range of 1-5, lower scores indrgatower levels; higher scores
indicating higher levels of self-compassion facets.

In the current study, reliability analysis indiedtthe SCS demonstrated strong
reliability (o = .95). Mean participant scores of SCS were SPB5= .73. Both of these
analyses were similar to previous participant dagast research (Neff, 2003a).
Counselor Self-Efficacy Scale (CSES) (Melchert, Hays, Wiljanen, & Kolocek, 1996)

This scale was created to measure clinicians’ kedge and competencies with
their therapy clients. It consists of 20 items vatfive-point Likert-type response scale
ranging from ‘agree strongly’ to ‘disagree stroriglipeveloped from a literature review
concerning skill competencies and knowledge regquiecounselors, empirical support

was found for both reliability and validity of tl&SES (Melchert, Hays, Wiljanen, &
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Kolocek, 1996). This scale has also been measuredmerienced clinicians in addition
to counselors-in-training. Internal consistency texl-retest coefficients were high, as
well as convergent validity. The range of poss#uaeres is 1-5, with higher scores
indicating higher levels of counselor self-efficaapd lower scores indicating the
contrary. To compute the score, scores are thetaged and can range from 1-5. CSES
participant scores had an overall mean of 3.85£S#6). Reliability analysis for the
current study demonstrated CSES to have strorapikty (o = .87). Both of these
findings were similar to previous research (Meltle¢al., 1996).
Procedure

After approved by the UND Institutional Board, ttvencipal investigator sent
email messages to recruit participants througharsity listservs to training directors
with requests to forward message to students idugita counseling-related programs.
Emails were sent to programs that included coumggisychology, clinical psychology,
and other counseling-related programs. Participaete asked to complete the survey
online. Completing the questions took an averadbe20 minutes. Participants were
presented with a consent form before beginningtimeey and consent to participate was
collected implicitly online. Participation is ananypus and identifying information was
separated from participant responses. Particighdtsot receive compensation for their
participation, but had the opportunity to put theame in an online draw that made them
eligible to win one of four 25% online gift card3ata collection began in October 2013

and was completed in February 2014.
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Inclusion Criteria

Participants were required to meet certain cateriorder to participate in the
current study. Specifically, students in trainiog €linical therapy were recruited for the
study. Students in counseling psychology, counggetifinical psychology, and clinical
social work were invited to participate in thisdguStudents must have completed or
been currently completing their clinical practicexperience.

Design

Using a quantitative descriptive design with a syrinethod, this quasi-
experimental study allowed the constructs studidoet measured in detail and examine
the strength of the relationship. The mindfulnessstruct is the independent variable,
self-compassion is the mediating variable, and (33ke dependent variable.

Data Analyses

The Statistical Package for Social Sciences, Vraibb(SPSS) was used to store
and analyze data. Prior to conducting the analyis, was inspected for normality,
excessive missing cases, and outliers. All analysge completed using either SPSS
Version 13.0 or Statistical Analysis System (SAS) ®During the initial stages of data
analyses, scores were totaled for the FFMQ, SGBC&ES. The demographic questions
were coded and rated based on frequency of mipdagtices, as well as aspects such
as: gender, education, and race/ethnicity. A ongAveova was run to examine
differences between groups. Descriptive statistiere completed to summarize the
demographics of participants.

The main analyses consisted of completing Pearsorlations between scale
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scores, as well as a mediation analysis, to exathaetrength of the studied variables,
mindfulness and self-compassion, on the outcomahlarcounselor self-efficacy. A
Sobel’s method was conducted to examine the sogmée of the mediating variable.

The main area of interest in the current studyatethe correlational level of scale scores,
as well as the pathanalysis, as these tests cadiondisconfirmed proposed hypotheses

with this study.
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CHAPTER |11
RESULTS
The purpose of this study was to explore the @tatip between mindfulness
and counselor self-efficacy (CSE), with considematio the mediating role of self-
compassion. The results of the current study asgmted in this chapter in two sections.
The first section reports the results of the maialygses to test the hypotheses of the
study. The second section reports the resultseoptist-analyses. Statistical procedures
used were: Pearson and Spearman correlationsy tawbysis, and regression mediation
analysis.
Main Analyses
The primary research question of this study wasatvithe relationship between
mindfulness and CSE and how does self-compassipadhthat relationship? Three
research questions and six hypotheses were dedeldpe results of the statistical
analyses used to examine these questions and legesthre presented here.
Research Question 1
What is the bivariate relationship between mindésky CSE, and self-
compassion? The Pearson correlation analysis vektasstatistically measure the
hypotheses.

Hypothesis la: according to hypothesis la, thelelvei a statistically moderate

59



positive relationship between mindfulness and CI3te. results of the

correlation analysis indicated a statistical stroagelation between mindfulness and
CSE,r = .40. Hence, hypothesis la was supported. Thesétsendicate there is an
existing relationship between levels of CSE anddfiimess.

Hypothesis Ib: according to hypothesis Ib, therk lva a statistically significant
moderate positive relationship between self-compasand CSE. The results indicate
this hypothesis was supported as these two vasal@monstrated a moderate positive
relationshipy = .37. These results indicate a relationship batveeels of self-
compassion and CSE.

Hypothesis Ic: a statistically significant strongspiive relationship was predicted
between mindfulness and self-compassion. A Pearswelation analysis indicated a
very strong positive relationships .72, between these two variables, demonstrating
levels of mindfulness and self-compassion areedl&t each other.

All scale scores were significantly correlated wotte other, suggesting that one
who has high levels of CSE or self-compassionatse likely to report higher levels of
mindfulness. The correlation coefficients are pnése in Table 3 below.

Table 3

Three Scale Pearson Product-Moment CorrelationsZh3)

FFMQ SCsS CSES
FFMQ
SCS 72%
CSES 40* 37*

*p < .01 (2-tailed); FFMQ=Five Facet Mindfulness Quastaire; SCS = Self-
Compassion Scale; CSES = Counselor Self-EfficaayeSc
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Research Question 2

What is the relationship between mindfulness, seffipassion, and CSE, within
a regression path model that specifies a relatiprisgtween mindfulness and CSE
partially mediated by self-compassion?

A regression mediation analysis was completed &méxe how the variables
individually predicted the dependent variable. Tigpotheses used to test these questions
proposed that the path model would account foatissically significant portion of the
variance in CSE. To test the multiple hypothesesgdiation analysis was conducted
according to causal steps criteria outlined by Bamd Kenny (1986). Using this
method, the total effect (c path) from the indemamdariable (i.e. mindfulness) to the
dependent variable (i.e. CSE) is proposed to befgignt. The direct path (a path) from
the independent variable to the mediator (i.e-s@thpassion) is also hypothesized to be
significant. Finally, the mediator is proposed tasignificant predictor of the
dependent variable when both the independent Jaraid the mediator concurrently
predict the dependent variable (b path) (Refergaré 1 for an illustration of path
results). The model hypothesized that mindfulnesslavbe a significant predictor of
CSE when self-compassion acts a mediator. Theectideffect of the independent
variable on the dependent variable through the atedwas also computed. The products
of coefficients (i.e. Sobel’s z test) tested thalaeed effect, and the model was also
tested for significance. Standardized regressiaghte for the total, direct, and indirect
paths are presented in Table 4 as ardthasted R2alues.

Hypothesis lla: mindfulness scores are hypothesiaguedict CSE scores.
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Results for this hypothesis were significant, iadiicg that the mindfulness scores
significantly predicted CSE scores when ignoring tiiediator variable = .48,t (211) =
6.38,p < .001. Of the total variance, 16% of the variaoEESE can be accounted for by
the linear combination of the independent variabmdfulness, F (1,211) = 40.71,
p<.001.

In exploring the direct effect of mindfulness omiaiulness and self-compassion,
52% of the variance found in self-compassion wasaated for by mindfulness, F (1,
211) = 226.64p <.001. This step was significapt= 1.36,t (211) = 15.06p < .001,
indicating mindfulness is a predictor of self-corsgian.

Hypothesis Ilb: Self-compassion is predicted toaaca significant partial
mediator in the relationship of mindfulness and CSipecifically, higher levels of self-
compassion are predicted to strengthen the rekdtiprbetween mindfulness and CSE.
Findings showed that self-compassion was not afgignt mediating variable on the
dependent variabl@= .11,t (210) = 1.87p = .06. 17% of the variance of the mean of
CSE can be accounted for by self-compassion (F6=622 p<.001).

The overall model was not a fit because the deéfect of self-compassion on
CSE was not significant. Thus, hypothesis Ilb wassupported. In order to further
confirm the findings, the product of the ab coeéits for the mediated path was
completed which indicated that the mediated effets non-significant, a x b = .15. The
Sobel test was also completed which indicated mgmifgcance, Sobel = 1.86, S.E. = .08,
p=.06. Results demonstrated that the overall mddes not fit, and failure to reject the

null indicates there is no evidence of model effichased on the outlined hypothesis.
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Table 4

Pathanalysis of the Mediating Role of Self-Comuassi

A1

Variable Adj.R2  Stangl S.E. t
Direct effect of mindfulness on 52 1.36 .09 15.06**
mediator (a path)
Direct Effect of mediator on CSE A7 11 .06 1.87
(b path)
Total Effect of mindfulness on CSE 16 48 .08 6.38**
(c path)
Direct Effect of mindfulness on CSE .17 34 1 3.11*
(C’ path)
*p <.01, ** p< .001 (2-tailed)
CSE = Counselor Self-Efficacy; S.E. = Standard Erro
Self-Compassion
a=1.36* b =
C =.34*
. Counselor Self-
Mindfulness (c = .48+ Efficacy

* p<.01, * p< .001 (2-tailed)

Figure 1. Path Coefficients for Mindfulness, Sétimpassion, and Counselor Self-

Efficacy Mediation Analysis.
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Research Question 3
What is the relationship between mindful practind aelf-reported levels of
mindfulness? Statistical method used was a speacoraglational analysis.
Hypothesis llla: mindfulness practice was hypothedito moderately correlate
with mindfulness scores. As hypothesized, mindfsdngcores were moderately
correlated with frequency of a combination of murldracticesr = .38,p < .01 and
mindfulness meditatiom,= .40,p < .01. Correlations are listed in Table 5. Theszilts
indicate that high FFMQ scale scores corresponaédayher frequency of mindful
practice, while lower scores are associated witretdevels of mindful practice.
Table 5

Spearman’s Correlations of Mindfulness MeditatiBRMQ scores, and Mindful
Practices

Variable Mindfulness FFMQ Mindful
Meditation Practices

Mindfulness Meditation  -----

FFMQ 40*

Mindful Practices .87* 38 e

*p<.01 (2-tailed; FFMQ = Five Facet Mindfulness Quastaire

There is evidence that mindfulness is most adefyuateasured by measuring
frequency of mindful practice in addition to sedfported levels of mindfulness.
Mindfulness meditation was quantified by a demobiapuestionnaire that asked about
frequency of mindfulness meditation. Mindful praetwas determined by loaded factors
from a set of demographic questions about self-fRe¢er to the appendix B for more

info on the demographic questions). Participantevasked how often they engaged in
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particular activities that were implicitly coded msndful or non-mindful. A factor
analysis of these items determined that mindfulnesditation, guided imagery, and
progressive muscle relaxation loaded onto facteithh primary loadings over .5 (the
three values ranged from .777 to .812) and an Eigkre over 1 (Factor 1 eigenvalue =
2.76). ltems are listed in Table 6. The sum oféhfastors was computed as one variable

to define ‘mindful practice’ for research quest&n

Table 6.

5 —Factor Rotated Matrigf ltems for Mindful Practice

Factor Loading
Source of Item and Content 1 2 3 4 5

How often do you participate in this
activity in your personal life:

Yoga 167 -.042 588 .222 -.008
Dance -036 435 327 -253 .289
Sing 073 751 .026 -.099 .175
Listen to music 125 622 -.032 .323 .108
Reading 302  .003 401 .352 272
Progressive muscle relaxation J77  -.015 103 .145 .196
Watching TV/movies .038 .118 -.027 .002 .783
Guided imagery .812 115  .076 -.007 -.051
Mindfulness meditation 778 132 071 .030 -.051
Jogging/running .090 .060 .121 .797 -.062
Journal writing 078 075 .719 .004 -.188
Tai-chi -.004 115 461 -.281 .200
Social supports 103  .650 .082 .006 -.406
Get a massage 389 .034 247 -387 -.228
Initial Eigen-Values 276 149 122 111 1.08
Percent Variance after extraction 19.74 10.63 8.71 7.95 7.68
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Post-Hoc Analyses

Other analyses with descriptive data were conduicieexploratory purposes.
Correlational analysis for gender and scale saaesaled men scored higher on all three
scale scores. No significant gender differencegevi@ind for CSE (Male mean = 3.88,
SD = .44; Female mean = 3.83, SD = @#,01) or self-compassion scores (Male mean
= 3.41, SD=.65; Female mean = 3.18, SD =p73,01). However, significant gender
differences existed for mindfulness scale scoreséNhean = 3.56, SD = .34; Female
mean = 3.38, SD =.39,< .01). See table 7 for more information.
Table 7

Comparison of Scale Score Means by Gender

Variable M SD p t
FFMQ .006* -.287
Male (n =39) 3.56 .34
Female (n= 173) 3.38 .39
SCS .057 -1.94
Male (n=39) 3.41 .65
Female (n=173) 3.18 73
CSES 571 -.57
Male (n=39) 3.88 44
Female (n=173) 3.83 A7

p< .01*; M= mean; SD = Standard Deviations

Level of education was explored with scale sco@&E was found to

significantly differ between Masters and Doctottaldentst = -2.27,p<.05, with doctoral

student reporting higher levels of CSE. Neithef-seimpassiont(= 1.41,p>.05) nor

mindfulness scores € .18,p >.05) significantly differed across level of eduoat Refer

to Table 8 for description of scores.
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Table 8

Comparison of Mean Scores with Level of Education

Variable Mean (SD) p t
FFMQ .86 18
Masters (n=61) 3.42 (.34)
Doctoral (n=152) 3.41 (.40)
SCS .16 1.41
Masters (n=61) 3.34 (.69)
Doctoral (n=152) 3.20 (.74)
CSES .024* -2.27
Masters (n=61) 3.73 (.45)
Doctoral (n=152) 3.89 (.46)

p< .05* (2-tailed)

A spearman correlation was conducted to explovanfbles such as ‘amount of
practicum years completed and ‘frequency of mintfgs meditation’ correlated with
scale scores. It was found that frequency of mimgfss meditation did significantly
correlate with scale scores, indicating higherdesgcy of mindful practice corresponded
to higher levels of scale scores. For amount atficum years completed, a moderate
positive correlation was found with CSE .33,p< .05) and a small correlation with
mindfulnessi(=.16,p < .05). No significant correlation was found wigdfscompassion
and amount of practicum years completed.(2,p>.05)

Table 9

Spearman Correlations of Frequency of Mindfulnegslithtion with Scale Score Means

Variable FFMQ SCS CSES
Frequency of Mindfulness Meditation 37* .35* 20*
Year of Practicum .16* 12 33*

*p < .05* p<.01 (2-tailed)
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Summary

Hypothesis | was supported. The independent vasalohindfulness and self-
compassion, were significantly correlated with dependent variable, CSE. Hypothesis
Il was partially supported. A mediation analysidicated that mindfulness was a
significant predictor of CSE. However, self-comgaa was not found to be a significant
mediator in the relationship of mindfulness and C&&predicted for hypothesis I,
mindfulness scores were moderately correlated fretuency of mindful practice. Post-
analyses revealed that although men scored higbeeson all the scales, only the CSES
revealed significant gender differences. Resuljanging educational background
demonstrated doctoral students had significantipdri scores than master’s students for
CSES. Completed years of training also signifigaotirrelated with scale scores for
FFMQ and CSES, but not for the SCS. Finally, freapyeof mindful practice
significantly correlated with all scale scores. 3&eesults provide clinical and research

considerations, which are discussed next.
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CHAPTER IV

DISCUSSION

In Chapter lll, the relationship between mindfukeself-compassion, and CSE
was presented. In this chapter, a brief overviethefstudy is provided, the results are
discussed, and limitations of the study are outline addition, implications and areas for
future research are discussed.

This study intended to contribute to counselirggegch literature by exploring
factors that influence CSE. It was hypothesizedlttiere would be a significant
relationship between CSE and mindfulness, with@affipassion mediating the
relationship. The results of the study were mix&eleral hypotheses were supported
indicating a predictive relationship between mindéss and CSE. However, the
hypothesized mediating variable, self-compassias mot supported.

Main Hypotheses
Hypothesis |

Past research suggested that mindfulness andaelfassion may be symbiotic
variables that could predict CSE. Research quedtiexplored the bivariate
relationships between scores of mindfulness, setigassion, and CSEhe statistically
significant moderate relationship between mindfsthand CSE found in this study

supported the relationship between these variablgs.finding supported past research,
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where moderate correlations were also demonstteeeen these two variables
(Greason & Cashwell, 2009; Hall, 2009).

Moreover, this researdbund a statistically significant moderate relasibip
between self-compassion and CSE. Although pasarel has indicated a relationship
with self-compassion and CSE (Kane, 2010), it waaitptive in nature and is difficult
to conduct comparisons between qualitative and tgative research.

This research also demonstrated a statisticalyifstant strong positive
relationship between mindfulness and self-compas3dibese findings corroborate past
research that have predicted a strong relatiortblaipmindfulness is related to self-
compassion (Birnie, Speca, & Carlson, 2010).

Overall, the study replicates findings of previaosrelational research. Results
demonstrated significant positive relationshipsueetn all the examined variables. The
strongest relationship was found between mindfi@sl self-compassion, whereas the
rest of the examined relationships were of modestiength.

Although numerous studies have examined mindfulasssconstruct (Baer,
2003; Bishop 2002), very little research has besnpleted on the relationship between
mindfulness and counselor self-efficacy. Furtheenao prior quantitative research has
examined the relationship between CSE and self-essipn. Given that the levels of
CSE can impact a counselor trainee’s performandestrass levels (Friedlander et al.,
1986; Kopala, 1987), which can directly affect #pautic relationships and client
outcomes, an examination of various factors thadiér or enhance CSE is imperative in

counselor education research.
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The next step in understanding factors influen@8F is by exploring the degree
of predictive strengths that mindfulness and seifipassion have on CSE. Mediation
analysis was used to determine whether self-congrassa mediator process through
which mindfulness predicts CSE.

Hypothesis|i|

Past research has indicated an existing relatipriggtiveen mindfulness, self-
compassion, and CSE. However, the strength of tteégonships has not been fully
understood. In this study, mindfulness was foundd a significant predictor of CSE.
The significant predictive relationship between difiiness and CSE is consistent with
another empirical study (Greason & Cashwell, 2008)s relationship indicates that
those who are more mindful are also more likelfetd competent when working with
clients and believe that they have the appropjietgment to know when to utilize
various counseling skills with their clients. Itgessible that those who practice
mindfulness in their personal life are able to gdpke mindful practice to clinical use.
Mindfulness facets such as the ability to be ‘neaetive’ and ‘non-judgmental’ can be
useful skills that can assist in maintaining foadreen working with clients. Additionally,
other mindfulness facets such as the ability to vath awareness’ and to be ‘observant’
are applicable clinical skills that may help cliaigs-in-training feel more competent,
versus feeling distracted and having difficulty centrating in client sessions. Finally,
people with high levels of the ‘describing’ faceport that they are able to easily describe
their thoughts and feelings. This skill would atemnslate well to feeling competent when

describing or interpreting aspects of client’s ptraenological experiences.
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It was also found that those students who are mameful in their everyday
experience are also more likely to be compassidoatards themselves. This
corroborates with past research of a strong reiahigp with mindfulness and self-
compassion (Shapiro et al., 2007). The prediciationship between mindfulness and
self-compassion in the counseling students ingtudy likely may be indicative of these
two variables sharing some similarities particylavith non-judgment and mindfulness.
These findings suggest that mindfulness may bengoitant tool for cultivating self-
compassion in counseling students and compassiaidots, as well as buffering
clinician burnout (Kane, 2010).

In examining self-compassion as a potential mediatthe relationship of CSE
and mindfulness, the statistical insignificant fimgs demonstrate the hypothesis was not
supported. Given the past support for the impodarfcself-compassion for CSE
(McCollum & Gerhart, 2010), and the strong linkweé&n mindfulness and self-
compassion, the insignificant finding was surpgsiRostulations for this seemingly
incongruous result are discussed below.

The very strong correlation between self-compasamhmindfulness suggest
that there may be a somewhat conceptual overlapeleetthe two variables. Although
FFMQ and SCS have distinct scales, similaritiesvbeh subscales may have influenced
mediation findings. Both SCS and FFMQ are comprideal self-judging subscale. As
well, SCS has a mindfulness subscale, which magrbiar to several FFMQ items.
Examining the subscales separately may have bgeom@ate for the mediation

analysis. Another reason for the insignificant ing$ could be associated with using the
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Sobel test, which explores the significance ofrtlegliation effect. Although the Sobel
test is more accurate than other tests in calogjatidirect mediation effects (MacKinnon
et al., 2002), a large sample is required to dedigaiificant effects. Given that tipevalue
was very close to .0 E.06), it is possible that with an increased sa&analmediation
effect would have been detected.

Another possibility for the contrary findings wigixisting research could be due
to a difference in the study sample. According &m& (2010), clinicians who practice
mindfulness found self-compassion to directly intdagels of clinician efficacy. Note
that this past research was qualitative in natnteexpert mindfulness practitioners were
recruited for Kane’s study. It is conceivable ttked mediation effect of self-compassion
may be expressed differently in distinct populatioks well, the purpose of qualitative
research is neither to be conclusive nor genetdbzand thus, it can be difficult to
compare qualitative findings to quantitative reshar

Although mindfulness is a predictive variable felfssompassion and CSE, self-
compassion does not appear to significantly medrsexamined relationship. This
finding was contrary to existing research suggegstiat self-compassion acts as a
mediating variable between mindfulness and CSE.

Hypothesis|l|

In past research exploring mindfulness, mindfulressarchers (Davis & Hayes,
2011) have noted that less mindful people may ately reported inflated levels of
mindfulness because they are not aware of whatfulmeks is. Other mindfulness

research has used various methods in additionftoep®rt to measure mindfulness
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(Grepmair et al., 2007), which has been reportgatawide stronger evidence for the
utility of mindfulness interventions. Thus, it isggested to explore frequency of mindful
practice when using self-reported mindfulness sclesubstantiate response validity.
The significant relationship found between mindéds scores and practice in this study
provides evidence indicating that people who pcaatnindfulness are likely to report
less reactivity and judgment as well as report dae@ymore observant, aware, and have a
better ability to describe their internal and en&trexperiences compared to non-
practicing participants. These results indicatedfuhpractice may impact state levels of
mindfulness and provide support for the utilitynoindfulness in counselor training.
Post-Hoc Analyses

Exploring gender and scale scores revealed mabesdsbigher on all three scale
scores but only significant differences were regédbr mindfulness. These results are
surprising, as past research has indicated mates @ty exhibit significantly higher
levels of self-compassion (Neff 2003a). Approxinhatenly 1/5 of the participants were
males, which could account for the unique findifgsthis population.

Mean comparisons between masters and doctoralrgtudlere explored across
the three scale scores. Doctoral students scagedisantly higher on CSE. These
findings support previous research that doctoradestit tend to have higher levels of CSE
than masters students (Melchert et al., 1996). Wewao significant differences were
found between levels of educational groups for riulmeéss and self-compassion. This is
unlike past research, which has found mindfulnessdrease as level of training

progresses (Greason & Cashwell, 2007).
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Additional examination of educational training yled similar results when
explored with scale scores. A correlational analysvolving years of practicum
completed, indicated a positive significant cotielawith CSE, and no significant
correlations were found with mindfulness and selfapassion. A small positive non-
significant correlation was found with both mindfaks and self-compassion when
correlated with practicum year, indicating thats@avith more practicum experience do
not significantly report higher levels of mindfubgeand self-compassion. Unlike CSE
findings, which support past research (Melchedl et1996), past mindfulness research
has demonstrated a significant positive correlatiith counseling experience
(McCollum & Gehart, 2010). It is possible that t@mbination of non-mindful and
mindful counselor trainees confounded research.

Frequency of mindfulness meditation was also cosgpéy scale mean scores,
which yielded significant positive moderate cortielas across all the scale scores. These
findings indicate that participants who report nfuighractice tend to report higher levels
of mindfulness, self-compassion, and CSE. This ides/utility to the practice of
mindful interventions for counselor trainees, sugmg that mindful practice may
increase levels of mindfulness, self-compassiod, G&E.

Overall, the results of this study provide evideot a predictive relationship
between mindfulness and counselor education, piéatly the existing relationship
between mindful practice and CSE. However, the thgmzed mediating relationship of

self-compassion between mindfulness and CSE wasupgorted.
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Limitations of the Current Study

The limitations of the current study are noted heran attempt to aid future
research in avoiding such limitations. The firgtitation is in regards to the quasi-
experimental survey design utilized for the curgtnty. The hallmark of a quasi-
experimental design is the lack of randomizatioparticipant recruitment, which is a
threat to internal validity. It is possible thatfpepants who agreed to participate are
different from those who did not choose to paratg To counter the fact that
randomization was not completed, a sound attemptmade to increase validity by not
priming participants with the term ‘mindfulness’time recruitment email as well placing
the demographic questions at the end of the suhatycontained questions regarding
mindfulness practice. This method was completaat@er to ensure that the population
represented a wide range of clinicians from a d@itgof clinical backgrounds.

Another limitation is its reliance on self-repoueasgtionnaires. Participants could
be unable to accurately assess themselves, whitth confound the results. Using
multiple different methods to measure constructeeé®@mmended. Examples of other
measures include, third-person report, observalantasks etc. Although frequency of
mindful practice was explored to verify self-reoof mindfulness skills, using other
measurements to validate other self-reports woeld to strengthen significance of
results.

The lack of heterogeneity in the demographic bamlgd of the participants is
another limitation. Given that approximately 80%lwé¢ participants identified as White,

heterosexual, and female, the study’s findingdikedy not an accurate representation of
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persons other than the characteristics of the ntyajested above.

Although self-compassion had a significant bivariaglationship with
mindfulness and CSE, no mediating relationship sugsificantly determined. This
indicates that although self-compassion is strooglyelated with mindfulness, there
may be other mediators that account for the predicelationship between mindfulness
and CSE. A possible interpretation for the lackighificance with the self-compassion
mediator is the smaller sample size of this studyafpath-analysis. Further replication of
this study is warranted with a larger sample sm@ch may impact the significant level
of the mediator. Despite these limitations, thelifigs have important implications for
counselor educators.

Clinical Implications

This study provides incentive for further explor@&E and factors influencing
this important construct in counselor educatiorst ESE research has found significant
relationships to client outcome (Orlinsky et aB94) as well as counselor anxiety and
performance (Friedlander et al., 1986). Mindfukssalso a construct that has begun to
receive attention in the last two decades in cdongelucation research. Past research
has produced a large repertoire of mindful benédit€ounselor trainees. This list, which
is not exhaustive includes: increased client outed@repmair et al., 2007), enhanced
cognitive flexibility (Baer et al., 2006; Moore & adlinowski, 2009), attention (Goldin &
Gross, 2010), as well as a decrease in emotioaelivéy (Ortner, Kilner & Zelazo,

2007, Siegel, 2007a), anxiety, and stress (Chambey Allen, 2008). More

specifically, mindful practice has been reportedhprove important counselor qualities
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such as empathy, compassion, and presence (AikR86).2Another benefit reviewed for
mindful practice is self-compassion, which is attaad skill that has received recent
attention as a way to alleviate counselor anxiati gkill-set (Hall, 2009) and enhance
client outcome (Kane, 2010). For these reasons, €8fcompassion and mindfulness
are important aspects to examine in research, emuat elements for counselor
educators, supervisors, and training directoratbetstand and foster in counselor
trainees.

In this study, the results indicate mindfulnesberedictive of CSE. This
finding suggests supervisors and educators shailiteumindfulness interventions to
cultivate CSE. Research on counselor educationadstis scant with regards to methods
that improve counselor skills (Wyatt, 2012). Suppor counselor benefits after short-
term mindfulness interventions (Buser et al., 2@2nn et al., 2013) indicate that
implementing mindful practice into existing courgedducation practices could be time-
efficient and cost effective. The significant cdatens between mindful practice and all
scale scores provide strong support that mindfatgce can be used as a counselor
education practice to aid in counselor developmEmbther avenue to apply mindful
education is by cultivating CSE through mindful enpsion, where the supervisor
models a mindful presence as well as mindful skililsh as non-judgment and non-
reactivity (Wyatt, 2011).

In reviewing the mediating role of self-compassithis current study does not
support past research. The results of the curtedysndicate that other mediators such

as attention (Greason & Cashwell, 2007) may be msedul when using mindfulness
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skills to cultivate CSE. Even so, self-compassiagmificant correlations with CSE and
mindfulness indicate the construct is still regards an important area for continued
research in counselor development. The findingb@ftesearch provide credence for
mindfulness interventions to be utilized for codasé&raining that can impact counselor
self-efficacy.

Recommendations for Future Research

In addition to addressing the limitations of thegent research, future studies
should explore the usefulness of self-compassi@moumselor training. Future
investigations regarding self-compassion as aitrgitool with this population will need
to demonstrate that self-compassion is predictiv@SE prior to implementing self-
compassion training, and to consider the use ohlWiehal measures, in addition to self-
report scales.

Regarding practice implications, findings substatthat mindfulness is a
significant predictor of CSE. Although counsel@iting programs are known for using
external methods such as behavioral observatiome#tsure competency, based on the
present study, it seems important for training prats to address the internal skills of
CSE. Implementing mindfulness interventions formselors-in-training could serve as a
useful tool in developing competency and to margegelopmentally normal anxiety for
beginner counselor trainees. As well, further exptpwhat types of students (i.e. level
of anxiety, year in program, and educational baskgd) may benefit more than others
from mindfulness training is also another recomneeiiditure research avenue.

In order to determine the utility of mindfulnesaiting, it is recommended that
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future research use mindfulness intervention ssudi¢h a control group, and another
group focused on non-mindfulness interventionslei@rmine whether mindfulness
interventions are more useful than other intenagrgtifor counselor development.
Intervention research could aid in determining houch or how little mindfulness
training can affect CSE.

Additionally, the participants of this study werena of mindful and non-mindful
practitioners. Separating populations for the @aialysis may provide more information
about these populations and could also impact h6® S affected by self-compassion
and mindfulness. Specifically, the relationshiglese variables may look different
between mindful practitioners vs. non-mindful priaahers.

Analyzing subscales of mindfulness and self-compass another recommended
area to explore. The present study examined thédobre of these variables. Past
research studying mindfulness and self-compassioviged information on subscale
findings. It is possible that collapsing across dom could obscure the effects that these
subscale scores could have in relation to counselbefficacy. In order to identify the
unique effects of each distinct subscale scorepi metailed analysis of these variables
is recommended. Additionally, past studies havécatdd that mindfulness facets can
operate in contrasting ways (Baer et al., 2006n€rét al. 2007), which could suggest
that some facets may be more beneficial to cubtivat counselor self-efficacy than other
facets. Overall, this study advances our knowlezfghis population by showing that

mindfulness training could be considered as a lig&krvention in counselor education.
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Conclusion

In summary, this study confirmed prior findingstth@ndfulness, self-
compassion, and CSE are significantly correlatdtl wme another. Moreover, the
findings support mindfulness as a significant peeatiof CSE. Results of this study
suggest replication of the study to determine ntedjaeffect of self-compassion. Due to
CSE’s important influence that it can have on celorsdevelopment, it is worth
exploring whether the findings of this study witld with replication. While this study
certainly suggests that there is a relation betweimadfulness and CSE, it must be
replicated with intervention studies to determioavhat extent mindfulness training can
have on CSE. Despite the remaining questions, rémsept study represents a

foundational step for further research and praa®eslopment in counselor education.
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APPENDIX A
INFORMED CONSENT

TITLE of RESEARCH: Exploring Mental Health ProvidgeCounseling Skills and
Behaviors

You are invited to participate in a study that vaiftempt to understand perceptions of self
as a competent counselor and self-care practindghair relationship to counseling

skills. The purpose of the study is to understémedviews of oneself as a counselor-in-
training and their relationship to counseling skilVe can then use this information to
promote training methods related to the factorsremad in this study. You have been
selected for this study because you are a mengdthhgrovider-in-training. If you are
under 18 years of age, please do not proceed gtheist of this study.

The study will take approximately 15-20 minutestmnplete the survey. No risks are
expected to result from participation in this studlyou decide to participate, you will be
asked to complete an online survey, asking quespentaining to skills of mental health
providers-in-training. You will not be paid for paipating in this research study.
However, each participant will have the opportumgtyut his or her name in a draw.
There will be four prizes of $25 given out to peigiants who win the draw.

All information collected will be kept private. Bny report about this study that might

be published, you will not be identified. Result#l tve reported in an aggregated format
only, meaning that there will be no way to conngxir answers to your identity. You
participation in this study is on a voluntary badisat any time you decide not to
participate, there will not be a penalty of anykiiihe data will be stored on a secure
server until it is analyzed at the Department ofi@®ling Psychology and Community
Services at UND. After data entry, and a periodtdéast three years, the electronic data
will be deleted. Only the researchers and Insbihai Review Board auditors (who make
sure the research participants are treated faiuilyhave access to this data.

The study will be conducted by Sinead Unsworth MAp is a graduate student in the
Department of Counseling Psychology and CommurgtyiSes at the University of
North Dakota, under the direction of Dr. Dorlenelkéa. Any questions or concerns
about the study may be directed to Sinead Unswaatlemail
sinead.unsworth@my.und.edu or phone (701) 428-1drd®orlene Walker at (701)
777-3737 or email dorlene.walker@email.und.edyolf have questions regarding your
rights as a research subject, or if you have angems about the research, you may
contact the University of North Dakota Institutibfeview Board at (701) 777-4279.
Please call this number if you cannot reach rebestaff, or if you wish to talk with
someone else. Please save a copy of this consentdo your records.

By providing your electronic signature below, yagree to take part in this study and to
all of the above information.
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APPENDIX B
DEMOGRAPHIC SURVEY

Gender:
Female
Male
Other:

Age:
Your race/ethnicity:

African American/Black

American Indian/Native American/First Nations
Asian American/Pacific Islander
Caucasian/White

Hispanic/Latino

Other (please specify):

Your sexual orientation:
Bisexual

Lesbian/Gay
Heterosexual

Queer

Other:

Your current program:

Clinical Counseling/Community Mental Health
Counseling Psychology

Clinical Masters Social Work

Clinical Psychology

Marriage and Family Therapy

Other:

Please list the level of education you are curyerdimpleting:
Masters
Doctoral

Semesters of clinical practicum:

Briefly describe your theoretical orientation ifieav words:

Please identify your philosophical/spiritual/retigs tradition (if any) (i.e. Christian,
Buddhist, Atheist etc.):
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How often do you participate in these activitiesdach domain: personal life,
professional life (for example: jog with colleagatework), and use or teach to clients
(use as an intervention in session with clientgag¢ rate frequency of each activity.

Never Less than 1x/week

1

Every week
3

Everyday All the time

5

Personal life

Professional life

Use or teach to
clients

Yoga

Dance

Sing

Listen to music

Reading

Progressive Muscle
Relaxation

Watching TV/Movies

Guided Imagery

Mindfulness
meditation

Jogging/running

Journal writing

Tai-chi

Socialize with
friends

Get a massage

Please describe any formal training or educatitated to mindfulness/meditation:
Class or seminar specific to mindfulness
Mindfulness training with supervisor in practicum

Religious practice

Other (Please specify):
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APPENDIX C
FIVE FACET MINDFULNESS QUESTIONNAIRE

Description: Please rate each of the followingestants using the scale provided. Write
the number in the blank that best describes your @wnionof what is_generally true for

you.

1 2 3 4 5
never or very rarely sometimes  often very often or
rarely true true true true always true

1. When I'm walking, | deliberately noti¢teetsensations of my body moving.

2. I'm good at finding words to describe f@glings.

3. | criticize myself for having irrational inappropriate emotions.

4. | perceive my feelings and emotions with@aving to react to them.

5. When I do things, my mind wanders off Bimdeasily distracted.

6. When | take a shower or bath, | stayt &dethe sensations of water on my
body.

7. | can easily put my beliefs, opinions] arpectations into words.

8. I don’t pay attention to what I'm doingclhwuse I’'m daydreaming, worrying, or
otherwise distracted.

9. lwatch my feelings without getting losthem.

___10. I tell myself I shouldn’t be feeling tvay I'm feeling.

_____11. I notice how foods and drinks affect myuights, bodily sensations, and
emotions.

12. It's hard for me to find the words toatdse what I'm thinking.

13. | am easily distracted.

14. | believe some of my thoughts are abnbomiaad and | shouldn't think that

way.

15. | pay attention to sensations, suchewihd in my hair or sun on my face.

16. | have trouble thinking of the right wetd express how I feel about things

17. I make judgments about whether my thaugte good or bad.

18. I find it difficult to stay focused on atfs happening in the present.

19. When | have distressing thoughts or imalgstep back” and am aware of the
thought or image without getttagen over by it.
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20.

21.
22.

23.

24,
25.
26.
27.
28.
29.

30.

31.

32.
33.
34.
35.

36.
37.
38.
39.

| pay attention to sounds, such as clbckisg, birds chirping, or cars
passing.
In difficult situations, | can pause withimmediately reacting.

When | have a sensation in my bodyitfecult for me to describe it because
| can’t find the right words.

It seems | am “running on automatic” withmuch awareness of what I'm
doing.

When | have distressing thoughts or imageel calm soon after.

| tell myself that | shouldn’t be thingithe way I'm thinking.

I notice the smells and aromas of things.

Even when I'm feeling terribly upsetahdind a way to put it into words.

I rush through activities without beieglly attentive to them.

When | have distressing thoughts or im&gen able just to notice them
without reacting.

| think some of my emotions are bad apjpmopriate and | shouldn’t feel
them.

I notice visual elements in art or nataueh as colors, shapes, textures, or
patterns of light and shadow.

My natural tendency is to put my expe@snnto words.

When | have distressing thoughts or imagest notice them and let them go.
| do jobs or tasks automatically withibeing aware of what I'm doing.
When | have distressing thoughts or imagedge myself as good or bad,
depending what the thought/imisgabout.

| pay attention to how my emotions affagtthoughts and behavior.

| can usually describe how | feel atrtttanent in considerable detail.

| find myself doing things without payiatgention.

| disapprove of myself when | have ioadl ideas.

Scoring Information:
Observe items:

1, 6, 11, 15, 20, 26, 31, 36
Describe items:

2,7, 12R, 16R, 22R, 27, 32, 37
Act with Awareness items:
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5R, 8R, 13R, 18R, 23R, 28R, 34R, 38R
Nonjudge items:
3R, 10R, 14R, 17R, 25R, 30R, 35R, 39RNonreact items

4,9, 19, 21, 24, 29, 33
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APPENDIX D
SELF-COMPASSION SCALE

HOW I TYPICALLY ACT TOWARDSMYSELF IN DIFFICULT TIMES

Please read each statement carefully before amgyvdio the left of each item, indicate
how often you behave in the stated manner, usiadalfowing scale:

Almost Almost
never always
1 2 3 4 5

_____ 1. I'mdisapproving and judgmental aboutowy flaws and inadequacies.
2. When I'm feeling down | tend to obsess fate on everything that's wrong.
3. When things are going badly for me, Itedifficulties as part of life that
everyone goes through.
4. When | think about my inadequaciesntssto make me feel more separate
and cut off from the rest of the world.
5. |l tryto be loving towards myself whem feeling emotional pain.
6. When I fail at something important toIrbecome consumed by feelings of
inadequacy.
7. When I'm down and out, | remind myself thare are lots of other people in
the world feeling like 1 am.
8. When times are really difficult, | termdte tough on myself.
9. When something upsets me | try to keegmgtions in balance.
10. When | feel inadequate in some way, iamemind myself that feelings of
inadequacy are shared by most people.
______11. 'mintolerant and impatient towards #aspects of my personality | don't
like.
____12. When I'm going through a very hard tilngiye myself the caring and
tenderness | need.
____13. When I'm feeling down, | tend to feekliknost other people are probably

happier than | am.
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_____14. When something painful happens | trnake ta balanced view of the situation.
15. I try to see my failings as part of thenlan condition.
______16.When | see aspects of myself that | dik&f | get down on myself.
___17. When | fail at something important tolnry to keep things in perspective.
_____18. When I'm really struggling, | tend tolfklkee other people must be having an
easier time of it.
19. I'm kind to myself when I'm experiencisgffering.
____20. When something upsets me | get carriexy avith my feelings.
21. | can be a bit cold-hearted towards nhygstn I'm experiencing suffering.
22. When I'm feeling down | try to approachfeelings with curiosity and
openness.
___23.I'mtolerant of my own flaws and inadecjas.
______24. When something painful happens | teriddw the incident out of proportion.
25. When | fail at something that's importanne, | tend to feel alone in my
failure.
___26.Itryto be understanding and patientto® those aspects of my personality |
don't like.
Coding Key:
Self-Kindness Items: 5, 12, 19, 23, 26
Self-Judgment Items: 1, 8, 11, 16, 21
Common Humanity Items: 3, 7, 10, 15
Isolation Items: 4, 13, 18, 25
Mindfulness Items: 9, 14, 17, 22
Over-identified Items: 2, 6, 20, 24

Subscale scores are computed by calculating the ofesubscale item responses. To
compute a total self-compassion score, reverse shernegative subscale items - self-
judgment, isolation, and over-identification (i.2+5,2=4,3=3.4=2,5=1) - then
compute a total mean.
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APPENDIX E

COUNSELOR SELF-EFFICACY SCALE

Using the following options, rate your counseldf-séficacy or 'ability to do the
following counseling skills.'
1 = disagree strongly 2= disagree moderatel$ = neutral/uncertain 4 = agree
moderately 5 = agree strongly

1. My knowledge of personality development is agaguor counseling effectively.

2. My knowledge of ethical issues related to colinges adequate for me to perform

professionally.

w

. My knowledge of behavior change principles isamequate.
4. | am not able to perform psychological assessitioeprofessional standards.
5. I am able to recognize the major psychiatric
conditions.
6. My knowledge regarding crisis intervention sadequate.
7. 1 am able to effectively develop therapeutiationships with clients.
8. | can effectively facilitate client self-expédion.
9. |am not able to accurately identify clieaffect.
10. I cannot discriminate between meaningful arelavant client data.
11. I am not able to accurately identify my ownogional reactions to clients.
12. 1 am not able to conceptualize client casdena clinical hypotheses.
13. | can effectively facilitate appropriate gdalvelopment with clients.
14. | am not able to apply behavior change skillsquately.
15. I am able to keep my personal issues fromtnagdya affecting my counseling.
16. | am familiar with the advantages and disath@es of group counseling as a
form of intervention.
17. My knowledge of the principles of group dynesnis not adequate.
18. | am able to recognize the facilitative andilikative behaviors of group
members.
19. I am not familiar with the ethical and professl issues specific to group work.
20. | can function effectively as a group leadsmilftator.
Use reverse coding for items 3, 4, 6, 9, 10, 2114, 17, and 19
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APPENDIX F
DEBRIEFING FORM
Dear Participant,

During this study, you were asked to rate yourlle¢eounselor skill development. You
were told that the purpose of the study was to éxarwounselor skill development. The
actual purpose of the study was to explore couns&lth development as it relates to
mindfulness, self-compassion, and counselor sétfasdy.

| did not tell you everything about the purposehef study because there was a risk that
you may be primed to self-report in a particulagywahich may have rendered the
results non-significant. If you have any concerpsud your participation or the data you
provided in light of this disclosure, please disctigs with me. | will be happy to provide
any information we can to help answer questionshaue about this study.

If your concerns are such that you would now likénéve your data withdrawn, and the
data is identifiable, | will do so.

If you have questions about your participationha study, please contact me-Sinead
Unsworth at (701-428-1149), or my faculty advig@rorlene Walker, 701-777-3737).

If you have questions about your rights as a rebgaarticipant, you may contact the
University of North Dakota Institutional Review Bdaat (701) 777-4279. Please call
this number if you cannot reach research stafyoorwish to talk with someone else.
Please again accept our appreciation for yourgpation in this study.

If you would like to put your name in a draw, plegsovide your name and email

address below. This information will not be paiwgth your data, and will be discarded
immediately after the draw.
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APPENDIX G
DEMOGRAPHIC STUDY RESULTS
Table 10

Current or Previous Program in Text

N Frequency (%)
Type of Program

Combined Clinical/Counseling/School 8 4.4
Forensic Psychology 7 3.8
Master of Social Work 4 2.3
Addiction 2 9
Psy D 2 9
Sport and Performance Psychology 2 9
Health Education 1
College Counseling 1
School Counseling 1
School Psychology 1
International Disaster Psychology 1 5
Total
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Table 11

Frequency of Personal, Professional, and Clieniviits

Personal

Professional Practice

Teach as a client

Frequency of Activity PracticeN (%) N(%) intervention
Mindfulness Meditation
Less than once a week 78 (37) 122 (59.2) B8%)2
Never 73 (34.6) 51 (24.8) 82 (39.8)
Weekly 49 (23.2) 26 (12.6) 55 (26.7)
Daily 11 (5.2) 7(3.4) 10 (4.9)
Yoga
Never 109 (51.4) 189 (90.9) 166 (80.6)
Less than once a week 73 (34.4) 16 (7.7) 8j1
Weekly 25 (11.8) 3(1.4) 7(3.4)
Daily 5(2.4) 0 (0) 0 (0)
Sing
Never 50 (23.8) 185 (89.8) 183 (90.1)
Less than once a week 34 (16.2) 13 (6.3) W) (8
Weekly 53 (25.2) 7(3.4) 3(1.5)
Daily 73 (34.8) 1(.5) 0 (0)
Dance
Never 80 (37.9) 193 (93.7) 188 (91.7)
Less than once a week 94 (44.5) 11 (5.3) B) (6
Weekly 35 (16.6) 2 (1.0) 3(1.5)
Daily 2(.9) 0 (0) 0 (0)
Listen to Music
Never 2 (.9) 96 (47.5) 109 (52.9)
Less than once a week 8 (3.8) 40 (19.8) 69 (31
Weekly 33 (15.6) 39 (19.3) 30 (14.6)
Daily 168 (79.6) 27 (13.4) 3 (1.5
Progressive Muscle Relaxation
Never 87 (41.2) 128(62.4) 60 (29.1)
Less than once a week 101 (47.9) 55 (26.8) (492)
Weekly 16 (7.6) 199 (.3) 50 (24.3)
Daily 7(3.3) 3 (1.5 4 (1.9)
Watching TV
Never 2(.9) 142 (69.3) 138 (67.6)
Less than once a week 16 (7.5) 54 (26.3) B2
Weekly 79 (37.3) 9 (4.4 10 (4.9)
Daily 115 (54.2) 0 (0) 1(.5)
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Table 11 (continued)

Frequency of Personal, Professional, and Clieniviiots

Frequency of Activity Personal Professional Practice Teach as a client
Practice N (%) N (%) intervention
Guided Imagery
Never 119 (56.7) 143 (69.4) 90 (43.5)
Less than once a week 73 (34.8) 46 (22.3) 3667
Weekly 16 (7.6) 16 (7.8) 40 (19.3)
Daily 2 (1.0 1(.5) 1(.5)
Reading
Never 7 (3.4) 38 (18.5) 77 (37.6)
Less than once a week 35 (16.8) 14 (6.8) 62§3
Weekly 55 (26.4) 62 (30.2) 56 (27.3)
Daily 111 (53.4) 91 (44.4) 10 (4.9)
Journal Writing
Never 124 (59.3) 149 (74.1) 62 (30)
Less than once a week 57(27.3) 31 (15.4) 82)3
Weekly 25(12.0) 19 (9.5) 61 (29.5)
Daily 3(1.4) 2 (1.0 5(2.4)
Tai-Chi
Never 201 (96.6) 200 (99) 198 (97.1)
Less than once a week 7 (3.4) 2 (1.0) 5(2.5)
Weekly 0 (0) 0 (0) 1(.5)
Daily 0 (0) 0 (0) 0 (0)
Social Supports
Never 11 (5.2) 38 (18.5) 32 (15.6)
Less than once a week 22 (10.4) 27 (13.2) 1387}
Weekly 53 (29.7) 69 (33.7) 90 (43.9)
Daily 116 (54.7) 71 (34.6) 55 (26.8)
Get a Massage
Never 93 (44.5) 194 (95.1) 164 (80)
Less than once a week 111 (53.1) 9 (4.4) 3]l
Weekly 5(2.4) 0 (0) 4 (2.0)
Daily 0 (0) 1(.5) 1(.5)
Jogging/running
Never 85 (40.3) 191 (93.2) 127 (61.7)
Less than once a week 50 (23.7) 8 (3.9 383)2
Weekly 62 (29.4) 5(2.4) 26 (12.6)
Daily 14 (6.6) 1(.5) 5(2.4)
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Table 12

Instrument Scale Reliabilities

Scales o a in other Studies

FFMQ .90 Total score not published, scores for
subscales range .77-.91

SCS .95 .92

CSES .87 91

Table 13

Means and Standard Deviations for Scales

N=213
Scale M SD
FFMQ 3.42 .38
SCS 3.23 73
CSES 3.85 .46
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