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The purpose of this dissertation was to demonstrate research scholarship using 

the American Psychological Association (APA) manuscript-style dissertation format, 

in accordance with Oregon State University Graduate School and Counseling 

Academic Unit guidelines. Chapter 1 explains how chapters 2 and 3 are thematically 

linked manuscripts intended to extend professional literature in Counseling.  Chapter 2 

reviews related literature titled: Counseling Individuals with Serious Mental Illness: A 

Review of the Literature.  

From the foundation established in Chapter 2, Chapter 3 specifies a cross-

sectional survey predictive design titled: The Relationship between Involvement with 

Serious Mental Illness and Self-Efficacy among Novice Counselors. The purpose of 

this study was to examine if involvement with SMI predicts self-efficacy above and 

beyond experience in beginner and novice counselors.  

Counselor self-efficacy of a sample of beginner and novice counselors  (N=79) 

was measured using a short form of the counselor self-estimate inventory (COSE).  

Involvement with serious mental illness was measured by a pilot measure developed 

within this study. The 8-item, 5-point likert scale required participants to rate their 

current caseloads based on the frequency they experience symptoms specific to an 



	  
	  

empirical definition of serious mental illness. Results indicate no significant predictive 

relationship between involvement with SMI and counselor self-efficacy [F (2,72) = 

1.09, p = .342]. Inflated counselor self-efficacy scores indicate a potential error in 

measurement and need for closer examination in future research. Results from this 

study, combined with previous empirical findings, inform future research related to 

training and supervision to better prepare counselors for a diverse clinical population. 
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CHAPTER 1: GENERAL INTRODUCTION 

Dissertation Overview  

This dissertation demonstrates research scholarship using American 

Psychological Association manuscript-style dissertation format in accordance with 

Oregon State University Graduate School and Counseling Academic Unit policy. 

Chapter one serves as an introduction to the dissertation, thematically linking chapters 

two and three. A brief thematic introduction and glossary of terms are provided.  

Chapter two, a manuscript titled Counseling Individuals with Serious Mental Illness: A 

Review of the Literature, reviews related empirical and conceptual literature on 

Serious Mental Illness (SMI) and empirically supported approaches for treating SMI 

in the counseling field. Chapter three, a manuscript titled The Relationship Between 

Involvement with Serious Mental Illness and Self-Efficacy among Novice Counselors, 

details a cross-sectional survey, predictive design to determine the relationship while 

controlling for clinical experience. Both manuscripts focus on challenges counselors 

experience from graduate training to professional practice when working with SMI. 

Chapter two includes a detailed account of related literature on SMI, gaps in training 

counselors to treat SMI, and potential solutions for counselor educators working with 

students who encounter SMI on their caseloads. Chapter two relates to chapter three 

by outlining the selection of this study’s predictor and criterion variables. Chapter four 

provides overall conclusions and recommendations for future research. 

Thematic Introduction 

Within the counseling research, little attention has been give to how novice and 

professional counselors are working with individuals with serious mental illness 
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(SMI).  The Council for Accreditation of Counseling and other Related Educational 

Program (CACREP) does not address or posit any standards for working with more 

severe and debilitating pathologies. The 2009 CACREP standards outline learning 

outcomes and expectations for several areas of emphasis including career counseling, 

addiction counseling, marriage and family counseling, school counseling, college 

counseling, and clinical mental health counseling. There is no mention within any of 

these areas of focus of competencies for working with serious mental health issues. 

Beyond needing to know basic diagnostic components of the DSM-IV-TR, few 

expectations exist for CACREP students’ competencies related to working with major 

psychopathology.  

Much has changed over the past half a century as fewer individuals with 

serious mental illness find themselves in institutional settings and more find 

themselves receiving treatment in the community. With the effects of 

deinstitutionalization still trickling down to community mental health agencies across 

the country, more individuals with SMI are being treated on an outpatient basis. Often 

the lead clinicians in this structure of care are professional counselors educated in a 

CACREP or similarly accredited training program. A recent study by the Substance 

Abuse and Mental Health Services Administration found that counselors provide a 

large portion of direct services to individuals with mental illness (SAMHSA, 2009).  

Yet, the training and education counselors are receiving before working with these 

individuals does not seem to be keeping pace with the expanding need.  

The SMI population requires a specific approach to treatment. Not only are the 

interventions markedly different for individuals with SMI but also the entire approach 
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starting with the counselor’s interpersonal style must be adjusted. (Caporoso & 

Kiselica, 2004; Lysaker, Buck, & Lintner, 2009; Mowbray & Holter, 2002). An 

inability for CACREP trained counselors to perform such activities because of lack of 

training threatens to negatively impact quality of care and client outcomes for an 

already vulnerable population.  

Serious mental illness is increasing as time proceeds (SAMSHA, 2009). 

Mental health providers across the world are reporting higher prevalence of SMI 

among outpatient caseloads. Educators report more cases of serious mental illness on 

college campuses. With these reports come findings that counselors working with 

these individuals may not be prepared to do the work they are being asked to do 

(Francis & Abbassi, 2010; Gallagher, 2011). This raises ethical and legal implications 

for educators and mental health professionals as well as decreases students’ chances 

for success (Francis & Abbassi, 2010).  

Other research has found the counseling field to be lacking in how it prepares 

its trainees to work with individuals with SMI. For instance, counselors working with 

individuals with SMI have lower success rates in implementing career counseling. 

One likely culprit is the counselors’ lack of knowledge and skills to tailor services to 

the specific needs of the SMI population (Caporoso & Kiselica, 2004). It is not 

surprising that the quality of care suffers for individuals with SMI seeking college or 

career counseling. An examination of the 2009 CACREP standards shows that clinical 

issues specific to individuals with SMI are not addressed in the competency section of 

either career or college counseling.  
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Other mental health systems have experienced similar struggles in attempting 

to provide outpatient services to individuals with SMI. In the United Kingdom, several 

studies have found that masters level therapist lack the skills to treat individuals with 

serious mental health issues (Fakhoury & Wright, 2001; Knorpel & Cockersell, 2004; 

Russellos, 2004). Work in the UK has pointed to the disparities in training for 

individuals working with SMI and calls for more specific training to be implemented 

for counselors wishing to practice with the SMI population (Knorpel & Cockersell, 

2004; Russellos, 2004). Similar circumstances are present in the United States where a 

broad training is given to counselors with little attention on the specific issues present 

for the SMI population. In fact, a similar phenomenon has been observed within the 

debate over counselors’ roles in treating pathology. There is a view amongst many 

counselors and counselor educators that the counselor’s role is to treat exclusively 

within a developmental model and not treat pathology. Despite the existence of this 

attitude, thousands of counselors currently are employed in both the public and private 

sector where they are likely to need to provide treatment to individuals with severe 

mental health issues (Hohensill, 1996).  

Furthermore, the social work field has moved far ahead in examining their 

work with the SMI  population (Acker, 2010; Acker, 1999; Eack 2008). Studies from 

the social work field are showing that attitudes and burnout are higher among social 

workers working with individuals with SMI than other populations (Eack, 2008). 

Given the high negative correlation between clinician burnout and quality of care for 

clients, this is concerning (McCarthy & Frieze, 1999).  Studies from the social work 

field have pointed to important gaps in education and training. Similar disparities may 
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exist in other fields that have clinical contact with the SMI population. Therefore, it 

seems important to examine how professional counselors experience working with 

individuals with SMI in order to better understand possible training needs.  

One outcome common amongst studies coming from the social work field are 

that lower sense of perceived confidence results in quicker burnout and less positive 

client outcomes (Eack, 2008). If competencies are as low they seem to be amongst 

counselors working with individuals with SMI, there is reason to project that 

CACREP trained counselors are not providing SMI clients with the quality of service  

they need. More research is certainly needed to understand how counselors perceive 

their abilities to work with individuals with SMI in order to understand how to better 

prepare them in graduate training.  

Serious mental illness has been defined many ways. One definition used by 

SAMHSA (2009) describes SMI as anyone meeting criteria for an axis I diagnosis that 

causes “serious functional impairment”. Others consider SMI to be specific to 

different types of diagnoses including schizophrenia spectrum disorder (including 

schizophrenia and schizoaffective), bipolar I spectrum, major depression, obsessive 

compulsive disorder, and pervasive personality disorders (Russellos, 2004). Despite 

having different opinions on which diagnosis make the cut for “SMI”, most agree that 

the determining factors that set severe mental illness apart from mental illness is the 

duration and disability (Hagen & Hutchison, 1988; Megiveren, 2001; Russellos, 

2004). Individuals with SMI typically experience symptoms several times throughout 

their lives and the course of their illness may be persistent and reoccurring. As well, 
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individuals with SMI may become unable to perform daily living activities because of 

their mental health symptoms.  

Despite the traditional bleak outlook of individuals with SMI, much work has 

been done in the last thirty years to increase the efficacy of interventions. Now, more 

than ever, there are both medicinal and non-medicinal interventions available to 

individuals with SMI that can significantly increase quality of life. No longer is it the 

goal of SMI treatment to simply maintain and avoid hospitalization. Instead, these 

individuals are able to live rich, fulfilling lives. They have lives full of meaning in 

which they can find empowerment to set and obtain goals (Lysaker et al., 2009). As 

the recovery model unveils the possibilities with this underserved population, it is 

important to understand how counselors are prepared to work with them.  

One way to assess how counselors are working with these individuals is to 

examine counselor’s self-efficacy of working with the SMI population. At its 

foundation, self-efficacy measures one’s perceived confidence. It shines a light on the 

relationship between what people know how to do and what they actually do 

(Bandura, 1982). Self-efficacy has a strong effect on behavior because if people 

believe they will be successful in performing an act, they are much more motivated to 

perform that act. Without self-efficacy, individuals lack the motivation to perform the 

task at hand and obtain their goals (Bandura, 1977). Self-efficacy is not an enduring 

personality trait. Instead, it changes with different tasks. Therefore, on could easily 

draw the conclusion that low self-efficacy in working with certain populations would 

inhibit a counselor from performing at his/her best; subsequently affecting quality of 

care.  
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Counseling self-efficacy has received a great deal of attention as being an 

accurate way to measure potential for performance in counseling trainees (Barnes, 

2004; Larson et al., 1992). Specifically, counselor self-efficacy refers to a counselor’s 

own view of his/her beliefs to effectively counsel an individual (Larson & Daniels, 

1998). A strong sense of counselor self-efficacy has been shown to correlate with a 

trainees ability to incorporate knowledge and feedback in order to improve the 

learning process and improve performance in the counseling role (Larson & Daniels, 

1998).  

Self-efficacy is not a static trait that counselor trainees exhibit throughout their 

education and trainings. Instead, it can be influenced and enhanced through specific 

and theory-driven interventions (Barnes, 2004). Furthermore, counselor self-efficacy 

has been shown to be a more accurate description of counselor trainees’ experiences 

than competence scores from outside raters (Kozina, Grabovari, Stefano, & Drapeau, 

2010). Therefore, having a clear understanding of counselors’ self-efficacy when 

working with the SMI population would give counselor educators and supervisors a 

more clear understanding of where potential gaps exist in training.  

Perceived self-competence and self-efficacy has been found to influence client 

outcomes in outpatient therapy settings (Acker, 2010). Due to this, it is important to 

better understand the relationship between self-efficacy and working with SMI in 

novice counselors. If counselor self-efficacy is low in those providing services to 

individuals with SMI, poor client outcomes and counselor burnout could result. As 

such, findings from this study may provide an incremental step forward for the 

counseling profession.  
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 This document is organized into three sections. The first chapter gives a brief 

overview of the research objectives and the importance of the variables being 

examined. Chapter two is a more detailed assessment of associated research and 

theories pertaining to the challenges that are faced by clinicians working with SMI. An 

overview of the literature of counseling the SMI population and the gaps in counselor 

training are included in this chapter. Chapter three describes, in more detail, the 

constructs being examined including counselor self-efficacy and involvement with 

serious mental illness. As well, it outlines the research participants and the methods 

used for collecting and analyzing the data on counselor self-efficacy in relation to 

work with SMI.  The chapter provides a synopsis of the psychometric properties of the 

instruments used to assess counselor self-efficacy and involvement with SMI. It 

details the results of the cross-sectional predictive design. A discussion of findings, 

limitations, and recommendations is provided. Chapter four of this document provides 

general conclusions and potential for future work inspired by the results of chapter 

three.   

Glossary of Terms 

Counselor Education: Masters level graduate training from a Council of the 

Accreditation of Counseling and Related Educational Programs (CACREP) institution  

Counseling Self-Efficacy: A counselor’s own view of his/her beliefs to effectively 

counsel an individual (Larson & Daniels, 1998).   

Involvement with Serious Mental Illness: A measure of the spectrum of severity of a 

clinician’s caseload (Acker, 2010).  
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Beginner and Novice Counselors: Counseling students or newly graduated counselors 

with a small amount of clinical experience who remain in the beginning phase of skills 

and knowledge acquisition (Etringer &  Hillerbrand , 1995). For this study, 

operationalized as counseling students in their internship placement (beginner 

counselors) or practicing masters-level counselors two years or less post-graduate 

training (novice).  

 

Self-Efficacy: particular cognitive process that suggests that certain thoughts and 

beliefs related  to confidence in a particular area are initiated and affected by the 

experience of effective performance and mastery (Bandura, 1977).  

Serious Mental Illness: Often referred to as severe and persistent, serious mental 

illness is a transdiagnositc description of psychopathology in which the individuals 

experience psychotic or affective symptoms over a long duration (two years or more) 

and in ways that significantly impact their daily functioning. Individuals with SMI 

typically experience symptoms several times throughout their lives and the course of 

their illness may be persistent and reoccurring. As well, individuals with SMI may 

become unable to perform daily living activities because of their mental health 

symptoms. (Ruggeri, Thornicroft, Bisoffi, & Tansella, 2000).  
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Abstract 

This review of the literature suggests a clear need for more and better training to 

prepare counselors to work with individuals with serious mental illness (SMI) may be 

needed. The Association for Counselor Education and Supervision (ACES), a division 

of the American Counseling Association (ACA) highlights numerous studies focused 

on improving training of counselors, in Counselor Education and Supervision. The 

Journal of Counseling and Development (JCD), as well as other ACA division 

journals publish numerous conceptual and empirical manuscripts specific to working 

with particular, often times underserved client populations. However, a large group of 

high-need individuals to whom counselors and counselor trainees frequently provide 

services has gone largely unexamined. Individuals with serious mental illness (SMI) 

make up a large portion of community mental health agency clients; and research has 

shown community mental health service providers to be largely unprepared to work 

effectively with this population.  As such, the need exists to further investigate this 

area as implications can serve to better SMI client outcomes and improve Counselor 

Education,  

 

Key words: Self-efficacy; serious mental illness; novice counselors 

 

 

 

 

 



	   	   	  
	  

12	  

Introduction 

Research in the field of counselor education has been gaining ground for 

decades. Empirical investigations continue to be valued in advancing the field of 

counselor education and supervision (Kline, 2003).  To date, numerous studies have 

focused on how to improve counselor-training for specific and often underserved 

populations, such as ethnic minorities, transgender individuals, and survivors of sexual 

abuse, to name a few (Boysen & Vogel, 2008; Carroll & Gilroy, 2002; Israel, & 

Hackett, 2004; Kitzrow, 2002). However, to date little research has focused 

specifically on professional counselors or counselors-in-training working with clients 

with serious mental illness (SMI) (Caporoso & Kiselica, 2004). This review of 

relevant literature serves to connect the counseling needs of individuals with SMI with 

the preparedness of CACREP-trained masters-level students through outlining current 

best-practice approaches in working with SMI and their applications to counselor 

training.  

Serious Mental Illness (SMI) 

Serious mental illness (SMI) has been defined in as many ways as it has been 

labeled. One definition used by SAMHSA (2009) operationalizes SMI as anyone 

meeting criteria for an axis I diagnosis that causes severe functional impairment. 

Others consider SMI to be specific to different types of diagnoses including 

schizophrenia spectrum disorder (including schizophrenia and schizoaffective), 

bipolar I spectrum, major depression, obsessive compulsive disorder, and pervasive 

personality disorders (Russello, 2004). Despite having different opinions on which 

diagnoses exhibit SMI, most tend to agree determining factors that set severe mental 
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illness apart from mental illness is evidenced by duration and disability (Hagen & 

Hutchison, 1988; Megiveren, 2001; Russello, 2004).   

Several factors have led to a relative dismissal of the community mental health 

needs of individuals with SMI. Individuals with SMI developed a misperception as 

being treatment resistant by many mental health professionals (Accordino, Porter, & 

Morse, 2001). For many years, SMI was referred to as chronic mental illness or severe 

and persistent mental illness (SPMI). In the United Kingdom, it has been referred to as 

severe and enduring mental illness (SEMI) (Russello, 2004). However, movement 

towards a recovery model and away from a deficit model has resulted in advocates 

pushing for less focus on life-long disability. As a result, the persistent and chronic 

nature of these mental illnesses is being deemphasized.   

As the effects of deinstitutionalization surfaced through national and state-level 

policy, a greater emphasis has been put on providing the least-restrictive level of care 

to individuals with SMI. Research shows recovery is effectively facilitated when 

clients can live in their own homes and have as much independence as possible 

(Mowbray & Holeter, 2002). Chronicity, once associated with illnesses such as 

schizophrenia and bipolar disorder, has been largely exacerbated by the institutional 

setting in which these individuals were placed (Mowbray & Holter, 2002). Therefore, 

moving the focus on care form institutions to the community in addition to 

establishing recovery-based, person-first care has and will continue to reduce 

historical attribution and poor prognosis of severe mental illness.  

A second factor that has had a deleterious effect on the availability of training 

for masters’ level clinicians to address SMI is that focus for SMI treatment has been 
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historically in inpatient settings (Mowbray & Holter, 2002). However, with recent 

changes in funding over the past three decades, the vast majority of new evidenced-

based work with individuals with SMI will occur in community mental health clinics. 

Community mental health centers (CMHCs) were created as a result of the 

deinstitutionalization movement of the 1950s and 1960s (Mowbray & Holter, 2002). 

CMHCs were established and funded to originally provide what was thought would be 

only transitional services to individuals with SMI as they transitioned from inpatient to 

outpatient, community-based care. What was discovered, however, was that much 

more specific, hands-on services than originally predicted were needed to help 

individuals with SMI succeed (Rose, 1979). SMI did not seem to be entirely a problem 

brought on by institutions as many advocates and activities first thought. Instead, there 

was a complicated etiology behind each case of SMI that deserved an equally complex 

community mental health system for treating it.  

During this time, the concepts of the biopsychosocial and diathesis stress 

models of mental illness etiology were developed (Brekke & Long, 2000; Mowbray & 

Holter, 2002), thus opening the door to effective, non-medicinal treatment modalities 

delivered in an outpatient setting. In the 1970s, researchers began understanding the 

importance of combining medication treatment with case management and talk 

therapy (Mowbray & Holter, 2002). Over the next 25 years, continually more attention 

was paid to the approach to treating SMI in community settings. By the 1990s hope 

and recovery models were becoming more popular among mental health care 

providers working with individuals with SMI. Previously, the outcome for individuals 

with SMI had been bleak. Most were thought to have chronic conditions with little 
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possibility for change. However, research emerging in the 1990s indicated individuals 

with serious mental illnesses such as schizophrenia could recover and live meaningful 

lives (Anthony, 1993).  Recovery-focused services have become increasingly popular 

in community mental health centers and require CMHCs provide clinical services 

based on up-to-date assessments and diagnoses (Mowbray & Holter, 2002).   

A third factor contributing to the lack of training for masters level clinicians 

has been the traditional lack of evidence-based practices specific for individuals with 

SMI (Caporoso & Kiselica, 2004). However, the past three decades have yielded a 

paradigm shift in attitudes, knowledge, and service provision within the mental health 

field; especially services for serious mental illness. Researchers and mental health 

professionals have begun to gain a better understanding of the biopsychosocial model 

of mental illness (Mowbray & Holter, 2002).  

Furthermore, new psychopharmacology is helping individuals to live symptom 

and side-effect free more often. Evidenced based practices are being produced 

specifically for individuals with serious mental illness to help recover and thrive 

(Wright, Turkington, Kingdon, & Basco, 2009).  What was once a bleak outlook for 

individuals with SMI has been replaced with options for recovery, hope, and sustained 

wellness. Much work has been done in the last thirty years to increase the efficacy of 

interventions. Now, more than ever, there are both medicinal and non-medicinal 

interventions available to individuals with SMI that can significantly increase quality 

of life. No longer is it the goal of SMI treatment to simply maintain and avoid 

hospitalization. Instead, these individuals are able to live rich, fulfilling lives. They 

have lives full of meaning in which they can find empowerment to set and obtain goals 
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(Lysaker, Buck, & Lintner, 2009). As the recovery model unveils possibilities with 

this underserved population, it is important to understand how counselors are prepared 

to work with them.  

As the treatment focus for individuals with SMI moves from hospitals to the 

community, a larger number of evidenced-based practices are emerging (Mowbray & 

Holter, 2002). Since the founding of the federal Community Support Program in 1978, 

more attention is focusing on finding interventions that work for individuals with 

serious mental illness. The deinstitutionalization of the 1960s without properly 

preparing community mental health services appeared to be a great policy failure 

(Accordino et al., 2001). The Community Support Program has attempted to assuage 

the downfalls of the 1960s and continues to do so today. As a result, evidenced-based 

practices in the community such as crisis services, residential services, psychosocial 

rehabilitation, supported employment, and intensive case management.  

One of the highlights of these developments is the derivation of the assertive 

community treatment model (Ziguras & Stuart, 2000). Assertive community treatment 

models are meant to replicate the amount of support individuals with SMI receive in 

inpatient settings. Assertive community treatment teams require therapists and case 

managers be intricately involved in the daily lives of their clients, have in-depth 

knowledge of the needs of SMI, and a specific comfort-level in applying alternative 

methods of therapeutic approaches. If executed appropriately, assertive community 

treatment teams can have a significantly positive impact on the lives of individuals 

with SMI (Mueser, Bond, Drake, & Resnick, 1998). It has been shown to reduce 
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inpatient admissions and improve quality of life. It can be provided at a lower cost that 

inpatient or day-treatment programs (Scott & Dixon, 1995).  

In addition to assertive community treatment models, other interventions have 

shown to be effective with individuals with serious mental illness. Several models 

have emerged specifically addressing the needs of individuals with SMI living in the 

community. These include evidenced-based practices such as illness management and 

recovery (IMR), Wellness Recovery Action Planning (WRAP), and cognitive 

behavioral therapy for serious mental illness (Cook et al., 2011; Gingerich & Mueser, 

2005; Wright et al., 2009). These interventions show promise as effective strategies 

for eliciting wellness and success in the community among individuals with serious 

mental illness. (Hasson-Ohayon, Roe, & Kravetz, 2007; Fukui et al., 2011).  

Despite in the increase in evidencd-based practices, the effective delivery of 

these interventions by well-prepared clinicians is not a matter of happenstance. How, 

and by whom, services are provided can be traced to the ways in which counselor 

training programs provide clinicians’ foundation. The three factors that have 

historically led to the lack of training for masters level counselors are quickly being 

made irrelevant by new evidenced-based practice, more funds available for 

community based care, and evidence that individuals with SMI can recover. 

Therefore, there appears to be a need to revisit how counselors are prepared to work 

with this population.  

Gaps in Counselor Preparation to Work with SMI 

Clearly, there is a need to have competent, well-trained clinicians providing 

mental health care for individuals with serious mental illness. This population has the 
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ability to increase function and lead meaningful lives. However, without specifically-

trained clinicians, SMI clients may suffer and stigma of these illnesses being chronic 

and persistent will continue to infiltrate the health services field.  

Prevalence of severe mental illness is increasing over time (SAMHSA, 2009).  

A recent report by the Substance Abuse and Mental Health Services Administration 

(SAMHSA) found the estimated number of adults with SMI in the United States 

increased from 9.8 million to 11 million between 2008 and 2009. Of these 11 million 

individuals with SMI, 60% were receiving outpatient, community-based mental health 

care. This figure was significantly higher than any other group of mental health care 

consumers (SAMHSA, 2009).  Of professionals, counselors rank fourth in type of 

service provider prevalence for this population, behind general practitioners, 

psychiatrists, and psychologists, and ahead of social workers for outpatient mental 

health service delivery (SAMHSA, 2009).  

SAMHSA is not alone in their findings regarding the increase in prevalence of 

SMI. Educators are reporting more cases of severe mental illness on college campuses. 

With these reports, come findings that counselors working with these individuals may 

not be prepared to do the work they are being asked to do (Francis & Abbassi, 2010; 

Gallagher, 2003). This raises ethical and legal implications for educators and mental 

health professionals as well as decreases students’ chances for success (Francis & 

Abbassi, 2010). Francis and Abbassi (2010) looked at the current mental health care 

trends in higher education.   

Specifically, their work looked at the prevalence of SMI on college campuses 

and the ethical implications for underprepared college counselors (Francis & Abbassi, 
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2010). For their study, they defined SMI as needing to meet a certain diagnosis, 

duration, and disability. They point out that it is particularly important for counselors 

to be aware of how a student’s diagnosis may be interfering with important life tasks 

such as succeeding in school and maintaining support family relationships (Francis & 

Abbassi, 2010).  The increase in students with SMI means that counselors need to be 

prepared to recognize symptoms of SMI and differentiate the true onset of a serious 

mental illness from a temporary stress reaction. Franics and Abbassi (2010) point out 

that a standard of care for working with individuals with SMI is limited for 

counselors. This makes counselors who work in agencies without the support of 

psychiatrists particularly vulnerable to providing ineffective or even unethical services 

to these individuals. Typically, counselors that work in agencies with access to 

psychiatrist have a clearer standard of care in working with major mental illnesses 

(Granello & Witmer, 1998). However, even these circumstances do no guarantee 

collaboration and an effective dissemination of knowledge about how to work with 

this challenging group of individuals.  

The Council for Accreditation of Counseling and Related Educational 

Programs (CACREP) has much influence on the way mental health counselors are 

trained. Therefore, it is important to understand, specifically, how CACREP is 

currently addressing the needs of individuals with SMI in the community. CACREP 

standards influence the course of a counselor trainee’s graduate program and provide 

standards for the graduate educational experience on a path to becoming a professional 

counselor. Therefore, it is important to understand, specifically, how CACREP 
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programs students are working with the SMI population in order to continually assess 

and improve training standards in the future. 

An examination of the 2009 CACREP standards shows clinical issues specific 

to individuals with SMI are not addressed in the competency section of either career or 

college counseling. Research on the efficacy of services provided by counselors for 

individuals with SMI illustrates this lack of emphasis (Caproso & Kiselica, 2004). For 

instance, counselors working with individuals with SMI have lower success rates in 

implementing career counseling. One likely culprit is the counselors’ lack of 

knowledge and skills to tailor services to the specific needs of the SMI population 

(Caporoso & Kiselica, 2004).  Career counseling services with individuals with SMI 

are often referred out to vocational rehabilitation and supported employment projects, 

even if the individuals’ needs do not match the scope of these services (Garske & 

Steward, 1999).  They point out that none of the career counseling text books they 

reviewed for their article mention the specific needs of counseling with individuals 

with SMI.  

Caporoso and Kiselica (2004) have identified a number of factors that 

contribute to career counselors’ ineffective work with individuals with SMI. Most 

counselors are unaware of the systemic demands of working while receiving social 

security disability and supplemental security income (SSDI/SSI). They do not have the 

specific knowledge and understanding of this process to help their clients navigate 

these systems. Counselors also limit the services they offer individuals with SMI to 

services that mimic traditional vocational rehabilitation rather than a more holistic 

approach of career counseling. Such behaviors may indicate a stigma that individuals 
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with SMI are not as capable of engaging in meaningful employment but are, instead, 

in need of rehabilitating basic vocational needs (Caporoso & Kiselica, 2004). Career 

counseling services that incorporate a developmental approach and use well-

established approaches are seldom used with individuals with SMI. Career counselors 

have a general unawareness of the specific identify formation needs of individuals 

with SMI and how this affects their world views (Anthony, Cohen, & Danley, 1988; 

Caporoso & Kiselica, 2004). While Caporoso and Kiselica (2004) make many 

suggestions to improve how career counselors work with individuals with SMI, their 

disparities they point out in their articles strongly suggest that a significant amount of 

work is needed to gain parity in how counselors work with individuals with a serious 

mental illness.  

Other mental health systems have experienced similar struggles in attempting 

to provide outpatient services to individuals with SMI. In the United Kingdom, several 

studies have found that masters level therapist lack the skills to treat individuals with 

serious mental health issues (Fakhoury & Wright, 2001; Knorpel & Cockersell, 2004; 

Russello, 2004). Work in the UK has pointed to the disparities in training for 

individuals working with SMI and calls for more specific training to be implemented 

for counselors wishing to practice with the SMI population (Knorpel & Cockersell, 

2004; Russello, 2004). Similar circumstances are present in the United States where a 

broad training is given to counselors with little attention on the specific issues present 

for the SMI population. In fact, a similar phenomenon has been observed within the 

debate over counselors’ roles in treating pathology. There is a view amongst many 

counselors and counselor educators that the counselor’s role is to treat exclusively 
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within a developmental model and not treat pathology. Despite the existence of this 

attitude, thousands of counselors currently are employed in both the public and private 

sector where they are likely to need to provide treatment to individuals with severe 

mental health issues (Hohensill, 1996).  

Furthermore,  research in the field of social work indicates a need for closer 

examination of working with the SMI populatino (Acker, 2010; Acker, 1999; Eack & 

Newhill, 2008). Studies from the social work field are showing that attitudes are worse 

and burnout is higher among social workers working with individuals with SMI than 

other populations (Eack & Newhill, 2008). Newhill and Korr (2004) recognized the 

disparity in the training of social workers and the clinical work in which they were 

engaging. Their study was devoted to understanding where training was needed to 

better serve this population. Their results indicated that, as similar research has shown, 

clinicians prefer to refer out when they come across individuals with SMI in their 

practices and generally avoid working with serious mental illness. As well, a 

clinician’s attitude towards working with serious mental illness was significantly 

impacted by their training (i.e. the less graduate level training they received the worse 

their attitudes were towards working with individuals with serious mental illness). 

Furthermore, poor attitudes were directly associated with less effective clinical 

services and poorer client outcomes (Newhill & Korr, 2004). Respondents in this 

study reported not feeling adequately trained to work with individuals with SMI.  

Eack and Newhill (2008) further explored the issue of masters level social 

workers preparedness in working with individuals with SMI. In particular, they 

examined the impact of social workers’ attitudes towards serious mental illness, from 
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where these attitudes derive, and the impact these attitudes potentially have on client 

outcomes (Eack & Newhill, 2008).  They used a sample of 2000 social workers from 

across the United State and performed structural equation modeling to understand the 

derivation, components, and influences of attitudes on working with clients with SMI. 

They found that social workers have more negative attitudes towards individuals with 

more traits of serious mental illnesses. These frustrations were primarily influenced by 

the challenging clinical components of individuals clients versus systemic frustrations; 

indicating a possible lack of training in dealing with specific clinical issues of 

individuals with SMI (Eack & Newhill, 2008).  The researchers recommend improved 

training and supervision to prevent potentially deleterious attitudes and frustrations 

when working with the SMI population.  

Acker and colleagues have devoted much attention to understanding the 

relationship between attitudes, burnout, and competent clinical practice when working 

with the SMI population. Several studies have pointed to the need to better training 

and supervise social workers in clinical practice with individuals with SMI (Acker, 

1999; Acker & Lawrence, 2009; Acker, 2010).  Acker (1999) found that social 

workers working with clients with serious mental illness versus other populations felt 

less supported, less prepared, and more emotionally exhausted. She found a high 

negative correlation between social workers’ involvement with serious mental illness 

and job satisfaction. Overall, social workers with higher involvement with clients with 

SMI showed less job satisfaction and higher burnout. The study suggests that social 

workers need to receive more training, supervision, and on-the-job support to improve 

their satisfaction and devotion to working with this population (Acker, 1999).  
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 In 2009, Acker and Lawrence put a microscope to the current trends in clinical 

social work by looking at the increase in demands of social workers to work with 

individuals with serious mental illnesses in the era of managed care. They note an 

increase in the number of social workers working with SMI as the focus of care is 

moved from inpatient placement to community treatment. They observe that the 

managed care organizations that oversee outpatient mental health services focus on 

moving individuals out of the hospital and into the community. While this is an 

excellent focus for providing the least-restrictive level of care, unintended side effects 

have emerged. Outpatient therapists, including social workers and counselors, have 

increasingly large caseloads. Clinicians are undertrained and under-supported leading 

to higher burnout, less effective treatment, and poorer client outcomes (Acker & 

Lawrence, 2009).   

Specifically, among other things this study hypothesized that in today’s current 

mental health outpatient care environment, social workers would report lower self-

competence when they worked with a higher percentage of individuals with serious 

mental illnesses. The perceived lack of confidence results from lack of 

training/preparation, less support in the workplace, and increased role stress. A sample 

of 140 mental health professionals (mostly MSW clinicians) illustrated that higher 

involvement with serious mental illness does indeed result in lowered perceptions of 

one’s self-competence (Acker & Lawrence, 2009). They concluded that mental health 

professionals perceive individuals with SMI as more difficult to work with and attest 

that more specific training, support, and supervision is needed.  In addition, this study 

found that burnout risk was higher for individuals working with SMI clients; which 
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can lead to poorer client outcomes (Acker & Lawrence, 2009).  The authors suggest 

that social work schools need to improve their training to provide opportunities for 

students to learn effective interventions with this challenging population.  

Acker further explored this concept in her 2010 study that looked at burnout 

and emotional exhaustion in social workers providing outpatient mental health 

services to individuals with serious mental illnesses. She predicted that self-perceived 

competence as well as feelings of burnout and reports of somatic symptoms would all 

be affected by working with individuals with serious mental illness. Self-perceived 

competence would decrease as people increased their involvement with SMI. Burnout 

and somatic symptoms would increase an involvement with SMI increased.  

In this study, a sample of 591 professional social workers in current practice 

was collected. The results showed that social workers who had higher contact with 

individuals with SMI reported more emotional exhaustion, more depersonalization, 

and reduced feelings of personal accomplishment (Acker, 2010).  Furthermore, the 

study found that the majority of clients with SMI were seen by social workers in 

community mental health agencies versus private practice. They were often seen by 

younger, less experienced social workers (Acker, 2010). Again, Acker recommends a 

change in how social workers are taught in their graduate programs in order to better 

prepare them for the work they will face in their clinical practices.  

As exhibited in the above-described studies, over and over again, the social 

work field is finding that that clinicians working with SMI have higher burnout rates 

than clinicians working with other populations. Given the high negative correlation 

between clinician burnout and quality of care for clients, this is concerning (McCarthy 
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& Frieze, 1999).  Studies from the social work field have pointed to important gaps in 

education and training. Similar disparities in the quality of care for individuals with 

SMI exist in counseling fields such as college and career counseling (Caporoso & 

Kiselica, 2004; Francis & Abassi, 2010). In addition, no attention is paid to the 

specific clinical needs of server pathology within the 2009 CACREP standards. The 

evidence is mounted to suggest that CACREP-trained counselors may not be prepared 

to provide quality services to the SMI population. However, little, if any, research has 

been done to understand the current needs of novice and beginning counselors. 

Therefore, it seems important to examine how professional counselors experience 

working with individuals with SMI in order to better understand possible training 

needs.   

Direction Towards Improved Counselor Training 

 While the trend to treat individuals with SMI in community mental health 

settings increases, the likelihood for these individuals with SMI to receive evidence-

based practice is not keeping pace. Only a small fraction, as little at 5%, of individuals 

with SMI receiving community mental health services receive evidence-based 

treatment (Meuser, Torrey, Lynde, Singer, & Drake, 2003). There has been a call from 

multiple stakeholders to increase the provision of evidenced-based practices to 

individuals with SMI (Lehman & Steinwachs, 1998; US Surgeon General, 2000; 

Meuser et al., 2003;  SAMHSA, 2005; NAMI, 2006). Unfortunately, the outreach to 

increase the dissemination of evidenced-based practice for individuals with SMI 

excluded a key player: graduate institutions (Mueser et al., 2003).  



	   	   	  
	  

27	  

Therefore, given the discrepancies between the likelihood of counselors 

encountering SMI in their clinical practice and the lack of specific preparation 

dedicated to working with SMI in counselor training programs, educators and 

supervisors may wish to take further steps to prepare themselves to guide their 

students and supervisees in their work with this population.  The following serves as a 

brief overview of the recent literature that supports effective therapeutic intervention 

for individuals with SMI and its application to counselor training.  

 An overall approach to evidenced-based practice for individuals with serious 

mental illnesses such as schizophrenia can be found in the work of Dickerson and 

Lehman (2011). Their suggestion of three broad goals in psychotherapy for adults with 

SMI can smoothly guide clinicians new to the field in a cohesive and effective 

direction. They suggest three main goals for treatment including providing emotional 

support, enhancing functional recovery, and altering the underlying illness process 

(Dickerson & Lehman, 2011). Based on their suggestions, the most up-to-date 

evidenced based practice is presented in order to help guide supervisors, educators, 

and clinicians when beginning work with the SMI population.  

Providing Emotional Support 

Talk therapy, especially that focused on client-centered outcomes, has the 

potential to be highly effective in helping individuals with serious mental illness 

recover (Brown, 2004; Dickerson & Lehman, 2011). Approaches aimed at increasing 

emotional and affective support to individuals with serious mental illness such as 

psychotic disorders can lead to significantly positive outcomes including reduced 

hospitalizations, self-reported reduction of intrusive symptoms, improvements in 



	   	   	  
	  

28	  

independence, improved social functioning and increased social support, and 

decreases in self-harm (Brown, 2004). Providing emotional support to individuals with 

serious mental illness takes specialized and nuanced approaches; the most common of 

which are outlined in the following sections.  

Assertive Community Treatment. 

One of the most commonly used methods of providing emotional support is 

through a model of intensive community wraparound services in the form of assertive 

community treatment. The last decade has seen a surge in attention to non-medicinal 

approaches to treating serious mental illness. Leading the charge is the assertive 

community treatment model. Assertive community treatment was first derived in the 

1970s as a reaction to deinstitutionalization and later spread throughout the world as 

an effective approach to improving the quality of life for individuals living with 

serious mental illness (Stein & Test, 1980). The concepts of assertive community 

treatment hover around the collaborative use of a holistic mental health treatment team 

and follow a high fidelity model of community-based, wraparound mental health 

services. Because of this, mental health counselors new to the concepts of assertive 

community treatment may be underprepared at the differences and challenges such 

models entail in comparison to more traditional agency-based models of clinical 

mental health counseling.  

The assertive community treatment model requires counselors do most of their 

work in the field in clients’ homes or other community-based setting; for which new 

counselors are often unprepared (Witheridge, 1989).  Many times assertive community 

treatment teams are overwhelmed with high-intensity caseloads, challenging funding 
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streams, and high staff turnover due to burnout (Monroe-Devita, Morse, & Bond, 

2012). When this occurs, training for new counselors or counseling interns may be 

inadequate to prepare them for the work in the field. Therefore, it is important for the 

counselor educator to be prepared with a basic understanding of the concepts of an 

assertive community treatment model. Counselor educators and supervisors can take 

steps to prepare new counselors to work in this field by introducing concepts of 

community-safety, flexibility in the location and delivery method of counseling, 

outreach skills and techniques, and system advocacy; all important concepts not only 

to assertive community treatment but other delivery systems for SMI as well (Monroe-

Devita, et al. 2012; Witheridge, 1989).  Simple steps to help the student or supervisee 

capture their work through this high-intensity community-based approach will help 

them be better prepared for what awaits them in an assertive community treatment or 

community living agency.  

 Cognitive and behavioral therapies . 

In addition to an intensive, wraparound delivery model of treatment, many 

well-established therapeutic approaches are being found effective in helping 

individuals with serious mental illness improve their quality of life by reducing the 

impact of symptoms. Among the most prevalent of these is cognitive behavioral 

therapy. Cognitive behavioral therapy has been well adapted to be an effective 

treatment for individuals with severe psychosis and mood-based disorders (Wykes, 

Steel, Everitt, & Tarrier, 2008).  CBT with individuals with SMI takes three primary 

focuses: establishing trust and rapport, exploring and rating intrusive symptoms, and 

modification and reattribution of thoughts and beliefs (Wright et al., 2009). CBT for 
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psychosis primarily targets the positive symptoms of schizophrenia. Hallucinations are 

explored through reattribution of intrusive psychotic stimuli to reduce the distress 

clients endure as a result of experiencing hallucinations (Dickerson & Lehmnan, 

2011).  

CBT for psychosis is effective in both long-term treatment of psychotic 

illnesses as well as treatment of acute psychosis in SMI-related diagnoses including 

schizophrenia, bipolar, and other psychotic illnesses (Garety, Fowler, & Kuipers, 

2000).  In addition to helping reduce the presence and impact of internal stimuli, CBT 

helps clients explore and modify delusional belief systems. Fixed beliefs are explored 

with the therapist and rated by the client in terms of how strongly he/she believes the 

thought. Clients are encouraged to explore their beliefs with the therapist with the 

ultimate goal of re-conceptualizing potentially life-threatening delusions as errors in 

thinking that are correctable (Dickerson & Lehman, 2011). In addition to the above, 

CBT for psychosis and other serious mental illnesses can help address low sense of 

self-worth and depressed mood often associated with severe mental illness through 

exploring appraisal biases present within clients’ thought patterns (Garety et al., 

2008).  

Before beginning work, it is important for the new counselor to understand not 

only the goals and content of the CBT method, but the process of the CBT particular 

to working with individuals with SMI (Dickerson & Lehman, 2011). Counselors using 

CBT in their work with individuals with SMI must perform a delicate dance of 

challenging and forming relationships and trust with a population that is notoriously 

hesitant to trust mental health practitioners’ due to poor experiences in mandated 
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treatment (Bloom & Farragher, 2013). Counselors will find that exploring topics with 

clients such as the content of hallucinations and delusions is not only a new experience 

for the clients but one that requires extreme trust, alliance, and rapport to do 

successfully (Garety et al., 2000). Clients often exhibit paranoia and guardedness. This 

can be especially true for symptoms which may have gotten the client “into trouble” in 

the past. As well, clients may be used to clinicians’ not believing their stories or 

experiences; thus elucidating the tendency to withdraw in the therapeutic dyad (Bloom 

& Farragher, 2013; Garety et al., 2000).  Therefore, normalizing as well as expending 

an increased amount of time and therapeutic energy on rapport building is the first step 

in using CBT successfully with individuals with severe mental illness.  

Often the most treatment-resistant and clinically challenging symptoms are the 

ones with which counselors have the potential to be most effective (Garety et al., 

2000). Cognitive behavioral therapy has shown to be effective in reducing the impact 

and intrusiveness of medication-resistant positive symptoms of schizophrenia and 

other thought disorders (Garety et al., 2000; Wykes et al., 2008). Counselors may find 

themselves working with a set of clients for whom other techniques have not worked, 

including medication interventions. Without proper preparation, new counselors may 

find themselves feeling underprepared; potentially causing anxiety and lower 

effectiveness in their work with clients. Given the frequency of counselor education 

programs teaching CBT during theory-based courses, there is ample opportunity to 

provide additional information and direction on the uses of CBT with serious mental 

illnesses such as schizophrenia. As well, research shows that CBT for psychosis can 

be learned using relatively simple techniques in a short amount of time (Granholm, 
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Loh, Link, & Jeste, 2010). Therefore, counselor educators have a realistic opportunity 

to provide an effective and efficient introduction of these concepts to beginner 

counselors during their graduate training.  

While CBT is by far the most well researched evidenced-based theoretical 

approach to working with SMI, other cognitive-behavioral approaches have been 

preliminarily investigated in their efficacy with this population. These approaches 

include dialectical behavioral therapy (DBT), metacognitive therapy, and acceptance 

commitment therapy (ACT). In general, mindfulness-based therapies can be effective 

tools in helping clients experiencing psychotic-related symptoms to reduce the 

intrusiveness of their symptoms through building awareness and acceptance of 

symptoms. Through this process, individual are able to gain more personal power in 

their recoveries from serious mental illnesses (Pérez-Álvarez, García-Montes, Vallina-

Fernández, Perona-Garcelán, & Cuevas-Yust, 2011). This general principle of 

acceptance and non-judgmental exploration of experiences lays the groundwork for 

the potential efficacy of evidenced based practices such as DBT, ACT, and 

metacognitive therapies.  

Similar to CBT, metacognitive therapy for individuals with serious mental 

illnesses primarily focuses on helping individuals experiencing psychosis-related 

illnesses reduce symptoms and improve quality of life.  More specifically, 

metacognitive therapy supports individuals with schizophrenia and other major 

psychotic disorders to form a new relationship with their symptoms (Moritz, 

Woodward, & Burlon, 2005). Focusing primarily on positive symptoms, 
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metacognitive therapy empowers an individual to change the way he thinks about and 

judges his psychotic symptoms.  

Unlike traditional CBT, which hopes to change errors in thinking and reduce 

the presence of symptoms, metacognitive therapy supports individuals to change their 

relationship with the symptoms rather than the symptom itself.  Metacognitive therapy 

moves away from the deficit-based, confrontational approaches of traditional CBT for 

psychosis. Instead, it uses a backdoor approach to focus on the individual’s reactions, 

relationships to, and negative experiences of the delusions and hallucinations (Moritz 

et al., 2005).  This is done by not only helping individuals explore how they think but 

also learn skills to slow down their thought processes through mindfulness-based 

techniques (Moritz et al, 2005). Metacognitive therapy may be an appealing approach 

for new counselors looking to move away from the confrontational, deficit-based 

approaches of traditional CBT.  

Fortunately for individuals hoping to use metacognitive therapy in their 

practice, research shows that it is an effective tool in helping improve an array of 

clinical outcomes for individuals with serious mental illness (Aghotor, Pfueller, 

Mortiz, Weisbrod, & Roesch-Ely, 2010; Moritz, Veckenstedt, Randjbar, Vitzthum, & 

Woodward, 2011). Both clients and clinicians have found the format of metacognitive 

therapy for psychosis user-friendly and a positive therapeutic experience (Aghotor et 

al., 2010). As well, metacognitive therapy has been shown to reduce positive 

symptoms of schizophrenia including clients’ reporting feeling less controlled by and 

committed to the reality of their delusional thoughts (Aghotor et al., 2010; Moritz et 

al., 2011). Given the often treatment-resistant nature of such symptoms, new 
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counselors may find themselves less frustrated and more optimistic when prepared 

with approaches such as metacognitive therapy.  

Like metacognitive therapy, dialectical behavior therapy (DBT) was not 

originally designed for use with serious mental illness, but has shown recent promise 

to be an effective treatment. Originally designed as a treatment for life-threatening 

personality disorders such as borderline, DBT has become increasingly popular as a 

reliable treatment method for community mental health agencies. In recent years, 

community mental health agencies have expanded the use of DBT to help treat not 

only high-intensity cases of borderline personality disorder but also severe mood 

disorders and other serious mental illnesses often seen in assertive community 

treatment (Burroughs & Somerville, 2013).  

While the main evidenced-based application of DBT remains with individuals 

with borderline personality disorders, recent studies show the therapy has potentially 

efficacy applications to a wider array of serious mental illnesses. Such applications 

include using DBT in assertive community treatment and using DBT to assist in 

recovery from major mood disorders including bipolar disorder (Burroughs & 

Somerville, 2013; Goldstein, Axelson, Birhmaher, & Brent, 2007; Koons et al., 2006).  

These examples of successful implementation of the DBT model with the SMI 

population can assist new counselors and their supervisors in using evidenced-based 

practice with this often overlooked population.  

Specifically, practitioners and researchers have found that simple altercations 

to the traditional model of DBT can be effective in helping individuals with SMI 

improve their quality of life. DBT when used in community mental health settings 
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with individuals with multiple diagnoses can be effective in helping individuals with 

SMI obtain employment, reduce hospitalization, increase hope for the future, improve 

social support and community functioning, and increase commitment to treatment 

(Blackford & Love, 2011; Burroughs & Somerville, 2013; Koons et al., 2006). These 

studies are finding that many of the high-intensity service models found successful in 

traditional DBT can be modified to group treatment in community mental health; thus 

providing more access to overworked and high intensity community mental health 

agencies (Blackford & Love, 2011).  

As well, focus on distress tolerance and interpersonal effectiveness can be 

helpful interventions for individuals experiencing a wide range of serious mental 

health symptoms falling outside the definition of personality disorders (Burroughs & 

Somerville, 2013; Goldstein et al., 2007). Therefore, while it is beyond the scope of a 

counselor graduate training program to provide thorough training in dialectical 

behavior therapy, supervisors and educators can point counselor trainees towards the 

possibility of using these highly EBP with the SMI population.  

In addition to DBT, other new wave CBT approaches are getting more popular 

for use with the SMI population. Acceptance and commitment therapy has shown 

promise in its abilities to affect change and improve clinical outcomes for individuals 

with serious mental illness. While not originally derived for use with individuals with 

serious mental illnesses such as schizophrenia and schizoaffective disorders, 

acceptance commitment therapy (ACT) has received much attention in the literature 

over the past decade as an increasingly useful approach to treating such individuals 

(Davis & Kurzban, 2012). ACT uses a combination of values explorations and 
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mindfulness training to help individuals form positive relationships to their treatment 

experiences and change their relationships to their symptoms (Bach & Hayes, 2002).  

ACT with SMI can be especially helpful in two ways. The exploration of and 

commitment to values can help improve engagement and motivation; especially 

helpful in working with involuntary clients (Bach, Hayes, & Gallop, 2012). In 

addition, the focus on increasing psychological flexibility can provide hope and relief 

to clients experiencing symptoms unresponsive to pharmacological intervention 

(Pankey & Hayes, 2003). Finally, ACT has been shown to be effective in working 

with clients with a decreased cognitive functioning; a common trait amongst 

individuals with SMI (Pankey & Hayes, 2003). Overall, ACT is an effective therapy 

for which training can be easily accessed by counselors in training in order to provide 

an additional tool for providing quality care to individuals with SMI.  

 Finally, above and beyond specific theoretical models of therapy lies the 

importance of relationship building. Counselors can best support the emotional needs 

of individuals with serious mental illness by being confident and prepared in the 

process of rapport building with this unique and, sometimes challenging, population. 

Counselors can better prepare themselves by gaining a better understanding of the 

important therapeutic relational components of effective treatment for individuals with 

SMI. Individuals with SMI stand to gain immensely from a counselor who is willing 

and able to provide a safe, non-judgmental, person-centered approach to therapy.  

Specifically, a trusting relationship helps the individual with SMI to explore 

and redefine his self-image in a more healthy and empowered way (Lysaker, Glynn, 

Wilkniss, & Sliverstein, 2010). A relationship built on trust and acceptance of the 
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individual helps provide a platform for the client to explore his recovery in a self-

directed way. In order to do this, counselors are encouraged to view their work with 

individuals with SMI as a broad exploration of how the individual can experience 

himself in a richer, more fulfilling way. Such work touches on the concepts of 

narrative therapy in that it helps the individual reconceptualize his sense of self above 

and beyond the self-stigma purported by society’s perception of the dangerousness and 

disability of serious mental illness (Lysaker et al., 2010; Yanos, Roe, &Lysaker, 

2011). Counselor can provide a therapeutic relationship based on a gentle curiosity 

and intent to understand without attempting to change or judge (Pérez-Álvarez et al., 

2010). By doing this, the counselor can aid clients with SMI to reconnect to their own 

emotions and interpersonal relationships. The positive relationship between the 

therapist and client sets the stage for clients to explore emotions and relationships 

more openly both within and outside of the therapeutic dyad.  

 Overall, providing emotional support to clients with serious mental illness is a 

primary intervention in the work counselors do with this population. Through both 

relational approaches and informed evidenced-based practice, counselors can learn to 

provide meaningful and effective emotional support to help aid in the recovery of 

clients with serious mental illness. In addition to providing emotional support, 

counselors can learn techniques to support the functional aspects of their clients’ daily 

lives; thus promoting recovery above and beyond the maintenance of symptoms.  

Enhancing Functional Recovery  

 Common among individuals with serious mental illness is the experience of 

losing the ability to perform daily tasks necessary for independence as well as a high 
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quality of life. This loss of functional capacity is the result of both systemic biases 

focused on the perceived inability of individuals with SMI to take care of themselves 

as well as symptom-based deficits that affect self-care skills and social functioning. 

While pharmaceutical treatment can help lessen the symptoms that lead to some of 

these functional impairments, it does little to promote the relearning of skills and 

abilities that can aid the individual in living a meaningful life (Dickerson & Lehman, 

2011). To help accommodate for the areas in which pharmaceutical treatments fall 

short, counselor can prepare themselves with skills to support their clients with SMI to 

rehabilitate functional recoveries. Many psychotherapeutic approaches are capable of 

addressing these needs and can be easily incorporated in a counselors’ repertoire of 

therapeutic approaches when working with individuals with SMI.  

The concept of recovery. 

In order to fully explain counselors’ roles in promoting functional recovery, it 

is important to first explore the development of the concept of recovery amongst 

individuals with SMI. In response to decades of advocacy and research into the long-

term prognosis of individuals with SMI, a slow paradigm shift has taken place.  

Mental health providers, influenced not only by research but on the strong advocacy 

efforts of mental health consumers and their families, have begun to shift their focuses 

away from the persistent and chronic version of serious mental illness. This has been 

replaced with a theory that individuals with SMI can, in fact, live meaningful and 

productive lives. This message of hope and resilience empowers individuals with SMI 

to define their own version of recovery and take an active role in shaping their lives 
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based on what they are able to do versus what they are not able to do (Lysaker et al., 

2010).  

One of the largest proponents of the recovery mode has been the Substance 

Abuse and Mental Health Services Administration (SAMHSA, 2005). SAMHSA 

defines recovery as not simply a lessening of symptoms but the increased ability for 

the individual to see themselves as a whole person capable of living a positive, 

meaningful life (Sliverstein & Bellack, 2008). Specifically, SAMHSA defines 10 

guiding principles of recovery: Hope-based, person-driven, culturally influenced, 

achieved through multiple pathways and non-linear, holistic, incorporates peer 

support, relational, addresses trauma, provides respect and promotes dignity, and 

focuses on individual and systems strengths and responsibilities (SAMHSA, 2005).  

Such principles lay the groundwork for the ongoing exploration of recovery and its 

role in providing mental health services to individuals with SMI. As well, the concepts 

are helpful in informing counselors in how to frame their practices with individuals 

with SMI in order to best promote recovery in their clients’ lives.  

While the concept of recovery in the mental health field is relatively new, the 

mental health care community has been quick to respond to this concept with theory 

promoting the client-centered approach to treating serious mental illness. Their call for 

more evidenced-based practice to address recovery among individuals with SMI 

helped spark the development of many commonly used evidenced based practices 

available today. Such EBPs include the wellness recovery action planning model, 

illness management and recovery, supported employment, and integrated dual 

diagnosis treatment.   
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Recovery models have been gaining acceptance in mainstream mental health 

delivery models in response to the increased prevalence of consumer-survivors as 

mental health providers and researchers. The popularity and acceptance of consumer-

survivor driven models of recovery in mainstream mental health care can be largely 

accredited to two influential clinical researchers, Patricia Deegan and Mary Ellen 

Copeland. Patricia Deegan’s work as a “crazy patient” turned clinical psychologist has 

helped shed a unique light on the process of recovery (Deegan, 2001). Her 

conceptualization of recovery as a transformative process rather than a hopeless 

maintenance of symptoms has helped reshape how the entire mental health field 

shapes its outlook on prognosis and healing in individuals with serious mental illness.   

In addition to her powerful personal narrative of her own recovery journey, 

Deegan (2005) has provided specific theoretical contributions to the toolbox of 

recovery available to both consumers and mental health professionals. Deegan (2005) 

encourages mental health professionals to explore the concept of personal medicine 

with each of their clients with SMI. The concept of personal medicine works to 

embrace the importance of recognizing and treating symptoms as well as the value of 

shared decision-making between consumer and provider of services. Personal 

medicine helps individuals with SMI become empowered to write their own 

prescriptions for helpful “medications” in their recoveries. Beyond traditional 

psychotropic treatments, one’s personal medicine cabinet includes non-medicinal 

interventions, which give meaning to life and provide specific coping skills (Deegan, 

2005).  
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A common topic novice counselors will face when working with individuals 

with SMI is their clients hesitancies to use psychiatric medication. In order to navigate 

this tricky topic, counselors need to be able to gain rapport and trust with their clients 

while also supporting their clients to make healthy decisions regarding their 

medication regimen. To do this, counselors can use the concept of personal medicine 

and shared decision making to empower clients to have a voice in their medication 

treatment planning (Deegan, 2007).  Counselors can explore clients’ desires to 

incorporate personal medicines into their treatment by exploring what activities in 

their lives help reduce symptoms as well as or better than medication.  

Examples of personal medicine include a supportive relationship with friends 

or romantic partners, reading a book, exercising, and performing math equations 

(Deegan, 2005). Often, the side effects of pharmaceutical treatments can interfere with 

an individual’s personal medicine. Therefore, it is important for the counselor to be 

able to explore these relationships in therapy in order to help the individual self-

advocate for personal medicine with his psychiatric provider. Many individuals with 

SMI are left feeling disempowered in the mental health system by messages indicating 

medications are the key to their success. While medications can be an important and 

useful part of treatment, personal medicine helps individuals feel in control of their 

recoveries versus simply following the order of their doctors (Deegan, 2005; Deegan, 

2007). Counselors can use the relational techniques above as a groundwork to 

exploring personal medication and shared decision-making directly with the client as 

well as through the role of advocate with the client’s psychiatric provider.  
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 Similar to Deegan’s work with consumer-driven practices, the wellness action 

and recovery planning model draws on direct experiences from individuals with 

serious mental illness (Cook et al., 2010). WRAP is a manualized program most often 

delivered in a group format. It follows a pragmatic road map of helping individuals 

identify and explore their internal tools for recovery. Once identified, individuals can 

organize these tools in ways accessible to them throughout multiple phases of 

recovery (Copeland, 2002).  

Specific to WRAP is its practical focus on crisis prevention, crisis planning, 

and post-crisis recovery. WRAP helps guide individuals to plan for crisis in order to 

get the best treatment possible if unable to make decisions for themselves with 

psychiatrically compromised. In addition to this, WRAP heavily focuses on helping 

educate individuals about the concepts of recovery including hope, personal 

responsibility, education, self-advocacy, and support (Copeland, 2002). WRAP groups 

are typically comprised of 8-12 participants and have two co-facilitators trained in the 

WRAP model. Typically, WRAP facilitators are consumers of mental health services 

themselves, although this is not mandatory (Cook et al., 2010). 

 WRAP works well in a variety of settings including outpatient agencies. 

WRAP has shown to be an effective tool in increasing feelings of empowerment and 

hopefulness for individuals with serious mental illness.  As well, WRAP has been 

shown to be successful in reducing mental health symptoms including reduced 

positive symptoms of psychosis, interpersonal sensitivity, depression, anxiety, and 

paranoia (Cook et al., 2012). Unlike other more technical forms of psychotherapy for 

specific diagnoses (psychosis-related disorders, mood disorders, personality 
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disorders), WRAP can be used effectively with many different types of serious mental 

health issues. Therefore, when considering potential professional training above and 

beyond graduate school, novice counselors may be encouraged to explore the 

resources of WRAP. 

Illness Management and Recovery. 

 Like WRAP, the illness management and recovery model (IMR) has been 

further developed in recent years to be considered a SAMHSA-approved evidenced-

based practice for treating individuals with SMI. IMR shifts the focus of SMI 

treatment from preventing hospitalization to thriving toward one’s fullest potential. It 

is the first major recovery model to receive SAMHSA recognition as an evidenced-

based practice for serious mental illness (Salyers et al., 2009). It has been found to be 

effective in not only reducing hospitalization but also improving individuals’ qualities 

of life (Saylers et al., 2009). Not only does it enhance the functional recovery of an 

individual’s life, it helps instill hope, dignity, and meaning through incorporating the 

development of person-centered coping skills and relapse prevention. The hope of 

IMR is to help the individual “self-manage” his symptoms through learning and 

practicing techniques aimed at improving awareness, enhancing coping, and 

strengthening prevention.  

The focus on IMR is based on two concepts: motivation and awareness. 

Motivation in IMR is achieved through applying the transtheoretical model of change, 

which suggests individuals with SMI will need different types of interventions based 

on their process in the illness. (Meuser et al., 2006).  Taking this individualized 

approach helps the individual to be more personally invested in the recovery process. 
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Awareness is achieved by educating the individual on the diathesis-stress model of 

serious mental illness. Through this approach, clients can learn about the different 

options for self-care and the potential impact improved stress-management can have 

on their lives (Meuser et a., 2006). IMR’s approach to stress-management goes beyond 

traditional approaches to incorporate the important of responsible use of medication, 

reduced substance use, relationship management, coping, and incorporation of 

meaningful activities (Meuser et al., 2006).  

The IMR program is provided in a structured format with the support of an 

entire treatment team. IMR is growing in popularity due to its designation as a 

SAMHSA evidenced-based practice. Therefore, it is important for novice counselors 

entering the field of SMI treatment to be familiar with this model.  IMR focuses on 

five main areas during treatment: psychoeducation, motivation to engage in treatment, 

relapse prevention planning, social skills training, and coping skills training (Mueser, 

et al., 2006). The model can be provided in either group or individual format. In 

addition, research shows strong feasibility in incorporating IMR into other treatment 

models such as assertive community treatment (Salyers et al., 2010). As well, 

literature and preparatory materials are widely available and freely accessible for 

training purposes on the SAMHSA EBP tool kit website (SAMHSA, 2009). 

Therefore, supervisors and counselor educators are strongly encouraged to familiarize 

themselves with this approach in order to help prepare counselors entering into an 

internship or postgraduate experience working with SMI.  

Motivational-based therapies. 
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Being able to enhance an individual’s commitment to treatment is a crucial 

element of successful treatment with the SMI population. Therefore, techniques 

emphasizing motivational enhancement have been becoming increasingly popular 

over the last twenty years (Zygmunt, Olfson, Boyer, & Mechanic, 2002). Motivational 

enhancement techniques are used in two main ways: to motivate general change in 

clients and to motivate adherence to treatment, especially medication treatment 

planning (Zygmunt et al., 2002). Helping an individual with SMI engage in treatment 

has the potential to significantly impact their functional recovery by helping them 

achieve other life-goals with which symptoms have interfered in the past. 

Compliance or adherence therapies, as they are often called, are typically brief-

interventions relying on motivational enhancement techniques to explore ambiguity 

towards medication treatment (Anderson et al., 2010). Non-adherence to medications 

is often a primary cause of increased symptoms and psychiatric hospitalizations for 

individuals with psychotic disorders and bipolar disorder.  In addition, non-adherence 

to medications is a common trend in individuals with SMI, with upwards of 50% of 

individuals with SMI stopping medications in the first three to six months after 

treatment (Liu-Seifert, Adams, Ascher-Syanum, Faries, & Kinon, 2007). Adherence 

therapies focus on helping the individual explore why she is hesitant to take 

medications using skills consistent with motivation interviewing such as a non-

judgmental approach to asking questions and reflective listening to help encourage 

reflection and change (Anderson et al., 2010).  

Unlike traditional motivation interviewing, adherence therapies focus 

specifically on ambiguity towards medication treatment. It incorporates specific 
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techniques to help the individual explore ways to incorporate medications as a way to 

enhance quality of life (Dickerson & Lehman, 2011). This strategy does not require 

the individual to accept a diagnosis or other types of treatment. Instead it provides a 

very specific approach to helping individuals reframe medications as a sort of 

insurance policy that can help sustain their wellness and ultimately help them find 

success (Dickerson & Lehman, 2011).  

Adherence therapies have gained popularity due to their short-term, specific 

focus. As well, many clients report satisfaction with the method due to its practicality. 

Adherence therapies are meant to be provided during initial stages of acute illness in 

addition to follow up during outpatient treatment. Adherence therapies appear to be 

effective in helping clients engage in treatment, increase adherence to medications, 

and improve attitudes towards medications (Anderson et al., 2010; Kemp, Kirov, 

Everitt, Hayward, & David,1998).  New counselors should take caution not to rely 

heavily on adherence therapies as a primary intervention for their clients with SMI. 

Adherence therapies are very specific and not as effective when provided as a 

standalone treatment (Anderson et al., 2010). Therefore, counselors can become 

familiar with adherence therapies as a supplemental therapy to clients exhibiting 

particularly strong resistance to medication treatment but who show strong potential to 

benefit from such a treatment regimen.  

A more general approach to motivational enhancement techniques for 

individuals with SMI has been taken using the LEAP method (Amador, 2012). LEAP 

consists of four concepts: listen, empathize, agree, and partner (Amador, 2012). LEAP 

works by focusing on the person with SMI’s motivations rather than systemic 
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motivations. It characterizes traditional approaches as being focused more on 

provider-oriented motivations such as reducing symptoms such as hearing voices, 

paranoia, and persecutory beliefs. However, because of a common phenomenon called 

anosognosia, individuals with SMI may be unaware of symptoms and unmotivated, as 

a result, to change them (Amador 2012). Therefore, the use of LEAP requires 

clinicians to avoid having conversations based on their own motivations for helping 

the individual and focus primarily on the story the client is telling. According to 

Amador (2012), LEAP is readily accessible and easy to learn, making it a great 

starting part for novice counselors working with individuals with SMI.   

Supported employment. 

Obtaining meaningful employment can be a crucial step in an individual’s 

recovery form serious mental illness. The prospect of obtaining a job and the structure 

of regular employment can provide hope, renewed energy, and engagement for 

individuals struggling with SMI. In addition, employment can help reduce stigmatic 

perceptions of individuals with SMI. The supported employment program goes 

beyond traditional vocational rehabilitation to help individuals with SMI find and keep 

meaningful employment  (Mueser et al., 2003).  Supported employment’s ability to 

find meaningful work and tailor a job to the individual’s recovery are two reasons why 

it has become an increasingly preferred method of returning to work for individuals 

with SMI in comparison to vocational rehabilitation (Bond, 2004). For this reason, 

many community mental health agencies are beginning to adopt the supported 

employment model.  
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Unlike traditional vocational rehabilitation, supported employment focuses on 

meaningful, competitive employment (Mueser et al., 2003). Supported employment 

takes an individualized approach to helping a client with SMI explore his values and 

abilities in order to best match him with employment in the community. Individuals 

with SMI are working alongside non-disabled individuals in community settings. 

Unlike vocational rehabilitation, supported employment focuses on employment rather 

than pre-employment tasks such as workshops and assessments. Instead, supported 

employment focusing on finding a meaningful, competitive job for the individual and 

then provides a heavy amount of on-the-job support (Lloyd & King, 2012). Supported 

employment focuses on the recovery-principles of person-first and non-judgment to 

help an individual with SMI become empowered to seek and sustain meaningful 

employment.  

Supported employment has been shown to be highly effective in helping 

individuals with SMI not only gain employment but also increase hope, self-esteem, 

and independence in the community (Bond, 2004). Because of this, it is becoming 

increasingly popular amongst community mental health agencies. In general, 

supported employment services are provided by trained supported employment 

specialists. Because of this, an in-depth review of the supported employment is 

beyond the scope of this document. Nonetheless, novice counselors can benefits from 

a strong general knowledge of the supported employment model, as they will likely 

encounter this model in outpatient programs serving adults with SMI.  

Dual diagnosis treatment.  
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No functional recovery enhancement technique is complete without taking into 

consideration the role of addictive processes in individuals with SMI. For this reason, 

integrated dual diagnosis treatment for individuals with SMI is an evidence-based 

practice supported by SAMHSA (Mueser et al., 2003). Due to individuals with SMI’s 

tendency to drop out of treatment or possess other barriers to treatment (homelessness, 

poverty, chronic illness), the likelihood of individuals following through on substance 

abuse treatment in addition to mental health treatment is low (O’Brien, 2004). As well, 

individuals with SMI have an extremely high rate of comorbid substance abuse 

(O’Brien, 2004).  Due to this, it is extremely important to be able to integrate 

substance abuse and mental health treatment into one provider. Doing so greatly 

increases the likelihood the individual will receive a full range of services to address 

all underlying presenting problems.  

Studies show that integrated dual diagnosis treatment is more effective at 

improving outcomes with SMI than mental health counseling alone (Chow, Weiman, 

Cichocki, Qvicklund, & Hiersteiner, 2013) Because of this, novice counselors working 

with individuals with SMI need to be dual diagnosis capable. If they are not, they are 

only treating a portion of the problem and will find themselves struggling to truly help 

the person recovery. Therefore, supervisors and counselor educators working with 

novice counselors who find themselves in these situations are encouraged to provide 

further addictions training and supervision.   

Altering the Underlying Illness 

 The newest frontier in the field of counseling individuals with SMI is 

prevention. Both primary and secondary prevention efforts are receiving more 
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attention as the most effective point of intervention (Dickerson & Lehman, 2011). 

Novice counselors can be aware that primary and secondary prevention does not fall 

solely in the hands of professionals working with youth. While early intervention 

techniques are highly effective in preventing the onset of serious mental illness, 

counselors working with an older population can also be effective in altering the 

underlying process of serious mental illness across the lifespan. 

 Early intervention. 

 While specific techniques for early intervention models are beyond the scope 

of this document, it is worth mentioning the concept of early detection and 

intervention as a possible tool for novice counselors working with at-risk populations. 

Decades of research have shown the earlier an individual’s first episode of psychosis 

is treated, the better the prognosis for long-term recovery (Reading & Birchwood, 

2005). Furthermore, early detection of prodromal symptoms of future psychosis can be 

even more effective in preventing the lifelong characteristic of many serious mental 

illnesses (Van der Gaag et al., 2013). Because of this, novice counselors working in 

school settings or community settings with adolescents and transitional age youth are 

encouraged to familiarize themselves with both the signs of prodromal psychosis and 

their local community resources for early detection and intervention.   

 Trauma-informed care. 

 While early detection and intervention for adolescents and young adults 

experiencing psychosis can be a vital model of treatment for preventing serious mental 

illness, there are also ways of altering underlying illness in older populations. The 

prevalence of a trauma history amongst adults with serious mental illness is 



	   	   	  
	  

51	  

disproportionally high with up to 98% of individuals with SMI reporting experiencing 

trauma in their lives (Hutchings & Dutton, 1993).  In addition, nearly 50% of 

individuals with SMI meet criterion for post-traumatic stress disorder (Mueser et al., 

2004). Despite this, the majority of trauma-related struggles go undiagnosed and 

untreated amongst individuals with SMI (Chessen, Comtois, & Landes, 2011). 

Because of this, mental health providers are missing a primary point of intervention 

for this population.   

 Recent studies are beginning to understand the impact of trauma on brain 

development and the possible long-term consequences of such experiences. Prolonged 

exposure to stress and trauma throughout childhood can alter the way the brain 

develops and how it functions in adulthood. Specifically, prolonged stress exposure 

can result in an overdeveloped amygdala and underdeveloped prefrontal cortex 

(Jovanovic, Perski, Berglund, & Savid, 2011; Stevens, et al., 2013). Because of this, 

individuals with both SMI and a complex trauma history are actually functioning with 

different brains. While this conceptualization may seem dramatic, it is helpful in 

understanding how to potentially alter neurobiology in adulthood to address the 

traumatized brain (Bloom & Farragher, 2013). Most commonly, this is done through 

trauma-informed care (TIC). TIC is not only a resource for specific trauma 

interventions but is also a model for the process of providing different types of 

counseling theories (Bloom & Farragher, 2013). Being well versed in TIC does not 

require novice counselors to be trauma experts. Instead, it gives them support in how 

to provide services that can help their clients slowly begin to experience their 

surroundings through a non-traumatized brain.   
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 Family-centered treatment. 

 Finally, the role of family-focused interventions for individuals with SMI 

cannot be understated. Families can play an important role in either promoting 

recovery or worsening symptoms for individuals with SMI. Therefore, incorporating 

family-centered treatment, regardless of the specific modality, will be important for 

novice counselors working with individuals with SMI. Studies indicate that specific 

focus on psychotherapy with the family of individuals with SMI can reduce the impact 

of symptoms on the individual as well as reduce the course of acute symptoms of 

major psychotic and mood-related disorders (Cechnicki, Bielanska, Hanuskiewicz, & 

Daren, 2013).  

The primary impact families have on their loved ones with SMI is through 

expressed emotion (EE). EE, including emotional over-involvement and critical 

comments, have a highly predictive relationship with relapse in individuals with SMI 

(Cechnicki et al., 2013). In other words, the more prevalent EE is in a family, the more 

likely their family member with SMI will have a negative course of his illness over his 

lifetime. In addition to more hospitalizations, EE is linked with increases in positive 

symptoms of the SMI (Cechnicki et al., 2013).  

Fortunately, expressed emotion is susceptible to intervention. Multiple family-

centered interventions have shown positive results over the last decade including 

family psychoeducation, family-to-family support, and multi-family groups (Mueser et 

al., 2003). Rather than focusing on the specific modality of family-centered 

interventions, novice counselors can gain a general understanding of how to 

effectively support families of their clients with SMI. Basic components of successful 
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family-centered interventions include a long-term focus (longer than six months of 

treatment), provision of empathy and social support to family members, techniques to 

decrease stress and tension between family members, future-oriented, improved 

functioning in all family members, collaboration between members, and education on 

illness and options for treatment (Mueser et al., 2003).  Due to the importance of 

family-centered interventions for individuals with SMI, novice counselors need to be 

in line with best-practice by being comfortable, skilled, and confident with family 

interventions.  

Conclusion 

In reviewing the literature on counseling individuals with serious mental 

illness gaps in Counseling profession literature are identifiable and conclusions can be 

drawn.  A scant amount of research from the Counseling field exists specifically 

examining work with SMI,. What research does exists indicates a lack of preparedness 

for counselors to work with severe pathology (Caporoso	  &	  Kiselica,	  2004;	  Francis	  &	  

Abassi,	  2010).	  Research in Social Work has identified a link between lack of training 

and support, poor clinical outcomes, high burnout rates, and low self-efficacy among 

MSW’s working with SMI clients (Acker & Lawrence, 2009; McCarthy & Frieze, 

1999; Acker, 1999).   

Despite the lack of attention to the SMI population in the Counseling literature, 

other factors indicate a need for specific training to treat SMI. Counselors are likely to 

work with the SMI population (SAMHSA, 2009). Also, the number of individuals 

with SMI in community-based settings continue to rise (SAMHSA, 2009).  With the 

rise of new approaches to treat SMI, the idea of a chronic and debilitating nature of 
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these disorders is fading. In its place is the opportunity to provide effective 

interventions to treat the symptoms of SMI. As well, there is a growing preponderance 

of support for effective counseling interventions for individuals with SMI. Such 

evidenced-based practices can be incorporated into Counselor training and 

supervision.  

While the evidence builds to train counselors to work with the SMI population, 

what is not yet understood is how counselor trainees are currently being prepared to 

work with individuals with SMI. Given the above conclusions, investigations in this 

area warranted. Such findings can serve to improve SMI-specific services counselors 

provide, and improve counselor training program SMI-specific education and 

supervision delivery.  
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Abstract 

 Counselor self-efficacy has been researched extensively; however self-efficacious 

beliefs of counselors providing services to clients with serious mental illness has been 

mostly left unexamined. Despite the challenges in providing treatment to the SMI 

population, specific interventions are well evidenced in facilitating overall 

improvements in functioning. Trends in service delivery have professional counselors 

working with these clients now more than ever. Despite this, little attention is paid to 

the specific needs of the SMI population in counseling and counselor education 

research. As community-based agencies continue to see increased prevalence of SMI 

understanding how counselors work with his population will become increasingly 

important. The purpose of this study was to determine the relationship between 

counseling those with SMI and counselor self-efficacy. Hierarchical multiple 

regression was used to examine the relationship while controlling for counselors’ 

clinical experience. Independent t-tests were used to assess within and between-groups 

differences. Results indicate counselors self-efficacious beliefs are not associated with 

working with this population (F (2,79) = 1.09, p=.342) What is more, results indicate 

although beginner counselors in this study  have less experience counseling clients 

with SMI than novice counselors, beginner counselors’ self-efficacy is as high as their 

more experienced colleagues (N=79, t (77) = 4.04  p < .001 (d = .92). Detailed 

findings are presented and implications discussed, as areas for further SMI research in 

counseling and counselor education are needed. 

Key words: Clinical experience; severe mental illness; counselor self-efficacy; 

counselor education 
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Introduction 

 Record rates of individuals presenting with serious mental illness (SMI), 

coupled with a trend to treat these individuals in community mental health agencies, 

provide rationale for increasing professional counseling research in this area 

(Accordino, Porter & Morse, 2001; Francis & Abassi, 2010). Often referred to as 

severe and persistent, serious mental illness is a transdiagnositc description of 

psychopathology in which individuals’ experience psychotic or affective symptoms 

over duration (two years or more).  As such, SMI significantly impacts daily 

functioning and overall quality of life. Individuals with SMI typically experience 

symptoms several times throughout their lives; and the course of illness may be 

persistent and reoccurring. Those with SMI may become unable to perform routine 

daily living activities because of these mental health symptoms. (Ruggeri, Thornicroft, 

Bisoffi, & Tansella, 2000). Those presenting with SMI need specific types of 

treatment, yet little to no SMI-specific training is provided in graduate training 

programs (Caporoso & Kiselica, 2004).  

Research in related human service fields, such as social work, nursing, and 

counseling in Great Britain, have examined this issue in varying form (Acker, 1999; 

Acker, 2010; Eack & Newhill, 2008; Edwards, Burndard, Coyle, Fothergill, & 

Hannigan, 2001; Fakhoury & Wright, 2001; Knorpel & Cockersell, 2004; Newhill & 

Korr, 2004; Miller-Pietroni, 1999; Rusello, 2004). Given reports professional 

counselors are largely relied upon counseling service providers for individuals with 

SMI (SAMHSA, 2010), it is time the counseling profession further develop its body of 

SMI-specific literature. A foundational step toward increased understanding for 
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effectively working with this vulnerable population is to examine the influence 

counseling this population currently has counselors’ self-efficacious beliefs. 

Beginning and otherwise novice counselors can provide useful data to inform how 

capable and competent they believe themselves to be when working with this 

population. 

Self-Efficacy   

One way to assess how counselors are working with individuals with SMI is to 

examine counselor’s self-efficacy. Self-efficacy theory has become an increasingly 

popular way to measure potential competencies for counselors in training (Kozina, 

Grabovari, Stefano, & Drapeau, 2010).  At its foundation, self-efficacy measures one’s 

perceived confidence. It shines a light on the relationship between what people know 

how to do and what they actually do (Bandura, 1982). Self-efficacy has a strong effect 

on behavior because if people believe they will be successful in performing an act, 

they are much more motivated to perform that act. Without self-efficacy, individuals 

lack the motivation to perform the task at hand and obtain their goals (Bandura, 1977).  

Bandura (1977) suggests that self-efficacy influences one’s efforts in completing 

tasks. The stronger one’s perceived self-efficacy the more likely one is to continue to 

put forth effort to complete the task at hand; thus reinforcing the further development 

of more self-efficacy for this particular area.   

Self-efficacy is, in essence, describing a particular cognitive process that 

suggests certain thoughts and beliefs related to confidence in a particular area are 

initiated and affected by the experience of effective performance and mastery 

(Bandura, 1977). Two major components compile self-efficacy: efficacy expectations 
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and outcome expectations. Efficacy expectations refer to a person’s belief that they 

can successfully perform a particular behavior to receive a desired outcome. Outcome 

expectations, on the other hand, pertain to the thought that specific outcomes are 

products of specific behaviors. Self-efficacy theory proposes that the stronger one 

perceives his or her self-efficacy to be the more likely one is to continue pursuing a 

task and gain success.  Self-efficacy is reinforced when individuals are able to be 

successful at the tasks towards which they strive. For example, if one has high self-

efficacy in math, he or she is likely to persevere longer and have more successful 

outcomes, thus reinforcing his or her self-efficacy in math (Bandura, 1977).  

Self-efficacy theory is derived from social learning theory. Therefore, efficacy 

beliefs are circumstance-specific and highly impressionable. One’s feelings of self-

efficacy change given the task at hand and are influenced by a number of sources 

including personal beliefs, performance, vicarious experience, and verbal persuasion. 

Self-efficacy is a major determinant of how individuals choose activities. How they 

will expend their efforts, and how long they will sustain these efforts in the face of 

adversity (Bandura, 1966).  

Self-efficacy has shown to be a reliable predictor of performance in academic 

settings (Brady-Amoon & Fuertes, 2011; Multon, Brown, & Lent, 1991). Multon et 

al.’s  (1991) meta-analytic study found that self-efficacy ratings have a strong 

relationship to academic performance and academic persistence. The effect that self-

efficacy has on academic performance grew stronger as the participants in the samples 

aged. For instance, college students’ self-efficacy ratings were significantly more 

strongly related to their academic performances than elementary students’ (Multon et 
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al., 1991).  Most recently, Brady-Amoon and Fuertes (2011) found that self-efficacy is 

helps predict adjustment and academic achievement in college students.  

Counselor self-efficacy. 

Counselor self-efficacy has received a great deal of attention as being an 

accurate way to measure potential for performance in counseling trainees (Barnes, 

2004; Larson et al., 1992). Specifically, counselor self-efficacy refers to a counselor’s 

own view of his/her beliefs to effectively counsel an individual (Larson & Daniels, 

1998).  Some of the first researchers to account for self-efficacy as a variable that 

could affect counselor performance were Friedlander, Keller, Peca-Baker, and Olk 

(1986).  The study examined the conflict between supervisors and their supervisees 

and used self-efficacy as a covariate in predicting skills performance in counselor 

trainees. The results indicated that self-efficacy and other individual traits of 

counselors and counselors in training are important predictors of counseling-related 

behaviors (Friedlander et al., 1986).  

Since then, many other studies have used self-efficacy as a measure of 

counseling trainees’ progress and capacity for success. Johnson, Baker, Kopala, 

Keselica, and Thompson (1989) measured self-efficacy in counseling students over 

time. They found that self-efficacy increases with training and experience. They 

further confirmed, as had previous research, that self-efficacy is an individual trait 

rather than one that all counselor trainees contain. In other words, some counselors in 

training have more self-efficacy than others prior to entering a training program 

(Johnson et al., 1989).  
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Furthermore, to better understand how self-efficacy affects counseling ability 

and clinical effectiveness, it is important to understand the process of counselor 

development. As counselors and counselors in training gain more experience and 

education, they move through stages that affect how they process and retain 

information relative to counseling (Etringer & Hillerbrand, 1995). As counselors 

develop their counseling skills, they move through different stages of cognitive 

processing that exhibits their different levels of abilities. Such stages reflect the 

labeling of counselors as novice, experienced, and expert (Etringer & Hillerbrand, 

1995; Hillerbrand & Claiborn, 1990).  

In addition to counselors’ moving through different developmental stages of 

cognitive processing and skill acquisition, research shows that they also exhibit 

changes in self-efficacy as experience increases (Leach & Stoltenberg, 1997; 

Melchert, Hays, Wiljanen, & Kolecek, 1996).  Melchert et al. (1996) found that self-

efficacy in both counselors in training and professional counselors increases 

significantly as level of training increases as well as years of experience. Leach and 

Stoltenberg (1997) also found self-efficacy to positively correlate with years of 

experience. However, they found that it did not correlate with other factors such as age 

(Leach & Stoltenberg, 1997). Therefore, when studying self-efficacy in relationship to 

the clinical population with which counselors work, the research indicates the 

importance of taking years of experience in the field into consideration.  

Over the past two decades, counselor self-efficacy has continued to grow as a 

commonly used gauge of novice counselors’ training. With the added attention to the 

utility of self-efficacy, specific instruments began to be constructed. Many of the 
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previously mentioned studies used instruments specifically designed for those studies. 

These instruments possessed little generalizability. In response, Larson et al. (1992) 

conducted a series of five studies to compose and reliable and valid measure of 

counselor self-efficacy. The result was the counselor self-estimate scale (COSE). The 

COSE specifically measures how counselors judge their abilities to counsel 

effectively. The COSE has been found to be highly reliable and valid. Early studies 

indicate that counselor self-efficacy as measured by the COSE increases as counselors 

gain experience and progress through graduate training and early clinical experience. 

While it increases in the short term with experience it is stable in the short term as 

defined by a three week period (Larson et al., 1992).  

Since its creation, the COSE has become one of the most widely used 

measures of counselor self-efficacy. From Larson’s work, researchers have coined the 

term “counselor self-efficacy” which is defined as a counselor’s belief in his or her 

ability to counsel a client successfully in the near future (Barnes, 2004).  Studies using 

the COSE have added a significant amount of literature to the field to help educators 

and researchers understand how counselor trainees acquire and apply knowledge 

(Barnes, 2004). A strong sense of counselor self-efficacy has been shown to correlate 

with a trainees ability to incorporate knowledge and feedback in order to improve the 

learning process and improve performance in the counseling role (Larson, 1998). 

Counselor self-efficacy is shown to increase as counselor trainees accumulate more 

training and experience (Ladany, Ellis, & Friedlander; Larson, 1998). Counseling self-

efficacy has been shown to improve from specific interventions (Barbee, Scherer, & 

Combs, 2003; Barnes, 2004; Kozina et al., 2010). Self-efficacy is not a static trait that 
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counselor trainees exhibit throughout their education and trainings. Instead, it can be 

influenced and enhanced through specific and theory-driven interventions (Barnes, 

2004). Targeted clinical experience such as role plays and training in basic counseling 

skills has found to significantly increase counselor self-efficacy in counselor trainees. 

Counselor self-efficacy significantly increases as measured by the counselor self-

estimate scale pre-post tests after performance-based feedback is delivered following 

role-play exercises (Daniels & Larson, 2001). Furthermore, counselor self-efficacy has 

been shown to be a more accurate description of counselor trainees’ experiences than 

competence scores from outside raters (Halverson, Miars, & Livneh, 2006).   

Indeed, counselor self-efficacy has shown to be a reliable indicator for 

predicting counselor success in the field (Barbee, Scherer, & Combs, 2004). Low self-

efficacy can lead to increased counselor anxiety, as well as decreased client 

satisfaction. Furthermore, findings suggest counselor self-efficacy increases with 

experience and training (Johnson et al., 1989). Given the lack of SMI specific training 

counseling graduate students receive, a problem may exist. This absence is particularly 

concerning as self-efficacy has been identified as a protective factor for individuals 

working in high-stress environments (Prati, Pietrantoni, & Cicognani, 2010). 

Protective factors are essential given that high stress clinical environments have been 

linked to compassion fatigue, burnout, and poor client outcomes (Landrum, Knight, & 

Flynn, 2012).  

Given the lack of SMI specific training many counseling students receive, an 

opportunity to enhance counselor self-efficacy in novice counselors working in 

challenging clinical environments may be missed (Prati, Pietrantoni, & Cicognani, 
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2010). Important in as much as self-efficacy as a protective factor is essential in 

challenging clinical environments which have been associated with compassion 

fatigue, burnout, and poor client outcomes (Landrum, Knight, & Flynn, 2012).  

 In short, we know more and more counselors employed in mental and behavioral 

health agencies will work with clients with SMI. We also know research in related 

helping professions raise concern over the effectiveness and career longevity of those 

who provide services. Within our counseling profession we’ve come to understand the 

importance of counselors possessing higher levels of self-efficacy. However, what we 

don’t yet know is the influence working with clients with SMI has on those providing 

such care. As numerous counseling program graduates begin careers in community 

mental health agencies, determining the relationship between working with SMI and 

self-efficacy may help counselor educators and supervisors tailor training efforts; 

especially during training program field experience. Collecting this information may 

help identify areas for improved training in counselor preparation programs; and 

inform clinical supervisors of novice counselors’ needs as they begin post-graduate 

agency work. Overall, improving graduate training and novice counselor supervision 

has the potential to improve quality of care, client outcomes, and quality of life for 

individuals struggling with SMI.  

 The purpose of this study was to determine the relationship between counselor 

self-efficacy and involvement with clients with SMI among beginner and novice 

counselors. Because related literature suggests counselor self-efficacy increases over 

time, and with experience, we posed the central research question: What is the 

relationship between involvement with SMI and counselor self-efficacy when 
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controlling for amount of counselor experience? Though counselor self-efficacy 

studies seemingly provide ample evidence to support hypothesizing counselors’ self-

efficacious beliefs will be positively associated with increased involvement counseling 

clients with SMI, we ultimately hypothesized an inverse relationship exists, such that 

increases in counseling those with SMI correlates with decreases in counselor self-

efficacy—based on numerous studies findings from the field of social work in the 

U.S.; as wells as counseling studies conducted in Britain; which notion—both in terms 

of their findings and their study topics being more closely related to counselor self-

efficacy when working with SMI than any counselor self-efficacy study from the field 

of counseling in the U.S. In addition, we wanted to know if involvement with SMI and 

counselor self-efficacy within-group mean differences exist between counseling 

student interns and novice post-graduate professional counselors. For this question we 

hypothesized those just beginning to work with clients, as graduate program student 

interns, would report having less involvement with SMI—and lower counselor self-

efficacy—compared to a cohort of novice post-graduate counselors.  

Method 

Design 

 A cross-sectional survey predictive design was used to examine the 

relationship between involvement with SMI and counselor self-efficacy in beginner 

and novice counselors. Descriptive statistics were used to describe sample 

characteristics and present survey instrument results. Hierarchical multiple regression 

was used to determine if working with SMI explains variations in counselor self-

efficacy above and beyond counselor experience. Independent t-tests were used to 



	   	   	  
	  

79	  

determine between-group differences by comparing beginner and novice counselors’ 

scores on two different variables (Gravetter & Wallnau, 2013); specifically, amount 

involvement with SMI and counselor self-efficacy.  

In support of this design, multiple regression tools were used in cases where 

foundational aspects of experimental design, such as independent variable 

manipulation, are absent (Cohen & Cohen, 1983). Hierarchal regression was chosen 

over other forms of predictor variable entry due to the nature of the predictor 

variables. For this study, variables were entered based on their research relevance and 

relationships identified by, and based upon, previous empirical findings (Wampold & 

Fruend, 1987).  Previous research has documented a relationship between self-efficacy 

and experience (Halverson, Miars, & Livneh, 2003).  Yet the relationship between 

involvement with SMI and self-efficacy—when controlling for experience—is not yet 

known. 

Participants  

Upon Institutional Review Board approval, eligible participants nationwide 

were first identified for recruitment from two primary sources: (1) CACREP 

accredited master’s-level counseling graduate program students in internship; and (2) 

professional counselors who had 2,400, or less, post-graduate clinical hours, and were 

working in in mental and behavioral health agencies.  

To this end, 1,000 counseling agencies were identified by way of each states’ 

government website (e.g. www.oregon.gov). CACREP accredited master’s-level 

counseling programs were retrieved from www.cacrep.org.	  Identified agencies and 

CACREP programs were initially separated into five groups of equal numbers, using 
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ACES geographic regions as each group’s inclusion parameters. Next, a random 

number generator was used to identify ten agencies per ACES region for recruitment 

solicitation. Representation in all five ACES regions did not initially result, so this 

step was repeated a second time.  Recruitment yielded 126 volunteer participants. Of 

these, 63% percent completed all study materials (N=79); (n=35, beginner); (n=44, 

novice).  

Participants age ranged from 22-56 years (M= 32.57, SD=7.73); and most 

identified as Caucasian/White (85%); followed by Biracial (5%); Latino (4%); Asian-

American (3%); African-American (1%); Native American (1%);  or “other” (1%). 

The majority of the participants were female (77%); followed by male (22%); and 

“other” (1%).  

Data collection 

 Agency and CACREP program contact persons received an email informing 

the study’s purpose and a request to share the announcement with all students (or 

potentially eligible clinicians) currently enrolled in internship.  Volunteer participants 

were directed to a URL for secure online access to Qualtrics for the following 

combined study materials: (a) cover letter detailing purpose of the study; (b) 

participant informed consent document; (c) demographic questionnaire; (d) 

Involvement with SMI scale; and (e) Counselor Self-Estimate Scale (COSE).  

Participant demographic questionnaire  

Participant information was collected to describe sample characteristics. The 

predictor variable clinical experience was assessed via demographic questionnaire 

(Appendix D) with the following forced-choice response options: 2nd year post-
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graduate counselor; 1st year post-graduate counselor; graduate student-intern. In 

addition, participants’ (a) age, gender, ethnicity; and cacrep graduate program track 

(Clinical Mental Health, Community Counseling, Marriage and Family, School 

Counseling, Rehab, or other) were collected. Also assessed were training program 

courses completed (number and type) which address clinical issues specific to working 

with individuals with SMI; as well as outside-of-graduate program trainings (e.g. 

seminars, conferences or “other” trainings) which specifically addressed clinical issues 

in working with clients with SMI.  

Counselor self-estimate scale (COSE) 

Self-efficacy was measured using the Counselor Self-Estimate Scale (Larson, 

et al., 1992) (Appendix E). The Counselor Self-Estimate scale (COSE) was developed 

to measure counselors’ self-assessment of counseling ability (Larson et al., 1992). The 

measure draws from Bandura’s (1982) self-efficacy model; positing individuals’ 

judgments about their abilities to achieve certain outcomes will have an effect on their 

performances in that given situation.  

The 37-item self-report questionnaire uses a 6-point Likert scale, ranging from 

(1) strongly disagree to (6) strongly agree. Several of the items are reverse coded; and 

scores approaching the highest possible, two-hundred and twenty-two, indicate high 

self-estimates of counseling ability (Larsen et al., 1992).   Five subscales measure 

respondents’ perceived capability to 1) execute microskills, 2) attend to the counseling 

process, 3) deal with difficult client behaviors, 4) behave in a culturally competent 

way, and 5)  be aware of their own values. Example COSE items include: “I am 

confident that I will respond appropriately to the client in view of what the client will 
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express;” “My assessments of client problems may not be as accurate as I would lie 

them to be” and, “I am worried that my interpretation and confrontation responses 

may not over time assist the client to be more specific in defining and clarifying the 

problem.” (Larson et al., 1992). This study did not use responses to items composing 

the subscale “being aware of my values,” as it lacks relevance to this study’s 

constructs; and is less psychometrically sound than the other scales. Therefore, 

analyses includes the remaining four subscales consisting of 34-items.  

COSE reliability and validity  

Larson and colleagues (1992) completed a total of five studies (N = 213 ) to 

test the internal consistency, test-retest reliability, convergent and discriminate 

validity, criterion validity and other factors that could have an effect on the usability of 

the measure.  

Items from the COSE were deemed internally consistent (α =.93). Internal 

consistency ratings by subscale were: Microskills (.88), Counseling Process (.87), 

Difficult Client (.80), Cultural Competence (.78), Awareness of Values (.62). Test- 

retest reliability, over a 3 -week period, was also reported (r =.87) (Larson, et al., 

1992). Evidence for the COSE's convergent validity was reported in several studies 

(Crutchfield & Borders, 1997; Larsen et al., 1992). Specifically, counselor trainees 

who reported higher estimates of counseling self-efficacy also reported more self-

esteem, less state and trait anxiety, and stronger self-effectiveness. The COSE showed 

low correlation with other measure of defensiveness, aptitude, academic achievement, 

and personality; indicating evidence for discriminate validity. COSE scores also did 
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not differ across theoretical orientations of counseling psychologists (Larsen et al, 

1992).  

Involvement with SMI. 

 An 8-item pilot measure (Appendix F) was used to gauge participants’ levels 

of involvement with serious mental illness. This measure closely aligns with what 

scholars used in related social work research on competence, burnout, and role-stress 

related to involvement with clients with serious mental illness (Acker, 2010; Acker & 

Lawrence, 2009; Acker, 1999; Hagen & Hutchinson, 1988). Additional influence 

comes from empirical findings documenting significant predictors of serious mental 

illness in the general population (Kessler et al., 2003).  

Items for this likert-scale are based on a thorough review of the literature 

pertaining to the identification and description of serious mental illness. Previously, 

researchers as well as treatment providers had struggled to come up with a unifying 

definition of serious mental illness. In response, Ruggeri, Thornicroft, Bisoffi, and 

Tansella (2000) empirically validated a universal definition of “severe and persistent 

mental illness” that showed strong reliability in accurately predicting the course of 

illness in adult individuals with SMI.  This definition was formulated in order to 

estimate the annual prevalence rates of SMI in two areas in Europe (South London and 

South Verona). The study operationalized the NIMH definition as follows: (1) ICD-10 

diagnosis of psychosis, (2) duration of service contact of 2 years or more, (3) severe 

dysfunction as measured by a score lower or equal 50 in the Global Assessment of 

Functioning (GAF scale). The duration of service criteria was defined as the time 

interval between the first contact with a psychiatric service provider and the present 
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treatment episode. Such a definition helps account for individuals with both ongoing 

service needs and periods of sustained recovery with no service utilization (Ruggeri et 

al., 2000).  Because this operationalization is heavily based on a particular diagnosis, 

the authors also derived an alternative definition of SMI based on duration and 

functioning criteria; and suggest this definition may be more useful in determining 

mental illness severity as it includes a wide spectrum of diagnostic presentations 

(Ruggeri et al., 2000). Providing additional support for this definition are scholars in 

this area who’ve indicated agreement regarding severe and persistent mental illness 

being better defined by general psychopathology (non-organic psychosis, severe 

affective symptoms) than specific diagnoses (Johnson, 1997; Parabiaghi, Bonetto, 

Ruggeri, Lasalvia, & Leese, 2006).  

Parabiaghi et al. (2006) further validated the use of general severity of 

psychopathology, impact on daily functioning, and duration of symptoms as leading 

predictors of severe and persistent mental illness. Based on these findings and related 

agreement among scholars, wording of items for  this study are designed to assess 

constructs shown to have high predictive, external, and construct validity (Parabiaghi 

et al., 2006; Ruggeri et al., 2000). For this study, Cronbach’s alphas will be analyzed 

for factor structure; and inter-item correlations to determine unidimensionality of 

items (Pett, Lackey & Sullivan, 2003; Burton & Mazerolle, 2011). 

Participants 5-point likert response options, anchored on either end by (1) “not 

at all” and  (5) “all the time” indicate involvement working with individuals with SMI, 

for the following items:   

1.  Client who is inappropriately angry or violent 
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2.  Client who is confused, disoriented, or otherwise out of touch with reality 

3. Client who exhibits paranoid behavior 

4. Client who is severely anxious 

5. Client who is severely depressed 

6. Client who is actively threatening or attempting suicide 

7. Client whose symptoms seem to have a severe impact on their ability to 

uphold major responsibilities such as holding a job, maintaining 

interpersonal relationships, and going to school.  

8. Client whose symptoms have persisted for majority of adult life.  

Handling and reporting data 

Participants’ responses were anonymous. SPSS and Excel were used for data 

calculations.  Though findings are reported without disclosing individual participant, 

counseling program, or agency identifying information, participants’ geographic 

ACES regions are reported in aggregate. Missing data (e.g. non-response items) were 

identified and attended to in accordance with established survey research procedures 

(George & Mallery, 2006). Specifically, of the 126 participants who initially 

consented to participate, those who either did not complete all demographic items and 

surveys were removed from analyses. In addition, participants with survey non-

responses totaling 15% or more of the total ISMI or COSE items were similarly 

removed from analyses. To remedy remaining non-responses, participants who did 

respond were averaged and the sample mean was substituted for each missing cell 

(George & Mallery).  
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Results 

 Preliminary analyses  

The sample (N=79) was split between post-graduate novice counselors (n = 44) 

and student intern beginner counselors (n = 35). Of the novice counselors, 93% had 

graduated from a CACREP program. All five ACES regions were disproportionally 

represented (53% Western; 20% North Central; 18% North Atlantic; 6% Rocky 

Mountain; and 3% Southern). Clinical Mental Health counseling was the most 

common graduate program option (56%), followed by Community Counseling (19%), 

School Counseling (10%), “Other” (6%), Marriage and Family (5%), Addictions 

(3%), and Rehabilitation Counseling (1%). The average clinical experience of the 

sample equaled that of individuals late in the graduate work or early in their post-

graduate work (M=1158 clinical hours, SD=887.89). Within the sample, there was a 

large range of experience. The graduate-level subsample had accumulated an average 

of 393.23 internship hours, sd = 318.84. The post-graduate subsample had 

accumulated an average of 864.21 post-graduate, direct clinical hours, sd = 638.19.  

In order to reconcile a diverse sample of counselor experience for this sample, 

a simple transformation was conducted in accordance with best practice (Field, 2005; 

Normal, 1996). The construct, “clinical experience” was composed at the interval-

level by categorizing the self-report ratio level data of participants. Graduate-level 

intern students (beginner counselors) and post-graduate counselors (novice 

counselors) were asked to report their current accumulated number of hours of clinical 

contact either in internship or post-graduate experiences. Based on these responses, 

eight categories were formed: (1) 0-250 hours of internship experience (2) 251-500 
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hours of internship experience (3) 501-750 hours of internship (4) over 750 hours of 

internship (5) 0-500 hours of post-graduate clinical experience (6) 501-1000 hours of 

post-graduate clinical experience (7) 1000-1500 hours of post-graduate clinical 

experience (8) over 1500 hours of post-graduate clinical experience. Initial review of 

descriptive statistics indicates a normal distribution of clinical experience for this 

sample (M=4.55, SD=2.136).  

Instrument descriptives 

Both the COSE (α=.94) and ISMI (α=.90) were found to have moderate to 

strong reliability based on this study’s sample (Table 7). The average COSE total 

score for the overall sample was 156.67 (SD=26.11). The Beginner subsample was 

similar (m=155.22, sd=19.27); as was the Novice subsample (m=156.67, sd=26.11). It 

should be noted the COSE scores are somewhat negatively skewed, indicating a 

possible inflation of COSE scores across subsamples. The average ISMI score for this 

sample was 2.93 with a standard deviation of .91.  

 Based on initial inspection of COSE scores (Figure 1), inflation was observed 

based on a normal curve. To determine if this sample’s COSE scores were comparable to 

a normative sample, an independent t-test was used to compare scores from this study’s 

sample COSE scores (N=79, M=156.38., SD=23.22) to a normative sample’s scores ( 

N=52. M=141.35, SD=14.08) (Larson et al., 1992). Results indicate a significant 

difference exists t (129)=7.9, p<.0001, d=0.78. Given this finding, it appears the COSE 

scores from the participants in this study were significantly higher than those in the 

normative subsample (Larson et al., 1992).  

Predicting self-efficacy from involvement with SMI 
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Prior to conducing a hierarchical multiple regression, the relevant assumptions of 

this statistical analysis were tested. Firstly, sample size  was deemed adequate given two 

predictor variables included in the analysis (Berk, 2004).  The assumption of singularity 

was also met as the independent variables (involvement with SMI and experience) were 

not a combination of other independent variables. An examination of correlations revealed 

that no independent variables were highly correlated. As well, the collinearity statistics 

were all within accepted limits (Chen, Ender, Mitchell, & Wells, 2007).  Visual 

examination of variables indicated preliminary normality amongst all variables with 

the exception of COSE scores. A visual interpretation of COSE scores indicates a 

slight negative skew. However, further examination of residential plots indicates the 

variable is normally distributed. Residual and scatter plots indicated the assumptions of 

linearity and homoscedasticity were all satisfied (George & Mallery, 2010). 

Primary Analyses 

A two-stage hierarchical multiple regression was conducted with counselor self-

efficacy as measured by the COSE as the criterion variable. Counselor experience was 

entered at stage one of the regression to control for the effect of experience on self-

efficacy. The counselor experience variable was formed based on self-reported hours of 

internship (Beginner counselors) and post-graduate direct clinical hours (Novice 

counselors).  See above under preliminary analysis for a more detailed explanation of how 

the variable was constructed. Experience with SMI was entered at stage two. Experience 

with SMI was formed by the pilot measure ISMI.  

The hierarchical multiple regression revealed that at stage one, experience did not 

contributed significantly to the regression model, F (1,73 = .942, p= ns) and accounted for 

a mere1.3% of the variation in counselor self-efficacy. Introducing the involvement with 
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SMI variable explained an additional 3% of variation in counselor self-efficacy and this 

change in R2 was not significant, F (2,72) = 1.09, p = .342.  

Between group differences in predictor variables 

 Given the contrasting results from this study’s hierarchal regression compared to 

existing literature (Acker, 1999; Acker, 2010; Eack & Newhill, 2008; Edwards, 

Burndard, Coyle, Fothergill, & Hannigan, 2001; Fakhoury & Wright, 2001; Knorpel 

& Cockersell, 2004; Newhill & Korr, 2004; Miller-Pietroni, 1999; Rusello, 2004) 

further examination of the data was warranted. An independent samples, two-tailed t-

test was performed to examine between groups differences on COSE and ISMI scores 

for beginner and novice counselors. Results (Table 7) indicate no significant 

differences in mean COSE scores between beginner counselors and novice counselors 

[N=79, t(77)=.274, p =.78]. However, there were significant differences between 

groups in their involvement with serious mental illness [N=79, t(77)=4.04, p<.001]. 

Discussion 

 Using a hierarchal regression model, this study sought to explore the 

relationship between counselor self-efficacy and severity of caseload, specific to 

working with adults with serious mental illness (SMI). This study examined, 

specifically, if involvement with SMI predicts self-efficacy above and beyond 

experience in novice and beginner counselors. Although the variable, involvement 

with SMI, did not significantly account for any variance on counselor self-efficacy 

scores, several aspects of this study are worthy discussing.  

 The absence of a significant correlation between COSE scores and experience 

contradicts the majority of the previous research examining self-efficacy and 

experience (Barnes, 2004;  Brady-Amoon & Fuertes, 2008; Etringer & Hillerbrand, 
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1995; Halverson et al., 2006; Kozina et al., 2010; Larson et al., 1992; Leach & 

Stoltenberg, 1997; Melchert et al., 1996). Previous studies examining the relationship 

between counselor development and counselor self-efficacy have shown self-efficacy 

increases as counselors advance through their graduate training and post-graduate 

experience (Halverson et al., 2006). Therefore, this study would have expected to find 

a similar relationship between COSE scores and clinical experience. Given that it did 

not, a discussion of the possible causes is warranted.  

Specifically, results from the between-group analyses of this study call to 

question the utility of self-efficacy in measuring competencies in novice counselors.  

There was no significant difference in COSE scores between beginner and novice 

counselors. This contradicts the existing literature on counselor development in 

relationship to self-efficacy (Brady-Amoon & Fuertes, 2008; Larson et al., 1992). 

Therefore, not only is there no change in counselors’ self-efficacious beliefs in 

relationship to their involvement with SMI, there is no measurable change, in general. 

The lack of variability in scores presents significant obstacles in measuring differences 

in a predictive design study.  

The lack of correlation between counselor self-efficacy and experience is 

further complicated by the elevated COSE scores of this sample. COSE scores for this 

sample showed patterns of being negatively skewed with an inflated mean in 

comparison to the normative sample (Larson et al., 1992). A key component of the 

construct of self-efficacy is its reliance on self-perception of ability (Bandura, 1982). 

Self-efficacy is essentially based on self-confidence and perceived future outcomes 

(Bandura, 1977). Therefore, the future-based time orientation of the self-efficacy 
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construct could potentially be misrepresenting competency in an early stage of 

professional counselor development.  

 According to counselor developmental theory, novice counselors rely heavily 

on declarative knowledge versus procedural knowledge (Etringer et al., 1995). This 

indicates a possible disconnect between a novice counselor’s perceived knowledge 

and their abilities to apply this knowledge. According to counselor developmental 

theory, self-perception is developed more thoroughly with the acquisition of 

procedural knowledge (Etringer et al., 1995; Yielder, 2004). Given that counselors do 

not typically develop procedural knowledge until transition to expert level after years 

of experience, it is likely the majority of participants in this study were in the novice 

level and, consequently, operating primarily with declarative knowledge. Therefore, it 

is difficult to ascertain whether the high COSE scores of this study’s participants 

would correlate with clinical competency or they are inflated due to a discrepancy 

between perceived competence and procedural knowledge. More information would 

need to be collected to understand this dynamic.           

Further complicating this dynamic is the contradiction between the results of 

this study and studies in other helping fields (Acker, 2010; Eack & Newhill, 2008; 

Fakhoury & Wright, 2001; Knorpel & Cockersell, 2004; Newhill & Korr, 2004; 

Rusello, 2004). The social work field has thoroughly documented the dynamics of 

mental health professionals working with individuals with SMI compared to other 

populations. The results of these studies overwhelmingly indicate higher burnout, 

higher rates of referring-out, lower perceived competence, worsened clinical 

outcomes, and higher perceptions of being underprepared when compared with 
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clinicians working with other clinical populations (Acker, 2010; Eack & Newhill, 

2008; Newhill & Korr, 2004). Similar results have been found in the counseling field 

in Great Britain. In the United Kingdom, several studies have found that masters level 

therapist lack the skills to treat individuals with serious mental health issues (Fakhoury 

& Wright, 2001; Knorpel & Cockersell, 2004; Russello, 2004). Work in the UK has 

pointed to the disparities in training for individuals working with SMI and calls for 

more specific training to be implemented for counselors wishing to practice with the 

SMI population (Knorpel & Cockersell, 2004; Russello, 2004).  

Therefore, managing the dissonance between these studies and the results of 

the current studies requires an explanation. Potential explanations include that either 

American counselors are far better prepared than those in the United Kingdom and the 

social work field here in the United States or significant error exists in the method of 

using self-efficacy to equate competency in working with the SMI population. While 

counselor self-efficacy has been shown to correlate with clinical outcomes, these 

studies seem to be primarily contained to early stages in the counselor developmental 

process (Barnes, 2004, Larson et al., 1992). As well, self-efficacy studies have not 

specifically examined how the construct’s validity transfers to the population of SMI.  

Many potential explanations for this study’s results exist. Perhaps a lack of 

direct clinical experience alters the counselor’s sense of self-efficacy, thus prematurely 

boosting confidence. Such phenomenon theoretically could call for a reexamination of 

the counselor education field’s tendency to rely heavily on the construct of counselor 

self-efficacy as a predictor of success in the professional world of counseling. In 

addition to measuring errors related to the developmental stage of counselors, self-
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efficacy’s validity may not equally transfer to measuring competencies when working 

with the SMI population. Regardless, more research is needed to understand the 

discrepancies found in this study. 	  

In addition to taking a more detailed look at how new counselors are working 

with their clinical populations is the need to more closely examine the specifics of 

counselor education in general. A review of the 2009 CACREP standards reveals very 

few specifics regarding the preparation of counselors in working with specific clinical 

populations. The specificity of the CACREP standards is particularly poor in 

providing structure for training counselors to work with clients on the more severe end 

of the pathology spectrum.  

Other specialized areas of counseling have found similar discrepancies 

between the vague nature of CACREP standards and the intricacies of the specific 

clinical populations with which counselors work during practicum, internship, and 

post-graduate work (Hunt, 1996; Kitzrow, 2002; Linton, 2012; Salyers, Ritchie, 

Cochrane, & Roseman, 2006). These discrepancies have ranged in a lack of content in 

course syllabi to significant inconsistencies between counselor education program in 

the execution of best practices and standards. However, as the 2016 CACREP 

standards are taken into consideration, the counselor education research exhibits a 

clear need for closer consideration of more detailed and structured standards for 

working with specific populations.   

Further exacerbating inconsistencies in counselor education curriculum are the 

differences in the version of CACREP standards program are following. For example, 

for years, the addictions counseling field struggled to find a foothold in CACREP 
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counselor education programs. Even with the 2009 CACREP addition of the 

addictions counseling track to the 2009 CACREP standards, proper addictions 

counseling preparation continues to be scarcely available in CACREP programs 

(Iarussi, Perjessy, & Reed, 2013; Salyers et al., 2006). The addictions counseling 

standards are only found in the clinical mental health track. A large number of 

counselor education programs remain under the purview of community counseling and 

hold varying opinions about the implementation of the clinical mental health program 

(Cannon & Cooper, 2010). Given the discrepancies in the opinions and the 

implementation of CACREP standards across the last decade, it is easy to understand 

how training for specific populations slips through the cracks in the drafting of 

counselor education standards. However, this does not downplay the importance of 

calling more attention to this task for future CACREP standards.  

In the 2009 CACREP standards, the clinical mental health counseling (CMHC) 

standards for counseling, prevention, and intervention outline basic expectations for 

CMHC students to be able to learn to identify “ the etiology, the diagnostic process 

and nomenclature, treatment, referral, and prevention of mental and emotional 

disorders” (CACREP, 2009). However, it does not go on to identify the mechanisms 

through which counselors learn these skills or the specific spectrum of “mental and 

emotional” disorders counselors need to be prepared to treat. This leaves a wide gap in 

the preparedness of counselors given the wide range of mental disorders with which 

they are likely to work upon graduating from their masters-level program (SAMHSA, 

2009). In combination with the belief that individuals with SMI can be treatment 

resistant (Acker, 2010; Caporoso & Kiselica, 2004), it is easy to see how counselor 
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educators could potentially miss the mark in preparing counselors to work with this 

population.  

Fortunately, other fields have forged ahead in finding evidence-based practices for 

treating adults with SMI. These practices are easily translated into the counseling field 

and can be incorporated across curriculum throughout a counselor-training program. 

Dickerson and Lehman (2011) propose a straightforward outline for approaching 

evidenced-based care for individuals with SMI. A translation of this model to 

counselor education can be easily completed by aligning evidence-based practices for 

SMI treatment with the three phases of the Dickerson and Lehman (2011) model. 

Providing emotional support, enhancing functional recovery, and altering underlying 

illness (prevention) are approaches, which can be integrated throughout the counselor 

educations program. This model can lend structure to the increasingly large collection 

of empirically-supported approaches to treating SMI. Given the increasing deluge of 

information related to providing psychotherapy to an SMI population, there are many 

opportunities to incorporate this into counselor training using the model currently 

proposed.  

Recommendations 

 In additional to reexamining CACREP standards and incorporating more EBP 

for SMI into counselor training programs, more research is needed to understand the 

dynamics of SMI preparedness in CACREP counselor education programs. The results 

from this study indicate discrepancies when compared to other counselor self-efficacy 

studies as well as past research in working with SMI in other fields such as social 

work. The blaring discrepancies with well-established past research indicates not only 



	   	   	  
	  

96	  

a limitation of this study, but an area for future research. Future research can examine 

different outcomes indicating how novice counselors are working with the SMI 

population. For example, more information is needed to understand the quality of 

work novice and beginner counselors are doing with the SMI population as measured 

by clinical outcomes, supervisor ratings, and client ratings.  

As well, a qualitative exploration could examine the experience of novice and 

beginner counselors working with this population. Similarly, important data could be 

derived from gaining a qualitative understanding of the experience of counselor 

educators and supervisors who are training and supervising students and supervisees 

who are working with the SMI population. In addition to gaining a better qualitative 

understanding of counselor educators roles in preparing counselors to work with the 

SMI population, a more thorough quantitative approach could be taken. For example, 

a survey of the attitudes of counselor educators in preparing students to work with this 

population could be examined. Do counselor educators think this is an important area? 

How well prepared do they feel to provide counselor trainees with the adequate skills 

to prepare students to work with this population? How often are topics of specific SMI 

trainings being covered in CACREP programs? These are just a few of the many 

questions generated by the findings from this study.   

Limitations 

 The primary form of data collection for this study was a self-report survey. 

Therefore, it is important to address the inherent biases of self-report measures. Self-

reports are vulnerable to both intentional and unintentional biases (Heppner, 

Wampold, & Kivligan, 2008). For example, participants may have over-estimated 
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their abilities after receiving training, known as response-shift bias (Howard & Dailey, 

1979). Response shift bias typically applies to settings that use self-report 

questionnaires to measure pre-post change. Therefore, such a phenomenon was 

expected in this study. Participants completing self-reports may guess at the research 

hypothesis and try to skew their answers to either confirm or deny this hypothesis. 

Given that the study measured a desirable trait (self-efficacy), there may have been a 

tendency for participants to inflate their answers to appear more desirable. This could 

explain the significantly inflated COSE scores in this study. In addition to this, self-

reports require a certain level of awareness on the part of the participant regarding the 

construct being measured. Therefore, participants may have under or over reported the 

level of serious mental illness on their caseload if they did not have a good 

understanding of the SMI population (Heppner et al., 2008). This can potentially be 

avoided in future studies if the SMI caseload instrument can continue to be more 

thoroughly developed to make the characteristics simple and understandable.  

 Other participant-bias may be present in this study. Participants may have 

lacked the motivation to answer the questions accurately. They may have feared 

negative repercussions for answering accurately. While steps were taken to assure 

participants of their confidentiality as well as to increase their motivation for 

accurately completing the questionnaire, the study’s results may, nonetheless, contain 

biases based on worry that identifying as less effective (i.e. having lower self-efficacy) 

could have negative repercussions on job placement or training. Statements such as 

“there are no right or wrong answers” were included in the questionnaire instructions 

in hopes of reducing potential for such biases. As well, participants were informed on 
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the confidentiality of the results as well as the importance of accurately answering the 

questions (e.g. can lead to increased quality of instruction for future counselors).  

 Given these potential biases, the benefits of using a self-report scale continued 

to outweigh the risks. Self-report scales are more feasible to administer than other 

types of measurement (e.g. observer-rating). They are quicker to complete and well as 

simpler to administer and score. Therefore, more participants were able to be included 

in the study and increase the power of the statistical analysis. Self-reports help the 

researchers to access phenomenon that are, otherwise, hidden (Heppner et al., 2008). 

They are in agreement with the common phenomenology of counseling research: 

internal processes are of the most important in terms of changing behavior (Heppner et 

al., 2008).  

Conclusion 

While the results of this study do not allow the null hypothesis to be rejected, 

many conclusions can be drawn. The hierarchal regression indicates there is not a 

significant relationship between involvement with serious mental illness and counselor 

self-efficacy. The results of this study are in contradiction with the vast majority of 

literature existing in other helping fields. Because of this, dynamics of novice 

counselors working with the SMI population need to be more closely examined using 

varying outcomes to measure competency and level of preparedness. As well, 

significantly inflated COSE scores indicate a need to better understand counselor 

development dynamics in beginner and novice stages of counseling. Overall, the 

dearth of research in the counselor education field specifically targeted at the SMI 

population indicates a great need for expanded understanding and education. The SMI 
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population stands to benefit greatly from better-prepared counselors and counselor 

educators.  
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Chapter IV 

General Conclusions  

 This dissertation study details two separate manuscripts linked together 

thematically through the examination of the role experience	  has	  on	  novice	  

counselors’	  self-‐efficacy	  when	  working with individuals with serious mental illness 

(SMI).  Themes of serious mental illness, counselor development, and self-efficacy 

were discussed. A thorough literature review suggests a gap in counselor training to 

address skills and techniques to work with individuals with SMI. The literature 

indicates a strong likelihood counselors will encounter individuals with SMI in their 

clinical practices but falls short in prescribing specific techniques for counselors to 

address this population. In addition, other fields including the social work field and 

counseling fields in European countries indicate a large disparity in the preparedness 

and success of clinicians working with the SMI population compared to other 

populations. In general, a lack of research in the counselor education field addressing 

the specific needs of the SMI population was found. This document provided a 

snapshot of the current trend in novice and beginner counselors’ self-efficacy 

compared to a spectrum of severity in their clinical caseloads.  

 Counselor preparedness to work with SMI was first presented through a 

historical lens. This exploration provided context to the development of a “treatment 

resistant” attitude commonly expressed from the helping field toward clients with 

serious mental illness. An argument was formed addressing the cause behind the lack 

of attention paid to the SMI community by the counseling field including the history 

of deinstitutionalization, the rise of psycho-pharmaceuticals, and the philosophical 
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approach to normal development often proposed by the counseling field. Historically, 

the helping profession has characterized such major mental illnesses like 

schizophrenia as “treatment resistant” often confusing the chronic nature of such 

diagnoses with a lack of potential to respond to talk therapy. This misperception is 

further encouraged by the historical tendency for individuals with SMI to be treated 

primarily within inpatient hospital settings. Despite the change in location of treatment 

from inpatient to community-based, training models have not fully caught up with the 

trend in federal and local funding. In additional, there have historically been few 

evidenced-based practices specific to treating SMI, resulting in the bulk of treatment 

coming in the form of pharmaceuticals. However, the late 1990s and early 2000s 

encompassed a sharp increase in research on using talk therapies to treat illnesses such 

as schizophrenia, schizoaffective, and bipolar disorders. These relatively new 

resources do not seem to have made their ways into curriculum of counselor education 

programs.  

 In addition to exploring the historical context of SMI treatment, also 

highlighted is extensive research from related helping professions examining the 

characteristics of clinicians who treat clients with SMI in community-based practices. 

A common theme emerged from both the social work field and the counseling field in 

Great Britain: Many clinicians are underprepared to work with the SMI population. 

Being underprepared consisted of study participants’ perceiving less training in 

graduate education, inadequate specific support in supervision, and feelings of 

incompetent when working with clients. Combined, clinicians reported higher burnout 

rates, poor attitudes about clients, and worse clinical outcomes than clinicians working 
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with other client populations. Observing such well-documented phenomena in both the 

social work field and the British counseling field drew the conclusion that a similar 

scenario could be occurring within the American counseling field.  

While findings from clinicians in related helping fields are woven throughout 

this dissertation, both manuscripts cover current dynamics within CACREP accredited 

counseling programs related to working with specific populations. .	  CACREP 

standards have neither specified standards for educating and supervising counselors’ 

work with the SMI population, nor detailed standards regarding production of research 

specific to Counselor Education’s place in preparing students to work with this 

population.	  Other counseling field areas of focus such as addictions, LGBTQ, 

survivors of trauma, and physical disability boast significant research attention in the 

literature. Addiction treatment research has been so extensive to even merit a new 

CACREP accreditation option. Overall, while the conclusion in the community mental 

health field seems to agree that counselors are likely to experience increasing SMI on 

client caseloads, Counselor Education to date may not be specifically addressing how 

to do this. 

An important area of literature review is the examination of several evidence-

based practices (EBP) currently available and designed to effectively treat SMI. In 

addition to specific models and interventions, also highlighted in Chapters two and 

three are general approaches, skills, and philosophies, currently supported by the 

literature, for effectively working with SMI.	  Using Dickerson and Lehman’s (2011) 

proposed approach to treating SMI, an extensive list of EBPs and supported methods 

were presented in relation to how such approaches can be incorporated in counselor 
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training programs. Dickerson and Lehman (2011) suggest three main areas of focus 

when conceptualizing treatment for SMI: 1) Supporting the emotional experience 2) 

enhancing functional recovery and 3) altering the underlying illness. Extensive 

descriptions of many EBPs and supported approaches were related to these themes 

within a context of counselor education. The authors concluded it is highly feasible to 

effectively treat individuals with SMI from a counseling approach. Therefore, it may 

be important to incorporate the described techniques in both chapters two and three 

into Counselor Education programs.  

In order to understand how counselors are working with caseloads of varying 

SMI prevalence, chapter 3 details a study examining associations between counselor 

self-efficacy, clinical experience and counseling clients with SMI. Based on the 

review of literature, it is apparent the counseling field, and more specifically the 

counselor education field, places heavy emphasis on the use of counselor self-efficacy 

to measure processes and outcomes across counselors’ professional development.	  

Counselor self-efficacy has emerged as a construct to measure varying 

definitions of successful counseling throughout the developmental process of 

counselor training and clinical work. Counselor self-efficacy has been linked with 

better academic outcomes, increased resiliency in the field, and more favorable 

clinical outcomes. In addition to the frequency of its use as a measure of counseling 

competency, counselor self-efficacy is well documented as a measurable construct. 

The literature review revealed several measures proposing to capture self-efficacy 

specific to counseling. The most commonly used of these measures appears to be the 
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Counselor Self-Estimate Inventory (COSE).  Because of this, the COSE was selected 

as the criterion variable measure for this dissertation study. 

The second manuscript of this document details the definition of serious 

mental illness in relation to ability to measure the construct. In the second manuscript, 

the an argument for measuring SMI caseload involvement is presented. Based on an 

examination of how previous research measured serious mental illness, the authors 

concluded the following to be the key concepts when gauging severity of caseload: 1) 

Presence of symptoms specific to common SMI diagnoses (e.g. psychosis, volatility, 

suicidality) 2) frequency of symptoms 3) duration of symptoms and 4) intrusiveness of 

symptoms. With these four empirically supported domains as a foundation, an 8-item 

pilot measure titled Involvement with Serious Mental Illness Scale (ISMI) was 

constructed. Findings from this study indicated moderate to strong internal reliability. 

The ISMI, COSE and a demographics questionnaire, were delivered to a 

randomly selected cross-section of graduate counseling programs and state mental 

health agencies to determine the relationship between severity of caseload and 

counselor self-efficacy. Because counselor self-efficacy has been shown to positively 

correlate with experience as counselors advance through their professional 

developments, hierarchical multiple regression was used to test the relationship while 

statistically controlling for potential influence experience has on counselor self-

efficacy. While the null hypothesis was not rejected, implications for future research 

abound.	  Given sharp contrasts between the results from this study compared to 

existing literature, a closer examination needs to occur of the constructs examined in 

this study. For instance, findings from this study did not indicate a significant 
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relationship between counselor self-efficacy and involvement with SMI caseload. 

Studies from the social work field show a clear negative correlation between perceived 

competency and severity of caseload. Based on this discrepancy, counselor self-

efficacy may not be a valid indicator of counseling SMI competence for beginner and 

novice professional counselors.  

This conclusion is further supported by the inflated scores of the COSE in this 

study’s participants compared to samples from other studies. The COSE scores from 

participants in this study were statistically significantly higher than COSE scores from 

the COSE normative sample. As well, given the lack of exposure to approaches to 

identify and treat SMI in CACREP graduate programs, it is possible SMI involvement 

was misrepresented in the participants’ scores as well. As such, an overarching 

conclusion may be the presence of measurement errors in assessing targeted 

constructs. Because of this, the field of counselor education to adopt different 

approaches for measuring competency in its novice counselors in order to get a more 

rich understanding of how effective its trainees are rather than their potential to be 

effective. Additionally, the field of counselor education may do well to design, 

develop and test SMI specific instruments to measure counselor competence and 

ability.  In doing so, a more nuanced understanding of counselors’ effectiveness when 

working with SMI could result. If future findings do indeed indicate similar processes and 

outcomes as has been noted in related fields, Counseling and Counselor Education could 

be strengthened by way of including empirically supported approaches to treating SMI 

in order to improve the training infrastructure for beginner counselors.	   
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Anecdotally, this author has witnessed the clinical consequences of the 

perceived lack of training for counselors to work with SMI population. The motivation 

for the research of this dissertation came from the author’s work with the SMI 

population and the accompanying observation of the high turnover and expressed 

frustration of colleagues.  Upon further exploration of these frustrations, a potential 

theme emerged. Often counselors working with the SMI population are relatively 

recent graduates who reported having little to no training on how to specifically and 

effectively work with this complex population. Colleagues’ comments have varied 

ranging from feelings of being underprepared to recognize and conceptualize the 

complex symptoms to feelings of inadequacy when providing therapy for psychosis 

and other pervasive mood disruptions.  

In the role of instructor in a CACREP accredited masters in counseling 

program, when introducing specific concepts and skills for assessment and treatment, 

students expressed dismay at the likelihood of working with such severe pathology in 

community mental health agency work. Such perceptions may inaccurate given the 

current trends in promoting and utilizing community-based care for treating 

individuals with SMI. Though not formally assessed, these same students reported 

feeling under-resourced specific to providing effective counseling services to this 

population. Many students even expressed major misperceptions regarding individuals 

with SMI’s ability to improve overall quality of life by way of counseling. Such 

misperceptions seemed to be fueled by perceived lack of evidenced-based approaches 

to use with the population; a treatment norm primarily reliant upon psychotropic 
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medications; as well as numerous students simply not expecting to encounter SMI as 

part of their future, typical agency caseload.  

Similar stories emerged from the author’s colleagues working with the school 

counseling population. Supervisors of school counselors reported an increase in the 

presentation of serious mental health symptoms among their high school students. 

Unfortunately, this increase in severity of client symptoms did not seem to be 

corresponding with an increase in training to work with these individuals. Further 

more, some school-counselor intern supervisors expressed concern and frustration 

over not being able to provide what they considered adequate services to vulnerable 

students. These particular school counselor supervisors reported counselor education 

programs may not fully prepare school counselors for what they encounter in schools. 

No doubt professional discourse and debate within and between counseling program 

options such as Clinical Mental Health and School Counseling are outside the scope of 

this dissertation. Nevertheless, evidence exists the SMI population—wherever these 

individuals seek counseling professionals help—may too often receive less than ideal 

clinical care. 

Recommendations for Future Research 

 The process of completing these manuscripts has inspired many areas of 

potential research. Future research could do well to focus on four main areas: 

Different approaches to measuring clinical competencies in counselors working with 

SMI, descriptive explorations of community mental health trends for recently graduate 

counseling students, qualitative explorations of the experiences of counselors working 

with the SMI population, and qualitative explorations of the experience of supervisors 
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and counselor educators overseeing students and supervisees working with this 

population. Apart from research specifically examining counseling the SMI 

population, future research can also more closely investigate the usefulness of the self-

efficacy concept amongst different clinical populations and during different 

developmental stages of counselors in training and novice counselors.  

 Given the dearth of attention paid to the SMI population in the counseling 

education field, a large opportunity exists to begin to better understand what role 

counselors and counselor educators can play in the recovery of this vulnerable and 

high-needs population. Research on clinical outcomes comparing counselors working 

with SMI populations to other populations could help the field better understand 

where the lack of attention to this clinical specialty focus in training programs may be 

affecting clients. This type of research could examine supervisor ratings, clinical 

outcomes, and client ratings to determine if there are differences in the counseling 

outcomes for the SMI population compared to populations for which counselors are, 

theoretically better prepared (e.g. addictions, marriage and family, trauma). Results 

from these studies could better inform supervisors both within counselor education 

and in the field. Research of this nature could also help inform consultation 

approaches to this specific clinical need to ultimately help the counseling field become 

more competent in treating this population.  

 Qualitative explorations could provide a rich data set to help better characterize 

both the experiences of counselors working with this population and the process by 

which they approach this often-challenging work. A qualitative approach could 

produce a more detailed understanding of struggles and successes present when 
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navigating service provision for the SMI population.  Similar methods with counselor 

educators and supervisors could help shed light on potential roadblocks to guiding 

counselors through the process of learning how to treat this population.   

 The potential improvement in clinical outcomes resulting from improved 

counselor training for treating SMI could have lasting benefits to the field of 

professional counseling. Currently, disparity exists between professional counselors 

and other helping professionals such as social workers, nurses, and psychologists in 

their abilities to receive reimbursement for Medicare services. Professional 

counselors’ inabilities to receive Medicare reimbursement is largely accredited to a 

lack of data to support the clinical competencies for counselors to effectively treat 

populations typically receiving Medicare. Court rulings point to counselors’ 

tendencies to focus on the normal developmental spectrum as a major difference 

between its educational training focus and other non-physician mental health providers 

allowed to bill Medicare. By documenting a more structured approach to training 

counselors to treat the widest spectrum of society’s mentally ill, the counseling field 

can gain more respect and clout on the federal healthcare stage. 

 More generally, based on the discrepancies in this study’s results compared to 

previously established self-efficacy research, there may be a need to reexamine the use 

of self-efficacy as a way to gauge success in counselor education programs. When 

compared with counselor development models, the concept of self-efficacy as being 

an accurate measure of clinical competency is questionable. A comparative study 

looking at self-efficacy versus supervisor ratings may help shed more light on the 

accuracy of the self-efficacy construct. This would be especially interesting to explore 
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in the beginner and novice stages of development in counselors as their current stage 

of counseling skills and abilities may results in an overestimation of skills based on a 

firm grasp of the content of counseling versus the process.    

Future uses of results from this study 

The main purpose of this research study was to review the literature on 

counselor education and SMI and gain a better understanding of the relationship 

between self-efficacy and working with SMI. Given this, there are future uses of the 

data holding the potential to influence clinical and educational practices within the 

counseling field. The compilation of evidenced based practices and empirically 

supported approaches to counseling individuals with SMI can be used as a starting 

point for reexamining the structure of CACREP standards when approaching specific 

clinical populations.  Within this current study, readers will find a strong case for 

providing more attention to the SMI population during counselor training. When 

considering the 2016 CACREP standards revision process, related studies from the 

literature review of this dissertation may  help inform  future best practices	  in	  educating	  

counselors	  who	  will	  ultimately	  be	  treating	  SMI	  clients.	   

On a lesser scale, information can be used from this study to influence 

curriculum and supervision content in counselor education programs. Specifically, the 

outlined approach to EBP with SMI provided in the first manuscript of this study 

provides guidance for counselor educators unfamiliar with the SMI population. Given 

the high likelihood counselors will work with the SMI population, counselor educators 

need to be prepared to provide resources to practicum and internship students when 

such clinical situations arise. Educators and supervisors can use this study to guide 
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students to evidenced-based approaches for working with this population. Such 

resources can be used immediately even without large changes in CACREP standards 

or counselor education curriculum.  

In addition to influencing CACREP educational approaches, the current data 

from this study holds potential to be reanalyzed to examine different dynamics of the 

participant group. Differences in demographic response styles were not thoroughly 

explored in the current study. Given the small sample size, the current study may not 

thoroughly examine differences between graduate students and post-graduate 

counselors (beginner versus novice counselors). Future analysis of this data could look 

at the differences between groups on self-efficacy scores. As well, analysis could 

examine between group differences in self-efficacy according to CACREP option 

focus. 
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Summary 

 Evidence in the Social Work and British Counseling fields supports provides 

rationale for a more structured and detailed approach to training clinicians to 

effectively work with SMI. The absence of research from U.S. Counseling and 

Counselor Education fields education may contribute to under-preparation of 

counseling students to effectively treat this population. A multitude of approaches 

exist; and their introduction can be incorporated into counselor education programs. 

More research is needed to better understand counselors’ processes and outcomes 

associated with working with SMI.  
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Appendix B 
Cover letters 

 

	  	  	  	  	  	  	  	  	  	  OSU-Cascades Graduate and Research Center, Bend, OR, 97701 
        Phone: 541.322.3155 Email: daniel.stroud@osucascades.edu 
  
Dear Counselor Program Representative,  
 
I am a graduate student in the Department of Teacher and Counselor Education at 
Oregon State University.  I would like to invite your students to participate in my 
dissertation research (titled: Serious Mental Illness Client Caseload as a Predictor of 
Novice Counselor Self-Efficacy). The results of this study have the potential to benefit 
counselor education, supervision and clients’ struggling with SMI. My hope is you 
will distribute this announcement to your masters-level interns.   

 
For this cross-sectional survey design study, eligible participants need to be currently 
enrolled in internship. Involvement entails completing items from the Counselor Self 
Estimate Inventory and Involvement with Serious Mental Illness Scale, as well as 
demographic questions, via online survey platform Qualtrics [insert link]. Completion 
of all items will take less than 30 minutes.    
 
Involvement in this study is entirely voluntary. No known or anticipated risks are 
associated with participation in this un-funded study. Participants  will not be 
compensated for participation and may decline answering any questions they do not 
wish to answer. All data collected will be anonymous and kept confidential.  
Responses will grouped, analyzed and reported, with responses from other 
participants, by ACES region. Neither participants nor CACREP program will be 
identified by name in any thesis, report or publication resulting from this study. Data 
collected will be stored in an encrypted file on a password protected computer in the 
locked office of the principal investigator. 
 
If you have any questions or concerns about this study, please contact me at 
pendygra@onid.orst.edu or my dissertation chair and primary investigator, Dr. Daniel 
Stroud at daniel.stroud@osucascades.edu . If you have any questions about rights or 
welfare of participants, please contact the Oregon State University Institutional 
Review Board (IRB) Office (541-737-8008) or by email (IRB@oregonstate.edu ).  
 
 
 
Thank you for your consideration and for sharing this information with your masters-
level interns. 
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Daniel Stroud, Ph.D. Principal Investigator  Anne Pendygraft Ph.D. Candidate 
Assistant Professor, Counseling   Oregon State University 
Oregon State University    pendygra@onid.orst.edu   
daniel.stroud@osucascades.edu    
541.322.3155     
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	   	   	  	  	  	  	  OSU-Cascades Graduate and Research Center, Bend, OR, 97701 

  Phone: 541.322.3155 Email: daniel.stroud@osucascades.edu 
 
 
Dear Agency Representative,  
 
I am a graduate student in Counseling at Oregon State University.  I would like to 
invite your agency’s novice clinicians’ to participate in my dissertation research 
(titled: Serious Mental Illness Client Caseload as a Predictor of Novice Counselor 
Self-Efficacy). The results of this study have the potential to benefit counselor 
education, supervision and clients’ struggling with SMI. My hope is you will 
distribute this announcement to your novice staff clinicians.   
 
For this cross-sectional survey design study, eligible participants need to be 2 years, or 
less, post-graduation. Involvement entails completing items from the Counselor Self 
Estimate Inventory and Involvement with Serious Mental Illness Scale, as well as 
demographic questions, via online survey platform Qualtrics. Completion of all items 
will take less than 30 minutes.    
 
Involvement in this study is entirely voluntary. No known or anticipated risks are 
associated with participation in this un-funded study. Participants will not be 
compensated for participation and may decline answering any questions they do not 
wish to answer. All data collected will be anonymous and kept confidential.  
Responses will grouped, analyzed and reported, with responses from other 
participants, by geographic region (i.e. Southern United States). Neither participants 
nor agency will be identified by name in any thesis, report or publication resulting 
from this study. Data collected will be stored in an encrypted file on a password 
protected computer in the locked office of the principal investigator. 
 
If you have any questions or concerns about this study, please contact me at 
pendygra@onid.orst.edu or my dissertation chair and primary investigator for this 
study, Dr. Daniel Stroud at daniel.stroud@osucascades.edu . If you have any questions 
about rights or welfare of participants, please contact the Oregon State University 
Institutional Review Board (IRB) Office (541-737-8008) or by email 
(IRB@oregonstate.edu ).  
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Thank you for your consideration and for sharing this information with your masters-
level interns. 
 
 
 
Daniel Stroud, Ph.D. Principal Investigator  Anne Pendygraft Ph.D. Candidate 
Assistant Professor, Counseling   Oregon State University 
Oregon State University    pendygra@onid.orst.edu   
daniel.stroud@osucascades.edu    
541.322.3155     
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Appendix C 
Informed consent  

	  
	  

	  	  	  OSU-Cascades Graduate and Research Center, Bend, OR, 97701 
      Phone: 541.322.3155 Email: daniel.stroud@osucascades.edu 
	  
	  
Dear Participant, 
 
This is a request for your agreement to participate in a dissertation research study led 
by Dr. Daniel Stroud, Assistant Professor of Counseling (titled: Serious Mental Illness 
Client Caseload as a Predictor of Novice Counselor Self-Efficacy). The results of this 
study may benefit counselor education, supervision and clients’ struggling with 
serious mental illness (SMI). Current students in CACREP master’s level internships 
and clinicians who are 2 years, or less, post-graduation from graduate program 
training are eligible. Involvement entails completing items from the Counselor Self 
Estimate Inventory and Involvement with Serious Mental Illness Scale, as well as 
demographic questions. Completion of all items will take less than 30 minutes. 
 
In reviewing the literature, little attention has been given to how novice counselors 
working with individuals with serious mental illness (SMI) are impacted. SMI clients 
require a specific approach to treatment. Not only are the interventions markedly 
different for individuals with SMI, but the entire approach starting with the 
counselor’s interpersonal style must often times be adjusted. (Caporoso & Kiselica, 
2004; Lysaker, Buck, & Lintner, 2009; Mowbray & Holter, 2002). With high clinician 
burnout rates, findings from this study may help improve education and supervisors of 
those who provide services to clients struggling with SMI.  
 
Your decision to participate in this study is voluntary and you may withdraw at any 
time. Your responses will be completely anonymous and kept confidential. You may 
skip any question you do not wish to answer. If findings from this study are published, 
your individual answers will not be reported; and any data you provide will have no 
link to your, or your Agency’s identity. Risks from participating in this study are 
minimal. However, internet research does come with some risks including: The 
security and confidentiality of information collected from you online cannot be 
guaranteed. Confidentiality will be kept to the extent permitted by the technology 
being used. Information collected online can be intercepted corrupted, lost, destroyed, 
arrive late or incomplete, or contain viruses. There is no financial compensation for 
your participation in this un-funded study. There is no direct benefit to you from 
participating in this study. Your completion of the questionnaires will be constitute 
your informed consent to participate in this study.  
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If you have any questions or concerns about this study, please contact Daniel Stroud 
(daniel.stroud@osucascades.edu ). If you have any questions about your rights or 
welfare as a participant, please contact the Oregon State University Institutional 
Review Board (IRB) Office (541-737-8008) or by email (IRB@oregonstate.edu ).  
 
 
Daniel Stroud, Ph.D.  Anne Pendygraft, Ph.D. Candidate 
Assistant Professor, Counseling Oregon State University 
Oregon State University  pendygra@onid.orst.edu   
daniel.stroud@osucascades.edu    
541.322.3155     
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Appendix D 
Demographic Survey  

 
 

1. What is your age? 

 

2. What is your gender? 

Female   
Male   
Transgender   
Other 
 

3. What is your ethnicity? 

African-American  
Asian-American  
Caucasian/White  
Latino/Hispanic 
Native American 
Multi/Bi-Racial 
Other 
 

4. What is your current student status? 

Full Time  
Part Time  
Post-Graduate (not enrolled) 

 

5. If you are a currently a counseling student, how many hours of internship have 
you completed?  
 

6. If you are not currently a counseling student, how many years of post-graduate 
counseling experience do you have? 

 
 

7. If post-graduate, did attend a CACREP accredited masters-level program? 
 

8. How many courses in your graduate program specifically focused on working 
with severe and persistent mental illness (also called serious mental illness)? 
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9. How many trainings outside of your masters program have you taken 
specific to working with serious mental illness? Please list number of 
trainings, types, and the number of hours completed.  

 

10. What is/was your graduate program concentration area?  

  School	  Counseling	  	  
	   	   Community Counseling 
  Clinical Mental Health	  

 Marriage and Family 
 Rehabilitation 
 Other 
 
11. How many hours of individual supervision do you receive on a monthly 

basis? 
 

12. How many hours of group supervision do you receive on a monthly basis?  
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Appendix E 
Counseling Self-Estimate Inventory (COSE) 

 
This is not a test. There are no right or wrong answers. Rather, it is an inventory that 
attempts to measure how you feel you will behave as a counselor in a counseling 
situation. Please respond to the items as honestly as you can so as to most accurately 
portray how you think you will behave as a counselor. Do not respond with how you 
wish you could perform each item; rather answer in a way that reflects your actual 
estimate of how you will perform as a counselor at the present time.  
 
Below is a list of 34 statements. Read each statement and then indicate the extent to 
which you agree or disagree with that statement, using the following alternatives.  
 
KEY: 1 = Strongly Disagree 
 2 = Moderately Disagree 
 3 = Slightly Disagree 
 4 = Slightly Agree 
 5 = Moderately Agree 
 6 = Strongly Agree 
 
1.  When using responses like reflection of feeling, active listening, clarification, 

probing, I am confident I will be concise and to the point. 
  1  2  3  4  5  6 
 
2.  When I initiate the end of a session I am positive it will be in a manner that is 

no abrupt or brusque and that I will end the session on time.  
 1  2  3  4  5  6 
 
3.  I am confident that I will respond appropriately to the client in view of what 

the client will express (e.g. my questions will be meaningful and not concerned 
with trivia and minutia).  

 1  2  3  4  5  6 
 
4.  I am certain that my interpretation and confrontation responses will be concise 

and to the point.  
 1  2  3  4  5  6 
 
5.  I am worried that the wording of my responses like reflection of feeling , 

clarification, and probing may be confusing and hard to understand.  
1  2  3  4  5  6 

 
6.  I feel that I will not be able to respond to the client in a non-judgmental way 

with respect to the client’s values, beliefs, etc.  
 1  2  3  4  5  6 
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KEY: 1 = Strongly Disagree 
 2 = Moderately Disagree 
 3 = Slightly Disagree 
 4 = Slightly Agree 
 5 = Moderately Agree 
 6 = Strongly Agree 
 
7.  I feel that I will respond to the client in an appropriate length of time (neither 

interrupting the client or waiting too long to respond).  
 1  2  3  4  5  6 
 
8.  I am worried that the type of responses I use at a particular time, i.e. reflection 

of feeling, interpretation, etc., may not be the appropriate response.  
 1  2  3  4  5  6 
 
9.  I am sure that the content of my response, i.e. reflection of feeling, 

clarification, and probing, will be consistent with and not discrepant from what 
the client is saying.  

 1  2  3  4  5  6 
 
10.  I feel confident that I will appear confident and earn the respect of my client.  
 1  2  3  4  5  6 
 
11.  I am confident that my interpretation and confrontation responses will be 

effective in that they will be validated by the client’s immediate response.  
 1  2  3  4  5  6 
 
12.  I feel that the content of my interpretation and confrontation responses will be 

consistent with and not discrepant from what the client is saying.  
 1  2  3  4  5  6 
 
13.  I feel that I have enough fundamental knowledge to do effective counseling.  
 1  2  3  4  5  6 
 
14.  I may not be able to maintain the intensity and energy level needed to produce 

client confidence and active participation.  
 1  2  3  4  5  6 
 
15.  I am confident that the wording of my interpretation and confrontation 

responses will be clear and easy to understand.  
 1  2  3  4  5  6 
 
16.  I am not sure that in a counseling relationship I will express myself in a way 

that is natural without deliberating over every response or action.  
 1  2  3  4  5  6 
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KEY: 1 = Strongly Disagree 
 2 = Moderately Disagree 
 3 = Slightly Disagree 
 4 = Slightly Agree 
 5 = Moderately Agree 
 6 = Strongly Agree 
 
17.  I am afraid that I may not understand and properly determine probably 

meaning of the client’s nonverbal behavior.  
 1  2  3  4  5  6 
 
18.  I am confident that I will know when to use open or close ended probes, and 

that these probes will reflect the concerns of the client and not be trivial.  
 1  2  3  4  5  6 
 
19. My assessments of client problems may not be as accurate as I would like them 

to be.  
1  2  3  4  5  6 

 
20.  I am uncertain as to whether I will be able to appropriately confront and 

challenge my client in therapy.  
 1  2  3  4  5  6 
 
21. When giving responses, i.e., reflection of feeling, active listening, clarification, 

probing, I’m afraid that they may not be effective in that they won’t be 
validated by the client’s immediate response.  

 1  2  3  4  5  6 
 
22.  I do not feel I possess a large enough repertoire of techniques to deal with the 

different problems my client may present.  
 
23.  I feel competent regarding my abilities to deal with crisis situations which may 

arise during the counseling sessions – e.g. suicide, alcoholism, abuse, etc.  
 1  2  3  4  5  6 
 
24.  I am uncomfortable about dealing with client who appear unmotivated to work 

toward mutually determined goals.  
 1  2  3  4  5  6 
 
25.  I may have difficulty dealing with clients who do not verbalize their thoughts 
during  

the counseling session.  
1  2  3  4  5  6 
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26.  I am unsure as to how to deal with clients who appear noncommittal and 
indecisive.  
 1  2  3  4  5  6 
 
KEY: 1 = Strongly Disagree 
 2 = Moderately Disagree 
 3 = Slightly Disagree 
 4 = Slightly Agree 
 5 = Moderately Agree 
 6 = Strongly Agree 
 
27.  When working with ethnic minority clients I am confident that I will be able to 

bridge cultural differences in the counseling process.  
 1  2  3  4  5  6 
 
28.  I will be an effective counselor with clients of a different social class.  
 1  2  3  4  5  6 
 
29. I am worried that my interpretation and confrontation responses may not over 

time assist the client to be more specific in defining and clarifying the problem.  
   
1  2  3  4  5  6 

 
30.  I am confident that I will be able to conceptualize my client’s problem.  
 1  2  3  4  5  6 
 
31.  I am unsure as to how I will lead my client towards the development and 

selection of concrete goals to work toward.  
 1  2  3  4  5  6 
 
32.  I am confident that I can assess my client’s readiness and commitment to 

change.  
 1  2  3  4  5  6 
 
33.  In working with culturally different clients I may have a difficult time viewing 

situations from their perspective.   
 1  2  3  4  5  6 
 
34.  I am afraid that I may not be able to effectively relate to someone of lower 

socioeconomic status than me.  
1  2  3  4  5  6 
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 Appendix F 
 

Involvement with SMI Scale 
 
Below is a list of 8 client presentation descriptions. For each, please indicate how 
often clients from your current caseload present with each description, using the 
following response options;  
 
 
 1 = Not at All;  2 = Sometimes;  3 = Often;  4 = Very Often;  5 = All the Time 
  
__________________________________________________________________

   

1. Client who is inappropriately angry or violent     1        2        3        4         5 
 
 
2. Client who is confused, disoriented,  

       or otherwise out of touch with reality  1        2        3        4         5 
 
  

 
3. Client who exhibits paranoid behavior  1        2        3        4         5 

 
 

4. Client who is severely anxious   1        2        3        4         5 
 

5. Client who is severely depressed   1        2        3        4         5  
 

6. Client who is actively threatening or  
       attempting suicide     1        2        3        4         5 

 
7. Client whose symptoms seem to have a severe  

impact on their ability to uphold major  
responsibilities such as holding a job,  
maintaining interpersonal relationships,  
and going to school.     1        2        3        4         5 
 

8. Client whose symptoms have persisted  
for majority of adult life.     1        2        3        4         5 

________________________________________________________	  
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Appendix G 

 
LIST OF FIGURES 

 
 

0 

2 

4 

6 

8 

10 

12 

14 

16 

18 

Fr
eq

ue
nc

y 

COSE Total Scores 

Histogram 

Frequency 

Figure 1: Frequency of participant COSE total scores 
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Figure 2: Scatter plot of participant ISMI and COSE total scores 
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Appendix H 

LIST OF TABLES 

Table 1 

Age Range of Participants 
 
 
Characteristic      Min               Max            M                SD 
 

Age           22  56  32.57  7.73              
 
Total N = 79 participants             
 

	  
 
 
 
Table 2 
 
Frequency Distribution by Ethnicity and Gender 
 
 
Characteristics    Frequency        Percent 
 

Ethnicity 
 African American        1        1.3 
 Asian American         2          2.5  

Native American     1        1.3 
Caucasian     67    84.8 
Latino/Hispanic      3      3.8 
Multi/Bi-Racial       4          5.1 
Other             1      1.3 

     
Total                N = 79                         

Gender 
Male     17    21.5 

 Female     61    77.2 
Transgender      0      0.0 
Other       1      1.3 
No Response          0      0.0 
Total            N = 79             
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Table 3 

Means and standard deviations of participant’s hours of experience. 
 
 
Hours of Experience       Min             Max                  M                 SD  
 

 
Beginner Counselors      0       1000           393.23  318.84 
Novice Counselors  0       2400  864.21  638.19 
	  

	  

Table 4	  

Frequency Distribution by student-status 
 
 
Characteristics    Frequency           Percent 
 

Full-time     31    39.2  
Part-time                 4      5.1 
Post-Graduate             43     54.4 
No Response       1      1.3          

Total         N = 79             100.0% 
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Table 5 

Frequency distribution of graduate program concentration 
 
 
Characteristics    Frequency           Percent 
 

Community Counseling   15    19.0 
Mental Health Counseling        44    55.7  
School        8    10.1 
Marriage and Family      4      5.1 
Rehabilitation       1      1.3 
Addictions       2      2.5 
Other        5      6.3         
    
 
 Total                 N = 79                    100.0% 
 

	  

	  

Table 6 

Mean, standard deviation, and Chronbach’s alpha of COSE and ISMI for beginner 
and novice counselors   
      

       M           SD         α	   
 

 
Beginner COSE Total  155.22   19.27   .92 
Novice COSE Total  156.67   26.11   .96 
Beginner COSE Item      4.58     1.12   .92 
Novice COSE Item      4.61     1.24   .95 
Beginner ISMI Total    20.07     6.70   .88 
Novice ISMI Total    26.02     6.34   .88 
Beginner ISMI Item      2.51     1.20     -- 
Novice ISMI Item      3.25      1.19     -- 
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Table 7 

ISMI and COSE between group differences for Beginner and Novice counselors 

 
 
Level of Experience   M      SD  t-value  Sig 
 
Beginner ISMI        20.07    6.70       ----    ---- 
Novice ISMI         26.02    6.34      4.04  .0001 
Beginner COSE      155.22  19.27       ----    ----  
Novice COSE       156.67  26.11      .274      .78 
            
N=79 

 

 

Table 8 

Means and standard deviations for hours of individual supervision received per 
month. 
 
 
          Min             Max             M           SD 
 

 
Hours of individual  
supervision    0           13 3.99   2.65 
per month 
 

	  

 

Table 9 

Means and standard deviations for hours of group supervision received per month. 
   
      Min             Max             M           SD 
 

 
Hours of group 
supervision    0  30 4.89   5.41 
per month               
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Table 10  

Models summary of multiple regression analysis of self-efficacy in working with SMI 
clients in beginner and novice counselors (n=79).  
  
Predictor Variables R R2 F Sig. 
 

Step 1: 
Counselor Experience     .114               .013 .942 .335  
Step 2: 
Involvement with SMI    .173 . 030   1.09 .342 
    .  
a. Criterion Variable: Counselor Self-Efficacy (COSE) 
b. Counselor experience defined as self-reported direct clinical hours in either 

internship experience (beginner counselors) or post-graduate clinical hours (novice 
counselors). 

 



	  

 


