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ABSTRACT

A growing literature on professional training and practice of psychology
advocates that psychologists must be educated on risks and effects of impairment and the
importance of self-care. Despite the general recognition of the importance of these issues,
they have not been incorporated into training standards such as the American
Psychological Association (APA) Guidelines and Principles of Accreditation (2007). In
order to assess the approaches that programs currently adopt to address impairment and
self-care, this study extended and updated previous research. A large sample of students
(n = 591) enrolled in APA accredited doctoral training programs in professional
psychology completed surveys regarding their training in self-care and impairment.
Trainee well-being was also measured using satisfaction and stress (both professional and
personal) scales. How interventions vary by program type was examined. Results showed
that psychology trainee reports of professional and personal well-being were consistent
with those of similar populations, such as other doctoral students (Pavot & Diener, 1993)
and medical students (Firth, 1986). The respondents’ relationship status was not
significantly associated with ratings of professional well-being, but partnered individuals
scored higher on personal well-being measures. Also, professional satisfaction was higher
in younger students and second year students endorsed significantly higher professional
stress than first years. The most common interventions students reported receiving were
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focused primarily on enhancing relational skills and providing of interpersonal support.
Programs differed somewhat in the type of interventions they employ to address student
well-being. The majority of students reported a desire for their program to increase the
amount of interventions offered. Implications, limitations, and suggestions for future
research are explored.
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Chapter 1

INTRODUCTION

Although careers in professional psychology can be rewarding, they also expose
psychologists to circumstances and demands that increase vulnerability to distress.
Authors have asserted that stressors inherent in the practice of professional psychology
can cause variability in clinicians’ competencies, impairment in overall functioning and,
in some instances, burnout (i.e., Deutsch, 1985; Freudenberger & Robbins, 1979; Guy,
Poelstra & Stark, 1989; Maslach, Schaufeli & Leiter, 2001; Schwebel, Schoener &
Skorina, 1994; Sherman & Thelen, 1998; Skorupa & Agresti, 1993; Suran & Sheridan,
1985). Despite the number of publications, task forces, and workshops that advocate the
importance of personal self-care among health care professionals, there is evidence that
psychologists do not recognize and address risk factors that often lead to impaired
functioning.
Recent research has focused on how impairment in psychologists can be
decreased and prevented, as well as ways to promote and increase their professional
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performance and satisfaction. Authors suggest that training programs need to direct more
attention to educating and training students about issues related to professional and
personal well-being in order to take advantage of knowledge about impairment and wellfunctioning (e.g., Biberstein, 2007; Burgess, 1995; Christopher, 2006; Cushway, 1992;
Dodds, 2002; Dorff, 1997; Elman & Forrest, 2004; Goplerud, 1980; Huprich & Rudd,
2004; Kottler & Hazler, 1997; Lamb et al. 1987; Newsome, Christopher, Dahlen, &
Christopher, 2006; Orr, 1997; Shapiro, Brown & Biegel, 2007).
The need for increased attention to impairment prevention training is supported
by research that that indicates substantial numbers of psychologists report impairment at
some time in their careers (e.g., Coster & Schwebel, 1997) and research that indicates
professional psychology training programs have historically had few planned program
elements that provide students with such training (Schwebel & Coster, 1998).
Furthermore, graduate students have reported dissatisfaction with the low level of
attention programs give to issues of impairment and self-care (Dorff, 1997). Schwebel
and Coster’s (1998) work is the only study identified that has examined the application of
self-care research by professional psychology training programs. Although training
directors who participated in Schwebel and Coster’s (1998) study indicate they intended
to improve the level of self-care intervention provided by their programs and graduate
students in that study endorsed a desire for such interventions, research has not examined
progress in the eleven years since that study. Therefore, the present study investigated the
inclusion of self-care and impairment prevention interventions currently employed by
graduate training programs in professional psychology.
Unlike Schwebel and Coster, the present study focused on the reports of graduate
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students rather than training directors. Furthermore, it investigated the relationship
between graduate student stress, satisfaction, and level/type of intervention provided by
his/her program. The literature addressing factors that affect psychologist and trainee
well-being will be reviewed to provide further foundation for the development of the
hypotheses and methods employed in this study.
Stress and Impairment in Training and Practice
Although professional practice is associated with challenges and stressors that
have varying impact and effects, stress is not necessarily detrimental to professional or
personal well-being. For example, Guy (1987) found that therapists who reported
satisfaction with their work nonetheless acknowledged that there are aversive and
stressful aspects of their practice. However, other authors have found that when
psychologists become overloaded with such stressors and do not address them,
professional performance can suffer (i.e., Ackerley et al,, 1988; Freudenberger &
Robbins, 1979; Guy, Poelstra & Stark, 1989; Mano, 1992; Maslach, 1986; Sherman &
Thelen, 1998; Wilson et al,, 2007). This section will briefly review the literature on
impairment at both the professional and training level.
Definitions
A review of studies investigating the negative effects of stress on psychologists
revealed that many different terms and processes are employed to conceptualize
impairment and wellness. Terms used in the literature include “impairment,” “burnout,”
and “distress.” Although different connotations may be associated with each of these
terms, they are often used inter-changeably. This leads to difficulty in comparing and
contrasting the concepts used in the literature. “Impairment” seems to be the most general
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term and is used in this study. Specifically, “impairment” is when there is a noticeable
decline in the quality of the clinician’s job performance below the acceptable level of
competence for a clinician (Schwebel & Coster, 1998).
Symptoms
Symptoms of impairment include of the following: significant loss of motivation
and energy, emotional and/or physical exhaustion, loss of empathy for the client,
irritability, decreased alertness to and perception of subtle client communications,
isolation from social relationships, clock-watching, excessive complaining, somatic
complaints, use and abuse of substances, low morale, absenteeism, work inefficiency,
depression, and anxiety (Ackerley et al,, 1988; Freudenberger, 1986; Freudenberger &
Robbins, 1979; Hellman, Morrison, & Abramowitz, 1987; Guy & Liaboe, 1986;
Maslach, 1978; Maslach, 2001; Skorupa & Agresti, 1994; Suran & Sheridan, 1985).,
Initially these symptoms may not be readily noticeable to the clinician’s colleagues and
clients. However, if unaddressed, the symptoms will lead to more pervasive problems
that threaten the psychologist’s ability to provide competent care and may lead to
maladaptive strategies to address the distress experienced.
Prevalence of Impairment in Practicing Psychologists
Impairment has been found to be prevalent among psychologists, although rates
of impairment vary between studies due to differences in methods (i.e., Coster &
Schwebel, 1997; Farber, 1985; Guy, Poelstra & Stark, 1989). Evidence from multiple
studies indicates that at any given time 2-6% of practicing clinicians (i.e., clinical
psychologists and psychotherapists) will be impaired to the point that they are unable to
provide clients adequate treatment (e.g., Coster & Schwebel, 1997; Farber, 1985; Guy et
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al. 1989). Guy et al. (1989) found that within a three year period 75% of clinicians
experience significant distress and more than one-third will experience impairment.
Coster and Schwebel reported a lower level of impairment, estimating that at least onequarter of clinicians experience impairment at some point in their career (Coster &
Schwebel, 1997).
Impairment, Stress, and Coping Resources at the Graduate Student Level
Authors have asserted that graduate students experience impairment similar to
that of practicing psychologists (e.g., Boxley, Drew, & Rangel, 1986; Burgess, 1995).
The training necessary to become a psychologist is unique in that it requires trainees to
examine personal issues (e.g., possible personal blind spots, attitudes and behaviors that
affect their ability to assess and treat patients). It is natural for trainees to experience
stress and some may become discouraged in the face of the complex tasks they confront.
This is especially true for trainees in professional psychology because they must spend
several years in training before developing a sense of mastery and competency. In
addition, throughout their training students are confronted with personal challenges
including development of psychological-mindedness, explorations of their personality
traits and vulnerabilities, challenges to personal values and/or perspectives, and
competition with classmates (Guy, 1987). Therefore, it is unexpected that trainees in
professional psychology report difficulties related to the stress of training, such as periods
of intense anxiety (82%), depression (50%), sleep disturbance unrelated to studying
(32%), and physical symptoms (Goplerud, 1980).
Dorff (1997) used paper and pencil questionnaires to assess stressors and coping
strategies of Clinical Psychology students. The study surveyed 291 students (34%
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response rate) from Clinical Psychology Ph.D. and Psy.D. programs in the New YorkNew Jersey area. The most stressful school-related issues were finances, volume of
academic work, and the process of applying for internship. Other items contributing
significant stress included comprehensive/qualifying exams, dissertation, anxiety about
career planning, and anxiety about competence. In terms of non-training related stressors,
students rated difficulty with self-care as the second most identified stressor following
family issues. Dorff concluded that the combination of academic and non-academic
stressors can serve to complicate students’ ability to care for themselves, that in itself
may become a stressor.
Variability in the items students identified as stressful was associated with
demographic variables (Dorff, 1997). For example, ethnic minorities, non-heterosexual
students, and students over age 27 rated peer relationships as more stressful than did
majority group students. Older students were more likely to report higher stress related to
difficulties with faculty (i.e., politics, disillusionment, relations with faculty, feedback,
and discrimination) than were younger students (under age 27), whereas younger students
reported dissertation work was more stressful than did older students. Furthermore, the
more children students had, the more likely they were to rate academic work stressors
(i.e., papers, presentations, exams, volume of work, and curriculum requirements) as
stressful.
Differences were also noted in ratings of stressors as a function of the student’s
stage in the program and the degree being sought (i.e., Psy.D. or Ph.D.). As might be
expected, Dorff (1997) found that students were more likely to endorse experiences they
were currently addressing as more stressful. For example, students who had not yet began
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to address certain requirements (e.g., dissertation or comprehensive exams) were less
likely to rate those items as stressful. Nonetheless, application for internship was rated as
stressful by students who had not yet reached that milestone. Stressors that are typically
experienced throughout training, such as finances and workload, were not rated
differently by students in different years in the program. However, students who had
proceeded further in the program reported more stress associated with difficulties with
faculty. Psy.D. students differed from Ph.D. students in that they rated applying for
internships, clinical stressors (i.e., practicum, client caseload, and supervision), and
difficulties with peers as more stressful, and rated beginning the dissertation as less
stressful than did Ph.D. students.
In addition, Dorff (1997) assessed coping resources students reported to be most
helpful in combating stress. The coping resource associated with training that students
reported to be the most helpful was social support such as peer support, supervision,
mentors, student support groups, and peer groups focused on milestones. In addition to
social support, students gave high rankings to financial aid and self-care as helpful coping
resources. Although students rated social support and general self-care among their most
useful coping resources, they also reported that their access to these resources was
significantly limited by the amount of time required by their studies. Thus, they indicated
they had very little time to care for themselves and to enjoy life outside of the training
program (Dorff, 1997).
Dorff (1997) also found that demographic factors were related to the items
students endorsed as helpful coping resources. For example, ethnic minority students
differed from majority group peers in that they reported peer support groups to be less
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helpful and meditation/yoga/relaxation techniques, spirituality/religion/self-awareness,
and career guidance and networking groups to be more helpful than did Caucasian
students. The coping resources of child care and “important relationships” were rated
differently as a function of students’ marital status and sex. Thus, single students and
male students reported they were the least helpful. Male students also rated formal
meetings with the chair/dean as less helpful than did female students. Students in later
years of their programs considered “meetings with chair/dean” and “atmosphere giving
students a voice” as less helpful than did students who had yet to complete
comprehensive exams. Psy.D. students differed from Ph.D. students and rated peer
support and an “atmosphere giving students a voice” as more helpful than did Ph.D.
students. The only age difference Dorff found was that older students were more likely to
rate yoga as helpful. No other differences based on demographic factors were reported.
Although the Dorff findings are helpful in understanding the perspective of psychology
doctoral students, the sample was limited to one area of the country and may limit the
generalizability of these results to doctoral students nationwide.
Prevalence of Graduate Student Impairment and Stress
Research addressing prevalence of impairment and stress in professional
psychology graduate students and interns is limited. Burgess (1995) found that within a
period of five years 3.8% of the doctoral students enrolled in APA-approved Clinical and
Counseling Psychology programs were identified as impaired by the program directors.
In a similar study, Schwebel and Coster (1998) found that program heads, on average,
identified two to three graduate students and one to two program graduates within the
prior five years as being impaired. Other research has considered personal factors that
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may place graduate students at greater risk for impairment. For example, Ackerley and
colleagues (1988) found younger age, lower income, and not engaging in personal
therapy were the personal factors most associated with impairment. Although the
Ackerley study is over 20 years old, the results suggest that younger age and low income
can make professionals vulnerable to impairment. Given that graduate students tend to be
young and have very limited financial resources, these results suggest the need for
impairment prevention efforts in graduate programs.
It is axiomatic that stress is a precursor of impairment. Therefore, research has
examined the prevalence of stress for graduate students in order to assess circumstances
that may lead to impairment. Cushway (1992) used the General Health Questionnaire
(GHQ) to measure psychological distress among 287 Clinical Psychology trainees. The
trainees had a significantly higher prevalence rate of psychological distress (59%)
compared to an earlier study of medical students who exhibited a 30% rate (Firth, 1986).
Three-fourths of the trainees in Cushway’s study reported being moderately or very
stressed by clinical training. The strongest predictor of stress ratings was associated with
course structure and organization (e.g., course requirements).
Cushway (1992) also found that student reports of stress varied as a function of
several demographic variables. For example, Cushway found that, regardless of the
length or type of program, trainees in their second and third years reported greater stress
than trainees in their first year. Relationship status was also found to be a significant
factor, with higher stress ratings among students who were divorced or separated
compared to single and married students. Consistent with other research, Cushway found
a trend indicating older students reported less stress, although the difference was not
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significant. Furthermore, small but significant sex differences in stress levels have been
found, with women tending to report more stress than men (Cahir & Morris, 1991;
Cushway, 1992). Cushway’s (1992) finding that reported stress varied as a function of
demographic variables was used to formulate the current study’s hypotheses.
Overall, research suggests that stress and impairment are significant problems
among psychology graduate students during training. As this section has emphasized,
clinicians, particularly those early in their careers (e.g., graduate students), must be aware
of their vulnerability to stress and impairment and develop strategies for addressing the
risk factors they face. The current study asserts that increased efforts to prevent
impairment at the early stages of professional development (i.e., graduate training) will
serve to help decrease rates of impairment and enhance well-being at both the graduate
and professional level. When trainees are armed with such knowledge, they are also
prepared to recognize and address situations that may otherwise lead to ethical problems.
The next section discusses the ethical issues related to impairment.
Ethical Concerns Relevant to Impairment
It is generally acknowledged that providing services while substantially impaired
increases the risk of poor services and unethical behavior. This was supported by the
findings of a survey of APA Division 29 (Psychotherapy) members that found that 85%
of respondents endorsed items asserting that it is unethical to practice while impaired
(Pope, Tabachnick & Keith-Spiegel, 1987). Despite this finding, there is a gap between
the recognition that impaired practice is unethical and the willingness of psychologists to
address personal impairment. As a matter of fact, 60% of the participants from the same
study admitted to working when they were “too distressed to be effective” (Pope,
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Tabachnick & Keith-Spiegel, 1987, p. 1000). Similarly, Guy, Poelstra, and Stark (1988)
found that 30% of clinicians admitted that when impaired they did nothing to address it.
Training programs are responsible for cultivating a sense of ethical responsibility in their
students and considerable emphasis has been given to the need to recognize signs of
impairment when they are present and engage in adequate self-care in order to prevent
impairment (e.g., Skorupa & Agresti, 1993). It is recognized that psychologists who
understand that it is unethical to provide services while experiencing impairment and are
aware of ways of addressing potential problems, will be more likely take the necessary
actions to reduce risk of unethical behavior and poor treatment. This assertion is
supported by the finding that psychologists with stronger ethical beliefs about impairment
tend to work fewer hours, demonstrate less emotional exhaustion, and display better
knowledge about impairment prevention techniques (Skorupa & Agresti, 1993).
Because professional impairment is a difficult issue with important implications,
it is natural that conflicting motives are associated the issue. As a consequence the
difficulties in professional functioning may be ignored and avoided. An alternative
approach conceptualizes the issue of impairment using positive terminology, such as
“well-functioning” and “self-care.” This positive approach to promoting well-being may
be more acceptable to training programs and individual psychologists. In the next section,
the focus of the paper shifts to examine this notion by exploring literature on wellfunctioning, well-being, and self-care.
Further Definitions
The preceding section addressed the stressors that psychologists and trainees face
and the difficulties that can arise when these stressors are unaddressed. The next section
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focuses on directions psychologists can pursue to prevent impairment. There are several
terms in the literature that address positive functioning and coping by psychologists
including resilience (i.e., Strumpfer, 2003), well-functioning (i.e., Coster & Schwebel,
1997), well-being (i.e., Baker, 2003), and satisfaction (i.e., Farber & Heifetz, 1981).
Baker (2003) has articulated a comprehensive view of the relationships among
impairment, well-functioning, well-being, and self-care that is consistent with that of
other authors (e.g., Coster & Schwebel, 1997; Dlugos & Friedlander, 2001; Schwebel &
Coster, 1998). Therefore, the current review examines the concepts and perspectives
articulated by Baker (2003).
Well-functioning in practicing psychologists implies the absence of impairment.
In other words, well-functioning psychologists are those who effectively cope with stress
in a manner that maintains their well-being and thereby reduces their vulnerability to
burnout and impairment (Schwebel & Coster, 1998). Well-being is the more general state
that supports well-functioning (Baker, 2003). Self-care refers to those activities that
advance well-being and well-functioning and is a mechanism that prevents work
impairment (Baker, 2003).
Value of Self-Care
Self-care is thought to be important because it positively affects how the therapist
copes with professional and personal stressors. Research has found that therapists with
higher levels of self-care consistently demonstrate lower scores on measures of burnout
(Shoyer, 1998; Skorupa & Agresti, 1993). Higher levels of self-care are associated with
heightened recognition of career rewards and levels of personal and professional
satisfaction (Buley, 2004). Some specific self-care behaviors found to be helpful in
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reducing trainee risk of impairment include being knowledgeable about strategies to
prevent impairment, having stronger ethical beliefs about impairment, maintaining a
strong social support network, interacting with faculty outside of the classroom, and
maintaining a lighter caseload (Dorff, 1997; Goplerud, 1980; Skorupa & Agresti, 1993).
These factors are associated with less stress and tension, lower rates of impairment,
decreased rates of emotional exhaustion, heightened sense of personal achievement, and
fewer physical and/or emotional difficulties. Self-care is believed to act as a buffer
against the stressors and hazards of professional practice.
Although research supports the importance of therapist self-care and the
detrimental effects of not attending to self-care, the issue of self-care is often overlooked
in training and professional practice (Buley, 2004; Schwebel & Coster, 1998). Educating
mental health professionals about self-care and how it relates to well-functioning and the
prevention of impairment is an effective way to decrease impairment. Graduate school is
the optimal time to begin impairment prevention efforts because it is when professional
skills and values are first developed. The next section will look at the literature that
addresses professional training in psychology graduate programs directed at preventing
impairment by fostering well-functioning.
Fostering Well-Functioning Through Graduate Training
Only one published study (Schwebel & Coster, 1998) has examined how training
programs are promoting self-care in their students. These authors also studied the extent
that training programs educate their students about the impact of personal factors on work
effectiveness. This section will discuss the Schwebel and Coster (1998) findings and then
address the training efforts that have occurred since that study was published.
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In 1994, Schwebel and Coster (published in 1998) invited the heads of all APA
accredited doctoral Clinical, Counseling, and School Psychology programs to participate
in their study. One aspect of the study assessed the program directors’ beliefs about
factors that contribute to professional psychologists’ well-functioning. Schwebel and
Coster (1998) then compared the program directors’ beliefs to those of Clinical
Psychology doctoral students, as reported by Dorff (1997), and professional
psychologists as documented in their previous study (Coster & Schwebel, 1997). The
second part of their study examined the types of interventions doctoral programs
employed to maximize the well-functioning of trainees and to prevent and address trainee
impairment. The program directors were also asked to detail plans they had for
introducing additional interventions. The response rate for the study was 37% after
incomplete responses were eliminated and resulted in a total of 107 participants. Data
analyses did not find differences among ratings by program directors as a function of
specialty (Clinical, Counseling, and School Psychology).
The results of the first part of Schwebel and Coster’s study (1998) indicated that
the respondents considered well-functioning important in selecting students. When asked
to rank the most important items (out of 29) necessary for well-functioning, most
program directors provided answers similar to those provided by both professional
psychologists (Coster & Schwebel, 1997) and Clinical Psychology doctoral students
(Dorff, 1997, as cited in Schwebel & Coster, 1998). However, professional psychologists
reported needing to call on resources not emphasized in their training to address stresses
of their work. These resources included self-awareness, personal values, and personal
therapy. The same resources were not identified by program directors as being addressed.

15
The Schwebel and Coster (1998) study found that very few training programs
provided interventions to prevent impairment. For example, 16 program directors (15%)
reported no interventions at all. The remaining 85% endorsed planned efforts such as
courses on self-care, groups, and personal therapy (see Table 1.1). Eight program
directors (7%) indicated that curriculum changes had been made with the goal of
“safeguarding the mental health of psychologists.” Such revisions included: a decrease in
the semester hours required in order to decrease stress; a course offered about impairment
and self-care; dialogue designed to aid students in recognizing and preventing burnout;
and, in one program, four semesters of non-graded small-group experience.
In addition to revisions in the curriculum, the following actions were also listed as
interventions to promote well-functioning: monitoring students closely through
supervision; using teams to support teaching, research, and clinical work; promoting
mentoring; encouraging more active engagement with advisors; discussions about ethics;
and encouraging collegial relationships in the graduate student cohorts. Schwebel and
Coster concluded that professional psychology training programs needed to maintain
their educational goals, and at the same time, place greater emphasis on developing and
implementing program elements that promote personal/existential goals.
Furthermore, Schwebel and Coster (1998) asked the program directors what they
would add to the program to better promote student well-functioning (see Appendix A for
the list of program director responses). Six respondents indicated that they did not plan
on making changes because they believed nothing more was needed. They noted that
either the interventions already in place were sufficient or impairment was not a
significant problem for their program.
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For programs pursuing change, the most common interventions proposed were
required therapy (n = 20), ongoing support group or experiential group (n = 13), ongoing
direct supervision and feedback (n = 11), course content–curriculum and professional
issues (n = 10), and ethics training, including training on impairment (n = 10).
Table 1.1
Program Heads’ Planned Efforts
Planned efforts

n

No planned efforts

16

Offered a course that included content on self-care

12

Required

11

Elective

1

Offered an experiential group

9

Required

2

Elective

7

Encouraged personal therapy

78

Encouraged all students

30

Encouraged only students in need

41

Unspecified

7

Required personal therapy

16

Required all students

2

Required only students in need

13

Unspecified

1

Curriculum revision with the goal of safeguarding mental health

8

Note. From “Well-Functioning in Professional Psychologists: As Program Heads See It,”
by M. Schwebel and J. Coster, 1998, Professional Psychology: Research and Practice, 29
(3), p. 286. Copyright 1998 by the American Psychological Association.
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Respondents were also asked to rate potential obstacles and aids to making the
changes proposed on a scale ranging from 1 (“very little” for obstacles and “not helpful”
for aids) to 5 (“very great” for obstacles and “very helpful” for aids). The mean ratings of
five potential obstacles were as follows: no time or space in the curriculum, 3.47 (SD =
1.46); budgetary constraints, 3.16 (SD = 1.58); faculty resistance, 2.59 (SD = 1.21);
student resistance, 2.24 (SD = 1.17); and faculty not trained, 2.21 (SD = 1.06). All the
mean ratings of five potential aids fell within the “helpful” to “somewhat helpful” range
on the scale and were as follows: federal and state funding for personnel, 3.38 (SD =
1.60); APA requiring such experiences, 3.26 (SD = 1.50); and the state requiring such
experiences, 3.04 (SD = 1.52). Thus, these results suggested that changes would be more
likely to happen if they were required and if programs were given support and incentives
for the efforts.
Interventions for Reducing Stress
The Schwebel and Coster (1998) study was conducted over a decade ago and their
findings have not been updated in the interim. However, the need for integration of selfcare and efforts to address the effect of burnout has been addressed in the recent
literature. A series of studies examined the effectiveness of various intervention methods
(e.g., Biberstein, 2007; Christopher, 2006; Newsome et al. 2006; Shapiro, Brown &
Biegel, 2007). These studies have demonstrated the efficacy of interventions in
enhancing trainee self-care and thereby preventing impairment. The findings of these
studies are reviewed below.
Newsome et al. (2006) developed a course designed to teach students in
Counseling programs the importance of self-care as a means to reducing stress and
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burnout, which was entitled “Mind/Body Medicine and the Art of Self-Care.” Students
were given three credits for their participation in the 15 week course and were taught
mindfulness-based stress reduction techniques (i.e., meditation, qigong, yoga, and
conscious relaxation exercises). At the end of the course, the participants (N = 11) all
reported positive changes in management of stress, therapeutic relationships, and
counseling skills. Changes were noted in all realms of life assessed including positive
physical, emotional, mental, spiritual, and interpersonal changes. Also, the majority of
students reported intentions of integrating the mindfulness techniques into their
professional practice. Christopher (2006) reported on the same study in a different article
and noted that students reported significant positive changes in their personal lives,
reduction in stress levels, and a better opinion of the clinical training being provided.
In a more recent study of techniques based on mindfulness, Shapiro, Brown, and
Biegel (2007) examined the mental health effects of training Counseling students in using
Mindfulness-Based Stress Reduction (MBSR) as a self-care technique. This technique
involved both in-class and home-based practice of multiple mindfulness-based skills.
Participants in the experimental group (N = 22) volunteered to participate in the study
and were enrolled in a required course entitled “Stress and Stress Management.” When
compared to controls (N = 32) in the cohort (i.e., students enrolled in a different required
class), trainees in the MBSR program reported a significant reduction in perceived stress,
negative affect, state and trait anxiety, and rumination, and significant increases in
positive affect and self-compassion. Shapiro and colleagues concluded that MBSR likely
served to lower student stress and distress and enhance student ability to regulate
emotional states (e.g., decreased rumination).
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These three studies highlighted the usefulness of teaching trainees mindfulness as
a self-care practice. Of course, mindfulness is only one of many self-care techniques from
which students could benefit. Using a different approach to self-care education,
Biberstein (2007) instituted a stress management program into the curriculum for
counselor education graduate students. In addition to assessing what components of the
stress management program were perceived to be most valuable, Biberstein also analyzed
how long it took for the benefits to take effect and what personality types (as measured
by locus of control) were associated with greater benefit from the program. The treatment
group consisted of 31 students enrolled in the 12 week stress management class. The 31
students in the control group were enrolled in other courses within the same field of
study. Students in the treatment group received education on stress management history,
physiology, and experiential techniques. Members of the experimental group also tracked
one personal stress related symptom and participated in an 8-week assessment of progress
and perceptions of benefits. Experimental group participants reported significant benefits
within the first eight weeks of the program, and symptoms and behaviors continued to
improve as the students attended more sessions. Trainees also benefited regardless of
individual differences (as measured by locus of control) and they reported valuing the
training in therapeutic techniques for use with clients. Information about how these
benefits last over time are unknown, because no follow-up of the participants was
completed.
Research focusing on trainee perceptions has also suggested that more basic
interventions are useful in reducing trainee vulnerability to impairment. For example,
trainees reported that their training would be less stressful if they received more support
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by course organizers and supervisors (Cushway, 1992). Similarly, Hostetler (2005) found
that trainers can increase trainee satisfaction by simply maintaining a helpful attitude.
These findings suggest that interventions such as increasing positive faculty-student
interactions, good faculty role-modeling, and the introduction of mentors are simple ways
for programs to facilitate better psychological health among their trainees.
These findings demonstrate the efficacy of program interventions that provide
graduate students training in self-care and impairment prevention, at least in the shortterm. Continued investigation is needed to assess long-term benefits of program
intervention, the extent that such approaches are being employed, and the impact that the
interventions have upon students. The current study investigated the nature of
interventions and the extent that programs have made use of them in training directed at
enhancing self-care and well-being.
The Current Study
Considerable time has passed since the publication of Schwebel and Coster
(1998) study and significant changes have occurred in graduate training in professional
psychology. Although their study provided information about the perspectives of
program directors and practicing psychologists, they did not assess the perspectives of
graduate students. The only study to survey graduate students (i.e., Dorff, 1997) about
this issue was also conducted a more than decade ago. Graduate students and
psychologists now face a different set of challenges both in training programs and
practice settings.
The current study extended the work of Schwebel and Coster (1998) and Dorff
(1997) by assessing students’ reports about the nature and impact of interventions
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directed at enhancing their well-functioning. The study examined the perspectives of
graduate students in Clinical, Counseling, and School Psychology regarding the
interventions provided by their program to address student well-functioning. This
information was used to assess the contribution of these interventions to student report of
factors associated with well functioning.
Specifically, the current study examined the following research questions:
1. What interventions are psychology doctoral training programs providing to ensure
that students become well-functioning psychologists? More specifically, what is
the nature and extent of training psychology graduate students are receiving on
self-care and impairment?
2. Is program intervention related to student report of well-functioning? If so, what
interventions are most strongly related to student report of well-functioning?
3. What differences exist between training programs (i.e. School, Counseling,
Clinical Ph.D. and Clinical Psy.D.) in the types of interventions employed and the
associations between those interventions and student stress/satisfaction?
These questions were examined using a web survey of graduate students in
Clinical, Counseling, and School Psychology doctoral programs. Programs in Clinical
Psychology were examined as a function of the degree offered (Ph.D. versus Psy.D.).
Graduate students in School, Counseling, and Clinical Psychology training programs
completed a survey to assess program intervention methods that address enhancement on
well-functioning. Measures of perceived stress and satisfaction were used to assess
student well-functioning, with the rationale that students who experience lower levels of
perceived stress and higher levels of satisfaction would have better overall functioning.
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Hypotheses
1. The more interventions the students report receiving, the less personal,
professional, and overall stress they will report.
2. The more interventions received by the student, the greater personal, professional,
and overall satisfaction he/she will report.
3. Satisfaction levels will be negatively correlated with perceived stress levels.
4. There will be differences between program types (Clinical Ph.D., Clinical Psy.D.,
Counseling, and School Psychology) in reported stress, satisfaction, and
interventions.
5. Results of the present study were predicted to replicate many of the findings from
Cushway (1992) including:
a. It was predicted that participants in later years of the training program
would report more personal, professional, and overall stress than those in
their first year.
b. An age effect was anticipated such that older students would report less
personal, professional, and overall stress than younger students.
c. A sex effect for perceived stress was expected such that women would
report higher personal, professional, and overall stress levels than men.
d. Divorced and separated students would report higher levels of personal,
professional, and overall stress than their single, married, or partnered
counterparts.
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Chapter 2

METHODS

Participants
Directors of Clinical Training in APA accredited School, Counseling and
Psychology training programs (American Psychological Association, 2008) were
identified from information published on the websites of the professional psychology
training councils. The training councils are the Council of University Directors of
Clinical Psychology (CUDCP; Clinical Ph.D. programs), the National Council of Schools
and Programs of Professional Psychology (NCSPP; Clinical Psy.D. programs), the
Council of Counseling Psychology Training Programs (CCPTP; Counseling psychology
programs), the National Association of School Psychologists (NASP; School Psychology
programs), and the Council of Directors of School Psychology Programs (CDSPP;
School Psychology programs). Two training councils for School Psychology doctoral
programs were included because the combination was needed to represent the majority of
the accredited programs, whereas the other three program types are for the most part
represented by one training council. Fifty directors of training from each program type
(total of 200 out of 360 DCTs identified) were randomly selected and contacted by email
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in September 2008 and were asked to forward an email inviting students currently
enrolled in their programs to participate in the survey. The attached email sent to students
gave a brief explanation of the purpose of the study and requested that those willing to
participate to access the website for the study through an imbedded link. The link took
them to website that provided information for informed consent and the online
questionnaire (see Appendices B and C for copies of the emails and Appendix D for a
copy of the Informed Consent).
The number of programs selected to recruit potential participants was based on
the population estimates provided by APA’s Research Office (Center for Psychology
Workforce Analysis and Research, 2001). These estimates suggest that, on average,
programs have about 17 students enrolled at any one time. However, since Clinical
Psy.D. programs tend to have larger enrollments, greater participation from students
attending these programs was anticipated.
Although training directors were requested to respond to the initial email to
indicate if they forwarded the invitation to their students, few responded. As a
consequence, it was not possible to determine how many program directors forwarded the
email to their students. In the absence of this information it is not possible to accurately
calculate a response rate.
A total of 650 individuals responded to the survey and 591 returned useable data.
Several respondents were eliminated because they did not meet inclusion criteria.
Specifically, participants who did not complete at least 90% of the survey were not
included in the data analysis (n = 38). An additional 21 participants were eliminated
because they were not enrolled in an APA accredited doctoral program. Power analysis
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(using α of .05, a moderate effect size, and four between-group variables) indicated that a
minimum of 45 participants were needed for each group. Respondents included 90
Counseling (15%), 124 School (21%), 121 Clinical Ph.D. (21%), and 256 Clinical Psy.D.
(43%) students, which yielded sufficient power for the planned analyses. The
demographic characteristics of the participants are summarized in Appendix E.
Procedures
Prior to conducting the study, the methods and design were reviewed and
approved by the Indiana State University’s Institutional Review Board. As noted above,
participants were solicited by contacting program training directors by email and
requesting that they forward an attached invitation to students in their training programs
(see Appendices B, C, and D for the invitation email, the email forwarded to students,
and informed consent). The request for participation was sent by the researcher’s advisor,
who is a DCT, in order to increase the likelihood DCT’s would forward the email
invitation to students. Students willing to participate accessed a website containing the
informed consent document and the questionnaires described below. An incentive for
participation was offered in the form of a drawing for one of two $50 gift certificates to
Amazon.com. Of the 650 participants who began the study, less than half (n = 274) chose
to register for the drawing by emailing their contact information to the project’s primary
investigator.
The website employed the SurveyMonkey.com Web-Based Survey Tool, which
has been supported by many reputable researchers including the University of California,
Santa Barbara, Psychology Assessment Center (2008). The data was directly transferred
into a database and did not include identifying information.
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Measures
The survey consisted of a total of 74 questions and required approximately ten
minutes to complete. The following is an overview of the items included in the survey.
Demographic Questionnaire
Participants were asked to provide demographic information including sex, age,
ethnicity, relationship status, year in the program, program type (Clinical, Counseling, or
School Psychology), degree type (Ph.D., Psy.D., or Ed.D.), and whether the student had
children under the age of 18. These variables were found to be significant predictors of
satisfaction and stress in previous research on self-care interventions in graduate
psychology programs. See Appendix F for a copy of the Demographic Questionnaire.
Satisfaction with Life/Profession Scale
The Satisfaction with Life Scale (SWLS; Diener, Emmons & Larson, 1985) is a
five item measure of life satisfaction that uses a seven point Likert-type scale (1 =
strongly disagree to 7 = strongly agree) to rate satisfaction with the quality of life. The
scale requires a sixth grade reading level and normative data are available for diverse
populations. Diener et al. reported strong internal reliability and a moderate level of
temporal stability. Coefficient alpha for the scale was found to be .87 and the two month
test-retest reliability coefficient was .82. Other researchers have found coefficient alphas
that range from .79 to .89 and test-retest reliabilities that range from .50 to .84 (Buley,
2004; Pavot & Diener, 1993). The SWLS has demonstrated good convergent validity
with numerous measures of subjective well-being. Furthermore, the SWLS was found to
have a strong negative correlation with measures of distress and a low correlation (r =
.02) with the Marlow-Crown Social Desirability Scale (e.g., Pavot & Diener, 1993).
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For the purposes of this study, the SWLS was adapted to obtain separate ratings
of personal satisfaction and professional satisfaction (see Appendix G). Participants
responded to each of the five items twice. They first responded with ratings of their
satisfaction with their personal life and then responded considering their satisfaction with
their professional life, yielding two satisfaction variables. Higher scores on both ratings
indicate greater satisfaction; the possible scores for each subscale range from 5 to 35.
In their review of the SWLS, Pavot and Diener (1993) provided the following
ranges for interpretation of scores: 5-9 extremely dissatisfied, 10-14 dissatisfied, 15-19
slightly dissatisfied, 20 neutral, 21-25 slightly satisfied, 26-30 satisfied, and 31-35
extremely satisfied. An overall satisfaction score was computed by averaging the two
subscales scores.
Perceived Stress Scale
The Perceived Stress Scale (PSS) is a 14-item measure of the respondents’
perception of stress (Cohen, Kamarck & Mermelstein, 1983). Respondents first indicate
the prevalence of several possible sources of stress experienced within the last month
using a five-point Likert-type scale (0 = Never to 4 = Very Often). They are then asked to
rate the degree to which they consider their lives to be unpredictable, uncontrollable, and
overloaded. Other items assess current levels of experienced stress. Although stress can
sometimes have a positive effect on people’s life, this measure is intended to assess
extreme levels of stress that have potential to impair quality of life and overall
functioning.
The PSS was employed in this study because measures of global stress have been
found to be highly predictive of impairment (Kovak, 2003). The scale has demonstrated
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strong internal consistency with a Cronbach's alpha of .88 (Cohen & Williamson, 1988).
It has the benefit of being a brief, widely used, easily understood measure (requires a
junior high school level of education), and has strong research support. The PSS has also
been shown to provide better predictions for psychological and physical symptoms, and
utilization of health services, than other similar instruments (Cohen & Williamson, 1988).
For this study, the shorter ten-item version (PSS-10) of the original PSS was used
(Cohen & Williamson, 1988). The PSS-10 was modified for the study in order to address
two different types of stress: personal and professional. The 10 items were slightly
reworded to relate to personal stress and professional stress, resulting in 20 items (see
Appendix H). The PSS-10 has similar psychometric support as the original scale. Higher
scores on the PSS suggest that the person is either highly vulnerable to impairment or is
already impaired in his/her functioning. In other words, the higher the respondent’s score,
the more likely environmental demands exceed the individual’s perceived coping
capacity.
Intervention Questionnaire
The Intervention Questionnaire is a modified version of the measure used in
Schwebel and Coster’s (1998) survey of professional psychology program directors.
Because the current study addressed how graduate training on impairment and self-care
has changed since the Schwebel and Coster study as well as differences in perceptions of
students rather than training directors, the questionnaire developed for this study was
adapted from their survey. Although the original questionnaire could not be obtained, the
1998 research article provided sufficient detail to allow a comparable version to be
developed. The version created for this study was further modified to assess the
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perspectives of students rather than those of program directors. One additional item was
added to the questionnaire that was not included in the Schwebel and Coster study. This
item was taken from Dorff’s (1997) survey of Clinical Psychology graduate students (i.e.,
“positive feedback”). The psychometric properties of the revised Intervention
Questionnaire are unknown. Refer to Appendix I for a copy of the questionnaire. See
Appendix A for a side by side comparison to the items from Schwebel and Coster’s
(1998) study.
The Intervention Questionnaire consisted of 32 intervention techniques that have
been used by graduate training programs to foster career satisfaction and protect against
future professional impairment. Using a seven-point Likert type scale (1 = Strongly
Disagree to 7 = Strongly Agree), the students were asked to rate their program’s
utilization of each technique. Each respondent’s ratings on these 32 items were then
summed to form a total intervention score (range of 32-224).
The items on the Intervention Questionnaire were entered into a principle
component factor analysis that yielded four intervention factors: Relationship
Intervention, Adjunct Self-Care Training, Impairment Prevention Training, and Balanced
Well-Being (see next section for description of the factors).
An additional two items (questions 33 and 34) were included in the questionnaire
to assess the respondents’ level of satisfaction with the interventions employed by their
program. These items were not used in calculating the total intervention score. At the end
of the questionnaire, space was provided for general comments and for participants to add
“other” interventions not included in the survey.
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Principle Component Factor Analysis. As stated above, the Intervention
Questionnaire items were examined by a principle component factor analysis employing
a varimax rotation. As a result, six factors (components) were extracted (see Table 2.1).
Based on the results of the scree plot and inspection of the items that loaded on
the factors, only the first four factors were retained. Only those items with loadings of .4
or higher were included in the factors. Two of the three items that loaded on factor 5
(eigenvalue = 1.49, accounting for 4.66% of the variance) had stronger loadings on factor
2 and the third item was dropped. This item (i.e., strong integration of research,
coursework, and practice) was examined in the individual item analysis. One of the items
from the six factor (eigenvalue = 1.36, accounting for 4.25% of the variance) also loaded
on factor 2. The other two items (i.e., admissions based on qualifications and therapy
strongly encouraged) were considered when examining individual questionnaire items.
The first factor (eigenvalue = 6.29) accounted for 19.67% of the variance and
included 13 of the 32 items. This factor was labeled Relationship Interventions because it
included items pertaining to the promotion of relationships with other students and
faculty, the presence of a supportive environment, and the teaching of relationship skills
(see Appendix J for a full listing of the items for each of the factors).
The second factor (eigenvalue = 2.12) accounted for 12.68% of the variance and
included eight of the 32 items. This factor was labeled Adjunct Self-Care Training
because it included interventions provided outside of the classroom that train students
regarding the importance of impairment prevention and self-care (e.g., optional courses,
retreats, and workshops).
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Table 2.1
Item Factor Loadings on the Six Factors Extracted from the Principle Component
Analysis with Varimax Rotation on Intervention Questionnaire Items 1-32
Factors
Item
1. Identifies trainee problems early and
intervenes

1

2

3

4

5

6

.47

2. Admission based on applicant
qualifications

-.58

3. Adequate financial assistance

.54

4. Reasonable demands

.77

5. Personal therapy required

.43

.57

6. Personal therapy strongly encouraged

.60

7. Ongoing support/experiential groups

.53

8. Can meet program demands while
leading a balanced life

.74

9. Student well-being is a priority

.53

10. Self-awareness development is
emphasized

.55

11. Sense of community and support is
fostered

.77

12. Environment allows for peer relationship
development

.79

13. Personal identity is promoted

.73

14. Personal and professional growth is
promoted

.64

15. Openness to feedback is promoted

.71

16. Acceptability of asking for help is
reinforced

.69
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Table 2.1 (continued)
Factor
Item

1

17. Relationship enhancement skills training

.44

18. Faculty role-model self-care, stress
management, balanced life

.43

19. Direct supervision and feedback

.54

2

3

4

.43

.44

20. Therapist well-functioning and self-care
issues are addressed in training

.65

21. Training on issues of professional
impairment

.66

22. Ethics training related to well-being and
impairment issues

.70

23. Individual faculty attention

5

.58

24. Optional courses and/or workshops on
self-care and impairment

.80

25. Research, course, and practice are
strongly integrated

.78

26. Informal discussions on professional
impairment

.59

27. Stress management and coping
workshops

.81

28. Practical information on post-doc life,
role diversity, supports, etc.

.52

.41

29. Debriefing for traumatic case material

.45

.41

30. Retreats for students

.65

31. Opportunities for peer supervision

.49

32. Positive feedback is provided

.65

6
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The third factor (eigenvalue = 3.22) accounted for 10.08% of the variance and
included five of the 32 items. This factor was labeled Impairment Prevention Training
because it is made up of interventions which address the issue of impairment via
coursework, relationships with faculty, and self-awareness development.
The fourth factor (eigenvalue = 2.68) accounted for 8.38% of the variance and
included five of the 32 items. This factor was labeled Balanced Well-Being because it
included items promoting student well-being and balanced life via faculty role-modeling,
financial assistance, encouragement of self-care, and reasonable demands. Item 18
(faculty role-modeling) loaded on more than one factor (i.e., Relationship Intervention,
Impairment Prevention Training, and Balanced Well-Being). Since faculty role-modeling
plays a role in all three of these types of interventions, it was retained as an item for those
three factors.
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Chapter 3

RESULTS

This chapter presents the findings and is organized to first present the plan of
analysis and descriptive findings. It proceeds to address the major findings regarding
differences among programs and the relationship between interventions and stress and
satisfaction. Thus, the descriptive information regarding the stress, satisfaction, and
intervention variables is presented. Next, the results of correlational analyses of these
variables are presented. Then, differences among ratings by students from different
program types (i.e., Clinical Ph.D., Clinical Psy.D., Counseling, and School Psychology)
of stress, satisfaction, and interventions are presented. Results of analyses of data on
demographic variables (i.e., year in program, age, sex, and relationship status) as they are
related to stress and satisfaction are then presented. The presentation of results ends with
exploratory analysis. This includes an establishment of the relationship between
professional and personal well-being variables, as well between program type and
specific interventions.
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Plan of Analysis
A variety of statistical analyses were conducted in order to assess the hypotheses.
As discussed in the preceding Chapter, a principle component factor analysis with a
varimax rotation was employed to assess the factor structure of the Intervention
Questionnaire the findings from the analysis are discussed above. Correlational analyses
were used to examine the relationships between the intervention variables and the student
well-being measures (i.e., stress and satisfaction). The third hypothesis that addresses the
relationships between stress and satisfaction variables was examined by correlation
analysis. The relationship between stress and satisfaction variables was further examined
using paired-samples t-tests (comparing personal and professional variables) and crosstabulations (comparing different levels of stress and satisfaction variables). MANOVAs,
ANOVAs, and relevant Bonferroni post-hoc tests were employed to address the fourth
hypothesis (and third research question) and assessed measures of satisfaction, stress, and
intervention as a function of program type. MANCOVA was then employed to control
the potential effects of program on the intervention differences between programs. Lastly,
a variety of different analyses were complete in order to address the multiple parts of
hypothesis five (i.e., ANOVA and relevant Bonferroni post-hoc tests for the categorical
variables of Program Year and Relationship Status, t-tests for the dichotomous variable
of Sex, and correlational analysis for the continuous variable of age).
Descriptive Findings
Descriptive Statistics Regarding Satisfaction and Stress
Examination of the data reveals that about 75% of students’ Personal,
Professional, and Overall Satisfaction scores fell in the “Satisfied” range (see Table 3.1).
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However, a substantial percentage of students reported some degree of personal and
professional dissatisfaction. Student average Personal, Professional, and Overall
Satisfaction ratings fell in the “Slightly Satisfied” range (see Table 3.2 for descriptive
statistics).
In the current study, the largest percentage of students endorsed “Sometimes”
experiencing Personal, Professional, and Overall Stress (see Table 3.3 below). However,
a substantial percentage of students also indicated that they experience Personal and
Professional Stress “Fairly Often.” On average, participant ratings of Overall, Personal,
and Professional Stress items fell between “Almost Never” and “Sometimes.”
Furthermore, student Professional Stress ratings were on average slightly higher than
Personal Stress Ratings (see Table 3.4 below).
Table 3.1
Degree Students are Satisfied by Percentage
Percent Endorsed
Personal

Professional

Overall

Degree of Satisfaction

Satisfaction

Satisfaction

Satisfaction

Extremely Dissatisfied

3%

2%

1%

Dissatisfied

10%

9%

6%

Slightly Dissatisfied

14%

14%

17%

Neutral

3%

3%

3%

Slightly Satisfied

19%

21%

26%

Satisfied

33%

37%

36%

Extremely Satisfied

17%

13%

12%
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Table 3.2
Descriptive Statistics for Student Satisfaction Ratings
Satisfaction Type

N

M

SD

Range

Personal

583

23.84

7.17

5 to 35

Professional

587

24.02

6.74

5 to 35

Overall

579

23.93

5.72

5 to 35

Table 3.3
Frequency Students Experience Stress by Percentage
Percent Endorsed
Frequency

Personal Stress

Professional Stress

Overall Stress

Never/Almost Never

24%

15%

16%

Sometimes

51%

50%

61%

Fairly Often

22%

30%

22%

Very Often

3%

4%

1%

Table 3.4
Descriptive Statistics for Participant Stress Ratings
Stress

N

M

SD

Possible Range

Response Range

Personal

575

14.72

6.86

0 to 40

0 to 39

Professional

575

16.78

7.03

0 to 40

1 to 37

Overall

562

15.67

5.72

0 to 40

2.5 to 38

In order to more fully understand the relationship between stress and satisfaction
variables (beyond the linear relationship provided by correlations), frequency analyses
were completed. Appendix K contains the information from the frequency analysis
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conducted between Personal Stress and Personal Satisfaction; and Appendix L contains
the Professional Stress and Professional Satisfaction frequency information. Table 3.5
presents a simplified version of Appendix K (satisfaction ratings). Table 3.6 presents a
simplified version of Appendix L (stress ratings). More specifically, in the tables, the
labels of “extremely dissatisfied,” “dissatisfied,” and “slightly dissatisfied” are collapsed
into one category of “dissatisfied.” The same process was used to represent “satisfied”
responses in the tables. Appendices K and L present the full array of the data. As can be
seen in Table 3.5 (personal stress and satisfaction frequencies), the same percentage of
students reported being dissatisfied and stressed (26%), as reported being satisfied and
non-stressed in their personal lives. Table 3.6 (professional stress and satisfaction
frequencies), presents a somewhat different pattern for ratings of professional stress and
satisfaction. A greater percentage of students reported being dissatisfied and stressed
(24%) than those who reported being satisfied and non-stressed (18%) in their
professional lives.
Table 3.5
Personal Stress and Satisfaction Frequencies (N=568)
Stressed

Non-Stressed

n (%)

n (%)

Satisfied

241 (42%)

148 (26%)

Neutral

3 (1%)

17 (3%)

Dissatisfied

150 (26%)

9 (2%)

Satisfaction

Note. The “Satisfied” category is comprised of ratings of “slightly satisfied,” “satisfied,” and “extremely
satisfied.” The “Dissatisfied” category is comprised of ratings of “slightly dissatisfied,” “dissatisfied,”
and “extremely dissatisfied.” The “Neutral” satisfaction category includes responses in the “neutral”
range. The “Stressed” category is comprised of ratings of “sometimes,” “fairly often,” and “very often.”
The “Non-Stressed” category includes “never” and “almost never” ratings.
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Table 3.6
Professional Stress and Satisfaction Frequencies (N=571)
Stressed

Non-Stressed

Satisfaction

n (%)

n (%)

Satisfied

308 (54%)

103 (18%)

Neutral

2 (0%)

16 (3%)

Dissatisfied

138 (24%)

4 (1%)

Note. The “Satisfied” category is comprised of ratings of “slightly satisfied,” “satisfied,” and
“extremely satisfied.” The “Dissatisfied” category is comprised of ratings of “slightly dissatisfied,”
“dissatisfied,” and “extremely dissatisfied.” The “Neutral” satisfaction category includes responses in
the “neutral” range. The “Stressed” category is comprised of ratings of “sometimes,” “fairly often,” and
“very often.” The “Non-Stressed” category includes “never” and “almost never” ratings.

Descriptive Data Addressing Measures of Interventions
Participant’s ratings of interventions ranged from “Strongly Disagree” to
“Strongly Agree” (see Table 3.7 below and Appendix M). Total Intervention and
Balanced Well-Being mean scores fell closest to “Neither Agree or Disagree.” The
average Relationship Intervention Factor and Impairment Prevention Training Factor
scores were closest to “Slightly Agree.” Conversely, the mean Adjunct Self-Care
Training Factor score was nearest to the “Slightly Disagree.” The sample’s average rating
of Item 33 (i.e., program adequately addresses self-care and impairment) was closest to
“Slightly Disagree,” whereas the average rating for Item 34 (i.e., would like program to
make more of an effort to address self-care and impairment) was closest to “Agree.”
Despite these mean scores, it should be noted that student intervention ratings were found
at both ends of the extremes (i.e., “Strongly Disagree” and “Strongly Agree”).
Average ratings of individual intervention items ranged from 1.70 (required
therapy) to 5.54 (personal and professional growth promotion; integration of
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Table 3.7
Descriptive Statistics for Student Intervention Ratings

a

Variable
Total Intervention

N

M

SD

Possible
Range

Response
Range

533

136.32

30.84

32 to 224

53 to 216

Interventions Adequatea

589

3.18

1.62

1 to 7

1 to 7

More Interventions Wantedb

589

5.52

1.41

1 to 7

1 to 7

Relationship Interventionc

551

63.71

14.15

13 to 91

21 to 91

Adjunct Self-Carec

573

23.66

9.26

8 to 56

8 to 52

Impairment Preventionc

569

22.82

6.04

5 to 35

5 to 35

Balanced Well-Beingc

584

21.41

6.55

5 to 35

5 to 35

Questionnaire Item 33. bQuestionnaire Item 34. cIntervention Factors.

research, course, and practice). The lowest rated items (i.e., averaged less than 3) were
therapy required, support/experiential groups, optional courses/workshops, stress
management/coping workshops, and retreats. Items with the highest average ratings (i.e.,
between “5” and “6”) were: sense of community and support is fostered, environment
fosters peer relationship development, personal and professional growth promotion,
student openness to feedback promoted, direct supervision, and research, course, and
practice integration. The items with the most variance (variance above 3.0) were early
identification/intervention of trainee problems, financial aid, encouragement of therapy,
support/experiential groups, ability to meet demands and lead balanced life, student wellbeing is made a priority, post-doctoral life and support information, and opportunities for
peer supervision. The least variance in student ratings (variance below 2.0) was observed
in required therapy, environment fosters peer relationship development, personal and
professional growth promoted, direct supervision, and integration of research, course, and
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practice. Descriptive statistics for individual items are displayed in Appendices N and O.
Stress, Satisfaction, and Intervention
This section addresses the relationships between ratings of stress, satisfaction, and
intervention. As predicted, Pearson correlations revealed significant relationships
between both personal and professional satisfaction and number of interventions (see
Table 3.8). The table indicates that the greater number of interventions students reported
receiving (Total Intervention Score), the greater the satisfaction students reported
(Personal, Professional, and Overall) and the lower stress (Personal, Professional, and
Overall) they reported.
Table 3.8
Correlations of Satisfaction and Stress Ratings and Intervention Variables
Satisfaction

Stress

Intervention Variable

Persa

Prob

Overall

Persa

Prob

Overall

Total Intervention

.222*

.366*

.355*

-.168*

-.349*

-.305*

Interventions Adequatec

.222*

.295*

.311*

-.159*

-.292*

-.266*

More Interventions Wantedd

-.155*

-.214*

-.218*

.194*

.263*

.272*

Relationship Interventione

.205*

.382*

.354*

-.151*

-.318*

-.282*

Adjunct Self-Caree

.147*

.178*

.199*

-.056

-.207*

-.152*

Impairment Preventione

.182*

.338*

.315*

-.123*

-.311*

-.258*

Balanced Well-Beinge

.291*

.377*

.402*

-.269*

-.418*

-.408*

a

Personal. bProfessional. cQuestionnaire Item 33. dQuestionnaire Item 34. eIntervention Factors. Sample sizes
for each comparison ranged from 533 to 585.
* p < .001 (2-tailed)
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The Intervention ratings were more strongly related to Professional ratings (i.e.,
Professional Stress and Professional Satisfaction) than with Personal Stress and Personal
Satisfaction ratings. For the correlations between individual intervention items,
Professional Stress, and Professional Satisfaction see Appendix P.
Stress and Satisfaction
Pearson correlations between stress and satisfaction ratings revealed that all
variables were significantly intercorrelated (see Table 3.9). As predicted, stress ratings
(Personal, Professional, and Overall) were found to be significantly and negatively
correlated with satisfaction ratings (Personal, Professional, and Overall). Personal
Satisfaction was more strongly correlated with Personal Stress than with Professional
Table 3.9
Correlations between Personal, Professional, and Overall Satisfaction and Stress
Personal
Professional Overall
Personal Professional Overall
Satisfaction Satisfaction Satisfaction Stress
Stress
Stress
Personal
Satisfaction
Professional
Satisfaction

.350*

Overall
Satisfaction

─

─

Personal
Stress

-.591*

-.224*

-.502*

Professional
Stress

-.258*

-.515*

-.466*

.374*

Overall
Stress

-.508*

-.442*

-.581*

─

Note. Sample sizes for each comparison ranged from 552 to 587.
* p < .01 (2-tailed)

─
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Satisfaction. A similar pattern of findings was obtained for Professional Satisfaction,
showing a higher correlation with Professional Stress than with Personal Satisfaction.
Differences Based on Program Type
A series of ANOVAs did not identify significant differences among the types of
programs (Clinical Ph.D., Clinical Psy.D., Counseling, and School) in reported stress or
satisfaction variables. However, significant differences between program types were
found when comparisons were made with MANOVA (F (15, 1581) = 8.855 using Pillai’s
Trace, p < .001). Follow-up ANOVAs were employed to identify the significant
differences between the types of programs. The ANOVAs revealed Total Intervention
scores varied as a function of Program Type. A medium effect was found between
programs on the Impairment Prevention Factor. The rest of the effects were small (see
Table 3.10). In order to control for effects of program size, ANCOVAs were also
conducted using Cohort Size as a covariate. The only difference between the results of
the ANOVA and ANCOVA analyses was that a significant difference between program
types no longer obtained when program size was controlled.
Bonferroni post-hoc tests were employed to determine the differences in
interventions as a function of Program Type (see Table 3.10). Counseling students had
the highest mean Total Intervention score, which was significantly higher than that
reported by Clinical Psy.D. and Clinical Ph.D. students. Counseling students also
reported having more Balanced Well-Being interventions than Clinical Psy.D. students.
Counseling and Clinical Psy.D. students reported receiving significantly more
Impairment Prevention interventions than both Clinical Ph.D. and School Psychology
students. No other significant differences between programs on the intervention variables

Table 3.10
ANOVAs and Post-Hoc Tests for Intervention Variables as a Function of Program Type
M(SE)

Total Intervention

Schoola
136.30(2.98)

Counselingb
145.54(3.38)c, d

Clinical Psy.D.c
135.09(1.99)b

Clinical Ph.D.d
131.60(2.96)b

df
3, 533

F
3.45*

eta2
.019

Relationship Intervention

73.16(1.60)

77.45(1.82)c

71.43(1.07)b

70.90(1.59)

3, 564

2.74*

.014

Adjunct Self-Care

24.57(0.90)

25.09(1.03)

23.85(0.60)

21.55(0.90)

3, 573

2.83*

.015

Impairment Prevention

25.32(0.67)b, c

29.33(0.76)a, d

28.29(0.45) a, d

24.42(0.67) b, c

3, 582

10.82**

.053

Balanced Well-Being

21.31(0.63)

23.17(0.72)c

20.79(0.42)b

21.84(0.63)

3, 584

2.87**

.015

Note. Superscript letters indicate mean comparisons that differed significantly (p < .05) on post-hoc tests (Bonferroni): Schoola, Counselingb, Clinical Psy.D.c,
and Clinical Ph.D.d. When using eta2, the following effect sizes range markers were used: .01 ≤ eta2 < .06 is a small effect, .06 ≤ eta2 < .14 is a medium effect,
and eta2 ≥ .14 is a large effect.
** p ≤ .001, *p < .05
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were found. For information on the relationship between Program Type and individual
intervention items, see the Additional Analysis section.
Year in Program and Stress
The review of past research led to the prediction that participants in their second
and third years of their programs would report more Personal, Professional and Overall
Stress than those in their first year. Correlations between Stress variables and Year in
Program were not significant. Results of an ANOVA, entering Year in Program as an
independent variable and the stress variables as dependent variables, revealed significant
group difference for Professional Stress, F (5, 567) = 3.061, p = .01, eta2 = .03.
Bonferroni post-hoc analyses revealed that Second Year students reported significantly
more Professional Stress as compared to First Year students. There were no significant
group differences for Personal Stress or Overall Stress.
Age and Stress
Contrary to expectations, correlations between age of student and the stress
variables were not statistically significant: Personal Stress (r (556) = -.016; p = .699),
Professional Stress (r (556) = -.071; p = .093), and Overall Stress (r (543) = -.058; p =
.176). However, a significant negative correlation was found between Age and
Professional Satisfaction, r (568) = -.088, p < .05. Younger students tended to report
higher Professional Satisfaction than did older students.
Sex and Stress
The hypothesis that women would report higher personal, professional, and
overall stress than men was not supported. However, a t-test did reveal a significant
difference in Personal Satisfaction based on Sex, t (581) = 2.222, p < .05, d = .2 (small
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effect size). Further examination of this finding revealed that male students reported
significantly higher Personal Satisfaction (M = 25.29) than did female students (M =
23.54).
Relationship Status and Stress
Given that very few participants reported that they were divorced or separated,
participants were divided into the categories of Partnered or non-Partnered in order to
assess for differences in stress as a function of relationship status. Results revealed that
Partnered students reported significantly less Personal Stress, F (1, 571) = 14.09, p <
.001, eta2 = .02 (small effect), and significantly more Personal Satisfaction, F (1, 579) =
56.86, p < .001, eta2 = .10 (medium effect) compared to non-Partnered students.
Significant differences in Professional Stress or Satisfaction were not found between
Partnered and Non-Partnered respondents.
Additional Analyses
Stress and Satisfaction
Additional analyses were performed on the variables of Stress and Satisfaction.
Paired-Samples t-tests were conducted in order to compare personal and professional
variables. Results showed that students reported significantly higher Professional Stress
than Personal Stress, t (561) = 6.316, p < .001, d = .3 (small effect size). While on
average students also rated their Professional Satisfaction higher than their Personal
Satisfaction, the difference was not statistically significant, t (578) = .633, p = .527.
Program Type and Individual Interventions
A MANOVA was performed to determine which individual items were
significantly related to Program Type, F (96, 1500) = 4.429, p < .001. As can be seen in
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Table 3.11, students in different programs varied in their report of the individual
intervention items. Although the majority of the effect sizes were small, Program Type
showed a medium effect on the interventions of financial assistance, personal therapy,
self-awareness development, and individualized faculty attention.
Individual items with significant F values were entered into ANOVAs and
Bonferroni post-hoc tests in order to determine the pattern of differences in individual
intervention item ratings as a function of Program Type (see Table 3.11). Although
interventions 1 (identifies trainee problems early and intervenes), 9 (self-awareness
development), 16 (acceptability of asking for help is reinforced), and 26 (informal
discussions on professional impairment) all were found to have significant relationships
with Program Type in the MANOVA, significant differences were not found in the
follow-up analyses. Compared to participants enrolled in Clinical Ph.D. and School
Psychology programs, Counseling and Clinical Psy.D. program students gave
significantly higher ratings indicating that their programs included the following
interventions: personal therapy strongly encouraged (item 6), self-awareness
development (10), training addressing therapist well-being and self-care issues (20), and
ethics training on well-being and colleague impairment (22). More generally, the
Counseling group indicated that their program included intervention items to a greater
extent than other program types. Thus, Counseling Psychology respondents did not have
any mean ratings significantly lower than the other groups and rated a significantly
higher number of additional items (e.g., personal identity promotion, personal and
professional growth promotion, relationship enhancement training, training on
professional impairment issues, and individual faculty attention).
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The Clinical Psy.D., Clinical Ph.D., and School Psychology groups were less
consistent in their ratings, having significantly higher ratings of some interventions and
significantly lower ratings on others. The relative strengths of the Clinical Psy.D.
program (in addition to those listed above) are relationship enhancement skills training
(item 17) and student retreats (30). Clinical Psy.D. students had the lowest ratings on a
number of interventions including financial aid (item 3); environment allows for peer
relationship development (12); promotion of student openness to feedback (15); regular
direct supervision and feedback (item 19); regular individual attention from faculty (23);
integration of research, coursework, and practice (25); and opportunity for peer
supervision (31). Clinical Ph.D. students’ scores were stronger (i.e., significantly higher
than other groups) in financial assistance (3), direct supervision and feedback (19),
individual faculty attention (23), and opportunities for peer supervision (item 31). The
students in Clinical Ph.D. programs had significantly lower ratings than other program
groups on ongoing support/experiential groups (item 7), personal identity promotion (13),
relationship enhancement skills training (17), and retreats (30), as well as those
mentioned above. The students from School Psychology programs had higher ratings
than other programs on ongoing support/experiential groups (item 7); environment allows
for peer development (12); integration of research, coursework, and practice (25);
provision of practical information on post-doc life and role diversity (28); and student
retreats (30). School Psychology students had lower ratings on “training on professional
impairment issues” (item 21), as well as those mentioned previously.

Table 3.11
MANOVA and Post-Hoc Tests for Intervention Variables Based on Program Type
M(SE)
Schoola

Counselingb

Clinical
Psy.D.c

Clinical
Ph.D.d

F

eta2

1. Identifies trainee problems early
and intervenes

4.03(.16)

4.35(.18)

4.07(.11)

3.67(.16)

2.87*

.016

2. Admission based on qualifications

4.60(.18)

4.00(.20)

4.3(.12)

4.48(.18)

1.90

.011

3. Financial assistance

4.42(.20)c

4.74(.23)c

3.36(.13)a,b,d

4.81(.20)c

18.24***

.094

4. Reasonable demands

4.53(.15)

4.95(.17)

4.89(.10)

4.82(.15)

1.55

.009

5. Personal therapy required

1.81(.12)

1.87(.14)

1.70(.08)

1.51(.12)

1.49

.008

6. Personal therapy strongly
encouraged

2.70(.18)b,c

4.37(.20)a,d

3.98(.12) a,d

2.72(.18)b,c

24.57***

.122

7. Ongoing support/experiential
groups

2.94(.18)d

2.89(.20)

2.98(.12)d

2.28(.18)a,c

12.96**

.022

8. Can meet demands while also
leading a balanced life

4.10(.17)

4.40(.19)

3.97(.11)

4.22(.17)

4.31

.008

9. Student well-being is a program
priority

3.79(.17)

4.49(.20)

3.89(.12)

3.78(.17)

10.16*

.018
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Table 3.11 (continued)
M(SE)
Schoola

Counselingb

Clinical Psy.D.c

Clinical
Ph.D.d

F

eta2

10. Self-awareness development is
emphasized

4.30(.15)b,c

5.60(.17)a,c,d

5.00(.10)a,b,d

4.13(.15)b,c

45.22*** .098

11. Sense of community and support is
fostered

5.38(1.6)

5.18(.18)

4.88(.10)

5.02(.15)

6.65

.015

12. Environment allows for peer
relationship development

5.69(.13)c

5.45(.15)

5.2(.09)a

5.36(.13)

3.24*

.018

13. Personal identity promotion

4.88(.15)

5.45(.17)c,d

4.74(.10)b

4.60(.14)b

5.91***

.032

14. Personal and professional growth
promotion

5.63(.12)

5.85(.13)c,d

5.48(.08)b

5.31(.12)b

3.52*

.020

15. Student openness to feedback is
promoted

5.41(.14)

5.71(.16)c

5.14(.09)b

5.32(.14)

3.42*

.019

16. Acceptability of asking for help is
reinforced

5.31(.16)

5.28(.18)

4.89(.11)

4.76(.16)

3.25*

.018

17. Relationship enhancement skills
training

4.28(.15)

4.50(.17)d

4.49(.17)d

3.63(.15)b,c

8.19***

.044
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Table 3.11 (continued)
M(SE)
Schoola

Counselingb

Clinical Psy.D.c Clinical Ph.D.d

F

eta2

18. Faculty properly role model selfcare, stress management, and
balanced life

4.47(.16)

4.59(.18)

4.69(.11)

4.21(.16)

2.17

.012

19. Regular direct supervision

5.34(.14)

5.70(.16)

5.30(.09)d

5.70(.14)c

3.03*

.017

20. Training addresses therapist wellfunctioning and self-care issues

3.90(.16)b,c

4.74(.18)a,d

4.52(.10)a,d

3.91(.16)b,c

8.00***

.043

21. Training on professional impairment
issues

3.96(.15)b

4.82(.17)a

4.45(.10)

4.20(.15)

5.67***

.031

22. Ethics training on well-being and
colleague impairment

4.41(.15)b,c

5.09(.17)a,d

5.14(.10)a,d

4.36(.15)b,c

9.98***

.054

23. Individual faculty attention

4.77(.15)

5.29(.17)c

4.36(.10)b,d

5.20(.15)c

11.25*** .060

24. Optional courses and/or workshops
on self-care and impairment

2.91(.16)

3.17(.18)

2.85(.11)

2.65(.16)

1.53

25. Research, course, and practice are
strongly integrated

5.95(.13)c

5.89(.15)c

5.18(.09)a,b,d

5.64(.13)c

10.84*** .058

.009
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Table 3.11 (continued)
M(SE)
Schoola

Counselingb

Clinical Psy.D.c

Clinical Ph.D.d F

eta2

26. Informal discussions on professional
impairment

3.49(.16)

3.83(.19)

3.68(.11)

3.20(.16)

2.84*

.016

27. Stress management and coping
workshops

2.70(.15)

2.89(.17)

2.67(.10)

2.56(.15)

0.70

.004

28. Practical information about post-doc
life, role diversity, etc.

4.26(.17)c

4.04(.20)

3.68(.11)a

3.59(.17)

3.74*

.021

29. Debriefing for traumatic case material

3.64(.16)

3.90(.18)

3.66(.11)

3.61(.16)

0.63

.004

30. Retreats

2.81(.17)d

2.50(.20)

2.65(.11)d

2.15(.17)a,c

3.04*

.017

31. Opportunities for peer supervision

4.93(.17)

4.73(.19)

4.56(.11)d

5.31(.17)c

4.83** .027

32. Positive feedback

4.94(.16)

5.28(.18)

4.75(.10)

4.93(.15)

2.28

.013

Note. Degrees of Freedom = 3, 533. Superscript letters indicate mean comparisons that were significantly (p < .05) different based on post-hoc tests
(Bonferroni): Schoola, Counselingb, Clinical Psy.D.c, and Clinical Ph.D.d. When using eta2, the following effect sizes range markers were used: .01 ≤ eta2
< .06 is a small effect, .06 ≤ eta2 < .14 is a medium effect, and eta2 ≥ .14 is a large effect.
*** p ≤ .001, **p ≤ .01, *p ≤ .05
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Additionally, MANCOVA was run to control for the possible effects of program
size (i.e., Cohort Size was entered as a covariate). The results revealed that differences
between programs remained significant (F (96, 1476) = 3.717, p < .001). The majority of
the relationships between Program Type and endorsement of intervention items did not
significantly change when program size was controlled. No new significant relationships
between Program Type and individual interventions were found when program size was
included as a covariate. However, three of the intervention items were found to no longer
be significantly (p > .05) related to Program Type with the program size control (i.e.,
item 12, environment allows for peer relationship development; item 19, regular direct
supervision and feedback; and item 28, practical information about post-doc life, role
diversity, etc. is provided). Also, when controlling for program size, Clinical Psy.D.
students’ mean ratings increased on the interventions of personal identity promotion
(from 4.74 to 4.87), promotion of student openness to feedback (5.14, 5.31), individual
faculty attention (4.36, 4.58), and the provision of positive feedback to students (4.56,
4.94). The mean ratings of the other program groups tended to decrease on these
interventions, thus showing less disparity between the Clinical Psy.D. group and the
others on these interventions.
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Chapter 4

DISCUSSION

This study examined the nature and impact of interventions directed at enhancing
well-functioning in graduate students in professional psychology training programs. This
was accomplished by examining the relationship between student reports of stress and
satisfaction and program interventions to promote self-care. The discussion begins by
addressing the findings related to student reports of program interventions. The findings
related to the reports of stress and satisfaction are then examined. Finally, the
implications of the findings and directions for future research are discussed.
Program Interventions
Recent literature has emphasized the importance of educating and training
psychologists to effectively care for themselves and to be knowledgeable about issues
related to professional impairment (Baker, 2003; Burgess, 1995; Dodds, 2002; Guy,
Poelstra, & Stark, 1989; Huprich & Rudd, 2004; Kilburg, Nathan, & Thoreson, 1986;
Kottler & Hazler, 1997; Lamb et al. 1987; Orr, 1997; Sherman & Thelen, 1998; Skorupa
& Agresti, 1993). Yet, research suggests that training programs historically have not
addressed training in self-care (Dorff, 1997; Schwebel & Coster, 1998). This section of
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the discussion addresses findings regarding student report of interventions that
professional psychology training programs currently employ to address self-care and
impairment issues. The overview includes information about student satisfaction with the
interventions being offered, categories of intervention, specific interventions, and
differences in the interventions offered as a function of program type.
Over a decade ago, psychology graduate students reported dissatisfaction with the
limited attention given to self-care and professional impairment issues in their training
programs (Dorff, 1997). Around that same time, program directors indicated intentions to
address this need and to intensify the efforts being made (Schwebel & Coster, 1998). The
current study assessed the nature and extent of the interventions currently being offered
by programs in order to update and expand previous research.
The current study found that a majority of students (64%) still believe that their
program does not adequately address issues related to well-being. An even larger
percentage of students (82%) reported a desire for their programs to make greater efforts
to address self-care and impairment in the course of training. The importance of self-care
interventions was further underscored by the finding that the greater the number of
interventions students reported receiving in their training programs, the greater
satisfaction and the less stress they reported (i.e., hypotheses 1 and 2). Thus, the findings
indicate that, not only do students want their programs to improve the interventions being
offered, but also that students who experience more/better interventions report increased
well-being.
In addition, by increasing/enhancing the interventions offered, programs are more
likely to have students with greater satisfaction. Furthermore, increased program
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intervention may improve student performance and decrease the risk of impairment and
burnout. Although research has not fully addressed this hypothesis, available research
supports further exploration of this assertion. Turning from the discussion of the potential
benefits of interventions targeting well-being, the current state of interventions in
professional psychology training programs will be addressed.
Intervention Factors
The results of a principle component analysis revealed that program interventions
examined in the present study can be organized into four factors, which were assigned
names based on commonality among the interventions that loaded on the factor. The four
factors are: Relationship Intervention, Balanced Well-Being, Impairment Prevention
Training, and Adjunct Self-Care Training (see Appendix I for all the interventions
assessed and Appendix J for a listing of the items making up each factor). One
intervention was included on three factors (i.e., faculty role-modeling) and three
interventions were not included in the factors (e.g., admission based on applicant
qualifications and not influenced by political factors). The three items that did not load on
the factors did not contribute to the study’s hypotheses.
The results indicate that the majority of students (76%) agreed that they received
interventions aimed at relationship development (i.e., Relationship Intervention Factor).
Relationship interventions included those aimed at promoting relationships with peers
and faculty, providing an environment of support, and teaching relationship skills. The
majority of participants (68%) also endorsed receiving impairment prevention training
(i.e., Impairment Prevention Training Factor) via coursework, ethics training, faculty
role-modeling, and self-awareness development. Conversely, a smaller proportion (40%)
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reported that their programs have sufficient interventions in place to allow for a balanced
life outside of school (i.e., Balanced Well-Being Factor) and only 10 % reported training
on self-care outside of the classroom (i.e., Adjunct Self-Care Training Factor) including
things like workshops, retreats, and support groups.
These results provide a baseline for interventions that are generally employed by
training programs that can be used as a basis for self-study and as directions for program
development. The findings indicate that the majority of participants reported that
programs are providing interventions in at least two of the four intervention categories.
Past research has found that students report social support is the most helpful coping
resource training programs can provide their students (Dorff, 1997) and most programs
are providing such resources (i.e., 64-80% of respondents endorsed social support
interventions). This suggests that programs that do not offer these interventions are not
meeting generally accepted practices and they should make this a consideration for selfstudy. A fruitful direction for future research is an examination of the effects of providing
or not providing students with relationship support interventions.
Individual factors will play a role in the type and the extent of social support
desired by students. Surveys of individual student needs/wishes may provide programs
with directions for development (e.g., need for information on minority groups on
campus, offering mentors to students who desire them, developing a university-wide
graduate student organization, etc.). The surveys would also be useful in determining
whether students would want assistance from programs in developing the social support
available to them or if such assistance would be perceived as intrusive.
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As with relationship interventions, the majority of students (68%) reported
receiving impairment prevention training. Recently, impairment prevention training has
focused on training that promotes awareness (e.g., awareness of the ethical implications
of practicing while impaired and how to recognize signs of impairment in others and
themselves), attention to self-care, and therapist well-being as important considerations in
preventing impairment. The importance of these interventions is underscored by the
Ethical Standards of the American Psychological Association (2002) in references to selfcare and impairment (i.e., Standard 2.06: Personal Problems and Conflicts) which is
echoed in the professional literature (e.g., Barnett, Baker, Elman, & Schoener, 2007) that
addresses self-care as a professional responsibility. Programs can and should be proactive
in preparing students for ethical practice by emphasizing the implications of impaired
practice during ethics training and promoting students’ awareness of and attention to
personal risk factors and warning signs. At the same time, it also expected that students
are young professionals who understand that obtaining training on impairment prevention
is a professional responsibility.
Regarding the Balanced Well-Being Factor, less than half (40%) of respondents in
the current study endorsed items indicating that their training programs systematically
addressed interventions aimed at fostering a balanced life. This is consistent with findings
from previous research in which Clinical Psychology doctoral students reported having
very little time to care for themselves and to enjoy life outside of training (Dorff, 1997).
In addition, the demands and expectations of professional training often require long
work hours and therefore it is often challenging to include self-care activities in the
schedule. Although excellence in professional preparation is the primary focus of
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training, programs must emphasize balanced lifestyle as a priority for students and
evaluate student workload to ensure that the range and nature of program requirements do
not significantly impede students’ ability to maintain balance.
The difficulty in achieving balance is seen in Dorff’s study (1997) in which
students (24%) reported that an effort to lead a balanced life was stressful in itself
because they faced trade-offs between balance and academic performance (e.g., accepting
lower grades in order to make time for family and friends). To address the issues of
balance, training programs can reflect upon the current environment they are providing
for their students to ensure it is one that is supportive of help-seeking and self-care.
However, there are factors that make this difficult to achieve. For example, competition
for internships and demands of accreditation place pressure on both programs and
students to increase requirements for supervised practice, research, and coursework. This
increases demands and workload for both students and faculty and makes balance
difficult.
The Adjunct Self-Care Training Factor is different from the other factors in that it
is composed of interventions that require more active and possibly greater intrusion into
students’ lives. With the already substantial requirements of training, programs may find
it hard to integrate additional courses, workshops, and retreats focused on self-care and
impairment. Also, student receptiveness to these interventions is likely to vary
considerably, which may serve as another deterrent against the integration of adjunct
training interventions. Although some students may dislike the personal nature of support
groups and workshops, other students may welcome and value the efforts. Some may
believe that it interferes with balanced lifestyle while others believe it contributes.
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Programs can address these competing considerations by approaching the
adjunctive self-care interventions within the context of the program’s self-study. Thus,
the goals that are to be addressed can be specified and the interventions selected to
address the goals. Assessment of the interventions and the outcomes is fed back into the
self-study process in order to continuously improve program functioning and systematic
change and development. Furthermore, programs that have chosen to make such efforts
have found students are appreciative and show benefits in their mental health functioning
(e.g., Biberstein, 2007; Christopher, 2006; Newsome et al. 2006; Shapiro, Brown &
Biegel, 2007). All of these interventions were worked into the curriculum but were
voluntary. The provision of time and the voluntary nature of these interventions may have
been key factors in fostering student receptiveness and avoiding student resistance.
Specific Interventions
In addition to assessing general categories of interventions, the current study also
provided information about the extent to which specific interventions were being
employed by programs. This section will address 1) the most and least endorsed
interventions, 2) variation in student ratings of the different interventions, and 3)
explanations for these findings. Then, the discussion will turn to how the current findings
can be understood in the context of previous research. This section will then conclude
with a focused discussion on the importance of faculty role-modeling as an intervention.
The specific interventions most frequently reported by respondents were
promotion of personal and professional growth and “the strong integration of research,
coursework, and practice.” Other frequently endorsed interventions included direct
supervision and feedback, promotion of student openness to feedback, fostering
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community and support, and providing an environment that allows for development of
peer relationships. Not only did students frequently report these interventions, there was
also high agreement (reflected in low variance in the ratings) among students in
endorsing these interventions. That is, students tended to consistently rate these
interventions as being an established part of their training program.
All of these highly endorsed interventions seem similar in that they do not require
formal intervention, but rather are likely to be part of an existing course or to be
something that students do on their own (e.g., making friends with other students and
meeting new support resources). Perhaps, one reason for the importance programs appear
to lend these types of interventions is attributable to program accreditation standards, as
many of these interventions are either directly or indirectly outlined in the Guidelines and
Principles for Accreditation of Programs in Professional Psychology (American
Psychological Association, 2007).
Student ratings were much less consistent for other interventions such as financial
assistance, opportunities for peer supervision, student well-being made a priority, and
reasonable demands which allow for a balanced life. The current study did not gather
information necessary to determine whether the variability in these ratings is attributable
to actual programmatic difference, subjectivity of student experience, or some
combination of both. One way this could be assessed in future studies would be to
compare the ratings of students within the same program and/or to include ratings from a
program director or DCT. It seems reasonable that the differences in ratings of the more
objective interventions such as financial aid, peer supervision, and admission standards,
would be due to actual program differences, whereas more subjective items (i.e.,
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reasonable demands and student well-being made a priority) would be more prone to vary
as a function of individual student perspectives.
The interventions that received the lowest average ratings were adjunct training
items (i.e., added training that is outside of standard coursework and practicum
experiences) including such things as required personal therapy, ongoing support groups
or experiential groups, optional courses and/or workshops on self-care and impairment,
stress management and coping workshops, and retreats. One explanation for the
infrequent use of these types of intervention may be that they require students and faculty
to set aside a substantial amount additional time for these activities. Given that time is at
such a premium for both faculty and students, it is understandable that the suggestion of
an additional expectation is met with resistance, even if it is one aimed at improving wellbeing. Another possible reason for infrequent adjunct interventions may be that these
types of interventions may be considered more invasive. That is, students and faculty
may be hesitant to participate in adjunct interventions because they can be viewed as
infringing on student privacy, as they require students to disclose personal information in
the presences of other faculty and students. It is also possible that programs have
refrained from requiring things like personal therapy because attempts to do so in the past
have been met with complaints. Practical issues may also interfere with the delivery of
adjunct interventions, such as finding funding and providers for the services. For
example, although some students are able to access free or low-cost personal therapy
through the university, not all programs can offer their students this option and so
funding becomes an issue.
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Comparing Current Results to Past Findings. Professional psychologists
identified personal therapy, self-awareness, and personal values as important factors in
combating the stresses of their professional work that were not emphasized in their
graduate training (Schwebel & Coster, 1998). When asked to provide a list of
interventions program directors plan to introduce so as to address student well-being,
program directors did not indicate plans to include personal therapy, and training in selfawareness and personal values as part of these efforts (Schwebel & Coster, 1998).
However, over a decade has passed since findings were published and the results of the
current study provide some evidence of change in recent years. That is, the current
findings indicate that self-awareness and personal value development are now being
encouraged in the majority of training programs. Yet, only a minority of students report
that personal therapy is emphasized in their programs (i.e., 35% report that therapy is
encouraged by their program and 4-11% report therapy is required). This is comparable
to the 28% of program directors in Schwebel and Coster’s (1998) study who reported
intentions to encourage all students to participate in psychotherapy. Perhaps, there is not
more encouragement of psychotherapy because of the dominance of evidence-based
practice. That is, therapy is now being directed at the treatment of particular problems not
at self exploration and development. This change might reflect the general attitudes
toward the nature and goals of therapy, and therefore may contribute to why programs are
not emphasizing therapy for trainees. Also, as suggested earlier, engagement in personal
therapy requires additional time and increases demands on the student. Another
possibility may be limited access to low cost/sliding scale therapy services, as many
graduate students may not have access to health insurance coverage for therapy services.
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Also, it seems that while many programs do attempt to facilitating self-awareness and
personal value development, some programs could stand to improve in this area
(especially Clinical Ph.D. and School Psychology programs). The encouragement of
personal therapy and the development of self-awareness and personal values is a sensitive
issue. Although it is important to address these issues in the context of supervision,
faculty should be sensitive to potential boundary issues, as well as the imbalance of
power that exists between faculty and students.
In addition to Schwebel and Coster, other studies have shown that certain
interventions have been linked to lower rates of impairment, decreased rates of emotional
exhaustion, heightened sense of personal achievement, and fewer emotional difficulties
(Dorff, 1997; Goplerud, 1980; Skorupa & Agresti, 1993). These interventions include a
strong social support network, interaction with faculty outside of the classroom,
developing strong ethical beliefs about impairment, and impairment prevention training.
In the current study, it was found that the majority of students reported receiving these
types of interventions with 71-80% reporting a strong support network (i.e., “sense of
community and support is fostered” and “environment allows for peer relationship
development”), 65% reporting regular individual attention from faculty, 63%
acknowledging they have received ethics training on impairment issues, and 51%
endorsing training on issues of professional impairment.
Although it is encouraging to know that the majority of students reported
receiving these types of interventions, a considerable proportion of students (20-49%) did
not report receiving these interventions. Given the important role these interventions can
play in promoting well-functioning and preventing problems, programs should consider
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evaluating whether they have such interventions in place. For instance, programs can
work to create an environment which fosters collaborative and supporting relationships
among and between cohorts. One way this can be accomplished is by ensuring that the
aspects of the program are not set-up in a way that encourages unhealthy competition
among students.
Faculty Role-Modeling. Faculty role-modeling of self-care, stress management,
and balanced life was the only intervention to be included in multiple intervention
factors. This may indicate that faculty role-modeling has a wide-range of benefits and
therefore may be a useful intervention tool. The APA's current Guidelines and Principles
for Accreditation of Programs in Professional Psychology (2007) also emphasize the
importance of faculty role-modeling, stating faculty should “function as appropriate role
models” and interact with students in ways that enhance their well-functioning. Yet, only
56% of the students who participated in this study indicated that they agree that faculty in
their program generally serve as good role-models. Faculty members who place excessive
demands on themselves and fail to model a healthy balance of work and personal
involvement send strong messages to their students. Schwebel and Coster (1998)
suggested that faculty need to be fully aware of their effect as role-models on students,
especially when it comes to their values and their approach to a balanced way of life. If
faculty members want their students to be well-functioning psychologists, they must
place adequate importance on their own self-care and limit the pressures they place on
themselves and their students. Thus, faculty need to take responsibility for avoiding
excessive demands likely to create significant imbalance in students’ lives. According to
Schwebel and Coster (1998), the reason for the excessive workloads placed on graduate
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students by faculty is the underlying belief that it is an appropriate rite of passage. In
response to criticism, faculty members argue that the profession requires psychologists to
be capable of balancing more demands than other professions (Baker, 2003). Also, the
demands on faculty in doctoral departments are considerable including addressing the
expectations for promotion and tenure, balancing the competing demands for research
and publication against expectations for graduate and undergraduate teaching and
supervision, and participation in governance of the university. Faculty members then pass
on the justification to their students that the rigorous demands and expectations make the
students strong and help them earn their stripes (Baker, 2003). Thus, students are held
accountable for demonstrating the ability to successfully balance multiple demands and
are sent the message that failure to do so means that they are simply not cut out to be
therapists (Baker, 2003).
However, such a perspective becomes problematic when students frequently
observe faculty not successfully maintaining the same standards of behavior. A perpetual
problem is then created as graduate students take this message with them into their own
careers as faculty, therapists, and/or supervisors (Baker, 2003). In order to address this
pattern, programs are faced with the question of how this perpetuating problem can best
be addressed. At the very basic level, faculty can help intervene with the problem by
assessing the students’ current workloads and asking for students to provide estimates for
the amount of time tasks will require. Of course this becomes somewhat complicated, as
some students will require more time to complete tasks than others and some students
will have more demands to balance. In these cases, faculty might consider being flexible
in deadlines or providing the option of lengthened training to allow for lighter course
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loads. However, in the cases where the majority of students in the cohort report feeling
overwhelmed, faculty may need to take a harder look at the demands being made and
look for ways to reduce these demands that do not jeopardize critical content (i.e., content
required by APA accreditation standards), such as reducing paper length requirements,
the number of assignments, and the number of readings.
Interventions and Program Type
In the Schwebel and Coster (1998) study, no differences were found between
program directors’ ratings of interventions as a function of program type (Clinical,
Counseling, and School Psychology). The current study examined whether this pattern
held true with the passage of time and when surveying students instead of program
directors. While program type (i.e., Clinical Psy.D., Clinical Ph.D., School, and
Counseling) was not related to students’ stress and satisfaction ratings, differences in
program type were related to the variation observed in some of the intervention variables.
In order to rule out the possibility that differences between program types are due to
variance in program size (i.e., Clinical Psy.D. programs varied considerably in size, see
Appendix E), analyses that controlled for program size were employed.
Counseling students reported receiving significantly more interventions than
students from both types of Clinical Psychology programs (i.e., Clinical Psy.D. and
Clinical Ph.D.). Students from Counseling programs also endorsed significantly higher
ratings of relationship-type (e.g., interventions which promote relationships and
relationship skill development) and balanced well-being interventions (e.g., interventions
which promote student well-being and balanced life) compared to Clinical Psy.D.
programs. Studies have shown that Counseling programs tend to place more emphasis
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and produce more research on issues related to professional issues and training (Norcross,
Sayette, Mayne, Karg, & Turkson, 1998) compared to Clinical Psychology programs,
which may explain why Counseling programs had higher intervention ratings. These
findings may reflect that Counseling programs are typically in schools of education and
often take a more student oriented approach rather than the clinically oriented program.
The importance Counseling programs place on personal development was further
highlighted by the high ratings students had on interventions such as personal identity
promotion and personal and professional growth promotion. However, Clinical Psy.D.
also had high ratings on these interventions, as well as high ratings on student retreats and
ongoing support and experiential groups. Furthermore, Counseling and Clinical Psy.D.
students had the highest rating on Impairment Prevention interventions (i.e., interventions
addressing impairment issues), especially self-awareness development, training
addressing therapist well-being and self-care issues, and ethics training on well-being and
colleague impairment. Also, compared to Clinical Ph.D. and School Psychology students,
Counseling and Clinical Psy.D. students also had higher ratings for encouragement of
personal therapy and relationship enhancement training. These findings may suggest that
Clinical Psy.D. and Counseling programs tend to place a heightened emphasis on
personal development and impairment prevention training than Clinical Ph.D. and School
Psychology programs. Yet, School Psychology students did have significantly higher
ratings on student retreats and ongoing support and experiential groups compared to
Clinical Ph.D. student ratings. Thus, of all the program types, Clinical Ph.D. programs
seem to place the least amount of focus on student personal development. Instead, it
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seems that Clinical Ph.D. programs place more emphasis on providing individual faculty
attention, direct supervision, and opportunities for peer supervision.
When the Adjunct Self-Care interventions (i.e., interventions provided outside
required coursework) were considered as a group, student ratings did not differ as a
function of Program Type. However, when the Adjunct Self-Care interventions were
considered individually, a few differences were noted. As was previously mentioned,
Clinical Psy.D. and School Psychology students had higher ratings on student retreats and
ongoing support and experiential groups than Clinical Ph.D. students. School Psychology
students more often reported receiving practical information about post-doctoral life,
supports, and role diversity.
Of all the individual interventions, Program Type had the largest effect (medium
effect size) on the interventions of financial assistance, encouragement of personal
therapy, self-awareness development, and individualized faculty attention. However,
students varied less in their ratings of individualized faculty attention when program size
was controlled. That is, Clinical Psy.D. students only differed from the other student
groups in ratings of faculty attention when the size of programs was not controlled. This
may mean that larger Clinical Psy.D. programs, such as those not housed within a
university, are not providing students with as much one-on-one face time with faculty due
to higher faculty-student ratios. Larger programs must deal with the needs of larger
cohorts, and therefore, formal programming and services are more practical in providing
program-based support. Clinical Psy.D. students still endorsed low ratings of the financial
aid intervention when program size was controlled. Thus, it seems that Clinical Psy.D.
students may tend to receive less financial aid than students in other programs (regardless
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of how large their program is), particularly Clinical Ph.D. and Counseling programs.
Perhaps, due to the emphasis Clinical Psy.D. programs place on providing practicum
experiences, there are less opportunities for students to participate in research activities
which would provide more available income for the program (e.g., grant funding for
research). It is also possible that a higher proportion of Clinical Ph.D. and Counseling
programs (compared to Clinical Psy.D. programs) require students to have a Master’s
degree prior to entering the program; therefore, students from Clinical Ph.D. and
Counseling programs may be able to earn more money, or it is more feasible to provide
more financial assistance because students spend less time in the program. Further
research would be needed to confirm or refute these hypotheses. As mentioned earlier,
Clinical Psy.D. and Counseling students more often endorsed the interventions of selfawareness and encouragement of personal therapy compared to Clinical Ph.D. and
School Psychology students.
Stress and Satisfaction
Measures of stress and satisfaction were included in the present study in order to
evaluate the effectiveness of the interventions programs are providing. Because Cushway
(1992) found student stress ratings differed as a function of sex, age, relationship status,
and program year, it was hypothesized that these same patterns would be found in the
current study. This section provides a brief overview of the findings related to these
hypothesized relationships and potential explanations. Then, the discussion will address
the relationship between satisfaction and stress. As part of this discussion, implications of
the findings will be explored.
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Sex
Cushway found that women reported significantly more stress than men.
However, the current study found no significant sex differences in reported levels of
stress. One potential explanation for the difference in the findings may be that in the 17
years that have passed since Cushway’s study, the field of psychology has continued to
adapt to the needs of women as the proportion of females has continued to increase
(Cynkar, 2007). Now, more types of training programs are available and more women are
enrolled in these programs both in terms of the total number and the relative percent of
the program cohorts. This pattern was observed in the current study as well (i.e., 83% of
respondents were female). Given research findings that women’s ratings of stress vary as
a function of the type of work setting (Rupert, & Kent, 2007), it is possible that women
are reporting stress ratings equal to those reported by men because programs have an
environment that is more inclusive of women and more responsive to their needs.
Furthermore, doctoral programs are now available that offer night courses and are
more flexible in allowing students to spread the program of study over longer periods of
time. The availability of such programs may be of great value to individuals who are
trying to balance the demands of having a family and going to school. As a consequence,
female trainees may be less stressed because the field of psychology has adapted to
accommodate the influx of women. However, it is also possible that, instead of women
experiencing less stress, men have increased the amount of stress they experience due to
increased expectations in their personal life (e.g., increased equality in domestic
responsibilities leads men to experience more stress). Further research would need to be
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conducted in order to explain this finding, including replication (to rule out the possibility
that this finding is unique to this sample).
Age
The current findings regarding the relationships between age and student stress
and satisfaction yielded findings consistent with those reported by Cushway (1992).
Cushway did not find a significant relationship between age and stress, but did see a trend
in the results in which age was negatively correlated with stress. The results of the current
study also did not identify a significant relationship between age and stress, although the
trend (i.e., mean for older versus younger students) was in the expected direction, with
older student reporting somewhat less stress and younger students reporting greater
stress.
It was also expected that younger students would report less professional
satisfaction. However, the results were not consistent with that hypothesis and younger
students reported significantly more professional satisfaction than older students. One
potential explanation for these unexpected findings is that, although older students may
be more equipped with coping strategies for combating stress due to their increased life
experience, they may also experience loss of status and income as a consequence of
returning to school and may have greater family and other responsibilities.
An alternative explanation may be that younger students may be more flexible
than older students and can better accommodate to the circumstances, while at the same
time older students have more experience and resources to deal with unexpected issues.
Also, the factors motivating older students to continue their education likely differ from
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the reasons younger students seek professional education. Further research may clarify
the basis of the differences between the age cohorts.
Relationship Status
Cushway (1992) found relationship status was significantly related to both stress
and satisfaction. Thus, divorced and separated students reported significantly greater
stress than their single, married, and partnered counterparts. Because very few divorced
or separated individuals responded to the present study, the relationship status hypothesis
was assessed by comparing the ratings of students who were partnered (i.e., married and
committed dating relationship) to the ratings of those who were non-partnered (i.e.,
divorced, widowed, separated, and single students). Findings revealed that partnered
participants tended to report lower personal and overall stress than their non-partnered
counterparts.
A similar pattern was also found for satisfaction variables. Thus, partnered
students reported higher personal and overall satisfaction than non-partnered students.
However, relationship status was not significantly related to professional stress or
satisfaction. Also notable was the finding that relationship status had a stronger
relationship with personal satisfaction (medium effect) than with personal stress (small
effect). These findings suggest that while having a partner may be helpful in buffering
against stress and adding happiness to students’ personal lives, relationship status does
not seem to play a significant role in determining student professional or personal stress.
Year in Program
Earlier studies suggested that differences exist in trainee report of professional
stress based on in their progress through the program. Cushway (1992) found that
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trainees in their second and third years of their program reported more stress than trainees
in their first year. The results of the current study were only partially consistent with
Cushway’s findings. Although second year students endorsed significantly higher
professional stress than students in their first year, third year students did not significantly
differ from any other cohort in their ratings of stress. One potential explanation for this
finding may be that students are often faced with additional responsibilities in their
second year (e.g., a therapy case load, beginning dissertation) that are not present in the
first year. Furthermore, they continue to take core and foundational coursework that third
year students have completed. Thus, the load is particularly high for those in the second
year in many programs. Also, it is important to keep in mind that the current findings are
likely to be confounded with the time of year the data was collected, as the demands
students experience likely waxes and wanes depending on the time of year. Therefore,
third and first year students may not vary significantly in their reports of stress in the
beginning of the academic year, but come December the gap may widen. Additionally,
the variation between programs in the structuring and timing of requirements may
obscure differences. Thus, students may vary between programs when they experience
various milestones and what is required of them (e.g., the number and timing of
practicum hours, use of qualification examinations, thesis and/or dissertation
requirements, and research expectations). For instance, some programs require students
to have a Master’s degree prior to entering the program, other programs require a
Master’s thesis, and others do not offer Master’s degrees. This difference alone can create
substantial variations in student workloads in the first couple years of the program.
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Ratings of Stress and Satisfaction
Previous research has found that stress, in itself, is not necessarily detrimental to
professional or personal well-being (Cushway, 1992; Guy, 1987). However,
dissatisfaction is an outcome of high levels of stress (Edwards, Caplan, & Harrison,
1998). This assertion has been supported by findings that show that the more job stress
people experience, the more likely they are to report being dissatisfied with their job
(Cotton, Dollard, & de Jonge, 2002; Richardsen & Burke, 1991). The present study also
found strong inverse relationships between ratings of stress and ratings of satisfaction (p
< .001, correlations ranging from .50 to .60). Thus, personal satisfaction was strongly and
negatively correlated with personal stress, professional satisfaction was strongly and
negatively correlated with professional stress, and a similar relationship was naturally
found for overall ratings of stress and satisfaction.
One potential reason that stress and satisfaction are not even more highly
correlated may be that people differ in the levels of stress they can handle before it affects
their level of satisfaction. This theory is supported by the results of studies which have
demonstrated that a higher proportion of participants reported experiencing stress than
are found to be experiencing psychological distress (Cushway, 1992; Guy, 1987). For
instance, in Cushway’s (1992) study, 75% of Clinical Psychology trainees reported
significant professional stress, yet only 59% of students were classified as
psychologically distressed.
A similar pattern was observed in the current study using both stress and
satisfaction in measuring well-being. While 78% of respondents in the current study
endorsed at least “sometimes” experiencing professional stress to the point of being
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overwhelmed, a much smaller proportion (24%) reported being both stressed and
dissatisfied in their professional lives. A comparable pattern was observed with personal
stress and satisfaction as well, with a higher proportion of students reporting being
stressed (69%) in their personal lives than those reporting being both stressed and
dissatisfied (26%). Next, the focus is turned to the prevalence of stress and satisfaction in
the present sample, so as to better understand the frequency of stress and satisfaction
within the current sample and the potential implications.
Ratings of stress and satisfaction reported by the current sample were similar to
those ratings of these constructs by similar groups in other studies. The average
professional and personal satisfaction ratings were in the “slightly satisfied” range,
whereas the largest proportion of respondents reported “sometimes” experiencing
personal and professional stress. Three-quarters of respondents reported being satisfied
with their personal and professional lives and one-quarter gave ratings indicating
dissatisfaction. Personal stress ratings were similarly split, with 75% reporting
infrequent/less frequent stress (i.e., “never,” “almost never,” and “sometimes”) and 25%
reporting frequent stress (i.e., “fairly often” and “very often”). However, professional
stress was endorsed at a higher rate, with 65% reporting less frequent stress and 35%
reporting frequent stress.
Respondent satisfaction ratings were comparable to other adult groups including
non-psychology doctoral students (Allison, Alfonso, & Dunn, 1991), American college
students (Pavot, Diener, Colvin, & Sandvik, 1991), and nurses/health workers (Judge,
1990). Ratings of stress and satisfaction reported by the current sample were similar to
those ratings of these constructs by similar groups in other studies (e.g., Firth, 1986). The
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average professional and personal satisfaction ratings were in the “slightly satisfied”
range, whereas the largest proportion of respondents reported “sometimes” experiencing
personal and professional stress.
Given the outdated nature of the studies reporting stress and satisfaction of
student in other careers, it is not possible to determine if the relative level of satisfaction
and stress is different from other student groups pursuing professional studies.
Furthermore, it is likely that there is a complex relationship between stress and
satisfaction in trainee groups. Thus, it is not be surprising that more than one-third of
respondents (35%) reported frequently (fairly often or very often) experiencing their
professional lives as unpredictable, uncontrollable, and overloaded. It may be that a high
level of distress is expected given the rigorous nature of profession training. It is also
possible student self report of stress was inflated in the present student as distressed
students may have been more motivated to participate in an effort to be heard. It is
equally possible that this estimate is understated because extremely stressed individuals
elected not to participate because they did not have time to do so.
With these possibilities in mind, it is difficult to assess whether one-third of
trainees in general are actually overwhelmed on a regular basis and how much of this is a
normal part of professional is training. However, the data do support that there are a
considerable number of students who frequently feel overloaded. After all, training in any
discipline that prepares students to provide care to the public will require students to go
through a difficult maturation process in order to advance their knowledge, skills, and
attitudes. The development, assessment, and feedback that is necessary for that training
means that the students will have to address expectations and demands associated with
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training that can cause stress and distress. Inevitably, some students will receive feedback
that they have not met expectations and this is inherently stressful. These factors might
account for some portion of the distress reported, while another portion might be
explained by the fact that some individuals are going to be more vulnerable to the stress
due to personal/dispositional factors.
Other research has provided some support that specific milestones (which would
be linked to specific times in the year), such as applying for internship and
comprehensive/qualifying exams, are linked to higher stress (Dorff, 1997). Yet, this same
research also suggests that there are other factors associated with heightened stress that
may be constant throughout the year such as financial worries, beginning and working on
the dissertation, negative faculty-student relations, and academic workload. Future
research could examine these hypothesized explanations for the prevalence of stress in
professional training programs. Previous studies have already established that programs
can provide interventions to help reduce the prevalence of student distress (e.g.,
Biberstein, 2007; Christopher, 2006; Newsome et al. 2006; Shapiro, Brown & Biegel,
2007). Future studies can build upon these works by conducting retrospective
assessments of stress and satisfaction for early and mid-career psychologists.
Limitations and Additional Directions for Further Research
There are several limitations of the methods used in the present study. The
questions asked for students to rate the degree they agree the intervention is being
offered. The questionnaire did not examine the extent, duration, and frequency that
students received these interventions. It also did not measure the effectiveness of these
interventions or student satisfaction with them. Future studies should provide more clear-

79
cut information about the interventions programs offer by asking more specific questions
and by providing more specific response options. For instance, instead of asking students
to indicate whether they agree that they are receiving adequate financial aid, future
studies could ask students to report the percentage of their expenses covered by their
financial aid (as the cost of living will vary with the location of the program).
Furthermore, the total intervention score and intervention factor scores employed in this
study did not take into account that certain items may be more important to wellfunctioning and therefore should be given more weight in the score.
In addition to the limitations associated with the Intervention Questionnaire, this
study was limited by its chosen methodology. An important limitation of this study was
its reliance on self-report, which has a variety of inherent limitations. Nevertheless,
because the basic premise of this study was to assess student perception of their own
stress and satisfaction, as well as their appraisal of the interventions provided by
programs, the limitations typically associated with studies based on self-report are
considered less significant in the current study. A more significant limitation of the study
arises from the inability to determine the response rate. Without this information, it is not
possible to determine the extent that the findings may be generalized across programs and
cohorts. Furthermore, differences in student reports of stress may vary as a function of
the time of the semester the data is collected. Therefore, the results of this study may be
only representative of student experiences early in the school year (as the study was
conducted in September and October). Also, information was not collected that allowed
to control for multiple responses from one program. Therefore, no conclusions could be
made about response differences within and between individual programs.
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Future research should elaborate on the current findings by using more complex
measures of well-being. The current study used tailored pre-made measures of stress and
satisfaction to fit the context of the study. It would be beneficial for future research to
develop more precise assessment tools for measuring student well-functioning. Student
scores on these tools could then be used in regression models aimed at predicting student
well-functioning. Even stronger prediction models for stress and satisfaction within
professional psychology programs might also be achieved by measuring more individual
factors, such as GRE scores, available social supports, extracurricular activities, etc.
These endeavors could then examine how other personal factors contribute to variance in
satisfaction ratings and clarify the impact that interventions have on the students. More
ambitious approaches would include longitudinal research that would allow assessment
of how effects of interventions provided in graduate training influence self-care patterns
and rate of impairment later on in careers.
Summary and Conclusions
The current study has contributed by updating prior studies and providing
additional information regarding the relationship of various demographic, program, and
intervention factors with perceived satisfaction and stress levels of professional
psychology trainees. However, limitations in the methodology and the need for further
research do not allow inferences about specific programs.
Sex of the respondent and program type (i.e., Clinical Ph.D., Clinical Psy.D.,
Counseling, and School Psychology) were not found to be significantly related to student
stress and satisfaction ratings. Partnered respondents provided higher ratings of personal
satisfaction and lower personal stress than non-partnered respondents. Higher levels of
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professional satisfaction were reported by younger students and by Caucasians. Second
year students endorsed significantly higher professional stress than first year students. No
other significant differences in stress or satisfaction as a function of on demographic
variables were obtained.
Overall findings indicate that the respondents were as satisfied with their lives as
other adults and doctoral students. Despite their apparent satisfaction with their career
path and the many advances in the self-care and impairment research, a considerable
proportion of the trainees (35%) reported frequently experiencing their professional lives
as unpredictable, uncontrollable, and overloaded. Although this percentage is only
slightly higher than the stress ratings reported by medical students (Firth, 1986), it is
concerning that more than a third of the students in training to become psychologists
reported their training was so stressful that it is often overwhelming. However, the fact
that psychology trainees report experiencing frequent and high levels of stress is not new
information. For decades, researchers have expressed their concerns about student stress
and have urged training programs to provide support and intervention. The results of the
current study, as well as past studies (e.g., Dorff, 1997), have found that the large
majority of students would like to see their programs make more of an effort to address
self-care and impairment in the course of training. Other studies have found that program
directors recognize this need and have indicated intentions to intensify the efforts being
made (Schwebel & Coster, 1998). Differences between the populations and methods of
the Schwebel and Coster (1998) study and the current study made it impossible to
determine whether program directors have followed through on their intentions.
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The current study found that the most common interventions students reported
receiving were focused primarily on enhancing relational skills and providing
interpersonal support (e.g., regular direct supervision and feedback, fostering community
and support, the promotion of personal and professional growth). Given that relationship
interventions are associated with heightened professional satisfaction and that such
interventions are commonly provided by programs, it was anticipated that the majority of
students would report professional satisfaction.
Additionally, the results suggest that students reported similar levels of stress and
satisfaction regardless of the type of program in which they were in enrolled. Despite this
similarity, programs appeared to differ in the type of interventions (but did not differ in
the number of interventions) they employ to address student well-being. This suggests
that a variety of intervention combinations have the potential to be effective. It may be
that stress and satisfaction ratings did not differ as a function of programs type because
the various programs did not significantly differ in their provision of “balanced wellbeing” interventions. Regardless, the results seem to suggest that in order to achieve a
reduction in student stress ratings, programs may want to consider enhancing intervention
efforts targeted at allowing students to lead a more balanced school and personal life.
Some programs may need these changes more than others, but all programs would benefit
from at least devoting some effort toward evaluating the adequacy of the interventions
currently in place.
It is understandable that, with the constant pressure for programs to include more
and more in their training, it is difficult for faculty to make decisions about what to
include in the classes they provide. After all, in order to maintain APA accreditation,
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programs must fulfill a wide range of requirements (American Psychological
Association, 2009). Individuals who seek a doctoral degree should anticipate that
considerable effort, high expectations, and significant demands will be involved.
Although any great endeavor is expected to require some sacrifice, the training should not
be made more stressful than is required to achieve the goals in a reasonable amount of
time. Programs are responsible for ensuring that they do not place unnecessary or
unreasonable demands on trainees. Also, the environment should be structured in such a
way that actively elicits trainee feedback about demands and that trainees feel
comfortable voicing concerns. Trainees are intelligent, capable, empowered, and resilient
people. However, they do need protection from exploitation and should have rolemodeling, training, and resources that enhance resilience and gives them skills necessary
to care for themselves.
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Appendix A: Intervention Questionnaire Compared to Schwebel and Coster (1998)
Schwebel and Coster’s (1998) items

Intervention Questionnaire items

Trainee selection
More careful selection and early
identification (6)

1. Program identifies trainee problems early on
and intervenes appropriately

Depoliticize admissions process (1)

2. Admission to the program is based solely on
applicant qualifications and is not influenced
by political factors such as undergraduate
institution, sex, ethnicity, or age.

Programmatic
Increased financial aid and
assistance to students (5)

3. Adequate financial assistance to students is
offered.

Reduction in requirements
(unspecified) (2)

4. Faculty place reasonable demands on student
(i.e., required readings and assignments are
kept to practical amounts.

Personal-existential (therapeuticsupportive)
Required therapy (20)

5. Program requires or strongly encourages
students to obtain personal therapy

Ongoing support group or
experiential group (13)

7. Program provides ongoing support groups or
other types of experiential groups.
8. Students are able to meet the demands of the
program while also leading a balanced life.

Promote balanced lifestyle and selfcare (8)

9. Program makes the well-being of students a
priority (e.g., students are encouraged and
given the opportunity to practice self-care).

Encourage self-awareness,
exploration of personal values
(8)

10. Program emphasizes development of student
self-awareness.

Develop sense of community and
support among students (7)

11. Program fosters a sense of community and
support among students.
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Appendix A (continued)
Schwebel and Coster’s (1998) items

Intervention Questionnaire items

Personal-existential (therapeuticsupportive) (continued)
Develop peer relationships in
profession (2)

12. Program provides an environment in which
students can develop peer relationships within
the profession.

Promote personal identity (1)

13. Program promotes personal identity among
students.

Promote personal and professional
growth (1)

14. Program promotes personal and professional
growth.

Promote openness to feedback (1)

15. Program promotes student openness to
feedback.

Reinforce acceptability of asking for
help (1)

16. Program reinforces the acceptability of asking
for help.

Provide relationship enhancement
skills training (1)

17. Program trains students to develop
relationship enhancement skills.

Use faculty modeling of appropriate
behavior (1)

18. Faculty in the program (on average) properly
role model self-care, stress management, and a
balanced life.

Didactic-supervisory
Emphasize ongoing, direct
supervision and feedback (11)

19. Regular direct supervision and feedback is
provided by program.

Course content-curriculum and
professional issues (10)

20. Program addresses therapist well-functioning
and self-care issues in training via such things
as didactics, coursework, supervision, etc.
21. Program provides training on issues related to
professional impairment via such things as
didactics, coursework, supervision, etc.

Ethics training (including
impairment) (10)

22. The ethics training provided in my program
informs students of their responsibility to
maintain their own well-being and intervene in
colleague impairment.
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Appendix A (continued)
Schwebel and Coster’s (1998) items

Intervention Questionnaire items

Didactic-supervisory
More attention by faculty and
mentoring programs (9)

23. Students receive regular individual attention
from faculty.

Colloquies or workshops on
impairment (8)

24. Program offers optional courses and/or
workshops on self-care and impairment.

More integration of research, course, 25. My program strongly integrates research,
and practice (5)
course, and practice.
Informal discussions on impairment
(4)

26. Program provides informal discussions on
professional impairment.

Stress management and coping
workshops (4)

27. Program provides stress management and
coping workshops.

Practical information about post-doc
life, role diversity, supports, and
so forth (3)

28. Program provides practical information about
post-doc life, role diversity, supports, and so
forth.

Debriefing for traumatic case
material (2)

29. Program provides debriefing for traumatic
case material.

Program retreats (1)

30. Program organizes retreats for students.

Peer supervision (1)

31. Program provides opportunities for peer
supervision

Other
Nothing more possible (5)

33. I believe that my graduate program
adequately addresses the issues of self-care and
impairment; therefore I do not think that my
program needs to change the way these issues
are addressed.

Nothing more required; impairment
is infrequent (1)

34. I would like it if my program made more of
an effort to address the issues of self-care and
impairment during the course of training.
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Appendix A (continued)
Schwebel and Coster’s (1998) items

Intervention Questionnaire items

-

Additional items

-

6. Program strongly encourages students to obtain
personal therapy.

-

32. Faculty provide appropriate positive feedback
for student talents and hard work

Note. Values enclosed in parentheses represent the number of program heads who proposed that specific
change to their program in order to promote trainee well-functioning. The numbers in the right column
reflect the item number in the Intervention Questionnaire.
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Appendix B: Initial Invitation Letter for Program Directors

Dear Colleague,
I am writing to request that you forward the attached invitation to participate in a study of
student self-care in psychology training programs to the doctoral students in your
program. The survey is part of the dissertation research of one of my doctoral candidates,
Crista Montgomery, M.S.
I hope that you might assist by distributing a short online survey to the doctoral students
in your program. There are no costs or known risks for students participating in the study.
The information participants provide will assist in gaining a better understanding of how
training can be improved in order to facilitate student well-functioning. This survey takes
only 5-10 minutes to complete, and has been approved by the Indiana State University
IRB. An electronic copy of the IRB approval can be provided upon request. Participants
will have the opportunity to enter into a drawing for one of two $50 gift cards to
Amazon.com. Please forward the letter included below to those students.
If you choose not to distribute this survey, we ask that you PLEASE LET US KNOW by
responding to this email so that we may maintain an accurate estimate of the sample size
(number of participating programs) and response rate. Also, feel free to call or email
either of us with any questions or comments. You will be provided with a summary of the
results at the completion of the study. We thank you in advance for your help.
Cordially,
Michael Murphy, Ph.D., ABPP

Michael Murphy, Ph.D., ABPP
Director of Clinical Training
Indiana State University
Psychology Department
Terre Haute, IN, 47809
812-237-2465
mmurphy4@isugw.indstate.edu

Crista M. Montgomery, M.S.
Doctoral Candidate in Clinical Psychology
Indiana State University
(Contact information was listed here)
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Appendix C: Letter Forwarded to Students
Dear psychology doctoral student,
We are expanding a study on well-functioning and how self-care is addressed in
psychology training programs that was completed by Schwebel and Coster in 1998.
Particularly, we are interested in psychology doctoral students’ perspectives on the
degree how these issues are addressed in their own graduate program. This study is being
conducted by Crista Montgomery, MS and Michael Murphy, Ph.D., from the psychology
department at Indiana State University as part of a dissertation project. It has been
approved by the Indiana State University IRB and an electronic copy of this approval can
be provided upon request.
You were selected as a possible participant in this study because you have been identified
as a doctoral student in Clinical, Counseling, or School Psychology program. Trial runs
show that the completion of these questionnaires takes on the average about 5-10
minutes. The survey asks for information about self-care interventions provided by
programs, personal stress, and basic demographic information. By participating in the
survey, you would be asked to answer questions about yourself, your relationships, and
how you are coping with stress. We would appreciate your participation in our online
survey, which is accessible through the website
https://www.surveymonkey.com/s.aspx?sm=fYyZAFOc7UwIi0eDZshLeQ_3d_3d.
Your participation in this study is voluntary. By participating in this study, you will have
the opportunity to enter in a drawing for one of two $50 gift cards to Amazon.com.
Responding on the Website indicates your consent to participate in the survey. You are
free to decline to answer any question. Efforts have been made to provide anonymity
(e.g., IP addresses will not be collected and Internet security measures will be utilized),
although absolute anonymity cannot be guaranteed over the Internet. No one will be able
to identify you or your answers, and no one will know whether or not you participated in
the study. Should the data be published, no individual information will be disclosed.
There are no known risks if you decide to participate in this research study. There are no
costs to you for participating in the study. The information you provide will assist in
gaining a better understanding of how training can be improved in order to facilitate
student well-functioning.. The information collected may not benefit you directly, but the
information learned in this study should provide more general benefits.
We would welcome your suggestions, comments, or advice. Our contact information is
included below. We thank you in advance for taking the time to help.
Cordially,
Michael J. Murphy, Ph.D., ABPP

Crista M. Montgomery, M.S.
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Appendix D: Informed Consent
PROFESSIONAL PSYCHOLOGY TRAINING PROGRAMS: PROGRAM
INTERVENTIONS AND DOCTORAL STUDENT WELL-FUNCTIONING
You are being invited to participate in a research study about self-care and wellfunctioning in professional psychology doctoral programs. This study is being conducted
by Crista Montgomery, MS and Michael Murphy, Ph.D., from the psychology
department at Indiana State University. This study is being conducted as part of a
dissertation.
You were selected as a possible participant in this study because you have been identified
as a doctoral student in Clinical, Counseling, or School Psychology program.
There are no known risks if you decide to participate in this research study. There are no
costs to you for participating in the study. The information you provide will assist in
gaining a better understanding of how training can be improved in order to facilitate
student well-functioning. The questionnaire will take about 5-10 minutes to complete.
The information collected may not benefit you directly, but the information learned in
this study should provide more general benefits.
This survey is anonymous. Do not write your name on the survey. Efforts have been
made to provide anonymity (e.g., IP addresses will not be collected and Internet security
measures will be utilized), although absolute anonymity cannot be guaranteed over the
Internet. No one will be able to identify you or your answers, and no one will know
whether or not you participated in the study. Should the data be published, no individual
information will be disclosed.
Your participation in this study is voluntary. By completing and submitting the survey,
you are voluntarily agreeing to participate. You are free to decline to answer any
particular question you do not wish to answer for any reason. At the end of the study, you
will have the opportunity to register for a drawing for one of two $50 gift certificates to
Amazon.com.
If you have any questions about the study, please contact Crista M. Montgomery, M.S. or
Michael Murphy, Ph.D. using the contact information listed below.
(Contacted information was listed here.)
If you have any questions about your rights as a research subject or if you feel
you’ve been placed at risk, you may contact the Indiana State University
Institutional Review Board (IRB) by mail at Indiana State University, Office of
Sponsored Programs, Terre Haute, IN, 47809, by phone at (812) 237-8217, or by
e-mail at irb@indstate.edu.
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Appendix E: Demographic Variables by Program Type
(N=591)
Categorical Variable
Sex
Female
Male
Relationship Status
Committed Dating
Married/Partnered
Single
Divorced
Other
Age
21-25
26-30
31-35
36 and Above
Children under 18
No
Yes
Ethnicity
Caucasian
African Descent
Hispanic
Asian/Pacific
Islander
Other
Year in program
First
Second
Third
Fourth
Fifth
Beyond Fifth
Cohort Size
Small (2-7)
Medium (8-14)
Large (15-29)
Extra-Large (30100)

N (%)
Counseling School

Clinical
Ph.D.

Clinical
Psy.D.

99 (82%)
22 (18%)

219 (86%) 67 (74%) 106 (86%)
37 (15%) 23 (26%) 18 (15%)

491 (83%)
100 (17%)

40 (33%)
34 (28%)
46 (38%)
1 (1%)
0

97 (38%)
88 (34%)
62 (24%)
6 (2%)
3 (1%)

27 (30%)
32 (36%)
30 (33%)
1 (1%)
0

39 (32%)
47 (38%)
34 (27%)
2 (2%)
2 (2%)

203 (34%)
201 (34%)
172 (29%)
10 (2%)
5 (1%)

58 (49%)
42 (35%)
15 (13%)
4 (3%)

94 (38%)
101 (41%)
21 (9%)
29 (12%)

34 (39%) 54 (45%)
37 (42%) 43 (36%)
8 (9%)
15 (13%)
9 (10%)
8 (7%)

240 (42%)
223 (30%)
59 (10%)
50 (9%)

106 (88%)
15 (12%)

223 (88%) 81 (90%) 106 (86%)
32 (13%) 9 (10%) 18 (15%)

516 (88%)
74 (13%)

92 (76%)
4 (3%)
9 (7%)

212 (83%) 74 (82%) 111 (90%)
12 (5%)
5 (6%)
4 (3%)
8 (3%)
4 (4%)
3 (2%)

489 (83%)
25 (4%)
24 (4%)

8 (7%)
8 (7%)

8 (3%)
16 (6%)

3 (3%)
3 (3%)

1 (1%)
4 (3%)

20 (3%)
33 (6%)

32 (26%)
23 (19%)
24 (20%)
17 (14%)
10 (8%)
15 (12%)

53 (21%)
64 (25%)
42 (17%)
51 (20%)
31 (12%)
14 (6%)

24 (27%)
23 (26%)
16 (18%)
14 (16%)
7 (8%)
6 (7%)

31 (25%)
18 (15%)
25 (20%
27 (22%)
10 (8%)
12 (10%)

140 (24%)
128 (22%)
107 (18%)
109 (19%)
58 (10%)
47 (8%)

65 (54%)
48 (40%)
7 (6%)

8 (3%)
56 (62%) 75 (61%)
41 (16%) 33 (37%) 43 (35%)
107 (43%) 1 (1%)
5 (4%)

204 (35%)
165 (28%)
120 (21%)

1 (1%)

94 (38%)

95 (16%)

0 (0%)

0 (0%)

Total
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Appendix F: Demographic Questionnaire
The following questions address basic demographic information. Please answer them as
best you can. Some questions require a typed response, whereas others can be answered
by clicking the space provided.
Sex:

_Male

_Female

Age: ____
Relationship Status: _Single
_ Divorced

_Widowed
_ Separated

_ Committed Dating
_ Married/Partnered

Do you have at least one child under the age of 18? _ Yes
Ethnicity:

_ No

_ African/ African American
_ Asian/Asian American & Pacific Islander
_ Caucasian/ Caucasian American
_ Middle Eastern/Middle Eastern American
_ Native American/ American Indian
_ Chicano/Latino or Chicano/Latino American
_ Biracial or Other

Program Type:

_ Counseling

Degree being sought: _ Ph.D.
Year in program: First

_ School
_ Psy.D.

Second

_ Clinical
_ Other: ________

Third

Is your doctoral program APA accredited?

_ Other:________

Fourth
Yes

Fifth

Beyond Fifth

No

Number of students in your cohort including yourself (number of students who are in the
same program year as you):________
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Appendix G: Satisfaction With Life Scale
Below are ten statements with which you may agree or disagree. Using the 1-7 scale
below, indicate your agreement with each item. “Personal” life refers to the activities
and relationships associated with your life outside of being a student. “Professional” life
refers to those activities and relationships encountered while completing the
requirements of your degree (e.g., course work, research, and clinical work). Please be
open and honest in your responding. The scale is as follows:
______________________________________________________________________
1
2
3
4
5
6
7
Strongly
Disagree
Slightly Neither Agree Slightly
Agree
Strongly
Disagree
Disagree or Disagree
Agree
Agree
Personal Life: “Personal” life refers to the activities and
relationships associated with your life outside of being a
student.
1. In most ways my personal life is close to ideal.

Rating
1 2 3 4 5 6 7

2. The conditions of my personal life are excellent.

1 2 3 4 5 6 7

3. I am satisfied with my personal life.

1 2 3 4 5 6 7

4. So far I have gotten the important things I want in my
personal life.

1 2 3 4 5 6 7

5. If I could live my personal life over, I would change almost
nothing.

1 2 3 4 5 6 7

Professional Life: “Professional” life refers to those activities
and relationships encountered while completing the
requirements of your degree (e.g., course work, research, and
clinical work).
1. In most ways my professional life is close to ideal.

Rating

1 2 3 4 5 6 7

2. The conditions of my professional life are excellent.

1 2 3 4 5 6 7

3. I am satisfied with my professional life.

1 2 3 4 5 6 7

4. So far I have gotten the important things I want in my
professional life.

1 2 3 4 5 6 7

5. If I could live my professional life over, I would change
almost nothing.

1 2 3 4 5 6 7
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Appendix H: Perceived Stress Scale- 10 Item
Instructions: The questions in this scale ask you about your feelings and thoughts during
the last month. The first ten questions ask you to evaluate stress from your personal life,
whereas the next ten are concerned with stress from your professional life. In each case,
please indicate with a check how often you felt or thought a certain way.
_______________________________________________________________________
0
1
2
3
4
Never
Almost Never
Sometimes
Fairly Often
Very Often
Rating

Personal Life: “Personal” life refers to the activities and relationships
associated with your life outside of being a student.
1. In the last month, how often have you been upset because of
something that happened unexpectedly in your personal life?

0

1 2 3 4

2. In the last month, how often have you felt that you were unable to
control the important things in your personal life?

0

1 2 3 4

3. In the last month, how often have you felt nervous and "stressed"
about your personal life?

0

1 2 3 4

4. In the last month, how often have you felt confident about your
ability to handle your personal problems?

0

1 2 3 4

5. In the last month, how often have you felt that things were going
your way in your personal life?

0

1 2 3 4

6. In the last month, how often have you found that you could not
cope with all the things that you had to do in your personal life?

0

1 2 3 4

7. In the last month, how often have you been able to control
irritations in your personal life?

0

1 2 3 4

8. In the last month, how often have you felt that you were on top of
things in your personal life?

0

1 2 3 4

9. In the last month, how often have you been angered because of
things that were outside of your control in your personal life?

0

1 2 3 4

0

1 2 3 4

10. In the last month, how often have you felt difficulties were piling
up so high that you could not overcome them in your personal
life?
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Appendix H (continued)
Professional Life: “Professional” life refers to those activities and
relationships encountered while completing the requirements of your
degree (e.g., course work, research, and clinical work).
1. In the last month, how often have you been upset because of
something that happened unexpectedly in your professional
life?
2. In the last month, how often have you felt that you were unable to
control the important things in your professional life?
3. In the last month, how often have you felt nervous and "stressed"
about your professional life?
4. In the last month, how often have you felt confident about your
ability to handle your professional problems?
5. In the last month, how often have you felt that things were going
your way in your professional life?
6. In the last month, how often have you found that you could not
cope with all the things that you had to do in your professional
life?
7. In the last month, how often have you been able to control
irritations in your professional life?
8. In the last month, how often have you felt that you were on top of
things in your professional life?
9. In the last month, how often have you been angered because of
things that were outside of your control in your professional
life?
10. In the last month, how often have you felt difficulties were piling
up so high that you could not overcome them in your
professional life?

Rating
0

1 2 3 4

0

1 2 3 4

0

1 2 3 4

0

1 2 3 4

0

1 2 3 4

0

1 2 3 4

0

1 2 3 4

0

1 2 3 4

0

1 2 3 4

0

1 2 3 4
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Appendix I: Intervention Questionnaire
a. The following is a list of suggested intervention techniques/services that can be utilized in
graduate training to increase career satisfaction and guard against future impairment of
professionals. With your doctoral program in mind, please provide your opinion on each item
using the following scale:
_____________________________________________________________________________________

1
Strongly
Disagree

2
Disagree

3
Slightly
Disagree

4
Neither Agree
or Disagree

5
Slightly
Agree

Items

6
Agree

7
Strongly
Agree

Rating

1. Program identifies trainee problems early on and
intervenes appropriately.

1

2 3 4 5 6 7

2. Admission to the program is based solely on applicant
qualifications and is not influenced by political factors
such as undergraduate institution, sex, ethnicity, or age.

1

2 3 4 5 6 7

3. Adequate financial assistance to students is offered.*

1

2 3 4 5 6 7

4. Faculty place reasonable demands on students (i.e.,
required readings and assignments are kept to practical
amounts).

1

2 3 4 5 6 7

5. Program requires students to obtain personal therapy.*

1

2 3 4 5 6 7

6. Program strongly encourages students to obtain personal
1
therapy.

2 3 4 5 6 7

7. Program provides ongoing support groups or other types
of experiential groups.*

1

2 3 4 5 6 7

8. Students are able to meet the demands of the program
while also leading a balanced life.

1

2 3 4 5 6 7

9. Program makes the well-being of students a priority
(e.g., students are encouraged and given the opportunity
to practice self-care).

1

2 3 4 5 6 7

10. Program emphasizes development of student selfawareness.

1

2 3 4 5 6 7

11. Program fosters a sense of community and support
among students.

1

2 3 4 5 6 7

12. Program provides an environment in which students can
develop peer relationships within the profession.

1

2 3 4 5 6 7
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Appendix I: Intervention Questionnaire (continued)
13. Program promotes personal identity among students.

1

2

3

4

5

6

7

14. Program promotes personal and professional growth.

1

2

3

4

5

6

7

15. Program promotes student openness to feedback

1

2

3

4

5

6

7

16. Program reinforces the acceptability of asking for
help.

1

2

3

4

5

6

7

1

2

3

4

5

6

7

18. Faculty in the program (on average) properly role
model self-care, stress management, and a balanced
life.

1

2

3

4

5

6

7

19. Regular direct supervision and feedback is provided
by program.*

1

2

3

4

5

6

7

20. Program addresses therapist well-functioning and selfcare issues in training via such things as didactics,
coursework, supervision, etc.*

1

2

3

4

5

6

7

21. Program provides training on issues related to
professional impairment via such things as didactics,
coursework, supervision, etc.*

1

2

3

4

5

6

7

22. The ethics training provided in my program informs
students of their responsibility to maintain their own
well-being and intervene in colleague impairment.*

1

2

3

4

5

6

7

23. Students receive regular individual attention from
faculty.

1

2

3

4

5

6

7

24. Program offers optional courses and/or workshops on
self-care and impairment.*

1

2

3

4

5

6

7

25. My program strongly integrates research, course, and
practice.

1

2

3

4

5

6

7

26. Program provides informal discussions on
professional impairment.

1

2

3

4

5

6

7

27. Program provides stress management and coping
workshops.*

1

2

3

4

5

6

7

28. Program provides practical information about post-doc
life (professional life after training), role diversity,
1
supports, and so forth.

2

3

4

5

6

7

29. Program provides debriefing for traumatic case
material.

2

3

4

5

6

7

17. Program trains students to develop relationship
enhancement skills.

1
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Appendix I (continued)
30. Program organizes retreats for students.*

1

2

3

4

5

6

7

31. Program provides opportunities for peer supervision.*

1

2

3

4

5

6

7

32. Faculty provide appropriate positive feedback for
student talents and hard work.

1

2

3

4

5

6

7

33. I believe that my graduate program adequately
addresses the issues of self-care and impairment;
therefore I do not think that my program needs to
change the way these issues are addressed.

1

2

3

4

5

6

7

34. I would like it if my program made more of an effort
to address the issues of self-care and impairment
during the course of training.

1

2

3

4

5

6

7

c. We appreciate your participation in this study! Please utilize the space provided for
any comments you may have. You can finalize your response set by clicking on the
“done” button below. You can also use this space to add interventions that were not
included in the list provided, but you believe are/would be helpful in supporting student
well-functioning. If you choose to do so, please also indicate whether the intervention is
currently utilized in your graduate program.
Comments (optional):
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Thank you for completing our survey!
You may register for the drawing for one of two $50 gift certificates to Amazon.com by
sending an email to cmontgomer1@indstate.edu. Title the email "survey drawing."
Then, in the text of the email, include your contact information (i.e., name, address, and
phone number).
Note. Direct Intervention Items are indicated with an asterisk. The remaining items, except items 33 and
34, are Indirect Intervention Items.
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Appendix J: Items Comprising the Four Intervention Factors
Factor

Item

Relationship
Intervention

1. Trainee problems identified early and intervened upon
11. Sense of community and support is fostered.
12. Environment allows for peer relationship development
13. Personal identity is promoted.
14. Personal and professional growth promoted.
15. Student openness to feedback promoted
16. Acceptability of asking for help is reinforced.
17. Relationship enhancement skills training
18. Faculty role modeling
19. Regular direct supervision and feedback
23. Regular individual attention from faculty
31. Opportunities for peer supervision
32. Positive feedback for student talents and hard work.

Adjunct Self-Care
Training

5. Personal therapy required
7. Ongoing support groups or experiential groups
24. Optional courses and/or workshops on self-care and
impairment
26. Informal discussions on professional impairment
27. Stress management and coping workshops
28. Practical information provided about post-doc life, etc.
29. Debriefing for traumatic case material
30. Retreats for students
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Appendix J (continued)
Factor

Item

Impairment
Prevention Training

10. Student self-awareness development
18. Faculty role model self-care, stress management, and a
balanced life.
20. Therapist well-functioning and self-care issues are
addressed via didactics, coursework, supervision, etc.
21. Training on issues related to professional impairment via
didactics, coursework, supervision, etc.
22. Ethics training informs students of the responsibility to
maintain well-being and intervene in colleague
impairment.

Balanced Well-Being

3. Adequate financial assistance offered
4. Faculty place reasonable demands on students
8. Able to meet program demands of the program while also
leading a balanced life.
9. Student well-being made a priority
18. Faculty properly role model self-care, stress management,
and a balanced life.
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Appendix K: Degree of Personal Satisfaction by Personal Stress Frequency
Frequency of Personal Stress
n (%)
Degree of Personal
Never/Almost
Satisfaction
Never
Sometimes
Extremely Dissatisfied 1 (0.2 %)
4 (0.7 %)

Fairly Often
9 (1.6 %)

Very Often
4 (0.7 %)

Dissatisfied

2 (0.4 %)

28 (4.9 %)

24 (4.2 %)

6 (1.1 %)

Slightly Dissatisfied

6 (1.1 %)

47 (8.3 %)

27 (4.8 %)

1 (0.2 %)

Neutral

3 (0.5 %)

14 (2.5 %)

3 (0.5 %)

0

Slightly Satisfied

17 (3.0 %)

69 (12.1 %)

20 (3.5 %)

0

Satisfied

74 (13.0 %)

91 (16.0 %)

20 (3.5 %)

1 (0.2 %)

Extremely satisfied

57 (10.0 %)

35 (6.2 %)

5 (0.9 %)

0
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Appendix L: Degree of Professional Satisfaction by Professional Stress Frequency

Extremely Dissatisfied

Frequency of Professional Stress
n (%)
Never/Almost
Never
Sometimes
Fairly Often
2 (0.4 %)
2 (0.4 %)
2 (0.4 %)

Very
Often
5 (0.9 %)

Dissatisfied

1 (0.2 %)

14 (2.5 %)

31 (5.4 %)

4 (0.7 %)

Slightly Dissatisfied

1 (0.2 %)

41 (7.2 %)

35 (6.1 %)

4 (0.7 %)

Neutral

2 (0.4 %)

6 (1.1 %)

9 (1.6 %)

1 (0.2 %)

Slightly Satisfied

11 (1.9 %)

74 (13.0 %)

32 (5.6 %)

4 (0.7 %)

Satisfied

54 (9.5 %)

124 (21.7 %)

32 (5.6 %)

2 (0.4 %)

Extremely satisfied

38 (6.7 %)

30 (5.3 %)

10 (1.8 %)

0

Degree of Professional
Satisfaction
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Appendix M: Endorsement of Total Intervention and Intervention Factors
Extent of Endorsement
Intervention Variable
Low

Neutral

High

Total Intervention

22%

38%

41%

Relationship Intervention Factor

7%

18%

76%

Adjunct Self-Care Training Factor

68%

23%

10%

Impairment Prevention Training Factor

10%

22%

68%

Balanced Well-Being Factor

24%

37%

40%

Note. The “low,” “neutral,” and “high” score ranges used for each variable were respectively the
following: Total Intervention (32-111, 112-144, 145-224), Relationship Intervention Factor (13-44,
45-59, 60-91), Adjunct Self-Care Training Factor (8-27, 28-36, 37-56), Impairment Prevention
Training Factor (5-16, 17-23, 24-25), and Balanced Well-Being Factor (5-16, 17-23, 24-25).
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Appendix N: Descriptive Statistics of Individual Intervention Items
Intervention Item

M

Median

Mode

SD

1. Identifies trainee problems early on and
intervenes appropriately

4.01

4

5

1.62

2. Admission based on applicant qualifications and
4.38
not influenced by political factors

4

6

1.84

3. Adequate financial assistance

4.04

4

6

2.15

4. Reasonable demands

4.81

5

6

1.58

5. Personal therapy required

1.70

1

1

1.24

6. Personal therapy strongly encouraged

3.50

4

1

1.95

7. Ongoing support/experiential groups

2.77

2

1

1.79

8. Can meet the demands of the program while
also leading a balanced life

4.11

4

5

1.77

9. Student well-being is a program priority

3.91

4

5

1.81

10. Self-awareness development is emphasized

4.78

5

5

1.60

11. Sense of community and support is fostered

5.04

5

5

1.61

12. Environment allows for peer relationship
development

5.37

6

6

1.34

13. Personal identity is promoted

4.84

5

5

1.53

14. Personal and professional growth is promoted

5.54

6

6

1.21

15. Student openness to feedback is promoted

5.29

6

6

1.44

16. Acceptability of asking for help is reinforced

4.98

5

6

1.64

17. Relationship enhancement skills training

4.23

4

4

1.61

18. Faculty properly role model self-care, stress
management, and balanced life

4.51

5

6

1.69

19. Regular direct supervision and feedback

5.46

6

6

1.41
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Appendix N (continued)
Intervention Item

M

Median

Mode

SD

20. Therapist well-functioning and self-care
issues are addressed in training

4.31

5

5

1.63

21. Training on issues of professional impairment

4.36

5

5

1.55

22. Ethics training informs students of
responsibility to maintain personal wellbeing and intervene in colleague impairment

4.81

5

5

1.58

23. Regular individual attention from faculty

4.76

5

5

1.59

24. Optional courses and/or workshops on selfcare and impairment

2.88

3

1

1.66

25. Research, course, and practice are strongly
integrated

5.54

6

6

1.39

26. Informal discussions on professional
impairment

3.57

4

5

1.68

27. Stress management and coping workshops

2.66

2

1

1.56

28. Practical information provided about post-doc
life, role diversity, supports, etc.

3.81

4

5

1.77

29. Debriefing for traumatic case material

3.69

4

4

1.62

30. Retreats for students

2.57

2

1

1.72

31. Opportunities for peer supervision

4.78

5

6

1.78

32. Positive feedback is provided

4.90

5

5

1.60

33. Program adequately addresses self-care and
impairment

3.18

3

3

1.62

34. Would like program to make more of an
effort to address self-care and impairment

5.52

6

6

1.41
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Appendix O: Endorsement of Individual Intervention Items
Intervention Item

Disagree Neither

Agree

1. Identifies trainee problems early on and intervenes
appropriately

38%

20%

43%

2. Admission based on applicant qualifications and not
influenced by political factors

35%

17%

48%

3. Adequate financial assistance

46%

5%

48%

4. Reasonable demands

27%

7%

67%

5. Personal therapy required

88%

7%

4%

6. Personal therapy strongly encouraged

47%

18%

35%

7. Ongoing support/experiential groups

67%

11%

22%

8. Can meet the demands of the program while also
leading a balanced life

43%

8%

50%

9. Student well-being is a program priority

44%

14%

42%

10. Self-awareness development is emphasized

22%

13%

65%

11. Sense of community and support is fostered

19%

10%

71%

12. Environment allows for peer relationship
development

10%

10%

80%

13. Personal identity is promoted

17%

17%

66%

14. Personal and professional growth is promoted

8%

7%

85%

15. Student openness to feedback is promoted

12%

10%

78%

16. Acceptability of asking for help is reinforced

20%

12%

69%

17. Relationship enhancement skills training

31%

24%

45%

18. Faculty properly role model self-care, stress
management, and balanced life

28%

16%

56%

19. Regular direct supervision and feedback

13%

6%

81%
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Intervention Item

Disagree Neither

Agree

20. Therapist well-functioning and self-care issues are
addressed in training

30%

18%

52%

21. Training on issues of professional impairment

28%

22%

51%

22. Ethics training informs students of responsibility to
maintain personal well-being and intervene in
colleague impairment

20%

18%

63%

23. Regular individual attention from faculty

23%

13%

65%

24. Optional courses and/or workshops on self-care and
impairment

64%

19%

18%

25. Research, course, and practice are strongly
integrated

11%

7%

83%

26. Informal discussions on professional impairment

48%

19%

33%

27. Stress management and coping workshops

71%

15%

15%

28. Practical information provided about post-doc life,
role diversity, supports, etc.

44%

16%

39%

29. Debriefing for traumatic case material

37%

33%

30%

30. Retreats for students

70%

14%

16%

31. Opportunities for peer supervision

22%

14%

64%

32. Positive feedback is provided

19%

11%

70%

33. Program adequately addresses self-care and
impairment

64%

12%

25%

34. Would like program to make more of an effort to
address self-care and impairment

9%

9%

82%

Note. The “Disagree” column includes “slightly disagree,” “disagree,” and “strongly disagree.” The same
concept was used for the “Agree” column.
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Appendix P: Intervention Items Correlated with Professional Stress and Satisfaction

Professional Professional
Stress
Satisfaction
Relationship Intervention Factor
1. Identifies trainee problems early on and intervenes
appropriately

-.276***

.302***

11. Sense of community and support is fostered

-.230***

.295***

12. Environment allows for peer relationship development -.194***

.227***

13. Personal identity is promoted

-.243***

.292***

14. Personal and professional growth is promoted

-.318***

.305***

15. Student openness to feedback is promoted

-.250***

.302***

16. Acceptability of asking for help is reinforced

-.234***

.306***

17. Relationship enhancement skills training

-.248***

.237***

18. Faculty properly role model self-care, balanced life, etc. -.252***

.287***

19. Regular direct supervision and feedback

-.187***

.262***

31. Opportunities for peer supervision

-.085*

.099*

32. Positive feedback is provided

-.262***

.329***

5. Personal therapy required

-.014

-.040

7. Ongoing support/experiential groups

-.174***

.133***

24. Optional courses and/or workshops on self-care and
impairment

-.141***

.146***

26. Informal discussions on professional impairment

-.139***

.115**

Adjunct Self-Care Training Factor
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Appendix P (continued)
Professional Professional
Stress
Satisfaction
Adjunct Self-Care Training Factor (continued)
27. Stress management and coping workshops

-.137***

.088*

28. Practical information about post-doc life, role diversity,
-.194***
etc.

.247***

29. Debriefing for traumatic case material

-.194***

.185***

30. Retreats for students

-.134***

.098*

-.266***

.263***

18. Faculty properly role model self-care, balanced life, etc. -.252***

.287***

20. Therapist well-functioning and self-care issues are
addressed

-.235***

.238***

21. Training on issues of professional impairment

-.223***

.228***

22. Ethics training informs students of responsibility to
maintain personal well-being and intervene in colleague -.220***
impairment

.229***

Impairment Prevention Training Factor
10. Self-awareness development is emphasized

Balanced Well-Being Factor
3. Adequate financial assistance

-.170***

.188***

4. Reasonable demands

-.369***

.263***

8. Can meet program demands while also leading a
balanced life

-.412***

.310***

9. Student well-being is a program priority

-.341***

.329***
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Professional Professional
Stress
Satisfaction
Other
2. Admission based on applicant qualifications, political
-.141***
factors

.125**

6.

.121**

Personal therapy strongly encouraged

-.072

25. Research, course, and practice are strongly integrated -.149***

.241***

33. Program adequately addresses self-care and
impairment

-.292***

.295***

34. Would like program to make more of an effort to
address self-care and impairment

.263***

-.214***

Note. The higher of the two correlations are in bold-type.
***

p ≤ .001, ** p ≤ .01, *p < .05

