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CHAPTER 1 

Introduction 

From war and disasters to interpersonal violence and community violence, 

potentially traumatic events have become all too familiar and widespread in our society. 

Researchers estimate that yearly, 20% of individuals in North America experience a 

traumatic event and 60% of individuals will be subjected to at least one traumatic event 

during their lifetime (Meichenbaum, 2012). After a traumatic event a person may enter a 

state of crisis, which may adversely affect their long and short-term mental health. 

Given the pervasiveness of potentially traumatic events, counselors in all settings, such 

as private practice, community agencies, and psychiatric hospitals will assist individuals 

in crisis (Echterling, 2005; Trippany, White Kress, & Wilcoxon, 2004).  

The American Psychiatric Association defines a trauma as “exposure to actual or 

threatened death, serious injury, or sexual violence” (American Psychiatric Association, 

2013, p. 271) It further states that the individual can be affected either by directly 

experiencing or being a witness to the event, being informed that the event affected a 

close family member or friend, or being in a situation where the individual is repeatedly 

told or subjected to aversive details of the event (American Psychiatric Association, 

2013). Traumatic events can be classified as either “Acts of God”, such as natural 

disasters, accidents or illnesses where there is no direct culprit or that which is “human 

induced”, where responsibility can be placed (Courtois & Gold, 2009). The prevalence 

of these experiences in our society is evident when considering events such as the 

September 11, 2001 attacks, Hurricane Katrina, the 2004 Asian Tsunami, or the over 

one million violent crimes in the United States such as, rape, robbery and aggravated 
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assault reported to law enforcement agencies in 2012 (NCVS; Bureau of Justice 

Statistics, 2012).  

Crisis 

Immediately following a traumatic event the individual is said to be in crisis, a 

period of time which can lead to either some degree of trauma symptomology or 

psychological resilience. A crisis by definition is a “period of psychological 

disequilibrium, experienced as a result of a hazardous event or situation that constitutes 

a significant problem that cannot be remedied by using familiar coping strategies” (A. R. 

Roberts, 2005, p. 11). Thus, it is not the event that determines whether an individual 

enters a state of crisis, but the individuals’ subjective appraisal and reaction to the 

event, therefore what may constitute as a crisis to one person may not be a crisis to 

another. Hence, not all traumatic events lead to a crisis and not all crises lead to the 

development of trauma symptomology. According to Kanel (2007), a crisis consists of 

three main components (1) a precipitating event; (2) the individuals perception of the 

event producing subjective distress; and (3) the inability to utilize familiar coping 

methods, reducing their level of functioning. Crises can either be developmental, 

stemming from normal life transitions or situational, resulting from unusual, 

extraordinary or traumatic events.  

During a state of crisis, an individual may experience feelings of anxiety, 

emotional unrest, anxiety, panic, helplessness, hopelessness, inadequacy, physical 

complaints, anger, guilt, shock, confusion, and disbelief resulting in lowered functioning 

and higher vulnerability. Crisis has been conceptualized as a point in an individuals’ life 

where there is “both danger and opportunity”(A. R. Roberts, 2005, p. 12). Danger exists 
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because there is the possibility of the individuals’ coping mechanisms being 

overwhelmed, potentially resulting in pathology, suicide and/or homicide. But a state of 

crisis may also provide an opportunity for the individual, because the desire by the 

individual to ascertain a level of homeostasis or terminate the disequilibrium serves as 

an impetus, to seek counseling, learn new coping skills and foster or demonstrate 

psychological resilience.  

The extent of the crisis is based on the severity of the traumatic or precipitating 

event as well as the individuals psychological and social resources (Slaikeu, 1990). 

Crisis management in many instances is invaluable in mitigating the potential injurious 

mental health effects which may arise and therefore is an integral and necessary 

component in the field of counseling (Hoff, Hallisey, & Hoff, 2009). Whether a client 

enters therapy to specifically address the crisis, or a crisis arises during on-going 

therapy, for counselors the need to use crisis intervention is inevitable. Crisis 

interventions are methods and strategies implemented to assist the individuals in coping 

with the negative effects of the crisis. 

Crisis Management 

Crisis management defines an entire process, from crisis onset to resolution and 

includes two distinct phases, first-order and second-order interventions (Slaikeu, 1990). 

First-order interventions or psychological first aid focuses on the stabilization of the 

individual and consists of interventions that are generally performed in the immediate 

phase, usually by trained volunteers, typically up to 96 hours post- trauma. According to  
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the National Institute of Mental Health (2002), psychological first aid includes ensuring 

the safety of the individual, minimizing their stress-related symptoms, allowing for 

physical rest and recuperation, and connecting them to viable resources and supports. 

Second-order interventions (secondary prevention interventions) or what is 

referred to as, crisis therapy, early interventions for trauma, or crisis counseling should 

be performed by trained mental health practitioners and occurs in the acute period, 

which may be days, weeks, or even months post-trauma and specifically focuses on the 

cognitive, affective and behavioral consequences of the crisis (Hoff et al., 2009). During 

counseling the counselor attempts to understand the clients “cognitive key” or the 

meanings the client assigns to the event (Slaikeu, 1990).  

There are significant differences between general counseling and crisis 

counseling. For instance, a crisis is inherently time-limited because an individual can 

only endure being in psychological disequilibrium for approximately four to six weeks 

without any form of intervention (Kanel, 2007). While general counseling and crisis 

counseling, both utilize similar counseling techniques, the specific emphasis on problem 

solving and mitigation of hazardous events in crisis therapy in lieu of psychological 

issues separate these modalities. Furthermore, the tasks of crisis counseling which 

include ensuring physical survival, assisting in expression of feelings, gaining cognitive 

mastery and making necessary behavioral adjustments for future functioning are 

definitive from the onset (Slaikeu, 1990). 

Crisis Intervention Training 

This current study was in part based on research addressing the lack of and 

need for crisis counseling in counselor preparation curricula. A study by Morris and 
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Minton (2012), assessed the level of preparation, crisis intervention self-efficacy and 

extent of crisis intervention experience for counselors (N=193) who had completed their 

degree within the past two years. The trend of results was alarming. For example, only 

20% of participants (n=40) stated that they had completed a formal course in crisis 

intervention. Similarly, a majority of participants noted that they had received little to no 

preparation in a number of specialized crisis areas, such as crisis theory, crisis 

management skills, individual or family-level trauma, violence intervention, community 

disaster, and crises related to physical assault, sexual assault, and partner violence.  

Furthermore, in a sample of 129 students attending a graduate program 

accredited by the American Psychological Association (APA) in Texas only 35.6% of 

respondents reported extensive training in traumatology and 25% of the students 

reported working with clients affected by a traumatic incident with no formal training 

(Adams & Riggs, 2008). Bride, Smith Hatcher, and Humble (2009), surveyed 225 

members of the National Association of Alcohol and Drug Addiction Counselors to 

determine their level of trauma training, practices as well as the prevalence of 

secondary traumatic stress symptoms. They concluded that although almost 97% of the 

counselors indicated that they had traumatized clients on their case load, they had 

limited formal academic training in trauma. This lack of training was also shown to 

reflect the counselors’ practices when treating clients. For instance, counselors reported 

that they regularly assessed clients for traumas relative to abuse but less frequently for 

experiences related to disaster or crime victimization.  

The lack of assessment for trauma is problematic given that a history of trauma 

can not only result in symptoms of posttraumatic stress disorder (PTSD) but also 
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symptoms of acute stress disorder and depression, dissociative disorders, anxiety 

symptoms and disorders, substance abuse issues, personality disorders, and psychosis 

(Gold, 2004). This shortage of training in crisis management and traumatology in 

counseling programs is even more problematic when considering that individuals with a 

mental illness are more susceptible than most to being in a state of crisis (Hoff et al., 

2009). 

This research also in part, addressed the 2009 Council for Accreditation of 

Counseling and Related Educational Programs (CACREP) Standards mandate for the 

implementation of crisis and traumatology curricula as well as theories highlighting 

facets of resilience. These standards outline a number of areas related to crisis 

management, resilience, and self-care that students must demonstrate knowledge in 

including: 

(1) In professional orientation and ethical practice they must have an 

understanding of: 

a. Their roles and responsibilities as a member of a response team 

during a crisis, disaster or other trauma-causing event; 

b. Self- care strategies. 

(2) In human growth and development they must have an understanding of: 

a. Effects of trauma-causing events for persons of all ages; 

b. Theories and models of resilience. 

(3) In helping relationships they must have an understanding of: 

a. Crisis intervention, suicide prevention models, and psychological first 

aid strategies (CACREP;2009). 



www.manaraa.com

 7  

 

 

Thus, training in crisis preparation is not only necessary because of the unavoidability of 

crisis counseling but also because it is mandated by the accrediting body for counselor 

education programs.  

Psychological Resilience 

During a crisis because the individual has appraised the event as deleterious and 

believes that they lack the self-efficacy to cope, essentially, they are unaware of, 

underutilizing, or don’t know how to use their strengths or coping mechanisms 

(Dziegielewski & Powers, 2005). Resilience involves the individuals’ ability to 

successfully adapt and maintain a relatively stable equilibrium after facing a potentially 

traumatic event, if one’s adaptational systems are functional, resilience occurs; if 

impaired or overwhelmed, symptomology results (Bonanno, 2004; Masten, 2001; 

Meichenbaum, 2012). Psychological resilience or ability to successfully adapt consists 

of a “set of flexible cognitive, behavioral, and emotional responses…. which can be 

learned and are within the grasp of everyone”(Neenan, 2009, p. 17).  

The resilience approach is potentially a powerful strategy, which allows 

counselors to assist the client in utilizing their own psychological strength to promote 

positive change. Hoff et al. (2009)  stated that, “the heart and soul of successful crisis 

resolution consists of reducing one’s vulnerability while enhancing one’s resilience and 

capacity for emotional growth” (p. 5). Therefore, it is essential that counselors are 

trained to assist the individual in recalling, assessing, and applying if viable, previous 

facets of resilience used as well as learning new ways to build resilience. Although the 

psychological disequilibrium will naturally subside without professional intervention, the 

crisis may not be resolved and may result in future mental health issues. When 
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counseling or crisis resolution is provided in this state of susceptibility the individual will 

stabilize at a point of greater functioning (Kanel, 2007). Assistance provided by the 

counselor at this juncture is pivotal because it affects not only the individuals’ current 

and future mental health but also their level of coping self-efficacy when faced with 

future crises (Dziegielewski & Powers, 2005).  

This concept of building psychological resilience after crisis is not novel, but to 

date has been minimally used in clinical practice. The paucity of using resilience 

building is due to the overwhelming use of psychopathology or risk factors as opposed 

to resiliency factors guiding the therapeutic treatment of individuals exposed to 

traumatic events. Particularly, since the legitimization of posttraumatic stress disorder 

(PTSD) by the American Psychiatric Association (DSM; 1980) as a response to 

traumatic events, literature and clinical practice have been predominantly focused on 

pathology. Evading the fact that although over half of adults will experience at least one 

traumatic event in their lifetime, the prevalence rate of PTSD in civilian populations is 

only 7.9% (Ozer, Best, Lipsey, & Weiss, 2003).  

This deficit-focused approach centers on the negative symptomology presented 

by the individual, as opposed to their strengths and the enhancement of their coping 

abilities. This limited approach also disregards the multiple trajectories of response to 

trauma that an individual may exhibit, such as resilience, recovery, delayed dysfunction 

and chronic dysfunction (Bonanno, 2004; Norris, Tracy, & Galea, 2009). Thus, while 

normative posttraumatic stress reactions may occur immediately following a traumatic 

event or sporadically in the weeks following, the most common outcome after 
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experiencing a potentially traumatic event is resilience (Bonanno, 2004, 2005; Bonanno, 

Galea, Bucciarelli, & Vlahov, 2006).  

Psychological resilience building is becoming an integral component in the 

assistance of individuals pre- and post-trauma as well as in the mental health field in 

general. For instance, the Practice Directorate of the American Psychological 

Association after the September 11, 2001 terrorist attacks launched their public 

education initiative “The Road to Resilience” to inform individuals about ways to build 

resilience in everyday living and when faced with adversity. Similarly, the military has 

developed a number of preventative resilience building programs and organizations in 

an effort to proactively mitigate the negative effects of adverse stress and trauma of 

military personnel (Bowles & Bates, 2010; Cornum, Matthews, & Seligman, 2011). 

While in clinical practice, practitioners  have begun to utilize and outline how resiliency 

determinants found in individuals without psychopathology post-trauma may assist 

those individuals who do have difficulties (Mancini & Bonanno, 2006; Neenan, 2009).   

For example, in the treatment of survivors of Hurricane Andrew in 1995 members 

of the American Red Cross Disaster Mental Health Services noted the need to use a 

strengths-based approach in order to increase their effectiveness (Shelby & Tredinnick, 

1995). The pervasive concern of helplessness exhibited in the adult survivors prompted 

the counselors to explore possible preexisting resilience factors. Although these two 

counselors utilized different theoretical approaches, cognitive-behavioral and brief 

solution-focused approach, they ultimately implemented comparable procedures. Thus, 

the focus on interventions and strategies varied in time and depth but overall involved 

the same process: (a) building a therapeutic relationship, (b) allowing clients to describe 
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past coping experiences, (c) building on the individuals’ perceived strengths, and the 

use of stress reduction exercises (Shelby & Tredinnick, 1995). 

Secondary Traumatic Stress 

Practitioners who work with traumatized individuals must have a certain 

knowledge base and skill set, while also understanding the damaging psychological 

influence these experiences can have on their own mental health and coping 

mechanisms (Courtois & Gold, 2009). Because of the intensity of working with 

individuals post-trauma, the psychological health of counselors may also be negatively 

affected. This vicarious traumatization (McCann & Pearlman, 1990) that may occur is 

the result of the counselors’ “empathic engagement with  the clients’ traumatic material”, 

it affects the counselors worldview, psychological state, and cognitions (Salston & 

Figley, 2003). The scarcity of training in crisis management and traumatology has been 

delineated as a major contributor to trauma-related stress, interchangeably referred to 

as secondary traumatic stress (Figley, 1995), vicarious traumatization (McCann & 

Pearlman, 1990), secondary traumatization (Stamm, 1995) or compassion fatigue 

(Figley, 1995) experienced by mental health workers (Adams & Riggs, 2008; Pearlman 

& Mac Ian, 1995).  

Counselor educators have an ethical obligation to not only warn student 

counselors about the hazards of working with individuals exposed to trauma but to train 

them on ways to cope after exposure (Munroe, 1999). If counselors are to continue 

working effectively after repeatedly being exposed to their clients’ trauma-material, they 

must themselves be psychologically healthy. Thus, it is essential that counselors 

receive training in crisis intervention strategies that foster their own resilience and 
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resilience in their clients. Resilience building as an integral part of a crisis intervention 

program may serve to be beneficial in alleviating or deterring symptomology in both 

clients and counselors. 

Statement of Problem 

Given the pervasiveness of potentially traumatic events, counselors in all 

settings, will inevitably have to assist individuals in crisis, yet counselors receive 

minimal training in their graduate-level courses (Echterling, 2005; Morris & Minton, 

2012; Trippany et al., 2004). Many counselors may be required to use crisis intervention 

skills, as early as the internship phase of their counseling program (Minton & Pease-

Carter, 2011; Morris & Minton, 2012). Although the 2009 CACREP standards require 

the inclusion of crisis intervention into masters level curricula, status as a CACREP 

accredited program has shown to have no effect on the level of crisis preparation 

received (Morris & Minton, 2012). This lack of training may have deleterious and 

compounding effects for the client, who may as a result be further traumatized and the 

counselor who may experience secondary traumatic stress. Similarly, because of the 

traditional focus on negative symptomology the use of resilience enhancing strategies is 

minimal in counselor education programs. 

According to the American Counseling Association Code of Ethics, counselors 

should practice “only within the boundaries of their competence, based on their 

education, training, supervised experience, state and national professional credentials, 

and appropriate professional experience” (ACA, 2014, p. 8). Given the inevitability of 

using crisis counseling, it is the ethical responsibility of counselor educators to provide a 

curriculum that teaches not only crisis counseling but also the vicarious traumatization 
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or secondary traumatic stress that could potentially result from such work and ways of 

mitigating its harmful effects.  

 Courtois and Gold (2009), stressed the importance of training all mental health 

professionals to adequately assist individuals who have been psychologically 

traumatized, stating that the proscription of “do no harm” should in actuality be “do no 

more harm”. They further suggest that ill-prepared professionals may be unable to 

effectively respond to their clients and in fact may cause a “second injury” or re-

traumatize these individuals. Therefore, they call for the extensive implementation of 

trauma curricula beginning in undergraduate level classes and a dedicated focus on the 

graduate level, particularly, in clinical and supervision classes.  

Litz (2008) stressed the need of utilizing key components of the cognitive 

behavioral framework to devise early interventions for trauma which “reduces 

symptoms, increases functioning, promoting agency, hope, acceptance, and meaning-

making, assisting individual’s garnering of personal and social resources, and fostering 

a planful and strategic approach to future trauma-related challenges”(p. 505). This 

training attempts to address this issue by integrating the essential counseling strategy of 

resilience building with rational emotive behavioral therapy.  

Similarly, many counselors may lack training in ways to build resilience although 

it may minimize or prevent negative symptomology for individuals in crisis following a 

traumatic event. To date, no studies have focused on training counseling students to 

build resilience in their clients, foster resilience during a crisis and only one study has 

focused on increasing resilience in counselors to enhance their personal self-care 
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(Skovholt, Grier, & Hanson, 2001) but no studies have attempted to bridge these inner-

connected concepts. 

Purpose of the Study 

The purpose of this study was to evaluate the effectiveness of a crisis 

preparation training and resilience building program, which was grounded in the 

principles of rational emotive behavioral therapy (REBT). The goal of this training 

program was to increase crisis preparation in counselors-in-training and increase the 

practice of resilience building as an applicable intervention strategy, amongst other 

strategies, post-trauma. Because counselors who have taken at least one course in 

crisis management during their master’s program, note higher levels of crisis self-

efficacy (Morris & Minton, 2012) this study sought to examine whether a crisis 

preparation and resilience building training program for Master’s level students would 

increase their crisis counseling self-efficacy. Additionally, this study sought to determine 

whether the resilience component taught as part of the training would enhance the 

resilience of the counselor-in-training.  

This training program included the necessary pre-crisis preparation areas 

essential for mental health professionals. McAdams III and Keener (2008), indicated 

that pre-crisis preparation should include: (a) attaining information regarding crisis 

epidemiology and effect; (b) knowledge regarding evaluation for potential risk factors; 

(c) developing a knowledge base for crisis response procedures; and (d) understanding 

the philosophy regarding the etiology of crises and who is responsible for intervening 

when one occurs. 
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The study specifically focused on assisting adult individuals in crisis as opposed 

to groups or children. Because this module is developed for counselors-in-training, it 

specifically focuses on crisis management performed by mental health professionals as 

opposed to non-professionals conducting crisis interventions. In this model resilience 

building is used as a treatment strategy for assisting clients and as a preventative 

measure for assisting counselors in evading secondary traumatic stress.  

Research Questions 

Research Question 1: Does a crisis intervention and resilience building training program 

increase crisis counseling self-efficacy for counselors-in-training? 

Research Question 2: Does a crisis intervention and resilience building training program 

increase the resilience of counselors-in-training? 

Research Hypotheses 

Hypothesis 1: A crisis intervention and resilience building training program will increase 

crisis counseling self-efficacy for counselors-in-training. 

Hypothesis 2: A crisis intervention and resilience building training program will increase 

the psychological resilience of counselors-in-training. 

Definition of Terms 

Trauma: exposure to actual or threatened death, serious injury, or sexual violence 

either by directly experiencing or being a witness to the event, being informed that the 

event effected a close family member or friend, or being in a situation where you are 

repeatedly told or subjected to aversive details of the event (American Psychiatric 

Association, 2013). 
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Crisis: “A period of psychological disequilibrium, experienced as a result of a 

hazardous event or situation that constitutes a significant problem that cannot be 

remedied by using familiar coping strategies” (A. R. Roberts, 2005, p. 11). 

Crisis intervention: Methods and strategies employed to assist individuals in coping 

with the negative effects of a crisis. 

Crisis counseling: a time-limited component of crisis resolution conducted by mental 

professionals with the specific emphasis on problem solving and mitigation of the 

cognitive, emotional, and behavioral consequences of a hazardous event. 

Psychological resilience: Resilience is the ability to successfully adapt and maintain a 

relatively stable equilibrium after facing a potentially traumatic event (Bonanno, 2004). 

Resilience building: A multidimensional approach used by mental health professionals 

to assist clients in achieving positive outcomes following adversity (i.e. meaning-making, 

coping styles, psychological strengths, self-efficacy beliefs). 

Rational emotive behavior therapy (REBT): Developed by Albert Ellis, REBT is a 

cognitive behavioral approach which is based on the premise that our emotions result 

mainly from our beliefs and reactions to an event. REBT uses the ABC framework to 

assist clients in understanding and changing (if necessary) their beliefs and feelings. In 

this model (A) represents the activating event, (B) the belief about the event, and (C) 

the emotional or behavioral consequence(s), (D) disputing intervention, (E) effect and 

(F) new feeling. 

Counselor-in-training: For this study a counselor-in-training refers to a graduate 

student pursuing their master’s degree in Counseling at a Midwest urban university. 
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Secondary traumatic stress: Secondary traumatic stress is the negative emotional 

consequence, comparable to symptoms of posttraumatic stress disorder (PTSD), 

experienced after hearing firsthand of traumatic event experienced by another. For this 

study, the secondary traumatic stress is the result of counselors being exposed to 

clients’ trauma material in a clinical setting. 

Assumptions 

1. The participants have a foundational knowledge of the counseling process and 

theories of counseling. 

2. Participants have the cognitive ability and foundational knowledge to 

comprehend the information given during the training and complete the 

corresponding outcome measures. 

3. Participants will respond to the outcome measures honestly. 

4. The instruments used as part of the study have reliability. 

Limitations 

1. The study was limited to master’s level counselors-in-training at a single 

university who have completed the introduction to counseling or foundations of 

rehabilitation counseling course as well as the theories of counseling course. 

2. The study was limited by the small sample size; therefore generalizability of the 

study is limited. 

3. The research specifically focused on counselors in training and did not include 

trained volunteers. 

4. The research specifically focuses on crisis interventions utilized with adults as 

opposed to children. 
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Chapter 2 

REVIEW OF LITERATURE 

Introduction 

While individuals post-trauma may experience transient trauma symptomology, in 

general the most prevalent response to trauma is resilience (Bonanno, 2004, 2005). 

Psychological resilience is the ability to successfully adapt and maintain a relatively 

stable equilibrium after facing a potentially traumatic event (Bonanno, 2004). Resilience 

is not a trait because an individual may not display resilient outcomes during every 

adversity; but  a multidimensional construct which has been and can be learned by 

anyone (Luthar & Cicchetti, 2000; Neenan, 2009).  

After a traumatic event mental health counselors may be required to utilize crisis 

management skills to assist individuals who do have difficulties in functioning by 

building resilience. Building resilience may work to curtail or mitigate potential 

posttraumatic symptomology. In crisis counseling the counselor can assist in building 

resilience by focusing on modifiable dimensions of the resilience construct such as self-

efficacy beliefs, coping style, perceived strengths, strengthening social relationships and 

ultimately the meaning assigned to the event. However, counselors may not have had 

sufficient preparation in crisis management and due to the focus of psychopathology 

may not be trained in the practice of resilience building.  

Due to the frequency of which counselors may have to provide crisis counseling 

and the disclosure of intimate details of the traumatic event during this process, 

counselors may be subject to distressing material, intense emotions and thus subject to 

posttraumatic symptomology similar to that of the client (Figley, 1995). This secondary 
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traumatic stress experienced by counselors may be minimized by increasing their 

knowledge base regarding crisis counseling as well as teaching them strategies to build 

their own resilience.  

By combining an effectual theoretical intervention such as rational emotive 

behavior therapy with positive psychology counselors may be able to minimize 

posttraumatic symptoms, as well as increase their current and future resilience and their 

clients. Thus this chapter will review literature pertinent to understanding crisis 

counseling, building resilience after trauma, rational emotive behavior therapy, and 

secondary traumatic stress. 

Crisis Counseling 

Crisis counseling can be defined as “a time-limited aspect of crisis resolution 

focusing on the emotional, cognitive, and behavioral ramifications of a crisis” (Hoff et al., 

2009) performed by trained mental health professionals. Because of the state of our 

society all counselors at some point will have to perform crisis counseling. However, 

individuals in crisis may differ from clients who are seen in everyday practice in that 

although they may be in emotional turmoil they may not have a clinically diagnosable 

illness. Particularly, in the instance of situational crises because the event is 

unanticipated and out of the individuals control it may potentially be traumatic. 

Situational crisis are the result of (1) human-caused or environmental catastrophes, 

such as the September 11 terrorist attack or Hurricane Katrina, (2) personal or physical 

illness or harm such as a motor vehicle accidents, sexual assault or heart attack, and 

(3) significant interpersonal or social changes such as the death of a close family 

member or friend (Hoff et al., 2009). 
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As described by Tyhurst (1951, as cited in Hoff et al., 2009) crises are believed 

to progress as distinguishable phases. The first phase is designated as a period of 

impact or the experiencing of the event which causes an increase in tension and 

anxiety. If the individual is unable to call upon their usual methods of problem-solving to 

mitigate the situation they enter a “period of recoil” in which they consciously become 

more aware of what has taken place and their corresponding emotions. In the third 

“posttrauma” phase, the individual attempts to recall and apply any all resources, new 

and old, they deem potentially beneficial due to their intense negative emotional state. 

During these latter stages along with the intense emotions they are experiencing, the 

individual must also begin to navigate the potential consequences and losses of the 

event, whether financial or social. If the individual is resilient, changes the meanings, 

beliefs or subsequent goals related to the hazardous event the crisis is averted, if not 

the individual enters a state of active crisis.  

Assessment in Crisis Management 

When utilizing crisis counseling, a key component is to understand how the crisis 

has manifested in the individuals life and whether it has caused impairment. The degree 

of impairment in functioning will dictate the level of treatment and the degree of 

resilience demonstrated. Typically, impairment will be displayed as intense emotions, 

biophysical changes such as headaches, exhaustion, or abdominal pains, a disruption 

or change in cognitive schemas, as well as behavioral changes such as the inability to 

perform work tasks (Hoff et al., 2009). Thus assessment is a first step in crisis resolution 

followed by plan development, implementation of the plan, and follow-up and 

evaluation. Assessment typically utilizes pre-functioning status as a baseline and 
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consists of two distinct levels (1) level one, which assess whether the individual is a 

threat to self or others and should be done by everyone and (2) level two which is a 

comprehensive assessment performed by a trained mental health professional (Hoff et 

al., 2009).  

According to (Hoff et al., 2009) the level two assessment should include 

information regarding the crisis, what phase of crisis the individual is in, how the crisis is 

manifesting from a cognitive, affective, behavioral and somatic perspective, the 

individuals resources including strengths, and environmental factors that affect their 

functioning. A common crisis assessment tool used is the BASIC ID (Lazarus, 1989), 

which refers to the modalities of a personality. This acronym stands for (B) behaviors, 

(A) affect, (S) sensations, (I) cognitive images or mental pictures, (C) cognitions or 

beliefs, (I) interpersonal relationships and (D) drugs or biological functions, all of which 

may be altered as a result of a crisis. 

Because the goal is to develop a plan of action to assist the individual in 

achieving a positive resolution to the crisis, the counselor should also assess for 

strengths, which is a core component of resilient outcomes. If deficits are the focus 

during assessment, they will remain the focus throughout the helping process for the 

client and the mental health professional (Saleebey, 2002). By focusing on the clients 

strengths and instances in which they have had resilient outcomes the counselor is able 

to foster hope, highlight that alternatives are attainable, and activate areas of previous 

competency used by the individual (Saleebey, 2002). Psychological strengths can be 

evaluated in terms of cognitions, emotions, motivation, coping style and methods, and 

interpersonal functioning (Saleebey, 2002). Regardless of the extensiveness of the 
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crisis intervention plan resilience building should be integrated. Ultimately the plan of 

action should comprise of strategies which enhance coping skills, promote growth, and 

prevent deleterious outcomes. 

Standards for Implementing Crisis Interventions 

One conundrum that has plagued mental health professionals is whether early 

psychological intervention should be administered and if so, when and how. The 

Department of Veterans Affairs (VA)/ Department of Defense (DOD) have set out a 

number of clinical guidelines for management of acute stress and interventions to 

prevent posttraumatic stress disorder. According to their guidelines, in the four days 

post-trauma psychological first aid should be utilized in an effort to stabilize the 

individual and attend to their basic needs and safety (Nash & Watson, 2012). 

Psychological first aid is a flexible conversational approach that provides 
comfort, support, connectedness, information, and fosters coping in the 
immediate interval. The assumption is that because of personal shock, 
confusion, disorganization, and disconnection, and systemic, familial, and 
organizational failure or dysfunction, the individual and cultural resources 
individuals (and groups) would otherwise call upon to heal and recover 
from trauma are unavailable. (Litz, 2008, p. 504)  
 
However, they further state that if symptoms of distress or impairment persist, 

then trauma-focused cognitive-behavioral (TF-CBT) should be utilized to assist the 

individual for approximately four to five sessions (Nash & Watson, 2012). This strategy 

attempts to allow for natural resilience or restorative factors to be employed but does 

not delay assistance to the extent that functioning is severely disrupted. This approach 

is in contrast to the one-size-fits all intervention critical incident stress debriefing which 

is no longer thought to be practical and may actually be psychologically harmful (Litz, 

2008). 
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Resilience and psychological response to trauma 

To date, after a traumatic event resilience building has been relegated and 

posttraumatic stress disorder (PTSD) has taken the forefront as the most well-known, 

commonly referenced and researched outcome. This narrow focus also negates the fact 

that individuals may also have an increased vulnerability to acute stress disorder, 

dissociation, depression, anxiety disorders, psychosis, substance abuse disorder, 

personality disorders and physical illnesses(Courtois & Gold, 2009). The Diagnostic and 

Statistical Manual of Mental Disorders (DSM-5;2013) specifically delineates PTSD and 

Acute Stress Disorder (ASD) as conditions which may develop as result of experiencing 

a traumatic event(s). The criteria for PTSD includes: (a) intrusive symptoms such as 

distressing memories, dreams, flashbacks, or physiological reactions; (b) persistent 

avoidance of stimuli associated with the event; (c) negative changes in cognitions or 

mood developing or worsening after the event; (d) changes in the individuals arousal 

and reactivity post-event and; (e) clinically significant impairment in areas of functioning 

such as social or occupational functioning  (American Psychiatric Association, 2013). 

Similarly, symptoms of Acute Stress Disorder (ASD) may include: (a) intrusive 

symptoms; (b) negative mood; (c) dissociative symptoms; (d) avoidance symptoms; (e) 

arousal symptoms and (f) clinically significant impairment in areas of functioning 

(American Psychiatric Association, 2013).  

After a traumatic event, although commonly thought of as one phenomenon 

recovery distinctly differs from resilience (Bonanno, 2004, 2005; Norris et al., 2009). 

Recovery entails a temporary presentation of psychopathology usually lasting several 

months and a return to pre-event functioning. In contrast, resilience may involve a short 
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period of distress, however this is minimal and the individual, in general, is able to 

function effectively, maintaining a stable psychological and physical equilibrium 

(Bonanno, 2004, 2005). While most individuals only experience transient posttraumatic 

symptomology, for those individuals who do experience significant distress or 

impairment a key component in crisis counseling is to increase their resilience (Hoff et 

al., 2009). Therefore, the first line of defense in mitigating or preventing posttraumatic 

reactions should include resilience building.  

Theoretically there has been heterogeneity in the definition of resilience however, 

Luthar and Cicchetti (2000) note the two widely accepted major constructs of this 

process include adversity and positive adaptation. Resilience is not a trait because an 

individual may not display resilient outcomes during every adversity; but a 

multidimensional construct which has been and can be learned by anyone (Luthar & 

Cicchetti, 2000; Neenan, 2009). In crisis counseling, the counselor can assist in building 

resilience by focusing on particular dimensions of the construct such as self-efficacy 

beliefs, coping style, positive emotions and perceived strengths which are modifiable 

and grounded in the individuals thinking or beliefs about the event (Fredrickson, 

Tugade, Waugh, & Larkin, 2003; Masten & Reed, 2002). Resilience may be displayed 

differently manifesting in one’s thoughts, behavior or affect during day-to-day struggles 

or when faced with extreme adversity. Resilience is also commonly used 

interchangeably with coping and while similar, coping consists of strategies employed 

by the individual during adversity, whereas resilience demarcates an outcome 

(Campbell-Sills, Cohan, & Stein, 2006). 

.  
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Risk Factors and Protective Factors Related to Resilience 

Individual risk factors for the development of symptomology or alternatively 

protective factors that increase resilience can be classified in terms of pre-traumatic, 

peritraumatic or posttraumatic factors. Brewin, Andrews, and Valentine (2000), in their 

meta-analysis of risk factors of PTSD noted that peritraumatic and posttraumatic factors 

such as the magnitude of the trauma, perceived social support, and subsequent life 

stress had a stronger predictive effect than did pre-traumatic variables such as 

education and childhood adversity. While understanding that the risk factors for 

posttraumatic symptomology are significant and have been traditionally highlighted, 

understanding what factors that aid in the enactment of psychological resilience may be 

just as valuable.  

Bonanno, Galea, Bucciarelli, and Vlahov (2007), examined socio-contextual 

factors that predicted psychological resilience six months after the September 11, 2001 

attacks in adults (N= 2,752) living in the greater New York area. The degree of 

resilience was measured by the number of PTSD symptoms present, with zero or one 

symptom indicating resilience and two or more symptoms, without a PTSD diagnosis, 

signifying mild to moderate trauma. While individuals classified as having probable 

PTSD was based on criteria outlined in the Diagnostic and Statistical Manual of Mental 

Disorders (American Psychiatric Association, 2000). In this study, they were able to 

distinguish between, resilience, mild-moderate categories of PTSD and probable PTSD 

based on being directly affected by the event, age, depression symptomology, recent 

stressors, gender, change in income and income level, history of trauma and traumatic 

event post- September 11, and marijuana use.  
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Although there was asymmetry within these variables, in general the results 

showed that women were less likely to be resilient and there was no distinction in 

resilience amongst racial-ethnic groups, except for Asian Americans who more likely to 

be resilient. Furthermore, individuals over the age of 65 were three times more resilient 

than the counterparts in the 18-24 year old age group. In terms of resources, individuals 

who were negatively affected financially in the aftermath of the September 11 attacks 

were less likely to be resilient. While similar to the meta-analysis conducted by (Brewin 

et al., 2000), which found that perceived lack of social support predicted PTSD, 

perceived social support was found to predict resilience. 

In a meta-analysis examining the relationship between psychological variables 

such as risk and  protective factors, demographic factors and the construct of resilience, 

Lee et al. (2013) reviewed 33 studies from 2001 to 2010. Because of their supported 

validity the researchers chose to use only studies that were conducted using the 

Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003) or the 

Resilience Scale (RS; Wagnild & Young, 1993). As a result, they concluded that the 

largest effect on resilience was a result of protective factors, while risk factors produced 

a medium effect and demographic factors the smallest. Particularly, protective factors of 

self-efficacy, positive affect and self-esteem, respectively, were strongly and positively 

correlated to resilience, indicating that these may be pertinent factors in the composition 

of this construct.  

Self-efficacy is a pivotal component in attaining a resilient outcome. Self-efficacy 

is the individual’s belief that they are capable of managing their own functioning, the 

demands placed on them as well as the ability to exercise control over the events in 
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their lives (Bandura, 1997, 2001). Efficacy to exercise control in one’s life is central 

post-trauma, if an individuals does not feel confident in their ability to manage an event 

or believes it surpasses their coping mechanisms the psychological effects can be 

debilitating. In assisting clients to increase their self-efficacy and thus promote a 

resilient outcome interventions should include personal learning experiences the client 

has experienced in which they had a resilient outcome, vicarious learning or learning 

what others did to achieve a resilient outcome, social persuasion or encouraging the 

client that they do have ability to achieve their outcome given past examples, and 

altering physiological and affective states by changing their thinking as highlighted in 

cognitive behavioral therapy. 

A study by Campbell-Sills, Forde & Stein (2006) investigated the relationship 

between resilience and neuroticism, extraversion, openness, agreeableness, and 

conscientiousness or the “big five” dimensions of personality, in young adults attending 

college. Their results showed that there was a strong negative relationship with 

resilience and neuroticism and a positive relationship with resilience and extraversion as 

well as conscientiousness. These authors concluded that the negative relationship 

between resilience and neuroticism could be explained by understanding components 

of neuroticism which may affect resilience, such as negative emotions, poor impulse 

control, and poor coping mechanisms. This study also explored the relationship of 

resilience to coping styles and found that task-oriented coping which is associated with 

a conscientiousness personality trait was positively related to resilience. Similarly, they 

concluded that the strong relationship between extraversion and resilience was 

facilitated by the affective-coping style used by individuals with an extroverted 
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personality. This research gives insight into the type of coping patterns that promote 

resilience in individuals who face traumatic events. 

Efficacy of resilience training  

 The most established resilience training programs are the Penn Resilience 

Program (PRP), the U.S. Army Master Resilience (MRT) course and the APEX program 

(Reivich, Seligman, & McBride, 2011). These training modules specifically focus on 

protective factors such as self-efficacy, flexibility, interpersonal relationships or social 

support, and problem-solving which have been found to be vital in achieving resilient 

outcomes (Masten & Reed, 2002). The U.S. Army Master Resilience in particular, 

consists of a 10-day training which teaches resilience skills to noncommissioned officers 

who in turn teach soldiers. This program has demonstrated that it is in fact feasible and 

efficient to teach resilience to one group of individuals who will teach others. The PRP 

was specifically developed for children in late childhood to early adolescence but has 

since been utilized under the APEX program for college students. Reivich et al. (2011), 

notes that a number of studies evaluating the efficacy of these programs have found 

that they can reduce symptoms of anxiety and depression as well as other issues 

related to conduct and adjustment disorders. Similarly, Brunwasser, Gillham, and Kim 

(2009), concluded in their meta-analysis that at least up to a year after receiving the 

PRP training individuals had significantly lower depression symptoms. 

Cognitive Behavioral Therapy 

Cognitive behavioral therapy in crisis management provides the framework to assist 

the client in addressing their cognitions and as a result their behavior and feelings. 

According to Slaikeu, “the cognitive modality captures the heart of the crisis experience 
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since it focuses on the meaning of the crisis event(s) to the individual”(1990, p. 165). 

The usefulness of cognitive behavioral therapy post-trauma is predicated on the 

cognitions and beliefs regarding the event. As cited in Beck, Jacobs-Lentz, Jones 

McNiff, Olsen, and Clapp (2014) a number of theorists have attempted to explain the 

cognition-based psychological process that occur leading to negative symptomology 

following trauma including changes in schema (Horowitz, 1986), belief structures 

(Janoff-Bulman,1992; McCann & Pearlman, 1990), pervasive fear structures (Foa, 

Steketee, & Rothbaum, 1989) as well as sense of threat, mental defeat, dysfunctional 

coping strategies and specific appraisals (Ehlers & Clark, 2000). Park (2010), 

elaborated on the cognitive perspective in finding that a violation of life goals or a 

violation of the individuals hierarchy of goals increased distress post-trauma. Although 

these theories have a number of distinguishing features, overall they all propose that 

traumatic events may affect negative cognitions regarding the self and the world, beliefs 

about what their post-trauma symptoms mean, and feelings of helplessness due to 

mental defeat or perceived loss of control and autonomy (Beck et al., 2014). For 

instance, cognitive processing of the event, negative appraisal of initial symptoms, 

perception of other individuals responses, perception of change, and deleterious beliefs 

regarding the trauma have been shown to correlate with PTSD severity at six and 9 

months post-event (Dunmore, Clark, & Ehlers, 2001).  

To address the dysfunctional cognitions and beliefs which have been associated 

with post-trauma symptomology and increase resilience, cognitive behavioral therapy 

has been delineated as an evidence-based approach. N. P. Roberts, Kitchiner, 

Kenardy, and Bisson (2009), in a meta-analysis examining the efficacy of crisis 
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counseling concluded that up to three months post trauma trauma-focused cognitive 

behavioral therapy (TF-CBT) was the only theoretical intervention efficacious in 

minimizing or thwarting posttraumatic symptomology. Similarly, trials of cognitive 

behavior therapy utilized for early psychological intervention with adult survivors of 

trauma have found this therapeutic approach to be more effective in mitigating PTSD 

symptomology than general supportive counseling (Ehlers & Clark, 2003). 

Rational Emotive Behavior Therapy 

The basic supposition of crisis counseling and the foundation of TF-CBT is 

analogous to Rational Emotive Behavior Therapy (REBT), which is considered to be 

one of the oldest forms of cognitive behavior therapy (Corey, 2009). According to REBT, 

which was developed by Albert Ellis, people contribute to their own psychological issues 

and symptoms in how they interpret events (Corey, 2009). Ellis further postulated that 

people upset themselves through their belief systems, becoming disturbed about the 

consequences resulting from an unfortunate activating event, or what he referred to as 

disturbed by disturbances. This concept has been echoed by other theorists who have 

stated the development and maintenance of PTSD is in part a result of the individuals 

beliefs about what their posttrauma symptoms mean (Beck et al., 2014). REBT also 

describes the concept of low frustration tolerance stating that individuals who cannot 

tolerate frustration easily are more likely to be disturbed than those who can. This 

concept is signified by individuals who consistently complain and display self-pity when 

faced with adversity.  

In REBT, although cognitions are seen as the prominent force, because 

cognitions influence how we feel and behave these concepts have an interdependent 



www.manaraa.com

 30  

 

 

relationship. According to REBT, irrational beliefs which are learned in childhood and 

reinforced throughout life have been internalized and aid in the maintenance of 

emotional disturbance. REBT further hypothesizes that we have strong tendencies to 

escalate our desires and preferences into dogmatic should, oughts, musts, and 

demands, referred to as “musturbation”. This musturbation falls under three main 

categories: self-demandingness, other-demandingness and world-demandingness.  

Self-demandingness is the belief that the individual must do well and gain the approval 

of others or they are no good. Other-demandingness implies that people must always 

treat them well and in exactly the way they want to be treated or that person deserves to 

be condemned and punished. Lastly, world-demandingness stresses the belief that the 

world and the individuals living conditions must be comfortable and acceptable or it is 

awful and unbearable.  

In the instance of a trauma, because the event was not planned and is in conflict 

with their irrational belief system of “demandingness”, if negative cognitions or beliefs in 

relation to the event persist, symptomology results (Beck et al., 2014).This irrational 

thinking manifests through the use of overgeneralizations, personalizing, 

catastrophizing and statements of musturbation. With overgeneralizations the individual 

draws conclusion about other facets of their life based on the traumatic event because 

they believe the event will happen again, resulting in the catastrophizing or expecting 

the worse. Similarly, the individual may personalize the traumatic event and believe that 

they are in a sense “doomed” because the event was in reaction to them or their fault. 

While behaviorally, the individual questions their reaction during and after the event, the 

reactions of others, as well as the extent to which the event has affected their 
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functioning. Essentially, irrational thinking leads the individual to process the present or 

future events how they were in the past, although these conditions no longer exist. This 

irrational thinking and “demandingness” is inflexible and in opposition to having a 

resilient attitude, which includes being able to adapt to new situations, understanding 

what is in one’s locus of control, deciphering between real and rational cognitions as 

opposed to irrational thoughts, and searching for new methods of problem solving 

(Neenan, 2009). However, it must also be noted that in some instances, immediately 

after a traumatic event irrational thinking is not the cause of lowered functioning but 

simply the event itself (Reivich & Shatte, 2002).  

The basic principle used in REBT is the ABC outline, which is used to assist 

clients’ in changing their thinking and behaving and ultimately their feelings. In this 

model (A) represents the activating event, (B) the belief about the event, and (C) the 

emotional or behavioral consequence(s). REBT suggests that individuals conclude that 

it is (A) the activating event causing (C) the consequence(s), when in actuality their (B) 

belief about the event is causing the (C) consequence (s). When people live by A-C 

thinking, in essence they believe their responses or the (C) consequence(s) are out of 

their control. However, when people adopt a B-C philosophy, they are able to change 

the meanings, attitudes, or beliefs about the event and display resilience. Thus, similar 

to second-order interventions, the counselor works to change the clients perception of 

the precipitating event, adopting an A-B-C philosophy, in an effort to decrease their 

subjective distress (Kanel, 2007). In REBT, changing the individuals’ irrational 

philosophy to an (E) effective new philosophy can be done by (D) disputing their 

irrational beliefs. Disputing consists of detecting irrational beliefs, debating whether or 
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not the belief is flexible and realistic and discriminating between those beliefs that are 

self-helping as opposed to self-defeating. This effective new philosophy includes 

rationally and unconditionally accepting oneself, others, the world we live in terms of 

what is actual or real and not based on the past. This effective (E) new philosophy 

essentially results in new feelings (F) for the individual. 

Operationalization of Resilience and REBT 

A basic premise of REBT is that how you feel and behave is the result of how 

you interpret an event, not the event itself. Furthermore, there is considerable 

interaction between cognitions, emotions, behaviors, which has a reciprocal cause-and-

effect relationship (Corey, 2009). On the basis of this philosophy and the 

straightforwardness of the ABC framework a number of authors and researchers have 

utilized this theory as a foundation for developing resilience, which can be utilized in 

crisis counseling (Neenan, 2009; Padesky & Mooney, 2012; Reivich et al., 2011; 

Reivich & Shatte, 2002). According to Reivich and Shatte (2002) the ABC framework 

“equips you with the skill to detect your thoughts when you are in the midst of an 

adversity and to understand the emotional impact of those beliefs” (p. 66). Essentially, 

the use of REBT in building resilience entails changing one’s philosophy of 

demandingness (e.g. self-demandingness, other-demandingness, or world-

demandingness). 

 Neenan (2009), utilizes REBT and the ABC framework to build resilience by 

teaching how to change thinking patterns and address irrational beliefs, manage 

negative emotions, understand locus of control and define strengths. In the first stages 

the author uses the ABC model to describe how to move from A-C to B-C thinking in an 
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effort to encourage new thinking patterns, cognitive flexibility, and increase perceived 

control of thoughts and emotions when faced with an adversity. Similarly, Neenan 

(2009), also focuses on attitudes that undermine resilience, such as pessimism and 

negative explanatory style. Lastly, this author outlines a number of strengths which 

serve as the foundation in people achieving resilient outcomes, they include high 

frustration tolerance, self-acceptance, self-belief, humor, keeping things in perspective, 

emotional control, support from others, curiosity, problem-solving skills, focusing on 

interests, finding meaning in the adversity, and being adaptable. 

 Reivich and Shatte (2002), outline seven key skills which can be used to build 

resilience and are grounded in the philosophy of REBT. These fundamental skills serve 

as the core components in the Penn Resilience Program (PRP), the APEX program and 

the U.S. Army Master Resilience (MRT) course (Reivich et al., 2011). The first skill 

consists of learning the ABC strategy, to assist in understanding the role cognitions in 

affecting emotions and behavior, as well as how to be cognizant of one’s thoughts. The 

second skill outlines how to avoid traps in thinking that are repeatedly made. Next, the 

authors work on detecting what they refer to as “icebergs” or the deeply held beliefs that 

people live by and which may lead to intense emotional reactions. After detecting the 

iceberg the individual can be prompted to determine its usefulness. The next skill works 

on challenging beliefs about the causes of a difficulty in an effort to better problem 

solve. The authors next describe a skill they call “putting it in perspective”. This skill 

works on minimizing “what-if” thinking to better focus on actual current issues and those 

events which are more likely to occur. The last two skills “calming and focusing” and 
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“real-time resilience” are used simultaneously. They work on challenging adversity in 

the moment by challenging beliefs and putting the adversity into perspective. 

 Padesky and Mooney (2012), developed a resilience-based cognitive behavioral 

approach that focuses on assisting individuals in building resilience when presented 

with numerous and various adversities as opposed to directing their approach towards 

specific disorders. This four-step model emphasizes collaboration between the 

counselor and client as well as experiments to gauge suitability to client. They stress the 

belief that there are numerous pathways to resilience, thus the first step is the 

collaborative search for strengths within the clients normal routine. They highlight the 

assumption that individuals are already resilient in multiple facets of their being but do 

not necessarily classify their strategies or personal assets as a display of resilience. 

Therefore, in many instances the counselor must attempt to assist the individual in 

reframing their thinking.  

 The second step of the model by Padesky and Mooney (2012) consists of the 

counselor and client collaboratively creating what the authors refer to as a personal 

model of resilience (PMR) based on facets of resilience generated in the first phase. In 

the third phase, the client and counselor work together assessing how to generalize 

their resilience so that it is applicable in other life areas. And lastly, the client and 

counselor develop “experiments to test the quality and utility of the clients PMR” 

(Padesky & Mooney, 2012). If successful the client is urged to search for, apply and 

practice their PMR in everyday situations. A key feature of this model that differs from 

other interventions is that it is not aimed at the client resolving the issue or obstacle but 
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simply remaining resilient through it, which is a hallmark component of crisis 

intervention. 

Secondary Traumatic Stress 

The concept of secondary traumatic stress has gained credence in the mental 

health field over the past few years as a potential consequence of working with clients 

who have experienced a trauma(s). Secondary traumatic stress has been found to 

negatively affect social intimacy, communication patterns, satisfaction in romantic 

relationships (Robinson-Keilig, 2014), schemas regarding the world, as well as 

perceptions of and attitudes towards self and others (Cohen & Collens, 2012). In a 

meta-synthesis conducted by Cohen and Collens (2012) evaluating 20 articles which 

referenced secondary traumatic stress or vicarious trauma a number of themes 

emerged regarding its psychological effect. Common emotional reactions reported 

included anger, fright, frustration, helplessness, powerlessness, hopelessness and 

shock. While common somatic complaints include numbness, nausea, and cravings. 

Furthermore, mental health professionals noted that as a result of these reactions they 

had attachment issues, trust issues, difficulty maintaining boundaries, and a decline in 

counselor work performance. 

Although terminology and conceptual definitions differ amongst therapists, 

researchers and educators, the basic premise of the concept and the deleterious effects 

it can have on the clinician are widely accepted. Whereas secondary traumatic stress 

refers to all caregivers and can occur after a single exposure, vicarious traumatization 

specifically references mental health therapists and is said to be a result of cumulative 

interactions (Figley, 1995; McCann & Pearlman, 1990). However, these concepts are 
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typically referenced as a single phenomenon, whereas burnout is said to result from 

general psychological stress (Figley, 1995; Trippany et al., 2004). Furthermore, as 

opposed to past versions of the Diagnostic and Statistical Manual of Mental Disorders 

the most recent DSM 5 (American Psychiatric Association, 2013) takes into account not 

only individuals directly exposed to traumatic events but individuals exposed to the 

aversive details of the event, such as counselors.  

In a nationally representative study of alcohol and addiction counselors 75% of 

respondents reported experiencing at least one symptom in the previous week of 

secondary traumatic stress (STS) and 19% met the criteria for posttraumatic stress 

disorder (PTSD) as delineated by the DSM-IV-TR (Bride et al., 2009). In a study of 

mental health practitioners (n=30) and the extent of vicarious traumatization in New 

Orleans post-Katrina, therapists reported feelings of anxiety (73%), suspiciousness 

(72%), increased feelings of personal vulnerability (46%), and avoidance (42%), as a 

direct result of their work with clients’ traumatic material (Culver, McKinney, & Paradise, 

2011). Consequently, fifty-percent of these clinicians also reported disruptions in their 

own frame of reference.  

This mixed-methods study by Culver et al. (2011) also consisted of a qualitative 

portion, in which directors of mental health agencies were solicited via email to further 

understand their perceptions of their staffs’ experiences of working with traumatized 

clients. Common themes that emerged included the fact that although a traumatic event 

is not necessarily why the client is in counseling, it is a common problem. Similarly, the 

need for training and education to better assist trauma victims emerged as a theme. 

This need for training was supported by the fact that in the quantitative phase of this 
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study a significant inverse relationship was found between the degree of coursework 

preparation and altered counselor self-perceptions (r=-.423, p=< .05). 

Summary 

This chapter presented a literature review in the areas of crisis counseling, 

psychological resilience, cognitive behavioral therapy and secondary traumatic stress 

relative to this study. This chapter explored standards for facets of crisis counseling 

pertinent to training counselors and potential outcomes which can develop as a result of 

experiencing a traumatic event. This chapter also discussed the use of cognitive-

behavioral therapy, specifically REBT as a foundation in operationalizing resilience-

building in clients and counselors. Lastly, this chapter discussed secondary traumatic 

stress as a potential negative outcome for counselors who perform crisis and 

counseling. 

Chapter III will describe the design of the study including participants, setting, 

issues related to validity, instruments and the training program which serves as the 

intervention. 
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CHAPTER III 

Methodology 

This chapter presents the research design, a description of the dependent and 

independent variables, the setting, the instrumentation utilized, the procedure and the 

data analyses for evaluating the effectiveness of a crisis intervention and resilience 

building training program, grounded in REBT for counselors-in-training. 

The participants were recruited from a Counselor Education and Rehabilitation 

Counseling master’s program at an urban university in Michigan. The study was limited 

to participants who had completed either the Introduction to Counseling or Foundations 

of Rehabilitation counseling course as well as the Theories of Counseling course. 

Research Design 

This study utilized a quasi-experimental switching replications design consisting 

of two groups and three waves of measurement. The main rationale for the selection of 

the switching replication design was the need to train counseling students who are 

willing, about crisis counseling and resilience building. Although there are subtle 

variations between the first and second treatment, the switching replications design is 

relatively strong (Shadish, Cook, & Campbell, 2002). By applying the treatment or 

training to more than one group the design allows for greater reliability in conclusions.  

In the initial phase of the study participants attended a pre-study informational 

meeting, in which they were apprised of the format of the study, including the time 

commitment necessary to complete the training and the test instruments to be given. 

During the informational meeting the participants completed the consent form, a 

demographic questionnaire, and the two pre-test instruments which were a modified 
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version of the Current Crisis Intervention Skills Self-efficacy Scale (Morris & Minton, 

2012) and the Connor-Davidson Resilience Scale (CD-RISC;Connor & Davidson, 

2003). The two pre-test instruments were used to establish a baseline regarding the 

counselors-in-training crisis counseling self-efficacy as well as their level of 

psychological resilience. 

The training was conducted over a four week period, with each group having two 

weeks of training and each session being three hours in length. The first session 

focused on crisis intervention and crisis counseling. The second session focused on 

utilizing cognitive-behavioral therapy, specifically REBT as a foundational theory to build 

resilience while conducting crisis counseling. During the informational meeting 

participants were assigned to groups based on their availability. In the first phase of the 

study the first treatment group participated in a two week training while the second 

group acted as a control group. After the two week training, participants for both groups 

completed the post-test instruments to determine the differential effects of the training 

program. In the second phase of the study, the original treatment group served as the 

control group and the original control group received the training. After the second 

training both groups again completed the post-test instruments. The elegance of this 

switching replications design allows for all participants to receive the training/treatment 

making it one of the most ethical research designs available. 
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Table 1 

Quasi-Experimental Switching Replications Design for Hypotheses 

Research Group Pretest 
Experiment 
(Training) Posttest 

Experiment 
(Training) Posttest 

Treatment Group A 
(non-equivalent groups) 

O1 X O2  O3 

Treatment Group B 
(non-equivalent groups) 

O4  O5 X O6 

 

Validity 

Threats to validity are of particular importance in research. Specifically internal 

validity or whether the treatment did in fact significantly make a difference and external 

validity or the degree and extent to which the findings can be generalized. 

Internal validity. 

 According to Shadish et al. (2002) there are a number of reasons why the 

inference that the relationship between the treatment variable and the dependent 

variable is causal may be incorrect. However, the more alternative explanations the 

researcher is able to exclude the greater the internal validity. Threats to internal validity 

include ambiguous temporal precedence, selection, history, maturation, regression, 

attrition, testing, instrumentation, and additive and interactive threats (Shadish et al., 

2002). The switching replications design by default works to minimize or mitigate a 

number of these threats to validity, specifically by the addition of a second posttest and 

by each group “switching” their roles between treatment group and control group. Thus 

key threats to the internal validity of concern in this study included history, maturation, 

attrition, testing, and instrumentation. 

History. History refers to any events that occur during the period that the 

treatment/training is administered that may influence the observed outcome. Although 
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none of the courses in the program specifically addresses crisis intervention and 

resilience history may be of special concern in the academic setting, due to participants 

constantly being exposed to general counseling information. However, this threat to 

validity was minimized by using a two-group design and multiple post-tests. To control 

for the effects of history the posttests were given at the same time to both groups and 

the treatment was given over a shortened interval of time to minimize the chances of 

participants being exposed to extraneous events. 

Maturation. Maturation includes changes which would have occurred in the 

absence of the treatment, such as “growing older, hungrier, wiser, stronger or more 

experienced” (Shadish et al., 2002). These include normal developmental changes that 

may occur. However, it is expected that these changes would occur somewhat 

synchronously amongst participants. The effect of maturation was also accounted for by 

the use of multiple posttests at different points of exposure to the treatment. 

Attrition. Due to the multiple measures of outcome, attrition or participants failing 

to complete the posttests of the study may have been a threat to internal validity.  

Testing. Because the tests were given a total of three times, validity may have 

been threatened by participants “learning the test”, becoming familiar with it, or 

responding to questions in what they deem to be a socially acceptable manner. Thus 

changes in outcome measures could simply be the result of taking the test for a second 

or third time. However, because both groups were privy to and completed the multiple 

measures, differential effects due to testing were minimized. Moreover, because the 

assessments were based on subjective perceptions the significance of testing to validity 

was minimal. 
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Instrumentation. Whereas testing error refers to changes in the participant 

instrumentation as a threat relates to changes in the actual instrument (Shadish et al., 

2002). This effect was minimized by the use of standardized instruments which were 

scored by the researcher using the same instructions and procedures. 

External validity. 

External validity refers to the degree to which the findings can be generalized to 

other units (persons), treatments, outcomes, or settings or across populations (Shadish 

et al., 2002). Because random sampling was not utilized generalizations in the study to 

populations is difficult, however generalizations can be made across populations. This 

study specifically was meant to be generalizable to graduate level counselors-in-training 

who have completed, at minimal introductory coursework within their program. While 

resilience-building and teaching resilience-building skills has been shown to be effective 

across an array of populations in various settings (Brunwasser et al., 2009) this 

research attempted to extend the generalizability to counselors-in-training. By using the 

switching replications design and replicating the treatment to a second group the 

external validity was strengthened.   

Variables 

Independent variable. 

Resilience-Building and Crisis Intervention Training. The resilience-building 

crisis counseling training program was comprised of two sessions both three hours in 

length, for a total of six hours. The following table delineates the objectives of the 

training. 
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Table 2 
 
Crisis Intervention and Resilience-Building Training Program Objectives 
 

Session 1 

• Participants will be able to define terminology related to crisis intervention and crisis counseling 
including, but not limited crisis, trauma, intervention, and crisis counseling. 

• Participants will be introduced to commonly experienced forms of crises. 

• Participants will be introduced to the range of potential mental health outcomes that an individual may 
experience following a potentially traumatic event, from resilience to symptomology. 

• Participants will be introduced to theories of crisis and crisis intervention. 

• Participants will be able to delineate the roles and responsibilities of counselors as part of a crisis or 
disaster response team. 

• Participants will be introduced to crisis intervention assessments such as BASICID (Lazarus, 1989)  

• Participants will become familiarized with how to asses for risk of harm to self or others. 

• Participants will be introduced to multicultural issues related to crisis intervention and counseling. 

• Participants will be able to describe psychological first aid and its various components. 

• Participants will be introduced to basic crisis intervention strategies from a cognitive behavioral 
approach. 

• Participants will be introduced to the concept of secondary traumatic stress as a potential outcome of 
providing crisis intervention and counseling. 

Session 2 

• Participants will be able to define resilience and understand the foundational components that 
contribute to resilient outcomes. 

• Participants will be able to describe risk and protective factors that correlate with resilient outcomes. 

• Participants will be introduced to the basic principles of rational emotive behavior therapy (REBT) 
philosophy. 

• Participants will be able to utilize the A-B-C framework of REBT and REBT techniques to enhance 
resilient thinking and encourage a resilient philosophy of living. 

• Participants will be introduced to techniques used to assist clients in building resilience and strengths. 

• Participants will be able to assists clients in developing a personal model of resilience (PMR;Padesky 
& Mooney, 2012). 
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Dependent Variables 

 Crisis intervention skills self-efficacy. For this study, level of crisis intervention 

skills self-efficacy was based on the counselor-in-trainings perceived knowledge of how 

to implement various aspects of crisis counseling as delineated by 2009 Council for 

Accreditation of Counseling and Related Educational Programs (CACREP) Standards. 

Counselor-in-training resilience. Resilience includes a number of facets of the 

individual including their cognitive processing, behaviors, self-efficacy beliefs, coping 

style, affect, perceived strengths, and perceptions of social support all of which can be 

modified. 

Research Questions and Hypotheses 

Research Question 1: Does a crisis intervention and resilience building training program 

increase crisis counseling self-efficacy for counselors-in-training? 

Hypothesis 1: A crisis intervention and resilience building training program will increase 

crisis counseling self-efficacy for counselors-in-training. 

 Null Hypothesis µ1= µ2 =µ3 

Alternative Hypothesis µ1 ≠ µ2≠ µ3 

Instrument: Current Crisis Intervention Skills Self-efficacy Scale (Morris & Minton, 

2012) 

Research Question 2: Does a crisis intervention and resilience building training program 

increase the resilience of counselors-in-training? 

Hypothesis 2: A crisis intervention and resilience building training program will increase 

the psychological resilience of counselors-in-training. 

 Null Hypothesis µ1= µ2= µ3 
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 Alternative Hypothesis µ1 ≠ µ2 ≠ µ3 

Instrument: Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 

2003) 

Setting 

This study evaluated the effectiveness of a resilience building and crisis 

intervention training conducted at a large urban metropolitan state university. The 

student population at the university includes approximately 28,000 undergraduate and 

graduate students and offers 370 academic programs. The counselor education 

program in which the training was offered is accredited by the Council for Accreditation 

of Counseling and Related Educational Programs (CACREP) for counselors-in-training 

and the Council on Rehabilitation Education (CORE) for rehabilitation counselors-in-

training. Crisis counseling, which is considered to be a specialized area of clinical 

practice, is not offered as a specialization within this counseling program. The program 

offers the opportunity to obtain Masters of Arts degrees in School and Community 

(CACREP) or Rehabilitation (CORE) counseling as well as an Education Specialist 

certificate, or a Doctorate in Counselor Education and Supervision. 

Participants 

Characteristics of participants. 

The study consisted of a non-equivalent group of participants who were enrolled 

in a master’s degree counseling program at an urban university. The makeup of 

participants varied in terms of age, gender, ethnicity or cultural background, and 

socioeconomic status. Participants in the study at a minimal had completed the 

introductory coursework for the Counselor Education and Rehabilitation counseling 
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programs which include either Introduction of Counseling or Foundations of 

Rehabilitation Counseling and Theories of Counseling course. This requirement of 

advancement within the program was to ensure that participants had foundational 

knowledge of the counseling process as well as basic knowledge of theories utilized 

due to the integration of Rational Emotive Behavior Therapy (REBT) within the training. 

Sample Size 

 A priori power analysis and sample size calculations were determined prior to the 

research study. In determining the sample size the researcher utilized the alpha level 

(α), power, and effect size. For this research study the α level was set at .05, which is 

standard in social science research (Wickens & Keppel, 2004). The researcher selected 

a power of .80. Due to the lack of research specifically focusing on crisis counseling 

training the researcher used an effect size of 0.7. Using G*Power 3 (Faul, Erdfelder, 

Lang, & Buchner, 2007), the total sample size was calculated to be for t-Tests for 

independent samples (N = 68) and for t-Tests for dependent samples (N = 19).  

Treatment Procedures 

The researcher contacted professors teaching classes in which the researcher 

wished to recruit participants from and asked for permission to include their students in 

the study who were willing. Professors also were asked about their willingness to give 

extra-credit to students, to increase participation rate. After permission from the 

instructor, the researcher entered the various classes at the end of the class session. 

For students willing to participate, this time served as the informational meeting in which 

they completed a consent form, the demographic questionnaire and the two 

assessments, the Current Crisis Intervention Self-efficacy Scale (Morris & Minton, 2012) 
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and the Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003). 

Participants were also asked to select their training dates based on availability. Based 

on availability they were placed in either group A (treatment group) or group B 

(control/delayed intervention group). 

 In subsequent weeks, each of the two groups received a total of six hours of 

training, divided into two training sessions for two weeks in a row. The treatment group 

received the two week training first and was immediately given the posttests. The 

treatment group was also given another set of posttests which they were asked to return 

via mail after two weeks. After the initial training the treatment group participated in, the 

control/delayed intervention group received the training. However, the control/delayed 

intervention group completed their posttests prior to participating in the treatment and 

after completing the treatment.  

The training in this study included power point presentations, handouts, and 

group activities. The training for both groups was conducted by the researcher in the 

same classroom using the same materials. After the training, the students were issued 

certificates of completion. 
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Table 3 

Participant Compensation Chart by Course 

 

Introduction to Group 
Work 

Counseling and 
Consulting in 

Community Agencies Counseling Internship 

Family Education and 
Counseling: 

Substance Abusers 

� Extra 3 points in 
class 

� Extra 3 points in 
class 

� “Other” hours 
toward completion 
of Internship 

� Extra 3 points in 
class 

Cultural and Diversity 
Issues in Mental 
Health Treatment 

Research 

Techniques of 
Rehabilitation 

Counseling 

Assessment for 
Counselors and 
Rehabilitation Counseling Practicum 

� Extra 3 points in 
class 

� Extra 3 points in 
class 

� Extra 3 points in 
class 

� “Other” hours 
toward completion 
of practicum 

 

Instruments 

A demographic questionnaire developed by the researcher specifically for this 

study was used to obtain characteristics of the participants, including the number of 

crisis courses or trainings they had attended. Prior to the study the researcher 

contacted via email the authors of both the Current Crisis Intervention Skills Self-

efficacy Scale and the Connor-Davidson Resilience Scale and obtained permission for 

usage. These scales were used to assess crisis counseling self-efficacy and the 

resilience level of the counselor-in-training, respectively. 

Demographic questionnaire. 

 The Demographic Questionnaire developed by the researcher consisted of five 

fixed demographic questions (i.e. age, gender, race/ethnicity, highest degree earned, 

and area of counseling concentration) and six questions used to determine participants 

counseling experience, as well as previous and current exposure to resilience and crisis 

intervention training received through coursework, workshops, or seminars. 
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Current Crisis Intervention Skills Self-efficacy Scale. 

The Current Crisis Intervention Skills Self-efficacy Scale (CCIS-SES; (Morris & 

Minton, 2012) is an 11-item self-report instrument which is representative of major areas 

of crisis intervention as well as the 2009 CACREP standards for crisis counseling skills 

and knowledge areas. The five-point Likert scale asked respondents to rate how 

confident they were in their ability to perform a number of crisis intervention skills 

ranging from not at all (1); minimally (2); adequately (3); well (4); to very well (5). The 

items on the scale are summed to obtain a total score that could range from 11 to 55. 

Higher scores were indicative of higher levels of crisis intervention self-efficacy. 

According to the authors the internal consistency reliability for this instrument was 

acceptable (Cronbach’s α=.96). For the present study, the scale had good internal 

consistency (Cronbach’s α=.89) and good test-retest reliability (r=0.82). 

Connor-Davidson Resilience Scale  

The Connor-Davidson Resilience Scale (CD-RISC;Connor & Davidson, 2003) is 

a 25-item self-report scale used to assess resilience. The scale is comprised of a five-

point Likert scale (0-4), with higher scores representing more resilience and total 

possible scores ranging from 0 and 100. The scale has been used to measure 

resilience in the general population and clinical samples, as well as after the application 

of various interventions with various age groups, gender, and socioeconomic statuses 

from a plethora of cultures. For this study participants were asked to rate each item from 

0 (not true at all) – 4 (true nearly all the time) to indicate how each item reflected their 

resilience during the past month. According to (Connor & Davidson, 2003), the 

theoretical framework upon which the scale is based includes five distinct factors: (a) 
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“personal competence, high standards and tenacity;” (b) “trust in one’s instincts, 

tolerance of negative affect, and strengthening effects of stress;” (c) “positive 

acceptance of change, and secure relationships;” (d) “control;” and (e) “spiritual 

influences.” While the scale measures these five factors, a total score is used to 

measure resiliency. In the general population the scale has been shown to have good 

internal consistency (Cronbach’s α=.89) and adequate test-retest reliability (r=0.87) 

(Connor & Davidson, 2003). A Cronbach alpha coefficient of .93 was obtained for the 

present study indicating excellent internal consistency. The test-retest correlation of .64 

for the present study was low, but acceptable.  

Data Collection 

Over a course of two weeks the researcher entered various counseling classes 

to recruit participants willing to take part in the study. The informational meeting 

regarding the study was then conducted during this time for participants. During the 

informational meeting, using the pen and paper method, participants immediately 

completed and returned the informed consent, the demographic questionnaire, the 

Current Crisis Intervention Self-efficacy Scale (Morris & Minton, 2012) as well as the 

Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003). All forms 

completed required a four-digit participant code, in which the respondents provided to 

protect anonymity throughout the study. The code was used to monitor respondents’ 

completion of measures. During this informational meeting participants also chose their 

desired group, either group A, which served as the first treatment group or group B, 

which acted as the first control group. 
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Approximately one week after the recruitment period group A received the 

treatment/ training, while group B acted as the control group. At the conclusion of the 

training, participants in group A again used pen and paper to complete the Current 

Crisis Intervention Self-efficacy Scale (Morris & Minton, 2012) and the Connor-Davidson 

Resilience Scale (CD-RISC; Connor & Davidson, 2003) and immediately returned them 

to the researcher. The participants in group A were also given self-addressed envelopes 

with pre-paid postage which contained the third wave of assessments. Participants were 

told to complete the assessments in two weeks and return by mail. The assessments 

were received by the researcher via mail between two and three weeks after the 

conclusion of the original treatment groups’ training. 

Exactly one week after group A completed the training the groups “switched” 

roles, thus group B received the treatment and group A acted as the control group. 

Before beginning the training, group B using pen and paper completed the Current 

Crisis Intervention Skills Self-efficacy Scale (Morris & Minton, 2012) and the Connor-

Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003). Following their 

training, Group B was again given the posttests, which were immediately collected by 

the researcher.  

Data Analysis 

This study used a quasi-experimental switching replication design to analyze the 

research. The collected surveys were entered into an Excel file and checked for 

accuracy. The data were analyzed using version 22 of the Statistical Package for the 

Social Sciences (SPSS, 2013). The data analyses were divided into three sections. The 

first section used frequency distributions, cross-tabulations, and measures of central 
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tendency and dispersion to provide a profile of the participants. The second section 

compared the pretest scores between the participants who completed all sections of the 

study and those who dropped out prior to completion of the interventions using t-tests 

for two independent samples to determine if the dropouts were different from the 

completers. A second analysis using t-tests for two independent samples was 

performed to determine if the treatment group and control group differed prior to 

beginning the treatment. The third section of the data analysis used t-tests for 

independent samples and t-tests for dependent samples to address the research 

questions. Decisions on the statistical significance of the findings were made using a 

criterion alpha level of .05, except where multiple comparisons were made. When 

making multiple comparisons, Bonferroni corrections were manually calculated to 

reduce the probability of committing a Type I error. Table 4 presents the statistical 

analyses used with each of the research questions and associated hypotheses.  
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Table 4 

Statistical Analysis of Hypothesis 

Research Questions and 
Hypotheses 

Variables and Instruments Statistical Analysis Method 

RQ1: Does a crisis intervention 
and resilience-building 
training program increase 
crisis counseling self-
efficacy for counselors-in-
training? 

H1:  A crisis intervention and 
resilience-building training 
program will increase crisis 
counseling self-efficacy for 
counselors-in-training. 

Independent Variable:  
Crisis Intervention Training  
Dependent Variable:  
Crisis Counseling Self-efficacy 
Instrument: Current Crisis 
Intervention Skills  
Self-efficacy  Scale (CCIS-SES) 

t-Tests for independent samples 
t-Test for dependent samples 

RQ 2: Does a crisis intervention 
and resilience-building 
training program increase 
the resilience of 
counselors-in-training? 

H2:  A crisis intervention and 
resilience-building training 
program will increase the 
psychological resilience of 
counselors-in-training. 

Independent Variable: 
Resilience-building component 
within Crisis Intervention Training 
Dependent Variable: Counselor-
in-training resilience 
Instrument: Connor-Davidson 
Resilience Scale (CD-RISC) 

t-Tests for independent samples 
t-Test for dependent samples 

 

Summary 

Chapter III outlined the methodology for the study including the research design, 

independent and dependent variables, and a description of the setting and participants. 

This chapter also delineates the a priori determination of sample size, treatment 

procedures, a description of instruments, and data collection and analysis. The 

statistical results for this study will be detailed in chapter IV. 
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CHAPTER IV 

RESULTS 

 This purpose of this study was to determine the effectiveness of a crisis 

intervention and resilience-building training for counselors-in-training. This chapter 

describes the demographic characteristics of the participants using cross-tabulations 

and measures of central tendency and dispersion yielded from responses on the 

demographic questionnaire. This chapter also presents the results of the statistical 

analysis from the Current Crisis Intervention Self-efficacy Scale (Morris & Minton, 2012) 

and the Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003) 

which were used to address the research questions. 

Descriptive Statistics for Participants in Initial Phase 

During the initial phase of the study the study consisted of 28 participants for 

group A and 33 participants for group B for a total of 61 participants. For group A, 17 

participants completed all phases of the training. However, only 16 completed all of the 

posttests. For group B, 22 participants completed the first training session and thus the 

first posttest. However, only 21 participants completed all phases of training as well as 

posttests. Although the descriptive statistics include all 61 participants only those 

participants who completed all waves of measurement (N=37) were included in the data 

analysis.  

Age 

The participants were asked to indicate their age on the demographic 

questionnaire. The minimum and maximum age range, the mean, and median age as 

well as the standard deviation are listed Table 5. 
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Table 5 

Descriptive Statistics of Age (N=61) 

Group N Mean SD Median 

Range 

Minimum Maximum 

Treatment (1) 28 35.57 11.87 33 22 65 

Control (1) 33 32.21 9.62 29 21 55 

Total 61 33.75 10.75 29 21 65 

 

Participants in the first treatment group ranged from 22 to 65 years old with a 

mean age of 35.57 (SD = 11.87) years, with a median age of 33 years. The mean age 

of the participants in the control group was 32.21 (SD = 9.62), with a median age of 29 

years. The participants in the control group ranged in age from 21 to 55 years. For the 

sample (N=61) the participants ranged from 21 to 65 years of age. The mean age for 

the sample was 33.75 (SD=10.75) and the median age was 29. 

Gender, Ethnicity, Highest Degree Earned 

On the demographic questionnaire respondents for both Group A and Group B 

were asked to indicate their gender, ethnicity, and highest degree earned. The 

responses were summarized using frequency distributions as shown in Table 6.  
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Table 6 

Cross-tabulations – Personal Characteristics (N=61) 

Personal Characteristics 

Group Membership 

Total Treatment Control 

N % N % N % 

Gender 
 Male 
 Female 
Total 

 
1 

27 
28 

 
3.6 

96.4 
100.0 

 
4 

29 
33 

 
12.1 
87.9 

100.0 

 
5 

56 
61 

 
8.2 

91.8 
100.0 

Race/Ethnicity 
 African American/Black 
 Asian 
 Hispanic/Latino 
 White/Caucasian 
 Multiracial 
 Other 
Total 

 
12 

1 
1 

14 
0 
0 

28 

 
42.9 
3.6 
3.6 
50 

0 
0 

100 

 
7 
0 
0 

21 
2 
3 

33 

 
21.2 

0 
0 

63.6 
6.1 
9.1 
100 

 
19 

1 
1 

35 
2 
3 

61 

 
31.1 
1.6 
1.6 

57.4 
3.3 
4.9 
100 

Highest Degree 
 Bachelors 
 Masters 
 Education Specialist 
 Other 
Total 

 
23 

2 
1 
2 

28 

 
82.1 
7.1 
3.6 
7.1 
100 

 
27 

6 
0 
0 

33 

 
81.8 
18.2 

0 
0 

100 

 
50 

8 
1 
2 

61 

 
82 

13.1 
1.6 
3.3 
100 

 

 The majority of the participants were female (n=56, 91.8%) with 5 (8.2%) of the 

participants indicating gender as being male. Thirty-five (57.4%) participants identified 

as being White/Caucasian and a large group identified as being African/American 

(n=19, 31.1%). Three (4.9%) participants identified as being “other” and specifically 

noted that they were Arab-American. Two (3.3%) participants identified as being 

multiracial, 1 (1.6%) identified as being Asian and 1 (1.6%) identified as being 

Hispanic/Latino. Because the participants were in a master’s level program all 

respondents had at least a bachelor’s degree. However, 8 (13.1%) indicated that they 

also held a master’s degree, 1 (1.6%) an educational specialist certificate and 2 (3.3%) 

“other”, noting specifically having a juris doctor. 
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Specialization 

 Participants were asked to indicate their area of counseling specialization. The 

results are summarized in Table 7. 

 

Table 7 

Cross-tabulations – Counseling Specialization (N=61) 

Specialization 

Group Membership 

Total Treatment Control 

N % N % N % 

Community 17 60.7 18 54.5 35 57.4 

School 3 10.7 3 9.1 6 9.8 

School and Community 5 17.9 10 30.3. 15 24.6 

Rehabilitation 3 10.7 1 3.0 4 6.6 

Other 0 0 1 1.6 1 1.6 

Total 28 100 33 100 61 100 

 

 The majority of the participants indicated that they were specializing in 

community counseling (n=35, 57.4%). Fifteen (24.6%) participants indicated that they 

were specializing in school and community counseling. Of those participants 

specializing in community counseling, nine participants also noted that they were 

specializing in art therapy and one participant in rehabilitation counseling. Only 9.8% 

(n=6) of the participants noted that they were specializing in school counseling, 6.6% 

(n=4) rehabilitation counseling, and 1.6% (n=1) “other”, specifying art therapy.  
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Training 

Participants indicated the number of courses, workshops, and seminars they had 

taken or were currently taking in regards to building resilience, secondary traumatic 

stress (STS), and crisis intervention. The results are summarized in Table 8. 

 

Table 8 

Cross-tabulations – Courses in Resilience, STS and Crisis Intervention (N=61) 

Courses/Workshops 

Group Membership 

Total Treatment Control 

N % N % N % 

Courses on resilience 
 None 
 One 
 Two 
Total 

 
25 

1 
2 

28 

 
89.3 
3.6 
3.3 
100 

 
31 

2 
0 

33 

 
93.9 
6.1 

0 
100 

 
56 

3 
2 

61 

 
91.8 
4.9 
3.3 
100 

Courses on STS 
 None 
 One 
 Two 
Total 

 
25 

2 
1 

28 

 
89.3 
7.1 
3.6 
100 

 
24 

8 
1 

33 

 
72.7 
24.2 
3.0 
200 

 
49 
10 

2 
61 

 
80.3 
16.4 
3.3 
100 

Crisis intervention courses 
 None 
 One 
Total 

 
24 

4 
28 

 
85.7 
14.3 
100 

 
28 

5 
33 

 
84.8 
15.2 
100 

 
52 

9 
61 

 
85.2 
14.8 
100 

Courses that included crisis 
intervention 
 None 
 One 
 Two 
Total 

 
 

25 
2 
1 

28 

 
 

89.3 
7.1 
3.6 
100 

 
 

27 
5 
1 

33 

 
 

81.8 
15.2 
1.6 
100 

 
 

52 
7 
2 

61 

 
 

85.2 
11.5 
3.3 
100 

Crisis Intervention 
workshops/seminars 
 None 
 One 
 Two 
 Three 
 Four 
Total 

 
 

22 
5 
1 
0 
0 

28 

 
 

78.6 
17.9 
3.6 

0 
0 

100 

 
 

19 
9 
3 
1 
1 

33 

 
 

57.6 
27.3 
9.1 
3.0 
3.0 
100 

 
 

41 
14 

4 
1 
1 

61 

 
 

67.2 
23 
6.6 
1.6 
1.6 
100 
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 The majority of participants (n=56, 91.8%) had not taken any courses which 

specifically discussed building client resilience. Three (4.9%) participants had taken one 

course and 2 (3.3%) participants had taken two.  

The majority of students (n=49, 80.3%) indicated that they were not taking and 

had not previously taken any courses which specifically discuss secondary traumatic 

stress or vicarious traumatization. Ten (16.4%) participants indicated that they had 

taken one course that discussed secondary traumatic stress and 2 (3.3%) participants 

indicated that they had taken two courses.  

The majority of participants (n=52, 85.2%) indicated that they had not taken any 

courses which specifically focused on crisis intervention or traumatology. Whereas 9 

(14.8%), participants had taken or were currently taking a course which focused on 

crisis intervention or traumatology.  

Fifty-two (85.2%) participants did indicate that they had not taken any courses 

which included crisis intervention or traumatology. Seven participants (11.5%) indicated 

that they had taken one course which included crisis intervention and 2 (3.3%) 

participants indicated that they had taken two courses which included it.  

The majority of participants (n=41, 67.2%) also indicated that they had not 

attended any workshops or seminars which focused on crisis intervention or 

traumatology. Fourteen (23%) had attended one workshop focused on crisis 

intervention and traumatology, 4 (6.6%) had attended two workshops, 1 (1.6%) had 

attended three workshops and 1 (1.6%) had attended four. 
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Comparison of Samples  

Preliminary statistics of the initial assessments revealed that there was not a 

significant difference between those who completed the study and those who did not. 

The group statistics comparing the samples are summarized in Table 9. 

 

Table 9 

Comparison of Samples- Assessment One of CD-RISC and CCIS-SES 

Assessment Dropout N Mean SD SEM 

CD-RISC One Yes 
No 

24 
37 

78.25 
74.54 

10.87 
10.57 

2.22 
1.74 

CCIS-SES One Yes 
No 

24 
37 

23.33 
26.00 

7.29 
8.97 

1.49 
1.48 

 

The mean score of 78.25 (SD=10.87) on the initial resilience assessment for 

those who did not complete the study (N=24) is slightly higher than the mean score of 

74.54 (SD=10.57) for those who did complete the study (N=37). Whereas the mean 

score of 23.33 (SD=7.29) on the crisis intervention skills self-efficacy scale for those 

who did not complete the study (N=24) was slightly lower of 26 (SD=8.97) for those 

individuals (N=37) who did complete the study.  

The independent samples t-Test used to evaluate the equality of the means 

between the two groups revealed that there was not a significant difference in the 

resilience scores of those who dropped out of the study and those who remained, t(59)= 

1.33, p= .19. There was also not a significant difference in the current crisis intervention 

skills self-efficacy scores for those individuals who remained in the study and those who 

dropped out, t(59)= -1.22, p=.23. 
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Descriptive Statistics for Participants Completing Study 

A total of 37 participants completed all facets of the study. For Group A (N=16), 

18 participants attended the initial session, one participant did not attend the second 

session and one participant did not return the final assessments. For Group B (N=21), 

22 participants attended the initial session and one participant did not complete the 

second session. 

Age 

The age of the participants (N=37) completing the study ranged from 22 to 55 

years. The mean age for the participants was 34.76 (SD=10.93) and the median age 

was 30. The minimum and maximum age range, the mean, and median age as well as 

the standard deviation are listed Table 10. 

 

Table 10 

Descriptive Statistics of Age (N=37) 

Group N Mean SD Median 

Range 

Minimum Maximum 

Treatment (1) 16 35.31 12.18 32.50 22 55 

Control (1) 21 34.33 10.18 30.00 24 55 

Total 37 34.76 10.93 30.00 22 55 

 

 The age of the participants in the treatment group ranged from 22 to 55 years old 

with a mean age of 35.31 (SD = 12.18) years and a median age of 32.50 years. The 

mean age of the participants in the control group was 34.33 (SD = 10.18) and the 

median age was 30 years. The participants’ in the control group age ranged from 24 to 

55 years.   
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Gender, Ethnicity, Highest Degree Earned 

Participants completing the study (N=37) provided demographic information, 

including gender, ethnicity, and their highest degree. The demographic information for 

the 37 participants who completed the study are summarized in Table 11. 

 

Table 11 

Cross-tabulations – Personal Characteristics (N=37) 

Personal Characteristics 

Group Membership 

Total Treatment Control 

N % N % N % 

Gender 
 Male 
 Female 
Total 

 
0 

16 
16 

 
0 

100 
100 

 
3 

18 
21 

 
14.3 
85.7 
100 

 
3 

34 
37 

 
8.1 

91.9 
100 

Race/Ethnicity 
 African American/Black 
 Asian 
 White/Caucasian 
 Multiracial 
 Other 
Total 

 
6 
1 
9 
0 
0 

16 

 
37.5 
6.3 

56.3 
0 
0 

100 

 
3 
0 

16 
1 
1 

21 

 
14.3 

0 
76.2 
4.8 
4.8 
100 

 
9 
1 

25 
1 
1 

37 

 
24.3 
2.7 

67.6 
2.7 
2.7 
100 

Highest Degree 
 Bachelors 
 Masters 
 Education Specialist 
 Other 
Total 

 
14 

0 
1 
1 

16 

 
87.8 

0 
6.3 
6.3 
100 

 
18 

3 
0 
0 

21 

 
85.7 
14.3 

0 
0 

100 

 
32 

3 
1 
1 

37 

 
86.5 
8.1 
2.7 
2.7 
100 

 

The majority of the participants were female (n=34, 91.9%) and 3 (8.1%) 

participants were male. Twenty-five (67.6%) of the participants identified as 

White/Caucasian, with the sample including African American (n=9, 24.3%), Asian (n = 

1, 2.7%), multiracial (n=1, 2.7%), and “other” (n=1, 2.7%). The participant identifying as 

“other” indicated that he/she was Arab-American.  
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The preponderance of participants had at least a bachelor’s degree (n = 32, 

86.5%). Three (8.1%) participants indicated that they had completed a master’s degree, 

1 (2.7%) an educational specialist certificate and 1 (2.7%) reported that he/she had 

“other,” noting specifically having a juris doctor. 

Specialization 

Participants were asked to indicate their area of counseling specialization. The 

results for participants whom completed the study are summarized in Table 12. 

 

Table 12 

Cross-tabulations – Counseling Specialization (N=37) 

Specialization 

Group Membership 

Total Treatment Control 

N % N % N % 

Community 9 56.3 12 57.1 21 56.8 

School 2 12.5 1 4.8 3 8.1 

School and Community 3 18.8 6 28.6 9 24.3 

Rehabilitation 2 12.5 1 4.8 3 8.1 

Other 0 0 1 4.8 1 2.7 

Total 16 100 21 100 37 100 

 

The majority of participants (n = 21, 56.8%) indicated that they were specializing 

in community counseling, with (n = 9, 24.3%) specializing in school and community 

counseling. Of those participants specializing in community counseling, five participants 

also noted that they were specializing in art therapy and one participant in rehabilitation 

counseling. Three (8.1%) participants explained that they were specializing in school 
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counseling, 3 (8.1%) in rehabilitation counseling, and 1 (2.7%) in “other,” specifying art 

therapy.  

Training 

Participants indicated the number of courses, workshops, and seminars they had 

taken or were currently taking in regards to building resilience, secondary traumatic 

stress (STS), and crisis intervention. The results for participants (N=37) whom 

completed the study are summarized in Table 13. 
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Table 13 

Cross-tabulations – Courses in Resilience, STS and Crisis Intervention (N=37) 

Courses/ Workshops 

Group Membership 

Total Treatment Control 

N % N % N % 

Courses on resilience 
 None 
 One 
 Two 
Total 

 
13 

1 
2 

16 

 
81.3 
6.3 

12.5 
100 

 
20 

1 
0 

21 

 
95.2 
4.8 

0 
21 

 
33 

2 
2 

37 

 
89.2 
5.4 
5.4 
100 

Courses on STS 
 None 
 One 
 Two 
Total 

 
15 

1 
0 

16 

 
93.8 
6.3 

0 
100 

 
16 

4 
1 

21 

 
76.2 

19 
4.8 
100 

 
31 

5 
1 

37 

 
83.8 
13.5 
2.7 
100 

Crisis intervention courses 
 None 
 One 
Total 

 
14 

2 
16 

 
87.5 
12.5 
100 

 
18 

3 
21 

 
85.7 
14.3 
100 

 
32 

5 
37 

 
86.5 
13.5 
100 

Courses that included crisis 
intervention 
 None 
 One 
Total 

 
 

15 
1 

16 

 
 

93.8 
6.3 
100 

 
 

17 
4 

21 

 
 

81 
19 

100 

 
 

32 
5 

37 

 
 

86.5 
13.5 
100 

Crisis Intervention 
workshops/seminars 
 None 
 One 
 Four 
Total 

 
 

12 
4 
0 

16 

 
 

75 
25 

0 
100 

 
 

13 
7 
1 

21 

 
 

61.9 
33.3 
4.8 
100 

 
 

25 
11 

1 
37 

 
 

67.6 
29.7 
2.7 
100 

 

Thirty-three (89.2%) of participants had not taken any courses which specifically 

discussed building client resilience. Two (5.4%) participants had taken one course and 

2 (5.4%) participants had taken two. Thirty-one (83.8%) also indicated that they were 

not taking and had not previously taken any courses which specifically discuss 

secondary traumatic stress or vicarious traumatization. Five (13.5%) participants 

indicated that they had taken one course that discussed secondary traumatic stress and 

1 (2.7%) participant indicated that he/she had taken two courses. Thirty-two (86.5%) 
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participants indicated that they had not taken any courses which specifically focused on 

crisis intervention or traumatology and 5 (13.5%), had taken or were currently taking 

one course. Thirty-two (86.5%) of participants did indicate that they had not taken any 

courses which included crisis intervention or traumatology and 5 (13.5%) participants 

had taken one course which included it. Twenty-five (67.6%) participants indicated that 

they had not attended any workshops or seminars which focused on crisis intervention 

or traumatology. While 11 (29.7%) participants had attended one workshop which 

focused on crisis intervention and 1 (2.7%) had attended four. 

Scaled Variables 

 The Conner-Davison Resilience Scale (CD-RISC) and Crisis Counseling 

Intervention Skills Self-Efficacy Scale (CCIS-SES) were scored by summing the 

responses and dividing by the number of items on the scales to obtain a total score for 

each scale. The total scores for each participant were summarized using descriptive 

statistics. Table 14 presents results of this analysis. 

 

Table 14 

Descriptive Statistics: Scaled Variables (N = 37) 

Scale N Mean SD Median 

Actual Range Possible Range 

Minimum Maximum Minimum Maximum 

CD-RISC 37 74.54 10.57 74 53 92 0 100 

CCIS-SES 37 26.00 8.97 24 12 48 11 55 

 

 The mean score for the participants on the CD-RISC was 74.54 (SD = 10.57), 

with a median of 74. The actual range of scores was from 53 to 92, with possible scores 

ranging from 0 to 100. The CCIS-SES had a mean score of 26.00 (SD = 8.97), with a 



www.manaraa.com

 67  

 

 

median of 24. The actual scores ranged from 12 to 48, with possible scores ranging 

from 11 to 55. 

 Prior to testing the hypotheses, t-tests for two independent samples were used to 

determine the statistical equivalency of the experimental and control groups prior to 

conducting the study. The results of these analyses are presented in Table 15. 

 

Table 15 

t-Tests for Independent Samples: Scaled Variables (N = 37) 

Scale N Mean SD DF t-Value Sig 

CD-RISC 
 Experimental Group 
 Control Group 

 
16 
21 

 
75.25 
74.00 

 
11.94 

9.66 

 
35 

 
.35 

 
.727 

CCIS-SES 
 Experimental Group 
 Control Group 

 
16 
21 

 
26.56 
25.57 

 
6.77 

10.49 

 
35 

 
.33 

 
.744 

 

 The comparison of the experimental and control groups on the total scores for 

the CD-RISC and the CCIS-SES prior to beginning the treatment were not statistically 

significant. Based on this finding, the groups were considered statistically equivalent 

prior to starting the treatment. 

Research Questions and Hypotheses 

Two research questions and associated hypotheses were developed for this 

study. Each hypothesis was tested using inferential statistical analysis. The criterion 

alpha level used to determine statistical significance of the findings was initially set at 

.05. However, to control for Type I error, Bonferroni corrections were made. For the t-

tests for independent samples, the manual Bonferroni correction resulted in a criterion 
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alpha level of .025 to account for the two comparisons. For the t-tests for dependent 

samples, which consisted of three comparisons, the manual Bonferroni correction 

resulted in a criterion alpha level of .0167, which was used to determine statistical 

significance of the findings. 

Hypothesis 1 

Research Question 1: Does a crisis intervention and resilience-building training 

program increase crisis counseling self-efficacy for counselors-in-training? The null 

hypothesis for this research question is: The crisis intervention and resilience-building 

training will not have a significant effect on crisis counseling self-efficacy. 

 Null Hypothesis µpre-test scores= µpost-test scores= µpost-test scores  

To determine if participation in the treatment had an effect on crisis counseling 

self-efficacy scores for the experimental and delayed intervention groups, t-tests for 

independent samples were used. Two separate comparisons were made. The first t-test 

compared the scores after completion of the treatment by the experimental group. The 

delayed intervention group then participated in the treatment and both groups were 

tested on the CCIS-SES. The manual Bonferroni correction resulted in a criterion alpha 

level of .025.The results of these analyses are presented in Table 16. 
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Table 16 

t-Tests for Independent Samples – CCIS-SES at Time 2 and Time 3 (N = 37) 

CCIS-SES N Mean SD DF t-Value Sig 

Time 2 
 Experimental Group 
 Control Group 

 
16 
21 

 
38.06 
25.76 

 
3.64 
8.54 

 
28.52 

 
5.93 

 
<.001 

Time 3 
 Experimental Group 
 Delayed Group 

  
16 
21 

 
39.63 
42.62 

 
5.90 
6.39 

 
35.00 

 
-1.46 

 
.154 

  

The comparison of the CCIS-SES scores between the experimental group (M = 

38.06, SD = 3.64) and the control group (M = 25.76, SD = 8.54) was statistically 

significant, t (28.52) = 5.93, p < .001. This finding indicated that following completion of 

the treatment, the experimental groups’ level of crisis counseling intervention skills self-

efficacy was significantly higher than the control groups’. However, after the delayed 

intervention group completed the treatment, the difference between the two groups was 

not statistically significant, t (35) = -1.46, p = .154. The mean score for the experimental 

group (M = 39.63, SD = 5.90) was lower than the mean score for the delayed 

intervention group (M = 42.62, SD = 6.39).  

To determine if changes in crisis counseling self-efficacy scores changed within 

the groups, t-tests for dependent samples were used. The manual Bonferroni correction 

resulted in a criterion alpha level of .0167. The results of these analyses are presented 

in Table 17.  
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Table 17 

t-Tests for Dependent Samples – CCIS-SES (N = 37) 

CCIS-SES N Mean SD DF t-Value Sig 

Experimental Group 
 Time 1 
 Time 2 

 
16 
16 

 
26.56 
38.06 

 
6.77 
3.64 

 
15 

 
6.69 

 
<.001 

Control Group 
 Time 1 
 Time 2 

 
21 
21 

 
25.57 
25.76 

 
10.49 

8.54 

 
20 

 
.15 

 
.886 

Experimental Group 
 Time 2 
 Time 3 

 
16 
16 

 
38.06 
39.63 

 
3.64 
5.90 

 
15 

 

 
1.59 

 
.307 

Delayed Group 
 Time 2 
 Time 3 

 
21 
21 

 
25.76 
42.62 

 
8.54 
6.39 

 
20 

 
7.83 

 
<.001 

Experimental Group 
 Time 1 
 Time 3 

 
16 
16 

 
26.56 
39.63 

 
6.77 
5.90 

 
15 

 
7.14 

 
<.001 

Delayed Group 
 Time 1 
 Time 3 

 
21 
21 

 
25.57 
42.62 

 
10.49 

6.39 

 
20 

 
6.73 

 
<.001 

 

. When the experimental group’s scores for crisis counseling self-efficacy were 

compared from Time 1 (M = 26.56, SD = 6.77) to Time 2 (M = 38.06, SD = 3.64) using t-

tests for dependent samples, the result was statistically significant, t (15) = 6.69, p < 

.001. This finding indicated that following the completion of the treatment, within the 

experimental group, there were higher levels of crisis counseling self-efficacy. When the 

mean scores for Time 1 (M = 25.57, SD = 10.49) were compared to Time 2 (M = 25.76, 

SD = 8.54) for the control group, the result was not statistically significant, t (20) = .15, p 

= .886. When the experimental group’s scores for crisis counseling self-efficacy were 

compared from Time 2 (M = 38.06, SD = 3.64) to Time 3 (M = 39.63, SD = 5.90), the 

result was not statistically significant, t (15) = 1.59, p = .307. However, when the mean 
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scores for Time 2 (M = 25.76, SD = 8.54) were compared to Time 3 (M = 42.62, SD = 

6.39) for the delayed intervention group, the result was statistically significant, t (20) = 

7.83, p < .001. This finding indicated that following the completion of the treatment, 

within the delayed intervention group, there were higher levels of crisis counseling self-

efficacy. Thus, when the experimental group’s scores for crisis counseling self-efficacy 

were compared from Time 1 (M = 26.56, SD = 6.77) to Time 3 (M = 39.63, SD = 5.90), 

the result was statistically significant, t (15) = 7.14, p < .001. Similarly, when the delayed 

intervention groups’ scores for crisis counseling self-efficacy was compared from Time 1 

(M = 25.57, SD = 10.49) to Time 3 (M = 42.62, SD = 6.39), the result was statistically 

significant, t (20) = 6.73, p < .001. These findings indicate that from Time 1 to Time 3, 

within both the experimental group and the delayed intervention group there were 

higher levels of crisis counseling self-efficacy. The mean crisis counseling self-efficacy 

scores for the experimental and delayed intervention group are presented in Figure 1. 

 

26.56

38.06 39.63

25.57 25.76

42.62

0.00

5.00

10.00

15.00

20.00

25.00

30.00

35.00

40.00

45.00

Time 1 Time 2 Time 3

M
e

a
n

  S
co

re
s

Assessment

Figure 1. Mean scores on the CCIS-SES for the experimental and delayed
intervention group (N=37) at Time 1, Time 2, and Time 3. The experimental
group participated in the treatment at Time 2 and the delayed intervention
group at Time 3.
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Hypothesis 2 

Research Question 2: Does a crisis intervention and resilience-building training 

program increase the resilience of counselors-in-training? The null hypothesis for this 

research question is: The crisis intervention and resilience-building training will not have 

a significant effect on resilience of counselors-in-training. 

 Null Hypothesis µpre-test scores= µpost-test scores= µpost-test scores  

To determine if participation in the treatment had an effect on resilience scores 

for the experimental and delayed intervention groups, t-tests for independent samples 

were used. Two separate comparisons were made. The first t-test compared the scores 

after completion of the treatment by the experimental group. The delayed intervention 

group then participated in the treatment and both groups were tested on the CD-RISC. 

The manual Bonferroni correction resulted in a criterion alpha level of .025. The results 

of these analyses are presented in Table 18. 

 

Table 18 

t-Tests for Independent Samples – CD-RISC at Time 2 and Time 3 (N = 37) 

CD-RISC N Mean SD DF t-Value Sig 

Time 2 
 Experimental Group 
 Control Group 

 
16 
21 

 
79.44 
76.52 

 
10.50 

9.97 

 
35 

 
.861 

 
.395 

Time 3 
 Experimental Group 
 Delayed Group 

  
16 
21 

 
81.06 
80.62 

 
11.60 
10.08 

 
35 

 
.124 

 
.902 

 

 The comparison of the CD-RISC scores between the experimental group (M = 

79.44, SD = 10.50) and the control group (M = 76.52, SD = 9.97) was not statistically 



www.manaraa.com

 73  

 

 

significant, t (35) = .861, p = .395. Similarly, after the delayed intervention group 

completed the treatment, the difference between the two groups was not statistically 

significant, t (35) = .124, p = .902. The mean score for the experimental group (M = 

81.06, SD = 11.60) was higher than the mean score for the delayed intervention group 

(M = 80.62, SD = 10.08).  

To determine if changes in resilience scores changed within the groups, t-tests 

for dependent samples were used. The manual Bonferroni correction resulted in a 

criterion alpha level of .0167. The results of these analyses are presented in Table 19. 

 

Table 19 

t-Tests for Dependent Samples – CD-RISC (N = 37) 

CD-RISC N Mean SD DF t-Value Sig 

Experimental Group 
 Time 1 
 Time 2 

 
16 
16 

 
75.25 
79.44 

 
11.94 
10.50 

 
15 

 
2.30 

 
.037 

Control Group 
 Time 1 
 Time 2 

 
21 
21 

 
74.00 
76.52 

 
9.66 
9.97 

 
20 

 
1.38 

 

 
.183 

Experimental Group 
 Time 2 
 Time 3 

 
16 
16 

 
79.44 
81.06 

 
10.50 
11.60 

 
15 

 

 
1.03 

 
.319 

Delayed Group 
 Time 2 
 Time 3 

 
21 
21 

 
76.52 
80.62 

 
9.97 

10.08 

 
20 

 
2.15 

 
.044 

Experimental Group 
 Time 1 
   Time 3 

 
16 
16 

 
75.25 
81.06 

 
11.94 
11.60 

 
15 

 
3.50 

 
.003 

Delayed Group 
 Time 1 
 Time 3 

 
21 
21 

 
74.00 
80.62 

 
9.66 

10.08 

 
20 

 
4.07 

 
.001 
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When the experimental group’s scores for resilience were compared from Time 1 

(M = 75.25, SD = 11.94) to Time 2 (M = 79.44, SD = 10.50) using t-tests for dependent 

samples, the result was not statistically significant, t (15) = 2.30, p = .037. When the 

mean scores for Time 1 (M = 74.00, SD = 9.66) were compared to Time 2 (M = 76.52, 

SD = 9.97) for the control group, the result was not statistically significant, t (20) = 1.38, 

p = .183. When the experimental group’s scores for resilience were compared from 

Time 2 (M = 79.44, SD = 10.50) to Time 3 (M = 81.06, SD = 11.60), the result was not 

statistically significant, t (15) = 1.03, p = .319. When the mean scores for scores for 

Time 2 (M = 76.52, SD = 9.97) were compared to Time 3 (M = 80.62, SD = 10.08) for 

the delayed intervention group, the result was not statistically significant, t (20) = 2.15, p 

= .044. However, when the experimental group’s scores for resilience were compared 

from Time 1 (M = 75.25, SD = 11.94) to Time 3 (M = 81.06, SD = 11.60), the result was 

statistically significant, t (15) = 3.50, p = .003. Similarly, when the delayed intervention 

group’s scores for resilience were compared from Time 1 (M = 74.00, SD = 9.66) to 

Time 3 (M = 80.62, SD = 10.08), the result was statistically significant, t (20) = 4.06, p = 

.001. These findings indicate that from Time 1 to Time 3, within both the experimental 

group and the delayed intervention group there were higher levels of resilience. The 

mean resilience scores for the experimental and delayed intervention group are 

presented in Figure 2.  
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Summary 

 Chapter IV presented the results of the statistical analyses which were used to 

describe the sample and address the research questions. Chapter V will provide a 

discussion of conclusions and recommendations based on these findings. Chapter V 

will also discuss limitations of this research and suggestions for future research. 
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Figure 2. Mean scores on the CD-RISC for the experimental and delayed
intervention group (N=37) at Time 1, Time 2, and Time 3. The
experimental group participated in the treatment at Time 2 and the
delayed intervention group at Time 3.
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CHAPTER V 

Summary and Discussion 

Introduction 

 The purpose of this study was to examine the effectiveness of a crisis 

intervention and resilience building training program, grounded in REBT, for counselors-

in-training. This chapter includes a brief summary of the crisis intervention and 

resilience literature, a discussion of the study findings, implications of the study, 

limitations, and recommendations for future research. 

 According to Meichenbaum (2012), 60% of individuals can expect to experience 

at least one traumatic event during their lifetime. After a potentially traumatic event, 

most individuals are resilient (Bonanno, 2004, 2005; Bonanno et al., 2006). This 

propensity for resilience after a potentially traumatic event is signified by the 

posttraumatic stress disorder (PTSD) prevalence rate of 7.9% that has been noted in 

civilian populations (Ozer, Best, Lipsey & Weiss, 2003). To assist individuals who do 

have difficulty posttrauma, mental health professionals have begun to use factors of 

resilience found in individuals who do not have difficulty posttrauma (Mancini & 

Bonanno, 2006). However, the plethora of research regarding posttrauma reactions and 

assisting individuals has continued to focus on posttraumatic stress disorder (PTSD).  

This narrow focus on negative symptomology, such as PTSD, may thwart mental 

health professionals from considering post-trauma trajectories such as resilience, 

recovery, and delayed dysfunction. Furthermore, concentrating on negative 

symptomology early in treatment may contribute to a trend of focusing on what is wrong, 
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versus what is working for the individual throughout the counseling process (Saleebey, 

2002).  

In the aftermath of a potentially traumatic event, the extent of assistance needed, 

and the potential for negative symptomology is determined in part by the individuals’ 

level of functioning. If the individuals’ coping mechanisms are overwhelmed, or they are 

experiencing psychological disequilibrium, they are said to be in a state of crisis (A. R. 

Roberts, 2005). A state of crisis is typically brought about when an individual is exposed 

to a hazardous situation in which they believe they have experienced a loss, either 

concrete, such as the loss of a loved one, or intangible, such as the loss of coping self-

efficacy. For individuals who enter a state of crisis and have decreased functioning, the 

application of crisis interventions may contribute to stabilization at a greater level of 

functioning (Kanel, 2007). Furthermore, successful crisis resolution may deter or 

mitigate the onset of chronic symptomology, such as PTSD. 

Hoff, Hallisey & Hoff (2009), stressed the need to train future and current 

counselors  in crisis intervention due to the innumerable potentially traumatic events in 

society and the magnitude to which counselors encounter individuals in crisis. However, 

many counselors receive little to no formal training in crisis intervention in their 

graduate-level courses (Morris & Minton, 2012).The importance of the need to train 

counselors in crisis intervention is stressed by the American Counseling Association 

Code of Ethics (ACA; 2014) and the 2009 Council for Accreditation of Counseling and 

Related Educational Programs (CACREP; 2009). The ACA code of ethics specifically 

stated that counselors should only practice within the boundaries of their education, 

training, or experience. Whereas the CACREP standards mandated the inclusion of 
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crisis intervention and traumatology curricula into CACREP approved programs to 

prepare counselors on ways to assist clients.  

On a personal level, the lack of training can be injurious to both the client and the 

counselor. According to Courtois and Gold (2009), a lack of training in crisis intervention 

and traumatology may actually re-traumatize or cause a “second injury” to the client. 

Similarly, a lack of training may contribute to secondary traumatic stress symptomology 

for counselors (Adams & Riggs, 2008).  

Immediately following a potentially traumatic event, the individuals functioning 

can be gauged on a continuum extending from psychological resilience to a state of 

crisis. Bonanno (2004) stated that resilience is the ability to adapt in the face of 

adversity. “It is the basic strength underpinning all the positive characteristics in a 

person’s emotional and psychological makeup”(Reivich & Shatte, 2002).  

Resilience building has been described as the pivotal component in achieving 

successful crisis resolution and increasing functioning (Hoff et al., 2009). In an effort to 

simplify, operationalize, and teach resilience building, rational emotive behavior therapy 

has been used as the foundational theory (Neenan, 2009; Padesky & Mooney, 2012; 

Reivich et al., 2011; Reivich & Shatte, 2002). For example, the armed forces utilizes the 

U.S. Army Master Resilience Training (MRT) course, which is based upon the Penn 

Resilience Program, to train soldiers on ways enhance and build resilience using 

rational emotive behavior therapy as a framework (Reivich et al., 2011). Because 

counselors in every specialization and setting serve as the first line of intervention after 

potentially traumatic events, it may be just as important to train mental health care 

workers in resilience building as it is military personnel. 
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Similarly, because symptoms of secondary traumatic stress are comparable to 

symptoms experienced by clients in crisis or who have been traumatized, the need for 

counselors to learn how to build their own resilience is also important. If counselors are 

truly going to be prepared to practice in an ethical manner, it may be beneficial that they 

be trained in crisis intervention and resilience building. This is particularly important 

given that a lack of training and knowledge regarding crisis intervention and trauma can 

have detrimental effects on the client and the counselor. 

Minimal research has addressed the efficacy of crisis intervention training. 

Similarly, the strategy of resilience building, which was previously only referenced 

regarding children under at-risk conditions, has not been studied in regards to 

counselors-in-training. Thus, this study sought to address the lack of training and 

determine the effectiveness of an intervention program. 

Method 

 This study used a quasi-experimental, switching replications design consisting of 

two groups and three waves of measurement. The study evaluated the efficacy of crisis 

counseling and resilience-building training on crisis counseling self-efficacy and 

counselor resilience. A total of 37 participants completed study, including the training, a 

demographic questionnaire, and two assessments, the Current Crisis Intervention Self-

efficacy Scale (Morris & Minton, 2012) and the Connor-Davidson Resilience Scale (CD-

RISC; Connor & Davidson, 2003), which were given at three different intervals. 

Findings 

The first wave of measurement was completed by 61 participants, including 28 

participants for group A and 33 participants for group B. For group A, 16 participants 
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completed the training and the posttests. For group B, 21 participants completed 

training as well as posttests. Thus the study included 37 participants. 

The participants (N=37) ranged in age from 22 to 55 years with the mean age 

being 34.76 (SD=10.93). The majority of the participants were female (91.9%) and 

67.6% indicated that they were White/Caucasian, while 24.3% indicated that they were 

African American/ Black. The majority of participants indicated that their highest level of 

education was a bachelor’s degree. Most of the participants (56.8%) indicated that their 

area of specialization within counseling was community counseling, with 24.3% 

indicating that they were specializing in school and community counseling. 

In regards to training, 89.2% of participants had not taken a course that 

discussed resilience building and 83.8% had not taken a course that discussed 

secondary traumatic stress. The majority of participants 86.5% indicated that they had 

not taken any courses which focused on crisis intervention, 86.5% indicated that they 

had not taken any classes that included crisis intervention, and 67.6% had not taken a 

crisis intervention workshop.  

Prior to testing the research hypotheses, a t-test for independent samples was 

performed to compare the pretest scores of those who completed the study (N=37) and 

those who did not (N=24). The statistical analysis found no significant difference in the 

mean scores of the CD-RISC or the CCIS-SES between the two groups. Thus, the 

participants who remained in the study and the participants who dropped out were 

considered to be statistically equivalent. 

Statistical analysis was also performed prior to testing the research hypotheses 

to determine the statistical equivalency of the experimental (N=16) and control group 
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(N=21). The t-test for two independent samples indicated that the two groups could be 

considered statistically equivalent prior to starting the treatment 

Two research questions were developed for this study. Each hypothesis was 

tested using inferential statistical analysis. Using Bonferroni corrections, decisions on 

the statistical significance of the findings were adjusted from the initial .05 criterion 

alpha level to a criterion alpha level of .025 for the t-tests for independent samples and 

to .0167 for the t-tests for dependent samples.  

Research Questions 

Research question 1: Does a crisis intervention and resilience-building training 

program increase crisis counseling self-efficacy for counselors-in-training? The null 

hypothesis for this research question is that the crisis intervention and resilience-

building training will not have a significant effect on crisis counseling self-efficacy. 

To test whether participation in the treatment had an effect on crisis counseling 

self-efficacy between the experimental group and the control/delayed intervention 

group, t-tests for independent samples were used. When comparing the scores of the 

CCIS-SES for the treatment group after the completion of the treatment the analysis 

indicated that two weeks of the crisis counseling and resilience-building training 

significantly increased the crisis counseling self-efficacy of the treatment group in 

comparison to the control group. When comparing the scores of the CCIS-SES after the 

completion of the treatment by the delayed intervention group, the results indicated that 

there was not a significant difference. However, this lack of significance was due to the 

scores for the delayed intervention group surpassing those in the treatment group.  
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Further analysis was performed to determine if participation in the treatment had 

an effect on crisis counseling self-efficacy within the groups. These analyses were 

performed using t-tests for dependent samples. These analyses revealed that for the 

treatment group, there were significantly higher scores on the CCIS-SES from Time 1 to 

Time 2. Similarly, after the treatment, the mean scores on the CCIS-SES for the 

delayed intervention group significantly increased from Time 2 to Time 3. Thus, both 

groups scores significantly increased from the pre-test (Time 1) to the second posttest 

(Time 3).  

The analyses used to determine if participation in the treatment had an effect on 

crisis counseling self-efficacy between the groups and within the groups both yielded 

significantly higher scores on the CCIS-SES after the treatment. Based on these 

analyses, the null hypothesis that the crisis intervention and resilience-building training 

would not have a significant effect on crisis counseling self-efficacy was rejected. 

Research question 2: Does a crisis intervention and resilience-building training 

program increase the resilience of counselors-in-training? The null hypothesis for this 

research question is that the crisis intervention and resilience-building training will not 

have a significant effect on resilience. 

The t-tests for independent samples used to test if participation in the treatment 

had an effect on resilience between the experimental group and the delayed 

intervention groups were not statistically significant. The analysis indicated that although 

scores on the CD-RISC increased after the treatment, two weeks of the training did not 

at any point yield a significant difference between the treatment group and the delayed 

intervention group. 
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Further analysis was performed to determine if participation in the treatment had 

an effect on resilience within each group. For both the treatment group and the delayed 

intervention group, resilience scores significantly increased from the pre-test (Time 1) to 

the second posttest (Time 3). Because of the mixed findings on the analysis for 

resilience, a decision could not be made on the null hypotheses. There was not a 

statistically significant difference between the groups, although there were statistically 

significant differences within the groups.  

Discussion of Findings 

 This purpose of this study was to evaluate the effectiveness of crisis intervention 

and resilience building training program using a switching replications design. 

Essentially, each group participated in the treatment at different times. However, the 

groups completed the assessments concurrently. Thus, given the replicated findings 

after participation in the treatment for each group, the reliability of the conclusions is 

strengthened. 

In this study, the majority of the sample had not taken any crisis intervention 

courses, courses that included crisis intervention or crisis related workshops. This lack 

of crisis preparation was consistent with the literature which suggested that there was 

limited crisis and trauma counseling preparation in counselor education programs (Bride 

et al., 2009; Minton & Pease-Carter, 2011; Morris & Minton, 2012) . For instance, in the 

study by Morris and Minton (2012), only 20% had completed a crisis management 

course during their masters.  

This lack of training is directly reflective of the low perceived crisis counseling 

self-efficacy indicated by participants on the initial assessment. On the first CCIS-SES 
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assessment, with possible scores ranging from 11 to 55, the mean score for perceived 

crisis counseling self-efficacy was 26 (SD = 8.97). However, after participation in the 

treatment, scores significantly increased and for the experimental group continued to 

increase slightly, even after being removed from the treatment.  

Self-efficacy plays an important role in crisis preparation, secondary traumatic 

stress, and resilient outcomes. Having higher levels of crisis counseling self-efficacy 

may minimize the distress experienced when assisting clients in crisis, potentially 

contributing to greater counselor competence and enhanced client outcomes. According 

to Bandura (1997), self-efficacy is an individual’s belief that they can exert control over 

their lives, that they are confident in their ability to complete the task or manage the 

event. The crisis counseling training in this study provided participant’s with a learning 

experience that increased their belief that they could manage the task of assisting 

clients in crisis. These results indicated that just one seminar as opposed to one course 

in crisis preparation can improve perceived crisis counseling self-efficacy (Morris & 

Minton, 2012).  

Of particular importance when attempting to increase crisis counseling self-

efficacy is secondary traumatic stress. According to Figley (1995), the symptoms of 

secondary traumatic stress are similar to those of PTSD. Symptomology includes 

altered cognitions of the self and the world, feelings of vulnerability, and intrusive 

thoughts and feelings. These symptoms may in part be due to a lack of self-efficacy, 

which may result from a lack of preparation. Culver, McKinney and Paradise (2011), 

found an association between working with trauma victims and altered self -perception. 
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Similarly, they found an inverse relationship between the extent of crisis preparation and 

altered perceptions of self when working with trauma victims.  

To deter symptoms of secondary traumatic stress it may advantageous for 

counselors to find ways to build their resilience in conjunction with increasing 

preparation. Resilience building strategies may be valuable for counselors performing 

crisis interventions, because it may assist them in remaining psychologically healthy 

and assist them in increasing resilience in their clients. However, there is little to no 

research regarding the efficacy of resilience building for current or future mental health 

professionals. Therefore, the training in this study was designed to increase the 

resilience of participants by teaching them key characteristics related to resilience 

building. Participants in the study had an initial mean resilience score of 74.54 (SD= 

10.57). This resilience score was lower than the 80.70 in the general population for the 

United States, but higher than 71.80 in primary care patients found in the validation 

study of the CD-RISC (Connor & Davidson, 2003).  

In recent years, the idea that resilience could be improved and was not simply 

inherent to certain individuals has been challenged (Luthar & Cicchetti, 2000). In this 

study, statistical analyses indicated that with resilience training grounded in REBT, 

resilience can be improved. For each group, the mean scores improved significantly 

from the initial assessment to the final assessment, although there was not a significant 

increase between groups. Previous research in military personnel and in children has 

similarly indicated that resilience can be improved. The Penn Resilience Program 

(PRP), which teaches resilience building to young adults to mitigate the effects of 

negative symptomology such as depression and anxiety, has been shown to be 
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effective in multiple controlled studies (Brunwasser et al., 2009; Reivich et al., 2011). 

Similarly, the Master Resilience Training (MRT), a 10 day course that teaches resilience 

building to commanding officers who in return teach soldiers, has been found to be 

effective (Reivich et al., 2011).  

In comparison to previous studies, the lack of significance between the two 

groups in this study may be attributed to the short duration of the training and the dual 

foci on crisis intervention and resilience-building. However, the increase in resilience in 

the short period of time within the groups may have in part be due to knowledge of 

cognitive, affective, and behavioral components of resilience by the counselors-in-

training, although findings indicated that they had not received formal training regarding 

the resilience construct. 

Implications 

Potentially traumatic events, which may lead to a state of crisis for individuals, 

are commonplace in our society. The need to assist individuals of every demographic 

continues to be part of a counselors routine functioning, especially considering that 

individuals with a mental illness are more vulnerable to being in crisis. Traumatology 

and crisis counseling by many professionals is considered a specialization because it 

requires specialized skills and training. However, all counselors should possess this 

type of training, given that clients who have experienced potentially traumatic events or 

are in crisis are present in all settings.  

Counselor education programs have been given the responsibility to train 

counselors to be proficient in crisis management, to promote ethical practices and to 

enhance counselor self-care. A lack of knowledge, training, and familiarity with crisis 
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management can have detrimental effects on clients and counselors alike. Results from 

this study indicated that formal training is needed regarding resilience building, 

secondary traumatic stress, and crisis intervention. It may be important for counselor 

educators to assess their programs to determine the level and manner in which crisis 

management courses can be established or incorporated into current courses. 

Particularly since findings have indicated that the degree to which crisis management is 

infused within the curricula does not have to be extensive to impact crisis counseling 

self-efficacy.  

Likewise, counselors-in-training and counselors in the field should evaluate their 

level of training and proficiency as it relates to crisis management. This assessment 

should include an understanding of the potential negative outcomes that may result if 

not trained, such as secondary traumatic stress. Similarly, ways in which to negate 

symptoms of secondary traumatic stress such as resilience building may prove 

beneficial if integrated into their repertoire.  

This study is important in reinforcing the idea that resilience can be learned and 

that it may be a viable strategy when performing crisis interventions or general 

counseling. Of particular interest is the indication that even training which is short in 

duration can influence resilience. Practicing counselors and counselor educators may 

need to become more familiar with resilience building, its importance in mental health, 

as well as client and counselor well-being.  

Limitations of Study 

This study was limited to master’s level counselors-in-training at a single 

university who had completed the introduction to counseling or foundations of 
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rehabilitation counseling course as well as the theories of counseling course. Thus, 

generalizability to other CACREP approved programs is limited. Although initial crisis 

intervention services may be performed by trained volunteers, this research specifically 

focused on counselors-in-training.  

The generalizability of this research to counselors-in-training was further limited 

by a number of factors. For instance, the small sample size (N=37) influenced the 

generalizability of this study. This small sample size also decreased the power of the 

study and increased the probability of making a Type I error (rejecting the null 

hypothesis when it is actually true). Furthermore, in this small sample a significant 

number of participants indicated that they were female (91.9%), while 67.6% identified 

as being White/Caucasian. 

The length of the study also served as a limitation, particularly in terms of 

measuring long term retention of crisis counseling self-efficacy and resilience. In 

addition, in terms of crisis counseling self-efficacy, self-reports were not based on the 

actual application of crisis counseling skills in practice with clients. Similarly, this 

research did not address whether individuals had been exposed to a potentially 

traumatic event or significant adversity and its relationship to their reported level of 

resilience. Lastly, the self-reports’ used in this study were also a limitation, in that 

participants may have responded in a manner that they deemed to be socially 

appropriate.  

Recommendations for Future Research 

This study was beneficial in expanding knowledge regarding crisis counseling 

self-efficacy and resilience. However, future studies should be expanded to include 
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multiple counseling programs as well as individuals from more diverse demographics 

over a longer period of time. In addition, future studies may need to take into 

consideration the counselors exposure to potentially traumatic events and the role it 

plays in crisis counseling and resilience building. 

This study addressed the relevance of a training program on perceived self-

efficacy, however, future research is needed to test how well counselors-in-training 

actually understand crisis management and are able to apply it. Thus, longitudinal 

studies may be needed to assess the efficiency of training in regards to crisis 

counseling competence during internships and in clinical practice.  

Resilience building is a relatively new concept in the mental health field. 

Particularly, in terms of assisting adults rather than minors and assisting individuals for 

purposes other than mitigating symptomology related to depression and anxiety, more 

research is needed. In addition, more research is needed to understand resilient factors 

and the ways in which resilient outcomes are achieved for various populations. 

Similarly, because of the contrasting results of this study in terms of building resilience, 

more research should focus on the time frames needed to successfully increase 

resilience within specific populations. Although research has indicated the effectiveness 

of the “train the trainer model”, research is needed to understand the effectiveness of 

implementing resilience-building strategies with clients when assisted by trained 

counselors. Additionally, because the format of classroom training differs from 

performing resilience building during crisis interventions, more research is needed on 

client outcomes in clinical practice.  
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In conclusion, resilience building is an integral yet minimally utilized component 

in crisis interventions provided by mental health professionals. This study served as a 

first step towards an integration of these concepts. However, more research is needed 

to understand how to merge crisis intervention and resilience building together in 

practice and in training to best assist current and future clients.  
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APPENDIX B: CORRESPONDENCE 

 

RE: CD-RISC 
 

From: Sameerah S. Davenport <sameerah.davenport@wayne.edu> 

Sent: Wednesday, September 24, 2014 8:58 AM 

To: Jonathan Davidson, M.D. 

Subject: CD RISC 

 

Dear Dr. Davidson, 

 

I am a PhD student in the counselor education program at Wayne State University in Detroit, 

MI. I am currently working on my dissertation which includes teaching counselors-in-training 

ways to build resilience in their clients during a crisis and in themselves to deter symptoms of 

secondary traumatic stress. I would like to measure whether their resilience actually changes as 

a result of this training. I am utilizing a quasi-experimental pretest/post-test design to assess it's 

effectiveness. 

 

I believe that the 25-item CD-RISC would be beneficial in assessing the effectiveness of this 

training. Would it be possible for me to utilize this instrument as part of my dissertation? 

 

Sincerely, 

Sameerah Davenport, MA, LPC 

 

From: "Jonathan Davidson, M.D." <jonathan.davidson@duke.edu> 

To: "Sameerah S. Davenport" <sameerah.davenport@wayne.edu> 

Cc: mail@cd-risc.com 

Sent: Wednesday, September 24, 2014 9:19:39 AM 

Subject: Re: 10-item CD RISC 

 

Hello Sameerah: 

 

Thank you for your interest in the CD-RISC, which we would be glad to provide. If the enclosed 

agreement meets with your approval, could you kindly sign and return it, and make 

arrangements to pay the $30 user fee? We also would ask you to complete and return the brief 

project outline form.Once that's done we'll send the scale and manual right away. 

 

With best regards, 

 

Jonathan Davidson 
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Re: CD-RISC September 

26, 2014 

2:33 PM 

 

  

From:  
 

 "Jonathan Davidson, M.D." <jonathan.davidson@duke.edu>   
 

To: "Sameerah S. Davenport" <sameerah.davenport@wayne.edu>; mail@cd-risc.com 

 

aRISC Manual 09-01-14.pdf (936.9 KB) Download

| Briefcase | Remove 
 

 

aCD-RISC 01-01-13.pdf (153.8 KB) Download | 

Briefcase | Remove 
 

 
Download all attachments  

 
Remove all attachments 

 

Hello Sameerah: 

 

Thank you for returning the forms and sending payment. I am pleased to enclose copies of the 

CD-RISC and user's manual. If there's anything else you need, please let me know. 

 

Wishing you every success in your work. 

 

Jonathan Davidson 
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RE: CURRENT CRISIS COUNSELING SELF-EFFICACY SCALE 
 

On Sep 20, 2014, at 1:34 PM, "Sameerah S. Davenport" <sameerah.davenport@wayne.edu> 

wrote: 

 

Dear Dr. Wachter Morris, 

 

 I am a PhD student in the counselor education program at Wayne State University in Detroit, 

MI. I am currently working on my dissertation which includes the development of a crisis 

counseling training program for master's level students. I would like to measure the 

effectiveness that this training has on their crisis preparation and self-efficacy. I am utilizing a 

quasi-experimental pretest/post-test design to assess it's effectiveness. 

 

 In your study titled Crisis in the curriculum? New counselors' preparation, experiences, and 

self-efficacy I noticed that your instrumentation included 20-items assessing crisis 

preparation as well as 11-items assessing self-perceived crisis skills. I believe that this 

instrument, particularly these items would be beneficial in assessing the effectiveness of this 

training. Would it be possible for me to utilize this instrument as part of my dissertation? 

 

 Sincerely, 

 

Sameerah Davenport, MA, LPC 

 

 

Re: Instrumentation used to assess crisis counseling preparation September 

20, 2014 

2:44 PM

 

  

From:  
 

 "Carrie Wachter Morris" <carrie.wachter@gmail.com>  
 

To: "Sameerah S. Davenport" <sameerah.davenport@wayne.edu> 

Absolutely. Do you need the instruments, or were they an appendix in the article? (I can't remember!) 

 

Good luck, 

CAWM 

 

 

Fwd: Emailing: Wachter & Barrio Instrumentation.doc, Wachter & Barrio Minton 

survey monkey instrumentation.doc 

September 

30, 2014 

12:38 PM

 

  

From:  
 

 "Carrie Wachter Morris" <carrie.wachter@gmail.com>  
 

To: "Sameerah S. Davenport" <sameerah.davenport@wayne.edu> 

 

Wachter & Barri...rumentation.doc (185 KB) 

Download | Briefcase | Remove 
 

 

Wachter & Barri...rumentation.doc (587 KB) 

Download | Briefcase | Remove 
 

 
Download all attachments 

 
Remove all attachments  
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Sameerah, 

  

I am attaching two files, both of which (I think) hold the same information... The first is the word 

document of our survey.  The second is the survey as it appeared on Survey Monkey.  I believe 

the two are identical, but if there was any post-IRB updating, the Survey Monkey 

instrumentation would be the most up to date. 

  

Good luck! 

Carrie 

 

Carrie A. Wachter Morris, Ph.D., NCC, ACS 

Counseling and Development Program 

Department of Educational Studies 

BRNG 5166 

Purdue University 

100 N. University Street 

West Lafayette, IN 47907-2098 

  

Office: (765) 494-9625 

Fax: (765) 496-1228 

cawm@purdue.edu 
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ABSTRACT 

THE EFFICACY OF A CRISIS INTERVENTION AND RESILIENCE BUILDING 
TRAINING PROGRAM FOR COUNSELORS-IN-TRAINING 
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Degree: Doctor of Philosophy 

 Because of the prevalence of potentially traumatic events, counselors-in-

training may have to assist individuals in crisis, as early as the internship phase of their 

counseling program. However, counselors-in-training receive minimal training in crisis 

intervention, which may be deleterious to the counselor as well as the client. Similarly, 

counselors-in-training receive minimal training on resilience building, a key component 

of crisis intervention. Therefore, the purpose of this study was to examine the 

effectiveness of a crisis intervention and resilience building training program, grounded 

in REBT, for counselors-in-training. 

 This study used a quasi-experimental, switching replications design consisting of 

two groups and three waves of measurement. The participants (N=37) for this study 

which included 16 participants in the treatment group and 21 participants in the 

control/delayed intervention group were pretested using a demographic survey, the 

Conner-Davidson Resilience Scale (CD-RISC) and the Crisis Counseling Intervention 

Skills Self-Efficacy Scale (CCIS-SES). The treatment group then participated in a two-

week training which entailed crisis intervention fundamentals and strategies as well as 
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resilience-building. At the conclusion of the training, both the treatment group and the 

control group completed posttests of the CD-RISC and the CCIS-SES. The treatment 

group and the control group then “switched” roles and the control/delayed intervention 

group participated in the training. Afterwards, both groups again completed posttests.  

 Results from the t-tests for independents samples and dependent samples 

indicated that the crisis intervention and resilience building training did significantly 

increase the crisis counseling self-efficacy between the treatment and delayed 

intervention groups at Time 2 (t (28.52) = 5.93, p < .001), as well as within these 

respective groups at Time 1 to 2 and Time 1 to 3 for the experimental group (t (15) = 

6.69, p < .001 and t (15) = 7.14, p < .001) and Time 2 to 3 and Time 1 to 3 for the 

delayed intervention group (t (20) = 7.83, p < .001  and t (20) = 6.73, p < .001). Results 

also indicated that there was a significant difference in resilience within the experimental 

and delayed intervention groups at Time 1 to 3 (t (15) = 3.50, p = .003, t (20) = 4.06, p = 

.001). However, there was not a significant difference in resilience between the delayed 

intervention group and the treatment group at any point. The small sample size, the 

length of the study, as well as other limitations may have affected the study. Thus, 

future research that includes a larger sample size as well as that which extends over a 

longer period of time, are amongst the recommendations offered. 
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