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The impact of counselor burnout on therapeutic relationships:  

A multilevel analytic approach 

According to one report, substance abuse is the number one health problem in the 

United States (Horgan, Skwara, & Strickler, 2001).  It is responsible for more deaths, 

illnesses, and disabilities than any other preventable health condition.  This report 

estimates that substance abuse costs the United States economy over $414 billion each 

year due to lost productivity, crime, destruction of property, and treatment costs.  The 

2004 national survey on drug use and health (SAMHSA, 2005) estimated that 19.5 

million Americans (8.2% of the population 12 years of age or older) were current illicit 

drug users and the prevalence of illicit drug use among those incarcerated in prison is 

even greater.  For instance, according to a survey of state and federal inmates, over 80% 

of inmates reported lifetime use of illicit drugs and over 60% reported having used illicit 

drugs regularly (Mumola, 1999), with more recent estimates of the treatment gaps 

suggesting that approximately 70% of inmates need treatment services (Belenko & 

Peugh, 2005).  Highlighting the association between drug use and crime are findings that 

one in three inmates reported having been under the influence of illicit drugs at the time 

of the offense for which they were currently incarcerated, and one in five reported having 

committed the offense in order to obtain drugs or money needed to buy drugs (Mumola, 

1999).   

In an effort to reduce future substance use and criminality among those 

incarcerated, many state and federal correctional facilities offer some level of substance 

abuse treatment.  Although there are a number of different types of drug treatment 

provided within correctional settings (e.g., self-help groups, individual and group 
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counseling, cognitive restructuring, and modified-therapeutic communities) modified 

therapeutic communities (TCs) are typically the most common and, in the view of some, 

the most effective (e.g., Deitch, Carleton, Koutsenok, & Marsolais, 2002; Knight, 

Simpson, & Hiller, 1999; Martin, Butzin, Saum, & Inciardi, 1999; Pearson & Lipton, 

1999; Wexler, Falkin, & Lipton, 1990; Wexler, Melnick, Lowe, & Peters, 1999).  

Unfortunately, most recent estimates suggest that only about 10-15% of inmates are 

receiving treatment while incarcerated (Mumola, 1999; Stephan & Karberg, 2003).  

According to a survey of correctional administrators, budgetary constraints were the most 

frequently cited impediment to providing substance abuse treatment services (Center on 

Addiction and Substance Abuse, 1998); and as a result of these limited budgets, many 

treatment programs are forced to continually operate at or beyond their capacity level.  

This continual pressure and stress can be extremely taxing on staff and can lead to serious 

problems including burnout.   

Staff burnout has been found in both service and non-service occupations 

(Maslach, Schaufeli, & Leiter, 2001); however, it has been suggested that individuals 

who work in human service occupations may be especially at high risk for burnout (Pines 

& Aronson, 1988), and that drug abuse treatment staff may be at even higher risk for 

burnout due to dealing with the common denial and minimization of problems by drug 

abusing clients (Elman & Dowd, 1997).  For example, Farmer (1995) found that over 

50% of drug treatment staff reported significantly high levels of emotional exhaustion 

and depersonalization, which are both indicative of high burnout.  Although a detrimental 

impact on the quality of the service relationship has been a fundamental assumption of 

the idea of burnout (Cherniss, 1980; Maslach, 1993), very little is known about the 
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impact of staff burnout on clients (Garner, Knight, & Simpson, 2006; Maslach, Jackson, 

& Leiter, 1996).  Therefore, building on previous research conducted at the Institute of 

Behavioral Research (IBR), a primary goal of the current study was to examine the 

relationship between staff burnout and the client-counselor therapeutic relationship. 

Background and Importance of Burnout 

More than 30 years ago, the term “burnout” was first introduced by 

Freudenberger (1974) who described it as a condition of becoming exhausted, wearing 

out, or failing in response to an overload of demands.  Though very similar to the concept 

of stress, which was first introduced by Hans Selye (1956), these two have been 

demonstrated to be distinct concepts (Pines & Keinan, 2005).  Using a path analysis 

model, Pines and Keinan (2005) found support for the notion that burnout and stress 

differ somewhat with regard to their antecedents, correlates, and consequences.  For 

example, they found that work stressors were more highly correlated with stress than with 

burnout, whereas importance of work was more highly correlated with burnout than with 

stress.  Additionally, they found burnout was more highly correlated than stress with 

outcomes, such as job satisfaction, desire to quit, physical and emotional symptoms, and 

perceived performance level.   

Currently, the predominant definition of burnout comes from Maslach’s 

multidimensional theory in which it is defined as a prolonged response to chronic 

emotional and interpersonal stressors on the job (Maslach, Schaufeli, & Leiter, 2001).  

Included in Maslach’s conceptualization of burnout are three dimensions of burnout:  

1) emotional exhaustion (i.e., degree to which an individual is feeling emotionally 

overextended and exhausted by one’s work), 2) depersonalization (i.e., degree to which 
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an individual places a distance between themselves and their clients or service 

recipients), and 3) reduced personal accomplishment (i.e., degree to which an individual 

feels that they are competent and successful in their work).  Developed by Maslach and 

colleagues, the Maslach Burnout Inventory (MBI; Maslach & Jackson, 1981; Maslach, 

Jackson, & Leiter, 1996) includes separate measures for each of the three burnout 

dimensions and has become one of the most commonly used measures of burnout 

(Schaufeli & Enzmann, 1998).  In recent years, however, the MBI has received some 

criticism.  In addition to being criticized for having problematic wording, inadequate 

response categories, and being a proprietary instrument (Barnett, Brennan, & Gareis, 

1999) there has been disagreement over the number of factors that the MBI actually 

measures.  Some researchers have even argued that the emotional exhaustion dimension 

is the only valid dimension and that the other two dimensions are unnecessary (Shirom, 

1989; Wallace & Brinkerhoff, 1991).  As a result of these and other issues, it is now 

common to find researchers using burnout measures that have been adapted partially 

from the MBI (e.g., Barnett et al., 1999; Kristensen, Borritz, Villadsen, & Christensen, 

2005).   

The concept of burnout has continued to be an area of importance due primarily to 

its association with several adverse consequences.  For instance, burnout has been 

associated with a number of problems including physical health (e.g., headaches, 

insomnia, and prolonged illnesses), mental health (e.g., decreased self-esteem, increased 

anxiety and depression), and job performance (e.g., absenteeism, intentions to quit, and 

turnover; Belcastro, Gold, & Grant, 1982; Cherniss, 1992; Elman & Dowd, 1997; Kahill, 

1988).  Some researchers have even suggested these negative consequences not only 
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affect the individual, but also may have deleterious effects on the entire organization, 

including other staff and clients (Cherniss, 1980; Garland, 2002; Maslach, 1993).  

Unfortunately, due to the difficulty of gaining access to the necessary information (which 

typically requires collection of sensitive information from multiple sources, as well as 

having an excellent working relationship with the participating organization, staff, and 

clients), the impact of burnout on clients has been virtually unexplored (Maslach, 

Jackson, & Leiter, 1996).    

Working with substance abusers (e.g., Elman & Dowd, 1997; Farmer, 1995) and 

working in correctional settings (e.g., Schaufeli & Peeters, 2000) have both been 

associated with high levels of staff burnout, however, only two studies to date have 

examined burnout among substance abuse treatment staff working in corrections-based 

treatment programs (e.g., Garland, 2004; Garner, Knight, & Simpson, 2006).  The first 

was Garland (2004) who examined the relationship between individual and 

organizational characteristics of 83 corrections-based treatment staff and burnout, using a 

modified version of the Total Exhaustion Index (Gerstein, Topp, & Correll, 1987).  

Findings revealed that individual factors such as gender, race, and, education were not 

significantly associated with burnout.  A significant negative relationship between 

burnout and age was found indicating that older individuals were less likely to report 

experiencing high burnout.  Organizational factors found to be associated significantly 

with higher levels of burnout included counselors increased level of perceived danger, 

lower perceptions of administrative support, and less inmate contact. Although not 

included in his analyses, Garland asked counselors to list the factors they believed 

contributed the most to staff burnout.  Among the most frequently listed were: excessive 
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paperwork, difficulties dealing with inmates, inadequate resources, role ambiguity, and 

role conflict.  In conclusion, Garland acknowledged that his work represented only an 

initial step towards understanding burnout among corrections-based treatment staff and 

the factors associated with it.  In addition to suggesting the need for larger and more 

representative sample sizes, he recommended that additional factors be explored.    

As part of the research program at IBR, Garner, Knight, and Simpson (2006) 

expanded upon the work by Garland (2004) and examined the relationship between 18 

organizational functioning measures included in the Texas Christian University (TCU) 

Organizational Readiness for Change instrument (ORC; Lehman, Greener, & Simpson, 

2002) and the TCU Burnout scale.  Described in more detail in the Methods section, the 

TCU Burnout scale was developed originally as part of the Treatment Costs and 

Organizational Monitoring (TCOM) project and was adapted from items found in the 

MBI and the Burnout Measure (BM; Pines & Aronson, 1988).  Similar to Garland 

(2004), Garner and colleagues found staff burnout to be highest among younger 

counselors.  Higher staff burnout also was found to be associated with several other staff 

attributes, including lower levels of adaptability, growth, efficacy, and influence. 

Organizational factors found to be associated with significantly higher levels of burnout 

included higher levels of stress, and lower levels of adequate staffing, staff cohesiveness, 

staff autonomy, openness of communication, openness to change, and clarity of mission.  

Having identified a number of factors not reported previously to be associated with 

burnout, Garner et al. then conducted a series of multiple regression analyses in order to 

identify which of the TCU ORC scales were the best overall predictors of burnout.  The 
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final model indicated that stress, adaptability, clarity of mission, and age were the best 

predictors of burnout and together accounted for 40% of the overall variance in burnout. 

Importance of Therapeutic Relationships 

For a century now, psychotherapists have recognized the importance of the 

therapeutic relationship on client outcomes (Freud, 1913; Greenson, 1965; Gomes-

Schwartz, 1978; Horvath & Symonds, 1991; Orlinsky & Howard, 1986; Orlinsky, 

RØnnestad, & Willutzki, 2004).  Within the psychotherapy literature, much research has 

demonstrated the importance of therapeutic relationships in achieving positive outcomes, 

including several reviews and meta-analyses (Ackerman & Hilsenroth, 2003; Horvath & 

Symonds, 1991; Luborsky, McClellan, Woody, O’Brien, & Auerbach, 1985; Martin, 

Garske, & Davis, 2000; Orlinsky & Howard, 1986; Orlinsky, RØnnestad et al., 2004; 

Whiston & Sexton, 1993).  Within the field of substance abuse treatment, the importance 

of the therapeutic relationship also has been recognized (Bell, Montoya, & Atkinson, 

1997; Connors et al., 2000; Joe, Simpson, Dansereau, & Rowan-Szal, 2001; Meier, 

Barrowclough, & Donmall, 2005; Simpson, 2001; 2004).  For instance, Simpson (2004) 

included the therapeutic relationship as a key domain in the TCU Treatment Model (see 

Figure 1) and described the therapeutic relationship as being at the very core of effective 

treatment. 
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 It takes two to develop strong therapeutic relationships and consequently the 

strength of the therapeutic relationship is dependent in part on which individual you ask.  

For example, while a counselor may report a good relationship with their client, the client 

may report relationships to be quite poor, or vice versa.  As such, measures have been 

developed that obtain ratings of the therapeutic relationship from both perspectives (e.g., 

client-rated and counselor-rated).   

Although a meta-analysis of 24 studies found client-ratings of the therapeutic 

relationship to be generally stronger predictors of outcomes than counselor-ratings 

(Horvath & Symonds, 1991), both have been shown to be good predictors of outcomes.  

Counselor-rated therapeutic relationships have been found to be positively related to 
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program participation during treatment and negatively related to drinking, both during 

and after treatment (Connors, Carroll, DiClemente, Longabaugh, & Donavan, 1997).  

Additionally, Joe, Simpson, Dansereau, and Rowan-Szal (2001) found clients rated by 

their counselors as having poor counselor rapport were at least twice as likely as those 

with high counselor rapport to have cocaine-positive urine tests, report weekly use of 

cocaine or heroin, and be involved in illegal activity and/or under arrest.  De Weert-Van 

Oene, Schippers, De Jong, and Schrijvers (2001) found client ratings on the Helping 

Alliance Questionnaire (HAQ; Alexander & Luborsky, 1986; De Weert-Van Oene, De 

Jong, Jörg, & Schrijvers, 1999) were the best predictors of retention, accounting for more 

than a third of the overall variance explained.  Joe, Simpson, and Broome (1999) 

similarly found client-rated therapeutic relationships to be significant predictors of 

retention across long-term residential, outpatient drug-free, and outpatient methadone 

treatment modalities.  

 While the importance of this bonding and its use as a predictor of numerous 

outcomes has been established, research has been less successful in establishing the 

factors associated with developing strong therapeutic relations (Meier, Barrowclough, & 

Donmall, 2005).  Of the limited research to date, more attention has been given to the 

study of client factors than to counselor factors (Ackerman & Hilsenroth, 2003; Connors 

et al., 2000; Meier, et al., 2005).   

Predictors of Therapeutic Relationships 

Client Predictors   

Research examining the relationship between client demographic characteristics 

(e.g., age, race, gender) and the therapeutic relationship has generally failed to find 
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statistically significant associations (Belding, Iguchi, Morral, & McLellan, 1997; 

Connors et al., 2000; De Weert-Van Oene et al., 2001; Luborsky et al., 1996; Meier, 

Barrowclough, & Donmall, 2005).  Other client factors, such as pre-treatment drug use 

and psychological functioning, also have not shown much promise as predictors of this 

relationship (Barber et al., 2001; Belding et al., 1997; De Weert-Van Oene et al., 2001; 

Luborsky et al., 1996; Meier, Barrowclough et al., 2005).  However, much research has 

supported clients’ treatment motivation and readiness for treatment as one of the most 

promising client predictors (Broome, Joe, & Simpson, 2001; Connors et al., 2000; Joe, 

Simpson, & Broome, 1998, 1999; Knight, Hiller, Broome, & Simpson, 2000; Meier, 

Donmall, Barrowclough, McElduff, & Heller, 2005; Simpson & Joe, 2004).  For 

example, Joe, Simpson, and Broome (1998) found pretreatment motivation to be a strong 

determinant of client-counselor relationships.  Similarly, Connors et al. (2000) found 

motivational readiness to change as one of the strongest predictors of client-rated 

relationships.  In addition to motivation and treatment readiness, Meier, Donmall et al. 

(2005) found coping strategies available to the client, attachment style, social support, 

gender, and prior treatment experience to be predictive of this relationship.     

Counselor Predictors   

Despite the recognized importance of the counselor’s role, limited research has 

examined the association between counselor factors and the therapeutic relationship 

(Ackerman & Hilsenroth, 2003; Connors et al., 2000; Meier, Barrowclough, & Donmall, 

2005; Najavits & Weiss, 1994).  Within the psychotherapy field, some attention has been 

given to counseling experience (Hersoug, Hoglend, Monsen, & Havik, 2001; 

Mallinckrodt & Nelson, 1991).  For example, Mallinckrodt and Nelson (1991) surveyed 
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patient-therapist dyads from three separate training sites, which included novice, 

advanced, and experienced therapists.  They found that there was no significant 

difference across the level of training with regard to the bond that formed between these 

dyads when measured early in psychodynamic therapy.  Hersoug et al. (2001) assessed 

therapist characteristics early and late in psychodynamic therapy.  Similar to 

Mallinckrodt and Nelson (1991) they found training does not significantly impact the 

therapeutic relationship early in therapy, but that more counselor experience was related 

to stronger therapeutic relationships at later stages.  Within the field of substance abuse 

treatment, only four studies have examined the association between counselor factors and 

the therapeutic relationship.  

Connors et al. (2000) examined both client and counselor predictors using the 

client and counselor version of the Working Alliance Inventory (WAI; Horvath & 

Greenberg, 1986).  Gender, age, and education were the only counselor characteristics 

examined and findings revealed that counselor age was the only counselor factor to be 

significantly related to the client-rated alliance in their outpatient sample.  A limitation of 

the Connors et al. study was that despite a large data set (707 clients and 42 counselors), 

scores were analyzed using mean scores of all clients seen by that particular counselor.  

While this procedure is useful in adjusting for sample-size inflation and non-

independence of scores, it results in both a decrease in power and an inefficient use of the 

complete data set, since the sample size is then limited to the number of counselors 

available.   

As part of a paper describing the psychometric properties of the TCU ORC, 

Lehman, Greener, and Simpson (2002) conducted preliminary analyses exploring the 
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association of ORC scales with measures of the treatment engagement process, including 

the therapeutic relationship.  Numerous organizational functioning measures – including 

staff influence, clarity of mission, staff cohesion, staff autonomy, openness of 

communication, and openness to change – were found to have significant correlations 

with rapport reported by clients.  Similar to Connors et al. (2000) a limitation of the 

Lehman et al. (2002) study was that counselor and client forms could not be matched.  

Therefore, aggregate scores had to be used for both counselors and clients at each of the 

69 treatment programs.   

Meier, Donmall, Barrowclough, McElduff, and Heller (2005) examined the 

linkage between several counselor factors and the therapeutic alliance, including: age, 

gender, counseling qualification, time in current role, time in drug counseling, ex-addict 

status, job satisfaction, and gender congruency.  Time in current role was the only 

counselor factor found to be predictive of the counselor-rated therapeutic alliance.  

However two counselor factors were significant predictors of client-rated alliance.  As 

they had hypothesized, ex-addicts were able to establish stronger relationships, though it 

was not known whether or at what time point clients became aware of the counselors ex-

addict status.  Additionally, higher counseling qualification was also significantly related 

to stronger ratings. 

Similar to Lehman et al. (2002), Greener, Joe, Simpson, Rowan-Szal, and 

Lehman (2006) examined the relationship between organizational climate factors and 

several treatment process outcomes, including counselor rapport.  Results indicated that 

organizational climate, as measured by six scales (i.e., clarity of mission, staff cohesion, 

staff autonomy, openness of communication, stress, and openness to change), as well as 
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an overall organizational climate index score, were predictive of counselor rapport 

ratings.  As with the Lehman et al. study, counselor and client forms could not be 

matched; however, the increased sample size (N=166) did improve upon prior 

limitations.    

Rationale and Objectives 

 The rationale for the current study was driven by two major gaps in the research 

literature.  The first gap is the limited research support for the fundamental assumption 

that burnout has a detrimental impact on the quality of service relationships with clients.  

The second gap is the limited research findings regarding the impact that counselor 

factors have on therapeutic relationships.  The current study sought to simultaneously 

address each of these gaps in the literature by examining the impact of counselor factors 

(including burnout) on therapeutic relationships.  Three major questions were posed and 

are listed below. 

1. Do counselors vary significantly in their average counselor rapport with clients? 

This is a necessary first step in order to determine if there are any differences to 

be explained.  

2. What proportion of this between-counselors variation can potentially be explained 

by counselor factors?  That is, if counselors do vary in the counselor rapport 

ratings they receive from their clients, how much of these differences can be 

attributed to the counselor. 

3. To what degree are selected counselor factors (e.g., age, race, gender, certification 

status, experience, and burnout) predictive of counselor rapport?   
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Method 

Sample 

As part the Performance Indicators for Corrections (PIC) project included in the 

National Institute of Drug Abuse (NIDA) Criminal Justice-Drug Abuse Treatment 

Studies (CJ-DATS) Cooperative Agreement data were collected from two corrections-

based modified TC programs in the Southwest (including an all male and an all female 

facility).  Client data were collected from 436 of the possible 470 clients at the male 

facility (93% response rate) and from 525 of the possible 534 clients (98% response rate) 

at the female facility.   As part of a supplement to the Transferring Drug Abuse Treatment 

and Assessment Resources (DATAR-3) project, which focused on the development of an 

organizational assessment and information system for correctional-based drug treatment 

programs, data were collected from 23 of the possible 27 counselors (85% response rate) 

at the male facility and from 21 of the possible 30 counselors (70% response rate) at the 

female facility.   

For the purposes of the current study, only client data that could be matched to a 

corresponding counselor form was used.  Therefore, the final sample for the current study 

include 734 clients, which represents 76% of the available client data, nested within the 

total available sample of 44 counselors.  Of the 734 clients, 49.5% were female; mean 

age in years was 36.3 (SD = 9.9); 30.6% were African American, 41.2% were White, and 

28.1% were Hispanic; mean number of days in treatment was 109.1 (SD = 58.7).   

Of the 44 counselors, 70.5% were female; mean age in years was 49.5 (SD = 

11.5); 20.5% were African American, 65.9% were White, and 13.6% were Hispanic; 
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59.1% were currently certified as addiction counselors; and 45.5% had five or more years 

of experience in drug counseling.   

Procedures 

In April of 2005, a cross-sectional sample of offenders incarcerated on the day of 

data collection was provided information about the PIC project and asked to participate in 

the study.  Offenders were informed by research staff that participation was voluntary and 

that to participate each offender must sign a consent that was in accordance with a 

protocol approved by the Institutional Review Board at TCU.  Following the informed 

consent procedure, the Criminal Justice - Client Evaluation of Self and Treatment (CJ-

CEST; Garner, Knight, Flynn, Morey, & Simpson, 2006) was administered in groups of 

25 to 50 by a member of the treatment staff, who read each question while offenders 

followed along.  Prior to the commencement of the data collection, a research staff 

member explained information regarding the methods and procedures of confidentiality 

assurance.  Included in these procedures was having the offenders remove the informed 

consent page, which was stapled to the front of the CJ-CEST.  Then one of the offenders 

would place all of the consents in a sealed envelope and hand it to one of the research 

staff.  Secondly, upon completion of the CJ-CEST instruments, research staff collected 

and boxed the CJ-CEST forms, indicating that the data would remain separate from both 

the consent forms and from viewing of treatment staff.   

 In addition to administering the CJ-CEST instruments, each of the counselors 

were provided information about and asked to participate in the DATAR-3 supplement 

project.  Again, the voluntary nature of participation and need to complete an informed 

consent was explained.  Each counselor was then given a copy of the Survey of 
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Organizational Functioning (SOF; an extended version of the ORC; Lehman, Greener, & 

Simpson, 2002) along with a postage-paid, preaddressed envelope so participants could 

mail their completed forms directly to TCU, which was done as a way of assuring the 

confidentiality of the counselors’ responses.  

For the purposes of the current study, a list of all of the counselors and their client 

caseload was obtained for matching the two instruments.  After checking each informed 

consent for completeness, the client’s CJ-CEST form was then matched to their primary 

counselor’s SOF, by including an identifier that was unique to each SOF.        

Measures 

  Predictor variables.  Counselor background factors included in the current study 

were selected based upon a review of the research literature.  With the exception of  

ex-addict status, which was unknown in the current study, other key counselor 

background characteristics were examined including age, race, gender, certification 

status, and experience.  Age was included as a continuous measure.  Race was coded as 

white or non-white.  Gender was coded as male or non-male.  Certification status 

(referring to if the counselor was currently certified as an addiction counselor) was coded 

as certified or non-certified.  Experience (referring to years of addiction counseling 

experience) was coded as 5+ years of experience or less than 5 years of experience.   

In addition to the counselor background factors previously noted, a measure of 

counselor burnout developed by IBR/TCU researchers was examined.  The TCU Burnout 

scale is composed of items which are conceptually similar to items found in the two most 

commonly used measures of burnout: the Maslach Burnout Inventory (MBI; Maslach, 

Jackson, & Leiter, 1996) and the Burnout Measure (BM; Pines & Aronson, 1988).  As 
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part of the TCOM project the TCU Burnout scale was evaluated by applying a Rasch 

rating scale model (Wright & Masters, 1982) to data from 527 staff members.   

Rasch analysis, which assessed the relative difficulty of items (i.e., the likelihood that 

participants agree with the item), the fit of the item within the set (i.e., the consistency of 

item responses with responses to other items), and the person separation reliability 

(analogous to Cronbach’s alpha) supported the use of the TCU Burnout scale (K. M. 

Broome, personal communication, February 23, 2006).  Additionally, earlier work by the 

current author has provided additional support for TCU Burnout scale.  For example, 

Garner, Knight, and Simpson (2006) showed that the TCU Burnout scale had good 

internal consistency (coefficient alpha = .78) and convergent validity, which was 

demonstrated through the scales strong positive association with stress and strong 

negative association with professional growth (measures hypothesized by Maslach et al. 

to be highly associated with burnout).   The seven items that compose the TCU Burnout 

scale are: 1) You feel overwhelmed by paperwork, 2) You feel like you aren’t making a 

difference, 3) You feel that it is a real effort to come into work, 4) You feel depressed, 5) 

You feel tired, 6) You feel disillusioned and resentful, 7) You feel that talking to 

offenders is a waste of time.  The response categories for each item range from 

1=Strongly Disagree to 5=Strongly Agree.  Scale scores were calculated by summing 

responses to each of the items, dividing the sum by number of items included (yielding an 

average) and multiplying by 10 in order to rescale final scores so they range from 10 to 

50 (e.g., an average response of 2.6 for a scale becomes a score of “26”).   

Outcome variable.  The TCU Counselor Rapport scale is the primary indicator of 

the therapeutic relationship within the framework of the TCU Treatment Model 
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(Simpson, 2004; Simpson & Joe, 2004) and was therefore selected as the outcome 

variable of interest in the current study.  Previous research has found it to be a significant 

predictor of during treatment (Simpson, Joe, Rowan-Szal, & Greener, 1997) and 

posttreatment outcomes (Joe, Simpson, Dansereau, & Rowan-Szal, 2001).  Additionally, 

research has shown this measure of counselor rapport to have good psychometric 

properties in both community-based (coefficient alpha = .92; Joe, Broome, Rowan-Szal, 

& Simpson, 2002) and corrections-based treatment settings (coefficient alpha = .93; 

Garner, Knight, Flynn, Morey, & Simpson, 2006).  The TCU Counselor Rapport scale is 

composed of 13 items, which include: 1) You trust your counselor, 2) It is always easy to 

follow or understand what your counselor is trying to tell you, 3) Your counselor is easy 

to talk to, 4) You are motivated and encouraged by your counselor, 5) Your counselor 

recognizes the progress you make in treatment, 6) Your counselor is well organized and 

prepared for each counseling session, 7) Your counselor is sensitive to your situation and 

problems, 8) Your counselor makes you feel foolish or ashamed, 9) Your counselor 

views your problems and situations realistically, 10) Your counselor helps you develop 

confidence in yourself, 11) Your counselor respects you and your opinions, 12) You can 

depend on your counselor’s understanding, 13) Your treatment plan has reasonable 

objectives.  Scale scores are calculated by summing responses to each of the items (after 

reversing scoring item 8, by subtracting the item response from 6), dividing the sum by 

number of items included (yielding an average) and multiplying by 10 in order to rescale 

final scores so they range from 10 to 50 (e.g., an average response of 2.6 for a scale 

becomes a score of “26”).   
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Analytic Plan 

Offenders in the current study were grouped according to which primary 

counselor they had been assigned to by the treatment program.  As a result of this 

grouping it is likely that offenders with the same counselor tend to share more similarities 

with one another than they do with offenders with a different counselor.  One example is 

Spanish-speaking offenders who are generally grouped together with a Spanish-speaking 

counselor.  When this grouping is ignored, inter-correlations among offenders within the 

same counselor may lead to violations of the ordinary least squares (OLS) regression 

assumption of independent error terms, and often results in misestimated standard errors.  

Alternatively, when individual offender data are aggregated across all counselors the 

within-group information is lost, which may represent the largest part of the total 

variance.  Moreover, relationships between aggregated variables are typically much 

stronger than those between non-aggregated variables; hence, aggregated results may 

provide distorted interpretations.  This unit of analysis problem, involving nesting of 

data, has been eliminated through the use of techniques such as hierarchical linear 

modeling (HLM; Raudenbush & Bryk, 2002), which specifies relationships among 

offenders within counselors and allows these relationship to vary between counselors.  As 

such, HLM 6 computer software (Raudenbush, Bryk, & Congdon, 2004) was used for all 

analyses.   

Results 

 As described in the rationale and objectives section of the introduction, the 

current study attempted to simultaneously fill two important gaps in the literature.  To do 

so, three major questions had to be addressed, which are discussed in turn below. 
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Research question 1.  Do counselors vary significantly in their average counselor 

rapport with clients?  As described by Raudenbush and Bryk (2002) this type of question 

is an important first step in multilevel analyses.  In addition to providing a point estimate 

and confidence interval for the grand mean, it provides information regarding whether or 

not between-group differences exists.  In order to answer this first question the simplest 

hierarchical linear model, which can be thought of as being equivalent to an analysis of 

covariance (ANCOVA) model with random effects, was used.  As shown in Table 1, 

controlling for client’s length of time in treatment, counselors on average received a 

counselor rapport rating of 38.61 (plausible value range 33.75, 43.47) and did vary 

significantly with regard to the average counselor rapport ratings that they received from 

their respective client caseloads (χ2 = 127.98, p < .001).     

Table 1 
 
Between counselor differences  
 

Fixed Effect Coefficient 
Standard  

Error t-ratio df p Value 
Average counselor rapport 38.61 0.46 84.10 43 <.001 
Days in treatment 0.02 0.01 3.47 732 .001 
      

Random Effect 
Standard  
Deviation 

Variance 
Component df χ2 p Value 

Counselor rapport (between)  2.48 6.14 43 127.98 <.001 
Level-1 effect (within) 7.14 50.96    
 
 
 Research question 2.  What proportion of this between-counselors variation can 

potentially be explained by counselor factors?  After establishing that there were 

significant between-counselor differences in average counselor rapport ratings, the next 

question was to see what proportion of this between-counselors variation can potentially 

be explained by counselor factors and what proportion can potentially be explained by 
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client factors.  In order to answer this second question, the intraclass correlation 

coefficient (ICC) was calculated.  In two-level models, such as this, the ICC is calculated 

by dividing the level-2 variance by the total variance.  The ICC for the following model 

was .11.  This indicates that 11% of the variation in counselor rapport ratings can be 

attributed to between counselor differences and that counselor factors do indeed impact 

counselor rapport ratings given by clients.  However, the largest proportion of variation 

in counselor rapport ratings was due to within-group variations at the client-level (89%).   

 Research question 3.  To what degree are selected counselor factors (e.g., age, 

race, gender, certification status, experience, and burnout) predictive of counselor 

rapport?  Having established that there is significant variation in the average counselor 

rapport ratings received by counselors and that approximately 11% of the variation can 

potentially be explained by counselor factors, the third step was to statistically model this 

variability.  Therefore, a HLM intercepts-as-outcome model was used.  Counselor factors 

that were examined included: age, race, gender, certification status, experience, and 

burnout.   

As shown in Table 2, counselor age and burnout were the only two counselor 

factors that were found to be predictive of counselor rapport.  Findings indicated that 

older counselors were more likely to received higher counselor rapport ratings from their 

clients (p = .015) and that counselors with higher levels of burnout were more likely to 

receive higher counselor rapport ratings (p = .008).  Gender, race, certification status, and 

experience, however, were not found to be significant predictors of counselor rapport.  

Overall, this HLM intercept-as-outcomes model accounted for 29% of the between-

counselor variance in counselor rapport.  
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Table 2 
 
HLM intercept-as-outcome model predicting counselor rapport  
 

Fixed Effect Coefficient 
Standard  

Error t-ratio df p Value 
Intercept 29.18 3.20 9.12 36 <.001 
Age 0.11 0.04 2.57 36 .015 
White 1.07 1.09 0.99 36 .332 
Male -1.82 1.00 -1.83 36 .076 
Certified -1.51 1.08 -1.40 36 .171 
5+ years experience 0.60 1.02 0.59 36 .560 
Burnout 0.20 0.07 2.76 36 .008 
      

Random Effect 
Standard  
Deviation 

Variance 
Component df χ2 p Value 

Counselor rapport (between)  2.09 4.37 36 87.97 <.001 
Level-1 effect (within) 7.14 50.92    

 
Note: controlling for facility and time in treatment 

Exploratory Analyses.  Given the paradoxical association between burnout and 

counselor rapport found in the current study, additional exploratory analyses were 

conducted to provide a better understanding of the current findings.  For instance, 

because the burnout measure used in the current study contained items thought to 

represent different aspects of burnout (i.e., administrative and clinical burnout), 

additional analyses were conducted to see if these two different aspects of burnout were 

also predictive of counselor rapport.  The burnout item “you feel overwhelmed by 

paperwork” was selected to represent administrative-burnout, while the burnout item 

“you feel that talking to offenders is a waste of time” was selected to represent clinical-

burnout.  Although administrative-burnout was found to be positively related to counselor 

rapport, this finding was not statistically significant (p = .345; see Table 3).  The clinical-

burnout item, however, was found to have a significant positive relationship with 

counselor rapport (p = .014; see Table 4).   
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Table 3 
 
Parallel model examining impact of administrative-burnout  
 

Fixed Effect Coefficient 
Standard  

Error t-ratio df p Value 
Intercept 33.93 3.06 11.07 36 <.001 
Age 0.08 0.05 1.68 36 .102 
White 1.60 1.17 1.37 36 .179 
Male -1.47 1.07 -1.37 36 .180 
Certified -1.35 1.20 -1.13 36 .266 
5+ years experience 0.74 1.11 0.67 36 .510 
Administrative-burnout 0.46 0.48 0.96 36 .345 
      

Random Effect 
Standard  
Deviation 

Variance 
Component df χ2 p Value 

Counselor rapport (between)  2.40 5.78 36 103.89 <.001 
Level-1 effect (within) 7.14 50.90    
 
Note: controlling for facility and time in treatment 

Table 4 
 
Parallel model examining impact of clinical-burnout  
 

Fixed Effect Coefficient 
Standard  

Error t-ratio df p Value 
Intercept 33.51 2.30 14.57 36 <.001 
Age 0.08 0.04 1.85 36 .073 
White 1.65 1.09 1.51 36 .139 
Male -1.96 1.03 -1.90 36 .064 
Certified -1.43 1.10 -1.30 36 .202 
5+ years experience 0.97 1.04 0.93 36 .360 
Clinical-burnout 1.77 0.68 2.60 36 .014 
      

Random Effect 
Standard  
Deviation 

Variance 
Component df χ2 p Value 

Counselor rapport (between)  2.16 4.66 36 91.36 <.001 
Level-1 effect (within) 7.13 50.86    

 
Note: controlling for facility and time in treatment 

Next, a series of analyses was conducted to examine the relationship between 

counselor rapport and other measures previously found to be strongly associated with 
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corrections-based treatment staff burnout.  Specifically, three parallel intercept-as-

outcomes models were tested using the TCU ORC stress, adaptability, and clarity of 

mission scales.  These three scales were shown to be among the best predictors of 

burnout among a sample of 151 corrections-based drug treatment staff (Garner, Knight, 

& Simpson, 2006).  Finding indicated that neither stress, adaptability, nor clarity of 

mission were significantly associated with counselor rapport (see Tables 5, 6, and 7, 

respectively).  Although not significant, these results did however provide some support 

for the paradoxical direction of the relationship found between burnout and counselor 

rapport, with higher counselor rapport ratings being given to staff reporting higher stress, 

and lower clarity of mission and adaptability.      

 
Table 5 
 
Parallel model examining impact of stress  
 

Fixed Effect Coefficient 
Standard  

Error t-ratio df p Value 
Intercept 33.84 3.93 8.60 36 <.001 
Age 0.08 0.05 1.68 36 .101 
White 1.74 1.18 1.47 36 .149 
Male -1.57 1.12 -1.41 36 .168 
Certified -1.35 1.23 -1.10 36 .281 
5+ years experience 0.77 1.12 0.69 36 .498 
Stress 0.05 0.07 0.65 36 .521 
      

Random Effect 
Standard  
Deviation 

Variance 
Component df χ2 p Value 

Counselor rapport (between)  2.43 5.89 36 105.02 <.001 
Level-1 effect (within) 7.13 50.90    

 
Note: controlling for facility and time in treatment 
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Table 6 
 
Parallel model examining impact of adaptability  
 

Fixed Effect Coefficient 
Standard  

Error t-ratio df p Value
Intercept 40.13 4.31 9.32 36 <.001 
Age 0.07 0.05 1.45 36 .156 
White 1.94 1.19 1.63 36 .112 
Male -1.18 1.08 -1.09 36 .282 
Certified -1.12 1.17 -0.96 36 .347 
5+ years experience 0.72 1.11 0.64 36 .523 
Adaptability -0.10 0.09 -1.15 36 .260 
      

Random Effect 
Standard  
Deviation 

Variance 
Component df χ2 p Value

Counselor rapport (between)  2.40 5.75 36 103.38 <.001 
Level-1 effect (within) 7.13 50.88    
 
Note: controlling for facility and time in treatment 

 
Table 7 
 
Parallel model examining impact of clarity of mission  
 

Fixed Effect Coefficient 
Standard  

Error t-ratio df p Value
Intercept 38.60 3.03 12.73 36 <.001 
Age 0.08 0.05 1.72 36 .094 
White 1.55 1.16 1.34 36 .188 
Male -1.46 1.06 -1.38 36 .178 
Certified -1.08 1.16 -0.93 36 .361 
5+ years experience 0.72 1.10 0.66 36 .515 
Clarity of mission -0.10 0.08 -1.31 36 .200 
      

Random Effect 
Standard  
Deviation 

Variance 
Component df χ2 p Value

Counselor rapport (between)  2.37 5.63 36 101.72 <.001 
Level-1 effect (within) 7.13 50.89    

 
Note: controlling for facility and time in treatment 
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Discussion 
 

The concept of burnout has continued to be an important concept for more than 30 

years primarily due to its association with several adverse outcomes (e.g., physical health 

problems, mental health problems, poor job performance).  Yet to date, one of the most 

fundamental assumptions of burnout, which is that it has a detrimental impact on service 

relationships, remains virtually untested (Garner, Knight, & Simpson, 2006; Maslach, 

Jackson, & Leiter, 1996).  Similarly, despite an abundance of research demonstrating the 

importance of the therapeutic relationship in achieving positive client outcomes (e.g., 

Ackerman & Hilsenroth, 2003; Simpson, 2004), only recently has research begun to 

examine the impact of counselor factors in the development of this important relationship 

(e.g., Meier, Barrowclough, & Donmall, 2005).  In an effort to simultaneously address 

both of these important gaps in the literature the current study examined the impact of 

counselor factors, including burnout, on therapeutic relationships. 

As anticipated, counselors in the current study were found to differ significantly 

in their ability to develop strong therapeutic relationships with their clients.  This finding 

is consistent with prior community-based treatment research that has examined between 

counselor differences (e.g., Luborsky, McLellan, Woody, & O’Brien, 1985; Najavits & 

Weiss, 1994).  Results also showed that counselor factors did indeed have a significant 

impact on therapeutic relationships as rated by clients.  In fact, the percentage of variance 

explained by counselor factors in this study (11%) closely resembled results typically 

found in multilevel cross-sectional studies (Raudenbush & Bryk, 2002).  Efforts to 

account for this variation, however, produced both some mixed and unexpected results.   
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For purposes of clarity, discussions of these findings are divided into two 

sections.  The first section focuses on counselor background factors, while the second 

section focuses on counselor burnout.   

Counselor background factors   

 In order to extend previous research that has examined counselor factors as 

predictors of the therapeutic relationship the current study examined the association 

between client-rated counselor rapport and several counselor background factors (e.g., 

age, race, gender, certification status, and experience).  In the current study, counselor 

age was the only counselor background factor found to predict significantly counselor 

rapport ratings given by clients.  Older counselors were able to establish stronger 

therapeutic relationships with their clients than were younger counselors, which is 

consistent with the Connors et al. (2000) study that also found counselor age to be the 

only counselor factor to have a significant positive association with client ratings of 

therapeutic alliance in their outpatient sample.  Meier, Donmall, Barrowclough, 

McElduff, and Heller (2005) also supported the direction this relationship; however, age 

was not found to be statistically significant in their study.   

 Counselor race was not found to be a statistically significant predictor of the 

therapeutic relationship in the current study.  This finding is somewhat encouraging as it 

provides some preliminary evidence to suggest that both white and non-white counselors 

are equally adept at establishing strong therapeutic relationships with a diversity of 

clients.  Because this study represents the first examination of counselor race as a 

predictor of therapeutic relationships, future research will be needed to examine the 

impact of counselor race on therapeutic relationships.  These results are somewhat similar 
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to a finding by Fiorentine and Hillhouse (1999) who showed that ethnic-matching did not 

significantly impact session attendance of clients.   

Counselor gender was close to being statistically significant (p = .076), with 

females receiving slightly higher counselor rapport ratings.  While this is similar to the 

finding by Connors et al. (2000), it contrasts the Meier et al. (2005) study in which male 

counselors received the higher ratings.  Due to the mixed findings the impact that 

counselor gender has on therapeutic relationships remains unclear and requires further 

investigation.   

Certification as an addiction counselor did not have a significant impact on 

counselors’ ability to develop strong therapeutic relationships with clients.  In fact, in the 

current study, the non-certified counselors received slightly higher counselor rapport 

ratings than did certified counselors.  While this is similar to the finding by Aiken, Lo 

Sciuto, Aussetts, and Brown (1984) who found paraprofessionals and professionals to be 

equally effective in achieving positive treatment outcomes with clients, it contrasts the 

more recent study by Meier et al. (2005) who found being qualified (i.e., certified) as an 

addiction counselor to significantly increase the likelihood of establishing better alliance 

with clients.  This issue should continue to be explored by future research, especially 

since recruitment of certified staff has been proposed as one of the key barriers to 

implementing effective corrections-based drug treatment (Farabee et al. 1999).    

Finally, counselor experience was not shown to be significantly associated with 

establishing stronger therapeutic relationships.  This finding is consistent with Meier et 

al. (2005), who also failed to provide evidence that more years of counseling experience 

was related to higher therapeutic alliance ratings from clients.  Although more research is 
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needed, the current findings suggest that life experience (i.e., age) plays a more important 

role in developing strong therapeutic relationships than does work experience.    

Counselor burnout   

In addition to examining the counselor background factors noted above, the 

current study also examined the relationship between counselor burnout and the 

therapeutic relationship.  Results indicated that counselor burnout was indeed 

significantly associated with counselor rapport ratings provided by clients.  However, in 

stark contrast to expectations, the current study found that higher counselor burnout was 

significantly associated with higher rapport with clients.  Additional support for this 

unusual finding comes from the current finding that counselors who were more likely to 

report talking to offenders as a waste of time (selected to represent clinical-burnout) also 

were significantly more likely to receive higher counselor rapport ratings from their 

clients.  Though not statistically significant, a second set of exploratory analyses 

supported the paradoxical direction of the current findings, with counselors reporting 

higher stress, lower adaptability, and lower clarity of mission receiving higher counselor 

rapport ratings by their clients.  Unfortunately, because this study represents the first 

attempt to empirically examine the relationship between burnout and the therapeutic 

relationships it is not possible to make many comparisons to previous research.  

However, these results are similar to a finding by Meier et al. (2005) where lower job 

satisfaction was shown to be related (though not statistically significant) to higher 

therapeutic alliance ratings.   
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Possible explanations 

 There are a number of possible explanations that may account for the unexpected 

association between counselor burnout and counselor rapport found. One possible 

explanation is that these findings may be primarily attributed to the unique relationship 

that exists between counselors and clients in corrections-based modified TC treatment 

programs.  As described by De Leon (2000), the primary agent of change in TC treatment 

is the “community” (i.e., other peers) rather than the counselor.  Hence, within TC 

programs the primary role of the counselor is to serve more of a general facilitative and 

rule-enforcing role (De Leon, 2000; Winick, 1990-1991).  Just as many students prefer 

the “cool” teacher who is less strict in enforcing rules, it may be that that counselors 

experiencing greater degrees of burnout are less likely to enforce rules and consequently 

be perceived by their clients as being more trusted and easier to talk to (i.e., higher 

counselor rapport).   

 Another possible explanation is that clients may have been trying to “work the 

program.”  As noted by Mills and Kroner (2005), concern has been raised regarding the 

degree to which self-report by offender populations can be trusted.  In the current study, 

participant names were collected 1) as a requirement for acquiring consent and 2) as the 

method in which to match client and counselor data.  Unfortunately, despite efforts to 

assure participants of the confidentiality of their responses, it remains possible that a 

response bias could have been introduced and impacted study results.  Specifically, it 

may be that offenders who did not trust the confidentiality of their responses and feared 

reprisal from their “burned-out” counselor falsely inflated their ratings of counselor 

rapport.   
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 Finally, a third possible explanation may simply be that counselors burned 

themselves out in the process of establishing strong therapeutic relationships with their 

clients.  As noted by Elman and Dowd (1997) issues of transference/countertransference 

increase the emotional intensity of therapeutic relationships in treatment and may lead to 

higher levels of counselor burnout.  It is possible that these issues are even greater for 

staff working in corrections-based drug treatment settings, who are often lied to and 

manipulated by their criminally-oriented clients (Masters, 2004).  

Limitations 

The current study includes a number of limitations.  For example, because the 

sample for the current study included clients and counselors from corrections-based TC 

drug treatment programs the generalizability of these findings are limited to similar types 

of corrections-based treatment settings.  Another limitation is that despite efforts to 

assure confidentiality of participant responses, study requirements did not allow for 

complete anonymity; therefore, it can only be assumed that participants (both clients and 

counselors) provided honest self-reports.  Finally, because data were collected cross-

sectionally the ability to make causal inferences is limited.   

General conclusions 

Despite these noted limitations, the current study seems to make several notable 

contributions to the literature.  First, it demonstrates that although limited, counselor 

factors do indeed have a significant impact on client-rated therapeutic relationships.  This 

is important as the client-counselor bond has been described as one of the key 

components of effective treatment (e.g., Simpson, 2004) and client reports of this 

relationship have been found to be one of the best predictors of treatment outcomes (e.g., 
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Simpson & Joe, 2004; Joe, Simpson, & Broome, 1999).  Second, it contributes by adding 

to a paucity of research that has examined the relationship between counselor factors and 

the therapeutic relationship.  This is important since despite the recognized importance of 

the counselor’s role only limited research to date has examined the association between 

counselor factors and the therapeutic relationship (Ackerman & Hilsenroth, 2003; 

Connors et al., 2000; Meier, Barrowclough, and Donmall, 2005; Najavits & Weiss, 

1994).  Third, it helps address a major gap in the burnout literature, as it is one of the only 

known studies to have empirically examined the relationship between burnout and 

service relationships.  This is important as the current study provides some preliminary 

evidence to suggest that burnout may not have the universally negative effect that is 

commonly assumed.  Finally, on a minor note, the current study also contributes by 

providing an example of how multilevel modeling techniques (such as HLM) can be 

applied within the field of counseling psychology research.  This is important because as 

pointed out by Reise and Duan (1999) although ideally suited for this type of research, 

multilevel modeling techniques are rarely used in the field.    

Future directions  

In addition to the counselor factors included in the current study, future research 

should examine other traits and characteristics of staff.  Some suggestions are measures 

of counselor personality, role conflict, importance of work, and recovery status.  Client 

factors (e.g., treatment readiness and motivation) should also receive future attention, as 

they appear to have the greatest impact on therapeutic relationship (as rated by the client) 

and are better targets for intervention.  Ideally, future research will include larger sample 

sizes, multiple measures of the therapeutic relationship, longitudinal data collection 
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methods, and use of multilevel analytic techniques in answering these and related 

questions.    
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THE IMPACT OF COUNSELOR BURNOUT ON THERAPEUTIC RELATIONSHIPS: 
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 Dissertation Advisor: D. Dwayne Simpson, Saul B. Sells Professor of Psychology 

Research has long recognized the importance of the client-counselor therapeutic 

relationship in providing effective treatment.  However, only limited research to date has 

examined the factors that are involved in its development, especially the impact of 

counselor factors.  Likewise, research has long assumed that burnout has a detrimental 

impact on service relationships, however this fundamental assumption has remained 

virtually untested since the concept of burnout was first introduced 30 years ago.  In an 

attempt to address both of these gaps in the literature, the current study used a multilevel 

modeling technique to examine the impact of counselor factors, including burnout, on the 

client-rated therapeutic relationship.  Data for the current study came from two 

corrections-based therapeutic communities and included 734 clients nested within 44 

counselors.   Findings suggest that although limited, counselor factors do indeed impact 

the therapeutic relationships as rated by the client.  In the current study, significantly 

higher counselor rapport ratings were given to counselors who were older and who had 

higher levels of burnout.  Counselor gender, race, certification status, and experience 

were not found to be significantly associated with counselor rapport. 

 


