SELF-CARE FOR PSYCHOTHERAPISTS IN TRAINING: DEVELOPMENT
AND EVALUATION OF A
PSYCHO-EDUCATIONAL WORKSHOP ON MANAGING VICARIOUS

TRAUMA

OO/O

%
(s
&
6\0 Dissertation presented to the Faculty of

A
The Ca%a School of Professional Psychology

Al%temational University
s%ancisco

In partial fulfillment of the%qb'ements of the degree of
Doctor of Psycél\;?r
By O);sl

Dharna Piyoosh Patel O

September 2016 /&9

Approved by:
Patrick Petti, Ph.D. Chairperson
Michael Connor, Ph.D.

Kathy Trost, Ph.D.



ProQuest Number: 10254916

All rights reserved

O INFORMATION TO ALL USERS
The qud%f this reproduction is dependent upon the quality of the copy submitted.

Inth jkely event that the author did not send a complete manuscript
and there are ing pages, these will be noted. Also, if material had to be removed,
’é/ a note will indicate the deletion.

S
ProQuest.

gy
%
ProQues 4916
Published by ProQuest LLC (2017). Copyright oyﬁ}e Dissertation is held by the Author.
All rights reserved. O

This work is protected against unauthorized copying un itle 17, United States Code
Microform Edition © ProQuest LLG)

®

ProQuest LLC. @
789 East Eisenhower Parkway /?

P.O. Box 1346 6\
Ann Arbor, MI 48106 — 1346 OO



SELF-CARE FOR THERAPISTS IN TRAINING ii

© Dharna Piyoosh Patel, 2016



SELF-CARE FOR THERAPISTS IN TRAINING iii

Dedication

To my parents: Nina and Piyoosh Patel, your blessings, love and support navigated me
through this rewarding and challenging journey. From afar your words of encouragement and
motivation steered me to the finish line.



SELF-CARE FOR THERAPISTS IN TRAINING iv

Acknowledgements

Thank you Dr. Patrick Petti, my chair and mentor for your steadfast guidance and direction
during this journey. I appreciated your commitment and availability to take me on as your
student. Your expertise has been instrumental in my professional growth.

Thank you to Dr. Mike Connor, my committee member whose assurances and support kept
my confidence going through to the end of this journey.

Thank you to Dr. Kathy Trost, my committee member, for your support and consistent
en@lragement during this journey. Your humor was also timely.

Tha ALL for believing in me.

To my belo (Mother) and Papaji (Father), Nina and Piyoosh Patel, who showered me
with unconditio ve and support during this epic journey. I am eternally grateful for
everything you hav for me and for the guidance and wisdom you constantly bestow
upon me. Oh, and for ose calls and late night laughs. Thank you for continuing to inspire

me. A
To my loving Kaki (Aunt) an a (Uncle), Kiran and Kirit Patel who encouraged me and

patiently listened to my stories ab is journey and stood steadfast. And to my aunt for
those home cooked hot meals when @ Jon aroll” in writing.

To my Sister; my Guru; my Friend, Dr. 9\ j Patel, who showed constant stream of support
during this entire journey especially when thm@yseemed insurmountable. Thank you for
being steady as a “rock” and for the brainstormin@ sions and ideas whenever I called upon
you. Oh, and those protein-packed yummy smoothit

To my Sister, Mitu Patel, who kept encouraging me th @er positive words and

introductions to new songs that energized me to keep writi d those impromptu nostalgic
trips via YouTube watching videos from our childhood.
Thank you Krishna for always being there for me /9

Thank you to ALL my family who supported me emotionally, fi nanczal’p splrztually
I love you.

I want to thank Dr. Jane Carey-Kahn for introducing me to the topic of Vlcarlé( auma
and her support throughout this process.

To all my friends, near and far, thank you for your time, calls, texts, and meet ups for
self-care indulgence. Your awesome escapades let me live vicariously through you. For those
that have passed you will always be in my heart. I hear your encouraging words daily.

I want to thank Jane Austen for writing such beautiful novels so I could engage in my own
self-care.

Last but not least, thank you San Francisco, Embarcadero. Those long walks along the
waterfront got me pumped up and reenergized where I was able to reflect upon this journey’s
challenges and many rewards.



SELF-CARE FOR THERAPISTS IN TRAINING v

Abstract

The purpose of this dissertation was to develop and evaluate a workshop for reducing
vicarious trauma and increasing self-care practices for new psychotherapists in training.
Twenty participants enrolled in psychology doctoral programs in the Bay Area participated in
a 2-hour workshop, designed and conducted by this author, with a follow-up individual
in%w two weeks later. It was hypothesized that after attending the workshop, participants
would ga%etter understanding of vicarious trauma and its effects. It was also
hypothesizedt/@/sf/ter attending the workshop, participants’ self-care practices would
increase, thereby re{\&hétheir symptoms of vicarious trauma.

Pre-test and post-tesy@yizzes were administered to the participants before and after
the workshop. Three self-report @ues (Self care assessment worksheet, STSS [Secondary
Trauma Stress Scale], and TSC-40 ['d@%? Symptom Checklist-40]) were administered to
the participants before the workshop and 2/ % later during the follow-up meeting.
Participants completed the Workshop Evaluation%y after the workshop and were asked
structured interview questions related to self-care prac’tyeﬁjluring the follow-up meeting.
Dependent samples #-tests were calculated to determine whe%mptoms of vicarious
trauma were reduced and if participants utilized self-care. A tren((%vyrd significant
reductions in vicarious trauma symptoms and increases in self-care were@&d between pre-
test and post-test measures. Results were partially consistent for the self-care %ﬁon
worksheet and STSS, however they were non-significant for TSC-40. Qualitative é%ﬁc
analysis revealed themes that further explored participants’ utilization of the self-care
workshop and their experience of vicarious trauma. Implications for training and education of

psychotherapists-in-training, limitations, and considerations for future research are discussed.
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CHAPTER 1
Introduction

"In working with victims of violence, there's a lot of anguish and grief and pain and sorrow,
it really affects your own emotional life."

Laurie Anne Pearlman

OOWhen psychotherapists work extensively with trauma clients who have been exposed
to Violencj,they are at risk for experiencing vicarious trauma (Jenkins & Baird, 2002;
Neumann & (’J/@ale, 1995; Pearlman & Saakvitne, 1995). Vicarious traumatization is
defined as “a proceszg\[cognitive] change resulting from [chronic] empathic engagement
with trauma survivors”Qe%mn, 1999, p. 52). According to Pearlman and Saakvitne
(1995a), when people experieé\ppauma, they find it hard to incorporate the traumatic event
into their existing schemata because @nformation produced by the trauma often runs
counter to one’s beliefs about the self and@zvorld. This is also true for vicariously
experienced trauma. Years of working with traulients can alter the meanings, beliefs,
affective experiences, and schemas of a therapist, and jcians may begin to experience
aspects of life in a maladaptive manner similar to that of th@umaﬁzed clients. In
reference to his work with trauma victims, Ochberg (cited in Land@, 2009) noted, “It is not
that I am feeling sorry for them and empathize with them, it’s that I’m&ge}gning them;” he
concluded that almost all individuals working in the mental health field exp%o&vicarious
trauma in the course of their careers. Studies have shown that repeated exposure t@ &auma
client’s world can take an emotional toll on psychotherapists (Figley, 1995; Kassam-Ada#is,
1995; McCann & Pearlman, 1990), and that psychotherapists who work with trauma victims
may not be able to maintain a healthy balance between caring for others and caring for
themselves (Pearlman & Mac lan, 1995). This topic has become even more relevant recently

due to the increase in trauma victim survivors seeking therapy, and research that indicates
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psychotherapists are often not equipped to deal with such clients (Pearlman & Mac lan,
1995). In addition, Penzar (1984) found that psychotherapists understand the importance of
self-care and advocate it to their clients, but may neglect to do the same for themselves. He
added that this could occur because psychotherapists become absorbed in providing treatment
and support to their trauma clients. Such negligence in taking care of oneself can steer
ps%herapists toward isolating behaviors and bad judgment (Porter, 1995).

It gppears clear, particularly for new clinicians, that it is important to be educated
about the conc/@ﬁ/givicarious trauma and its dangers Regarding the American Psychological
Association (APA) L?@Qal Principles of Psychologists and Code of Conduct (2010), taking
care of self is implied threu%Principle A stating; “Psychologists strive to be aware of the
possible effect of their own p}§s@ and mental health on their ability to help those with
whom they work” (APA, p. 3). More@licitly stated, the Canadian Code of Ethics for
Psychologists (2000) underscores the imp{@/ﬁ self-care and states: “Engage in self-care
activities that help to avoid conditions (e.g., burn@/&ddictions) that could result in impaired
judgment and interfere with psychologists’ ability to bﬁ@ and not harm others” (CPA, p.
17). Hence, as an ethical mandate, graduate programs and prasjcum sites should inform
students about the effects of working in this field, and also provid‘é??ling in recognizing
vicarious traumatization and dealing with its impact through self-care pr@@es.

In addition, psychotherapists need to be equipped with methods to pro%lemselves
against the negative repercussions of vicarious traumatization. Canfield (2005) stat titis
common for a therapist to lose “balance” while working with traumatized clients, so theQ
having a support system and focusing on coping strategies would be helpful (p. 82). The
research points to self-care as a highly effective way of responding to vicarious trauma or to
situations that would make one vulnerable to it (Figley, 2002; Rothschild & Rand, 2006;

Stamm 1999). Self-care is defined as a variety of actions that constitute caring for the self,
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relaxing, refreshing, and strengthening the individual to better deal with the demands of a
highly taxing work environment (Howlett & Collins, 2014). Incorporating self-care practices
into the daily routine is crucial for psychotherapists because it aids with balancing of caring
for self and others and may reduce the impacts of working with trauma survivors and
listening to client’s trauma material. Research has shown that psychotherapists’ who make
tir% self-care live a balanced life (Faunce, 1990; Norcross, 2000). Some prominent
modes of ge¥f-care are mindfulness/meditation, engaging in spiritual practices, altering the
work experiel(@;f r the better, hobbies, exercise, and eating healthily. By addressing the
needs of the self in t%&than one sphere, self-care can be even more effective in guarding
against the destructive g%f vicarious trauma.

Purpose of the study 6\/?

My personal experience in W@l with trauma patients in practicum settings
inspired this research. In searching for re{@/ﬁfor conducting this clinical work, I became
more aware of the lack of research and instructio /&red on coping with vicarious trauma
and utilizing self-care techniques to manage Vicariousﬂga. Therefore, the purpose of the
proposed study is to develop and evaluate an experiential wots$hop for psychotherapists-in-
training; specifically doctoral-level practicum students in clinical@}lology. The goal of the
workshop is to create an awareness of, and strategies for, reducing vicarigQ§ trauma among
new psychotherapists in training. Baker (2012) explained that psychotherapis@rgking with
traumatized clients are most likely to experience vicarious trauma; therefore, there (%\
urgent need to introduce vicarious trauma coursework in graduate schools. Baker’s studQ
focused on 11 students from a doctoral program who were working with traumatized clients.
His study concentrated on understanding how vicarious trauma affected participants, what
strategies they used if any, to manage vicarious trauma, and their suggestions for introducing

vicarious trauma as a course in graduate programs. His study found participants struggling
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with the symptoms of vicarious trauma, such as having difficulty trusting others and
struggling with separating their own life experiences from that of their clients and he
concluded that there was a need to educate students about vicarious trauma in graduate
programs. Therefore, Baker (2012) proposed that further research is required in this area to
prevent and/or reduce the effects of vicarious trauma among new psychotherapists. Because
thQ@s been minimal focus on vicarious trauma in the graduate curriculum, students are
often not re of the concept. In addition, psychotherapists-in-training are often unaware of
the conseque@ f working with trauma clients, and therefore, they are typically more
vulnerable to its effécgg\Graduate programs have an ethical duty to share with their students
the serious effects of wogi%n this field and ways to manage these hazards.
Current Study 6\/9

My study was conducted in a@tﬁ setting and utilized the power of peer consultation
to expose practicum psychotherapists to ir/ tion about vicarious trauma and self-care
practices. I conducted a two-hour workshop with@/lé{w-up interviews for second, third, and
fourth year clinical psychology PsyD and PhD studen he Bay Area who engaged in
trauma-related clinical work at their practicum sites. The fo@up interviews were
scheduled for two weeks after the workshop, so the participants h@i}‘m to incorporate the
self-care activities into their daily routines. I used a pre-test/post-test and&nomenological
research design that assessed the following five questions: QO

1. Would participants gain a better understanding of vicarious traumatization %

O

*

attending the workshop?
2. Did the workshop help participants increase self-care activities?
3. Did the workshop help reduce symptoms of vicarious trauma?
4. What were the opinions and experiences of participants regarding the use of self-care

techniques presented in the workshop?
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5. What feedback would participants offer regarding areas of strength, weakness, and
ways to improve the workshop?

It was hypothesized that after attending the workshop participants would gain a better
understanding of vicarious trauma and its effects. It was also hypothesized that, due to
attending the workshop, participants’ self-care practices would increase thereby reducing
th@@arious trauma symptoms. The goal of this workshop was to assist psychotherapists-
in—train,i? i, managing and reducing vicarious trauma in order to facilitate their ability to
create a healt@/{:nce between caring for others and caring for themselves. Therefore, by
providing education%\&icarious trauma and self-care, I hoped this workshop would be
beneficial for beginning psy/%otherapists to learn and practice ways to manage and reduce

the effects of vicarious trauma,é\a@ glso continue to incorporate self-care strategies as a life-

long career practice.

%/o
1
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CHAPTER II

Literature Review
Vicarious Trauma/Traumatization

Defining trauma. 7rauma, as explained by Saakvitne and Pearlman (1995a), is a
da@?rous condition experienced by individuals that affects and changes their original beliefs
abou%flves and the world. The Diagnostic and Statistical Manual of Mental Disorders,
Sth ed. (DS’@, American Psychiatric Association, 2013) describes trauma as, “exposure to
actual or threater(esfﬁath, serious injury, or sexual violence” (p. 271). Experiencing
repeated trauma or a %ar traumatic incident could lead individuals to become

*

emotionally, cognitively, and @sically overwhelmed, as well as distrustful of those around
them (Giller, 1999). @/

Defining vicarious trauma. sz?@/us trauma can be defined as “the transformation
that occurs in the inner experience of the therﬁégr worker] that comes about as a result of
empathic engagement with clients’ trauma material@grlman & Saakvitne, 1995a, p. 31). It
is a relatively new concept in the clinical literature and iéé}ned in various ways (Trippany,
Kress, & Wilcoxon, 2004). One element researchers agree upm@ at vicarious trauma
produces negative consequences for caregivers, particularly for psyc@erapists (Badger,
Royse, & Craig, 2008). Vicarious trauma can cause psychotherapists to ex ce
posttraumatic stress (PTSD) symptoms, which cause negative changes in their thirffdng,
affect, physiological experience, and behavior. The DSM-5 (American Psychiatric 6\0
Association, 2013) describes PTSD as follows: Criterion A, “exposure to actual or threate}led
death, serious injury, or sexual violence;” Criterion B, “presence of one (or more) of the
intrusion symptoms associated with the traumatic event(s) beginning after the traumatic
event(s) occurred;” Criterion C, “persistent avoidance of stimuli associated with the traumatic

event(s) beginning after the traumatic event occurred;” Criterion D, “negative alterations in
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cognitions and mood associated with the traumatic event(s), beginning or worsening after the
traumatic event(s) occurred;” and Criterion E, “Marked alterations in arousal and reactivity
associated with the traumatic event(s), beginning or worsening after the traumatic event(s)
occurred” (p. 271). Therefore, trauma negatively affects psychotherapists in many ways,
leading to changes in cognition (negative thoughts about self or the world), intrusive thoughts
an%nories (flashbacks, nightmares), negative affective responses (numbing, feelings of
despair angl-helplessness), physiological changes (hyperarousal), and behavioral changes
(avoidance arc/@/'gldrawal).

Such negati@‘mptoms can be understood in relation to vicarious traumatization as a
transfer of trauma from one Ry son to another through empathic engagement. Thus,
psychotherapists may come to§\ ighly vulnerable and distressed by listening to the
traumatic experiences of their clients,/ @Serving the hurt and negativity in the world.
Throughout the literature, the term seconc{@%uma stress 1s often used interchangeably
with the term vicarious trauma. This study will u@x term vicarious trauma, as it appears
to better express how the client’s feelings and experieﬁg@re transferred to the
psychotherapist through the process of empathy. )/\s/

At a conference on attachment throughout the lifespan, Sté$9002) posed the
question, How do we stop experiencing what others feel so that we are ng?he prisoner of
someone else’s nervous system all the time? Rothschild and Rand (2006) exp@&that
Stern’s question is connected with empathy, perhaps the most valuable asset to 4?6\
psychotherapists. However, empathy can also be a liability, as feeling someone else’s pQ
and trauma can cause psychotherapists to experience a taxing level of negative emotions. The
researchers further reported that psychotherapists often take on too much negative feeling
when confronting something unmanageable to the client; this core capability of the successful

psychotherapist also puts that individual at risk for vicarious trauma. Rothschild and Rand
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(2006) elaborated that when therapists empathize with their clients, they feel their clients’
pain and oftentimes unknowingly take on their clients’ feelings of sadness, pain, and trauma.
In their study, Boscarino, Adams, and Figley (2010) found that therapists who listened
repeatedly to traumatic experiences in post 9/11 New York clinics started to re-experience
their clients’ trauma in the form of flashbacks and nightmares. Not only did this have a
pr%d negative effect on the quality of life for these therapists, it also negatively affected
therapeuti port, as the clinicians began to avoid their clients. Overall, by treating clients
with traumau(@g;iences, some researchers suggested that clinicians are prone to
experiencing Vicarid%{auma (Dunkley & Whelan, 2006; Iliffe & Steed, 2000).
Psychotherapists ar%ten personally challenged when working with clients
struggling with trauma. Lister% these clients on a regular basis and helping them cope
with their trauma can cause the thera@to experience similar fears as those of their clients.
For example, a psychologist working With‘/@sﬁ and traumatized children may be afraid to
let her children out of her sight and worry about t@\even when they are with her husband
(Saakvitne & Pearlman 1996). When therapists expedﬂ@vicaﬁous trauma, they mirror the
direct symptoms of trauma through thoughts, emotions, bofﬂfssensations, and intrusive
images, and begin to see the world from their client’s point of Vie@ippany, Kress, &
Wilcoxon, 2004). When trauma challenges a psychotherapist’s person%?bgef systems (i.e.
schemas), it can create uncertainty and disrupt the therapist’s sense of safety 11

(Pearlman & Saakvitne, 1995). 4’%\
O

*

Figley (1995) considered the phenomenon of vicarious trauma more generally,
including the experience of any caregiver. He stated that caring for a traumatized person may
cause the caregiver to become “traumatized by concern” (p. 5). Figley indicated that
vicarious trauma can occur any time someone comes into contact with a person dealing with

trauma. Psychotherapists may be particularly at risk for vicarious trauma because their mode
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of engagement with the traumatized is particularly involved and empathic. Figley (1989)
noticed that those who worked with traumatized clients and believed themselves to be
“saviors” or “rescuers” were the ones most affected by their traumatized clients (p. 144-145).
In addition, Figley (1995) proposed that little research has been done to look into the “cost of
caring,” which he described as an assault upon one’s sense of personal adequacy (p. 7). He
ex%d that caregivers, in response to constant exposure to a victim’s trauma, also
experiencgkdgstruction of their own sense of personal agency. For example, a therapist
treating a clie gnosed with post-traumatic stress disorder might experience the continual
stress of the client’s’%gacks and nightmares, as well as unpredictable behaviors arising out

of fear and anger. The thera;'@t might feel inadequate to handle such erratic behavior and be

at a loss regarding how to car%ze client, leading to symptoms of anxiety and/ or
7

depression. 6\
RY

Conceptualization of vicarious tx/ . Further understanding of the theoretical
framework upon which vicarious trauma is basec@{\help one more effectively recognize
and address this phenomenon. Constructivist Self—De\f%@mn‘[ Theory (CSDT) is built on
the belief that people create their own truth based on their hfzsgéeriences (Srdanovic, 2007).
When this truth is disturbed by continuous exposure to traumatic ﬁ%}nation, one’s view of
the world and sense of self are negatively impacted. Additionally, an indpdgual’s unique
history also plays an important role in defining how one manages trauma. Pe% and
Saakvitne (1995) described CSDT as the “progressive development of a sense of s{%g
world view in response to life experiences” (p. 151). Therefore, CSDT not only focusesQ
the manner in which psychotherapists view the world after constant trauma exposure, but also
explains how a psychotherapist’s history influences the ability to manage vicarious trauma.
For example, if a psychotherapist has learned to cope with stressful situations by using

avoidance behavior, it is likely that this therapist may engage in similar coping behavior
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when working with the client’s trauma (Sabo, 2011). Understanding CSDT helps
psychotherapists realize how their life stressors interact with the traumatic material they
encounter when working with trauma clients.

Trippany, Kress, and Wilcoxon (2004) explained that the alterations to
psychotherapists’ cognitive schemas caused by vicarious trauma are pervasive (impacting
ev%main of the therapist’s life) and cumulative (each session with the client may
strengthe se negative beliefs and schemas). CSDT emphasizes five domains that can be
affected thrm{@v rk with trauma clients: frame of reference, self-capacities, ego resources,
psychological need@cognitive schemas, as well as memory and perception (Saakvitne &
Pearlman, 1996). Frame of %rence refers to sense of personal identity, spirituality,
worldview, and outlook on re% ips. If this framework is disturbed within the therapist
due to exposure to trauma work, the t@§eutic relationship can suffer because the therapist
may not clearly understand the client’s pe%e. Self-capacity is defined as an individual’s
inner ability to manage intense emotions and mai@l/'{{self-worth. If this self-worth is
damaged because of the effects of vicarious trauma, t%ists may not be able to manage
negative thoughts, thus causing significant distress in their pef§gnal and professional lives.
Ego resources refer to one’s ability to empathize and one’s traits @e/lf-awareness, including
maintaining boundaries and protecting one’s sense of self. When the ego,?ources are
affected, therapists may not be able to set clear boundaries and may overexeﬂ@cselves
while helping their clients. Psychological needs and cognitive schemas include an‘?@
individual’s sense of safety, self-esteem, intimacy, control, and need to trust in others. ng
intimate was described as “the need to feel connected to oneself and others” (Pearlman &
Saakvitne, 1995a, p. 62); however, therapists experiencing vicarious trauma may either
isolate or become overly dependent on their loved ones. Due to exposure to vicarious trauma,

the intimacy required to develop a trusting therapeutic alliance can be negatively affected, as
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the therapist’s trust in others is diminished. Low self-esteem may develop and they may feel
incapable of helping their clients. Lastly, memory and perception refers to the manner in
which the client’s memories are received by the therapist via words, images, and bodily
sensations. Thus, the CSDT model provides a framework for understanding changes in
psychotherapists” worldview after constant exposure to their clients’ trauma, and an
a\%ss of how trauma permeates every aspect of therapists’ lives. This model can also be
utilized tofform treatment, as it provides guidelines for managing, reducing, and preventing
vicarious trau@
A

To recognizezgd address vicarious trauma, it is important to distinguish it from other
stress reactions with sir&r/%mptomatology. Chief among these concepts are
countertransference reactions,é\b@/ ut, and compassion fatigue. If psychotherapists-in-
training learn to differentiate the ef &Sf\ vicarious trauma from countertransference,
burnout, and compassion fatigue, not only/'@ hey be able to know when they are
experiencing vicarious trauma, but they will also@z&le to distinguish the effects of the other
mentioned concepts. ‘VO

Vicarious trauma compared to countertransferenosi“ hroughout the literature, the
concept of countertransference has been closely associated with v@i}us trauma. These two
terms are often confused with each other, and therefore, to retain clarity will be reviewed

to better understand their meaning. Countertransference stems from psycho?@ theory,

and is defined as a psychotherapist’s emotional reaction to the client (Stamm, 199%

O

*

understand countertransference, one must also be familiar with the term transference.
According to Rothschild and Rand (2006), transference describes the client’s emotional
responses to the psychotherapist during therapy; countertransference is the psychotherapist’s
emotional response to the client. In other words, when the psychotherapist reacts positively or

negatively to the clients due to their own emotional conflicts, it is referred to as
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countertransference. Freud explained countertransference as the result of an unconscious
transferring of the client’s emotions and feelings to the psychotherapist during the session
(Freud, 1910). Prasko et al. (2010) explained that countertransference can be positive or
negative, ranging from admiration, over-protectiveness, or sexual attraction toward the client,
to aggressiveness, derogatory thoughts, boredom, annoyance, and misistrustful of the client’s
mQ@ For example, Freudenberger and Robbins (1979) stated that when a

13

psychothefagist’s “old scars and injuries are constantly rubbed anew,” these are unresolved
issues comin{ @ due to their similarity with the client’s issues (p. 287). However, not
every reaction of thez@;chotherapist toward the client is described as countertransference.
For example, when a client /i%lostile toward the therapist and the therapist feels anger or fear,
this is considered a normal rea§@ nd not countertransference (Rothschild & Rand, 2006).
Therefore, failure to recognize count@nsference can be harmful to the therapeutic
relationship (Pope & Tabachnick, 1993). /O

McCann and Pearlman (1990) made a dis@/&)n between therapists’ experience of
vicarious trauma and their countertransference reactioﬁg &he researchers described
countertransference as “the therapist’s unresolved or unconsdsps conflicts or concerns” in
their work with any client (p. 134). Vicarious trauma, however, i!&yly the result of
trauma-related work. The authors wrote that mental health workers who k with clients
who have endured traumatic experiences “may experience profound psychcﬁ@&leffects,
effects that can be disruptive and painful for the helper and can persist for monthsa/@&ears
after work with traumatized persons” (p. 133). Likewise, Jenkins and Baird (2003) Q
distinguished between countertransference as the repercussions of the psychotherapists’

previous experiences, and vicarious trauma as the outcome of psychotherapists’ constant

exposure to their clients’ trauma. Thus, countertransference can be experienced in any type of
9
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therapeutic situation, but vicarious trauma is solely a consequence of exposure to traumatic
material (Figley, 1995).

It is important to note that the experience of vicarious trauma can further trigger
countertransference toward the client (Pearlman & Saakvitne, 1995). Indeed, some
countertransference reactions can increase and intensify the symptoms of vicarious trauma.
A%nally, countertransference is specific to an individual client, whereas vicarious trauma
signifies tle-gumulative effects of engaging in trauma-related work with several clients
(Pearlman & @ itne, 1995a). Countertransference involves a shift in experience confined
only to direct engagg@nt with the client, but vicarious trauma involves an enduring change
to the clinician’s worldview ,6igley, 1999). Stamm (1997) acknowledged that
“countertransference applies how our patients affect our work with them, vicarious

trauma is about how our patients af’ e@;r lives, our relationships with ourselves as well as

$
our work” (p. 1). /O

Vicarious trauma compared to burnou@/&)ther concept contrasted with vicarious
trauma is burnout. Researchers have defined burnout 6feeling of emotional and physical
exhaustion coupled with a deep sense of frustration” (Wole?/sgiﬁl, p. 1046); as not making
time to take care of oneself in the midst of a heavy workload (Ste@l/OOZ); and as a
combination of symptoms not just associated with emotional and physu:q.l?yhaustion, but
also with a feeling of failure (Maslach, 1993). According to Canfield (2005), ut is not
just the result of a large workload, but can also be caused by lack of professional ré%tion
by supervisors, unhealthy working environments, and not having enough peer support. Q}
definition of burnout given by Pines and Aronson (1988) is a state of physical, emotional,
and mental exhaustion due to working an emotionally demanding job. There is the possibility

of burnout in any profession, but when the job is emotionally challenging, the chances for
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burnout are higher. As therapists disregard their own self-care in the process of working with
clients, burnout becomes increasingly likely (Figley, 1995; Kahill, 1998; Sexton, 1999).

Kahill (1998) listed five types of burnout symptoms: (a) physical symptoms, which
can cause disturbed sleeping, headaches, and even gastric problems; (b) emotional symptoms
such as feeling anxious, irritable, depressed, and guilty for not being able to help their clients;
(C%Vioral symptoms, such as feeling defensive, increased cynicism, possible substance
abuse, fechrg pessimistic about everything, and angry toward life; (d) symptoms that affect
work perforn/@ such as calling in sick often, feeling tired when at work, and/or eventually
leaving the job; and'@sﬁlational symptoms which affect interpersonal communication with
family and friends, cause «tr%le concentrating, and lead to isolating oneself from others.
Pines and Aronson (1988) sugé\ that, along with these symptoms of burnout, one also
may experience a reduced sense of p@lal accomplishment and increased sense of
discouragement, especially when psychots do not see any positive changes in their
clients’ situations. Additionally, research has sho /{Qat burnout may cause rigid behavior
patterns (Wolfe, 1981); displacement of anger towardﬂ@lf onto others, especially the
client (Kammer, 1978; Mendel, 1979); and conditions such Mglcohol addiction and heart
disease (Collins, 1977; Maslach, 1976). ’9 y

These symptoms of burnout may closely mirror those of Vicariouyguma, as both
conditions negatively affect one’s physical, emotional, and mental wellbeing %y &
Uhlemann, 1996; Salston & Figley, 2003). Yet Pines and Aronson (1988) explain@&
vicarious trauma is different than burnout because the negative impact of vicarious trauQ
comes from contact with the client’s experience of trauma itself rather than from the
emotionally demanding nature of the job itself. Thus, trauma is not the only reason for
burnout, as is the case of vicarious trauma (Kassam-Adams, 1995; Schauben & Frazier,1995).

According to Newell and MacNeil (2010), burnout can happen to anyone in any profession,
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but vicarious trauma can only occur while caring for others experiencing trauma, pain, and
sadness. The two concepts are difficult to disentangle, however, as psychotherapists who
struggle with their clients’ lack of progress may then overexert themselves to demonstrate
their own capability, thus increasing the chance of burnout (Friedman, 1985; Newell &
MacNeil, 2010). More specifically, Pearlman and Saakvitne (1995) concluded that “burnout
is %d to the situation, but does not incorporate the interaction of the situation with the
individualhgt is essential to vicarious traumatization” (p. 153).

Vicar(/@ /ér/auma compared to compassion fatigue. Another concept that is often
used interchangeablg&}(h vicarious trauma is compassion fatigue. To understand compassion
fatigue, it is important to kn% the meaning of these two words. Compassion is a "feeling of
deep sympathy and sorrow for ;r who is stricken by suffering or misfortune,

accompanied by a strong desire to a te the pain or remove its cause" (Webster, 1989, p.

229). Fatigue is defined as “weariness fr?@ or exertions” (Webster, 1989, p. 304).
Figley (1995) coined the phrase compassion fatiz&the “natural consequent behaviors and
emotions resulting from knowing about a traumatizinﬁ@t experienced by a significant
other — the stress resulting from helping, or wanting to help, zﬁaumatized or suffering
person” (p. 7). Adams et al. (2006) and Figley (2002) believed th{t%}capacity of the
psychotherapist to deal with a client’s suffering and pain is greatly depery@t upon the
therapeutic relationship: the higher the empathetic response of a psychothera;@&ward a
client, the stronger the therapeutic relationship, and the greater the therapist’s cha@&(
experiencing compassion fatigue. When compassion and empathy towards a specific CIQ
starts to become a “burden” one is experiencing compassion fatigue (Figley, 1995, p. 95).
Therapists working with clients who have experienced trauma must find a balance

between maintaining an empathic stance and protecting their own psyche from feelings of

grief, anger, pain, and sadness (Stern, 2002). Over time, striving to distance themselves from
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these emotions may contribute to an overall reduction in compassion toward the client; thus,
compassion fatigue. Figley (1995) proposed that professionals involved in trauma work are
particularly vulnerable to this phenomenon. When therapists lessen their compassion for their
clients in order to protect themselves, they may be left feeling inadequate and wondering
whether they are helping their clients at all (Baker, 2012; King & O’Brien, 2011). In turn, the
th%;tic relationship may be negatively impacted, and the positive changes fostered during
therapy cgh-ge inhibited.

It is ce/@ at compassion fatigue and vicarious trauma both affect the therapeutic
relationship, but in @;ent ways. Much like countertransference, compassion fatigue can
emerge while working with 5’y client, but vicarious trauma typically transpires while caring
for multiple clients experiencié;ﬁ ma, pain, and sadness (Newell & MacNeil, 2010).
Typically compassion fatigue man% & a reduction in empathy toward the struggles of the
client, whereas vicarious trauma changes rapist’s outlook on his or her own life.
Additionally, Engstrom, Gangsei, and Hemandez@%@) explained that when vicarious
trauma and general stress impact psychotherapists, tha?t?&also cause compassion fatigue.

Studies distinguishing vicarious trauma from coun’%ytransference, compassion
fatigue, and burnout. Cutler (1958) examined two therapists in @}to study their
countertransference reactions. The author found that these therapists dlsp)ped avoidant
behaviors with their clients during the session because of their own unresolve@&es, which
were similar to that of their clients. This study suggested that countertransference @6\
reaction to the client’s transference within the therapy setting. Vicarious trauma symptoQ,
on the other hand, tend to be experienced even after the session has ended. A study by
Boscarino, Adams, and Figley (2010) addressed the concepts of vicarious trauma,
compassion fatigue, and burnout in a random sample of senior social workers at a clinic in

New York City following the 9/11 attacks. Their aim was to differentiate among the three
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concepts and to assess frequency of each among mental health workers interacting with
traumatized clients. The researchers found that continually listening to accounts of the
traumatic incident led these social workers not only to experience their clients’ trauma, but
also increased their desire to avoid these clients. Thus, the mental health workers appeared to
suffer from both vicarious trauma and compassion fatigue.

OOBoscarino et al. (2010) developed two reliable, validated scales to test their hypothesis
that vicarigwes trauma differs from compassion fatigue and burnout. Compassion fatigue,
defined as the/ ed interest in being, or capacity to be, empathic toward clients, was
measured using a L?&&@cale. The researchers found that compassion fatigue contributed to
job burnout as therapistsQe%le emotionally exhausted through their work with traumatized
clients. Therefore, the researc@ ncluded that vicarious trauma, compassion fatigue, and
job burnout are overlapping construc/@heir results also showed that working more hours
with traumatized patients increased Vicario/@rﬁma in the participating therapist, but did not
necessarily increase job burnout. o )

The research indicates that vicarious trauma, cﬁ%’transference, burnout, and
compassion fatigue are different concepts experienced underéﬁerent circumstances, but
they also frequently overlap. For example, frequent work with traﬁ% /lients in an
unsupportive work environment can cause a therapist to experience bumg?and vicarious
trauma simultaneously. Therefore, it is very important for therapists to under@&he areas

in which these symptoms overlap, circumstances in which they are experienced seﬂ% ,

O

*

and the factors that can increase or decrease the symptoms.

Risks and resiliency factors related to vicarious trauma. Not every therapist
exposed to a client’s trauma will experience vicarious trauma in the same manner; some
therapists may be more susceptible to their client’s traumatic stories than others. Figley

(2000) proposed that the level of distress experienced by a therapist engaged with a client’s
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traumatic material is moderated by risk and resiliency factors. These included the therapist’s
personal characteristics, the client’s trauma characteristics, how the therapist handled the
client’s trauma, and the context in which therapy took place.

In a study exploring work with trauma clients and its relationship to symptoms of
trauma in therapists, Chrestman (1995) found that psychotherapists with higher caseloads of
cl%ealing with sexual abuse experienced higher levels of dissociation, anxiety, sexual
abuse tra symptoms, and intrusion than those therapists whose caseload did not include
clients with s(@ tense trauma histories. An increase in number of trauma clients also
increased psychothe%cts’ frequency of negative safety-related cognitions for themselves
and their loved ones. For ex%ple, these therapists would not let their children stay away
from home, they were vigilant side noise, and they checked doors constantly
(Chrestman, 1995). Of all negative%@s the most significant was amount of time spent
with trauma-related clients. Psychotherapis/@vﬁ had less clinical experience were also
found to suffer from vicarious trauma symptoms @ A&igher level. Yet Chrestman (1995)
found that some factors mitigated the severity of Vicaﬂ‘@O‘[rauma. Professional experience,
high income, and additional trauma training were all associa@witb a decrease in levels of
vicarious trauma symptoms. Limitations of this study included th€ Jdct that some survey
questions were too general and there were no inquiries about specific resp@ses to vicarious
trauma. It was suggested by the researchers that more information should be @&d about
the temporal relationship between secondary exposure to trauma and psychotherap/tﬁpé\

O

Pearlman and Mac lan (1995) wrote that the rise in victims of violent crimes seeking

distress.

therapeutic services has challenged psychotherapists’ expertise and personal resources.
According to these researchers, many psychotherapists have effectively treated some victims

of violence, but may not be prepared to treat survivors of violent crimes such as childhood
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sexual abuse, war, genocide, or rape. The authors set out to study not only the effects of
working with victims of trauma, but risk and resiliency factors of therapists engaged in such
work as well. The sample consisted of 136 therapists who had worked with trauma survivors
for an average of nine-and-a-half years. Participants attended a day-long professional trauma
training seminar and were asked such questions as, How long ago did you begin working with
tr%survivors? How many hours of your clinical work (per week) are spent doing trauma
work?, ang=How much exposure do you currently have to clients' trauma material? (Pearlman
& Mac lan, 1{@ . 559). Other variables used in this study included the therapist’s personal
trauma history, Whe(%\:hey were receiving consultation/supervision or therapy, and various
demographic details sucgl%e, income, education, and work setting. The Traumatic Stress
Institute Belief Scale (TSIBS§@@% & Mac Ian, 1995) was used to measure disrupted
cognitive schemas. {S\@

The results showed that experienc( apists with a personal trauma history
experienced significantly less burnout than those @)/gienced therapists without a personal
trauma history. In addition to burnout, therapists in tht er group experienced negative
effects to their self-intimacy and esteem (Pearlman & Mac @995). Disruptions in self-
intimacy represented a disconnect from the therapist’s own inner @;ience, perhaps to
disconnect from the pain of the work, and thus, stave off the effects oé'?g@ut for a time.
According to the researchers, this disconnect could cause lack of awareness o%s
countertransference and an increase in compassion fatigue, ultimately detracting tr&%
effectiveness of the therapy. Q

Other factors that can contribute towards vicarious trauma need to be considered
when psychotherapists conduct therapy with their clients. Van der Kolk (1996) designed the

Trauma Work Impact Scale (TWIS, 1996) to measure therapists’ reactions to length of time

treating survivors, total number of survivors treated during therapists’ careers, current
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caseload with survivors in therapy, exposure to clients’ symptoms, and personal trauma
history. The results revealed that therapists with a higher caseload of survivors experienced
increased concern for the safety of others, female therapists tended to be more concerned for
their own safety, and therapists with a personal trauma history experienced difficulties in
their personal relationships. The study also found that if therapists received training for
tr%work, they experienced less work-related burnout, and fewer negative feelings
resulting listening to trauma material.

Bennet/ er (1999) focused on general resiliency as a protective factor against
vicarious trauma. F i&&hemes emerged from this study: (a) working with clients with trauma
leads to vicarious trauma in )‘és:rapists; (b) after experiencing vicarious trauma, therapists will
change personally and professt ; (c) therapists working with traumatized clients will
learn about the significance of rela‘uo@t&s in life; (d) as therapists gain experience with
vicarious trauma, they become more aware@ eir own reactions and emotions, increasing
their ability to self-soothe and empathize with cli@;{\and (e) having a spiritual connection
helps a therapist to heal (Bennett-Baker, 1999). The aﬂg&stated that themes that emerged
due to the study were valuable to students studying trauma, sésking to understand vicarious
trauma, and working with clients dealing with trauma. ’9 y

Boscarino et al. (2010) used a stress-process model as a framewo;?o conceptualize
vicarious trauma and job burnout. This model supposes that demanding env1r%1tal
stressors cause modifications in one’s neuroendocrine system and hormones, whic%ct
cognitive functioning. In addition to the impact of the amount of time spent with trauszed
clients, the researchers found that characteristics of the mental health professionals’
personality and attitudes also influenced the development of compassion fatigue, job burnout,
and vicarious trauma. The research suggested that having a positive outlook and appropriate

coping strategies can be helpful in reducing vicarious trauma. Additionally, the research
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indicates that social support is likely to be effective in decreasing vicarious trauma as well;
support from co-workers has been found to reduce vicarious trauma, compassion fatigue, and
job burnout (Boscarino et al., 2010).

A study by Iliffe and Steele (2000) discussed the impact on therapists of working with
clients who have a history of domestic violence. A semi-structured interview offered a forum
foQ@ dialogue and provided rich, descriptive data of the lived experience of trauma
counselorg—€)verall, these researchers came to the conclusion that health professionals are not
immune to th{@e ts of their clients’ traumatic experiences. Feeling an initial loss of
confidence in their @gwas common among the participants. Therapists also admitted to
feeling inadequate, powerole%stressed, and anxious in the initial stage of their counseling
work. Most of the participants%'oned that they experienced visual imagery of severe
violent incidents that clients had shar@rith them, and they thought these images would stay
with them forever. Participants also exper{@:/ﬁanger and sadness when working with
children who had been abused. There were no ﬁr@ﬁ focusing on a model for providing
trauma-specific supervision to therapists, but these res‘éﬂ@ers found self-care techniques like
consulting with coworkers, taking time off from work and (a‘@lling, and spending time with
children who have had positive experiences can be effective Way@lance the negative
experiences encountered by therapists. Iliffe and Steele (2000) pointe}?y?jmt to reduce or
manage the effects of vicarious trauma, therapists in the study utilized Varie§\ jng

techniques such as taking time off from work, exercising on a regular basis, and m%ing

O
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a support group.
Adams and Riggs (2008) conducted an exploratory study of vicarious trauma among

psychotherapist trainees in relation to trauma history, experience level, trauma-specific

training, and defense style. The researchers found that, when new therapists experience

symptoms of vicarious traumatization, they may also experience anxiety, shame, and feelings
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of incompetence. The feeling of shame could inhibit new therapists from seeking help in the
form of adequate supervision and support. If nothing is done to treat vicarious trauma,
therapists may distance themselves emotionally and become less clinically effective.
Ultimately, such negative effects can lead to burnout or quitting the field of psychology
completely.

Oolndividuals’ risk and resiliency factors depend on their coping styles also known as
defense anisms. These defense mechanisms play a vital role in how vicarious trauma
affects a new{@gst. According to the American Psychiatric Association (2000), defense
mechanisms are def%@as “automatic psychological processes that protect the individual
against anxiety and from th%zvareness of internal or external dangers or stressors” (p. 807).
Cramer (1998) and Vaillant (1§\79 elved into this topic and discussed the two types of
defense mechanisms. The first type 1@ﬁed was immature defense mechanisms, which
typically appear during the early childhoo{@ ¢ of development. The individual is often
unaware of these mechanisms, which include iso splitting, and acting out. The second
type identified were the secondary, or mature, defens @mnisms, which emerge as one
transitions into adulthood. These processes are developed coﬂ&éously and include
rationalization, humor, and sublimation. Such mature defenses ar(?o-social and
sophisticated approaches to the world, and come without much cost to a p@on’s individual
functioning. Immature or primitive defenses are more akin to strategies a you%ld uses to
cope with stressors; they involve a greater warping of reality and a greater social C@/(s?é\

The link between defense styles and therapists’ experience of vicarious trauma \Q
explored by Adams and Riggs (2008) in their study. The researchers chose 129 Caucasian
clinical and counseling psychology graduate students from the Texas state universities,
ranging in age from 22 to 55 years old. This study had two main objectives: (a) to review,

inspect, and understand the relationship between vicarious trauma and therapists in training,
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and (b) to recognize the relationship between defense style and symptoms of vicarious
trauma. Participants were administered the Trauma Symptom Inventory (TSI; Briere, 1995;
Briere, Elliot, Harris, & Cotman, 1995) to determine personal trauma history, trauma training,
and length of experience working with traumatized clients. The TSI is a self-report measure
comprised of 100 items rated on a 4-point Likert scale. Items address frequency of symptoms
of%a over the preceding six-month period and are broken down into the following
sections: rarousal, intrusive experiences, defensive avoidance, dissociation, and impaired
self-reference./ @b Defense Style Questionnaire (DSQ; Bond et al., 1983; Bond & Wesley,
1996) was also empgs&d, which is broadly used as a self-report measure for defense
mechanisms and is broken %n according to quality of defense style: maladaptive action,
image-distorting, self-sacrificing§and adaptive styles (Adams & Riggs, 2008; Bond, 2004).
The researchers defined maladaptive@on as impulsivity, displays of passive aggressive
behavior, or acting out. Image-distorting s( tails idealizing or demonizing the self and/or
others. In the self-sacrificing style, one begins to @/i&/e over time that he or she has only
good qualities such as being kind, selfless, helpful tmﬂ%@/others, and not ever reacting in an
angry manner. These above-mentioned styles are classified atsanmature defense mechanisms.
The last defense style addressed by the DSQ is adaptive, a matur{@f}qse mechanism that
entails positive coping skills such as humor and represents a constructivegythod of coping
with anxiety or dysthymia. QO

The results of the study by Adams and Riggs (2008) revealed that defense /s@&@lay
a vital role in how vicarious trauma affects a therapist. The results were as follows: Tth
participants who more often employed the self-sacrificing style of coping had considerably
higher scores on all five trauma measures than those participants who utilized an adaptive
style. Participants with a self-sacrificing defense style who had experienced personal trauma

reported higher levels of symptoms of vicarious trauma than the adaptive group. However,
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participants who displayed a self-sacrificing defense style, but had no personal trauma
experience, reported few symptoms of vicarious trauma overall. Comparatively, participants
with a maladaptive and image-distorting style who had previous personal trauma displayed
fewer symptoms of vicarious trauma than those participants with maladaptive and image-
distorting styles who did not have any personal trauma. Furthermore, participants who had
reQ@i significant training on trauma-related work presented with fewer symptoms of
dissociatigi-gnd vicarious trauma than the participants with less trauma- related training.
Adams/@i Riggs (2008) acknowledged several limitations to their study. The sample
size was relatively S%Land all participants were female, thus limiting the generalizability of
the results. Also, therapists %0 had resolved their personal trauma experiences may have felt
more at ease participating in t§ y than those who had yet to work through their own
trauma-related grief. The authors co@ded that further research utilizing more refined
evaluation tools to assess symptoms of pe@l and vicarious trauma is necessary in order to
sufficiently understand the relationship between @ﬁwo terms (Adams & Riggs, 2008).
Lastly, the researchers recommended that new‘&@)ists should receive education
and/or training in working with trauma clients while also masf{pining adequate levels of self-
care. This recommendation is congruent with previous research s@esting that education
about trauma therapy should grant some understanding of the intensity 03?}3 work, its
psychological effect on clinicians, and the recovery process for both client an@ rapist
(Adams & Riggs, 2008; O’Halloran & O’Halloran, 2001). 4?
Cultural influences on vicarious trauma. There is limited research on how cultufe
influences vicarious trauma. Culture is defined as commonalities amongst a group of people,
such as language, religion, way of thinking, and ethnic traditions (Zimmermann, 2015). The
client and therapist may have different cultures and levels of exposure to trauma; hence,

vicarious trauma can create a cultural crisis in the therapist’s psyche. If a therapist’s culture



SELF-CARE FOR THERAPISTS IN TRAINING 25

reinforces notions of safety and protection, it may be difficult for that therapist to
accommodate his or her worldview to that of their client. This can lead to empathic failure
and vicarious trauma. Sharp (2012) stated that it is crucial for psychotherapists to understand
and recognize what activates their own trauma so that they are better able to distinguish it
from their clients’ trauma. Psychotherapists who are generally aware of cultural differences
m%/e the ability to be more present for their clients during therapy.

It g#mportant to consider cultural factors, as exposure to trauma can bring about
different reacﬁ/@ £ different individuals and coping styles may differ by culture. Therefore,
therapist’s cultural i@ences play an important role in how they are affected by, and cope
with, trauma and vicarious t}@ma. Brown (2008) stated, “To work in a culturally competent
manner with trauma each psy% apist must be willing to understand her or his own
participation, directly or historically,@)e realities of trauma” (p. 13). Culture impacts the
way one understands and recognizes the ro/@ cultural practices and how these influence
coping strategies (Brown, 2008). It also plays a nd role in one’s protective factors
against life’s challenges. For example, a collectivist cu‘@@can be a protective factor, as it
provides the individual with a large social support system. /s/

It is crucial for therapists to understand their own cultural @yt'ty and the manner in
which it intersects with their client’s cultural identity. For example, Tumpga-Narra (2014)
discussed the therapeutic dyad of a non-Indian therapist and an Indian client &ad recently
immigrated to the United States from India. The therapist was challenged to unders/f%\aa
stressful situation for the client in the context of her family and culture, but this brought@
strong negative feelings in the therapist. Both people in the therapeutic dyad have their own
cultural identity and it is important for therapists to remember that their own cultural
identities may differ from those of their clients. Cultural awareness can be beneficial to the

therapeutic process as long as the therapist is aware of cultural biases and consider them in
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therapy. Culturally competent therapists stretch their thinking about what trauma means to an
individual rather than following the commonly considered trauma symptoms (Brown, 2008).
Because cultural influences are so important to people’s lived experiences, integrating
awareness of culture, race, and ethnicity into trauma-informed therapy is a must for therapists
(Jennings, 2007).

OOPsychotherapists’ experiences of vicarious trauma. Vicarious trauma is a concept
of emergiﬂg—' portance in clinical psychology. Therapists, like their clients, can experience
feelings of he( ness, anxiety, changes in beliefs about the world, numbing and avoidance,
all of which has the%&ct of harming both the therapist and the client who has sought help.
Though it is defined in a Va%y of ways, there is general agreement that vicarious trauma
results in negative experience% e treating psychotherapist, which may, in turn, harm the
therapeutic work itself. It also appeal@t there are factors inherent to the psychotherapist,
the client, and the therapeutic relationshipt/@ /ﬁn either lessen or exacerbate the effects of
vicarious trauma. Given these facts, psychoeduc@glddressing the concept of vicarious
trauma is an important aspect of the training process fﬁﬁ&icians.

In her article on the effect of trauma work on theraprs/Hesse (2002) shared her own
experience with vicarious trauma while working as a social Work(rﬂ' })m her own
observation and experience, the author concluded that students of cliniCajfyychology are not
being taught about the very severe and obvious effects one can experience w orking
with trauma clients. She also argued that many students, faculty members, and ag@é\
workers are not familiar with the term vicarious trauma and what it means; that on a WiQ
systemic level, the concept is not in our awareness as caregivers. The article focused on two
important areas of concern: (a) practice considerations, including an awareness of symptoms
of vicarious trauma experienced by mental health workers, and (b) preventing the detrimental

effects of vicarious trauma on the individual and within an organization. The author made the
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argument that it is important to continue the study of vicarious trauma and to increase
awareness of this phenomenon in those who work with trauma clients.

Likewise Simond (1997) found that many psychotherapists are unaware of the effects
of vicarious traumatization on self and how that affects their experiences with others. The
author further argued that psychotherapists must be educated about the hazards of vicarious
tr%n order to prevent its occurrence and/or mitigate its effects. In their own study on this
phenomegbn Pearlman and Saakvitne (1995) stated that they witnessed some of their fellow
psychotherap/ ving the profession due to having lost their peace of mind. The authors
concluded that if Vig\&us trauma is not addressed early, it can result in the psychotherapist
abandoning trauma work al%ether.

Schauben and F razierg\@ examined 148 therapists who worked with victims of
sexual abuse, most of whom were dl@sed with PTSD. The participants were given
questionnaires about the psychological effe/@%their work with trauma clients. These
therapists were found to display symptoms of PT@ /e{ld their personal belief systems were
shattered. The researchers explained that constantly li% to clients’ suffering caused the
psychotherapists to feel emotional exhaustion and exhibit sy@oms similar to those of their
clients. Furthermore, the psychotherapists acknowledged that the{e%}nts had difficulty
trusting and forming a positive therapeutic alliance. The study reveale%pt psychotherapists
who worked with trauma clients had more distress and vicarious trauma than %Who
worked with non-trauma clients. Relationships with family and friends were foun(é%fer
as well. The researchers discussed the importance of training therapists to manage theiro
trauma work and vicarious trauma in order to create a sense of balance in their personal life.

Beaton and Murphy (1995) conducted a study on levels of job-related stress in first
responders (including police, emergency medical technicians, doctors, nurses, and

firefighters). The researchers discussed how these trauma workers are commonly affected by
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vicarious trauma and burnout, and how more protection against such phenomena are required.
Simond (1997), in his article on vicarious traumatization in therapists treating adult survivors
of childhood sexual abuse, expressed that vicarious trauma is considered a relatively new
construct and, if no steps are taken to prevent this phenomenon, it can be a significant threat
to people working in caregiving fields. The author proposed that listening to clients’ trauma
ev%lly affects therapists’ cognitive schemas as well as the therapeutic alliance, yet many
provid@}ﬁe unaware of this process. Often therapists do not realize that the symptoms of
vicarious trau@ e related to their work with clients, or that it can be managed or reduced.
Simond (1997) asseggsthat if vicarious trauma is not addressed early, it could result in the
therapist leaving clinical w% thus leaving the field poorer for the loss.

Beginning psychothe% > vulnerability to vicarious trauma. Pearlman and Mac
Ian (1995) studied vicarious trauma @ample of 188 therapists working with trauma
clients. Participants were told to complete@/@ﬁmaires about their familiarity with clients’
trauma and their own psychological functioning. @({esearchers found that new
psychotherapists encountered more psychological chaf%s as measured by the Traumatic
Stress Institute Belief Scale (TSIBS) than those psychothera with more work experience.
They also found that psychotherapists with prior personal trauma’eﬁ}ited more harmful
effects while working with trauma clients than those with no prior perso@rauma. The study

recommended training related to trauma work, adequate clinical supervision, @0150

encouraged a support system for new and old trauma therapists. 4’%\

O

*

Studies utilizing new psychotherapists as participants have shown a correlation
between trauma exposure and increased symptoms of intrusion, avoidance, dissociation, and
sleep disturbance (Chrestman, 1999; Pearlman & Mac lan, 1995). Conversely, therapists with
more professional experience, higher income, reduced workload, additional trauma training,

and who spent time participating in non-trauma related activities showed a decreased trauma
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symptoms (Chrestman, 1999). Important studies by Bell, Kulkarni, and Dalton (2003) and
Canfield (2005) explored evidence that new therapists are more vulnerable to the negative
effects of working with traumatized clients. Bell et al. (2003), using data from a previous
study by Schauben and Frazier (1995), found therapists with less experience had higher levels
of stress when dealing with more traumatized populations than those psychotherapists with
m%perience. As an explanation, the researchers proposed that beginning therapists have
had less t'y‘ae to produce conscious coping strategies against the secondary experience of their
clients’ traun/ field (2005) noted some of the stigma in the field surrounding therapists’
communication of s@oms of vicarious trauma and the tendency for supervisors to blame
therapists for becoming upsg@r overwhelmed. Canfield’s (2005) arguments offered credence
to new therapists’ Vulnerabilit§\b$'carious trauma, as early training environments may not
provide new clinicians with a safe? here in which to explore such experiences.
Managing Vicarious Trauma Through {@ are

Definitions of self-care. In simple terms,@/j&are means taking care of oneself;
however, the field of psychology has sought to deﬁne‘[g@re exactly in an effort to better
study and promote the practice. As a result, there are a Variebjs;f definitions of self-care.

Self-care was first introduced in the 1980s by the healthca@yustry, with an agenda
to help professionals learn to manage their demanding jobs and still be ab?to live healthy
lives (Meinecke, 2010). Gentry (2002) described it as the “ability to refill and 061 oneself
in healthy ways” (p. 48). This definition emphasizes the return to a prior state of h%fter
the implied emotional and physical cost of work. For therapists, this could mean manag@
stress levels and being aware of emotional reactions while working with clients. Remaining

aware of one’s thoughts and feelings while being empathetic toward the client is considered

an important form of self-care (Tartakovsky, 2013), as are the ability to self-regulate while
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managing relationships with others, and balancing one’s work and personal life (Baker,
2003).

However researchers parse the definition, most psychologists express that self-care
should be a top priority among mental health professionals. Figley (1995) explained that
because exposure to trauma is part of the job, self-care for therapists is vital. Similarly, Hesse
(2%tated that self-care is of the utmost importance in the prevention of vicarious trauma,
and can t ,¢he form of taking time off to relax, maintaining healthy eating habits,
exercising, ox’@i g a hobby. Self-care not only benefits therapists themselves, but also
improves the qualit%&me therapeutic relationship by allowing them to better tolerate the
difficulties that come wit %ical practice (Linley & Joseph, 2007).

Self-care, however, is% ays straightforward, and the best methods are unique to
each clinician. According to Mein%@OlO), people want to take care of themselves but are
often unsure of how to do so. This author { d a distinction between self-care and self-
indulgence. For example, when people feel exhat@/&at the end of their workday, they may
partake in overeating and/or drinking alcohol beyond fﬂ@ontrol (Meinecke, 2010). Such
activities often suggest themselves to individuals as forms oﬂs}f-care, but do not serve that
function. ’9 /

The definition of self-care utilized in the current study was offere,@y Saakvitne and
Pearlman (1996). These researchers described the act of taking care of the S\@ &mprised
of three main activities: engaging in self-care, nurturing oneself, and escaping fron{%\ful
emotions. They further explained that all three techniques should be utilized at differento
times. Caring for self is defined as incorporating into one’s life healthy ways of living,
maintaining relations with family and friends, understanding one’s limits, and retaining
balance in one’s life. Nurturing involves treating oneself kindly by emphasizing relaxation

and pampering, thereby giving pleasure to the self. Escape is the act of shifting focus from
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work thoughts toward a pleasant activity. The definition of self-care used in the current study
involves all three modes described by Saakvitne and Pearlman (1996).

Importance of self-care for psychotherapists. There is a lot of evidence to suggest
that, among mental health professionals, self-care can be used to reduce the deleterious
effects of emotional difficulties encountered during clinical work, including the symptoms of
Vi%s trauma.

,Sﬂle and Joseph (2007) suggested that because psychotherapists need to take care of
their own we @ g in order to facilitate a positive therapeutic relationship with their clients,
they must avoid or r%ﬁe those burnout symptoms closely related to vicarious trauma. Pross
(2006) agreed that mengh%[h workers are at a great risk of experiencing burnout and
vicarious trauma if self-care is '@corporated into their daily lives, as did Radey and Figley
(2007). {S\&

In her book about secondary traum{@ s and self-care issues for clinicians,
researchers, and educators, Stamm (1999) cited P@):&to explain the vital nature of self-care.
Figley described a variety of self-care techniques foumﬂ&be effective in dealing with
vicarious trauma, including attending training activities for t@ma therapists; networking
with fellow therapists to have a sense of community and support;%cing one’s caseload by
mixing up trauma and non-trauma clients; engaging in non-clinical actlv'yp such as
research; minimizing other stressors in life such as physical health, family, ar%er
interpersonal relationships; and job satisfaction. 4?6\

Meyerson (1998) found that those health care professionals working with clientsQwith
chronic illnesses tended to restrict and curb their emotions. Her research suggested that this
phenomenon also applies to mental health professionals in general. Grief counselors were
found to have even more challenges, such as the re-triggering of the counselor’s own current

or past losses that have yet to be resolved. In an effort to explore the emotional toll taken on
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trauma counselors and to investigate a self-care intervention, Barlow and Phelan (2007)
conducted a qualitative study using data from nine audiotaped sessions of grief counselors in
a large urban health region. The researchers sought to explore whether peer collaboration
could serve as a form of self-care. The results were transcribed based on the participants’
style of conversation: whether they supported each other or interrupted each other, how much
la@ Was incorporated among them, their pauses during certain answers, and their
understan /§0f their own position in the organization throughout their narrative. A central
theme that en(@ from this study was that staff would benefit from creating space for self-
care both within and%r»side of their work environment. Another theme was the importance
of creating an environment %rust in the organization that would allow for more peer
collaboration and positivity. @/p

In order to survey the literatu@ the efficacy of self-care in reducing work-related
trauma, Canfield (2005) conducted a meta/@l sis, the results of which suggested that health
professionals are not immune to the effects of en with their clients’ traumatic
experiences. This study included ten quantitative and fﬂ@ualitative studies concentrating on
vicarious trauma among mental health workers, with particuldgattention paid to those
working in crisis situations. Researchers involved in the various @? measured vicarious

trauma, correlations between vicarious trauma and relevant therapist Vari;ﬁes, and self-care

and other coping skills used to manage vicarious trauma. Canfield (2005) ac
although the qualitative studies utilized smaller groups the data was explored in gré%ail,
and the results from the studies led the participants to realize that they were in fact suffng
from vicarious trauma. Participants reported that they had been unaware of that fact until then
and that they felt a loss of confidence in their work. They also admitted to feeling inadequate,
powerless, stressed, and anxious in the initial stages of their counseling work. Most of the

participants also mentioned that visual imagery of severe violent incidents clients had shared
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would stay with them forever. Additionally, feelings of anger and sadness were common
among many of these participants while working specifically with abused children.

Canfield (2005) found certain self-care techniques were regularly utilized by the
psychotherapists, such as debriefing with colleagues, taking vacations, and engaging with
healthy children. Despite the wide reach of the study, there were no findings regarding
tr%speciﬁc supervision being offered to the psychotherapists. Almost all of the studies
included 1#his meta-analysis indicated that when coping strategies of various types such as
affective dist/@&regular exercise, or maintaining a support system were used by
psychotherapists, thggfects of vicarious trauma appeared to be reduced.

Bell et al. (2003)%%d at the organizational sector and its relationship to vicarious
trauma. The researchers expre% at, although individuals need to engage in self-care by
themselves, organizations must also @a central role in prevention of and intervention
strategies for vicarious trauma. The autho ribed the organization’s responsibility to
support the staff and offered some helpful strate /&lch as allowing psychotherapists to
take time off and not promote a culture where workingﬁértime is heavily lauded. In
addition, organizations can encourage staff to participate in o@inuing education and to
maintain self-care activities. Another strategy described for prod@g/a self-care culture on
an organizational level is encouraging a diverse workload in which sta&? @ract with a range
of clientele (Bell, Kulkarni, & Dalton, 2003). Community education, outreac &rams, and
encouraging staff to influence policies can offer hope and empowerment that can 1&%
revitalizing. Having a team working together to help clients connect with other servicesgch
as self-help groups, physicians, and in-and-out patient hospitalization, can decrease the
therapists’ workload while helping clients connect with other support services.

The work environment is another important factor in reducing vicarious trauma. Bell

et al. (2003) pointed to research demonstrating the detrimental effect that working in high
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crime neighborhoods can have on the mental health of staff. The researchers referenced a
study by Dalton (2001), which found that, out of a sample of 210 licensed social workers,
57.6% had been threatened by a client or member of a client’s family, and 16.6% had been
physically or sexually assaulted by a client or a member of the client’s family. Bell et al.
(2003) noted that given the necessity for mental health services to be provided in dangerous
ar@s@vesﬁng in a security system and having security guards on site can increase the safety
and mentth alth of an organization’s staff.

Traun(@l ted education is one of the most important strategies an organization can
use to assist therapiggss ecially new interns, in handling trauma clients (Bell et al., 2003).
Reinforcing the importanee %self—care among the staff is vital. Allowing therapists to attend
workshops on vicarious traum%'ng them share their knowledge, and providing support
groups in the workplace allow staff't ortunity to discuss situations and offer each other
suggestions. Lastly, the authors indicated fHat)ppervision is essential to the prevention of
vicarious trauma because discussing client-relate@/&ges with their supervisors helps
therapists to reduce stress (Bell et al., 2003; Welfel, 19‘%0

Types of self-care. In caring for the self, researchers@ee that it is most effective to
address multiple areas of one’s life and functioning. According t@y (2014), a wellness
coach and health psychologist, life has unexpected challenges and peo%)? handle those
situations more effectively if they take care of themselves first. She added th &e body,

mind, and soul are functioning well, it is easier to deal with stress, unexpected situﬁ% and

O

*

trauma. Scott focused on different aspects of the human experience, prioritizing
mindfulness/meditation, spirituality, alterations in the professional sphere, exercise, eating
healthily, and partaking in hobbies. Research confirms that the above-mentioned self-care
methods have proved to minimize the negative effects of vicarious trauma (Bell et al., 2003;

Figley & Radey 2007; Hesse 2002).
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Mindfulness and meditation. As Sanderson (2012) described, “When you are
mindful, you are awake to life on its terms - fully alive to each moment as it arrives, as it is,
and as it ends” (p. 3). Kabat-Zinn (1994) explained mindfulness as a way of living in the
present and being aware of our current surroundings. Since the introduction of Kabat-Zinn’s
mindfulness-based stress reduction training in 1979, mindfulness has been incorporated into
mQ@erapeutic modalities and used effectively in various settings with a variety of
populatio stin, 1997). Practicing mindfulness on a regular basis has been found to reduce
anxiety, depr@ , and stress, and to assist people in adjusting to new life situations (Astin,
1997; Shapiro, Schvg%& & Bonner, 1998).

Shapiro, Brown, a«n%egel (2007) conducted a study with 54 psychology graduate
students, in which the researc% ght mindfulness-based stress reduction to the
psychotherapists-in-training. The traffjif¥ lasted for 8 weeks and taught different mindfulness
methods. The authors used the 15-item M(@%ttention Awareness Scale to measure level
of attentiveness, the 20-item Positive and Negati'@@ective Schedule, the 10-item Perceived
Stress Scale to evaluate the participants’ stress levels,ﬂ@e 12-item Rumination
Questionnaire. Participants were instructed to keep a diary o@eir daily mindfulness
activities. Results of the study showed that regular engagement i.ﬁ%n fulness exercises was
positively correlated with reduction in stress, anxiety, and negative af&g@ereby decreasing
ruminating thoughts, and increasing positive affect and kindness toward the s@ O

In addition to reducing stress and fostering a more positive relationship Wi@&g)lf,
practices in mindfulness can also assist therapists with their clinical skills. Mindfulnesst
help develop the nurturing qualities required of a therapist, such as compassion, empathy,
insight, and the ability to manage oneself during difficult times (Kristeller & Johnson, 2005;
Magid, 2002). Additionally, mindfulness exercises train the mind to stay focused on the

present and to be aware of one’s current surroundings—skills that can be generally difficult
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to master (Germer, 2005; Sanderson, 2010). Sanderson (2010) further explained that
mindfulness can be used as a tool to investigate when and why one is feeling a certain way,
thus facilitating problem-solving. Furthermore, Christopher and Maris (2010) shared that
activities such as meditating and doing yoga involve being mindful, and have been known to
produce positive outcomes among counselors; specifically, they have been helpful in
prQ@ing vicarious traumatization. Mindfulness activities also promote self-awareness in
therapists /hich can lead to better attunement with clients’ feelings and behaviors
(Christopher @ is, 2010).

Harrison and%ﬁstwood (2009) contributed to the growing evidence that
psychotherapists who praet%mindfulness acquire compassion and patience. The researchers
conducted a qualitative study% ore the self-care practices of clinicians who are effective
at working with trauma. The particip@’ chosen were six experienced psychotherapists
known to balance their personal and profe/ﬁllives successfully while working with
clients with severe trauma and abuse. These thera@/&were interviewed to assess how they
negotiated the challenges of their work and personal lfﬁ@nd what self-care methods they
utilized to manage vicarious trauma and promote their overal&Syell-being. Participants stated
that being mindful helped them be more conscious of their surrouﬁ%}s and breathing, which
resulted in their feeling grounded and focused. The participants further sb?yd that they could
manage ambiguous situations and not despair during and after intense session%to
practicing mindfulness. Being optimistic under challenging situations is a quality é%{hich
therapists can benefit tremendously, both in their work with clients and in their persona@res.
Mindfulness not only helps with staying in the present, but also helps with understanding
one’s relationships with others and assists in creating healthy boundaries (Harrison &
Westwood, 2009). Although the sample utilized was small, the rich data helps build a case for

the efficacy of mindfulness, not only in guarding clinicians against the dangers of vicarious
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trauma, but also in assisting them to become better clinicians.

Spirituality. Spirituality means “breath” and “air” in Latin (Bloemhard, 2008, p. 22).
Rumbold (2006) posited that people begin to connect with their spiritual selves when they
start answering questions such as Who am 1?, What is my purpose in life?, and Where am [
going?, and to consider their ultimate goals in life (as cited in Bloemhard, 2008, p. 8).
R!%d also asserted a belief that spirituality is connected to one’s purpose and potential in
life. To ugﬂe stand one’s purpose and reason for breathing, he explained, one needs to be
aware. Hesse(/@ ) shared that getting in touch with one’s spiritual side helps a person
become more self—a&&&and, according to Baker (2003), being self-aware is an essential
aspect of self-care. A

Suran and Sheridan (1% commended that therapists must find meaning in their
work, as this can assist them in copir@th vicarious trauma. As therapists attempt to
understand their role in helping clients co ctively with trauma, and also come to realize
that not all stories have happy endings, it can be cial for therapists to connect with
something beyond themselves (Suran & Sheridan, 19&60well (2013) conducted a study
with 30 participants to understand the gains achieved from sp@&uality. He found that spiritual
awareness was highly associated with optimism, as it gave life p s¢ and meaning,
especially during challenging times. According to Sherfield (n.d.), an estp@ed educator,
optimism is learned and requires a spiritual framework in which one puts one% into the
hands of some larger and benevolent force. He acknowledged that a powerful traité%
optimist is perseverance through life’s unexpected hurdles and challenges. During their $tfidy
of 243 psychologists, Medeiros and Prochaska (1988) found that the “optimistic
perseverance” technique was very helpful for therapists while working with clients dealing
with trauma (p. 113). Therefore, psychotherapists who maintain a positive outlook while

working with clients with a trauma and abuse history can be more effective in assisting them.
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Brady and Guy (1999) surveyed 1,000 female psychotherapists to investigate the
value of managing trauma work by focusing on spirituality as a form of self-care. These
researchers explained that when people experience or witness trauma, it is common for them
to begin questioning the meaning of this life and their reasons for being alive. The authors
found that the therapists who incorporated spirituality into their lives were better able to aid
thad 6ents while simultaneously managing their own vicarious trauma.

H tt and Collins (2014) conducted a qualitative study with 10 volunteers of Indian
ethnicity WOI‘{@ /'e)crisis situations to learn how they managed self-care to minimize the
effects of vicarious t%na. These participants were interviewed and asked to share the
impact of their work onQe%ves and how their support system had influenced them. Half of
the volunteer group stated tha% ality was a main part of their self-care practices. Being
in touch with their spiritual side help@lem learn to “let go” and let God take care of
challenging situations (p. 186). Some Volur/@r shared that their spirituality was composed
of meditation twice a day, which helped them se/&themselves from the problems in their
work and/or personal life. These participants indicated’ﬂéspirituality helped them realize
that they could only try their best, as changing the world is noswithin their power. The
sample, apart from being small, was comprised of a specific ethni‘é%r )nd therefore it is
difficult to generalize the results from this study. Being spiritual does noy@an simply
understanding why good people must suffer through negative and traumatic e@&nces in
life; rather, it helps people attain a sense of internal calmness and strength (Ellerb@&{). In
other words, looking for support from beyond oneself provides encouragement and hepos
manage the unexpected turns in life.

The study by Harrison and Westwood (2009) mentioned in the previous section also
explored spirituality and self-care. The participants who utilized spirituality as a form of self-

care reported that their faith in something greater than themselves became evident when
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faced with the suffering of others. Even as they worked with traumatized clients and
witnessed a great deal of pain, these participants realized that spirituality had changed their
belief system: they had faith that people are capable of healing, that hope can exist even after
trauma is experienced, and that one can learn that there is more to life than simply negative
experiences (Harrison & Westwood, 2009).

%rations in the professional sphere. Figley (1995) explained that because exposure to
trauma@%of the psychotherapist’s job, self-care must happen within the professional
sphere. This {@%juggested integrating self-care through such professional practices as
attending training aggﬁes about trauma, networking with fellow therapists to have a sense
of community and suppor, %ancing one’s caseload with trauma and non-trauma clients, and
engaging in non-clinical activ%@ch as research. Pearlman and Saakvitne (1995) also
discussed the importance of balancirﬁ%ghotherapy work with various other work activities
to manage vicarious trauma. Congruent wt/@ﬁey, these authors stated that working with a
variety of clients, some of whom are dealing witl@t/&ma and others who are non-
traumatized, could be beneficial in managing VicariOLﬂ@ma, as such balance shields the
therapist from continuous exposure to trauma work. )/\s/

Dalton (2001) noted that therapists-in-training should recc{@ /more education about
self-care and the potential negative effects of working with trauma. New A?ychotherapists are
studying, attending practicum, and balancing their personal lives, thus jugghr%ly roles
and dealing with different kinds of stress. However, these psychotherapists-in—trair/nf%&light
not have many options in choosing their clients, especially at practicum and internship. B€11
et al. (2003) recommended that, in addition to an individual’s learning to engage in self-care,
organizations focus on ways to manage and prevent vicarious trauma among all staff. The
authors emphasized the organizational aspect of self-care, and advised the organization to

support the staff by allowing them to take time off, encouraging self-care practices, allotting
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time to attend various workshops and modes of community education, creating a healthy and
positive working environment by celebrating birthdays and festivities, and most importantly,
offering a diverse workload to their staff to balance trauma and non-trauma clientele.
Supervision also plays a very important role in the management of vicarious trauma because
therapists can discuss their case-related issues with their supervisors, which can release stress
an%w them to feel supported (Bell et al., 2003).

Fidle (1995) mentioned that professional therapists have a responsibility to their
students and {@ s to inform them about the job requirements before these students become
overwhelmed and le%sthe field in disillusion. He also stated that including education on
stress, burnout, compassien ksigue, and vicarious trauma related to being a therapist would
be valuable for the therapists-ﬁ\@ ing, as they would become aware of the risks and
rewards of this profession early in th@areers. Figley (2007) compared self-care to airline
rules about first putting the oxygen mask (1(@1 self before helping others put on their masks.
In other words, if students and new psychotherap@/{@-training learn how to focus on self-
care while working at their practicum sites, they will b'g@e more effective in helping their
clients. )/‘s/

Exercising, eating healthily, and hobbies. In order to cope wo(tpa}d prevent vicarious
trauma, many researchers suggest activities that allow for relaxation a%g wal (Harrison &
Westwood, 2009; Howlett & Collins, 2014; Scott, 2014). Incorporating exerc{gglinto one’s
daily routine, eating healthily, and having a creative hobby are typically suggeste@&tﬂ
care activities for psychotherapists. Barlow and Phelan’s (2007) study of grief counseloQ
showed that health care professionals tend to suppress and control their emotions, especially
when working with intense cases. Therapists listen to a client’s stories and naturally hold the
client’s pain and various other negative emotions while assisting them. Research shows that

when one holds stress within, the body weakens. Therefore, it is important to keep the body
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active by exercising, to increase circulation and provide energy (Scott, 2014). Exercise also
releases endorphins and keeps one mentally and physically balanced (Scott, 2014).

Tartakovsky (2013) wrote about psychotherapists whose self-care regimen included
being active. However, due to the physical exertion, busy schedules, and any number of
excuses, it is often difficult for clinicians to follow a consistent exercise routine. Tartakovsky
su%ed that finding athletic activities one enjoys, such as walking, dancing, swimming, or
playing a anized sport, can ensure that a person will adhere to a routine. In addition,
doing activitl@ one’s family or playing with a team can make exercise more
pleasurable, and schg\@ﬁng activities into a calendar can ensure one makes time for them
during the day. A

In Canfield’s (2005) m alysis incorporating fourteen studies on the phenomenon
of vicarious trauma and self-care, res@indicated that therapists are clearly vulnerable to
vicarious trauma, but also suggested that se/@ re methods are widely understood to buffer
some of these negative effects. Among the self-c{re) /E{ethods presented, exercising regularly
was favored as an effective way to care for one’s phys‘@&ealth and to express negative
feelings in a pro-social manner. )/\s/

Not much research has been done on the importance of a l@t diet as a form of
self-care. However, Scott (2014) explored eating habits as part of a cy%?e@stress that was
ultimately deleterious to the body. She explained that cortisol, a hormone sec@&n
response to stress, tends to bring about cravings for foods that are high in salt, sug/,z(%q fat.
Stress can also cause people to skip meals and then consume such unhealthy foods lateerhe
day. Scott described a construct called emotional eating; a type of mindless eating brought
about by stress, during which one is less aware of food selection or level of fullness. Tending

to the way one eats is an effective form of self-care, as it can interrupt this unhealthy cycle.
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Other researchers have addressed healthy eating as one behavior that should be
incorporated into one’s self-care routine. Howlett and Collins (2014) shared findings from
their study that participants who focused on different forms of self-care also incorporated
eating healthy, exercising, and trying not to isolate from their support system. Harrison and
Westwood (2009) looked at combining healthy eating habits, exercise, regular sleep and the
inQ@ation of laughter and humor into life as an effective holistic approach to self-care.

A;%l healthy eating, there is very little in the research that directly addresses
incorporating’@}g’i}s as an important form of self-care, although many researchers
mentioned hobbies g&hst of self-care practices. Figley (1995) more directly emphasized, in
addition to taking care (Q)% physical health, making time to enjoy hobbies. He stated that
partaking in a pleasurable ho‘t% take the therapist’s mind off his or her trauma-related
work. Additionally, Scott (2014) exp/{sb:d that a hobby can be a diversion from stress,
helping one stay in the present moment as't rson is absorbed in the enjoyment of that
leisure activity. This connects with the escape tec@/&le discussed by Saakvitne and
Pearlman (1996), wherein if one focuses on a leisure aﬁ&tr, he or she tends to forget
worries for that period of time, thus allowing the mind and&@yto relax and experience
some positive moments. Examples of hobbies that often produce ﬁ%ﬂ-the-moment flow state
are reading, drawing, listening to music, playing an instrument, and gard9$§1 (Scott, 2014).

Support system. When one is affected by vicarious trauma, that indivi@&ends to
develop a negative worldview, making socializing challenging and isolation more H%\
(Pross, 2006). Certainly, vicarious trauma tends to make one view others with fear, ando
everyday life can become threatening and challenging as observing the good in others
becomes difficult. Research shows, however, that having a support system increases one’s
well-being and quality of life (Figley & Barnes, 2005; Stamm, 1999). Strong support systems

can provide guidance to people during challenging times; when one is overwhelmed, the
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support of loved ones can bolster a person’s ability to cope. Markway (2014) suggested
keeping in touch with family and friends, providing support to others, accepting assistance
when it is needed, having open lines of communication, and understanding one’s boundaries
and limitations. If a social network is not already established, one can volunteer, join a club,
or attend professional workshops and seminars. Maintaining connections within the
co@@ﬁty enables a person to experience various emotions, rather than suppressing them
and negatj affecting one’s mind, body, and soul (Hesse, 2002).

Harris/ d Westwood (2009), in their description of many domains of self-care,
particularly stressed%\importance of avoiding social isolation. For new therapists
especially, staying conneete}@/ith peers can help them realize that they are not the only ones
struggling to balance their ace§ practicum, and personal life, nor are they the only ones
who fall prey to vicarious trauma. Se/%such as group supervision can foster the creation
of a strong support system (Salteil, 1998).%nessing the phenomenon among other
providers in group settings, therapists can realize@eccept the fact that vicarious trauma is
not uncommon. This normalization can help clinicianﬂ@s on their self-care and eliminate
feelings of shame and hopelessness (Hesse, 2002). )/‘s/

Educating beginning therapists about self-care. Many lfs%}ologists agree that
educating beginning psychotherapists on different types of self-care te%?p@es would prove
invaluable for these budding professionals. O’Halloran and O’Halloran (ZOOé\@ﬁd that
new psychotherapists should receive education and/or training in working with tra@&\lients
and taking care of themselves. According to Saakvitne and Pearlman (1996), who theort>¢d
about the relationship between self-care and vicarious trauma, therapists need to understand
the importance of different aspects of self-care so they can get the most out of their self-care

methods. For example, therapists must emphasize physical, psychological, emotional,
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spiritual, and workplace self-care, and not merely pursue self-care methods in one category
alone (Saakvitne & Pearlman, 1996).

In addition to the importance of educating new clinicians about a variety of methods
of self-care to meet many domains of experience, having variety allows each clinician more
choices, making it easier for them to follow their self-care routines. According to Harrison
an%stwood (2009), mental health professionals who manage to keep vicarious trauma
symptomgfagder control practice self-care techniques to which they can adhere. These
researchers e@ ized the importance of selecting methods that are most pleasurable to the
individual and suggggd the following possibilities: maintaining a positive outlook through
humor, keeping boundaries )@'h clients by not overextending themselves, keeping a diverse
workload, attending trainings% to vicarious trauma, staying physically active, eating
healthily, practicing mindfulness, an@ isolating themselves from peers, family, and
friends. /O

Self-care as a strategy for reduction an@xtment of vicarious trauma.
Psychologists working with trauma clients are Vulnerzﬂé vicarious trauma, which involves
changes in beliefs and schemas that negatively impact their @al health and functioning
(Bloom 2003; Figley, 1995; Pearlman & Saakvitne, 1995). Begmﬁ& )heraplsts are highly
vulnerable to a degradation in their ability to act therapeutically and may rone to fatigue
and burnout. New therapists are a vitally important group for which to provi %mg on
vicarious trauma and importance of self-care, as they may lack the coping skills anﬂ%&cal
experience necessary to maintain healthy boundaries against the negative effects of clieQ
trauma. Development of good practices of self-care could be incorporated in the daily routine
of beginning psychotherapists in order to foster the integration of such practices throughout

their career as psychologists. In addition, new therapists are often fearful in response to their
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clients’ trauma and are in need of ways to cope with it. Knowledge about vicarious trauma,
and effective modes of managing it, can be extremely helpful.

The literature shows a dearth of education on, and intervention for, vicarious trauma.
Furthermore, there is little research regarding the impact of self-care on the management
and/or reduction of vicarious trauma, as well as whether frequency of self-care changes the
in%r of vicarious trauma in the psychotherapist. Therefore, the purpose of the current
study is toJeducate the participants about vicarious trauma and ways to reduce its negative
effects throug@%fation of self-care practices. My study focused on developing and
evaluating a psychoggs.ational workshop for beginning psychotherapists which describes
vicarious trauma and its e«ff%, and focuses on common self-care practices that have been
identified in the literature as b%'al in the reduction of symptoms of vicarious trauma and
effective in creating a balance betwe@ring for others as well as the self.

Summary /O

Working with clients with trauma can be @/knging and can cause therapists or other
caregivers to experience vicarious trauma. Vicarious ﬁg@ is produced when a person has
emotional contact with another who has been traumatized. Msp cause individuals to shift to
a negative worldview, often affecting their overall health and fun@n/i'lg. Therapists-in-
training are particularly vulnerable to vicarious trauma, and experiencmg@nd its deleterious
effects can be disheartening, causing these emerging professionals to leave§®8cal

practice of mental health. Research states that it is important for therapists to unde/\ﬂ%kthe

O

*

concept of vicarious trauma in order to defend against it.
In addition to learning about vicarious trauma, it is important for new clinicians to

learn how to manage and/or prevent it effectively. Research suggests that self-care is the most

effective mode of addressing this occupational hazard. Self-care is a concept that is growing

in popularity in the field, particularly as therapists are increasingly confronted with victims of
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all forms of trauma, including severe and complex cases. Therapists-in-training continue to
get little direct training or support around this essential concept; therefore, receiving training
in their academic programs and/or at their practicum sites on self-care and how it can aid in
managing vicarious trauma would be invaluable to new therapists. Such training would
enhance the therapeutic work of these budding professionals, improve patient care, and

ul%ly save the field from the attrition of highly trained practitioners.
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CHAPTER III

Method
Research Design

This workshop was created based on common themes in the literature, including
vicarious trauma and its effects; common terms which tend to overlap and are often mistaken
fo@carious trauma, such as countertransference, burnout, and compassion fatigue;
ConsQ@ ist Self Development Theory (CSDT); risks and resiliency factors and how they
affect Vical@'trauma; symptoms of, and factors contributing to, vicarious trauma; and self-
care as a coping §§ﬂﬂ) manage vicarious trauma.

The purpose (% workshop was to create an awareness of vicarious trauma in new
psychotherapists-in-training a@( introduce strategies for reducing it, including increasing
self-care practices. For this study, %our workshop was conducted and, two weeks later, a
follow-up interview with each participali&)ok place to assess the following: (a) Did
participants gain a better understanding of Vic%us traumatization after attending the
workshop?; (b) Did the workshop help participantsé?re se self-care activities?; (c¢) Did the
workshop help reduce the symptoms of vicarious traumaQ@What were the opinions and
experiences of participants regarding the use of self-care techni@,ﬁ)resented in the
workshop?; and (e) What feedback did participants offer regarding a@of strength,
weakness, and ways to improve the workshop? It was hypothesized that a ending the
workshop, participants would gain a better understanding of vicarious trauma a ffects.
It was also hypothesized that due to attending the workshop, participants’ self-care pr%s
would increase, thereby reducing their symptoms of vicarious trauma. ‘

The research questions stated above were investigated using a combination of both
quantitative and qualitative measures, which included participants’ numerical ratings to

surveys and open responses to interview questions. Therefore, this study employed a mixed

methods research design, which included a pre-test/post-test design and a phenomenological
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research design in order to best address the research questions and the data collected. Sieber
(1973) recommended the mixed methods design in circumstances in which data is both
qualitative and quantitative, and this design has been found to increase the validity of the
study (Creswel & Plano, 2007). A pre-test/post-test design was used to understand whether
the workshop increased participants’ knowledge of vicarious trauma and whether symptoms
of%ious trauma were reduced when self-care activities were increased. This design
assisted infdetermining if there was a significant positive relationship between self-care and
vicarious trau@

Participants /s/)&\

Convenience angg@geneous purposive sampling was used to recruit 20
participants for this study. Co%e ce sampling consists of participants who are easily
available and interested in contributl@ the study (Teddlie & Yu, 2007). Homogeneous
purposive sampling focuses on particular (@ f the participants “based on a specific
purpose rather than randomly” (Tashakkori & T/t& 2003, p. 713). In this sampling
approach, the chosen participants are expected to be abg @offer more specific and
homogeneous information related to the research questions (D@xwell, 1997).

Participants were graduate students who were working Wit@ymatized clients at
their practicum sites. Second, third, and fourth year doctoral students in @PsyD and PhD
program from three graduate schools in the Bay area were recruited to parti(:l@&l this
study; first year students do not always engage in one-on-one clinical work. Particé%\also
had to be working currently with at least 5 of the categories that define the parameters OQ
trauma-related work, based on information from the U.S. Department of Justice (Travis,
1997) and on related research (Nelson, 1996). This meant working with clients who had been
victims of crime: child molestation and domestic violence, suffering from chronic

pain/illness, loss of loved one, and/or survivor of a natural disaster or war. The participants
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were not discriminated against based on their ethnicity, gender, socioeconomic status, or age.
Participants were given monetary compensation for their time: a $20 gift card to a local
grocery store or eatery as per their choice.
Instruments

In order to gather descriptive data of the sample, participants were asked to complete
th%nographic Information Form (See Appendix C). This form was self-developed and
consisted }‘-ﬁ 1 questions to obtain information regarding participant’s name, age, gender,
marital status,/%ity, and year level in graduate school. The questionnaire also evaluated
current practicum eg@iﬁnce, including type of patients treated in psychotherapy, how many
clients seen in a typical wee}@low many clients were trauma clients, and what kind of
support their practicum site pm% for trainees to deal with the stress of working with
clients. The participants were also as@f they would like to receive the results of the study;
if so, the results would be emailed to them./o

In order to investigate the first research q@/&n, Will participants gain a better
understanding of vicarious traumatization after attenc@e workshop?, participants
completed a Pre-test and Post-test Quiz. This quiz was in de@le-choice answer format,
incorporating workshop topics (See Appendix D). It was given to’f@ }articipants before and
after the workshop to evaluate whether the workshop helped the partic1pg1$ learn about
vicarious trauma and self-care practices. It was expected that participants wo%wer more
questions correctly on the post-test as compared to the pre-test, suggesting that theépé\
knowledge in this area would increase as a result of attending the workshop. Q

In order to investigate the second research question, Did the workshop help
participants increase self-care activities?, The Self-Care Assessment Worksheet was
completed by each participant (See Appendix E). This worksheet was given to the

participants before the workshop and at the follow-up meeting two weeks later to examine if
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there were any changes in their self-care activities. The results of this questionnaire were
used to explore the difference in self-care and whether it increased after the workshop.

The Self-Care Assessment Worksheet was developed by Saakvitne and Pearlman
(1996) and is commonly used in self-care workshops to measure self-care activities.
Although there is no research on this measure and no standardized method of scoring, this
w%et was created for use with psychotherapists and workers vulnerable to vicarious
trauma (e,é:sgolice, firefighters, and crisis workers) to address and improve self-care
practices. Th/ @ sment worksheet is categorized into six areas of self-care: physical,
psychological, emo@, spiritual, workplace or professional, and balance. There is also a
section to add other self-ca%ctivities that may be relevant to the user in any of the first 5
categories. Each category haséu\@' ns rated on a 5-point Likert scale: 1 = It never occurred
to me; 2 = Never; 3 = Rarely; 4 = OC@nally; and 5 = Frequently. This worksheet assists in
assessing one’s self-care practices, unders@ﬁ one’s self-care patterns, and observing and
tracking whether there has been an increase or de@/z{e in self-care practices over time.
Higher ratings indicate that higher level of self-care ﬁined. To best understand if self-
care was utilized, the total scores for each category were coméyted and the pre-test and post-
test totals of each participant were compared. The sixth area of se‘@ye, balance, is divided
into two sections to distinguish between balances within work-life anc}g@ng for overall
balance between work, family, relationships, play and rest. Scores for this are@&re
calculated as separate categories to determine differences in self-care within the slé%qf
work as compared to home-life. Therefore, I collected data for seven categories of self—Qe.
The results of this questionnaire were used to evaluate the difference in self-care over time
and whether it had increased during posttest.

In order to investigate the third research question, Did the workshop help reduce

symptoms of vicarious trauma?, participants completed the Secondary Traumatic Stress Scale



SELF-CARE FOR THERAPISTS IN TRAINING 51

(STSS) and the Trauma Symptom Checklist-40 (TSC-40). The STSS (See Appendix F) was
administered to participants prior to the workshop and at the follow-up meeting two weeks
later in order to observe any changes in vicarious trauma symptoms. The STSS is a self-
report measure specifically designed to track trauma symptoms among psychotherapists when
working with their clients (Bride, Robinson, Yegidis, & Figley, 2004). The instrument
co@@ of seventeen 5-point Likert scale items: 1 = Never; 2 = Rarely; 3 = Occasionally; 4 =
Often; andl§—= Very Often. This instrument has three subscales that measure symptoms of
intrusion, aV01/ /ge,, and arousal. Scores between 28 and 37 indicate mild vicarious trauma,
scores between 38 a@ signify moderate vicarious trauma, scores in the range of 44 to 48
suggest high vicarious trau%and scores 49 and above are considered indicative of severe
vicarious trauma. Cronbach A% for this scale demonstrate good internal consistency at
.93 and .94, as well as good validity @eliability (Bride et al., 2004). The results of this
questionnaire were used to evaluate differ{@sﬁl vicarious trauma over time and whether it
had decreased after the workshop. o )

The Trauma Symptom Checklist-40 (TSC-40)ﬂ&iven to the participants before the
workshop and at the follow-up meeting two weeks later to as&&s any changes in their
vicarious trauma symptoms. The TSC-40 (See Appendix G) is a {eﬁﬁport, 40-item checklist
which yields a total score as well as individual scores for six subscales: A?iety, Depression,

Dissociation, Sexual Abuse Trauma Index (SATI), Sexual Problems, and Sle%turbance

(Briere & Runtz, 1989). Each item is scored using a 4-point Likert scale: 0 = Neveg%g =

O

*

Often (based on frequency of occurrence within the last month). This measure takes
approximately 15 minutes to complete and scoring takes approximately 10 minutes (Briere &
Runtz, 1989). This measure is found to be both reliable and valid in measuring the effects of
vicarious trauma on psychotherapists and is considered a reliable tool with alphas ranging

from .89 and .91 (Briere & Runtz, 1996). The results of this questionnaire were used to
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evaluate the difference in vicarious trauma symptoms over time and whether they had
decreased after the workshop.

In order to investigate the fourth research question, What were the opinions and
experiences of participants regarding the use of self-care techniques presented in the
workshop?, participants were asked follow-up interview questions (See Appendix I) two
w%ollowing the workshop. These interview questions were developed by this researcher
to epr:)roe%icipants’ subjective experiences related to self-care practices such as: were the
self-care prac@ jncorporated, the frequency of the activities, impact of the workshop on
self-care, motivatio@ors, deterrents if any, their experience of self-care, and their opinion
regarding the impact of self;@re activities on vicarious trauma.

In order to investigate% h research question, What feedback will participants
offer regarding areas of strength, w ss, and ways to improve the workshop? Participants
completed the Workshop Evaluation Surve/@/ﬁ Appendix H) at the end of the workshop.
This survey was developed for this workshop ba@g the course climate survey employed
by Alliant International University (AIU) to evaluate s%t feedback on course curriculum
and instructors. Each item was scored using a 5-point Likervsale: 1 =Notatall and 5 =
Extremely. The AIU survey was adapted to fit the content of the \@(}wp with the aim of
obtaining general feedback: whether participants found it helpful, Whe%?ggley learned new

information, what they found most useful, what they found least useful, and a%ggestions

to improve the workshop. 4?6\

Procedures O
After receiving approval from the Institutional Review Board, participants for this

study were recruited using convenience and purposive sampling from second, third and

fourth year students in the PsyD and PhD clinical psychology programs throughout the Bay

Area. Flyers were posted throughout various campuses in the Bay Area and at three of my
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practicum sites. Additionally, along with flyers at California School of Professional
Psychology (CSPP) at Alliant International University, San Francisco, students who had
expressed interest were also contacted via email for participation. The flyer and the email
contained the criteria and incentive for participation in the workshop, and the follow-up
procedures (See Appendix A).

OOBefore beginning the workshop, participants were asked to sign the informed consent
form (See endix B). Participants were informed that, during the course of the workshop,
if they expen{ stress, anxiety, or any trauma-related symptoms, they would be allowed
to take a break and jg@&e group later. They were also informed that Dr. Petti, a licensed
clinical psychologist, Woul% available to offer a maximum of 3 consultations free of
charge to participants who reqé\@ @sistance. To safeguard their confidentiality, participants
were given identification numbers, whi€h were written on their package consisting of the
demographic information form, the three ({@/’ﬁmaires, the pre-test and post-test quiz, and
the interview question form. o )

The workshop was repeated on four separate o‘cﬁéns in order to accommodate the
availability of the participants. The workshops took place Wiﬂsn two weeks. The first
workshop had 4 participants, the second workshop consisted of SQ}ipan‘[s, the third
workshop had 3 participants, and the fourth (final) workshop included&?p@icipants. The
consent form and demographic questionnaire were given at the start of each v%lop. The
pre-test quiz, which was a quantitative measure, was administered at the start of th%shop
and post-test quiz was administered immediately after the workshop. The other three Q
quantitative measures (Self-Care Assessment Worksheet, STSS, and TSC-40) were
administered at the beginning of the workshop and during the individual follow-up two

weeks after the workshop. The two qualitative measures included the workshop evaluation
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survey, which was administered after the workshop, and the interview questions, which were
administered during the individual follow-up meeting two weeks post-workshop.

Participants had to submit the signed consent form, demographic questionnaire, the
pre-test quiz, and the three questionnaires before the formal introduction of the presenter and
the study. Research materials were utilized to formulate the presentation for the workshop. A
ha@@y of the PowerPoint presentation (See Appendix J) was given to the participants. The
workshop,&e ered information on the following main concepts related to this study: vicarious
trauma and it( @\: ts, countertransference, burnout, compassion fatigue, Constructivist Self
Development Theorf\ DT), risks and resiliency factors, and symptoms of and contributing
factors to vicarious trauma. %fore moving on to the self-care section of the presentation, the
group was asked if they had an tions or thoughts on the terms presented. After
educating the participants on the imp@we of self-care and before ending the workshop,
mindfulness and breathing exercises wereed. Participants were then given articles of
testimonials from psychotherapists who incorporelf-care successfully. Lastly,
participants were given the post-test quiz and the Worl(g@evaluation survey. For a detailed
outline of the workshop, see Appendix K. )/‘s/

The follow-up meeting was conducted individually in-per@7nd lasted between 20
and 25 minutes. The participants completed the three quantitative ques&?q@ires and the
qualitative interview questions. The interview questions were audio recordeg.\%f the
participants were compensated for their time with a $20 gift card to a local grocery’s%or
eatery. Participants who requested the results were sent a summary of the study’s resuthy

email (See Appendix L).
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CHAPTER 1V
Results
The research questions were investigated using a combination of both quantitative
data analysis of responses to the quiz and four questionnaires, and qualitative analysis of
responses to the workshop evaluation and the individual interview on self-care experiences
an%ions. This chapter provides a summary of participant demographics, quantitative

8

outcomes the Pre and Post Quiz, Self-Care Assessment Worksheet, Secondary Trauma
Stress Scale, ‘@gtj Symptom Checklist-40, and themes that were drawn from the
qualitative analysis g@)e interview questions during the follow-up meeting and the
workshop evaluation survey
Demographic Information /9

This workshop included 20 p%ants who were graduate students working with
traumatized clients at their practicum sites. %d, third, and fourth year doctoral students in

the PsyD and PhD programs in the Bay area wer%ited to participate in this study. The

following tables 1-4 include participant’s demographi%mation.
Table 1 /s,o
Gender of Participants /9 /

Gender n Percentage /? 6\

Female 16 80% QO

Male 4 20% 4?
<

Table 2 ¢

Marital Status of Participants

Status n Percentage
Single 15 75%
Divorced 3 15%

Married 2 10%
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Table 3

Ethnicity of Participants

Ethnicity n Percentage

Asian 7 35%

Caucasian 10 50%

African-American 1 5%

La&x{o/a 2 10%
~\

Note) n: Chinese, Indian, Taiwanese, and Vietnamese.

)
Table 4 ,9/
O
Descriptive StatistfC
FON

‘({ Minimum Maximum Mean

Age Q 48 30.15

Year in Graduate 4 2.75

Clients Per Week 74 12 7.65

Trauma clients Per Week 3 @0 10 5.60
Yy

%

In addition to the above information, two Q)(xended questions were asked to gather
more information. The first question assessed the type;%ﬁnts seen. Eleven participants
reported working with trauma clients in various forms withir%ommunity, such as
“community violence, assault, physical and sexual abuse, neglectﬁ}fﬁy, complex trauma,
post-traumatic stress disorder (PTSD), and bullying” (n = 20; 55.0%). Si(%cipants
endorsed working with “low income minority individuals and families, and alQ@nentary
and high school settings” (n = 20; 30.0%); one participant mentioned working With%ls
dealing with grief (n = 20; 5.0%); one participant endorsed working with a “disabled .
population and behavioral concerns” (n = 20; 5.0%); one participant mentioned working with
clients with psychosis (n = 20; 5.0%); three participants reported working with incarcerated
clients (n = 20; 15.0%); and three participants stated that they work with adolescents and

adults with substance abuse problems (n = 20; 15.0%).
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The second question gathered information on the kind of support received at the
students’ practicum sites. Ten participants reported having “weekly individual and group
supervision,” but they also added that this was not enough when working with trauma clients
(n=20; 50.0%). Three participants denied receiving any kind of social support (n = 20;
15.0%); two participants mentioned receiving “support from peer groups” (n = 20; 10.0%);
tv@@ticipants shared that they received training on “self-care techniques” at their
practicunybi-t s (n=20; 10.0%); two participants reported having “didactic trainings” but not
specifically r to trauma work or self-care (n = 20; 10.0%); one participant received
“didactic training 012%&55 reduction and burnout” (n = 20; 5.0%); one participant mentioned
getting “didactic training tw)@ a year on self-care” (n = 20; 5.0%); one participant shared
receiving “occasional training§@' arious trauma” (n = 20; 5.0%); one participant reported
having “occasional self-care discus&@uring grand rounds” (n = 20; 5.0%); one participant
reported receiving “self-care workshop onc/@ onth” (n = 20; 5.0%); and one participant

mentioned getting “time off when needed” (n = 2@ 0%).

N
Data Analysis ’VO

The current study included a statistical analysis of quzgétative data, as well as
interpretation of qualitative data. Quantitative data was analyzed @}SPSS statistical
software. Due to a small sample size (n = 20) and violation of normaﬁg,igome variables,
bootstrapping —a nonparametric statistical analytic procedure—was conduct regulate
the distribution; results are based on 1000 bootstrap samples. Bootstrapping was {%lied
in 1979 with the assumption that the sample data is treated as if it is the population (Eer
1979). Descriptive statistics, dependent samples z-tests, and qualitative themes determined
whether symptoms of vicarious trauma decreased, self-care increased, and knowledge of

vicarious trauma increased due to attending the workshop.
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A phenomenological research method was utilized to gain insight into the
participants’ viewpoint. This approach is employed to identify the participants’ perspectives
and examine the common themes that emerged among them in order to assist the researcher
in interpreting the results (Lester, 1999). In order to analyze the qualitative data, participants’
interviews were transcribed verbatim. NVivo software was used to analyze the themes among
thQ@riences and opinions of participants toward self care practices. Transcripts were
imported pag NVivo and analysis was done using constant comparison method (Leech &
Onwuegbuzie,/@07). Passages that shed light on the research questions were highlighted and
imported into nodes,z&codes. Nodes were merged and developed into themes and some
nodes were divided into su%mes when multiple participants made similar statements that
further explained a broader the reswell, 2009). The qualitative answers captured each
participants’ experience and provide@nions as to whether attending the vicarious trauma
workshop helped the participant understan(@%epts of vicarious trauma as well as the
motivating and deterring factors for practicing se@/z{e. Also, general feedback to improve
the workshop was synthesized. ‘y O
Quantitative Results )/\s/

Evaluation of parametric assumptions. The assumption@yrmality was evaluated
prior to conducting dependent samples #-tests using the bootstrapping te€cjfiyque. Normality
was evaluated through consideration of descriptive statistics, visual inspectio@&ore
distributions, and computations of normality statistics. The normality assumption v(%ket for
most studied variables with the exception of the total score for the STSS (Secondary TrQw
Stress Scale) at post-workshop, anxiety at post-workshop, dissociation at pre-workshop,
sexual abuse at pre-workshop and post-workshop, sexual problems at pre-workshop, and

sleep disturbance at pre-workshop and post-workshop. Due to a small sample size (N = 20)
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and violation of normality in some variables, bootstrapping was conducted and results are
based on 1000 bootstrap samples.

Analyses of means. Descriptive statistics on the continuous study variables and
results of the dependent samples #-tests are presented in Tables 5 through 8. Because the
sample size was small (N = 20), the following results should be reviewed with caution.

OOHypothesis 1. Hypothesis 1 was based on Research Question 1 and predicted that
participawﬁéould gain a better understanding of vicarious traumatization after attending the
workshop. T as a significant difference between pre-test and post-test scores (p =.001)
whereby participanﬁ@orted greater understanding of vicarious traumatization after
attending the workshop%%ey reported at baseline (Table 5). Therefore, results were
consistent with Hypothesis lé\/p

Hypothesis 2. Hypothesis 2, @d on Research Question 2, predicted that all factors
of self-care would increase after participal{@ﬁlded the workshop. Consistent with
Hypothesis 2, participants reported higher means@ /é{hysical self-care, emotional self-care,
psychological self-care, spiritual self-care, work balalﬂ nd overall balance (Table 5).
Inconsistent with Hypothesis 2, results were non—signiﬁcan? rofessional self-care, but

there was a trend shown by the data that was in support of the hy@?is (» =0.86).
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Table 5

Dependent Samples t tests of Study Variables [VTQ and Self-care factors] and Time

Time
Pre* Post”
Study Variable M SD M SD t P 95% CI
VTQ O 6.00 1.52 9.25 1.41  -9.58 001 [-3.90, -2.60]
Physical are 52.00 6.06 54.70 590 -2.68 015 [-4.79, -0.85]
Psychologica@care 38.55 7.94 43.60 6.24  -3.55 011 [-8.00, -2.40]
Emotional Self-car 36.45 6.13 39.25 4.02  -2.58 031  [-5.15,-0.90]
Spiritual Self-care )\ 8.70 8.38 52.25 8.94  -2.55 022 [-6.10,-0.75]
Professional Self-care Q20 7.59 43.05 6.53 -1.84 086  [-3.75,0.10]
Work Balance 3.45 .89 4.25 S5 -4.00 001  [-1.20,-0.40]
Overall Balance 3.60 /p@i 4.35 59 -3.68 001 [-1.15,-0.35]
&S‘@/ |
Note. CI = confidence interval. V/V

p=20.05
Results are based on 1000 bootstrap samples. VTQ = Vicaffous Trauma Quiz.
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Hypothesis 3. Hypothesis 3, based on Research Question 3, predicted that all factors
and the total score of STSS (Secondary Trauma Stress Scale), and all factors and the total
score of TSC-40 (Trauma Symptom Checklist-40), would decrease after participants attended
the workshop. Consistent with Hypothesis 3, participants reported lower means for STSS-
intrusion, STSS-avoidance, and overall secondary trauma (STSS) after attending the
w%p (Table 6). Inconsistent with Hypothesis 3, results were non-significant for STSS-
arousal (Table 6) and all subscales and the total score of TSC-40 (Table 7). Therefore, results

were partially/@ istent with Hypothesis 3.

%
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Table 6

Dependent Samples t tests of Study Variables [STSS] and Time

Time
Pre* Post”
Study Variable M SD M SD T p 95% CI
STSS sal 12.30 3.29 10.95 3.59 1.68 141 [-0.35, 2.95]
STSSIntx@@ 11.90 2.85 9.85 2.74 3.13 .006 [0.80, 3.30]
STSSAvoida 099 16.75 4.85 14.25 3.77 4.34 016 [0.75, 4.30]
STSSTotal Q/g;) .95 9.92 35.05 8.45 9.87 .006 [2.30,9.70]
s
>
Note. CI = confidence intervalo’ o)
p=0.05
Results are based on 1000 bootstrap sa% STSS = Secondary Trauma Stress Scale.
/@
Table 7 6}0
Dependent Samples t tests of Study Varzables%640] and Time
Time ,q/
Pre* Post” (/)')

Study Variable M SD M SD >b N p 95% CI
TSC_Anxiety 5.80 3.75 5.60 3.14 ’8‘5; 730 [-0.85, 1.30]
TSC_Depression 6.45 3.36 6.00 2.81 0.6 553 [-0.95,1.90]
TSC_Dissociation 4.10 2.79 3.50 3.09 1.29 6\ 7 [-0.25,1.50]
TSC_SATI 2.80 2.78 2.20 1.99 1.27 2 -0.20, 1.60]
TSC_SexualProblems 2.95 4.08 2.35 2.78 1.02 .360 @ 1.90]
TSC_SleepDisturbance 6.55 3.14 6.10 3.70 0.63 éS 1.65]
TSC_Total 2640 1298 23.55  10.66 1.30 205 [-1.10, 7.25]

Note. C1 = confidence interval.

p=0.05
Results are based on 1000 bootstrap samples. TSC = Trauma Symptom Checklist-40.
SATI = Sexual Abuse Trauma Index.
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Table 8

Difference in STSS scores in Participants

Participants STSS-Pre STSS-Post
1 51 44
2 24 27
3 23 34
4 OO 47 42
5 %9 39 41
6 - 46 44
7 ﬁ)/ 51 45
8 Q 34 19
9 /9)\ 38 41

10 39 34
11 6\0 34 40

12 L A50 35
13 A 30
14 % 47
15 3 @ 20
16 41 /@ 25
17 @/ 31

18 52 38

19 28 O¢O 25

20 40 40
A

Note. STSS = Secondary Stress Traumatic Scale. ‘y O

As per the developers of this scale, scores between @637 indicated mild vicarious
trauma, scores between 38 and 43 signified moderate vicarious tr{%l scores in the range of
44 to 48 suggested high vicarious trauma, and scores 49 and above were @gi\dered
indicative of severe vicarious trauma. Two participants’ baseline scores were %an 28;
however, during the post-test, one participant’s score increased into the mild range.’%ge
participants’ scores at baseline were in the mild range, out of which two participants scores
decreased significantly during post-test to less than 28; however, one participant’s score
increased during post-test into the moderate range. Eight participants’ scores at baseline were
in the moderate range; during post-test, three participants scores decreased into the mild

range, two participants’ scores decreased significantly below 28, and there was no change in
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the range for the remaining three participants. Two participants’ scores at baseline were in the
high range, out of which one participant decreased to the moderate level and the other
remained in the high range. Five participants’ scores at baseline were in the severe range, of
which three decreased to the high range, one decreased to the moderate range, and one
decreased significantly to the mild range. Overall, thirteen participants’ scores decreased (n =
2%%); three participants’ scores stayed in the same range (n = 20; 15.0%); three
par‘[ici[:a0 = scores increased from baseline (n = 20; 15.0%); and one participant was
consistent an(@y d below 28 (n = 20; 5.0%).

Workshop g@uation Survey. The workshop evaluation survey was scored on a
Likert scale from 1 (Not at % to 5 (Extremely) to indicate whether they learned new
information, what they found% seful, what they found least useful, and any suggestions
to improve the workshop. Question d the lowest scores (M = 4.30). See Table 9 for

$

mean scores of participants’ ratings on the‘@%y of the workshop.

Table 9 OA\
Workshop Evaluation Survey «y O
by

A,
Questions 'O /p Mean

1. Were the workshop objectives clearly communicated? ) /@ 4.75

2. To what extent did the workshop achieve its objectives? ,9 4.65

3. Did you achieve the learning outcomes specified for the workshop? @ 4.65

4. Was the material on vicarious trauma and self-care presented clearly? 4.70

5. Were materials such as handouts and/or visuals helpful? S5

6. Were workshop evaluation techniques (such as tests and surveys), consistent with ,&(\
workshop objectives? 4. O

7. Did the instructor clearly communicate the material of the workshop? 4.75

8. Were workshop discussions and/or exercises effective in helping you learn? 4.75

9. Was the instructor's communication style clear and effective? 4.75

10. To what extent did you learn from this instructor/presenter? 4.65

11. To what extent did this workshop prepare you to work efficiently with trauma clients?4.30
12. Was the instructor conscientious concerning duties and responsibilities to the class

(e.g. preparedness, efficient use of time, being well-organized)? 4.85
13. Did the instructor behave in an appropriate and professional manner? 5.00
14. How would you rate the workshop taking into account the course objectives? 4.80
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In addition to the above information, all the participants were asked two open-ended
questions to gather more information. The first question was, Overall, was the workshop
helpful? If yes, what was helpful about it? If no, what do you think was not helpful about it?
Participants had to circle yes or no to answer the first part of this question; all participants
circled yes (n = 20; 100.0%). Fourteen participants mentioned that definitions and differences
be% the terms vicarious trauma, countertransference, compassion fatigue, and burnout
were Very,lae ful (n = 20; 70.0%). Five participants added that vignette examples of
vicarious tra ountertransference, compassion fatigue, and burnout were helpful to
differentiate the ten{?\ =20; 25.0%).

The second questlo%quired, What is your feedback for improvements or changes in
the workshop? Four participar% tioned the need for more group participation and
interaction (n = 20; 20.0%); three pa@)ants stated the need for examples and handouts of
the vignettes shared during the presentati0/1@= 20; 15.0%); and one participant said
interactive activities and video clips would have §egn helpful (n = 20; 5.0%).

Qualitative Results ‘y O

Research question 4 utilized a structured interview an@sked each participant if they
incorporated self-care practices, types of self-care used, frequenc@d their motivation for
self-care, was there any structure or more spontaneous, their opinions and@ eriences
regarding practicing self-care, most important self-care activity, the impact oi@&care on
vicarious trauma if any, what prevented them from engaging in self-care, will theyé%ue
practicing self-care, and their recommendations of self-care practices for psychotherapiQin—
training. Participants’ responses were categorized into the following themes that represented
the workshop’s impact on self-care: awareness, increase in self-care, type of self-care, current

frequency of self-care, obstacles to self-care, impact of self-care, goals for self-care, and what
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sustains motivation to practice self-care. Table 10 and 11 presents the themes for the

interview responses of this study.
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Table 10

Awareness, Increase in Self-Care, Types of self-care: Subthemes, Number of

Participants, and Representative Quotes

67

Theme Subtheme Number of  Representative quotes
participants

1. Awareness

Awareness due to workshop 10 P1: Trying to be more aware of how I am
feeling and how to take care of myself better.
6 P20: Because I did the workshop I was more
attuned.
Awareness of burnout due to 7 P16: I was noticing that I wasn’t really giving
workshop it a lot of importance and attention and I was
J’ giving all my energy to practicum and school
and I was starting to feel burned out.”
2. Increase @f—care 17 P17: I have started a mindfulness practice
é, every day.
3. Types of self: y\ 7
Being in nat % 5 P7: being in the nature yesterday, [ don’t

know but I am realizing more and more that I
like getting outside. I like being in the quiet
& nature spot even thought it was a tourist area I
/? went to, it was just quiet and peaceful and lot
@/ of green
Being with people @ 3 P12:’ It was just good to sit and just relax and
gp/ be social and get to know others and see how
O everybody else is doing cause we are all going
¢ through the same kinda stuff.
Meditation 7 P17: meditation, it really centered me,
o/ogrounded me, really helped me to kind of slow
down and separate the days

Healthy eating 5 Qtarted eating a little healthier.

Sleep 4 P6 e workshop I have been focused
more 0 ting more sleep especially with the
practicu 'cations all going on, so
definitely geM? more sleep

Stretching 3 P8: 1did the 3 ds relaxation and it
worked wonderfull felt so rejuvenated I
felt that I was myself # £

Other types of self-care 9 P13: I have been colorifiga ot more.”

Most effective 11 P9: 1 like what you introduid

seconds meditation.”

Rd)i fe the 30
y 2

C ,,%\O
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Table 11

Current Frequency of Self-Care, Obstacles to Self-care, Impact of Self-Care:Subthemes,
Number of Participants, and Representative Quotes

Theme Subtheme Number of Representative quotes
participants
4. Current frequency of self-care 11 P4: The journaling and meditating was every
day and then going to the gym a few times a
week.
%stacles to self-care 17 P17: I have started a mindfulness practice
,0 every day.
takes time 15 P10 stated, “I have really been struggling
with managing my own time.”

el

F e@ guilty because of the time P14: “Just the time needing to be productive
and the guilt of not having things done

)\@ already, so there’s really no time for self-care

|

Too much work t@ P13: 1 just really easily get caught up in trying
% to finish everything else before taking care of

myself
Exhausted

@ 2 P1:1don’t feel like it ‘cause I am tired.

6. Impact of self-care

Feels good % P12: I think it was a good experience. It felt

good to just finally not feel guilty about doing
%omething that’s good for me

t yhat [ am doing as supposed to just
get g,}k ugh them, so and I find that when I
am dom{§eks I have the energy

Can work more effectively 3 B@ it gives room for me to be excited
a

Positive impact on vicarious trauma 9 P2:1do thi Mnpacts—it’s kind of

grounding. Youjare prioritizing yourself, it
kind of detracts fi 6} flight fright response

More mindful of impact of trauma on 4 P20: So it’s really kin d to correlate the

self two I would say but I thi&Nust having the
time to like reflect on what
self-care that maybe opens th
realize how much you are being
vicarious trauma

7. Goals for self-care 7 P11: Try to do it every day so—at least O
something every day ¢
8. What sustains motivation to do self-care 8 P19:, I saw that I was able to attend to my

work and actually better especially with
clients like way better, I was like, oh! This is
actually working really well.

Ten participants mentioned that being aware of how they were feeling was the first step after

the workshop (n = 20; 50.0%); six participants stated that the increased awareness was due to



SELF-CARE FOR THERAPISTS IN TRAINING 69

the workshop (n = 20; 30.0%); and seven participants said the information given on various
concepts at the workshop brought awareness of burnout they were experiencing (n = 20;
35.0%). Participants endorsed incorporating various types of self-care practices after the
workshop: five participants enjoyed being in nature (n = 20; 25.0%); three participants liked
spending time with people (n = 20; 25.0%); seven participants introduced meditation in their
w%routine (n = 20; 35.0%); five participants were motivated to eat healthy (n = 20;
25.0%§%articipants focused on getting enough sleep (n = 20; 20.0%); three participants
included stretc/ exercise in their routine (n = 20; 15.0%); nine participants said they
incorporated other t @0’[‘ self-care such as coloring, reading, watching movies (n = 20;
45.0%); and eleven partic«ip%s stated that the 30 second meditation/stretching introduced in
the workshop was very effect@?

Eleven participants shared an/l@ease in the frequency of self-care in their weekly

schedule (7 = 20; 55.0%). Seventeen parti s stated that the obstacles to self-care
included not having the time, feeling guilty Wher@(&g time to do self-care, too much work
to perform, and feeling too exhausted to practice self—tga = 20; 85.0%). Fourteen
participants shared that that they felt good when they engagedga self-care (n = 20; 70.0%);
three participants noticed that they worked more effectively wher@}practiced self-care (n
= 20; 15.0%); nine participants stated understanding how self-care posklgy?r impacts
vicarious trauma symptoms (7 = 20; 45.0%); and four participants mentiong\@&became
more mindful of the trauma effects on themselves (n = 20; 20.0%). Seven particip/ &Qid
their goal for self-care was to try doing something every day (n = 20; 35.0%). Eight O

participants mentioned that experiencing how they felt after practicing self-care motivated

them to schedule self-care into their daily routine (n = 20; 40.0%).
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CHAPTER V
Discussion

The aim of the study was to develop and evaluate an experiential workshop for
psychotherapists-in-training, specifically doctoral-level practicum students in clinical
psychology. The goal of the workshop was to create an awareness of, and strategies for
re@@g, vicarious trauma among new psychotherapists-in-training by increasing self-care
practices. %arch indicated that there has been minimal focus on vicarious trauma in the
graduate currl(@/a)and at training sites; hence, students are often unaware of the concept of
vicarious trauma an@ importance of self-care. In addition, psychotherapists-in-training are
often unaware of the conse%ices of working with trauma clients and, therefore, they are
typically more vulnerable to th ts of vicarious trauma.

This study employed a works@ﬁtting to expose psychotherapists-in-training to
information about vicarious trauma and se@)ﬁpractices. Four 2-hour workshops were
conducted with follow-up interviews scheduled t@x@eks after the workshop for second,
third, and fourth year clinical psychology PsyD and Pﬁg@dents in the Bay Area who are
engaged in trauma-related clinical work at their practicum sié/This chapter will discuss the

findings in this study, and focus on implications, limitations, and @ymendations for

/4
The research questions, which were used to navigate this study, will be cm&%\

further study.

Key Findings

understanding the findings of the study. Findings will be summarized by looking at eachQf
the research questions and the hypothesis associated with it.

Research question 1. Will participants gain a better understanding of vicarious
traumatization after attending the workshop? It was hypothesized that after attending the

workshop, participants would gain a better understanding of vicarious trauma and its effects.
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Results supported this hypothesis. Participants reported greater understanding of vicarious
traumatization after attending the workshop and this was demonstrated by an increase in 19
participants’ scores from pre-test to post-test (n = 20; 95.0%). One participant maintained the
same score during pre-test and post-test (n = 20; 5.0%). It appears that participants seemed
open to knowing about vicarious trauma, its consequences, and ways to manage it. Hence,
re%rs in the form of monthly workshops, meetings, or didactic training in this area would
benefit gr te students.

Resea/ uestion 2. Did the workshop help participants increase self-care
activities? It was hygg\esized that, due to attending the workshop, participants’ self-care
practices would increase, a%ey would better understand the importance of self-care while
working with trauma clients. @ partially supported this hypothesis. Although
participants were motivated to integ@elf—care into their weekly routine and had increased
self-care in physical, psychological, emotio/@ﬁiritual, work balance, and overall balance,
they still struggled with managing professional s@/&re (e.g., taking breaks during the
workday, having a balanced caseload, negotiating needg @d setting limits with clients and
co-workers). In their role as practicum trainees, students do ntshave much control over their
caseloads, and being evaluated by their supervisors may make the@;vous to negotiate for
their emotional needs. Also, graduate students typically have demanding@ool schedules
full of due dates and deadlines for readings, assignments, projects, and paper%efore, for
psychotherapists-in-training, professional self-care must include a balance betweeé%g a
student and being a practicum trainee. Based on the results of professional self-care it WQ
evident that participants struggled with professional self-care the most, thereby confirming
the need for graduate programs and training sites to introduce and incorporate self-care into
their curriculum and trainings. If graduate programs follow the ethical mandate of educating

their students the consequences of vicarious trauma and ways to manage it by incorporating it
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into their Ethics class coursework then they would be committing to the welfare of their
students. Also, neglecting self-care can impair clinicians’ competence, which goes against the
Ethics Code. Graduate school program could easily incorporate this concept into their ethics
coursework.

Research question 3. Did the workshop help reduce symptoms of vicarious trauma? It
w%otbesized that, due to attending the workshop, participants’ vicarious trauma
symptom uld be reduced as they learned better ways to take care of themselves while

V.

working with s with trauma. Results partially supported this hypothesis. As self-care
activities increased, &ptoms of vicarious trauma reduced in the following subscales: STSS-
intrusion, STSS-avoidance, %1 overall secondary trauma (STSS); however, STSS-arousal
scores had increased by the pc§ ting. Most students reported having anxiety and stress
about their mid-semester deadlines a@racticum application due dates. This may have
affected the arousal scores, as one of the q@ ns was related to getting adequate sleep.
Although most participants scored lower in their @/&ll STSS, three participants reported
having an intense two weeks after the workshop due tﬂﬁtive physical health and acquiring
challenging clients. This suggests that students are Vulnerablt&many environmental factors,
which plays a major role in managing their symptoms of Vicariou{%}ma and practicing self-
care. Even though their vicarious trauma symptoms had increased, stu%g till managed to
keep them in the same range as they were during pre-test, which may be attri &to the self-
care activities they practiced. It can also be speculated that psychotherapists—in—traé%vho
are new to the field and also juggling many responsibilities (such as being a student andQ
practicum trainee) may not fully realize the consequences of doing trauma work and may
neglect engaging in self-care to manage vicarious trauma.

Also, TSC-40 subscale scores on dissociation, anxiety, depression, sexual abuse

trauma (SATI), sleep disturbance, sexual problems, and overall scores during the post-
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meeting were inconsistent. Because TSC-40 had subscales, which involved questions related
to dissociation, sexual trauma, and/or sexual problems, it is assumed that participants may
have been less forthcoming about these issues.

As noted previously, perhaps TSC-40 scores were higher during post-test because
some participants shared that their anxiety and stress level was high as they were approaching
m%ester, which meant looming deadlines for assignments and projects. They also added
that practi and internship applications were due in a couple weeks, which was causing
additional str( d anxiety. As TSC-40 also measures anxiety and sleep disturbance, the
participants may ha@s onded to questions related to anxiety, restlessness, and sleep
disturbance based on theis %ent status. This suggests that, even though participants had

incorporated self-care practic% their weekly routines, they were still vulnerable to other

%,
stressors. @0

Research question 4. What were inions and experiences of participants
regarding the use of self-care techniques present@/z\the workshop? This was a structured
interview, as the focus was to gather qualitative data iﬁ?@r to understand whether
participants utilized the knowledge gained from the worksho@uring the two-week period
prior to the post-workshop interview. ’9 y

Themes: Impact of workshop on self-care. Themes that emerge@e to impact of
workshop on self-care were awareness, increase in self-care, type of self-care@gnt
frequency of self-care, obstacles to self-care, impact of self-care, goals for self—caré%kwhat
sustains the motivation to practice self-care. Participants stated that being aware of the Qd
to engage in self-care was critical to engaging in it. It seemed to be the first step in motivating
them to do it in spite of barriers, such as the time it takes to engage in self-care and the
amount of schoolwork they had to do. For these reasons, for many, engaging in self-care was

initially a struggle; however, once they began to do it, they felt good, and continued on. Some
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stated that the goal was to integrate it into their lives, feeling that structure would help them
sustain it.

Awareness. During the workshop, participants were reminded of the need for self-care
due to the potential for vicarious trauma as an effect of working with trauma clients.
Participants indicated that awareness seemed to be the first step to actually practicing self-
caQ@re regularly. There were two subthemes to this theme: awareness due to workshop
and awarcpess of burnout due to workshop.

Awar{@ ue to workshop. Ten participants mentioned awareness, reflection, or the
process of thinking %&\ or noticing the need for self-care due to attending the workshop.
These thoughts appeare?to )@tivate participants to engage in new behaviors. Their
statements indicated that awar% of the need to perform self-care, even though it was a
struggle, seemed to be the first step 1@ng it. P1 stated, “So I became mindful of it every
day. Sometimes I still didn’t feel like doing/@ en though I know I should.” P1 added, “I
was more mindful of it, but I definitely engaged @/e\than I usually would.” P11 mentioned
that self-care helped her “realize and reset self—control’g&iistance from the drama.” P12
shared a change in awareness or mindset helped her to do mo@;elf-care, “I wasn’t doing any
kind of self-care then, so it was really hard . . . I was noticing that’t%} was something I had
to change . . . because I was like, I don’t really feel this way, but [then&pv@am I feeling like

that?”” P12 added the following: %
7/

So I think what motivated me to engage in self-care was the way I concepnﬂ%{l itin

O

*

my head—it’s not something like that I have to do, like you have to do your

homework, you have to study for class.

P13 stated, “I realized that I need to pay attention to myself and like take care of
myself” after noticing and feeling “myself really bogged down and loaded with stress.” It

also seemed to be important to keep in mind that oneself is a priority. P13 added, “I think just



SELF-CARE FOR THERAPISTS IN TRAINING 75

losing sight of the idea that I am important as well.” P14 stated, “I am becoming more in
touch with the need for it, so it’s likely” that P14 will continue to engage in self-care. P14
added, “When they are brought to your awareness over and over again you kind of have to
face it.” P18 stated that the awareness of the need to do self-care finally hit home:

I really think it is really important. The first year I did a practicum I didn’t really

Odmderstand what self-care was. I didn’t really take a lot of time for that and so in my
8 . .

se year | am really cautious and aware of it.

P18 vxe/@ to say, “It was kind of like a more active choice, it’s kind of like, oh I
have been Watching'?guns of Friends and Netflix for a little while and maybe I should read
a book or something like th%t’s a little bit more engaging, kind of a more awareness of” it.
P19 stated, “It took a little Wh% gure it out and I was not aware of self-care in my first or
second year.” P20 stated the follownész9

I think I was just really trying to b( @/ﬁtive to what I wanted to do, you know? Like

for instance, the other day I had plans but@e couple minutes and instead of

worrying about my work or my clients, I just pfg@up a book and started reading it.

P7 shared, “to be mindful of that, like, without taking%te of ourselves we may not be
as effective with the client.” P9 stated, she came to an awareness f@ “I was answering the
questions last time they were really bothering me, and I was being honesydyd not having time

for me.” P11 said she was motivated by awareness that she needed it. When a@&What

motivated you to engage in self-care? P11 stated, “Feeling bad knowing that I need/é%\lf-

care.” c

*

Graduate programs usually focus on academic coursework and equip students with
the theoretical knowledge required to be able to work with various clients to help them better
their circumstances. In this process, however, students’ well-being is often neglected. Based

on participants’ statements and comments, it is evident that constant reminders of the effects
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of vicarious trauma and the importance of self-care during graduate school would be
advantageous to the students. Students lead busy lives and reminders for self-care or
introducing different ways to practice self-care might make them more likely to participate in
self-care activities and, consequently, improve their clinical work.

Although it seems likely that all participants in this theme were made aware of the
ne@@do self-care because of the workshop, the following six participants specifically
reference workshop in their responses. P1 stated, “I think we need the reminders because
I always forg!@b the lecture did help me to be more mindful at least in the last two weeks.”
P10 mentioned, “I f%( self-care; a lot the workshop kind of reminded me that there were
different ways my clientsccyéi be impacting my emotional life.” P8 shared, “I just realized
during the session that a lot o§ that we spoke about during the workshop we had was
happening to me, and I realized that I’@ to stop it there. So immediately after her I had a
client and I did the 30 seconds relaxation {@t worked.” P20 said, “Perhaps maybe because I
did the workshop I was more attuned.” P18 state Z\following:

I think it was the opportunity to read and the vﬂ&hop kind of got me motivated, like

oh yeah, I really need to start taking time away ‘causersplon’t really have a lot of the

other things that were on the list, like oh yeah that! ’9 y

Although P12 did not specifically mention awareness, it is evi&eprpp the response that
the workshop brought awareness to the need for self-care: Q O

So we did have a training similar to yours, but I didn’t incorporate [it] then@ se,

again, the supervisor was like, this is something that you need to do and practicegld

this is what it is, and I felt like it was just unrealistic for me to do [it before].
P12 went on to say practicing self-care now had come to seem more practical.
Participants appeared to be more attuned to their behavior and reactions during their

daily routine as evidenced by their statements that the workshop equipped them with the tools



SELF-CARE FOR THERAPISTS IN TRAINING 77

to do so. They were able to notice the changes in their thought processes after therapy
sessions and also realized that they did not prioritize self-care often. Participants’ statements
indicated the need for increased awareness of self-care practices to help students consciously
take care of themselves and understand their own needs. If graduate programs were to
introduce students to terms such as compassion fatigue, burnout, and vicarious trauma early
in%ogram, students would be better able to recognize these symptoms. Guiding new
psychothefagists-in-training in practicing self-care and offering them suggestions for creative
ways to lead { ced life, especially when in graduate school, would be beneficial to the
students’ overall wef%&'ng.

Awareness of buronoy@’ue to workshop. The following seven participants specifically
mentioned being aware of theé\@épractice self-care due to being made aware of burnout

during the workshop. P16 stated, * was noticing that I wasn’t really giving it a lot of

importance and attention and I was giVin&gp/ energy to practicum and school and I was
starting to feel burnt out.” P1 said, “if you notice @/gou are overworking yourself and you
are burned out, then you should take a step back. And u really need to be doing
everything that you are doing.” P18 also said, “burn-out an%assion fatigue; it’s like I
really need to be doing this before I get to a point where I need to@}a week off for self-
care or something like that, like a more preventative measure.” P5 stated,? uess after the
workshop I would categorize myself in the burnt out phase so...” Like Particiﬁ%, many
others specifically said the workshop brought awareness to this need. P17 mention@‘ ike |
said, it’s been a really stressful time because of internship apps and all, and school and Q

practicum so this workshop was a good reminder to do self-care.”

P6 stated:
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After the workshop, just bringing all that to mind the potential risk of vicarious

trauma working with the population that I do and about compassion fatigue and

burnout—all those things just started making me feel more like this is a priority.”

P6 said the following:

Gosh, engaging in the reflecting practice of noticing of how, when you are outside of
Oooracticum, your clients’ experiences [and] stories might be impacting your

/8
pe

,ﬁztive of the world, and when you talked about that in the workshop, how that

change/% world.

P8 made a s%&statement:

I should say proba'bl)@ie workshop, as I just realized that I was at the burnout stage,
and I needed to. It Wasé\ﬂ@ ay now, awaken. It was that moment where I realized, if
not now, never. And then it’s@ﬁa to be a point of no return.

It is evident from participants’ state/ s that learning about the similarities and
differences between the various concepts of bum@/(&ompassion fatigue, and vicarious
trauma made them more aware of the ways in which tﬁg@lients were affecting their lives. It
appears they were better able to distinguish the signs of bquersus vicarious trauma and,
therefore, able to tend to it. Through answering the surveys and qﬂ%i}nnaires, the
participants realized the symptoms they were experiencing, which also r@@ them realize the
seriousness of the matter and the need for self-care. Q O

Increase in self-care. Participants were obviously motivated to practice sel/%\after
the workshop. Only three stated that they were doing what they had been doing before PQ
workshop. Their answers were as follows: P15 stated, “I usually go out with friends so yeah,
just the usual stuff [ normally do.” P4 stated, “Yes, but did not add anything after the
workshop, just the same. P2 responded by saying that self-care was always a part of the

routine. The following are the other participants’ responses of their increases in self-care
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post-workshop. P10 mentioned, “I have been putting off getting a dog and I finally got a
dog.”
P12 stated:
I went to a concert with my sister and her friends and it was during the week, and
usually I am like I can’t go anywhere because I have school and I need to go to school
Ooand that’s all it is Monday through Friday—Can’t have any outside contact but I got
8]
ol
P12 a@, “I would say that it was at least twice a week that I tried to incorporate it.
The biggest tool Wazgt\social piece.” P14 stated, “I started coloring more often, like making

time and space to do that..I 3@) took a day off completely from everything, which was really

helpful to kind of like, recharg@p @
(y
$

So I made more of an effort to sper{@}ﬁe time with my parents. . . so I gave myself

P16 said:

an hour to. . . they like watching movies @/g{lt so I watched movies with them, and I
made more of an effort to fit exercise into my sﬁ@ﬂe.

P17 mentioned: )/‘s/

I have started a mindfulness practice every day. I started i(%l}rs ago, and I have
been doing it 10 minutes every day. Besides mindfulness, it’s bee,? really stressful
time because of internship apps so it’s kind of an odd time in my life, @ jn terms of
self-care I really did make sure to get enough sleep when I could.” 496\

P18 stated: O

I started reading more for leisure so, no psychology related books . . . very relaxing
and a nice little break . . . I tried to read every day for at least 10 minutes. I had a trip

planned, a one-day trip and then I guess I have been trying to cook more. Cooking is
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also something that I also find is really self-care for me. So yeah, I have been trying to

do that more often.”

P19 said, “I have been doing this [running] for a long time but last few weeks I have
been doing exploratory running.” P20 stated, “Maybe not really purposely but I really did
have a couple of good weekends in between, since the workshop.” P35 stated, “I probably

en%l a lot more than I usually do. . .I tried to exercise a little bit more.”

P7 stgted:
I have/ trying to eat better and I have gone to the gym a little bit more. I have
taken tlme do things I enjoy like going for a walk, or trying to be in nature

more, trying to t % Jagre breaks.
P7 added, “Maybe six n times compared to before, which was less, maybe a
couple times.” P9 stated, “I went to @a massage a couple days after the workshop.”
P1 shared:
I usually never cook and I usually never s/&&. I started cooking more at home so in
the last week I have already cooked three meal‘gg}ome instead of eating out which is
what I usually do. So doing stretching every 2 days azspooking three times a week is
way more than I ever would have done. ’9
&
P9 talked about doing more hiking: ,9
Hiking was more. I usually go hiking only once in a while you know 1@ O I tend to
be more of a spectator, you know, watching the kids do sports but I tried to@@
outside more myself so that was good. I have been hiking since the last two weekends
so that.
The need to take care of themselves so that they would be better able to take care of

others was apparent after the workshop. Overall, participants reported having increased their

self-care practices after the workshop. Some shared increasing the self-care activities they
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were already doing, and some mentioned introducing a new self-care activity into their
routine. Some participants mentioned doing fun things during the week to change up their
weekly routine.

Types of self-care. There was a variety of ways participants engaged in self-care. The
most frequent activities formed the following subthemes: meditation, being in nature, being
w%)ple, healthy eating, and sleep. Other types of self-care included running, hiking,
biking, walleing with a dog, reading for pleasure, therapy, listening to music, and coloring.

Beingz/ ure. Four participants talked about how helpful it was to be in nature. P11
stated appreciating,’%’mg alone in nature.” P11 also said, “Getting out there in as much
nature as possible.” P18 sta% “It’s like getting back to the surrounding and the nature.”

P7 mentioned: 6\/?

Being in the nature yesterday,’(@)n’t know but I am realizing more and more that I

like getting outside. I like being int/ iet nature spot even though it was a tourist

area I went to, it was just quiet and peace@%d lot of green.

P8 stated, “I try to do walks in the nature like 'r%open.

Being with people. Six participants talked about how ful it was for them to be

with people. P6 stated she increased her “time to spend with love@l } ” P11 said, “I hung

e
6\@0

I could be reading but I said, ‘let me talk to people cause I don’t really knoﬁ%@.’ It

out with my roommates.”

P12 mentioned:

was just good to sit and just relax and be social and get to know others and see IEQ;
everybody else is doing cause we are all going through the same kinda stuff.

P15 and P2 shared enjoying spending time with friends and P5 stated the following:
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I gave myself some time to go and do stuff for full day instead of saying, no, I have

work, and so having people over to the house just hanging out with friends from

school and hanging out with my partner more.

P5 added, “So I think it was really nice being able to build those connections so that I
was able to talk with other people outside of work type stuft.”

Od\/leditation. Seven participants talked about engaging in meditation as a self-care
practice. Iﬂ—} stated, “I mediated,” and added elsewhere, “mediating at the beach; it’s just
special to me/@ said she engaged in doing “meditation, it really centered me, grounded
me, really helped mZ\ &kind of slow down and separate the days.” P4 explained utilizing
“meditation and journaling”,@“improve mood.” P8 shared, “So, I have been doing
meditation. That is, when I ca§@ ably that’s not regular.” P9 mentioned, “I also meditate
occasionally.” Something very simi @meditation was spiritual self-care self-reflection.
P10 stated appreciating to, “Meditate befor/ /ﬁng asleep.” P6 mentioned incorporating
more spiritual reflection, “like more self-reflecti /&owing myself time to reflect on things
that come up, experiences . . .” and added, “reﬂectingﬂ &)re in the past couple weeks about
some of the things you talked to us about in the workshop lll@f)mpassion fatigue or

potential signs of burnout . . .” ’9 y

Healthy eating. Five participants talked about wanting to eat morgﬁalthily. P1
stated: %
, . . . . 7
I’'m also trying to be more thoughtful with my diet, I have been trying to ea r...
I started cooking more at home so in the last week I have already cooked three ans
at home instead of eating out which is what I usually do.
P12 stated it was important to “eat healthy, but I am trying to be realistic as I don’t
know how many times we can eat healthy so eat period, just eat!”” P2 shared, “taking care that

I am eating and bathing and taking care of my hygiene.” P5 said, “I started eating a little
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healthier.” P7 mentioned, “But just also being mindful of allowing myself to maybe eat a
fruit that I like or just not be hard on myself, trying to be positive.”

Sleep. Four participants talked about how sleep is important to self-care. P1 stated,
“making sure I get enough sleep every night regardless of the amount of work I have to do.”
P6 mentioned, “after the workshop I have been focused more on getting more sleep,
GSQ@I}/ with the practicum applications all going on, so definitely getting more sleep.” P6
added, “Eyen by 30 minutes or an hour, | am making sure I am getting that extra sleep.” P17
said, “In terms/ I1f-care, I really did make sure to get enough sleep when I could.” P19
stated “I forgot to ng\&on that like prioritizing sleep.”

Stretching. Three p%ipants mentioned the importance of stretching as a self-care
practice. P1 shared, “I started% in my calendar to stretch, every day. . .I have been
stretching, but maybe not every day,@ have been doing it every 2 days or so more than I
would usually do.” P6 stated, “I have bee o the 30 second exercise that you taught us
and its awesome and it does make a huge differel@ /&st in something as simple as stretching
or taking some deep breaths.” P8 mentioned, “I did th: @econds relaxation and it worked
wonderfully, I felt so rejuvenated I felt that [ was myself agaifs}

Other types of self-care. The other activities participants r@i}ned were hiking,
biking journaling, listening to music, and two participants recommended&sonal therapy.
P10 stated, “Actually going for a 3-hour walk with my dog.” P9 said, “Week Olalso went
hiking with my kids, partner also, so with family and that was good.” P11 shared t@&kisc
golfing” was a way to practice self-care, and P13 mentioned, “I have also been runningQ
everyday so I consider that like one of my biggest things of self-care.” P13 also added, “I
have been coloring a lot more.” P18 stated both reading and singing: “reading, yeah, I can do

that one and singing too. Actually, I have been singing more. I was thinking about that while

doing the checklist. Something I really enjoy so, in the car and whenever I get a chance.” P2



SELF-CARE FOR THERAPISTS IN TRAINING 84

said, “Listen to music.” and added, “lots of biking around every day for an hour or so; I do
that.” P20 stated, “I got my nails done” and added, “your own therapy I guess, too, depending
on how you choose to use it.” P7 also mentioned “personal therapy.” P4 mentioned, “I did
journaling and meditating.” P8 recommended “listen[ing] to some meditative music” as a
useful form of self-care.” P9 shared liking hot showers and said, “I don’t know if it is
co@@red self-care but I like to stand in hot shower . . . that is something I can do on a daily
basis . . . ;ﬁa- time where I sometimes meditate too and do self-reflection.”

Most y/@t've self-care practices. Participants mentioned a variety of self-care
activities they felt v@&paﬂicularly effective for them. P1 shared stretching really helped:

Stretching every %cause I think that I’'m constantly sore on my body and I have

headaches and I am al§ itting all the time and I feel like I hold all that stress in

my neck and my shoulder, so@ always cracking my neck.

P12 stated, “I think it would be act@rﬁ)endmg time with my best friend and
visiting her and her baby ‘cause I have not seen }@ /é{nce he was like 4 months.” P13 said,
“Probably running because I want to lose weight and g%uscle, so like being able to stay
on track with that was the most important for me.” Participamg/l mentioned coloring really
helped with anxiety: ’9 /&‘9

I think we had an elective class a week after we met and I was ay@ a really bad

anxiety attack during class and so I was coloring for the entire 7 hour@éhat [was]

probably the most important cause I think that it really grounded me on tha{g%\

P16 stated, “I would say that one, spending time with my family because I was a@: to
involve them a little more in what’s going on at school and so then they then in turn were

able to understand.” P18 said being near water seemed most effective:
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I think it was the mini vacation, I just went to Santa Cruz for the weekend and just the
beach and the water is really rejuvenating for me. I actually live close by to the water
now so I can just walk by and smell the ocean. I like seeing all the waves.

P19 mentioned really enjoying running:

I would say running because running has been really important to me because I don’t

Oothink. Like it gives me a break from being in my head and I guess just be curious and
thgl:e’ not agenda to what I am doing and I get to use my body and all that good stuff.

P5 sai@ g with people was most effective:

I think the mg\&'nportant part was just spending more time with people because I

tend not to do thatoagél tend to isolate myself and I tend to make excuses to why I

don’t have time to han§@éﬁh people.

P6 stated, “Even by 30 minu@r an hour I am making sure I am getting that extra
sleep.” P9 stated, “I like what you introdu@' e the 30 seconds meditation.” P20 stated,
“Reading for pleasure just because I don’t know ly like it perhaps because I am still
working my brain but doing something that I still enjo‘ﬂ&it feels like a good compromise I
guess.” )/‘s/

Often, self-care is narrowly interpreted as only physical%}es or it is mistaken for
self-indulgence (e.g., overeating and other unhealthy habits). Some pa%?g@nts stated that the
self-care assessment worksheet gave them creative ideas for self-care, which %ould not
have considered to be self-care prior to the workshop, such as cooking, eating hea@é\
singing, and reading for fun. Widening the choices of self-care activities may have madQelf-
care more enjoyable for participants to partake in. Participants also added that the 30-second
stretching during the workshop gave them ideas to create other brief self-care techniques.

Students often hear at their graduate programs and practicum sites, to make time for

self-care and take time off from schoolwork, but then they are reminded of the deadlines to
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submit assignments, readings to do, and client paperwork to finish. This may leave many
psychotherapists-in-training confused and thus the one thing that they are constantly
reminded of doing may actually be the last thing on their to-do list. Hence, it is important to
guide and support students in their journey of becoming psychotherapists. Explaining the
importance of balancing work and life may be beneficial to these budding psychotherapists.

OOCurrent frequency of self-care. Several participants stated they engaged in self-care
every day 0 said, “Oh my God, every day.” P13 stated, “Running and coloring every day
and mindfuln{@ obably like 3 days out of the week.” P14 shared, “I would say at least once
a day.” P17 mentiorg\ \Let’s say about once every day.” P19 stated, “I run every day, on
weekends I run almost fos Wger amount of time and on Sundays and I have been doing
more like exploratory runningé.;ﬁ said, “Pretty much every day.” P4 shared, “The
journaling and meditating was every@and then going to the gym a few times a week.” P8
mentioned, “I should say almost every day/ @v ” P6 stated, “I would say maybe 30 minutes
to an hour a day and on weekends spending a lot @%time with loved ones.” P16 mentioned,
“I would say exercise, I tried to do an hour, three or fo‘ﬂ &h/nes a week. And then at night I
would spend every night at least an hour just unwinding wigs family.” P7 stated, “Maybe
six to seven times compared to before which was less.” Only a fe@}ﬁcipants mentioned
engaging in self-care with less frequency than before. 0,9

As participants grasped the meaning of self-care, this may have helpe@& to

engage in it more often. For example, participants reported thinking that spendingé%with
family, friends, and co-workers was not considered to be a self-care activity. They thouQ
they might actually be procrastinating when spending time with loved ones. Also, participants
seemed to realize that different self-care activities targeted different parts of themselves. For
example, reading, cooking, listening to music, and spending time with loved ones seemed

more relaxing as compared to physical exercise like running or hiking. Participants’
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statements conveyed the increase in various types of self-care as their understanding of self-
care itself increased. Some participants added an activity to their routine, whereas others
introduced self-care practices into their routine.

Obstacles to self-care. Participants talked about the difficulties of implementing self-
care into their lives. Many stated that they had so much work to do that they sometimes felt
gl@ﬁ they spent time on themselves. There appeared to be a feeling that they should do
more vs{oor accomplish their goals and not take time for themselves. There were also a few
participants, {@/%S/Pl’ who said the focus was sometimes more on others, or that it was
easy to get caught ug\ '&\what one has to do if one is not aware of the toll it can take. P1
mentioned, “I work really» h% and I don’t think about how it’s affecting me” and “when you
do this work you get so focus% ther people that I forget to focus on myself.” Others
struggled with incorporating enough@care into their routine, such as P4, who stated,
“Guess, [ do some, and then I just kind of J/ my routine instead of adding any more.”

Participants’ responses for barriers to impfephgnting self-care fell into four subthemes:
1t takes time, Feeling guilty about the time it takes, T ch work to do, and Exhausted.

It takes time. Fifteen participants stated that practicmgsalf-care was difficult because
of the time it took away from what they had to do. P1 stated, “It tﬁ@ )ime, so I’m not
someone who has a lot of extra time on my hands.” P10 said, “I have reallgneen struggling
with managing my own time.” P12 mentioned, “I just didn’t see where I was %to find
time for it.” P16 shared, “I think that for us as students we have so much to juggle{hﬁ&(s
always that I can’t spend this time doing self-care.” P16 said, “So lot of times we put out~
health or whatever we enjoy on the back burner to be as productive as we can and yeah, I

would say that. Time for sure.” P18 stated time was always an obstacle:
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When I noticed I wanted to, I think time. It’s kind of like, you know, I would love to
cook tonight but I don’t want to chop an onion and chop a pepper and then like chop
all this other stuff and like make a soup...It’s like, I’'m just going to order pizza.

P19 mentioned:

Thinking I couldn’t get things done in time, so like school, yeah lot of different

Oooriorities, and assuming I was not a fast enough worker and not thinking that it would
be onsible to do self-care I guess, or even thinking I didn’t need it.

P20 s{@, “There’s not enough time.” P6 mentioned, “Time management. When [
didn’t manage my t%g’ght. and . . . especially with practicum applications, I was like, I
don’t have time to go have %or take care of myself because I have to finish these.” P7 said
it was hard to take time for se§zp‘ t’s a lot to juggle with clients and school, and then when
you have family and it’s a lot.” P7 s /@ “Time getting away.” P8 said, “Its just lack of time
and having responsibilities.” P9 stated, “Tl/l@l'ialways a concern—just a lack of time with
school with a lot is going on and other responsibi@aas well.” P13 shared, “I think that
there’s so many competing activities like with grad scﬁ%@md with clients that it’s hard to
remember to take time for yourself.” )/‘s/

As students, participants were perhaps busy juggling scho@}k, practicum work,
and managing various relationships; it may have been hard for them to W time for self-
care. Psychotherapists-in-training are constantly changing hats from being a s@&t, a
practicum trainee, to being with loved ones. As they transition between these diffe@&les,

Q

challenges of their students and encourage them to do self-care while they manage their

they often tend to put themselves last. If graduate programs were to acknowledge the

various roles, then perhaps these psychotherapists-in-training would be more open to putting

time aside for self-care practices. Most participants stated family and various other
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responsibilities outside of school and practicum work took precedence over their own self-
care.

Feeling guilty about the time self-care takes. Nine participants even said they felt
guilty about taking time for themselves. P1 stated, “I take time to do self-care sometimes I
feel like I’'m taking away from doing other work that I probably should or could be doing.”
Pl%ntioned, “and then there’s guilt [with taking time] and then I get depressed and then
blah, blah f£14 shared, “Just the time needing to be productive and the guilt of not having
things done a(@ , so there’s really no time for self-care.” P17 stated, “I guess strong
feelings that I shoulg?&doing something more umm, valuable with my time even though it’s
probably the most Valuaﬁ %ﬁg.” P19 said that it was just hard to take a break because of
the guilt: @/p

It was hard at first-like I felt @ of guilt kind off feelings like I should be doing

homework like I am gonna get anx{@ ike I am gonna get behind in my work, other

people are not taking breaks, like Wonder@&hat was my motive, like am |
procrastinating? ’VO
PS5 mentioned: %

It was really nice to take time off, but then I think after ta@ }16 time and practicing
self-care, I was overwhelmed and kinda felt guilty about taking t@me because I had
all the stuff that I should have been doing. Q(/

P12 stated, “I changed it in my head to where something that I need Versus%hing

that I want because then I feel guilty if it is something that I want, like a piece of cake.”o
As students, it may have been natural to feel pressured to utilize time effectively;
however, graduate programs and practicum sites should stress the importance of taking the

time to care for one’s mental, physical, and emotional well-being. If the instruction includes

education on the importance of setting time aside for themselves, then perhaps these students
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would not feel so guilty about self-care. Due to the demanding and competitive culture of
graduate school, it is important for graduate students to hear often in their programs and at
their practicum sites that it is essential to take time for themselves. It often seems like a no-
win situation for these students; if they take time for self-care, they may feel guilty and if
they do not take this time, they endure the negative effects of vicarious trauma.

OOT 0o much work to do. Seven participants talked about how they had so much to do
that it wa d to fit in self-care. P1 shared, “I do overwork myself.” P10 stated, “There’s so
much I feel h{ eed to be doing for school.” P11 mentioned, “Too much to do.” P12
stated, “Grad schoogg&o demanding and you just eat, sleep, and breathe school.” P13 said,
“I just really easily get cau%up in trying to finish everything else before taking care of
myself.” P7 stated, “Working cticum and school related assignments.” P20 mentioned
the following: {S\

Sometimes it’s just too much worl/ have to sit down and address it so that

actually gets in the way too, the influx of @/2@ work and practicum work sometimes

is just too much and I just can’t even try to do ﬂg @lf-care to better situate myself.

Exhausted. Two participants talked about being too tits}to do self-care. P1
mentioned, “I do push myself really hard, really to take care of ot‘ﬂ%yople but by the time I
get home I don’t always want to exert any more energy than I have to. P&lso stated, “I
don’t feel like it ‘cause I am tired.” P1 added, “Sometimes I am just still lazy Olsaid or too
tired.” PS5 said, “I think the one just isolating myself especially the days I am with% all
day, like the last thing on my mind is to be around people or even do anything cause I’r@st
emotionally exhausted.”

Participants’ statements indicated their challenges to engage in self-care. Participants
mentioned that they were too busy for self-care, had too much work to do, or were too

exhausted to engage in self-care activities. Perhaps, students feel that schoolwork and self-
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care are mutually exclusive and they cannot give the same importance to both in their daily
schedule. If self-care were to become part of the specific training coursework in graduate
school, perhaps students would be more inclined to do it.

Impact of self-care. Participants talked about the impact of increasing their self-care
practices. The most significant subthemes were: feels good, can work more effectively, and
po% impact on vicarious trauma and more mindful of impact of trauma on self.

F e}lﬁ ood. Fourteen participants said that self-care actually feels good. P1 stated,
“Doing self—ca/@/ge,ls really good.” P10 said, “It was good. It was hard at first, but once I got
into it, it came Very%Ly.” P18 mentioned that reading for pleasure seemed to lessen the
guilt: A

It was relaxing, it’s kir%'t was distracting in a relaxing way I guess. It gives me

something else to work on so@ill makes me feel like [ am doing something, not

like, oh my gosh, I should be doin{ @ ¢h0mew0rk].

P12 also stated that after doing it, she felt@/&guilty about it: “I think it was a good
experience. It felt good to just finally not feel guilty ab'&@oing something that’s good for

2

me.” P6 said, “I noticed a big difference it made in my day.”AGystated, “I did the 30 seconds
relaxation and it worked wonderfully, I felt so rejuvenated I felt tlfspl )vas myself again.” P8
added, “It was like finding my lost self.” P11 shared, “I enjoy it, I mean wcare 1s needed,
and I like doing self-care.” P13 talked about the experience of running and co@&:
Oh my God! It was so refreshing. I felt so much better especially after | got‘%\
running. It feels really, really good to like know that you are taking care of youer
and have the endorphins and doing the mindfulness and the coloring is very

calming...It feels really good to be able to do that.

P16 talked about how good it felt to spend time with family:
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I really enjoyed spending time with my family, it’s something that I didn’t really pay

any type of importance on and so I noticed that you know spending time with them

you know whether it was actually conversing about . . . what we did that day or just
sitting with them watching TV, that really helped reenergize me and keep me going.

P17 shared, “I love it, it’s super awesome.” P4 stated, “It’s been good. I think that I
fe@l@er and with the journaling. I can see the trend of how my moods are so that’s good.”
P6 mentiq “So the experience of practicing some self-care was very relieving and de-
stressing and/a@ ade me feel good because I was making myself a priority.” P7 said, “I
liked it. I felt better'a)%s” P9 stated, “It feels good,” adding, “You know it’s just when your
life is so hectic almost ga%forget to take care of yourself but then when you set aside time
and do it and you feel good, b Is refreshed and mind feels rested.”

Can work more effectively. c{%é participants mentioned the impact that self-care
had on their work. They discovered it actu/a@%elped them do their work better and be more
effective with clients. P7 mentioned in amazeme@afeeling of being able to accomplish
more: ‘y

I felt like I could get more things done, I was moreo n‘y@ated and it was probably a

combination of things but it felt good knowing it’s okay td@(/ea break and that its

okay to have an evening off because I have been doing things ﬁg fore and after the

break. Q O

P19 stated that being more effective with clients was motivating: 4?6\

Definitely gonna continue ‘cause I have seen it and what it[’s] like when I get endfigh

sleep—that’s been a big thing for me. I forgot to mention that like prioritizing sleep.

Sleep and exercise for me are the biggest, and if [ don’t do those things then all I want

to do is get to the end of the day as supposed to be there with my client or do research

or whatever I am doing.
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P19 also stated, “So it gives room for me to be excited about what I am doing as
supposed to just getting through them, so and I find that when I am doing tasks I have the
energy.” P19 also said that certain tasks take more time without it: “If I am not using self-care
than I do take longer because I don’t have that energy.” P20 made a similar statement:

Actually that I had a lot of work to do and so I knew that I needed to not stress about

Ooit and really do something for myself and . . . to be able to accomplish it because
us;la-} what happens to me is I stress about it and then I get writer’s block.

As pa(@) nts tried doing various forms of self-care in the two-week period, they
realized the positiv%@ts from it as confirmed by their statements. Some aspects of self-
care also needed effort.?@r /@mple, cooking dinner to eat healthy and physical exercise to

feel reenergized are activities quire some effort. The rewards, however, appeared to be

7

worth the effort, as most participants@erienced feeling good afterward and also observed
being more efficient in their work. Althoug/ llenging, this experience may have pushed
participants to practice more self-care as they rea@/g\the benefits from it. This was
corroborated by most participants expressing their deﬂ’g @continue with self-care practices.
Some even shared wanting to add self-care into their daily ro@ne, even if only for ten
minutes a day. /p /,

Positive impact on vicarious trauma. Nine participants comment@n the positive
impact self-care had on trauma. P12 stated: QO

Well, I know in my head that it’s a positive impact in which vicarious trau@&& be

reduced . . . because we are taking care of ourselves and we are being mindful OQ

what’s going on for us. With self-care I think that it would be easier for.

P13 mentioned:

I definitely feel as though that self-care can help to mediate and eradicate some of the

impact that vicarious trauma has, like I find myself just kind of letting my thoughts go
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wherever and kind off releasing a lot of what I am holding on to when I [practice self-

care].

P17 said, “I think they have a huge impact in helping you cope whatever feelings you
are having, whether you are feeling traumatic due to your clients so I think they have a
tremendous impact on your well-being.” P2 stated, “I do think it impacts—it’s kind of
gr%ng. You are prioritizing yourself, it kind of detracts from a flight fright response.” P4
stated, “I ghagk if you take care of yourself you are less likely to engage in vicarious trauma
because it he\@b understand yourself.” P35 stated;

I feel like if @have like maybe a routine or incorporate self-care activities into your

daily life that you m%experience a little bit less vicarious trauma or be able to cope

with it better than you%t:have if you do.

P7 said that self-care has a po§ & impact in being able to model to clients the
importance of self-care: /O

I think it’s important that when you are w@/&g with or working through vicarious

trauma that there is an outlet for you, the theraﬂbbecause its kind of you need to

practice what you preach and to take care of yourse{%/

P8 shared, “Oh I think it’s unbelievable, I didn’t realize thﬁﬂi}arious trauma would
have such impact on me and then doing practicing self-care would help (ygneﬁt in drastic
way. It kind of just helps you relax totally.” P9 stated the need for self-care tO%nt
vicarious trauma: 4?

It’s definitely very important. We are impacted by clients a lot significantly andQ

think without a good self-care plan we would take things home and that’s the last

place you want to bring you know work and especially trauma, when you go home.

As participants experienced how they felt after incorporating self-care, they seemed to

realize the importance of it, especially when doing trauma work. Participants began to notice
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the difference between how they felt when they practiced self-care and when they did not
engage in it. Realizing the impact that vicarious trauma can have on an individual and how
that can hinder professional growth seems to have made participants more invested in
engaging in self-care.

More mindful of impact of clients trauma on themselves. Four participants talked
ab%)w it helped to be mindful of the impact of trauma on themselves. P1 mentioned, “I
think that %m more aware of taking care of myself, then I can also distance myself a little
more my owr/ @/gr/iences versus somebody else’s experience.” P10 said, “Well obviously
they can alleviate it,)%&know for me, it’s like just being present.” P19 stated:

I think there is loto%pact because I don’t know, like if you are at least for me

working with clients w uma it’s really exhausting and if I don’t take care of

myself then I can’t help them@

P20 mentioned the following: /O

So it’s really kinda hard to correlate the t\@/{\would say, but I think just having the

time to like reflect on what you have done to sﬂ@re that maybe opens the window

to realize how much you are being affected by Vicarlasftrauma.

Based on participants’ comments, the other challenges to ﬁ%}'cing self-care were:
feeling guilty, having too much work to do, and being exhausted. Theske?g@ hts seem to be
interconnected. As participants felt that they had too much work to do, they @&austed; if
they took time for self-care, they struggled with the guilt of not finishing their wor%
school or practicum. However, when they did engage in self-care, they felt good and weQ
more productive during their day. Participants indicated that self-care impacted them in a
positive manner. Therefore, more structured attention should be paid to self-care in both the

curriculum and practicum experiences in psychology graduate training.
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Goals for self-care. Seven participants talked about their goals for self-care. They
often included structuring it into their schedules and trying to do it every day. P16 stated, “I
hope I can set a routine and maintain something like a habit but I am sure that you know there
will be times when it’s perfect and other times I’m like, oh! What happened to my self-care?”
P4 said, “Yeah, I kinda want to do it consistently and I think the more consistent is better
be@@ then it is a sense of accomplishment.” P1 stated, “I think I am gonna maintain doing
stretches gl)d trying to . . . stretches my goal is to do it every day, and if I think it do it every
other day | wf(@ appy.” P11 said, “Try to do it every day so—at least something every
day.” P9 mentioned¢ ghope I can stick with it.” P9 added, “To be conservative I would say
once every 2 weeks I WOI}I% something and hiking. Except the hot showers: that I can
definitely do every day, but sc%' g more outdoor every two weeks.” P9 stated, “Hiking is
once a week, and massage was once,{&l&a plan is to try to get massage once a month or
every two months.” P9 added, “Setting upor myself and my husband too, creating
more time and space for each other and also for t@&ls.” P1 shared, “cooking at home I
think I want to do it at least realistically once or twice%k.” P18 said, “I started reading
more for leisure so, non-psychology related books and I thinl(gam going to keep trying to do
that from now on because I find that, that’s very relaxing and a nif%it le break.”

When made aware of the impact of vicarious trauma, participa%?s@nd creative ways
to include self-care techniques in their weekly routine. They stated that time,%ver, was
their biggest challenge. Self-care requires time and, when there is shortage of time,‘s%\care

O

lengthy, but could be done in a short period of time, they seemed open to experiment with

is often not a priority. As participants realized that self-care did not always have to be

different self-care techniques. Engaging in a 30-second stretch during busy days and

listening/singing to music while commuting were examples of how participants could
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allocate short periods of time dedicated to self-care. Some even realized reading for leisure
during a quick break was relaxing.

What sustains motivation to practice self-care. Eight participants talked about what
helped them to stay motivated. They talked about how self-care is valuable, structuring it into
their schedules helped, that it feels good, and that they worked more effectively because of it.
Pl%d, “It takes time, but in the end, it was worth it and I think I want to try and keep it
up.” P1 a , “After I did it once I was like, oh this is pretty cool and I wanted to do it
more.” When@ how likely P13 was to continue practicing self-care, he/she stated,
“Likely! Because it%ﬁ;s me feel so much better when I do and I think that once I get
myself in a more like reglm%ed routine, then it’s something that I can stick with a little bit
more.” When asked the same% n, P17 said the following,

Very likely because, well, | a@king a mindfulness course this semester and the

professor had a good analogy, actu/a@/'ﬁwas brought up by one of the student’s. He

said, “If you treat meditation like to brus}@ /&our teeth than it is easier to do each

¢

P19 stated, “So, after, I don’t know, a little while, I saﬂ%}hat I was able to attend to my

2

day.

work and actually better especially with clients like way better, | }ke, oh! This is actually
working really well.” P2 stated, “Just sort of like having it structured 1%1? daily routine
kind of makes it easy to maintain and not feel like a chore.” P20 stated, “Onc% engaged
in it [ was aware that it was good for me and so that kind of motivated me to keep{@” P6

O

It’s more likely now, not only because you brought a lot of awareness to it but also

stated that it was likely to keep practicing because it felt good and had good effects:

getting to practice it more in these last couple of weeks and seeing how rewarding it is

to me, emotionally, spiritually, physically, and that the good outcomes and good
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feelings after doing self-care is reinforcing for me so its more likely that I am going to

do it.

P7 mentioned, “knowing how important it is and knowing I felt better even when I
had taken an hour or so to myself to go do something. I am definitely mindful of it so
hopefully likely, very likely.” P8 stated:

O Oh, I think I would like to incorporate it as a daily routine. Now it’s more
%D _ _ .
spﬂn-t neous but I want to kind of have a time-table, maybe wake up a little earlier and
start n(@ with that or something but I definitely want to keep that in my time-
table. )&\

Participants reported t-h%le benefits of practicing self-care definitely outweighed the
drawback of making the time Ithough it had been challenging, most participants
reported that they gradually engage? If-care and planned to include self-care in their
daily schedule. It may have been a novel i{ r them to know that self-care does not always
have to be time-consuming and this realization n@/&ve also persuaded participants to

engage in self-care. Graduate programs could benefit ﬂ?&integrating peer group meetings,

self-care support groups, and workshops on the effects of Vluls'pus trauma into their

curricula. /9/6\

Research question 5. What feedback will participants offer regay E areas of

verall,

was the workshop helpful? If yes, what was helpful about it? If no, what do you thz‘r@gg not

strength, weakness and ways to improve the workshop? The first question as

helpful about it? All participants reported the workshop to be helpful. For example, P5 Qred
that it helped, “identify how much I truly need to work on taking care of my self.” P6 stated,
“Learning about VT [vicarious trauma], as well as CF [compassion fatigue] and burnout
helped me identify the ways in which I am being affected by these. This workshop, as well as

the self-care assessment, motivates me to practice better self-care.” P8 mentioned, “To learn
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about VT [vicarious trauma] and how to manage self-care even in a short duration such as 30
sec[ond]s.” P18 added, “ It’s a topic not often discussed in classes or practicum and learning
about it and hearing experiences made me aware of VT [vicarious trauma] in my life and how
to deal with it.” P20 said, “Define differences in very similar concepts but that needed
distinction in order to address them properly.” Other comments regarding what was helpful to
th%cipants were mindfulness practices, normalizing vicarious trauma, the importance of
managi,n0 icarious trauma, validating the need for support, and getting ideas for self-care.
Participants’ ( ents indicated the urgent need to bring awareness of self-care to students,
especially in the initg%stages of their graduate program; such education can help early-career
psychologists learn to man%and reduce vicarious traumatization and other adverse effects
of working with clients with t§u®\

One participant stated that th@rkshop was not helpful in explaining how to work
with trauma clients and the overall rating w/@/ﬁv from other participants for the question,
How well did this workshop prepare you to work@/&‘rauma clients? The focus of the
workshop was on the psychotherapists-in-training andﬂ@lressed how they can learn to
manage and reduce vicarious trauma by incorporating self-C ractices into their daily
routine when working with trauma clients; hence, the question as@ }wing the survey did
not pertain to the agenda of the workshop. Because the workshop did not/gus on how
psychotherapists-in-training can better work with trauma clients, this was lik e reason
for this low rating. 4? 6\

The second question inquired, What is your feedback for improvements or chang in
the workshop? The most popular response was that participants wanted to have more group
interaction and participation. For example, P9 said, “more interaction with the audience.” P11
mentioned needing more interaction and stated, “For me it helps to be engaged when I am

talking or discussing.” P12 mentioned, “maybe asking people to share their experiences with
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vicarious trauma (if they are comfortable) and how they worked through it or what type of
support they received.” P16 said, “more interaction between presenter and students.” P19
stated, “more group discussion, personal experiences, coping strategies would have been fun
and helpful.”

These statements indicated the importance of peer learning, as participants may have
fe@@fortable getting support and learning from their peers, who tend to share the same
challengegtas, them. Because graduate program curricula and/or practicum sites typically do
not have metl{@ or assisting students in coping with the effects of working in this field,
students may not be’?@khcoming about experiencing vicarious trauma or their lack of
adequate self-care. Therefo%t would be advantageous for graduate programs and practicum
sites to invest in educating stu% n vicarious traumatization and self-care. When experts
share their own challenging experien@f working with clients with trauma and how they
managed, they normalize the process for s@% who may feel vulnerable sharing their
struggles with vicarious trauma. o )

Implications for Training and Education of Psycho‘ﬂ&apists-in-Training

This study was conducted to increase understanding o@dcarious trauma and its
effects on psychotherapists-in-training, so they can better manage’%} integrating self-care
into their daily routine. The participants mentioned being unaware of t&g@cts of vicarious
trauma and, more importantly, most of them did not realize that they were e§@ by it.
Many participants stated that practicing self-care is recommended by their graduat@(%grams
and at their practicum sites, but not much is discussed about it. Participants also stated tQ
students are constantly trying to catch up with their school and practicum workload and often
sacrifice their self-care. This likely gives students a feeling of being trapped between
practicing self-care and managing school and practicum work. Instead, they should be given

guidance and training in learning creative ways to balance their workday and personal time.
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Additionally, vicarious trauma is a neglected topic in psychology training programs. When
students experience vicarious trauma symptoms, they most likely do not share this fact with
teachers or clinical supervisors due to their fear of exposing vulnerability. Psychotherapists-
in-training often doubt their professional ability and are unaware that they are experiencing
vicarious trauma or how to overcome this barrier. This problem can represent a serious threat
to %future career as psychotherapists.

T tudy concentrated on the well-being of psychotherapists-in training by
educating the@ /;anage vicarious trauma symptoms by way of incorporating self-care
practices. However,gg&ents in graduate programs would benefit from receiving extensive
training and assistance rega@g managing their emotions while working with traumatized
clients. Students conducting p% erapy with trauma clients may be apprehensive of the
outcome of therapy and may require @tional support to cope with their vicarious trauma
symptoms. They also need training and su around managing their emotions when with
the traumatized client within the therapy room b these one-on-one interactions are
often when vicarious trauma symptoms begin to develﬂ&ithin the psychotherapist.
Discussing the importance of self-care with psychotherapis training not only helps
manage and reduce vicarious trauma symptoms in their lives, butﬁ% ))ffers clarity and
brings awareness to manage their various emotions within the therapy rogp

As there is limited literature in the area of graduate students and their %d
knowledge of vicarious trauma, it would benefit psychotherapists-in-training if graé%
programs would provide training related to vicarious trauma and self-care to these studeQ§
beginning in their first year. Just as the required coursework is important, it is the
responsibility of the graduate program to teach about the effects of working in this field so
that therapists-in-training can be successful in their careers. Creating a safe place where

students can gain knowledge from their instructors about the consequence of doing trauma
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work, and learning early on that vicarious trauma symptoms can be managed by
incorporating self-care, is essential for the well-being of beginning psychotherapists. The
practicum and internship sites should promote self-care activities, such as practicing
meditation or mindfulness exercises as part of the training. One recommendation might
include creating a “Buddy System” to check in on their peers, especially at practicum sites,
th%creating a culture of self-care as a holding environment for beginning therapists.
Also, inte ,¢ing information on vicarious trauma and self-care techniques into trainings
could be benef/@ to graduate students, for example, inviting practicing psychologists to
share their own expg&wes including their initial struggles and continuing challenges in
managing vicarious trauma 361 how they sustain themselves.

These findings are imp§ for psychotherapists-in-training so they can learn to
recognize the symptoms of Vicarious@ma, take responsibility of their own self-care, and
find ways to create space and time for it. I(@ students are made aware of their changing
worldview or the way their relationships are bein@/z&atively affected due to trauma work,
then they can take the necessary steps to recover. Theﬁ)@ facilitating open communication
about vicarious trauma in graduate programs and practicum Ms‘ﬁ can open communication,
especially among peers, and would thereby create strong peer su /.Constant reminders of
the consequences of vicarious trauma and the positive impact of self-car;ﬁ vital and would
help to mitigate students’ tendencies to forget the importance of self-care 1r§1@ ntext of
their busy lives. Therefore, arranging psychoeducational workshops, monthly meet/%about
vicarious trauma, and encouraging discussions on self-care would be beneficial for thesQ
budding psychotherapists.

Limitations
Due to the limited time and breadth of the project, this study involved a sample size of

20 participants from the Bay Area. Due to the small sample size, bootstrapping was utilized
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when analyzing data; however, all bootstrap samples are chosen based on the original sample.
Therefore, conclusions drawn for the overall psychotherapists-in-training population were
based on the small sample size that was used for this study. Thus, it is important to take into
consideration that participants’ attitude about life may have impacted the study. For example,
if participants had a positive outlook toward self-care, this may have increased the probability
th%r would participate in this study. On the other hand, potential participants who did not
give 1’1’1§ myportance to self-care and the effects of vicarious trauma may have chosen not to
participate in{@/séllldy. The researcher would have preferred to select more participants from
across the country af?@mm various graduate programs in order to expand the generalizability
of the study. Also, havingop%cipants from various graduate programs from all over the
country would have given Var%pectives of self-care practices and the effects of doing
trauma work. This study would have#4I§d benefitted from a more diverse and multicultural
pool of participants, as there was only one(@/'ﬁn American and two Latino/as who
participated in the workshop. o )

This study followed up with the participants foﬁ @st-test two weeks after the
workshop. Due to the short duration of the follow-up perio@i@ difficult to be certain
whether it was a chance occurrence that most participants manag@/eir vicarious trauma
and included self-care practices in their weekly routine. It is possible t%g workshop
content was still fresh in their minds, or it could also be that the participants v@&ble to
integrate self-care practices into their daily routines to manage their vicarious trau/l@é\
Therefore, future longitudinal research is necessary to explore whether participants wmQ
continue to utilize the tools from the workshop and also to observe whether self-care would
continue to have a positive effect on vicarious trauma. Following up at different intervals and
observing the participants to see if they were managing their vicarious trauma symptoms by

utilizing self-care techniques would have been of value. For example, tracking participants’
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self-care activities at one-month, two-month, and six-month intervals would have been
helpful in understanding if the workshop was beneficial to the participants over time.

Lastly, this study focused only on the psychotherapists-in-training population. The
present findings obtained were from psychotherapists-in-training who are graduate students,
and this may not necessarily generalize to newly graduated psychotherapists or to practicing
ps%herapists. Therefore, it is not known how other psychotherapists at various stages of
their care%ay cope when working with trauma clients and dealing with the effects of
vicarious trau@/%istricting participation to psychotherapists-in-training may have limited
the learning opportt@\to observe how seasoned psychotherapists sustain themselves in this
field, and how newly gradug@i psychotherapists cope with their trauma workload and
manage their own well being.§@r'ng psychotherapists at different stages in their careers
would have assisted in gathering qua@ve data about how they were introduced to vicarious
trauma and their journey toward maintainlr/é%r well being.

Suggestions for Future Research Q<\

There is not much research on beginning psyclﬂ@apists’ experience of managing
vicarious trauma and employing self-care techniques. F uture/rgférch with a larger sample
size in this area would be vital in gaining a broader understanding’@e} trials and successes in
managing vicarious trauma and practicing self-care. Also, it is recomme that future
research participants with vicarious trauma symptoms be monitored over a lo%eriod of
time, perhaps from one-month to six-month intervals, in order to help understand l@&wse
symptoms manifest across a longer time-frame. In addition, observing the frequency onf-
care and its relation to working with trauma clients would be of value in understanding how
and when self-care is utilized and what obstacles exist that prevented therapists from

practicing self-care over a period of time. For example, it would be important to investigate
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whether psychotherapists-in-training, who are on break from practicum and schoolwork,
increase their self-care and how that affects their vicarious trauma symptoms.

Future studies could also address the differences between psychotherapists who
engage in self-care and those who do not. This study could shed some light on how
psychotherapists maintain themselves in this field. Also, it would be important to examine if
se@@e decreases or increases as working with trauma clients increases. A study could be
conductecjlte explore whether levels of vicarious trauma symptoms are different between
psychotherap@vorking in different environments, such as hospitals, mental health clinics,
residential care facil&\ halfway houses, correctional facilities or prisons, VAs, or within the
educational system. In 28&)’@, the trainings offered at different sites and the working
environment plays a vital role% ’s work with trauma clients; therefore, it would be
interesting to observe if and how the @tee of training and the influence of the working
environment impact the level of Vicarioust/@% that psychotherapists experience.

This study focused on self-care as a way nage vicarious trauma, but it would be
interesting to examine if psychotherapists’ resiliency r@@ts their ability to manage
vicarious trauma. Comparing how psychotherapists with resihspc skills manage vicarious
trauma as compared to those psychotherapists who struggle with @/ng strategies would be
helpful in understanding what role resiliency factors play in doing traum@@ork. It would also
be beneficial to study psychotherapists’ cultural influences and the effects 0§\ ious
trauma. 4?6\

Lastly, it would be interesting to compare the manner in which psychotherapistsQ—
training, newly graduated psychotherapists, and experienced psychotherapists manage
vicarious trauma. Perhaps conducting a study involving these three groups to gather how they

sustain themselves and manage vicarious trauma would help in knowing more about this
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topic. It would be interesting to observe whether vicarious trauma symptoms decrease or
increase as one progresses in this field.

Conclusion

The purpose of this workshop was to provide participants with a better understanding
of vicarious traumatization and the importance of practicing self-care. This workshop
in%i 20 participants who were graduate students working with traumatized clients at their
practicumj%. The results of this research suggest that participants gained a better
understanding %arious traumatization after attending the workshop. Participants were
motivated to integrat%—care into their weekly routines in the following areas: physical,
psychological, emotional,’ sp@jtual, work balance, and overall balance. They still struggled
however, with managing profes%self—care. This implies an urgent need to include
training in vicarious trauma and to e(g%psychology graduate students on its
consequences. It is equally important to ep%he importance of self-care and encourage
self-care practices. As self-care increased for par@e@ts in this study, results indicated that
most symptoms of vicarious trauma were reduced. This rses the hypothesis that self-care
does, in fact, impact vicarious trauma in a positive manner. ’s’o

Based on a structured interview regarding self-care practio@ }ae following themes
were identified: importance of awareness toward this topic, increase in se‘@{\re practices due
to awareness, obstacles to self-care, positive impact of self-care, and motivati%)ractice
self-care. This corroborates the discussion that graduate programs and practicum s@&ould
invest in bringing awareness about vicarious trauma to their students and trainees. Theyoo
should also offer teachings and trainings on managing vicarious trauma by promoting self-
care practices.

All participants stated that the workshop was helpful and their feedback to improve is

summarized as follows: the need for more group participation and interaction, handing out
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the examples and handouts of the vignettes shared during presentation, and incorporating
interactive activities and video clips within the workshop. This feedback confirms the need
for conducting peer consultation groups so the students can share their challenges and stories
about doing trauma work and learn from their peers, thereby providing a strong support

system among themselves.
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Volunteers Needed for a Dissertation Research Study

Self-care for therapists in training:
Workshop for managing vicarious trauma.

Participants will receive a
O $20 gift card
oS Light refreshments provided!

» A 2-ho kshop

» Individua z%{inute follow-up interview conducted in person. (2 weeks after the
workshop) Q

» Participation is'V{ l:l&tary and confidential

This workshop is for: 6\
» Second, Third, or Fourt / Ph.D and Psy.D students currently enrolled in
practicum
» Fluent in English language &
» Not currently in psychological ds/@
» Providing therapy to clients dealing//ith trauma history

You are currently working with clients’Qho have been a victim of:

*Domestic Violence O*Robbery
*Suffering from Chronic pain/illness rglary
*Lost loved one due to accident/murder/illness * ed
*Lost loved one due to kidnap/abduction * Assdwlted
*Survivor of natural disaster or war *Raped/

*Child MolgStation

If you answered YES to at least 5 of the Exposure to trauma-related c§@r'es
ABOVE you are eligible to participate in the workshop O

Exposure to trauma-related work Checklist (based on information from the U.S. D{@ ent
(Travis, 1997).

&%

(20€0-629 (0TS)

Q Q Q Q Q Q Q Q Q () Q [ Q Q Q
= -+ O 3 -+ O 3 -+ O S -~ O 3 - O 3 - O 3 - O 3
N N N N N N N
a Qma Qma Qma Qma ‘lma ‘lma ‘lma
N N N N N N N
> @8% o8 ef: ofF eg:f efi &3%
Q - - - =] - - -
© 2 We 2 W 2 W T 2 X0 2 X0 2 X2
= S = S = S =3 = 3 = 3 = 3
o o o o o o o
Q. Q. Q. Q. Q. Q. Q.
[ = [ = [ = [ = = = =



SELF-CARE FOR THERAPISTS IN TRAINING 124

OO/O

2
%
)\
®
,0@,9 APPENDIX B

nt To Participate



SELF-CARE FOR THERAPISTS IN TRAINING 125

I, , have agreed

to participate in the Self-Care for Psychotherapists in Training: Development and Evaluation
of A Psycho-educational Workshop on Managing Vicarious Trauma conducted by Dharna
Patel as part of her requirement to attain a doctorate degree in clinical psychology. I have
been selected to participate in this study because I meet the criteria for the study: I am
cu%y working with clients dealing with trauma at my practicum site.

I rstand that using code-numbers on all research materials instead of my name
will protect rr)/@/gfldentiality. The consent form will be the only place where my name will
appear. [ have been%(med that the consent form along with the audio recording of
individual interview during }@ follow-up session will be kept under lock and key under the
researcher’s supervision for fi s after the completion of the study and will be then
destroyed as per APA standards. If s@ne is hired to transcribe the results they will sign a
letter of confidentiality to protect my priv{@ﬁ request the results of the study they will be
emailed to me when ready. All the participants w%compensated for their time with a $20
gift card to a local grocery store or eatery. My particip‘ﬁ@is voluntary and I can choose to
terminate it at my will and I realize that if I do so I will not iéjble to receive the $20 gift
card. ’9 y

I agree to attend a one-day workshop for 2 hours with a follow-updhy two weeks
lasting for approximately 20 minutes. I will be asked to provide general dem hic

information, take a quiz based on the information received at the workshop, answe{%(view

O

*

questions during follow-up meeting, three self-measure questionnaires, and workshop
evaluation form. I also acknowledge that if any question makes me feel uncomfortable, I may
choose to not answer it. [ understand that if the researcher uses the recorded information in

quotes, this will not be connected with my identifying information.
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The only time the confidentiality will be broken is if: (1) I am a danger to myself; (2)
I am a danger to others; (3) I report any elder, child, or dependent adult abuse. The researcher
is required by law to report these things to the appropriate authorities.
As a participant in this study, I could benefit from learning about vicarious trauma and its
effects on a psychotherapist. I will also learn about the importance of self-care and some
po% self-care activities. I understand that there can be some risks in participating in the
study d,lg ,¢he topic of trauma. I have been informed that if I become distressed during the
workshop an(/(® terview I can take a break to regain my composure. If I experience further
distress as a result ozg&study, Dharna Patel has agreed to provide a maximum of 3
consultations with a licensegélinical psychologist at no cost to me.

If I have any question§® ask them now or contact the researcher (Dharna Patel)
at (510) 629.0307 or her Chair Dr. t (415) 955.2160 if they should arise after the

)

interview. | can also contact the Institutim{@ view Board at Alliant International

University to voice questions or concerns at (415@&2151 or irb-sf(@alliant.edu. I have

been given a copy of this Consent form to keep. ‘y O
iy
&O

Participant’s Initials

Participant’s signature Date 'é\

Researcher’s signature Date
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VS
%
@/ ®PENDIX C
Demt@@je Form
Qe
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1) Name

2)Age

3) Gender

128

4) Marital Status: single married divorced widowed life-long

partner

5)%city
/0

6) Year i aduate School (circle one) 1 2 3 4

7) What typec(@ ients do you provide psychotherapy for?

8) How many client‘@you typically see in a week?

9) How many of these chen%re trauma clients?

10) What kind of support does racticum site currently provide for trainees to deal with
:’;/

the stress of working with clients?

11) Would you like to receive the results of/@ study? Yes No

(If you check “YES” the results will be sent to yc@'&email.)
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1. What is vicarious trauma?

a. Psychotherapist experiences this from a life threatening experience

b. A type of defense mechanism that plays a vital role in how psychotherapists relate to their
clients

c. Psychotherapists start re-experiencing their client’s trauma

d. %’t know/I am not sure
8 )

2. What is the/@f erence between vicarious trauma and countertransference?

a. Countertransferer%s about how our clients affect our work, while vicarious trauma is
how our clients affect OHYOI%

b. Countertransference appear§\ time, conversely, vicarious trauma can be sudden
compared to countertransference /6\

c. Countertransference is the result of bein/ iemed over the struggles of the client’s life

for a prolonged period, while vicarious trauma is@}&hange in one’s own outlook on life

through secondary contact with a trauma ‘y O
d. I don’t know/I am not sure %
/
3. What is the difference between vicarious trauma and compassion fatigue?

a. Compassion fatigue is sudden, while vicarious trauma is the cause of being%ed to

client’s trauma over a period of time. 4’%\

*

b. Compassion fatigue is emotional and physical erosion and unable tp refuel, whereas
vicarious trauma transpires while caring for multiple clients.

c. Compassion fatigue occurs in session in the presence of the client, whereas vicarious
trauma is the cumulative effect of performing trauma work with several clients

d. I don’t know/I am not sure
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4. What is the difference between vicarious trauma and burnout?

a. Burnout can be experienced with or without trauma, whereas vicarious trauma is a
consequence of being exposed to traumatic material

b. Burnout can be sudden where as vicarious trauma can appear over time

c. Burnout can emerge while working with one client, whereas vicarious trauma transpires

W%ring for multiple clients

)
d. I don’t%)v/l am not sure
(e
5. What are the syrggnms of vicarious trauma?

a. Lack of energy for self+

b. Change in identity and wor§®v
%&S’
Sy
%
Qe

6. What are the contributing factors for vicarious ﬂ"ﬂ@a?

c. Bothaand b

d. I don’t know/I am not sure

a. Individual’s inability to accept assistance when needed /s/

b. Individual’s defense mechanisms ’? y

c.Bothaandb ,9
<

d. I don’t know/I am not sure QO
7

7. What does defense mechanism mean?
a. Defense mechanisms is known as coping styles of each individual

b. Defense mechanism is the component of personality that is responsible for dealing with
reality

c. Bothaandb

d. I don’t know/I am not sure
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8. Which is immature defense mechanism?
a. Sublimation

b. Isolation

c. Suppression

d. I don’t know/I am not sure

0

9. Which ature defense mechanism?

a. Suppressio(@ /s/
b. Isolation )&\O

c. Repression

@
d. I don’t know/I am not sure /p
!/

10. What is self-care?

&
Ky
0

a. Being self-aware and able to self-regulate Q<\

b. Being selfless and magnanimous ‘y O
c. Bothaand b %
d. I don’t know/I am not sure /9 y

11. What is self-indulgence?

a. Treating ourselves to something that in the moment makes us feel better ’%\

O

*

b. Fostering physical and mental health necessary to our happiness
c.Bothaandb

d. I don’t know/I am not sure

Answers to quiz: 1=c, 2=a, 3=b, 4=a, 5=c, 6=c, 7=a, 8=b, 9=a, 10=a, 11=a



SELF-CARE FOR THERAPISTS IN TRAINING 133

OO/O

%
A,
)\
o
A
%

@ APPENDIX E
7
Self-Ca%essment Worksheet
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This assessment tool provides an overview of effective strategies to maintain self-care. After
completing the full assessment, choose one item from each area that you will actively work to
improve.

Using the scale below, rate the following areas in terms of frequency:

5 = Frequently

4 = QOccasionally

3 = Rarely

2 ver

1=1t ﬁgﬁoccurred to me
£,
Physical Self—&%,
)\

<

_ Eatregularly (e.g. Qﬁ%st, lunch and dinner)
_ Eat healthy

T %y

_ Getregular medical care for prev/q%g{l
(@

____ Get medical care when needed

_ Take time off when needed ¢

O\

___ Dance, swim, walk, run, play sports, sing, or do s%her physical activity that is fun

Get massages

_ Take time to be sexual—with yourself, with a partner /s/
____ Get enough sleep O
__ Wear clothes you like
_ Take vacations /?

__ Take day trips or mini-vacations 6\@0

___Make time away from telephones

Yy
____ Other: ,?6\0
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Psychological Self-Care

__Make time for self-reflection
____Have your own personal psychotherapy
__ Write in a journal

__Read literature that is unrelated to work

o something at which you are not expert or in charge
- sase stress in your life

_ Let othets know different aspects of you

____Notice inner experience—listen to your thoughts, judgments, beliefs, attitudes, and
feelings /s/)\
_ Engage your inte{figence in a new area, e.g. go to an art museum, history exhibit, sports

event, auction, theater perof%ance
Practice receiving from 0@

Be curious %
— 7

__Say “no” to extra responsibilities %ﬁmes
___ Other: /O

4/0/0

‘V(/)

____ Spend time with others whose company you enjoy /s/o

Emotional Self-Care

___Stay in contact with important people in your life ,9
Z

____Give yourself affirmations, praise yourself

____Love yourself ’%\
_ Re-read favorite books, re-view favorite movies Q;

___ Identify comforting activities, objects, people, relationships, places and seek out
____Allow yourself to cry 6\
___ Find things that make you laugh .
_ Express your outrage in social action, letters and donations, marches, protests

__ Play with children

___ Other:



SELF-CARE FOR THERAPISTS IN TRAINING 136

Spiritual Self-Care

Make time for reflection
Spend time with nature
Find a spiritual connection or community

Be open to inspiration

herish your optimism and hope
are of nonmaterial aspects of life
_ Try agltpes not to be in charge or the expert
~_ Be op{n%(@t knowing
__ Meditate ’s/)\
__ Pray 6\

__ Sing A

__ Spend time with childrendy

Have experiences of awe %
— 7

____ Contribute to causes in which yo pve
__Read inspirational literature (talks, mué@ﬁ:.)
___ Other:

ON
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Workplace or Professional Self-Care

_ Take a break during the workday (e.g. lunch)
___ Take time to chat with co-workers
___Make quiet time to complete tasks

___Identify projects or tasks that are exciting and rewarding
et limits with your clients and colleagues
%gce your caseload so that no one day or part of a day is “too much”
L Arra@ée our work space so it is comfortable and comforting
_ Getreg pervision or consultation

___ Negotiate fo(sd)g needs (benefits, pay raise)
____Have a peer supl@ oup

Develop a non-trauma a8 of professional interest

__ Other: 6\
KA
Balance 619
(@

___Strive for balance within your work-life a kday

___ Strive for balance among work, family, relatioﬂs%ps, play and rest

%

Source: Transforming the Pain: A Workbook on Vicarious %tization. Saakvitne,

Pearlman & Staff of TSI/CAAP (Norton, 1996) ,9

137
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6\,947/
k%}’ENDIX F

Secondary Traun@z/Stress Scale (STSS)

N
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The following is a list of statements made by persons who have been impacted by their work
with traumatized clients. Read each statement then indicate how frequently the statement was
true for you in the past seven (7) days by circling the corresponding number next to the
statement.

NOTE: “Client” is used to indicate persons with whom you have been engaged in a helping
relationship. You may substitute another noun that better represents your work such as
co(s‘umer, patient, recipient, etc.

s,
% Never Rarely Occasionally Often Very Often
1. I felt emotionally @ .................. 1 2 3 4 5
* A&
2. My heart started pounding w%

thought about my work with clients.. 619/ 1 2 3 4 5

%

3. It seemed as if I was reliving the trauma(s) Q{\

experienced by my client(s)..................... 1 '2?0)‘ 3 4 5
4. I had trouble sleeping..................... 1 2 @ y 4 5

5. I felt discouraged about the future...... 1 2 3 %O 5

6. Reminders of my work with clients upset

7.1 had little interest in being around others 1 2 3 4 5

. Ifeltjumpy......ovvviiiiiiiiii 1 2 3 4 5
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9. I was less active than usual............ 1 2 3 4 5

10. I thought about my work with clients

when [ didn'tintend to..................oii. .. 1 2 3 4 5

1 léyhad trouble concentrating............... 1 2 3 4 5
O/O )

12. T avoid ople, places, or things that
reminded me o @{}(ork with clients......... 1 2 3 4 5
13. I had disturbing drean’lsﬁ@%\t my work

with clients......... % 1 2 3 4 5
7

clients................. lo/<\2 3 4 5
15. I was easily annoyed........................... 1 2 )/‘s/ 3 4 5
%
&
16. I expected something bad to happen......... 1 2 3 ,?4 5

17. I noticed gaps in my memory about

client sessions.......... 1 2 3 4 é\o



SELF-CARE FOR THERAPISTS IN TRAINING 141

Copyright 1999 Brian E. Bride.
Intrusion Subscale (add items 2, 3, 6, 10, 13) Intrusion Score

Avoidance Subscale (add items 1, 5,7, 9, 12, 14, 17) Avoidance Score

Q

Aroug%cale (add items 4, 8, 11, 15, 16) Arousal Score

4)/
TOTAL (add Int@, Arousal, and Avoidance Scores)  Total Score

Citation: Bride, B.E., Robin’%\/’.R., Yegidis, B., & Figley, C.R. (2004). Development and
validation of the Secondary T u@tic Stress Scale. Research on Social Work Practice, 14,
27-35.
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%PPENDIX G

7

Trauma Syrls%‘n Checklist-40 (TSC-40)
/y
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TSC-40

How often have you experienced each of the following in the last two months?

0 = Never 3 = Often

1. Headaches 0123

2. Insom ouble getting to sleep) 0123
: /r -

3. Weight loss (w@g: dieting) 0123

)\
4. Stomach problems 6\0 0123
"
5. Sexual problems 6\/? 0123

Y,
SXY

7/
7. "Flashbacks" (sudden, vivid, distracting me%s) 0123

6. Feeling isolated from others 0123

0123

9. Low sex drive /s/ 0123
O

10. Anxiety attacks /? /, 0123

8. Restless sleep

11. Sexual overactivity /%\0 123
12. Loneliness O%

13. Nightmares 0123 O,
14. "Spacing out" (going away in your mind) 0123
15. Sadness 0123

16. Dizziness 0123



17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.
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Not feeling satisfied with your sex life
Trouble controlling your temper
Waking up early in the morning and can't get back to sleep

Uncontrollable crying

Fg@/gen

)

Not feeling d in the morning

Having sex that;%f tdn't enjoy
o

Trouble getting along Wifh%s
Memory problems %

Desire to physically hurt yourself

Fear of women Q{\

Waking up in the middle of the night O)\

Bad thoughts or feelings during sex

Passing out

Feeling that things are "unreal”

Unnecessary or over-frequent washing

Feelings of inferiority

Feeling tense all the time

Being confused about your sexual feelings

144

0123

0123

0123

0123

0123

0123

0123

0123

0123

0123

0123

0123

0123
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36. Desire to physically hurt others
37. Feelings of guilt
38. Feelings that you are not always in your body

39. Having trouble breathing

Q

40. Sexua‘f@j’ngs when you shouldn't have them

07

Copyright: Joh%re, Ph.D. and Marsha Runtz, Ph.D. (1989).

%

0123

0123

0123

0123

0123

145

Subscale composition and sgdying for the TSC-40: The score for each subscale is the sum of

the relevant items. /p

Dissociation — 7, 14, 16, 25, 31, 38 00
Anxiety — 1,4, 10, 16, 21, 27, 32, 34, 39 O¢
Depression - 2, 3, 9, 15, 19, 20, 26, 33, 37 O/<\

SATI (Sexual Abuse Trauma Index) — 5, 7, 13, 21, 25,’?{{/31

Sleep Disturbance 2, 8, 13, 19,22, 28 /sro

Sexual Problems -5, 9, 11, 17, 23, 29, 35, 40

TSC Total Score: 1-40
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5 point Likert scale from 1= not at all to 5=extremely
1) Were the workshop objectives clearly communicated?
1 2 3 45

2) To what extent did the workshop achieve its objectives?
1 2 3 45

3) Did you achieve the learning outcomes specified for the workshop?

O,102345

4) Was the@erial on vicarious trauma and self-care presented clearly?
1 2 % 5
5) Were materials su%handouts and/or visuals helpful?

1 23 4 57
S}
<

6) Were workshop evaluation tec s (such as tests and surveys), consistent with
workshop objectives?

Q)
$
1 23 45 Y,

7) Did the instructor clearly communicate the mof the workshop?

1 2 3 45 ’VO

8) Were workshop discussions and/or exercises effective in' h@ing you learn?

1 2 3 45 ,9
7
9) Was the instructor's communication style clear and effective?

1 2 3 45 ,9
6\@0

10) To what extent did you learn from this instructor/presenter? 49
1 23 45 6\0

11) To what extent did this workshop prepare you to work efficiently with trauma clients?
1 2 3 45

12) Was the instructor conscientious concerning duties and responsibilities to the class (e.g.
preparedness, efficient use of time, being well-organized)?

1 2 3 45
13) Did the instructor behave in an appropriate and professional manner?
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1 2 3 45

14) How would you rate the workshop taking into account the course objectives?
1 2 3 45
15) Overall, was the workshop helpful? (circle one)  Yes  No
If yes, what was helpful about it?
b%o, why do you think was not helpful about it?
4)/

16) What is yog?éf}back for improvements or changes in the workshop?

<
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1) Did you incorporate self-care practices since the workshop? Yes No

2) Ifyes, what did you do? Tell me all the self-care activities that you engaged in?

3) How often did you engage in self-care activities?

4) What motivated you to engage in self-care?

Was there a specific structure to your activities or was it more spontaneous? Please

8

exphain.

6) What @t e experience of practicing self-care like for you?

7) What was th‘g&szst important self-care activity to you and why?

8) What is your opiniogdaout the impact that self-care activities have on vicarious
trauma? . Ifno impact, why not?

U/
9) What prevents or prevented y@om engaging in self-care activities?

10) How likely is it that you are going cage in self-care activities and why?
11) What types of self-care practices do you 1@;8mend for other practicum trainees who

are working with trauma patients? ‘y O
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Slide 1:
Self-care for Therapists in training: A developmental and Evaluation psychoeducational
workshop for managing vicarious trauma
Dharna Patel
2016

Slide 2:
% Read and Sign Consent Form

X/

% Complete Demographic Form

X/

s Complete Pretest Quiz

ss~Complete STSS

S mplete TSC-40

o C lete Self-Care Assessment Sheet

Slide 3: /Q

Vicarious Tg\ (VT)
Constructivist Development Theory (CSDT)

Risks and Resiliency Kactors

Symptoms and Con(r%&ng Factors of VT
Difference between V z§b ountertransference
Difference between VT a @mout

Difference between VT and assion Fatigue
Self care: A coping skill to man. T

Slide 4: O¢

Picture slide: You are so brave and quiet I forget yd@re suffering. —Ernest Hemingway

Slide 5: O

What is Vicarious Traumatizatié}
® “The transformation of the therapist’s or helper’s inner @ ience as a result of
empathic engagement with survivor clients and their traur&n terial” (Saakvitne &
Pearlman, 1995, p. 31).
Alter the meanings, beliefs, and schemas of a psychotherapist ,9
® Begin to see the world from their client’s viewpoint.

Slide 6: QO/

Contributing factors towards Vicarious Trauma ’%\

Workshop objectives

¢ Situational

» Type of work

» Types of clientele

» Organization fails to provide support to staff
¢ [Individual

» Personality traits

» Personal history

» Current situation in life



SELF-CARE FOR THERAPISTS IN TRAINING 153

Slide 7:
Symptoms of Vicarious Trauma

Lack of energy for self
Isolation
Withdrawal from loved ones
Sensitivity towards violence
Feeling of despair and hopelessness
Nightmares
Change in identity and world view
O ecreased sense of self

ysrupted cognitive schemas

. D%rating self-protective skills

Slide 8: %, Q

Constructivist Self Development Theory (CSDT)
e (CSDTis bui‘gs the belief that people create their own truth based on their life

experiences ( @ovic, 2007).

%
Slide 9: o,(\
CSDT (continue
e (CSDT emphasizes 5 areas that can be affected t work with trauma clients
Frame of Reference (e.g. sense of personal id€ptity, spirituality, world view,

personal relationships, and experiences)

Self Capacities (e.g. Ability to self-soothe, inner%ilities, and sense of
self) /

Ego Resources (e.g. Self-awareness skills, interpersoneﬂgn self-protective
skills)

Psychological Needs and Cognitive Schemas (e.g. Safety, e§@ trust,
control, and intimacy) O

vV V VY VvV 'V

Memory and Perception (e.g. visual images, behavior, emotions

%>
Slide 10: 6\0

Coping Strategies

Cartoonstock.com Original Artist/Search ID: bron2520



SELF-CARE FOR THERAPISTS IN TRAINING 154

Slide 11:
Risks and Resiliency Factors
¢ Defense mechanisms known as coping styles plays an vital role in how VT affects an
individual.
® There are 2 types of defense mechanism:
» Immature defense mechanism (e.g. isolating, splitting, repression, acting
out behaviors)
» Mature defense mechanism (e.g. rationalization, sublimation, suppression
humor)
O mmature mechanisms = Risk of VT
ture mechanisms = Resiliency towards VT

Slide 12: '9/

/%Lfference between VT and Countertransference (CT)
CT is defin é\a psychotherapist’s reaction to the client during session. (Freud,
1910).

® CT occurs in sessio& e presence of the client, whereas VT is the cumulative effect
of performing trauma With several clients.

e (T = direct engagement w @nt while
VT = enduring change to the t ists” worldview.

® CT can be experienced with or w1t{ auma, whereas
VT is a consequence of being expose raumatic material.

e (T is about how our clients affect our wo ile
VT is how our clients affect our lives. «? O
Slide 13: )

Difference between VT and Bur{l%

¢ Burnout is defined as a “feeling of emotional and physic%laustion coupled with a
deep sense of frustration” (Wolfe, 1981, p. 1046)

® Burnout can occur in any profession, however if the job is emé& ly challenging
the chance for burnout is higher. @
Burnout appears over time, conversely, VT can be sudden compare rnout

¢ Burnout occurs form an emotionally demanding job and with little to n
while VT is the cause of being exposed to client’s trauma. ,?6\

O
Difference between VT and Compassion Fatigue (CF)

® (F is defined as “emotional, physical, social and spiritual exhaustion that overtakes a
person and causes a pervasive decline in his or her desire, ability and energy to feel
and care for others.” (Fran McHolm, 2006, p. 14).

¢ CF = emotional and physical erosion when one is unable to refuel and regenerate,
while VT = change in one’s own outlook on life due to trauma work.

¢ CF and VT are cumulative over time and can affect one’s personal and professional
life.

Slide 14:
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Slide 15:

Slide 16:
Self-Care
G “Ability to refill and refuel oneself in healthy ways” (Gentry, 2002, p. 48).
%maining aware of one’s thoughts and feelings while being empathetic toward the
clignt is considered an important form of self-care (Tartakovsky, 2013).
. Sel?@r is different from self-indulgence
e Self- comprised of three main activities:

» Cari gﬁa self
> Nurturm?\ self
» Coping W%nful emotions

Slide 17: '06\
/9 Self-Care (continued)
¢ (aring for Self: ?
» Incorporating healthy w living
» Maintaining relations with and friends
> Understanding boundaries O
» Retaining balance @
® Nurturing one self:
» Treating oneself kindly by emphasizingdﬁhxation and pampering
¢ (Coping with painful emotions: fy
» Shifting focus from painful thoughts towardséé}?\ant activity

Slide 18: O
Types of Self-Care /?
e Mindfulness/Meditation:

/

» Mindfulness as a way of living in the present and being aw%?e,ﬁ our current
surroundings (Kabat-Zinn (2012). 6\

e Spirituality:

» Getting in touch with the spiritual side makes one more self-aware?@eing self-
aware is essential for self-care. /%\

e Alteration in the professional sphere:
» Attending training activities around trauma /
» Networking with fellow therapists to have a sense of community and support
» Balancing one’s caseload with trauma and non-trauma clients

Slide 19:

Types of Self-Care (continued)
e Exercising/Eating healthily/Hobbies:

» Exercise as a daily routine

» Eating healthily
» Having a creative hobby
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® Support system:

Staying in touch with family and friends
Accepting assistance when needed
Having open lines of communication
Maintaining boundaries and limitations
Volunteering

VVVVYY

Slide 20:
Handouts of Testimonials from psychotherapists who have incorporated self-care

su&gssfully

Slid
% Prgeticing 30- second quick relaxation
s Co ¢ Posttest Quiz
% Compl¢tgWorkshop Evaluation Survey
Workshop!
Slide 22: 6\0
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At the beginning of the workshop participants were given 20 minutes to read and sign
the consent form and complete the demographic questionnaire, pretest quiz, and three
questionnaires. This quiz was given to assess participants’ knowledge of vicarious trauma
and the two questionnaires STSS and TSC-40 were used to measure whether they were
displaying symptoms of vicarious trauma, and one questionnaire Self-care assessment
w%et was to assess whether they practice any self-care techniques. This was followed by
a 10-minyfe-jntroduction of the presenter and the study. Following the introduction a hard
copy of the P@%Sint presentation along with the workshop agenda was given to the
participants. Follow‘?@ﬂqis phase of the workshop for approximately 30 minutes, I described
to the group the definition %icarious trauma and the difference between vicarious trauma
and other common terms such% ntertransference, burnout, compassion fatigue, shared
vignettes that described each of these/ @ns, talked about some facts about vicarious trauma
and its effects, and explained the Construct/@ Self Development Theory, and talked about
the coping strategies, and risks and resiliency facAfter introducing these terms I asked
the participants if they had any questions or thoughts. wing this phase of the workshop
for approximately 30 minutes, I talked about self-care and @}fference between self-care
and self-indulgence, self-care as a technique to manage and/or re@ }icarious trauma. |
described the five self-care methods from my dissertation; mindfulness, ;@ituality,
professional support, leading a healthy lifestyle, and having a support system! o handed
out a compilation of articles on how psychotherapists have successfully incorpora@&kﬂ
care into their routine to manage vicarious trauma. Last, I lead the group in a 30-seconinck
relaxation as example of self-care, followed by question/answer session. The workshop ended
with a period of 10 minutes to allow participants to answer the posttest quiz and the

workshop evaluation survey.
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APPENDIX Y/ ¢

Summary Of Results /s/
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This workshop included 20 participants who were graduate students working with
traumatized clients at their practicum sites. Second, third, and fourth year doctoral students in
the PsyD and PhD program in the Bay area were recruited to participate in this study.
Quantitative outcomes from the pre and post Quiz, Self-Care Assessment Worksheet,
Secondary Trauma Stress Scale, Trauma Symptom Checklist-40 and themes that were drawn
fr(@@e qualitative analysis of the interview questions during follow-up meeting and the
workshop,éwf luation survey is as follows.

Research q/@t jon 1: Will participants gain a better understanding of vicarious
traumatization aﬁe/@ding the workshop? It was hypothesized that after attending the
workshop, participants whll '@n a better understanding of vicarious trauma and its effects.
Results supported this hypoth% rticipants reported greater understanding of vicarious
traumatization after attending the wo@&? and this was demonstrated by an increase in 19
participants’ scores from pre-test to post-t%&: participant maintained the same score
during pre and post-test. o o

Research question 2: Did the workshop help partiﬂ@ts increase self-care activities? It
was hypothesized that due to attending the workshop particip@és " self-care practices will
increase, as they understand the importance of self-care while w@r; with trauma clients.
Results partially supported this hypothesis. While participants’ were motjged to integrate
self-care in their weekly routine and had increased scores in the following are%elf-care;
physical, psychological, emotional, spiritual, work balance, and overall balance th{@{
struggled with managing professional self-care. Q

Research question 3: Did the workshop help reduce symptoms of vicarious trauma? It
was hypothesized that due to attending the workshop participants’ vicarious trauma
symptoms will reduce as they learn better ways to take care of themselves while working with

clients with trauma. Results partially supported this hypothesis. As self-care increased
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symptoms of vicarious trauma reduced in subscales; STSS-intrusion, STSS-avoidance, and
overall secondary trauma (STSS), except for STSS-arousal scale. Also, TSC-40 subscales;
dissociation, anxiety, depression, sexual abuse trauma (SATI), sleep disturbance, sexual
problems, and overall scores during post-meeting were inconsistent.

Vicarious Trauma: Overall, thirteen participant scores decreased, three participant scores
st%n the same range, three participant scores increased from baseline, and one participant
was consigtent and stayed below baseline.

Research q/@t jon 4. What were the opinions and experiences of participants regarding
the use of self-care &&niques presented in the workshop? This was a structured interview as
the focus was to gather qua%ive data in order to understand if the participants’ utilized the
knowledge gained from the w§@ p during the two-week period before the follow-up.
Themes that emerged were Importan@f awareness towards this topic and the need to
include this in graduate training, Increase 1 %care practices due to awareness, Most
participants reported not having enough time as t@%ﬁn Obstacles to self-care, Participants
stated that Self-care had a positive impact on managin‘ﬁ&rious trauma, and participants
mentioned feeling good and productive after doing self-care l@me it was the main motivation
to practice self-care. ’9 /.

Research question 5: What feedback will participants offer regardlng;?eas of strength,
weakness and ways to improve the workshop? The workshop evaluation surv uired
whether the participants learned new information, what they found most useful, Wé%qy
found least useful, and any suggestions to improve the workshop. Question 11, “To WhaQ
extent did this workshop prepare you to work efficiently with trauma clients?” had the least
scores (m =4.30). Overall mean scores of participants’ ratings on the quality of the workshop
were in the range of (m = 4.65 to m = 5.00). All participants said the workshop was helpful.

Four participants mentioned the need for more group participation and interaction, three
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participants stated that they would have liked to receive the examples and handouts of the
vignettes shared during presentation, and one participant said, interactive activity and video

clips would have been helpful.





