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ABSTRACT

Williams, Amy Marie. A Comprehensive Model for Vicarious Traumatization:
Examining the Effect of Therapist, Work, and Supportive Factors on Vicarious
Traumatization. Published Doctor of Philosophy dissertation, University of
Northern Colorado, 2010.

Professional counselors’ exposure to demoralizing, tragic stories of trauma,
disempowerment and abuse is inevitable. The effects of exposure to traumadizsd c
on professional counselors have received increased attention in the litergtureg(ey,
1995; McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995). Scholars identified the
development of vicarious traumatization as one of the most extreme effeaskofg
with traumatized clients; however, not all practitioners working with traizedhclients
will develop vicarious traumatization (McCann & Pearlman; Peariman &/8aa).

This study addressed the gap in the literature regarding the examination of a
comprehensive theoretical model for vicarious traumatization based on the dosstruc
self-development theory (CSDT). Path analytic procedures were usedds asse
comprehensive theoretical model of vicarious traumatization. Based on the @8DT, t
path model tested the effects of a combination of organizational factors (i.e. job
satisfaction and workload), clinical supervision (i.e. supervisory workinghedja
personal wellness, and childhood trauma on vicarious traumatization in practitioners
working in community mental health centers.

Results of this study provided insight into the effect of therapist, work, and

supportive factors on vicarious traumatization. While the CSDT failed to provide a



comprehensive framework for vicarious traumatization, results of this stpthireed
46% of the variance in vicarious traumatization in practitioners surveyed. Childhood
trauma and personal wellness had significant effects on vicarious trauroatindtereas
the effects of supervisory working alliance, organizational culture, and workied w
not statistically significant. Examination of these results within the gbofeéhe

literature provided practical implications for practitioners, counselor éohscand

supervisors in decreasing the impact of vicarious traumatization in pracstioner
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CHAPTER |
INTRODUCTION

Professional counselors’ exposure to demoralizing, tragic stories of trauma,
disempowerment and abuse is inevitable. In fact, the number of clients sedging he
mental health facilities who have experienced trauma has been predicted twdsnbe
82 and 94 percent (Bride, 2004). The effects of exposure to traumatized clients on
professional counselors have received increased attention in the literajuFadiey,
1995; McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995). Scholars identified the
development of vicarious traumatization as one of the most extreme effeciskofgv
with traumatized clients; however, not all practitioners working with trai@edhclients
will develop vicarious traumatization (McCann & Pearlman; Peariman &/&aa).
Recently, vicarious traumatization has received increased attention Bearaleers,
practitioners, and educators in the field of counseling, particularly those woriting w
traumatized clients. Over the past two decades, since the initial desaoiftinas
phenomenon by McCann and Pearlman, researchers have conducted qualitative and
guantitative studies in attempt to describe, predict, and prevent vicarious tratiomat
in practitioners working with traumatized clients (Bober & Regehr, 2005;yBfaaly,
Polestra, & Brokaw, 1999; Bride, 2004; Pearlman & Mac lan, 1995).

The percentage of practitioners affected by vicarious traumatizatioriicsiitlifo
predict; however, Pearlman and Saakvitne (1995) described vicarious trauorasat

an unavoidable, occupational hazard for trauma counselors. It is difficult to idésetify t



exact number of practitioners impacted by vicarious traumatization due anateses’
confusion regarding what constitutes vicarious traumatization and failure twdish it
from other forms of counselor impairment (e.g. Nelson-Gardell & Hal®&3;2Sabin-
Farrell & Turpin, 2003). However, the literature on vicarious traumatization stsgtes
phenomenon is an immense and pervasive problem among professional counselors
working with traumatized clients (McCann & Pearlman, 1990a; Pearlman &8s
Trippany, White Kress, & Wilcoxon, 2004).

All practitioners are affected to some degree by their work with trapedhti
clients; however, vicarious traumatization is a unique manifestation of thksthadr
impacts the personhood of the counselor (McCann & Pearlman, 1990a; Pearlman &
Saakvitne, 1995). Vicarious traumatization refers to “the transformation in the inne
experience of the therapist that comes about as a result of empathic engagédment
clients’ trauma material” (Pearlman & Saakvitne, p. 31). It desstie impact of
working with traumatized clients on the internal experience of the counséler tiaan
on external, observable symptoms (Pearlman & Saakvitne). According to the
constructivist self-development theory, vicarious traumatization deschifesis the
counselor’'s worldview, belief system, identity, psychological needs, and meysiem
as a result of continued exposure to stories of trauma (McCann & Pearimasgribds
the cognitive shift in practitioners’ beliefs about self, others, and the worldtimgs
from working with clients’ trauma material (Peariman & Saakvitne; WaynDeusen, &
Cottrell, 2007).

Vicarious traumatization affects the personhood of the counselor, resulting in

significant impairment in practitioners’ personal and professional funnggiMlcCann



& Pearlman, 1990a; Pearlman & Saakvitne, 1995; Trippany, et al., 2004). Dramatic shifts
in beliefs about self, others, and the world associated with vicarious trauroatizaise
practitioners to feel unsafe in the world and develop an increased awaremessafn
personal vulnerability in the world, causing them to feel helpless, depresssdjadjed,
and confused (Pearlman & Saakvitne; Saakvitne & Pearlman, 1996). Changes in the
practitioner’s affective style and worldview and are coupled with intespatshallenges
including increased dependence on or distance from significant othersn@&ear|
Saakvitne; Saakvitne & Pearlman). Intra- and interpersonal difficultsesifioners
experience as a result of vicarious traumatization negatively impacptb&ssional
functioning (Sexton, 1999; Trippany et al.).

Vicarious traumatization not only affects the counselor’s personal lifdsmuttee
counseling process. Affected practitioners often experience an interruptiopathém
abilities and have difficulty maintaining a therapeutic stance. Vicamausiatization
results in practitioners’ compromised therapeutic boundaries, misdiagnosissteni
ability to attend to client needs, and loss of energy, optimism, and commitmetin@dPea
& Saakvitne, 1995; Sexton, 1999; Trippany et al.). Often, clients are negativelyachpact
by vicarious traumatization because affected practitioners avoid dmesisgitraumatic
events, prematurely push clients to reveal details of traumatic eventse@nde less
emotionally available in counseling sessions (Trippany et al.). Bothtmaets and
clients are clearly impacted by vicarious traumatization. A more comsizlee
understanding of the complexity of this phenomenon is necessary in order to protect both
clients and practitioners from the negative effects of vicarious trazatiah (Pearlman

& Saakvitne, 1995; Trippany et al., 2004).



Problem Statement

Based on the constructivist self-development theory, Pearlman and Saakvitne
(1995) proposed a combination of therapist, work, and supportive factors contribute to
the development of vicarious traumatization in counselors working with trauchatize
clients; however, no studies to date have examined the combined influence of these
variables on the development of vicarious traumatization. Although various studies have
explored the influence of childhood trauma (Pearlman & Mac lan, 1995; Schauben &
Frazier, 1995; Way et al., 2007), clinical supervision (Bober & Regehr, 2005; Hunter &
Schofield, 2006), personal wellness (Brady et al., 1999; Bride, 2004; Schauben &
Frazier), and organizational factors (Linley & Joseph, 2007; Peariman &aviac
Schauben & Frazier) on the development of vicarious traumatization, there is no
application of a comprehensive model based on the constructivist self-development
theory examining the relationship among these variables. Few resediahers
investigated the combined influence of more than one of these variables on vicarious
traumatization. There is evidence from these studies that each of thebkesaiane
influences the development of vicarious traumatization (e.g. Bell, Kulkarni, tomal
2003; Way, et al.); however, there is a gap in the research exploring the combingtd impa
of these variables.

Rationale

The theoretical premise for this research is the constructivist seliogavent
theory, which explains that the development of vicarious traumatization is inftlbgce
a combination of therapist (i.e. identity, worldview, spirituality, childhood traumak w

(i.e. workload, clientele, organizational culture, organizational context, @sgts



stories of trauma), and supportive (i.e. wellness, self-care, clinical ssipansocial
support) factors (Pearlman & Saakvitne, 1995). Researchers have found that easé of th
factors alone has some influence on the development of vicarious traumatization;
however, the literature reveals that each factor does not alone predict the dentloppm
vicarious traumatization in counselors working with traumatized clients €Bal., 2003;
Bober & Regehr, 2005; Pearlman & Mac lan, 1995). “Unfortunately, the literatsre ha
not yet provided a systematic theoretical framework for understanding theesompl
interplay of the therapist, client, and contextual factors” that influencedheamd self

of the therapist working with traumatized clients (Peariman & Saakvitne, p. 8)
Researchers have explored the influence of each of these constructs aloaeiaunsvic
traumatization; however, no exploration of the combined influence of these constructs
has been studied.

Researchers have reported evidence the influence of various therapist, work, and
supportive factors on vicarious traumatization (Bell et al., 2003; Brady et al., 1988, Br
2004; Pearlman & Mac lan, 1995). Therefore, scholars have theorized that some
counselors may be more susceptible to developing vicarious traumatization than other
(Pearlman & Saakvitne, 1995). Many researchers focused on the influence of a
counselor’'s experience of past trauma (i.e. childhood trauma) on vicarious
traumatization. Literature regarding the influence of childhood trauma anous
traumatization is inconclusive; some studies report significant positivdatmns
(Bride, 2004; Pearlman & Mac lan), while others report no relationship (Adantts, Ma
& Harrington, 2001; Schauben & Frazier, 1995). Although a history of childhood trauma

seems to contribute to the development of vicarious traumatization in somegrargiti



it does not alone explain its incidence. In fact, the literature describingl#tiemship
between childhood trauma and vicarious traumatization is contradictory.

In addition to examining the influence of childhood trauma, Pearlman and
Saakvitne (1995) proposed that organizational factors significantly contribute to
practitioners’ vulnerability or resilience toward developing vicarioushatization.
Based on this proposition, researchers have attempted to identify the influsoae va
organizational factors have on the development of vicarious traumatization, including
workload (i.e. collective work responsibilities), clientele (i.e. perggntd traumatized
clients on caseload), administrative support, and organizational culture (i.ctativpsc
values, and emotional climate) (Bell et al., 2003; Trippany et al., 2004). Because
vicarious traumatization results from working with traumatized clientshrofithe
research on organizational factors focused on counselor workload and clientele.
According to the literature, the counselor’'s caseload seemed to influence tlupdwwrel
of vicarious traumatization (e.g. Bell et al.; Pearlman & Saakvitne; Trjppiaal.). There
is a gap in the literature regarding the influence of administrative support and
organizational culture on the development of vicarious traumatization; however, the
theoretical basis for the influence of these on the development of vicarioustizatioma
is strong (Bell et al., Neumann & Gamble, 1995; Pearlman & Saakvitne; Sexton, 1999).
Theorists suggest organizational factors greatly impact the developmecaidws
traumatization (McCann & Pearlman, 1990a; Pearlman & Saakvitne); however,
researchers have not conducted studies to examine the influence of adminsiygmed

or organizational culture on vicarious traumatization.



The literature reveals that certain supportive factors seem to prevambusc
traumatization. Theorists proposed both participation in clinical supervision and personal
wellness may decrease the development of vicarious traumatization itigonacsi
When first conceptualizing vicarious traumatization, McCann and Pearlman (1990a)
suggested that participation in clinical supervision could mediate the development of
vicarious traumatization in trauma counselors because it helps practitioaesd
professional isolation, normalize their reactions to trauma work, and promete self
awareness (Pearlman & Mac lan, 1995; Rosenbloom, Pratt, & Pearlman, 1999). Althoug
scholars have theorized clinical supervision can mediate the impact of vicarious
traumatization, there is little empirical research examining tiagioakhip between
participation in clinical supervision and the development of vicarious traunatizat
(Bober & Regehr, 2005; Hunter & Schofield, 2006; Pearlman & Mac lan).

In addition to participation in clinical supervision, theorists proposed that personal
wellness and self-care may prevent the development of vicarious trauroat(Batber,
Regehr, & Zhou, 2006; McCann & Pearlman, 1990a). Pearlman and Saakvitne (1995)
proposed a holistic wellness approach (i.e. including physical, emotional, cognitive,
spiritual, and social aspects of wellness) helps to prevent and alleviat@sggit
vicarious traumatization in trauma workers. After examining individual éspéc
wellness, various researchers concluded that counselors who reported partigipat
self-care or wellness activities were less likely to be impactedcayious traumatization
(e.g. Bober et al.; Bride, 2004; Sexton, 1999). Although researchers have examined the
relationships between certain wellness and self-care activities artug

traumatization (e.g. Bober et al.; Bride, 2004; Sexton, 1999), they have not examined the



influence of a holistic approach to wellness on the development of vicarious
traumatization.

Since the initial description of vicarious traumatization by McCann and Raarlm
(1990a), theorists have indicated a need to create a comprehensive model dekeribin
relationships among personal trauma history, clinical supervision, personasgeland
the organization on vicarious traumatization. Several researchers have ekdrmine
individual influences of these factors on vicarious traumatization; howevernaeses
have failed to develop an integrated model based on the constructivist self-devélopme
theory to determine the influence of personal trauma history, clinicahgsiper
personal wellness, and the organization on the development of vicarious trauamatizati
Currently, a comprehensive model of vicarious traumatization does not exist in the
literature.

Knowledge of the strength and direction of the relationships among childhood
trauma, personal wellness, supervisory working alliance, organizatioraisféice.
organizational culture and workload), and vicarious traumatization has inplisdtr
researchers, practitioners, and educators in the field of counseling. For exihgl
model indicates a strong causal path between organizational culture or woridoad a
vicarious traumatization, there will be implications for mental health orgaomsao
help prevent vicarious traumatization in practitioners working with trazettlients.
Testing a comprehensive model of vicarious traumatization is consistarhei
theoretical proposal by Pearlman and Saakvitne (1995) who call for a comprehensive
approach to examining the influence of vicarious traumatization based on the

constructivist self-development theory.



Purpose

The purpose of this study was to test a comprehensive model of factors
contributing to vicarious traumatization in professional counselors. A path model was
developed based on the constructivist self-development theory indicating that a
combination of childhood trauma, clinical supervision, personal wellness, and
organizational factors (i.e. organizational culture, workload) influence thedagement
of vicarious traumatization in professional counselors. A hypothesized model was
developed to explain the relationships among childhood trauma, personal wellness,
supervisory working alliance, organizational culture, workload, and vicarious
traumatization and will be tested in this study. Path analysis was used toexaeni
overall fit of the model to the data as well as the hypothesized directionansthaps
between childhood trauma, personal wellness, supervisory working alliance,

organizational culture, workload, and vicarious traumatization (see Figure 1).

Personal Organizational
Wellness Culture
Childhood Vicarious
Trauma »  Traumatization
y

T

Supervisory
Working
Alliance

Workload

Figure 1 Path model: A comprehensive model for vicarious traumatization.
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Research Questions
Q1 To what degree do the hypothesized relationships among childhood
trauma, personal wellness, supervisory working alliance, organizational

culture, workload, and vicarious traumatization in the path model fit the
data?

Q2  What are the direct effect of childhood trauma and the partial mediating
impacts of supervisory working alliance and personal wellness on
vicarious traumatization?

Q3 What is the direct effect of organizational culture on vicarious
traumatization?

Q4  What is the direct effect of workload on vicarious traumatization?
Definition of Terms

Vicarious Traumatization

For the purpose of this study, vicarious traumatization was operationally defined
as a unique construct from other forms of counselor impairment resulting frormgorki
with traumatized clients (e.g. countertransference, compassion fatgoedsry
traumatic stress, and burnout). Pearlman and Saakvitne (1995) broadly defined vicarious
traumatization as “the transformation in the inner experience of the thehgtisomes
about as a result of empathic engagement with clients’ trauma material”.(p. 31)
Vicarious traumatization refers to the impact of working with traumatizedtslon the
internal experience of the counselor rather than on external, observable syniptoms
describes the cognitive shift in practitioners resulting from working alients’ trauma
material; this cognitive shift describes a practitioner’s negativegehisncognitions
regarding self, others, and the world as a result of working with trauhatizats

(Pearlman & Saakvitne; Way et al., 2007).
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Childhood Trauma

Childhood trauma refers to a practitioners’ experience of trauma in #stir p
Although trauma is broadly defined any event a person witnesses or expetieice
involves “actual or threatened death or serious injury” (American Psychiatric
Association, 2000), Pearlman and Saakvitne (1995) proposed a practitioner’s experience
of childhood trauma is more likely to result in the development of vicarious
traumatization. Therefore, for the purpose of this study, personal trauma wesl def a
practitioner’s experience of physical abuse, emotional abuse, sexug| @tiyseal
neglect, or emotional neglect before the age of 18 years.
Personal Wellness

Personal wellness is defined holistically as a practitioners’ physimational,
cognitive, spiritual, and social wellbeing. Personal wellness is not meredpseace of
disease or psychopathology (Hettler, 1984; Myers & Sweeney, 2005a).
Clinical Supervision

Clinical supervision refers to a hierarchical relationship between a senior
counselor and a more junior counselor (Loganbill, Hardy, & Delworth, 1982). The
purpose of this relationship is to enhance the supervisee’s professional development,
monitor services provided by the supervisee, and attend to supervisee reactienssto c
(Loganbill et al.; Pearson, 2000). The supervisory working alliance refers qodhty of
the relationship between a supervisor and supervisee (Loganbill et al.).
Organizational Factors

Organizational factors refer to various aspects of the organizationzeub toi

influence the development of vicarious traumatization, including workload (i.e.toglec
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work responsibilities) and organizational culture (i.e., nature of the work, pay,
opportunities for promotion, administrative support, contingent rewards, communication,
and support from co-workers; Bell et al., 2003; Pearlman & Saakvitne, 1995; Trippany et

al., 2004).
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CHAPTER I
LITERATURE REVIEW
In this chapter, literature regarding vicarious traumatization ihegrted and
examined. Vicarious traumatization is differentiated from other formewiselor
impairment and distinguished as a unique form of impairment in professional counselors
working with traumatized clients. The symptoms, impact, and prevalence nbuga
traumatization are examined. The influence of various factors (i.e. orjan&dactors,
clinical supervision, personal wellness, and childhood trauma) on vicarious
traumatization in professional counselors is described. Theoretical waintlgsmpirical
research on vicarious traumatization are summarized and examined in this revie
The Unigue Nature of Trauma Work
The nature of the counseling profession requires practitioners to be continually
exposed to tragic stories of disempowerment, abuse, and trauma (Bride, 200dnyri
et al., 2004). Those working with traumatized clients are continually exposeglicgra
material and intrusive images of their clients’ stories of trauma and imest Witness to
human suffering” on a regular basis (Figley, 1995; Pearlman & Saakvitne, 1995, p. 301,
Trippany et al., 2004). Trauma can be broadly defined as an extreme event a person
witnesses or experiences resulting in actual or perceived threat of sejioy®r death
to self or others (American Psychiatric Association, 2000). Pearlman and 8aakvit
(1995) defined trauma as an experience, “associated with an event or enduring

conditions,” in which an individual experienced actual or perceived
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bodily injury or an individual’s inability to cope with or integrate the affectesponse
associated with an extreme event (p. 60). An individual may experience trdated te

a singular event (i.e. sexual assault, physical assault, school violenagsttattack,

natural disaster, automobile accident) or an enduring condition (i.e. childhood physica
emotional or sexual abuse, neglect, domestic violence, military combat; ABAmRan

& Saakvitne; Trippany et al.).

The incidence of trauma in the United States is immense and pervasive. For
example, an estimated one in four American women will experience a violent sexual
assault within their lifetime (Heppner et al., 1995), and one in six women and one in ten
men experience childhood sexual abuse (Ratna & Mukergree, 1998). Many clients
seeking treatment in community mental health facilities have survived someftyp
traumatic event in their lifetime. According to Bride (2004), “between 82% and 94% of
clients in mental health settings have experienced at least one traumalifetimee and
31% to 42% have experienced symptoms of posttraumatic stress” (p. 29-30). Due to the
prevalence of trauma in the United States, most professional counselors will ibork w
trauma survivors at some point in their professional lives (Bride; Trippary 2084).

According to scholars, working with traumatized clients presents a unique set of
challenges for practitioners (Knight, 2004; McCann & Pearlman, 1990a; Padima
Saakvitne, 1995). The trauma worker’s empathic connection with the client isl ¢oitica
the counseling relationship and subsequent therapeutic progress; howeverpétisem
connection leaves trauma workers affectively vulnerable (McCann &Raarl
Pearlman & Saakvitne). This affective vulnerability may lead to traumkensto

experience symptoms similar to their survivor clients including intensedseatif fear,
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helplessness, and lack of control (Figley, 1995; McCann & Pearlman; Sexton, 1999).
Because of the intense nature of trauma work, trauma workers have an thcrease
vulnerability to various forms of counselor impairment including substance abuse, affec
numbness, countertransference, burnout, compassion fatigue, and vicarious
traumatization (Bride, 2004; Figley; Pearlman & Saakvitne; Sexton; Trypgtaal.).

Due to the unique challenges of trauma work, working with this population
requires practitioners to receive specialized preparation, training, sipenand
ongoing professional support (Bell et al., 2003; Knight, 2004; McCann & Pearlman,
1990a; Pearlman & Saakvitne, 1995). Over the past decade, accrediting bodies and
professional organizations have emphasized the importance of trauma spéuifig tra
for those working with traumatized clients (American Counseling AssotiadCA,
2003; Council for Accreditation of Counseling and Related Educational Programs:
CACREP, 2009). The CACREP 2009 Standards emphasize the importance of
understanding the impact of trauma on practitioners, clients, and the counseling
profession and require counselor education programs to provide trauma specifig trainin
in order to prepare students to work with this population. In addition, ACA’s Task Force
on Counselor Wellness and Impairment recommended practitioners working with
traumatized clients seek trauma specific training and supervision throughout the
professional careers in order to manage the unique challenges of working svith thi
population (ACA). Over the past 30 years, the unique nature of trauma work has been
highlighted in the literature. Practitioners working with trauma expeei@ unique set of

challenges and need to receive ongoing trauma specific preparation, fraiming
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supervision in order to manage these challenges (Bride, 2004; Figley, 1995; Knight,
2004; McCann & Pearlman; Pearlman & Saakvitne; Sexton, 1999).
Overview of Vicarious Traumatization

Throughout the history of the counseling profession, theorists have described the
personal impact of working with clients. The potentially negative impact of codtinue
exposure to clients’ trauma material has received increased attentenitertature over
the past two decades (e.g. Figley, 1995; McCann & Pearlman, 1990a; Pearlman &
Saakvitne, 1995). To describe the unigue impact of working with traumatized clients on
practitioners, McCann and Pearlman (1990a) introduced the term vicarious
traumatization. Previously described forms of counselor impairment (i.e. burnout
countertransference, psychological abnormalities, and substance abagdpfail
encompass the unique manifestation of disruptive psychological effects on thoseworki
with traumatized clients (Pearlman & Saakvitne). All practitioneratiested to some
degree by their work with traumatized clients (Figley; McCann & Rear); however,
vicarious traumatization is a unique manifestation of this work that impacts the
personhood of the counselor, including his or her belief system, worldview,
psychological wellbeing, motivation, and affective responses (McCangaflrRan;
Pearlman & Saakvitne). This unique form of counselor impairment describes the
psychological effects of working with traumatized clients.
Defining Vicarious Traumatization

After working with traumatized clients and seeing the impact of this work
practitioners, McCann and Pearlman (1990a) conceptualized vicarious tzatimatio

describe the cognitive shifts and disruptive psychological effects of arawork.
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Vicarious traumatization is a distinct form of counselor impairment, whicatrides the
“transformation in the inner experience of the therapist that comes about a$ afresul
empathic engagement with clients’ trauma material” (Pearlman & Saaki995, p.
31). Essentially, vicarious traumatization describes a shift in the inepatience and
psychological wellbeing of practitioners working with traumatizeents. It
encompasses the negative impact of trauma work on the psychological functimhing a
worldview of the practitioner, and describes changes in a practitionefdgweoy,
identity, values, philosophy of life, and sense of the world (as described by the
constructivist self-development theory) as a result of prolonged exposurents 'cli
experiences of trauma (Pearlman & Saakvitne; Rasmussen, 2005; Way et al., 2007).
The negative impact of vicarious traumatization on a practitioner’s psychallogic
functioning and worldview result in both intra- and interpersonal difficulties @G
Pearlman, 1990a; Trippany, et al., 2004). Practitioners affected by vicarious
traumatization experience dramatic shifts in their perceptions about thesmsehers
and the world. Vicarious traumatization negatively influences a practisosense of
safety in the world and sense of control over life situations (Pearlman & Saakvitne
1995). For example, an affected practitioner may begin experience diffiaigting
people he or she previously trusted and feeling safe in previously unthreatenitgnsitua
or environments (McCann & Pearlman; Trippany et al.). Due to the negativetionpa
the practitioner’s sense of safety and trust, affected practitionersemnqeemterpersonal
difficulties as a result of their disrupted worldview. Changes in beliefgiassd with
vicarious traumatization often result in relational conflict and strainedoetsonal

relationships (Saakvitne & Pearlman, 1999). In order to understand vicarious
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traumatization and its unique manifestation in practitioners, it is important tostematbr
the constructivist self-development theory, which provides the theoreticaldais
phenomenon (McCann & Pearlman, 1990b; Pearlman & Saakvitne, 1995).
Constructivist Self-Development Theory

The constructivist self-development theory (CSDT) provides the theoretical
foundation for vicarious traumatization and its unique manifestation in trauma workers
(McCann & Pearlman, 1990a). CSDT is based on a constructivist foundation, which
purports that individuals construct personal realities based on the development of
perceptions or complex cognitive schemas used to interpret and make sense of life
experiences (Pearlman & Saakvitne, 1995; Trippany et al., 2004). In the proceés of sel
development, individuals recreate and restructure their realities and persdyased on
new life experiences (McCann & Pearlman). Thus, in order to adapt to the environment,
individuals’ beliefs, behaviors, and worldviews change based on new experiences
(Trippany et al.). Individuals make sense of new life experiences (i.e. cahtrpesure
to client’s traumatic stories) by adapting their views of reality basedeanunderlying
cognitive schemas, frame of reference, self-capacities, ego rescamdepsychological
needs (McCann & Pearlman, 1990b). Vicarious traumatization results when a
practitioner’s frame of reference, cognitive schemas, and psychdlogeds are
challenged by continued exposure to clients’ stories of trauma (McCamadnfan,
1990a).

An individual's frame of reference refers to his or her worldview, identity, a
belief system; it provides the foundation for viewing and creating meaningliegaelf

and the world (McCann & Pearlman, 1990b; Pearlman & Saakvitne, 1995). It
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encompasses the “framework of beliefs through which the individual interprets
experiences” and includes an individual’s identity, spirituality, and world{ieariman
& Saakvitne, p. 62). Based on their frame of reference, individuals attribute meaning t
life experiences in order to make sense of the world and their place in the world
(Pearlman & Saakvitne; Trippany et al., 2004). When working with traumatizsds;li
counselors try to make sense of why their clients experienced trauma aruviinei
personal reactions to the trauma based on their existing frame of refévie@anf &
Pearlman, 1990a). A practitioner’s worldview, identity, and belief systaynba
challenged when he or she is unable to make sense of traumatic events based on his or
her current frame of reference (Pearlman & Saakvitne; Saakvitne, 2002) alrgslex
when practitioners identify with clients (through empathic engagementheie
experienced trauma, they may have difficulty making sense of theseesx@srand
begin to feel vulnerable and unsafe in the world. A practitioner’s inability to neslse s
of the traumatic experiences of a client may result in disorientation, camfasd
difficulties in the therapeutic relationship (Trippany et al., 2004). Expenigricauma,
either personally or secondarily, inevitably impacts a practitionerklwiew, identity,
and spirituality (Pearlman & Saakvitne). In addition to changes in frame oémete
distortions in a practitioner’s cognitive schemas as a result of unmet psyiciabheeds
play a significant role in the development of vicarious traumatization (Raad
Saakvitne; Trippany et al.).

According to CSDT, cognitive schemas and psychological needs are related.
Cognitive schemas include the individual’s expectations, assumptions, and beliefs

regarding self and the world and are impacted by an individual's attempt tdismee
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her own psychological needs (McCann & Pearlman, 1990b; Trippany et al., 2004).
Individuals have five basic psychological needs including safety needs, esteds)
intimacy needs, trust needs, and control needs (Baird & Kracen, 2006). Although each of
these psychological needs is affected by trauma work, challenges tdi#topexts sense
of safety and trust seem to be most vulnerable when working with traumatized.clie

A sense of safety and security in the world provide the foundation for an
individual's psychological need for safety. Practitioners affected byioica
traumatization experience anxiety, fearfulness, and vulnerabilityessit of real or
imagined threats to their sense of safety. Subsequently, these practimagdsscome
overly cautious or panicked as a result of feeling unsafe in the world (Trigpat)y In
addition to safety needs, people have a psychological need to trust themselvég@nd ot
(McCann & Pearlman). Practitioners’ natural need to trust themselveshard otakes
them particularly vulnerable to vicarious traumatization; in fact, “the exposure
repeated client trauma shakes the trusting foundations upon which the counseladr’'s worl
rests” (Trippany et al., p. 33). Disruptions in their ability to trust othersresayt in
suspiciousness and increased feelings of vulnerability. Although not as ¢te il
development of vicarious traumatization, the psychological needs of intimassmest
and control may also be challenged as a result of continued exposure to cligetsodtor
trauma. Intimacy, esteem, and control refer to an individual’s need to feel cahieect
others, value themselves and others, and experience a sense of control (McCann &
Pearlman; Pearlman & Saakvitne; Trippany et al.).

Psychological needs are universal and determine how an individual processes

information from the environment (McCann & Pearlman, 1990b; Trippany et al., 2004).



21

Based on their psychological needs, people develop a set of cognitive scheratss (beli
about self, others, and the world; Pearlman & Saakvitne, 1995). These cognitive schemas
provide a lens through which the individual views the world and subsequent life events
(McCann & Pearlman; Pearlman & Saakvitne). Practitioners workingtraitimatized
clients actively restructure and recreate their perceptions andesebbased on the
interaction between their personal psychological needs and clients’ stiotri@sma
(Pearlman & Saakvitne). In response to continued exposure to details of clients’
traumatic experiences, practitioners adapt their belief systems alulieas to make
sense and meaning of these events (McCann & Pearlman; Pearlman & Saakvitne).
Changes in clinicians’ cognitive schemas as a result of trauma work@mecomulative
in nature; each new story of trauma reinforces negative psychological and cognitive
changes (McCann & Pearlman; Pearlman & Saakvitne). For exampletia@racmay
begin to believe people cannot be trusted after hearing a plethora of cliantgtica
experiences. She may then decide to protect herself from the pain her clients have
experienced by not trusting others.

CSDT also describes aspects of the individual that may protect some prastitione
from developing vicarious traumatization. An individual's self-capacities gad e
resources may guard him or her from the negative impact of trauma work (McCann &
Pearlman, 1990a; Pearlman & Saakvitne, 1995). Self-capacities describe an itidividua
intrapersonal abilities that help him or her to maintain a coherent, consistenvsselée
across time and situations. This allows practitioners to manage emotionsiataimaa
positive sense of self and interpersonal relationships (Trippany et al., 2004fyalikee

of reference and psychological needs, self-capacities are susceptitsielftions as a
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result of vicarious traumatization; however, they may also protect poaetis from the
negative impact of trauma work when practitioners are able to maintain a qunsestse
of self despite continued exposure to clients’ stories of trauma (PearliS8aal&itne).
Similarly, ego resources may protect certain practitioners from tigine impact of
trauma work. A individual’s ego resources refer to his or her interpersonéieaihich
help meet his or her psychological needs and include awareness of psychologgal nee
striving for personal growth, anticipating consequences, and establiseamgngful
interpersonal relationships (McCann & Pearlman). Practitioners with stgang e
resources are less susceptible to vicarious traumatization because otteesed
ability to set boundaries and self-protect from the negative impact exdénesdors
(Pearlman & Saakvitne; Trippany et al.). Those with established seléitias and ego
resources are less vulnerable to vicarious traumatization because theg atestéeptible
to changes in frame of reference and cognitive schemas as a resultroiedetkposure
to stories of trauma.

According to CSDT, practitioners’ responses to clients’ stories of traufiea dif
based on their existing frame of reference, cognitive schemas, psychologits| self-
capacities, and ego resources (Trippany et al., 2004). Practitioners devetmusica
traumatization when they are unable to maintain a consistent sense of selkarsbnse
of clients’ traumatic stories based on their existing frame of refer@icCann &
Pearlman, 1990a). The negative impact of vicarious traumatization has gained
recognition in the mental health field over the past two decades as professional
organizations have begun to recognize the impact of professional impairment on the

helping professions (Stadler, Willing, Eberhage, & Ward, 1988).
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Counselor Impairment

Although professional impairment has plagued the helping professions for
centuries, the issue of professional impairment went unrecognized in theldaratil
the 1970s. Along with the wellness movement, professionals began to recognize the
negative impact of professional impairment in the helping professions (Stadler
1988). The American Medical Association (AMA) was the first professionahaaton
to formally recognize and describe professional impairment (Stadley £288).
According to the AMA, impaired physicians were described as those profdssidma
could not deliver competent care due to “alcoholism, chemical dependency, or mental
illness” (Kempthorne, 1979, p. 24). Subsequently, the National Association of Social
Workers (NASW) and the American Psychological Association (APA) rezedrand
described the negative impact of professional impairment in social workers and
psychologists (Olsheski & Leech, 1996; Reamer, 1992; Stadler et al.). At the 1981
Annual Convention, APA held the first open forum on practitioner impairment where
professionals identified “physical and emotional handicaps, alcohol and chemica
dependencies, sexual intimacies with clients or students, mental illnessjade’ s
forms of practitioner impairment (Stadler et al., p. 66). It was not until 1988 thialthe
of counseling recognized counselor impairment when Stadler et al. proposed counselors
were also susceptible to impairment. As a result of Stadler et al.’s prapesaCA
formed the Task Force for Impaired Counselors in 1991 to describe the impact of
practitioner impairment on the profession and develop recommendations to dédusease
impact (ACA, 2003; Olsheski & Leech). Since the initial recognition of prangti

impairment, researchers and scholars have paid increased attention tedlenpecand
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impact of counselor impairment on practitioners and clients (ACA; Emerson Kolslar
1996; Reamer).

Over the past two decades, scholars have described various forms of counselor
impairment including vicarious traumatization, compassion fatigue, burnout, suéstanc
abuse, and other forms of psychological impairment including depression and anxiety
(Bride, 2004; Figley, 1995; McCann & Pearlman, 1990a; Trippany et al., 2004). The
ACA (2003) Task Force on Impaired Counselors broadly defined therapeuticnmapta
as anything that has a “significant negative impact on a counselor’s poofassi
functioning which compromises client care or poses the potential for harm teetité cl
(p- 1). Impaired counselors previously demonstrated clinical competence, which
subsequently diminished due to life circumstances or experiences (AC#NAwhich
compromise client care are not uninformed or malicious but directly result from the
impaired physical, psychological, or emotional functioning of the practitig@A;

Stadler et al., 1988). In addition to defining counselor impairment, the Task Force on
Impaired Counselors described the impact of impairment on the personal and
professional lives of affected practitioners.

As a result of impairment, counselors often experience difficulties in their
personal and professional functioning (ACA, 2003; Emerson & Markos, 1996).
Impairment negatively impacts the physical, psychological, and emotionabfungtof
affected practitioners. Common manifestations of counselor impairment include
substance abuse, depression, anxiety, personal crises, temporary emotidaacenba
burnout, and physical illness or distress (ACA: Emerson & Markos). In addition to

personal difficulties, impaired practitioners experience significapairment in their
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professional functioning (ACA; Stadler et al., 1988). By definition, impairmesuttsein
compromised client care and client harm often resulting from interruptions in the
practitioner’'s empathic abilities (ACA; Pearlman & Saakvitne, 1995). Caomnsel
impairment negatively impacts the counseling relationship and often results in
misdiagnosis, compromised therapeutic boundaries, and loss of commitment to the
therapeutic process (ACA; Pearlman & Saakvitne; Sexton, 1999). Clearly, vanioss f
of counselor impairment negatively impact the practitioner, client, and counseling
profession (ACA; Stadler et al.).

The Task Force on Impaired Counselors identified vicarious traumatization as a
form of counselor impairment (ACA, 2003). Although similar to other forms of counselor
impairment, McCann and Pearlman (1990a) described vicarious traumatization as a
unique manifestation of trauma work on practitioners. With its basis in the coivsstuct
self-development theory and work with traumatized clients, vicarious treaatian is a
unique construct which conceptually differs from other forms of counselor mgatir
including countertransference, burnout, and compassion fatigue (Figley, 1995; McCann
& Pearlman; Pearlman & Saakvitne, 1995).

Countertransference

Countertransference is a psychoanalytic term, which is broadly defined as a
practitioner’s personal, affective response to his or her client. In refgacdsinselor
impairment, countertransference refers to a counselor’s conscious or unconscious
negative affective response to a particular client's emotional exposuckdrapast
personal experiences. This affective reaction impedes the therapeutisypanc

prevents the practitioner from interacting therapeutically with tleatc{Cohen, 1952).
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Countertransference reactions are felt within the context of a practitbeer
relationship and do not influence the practitioner’s beliefs about self, others, and the
world (Cohen; Pearlman & Saakvitne, 1995). Although vicarious traumatization also
refers to a practitioner’'s negative affective response to a cliemtis&r material, it refers
to the cumulative impact of doing trauma work on his or her belief system (Pearlman &
Saakvitne; Trippany et al., 2004). Vicarious traumatization affects the counastdate
of counseling sessions and impacts all aspects of his or her life, whereas
countertransference reactions are often limited to specific clientgioseling sessions
(McCann & Pearlman, 1990a; Pearlman & Saakvitne; Trippany et al.).
Burnout

Like countertransference, burnout is a related yet distinct phenomenon from
vicarious traumatization. Unlike other forms of counselor impairment, burnout can occ
in any profession, tends to manifest itself over time, and refers to psycholdgsaland
feeling overwhelmed (Dunkley & Whelan, 2006; Emerson & Markos, 1996). In the
counseling field, burnout encompasses a practitioner’s sense of physical aimhamot
exhaustion in relation to job stress (Roach & Young, 2007). Often, burnout is related to
job and organizational pressures rather than the specific impact of working wi
traumatized clients and can be mediated by job change or taking a vacation (ACA, 2003;
Bell et al., 2003). Burnout is described as the broader impact of psychologisal str
related to working with traumatized clients and includes practitionezlhgs of
emotional strain, professional isolation, and inadequacy; it refers to job relatesbss

that can occur across professions, whereas vicarious traumatization deduaibges in
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a practitioner’s belief system as a direct result of working with tréimathclients
(McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995; Trippany et al., 2004).
Compassion Fatigue

Another form of counselor impairment most often confused with vicarious
traumatization is compassion fatigue, also referred to as secondaryticagtness.
Figley (1995) proposed that “people not directly at risk in traumatic situations
nevertheless can become traumatized — that knowing and especiallygtseati@one
who is traumatized is the systemic connector that links the traumatiog®aind
emotions of the primary to the secondary victims” (p. xvi). Compassion fatigus refe
the development of symptoms of posttraumatic stress disorder (PTSD) inqoracsit
working with traumatized clients. As a result of their work with traumatifiedts,
practitioners experiencing compassion fatigue experience PTSD#ikg@mMs including
intrusive imagery of the traumatic event, intense fear, avoidance, and loysatar
(Figley). Although compassion fatigue and vicarious traumatization deskalpotential
negative impact of trauma work, these phenomena differ conceptually (e.g. Bride, 200
Figley; Pearlman & Saakvitne, 1995). Counselors may develop compassion ifatigue
response to working with one traumatized client, and PTSD-like symptoms may be
related to a particular client’s traumatic experience; whereasiousaraumatization
results from continued exposure to clients’ stories of trauma. In addition, coompass
fatigue manifests in practitioners through symptoms similar to PT$Dresult of
working with traumatized clients; vicarious traumatization refers tontipact of this
work on a practitioner’s frame of reference and cognitive schemas (Hrgayman &

Saakvitne).
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Although confused with other forms of counselor impairment, vicarious
traumatization is conceptually different than countertransference, burnout, and
compassion fatigue. Despite the original authors’ (of vicarious traurnatizeerature)
distinction, subsequent theorists and researchers often fail to distinguisbuacar
traumatization from other forms of counselor impairment (e.g. Nelson-Gardidirés,
2003; Sabin-Farrell & Turpin, 2003). In fact, Baird and Kracen (2006) described a lack of
conceptual clarity in the literature distinguishing vicarious trauwaatin from other
forms of counselor impairment including countertransference, burnout, and compassion
fatigue. Although there is a lack of conceptual clarity in the literahwre flar, vicarious
traumatization, with its basis in the constructivist self-development thisory
conceptually different from other forms of counselor impairment. For the purpdss of t
study, vicarious traumatization will be operationally defined as a unique @otrfstm
other forms of counselor impairment resulting from working with traundhthents (i.e.
compassion fatigue, secondary traumatic stress, and burnout). This distinction is
necessary because factors contributing to vicarious traumatization ahffetHose
contributing to other forms of counselor impairment (Peariman & Saakvitne, 1995).

Impact of Vicarious Traumatization

Research examining the exact number of practitioners impacted by ugario
traumatization is limited due to confusion regarding what constitutes vicarious
traumatization. Because many researchers failed to distinguistous@raumatization
from other forms of counselor impairment (e.g. Nelson-Gardell & Hal®&3;2Sabin-
Farrell & Turpin, 2003), there are few studies specifically examiningivicsr

traumatization and its impact on trauma workers. Data on the number of praitione
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affected by vicarious traumatization are not available and difficult toqirdaiwever,
theorists proposed all counselors working with traumatized clients are edpgact
continued exposure to stories of trauma (Pearlman & Saakvitne, 1995). McCann and
Pearlman (1990a) described vicarious traumatization as a normal reaction @ traum
work. Vicarious traumatization has been further described as an unavoidable,
occupational hazard for trauma workers (Pearlman & Saakvitne). Theulitecat
vicarious traumatization purports this phenomenon is an immense and pervasive problem
among professional counselors working with traumatized clients (McCannr&aea
Pearlman & Saakvitne) and is a normal counselor adaption “to recurrent césat{zd
traumatic material” (Trippany et al., 2004, p. 32). Symptoms of vicarious trenatna

are viewed as counselors’ attempts to adapt and make sense of clientstitcrauma
experiences (Saakvitne & Pearlman, 1996).

Although the exact number of practitioners affected by vicarious traunmatizsit
unknown, scholars have described the negative impact of vicarious traumatization on
trauma workers as pervasive and potentially debilitating. In fact, vicaramwsatization
affects a practitioner’s “ability to live fully, to love, to work, to play, to créf@earlman
& Saakvitne, 1995, p. 281). Practitioners suffering from vicarious traumatization ofte
report a shaken sense of themselves and the world, which results in significant
impairment in personal and professional functioning (McCann & Pearlman, 1990a;
Pearlman & Saakvitne; Trippany et al., 2004; Way et al., 2007).

On a personal level, vicarious traumatization affects practitioners’ psypoal,
cognitive, spiritual, physical, and interpersonal wellbeing (McCann & Paarl@®90a;

Rasmussen, 2005; Way et al., 2007). As a result of continued exposure to client’s stories
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of trauma and “bear[ing] witness to human suffering” (Pearlman & Saakvitng, p99
301), practitioners’ beliefs about themselves, others, and the world are challenged
(McCann & Pearlman; Rasmussen; Trippany et al., 2004). When practitionee$s beli
about self, others, and the world are challenged, they often develop an increased
awareness of their own personal vulnerability, which may cause them to fafd ims
the world, confused, angry, sorrowful, helpless, depressed, and disengaged (P&arlman
Saakvitne; Saakvitne & Pearlman, 1996). Intrapersonal challenges assodiated wi
vicarious traumatization (i.e. changes in affective style and worldvienaupled with
interpersonal or relational challenges as a result of the practitiahemngpted worldview
and belief system (Pearlman & Saakvitne; Saakvitne & Pearlman). Intarplys
affected practitioners tend to be less emotionally available to or trustothet,
resulting in strained interpersonal relationships (McCann & Pearlman; Seakvi
Pearlman; Trippany et al.). Feelings of increased vulnerability iassdavith vicarious
traumatization may cause once trusting practitioners to begin to doubt the goodhess of t
world and other people, often resulting in either increased dependence on or distance
from significant others (Pearlman & Saakvitne; Trippany, et al.). In addii the intra-
and interpersonal difficulties the practitioner experiences, vicarious ateaation also
negatively impacts the affected practitioners’ professional functioning.

Vicarious traumatization not only affects the counselor’s personal lifdsmtree
counseling process. Due to interpersonal difficulties experienced loyeaffe
practitioners, the therapeutic relationship is consequently affected. iBrecstsuffering
from vicarious traumatization often experience an interruption in empathitesghaind

have difficulty maintaining a therapeutic stance (Pearlman & Saakvitne, 36%&n,
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1999; Trippany et al., 2004). Often, symptoms of vicarious traumatization cause the
affected practitioner to avoid discussions of traumatic events, to prematurelglipash

to reveal details of the traumatic events, or to become less emotionalabéal

counseling sessions (Trippany et al.). In addition to difficulties in thepgbetia

relationship, vicarious traumatization results in practitioners’ comprorthgedpeutic
boundaries, misdiagnosis, diminished ability to attend to client needs, and loss of energy,
optimism, and commitment (Peariman & Saakvitne; Sexton; Trippany et ahpt&ys

of vicarious traumatization clearly impact the personal and professionabfiadfected
practitioners.

Although vicarious traumatization is a normal, adaptive response to working with
traumatized clients, not all practitioners experience vicarious tralahatizas a result of
trauma work. Scholars have theorized that some counselors may be more sugoeptible
developing vicarious traumatization than others (McCann & Pearlman, 1990a; Baakvit
& Pearlman, 1996). Based on the constructivist self-development theory, Pearlman &
Saakvitne (1995) proposed that the development of vicarious traumatization is influenced
by a combination of therapist, work, and supportive factors.

Factors that Influence Vicarious Traumatization

The theoretical basis for this research study comes from Pearlman and
Saakvitne’s (1995) proposal based on CSDT that the development of vicarious
traumatization is influenced by a combination of therapist (i.e. identity, wevldvi
spirituality, personal trauma history), work (i.e. workload, clientele,rorgéional
culture, organizational context, exposure to stories of trauma), and supportive (i.e.

wellness, self-care, clinical supervision, social support) factors. Sptwfors identified
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by scholars which influence the development of vicarious traumatization include
organizational factors, supportive factors (including clinical supervision asdrzer
wellness), and personal trauma history (McCann & Pearlman, 1990a; Pearlman &
Saakvitne). According to theorists, the most influential factors on the development
vicarious traumatization include organizational factors, clinical supervisicsoms
wellness, and a history of childhood trauma (e.g. McCann & Pearlman; Peariman &
Saakvitne; Rosenbloom et al., 1999). Despite the theoretical importance of eadeof th
constructs in the development of vicarious traumatization, the researcmagqeach of
these constructs is unequal. Although scholars proposed each of these facemsesfl
the development of vicarious traumatization, researchers have failed to esamine
comprehensive theoretical framework for the development of vicarious traatiaati
(Pearlman & Saakvitne). Due to the theoretical importance of each of thews fa
(McCann & Pearlman; Pearlman & Saakvitne), a comprehensive overview obedrat
examined regarding each of these factors will be further examined in tlag/revi
Organizational Factors

Several organizational factors including organizational culture or context,
organizational support, work environment, and workload or caseload influence the
development of vicarious traumatization in practitioners working with tramethtlients
(Bell et al., 2003; McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995). Based on
the work of Norcross and Prochaska (1986), which highlighted the role of organizational
context on practitioner’s stress level, Pearlman and Saakvitne proposed that
organizational factors significantly contributed to practitioners’ regibeor vulnerability

toward developing vicarious traumatization. Much of the current empirical casear
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regarding organizational factors and counselor impairment focused on counselor burnout
rather than vicarious traumatization (Jayaratne & Chess, 1984; Schulz,egréenl

Brown, 1995); however, many of the research findings in this area apply to vicarious
traumatization. Currently, only four empirical studies addressed spexanizational

factors in relationship to vicarious traumatization (Brady, et al., 1999; Lélkyseph,

2007; Pearlman & Mac lan, 1995; Schauben & Frazier, 1995). Much of the literature
regarding organizational factors and vicarious traumatization is thedneaticer than

empirical in nature (Bell et al., 2003; Pearlman & Saakvitne; Saakvitneagniran,

1996).

Organizational culture or context refers to the expectations, values, and eimotiona
climate of an organization (Bell et al., 2003; Pearlman & Saakvitne, 1995).
Organizational emotional climate and values tend to be resistant to change amol seem
permeate the history of most organizations. Specifically relatedumé work,
organizational culture describes how practitioners are expected to expanentange
the personal and professional impact of trauma work (Bell et al.). Conceptuadly, wh
organizations are committed to normalizing the experience of symptoms related t
vicarious traumatization, practitioners are empowered to express theileexpsrin a
supportive environment rather than feeling ineffective and disempowered (Bell et a
Pearlman & Saakvitne; Rosenbloom et al., 1999). A positive emotional climate provides
a safe environment for practitioners to explore the personal and professioralaipa
trauma work (Hunter & Schofield, 2006; McCann & Pearlman, 1995a; Sexton, 1999).
Organizational politics influence an organization’s culture. Often, mendtthregencies

are negatively impacted by organizational politics and administrators winotarained
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as mental health professionals. Burnout researchers indicated practitiondrsggvn
mental health agencies were often more stressed than those working in pagate pr
due to the impact of a negative organizational climate (Ackerly, Bukhaldler, &
Kurdek, 1988). A negative organizational climate and high level of stress maipatant
to a practitioner’s increased vulnerability to vicarious traumatizatione@Gilyr
researchers have not conducted empirical studies to describe the relptbmtaigen
organizational culture and vicarious traumatization.

Conceptually, organizational support is related to organizational culture. An
organization’s culture is often impacted by the level of support provided for praetii
Organizational support refers to the level of peer and administrative supporti#operc
experiences (Bell et al., 2003). When organizations failed to create a supportive
environment for counselors working with trauma survivors, theorists predicted they
would experience an increased vulnerability to vicarious traumatizatiorinifReas
Saakvitne, 1995; Sexton, 1999). A supportive organizational environment is predicted to
create a place for practitioners to share and reflect on their experadveesking with
traumatized clients (Pearlman & Saakvitne). According to Neumann and Gamble (1995)
supportive organizations provided a supportive environment for practitioners to struggle
with personal and professional difficulties experienced as a result of traorka
Supportive organizations promoted self-care, provided flexible vacation timgnieed
the value of training and education, and devoted time to managing organizational
dynamics (Bell et al.; Neumann & Gamble; Trippany et al., 2004).

Without organizational support, practitioners tended to feel more isolated and

helpless in their work with traumatized clients. Lack of organizational suppalicped a
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greater sense of personal and professional isolation and increased the likelihood of
experiencing symptoms of vicarious traumatization as a result of traurkdBedk et al.,
2003; McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995; Sexton, 1999).
Promoting teamwork within the organization provided a supportive environment and a
sense of shared responsibility for the burden of working with traumatized Bttt

al.; McCann & Pearlman). Although there are theoretical implications fonizageonal
support, there is a gap in the literature regarding the relationship betvgamizational
support and the incidence of vicarious traumatization.

Because vicarious traumatization results from working with traumatizeat |i
much of the research on organizational factors focused on counselor workload and
exposure to traumatized clients (Brady et al., 1999; Pearlman & Mac lan, 1995).
Workload refers to the collective work responsibilities of the practitiondydmg
paperwork, meetings, trainings, supervision, administrative duties, and work iefitts cl
whereas caseload and exposure to traumatized clients refer to the sfieoifsca
practitioner encounters on a weekly basis (Bell et al., 2003). McCann and Pearlma
(1990a) hypothesized that practitioners with more exposure to traumatizes atent
more likely to develop vicarious traumatization because of the amount of exposure to
trauma. On the other hand, having diverse caseloads enables practitioners to avoid
developing a traumatic worldview by keeping stories of trauma in perspdseile al.;
Pearlman & Saakvitne, 1995). Rosenbloom et al. (1999) suggested organizations vary the
types of cases each practitioner manages as well as types of warkgjiuation,

research, training, counseling, an clerical) in order to mitigate the irapmauma work.
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Researchers have conducted four empirical studies which describe the
relationship between exposure to traumatized clients and vicarious tratimatiBaady,
et al., 1999; Linley & Joseph, 2007; Pearlman & Mac lan, 1995; Schauben & Frazier,
1995). The most widely recognized and frequently cited studies are those conducted by
Schauben and Frazier and Pearlman and Mac lan. Pearlman and Mac lan conducted a
study to examine the effects of trauma work on counselors. They examineduéeaafl
of the length of time working with traumatized clients, current exposure taslie
trauma material, personal therapy, work setting, supervision, education, and Ipersona
trauma history on vicarious traumatization. The Trauma Stress Institieé Beale was
used to measure vicarious traumatization. Based on the constructivistveddfpdeent
theory, this instrument measures safety, self-trust, self-intimad&gsteem, and other-
esteem. In relation to caseload, researchers reported a negativeioor(ekat.22; p
<0.01) between percentage of traumatized clients on a practitioner’s dasetbaiews
of self-trust, indicating only a small effect. Those with more traumditients on their
caseloads reported lower levels of self-trust. According to this study, only téhaelf-
trust were influenced by caseload (Pearlman & Mac lan).

Schauben and Frazier (1995) conducted a study to measure the effects of working
with sexual violence survivors on female counselors. Researchers coltdotatation
regarding work information (i.e. percentage of traumatized clients, number of hours pe
week working with traumatized clients, and how many years working witiveus),
counselor victimization history, vicarious traumatization, PTSD, negatieetaffurnout,
and coping strategies. Results indicated that counselors whose curresacasel a

higher percentage of traumatized clients reported more disruptions in vegaiiemas
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(r = .16; p<0.05) as indicated by the Trauma Stress Institute Belief Scateforage
Schauben and Frazier concluded counselors with more exposure to traumatized client
experienced higher levels of vicarious traumatization.

Brady et al. (1999) designed a research study to examine the impact of working
with traumatized clients on women psychotherapists. As a part of this studychesga
examined the influence of percentage of trauma survivors on current caseloads, numbe
of survivors on current caseload, average number of survivors over career, pergentage
survivors over career, and exposure to graphic details of trauma on the development of
vicarious traumatization. They used the Trauma Stress Institute BedieftSaneasure
vicarious traumatization, and participants self-reported percentages and somber
traumatized clients. Effect sizes for each of these results werded. According to
one-way ANOVA results, researchers concluded no relationship betwedowscar
traumatization and percentage of trauma survivors on current casetea@D{0),
number of survivors on current caseloB3=0059), average number of survivors over
career R°=.0004), percentage of survivors over car@#0000), or exposure to graphic
details of abuseRf=.0026). This study indicated no statistically or practically significant
relationship between vicarious traumatization and caseload (Brady et al.).

In their study, Linley and Joseph (2007) examined factors which positively
impacted a practitioner’s well-being. One factor examined was foaeti workload,
which researchers operationally defined as hours per week spent with cliemn@g
contrary to previous studies, Linley and Joseph concluded practitioners who spent more
time per week with clients reported higher levels of personal grawth23;p < 0.01)

and positive psychological changes=(.16;p < 0.05) than their counterparts who spent
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less time per week with clients. Although these findings seem contrarwioyse
findings, a limitation of the study is researchers did not have subjects spheityew
they were working with traumatized clients. Therefore, results could belaots
practitioners working with higher functioning clients and lacking exposuretesiof
trauma. Empirical research examining the relationship between casetbadanous
traumatization indicated some relationship between increased percentagenatized
clients on a practitioner’s caseload and vicarious traumatization (Paalidac lan,
1995; Schauben & Frazier, 1995).

According to the few studies conducted examining the relationship between
organizational factors and vicarious traumatization, researchers havedszhcl
practitioners with a higher percentage of traumatized clients on thelo@dse
experience more disruptions in cognitive schemas related to vicarious tzatimathan
their counterparts; however, these conclusions are based on small effgcivbizh lack
practical significance (Pearlman & Mac lan, 1995; Schauben & Frazier, 1998jesS
examining the relationships between vicarious traumatization and other otigaraiza
factors believed to influence its development (i.e. work environment and organikationa
support) have not been conducted despite the vast call for such studies in the literature
(Bell et al., 2003; McCann & Pearlman, 1990a; Pearliman & Saakvitne, 1995). Gurrentl
there is a lack of research describing the impact of organizational faottine
development of vicarious traumatization in professional counselors working with
traumatized clients. Theorists predicted the impact of organizationalecahdr
organizational support on practitioners’ resilience or vulnerability to develepagous

traumatization (McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995; Rosenbloom
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et al., 1999); however, there are no empirical studies to determine the impaceof thes
factors on trauma counselors. In order to provide a comprehensive explanation of the
development of vicarious traumatization, organizational factors including oatjanil
culture, organizational support, and workload or caseload must be examined (RP&arlma
Saakvitne).

Clinical Supervision

In addition to describing the impact of organizational factors on vicarious
traumatization, scholars have recommended participation in clinical superasion t
mitigate the potentially negative impact of trauma work. McCann and Pearli920a)
suggested that participation in clinical supervision could mediate the development of
vicarious traumatization in trauma counselors. In fact, clinical supervisiesesitzal to
the prevention of vicarious traumatization as well as the healing procesxtigmers
already experiencing symptoms (Bell et al., 2003; Bober & Regehr, 2005)tK2dp4;
Pearlman & Saakvitne, 1995; Rosenbloom et al., 1999). Because of the healing and
preventative nature of clinical supervision, trauma counselors have an ethical
responsibility to participate in clinical supervision despite level of expegi¢Pearlman
& Saakvitne; Trippany et al., 2004).

Various types of clinical supervision are utilized in the mental health field.
Supervision theories are as diverse as counseling theories; however, mosst theor
recognize the importance of the supervisory alliance or relationship (Re2089;
Watkins, 1997). Clinical supervision, as opposed to peer supervision, is a hierarchal
relationship between a senior counselor and a more junior counselor (Loganbill et al.,

1982; Pearlman & Saakvitne). The relationship between supervisor and supervisee is
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critical to the supervisory process, which serves to enhance the superviskssiqgnal
development, monitor services provided by the supervisee, and attend to supervisee
reactions to clients (Loganbill, et al.; Pearson; Saakvitne & Pearlman, 199 atiarr

to trauma work, Pearlman and Saakvitne (1995) described essential components to
supervision with trauma counselors, which included a solid theoretical understanding of
the effects of trauma on practitioners and clients, a focus on the superviabonsaip,
and providing a safe environment for supervisees to recognize and attend to
countertransference and parallel process. Others have also recogningobotti@nce of
the supervisory relationship in alleviating the impact of trauma work, vicarious
traumatization, and countertransference in clinical supervision (Knight, 200#mBRea

& Mac lan, 1995; Rosenbloom et al., 1999).

Quiality clinical supervision often helps practitioners to avoid professional
isolation, normalize their reactions to trauma work, and promote self-awarédnes
healthy supervisory relationship creates a safe environment for pracsittoragebrief
and process reactions to clients’ trauma material (Knight, 2004; Trippahy260#). In
order for trauma supervision to be effective, supervisors must foster an “atneogpher
respect, safety, and control for the therapist who will be exploring the diffisuks
evoked by trauma therapy” (Rosenbloom et al., 1999, p. 77). This supportive
environment provides a place for trauma workers to sort through beliefs and emotions
regarding trauma work in order to avoid developing vicarious traumatizationetBs!|
2003). In addition, clinical supervisors help to prevent professional isolation by
normalizing the counselor’s experience of symptoms of vicarious traumaniZBell et

al.; Pearlman & Saakvitne, 1995). In addition to emotional support, supervisors need to



41

teach counselors about vicarious traumatization in a respectful and supportive way.
Education provided by supervisors in clinical supervision can not only normalize the
effects of trauma work but increase counselors’ sensitivity to theefiéricarious
traumatization in themselves and others (Bell et al.; Pearlman & Saakvitne).

Although experts have described a need for clinical supervision to decrease the
impact of vicarious traumatization, there is little empirical redeaxamining the
relationship between participation in clinical supervision and the development of
vicarious traumatization (Bober & Regehr, 2005; Hunter & Schofield, 2006; Knight,
2004; Pearlman & Mac lan, 1995; Sommer & Cox, 2005). Few quantitative studies have
examined this relationship, and those that have seemed to examine it as an dfierthoug
(Bober & Regehr; Pearlman & Mac lan). Pearlman and Mac lan first stuied t
relationship between participation in supervision and vicarious traumatizatiogirnn t
study which examined the overall effects of trauma work on counselors. As a pait of the
study, researchers asked participants if they were currently pating in clinical
supervision on a regular basis. Only sixty four percent of the 188 clinicians were
participating in clinical supervision at the time. Participants who indichtdwere not
participating in clinical supervision reported higher levels of disrupted cogsithemas
associated with vicarious traumatization as indicated by higher scores drathma
Stress Institute Belief Scale. The specific correlation coeffida@ clinical supervision
and disrupted cognitive schemas was not reported in the study.

Similarly, Linley and Joseph (2007) examined the relationship between klinica
supervision and positive well-being in practitioners. Participants were askespond

yes or no to the question, “Do you receive formal supervision or support for your work as
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a therapist?” (p. 392). Those actively patrticipating in clinical supervisiondiegaheir
work with clients experienced greater levels of personal growth.

Bober and Regehr (2006) found no statistically significant relationship between
participation in clinical supervision and vicarious traumatization. In this study
researchers examined strategies for reducing vicarious trauneatimapractitioners
working with traumatized clients. One limitation to this study is its faitordistinguish
between secondary traumatic stress and vicarious traumatization; howsearchers
used two different measures to assess these phenomena. The TraumatlosSigs
Belief Scale was used to measure vicarious traumatization and the thgaents Scale
was used to measure secondary traumatic stress. In order to determingitimsinga
between vicarious traumatization and supervision, only results from the Trautnegs S
Institute Belief Scale are examined. Researchers found there wagstwaligt
significant relationship between participating in clinical supervision eoces on the
Traumatic Stress Institute Belief Scale indicating no relationshvpeleet these
constructs.

In addition to quantitative studies, researchers conducted qualitative studies in
attempt to describe the relationship between vicarious traumatization angbatoticin
clinical supervision (Hunter & Schofield, 2006; Sommer & Cox, 2005). Hunter and
Schofield (2006) created a qualitative study to examine personal, professional, and
organizational strategies trauma counselors implemented to cope with theafpac
working with traumatized clients. Researchers inquired about participaeisof
clinical supervision. They reported all participants described participatidmical

supervision as an important coping strategy. Participants indicated a positigssuge
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alliance, an opportunity to debrief and explore personal reactions to clientssstba
supervisor’s ability to balance positive and constructive feedback, and ao$saety as
essential components to effective clinical supervision (Hunter & Schofied@dylman
and Saakvitne (1995) identified each of these aspects of supervision as essential t
mediating the negative impact of trauma work on professional counselors.

Sommer and Cox (2005) designed a qualitative study to examine helpful qualities
of supervision in decreasing vicarious traumatization from the perspectivetcduhea
counselor. Researchers identified several themes which emerged regandtag cl
supervision. First, participants benefited from clinical supervision when all@mved t
discuss the difficulties associated with trauma counseling, and they alsatéatieeling
unsupported when they did not have the opportunity to address their reactions to trauma
work in supervision. Therefore, it seems being able to talk about reactions td clients
trauma material in supervision was helpful for trauma counselors. Reseancheated
other helpful qualities of supervision included a positive supervisory alliance and the
supervisor’s ability to take multiple perspectives (Sommer & Cox).

Theorists’ proposals of the importance of clinical supervision to help decrease the
negative impact of vicarious traumatization are supported by qualitative andafuamnti
studies, which examined the relationship between clinical supervision andwscari
traumatization (Hunter & Schofield, 2006; McCann & Pearlman, 1990a; Pearlman &
Saakvitne, 1995; Sommer & Cox, 2005). Qualitative researchers concluded prastitioner
view clinical supervision as helpful in decreasing the negative impactiofbik with
traumatized clients. Maintaining a positive working alliance with theirrsigmes was

critical to the prevention and management of the negative impact of trauma work for
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interviewed practitioners (Hunter & Schofield, 2006; Sommer & Cox, 2005).
Quantitative researchers found that participation in supervision was ofteul lietpf
counselors in reducing cognitive changes related to vicarious trauncati@eariman &
Mac lan, 1995); however, researchers have not explored how specific charestefris
supervision impact vicarious traumatization (i.e. supervisory relationship) using
instruments to measure this construct. Generally, researchers conclugettbigiation
in clinical supervision was critical for practitioners to prevent and cope methdgative
impact of trauma work on their personal and professional lives. In order to provide a
comprehensive explanation for the development of vicarious traumatization, the
supervisory working alliance must be examined as factor which alleviatesgdue/ae
impact of trauma work on practitioners (Pearlman & Saakvitne).
Wellness and Self-Care

Researchers and theorists have identified counselor wellness and s@é-car
essential to preventing the extreme negative effects of working aitmatized clients
(Brady et al., 1999; Peariman & Saakvitne, 1995; Saakvitne, 2002; Schauben & Frazier,
1995). In fact, many suggested counselor wellness is essential to altgth&timpact of
vicarious traumatization on trauma counselors (Bell et al., 2003; Bober et al., 2006;
O’Halloran & Linton, 2000; Pearliman & Saakvitne, 1995). Personal wellness and self-
care enabled counselors working with traumatized clients to address argerttana
potential negative impact of working with trauma (Bober et al.; SchaubenzieFrdTo
balance the cost of bearing witness, [trauma counselors] need opportunitidehat al
[them] to turn away, to escape from harsh reality into fantasy, imaginatipmuesic,

creativity, and sheer foolishness” (Saakvitne, 2002, p. 448). A focus on wellness required
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practitioners to focus on balancing play, work, and rest in order to promote physical,
emotional, cognitive, spiritual, and social wellbeing (Bell et al.; Pear@n&aakvitne).
Dedication to wellness and self-care helped to prevent and alleviate symptoms of
vicarious traumatization in practitioners (Pearlman & Saakvitne).

In recent years, researchers have devoted more time to defining and examining
the preventative benefits of wellness and self-care for professional aagngdihough
the literature contains descriptions of various models of wellness (e.grHE84;
Sweeney & Witmer, 1991), each of these models described a holistic view ofgbe per
of the counselor and described the importance of addressing physical, emotional,
cognitive, spiritual, and social aspects of the counselor in order to prevent counselor
impairment and burnout (Hettler; Pearlman & Saakvitne, 1995; Sweeney & Witmer
Practitioners who committed time and energy to each area of wellness buitidafion
for preventing the development of vicarious traumatization and showed and increased
ability to manage symptoms when they occurred (Bober et al., 2006; Pearlman &
Saakvitne; Peariman, 1999).

Physical wellness referred to the physical wellbeing of the practitaore
included nutrition, physical fitness, adequate sleep, and stress-managdéeattet, (

1984; Myers & Sweeney, 2005a). Focusing on physical wellness resulted inedcreas
mental functioning, positive affect, increased job performance, and decreased
physiological reactions to stress (Sweeney & Witmer, 1991). In their,sSethauben
and Frazier (1995) explored the impact of coping strategies on the development of
vicarious traumatization. Researchers asked participants which copiteg&ts were

most helpful in preventing the negative effects of trauma work, and the most common
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coping strategies identified were those that promoted physical wellreessx@rcising,
sleeping well, and nutrition). Over 35 percent of participants described thet lo¢nefi
physical wellness activities in preventing the negative effects of &ravork. In their
gualitative study examining coping strategies of trauma counselors, Hndt&chofield
(2006) found that most counselors identified physical activity as a coping gtfateg
managing the emotionally demanding nature of trauma work. Participantbddsbat
physical activity and wellness reduced the stress of trauma work. Altliesgarchers
indicated the importance of physical wellness in reducing the negative iofpact
vicarious traumatization (e.g. Schauben & Frazier; Hunter & Schofieldg tha gap in
the literature describing the relationship between physical wellnésg@@arious
traumatization.

In additional to physical wellness, wellness researchers identified goetance
of emotional wellness in healthy practitioners (e.g. Hettler, 1984; My&weeney,
2005a). Emotional or psychological wellness refers to an individual’s ability tesexpr
and manage emotions effectively, authentically express emotions, engaegtivec
expression, maintain a sense of humor, and increase self-awareness (Hgttle&
Sweeney; Sweeney & Witmer, 1991). It is critical for practitioners tavieere of and
express both positive and negative emotions. Researchers identified that suppressed
negative emotions are destructive to an individual’'s well-being and may result in
increased anxiety, depression, loneliness, and counselor impairment as walkaseatkec
self-awareness and sense of humor (Sweeney & Witmer). Maintainingaaehumor
is described as critical for emotional and psychological wellbeing aRdsas have

found humor reduces stress, creates flexibility in problem-solving, and improves
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communication (Sweeney & Witmer; Witmer & Sweeney, 1992). Appropriate enabti
expression, self-awareness, and a sense of humor appeared to be essential to
psychological wellness in practitioners working with traumatized slient

Each aspect of emotional wellness is critical for trauma workers to gganaist
vicarious traumatization (Pearlman & Saakvitne, 1995). In relation to trawnka w
practitioners are required to develop an awareness to the emotional and psydhologica
impact of working with traumatized clients, understand early warning signsasfous
traumatization, and identify their own somatic signals of distress in order to be
psychologically well (Bell et al., 2003; Pearlman & Saakvitne). Many emgpdtasie
importance of self-awareness in guarding against vicarious traunmatigatide, 2004;
Pearlman, 1999; Pearlman & Saakvitne). In addition to self-awareness, it was
hypothesized that practitioners who maintain a sense of humor in their personal and
professional lives are better able to mange stress related to workingawitratized
clients (Pearlman & Saakvitne; Saakvitne, 2002); however, Schauben and @22%r
reported there was not a statistically significant correlation beteeese of humor and
disruptions in cognitive schemas associated with vicarious traumatizationlQ,
p>0.05). Currently, there are no other research studies measuring the relationship
between emotional or psychological wellness and vicarious traumatization.

Another area of wellness is cognitive or intellectual wellness, whigh is
individual’s ability to think critically, continually acquire knowledge, and impat
effective problem-solving techniques (Hettler, 1984; Sweeney & Witmer, 1991) Thos
who demonstrate cognitive wellness are open-minded, flexible thinkers, innagjiaad

creative (Hettler; Witmer & Sweeney, 1992). Research on cognitive deattsl
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wellness in the social science field is lacking and has focused primaplpblem-
solving abilities. Myers and Sweeney (2005a) explained that problem-solving ebilit
enhanced by intellectual stimulation, and those with effective problem-sohiiitgea
experienced fewer irrational beliefs and a higher sense of control. Tibalyet
practitioners who are intellectually well, able to implement problem-solviatesgies,
and demonstrate flexibility in thinking are less likely to experience tiwgrdistortions
associated with vicarious traumatization (McCann & Pearlman, 1990a; Pe&lma
Saakvitne, 1995; Myers & Sweeney). Currently, researchers have not eddh@ne
relationship between intellectual wellness and vicarious traumatization.

Scholars broadly define spirituality as a person’s core beliefs which laissier
her in creating a sense of meaning and purpose (Brady et al., 1999; McCamng&aRea
1990a; Pearlman & Saakvitne, 1995). Spiritual wellness refers to an individuétis abi
to make meaning of life experiences, maintain a sense of hope, and hold a positive view
of human nature (Myers & Sweeney, 2005a; Pearlman & Saakvitne; Witmer &&yyee
1992). Because vicarious traumatization causes disruptions in core beliefs and has the
power to shatter a practitioner’s belief system, a focus on spiritual seimeecessary
to decrease a practitioner’s vulnerability to vicarious traumatizaticad{Bet al., 1999;
Schauben & Frazier, 1995). Many have described a need for trauma workers to
participate in activities which enhance spiritual wellness (e.g. Peagn&aakvitne;
Trippany et al., 2004). In fact, Brady et al. asserted, “damage to onésadpife is one
of the possible outcomes of vicarious traumatization and is considered by some to be the

most dangerous threat to trauma therapists’ well-being” (p. 387). Pearlmanakwdriga
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asserted that self-care strategies which address practitiopieitsiat needs are most
helpful in protecting them against the development of vicarious traumatization.

Few researchers examined the relationship between spirituality andwsca
traumatization (Brady et al., 1999; Schauben & Frazier, 1995). Brady et al. cahducte
guantitative study examining vicarious traumatization and spirituality. $rstbdy,
researchers measured a practitioner’s experience of vicarious tizatioa using the
Trauma Stress Institute Belief Scale and spirituality using th&@&piWell-being Scale.
Researchers found a relationship between number of survivors on a practitioalersdcas
and spiritual well-beingK = 9.94; p < 0.004), percentage of survivors over a
practitioners career and spiritual well-beifrg«14.98; p < 0.004), and practitioners’
exposure to graphic details of trauma and spiritual well-b&irg9.94; p < 0.004).
Unfortunately, researchers did not correlate participants’ scores on thed &tress
Institute Belief Scale and the Spiritual Well-Being Scale, so theaeshtip between
spiritual wellbeing and vicarious traumatization were not measured (Btady.

As a result of their qualitative research study, Schauben and Frazier (1995)
reported a focus on spirituality is an important coping strategy in helpinguenpre
vicarious traumatization. When asked which coping strategies helped debeease t
negative impact of trauma work, more than 35 percent of participants indicated
spiritually-oriented activities helped to reduce the impact of trauma wonktuapi
oriented activities were the second most common coping strategy utilizedibyppats
(Schauben & Frazier). Although these studies addressed spiritualitgtiometb
vicarious traumatization, they did not directly measure the relationship betvesen t

constructs.
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Physical, emotional, cognitive, and spiritual wellness refer to intrapersonal
wellness. In addition to these intrapersonal constructs, wellness scholeve beli
interpersonal wellness is critical to an individual's wellbeing (Hetll884; Sweeney &
Witmer, 1991). Interpersonal or social wellness referred to an individual'syabili
connect with and feel supported by others (Myers & Sweeney, 2005a; Witmer &
Sweeney, 1992). Practitioners who feel socially connected and supported are mtwe abl
manage stress and the impact of trauma work (Pearlman & Saakvitne, 1995; Schauben &
Frazier, 1995). Theorists have suggested practitioners can avoid the potentiasenega
effects of trauma work by intentionally focusing on interpersonal rektips (McCann
& Pearlman, 1990a; Pearlman & Saakvitne).

Schauben and Frazier (1995) examined the relationship between emotional
support (i.e. feeling supported by interpersonal relationships) and the experience of
vicarious traumatization. Using the Traumatic Stress Institute Bxtiglie to measure
disrupted cognitions associated with vicarious traumatization, reseafobad
practitioners who experienced more emotional support experienced less distorted
cognitions associated with vicarious traumatization {0.15; p < 0.05). No other
research studies have examined the relationship between vicarious trationadizd
interpersonal wellness; however, theorists believe interpersonal seklutd wellness are
critical to mediating the impact of vicarious traumatization in practito(feeariman &
Saakvitne, 1995).

Scholars suggested a holistic approach to wellness is essential to mitigating the
impact of vicarious traumatization on trauma counselors (Hunter & Schofield, 2006;

McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995). Practitioners who devoted
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time to wellness activities were less likely to experience negatmptems related to
counselor impairment, particularly vicarious traumatization (Brady.,e1@99; Schauben
& Frazier, 1995). As a result of recent studies, researchers concludedaptwaicess
activities (i.e. exercise, nutrition, adequate sleep) and emotional suppessargial to
guarding against the potentially negative impact of trauma work (Braaly &chauben
& Frazier). In fact, practitioners who reported higher levels of social suppmetierced
less distorted cognitions associated with vicarious traumatization. Althouigiesee
models found in the literature described holistic views of personal wellnesding!
physical, emotional, cognitive, spiritual, and interpersonal wellness éHetf184; Myers
& Sweeney, 2005a), researchers have not examined the influence of a holisticlapproac
to wellness on the development of vicarious traumatization. However, various scholars
theorized a holistic approach to wellness may prevent the negative impackiwfgvor
with traumatized clients (Bober et al., 2006; O’Halloran & Linton, 2000; Pearlman &
Saakvitne, 1995). In order to provide a comprehensive explanation for the development
of vicarious traumatization, a holistic approach to personal wellness mustrbmectas
a factor which helps guard practitioners against the negative impact robtvaork
(Pearlman & Saakvitne).
Childhood Trauma History

Unlike participation in clinical supervision and personal wellness, which seemed
to protect practitioners from the negative impact of trauma work, a practisoner
experience of childhood trauma is theorized to result in an increased vulnetability
vicarious traumatization (Pearlman & Saakvitne, 1995; Saakvitne & Pearlman, 1996).

“Therapists’ own unresolved victimizations of early childhood experiencesocanbute
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to the process of vicarious traumatization” (McCann & Pearlman, 1990a, p. 146).
Because listening to clients’ stories of trauma can result in reawaker@mories and
intense emotions for trauma counselors, practitioners with a personal histiayroé
may be more susceptible to vicarious traumatization (Pearlman & Saaklistehing
to stories of trauma may stir the memory and personal pain associated with the
practitioner’s experience of trauma. When these memories and emotiongeale at
practitioner’s personal and professional boundaries are challenged, and henayshe
experience reenactments of his or her own traumatic experiences in séski@ann &
Pearlman; Pearlman & Saakvitne).

Although a history of childhood trauma may increase a practitioner’s vulnerability
to developing vicarious traumatization, it is not indicative of vicarious tramatiain
(McCann & Pearlman, 1990a); therefore, practitioners with history of childhaoché&
are not destined to develop vicarious traumatization. Practitioners with unresolved
traumatic experiences are believed to be more likely to develop vicarioosatraation;
however, those who have completed personal therapy to resolve their own personal
experiences of trauma may not experience the same vulnerability (Be&Im
Saakvitne). Despite the potential risk of a childhood trauma, those who have experienced
trauma themselves may be more able to empathically engage with trtddients
(McCann & Pearlman; Pearlman & Saakvitne). A history of childhood traumadas t
potential to be either helpful or harmful when working with traumatized clients.

Due to the suggested increased vulnerability of survivor practitioners to
developing vicarious traumatization, several empirical studies have exammened t

relationship between vicarious traumatization and childhood trauma (Pearlman & Mac
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lan, 1995; Schauben & Frazier, 1995; Way et al., 2007). In fact, most of the research on
vicarious traumatization examined the relationship between personal traatorg and

the development of vicarious traumatization. Results reported from these ségaies s
contradictory; some reported a statistically significant relatigniséiween childhood

trauma and disrupted cognitive schemas associated with vicarious trauora(eay.
Pearlman & Mac lan; Way et al.), while others reported no statistiegfiifisant

relationship (e.g. Adams et al., 2001; Schauben & Frazier).

Pearlman and Mac lan (1995) designed a quantitative study to examinestte eff
of trauma work on practitioners working with traumatized clients. In ordeetsure
cognitive disruptions associated with vicarious traumatization, reseagahers
participants the Trauma Stress Institute (TSI) Belief ScaleTHidelief Scale
measured practitioners’ disrupted beliefs regarding safety, self-trust;toust, self-
esteem, other-esteem, self-intimacy, and other intimacy. This meabasei on the
constructivist self-development theory, and high scores indicate disruptedwemgniti
schemas related to vicarious traumatization. Researchers also aslapdgastif they
had a history of childhood trauma. In their sample, 60 percent of participantseddacat
history of childhood trauma. According to MANOVA results comparing those with a
trauma history to those without a trauma history on each of the subscales of the TS
Belief Scale, practitioners who indicated a trauma history reportedistdlyssignificant
higher scores on five of the seven TSI Belief Scale subscales. Those witina tra
history reported higher levels of cognitive disruptions on the subscales of §afety (
5.25, p < 0.05), self-trusk(= 5.48, p < 0.05), other trugt € 5.61, p < 0.05), self-esteem

(F =5.71, p < 0.05), and other intimady#£ 5.00, p < 0.05). Therefore, researchers
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concluded practitioners with a history of childhood trauma were more likely to
experience disrupted cognitive schemas associated with vicarious tratioatihan
those without a history of childhood trauma (Pearlman & Mac lan).

In a more recent quantitative study, Way et al. (2007) conducted a study to
examine the relationship between various factors, including childhood trauma, on
clinicians’ cognitions about self-intimacy and self-esteem. Usingtaema Attachment
Belief Scale, a revised version of the Trauma Stress Institute Beldé¢, researchers
measured the relationship between childhood trauma (i.e. sexual abuse, p@ityseal
physical neglect, emotional abuse, physical neglect, emotional abusmraiogglect,
and multiple forms of abuse) and disrupted cognitions about self-intimacy and self
esteem, which are both related to vicarious traumatization. Researchetsdepor
statistically significant relationship between childhood trauma and disrupggdtions
about self-esteem; however, emotional neglect was reported to be related poedi
cognitions about self-intimacy € 2.51, p = 0.0125). According to this study, childhood
trauma seemed related to disruptions in cognitions about self-intimacy and not to other
cognitive disruptions related to vicarious traumatization (Way et al.).

Contrary to the previous two studies, Schauben and Frazier (1995) reported no
statistically significant relationship between previous victimization hedievelopment
of vicarious traumatization in trauma workers. In this study, researekansined the
effects of trauma work on female trauma counselors. Vicarious traunaatings
measured using the Trauma Stress Institute Belief Scale, anccheseasked
participants if they had experienced prior victimization. Regression asahgieated

there was no statistically significant relationship between priomvizétion and
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vicarious traumatization. Similarly, Adams et al. (2001) reported no staligtic
significant relationship between trauma history and vicarious traumatizati

practitioners working with traumatized clients. In this study, reseesatefined trauma

history as an “experience during childhood or adulthood of sexual abuse, rape, a violent

crime, or witnessing violence” (p. 266) and measured disrupted cognitions &s$ocia
with vicarious traumatization using the Traumatic Stress InstituiefEgtale. According
to regression analyses, the relationship between previous victimization amougcar
traumatization was not statistically significant (Adams et al.).

Although the literature regarding childhood trauma history seems inconclusive
and contradictory, theorists have identified mediating factors which mayirekpse
seemingly contradictory results. Pearlman & Saakvitne (1995) suggestedale
therapy, supervision, self-care, and wellness may mediate the impactbbcdailtrauma
on practitioners working with traumatized clients. These mediating $agtay prevent
survivor therapists from an increased vulnerability to vicarious traumatizét
addition, each study defined personal trauma history differently, and only oneduditize
instrument to assess this variable (Way et al., 2007). A personal historyroat(ae.
childhood trauma) may influence the development of vicarious traumatization; however
supervision, personal therapy, self-care, and wellness may mediate theofrjestt
traumatic experiences on counselors working with traumatized clientsachodvided
a theoretical basis for the increased vulnerability of practitioners witt@yof
childhood trauma for developing symptoms of vicarious traumatization (McCann &

Pearlman, 1990a; Pearlman & Saakvitne); however, researchers’ attenigssiibe this
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vulnerability empirically have resulted in contradictory results, which beaexplained

by some survivors’ participation in supervision, personal therapy, and self-taitesac
Since the introduction of vicarious traumatization into the literature, authors have

proposed that a combination of therapist, work, and supportive factors contribute to a

practitioner’s development of vicarious traumatization (McCann & Pearlman, 1990a;

Pearlman & Saakvitne, 1995). Researchers have investigated the impact ofatiqyzaliz

factors, participation in clinical supervision, practitioner wellness, and childhaach&

on vicarious traumatization (Brady et al., 1999; Pearlman & Mac lan, 1995; Schauben &

Frazier, 1995). Organizational factors related to vicarious traumatizatiodenc

organizational culture, organizational support, work environment, and workload or

caseload (Bell et al., 2003; Pearlman & Saakvitne). Supportive factors elemttiich

may help prevent vicarious traumatization include participation in clinicahgsjmn

and self-care or wellness activities (McCann & Pearlman; Pead@n&aakvitne;

Trippany et al., 2004). On the contrary, authors and researchers indicated history of

childhood trauma may increase a practitioner’s vulnerability to vicariousha@zation

(Pearlman & Mac lan, 1995; Pearlman & Saakvitne; Way et al., 2007). There iscvide

in the literature that each of these factors influences the development afuscar

traumatization.

A Comprehensive Theoretical Model
of Vicarious Traumatization

Recent research supports the influence of various organizational, supportive, and
personal factors on vicarious traumatization. Organizational culture, organat
support, work environment, workload and caseload comprise the organizational factors

authors indicated may impact the development of vicarious traumatization itigmacs
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working with traumatized clients (Bell et al., 2003; McCann & PearlmanjrRaa &
Saakvitne, 1995). According to the literature, organizational factors (i.e. orgamaa
culture, organizational support, and workload) directly influence a practisone
vulnerability or resilience toward developing vicarious traumatizatiorrifRaa &
Saakvitne). Theorists proposed practitioners experience high levels of jdéctiatisas
a result of a positive organizational emotional climate and felt organizatigebig
(Bell et al., 2003). There is some evidence to suggest a positive organizationahamoti
climate and organizational support will decrease a practitioner’'s vulngraiward
developing vicarious traumatization, whereas high workload (i.e. collective wor
responsibilities) will increase his or her vulnerability toward vicarioushiization
(Pearlman & Saakvitne; Trippany et al., 2004).

In addition to organizational factors, researchers have studied the infhbfence
supportive factors on the development of vicarious traumatization. Supportive factors
include participation in clinical supervision and counselor self-care or wellReadifhan
& Saakvitne, 1995). Both quantitative and qualitative researchers concluded that
practitioners who participated in clinical supervision and reported a positive Sqogrvi
relationship experienced a decreased vulnerability toward developing vicarious
traumatization (Bober & Regehr, 2005; Hunter & Schofield, 2006; Pearlman &aviac
1995; Sommer & Cox, 2005). In addition to clinical supervision, researchers examined
the impact of self-care strategies and wellness on vicarious traunoatiZzonceptually,
wellness researchers identified several components to wellness ingingsigal,
emotional, cognitive, spiritual, and social wellness (Hettler, 1984). Qualitatide

guantitative researchers indicated wellness also helps decreastt@peas
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vulnerability to developing vicarious traumatization as a result of workitlg wi
traumatized clients (Brady et al., 1999; Hunter & Schofield, 2006; Schauberzi®r-ra
1995).

Much of the research examining vicarious traumatization has attempted to
describe the relationship between childhood trauma history and vicarious tratiomt
(Adams, et al., 2001; Pearlman & Mac lan, 1995; Schauben & Frazier, 1995; Way et al.,
2007). The literature describing the relationship between vicarious trautioatiaad
childhood trauma seemed contradictory; some researchers indicated a tafations
between these constructs (e.g. Pearlman & Mac lan) and others reportattcatiia
significant relationship (e.g. Schauben & Frazier, 1995). According to Peadma
Saakvitne (1995), seemingly contradictory results could be a result mediatorg,fact
which impact the development of vicarious traumatization in practitioners wititiayhi
of childhood trauma. Identified mediating factors include personal therapyiti@gos
supervisory working alliance, and self-care or wellness activitieslifaa&
Saakvitne).

According to the constructivist self-development theory, the development of
vicarious traumatization is influenced by a combination of therapist, work, and
supportive factors (McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995). Since the
initial description of vicarious traumatization by McCann and Pearlman, tteebage
indicated a need for a comprehensive theoretical framework to describéubaade
each of these factors on the development of vicarious traumatization in pracitioner
working with traumatized clients. Researchers indicated a combination ofzatanal

factors (i.e. organizational culture, workload), clinical supervision (i.e. Sigoeyvi
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working alliance), personal wellness, and childhood trauma influenced the development
of vicarious traumatization in practitioners (Pearlman & Mac lan, 1995; Paadm
Saakvitne, 1995; Schauben & Frazier, 1995).

There is evidence that a practitioner’s experience of childhood trauma may
directly influence the development of vicarious traumatization; however, pérsona
wellness and a positive supervisory working alliance may mediate the devetagfme
vicarious traumatization in practitioners who have experienced childhood trauma
(Pearlman & Mac lan, 1995; Pearlman & Saakvitne, 1995). There is further evidanhce th
organizational factors (i.e. organizational culture, workload) may alsdlgliegfect the
development of vicarious traumatization in practitioners (Brady et al., 199@yl8n|
Joseph, 2007; Pearlman & Mac lan, 1995; Schauben & Frazier, 1995). According to the
literature, a supportive organizational culture, personal wellness, and a positive
supervisory working alliance are predicted to increase a practitionsitismee toward
developing vicarious traumatization, whereas a childhood trauma history and workloa
are predicted to increase a practitioner’s vulnerability toward developiagous
traumatization.

Researchers have failed to develop an integrated model based on CSDT to
determine the influence of childhood trauma history, personal wellness, Iclinica
supervision, and the organization on the development of vicarious traumatization. Based
on the current literature, further investigation of the relationships amongvirésieles
is warranted in order to better understand the development of vicarious tratiomiiz
practitioners working with traumatized clients. Using path analytic proesdartest a

comprehensive, theoretical model describing the relationships between childhmoa tra
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history, personal wellness, supervisory working alliance, organizational ¢uhde
workload is consistent with the literature that calls for an examination of$act
influencing the development of vicarious traumatization in practitioners workihg wi

traumatized clients (Pearlman & Saakvitne).
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CHAPTER 1l
METHODS
This chapter includes a description of the research design of the studgil$t de
participants, variables, instruments, procedure, and data analysis that ecete us
conduct the study. The hypothesized model describing the relationships among childhood
trauma, personal wellness, supervisory working alliance, organizationakgultur
workload, and vicarious traumatization are also described.
Participants
Participants in the study represented a sample of practitioners woiking w
traumatized clients in community mental health agencies in the Rocky Mouedgaon
of the United States of America as designated by the Association for Counselor
Education and Supervision (ACES; 2009). Community mental health agencies are
comprised of a cluster of mental health practitioners who serve clientsifeom
community. Pearlman and Saakvitne (1995) proposed that practitioners working in
community agencies may be more likely to develop vicarious traumatization dhegrto t
inability to control organizational factors and caseloads. Unlike practifanerking in
private practice, those working in community mental health agencies serveitae ent
community and cannot screen out clients based on the nature or severity of their
presenting problem. Therefore, practitioners in community mental healtbiegane
likely to be more exposed to traumatized clients because of their inabiltsetns

clients. Because community mental health agencies are community orgausiztte
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researcher surveyed practitioners from these agencies in order to nadlasomstructs in
the path analysis model, including organizational factors.

The researcher utilized stratified sampling procedures to selecipesaim
practitioners working in community mental health centers in urban, suburban, dnd rura
communities in the Rocky Mountain Region (Colorado, Idaho, Montana, New Mexico,
Utah, Wyoming; ACES, 2009). Community mental health centers in the region were
divided into three strata according to the size of community in which they atedog.e.
urban, suburban, or rural). For the purpose of this study, urban communities were those
designated as “urban areas” by the United States Census Bureau (2002) witlaagoopul
of more than 100,000 according to the 2000 Census. Suburban communities were those
with a population of less than 100,000 according to the 2000 census and were located
adjacent to or within 20 miles of an urban community. Rural communities were those
with a population of less than 100,000 according to the 2000 Census and located greater
than 20 miles from an urban community. After dividing community mental health centers
in the region according to strata, the researcher then randomly selectadraom
mental health centers from each stratum to participate in the study.

Once randomly selected, the researcher contacted the organization to inquire
about surveying practitioners within the organization. The onset of vicarious
traumatization requires practitioners to be continually exposed to storrasimiat, and
practitioners who spend at least 50 percent of their time working with clientsaae
likely to be exposed to a variety of clients and to on-going stories of tranmeddr to
participate in the study, practitioners must spend at least 50 percent ahtkeidrking

with clients in a community mental health facility. Therefore, those in pityna
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administrative or supervisory roles were excluded from the study due td¢cetased
exposure to stories of trauma. Because vicarious traumatization is a resuliofied
empathic engagement with traumatized clients, only practitioners who hadnaummiraf
two years of clinical experience post master's degree were sunds/ad. incentive for
the community mental health agencies to participate in the study, the reseéiierieer
to provide a one-hour in-service on vicarious traumatization after administieeing
survey.

The researcher contacted a total of 33 randomly selected community mental
health centers to participate in the study (8 urban, 10 suburban, and 15 rural) from the
database of community mental health centers provided by the Substance Abuse and
Mental Health Services Administration (SAMHSA, 2009). Several mentalhhealt
facilities indicated they were unable to participate in the study diiiesdue to recent
administrative and organizational changes (6 centers; 18.2%), practitioners’ \darktoa
accommodating the time needed to participate in the study (4 centers; 12d %y a
study not being conducted by a current faculty member (one center; 3.0%)oAaldjii
nine centers (27.3%) were not included in the final sample because administiggdrs f
to respond to the researcher’s request for participation during the datd@olperiod.
Therefore, the final sample was comprised of practitioners from 13 conymuerital
health centers in the Rocky Mountain Region of the United States of America (3 birba
suburban, and 5 rural). The overall response rate of community mental healtk e@ster
39.4 percent.

One hundred thirty four practitioners from the 13 community mental health

centers volunteered to participate in the study. Of the 134 completed survey,packets
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three were excluded from the data analysis due to missing data; thefreddnealt
sample size was 131 practitioners. The total completion rate of practitwners
volunteered for the study was 97.8% percent.

When using path analysis, a medium (N = 100 to 200) to large (N > 200) sample
size is required for accurate parameter estimates (Kline, 2005). In pbtsigrsamall
sample sizes often result in unreliable, biased results (Hu & Bentler, 198&inple size
of at least 100 is recommended when using this statistical method (Thompson, 2000)
because smaller sample sizes are associated with higher samplir{giems)r Because
small sample sizes are problematic when using path analysis, manghesgauggested
using medium to large sample sizes, between 100 and 200, to accurately estimate
parameters and standard errors (MacCallum & Austin, 2000). Based onge¥ithe
literature, researchers recommended using a minimum of at least a TO(10at
participants per free parameter in the path model) when using path analyss (K
Thompson). The hypothesized path model included 13 free parameters; therefore, a
minimum sample size of 130 participants was recommended. Based on the liendture
the recommended medium to large sample size when using path analysis, the overal
sample size of 131 is considered a medium sample size and adequate to analyze the
hypothesized model (Kline).

Variables

In path analysis, the path diagram or model is used to describe the hypothesized,
causal relationships between measured or observed variables (Kline, 2005) eganiabl
the hypothesized model for this study included: (1) childhood trauma, (2) personal

wellness, (3) supervisory working alliance, (4) organizational culture, (5) @aztkbnd
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(6) vicarious traumatization. The exogenous (independent) variables in the mazlel wer
childhood trauma, organizational culture, and workload, and the endogenous (dependent)
variables were personal wellness, supervisory working alliance, antbugar

traumatization. The model describes the hypothesized relationships among childhood
trauma, personal wellness, supervisory working alliance, organizationakgultur

workload, and vicarious traumatization (see Figure 1).

Personal Organizational
Wellness Culture
Childhood Vicarious

»  Traumatization

| T
Supervisory
Working Workload
Alliance

Trauma

Figure 1 Path model: A comprehensive model for vicarious traumatization.

This path model describes the hypothesized direct and mediating effects of
exogenous variables on endogenous variables in the model (Klem, 2000). The path model
described the hypothesized relationships among variables and predicksldinetoci
trauma, organizational culture, and workload would have a direct effect on vicarious
traumatization. It also predicted that personal wellness and supervisdipgvaltiance

would have a partial mediating effect on vicarious traumatization.
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Research Questions

To what degree do the hypothesized relationships among childhood
trauma, personal wellness, supervisory working alliance, organizational
culture, workload, and vicarious traumatization in the path model fit the
data?

What are the direct effect of childhood trauma and the partial mediating
impacts of supervisory working alliance and personal wellness on
vicarious traumatization?

What is the direct effect of organizational culture on vicarious
traumatization?

What is the direct effect of workload on vicarious traumatization?

Hypotheses

The hypothesized relationships among variables in the path model will fit
the data well.

There will be a positive direct effect of childhood trauma and negative,
partial mediating effects of personal wellness and supervisory working
alliance on vicarious traumatization.

There will be a negative direct effect of organizational culture on viggri
traumatization.

There will be a positive direct effect of workload on vicarious
traumatization.

Instruments

Trauma and Attachment Belief Scale

The Trauma and Attachment Belief Scale (TABS; Pearlman, 2003) wasoused t

assess vicarious traumatization. TABS is an 84-item self-report questeobhased on

the constructivist self development theory used to describe vicarious traatroatiZ his

instrument measures an individual’s beliefs about self and others relatedite the

psychological needs (safety, intimacy, trust, control, esteem), whiclo@mraanly



67

altered as a result of exposure to trauma (Pearlman). Participants aeswseon a 6-
point Likert-type scale ranging from Digagree Stronglyto 6 (Agree Strongly TABS
results consist of 10 subscale scores as well as a total score. Sulegrakent
disruptions in beliefs about self and about others related to the five psychological needs
The subscales for the TABS are self-safety (i.e. “I believe | agi)sather-safety (i.e. “I
can’t stop worrying about others’ safety”), self-trust (i.e. “I don’t tragtinstincts”),
other-trust (i.e. “trusting people is not smart”), self-esteem (i.e. filbtnworth much”),
other-esteem (i.e. “I often think the worst of others”), self-intimacy (i.t2€l hollow
inside when | am alone”), other-intimacy (i.e. “I don’t feel much love fronoaa}),
self-control (i.e. “I feel like | can’t control myself”), and other-contic.(“l often feel
people are trying to control me”). Higher subscale and total scores inditigieea
disruption in beliefs about safety, trust, esteem, intimacy, and control; thefafgre
levels of vicarious traumatization are associated with higher scorestonfahe
subscales and the total score.

The manual for TABS reported the test demonstrates internal relialaisigdion
a study conducted with a nonclinical sample of 260 college students. The study gielded
Cronbach’s alpha value of .96 for the total scale, .83 for self-safety, .72 for digr-sa
.74 for self-trust, .84 for other-trust, .83 for self-esteem, .82 for other-esteem, .6[f-for s
intimacy, .87 for other-intimacy, .73 for self-control, and .76 for other-control {Raarl
2003). The same study yielded a test-retest correlation of .75 for the total scooe, .72 f
self-safety, .73 for other-safety, .70 for self-trust, .79 for other-trust, .69lf@steem,
.72 for other-esteem, .74 for self-intimacy, .60 for other-intimacy, .76 for selfetont

and .66 for other-control for test-retest intervals ranging from one to two weeks.
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According to the author, the lowest internal consistency score of .67 for thetisetiey
subscale is offset by good test-retest reliability (.74) and factdytenavidence for
creating a separate subscale for this construct. The Cronbach’s alphétyedistimate
for the total score in the present study was .95.

Pearlman (2003) provided evidence for the validity of the instrument. The author
first reported face validity of the instrument because items on the iresttwmectly ask
respondents about their beliefs in the five psychological needs areas (sasttgsteem,
intimacy, and control). Additionally, the author provided an argument for construct
validity of the instrument through the use of interscale correlations, factiyssnand
correlations with other instruments measuring similar constructs. The estagdence
for construct validity provided in the manual are the significant correlatianeée the
TABS and the Trauma Symptom Inventory.

Reliability and validity research on the current version of TABS is lonite
however, this instrument is very similar to the 1994 version of the test the Traumati
Stress Institute Belief Scale—Revision L (TSI-BSL). Items on ®leBSL were revised
for readability to form the current TABS instrument. When examining the rlyadond
validity of the former version of TABS, Jenkins and Baird (2002) reported a Cronbach’s
alpha score of .95 for the total score and .62 to .83 for the 10 subscales. In addition,
authors reported concurrent and discriminant validity for the measure when edrrelat
with other measures (Jenkins & Baird). Currently, TABS has not been used tmexami
vicarious traumatization in the literature because of the lack of empiggédrch in this

area since this version of the instrument was published; however, the previous version,
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the TSI-BSL, was commonly used to measure this construct. The total score on the TAB
was used to assess vicarious traumatization in the hypothesized model.
Job Satisfaction Survey

To measure organizational culture, the researcher used the Job &atisfact
Survey (Spector, 1985). The Job Satisfaction Survey is a 36-item self-nepert s
designed to assess employee attitudes toward his or her job. Each of the questions
requires the participant to rate their opinion regarding each of the statemerigpomt
Likert-type scale ranging from D{sagree Very Muchto 6 (Agree Very Much
Approximately half of the items were written with positive language (i.e.
“‘communications seem to be good within this organization,”) and half were written wit
negative language (i.e. “I sometimes feel my job is meaningless”; Spgetd08-711).
Negatively worded items are inversely scored; therefore, higher saodreate higher job
satisfaction. Identified subscales of the instrument include pay (ieel‘l tm being
paid a fair amount”), promotion (i.e. “there is really too little chance for priomon my
job”), supervision (i.e. “my supervisor is quite competent in doing his/her job”), benefits
(i.e. “I am not satisfied with the benefits | receive”), contingent rewarelswhen | do a
good job, I receive the recognition for it that | should receive”), operatingguoe(i.e.
many of our rules and procedures make doing a good job difficult”), coworkers (i.e. “I
like the people | work with”), nature of work (i.e. | sometimes feel my job is
meaningless”), and communication (i.e. “communications seem good within this
organization”) (Spector).

Internal consistency reliability scores were reported for each ofibseales and

for the total score based on a normative sample of 2,870 (Spector, 1985). Reliability



70

coefficients (Cronbach’s alphas) for the subscales were .75 for pay, .73 fatijommm
.82 for supervision, .73 for benefits, .76 for contingent rewards, .62 for operating
procedures, .60 for co-workers, .78 for nature of work, and .71 for communication and
the coefficient for the total score was .91. In addition, test-retest rdjtadslimates were
reported for a test-retest interval of 18 months and were .45 for pay, .62 for promotion,
.55 for supervision, .37 for benefits, .59 for contingent rewards, .74 for operating
procedures, .64 for co-workers, .54 for nature of work, .65 for communication, and .71
for the total scale. Lower test-retest reliabilities may be atrebah 18 month span
between the test and retest. Many organizational changes likely occurredthisring
lengthy time span including layoffs, new administration, and reorganization ¢gpect
Based on reliability coefficient for the total score, the test seeonedidably measure job
satisfaction in employees in human service organizations. According to the gtesignt
the Cronbach’s alpha reliability estimate for the total score of the JS®®%ia

In order to determine discriminant and convergent validity of the instrument, the
author employed a multitrait-multimethod analysis of the Job Satisfactioeysand the
Job Descriptive Index, an existing measure. Equivalent subscales from bothendesl
significant validity correlations, ranging from .61 to .80. Additionally, theres\genall to
moderate correlations between subscales indicating discriminant vahdity subscales.
According to Spector, the Job Satisfaction Survey seems to be a valid and reliable
instrument for measuring job satisfaction. The total score on the JSS was usesds$o as

organizational culture in the hypothesized model.
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Quantitative Workload Inventory

The Quantitative Workload Inventory (QWI; Spector & Jex, 1998) was used in
this study to measure workload, or the “perceived amount of work in terms cdipéce
volume” (Spector & Jex, p. 358). The QWI is a 5-item, self-report survey desimgned t
asses a practitioner’s perception of their workload. Practitioners eatgénception of
their workload (i.e. “How often does your job leave you with little time tolgags
done?”) on a 5-point, Likert-type scale ranging fronke$g than once per month or
neve) to 5 Geveral times per dayTotal scores on the scale range from 5, low level
workload, to 25, high level workload. Spector and Jex indicated internal consistency
reliability of the QWI and reported an average coefficient alpha of @3®a5 studies.
The Cronbach’s alpha reliability estimate for the QWI in the present stagly80. The
authors indicated that determining convergent and discriminant validity of ttrisnmest
is difficult due to the lack of other instruments measuring this construct (Sgedq).
The total score on the QWI was used to assess workload in the hypothesized model.
Supervisory Working Alliance Inventory — Supervisee Form

Researchers designed the Supervisory Working Alliance Inventory (SWAI
Efstation, Patton, & Kardash, 1990) to measure the quality of the relationship ialclinic
counseling supervision. The instrument consists of a supervisor and a supervisee form
For this study, only the supervisee form was used to measure the supervisory
relationship. The supervisee form is a 19-item, self-report questionnairedhsiiras the
supervisee’s perception of the supervisory relationship. Supervisees ideitify t
perception of the quality of the supervisory working alliance by responding to a 7—point,

Likert-type scale ranging from Almost Nevérto 7 Almost Alwayg A factor analysis
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of the supervisee form identified the two subscales, which are rapport {eel “I
comfortable working with my supervisor”) and client focus (i.e. “My supervisipshae
work within a specific treatment plan with my clients”).

Cronbach’s alpha coefficients were reported to demonstrate internal cotygiste
of the instrument. Efstation et al. reported an alpha coefficient of .90 for thetrappor
subscale, .77 for the client focus subscale indicating adequate reliadyilitgth
subscales. According to the present study, the Cronbach’s alpha coefficidat for
rapport subscale of the SWAI-Supervisee form was .95.

When compared to other established measures, the SWAI-Supervisee form
demonstrated convergent and divergent validity. Subscales on the SWAI conatated
similar subscales on the Supervisory Styles Inventory (SSI) indicaimgergent
validity. In addition, authors reported some evidence for predictive validithéor
subscales on the supervisee form of the instrument. The score for the rapporesaurbscal
the SWAI-Supervisee Form was used to assess supervisory workingeaitighe
hypothesized model.

Five Factor Wellness Inventory — Form A

The Five Factor Wellness Inventory — Form A (5F-Wel-A; Myers & Swge
2005b) was used in the proposed study to measure personal wellness. The 5F-Wel-A is a
73-item comprehensive measure of personal wellness based on a holisti@nAdkssi
of optimal health (Myers & Sweeney). It was designed to measure optintdidning
(physical, mental and spiritual health) and enthusiasm for life. Participasiger items
on a 4-point Likert-type scale ranging fromStrongly Agregto 4 Strongly Disagree

The 5F-Wel-A results consist of five subscale scores and an overall waedbms.
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Subscales include the creative self, the coping self, the social self, theats&df, and
the physical self. Each subscale represents an essential component of perboess.
The creative self subscale is comprised of 21 items and measures “the camlamhati
attributes that each of us forms to make a unique place among others in our social
interactions and to positively interpret our world” (Myers & Sweeney, p. 103. T
subscale includes items that measure an individual’s thoughts, emotions, perceived
control, use of positive humor, and work satisfaction. The coping self subscale consists of
19 items intended to measure an individual's ability to cope with life events and “provide
a means for transcending their negative effects” (Myers & Sweeney, p. 10). An
individual’s realistic beliefs, sense of self-worth, perception of stress|agement, and
satisfaction with leisure activities are measured by this subsd¢ae3-item social self
subscale was designed to measure social support or interpersonal wiilaesgyscale
measures the perceived quality of one’s intimate relationships and frigadEhe
essential self subscale consists of 15 items to measure an individualstalmniake
meaning of life, others, and self. This subscale includes spirituality, g&iehdity,
cultural identity, and self-care practices. Lastly, the 10-item palysatf subscale was
designed to measure physical wellness and functioning including nutrition angexerc
(Myers & Sweeney).

The manual for the 5F-Wel-A reported the test is both reliable and valid. The 5F-
Wel-A demonstrates internal consistency based on a five year study of 2,08pqad.
Based on this sample, authors reported alpha coefficients of .98 for total weBbess
the creative self subscale, .89 for the coping self subscale, .96 for the dbsiathseale,

.95 for the essential self subscale, and .90 for the physical self subscae. Nats,
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and Sweeney (2004) also reported internal consistency scores and reported alpha
coefficients of .94 for total wellness, .93 for creative self, .92 for coping self, .94 for
social self, .91 for essential self, and .90 for physical self. According totthestudies,
this measure demonstrates internal consistency for each of the 5 substddhesaverall
score (Hattie et al.; Myers & Sweeney, 2005b). In the present study, the Grsrdipba
reliability estimate was .93 for total wellness.

In addition, the authors claim convergent and divergent validity of the 5F-Wel-A
factors (subscales) based on studies which found each of the factors @ability t
“discriminate among a variety of populations related to these variableg€r$\y
Sweeney, p. 16). The total wellness score on the 5F-Wel-A was used to assesd pers
wellness in the hypothesized model.

Childhood Trauma Questionnaire

The Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998) was
developed to measure histories of abuse and neglect. It is a 28-item selsuepey
designed to assess a history of childhood abuse or neglect. It does not measyadhe
of the abuse or neglect, only its incidence in the individual's life. A five-poiquéecy
scale is used to indicate the incidence of childhood abuse or neglect ranging from 1
(never trug to 5 {ery often trug The CTQ consists of 5 subscales, which are emotional
abuse (i.e. “I felt that someone in my family hated me”), physical abesél {ivas
punished with a belt, a board, a cord, or some other hard object”), sexual abuse (i.e.
“someone tried to make me do sexual things or watch sexual things”), emotideal neg
(i.e. “I felt loved” — reverse scoring), and physical neglect (i.e. “I didn/ehenough to

eat”) (Bernstein & Fink).
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Internal consistency coefficients (Cronbach’s alpha) are reporteddbrad the
subscales were .89 for emotional abuse and emotional neglect, .82 for physical abuse, .92
for sexual abuse, and .66 for physical neglect (Bernstein & Fink, 1998). Bernstein et al
(1994) reported the initial reliability scores for the CTQ. Alpha coefficiEmtthe
subscales and total score were .94 for physical and emotional abuse, .91 foramotion
neglect, .92 for sexual abuse, .79 for physical neglect, and .95 for the total score.
Significant test-retest reliability coefficients for testedtintervals ranging from 1.6 to
5.6 months were also reported as .79 for physical neglect, .80 for physical and emotional
abuse, .81 for sexual abuse and emotional neglect, and .86 for the total score, suggesting
respondents’ reports of trauma remain consistent over time (Bernstein & Hiek).
internal consistency coefficient (Cronbach’s alpha) for the present stud@ives the
total score.

Research regarding the validity of the instrument seems to be mixed; hptliever
authors report adequate construct validity based on the exploratory factorsaoiais
original items to reduce the scale to the current 28 items; however, some have found tha
the physical and emotional abuse subscales are highly correlated (Bernakein e
Bernstein & Fink). Bernstein and Fink reported content validity because the content
domains were written to reflect the domains of childhood trauma described in the
maltreatment literature. Overall, researchers reported adeqliabdite and validity
coefficients indicating it is an appropriate measure for assessing ithenoe of
childhood abuse and neglect (Bernstein et al.). The total score on the CTQ was used to

assess childhood trauma in the hypothesized model.
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Procedure

After receiving permission for the study from the institutional review board
(IRB), the researcher used stratified sampling procedures to randdedlyccenmunity
mental health centers from the SAMHSA online directory of mental heattters in the
Rocky Mountain region for participation in the study. Then, the researcher eohtaet
telephone, the executive or training director of selected community mental ¢tesgers
to explain the nature of the research and offered to provide an in-service training on
vicarious traumatization. After the initial telephone contact, the rdsemasent a letter to
the executive or training director with additional information regardingttigy/ sin-
service, and researcher credentials. The researcher then made a folloonegall to
determine the organization’s willingness to participate in the study. Upeeragnt to
participate in the study, the researcher secured a date to go to the oigatozat
administer the surveys and provide the in-service on vicarious traumatizdirocia@s
from the organization who agreed to participate in the survey signed a camseptibr
to participating in the study (Appendix A). Consent forms were collectedadelyairom
the survey packet to ensure confidentiality of participants. Participanésimformed
they could voluntarily withdraw from the study at any time, without penalty.

After giving consent to participate in the study, participants completeskthe
report instruments included in the study. The survey packet completed by each
participant was comprised of a demographics questionnaire (Appendix B) devejoped b
the researcher as well as the following instruments: Trauma and AttaicBeieef Scale,
Job Satisfaction Survey, Quantitative Workload Inventory, Supervisory Working

Alliance Inventory — Supervisee Form, Five Factor Wellness Invertéigrm A, and
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Childhood Trauma Questionnaire. Surveys were administered to participamtdomra
order to help control for score differences based on testing fatigue. Upon ttomepfe
the instruments, the researcher provided a one hour in-service on preventing and
managing vicarious traumatization for employees of the community menlthl beater.
Administrators, supervisors, and non-participating clinicians were invitetetodahe in-
service in addition to participants. Additional resources were provided to ineservic
attendees regarding managing the negative impact of trauma work.
Data Analysis

After collecting data from participants, the surveys were scorexdding to the
appropriate procedures indicated by the instruments’ instructions. Datahesuodred
instruments and the researcher developed demographics questionnaire eveckieta
the Statistical Package for Social Sciences 17.0 (SPSS) computer saftveaicer to
describe the sample, demographic information was entered into SPSS 17.0 for data
analysis. The frequency distributions for gender, race/ethnicity, highesedsgresd,
and license type and the means, standard deviations, and ranges for age, years of
experience, number of clients of caseload, and percentage of traumatizedwdient
analyzed.

Scores from the instruments were then entered into SPSS 17.0 for preliminary
data analysis. In order to test the path analytic assumption of multivaoratality,
graphical procedures in SPSS were implemented (Thompson, 2000). Because univariate
normality provides the foundation for multivariate normality, examining graphic
distributions of individual variables in the model is an appropriate method to test for

multivariate normality (Kline, 2005; Thompson; Weston & Gore, 2006). Path analysis
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was conducted using LISREL 8.80]f&skog & Sirbom, 2008) to determine the overall
fit of the hypothesized path model to the data as well as the directional réigtsons
among childhood trauma, personal wellness, supervisory working alliance, otigaialza
culture, workload, and vicarious traumatization (Kline, 2005).

Path analytic procedures were used to analyze the data and test hypdthieses
statistically powerful technique is used to assess the “predictive ordenngasiured
variables” in a path model, which graphically describes the predicted caasiansips
between measured variables (Klem, 2000, p. 227; Kline, 2005). Path analytic procedures
are commonly used to assess model fit as well as the strength of causalsisiad
between measured variables (Klem; Kline; MacCallum & Austin, 2000). Irr todéhe
results of path analytic procedures to be theoretically meaningful and nopeeifecs
the hypothesized model must be developed based on previous knowledge or theory
(Klem; Kline; Weston & Gore, 2006), and the predicted directional relationships among
variables must be determined a priori (Martens, 2005).

The path model for this study was developed a priori and has its theoretical basis
in the constructivist self-development theory (McCann & Pearlman, 1990a; Peariman &
Saakvitne, 1995). According to CSDT, the development of vicarious traumatization is
influenced by a combination of therapist (i.e. childhood trauma, personal wellneds), w
(i.e. organizational culture, workload), and supportive (i.e. personal wellness, supervisor
working alliance) factors (Pearlman & Saakvitne). The hypothesized rdesielibed the
theoretical relationships among childhood trauma, personal wellness, supervisory
working alliance, organizational culture, workload, and vicarious traumatizand

predicted childhood trauma and workload would have a positive direct effect on vicarious
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traumatization, organizational culture would have a negative direct effeatamouis
traumatization, and personal wellness and supervisory working alliance would have
negative, partial mediating effects on vicarious traumatization (Figurdtéjnative

path analysis models were considered in the development of the hypothesized model,
however, the literature did not provide strong enough support for an alternative model.

For this study, the weighted least squares estimation method was useh&teesti
path coefficients in the path model using LISREL 8.80. The weighted least squares
estimation method is a “full-information method,” which estimates all pasmgt the
model simultaneously (Kline, 2005, p. 159). The researcher used the weighted least
squares estimation method because this method is recommended over otheorestimat
methods when variables in the model are measured using ordinal data (i.e. Li&ert-typ
scales) rather than interval data/(dskog, 2005; Kline). Solutions for this analysis were
then standardized for easier interpretation.

In order to interpret the results, it is necessary to first assess hothevell
hypothesized model fits the data (Kline, 2005; Martens, 2005; Thompson, 2000). When
using path analysis, assessing model fit with multiple fit indices is reegdsscause
different indices measure different aspects of model fit (Kline; Majtel'he researcher
used the following fit indices to determine how well the model fits the data: robdel
square X?), Bentler comparative fit index (CFI), incremental fit index (IFynstardized
root mean square residual (SRMR), and Steiger-Lind root mean square error of
approximation (RMSEA). Kline recommended a minimal set of fit indices for al
structural equation modeling analyses incl®@eCFI, SRMR, and RMSEA. Other

researchers recommended using the CFl, IFl, SRMR, and RMSEA over other fi§ indice
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because they are “less affected factors other than model misspecifi¢ae. sample
size and model complexity) (Martens, 2005, p. 275). Therefore, these fit indiaes wer
appropriate for this study due to having a medium rather than large sanepl€lsiz,
2005).

The model chi square) was used to test for model misspecification (Weston &
Gore, 2006) at a .05 alpha level. When usifighe researcher is testing the null
hypothesis that the model fits the data well; therefore, a statistimiificant X? results
in the rejection of the null hypotheses indicating the model does not fit the data well
(Kline, 2005; Thompson, 2000; Weston & Gore). The madeés the most commonly
reported fit statistic; however, it can be unreliable in predicting modatdiduse it is
largely affected by sample size and not a good indicator of fit when data ard ordina
(Kline; Martens, 2005).

The CFI and IFI were used to test the goodness of fit of the model. The CFl is
recommended for use in all structural equation modeling procedures becausbitfyts
to account for sample size (Hu & Bentler, 1999; Kline; Thompson, 2000). Scores for the
CFl range from 0 to 1.0, with values closer to 1.0 indicating the model fits the data wel
(Hu & Bentler; Kline; Weston & Gore). In addition to the CFI, researchemmeended
using the IFI to compensate for model complexity and sample size (Hu & Bentler
Martens, 2005). The IFI is a nonnormed fit index; therefore, scores can range &om O t
larger than 1.0, with values closer to 1.0 indicating the model fits the data wedl (H
Bentler). The researcher used the recommended cutoff score (for safrpsssthan 500
subjects) of .90 for both the CFI and the IFI to determine model fit (Kline; Weston &

Gore).
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Additionally, the SRMR and RMSEA were used in this study to assess the
badness of fit of the model (Kline, 2005). Most researchers recommended using the
SRMR to assess badness of fit in conjunction with other fit indices (Martens, 2005;
Kline; Weston & Gore, 2006; Hu & Bentler, 1999). In addition to the SRMR, the
RMSEA was used to assess the badness of fit. Researchers recommerglBIASEA
to compensate for model complexity (Hu & Bentler; Kline; Weston & GoreeSdor
the SRMR and RMSEA range from 0 to 1.0 with scores closer to 0 indicating better
model fit (Kline; Thompson, 2000). In this study, the common cutoff criterion (for
samples of less than 500 subjects¥ 010 was used for the SRMR and RMSEA (Kline;
Thompson; Weston & Gore). All of the fit statistid€,(CFI, IFI, SRMR, and RMSEA)
were used to determine the degree to which the data fits the hypothesized path model.

This study was conducted according to the research design described in this
chapter. After receiving approval from the IRB at the University of NantRelorado,
the researcher followed the described procedures for sampling and dgsegsablsing
path analysis, the researcher tested the hypothesized path model describing the
relationships among childhood trauma, personal wellness, supervisory workingeallia
organizational culture, workload, and vicarious traumatization using the recommended f

indices and cutoff scores.
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CHAPTER IV
RESULTS

This chapter provides an overview of the results of the study. The results of
preliminary data analyses are reported including demographic data desttréosagmple,
descriptive data for each of the instruments, tests related to séhsstimptions, and
correlations among variables in the path model. Then, results are reported fdrtbach o
research questions and corresponding hypotheses tested.

Preliminary Analyses

Demographic Data

The final sample was comprised of 131 practitioners working in urbard(;
31.30%), suburbam(= 52; 39.69%), and rurah & 38; 29.01%) community mental
health centers across the Rocky Mountain Region of the United States of Ar&aoh
participant completed a researcher developed demographics questionnaitengqtiea
or his gender, race/ethnicity, age, highest degree earned, license typ@f yhaical
experience, number of client’s on her or his current caseload, and the percentage of
traumatized clients on her or his caseload. Of the 131 participants, 83 reported being
female (63.36%) and 48 reported being male (36.64%). The majority of participaets w
Caucasiann = 106; 80.92%), while others reported being Hispamie 19; 14.50%),
American Indiantf = 1; 0.76%), and Multiethnic/Multiraciah= 2; 1.53%). Three

participants (2.29%) indicatextherfor their racial/ethnic identity and did not further



83

specify their ethnicity. Participants ranged in age from 25 to 71 yelars42.18;SD =
11.00).

Of the 131 participants, most indicated they had earned a master’s degree (
123; 93.89%) in their field of study. Additionally, seven (5.34%) participants indicated
they had earned a doctoral degree and one (0.76%) an educational specialist degree in
their perspective fields. Participants reported being Licensed Cliroca#|SVorkers 1§ =
50; 38.17%), Licensed Marriage and Family Therapists 11; 8.40%), Licensed
Professional Counselors € 40; 30.53%), Licensed Psychologists=(7; 5.34%), or
unlicensed professionals € 17; 12.98%).

Participants’ years of clinical experience ranged from two to 3% \eae Table
1). The average number of clients on the caseload of professionals surveyed was 39.11
(SD=25.87) and ranged from 8 to 126 clients. Participants reported that, of the clients on
their current caseloads, an average of 50.2 percent of clients had experiencectargignif
trauma in their lifetime and had either a primary or secondary treatmedrafgo

addressing the impact of this experience during the course of treatneehafde 1).

Table 1

Demographic Data: Clinical Experience, Caseload, & Traumatized Clients

Variable Mean SD Min Max
Years of Clinical Experience 10.31 8.11 2 33
Current Caseload 39.11 25.87 8 126
Percentage of Traumatized Clients 50.20 28.82 5 100

Note. N= 131.
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Instruments

In addition to the demographics questionnaire, participants completed a survey
packet of six Likert-type, self-report surveys to measure each \amatile
hypothesized model. The survey packet included instruments to measure vicarious
traumatization (Trauma Attachment and Belief Scale, Pearlman, 2003),zartgzmal
culture (Job Satisfaction Survey, Spector, 1994), workload (Quantitative Workload
Inventory, Spector & Jex, 1998), supervisory working alliance (Supervisory Working
Alliance Inventory — Supervisee Form, Efstation et al., 1990), personal vee{fies
Factor Wellness Inventory — Form A, Meyers & Sweeney, 2005), and childhood trauma
(Childhood Trauma Questionnaire, Bernstein & Fink, 1998). Descriptive statwstics f
each of the variables included in the hypothesized path model are described & Table
Participant responses for personal wellness, supervisory working ell@iganizational
culture, and workload were negatively skewed, while childhood trauma and vicarious
traumatization were positively skewed. Although variables in the model wexedkthe
skewness of the variables was not considered severe (i.e. less than the abselate val
3.0; Kline, 2005; Weston & Gore, 2006). Additionally, the direction of skewness for
childhood trauma, personal wellness, supervisory working alliance, organitationa
culture, and vicarious traumatization were consistent with more sociallpllesir

responses, which are common when using self-report instruments.
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Table 2

Descriptive Statistics for Variables Included in the Hypothesized Model

Supervisory
Childhood Personal  Working  Organizational Vicarious
Trauma Wellness  Alliance Culture Workload Traumatization

Mean 43.00 81.02 66.83 142.15 19.75 175.02
Standard 1454 742  13.44 24.28 3.01 36.97
Deviation
Minimum 25 58.9 23 67 9 113
Maximum 86 97.3 84 200 25 327
Range 61 38.4 61 133 16 214
Skewness 97 -.37 -1.12 -.30 -.57 91
Kurtosis .38 -.15 1.07 A2 -.32 1.32
Likert Scale 1-5 1-4 1-7 1-6 1-5 1-6

Note. N= 131. The standard error for skewness was .21 for all scales. The standard error
for kurtosis was .42 for all scales.

Instrument Cutoff Scores

The test manuals for the Job Satisfaction Survey (JSS; Spector, 1985),
Quantitative Workload Inventory (QWI; Spector & Jex, 1998), and the Trauma
Attachment and Belief Scale (TABS; Pearlman, 2003) provide informatiordiaga
total scale cutoff scores that may be used to aid in the interpretation ltf.resu
Information regarding cutoff scores for the instruments for the preseptesan
presented in Table 3.

Spector (1985) indicated that individuals whose total scores on the Job

Satisfaction Survey were less than or equal to 144 were ambivalent or fieshatith
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their jobs, whereas those whose scores were greater than 144 were sdtisfieelr

jobs when responding to questions related to organizational culture. In the presggnt st
70 (53.44%) of participants reported being either ambivalent or dissatistletheir
current job, while 61 (46.56%) reported feeling satisfied with their current work
environment.

The Quantitative Workload Inventory measures individuals’ current workload
(Spector & Jex, 1998). According to the cutoff scores reported in the test mamthe! f
QWI, two patrticipants (1.53%) reported low levels or workload, while 120 reported
experiencing high levels of workload € 120; 91.60%). Thus, the majority of
participants reported experiencing high levels of workload (i.e. feelingetheé to work
fast, not having adequate time to complete work tasks, etc.) compared to other
professionals.

According to the test manual for the Trauma Attachment and Belief Scale,
individuals whose total scores on the instrument were greater than or equal to 210 were
experiencing clinically significant levels of cognitive distortionsoagged with
vicarious traumatization (Pearlman, 2003). In the present study, 19 particlp&bB%)
had total scores greater than 210, indicating they were experiencirfgcaigrievels of
vicarious traumatization. Additionally, participants whose total scoreslesse¢han or
equal to 146 = 32; 24.43%) did not report significant cognitive distortions associated

with vicarious traumatization (Pearlman).
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Table 3

JSS, QWI, and TABS Cutoff Scores

Low Cutoff Score High Cutoff Score
Score N % Score n %
JSS <144 70 53.44 > 144 61 46.56
QWI <10 2 1.53 >15 120 91.60
TABS < 146 32 24.43 > 210 19 14.50

Note. N= 131 for the present sample.

Testing of Assumptions

Score reliability.Score reliability refers to “the degree to which scores are free
from random measurement error” (Kline, 2005, p. 58). When using path analytic
strategies to analyze data, it is important to have reliable scores Wieston & Gore,
2006). Often, score reliability is measured using Cronbach’s coeffidmrd avhich
measures the internal consistency of scores on items on an instrument (Kiee). T
Cronbach’s coefficient alpha scores for this study are reported in Talde #theForesent
study, the coefficient alphas ranged from .80 to .95. These scores are considered ve
good £ 0.80) to excellent{0.90) according to most standards and are sufficient for path

analytic data analysis strategies (Kline, 2005).
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Table 4

Reliability Information

Instrument Number of Items Cronbach’s Alpha

Trauma and Attachment Belief Scale 84 .95
(Pearlman, 2003)

Job Satisfaction Survey 36 .92
(Spector, 1994)

Quantitative Workload Inventory 5 .80
(Spector & Jex, 1998)

Supervisory Working Alliance Inventory
(Efstation, Patton, & Kardash,

1990)
Supervisee Form — Rapport Scale 12 .95
Five Factor Wellness Inventory — Form A 73 .93

(Myers & Sweeney, 2005b)

Childhood Trauma Questionnaire 28 91
(Bernstein & Fink, 1998)

Note. N= 131 for all scales.

Multivariate normality.After examining the reliability of instruments used in the
study, the researcher used graphical procedures in SPSS to test the path analyt
assumption of multivariate normality. Although univariate normality diffevsnf
multivariate normality, it is difficult to “assess all aspects of muliata normality”

(Kline, 2005, p. 49). Therefore, scholars recommend assessing univariate norsnality a
foundation for determining multivariate normality because most violations can be
detected through a thorough examination of univariate distributions (Kline;ridarte
2005; Thompson, 2000). Because univariate normality provides the foundation for

multivariate normality, the researcher examined the graphical disbrisuskewness,
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and kurtosis of the individual variables in the model to assess multivariate ngrmali
(Martens; Thompson). The graphical distributions for each of the variables in the model
appeared to be normally distributed as evidenced by graphs (i.e. histograms and box
plots) that showed no extreme outliers and responses that were normalbyidtabout
the mean; however, the distributions for the Childhood Trauma Questionnaire, the
Supervisory Working Alliance Inventory, and the Trauma and Attachment ared Bel
Scale demonstrated minor skewness (see Table 2). Because path arwlgtans are
considered robust, the results are not significantly impacted by minor to mddeedse
of skewness (i.es |3.0|); therefore, the skewness of these scales was not severe enough to
impact the path analytic procedure (Kline, 2005; Weston & Gore, 2006).
Correlations

A correlation matrix of the variables in the hypothesized path model was analyzed
prior to conducting the path analysis. The scores for the Pearson product-moment
correlations are presented in a correlation matrix in Table 5. Vicariousdtaation was
significantly positively correlated with childhood trauma=(.36,p < 0.01) and
practitioner workloadr(= .22,p < 0.05) indicating that practitioners who experienced
childhood trauma and reported having a higher workload also reported higher levels
vicarious traumatization. Additionally, vicarious traumatization was neggpticetelated
with personal wellness € -.63,p < 0.01), supervisory working alliance= -.26,p <
0.01), and organizational cultureX -.19,p < 0.05). Therefore, practitioners who
reported consistently engaging in activities to enhance personal wellkgsserced a

stronger supervisory working alliance with their supervisors, and experiendex jul
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satisfaction as a result of a positive organizational culture also reportediéwels of
vicarious traumatization.

Other statistically significant correlations among variables in théetincluded
negative relationships between childhood trauma and supervisory working altiance (
.23,p < 0.01), personal wellness and workload ¢.25,p < 0.01), and organizational
culture and workload (= -.24,p < 0.01) and positive relationships between personal
wellness and supervisory working alliance=(.22,p < 0.05), personal wellness and
organizational culturer (= .28,p < 0.01), supervisory working alliance and organizational
culture ¢ = .49,p < 0.01), and childhood trauma and workload (27,p < 0.01). Many
of the relationships between variables in the model were statisticallficaghiand
considered smalPQ.10) to medium>0.30) effect sizes in counseling research; however,
statistical significance may be a function of the large sample gjaeead for path
analytic procedures (Granello, 2007; Kline, 2005). Although variables in the model are
correlated, the bivariate correlations among all variables are lesstha8b|; therefore,
the correlations do not violate the path analytic assumption of multicollin€lime;

Weston & Gore, 2006).
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Table 5

Correlation Matrix for Variables in the Hypothesized Model

1 2 3 4 5 6

1. Childhood Trauma 1.0
2. Personal Wellness -.16 1.0

3. Supervisory Working Alliance =23 22 1.0

4. Organizational Culture -16  .28%  49* 1.0
5. Workload 27%*  -25% .04 @ -.24*%* 1.0
6. Vicarious Traumatization 36*%*  -.63** -26* -19* .22% 1.0

Note. N= 131. * indicates correlation is significant at9.05 level. ** indicates
correlation is significant at £ 0.01 level.

Research Question Results
Research Question One
Q1 To what degree do the hypothesized relationships among childhood
trauma, personal wellness, supervisory working alliance, organizational

culture, workload, and vicarious traumatization in the path model fit the
data?

It was hypothesized that the relationships among the variables in the path model
would fit the data well. Results provided partial support for this hypothesis. The fit
indices used to assess model fit were contradictoryb@tieess of fit statistiaadicated
the model did not fit the data well, whereasgbedness of fit statistiéedicated good
model fit.

In order to examine whether the hypothesized relationships among childhood
trauma, personal wellness, supervisory working alliance, organizationakgultur

workload, and vicarious traumatization in the path model fit the data well, the researc
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estimated the path model using the weighted least squares estimation méttSRIEL
8.0 (2006). In order to assess the overall fit of the path model, multiple fit indices wer

examined (see Table 6).

Table 6

Fit Indices

Fit Statistic Score

Badness of Fit Statistics
Model Chi Squarex?) 25.41
Standardized Root Mean Square Residual (SRMR) 0.30
Steiger-Lind Root Mean Square Error of Approximation (RMSEA) 0.13
Goodness of Fit Statistics
Bentler Comparative Fit Index (CFI) 1.00*

Incremental Fit Index (IFI) 1.10*

Note N = 131. * indicates statistical significance.

The model chi square) was used to assess for model misspecification and was
statistically significantX? = 26.41,df = 12,p <0.05). This indicates the model does not
fit the data well, ag? assessdsadness of fithowever X is largely influenced by
sample size and is not a good indicator of fit when data are ordinal (Kline, 2005).
Therefore, it must be examined in conjunction with other fit statistics (NRrg905).

The standardized root mean square residual (SRMR) and the Steiger-Lind root
mean square error of approximation (RMSEA) were examined in addition to the model

chi square to assess thadness of fibf the path model. The SRMR for the model was
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0.30 (greater than the recommended cutoff scoreldf for samples of less than 500
participants) indicating poor model fit (Kline; Weston & Gore, 2006). Simil&nky

RMSEA was 0.13, suggesting the model does not fit the data well. Each of the fit indices
used to assesmdness of fifi.e. X?, SRMR, and RMSEA) indicate the model is not a

good fit.

The Bentler comparative fit index (CFI) and incremental fit index (IfFd) a
consideredjoodness of fistatistics and were used in conjunction withliedness of fit
statisticsto assess the overall fit of the model. The CFI, which assesses the model
compared to a baseline or null model, was 1.0 for the tested model. This value s greate
than the recommended cutoff score for samples of less than 500 of greater than 0.90,
indicating the model is a good fit (Weston & Gore, 2006; Martens, 2005). Finally, the IFI
assesses model fit while compensating for sample size; the IFI of 1.hisfetudy
indicates good model fit, as it is greater than the recommended cutoff score ¢110.90 (

& Bentler, 1999). Both of thgoodness of fihdices (i.e. CFl and IFI) indicate the model
fits the data well.

According to Weston and Gore (2006) fit indices occasionally contradict and
must be examined simultaneously. Althoughliadness of filndices suggested the
model does not fit the data well, theodness of findices suggested the model was a
good fit. Thus, examining the fit indices simultaneously suggests that cespaicts of
the model fit the data well, while other aspects do not (Klem, 2000). When the results of
the fit indices are contradictory, it is critical to examine the pathiceaits in the model
to determine which aspects of the model fit the data well and which do not (Weston &

Gore, 2006).
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The solutions for the path coefficients were standardized for easier itaéimpre
(see Figure 2). The path coefficients as well as the direct andl pagtiating effects of

each variable in the model are examined in subsequent research questions.

Personal 4033 Organizational
Wellness Culture
.0 o7 -0.58*
0.27 013
v
Childhood 0.20* > Vlcar|_ous_ 54
Trauma Traumatization
4
0.08
-0.24* - -0.06
Supervisory
Working Workload
Alliance '€—0.94

Figure 2.Path analysis results: A comprehensive model for vicarious traumatiAdtr
131. Weighted least squares estimation method with standardized solutions. * indicates
path coefficient is significant at thee< 0.05 level.

Research Question Two
Q2  What are the direct effect of childhood trauma and the partial mediating

impacts of supervisory working alliance and personal wellness on
vicarious traumatization?

It was hypothesized that there would be a positive direct effect of childhood
trauma and negative, partial mediating effects of personal wellness andsayer
working alliance on vicarious traumatization. Results of the path analysis ptqadzal
support for this hypothesis. Although the directions of the relationships between wariable
were consistent with the hypothesis, not all relationships among the variagbées w

statistically significant (see Figure 2).
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The direct effect of childhood trauma (0.20) and the partial mediating effect
personal wellness on vicarious traumatization (-0.58) were statistigaiificant.
Personal wellness partially mediated the relationship between childhaothteand
vicarious traumatization. The partial mediating effect of supervisorking alliance on
vicarious traumatization (-0.06); however, was not statistically sogmti Consequently,
childhood trauma and personal wellness influenced vicarious traumatization, while
supervisory working alliance did not have a significant influence on vicarious
traumatization when examined in conjunction with other variables in the model. The
direct effect of childhood trauma and the partial mediating effect obparsvellness on
vicarious traumatization are considered significant effects in tliedfedounseling
(Kline, 2005). These results suggest that the direct effect of childhood trauma and the
partial mediating effect of personal wellness are aspects of the rhatlét the data
well, whereas the partial mediating effect of supervisory workinghaltias an aspect of
the model that did not fit the data well.

Research Question Three

Q3 What is the direct effect of organizational culture on vicarious
traumatization?

It was hypothesized that there would be a negative direct effect of organikationa
culture on vicarious traumatization. The results of the study did not support this
hypothesis. The direction of the effect was consistent with the hypothesis;drptine
direct effect of organizational culture on vicarious traumatization (-9.£307) was not
statistically significant. These results suggest organizational eutan aspect of the

model that did not fit the data well (Kline, 2005; Weston & Gore, 2006).
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Research Question Four

Q4  What is the direct effect of workload on vicarious traumatization?

It was hypothesized that there would be a positive direct effect of workload on
vicarious traumatization. The results of the path analysis did not support this Isygothe
While the direction of the relationship was consistent with the hypothesis, tbe dire
effect of workload on vicarious traumatization (0.08) was not statisticalhfisint.
According to the results, workload is an aspect of the model that did not fit the data we
(Weston & Gore, 2006).

Amount of Variance Explained by the Model

Examining the squared multiple correlation coefficiex®®yd for the
endogenous variable indicates the proportion of total variance in each variable that is
explained by the model (Kline, 2005). Results indicate the path model accounted for 46%
of the variance in vicarious traumatization, which is considered a laay affd
practically significant in field of counseling and educatied.85; Granello, 2007; Fan,
2001).

In this chapter, the results of the study were reported and included participant
demographics, results of tests of statistical assumptions and resultsipgtiieach
research question. The hypotheses associated with research questions onensand tw
partially supported, while the results for hypotheses associated withcregeastions
three and four were not supported. Regarding the overall fit of the model, the results
indicated that some aspects of the hypothesized model fit the data well, While ot
aspects did not. The direct effect of childhood trauma and the partial mediatotgéffe

personal wellness were significant in the model, indicating these wesaspthe
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model that fit the data well. On the other hand, the partial mediating effegpeifvisory
working alliance and the direct effects of organizational culture and vaatki@re not
statistically significant, thus representing aspects of the model thaotfit the data

well. An overview of the results are provided in the next chapter along a discusdien of t
practical significance of results, implications for practice, linote of the study, and

directions for future research.
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CHAPTER V
DISCUSSION
This chapter includes a discussion of the results, implications, and limitations of
the study. The beginning of the chapter provides an overview of the results of the stud
The statistical and practical significance of the findings are condidétiein the context
of the current body of literature on vicarious traumatization. Based on thesyesul
implications for practitioners, supervisors, counselor educators, and communig ment
health center administrators are presented. Finally, limitations of thernpretudy and
suggestions for future research are outlined.
Incidence of Vicarious Traumatization
Vicarious traumatization refers to the cognitive shift practitionepemence as a
result of working with clients’ traumatic material; this cognitive stidscribes a
practitioner’s negative change in cognitions regarding self, others, andtiteas a
result of working with traumatized clients (Pearlman & Saakvitne, 1995; Waly, et
2007). Thus, a practitioners’ experience of vicarious traumatization is medsutiee
level of cognitive distortions related to his or her sense of safety, trustnestéeacy
and control (Pearlman, 2003; Pearlman & Saakvitne). Although scholars have theorize
that most practitioners are impacted by their work with traumatizeu<lkend some
have described vicarious traumatization as an unavoidable, occupational hazaadrfMcC

& Pearlman, 1990a; Pearlman & Saakvitne, 1995), it is difficult to identify thet exa
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number of practitioners impacted by vicarious traumatization because ibpewsl a
continuum and does not have distinct diagnostic criteria (Pearlman, 2003).
According to Pearlman (2003), clinicians whose total score on the Trauma and
Attachment and Belief Scale is greater than 210 are experiencinficsighievels of
cognitive distortions associated with vicarious traumatization (e.g., didroptefs
about self, others, and the world) when compared to a non-clinical standardizatipn gr
Of the 131 clinicians surveyed, 19 (14.5%) reported experiencing levels of vicarious
traumatization that warrant clinical attention. An additional 65 (49.6%) poaeis’
reported moderate levels of vicarious traumatization, whereas the negin(35.9%)
reported not currently experiencing significant shifts in their worldvigmngs belief
systems (Pearlman). Affected clinicians reported significant shifteeir worldview,
belief system, identity, and memory system as a result of their work withatezed
clients (McCann & Pearlman; Pearlman & Saakvitne). These findings eevibait
several clinicians providing services to clients reported levels of vicaramwsatization
that warrant clinical attention and may negatively impact client cageresult of the
potentially debilitating effects of vicarious traumatization.

Relevance of the Constructivist Self-Development
Theory in Explaining Vicarious Traumatization

Prior to this study, researchers have not tested a comprehensive takoretic
framework for vicarious traumatization based on the constructivisteedlopment
theory (CSDT). Although research supports the influence of various organizational,
supportive, and personal factors on vicarious traumatization, these factors hawnnot be
examined concurrently in the literature. The researcher used path@pedgiedures to

test a comprehensive theoretical model of vicarious traumatization. This ewided
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insight into the impact of therapist, work, and supportive factors on vicarious
traumatization. Based on the CSDT, the path model tested the effectsnabiaatoon of
organizational factors (i.e. job satisfaction and workload), clinical supervisgon (
supervisory working alliance), personal wellness, and childhood trauma on vicarious
traumatization in practitioners working in community mental health centers
Overall Model Fit

After testing the assumptions of path analysis (i.e., scale reliabilitifivariate
normality, and multicollinearity), the overall fit of the hypothesized modsltested. In
order to determine the fit of the model, multiple fit indices were used which included
indices to measufgadness of fi{i.e. model misspecification) amgodness of fifi.e.
comparative fit). The results were contradictory astigness of fiindices (i.eX?,
SRMR, and RMSEA) suggested the model did not fit the data well whigotheness of
fit indices(i.e. CFl and IFl) indicated good model fit. The insignifichatiness of fit
indices suggested model misspecification or that some aspects of the model dithaot fi
data well, while the statistically significagbodness of fiindices indicated the tested
model was a better fitting model when compared to a null model.

When examining model fit, it is important to examine all fit indices
simultaneously, as each index measures a different aspect of model fif 0@,
Kline, 2005). Occasionally, fit indices are contradictory, and their simultaneous
evaluation suggests certain aspects of the model fit the data well while others do not
(Klem; Weston & Gore, 2006). When the results of the fit indices are contradittisry, i
critical to examine the path coefficients in the model to determine whichtagpelce

model fit the data well and which do not (Weston & Gore, 2006). Simultaneous
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evaluation of the fit indices indicates the CSDT appears to have some reléwvanc
explaining the development of vicarious traumatization in practitioners; howefagls it
to provide a comprehensive explanation. When examining the relevance of the CSDT to
vicarious traumatization, one must consider the overall variance explainied impdel,
the theoretical and practical significance of each of the constructs in thed, rand the
ability of the measures to accurately assess theoretical constructs.
Overall Variance Explained by the Constructivist Self-Development Theory

In addition to examining the overall fit of the model, it is important to evaluate the
model by the proportion of overall variance explained in the endogenous variables in the
model in order to determine its practical significance (Weston & Gore, 2006&)rdiag
to the results of the path analysis, the CSDT explained 46% of the variance in vicarious
traumatization. Although this is considered a large effect in the field of somaktss
(Fan, 2001; Granello, 2007), each variable in the model must be examined in conjunction
with the current literature because effect size alone does not determimadinzap
significance of results (Fan; Granello; Thompson, 2006). The relationships aaxing
of the variables in the model are further examined within the context of tfaure

Relationships Among Variables in the Model

In order to determine which aspects of the model fit the data well, it is importa
to examine the path coefficients in addition to the overall fit of the model and amount of
variance explained in the endogenous variables of interest. Weston and Gore (2006)
indicated it is important to examine the path coefficients in conjunction with fdteado
identify aspects of the model that fit the data well and those that do not. Whenatking p

analysis, unreliable measures inflate path coefficients; however, whesliglity of all
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of the scales used in the path model are good, the path coefficients may be ussd to ass
in the interpretation of results (Kaplan, 2000). Because the Cronbach’s alphaemsffic
of the six scales used to assess variables in the model are considered veoy good t
excellent (.80 to .95), examining path coefficients to assist in the interpnetétihe
model is appropriate (Kaplan). Additionally, the relative weight of the pafficeats
can be interpreted because the solutions were standardized (Kline, 2005).
Childhood Trauma, Personal Wellness, & Supervisory Working Alliance

According to the CSDT, clinicians who have a history of childhood trauma are
more susceptible to developing vicarious traumatization as a result of working wit
traumatized clients; however, this effect is partially mediated bypaksvellness, self-
care, and a strong supervisory working alliance (Pearlman & Sagki¢88).
Researching the relationship between childhood trauma and vicarious tratioraiiza
not new; in fact, it is the most commonly studied relationship found in the literature.
Previously, researchers reported a statistically significantaoeitip between childhood
trauma and vicarious traumatization (e.g., Peariman & Mac lan, 1995; Way et al,, 2007)
while others found no relationship (e.g., Adams et al., 2001; Schauben & Frazier, 1995).
To date, no studies have examined the partial mediating effect of perséinaks/and
supervisory working alliance on vicarious traumatization. The hypothesized maglel w
designed based on the CSDT, which purports practitioners with a history of childhood
trauma have an increased vulnerability towards developing vicarious trauroatiza
unless it is mediated by personal wellness practices (i.e. selfacatesupervision (i.e. a

strong supervisory working alliance). Thus, the model tested the conceptual cleam tha
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history of childhood trauma effects the development of vicarious traumatizatiomalyut
be partially mediated by personal wellness and a strong supervisory wallkange.

Results indicated that childhood trauma had a significant direct effecb020)
vicarious traumatization. These results aligned with the CSDT and indicated tha
clinicians who reported a history of childhood trauma also reported higher levels of
cognitive distortions associated with vicarious traumatization (Pead&rdac lan,

1995; Way et al., 2007). Although there was also support for the partial mediatictg effe

of personal wellness on vicarious traumatization (-.58), there was no evidence to support
the partial mediating effect of supervisory working alliance on vicati@usnatization in

the presence of childhood trauma (-.06). The results of the partial medidg¢icigodf

personal wellness and supervisory working alliance on vicarious traunuatinaty

partially aligned with the CSDT, as personal wellness had a significdral paediating

effect, while supervisory working alliance did not.

Childhood trauma had a significant direct effect on vicarious traumatization. As
suggested by the direction of the path coefficients, practitioners who exqaetisore
severe levels of childhood trauma also experienced higher levels of vicarious
traumatization. The positive direct effect of childhood trauma on vicarious trzatrat
is supported by the CSDT as well as findings reported by Peariman andri(469&)
indicating that practitioners who reported a history of trauma also reported leigbls
of cognitive distortions associated with safdtyF5.25,p < 0.05), self-trustk = 5.48,p
< 0.05), other-trust{ = 5.71,p < 0.05), and other intimacy (= 5.00,p < 0.05).

Therefore, the direct effect of childhood trauma on vicarious traumatizatoamths

practically and statistically significant.
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Although childhood trauma was found to have a direct effect on vicarious
traumatization, this effect was partially mediated by personahesad| Practitioners who
engaged in more personal wellness or self-care activities experiencedsdeclevels of
vicarious traumatization in the presence of childhood trauma. Thus, personal svellnes
had a partial mediating effect on vicarious traumatization in practisowao
experienced a history of childhood trauma. Practitioners who engaged more fsenuent
self-care and wellness practices as described by Myers and Sw2e88sg) to promote
wellness holistically also reported lower levels of cognitive distortises@ated with
vicarious traumatization. Additionally, childhood trauma had a negative effect on
engagement in personal wellness activities or practitioner self-categses, which
indicated that practitioners who reported more severe histories of childhood tiiama
engaged in fewer activities to promote personal wellness.

A review of the literature revealed that no studies have been conducted to
examine the effect of childhood trauma on vicarious traumatization with personal
wellness and supervisory working alliance as partial mediating $§adtbrs study was
the first to examine the relationship between a holistic approach to personakgvaltiae
vicarious traumatization. Findings are consistent with the CSDT, which iedicat
engagement in personal wellness practices decrease a practitionersihilitpeéoward
developing vicarious traumatization and partially mediate the effet¢tildhood trauma
on vicarious traumatization (McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995)
Although previous research has not been conducted examining the relationship between

personal wellness and vicarious traumatization, the results of this study camsiered
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both practically and statistically significant because the CSDT providetdbectical
basis for the hypothesized relationships in the model.

Based on the CSDT, supervisory working alliance was also predicted to have a
partial mediating effect on vicarious traumatization. Supervisory wgdirance and
vicarious traumatization were significantly negatively correlated-(26,p <.01), which
suggested practitioners who experienced a stronger supervisory workingeadllao
reported lower levels of cognitive distortions associated with vicarious ataaton.
Although these variables were correlated, supervisory working alliadcetihave a
statistically significant partial mediating effect on vicariousitnatization (-.06) when
childhood trauma was present in the model. These results suggest that the supervisory
working alliance does not partially mediate the effect of childhood trauma amouis
traumatization, as suggested by the CSDT. Therefore, this was an aspechodi¢he
based on the CSDT that did not fit the data well.

Although supervisory working alliance did not have a significant partial
mediating effect on vicarious traumatization, significant correlationsdsgt\wsupervisory
working alliance and vicarious traumatization as well as the literatgeesagygesting
that the supervisory working alliance is an important factor in decreagiragt#ioners’
vulnerability towards vicarious traumatization suggest this is an importarttwcnshen
examining vicarious traumatization (e.g., Bober & Regehr, 2005; Hunter &iglchof
2006; Pearlman & Mac lan, 1995; Pearlman & Saakvitne, 1995). However, the
supervisory working alliance may have a direct rather than a mediaticg @ffe
vicarious traumatization. Quality clinical supervision and a strong supegrviswking

alliance often help practitioners avoid professional isolation, debrief and process
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reactions to trauma, and normalize the negative impact of trauma work (Knight, 2004;
Pearlman & Saakvitne, 1995). These benefits provide a context for all pracsitione
explore and mitigate the negative impact of trauma work, not only those who experience
childhood trauma (Bell et al., 2003; Pearlman & Saakvitne). As these benefits can be
experienced by all practitioners, a strong supervisory working alli@agehave a direct
effect on vicarious traumatization in all practitioners, rather than simptjiating the
effect of childhood trauma.

When conducting path analysis, it is important not to disregard the theoretical
significance of a construct because its effect was not stafigsogtificant in the model
(Martens, 2005; Weston & Gore, 2006). Given the theoretical significance of the
supervisory working alliance when examining vicarious traumatization, it ssipp@shat
the effect of this variable was not adequately represented in the presenamagsrtial
mediating factor for childhood trauma. Theoretically, the supervisory workiagce
provides a foundation for all practitioners to assuage the negative impactroé twaork,
not only those with a history of childhood trauma. The strong theoretical signéicinc
the supervisory working alliance suggests its relationship with vicanaushatization
be further examined rather than disregarded as a significant factareasiag a
practitioners’ vulnerability towards developing vicarious traumatizatitertens, 2005;
Bober & Regehr, 2005; Pearlman & Saakvitne, 1995).

Organizational Culture

Although organizational constructs are emphasized in the CSDT literature and

thought to effect the development of vicarious traumatization in practitiongpgjeah

research examining the relationship between organizational culture and vicarious
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traumatization remains limited. Much of the research on organizational codtsire
focused on other forms of counselor impairment, including burnout (Jayaratne & Chess,
1984; Schulz et al., 1995). The purpose of examining organizational culture in this study
was to provide an empirical foundation for the theorized effect of organizatiohaiecul
on vicarious traumatization (Ackerly et al., 1988; McCann & Pearlman, 1990&nBea
& Saakvitne, 1995).

The direction of the effect of organizational culture and vicarious traumatzati
(-.13) was consistent with the literature, but the effect was not sigrtifiteerefore, it
was an aspect of the model that did not fit the data well. Although the CSxtulreer
supported the inclusion of this construct in the model, organizational culture did not have
a direct effect on vicarious traumatization. Based on these findings oftyamataulture
does not significantly effect the development of vicarious traumatizationeowehas
been found to influence the development of other forms of counselor impairment
including burnout, psychological distress, and substance abuse (Jayaratne & Chess, 1984
Schulz et al.; Bell et al., 2003).

Although organizational culture did not have an effect on vicarious traumatization
the descriptive statistics for organizational culture are of interestn\&reduating the
culture of their organization, 53.4% € 70) of participants indicated they were either
ambivalent or dissatisfied with their jobs, while 46.696(61) reported being somewhat
to extremely satisfied. The organizational culture, organizationaht@inpractitioner
caseload, and administrative support were variable among the organizatiogscgurve
However, the difference in organizational culture between organizations wasesgeas

because it was outside the scope of this study.
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Additionally, the average score on the Job Satisfaction Survey indicated
practitioners were not satisfied with the culture of their organizaon 142.15SD=
24.28) related to the nature of their work, pay, opportunities for promotion, contingent
rewards, administrative support, communication, and relationships with coworkess. The
findings are consistent with the literature, which indicated that praeits employed in
community mental health agencies are more stressed and dissatisfidtewith t
organizational culture than practitioners who work in other settings (Ackedly, 1988).
Workload

The effect of workload on vicarious traumatization has received littletiatbtein
the literature although high levels of workload are thought to increase dipnect’
vulnerability towards developing vicarious traumatization according to thefCSD
(McCann & Pearlman, 1990a; Pearlman & Saakvitne, 1995; Schauben & Frazier, 1995).
Although some studies have examined this relationship (e.g., Pearlman &riVia69a;
Schauben & Frazier), this study was the first to examine the effect kfoadron
vicarious traumatization using an instrument to measure practitioner wabrkloa

Results of the path coefficient (.08) did not support the hypothesis that there
would be a positive direct effect of workload on vicarious traumatization. The direction
of the path coefficient was consistent with the hypothesis; however, the diesttoéf
this variable was not statistically significant. Although the positivectieffect of
workload on vicarious traumatization was not significant in the tested path model, this
variable remains theoretically significant.

When examining the scores on the Quantitative Workload Inventory (QWI),

which was used to assess workload, it is important to note the limited variabiliiyg
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participant scores, as they suggested the majority of practitioxgsenced heavy
workloads. Total scores for the scale range from 5 to 25; however, the scohes for t
present study ranged from 9 to 26 € 19.75). Additionally, participant responses on this
scale indicate that most participants=(120, 91.6%) reported experiencing heavy
workloads according to the scale’s cutoff score (i.e. total seot&s Spector & Jex,

1998). Historically, practitioners employed in community mental health agehave
reported having limited resources and higher workloads than practitionisgvior

other settings (Ackerly et al., 1988; Dadich & Muir, 2009).

Although it did not demonstrate a statistically significant effect on \aaari
traumatization in this study, the theoretical significance of this varialicates it may
be practically significant and an important aspect of the path model (Ma2@ots
Weston & Gore, 2006). Therefore, including practitioners employed in a vafiety
mental health settings may be necessary in order to better assagsifieance of this
variable in the model, as practitioners in community mental health sdings
consistently reported heavier workloads.

Based on the results of this study, the CSDT failed to provide a comprehensive
explanation of vicarious traumatization in practitioners. According to resoite s
aspects of the model fit the data well (i.e., childhood trauma and personal Wellness
while others did not (i.e., supervisory working alliance, organizational culture, and
workload). Considering the results of this study within the context of previcesrobs
indicated that certain aspects of path model, developed based on the CSDT, fit the data

well while others did not. The results of this study provide practical impitafor
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practitioners, counselor educators, and supervisors in decreasing the impaciaisica
traumatization.
Implications

The results of this study have practical implications for practitionerssetam
educators, and supervisors. Implications are discussed pertaining tootthdtpath
analysis as well as descriptive statistics of constructs in the madphdsis is placed on
prevention and mediation efforts to decrease the incidence of vicarious izatioin
practitioners.

Practitioners

Results of this study indicated that a personal history of childhood trauma has a
direct effect on the development of vicarious traumatization. Theorists ltabatad
practitioners’ increased vulnerability toward developing vicarious tramatetn to being
reminded of one’s own trauma history when listening to clients’ stories of trauma
(McCann & Pearlman, 1990a; Pearlman & Saakvitne; 1995). This may result in the
awakening of memories and intense emotions related to one’s own experience af traum
and result in disrupted cognitions associated with vicarious traumatization.

These findings have substantive implications for practitioners who have
experienced childhood trauma (e.g., physical abuse, physical neglect, emotioaal abus
emotional neglect, and sexual abuse). First, it is important for these pragttio
recognize they may have an increased vulnerability towards developingwsca
traumatization. Awareness of the potential impact of one’s own history of trailima
enable practitioners to recognize when emotions and memories related tovheir

experiences have been triggered and seek help to manage shifting belreisgaba
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goodness of self, others, and the world associated with vicarious trauroatigaice a
practitioner becomes aware of altered beliefs, he or she can engage tiegattivi
mediate the development of vicarious traumatization.

According to the present study, personal wellness had a strong, partiaimgedia
effect on vicarious traumatization. Thus, practitioners who reported a persaogi bfs
childhood trauma were able to partially mediate the development of vicarious
traumatization by engaging in activities to promote personal wellness. Altlitocagnnot
be inferred directly from the results of this study, engaging in persaiiess activities
has also been found to decrease the impact of vicarious traumatization imopestit
after its development (Brady et al., 1999; Pearlman & Saakvitne, 1995; Saakvitne, 2002;
Schauben & Frazier, 1995). As the study measured the partial mediaticigoéfa
holistic approach to wellness (Hettler, 1984; Myers & Sweeney, 2005a), practitoaers
encouraged to engage in a variety of self-care or wellness practicesritogodamote
physical, emotional, cognitive, spiritual, and interpersonal wellness.

Regular participation in wellness activities was significantly, heglg
correlated to vicarious traumatization, suggesting that practitioners \ghageshin
wellness practices more frequently experienced fewer cognitive thatrelated to
vicarious traumatization. Therefore, in addition to engaging in wellnesstiastito
mediate the effect of childhood trauma, practitioners should be proactive in degreasi
their vulnerability toward developing vicarious traumatization by creativwgliness plan
to follow on a regular basis. Such a wellness plan should include activities tesaddre
physical wellness (e.g., eating healthily, getting adequatp, #&ercising regularly),

emotional wellness (e.g., maintaining a sense of humor, engaging in acto/jiesnote
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self-awareness), cognitive wellness (e.g., engaging one’s imagina¢veloping
problem-solving skills), spiritual wellness (e.qg., attending religious ssyvineditating),
and interpersonal wellness (e.g., fostering interpersonal wellness)nBewellness was
the most significant effect in the model and accounted for the most varianceriougca
traumatization; therefore, engaging in personal wellness activitiesssastial to
decreasing a practitioner’s vulnerability toward developing vicarious trazatiah.

Additionally, supervisory working alliance did not partially mediate the efiect
childhood trauma on vicarious traumatization; however, they were negativedated;
indicating there may be a relationship between these constructs not accounteddor i
present model. Developing a strong supervisory working alliance may hetjipnars
decrease their vulnerability toward developing vicarious traumatizatiboough it is not
able to partially mediate the effect of childhood trauma. Thus, practitishetdd seek
to form a strong working alliance with their supervisors in order to provide a context in
which they can explore their reactions to clients’ trauma material and avdesgional
isolation (Knight, 2004; Pearlman & Mac lan, 1995).
Counselor Educators

The results of this study have implications for counselor education and training.
Counselor educators are in a unique position to introduce counselors-in-training to the
nature of working in community mental health centers, the potential for counselor
impairment, and ways to mediate and manage the potentially negative impaginaf tra
work. According to the Council for the Accreditation of Counseling and Related
Educational Programs (CACREP; 2009), counselor educators are required to introduce

students to the nature and challenges of working in the field as a counseftnjs
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students begin working in community mental health centers post-graduation imoorder
receive supervised clinical hours to attain licensure, talking about thengeslef
working in community mental health centers is appropriate.

According to the present study, many practitioners (53.4%) reported being eithe
ambivalent or dissatisfied with their jobs when assessing organizational @utlireost
(91.6%) reported experiencing high workload (i.e. not having adequate time to complete
job related tasks, feeling rushed at work, etc.). Due to high workload and low job
satisfaction, there is often a higher turnover rate among community menthal healt
practitioners (Dadich & Muir, 2009). In order to prepare counselors-in-traiaiagter
jobs in community mental health centers, counselor educators can engagesstude
discussions regarding the impact of low job satisfaction and high workload on
practitioners. These discussions will enable counselors-in-training tadevekalistic
rather than idealistic perspective regarding the nature of working in cotymuemntal
health centers.

In addition to introducing counselors-in-training to the nature of working in
community mental health, counselor educators are in a unique position to introduce
counselors-in-training to the potential risk of experiencing counselor imgatrfne.,
vicarious traumatization) as well as factors found to influence the development of
impairment. According to the present study, 64.1% of practitioners reported expegie
moderate to clinically significant levels of cognitive distortions assetiaith vicarious
traumatization, which suggests there are professionals experienciiigarg levels of
impairment who are currently employed in community mental health centers. Whe

educated about counselor impairment, counselors-in-training are bettey mladptify
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potential areas of vulnerability and develop strategies for the prevention andioneafia
impairment (ACA, 2003).

The CACREP (2009) Standards and the ACA (2005) Code of Ethics emphasize
counselor educators’ role in educating counselors-in-training about the gdtantia
counselor impairment and promoting wellness in students. Integrating discussions
counselor impairment throughout the curriculum is consistent with the CACREP (2009)
Standards, which emphasize promoting wellness in counselors-in-training throughout
their academic program. Recommendations for introducing counselors in titaining
counselor impairment and wellness include leading discussions regardingethigapot
for a personal history of trauma to increase practitioners’ vulnerabilityrdodeeloping
vicarious traumatization as well as tools to help mediate the potentiallyvesigapact
of trauma work (i.e. personal wellness, self-care).

As personal wellness had a strong partial mediating effect on vicarious
traumatization, it is essential for counselor educators to promote wehnéss
students throughout their training programs. Counselor educators have been chérged wit
the responsibility of preparing resilient practitioners and helping stuadedevelop a
wellness identity during their training programs (Skovholt, 2001; Smith, Robinson, &
Young, 2007). Modeling wellness, developing a wellness course, and requiring students
to develop holistic wellness plans have been found to increase wellness in counseling
students (e.g., Myers, Mobley, & Booth, 2003; Roach & Young, 2007; Skovholt).
Specifically, counselor educators can require counselors-in-training étoge personal
wellness plan during an orientation course and evaluate and revise the plan during other

critical points in the training program (i.e. practicum and internship). Endograg
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students to develop a comprehensive, holistic wellness plan early in their aoginsel
programs can help them to develop wellness “habits” that they can continue to use as new
professionals. Helping students to develop and implement a wellness plan during their
program coupled with introducing them to counselor impairment and factors to mediate
its impact will enable them to better understand this phenomenon and be proactive in
decreasing their potential for becoming impaired.

As gatekeepers for the counseling profession, counselor educators are also
responsible for recognizing impairment in counselors-in-training and talapg &i
mediate impairment (ACA, 2005). Within training programs, counselor educators have
the opportunity to recognize impairment in counselors-in-training duringgguracand
internship experiences. Early recognition of impairment coupled withstisms of
counselor impairment and wellness throughout the training program can helpleminse
in-training develop the skills necessary (i.e. personal wellness @stj\participation in
supervision) to mediate the potentially negative impact of trauma wohlep&mter the
counseling field as new professionals.
Supervisors

Although the results did not support the partial mediating effect of a supervisory
working alliance on vicarious traumatization, the study has several itnhsdor
supervisors. Like counselor educators, supervisors can promote wellness-aackesel
activities in their supervisees. Specifically, supervisors can encowpge/sees to
develop and consistently implement a comprehensive wellness plan during sapervisi
by dedicating time during supervision sessions to discuss personal wellneger ltoor

emphasize the importance of personal wellness, supervisors can solicit ildormat
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regarding supervisees’ struggles with maintaining their own wellnessgsdamsll as
sharing their own struggles with maintaining personal wellness. In desigoarvisors
can promote wellness and self-care by modeling these behaviors, encouraging
supervisees to develop a holistic wellness plan, and providing a means of accountability
for practitioners to follow through on self-care activities.

Finally, 23 participants (17.6%) included notes on their survey packets indicating
they had a strong working alliance with their supervisor; however, they did notiimave t
to meet with their supervisor on a regular basis. It seems as though bedhesenoé
constraints and limited resources available in community mental healtigsetti
supervisors often do not have time to meet with supervisees on a regular basis. This
information is noteworthy, as this information was unsolicited by the researcher
Participation in supervision has been found to decrease a practitioner’s vultyerabili
toward developing vicarious traumatization in previous studies (e.g., Hunter & Sahofiel
2006; McCann & Pearlman, 1990a; Sommer & Cox, 2005). Additionally, the ACA
(2005) Code of Ethics requires that supervisors meet regularly with supemisedsri
to monitor supervisee competence and client welfare; therefore, it is ampfunt
practitioners and supervisors to advocate for time for supervision. Oftentipnact do
not have time to participate in supervision due to time constraints and limited resource
community mental health centers. Advocating for the inclusion of supervisiongime a
job requirement or as a part of productivity requirements for practitioners imaoiy
mental health centers may be a practical resolution to the continued estiargghding

adequate time for supervision.
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The combined prevention and mediation efforts of practitioners, counselor
educators, and supervisors can help to decrease practitioners’ vulnerabditgitow
developing vicarious traumatization. The aforementioned recommendations provide a
foundation for decreasing the incidence of vicarious traumatization in praattione
working in community mental health centers.

Limitations

Despite precautions taken to minimize threats to validity, the present study has
several limitations that must be considered when interpreting resultisatioms that
potentially impacted the internal and external validity of the study indlliogtations
regarding instrumentation (i.e. the use of self-report, Likert-typeunesand length of
survey packet) and sampling (i.e. sample size and response rate of community mental
health centers).

Instrumentation

Limitations regarding instrumentation in the current study included the use of
self-report, Likert-type scales to measure constructs in the path rAtileligh
precautions were taken to minimize limitations regarding instrumentatiae, the
limitations can be considered potential threats to internal validity.

As is common in social science research, self-report instruments wdreuse
measure constructs in the proposed model. The most common concern regarding using
self-report measures is the susceptibility of these measures todessrability bias,
especially when used to gather data regarding belief systems, attbuddjective
measures of behavior (i.e. personal wellness practices and cognitiveatistogtated to

vicarious traumatization; Gall, Gall, & Borg, 2007; Heppner, Kivlighan, & Wampold,
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2007). Steps to ensure confidentiality of responses were taken in order to decsease thi
threat to internal validity.

In addition to being self-report measures, all of the measures included in the study
were Likert-type scales. Using Likert-type scales is cons@arlimitation because
participants may have different interpretations of points on the scaleetGél] 2007).
Descriptive anchors were included on all Likert-type scales used in theiistoidier to
decrease this threat to internal validity. Additionally, each of the scaldsrudes study
were previously established surveys, which demonstrated adequate tgkeaduili
validity.

Finally, the limited variability in participant responses on the measure f
workload (i.e., Quantitative Workload Inventory) was a limitation of this studyt Mos
participants reported experiencing heavy workloads resulting in negatkehed data.
Although this data was considered only moderately skewed, the lack of variability i
participant scores likely resulted in this variable not being accurafelysented in the
model (Kline, 2005).

Sample Size

Another limitation of the present study was related to sample size. Tipdesaim
131 participants met the 10:1 rule of thumb (i.e. 10 participants per free paranibeer i
model) and was considered a medium sample; however, large sample sizesafee. gre
than 200) are preferable when using path analytic procedures (Kline, 2005). Adgitionall
mixed or contradictory results among fit indices are more likely with smsdimple
sizes, and increasing sample size may result in more distinctive 1(@dunes

MacCallum & Austin, 2000; Weston & Gore, 2006).
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Response Rate

As in the present study, researchers have historically reported havinglgiffi
engaging community mental health practitioners in research due to limiteciaes,
time constraints, limited funding, and high staff turnover in most community menta
health centers (Dadich & Muir, 2009). The response rate of community mental health
centers contacted to participate in the present study was 39.4% and may beemaside
limitation of the present study, as practitioners employed in community meattl he
centers that participated in the study may differ from practitioners gegpia centers
that did not.

Although the response rate may be considered a limitation, it was a high response
rate for research conducted with practitioners in community mental healéns;emhtich
typically ranged from 17 to 48 percent (Hawley, Cook & Jensen-Doss, 2009; Van Horn,
Green & Martinussen, 2009). Community mental health practitioners have been
described as “time- and resource-poor” and often do not have the additional time and
energy necessary to participate in research due to the demands of their joch @adi
Muir, p. 40).

Finally, the length of the survey packet and time commitment necessary to
complete the survey packet is considered a limitation of the current statbdred
response rate. When conducting research in community mental health centarsheese
have recommended decreasing the time commitment for participation in ordeetsec
response rates among practitioners in these settings (Dadich & Muir, 200@ugkit
decreasing the amount of time required to participate in the study is idesddarch in

community mental health centers, this may not be possible when using pattcanalyti
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procedures, as different measures are needed to assess each variaplatimrnioslel
(Kline, 2005).

Despite the potential limitation related to response rate, surveyingtipraets
employed in community mental health centers is also considered alstoétiy present
study. Historically, researchers have struggled to involve community meattd he
practitioners in research due to lengthy administrative processes to agseasch and
agencies’ limited resources (Dadich & Muir, 2009). Because of the diffis@tisociated
with conducting research with practitioners employed in community basedlrheatth
centers, researchers often avoid conducting research with this populatiorh(&adic
Muir; Hawley et al., 2009; Van Horn et al., 2009). The limitations of the present study
(i.e. instrumentation and sampling) provide a foundation for developing future researc
studies to examine the incidence, prevention, and mediation of vicarious tratioratiza

Directions for Future Research

The results of this study coupled with the limitations provide several directions
for future research. These include directions for assessing the relevaine«C&DT in
describing the development of vicarious traumatization, developing and testing
alternative models for vicarious traumatization, and further examiningldt®nships
among variables.

The results of this study indicated the CSDT does not provide a comprehensive
framework for explaining the development of vicarious traumatization stipoaers
working in community mental health centers. Although some aspects of the malke| fit
data well (i.e. childhood trauma, personal wellness), others did not (i.e. supervisory

working alliance, organizational culture, workload), which resulted in theazhotory
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results of fit indices. These results provided several directions for feseanch using
the CSDT.

First, assessing a similar model based on the CSDT using a larger sample s
practitioners working in community mental health centers may provide morkisivec
results. When results of fit indices are contradictory, it can be a resuihpfessaize.
Therefore, increasing the size of the sample may result in more concksiMs (Klem,
2000; Weston & Gore, 2006).

Because some aspects of the model fit the data well, while others did not, it is
important to develop and test other models for vicarious traumatization. Reorgemnizati
of the model using similar constructs might be warranted. For example, including
supervisory working alliance in the model as an exogenous rather than endogenous or
partial mediating variable in order to examine its direct effect on vicatiaumatization
might be more appropriate. Additionally, as more parsimonious models are peeferabl
when using path analytic procedures, removing variables with small effectsdqrkload
or organizational culture) from the model might also provide an avenue for future
research (Kline, 2005).

Based on the results of this study, a proposed model for future research would
include effective supervision (i.e., supervisory working alliance, accegsdiil
supervision, and focus on the person of the counselor), organizational factors (i.e.,
workload, administrative support, co-worker support, and communication), and
childhood trauma as exogenous variables and personal wellness, resiliency, amasvica
traumatization endogenous variables. Using the proposed model the researcherecould us

path analytic strategies to examine the direct effects of effestiervision and
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organizational factors on vicarious traumatization and the full mediatingetié
personal wellness and resiliency on vicarious traumatization with childhaodara
present in the model.

Additionally, as testing a model with one sample is not enough to fully assess a
hypothesized model, conducting a similar study with a different population of
practitioners may also provide valuable results (Kaplan, 2000; Kline, 2005). In the
present study, most practitioners reported high levels of workload; thereforéetieot
this variable on the development of vicarious traumatization may not have bgen full
assessed. Surveying practitioners working in various settings (e.g., commaniil
health centers, private practice settings, universities, schools) nudtyimesider
variability of scores on this construct, as practitioners in community nesd#th centers
often report higher levels of workload than other practitioners (Dadich & Muir, 2009),
and thus more conclusive results.

Finally, future research should be conducted to examine the effect of variables
external to the present model on vicarious traumatization. For example, hesgaauld
examine the influence of demographic variables (e.g., caseload, percentage of
traumatized clients, or years of clinical experience) on vicarious tteaatan. Although
the present study provided a foundation for assessing the relevance of the CSDT in
providing a framework for the development of vicarious traumatization, further
examination of the relevance of this theory is necessary.

Conclusion
This study addressed the gap in the literature regarding the examination of a

comprehensive theoretical model for the development of vicarious trauntatibased
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on the CSDT. While the CSDT failed to provide a comprehensive framework for
vicarious traumatization, results of this study explained 46% of the variance in the
development of vicarious traumatization in practitioners surveyed. Childhood trauma and
personal wellness had significant effects on vicarious traumatization, \wlieesaffects

of supervisory working alliance, organizational culture, and workload were not
statistically significant. Examination of these results within the cowtethe literature
provided practical implications for practitioners, counselor educations and supeirvisors
decreasing the impact of vicarious traumatization in community mentahhealt

practitioners.
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School of Applied Psychology and Counselor Education

Informed Consent for Participation in Research
University of Northern Colorado

Project Title: A Comprehensive Model for Vicarious Traumatization: Exengithe
Effects of Therapist, Work, and Supportive Factors on Vicarious Traumatization

Researcher: Amy M. Williams, MA Research Advisor: Heather M. Heh, P
Phone Number: (970)351-1630 Emainychisig@gmail.conor
heather.helm@unco.edu

The purpose of this study is to examine a comprehensive model of factors contributing to
the development of vicarious traumatization in professionals working with trenechat
clients. If you agree to participate, you will be asked to answer six suhagysieasure
childhood trauma, personal wellness, supervisory working alliance, job sabisfact
workload, and the impact of trauma work on you and your beliefs about yourself, others,
and the world. Answering the surveys will take approximately 25 to 40 minutes.
Following participation, you will have the opportunity to participate in a one-neur i

service on the prevention and management of vicarious traumatization presemed by t
lead researcher.

In order to protect your confidentiality and privacy, this informed consent folirbavi

the only document indicating your name. This will be collected separately bom y
completed surveys, so your name will not be associated with your answers. Thus, al
identifying information will be collected and kept separately from the tdat@aximize
your confidentiality. This form will be stored in a locked filing cabinet, in &ddooffice.
Completed surveys will also be stored in a locked filing cabinet. All datdow/gtored

for a period of three years. To further protect your confidentiality, no identifying
information will be released in the reporting of results.

The risks associated with this study are minimal. The minimal risksdache

possibility that completing the surveys regarding the negative impaetuoh#r work may
heighten your awareness regarding the specific impact of this work oAgadtionally,
there is a possibility of being reminded of unpleasant childhood memories ag afresul
completing the surveys for this study. Although participation may increase your
awareness of the negative impact of trauma work, the possible negative inpet of
work on professionals is normal and reversible. While the possibility of reminders of
unpleasant childhood memories exists, it is unlikely to impact you more sigtifica
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than other events reminding you of your childhood. The resource list included with this
form outlines resources in your area that you may contact (i.e. hotlines, th&rape
services outside of your agency) in the event that you experience andhatiis
uncomfortable or frightening to you.

Following participation in the study, you will be invited to attend a one-hour inegervi
conducted by the lead researcher. This in-service will include informagiandiag
vicarious traumatization, methods for preventing the negative impact of traoirkaand
strategies for managing symptoms of vicarious traumatization. In@udjpu may
benefit from participation in this study. You will have the opportunity to reflect on the
impact of your work with traumatized clients.

Participation is voluntary. You may decide not to participate in this study aod if y
begin participation you may still decided to stop and withdraw at any time.déaision
will be respected and will not result in loss of benefits to which you are otleerwis
entitled. Having read the above and having had an opportunity to ask any questions,
please sign below if you would like to participate in this research. A coysdibrm

will be given to you to retain for future reference. If you have any concbouws gour
selection or treatment as a research participant, please contact ther&pétiegrams
and Academic Research Center, Kepner Hall, University of Northern Coloraéte@r
CO 80639; 970-351-1907.

By signing below, you are indicating you are aware of the nature and purpose of the
research study, and you agree to participate in the project.

Signature of Participant Date

Signature of Researcher Date
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APPENDIX B

DEMOGRAPHICS QUESTIONNAIRE
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Demographics Questionnaire

Instructions. Please indicate the correct answer for each question with asr fwritten
response in the corresponding blank.

1. Gender:
___Female
__ Male

2. What isyour age:

3. What isyour race/ethnicity:
___African American
___American Indian
___Asian American/Pacific Islander
___Caucasian
___Hispanic/Latino/a
___Multiethnic/Multiracial
___ Other

4. Highest Degree Earned:
___Bachelor’s
___Master’s
___Educational Specialist (Ed.S.)
___ Doctoral

5. How many yearsof clinical experience do you have (post masters degr ee):

6. LicenseType:
___Licensed Clinical Social Worker
__Licensed Marriage and Family Therapist
___Licensed Professional Counselor (or equivalent)
___Licensed Psychologist
___Other, Please Specify
__None

7. How many clients are on your current caseload: (NOTE: a family seen only for
family therapy would equal 1 client)

8. What isthe percentage of clientson your current caseload whose primary or
secondary reason for seeking treatment at thistimeisaresult of trauma?
(NOTE: Trauma is defined as an extreme event a person witnesses areqser
resulting in actual or perceived threat of serious injury or death to self os)ther
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