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Thesis Abstract
This thesis consists of a literature review aneéaesh report
Section 1: Literature Review
Constructs of secondary traumatic stress (STSymadious traumatization (VT) have
been proposed to describe the negative impact ddimgpwith traumatized clients. In
previous reviews of the literature, evidence topsupthese constructs has been limited
and inconsistent; consequently their validity hasrbquestioned. This review seeks to
reassess the evidence from recent empirical firsdifige review concluded that
evidence to support the constructs remains limhetitentatively there is greater

evidence to support STS in contrast to VT.

Section 2: Resear ch Report

This study investigates the extent of exposureaama work among trainee clinical
psychologists and its impact on well-being. Thelgtseeks to assess which theoretical
model (STS, VT, or even a non-specific model ofggahpsychological distress) best
accounts for any negative effects associated widhiect exposure to client trauma. 564
trainees participated in an online survey, whiatiuded self-report measures of general
psychological distress, trauma symptoms and discubtliefs. Most trainees had
caseloads of 1-2 trauma cases, with the most contraoma being sexual abuse.
Exposure to trauma work was not related to gemexathological distress or disrupted
beliefs, but was a significant predictor of trausyanptoms. Level of stress of clinical
work and quality of trauma training contributede variance in trauma symptoms. It
is concluded that the study provides support foB &id lacks evidence to support VT

or a non-specific model of general psychologicatréss.
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Section 1: Literature Review

Current status of vicarioustraumatization and
secondary traumatic stress. Theimpact on
mental health professionals exposed to
traumatized clients.



Current status of vicarioustraumatization and secondary traumatic stress: The

impact on mental health professionals exposed to traumatized clients.

Abstract
Various constructs have been proposed to desdréedgative impact of working with
traumatized clients, these include secondary tréametiess (STS) (Figley, 1995) and
vicarious traumatization (VT) (McCann & PearlmaB9Q@). There has been much
confusion about the overlapping nature of thesetroats and related terms. In
previous reviews of the literature, evidence topsupthese constructs has been limited
and inconsistent; consequently the validity of €hpsenomena questioned. This review
describes models of STS and VT and aims to evateaent empirical findings to
establish whether the evidence for either of tleesestructs has been strengthened.
Methodological disparities and weaknesses acrostsest are evident, thus tentative
conclusions are drawn. In summary, evidence toaupipe constructs is limited, but
there is greater supportive evidence for STS coetptar VT. Clinical implications and

recommendations for future research are suggested.



1. Introduction

Over the last 20 years, literature has proposedtleatal health professionals working
with traumatized clients are at risk of exhibitidigtress similar to traumatized clients in
the form of trauma related disrupted beliefs, di@pgcchanges in cognitive schemata
(McCann & Pearlman, 1990) and trauma specific spmgt(Figley, 1995). The process
involves indirect exposure to trauma, which is selaoy (vicarious) in nature and these
adverse consequences are considered to be a faecafdary traumatization (Figley,
1995; McCann & Pearlman, 1990). These proposedrse\effects have personal and
professional implications for mental health profesals; potentially affecting the
services clients receive. Those who support tha@inenon highlight the importance

of developing appropriate interventions to redunasé risks (Pearlman & Saakvitne,

1995; Salston & Figley, 2003).

Researchers have used various terminology wherrirgjego secondary traumatization
phenomena, including “vicarious traumatization” (MiMcCann & Pearlman, 1990)
“secondary traumatic stress” (STS) “compassiomyteti (CF) (Figley, 1995) and
“burnout” (Figley,1995; Maslach, 1982). There imek of conceptual clarity and
agreement in the use of these terms. Researchiredawers indicate much confusion
over them as they overlap and are often used imeageably in literature (Chouliara,
Hutchison & Karatzias, 2009; Devilly, Wright & Vagk, 2009; Dunkley & Whelan,
2006; Elwood, Mott, Lohr & Galovski, 2011; Najj@avis, Beck-Coon & Doebbeling,
2009; Sabin-Farrell & Turpin, 2003; Versola-Rus3@05). This adds difficulty in
understanding the literature; a view consistent \Wéajjar, Davis, Beck-Coon and

Doebbeling (2009).



Nevertheless, attempts have been made to distimgetsveen the terms used (Bober &
Regehr, 2006; Jenkins & Baird, 2002; Sabin-Farg€lQ3; Salston & Figley, 2003).
There appears to be two distinct theoretical conttrrepresenting the phenomena: STS
and VT. Many researchers agree with this distimc{Baird & Kracen, 2006; Chouliara,
Hutchison & Karatzias, 2009; Sabin-Farrell & Turp2®03) since both models describe
adverse consequences of trauma work, but theiretieal foundations are different.
STS focuses on symptomatic changes (Bride, 20@fe¥;i11995) and VT focuses on
changes in cognitive schemas, meaning and bek¢ss, although acknowledges the
presence of symptomatic changes (McCann & Pearl@®9Q). STS is considered to be
synonymous with CF (Figley, 1995) and it is argtlest STS can also be referred to as
CF (Bride, Radey & Figley, 2007; Figley, 1995, 199%Iso, many indicate that STS
was formerly known as CF (e.g. Chouliara, Hutchi&aratzias, 2009; Devilly et al.,
2009) Burnout is not a specific consequence of traumi\{@enkins & Baird, 2002;
Sabin-Farrell & Turpin, 2003; Salston & Figley, A)M®ut involves a gradual process of
apathy, emotional exhaustion, depersonalizationdaetine in personal

accomplishment due to demanding and stressful {odtey, 1995; Maslach, 1982).

Much literature about secondary traumatizationt{palarly VT) is narrative and from a
theoretical or therapy/practitioner observer positHowever, from the available
empirical research among mental health professspoahstructs of STS and VT are
contentious since evidence to support them isddhi#nd has been referred to as
ambiguous and inconsistent (Sabin-Farrell & Tur@®)3)?, mixed (Bride, 2004and
the existence of secondary traumatization phenorhasdeen questioned (Devilly et

al., 2009; Kadambi & Ennis, 2004). In their compmesive review, Sabin-Farrell and

! This review will use the term STS

% In a recent review by Elwood, Mott, Lohr and Galki(2011) similar conclusions were drawn. The
present review was conducted before their review published. It should be highlighted that their
review aims were broader than the present review.



Turpin (2003) suggested that the symptomatic chemgge more evident compared to

disrupted beliefs. This is indicative of more supgor STS compared to VT.

Given the confusion and overlapping nature of SA&\AT, and lack of consensus in
the field on the evidence base, the first secticthie paper will describe models of STS
and VT and briefly how the constructs are typicatlgasured. It will also relate these
constructs to the diagnosis of PTSD, which is gudent consequence directexposure
to trauma. The second section aims to review theectstatus of STS and VT, by
reassessing the evidence for these constructsdyaging recent empirical findings, to
establish whether this evidence supports STS aM¥o6tudies published since Sabin-

Farrell and Turpin’s (2003) review will be evaludite

2. Secondary traumatization theoriesand PTSD

2.1. Theoretical model of STS

Figley (1995, 1999) proposed STS as: “the natwabequent behaviours and emotions
resulting from knowing about a traumatizing evexpgerienced by a significant other,
the stress resulting from helping or wanting tgpleetraumatized person or suffering
person” (p.7). STS is not underpinned by a psyajiodd theory, but derives from
observations on symptom patterns emerging fromrslry exposure to others’ trauma
within caring/helping relationships. STS involvasee symptomatic domains, similar to
PTSD, including intrusion (re-experiencing), avaida (behavioural, cognitive or

dissociative) and arousal (Bride, 2004; Figley,3;9%/ilson & Thomas 2004).

Onset of STS can be immediate and develop fromgiesexperience of secondary
exposure to trauma (Figley, 1995). It is postuldtedamount of exposure to indirect

trauma is related to the degree of STS (Figley5)9ich represents a dose-response



model. This is similar to the VT model (as desdaliteger). In summary, the STS model
proposes that the development of trauma symptoiss flom indirect exposure to
trauma. In contrast to VT, STS does not specifyoatinsider disrupted beliefs, but

places emphasis on the emergence of trauma symptoms

2.1.1. Measurement of STS

Researchers have used self-report measures sphgifiesigned for STS or used
established self-report measures of PTSD symptbhaasures assess the degree/level
of trauma symptoms. The most common measures iecctid Impact of Events Scale
(IES: Horowitz, Wilner & Alvarez, 1979); a standd?d@SD symptom measure
comprising intrusion and avoidance subscales. Tdragassion Satisfaction/Fatigue
Self Test for Helpers (CFST,; Figley & Stamm, 19863 its current revision called
Profession Quality of Life Scale (ProQOL; StammQ20which measure CF/STS, but
also comprise burnout and compassion satisfactibacales. Most recently, the
Secondary Traumatic Stress Scale (STSS: Bride,nRobj Yegidis & Figley, 2004)

was specifically developed in line with the STS mlod

Some criticise the appropriateness/validity of B8 (e.g. Bride et al., 2004; Elwood et
al., 2011; Jenkins & Baird, 2002; Kadambi & Trustc@004; Sabin-Farrell & Turpin,
2003). Scores on the IES have been found to higgnselate with burnout measures
(Kadambi & Trustcott, 2004). This overlap raiseaa@@rns about the uniqueness of STS
as a construct to trauma work. Also questionednsther the IES is applicable for
measuring STS, since it was designed for indivisldalectly exposed to trauma and not
validated on samples who have been indirectly eaghts client trauma (Bride,
Robinson, Yegidis & Figley, 2004). Some researcharge amended the instructions to

direct participants to complete in relation to thelient traumas (e.g. Sabin-Farrell,



2000). It appears that the STSS, in particularraveaes these problems. Furthermore,
it is more specific to the STS model compared ©GRFST and ProQOL. In addition, it

has normative data (Bride, 2007).

2.2. Theoretical model of VT

McCann and Pearlman (1990) originally introducedant it was further
conceptualised by Pearlman and Saakvitne (1998 )ascess “through which the
therapists’ inner experience is negatively tramsfedt through empathic engagement
with clients’ trauma material” (p.279). This negatitransformation of the self involves
a gradual, progressive, pervasive and lasting gsocedisruption in beliefs (cognitive
schemata); negatively changing how one experiemaesprets and perceives the self,
others and world (McCann & Pearlman, 1990; Pearl&a&aakvitne, 1995). The
process is considered a normal response to trawriaamd develops from cumulative
exposure to clients’ trauma narratives (Pearlme®a&kvitne, 1995). This suggests the

greater the vicarious exposure to trauma the gréaeaisk and degree of VT.

Social-cognitive trauma theories focusing on bslethemas have been influential in
explaining VT. Unlike STS, VT is underpinned bysyphological theory. McCann and
Pearlman (1990) refer to VT as being underpinnethby Constructivist Self
Development Theory (CSDT) which integrates psychbdic and cognitive-
developmental learning theories to propose arettsecself which are affected by
disrupted beliefs following vicarious exposure liemt trauma. This stems from Janoff-
Bulman’s (1985, 1992) trauma theory of shatterexdiaptions, proposing that trauma
serves to shatter key assumptions or beliefs aouridividual's sense of safety in

relation to the self and the world. These thecggsentially reflect schema processes of



unsuccessful integration, assimilation and acconatiod (Brewin, Dalgleish & Joseph,

1996; Horowitz, 1986; Piaget, 1971).

McCann and Pearlman (1990) propose that theragistgiitive schemas (developed
and shaped over their lifetime, enabling them f@yameaning, understand the world
and interpret life experiences) change as a resigarning about traumatic information
from client narratives. The traumatic informatioaymot fit with their schemas,
resulting in their own disrupted schemas. Companehthe self (including frame of
reference, self capacities, ego resources, psygitaloneeds and related cognitive
schemas, memory and perception) undergo disruptisaterred to as disrupted beliefs
(Pearlman & Saakvitne, 1995; Saakvitne & Pearlm806). Disrupted beliefs in areas
of psychological need, in relation to self and oshevolve five main areas, including
safety, trust, esteem, control and intimacy. Peamland Saakvitne (1995) argue these
needs are most vulnerable to disruption and catiadpirituality (particularly meaning
and hope), elicit cynicism, emotional numbing, witiwal, distancing, denial and
dissociation (McCann & Pearlman, 1990). Cliniciamsy also experience avoidance,
sensory disruptions in memory systems such askiadts, intrusive thoughts or images
and hyperarousal, which parallel PTSD symptoms (8uC& Pearlman, 1990;
Pearlman & Saakvitne, 1995). Additionally, the CS@Escribes adaptation to the
impact of trauma as being related to an interadietmveen the individual and their
situation within a social and cultural context (P@an & Saakvitne, 1995). In
summary, the VT model proposes that the developwiatisrupted beliefs and trauma
symptoms develop from indirect exposure to cliesmtiina, but places central emphasis

on disrupted beliefs.



2.2.1. Measurement of VT

Self-report measures that have been used to a¢$aasslude The Traumatic Stress
Institute Belief Scale (TSIBS; Pearlman, 1996), @asdevisions, with the most updated
version, providing normative data, called The Trauhttachment and Belief Scale
(TABS; Pearlman, 2003). These assess the degisrapted beliefs in areas of
psychological need outlined in the model. Theseswmess, however, are limited since
they lack assessment of trauma symptoms also edtimthe model. Also, scores on

the TSIBS have been found to highly correlate withnout (Kadambi & Trustcott,

2004) and general distress measures (Jenkins & BHI02). Similarly to concerns

raised for the measurement of STS, this overlagesaguestions about the uniqueness of

VT as a construct to trauma work.

2.3. PTSD and itsrelationship with STSand VT

Core defining criteria for PTSD in the DSM-IV-TRrfGriterion A states: “The person
has been exposed to a traumatic event in which dfdtie following have been present:
(1) the person has experienced, witnessed, or @@dronted with an event or events
that involve actual or threatened death or seriigusy, or threat to the physical

integrity of oneself or others (2) the person’pmese involves intense fear,
helplessness or horror.” (APA, 2000, p. 463). Obslele symptoms from three
symptom clusters include intrusive recollectionsgyidance/numbing and hyper-arousal.
Considering PTSD here generally refers to an inldial being directly exposed to a
traumatic event. This reflects primary traumatizatand will be referred to as the
‘diagnostic/rigorous approach’ to PTSD. This isrdiere not applicable to mental
health professionals listening to client traumaatares as they are not directly exposed
to their clients’ actual traumatic events nor &eyttypically threatened or injured by

these in therapy.



Boundaries and construct validity of PTSD are amrdrsial, particularly due to
expansion of the definition of Criterion A from foer DSM editions, referred to as the
‘criterion creep’ (Rosen & Lilienfeld, 2008; Rosespitzer & McHugh, 2008). Some
may consider the development of PTSD more loosatge in the accompanying text to
the DSM-IV TR (APA, 2000, p.463) it is acknowledgibat PTSDmaydevelop from
“learning about an unexpected or violent deathpasrharm or threat of death or injury
experienced by a family member or other close aatSc This stretches diagnostic
limits of PTSD and hence will be referred to as‘tbese approach’ to PTSD. By
viewing PTSD in this way it may be possible to tleeterm PTSD to depict the adverse
effects of working with traumatized clients. Howev&arning about’ traumatic events
is not explicitly stated in PTSD diagnostic criggrwhich can therefore add confusion.
Certainly, some argue that criterion A should beemestrictive to explicitly specify
that individuals need to directly experience tlaitnatic events (outlined in a review by
Rosen & Lilienfeld, 2008). STS and VT models arecsfic, in that, indirect exposure

to trauma (‘learning about’) is a necessary coadifor its development. It could be
argued that they are particular forms of PTSD, Wlgjuestions whether another
construct is needed to describe adverse effe¢tawia work. However, STS and VT
theorists conceptualise these terms in relatidretping relationships (largely clinician-
client based), whereas PTSD focuses on the indajidamily member and/or close
associate. Moreover, if the more restricted orddmstic/rigorous approach’ to PTSD
(with Criterion A) is adopted, indirect exposuredingh trauma narratives ought not to

receive a PTSD diagnosis.

Contemporary psychological models of PTSD concdisei® TSD as a memory

disorder, involving disturbances in cognitive meynprocessing (e.g. Dual

10



representation theory; Brewin, Dalgleish & Josef#96 and cognitive model of PTSD;
Ehlers & Clark, 2000). Logically individuals neemlliaveexperiencea traumatic event
in order to have a traumatic memory of it, butdoental health professionals thiearn
about their client traumas as opposed to experigraa. Through adopting the
‘diagnostic/rigorous approach’ to PTSD, it seenappropriate to class VT and STS as
PTSD. However, if the ‘loose approach’ was adoptieel constructs could be classed as
PTSD, and perhaps contemporary theories of PTSI ¢d@uapplicable. For example,
mental health professionals may have created ¢thairtrauma memories through
listening to their client trauma narratives resigtin trauma symptomatology. However,
it appears that secondary traumatization resea ¢taare not adopted such theories.
Additionally, the disrupted beliefs emphasised ih &fe not explicitly part of PTSD
diagnostic criteria (but may come under ‘associféatures’ of PTSD) and are also not
explained in contemporary PTSD models. Ehler aratk® (2000) PTSD model, for
example, acknowledges changes in beliefs, butdgaitive-affective reactions outlined
are gualitatively different to the proposed deegmrematic changes in meaning

emphasised in VT.

In summary, STS, VT and PTSD overlap and essentiedér to the same phenomenon,
with exposure to trauma as the common experienceeMer, in comparison to PTSD,
the DSM-IV-TR does not include STS and VT, thusraveformal diagnoses. Moreover,
criterion A for PTSD strictly requires direct expos to trauma. Therapists’ indirect
exposure through stories of trauma does not metrion A for PTSD. For these
reasons, this review will use the terms STS andb/it nhot PTSD to describe the
negative impact on mental health professionalg@atly exposed to client traumas.

Moreover, researchers in the field do not refedescribe or conceptualise the negative

11



effects of indirect trauma exposure as PTSD. Talgeovides an overview and

comparison of PTSD, STS and VT.

Table 1

Contrasts between PTSD, STS and VT

PTSD STS VT
Diagnosis? Yes No No
Origins Exposure to a traumatic Secondary Cumulative vicarious
event (experienced, (indirect) exposure (indirect) exposure to
witnessed or confronted to others’ clients’ trauma
with)(Criterion Al). traumatic events, material (the learning
through a about others’ trauma).
caring/helping
relationship (the
learning about
others’ trauma).
Response involves Response not Response not
intense fear, helplessnessspecified. specified.
or horror (Criterion A2).
Course Onset can be sudden or No particular No patrticular course
delayed following course or duration or duration specified,;
exposure to a traumatic specified; may may develop from a
event. Duration of develop from few or several indirect
symptoms more than 1  single or several exposures to trauma,
month (Criterion E) and indirect exposures but progressive,
causes clinical significant to trauma, but pervasive and
distress/impairmentin  onset can be develops overtime.
social, occupational, or immediate.
other important areas of
functioning (Criterion F).
Outcome Collection of observable Parallel symptoms Disruptions in beliefs

symptom clusters:
intrusion, avoidance,
hyperarousal
(Criterion B, C and D).

to PTSD
(subclinical PTSD
symptoms):
intrusion,
avoidance,
arousal.

(in relation to self,
others and world).
Also can have
subclinical symptoms
parallel to PTSD.

Note. PTSD (APA, 2000), STS (Figley, 1995) VT (McCanrP&arlman, 1990;
Pearlman & Saakvitne, 1995)

12



3. Review of evidencerelatingto STSand VT

This section seeks to establish the current stdt83'S and VT by reviewing empirical
findings for mental health professionals, subsetite®abin-Farrell and Turpin’s (2003)
review. Specifically, the aim is to establish wheethroposed theoretical constructs of
STS and/or VT are supported by current empiricadence. In order to assess this, the
presence and strength of the relationship betwadirect exposure to client trauma
(through working with traumatized clients) and dsted beliefs and/or trauma

symptoms will be explored.

3.1. Method

Search strategy

The search for papers was restricted to papertewiih English and published in peer-
reviewed journals between 2003-2011. The follondatpbases were searched as their
scope comprised the relevant literature in thelfiBsychINFO, Medline, Nursing Index
via Ovidsp, Social Care Online, PILOTS and Googladbar. The same free-text search
terms used by Sabin-Farrell and Turpin (2003) weexd, with the addition of spelling
variations recognised in the literature. No otleems have evolved in the literature
since then. Search terms for key words wariearious trauma’ or ‘vicarious
traumatization’ or ‘vicarious traumatisatioror ‘secondary trauma’ or ‘secondary
traumatic stress’ or ‘secondary traumatization’ ‘secondary traumatisation’ or
‘compassion fatigueor ‘trauma work’. These were screened for in titles and abstracts

of papers.

% Some secondary traumatization reviewers have tepdhneir search strategies; search terms for the
present review were consistent with Bride (2004) mviews focusing on alternative/specific samples
(Chouliara, Hutchison & Karatzias, 2009; SinclaitH&amill, 2007). Researchers in the field do not
typically use PTSD as a search term.

13



Inclusion and exclusion criteria were applied tswge the appropriate body of literature
was under review. Inclusion criteria:

» Studies with mental health professionals workinthwiaumatized clients,
including those working with sexual offenders, lasse clients frequently have
histories of trauma (Dhawan & Marshall, 1996; $iaad, 2008).

* Quantitative empirical studies (in order to ass£ES and VT models) which
constitute a measure of indirect exposure to clienima and a measure of
trauma symptoms and/or disrupted beliefs.

Exclusion criteri&

» Studies focusing solely on health professionals miay come across
traumatized clients (e.g. hospice workers, oncolagges) but only specifically
work with end of life issues or serious illnesses.

« Studies focusing solely on specialist military natiitealth workers.

» Studies focusing solely on mental health workespoading to catastrophic

events (e.g. terrorism, war), who are likely toedposed directly to trauma.

3.2. Results

The search yielded 1,074 records. After dupliCate=re removed, a total of 278 records
were screened, of which, 261 were excluded fommexting criteria for this review (as
defined above). The exclusions included anecdamalémpirical
discussion/descriptive/review/personal narrativeeps, dissertation abstracts and

qualitative studies. This left a total of 17 pap&tsch met criteria for this review.

* In order to make the review manageable, otherifipeout related professional groups were omitted.
VT in particular arose from psychotherapy, wittbaus on impact of working with sexual abuse.
Therefore the focus of this review (consistent vidtthmer reviews, e.g. Sabin-Farrell, 2003) is omtak
health professionals working therapeutically. Aligh much PTSD research has been conducted with
military and disaster victims, many interventiormé been based on group or population-based stateg
Hence, the indirect impact on therapists has besndf a focus. In contrast, secondary traumatizati
studies with mental health professionals have t@hddéocus more on one-to-one therapy and the
personal impact upon the therapist.

> identical papers across databases.
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Studies are broadly ordered in relation to methogichl quality. Each study is

associated with methodological strengths and s, which is appraised (with

appendix E summarising). Tables 2 summarises ttagislef studies in relation to the

samples, measures and findings. Regardless o¢tims tused in individual papers, the

table classifies studies identified by their théioed focus, based on outcome measures

utilised. These are categorised as ‘STS studiebs™\Ah studies’. Studies were

evaluated through systematic appraisal of theihouat and results. To facilitate this,

critical appraisal followed guidelines from the t@al Appraisal Skills Programme

(CASP) (2006) and the STROBE Statement — CheaMigems for cross-sectional

studies (Vandenbroucke et al., 2007). Appraisal$ed on validity and reliability of

methods and results:

e Sample (representativeness, size)

» Statistical strength or size of any relationshipygen indirect exposure to client
trauma and trauma symptoms/disrupted beliefs

» Pertinent confounding factors controlled for inidasand analysis

* Reliability and validity of outcome measures ancamwgement of indirect exposure

to client trauma

Various approaches have been adopted to assemsithumt of indirect exposure to
client trauma. There seems to be two main apprea¢hdength of time in trauma work
(e.g. number of years/amount of experience in teawork). These appear to represent
more general levels of exposure and possibly corfed by extraneous factors over
time. They also represent more longer-term expogilr€aseload of traumatized
clients or amount of time spent working with tradized clients (e.g. percentage of

traumatized/PTSD clients on caseload or numbepofdispent working with

15



traumatized clients). These are more specific nteaswhich may be more appropriate

in the assessment of STS and VT models.

® Since many studies used more than one type ofurea$indirect exposure to client trauma, it was n
viable to order/categorise studies from this pertpe.

16



Table 2
Studies reviewed

Authors

Sample Outcome measure Measure of indirect exposure to Findings
client trauma

STS studies

Deighton, Gurris &
Traue (2007)

Badger, Royse &
Craig (2008)

Bride, Jones &
MacMaster (2007)

Ennis & Horne (2003)

Nelson-Gardell &
Harris (2003)

Sprang, Clark and
Whitt-Woosley (2007)

Trauma therapistdl =100 (Germany, Austria & 1.ProQOL 1.Number of clients seen per weekNumber of clients seen per week

Switzerland), 34 males, 65 females, 1 2.Developed distress 2.Years of experience as a traumacorrelated with CF scores £.41) and

unspecified, age unknown, 55.4% response ratscales (including therapist. distress scale scores, including PTSD-
PTSD-related related symptoms &> .28, r<.36). No
symptoms). correlation between years of experience

as a trauma therapist and CF scores or
distress scale scores.

Hospital social workers employed in trauma  STSS Years of experience in hospital No correlation between years of
centredN =121 (location unclear), gender & age social work experience in hospital social work and
unknown, 73% response rate. STSS scores.

Child protective service workel=187 (USA), STSS Size of caseload. Size of caseload correldtedSTSS
83% female, 17% male, mean age 37, 56 % scoresi(=.17).

response rate.

Sex offender therapits59 (USA & Canada), Two scales from Number of hours working with sex Number of hours spent working with sex
28 male, 31 female, 36% response rate. LASC: offenders. offenders was not a predictor of general
psychological distress psychological distress and PTSD
& adjustment symptoms.

problems; PTSD-
specific symptoms.

Child welfare agency workers= 98, 25% CFST Years of experience in field as a Years of experience in field as a child
response rate. Social worker conference child welfare worker. welfare worker did not correlate with and
attendees = 68, 80% response rate. was not a predictor of CF scores.

TotalN =166 (USA), mean age 40.42, 86.7%
female, 13.3% male.

Mental health providersi =1,121 (USA), 69.6% ProQOL Percentage of clients with PTSD ifPercentage of PTSD clients on caseload
female, 30.4% male, average age 45.22, 19.5% caseload. was a predictor of CF scorgs¥ .14).
response rate

(continued on next page)
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Way, VanDeusen,
Martln, Applegate and
Jandle (2004)

Adams & Riggs
(2008)

VT studies

Way, Vandeusen &
Cottrell (2007)

Cunningham (2003)

Vandeusen & Way
(2006)

Robinson, Clements
and Land (2003)

IES Length of time providing sexual

abuse treatment.

Sex offender therapists= 252 & therapists
working with survivors of sexual abuse= 95.
TotalN = 347, 40% male, 60% female, mean
age 45.6 (USA), 33% response rate.

Clinical & counselling psychology graduates Trauma symptom Amount of applied experience
(trainee therapistd) = 129 (USA), 83.7% inventory; TSI (five  working with trauma clients (in
female, mean age 31.21, 36.3% response rate subscales to representelation to semesters).

trauma

symptomatology).

Length of time providing sexual
abuse treatment.

Clinicians providing sexual abuse treatment, Two subscales from
totalN =383 (USA). Sexual offenders= 252 & TSIBS-RL (self-
sexual abuse survivors=113, male 150, female esteem and self-
233, average age 46, 33% response rate. intimacy).

Social workefé= 182 (USA), 82% female,  TSIBS-RL
18% male, mean age 45.5, 59.9% response rate.

1. Percentage of trauma cases
(sexual abuse or cancer) in
caseload.

2. Number of years in (trauma)
speciality.

Length of time providing sexual
abuse treatment.

Clinicians working with sexual offenders=270 Two subscales of
& sexual abuse survivors=113. TotaN = 383 TSIBS-RL (trust of
(USA), 619% female, 39% male, mean age 45.9and intimacy with
23.3 % response rate. others).

Psychiatric nurse®\ = 295 (Canada) 79% TSIBS-RL
female, 20.2% male, most aged 41-45 (22.3%),
29% response rate.

that had trauma issues.

issues.

Length of time providing sexual abuse
treatment was an inverse predictor of
intrusion symptoms for therapists
working with survivors of sexual abuse
(explains 8.3% of the variability with
other predictors in model).

Amount of applied experience of working
with trauma clients was related to TSI
scores; trainees with less applied
experience (two or less semesters) of
working with traumatized clients reported
higher levels of TSI scores on a subscale.

Length of time providing sexual abuse
treatment correlated with self-intimacy
scores.

Percentage of sexual abuse cases did not
correlate with TSIBS scores. Percentage
of cancer cases inversely correlated with
TSIBS scores (self-safety=-.13 &
other-safetyr = -.14). Number of years in
trauma speciality inversely correlated

with TSIBS scores (self-safety=-.17 &
other-esteent, = -.14) and also TSIBS
total score (= -.23).

Time providing sexual abuse treatment
contributed to variability in TSIBS
subscale scores. Together with other
factors it accounted for 2-6% of
variability among the survivor group and
2-9% among the sex offender group.

1. Percentage of clients in caseloadercentage of trauma caseload and hours

spent working with trauma was not a

2. Hours spent working on trauma predictor of TSIBS scores.
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Kadambi & Trustcott  Therapists working with sex offende¥s= 91 TSIBS-RL 1. Comparing sample with general No difference in TSIBS scores between
(2003) (Canada), 49 women, 42 men, mean age 41, mental health professional criteriorsex offender therapists and criterion
43% response rate. reference group. reference group of mental health
2. Perceived exposure to trauma professionals. Perceived exposure to
3. Amount of professional time  trauma and amount of professional time
spent working with sex offenders working with sex offenders were not
predictors of TSIBS scores.

Bober & Regehr Clinicians working in programs that are IES Hours per week spent counselling Hours per week spent counselling
(2006) specialized in work with victims of violenéé= TSIBS traumatized clients traumatized clients correlated with IES
259 (Canada), 80.7% female, 19.3% male, mean scores(=.31). No correlation with
age 41.3, 45% response rate. TSIBS scores. Hours per week spent

counselling traumatized clients was the
only predictor of IES score§€11.46,
explained 7% of total variance).

McLean, Wade & Mental health professionals working with TSI Revision M Percentage of time spent in clinicalThe greater the percentage of time in
Encel (2003) trauma clientsN =116 (Australia), 73% female, IES work with clients. clinical work related only to higher
27% male, no mean age reported, 61% response avoidance symptoms on IER §quare
rate. =.32).
Kadambi & Trustcott  Three groups of mental health professionals tofB&l Revision M 1. Comparing mental health No significant differences between
(2004) surveyedN = 221 (Canada & USA), working  IES professional groups. groups on TSI scores or IES scores.
with clients who have suffered sexual violence 2. Amount of exposure to human Amount of exposure to human cruelty
n = 86, cancen = 64 and clinicians in general cruelty (Likert scale ratings from was not a predictor of IES or TSI scores
practicen = 71, 186 women, 35 men, mean age none to profound amounts) (for whole sample).
42, 35% response rate.
Devilly, Wright & Mental health professionalé=152 STSS 1. Trauma client caseload Trauma client caseload correlated with
Varker (2009) (Australia), overall response rate = unobtainabl€SIBS-RL (proportion of caseload dedicated STSS scores .19) and TSIBS scores
to working with traumatized (r =.24). Caseload was a significant
clients). predictor of STSS scorep €.24), but not
2. Comparing mental health TSIBS scores. No significant differences
professionals treating trauma in STSS or TSIBS scores for those with
clients to control group of non- higher exposure to trauma compared to
trauma therapists. those with lower exposure. Hours
3. Hours worked per week with  working with traumatized clients per
traumatized clients. week was not a predictor of STSS scores.

Note.Abbreviation key: CF = compassion fatigue subssat@es, LASC = The Los Angeles Symptom ChecKEsS, = Impact of Event Scale, ProQOL = The ProfessiQuality of Life Scale, CFST
= The Compassion Fatigue Self Test for practitisn87'SS = The Secondary Traumatic Stress Scales TBé Trauma Symptom Inventory, TSIBS-RL = Theunatic Stress Institute Belief Scale,
Revision-L, TSI Revision M = The Traumatic Stresstitute Belief Scale, Revision-M. 19



3.2.1. STS studies
This section seeks to determine whether the carttfSTS is supported. Eight studies
were identified, using outcome measures represeatat trauma symptomatology.

These will be evaluated in turn.

Deighton et al. (2007) found no correlation betwgears of experience as a trauma
therapist and CF scores or distress scale scoes®riieless, using a more specific and
thus stronger measure of indirect exposure to tctraama, number of clients seen per
week correlated with outcome measures. This findidgates support for STS. A
limitation was that the constructed distress scale® not validated outcome measures,

therefore findings in relation to these scales &hbe treated with caution.

Strengths of the next two studies include the 6iskeoSTSS; a validated STS model
specific measure. However, both studies lack adeguadence to support STS. Badger
et al. (2008) found no correlation between yeamxgierience in hospital social work
(among individuals working in trauma centres) ail@&S scores. A strength of the
study includes the high response rate (73%) inorgdbke representativeness of the
sample. However, it is arguable whether ‘yearsxpleeence in hospital social work’ is
specific enough to constitute an accurate meadunglioect exposure to trauma work,
despite researchers making reference to the profedsole involving routine exposure
to traumatized clients. This measure is similah®less specific, but longer-term

exposure measure used by Deighton et al. (2007).

Bride et al. (2007) found caseload size correlatgld STSS scores. However, while
results indicate support for STS, it remains unclgaether size of caseload comprised

solely of traumatized clients. This makes it difficco determine whether greater
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exposure to indirect trauma or a greater caselogémeral related to greater trauma

symptoms. Additionally, the correlation was relatwweak ¢ =.17).

All three studies are further weakened by restigcinalyses to bivariate correlations.
Results are unable to delineate the unique vaitiabil trauma symptomatology
accounted for by indirect exposure to client trau@ertainly, all three studies found
other factors that significantly related to trausyanptoms (including personal history
of trauma, experience as a mental health profeakrat specific to trauma work,
support from others, desire to leave the field,mga low degree of working through
trauma with clients, occupational stress). Stromgeiclusions could be made about the
unique effect of indirect exposure to trauma oaonra symptomatology, if such
possible confounding factors were controlled for,dxample, through appropriate

multiple regression analysis.

The next five studies are methodologically strongarce analysis of the relationship
between indirect exposure to client trauma andheaymptoms was statistically
assessed with other factors. Ennis and Horne (2008d number of hours spent
working with sex offenders was not a predictor adle scores comprising
psychological distress and adjustment problemsI@&Pspecific symptoms. A strength
of the study included the exploration of the inflae of personal history of trauma; no
significant effects of personal history of traumeare/found. However, it is possible that
analysis lacked sufficient power to detect a sigairit relationship due to the small
sample sizern(=59). In relation to the outcome measures, psychac@operties were
not reported, which raises concerns for their viglidnd reliability. Arguably, the
assessment of indirect exposure to trauma lackesdgoon as not all sex offenders may

have experienced trauma.
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The next two studies used CF measures and streoigtinsse studies included the
exploration of possible differences among the vayyrofessional groups in their
samples. Nelson-Gardell and Harris (2003) foundsyeaexperience in field as a child
welfare worker neither correlated with or was adp®r of CF scores. This finding is
similar to Badger et al. (2008), Deighton et a0(2) and Ennis and Horne (2003).
However, consistent with these studies, the meagureglirect exposure to client
trauma is general, and therefore relatively weakil®thild welfare workers
predominantly work with abuse, they also work withglect issues. It is arguable
whether neglect represents trauma, thus the measguably lacks precision. Also,
weakening the findings is that the sample partieigan a training program on STS,

giving rise to possible biases and limiting theagatisability of findings.

Sprang et al. (2007) used a stronger measure méate@xposure to client trauma and
found percentage of PTSD clients in caseload wasdictor of CF scores. This finding
indicates support for STS and is consistent witigBten et al. (2007). However, the
strength of the relationship is relatively we@ik=.14) comparatively to other variables
(e.g. gendep =.85). A strength of the study is the extensivae sizef =1,121),
though a weakness is the relatively low response(i®.5%), which raises concerns of
selection bias; affecting representativeness os#meple. Another limitation is that
participants with specialised trauma-specific tiragrhad significantly lower CF scores
than those with non-specialised training, but Wes not controlled for in analysis,

which may have confounded the results.

Findings from the next two studies appear conttadido the STS model. Way et al.

(2004) found length of time providing sexual abtreatment as an inverse predictor of
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intrusion symptoms (on the IES) amongst therapistiking with survivors of sexual
abuse. This suggests that shorter lengths of tiodging sexual abuse treatment
related to greater levels of intrusion symptoms . sidmificant relationships were found
for sex offender therapists. Similarly, findings Agtams and Riggs (2008) indicated
that having less applied experience of working widuma clients among trainee
therapists was associated with greater levelsaoftia symptoms (on one subscale of
the TSI). Again, both studies are weakened as theasures of indirect exposure to
client trauma lacked specificity. It is unclear hex these measures would, for
example, include the amount of trauma caseloaddrehgth of Adams & Riggs’ (2008)
study includes exploring and controlling for demagric confounding variables and
exploring for interaction effects between defertgieqcoping style in relation to
defense mechanisms) and applied experience of mgith trauma clients. With
regards to studies by Adams and Riggs (2008) anglét/al. (2004) it is possible that
there may be an adaptation process, whereby |lggsierce in trauma work may mean

that individuals have less developed ways of copiitly trauma work.

These last three studies share similar method@bgieaknesses since researchers falil
to indicate whether participants were instructeddmplete the (non-STS specific)
outcome measures in relation to their clinicalfnauvork. This raises concerns about
the assessment of trauma symptoms since it isljesbat therapists’ personal trauma
experiences might confound indirect client traurfiects. These measures were
constructed for direct trauma experiences and hatvbeen validated on indirectly
exposed traumatized individuals. It is questionaidtether these measures are sensitive

enough to be used on clinicians who are indireztlyosed to client trauma.
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3.2.2. Summary

Studies limited to bivariate correlation analyseadger et al., 2008; Bride et al., 2007;
Deighton et al., 2007) are considered to be thekastan this section. From these
studies, only one study (Deighton et al. 2007) shewdence for STS; evidence from
the other studies are problematic due to methodwmbdifficulties. The remainder of
studies, using multivariate analyses, also suffanfmethodological limitations. From
these, only Sprang et al. (2007) shows evidensepport STS. However, neither
Sprang et al. (2007) or Deighton et al. (2007)theeSTSS to measure levels of trauma
symptoms, which is considered to be a methodoltigisaonger outcome measure of
symptoms specific to the STS model. Only two staidhielude the STSS (Badger et al.,

2008; Bride et al., 2007) but these are methodo#dlyi weak.

A majority of studies fail to reveal significantgtve relationships between indirect
exposure to client trauma and trauma symptoms (Ad&aiRiggs, 2008; Badger et al.,
2008; Bride et al. 2007; Deighton et al., 20@&nnis & Horne, 2003; Nelson-Gardell &
Harris, 2003; Way et al., 2004). However, all theigalies used less precise, more
general or longer-term indirect exposure to cliesima measures. From those studies
that used more specific exposure measures (e gjoaasof traumatized clients),
significant positive relationships with trauma syoms were found, indicating support

for STS (Deighton et al. 2007; Sprang et al. 2007).

3.2.3. VT studies
This section seeks to determine whether the cartstf/T is supported. Nine studies
were identified, which used outcome measures reptasve of disrupted beliefs alone

or in combination with trauma symptomatology. Thedébe evaluated in turn.

" Deighton et al. (2007) is referenced twice as shisly included two measures of indirect exposare t
client trauma, one specific and the other more gafenger-term.
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The first five studies used the TSIBS-RL to asskssipted beliefs. This measure
specifically assesses the central component oWay et al. (2007) found length of
time providing sexual abuse treatment correlatdy with self-intimacy scores. While
this finding appears to indicate support for VTrafation to this particular
schema/belief area, it is unclear whether the nreasfundirect exposure to client
trauma would suggest that clinicians had greatanaleabuse caseloads or merely a
greater number of years or experience in thatqaat job role. Further methodological
weaknesses include the lack of sufficient staasiitformation to determine the
strength of the relationship and restricting anety® two subscales of the TSIBS-RL,

thus limiting the findings.

Cunningham (2003) compared two types of traumahgpadthesised that clinicians
working with sexually abused clients would repodrendisrupted beliefs than those
working with clients with cancer. Using a more sfieeneasure of indirect exposure to
client trauma, in comparison to Way et al. (20@)nningham (2003) found that
percentage of sexual abuse cases did not correldid SIBS scores. Therefore,
findings do not support VT for this particular typktrauma exposure. The percentage
of cancer cases inversely correlated with selftgafed other-safety subscale scores.
Cunningham (2003) also used a more general/lorger-£xposure measure and found
years in trauma speciality inversely correlatechwgilf-safety, other-esteem subscales
and TSIBS total scores. This finding indicates thate time working in the trauma
field related to lower disrupted beliefs. This segig a possibility of an adaptation
process occurring overtime. However, all correlaiavere relatively weak > -.14<
-.23). Strengths of the study include the relativegh response rate (59.9 %) and the
specification of the time frame (of six months) éinicians to recall their percentage of

trauma cases in caseload, adding clarity and ikfjaim relation to recall accuracy and
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time since indirect exposure to client traumaplpears all other studies in this section
have been vague in reporting time frames, whighreblematic. Weaknesses common

to both studies include their limited analyses tigito bivariate correlations.

The remainder of studies in this section were a®reid methodologically stronger
since multivariate analyses were conducted, thatssstally enabling control of

potential confounding factors. Vandeusen and Wa962 found length of time

providing sexual abuse treatment, along with othetors (age, gender, personal history
of trauma) explained 2-6% of the variability inust of and intimacy with others’
subscale scores for clinicians working with survs/of sexual abuse. For clinicians
working with sex offenders, 6-9% of the variability‘trust of and intimacy with

others’ subscale scores was explained by lengtimef providing sexual abuse
treatment, also along with the other factors. Githenrelatively low variance for both
clinician groups explained by these factors, thiggests other factors may play a role in
contributing to the risk of/adaptability to VT. The&thors suggest the findings indicate
that a shorter length of time providing sexual &fneatment related to higher levels of
disrupted beliefs (trust of and intimacy with othefThis finding is similar to
Cunningham (2003). A strength of the study is eatder differences were accounted
for and controlled in the regression models. Howeweethodological concerns include
the lack of sufficient statistical details about tiegression analysis to extract
information regarding the unique contribution (g)gof indirect exposure to client
trauma on TSIBS scores, hence it was not possldsdess the strength of the
relationship. Similar to Way et al. (2007), measugat of disrupted beliefs was
restricted to two subscales and the measure akcidirauma exposure was perhaps too

general to appropriately assess the VT model.
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The next two studies use the full TSIBS-RL scalanalyses. Robinson et al. (2003)
found percentage of trauma caseload and hours geking with trauma was not a
predictor of TSIBS scores. These findings do nppsut VT. Kadambi and Trustcott
(2003) found that neither perceived exposure tanticaor amount of professional time
working with sex offenders were predictors of TSI&®res. Additionally, researchers
hypothesised that sex offender therapists wouldpawatively have greater disrupted
beliefs to a criterion reference group of mentalltieprofessionals. No differences in
TSIBI scores were found. While this finding mayibdicative of lacking support for
VT, similar arguments to previous studies (Vandaué&Vay, 2006; Way et al. 2007)
can be applied regarding the lack of specificityhie measure of indirect trauma

exposure.

The next four studies are strengthened by theesassent of the relationship witloth
components of VT (disrupted beliefs and trauma dpmp). These studies also
included the TSIBS-RL or one of its revisions. stiidies employed multivariate
analyses and used relatively specific measuresdafict exposure to client trauma.

These studies were considered to have greater dwtgical validity.

Bober and Regehr (2006) found hours per week smemtselling traumatized clients
correlated with and was a predictor of IES scaxesrelationship was found with
TSIBS scores. This suggests the greater numbeywttper week spent counselling
traumatized clients related to greater levelsaima symptoms only. However,
regression analysis was not conducted with TSIBfes; due to insufficient
participants ii=53) completing the TSIBS-RL. Findings are therefiomited, and
support STS as opposed to VT. However, severaladethgical limitations are

apparent. There was no indication of whether ppgids were instructed to complete
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the IES in relation to their clinical/trauma wo¥s discussed in earlier sections, this
poses a risk of measuring personal trauma sympodiine clinician. Researchers did
not control for some variables in the regressiaal\yans that were significant at
bivariate or univariate level (age, total hoursrgg®oviding counselling services). It is

possible these factors confounded the results.

The next two studies are strengthened as partitspegre instructed to complete the
IES in relation to their trauma work. McLean et(@003) found that greater percentage
of time in clinical work was not related to highes! (Revision M) scores, but related to
higher avoidance symptoms on the IES. Similar tbédB@nd Regehr (2006), this
finding elicits some support for STS, but not VTs#ength of the study includes the
relatively high response rate (61%). Also signfficdifferences were found on outcome

measures for gender and controlled for in analyses.

Kadambi and Trustcott (2004) found the level of@sygre to human cruelty was not a
predictor of either IES or TSIBS scores. Additidpatesearchers hypothesised that
clinicians who worked with clients who had suffesskual violence or cancer would
have higher levels of disrupted beliefs and traggraptoms compared to those who
worked in general practice. No significant diffeces were found between the
professional groups on outcome measures. Therifaliegs do not support VT.

A strength of the study is that researchers consitend assessed for potential
confounding factors (including personal historytraima, gender, educational level,
length of time in field) and were included as caeat®s in analyses. A possible
limitation was that the ‘general practice’ groupreveampled from university

counselling centres, which may not be represemativnainstream general practices.
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The next study is methodologically stronger sifee$TSS was used. Devilly et al.
(2009) found the proportion of caseloads dedictdedorking with traumatized clients
correlated with STSS and TSIBS scores, though latiwas were relatively weak

(r =.19,r =.24 respectively). Researchers also reportedazstas a predictor of STSS
scores but not TSIBS scores. However, it is unchdaather ‘caseload’ within the
regression model specifically refers to trauma lo@skor caseload in general. Hours
working with traumatized clients per week was rotrfd to be a predictor of STSS
scores and researchers did not assess this witrSigS-RL. Additionally no

significant differences on outcome measures waraddetween those treating trauma
clients to a control group of non-trauma therapiSisdings show limited support for
VT based on bivariate correlations and no supporhfother analyses. Strengths of the
study include the controlling of confounding vategbin analyses (hours worked each
week, work stress and personal history of traumd)specification in the survey of
what constitutes trauma work, incorporating the DBMilefinition of traumatic events.
The latter reduces variability, increasing theatality of findings. However, a
weakness is the absence of response rate forsdraple, hence discerning the extent of

any potential selection bias is problematic.

3.2.4. Summary

Studies that only assessed disrupted beliefs argidered the weakest in this section, as
they lacked measurement of trauma symptoms anchtbtusapturing the full construct

of VT. From these studies, findings from Cunningh@®03) and Way et al. (2007) are
further weakened as analyses are limited to bitedarrelations and lack control of
possible confounding factors. However, from studned use relatively specific
measures of indirect exposure to client trauma (Gwgham, 2003; Robinson et al.,

2003) evidence is not supportive of VT. Studiesgsnore general/longer-term
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measures of indirect trauma exposure elicit ineigsi findings (Cunningham, 2003

Kadambi & Trustcott, 2003; Vandeusen & Way, 200@&yét al. 2007).

Studies that assessledth components of VT (disrupted beliefs and traumasgms)
were considered methodologically stronger. Addaibn all these studies included
relatively specific measures of indirect exposoreltent trauma. These studies
conveyed a major lack of evidence to support VTdatabi and Trustcott (2004) found
no evidence to support VT. The methodologicallprsgrest study (Devilly et al., 2009)
conveys only minimal supportive evidence for VTstead, studies appeared to show
more evidence to support STS (Bober & Regehr, 2D@gjlly et al., 2009; McLean et
al., 2003). While all studies included a disrupbetiefs measure corresponding to the
VT model, only one (Devilly et al., 2009) includdee STSS to assess the trauma

symptomatology component of VT.

3.2.5. Other factors that may be associated witred STS

Within PTSD literature, it is acknowledged thatttas other than exposure to trauma
may also contribute to PTSD (Brewin, Andrews & \fdiees, 2000). Secondary
traumatization researchers (Figley, 1995; Pearléh&aakvitne, 1995) have similarly
suggested that other factors may also contributieedaevelopment of STS and VT.
However, these factors have not yet been estallishe are not specifically defined in
the models. Broadly, individual (e.g. personaldmg} and situational factors (e.g. work
context) have been proposed to influence the vamkty of developing VT (Pearlman

& Saakvitne, 1995).

8 Cunningham (2003) is referenced twice as it inefutivo measures of indirect exposure to clieninieu
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Certainly several studies in this review have atsestigated the relationship between
other factors and trauma symptoms and/or disrupdédfs, for example age, personal
history of trauma, social support, work/occupati®teess, trauma-specific training,
coping strategies (e.g. Bober & Regehr, 2006; Beidal. 2007; Cunningham, 2003;
Devilly et al. 2009; Sprang et al. 2007; Way et28l04). Given that we have yet to
clarify the relationship between indirect expostarelient trauma and trauma symptoms
and/or disrupted beliefs, these contributing fexteill not be reviewed here. Until the
literature establishes which construct is most appate to describe secondary

traumatization phenomena, reviewing the associaiedrs would be premature.

4. Discussion

4.1. Conclusion

Studies under review were appraised to determiretivein proposed theoretical
constructs of VT or STS are supported by finding®ag mental health professionals.
Each study is associated with particular strengtitsweaknesses. Methodological
discrepancies and identified limitations make congoa of findings across studies
problematic and challenge inferences made. Howésetative conclusions (from
studies of higher quality) may be drawn. Despitgeasing empirical research,
consistent with previous reviews (Bride, 2004; S&farrell & Turpin, 2003 evidence
for both constructs remains limited and equivoligvertheless, consistent with Sabin-
Farrell and Turpin’s (2003) review, findings frolretpresent review show little
supportive evidence for VT and more supportive ena for STS. From the eight
studies reviewed for STS, two studies (Deightoal 2007; Sprang et al., 2007)
demonstrated support for STS. However, many ofthdies that failed to demonstrate

a relationship between indirect trauma exposureti@uwna symptoms used more

® Similar conclusions are also drawn by Elwood ef2011)
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general/longer-term exposure measures (e.g. yéargerience in trauma work). From
the nine studies reviewed for VT, one study (Dgwl al. 2009) found modest support,
but three studies (Bober & Regehr, 2006; Devillplet2009; McLean, 2003) elicited
some support for STS. In general, it appears thatrevstudies have used more specific

measures of indirect trauma exposure, there is sumeort for STS.

It seems that some relationships found betweemdaéxposure to client trauma and
trauma symptomatology were relatively weak (i.ev tmrrelations, explaining low
variances). It is possible that other factors ne¢pto exposure, such as the type or
intensity of work conducted with traumatized clentay impact on the relationship.
The process may be more complex, with other factoigue to the individual or
situation also playing a role. Although not revieWeere, several studies found factors

other than indirect trauma exposure to relatewelgeof trauma symptoms.

The paucity of evidence for VT may be a resulth&f butcome measures used to assess
the degree of disrupted beliefs. These may noehsitsve enough and therefore not
‘picking up’ the construct of VT sufficiently, siecSabin-Farrell and Turpin (2003)
reported some changes in beliefs from studies qutditative findings. Alternatively, it

Is possible that mental health professionals’ medr®ping with the demands of

clinical work have the effect of counter-acting thgact of trauma work. Perhaps the

impact of trauma work is not dissimilar to othendding/stressful clinical work.

4.2. Overall methodological issues
There are several overall methodological conceittimthis area of research. All
studies under review were cross-sectional and fimereausal inferences cannot be

made. Outcomes are based on relationships, whratotamply causality. Longitudinal
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designs would be better able to identify whethdirgct exposure to client trauma is a
predictor and investigate and identify the prodbas may be involved in the proposed

constructs of STS and VT.

Studies were based on surveys, with largely comver@ samples. These are associated
with common problems such as responder bias (ectalslesirability and demand
characteristics). Consequently determining thergxdaérepresentativeness of samples
and generalisability of findings can be problematione of the studies were conducted
in the U.K and demographics of participants sugtiesimajority were Caucasian and
female. Generalisability of the results to U.K. plgtions and other ethnic groups is
therefore questionable. Some studies comprisedngapyofessional groups, but failed
to explore for possible differences (Bober & Reg@M06; McLean et al., 2003) which

can be problematic.

Consistent with former reviews (e.g. Bride, 2004bi&a-Farrell & Turpin, 2003)

indirect exposure to client trauma, across studves, assessed in a number of ways and
some included more than one method. Attempts tatgfyamounts of indirect trauma
exposure have relied on self-report and variedidensbly. Measurements ranged from
relatively specific exposure (e.g. trauma caselpatisch are conceivably more

accurate for assessing the models, to exposureadweeger period of time or more
general measures (e.g. length of time/experientauma work). Few studies
incorporated comparison/control groups. These uarforms are qualitatively different,

with varying time frames, thus make comparisondlamatic.
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4.3. Recommendations for future research

This review gives rise to several overarching issiethodological problems need to
be addressed in future secondary traumatizatiaarel, with studies using similar
research designs and measures in order to makeacisios and stronger conclusions.
Methodological issues included outcome measures@indary traumatization, indirect
exposure to trauma and miscellaneous factors. anple, research needs to include
secondary traumatization specific measures that haen validated on populations
indirectly exposed to client trauma as it is quesble whether other measures (e.g.
personal trauma measures) are sensitive enoughueda on clinicians who are
indirectly exposed to client trauma. Specificafiyrelation to VT, more research is
needed to assess both components (trauma sympitohtssaupted beliefs) using the
most appropriate measures available (e.g. STSS@RIS-RL/TABS) in order to

assess the full construct. Only one study inclutiesi(Devilly et al. 2009).

Studies should specify with more clarity what canggs trauma work by offering a
definition. With exception of Cunningham (2003)searchers did not explicitly define
trauma work, therefore adding potential variationvhat constitutes trauma, which
possibly impacts the validity of measures of inclittauma exposure. Measurement of
amounts of indirect exposure to trauma would beérfeim more precision in order to
increase recall accuracy. This could include aifipddime frame of the period from
which participants would be estimating amountsxpiosure; perhaps a shorter period
would aid recall accuracy. Longer-term exposulé&edy to be confounded by

extraneous variables.

Studies should consider and control for potentafounding factors (including

personal and situational factors) when assessngethtionship between indirect
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exposure to trauma and trauma symptoms/disruptéefddresearch should explore
the relationship in the context of other varialykgher than in isolation. This would
increase the validity of the findings and enabl#dreevaluation of the models. Studies
have generally been selective in the number anel éfgontrols depending on their
aims and therefore may have lacked control formgahy important variables such as
whether personal history of trauma was resolveglgtrality of trauma training and the
guality of supervision. It is possible that by ingorating these or other possible
pertinent factors in regression models it may Heli}d more comprehensive models of
the proposed constructs. Future research may atsefibfrom using
comparison/control groups (Elwood et al. 2011; Kade& Trustcott, 2004) to help

assess the uniqgueness of VT or STS on those thiatwith trauma.

4.4. Clinical Implications

Mental health professionals are frequently expasagient trauma narratives and
according to theoretical perspectives this can te®lT'S or VT. However, despite more
evidence found for STS in this review, this is &ive. This may imply that staff and
services should be encouraged to increase awareh#asma symptoms and seek
appropriate support when working with traumatizieints. As symptomatic changes
are proposed to mirror PTSD symptoms, perhaps ocgueary PTSD theories could be
adapted, along with PTSD interventions. Howevas, Would need to be supported by
further evidence. Additionally, taking this apprbagould inevitably add confusion

about the distinctions between PTSD and STS.

Findings from this review indicate that overallriaés limited consistent/reliable
evidence for either STS or VT. Further researalemsded to determine the existence of
the phenomena as it is currently conceptualised tihe risks of STS and VT for

mental health professionals is unclear. Only wittrermethodologically sound
35



evidence validating the constructs can appropmdéventions (e.g. supervision/
training) be considered. If the evidence-base residie same, the constructs may need

to be revised or abandoned altogether.

Given the findings from this review, proposing mplementing interventions for STS
or VT at this stage would be premature and, as &t al. (2011) highlight, even
wasteful of resources. Based on the available egelérom the present review it could
be argued that constructs of STS and VT (in pdeig@are unnecessary and lack
usefulness. Elwood et al. (2011) suggest that dicceihe existence of secondary
traumatization may even be harmful to mental hgaitiiessionals by sensitising
therapists through self-fulfilling prophecy, whicbuld lead to or increase distress
levels. This view is similar to literature on psptbdgical debriefing and self-help
interventions for individuals exposed to trauma ahdsk of PTSD, highlighting the
importance of sufficient robust evidence priornglementing preventive interventions
(Rose, Bisson, Churchill & Wessley, 2002). Furttnathodologically sound research is

clearly required.
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Indirect Exposureto Client Trauma and the I mpact on Trainee Clinical

Psychologists: Secondary Traumatic Stress or Vicarious Traumatization?

Abstract
Objectives. The study set out to investigate, among traineecel psychologists, the
extent of exposure to trauma work and the relakignsetween exposure to trauma
work and well-being (specifically general psychaobtad distress, trauma symptoms and
disrupted beliefs). The study also sought to agbessontribution of individual and
situational factors on well-being.
Design: A web-based survey was employed.
Method: The survey comprised the General Health Questioai@&HQ-12),
Secondary Traumatic Stress Scale (STSS), TraumAtsachment Belief Scale
(TABS), Trauma Screening Questionnaire (TSQ) amtifip questions relating to the
amount of exposure to trauma work and other indiaicdnd situational factors of
interest. The link to the online survey was seatarail to trainee clinical
psychologists attending courses throughout the U.K.
Results: 564 trainee clinical psychologists participated.timainees had a caseload of
1-2 trauma cases, with the most common trauma Iseirgal abuse. Exposure to
trauma work was not related to general psycholdgiistress or disrupted beliefs, but
was a significant predictor of trauma symptomsu&ibnal factors contributed to the
variance in trauma symptoms; level of stress oficdl work and quality of trauma
training were significant predictors of trauma syamps. Although exposure to trauma
work was not related to general psychological dgstror disrupted beliefs, some
individual and situational factors were found todignificant predictors of general
psychological distress and disrupted beliefs.
Conclusions: This study provides support for secondary traurrsdtiess (STS) and

lacks evidence to support vicarious traumatizaf\6n) or a relationship between
46



exposure to trauma work and general psychologistileds. The existence and validity
of VT is questioned and clinical and theoreticaplications are discussed with

suggestions for future research.
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Introduction
As a result of the very nature of their work, méhtalth professionals are frequently
exposed to hearing about client traumas. Literdtasehighlighted the possibility that
this indirect exposure to client trauma can hanegative impact on the well-being of
mental health professionals. Theoretical constrattsecondary traumatic stress” (STS)
(Figley, 1995) and “Vicarious traumatization” (V{iicCann & Pearlman, 1990) have
been proposed to describe the supposed uniquesadeects of working with
traumatized clients. It has been suggested that\&T&e occupational hazards for
those providing services to traumatized clientgl@si, 1999) and that the costs are

immeasurable (Pearlman & Saakvitne, 1995).

STS and VT have often been used interchangeabheihterature, which has created
confusion (e.g. Chouliara, Hutchison & Karatzia@02, Devilly, Wright & Varker,

2009; Dunkley & Whelan, 2006; Sabin-Farrell & Turp2003). However, while it is
apparent that there is significant overlap in whatels of STS and VT seek to explain,
their theoretical foundations are quite differéBaifd & Kracen, 2006; Chouliara,

Hutchison & Karatzias, 2009; Sabin-Farrell & Turpk®03).

Theoretical modelsof VT and STS

Both models represent a form of secondary traumi&biz and indirect exposure to
trauma (through ‘learning about’ the traumatic exgreces of another) is proposed to be
the necessary condition for their developmentdaditson, both models suggest the
amount of indirect exposure to trauma is relatetthéodegree of VT/STS (Figley, 1995;
Pearlman & Saakvitne, 1995). However, for STS thelamental feature involves the
development ofrauma symptompgarallel to PTSD (Figley, 1995) following indirect

exposure to one or more traumatic events withipihglcaring relationships. The
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symptomatology comprises intrusion, avoidance aadsal and can develop quickly
(Figley, 1995, 1999). In contrast, VT is concepted within the Constructivist Self
Development Theory (CSDT; McCann and Pearlman, 1990s combines
psychoanalytic and cognitive-developmental leartimggpries and refers to the idea that
the construction of one’s own realities occur tlglothe formation of cognitive
schemas which have been developed and shapedhevdetime; enabling one to
apply meaning, understand the world and interpieeekperiences. The fundamental
feature involves the development of trauma reldisdipted beliefsn relation to the
self, others and the world from cumulative expogarelient trauma narratives. The
process involves gradual, progressive and lastiagges and the disruptions can
include frame of reference, self capacities, egoueces, psychological needs (safety,
trust, esteem, control and intimacy) and relateghitve schemas, memory and
perception. VT still acknowledges, however, thespree of trauma symptoms that
mirror PTSD through disruptions in sensory memaAgCann & Pearlman, 1990;
Pearlman & Saakvitne, 1995). Also, the CSDT dessrddaptation to the impact of
trauma as being related to an interaction betweemdividual and their situation,

within a social and cultural context (Pearlman &Batne, 1995).

Resear ch evidencerelatingto STSand VT

Researchers exploring STS/VT among mental heattfegsionals have predominantly
used surveys, with outcome measures assessinggneedevel of disrupted beliefs
and/or trauma symptoms, in relation to indirectesype to client trauma (e.g. Bride,
Jones & MacMaster, 2007; Cunningham, 2003; Pearignitaclan, 1995; Schauben &
Frazier, 1995). In their review, Sabin-Farrell &un (2003) indicate more evidence
for the symptomatic changes, which suggests mgpatifor STS compared to VT.

However constructs of STS and VT are contentiolenggirical evidence to support
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them is limited and argued as unclear/ambiguousrasahsistent/mixed (Bride, 2004;
Sabin-Farrell & Turpin, 2003; Elwood, Mott, Lohr &alovski, 2011). Hence the
existence of these proposed theoretical consthasts been questioned (e.g. Devilly et
al., 2009; Kadambi & Ennis, 2004). It is possiltiattthe distress experienced is less
complex and non-specific and represents generahpsygical distress. Perhaps the
impact of trauma work is the same as the impaotlwér clinical work that may be
distressing or stressful, depicting general psyadfiobl distress. Certainly, it is well
recognised that mental health workers can expegipnor mental health/general
psychological distress due to the demanding natiutieeir work (e.g. as reviewed by

Walsh & Walsh, 2001).

Models of STS and VT imply that the developmendisfupted beliefs and/or trauma
symptoms are unique to those who are exposed tingowith traumatized clients.
However, Sabin-Farrell and Turpin (2003) indicdte difficulty in determining

whether the distress experienced by mental healtlegsionals is related to the
stressful and demanding nature of mental healtlik wogeneral or specifically related
to the trauma work itself. Recent findings appeanticate that greater work or
occupational stress is associated with greatemaagymptoms (Devilly et al., 2009)
and disrupted beliefs (Badger et al. 2008) amongtahéealth professionals. However,
it remains unclear how much the potential levedtoéss of clinical work or even other
distressing clinical work contribute to trauma syamps or disrupted beliefs above and

beyond exposure to trauma work.

Contributing factorsto the development of STSand VT?
Despite the lack of consistent evidence to supperconstructs of STS and VT,

researchers have attempted to identify some cddkeciated factors that may

50



contribute to the risk of or protection from STS/\Broadly, VT theorists propose that
individual and situational factors may influencénarability/adaptability to developing
VT (Pearlman & Saakvitne, 1995). However for ST8 ¥, associated factors are not
explicitly conceptualised in the models. It appehed these are not clearly
distinguished in the literature (Bride, 2004; Sabarrell & Turpin, 2003). Some of the
more investigated factors (although with mixed iing$) include gender (e.g. Nelson-
Gardell & Harris, 2003; Sprang, Clark & Whitt-Woeyg| 2007) age (e.g. Bober &
Regehr, 2006; Nelson-Gardell & Harris, 2003) peastiistory of trauma (e.g. Jenkins
& Baird, 2002; Pearliman & Maclan, 1995), experiease mental health professional
(e.g. Bride, Jones & MacMaster, 2007; Kadambi &stcott, 2004;), coping strategies
(e.g. Bober & Regehr, 2006; VanDeusen & Way, 2086pport from others (e.g. Bride
et al., 2007; Devilly et al., 2009), supervisiorg(eEnnis & Horne, 2003; Kadambi &

Trustcott, 2003) and trauma-specific training (&grang et al., 2007).

Impact of indirect exposureto client trauma among trainee clinical psychologists?
Although there is limited consistent evidence tpmut STS and VT with qualified
mental health professionals, questions arise abheumpact of exposure to trauma
work among mental health professionals in trainfayen the proposed constructs of
STS and VT, there may be potential implicationstfainee clinical psychologists as
they work therapeutically with clients presentingaage of psychological difficulties
during their training, across placements. Trairegegherefore likely to engage in work
with traumatized clients, though the extent of esype to traumatized clients is

currently unknown.

Since models of STS and VT indicate that greatéiréict exposure to client trauma

increases the risk of STS/VT, it is possible thahl a trainee itself reduces this risk,
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since it is likely that they have had less exposangorking with traumatized clients
due to their shorter length of time working clinlgacompared to qualified staff.
Alternatively, it may be that being a trainee (a&ine therapist) may increase
vulnerability to secondary traumatization. Someaeshers have found evidence
indicating that younger age as a mental healthegsabnal is associated with greater
trauma symptoms/disrupted beliefs (e.g. Bober &dReg2006; Sprang et al., 2007,
Way et al., 2004; Way et al., 2007). Also, someaeshers have found evidence
indicating that less experience as a mental haaflegsional is associated with greater
trauma symptoms/disrupted beliefs (e.g. Badgel.,e2@08; Kadambi & Trustcott,

2004; McLean et al., 2003; Sprang et al., 2007).

There is only very limited research among train®gcpologists in the area of secondary
traumatization; with one published study (Adams i§d?, 2008) and two doctoral
theses (Fama, 2003; Fucci, 2008). Moreover, tlisarch is based in the USA. Fama
(2003) conducted a web-based survey among 96 éraiimecal and counselling
psychologists and found no evidence for a relatignbetween exposure to traumatized
clients and disrupted beliefs. More recently, Adamd Riggs (2008) also using a
survey found, among 129 trainee clinical and collingegpsychologists, that the amount
of applied experience of working with traumatizdiértts was related to trauma
symptoms. It was found that compared to trainedls greater exposure, trainees with
less applied experience (two or less semestemspking with traumatized clients
reported higher levels of trauma symptoms on obhsaale of the outcome measure. In
a qualitative study, Fucci (2008) conducted intms and investigated subjective
experiences of trauma work among nine graduatecalipsychology students. It was
found that many students described negative reectmengaging with trauma

narratives and some reported changes in their wierd
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Clearly secondary traumatization research amomggeieeclinical psychologists is sparse
and in its infancy, thus the risks for this popuatare not well understood.
Furthermore, there are no known studies on tratheieal psychologists in the U.K. If
empirical evidence supports STS/VT among traingecel psychologists, there may be
implications for training and supervision bothradividual and organisational levels. If
left unaddressed, it may be harmful to both theta@nd clients, consequently
potentially affecting services. Therapists may mee@motionally distant; impacting on
their ability to work effectively, be warm, be tlageutically available and responsive to
clients (McCann & Pearlman, 1990). Individuals efésl may leave their jobs or the

profession as result (Pearlman & Saakvitne, 1995).

Aimsof present study

This study seeks to explore the extent of exposuteauma work among trainee

clinical psychologists during clinical placemeritsaddition, and primarily, it seeks to
investigate the potential impact of working witlecits who have experienced traumas
on the psychological well-being of trainees. Mgpedfically, the study seeks to assess
which theoretical model (if any) best accountsdny negative effects associated with
indirect exposure to client trauma among train&dss, VT, or even a non-specific
model (depicting a more general relationship betwedirect exposure to client trauma
and general psychological distress). This will ineestigated by exploring the
relationship between the amount of exposure tarteawork and levels of general

psychological distress, trauma symptoms and disclbeliefs.

Given that individual and situational factors héeen broadly proposed by VT

theorists to possibly influence vulnerability/adsgtity to developing VT, and that the
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CSDT refers to the adaptation to the impact ofrtraas being related to an interaction
between the individual and their situation (Pean@aSaakvitne, 1995), this study will
also explore individual and situational factorst timay be relevant to trainee clinical
psychologists. Depending on which model(s) are supgd, the contribution of
individual and situational factors to levels otheit general psychological distress,
disrupted beliefs and/or trauma symptoms will keeased. Factors of interest under
these broad terms (individual and situational)dresen based on previous research
investigating potential contributors and those aigred pertinent to the sample under
investigation. These will include factors that hana been assessed in previous

research.

For the purposes of this study, trauma work is wlesd as direct/active clinical work
with clients who have experienced traumatic evénts serious accident, serious fire or
explosion, non-sexual attack, sexual assault, abtlisaster, military combat,
imprisonment, physical abuse, sexual abuse, lifatkening illness) and have reacted to
the incident(s) with intense fear, horror or hedgleess’ Figure 1 depicts the

theoretical framework for this study.

1% The definition of traumatic events is taken frdma DSM-IV-TR (APA, 2000).
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Figure 1

General
psychological
Individual factors distress
. (= non-specific

model)

OR

Exposure to } Trauma symptomg
trauma work P (= STS model)

r/, OR

Disrupted beliefs

Situational factors |.”’ and Trauma
symptoms

(=VT model)

Aim1
To investigate the extent of exposure to traumavaonong trainees, over a six month

period during clinical placement.

Aim 2

To examine the relationship between the amounkpdgure to trauma work and
trainee well-being, specifically in relation to geal psychological distress, trauma
symptoms and disrupted beliefs, in order to emaligassess which model (non-
specific model of general psychological distreds$ $r VT) best accounts for any

negative effects associated with indirect exposui@ient trauma among trainees.
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Hypothesis 1: reflecting a non-specific model; dépg a relationship between indirect
exposure to client trauma and general psychologistiless
Greater amounts of exposure to trauma work wiltddated to greater levels of general

psychological distress (but not trauma symptomdisnupted beliefs).

Hypothesis 1: reflecting the STS model
Greater amounts of exposure to trauma work wiltddated to greater levels of trauma

symptoms (but not disrupted beliefs).

Hypothesis 2: reflecting the VT model
Greater amounts of exposure to trauma work wiltddated to both greater levels of

disrupted beliefs and trauma symptoms.

Aim 3

Depending on which model(s) are supported in aion tw

To examine the contribution of individual and sttaaal factors on levels of either
general psychological distress, disrupted beliet§@ trauma symptoms, above and

beyond the effect of exposure to trauma work.
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Method
Design
The study comprised a cross-sectional design amebabased survey was employed.
This method was considered appropriate based omal@rity of STS/VT research
incorporating surveys. Indeed, Fama (2003) usadtamet survey for her VT research
with trainees. The survey for the present studymsed demographic questions,
standardised measures and constructed questiotificsfrethe study. The survey was
piloted on six volunteer trainee clinical psychostg. Feedback was satisfactory,

requiring no changes to the survey.

The primary (theoretical) independent variable gsosure to trauma work, a measure
comprising the amount of trauma cases over thestashonths. This study considered a
measure of recent exposure to trauma work as a relisble measure compared to
overall exposure to trauma work, due to the poa¢rariability of exposure across
trainee year groups and exposure prior to clirtreahing, which may serve to confound
findings. Although it is acknowledged that somedsta exploring STS/VT among
gualified staff have included a measure of priquexience of/years of experience in
trauma work, this exposure is likely to be quahely different to exposure

experienced before clinical training. Therefor@rder to try and control for trainee
histories of working with traumatized clients, #r@ount of trauma cases prior to the
last six months and before clinical training wasoahcluded as a measure to explore its

relationship with the dependent variables to deteerwhether it was a confound.

Secondary exploratory independent variables comgp@snumber of individual and
situational factors. These included: age, gendasgmal history of trauma (respondents

report their personal traumas), resolution of peastrauma (degree to which feelings
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towards personal traumas are resolved; respondartsn a five point Likert scale
from ‘not at all resolved’ to ‘a great extent resad’), quality of supervision received
with trauma work over the last six months (respotsieate on a five point Likert scale
from ‘very poor’ to ‘very good’), quantity of trauatraining (respondents report the
amount of teaching days on PTSD/trauma work, inolw&TS and VT), quality of
trauma training (degree to which trauma teachingpgxed trainees for trauma work;
respondents rate on a five point Likert scale ffoat at all’ to ‘a great deal’), other
distressing clinical work (respondents report thrant of cases over the last six
months which were suicidal, physically aggressivaént, verbally
aggressive/threatening, self-harming, involvedideicand level of stress of clinical
work over the last six months (how stressful tragbave found clinical work;
respondents rate on a five point Likert scale ffoat at all stressful’ to ‘extremely

stressful’).

Dependent variables were levels of general psygimbdistress, trauma
symptomatology (intrusion, avoidance and arousal)disrupted beliefs (in relation to
safety, trust, esteem, intimacy and control) assmel by standardised measures.
Measures were selected on the basis of past litergisychometric properties,
permission from authors and publishers to use erdimd their appropriateness and
adequacy in assessing the constructs under ingéetig Face validity and content
validity were also used to aid this process. Curerels of general psychological
distress, trauma symptoms and disrupted beliefa fralirect exposure to client trauma
were assessed by asking participants to recatl éixeerience of trauma work in

relation to the last six months on clinical placeine
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In addition, a validated PTSD screen was used mtrabfor potential confounding
effects of PTSD symptoms from possible personahtia Data from trainees at risk of
PTSD from personal trauma would be controlled foamalyses addressing the
hypotheses in order to increase the validity offthéings (that levels of general
psychological distress, trauma symptoms and/ougisd beliefs assessed were
developed from indirect exposure to client traurather than personal trauna).
Trainees were asked to complete the PTSD screbayifhad experienced a personal

trauma within the last 12 montfrs.

Participants and procedure

Recruitment of participants

Clinical psychology course directors were contastedetters (see appendix F) and
followed up by email to invite their trainees tatm@pate in the study and to request
permission to email trainees the hyperlink to tinerey. Courses were also given
posters (see appendix G) to advertise the stuthein department. Additionally, the
study was advertised in the Clinical Psychologyuro(see appendix H). The survey
(see appendix C) was hosted on http://www.surveyapicom and participants were

required click onto a hyperlink to access the syrve

Ethical considerations

Ethical approval for the study was granted by tiep&tment of Psychology Ethics
Sub-Committee at the University of Sheffield (sppendix B). Survey completion was
anonymous and voluntary. Participants were requoezhter a secure password to

enter the survey. Initially participants were takem page detailing relevant

In a study by Fama (2003) on VT and trainee dihimd counselling psychologists, trainees witk ris
of PTSD from personal trauma were excluded fromysea to increase the validity of the findings.

A 12 month cut-off was chosen on an arbitrary beafsting to more recent history of personal trauma
It was judged to be more reliable to screen forctafounding effects of more recent history of paed
trauma compared to more long-ago history of persioaama.
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information including details of the study and e#iconsiderations (confidentiality,
anonymity, the right to withdraw, protection of hrgradvice, consequences of the
results and contact details for further informatiqueries, concerns or complaints).
Participants were advised to contact their Univgisiudents counselling service,
personal/clinical tutor or their G.P. for any dests experienced from participating and
wishing to talk to someone. Participants were neglLio give their informed consent by
selecting the appropriate boxes before acces®tsutvey was permitted. On
completion of the survey, participants were talea tlosing information page where

they were debriefed (see appendix C).

Power analysis

A priori power analysis was conducted via G*powgtail, Erdfelder, Lang, &
Buchner, 2007) to determine the required sampks sizensure sufficient statistical
power for a reliable regression model — that ispiftdoability of detecting a true effect
when it exists. This was based on the statisticalysis with the anticipated greatest
number of possible predictors (10 predictors). Athum’ effect size was used for the
calculation due to the lack of sufficient valueghe literature on mental health
professionals encompassing all the variables bessgssed. Hence, assuming a
medium effect size of £ 0.15, a significance level of alpha = 0.05 and/@oof 0.8,

118 participants were requiréd.

¥\We also wanted to ensure that the sample wasy @s fpossible, sufficiently representative ofictih
psychology trainees and because we were uncertaantiwe return rate would be for a trainee web-thase
survey, and also how many of the trainees woulce ead exposure to trauma work in order to test the
hypotheses, we decided to recruit more than thénmim required sample size. Ethical implications of
sample size are discussed further in the discussion
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Participant characteristics

A total of 564 clinical psychology trainees paip@ied in the study (57 males, 507
females, with a mean age of 29.84 years). All #dadl psychology courses granted
permission for their trainees to participate, tHoitgvas not possible to obtain an exact
response rate due to the anonymous nature of thieysand therefore also not possible
to identify sample characteristics for respondaraen-responders. However, the total
number of trainees nationally on clinical psychgl@gurses, taken from the Clearing
House website during the time of data collectioas\#,694. Hence with a sample of
564 trainee clinical psychologists, the estimatsponse rate was 33.3%. Table 1
displays further demographic characteristics. Téralyraphic characteristics of the
sample seemed representative of U.K trainee clipggchologists, although a greater

number of first year trainees compared to secondfand years completed the survey.
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Table 1

Demographic characteristics (N=564)

Category n %
Ethnicity
Caucasian 531 94.1
Non-Caucasian 33 59
Type of course route
Full-Time 542 96.1
Part-time 21 3.7
BPS independent route candidate 1 2
Year of training
1 year (going into % year) 238 42.2
2"%year (going into '8 year) 186 33.0
3% year (soon to be qualified) 128 22.7
Other (included: year 4/5 on a flexible 5 yeaygpamme) 12 2.1
Type of placement
Adult 209 37.1
Older Adult 84 14.9
Child/Adolescent 127 22.5
Learning Disability 82 145
Neuropsychology 13 2.3
Forensic 10 1.8
Health/oncology/palliative care 25 4.4
Other 14 2.5
Location of service
Primary care 34 6.0
Secondary care 246 43.6
Tertiary care/specialist (e.g. forensic, headtiting disorders) 136 24.1
Combined settings (e.g. primary care & secondarg) 42 7.5
Other/insufficient information 106 18.8

M easures (see appendix C)

General Health Questionnai&HQ-12; Goldberg & Williams, 1988).

The GHQ-12 is a self-report 12-item measure andusas to assess the degree of

general psychological distress (e.g. ‘Have youndgdelt constantly under strain?).

The questionnaire uses four-point items. The recentad scoring method is Likert

scoring. Respondents rate items on individual ltikeales rating from O to 3 (the scales

are defined differentially for each item). Scores summed to form a total score. The

higher the score, the greater the levels of disirEse measure has been reported to
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have good reliability and validity (Goldberg & Wdms, 1988). Hardy, Shapiro,
Haynes and Rick (1999) report good internal coasst (« =.89). The internal

consistency for this study was=.86.

Secondary Traumatic Stress Scg@d@ SS; Bride, Robinson, Yegidis & Figley, 2004).
The STSS was used to assess the degree of tranmpéosys. This is a 17-item self-
report measure specifically constructed for STSessing frequency of intrusion,
avoidance and arousal symptoms related to indesgmbsure to traumatic events by
working clinically with traumatized individuals ¢g.‘My heart started pounding when |
thought about my work with clients’). The scalesifge-point items. Respondents rate
items on a Likert scale from 1 = never to 5 = vefitgn. The scale comprises three
subscales (intrusion, avoidance and arousal) am@ésare summed for subscales and
total score. The higher the scores, the greatdetla of trauma symptoms. The
measure has been found to have good validity, and mternal consistency for the
total scaleq¢ = .93), intrusion subscale €.80), avoidance subscale£.87) and

arousal subscale & .83) (Bride et al., 2004). The internal consistes for this study
includeda = .89 (total scale} = .69 (intrusion subscale)= .78 (avoidance subscale)

ando = .80 (arousal subscale).

The STSS was chosen over other measures of traglatad symptomatology (e.g.
Impact of Event Scale; Horowitz, Wilner & Alvarel979) as it overcomes the
problems of measuring impact of direct exposurieaoma from any personal traumatic
experiences. While some researchers have changedbtiding of The Impact of Event
scale (IES) in secondary traumatization reseahehSITSS was specifically designed
for indirect exposure to client trauma and assetbeeregative effects of this as

proposed by the STS model. Furthermore, the STS®éen validated with samples of
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indirectly trauma exposed individuals, while direetuma exposure measures, such as
the IES, have not. Therefore utilising the STSSowmes any measurement error
which may be associated with measures such adriEg@8dition, the STSS has been
used in recent secondary traumatization studigs Badger et al., 2008; Bride, 2007,

Bride et al., 2007; Devilly et al., 2009).

Trauma and Attachment Belief Scal@BS; Pearlman, 2003).

The TABS was used to assess the degree of disrbptedis. This is an 84-item self-
report measure of disruptions in beliefs about @etf others (e.g. ‘you can'’t trust
anyone’). The scale uses six-point items. Respdadate items on a Likert scale from
1 = disagree strongly to 6 = agree strongly. Fiemdins of psychological need in
relation to self and others are measured (corgsdéem, intimacy, safety and trust)
which form 10 subscales (see appendix D for deding). Negative items are reverse
scored and scores are summed for subscales ahdaote. The higher the scores, the
greater level of disruption in beliefs. The TABShe most recently developed measure
for disrupted beliefs consistent with the VT modetl has been used in recent VT
studies assessing the impact of indirect exposucéent trauma (e.g. Diehm, 2007,
Dunkley & Whelan, 2006), while many earlier studm@ve used the previous

version — the Traumatic Stress Institute Beliefl&¢Bearlman, 1996). The TABS has
been found to have good validity, and good intecoaisistency for the total scake (
=.96) and a range for subscales (between67 to .87) (Pearlman, 2003). The internal
consistency for this study for the total scale was.96 and a range for subscales

(betweern = .68 to .89).
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Trauma Screening QuestionnaifESQ); Brewin et al., 2002).

The TSQ was used to screen for PTSD in order tatiigetrainees who may have
current PTSD symptoms from any recent personahtea@and subsequently control for
in analysis of the impact of indirect exposureltert trauma* This is a 10-item self-
report measure of responses to traumatic eventshwaisks about symptoms in the past
week. It comprises items that assess re-experigraeid arousal symptoms adapted
from the PTSD Symptom Scale (Foa, Riggs, Dancu &Baum, 1993). The scale uses
two-point items, requiring respondents to answeh vwies’ or ‘no’. Six or more ‘yes’
responses indicate a risk of PTSD. The questioareis been found to have sensitivity
(.86), specificity (.93), positive predictive poweB6), negative predictive power (.93)

and overall efficiency (.90).

Overview of statistical analysis

Analysis was conducted using SPSS version 16allyitiata was screened and
prepared for statistical analysis. For aim one gtktent of exposure to trauma work was
explored through descriptive statistics (frequedisyributions) and The Kruskal-Wallis
test and Mann-Whitney tests were used to expldferdnces between trainee year
groups. Investigation of aim two initially involvd®earson’s correlations between
exposure to trauma work and dependent variableasunes of general psychological
distress (GHQ-12 scores), trauma symptoms (STS®&scand disrupted beliefs
(TABS scores). This was followed up by three hieharal regression analyses with
total scores of the measures as outcome varidhthisidual and situational variables
identified as significant in bivariate correlatianalysis with outcome variables were
controlled for in block one and exposure to trawmeak was entered in block two. As

exposure to trauma work was found to be a sigmfipaedictor of trauma symptoms,

4 Previous work has used the Post-traumatic DiagnSsale (PDS; Foa, 1995) as a measure of PTSD,
but this was not permitted for use on web-basedesst
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investigation of aim three involved a hierarchieagression analysis with trauma
symptoms (STSS total score) as the outcome varigijgosure to trauma work was
entered in block one and individual and situatioralables were entered in blocks two
and three. Standardized beta coefficiefjddr individual predictors were examined.
As exposure to trauma work was not correlated wita predictor of general
psychological distress (GHQ-12 total scores) orughied beliefs (TABS total scores),
standard multiple regressions were conducted \wgke outcome variables and
individual and situational variables (that werengigant in bivariate correlation

analysis) were entered simultaneously.
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Results

Data screening

Statistical tests to assess normality for largeesnare considered too sensitive
(Tabachnick & Fidell 1996) and according to Tabackand Fidell (1996) “With large
samples the significance of skewness is not asrii@pioas its actual size and the visual
appearance of the distribution” (p.73). Thus, é&ge sample was obtained, visual
inspection (through histograms) was used to sdteedata, to ensure it was normally
distributed and free from outliers, so that theadaas suitable for statistical analysis.
One participant was excluded from analysis dueporting a high number of research
trauma cases (84) as opposed to clinical case$aftlbe being the focus of the study). In
relation to outcome variables, the STSS total sdogether with its avoidance and
arousal subscales had skewed distributions; subaéguogarithmic transformations
were applied. Some independent variables weremeasurement scale stronger than
an ordinal scale, but not as strong as a pureviaitscale. Data transformations were not
viable in these instances. Therefore non-paramietsis were conducted as comparison
checks, when appropriate, which consistently yiglithe same results. These included
Spearman’s correlations and the Jonckheere-Tengstréa test for trend that takes the
ordering of a variable into account). Parametrst seores are illustrated for the major

analyses in this report to maintain consistency.

It was important to screen for the potential comihin trauma symptoms and disrupted
beliefs levels, that is, the risk of PTSD from aagent personal trauma experienced by
trainees, The TSQ identified whether trainees wdmb éxperienced a personal trauma
were symptomatic in the past week. The mean saotbedoTSQ was 2.050= 2.57,

n = 159), with a range of 0-10. A total of 20 (3.565%&inees met cut-off criteria for

being at risk of PTSD. Furthermore, independeestst were conducted on total scale
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scores for outcome measures between traineesfiddradt risk of PTSD and trainees
not at risk of PTSD. Trainees at risk of PTSD higghiicantly higher STSS (log
transformed) score$A= 1.59,SD= .15) than those not at risk of PTSIA € 1.39,SD
=.12),t (386) = 5.36p < .001. Also, trainees at risk of PTSD had sigaifitty higher
TABS scoresil = 230.50,SD= 38.46) than those not at risk of PTS0 £ 175.59,SD
=37.51),t (383) = 4.57p < .001. Additionally, trainees at risk of PTSD had
significantly higher GHQ-12 scorebI(= 19.50,SD= 5.27) than those not at risk of
PTSD M =11.91,SD=4.74),t (562) = 7.00p < .001. These results show that trainees
identified as being at risk of PTSD from persomalima had significantly higher mean
levels of general psychological distress, traumnmampms and disrupted beliefs
compared to those not at risk of PTSD. Consequgthibge identified at risk of PTSD
were excluded during inferential statistical datalgses concerning the psychological

well-being measures; leaving a sample of 544.

Descriptive statistics for standar dised outcome measures
Table 2 shows means, standard deviations and smoges for how the sample £544)
scored across standardised measures. Untransfonesaas for STSS total score and

avoidance and arousal subscale scores are refjortease of interpretation.
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Table 2

Means (SDs) and ranges for the sample on outcorasures

Range
Measure M (SD) Potential Actual
GHQ-12 11.91 (4.74) 0-36 1-28
SIH
Intrusion 8.47 (2.68) 5-25 5-18
Avoidance 9.92 (3.31) 7-35 7-27
Arousal 7.21 (2.73) 5-25 5-20
Total 25.60 (7.70) 17-85 17-60
TABS®
Self-safety 25.52 (6.92) 13-78 13-51
Other-safety 13.70 (4.03) 8-48 8-30
Self-trust 17.10 (4.15) 7-42 7-29
Other-trust 15.17 (4.89) 8-48 8-41
Self-esteem 17.06 (5.61) 9-54 9-40
Other-esteem 19.08 (3.43) 8-48 12-33
Self-intimacy 17.71 (4.14) 7-42 9-35
Other-intimacy 15.41 (6.08) 8-42 8-42
Self-control 20.29 (5.53) 9-54 0-48
Other-control 14.54 (3.75) 7-42 7-28
Total 175.59 (37.51) 84-504 97-331

Note.’n = 544°n = 378°n = 375. The variation in sample size is due to @gation in
the number of trainees who completed the measures.

Based on cut-off criteria and normative scoremneadised scores from a non-clinical
sample of adults; Pearlman, 2003) the mean tot&J Acore corresponds to a TABS
normalized T-score of 48, this is indicative of‘amerage’ level of disruption in beliefs.
Due to the lack of secondary traumatization researctrainees, no comparison data is
available. However both Dunkley and Whelan (2006hkeir study of telephone
counsellors and Diehm (2007) in her study on Alisinamental health professionals,

also found mean total TABS scores in the ‘averagege for disrupted beliefs. Thus,
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the mean level of disrupted beliefs for traineegh@mpresent study appear to be similar

to qualified staff.

Based on cut-off criteria and normative scoresnffeosample of social workers; Bride,
2007) the mean total STSS score in the preseny suddicative of ‘little/no’ trauma
symptoms. Comparison data is available only follifjed staff. Bride (2007) found a
mean total STSS score in the ‘mild’ range amonggsewrkers and Bride et al. (2007)
found a mean total STSS score in the ‘moderategjgamong child protective service
workers. Therefore the mean level of trauma sympttomtrainees in the present study

appears to be lower than qualified staff.

No clinical cut-offs indicative of ‘caseness’ exist the GHQ-12 using the Likert
scoring method. Higher scores are indicative oatgmegeneral psychological distress.
There is no comparable data on train€dsis not possible to compare mean scores of
general psychological distress across secondamnaization studies because an
alternative scoring method (binary scoring) hashesed for the GHQ-12 (Sabin-
Farrell, 2000) or studies have used varying geneetitbeing measures. Research
unrelated to secondary traumatization such as Mi887), found a mean GHQ-12
score of 21.2 at referral for individuals attendanglinical psychology clinic. This is

comparable to the mean GHQ-12 score for the pretedy.

1> Cushway (1992) uses the GHQ-28 in her study efstin trainee clinical psychologists. Thus, data i
not comparable.

70



Resultsfor Aim 1

Aim one involved investigating the extent of exp@sto trauma work among trainees,
over a six month period, during clinical placem@ritis was investigated by calculating
frequencies and percentages for the amount of tiaaases that trainees had
directly/actively been involved in, over the last sionths, during clinical placement.
This was explored in the total sample and amongliffierent year groups of training
(first yearn =238; second year=186; third yean =128). Only a small number of
traineesif =12) were in their fourth or fifth years of traiginhence these were excluded
from the year group analysis. Also, frequencies @ardentages for the type of client
trauma were calculated for the total sample. T8ldaows that for the total sample the
most frequently reported amount of trauma casdsdnyees was 1-2 trauma cases
(42.9%) with a mean of 1.98D = 1.3) and the median within 1-2 trauma cases.
Table 4 shows that the most frequent type of tradlneats experienced, as reported by

trainees, was sexual abuse (35.3%), closely foldblaephysical abuse (32.1%).

Table 3

Frequencies and percentages for the amount of teaceses

Trauma cases n %
0 168 29.8
1-2 242 42.9
3-4 77 13.7
5-6 40 7.1
7-8 17 3.0
9-10 8 1.4
11+ 12 2.1
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Table 4

Frequencies and percentages for the type of ctranima

Client trauma n %

Serious accident 108 19.1
Serious fire or explosion 22 3.9
Non-sexual attack 97 17.2
Sexual assault 119 21.1
Natural disaster 6 1.1
Military combat 41 7.3
Imprisonment 38 6.7
Physical abuse 181 32.1
Sexual abuse 199 35.3
Life threatening illness 74 13.1
Another traumatic event not listed 111 19.7

Note.Some trainees reported more than one of thesésg\vemce totals are variable.

Since 19.7% of trainees reported that their clibais experienced another traumatic
event not listed in the survey, content analysis eanducted on the qualitative
descriptions. This indicated various other traumag)essing trauma, bereavement and

other non-traumatic events.

Table 5 shows the extent of trauma work acros®thpears of training. First year
trainees (51.7%) and third year trainees (35.2%strfrequently reported 1-2 trauma
cases, while second year trainees (43.4%) mosidrety reported O trauma cases.
However, third year trainees most frequently regmbtiigher amounts of trauma cases
(> 3-4 cases) on their caseload compared to feaat gnd second year trainees. The
Kruskal-Wallis test indicated that the year-of+tiag groups differed significantly in
their exposure to trauma work as measured by tlmuatof trauma cases, H(2) = 39.21,
p <.001. A series of Mann-Whitney tests were conglictising the Bonferroni
correction to set alpha at .0167. These testsateticthat first years had significantly

greater exposure than second years (U = 1840 50001). Also third years had
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significantly greater exposure than first years5(/1405.00p <.001) and second years

(U = 7485.50p <.001).

Table 5

Year of training and the frequencies and percergdgethe amount of trauma cases

Year of training

First

Second

(M =1.79,SD=.94) (M=1.49,SD=1.11) (M =2.97,SD =1.73)

Trauma
cases n % n % n %

0 60 25.2 81 43.5 24 18.8
1-2 123 51.7 70 37.6 45 35.2
3-4 32 134 19 10.2 26 20.3
5-6 20 8.4 8 4.3 10 7.8
7-8 2 0.8 5 2.7 8 6.2
9-10 0 0.0 2 1.1 6 4.7
11+ 1 04 1 5 9 7.0

Note.The median for all years of training was within r@&ima cases.
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Resultsfor aim 2

Aim two involved examining the relationship betwaba amount of exposure to
trauma work and trainee well-being in relation gahpsychological distress, trauma
symptoms and disrupted beliefs in order to as$ees imodels (a non-specific model of
general psychological distress, STS and VT). It lngsothesised that greater amounts
of exposure to trauma work would either be relategreater levels of general

psychological distress, disrupted beliefs andurita symptoms.

Correlation analyses

Initially, bivariate correlations with Pearson’srcgation coefficients were performed
between exposure to trauma work and each of tlee thependent variables: general
psychological distress (as measured by the GHQtE2)na symptoms (as measured
by the STSS), disrupted beliefs (as measured byABS). No significant correlations
were found between exposure to trauma work and GRIQeores. A significant
positive correlation was found between exposuteatama work and STSS total scores,
and all three STSS subscale scores. This sugtestgreater amounts of exposure to
trauma work related to greater levels of traumaggpms (including, intrusion,
avoidance and arousal). No significant correlatase found between exposure to
trauma work and TABS total or subscale scores.el@lalisplays results for the

correlation analyse.

1% The amount of trauma cases prior to the last sinthand before clinical training was not foundéo
significantly related to outcome measures (total subscales scores) and therefore was not condidere
confound, alr <.09,p > .05.
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Table 6

Correlations between exposure to trauma work artdmue measures

Measure Exposure to trauma work

General psychological distress

GHQ-12 total -.02
Trauma symptoms
STSS Total 20%*
STSS Intrusion .18*
STSS Avoidance A7*
STSS Arousal 19%*
Disrupted beliefs
TABS Total -.03
TABS Self-safety -.07
TABS Other safety -.06
TABS Self-trust -.05
TABS Other-trust .02
TABS Self-esteem -.01
TABS Other-esteem .01
TABS Self-intimacy -.07
TABS Other-intimacy -.01
TABS Self-control -.01
TABS Other-control .05

Note.*p < .05. *p < .01.

Regression analyses

In order to investigate aim two further, hierarehiegression analyses were
performed'’ Three regression models were conducted, in tith, general

psychological distress (as measured by the GHQtER)ma symptoms (as measured
by the STSS), disrupted beliefs (as measured byS)ABhe regressions were
performed with total scores of outcome measuresder to assess how much exposure

to trauma work uniquely contributes as a preditadhe variance in overall general

7 This type of regression allows variables to best in blocks, which presents ‘steps’ of the regjan
model. It allows the extent to which sets of préatis explain variance in the outcome variable @ret
above that explained by other variables entereghihier steps.
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psychological distress, overall trauma symptomsauatall disrupted beliefs, over and

above other (possible confounding) variables.

Prior to regression analyses, histograms and sphite of the residuals values of each
outcome variable were inspected to determine ib8simptions for linearity,
homoscedasticity and normality were satisfied. €ressumptions were considered to
be met with the GHQ-12, TABS and the ST&Showing reasonable normal
distributions. Multicollinearity checks were alsonducted between all possible
predictor variables. Following guidelines from Tabaick and Fidell (1996) and Field
(2005), correlations between predictor variablesevgereened for high values (>.70)
and the Variance Inflation Factor (VIF) values wals checked. The predictor
variables did not appear to be strongly correlated VIF values were below 10 (a
suggested cut-off by Field, 2005). See table Pfarson’s correlation coefficients

between predictor variables.

'8 A logarithmic transformation was applied to ST@8lier during correlation analysis as a result of a
skewed distribution.

76



Table 7

Correlations between all possible predictor variedbl

Predictor variable Age Gender  Personal Resolution Quality of Quantity Quality of Level of Other Exposure
(n=544) (n=544) history of of personal supervision oftrauma trauma  stress of distressing to trauma
trauma trauma (n=378) training training clinical clinical work
(n=544) (n=270) (n=544) (n=544) work work (n=544)
(n=544) (n=544)
Age -
Gender -.09* -
Personal history of .18** -.02 -
trauma
Resolution of .09 -.09 .06 -
personal trauma
Quality of .00 -.07 -.10 .16* -
supervision
Quantity of trauma .00 -.03 10* .02 5% -
training
Quiality of trauma -.00 -.03 .02 .09 14x* AT* -
training
Level of stress of -.04 A1 -.02 -.12 - 17 -.03 -.06 -
clinical work
Other distressing -.01 -.06 .08 .05 .03 16%* .07 .02 -
clinical work
Exposure to .06 .02 1149 .05 .08 25%* A1* .05 16%* -

trauma work

Note.*p < .05. *p < .01.

¥ variability in significance is due to rounding facs.
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In order to identify potential confounding factd@ns the relationship between exposure
to trauma work and levels of general psychologisiress, trauma symptoms and
disrupted beliefs) bivariate correlations were a@snducted between other factors
(exploratory variables comprising individual antliational factors) and total scores of
outcome measures. Table 8 displays these cormetatigther factors that showed
significant correlations were considered confougdarctors and thus controlled for and
entered in step one of each regression and exptstraima work (the theoretical
variable) was entered in step two. This model alone examination of the unique
effect of exposure to trauma work on outcome véembver and above the effect of
other (confounding) factors. Hence, the predictigaability exposure to trauma work
shares with other variables is removed. This amalyas repeated with all three

outcome variables.

Table 8

Correlations between other factors (exploratoryightes) and outcome measures

Measure
Exploratory variabl General Trauma Disrupted
psychological symptoms beliefs
distress

Age -.04 -.09 -.07
Gender .04 .04 .00
Personal history of trauma 2%* .09 22%*
Resolution of personal trauma -.08 -.13 -.24**
Quality of supervision -.28** -.08 -.18**
Quantity of trauma training -.09* .04 -.05
Quality of trauma training -.15%* -.14** -.15%*
Level of stress of clinical work 26** .38** 20%*
Other distressing clinical work .01 16%* .10

Note.*comprising individual and situational factors
*p<.05.**p< .01
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Hierarchical regression with general psychologidatress

Other factors accounted for 17.0% of the varianageineral psychological distress,
R?(5, 372) = .170p < .001. Exposure to trauma work was not foundgnificantly
predict the variance in general psychological dsdrover and above the other

(confounding) factors4R?(1, 371) = .001p = .544.

Hierarchical regression with trauma symptoms

Other factors accounted for 17.8% of the variandeauma symptomsy? (3, 374)
=.178,p <.001. Exposure to trauma work was found to $icgmtly predict the
variance in trauma symptoms, explaining 3.1% ofvidugation, over and above the

other (confounding) factorgR?(1, 373) = .031p < .001.

Hierarchical regression with disrupted beliefs

Other factors accounted for 16.6 % of the varianadisrupted beliefs?? (5, 191)
=.166,p < .001. Exposure to trauma work was not founddnicantly predict the
variance in disrupted beliefs over and above therofconfounding) factorsiR2(1,190)

= .006,p =. 247.
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Resultsfor aim 3

Aim three involved examination of the contributiohindividual and situational factors
on levels of either general psychological distréssima symptoms and/or disrupted
beliefs, above and beyond the effect of exposuteatona work. However,
investigation of aim three was dependent on finglingm aim two. As earlier findings
only found a significant relationship between expedo trauma work and trauma
symptoms, which supports the hypothesis refledtiegSTS model, it was appropriate

to conduct a further hierarchical regression wiguma symptoms.

Exposure to trauma work was entered in step otieeofegression. Level of stress of
clinical work, other distressing clinical work agdality of trauma training (situational
factors) were entered in step two, as these wgrgfisiant in earlier bivariate

correlation analyses. The other individual andagitnal factors (personal history of
trauma, resolution of personal trauma, qualityugfesvision, quantity of trauma
training, age and gender) were entered in ste tiorexamine whether they added any
additional variance to the regression model. Bothtjand unique contributions of these
predictors were examined. This model allows exationaf how much individual and
situational factors contribute to the variancerautna symptoms above and beyond

exposure to trauma work.

Exposure to trauma work accounted for 5.6 % ofvdr@ance in trauma symptoms,
R?(1,196) =.056p =.001. The three situational factors significartigreased the
variance explained in trauma symptoms by 15.88%(3,193) = .158p <.001. The
remaining individual and situational factors did e&plain any of the variation in

trauma symptomsiR? (6, 187) = .014p = .747. The overall model, with all 10
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predictors present was significant and explaine8 22 of the variance in trauma

symptomsR? (10, 187) = .22%< .001.

Inspection of unique contributions of each prediatdicated that exposure to trauma
work, level of stress of clinical work and qualdf/trauma training were significant
predictors. This suggests that greater amountgpdire to trauma work and greater
levels of stress of clinical work were related teajer levels trauma symptoms and the
better the quality of trauma training related towéo levels of trauma symptoms. Table 9
shows the unique contributions of the individuadgctors at each step in the regression
model. The standardized beta coefficiefsnteasure the relative importance of the

predictors.
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Table 9

Hierarchical regression model for STS

Predictor S
Step 1
Exposure to trauma work 24**
Step 2 Exposure to trauma work 23**
Level of stress of clinical work 25**
Other distressing clinical work A1
Quality of trauma training -.26™*
Step 3 Exposure to trauma work 22%*
Level of stress of clinical work 24**
Other distressing clinical work .10
Quality of trauma training -.26™*
Personal history of trauma .07
Resolution of personal trauma -.06
Quality of supervision -.04
Quantity of trauma training .03
Age -.06
Gender .02

Note Step 1IF= 11.63. Step = 13.14. Step §=5.53
*p <.05. *p < .01

Additional analyses. standard multiple regression

As exposure to trauma work was not significantlgted to either general
psychological distress or disrupted beliefs inieadnalyses, it was decided that two
standard multiple regressions would be of intei@sketermine predictors of general
psychological distress and disrupted beliefs. linldigl and situational factors that
significantly correlated with these outcome meas\(isee table 8) were entered

simultaneously as predictors into the regressiospéction of unique contributions of
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each predictor indicated that personal historyauirna, resolution of personal trauma

and quality of trauma training were significantgictors of disrupted beliefs, as shown

in table 10. Level of stress of clinical work, gtabf supervision and quality of trauma

training were significant predictors of general gfsylogical distress, as shown in table

11.

Table 10

Standard multiple regression showing predictordisfupted beliefs

Predictor p

Level of stress of clinical work .08
Personal history of trauma 22**
Resolution of personal trauma -.20%*
Quality of supervision -12
Quality of trauma training -.18*
R 14
F 7.60**

Note.n = 197

*p < .05. *p < .01.

Table 11

Standard multiple regression showing predictorg@fieral psychological distress

Predictor S

Level of stress of clinical work 27
Personal history of trauma .08
Quality of supervision - 21%*
Quantity of trauma training .02
Quality of trauma training -.13*
R? 15
F 15.27**

Note. n= 378

*p < .05. **p <.01.
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Discussion
This is the first study to our knowledge to explordirect exposure to client trauma and
its impact on U.K. trainee clinical psychologistée first aim was to investigate the
extent of exposure to trauma work, over six mouiinsng clinical placement. The
majority of trainees had a caseload comprisingtta2ma cases, with the most common
type of client trauma being sexual abuse, which elasely followed by physical abuse.
First year trainees had significantly greater expes$o trauma work compared to
second years, and third years had significantlatgreexposure compared to first and
second years. Moreover, a greater number of tlaestsyhad a larger trauma caseload
(> 3-4 cases). This finding could reflect developtaklevels of training. Third years
may progressively take on greater amounts of tracasas compared to first years as a
result of increasing competency. Also the leasbsype to trauma work in the second
year may reflect the type of placements traineegyguically on (i.e. learning disability
and child/adolescent). These results are inforraag/no known studies have
specifically explored the extent of exposure toitna work among trainee clinical

psychologists.

The primary aim of the study was to investigatertiationship between the amount of
exposure to trauma work and the well-being of &a8) in relation to levels of general
psychological distress, trauma symptoms and discubgliefs, in order to assess which
model (a non-specific model of general psycholddicstress, STS or VT) best
accounts for any negative effects associated widhect exposure to client trauma
among trainees. Exposure to trauma work was netdaeo be related to general
psychological distress, as measured by the GHQ@Hi&efore the hypothesis in
relation to the non-specific model was not supgbriéis lack of significant finding is

consistent with similar studies among qualified taéhealth professionals using the
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GHQ-12 or alternative general well-being measuBssr{l & Jenkins, 2003; Pearlman

& Maclan, 1995; Sabin-Farrell, 2000; Schauben &zkeg 1995).

In contrast, exposure to trauma work significastiyrelated with trauma symptoms, as
measured by the STSS, including intrusion, avoidamd arousal. Furthermore,
regression analysis indicated that exposure tarteawork was a significant predictor of
trauma symptoms. This suggests that greater amotiatgosure to trauma work
related to greater levels of trauma symptoms. Thexd¢he hypothesis in relation to the
STS model was supported. These findings are censigtith a number of studies with
gualified mental health professionals, which hauenfd similar relationships between
indirect exposure to client trauma and trauma sgmgtusing the STSS or other
trauma symptom measures (e.g. Bober & Regehr, 200&stman, 1995; Deighton et
al., 2007; Diehm, 2007; Devilly et al., 2009; KaswsAdams, 1995; Sabin-Farrell, 2000;

Schauben & Frazier, 1995; Sprang et al., 2007).

However, exposure to trauma work was not relatedisupted beliefs, as measured by
the TABS. Therefore the hypothesis in relationh® YT model was not supported.
This finding is consistent with much of the litareg¢ among qualified mental health
professionals using earlier versions of the TAB§.(Bober & Regehr, 2006; Kadambi
& Trustcott, 2003; McLean et al., 2003; Kadambi &3tcott, 2004; Robinson et al.,
2003; Sabin-Farrell, 2000) and moreover, a studly wainee clinical and counselling
psychologists (Fama, 2003). However, some studies found greater amounts of
indirect exposure to client trauma to be relategraater levels of disrupted beliefs
among qualified mental health professionals (eighi, 2007; Schauben & Frazier,
1995). It is possible that exposure to trauma vebdknot relate to disrupted beliefs in

the present study because the TABS may measurerkbeign changes in beliefs. The

85



theoretical model of VT suggests that the develogroédisrupted beliefs is gradual,
progressive and lasting from cumulative exposurmdiémt trauma narratives (McCann
& Pearlman, 1990; Pearlman & Saakvitne, 1995).ne@s may not have been exposed
to traumatized clients long enough, over the sixithgeriod, for any disrupted beliefs
to surface. Perhaps a ‘threshold’ of exposure weasaached to elicit such deeper

schematic changes in meaning and beliefs.

Depending on which model(s) were supported, thed alm was to investigate the
contributing factors. As findings supported the Sii&del, contributions of individual
and situational factors on levels of trauma symstovare explored, to examine how
much they explained variance in trauma symptoms@hod beyond exposure to
trauma work. Regression analyses indicated that gaintributions of level of stress of
clinical work, other distressing clinical work agdality of trauma training significantly
predicted variance in trauma symptoms. Examinaifdheir unique contributions
indicated that, in addition to exposure to traunoakiylevel of stress of clinical work
and quality of trauma training were significantgictors of trauma symptoms, but not
other distressing clinical work (comprising the ambof cases that involved clinical
events that were distressing). The results suggeater levels of stress of clinical work
related to greater levels of trauma symptoms attghbguality of trauma training (that
is the greater the degree to which trauma teadkggpped trainees for trauma work)
related to lower levels of trauma symptoms. Morepgaality of trauma training was

the strongest predictor, followed by level of s¢re$ clinical work.

There are no known studies which have specifieatiylored the impact of quality of
trauma training hence this is a unique and encangdmding as it suggests quality of

trauma training may play a protective role in tlee@lopment or degree of trauma
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symptoms. Other studies have focused on the quarititauma training and found
someevidence to suggest less trauma training is assativith greater levels of trauma
symptoms (Adams & Riggs, 2008; Sprang et al., 200/is is in contrast to the

findings from this study, as quantity of traumartinag was not related to trauma
symptoms. It appears from the findings from thiglgtthat greater perceived stress
levels of clinical work may increase the risk ogoke of trauma symptoms. Badger et al.
(2008) also found that greater occupational strelssed to greater trauma symptoms,
which therefore supports this finding. The presgatly also explored other factors (age,
gender, personal history of trauma, resolutionesépnal trauma and quality of
supervision received with trauma work) but theseewst significantly related to

trauma symptoms. Given that PTSD literature hasdavidence for gender and
previous trauma (Brewin, Andrews & Valentine, 20B@jligan & Yehuda, 2000) it is
perhaps surprising that neither were significarglgted to trauma symptoms in this
study. However, other factors including gender pesonal history of trauma that have
been investigated in secondary traumatization rekdss been argued to have mixed
findings (Bride, 2004). It is possible that thekaxd significant finding for gender, in

particular, in the present study was a result efstmall number of males in the sample.

While the VT model was not supported, personabhysof trauma, resolution of
personal trauma and quality of trauma training veggaificant predictors of disrupted
beliefs. These findings suggest that greater ansaefippersonal history of trauma
related to greater levels of disrupted beliefsoAthe greater the degree to which
trainees had resolved their personal traumas andreater the degree to which trauma
teaching equipped trainees for trauma work releaddwer levels of disrupted beliefs.
Furthermore, personal history of trauma was thengest predictor. Certainly, some

studies have also found a similar relationship wethsonal history of trauma and
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disrupted beliefs (Cunningham, 2003; Pearlman & lsiac1995; Vandeusen & Way,
2006). There are no known studies which have iny&std the relationship between
resolution of personal trauma or quality of traumaning and disrupted beliefs.
Although trainees may show resilience to the nggathanges (in the form of disrupted
beliefs) from indirect exposure to client trauntagppears that trainees who have
experienced personal traumas are more vulnerallistiopted beliefs and it is possible

that trainees who had resolved their personal tesusine more resilient to them.

The non-specific model of general psychologicalrdss was also not supported, but
level stress of clinical work, quality of superasireceived with trauma work and
guality of trauma training were significant predict of general psychological distress.
Furthermore, level of stress of clinical work whe strongest predictor. The findings
suggest the greater the degree to which traumaitepequipped trainees for trauma
work related to lower levels of general psycholagistress. Also, greater levels of
stress of clinical work related to greater levdlgeneral psychological distress, and the
better the quality of supervision received withutrea work related to lower levels of
general psychological distress. Similarly, Cush\&892) found among trainee clinical
psychologists a significant correlation betweenedkient of stress and general
psychological distress and found the most frequsmarted stressor was poor
supervision. Kumary Ajvir, Baker and Martyn (20@830 found greater stress to be
associated with greater general psychologicaleistamong trainee counselling

psychologists, which also support the findings.

Strengths and limitations
A strength of the study is that it drew upon aéasgmple of trainees to assess both

theoretical models (STS and VT) representing semgnilaumatization phenomena and
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it identified and controlled for potential confoung factors. However, limitations of

the study should be considered. The total sampéewgas larger than required, which
potentially poses ethical problems (Altman, 1988cé&hetti, Wolf, Segal & McCulloch,
2005) through the unnecessary involvement of eudrécipants, placing undue distress
in participating. However as Lenth (2001) statesriple size problems are context-
dependent. For example, how important it is toease the sample size to account for
such uncertainty depends on practical and ethrdakia...” (p. 192). A larger sample
was recruited in order to ensure the sample wasyras possible, sufficiently
representative of clinical psychology traineesstfacilitating more reliable regression
models and generalisability of the findings. Frdra literature, the anticipated response
rate was unknown for trainee web-based surveysamodhow many participating
trainees would have had exposure to trauma wookdear to test the hypotheses. The
time period for recruitment was limited to two aaflalf months (to ensure as far as
possible that trainees completed the survey folgwhe last six months of their
placements). In the end, during this recruitmentetperiod, there were 564 respondents,
20 however, were excluded from major analyses oargts that they were at risk of
PTSD from personal trauma and 396 trainees hadhaases, out of which, only a
sample size of 197 was viable for some regressiaiyse&’. As such, it was not
possible to know how many respondents had suitidike sets for the analyses until all
data were collected and screened. Lastly, the guras voluntary and therefore all

trainees made an informed decision to participate.

It is unclear whether the sample was representafiteK trainees, as the number of
trainees from each course was not known. The ntyjofitrainees were British and

Caucasian, limiting cross-generalisability of fings. The response rate of 33.3% also

%% due to variability in sample siza)(across the variables as a result of the applitabil questions in
the survey for trainees and missing data.
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limits generalisability and was slightly lower thére response rate of 36.3% found in

Adams and Riggs’ (2008) study on trainees from $exa

Survey methodology can be liable to common mettacgrce (CMV). CMV is
“variance that is attributable to the measuremegthod rather than the constructs the
measures represent” (Podsakoff, MacKenzie, Lee @s&koff, 2003, p. 879). Potential
sources of CMV in this survey include the type @asurement (e.g. context of specific
items, response format and general context) aqmbnse biases such as demand
characteristics, social desirability, negative etifety and acquiescence. It is possible
that trainees who were coping well with trauma waorky have participated.
Conversely, those affected by their trauma work hmaye participated because research
was meaningful to them. The affective state oheas could have impacted ratings
given for items. Similarly, the construction ofre and terminology of measures, for
example, with negative connotation (e.g. ‘distnegsilinical work’) may have also
impacted responses as they could influence emdtsbaiiz. Also, trainees may have
held assumptions concerning the similarities acsosse of the measures; these
tautological aspects of measurement may have slynitapacted responses. These
method biases can threaten the validity of findimpgsticularly the relationships
between variables, by inflating or deflating themg thus may be spurious (Podsakoff,
MacKenzie, Lee & Podsakoff, 2003). The findinggréfore, should be considered in

the context of these potential biases.

The way exposure to trauma work was measuredeestrihe findings. Trauma work
was broadly defined and hence it was not possibtistinguish whether trainee trauma

cases comprised clients with a PTSD diagnosis.pbssible that the focus of the

L Their survey was not web-based. This was the stlgly, for this population in the literature, tokea
comparisons from.
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therapeutic work with PTSD clients, compared terds without PTSD, may have been
different. It is possible that some trainees didwork therapeutically with the trauma
per se, but worked on other psychological diffiedt Hence, the extent of exposure to
the traumatic material during therapy may have luk#erent for trainees. Additionally,
the severity of the trauma may have influencedripact of indirect exposure to client
trauma on the well-being of trainees. Future redearay benefit from including
participants’ rating of the severity of the clierduma and nature of the therapeutic
work. Additionally, due to retrospective designc@a@cy of reporting the amount of
trauma cases seen may be questionable. Also, sameds reported the traumatic
events of clients’ to comprise bereavements andratan-traumatic events; events

which are not strictly traumatic, but distressing.

In relation to the findings for STS, it is notaltat the significant correlations between
exposure to trauma work and trauma symptoms (bd8S3otal and subscale scores)
were all relatively low. It is possible that thisagnbe a consequence of the large sample
size, therefore these results should be interpretddsome degree of cautioflso,
exposure to trauma work only uniquely explainedhalsproportion of the variance in
trauma symptoms, which suggests that other faotagsbe important in contributing to
levels of trauma symptoms. The final regressionehémt STS (with other predictors
present) explained a fairly modest proportion ef¥ariance in trauma symptoms,

which draws attention to large proportions of th@ance unaccounted for, which
suggests unmeasured characteristics. Future rasaancconsider other factors that
may contribute which were not assessed in thisygteid). coping strategies). Results of
regression analyses are dependent on the setiabler chosen and therefore predictors
may only be significant under these set of condgidt is possible that the lack of

significant finding to support VT may have beeratetl to the effects of coping
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strategies reducing any changes in cognitive scteemaich this study did not control
for. Also, perhaps other aspects of indirect exposw trauma that were not measured,
such as ‘empathic engagement’ with the trauma mahteaybe more relevant.
Certainly, Pearlman and Saakvitne (1995) refeh¢odevelopment of VT being in

relation to the empathic engagement of exposucéidnts’ trauma narratives.

The cross-sectional nature of the study meanghkdindings may not be reliable
overtime and the results cannot imply causality,dva limited to inferences based on
relationships only. Longitudinal studies would allmvestigation of the trajectory of
trauma symptoms and disrupted beliefs overtimes tdaypturing longer-term changes
(which may be particularly relevant to VT). Howeyvtre use of longitudinal methods
may be challenging since trainees continuously ghgtacements and therefore
exposure to trauma work would be highly variableng with multiple confounding

factors.

Clinical implications

From the findings that support the STS model, ingirtourses, placement supervisors
and trainees themselves could be encouraged taserawareness of potential trauma
symptoms arising from working with traumatized plgpons. Trainees may benefit
from having a more balanced caseload on cliniadgrhent in order to limit the
indirect exposure to client trauma. However, tlusld have the effect of limiting their
training experience of working with traumatizecealis. Alternatively, it may be more
effective for training courses to focus on enhag@nmaintaining the quality of
teaching on working with traumatized clients, téphteainees feel more equipped for
trauma work. However, further research is needetetermine what constitutes

‘quality’. The measure of quality of trauma traigireferred to how much trainees
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perceived the degree to which trauma teaching eediphem for trauma work. Perhaps
future research could evaluate the effectivenessaoma training with objective
methods. It seems important for attention to begito self-care. Trainees should be
supported in helping to actively reduce levelstgss. It may be useful for training
courses to incorporate or encourage the use oépeedbased coping strategies from
the stress literature. Certainly, increasing resean contemporary approaches such as
mindfulness, with trainee mental health profesdmrtaas found evidence for increasing
well-being, reducing stress levels and psycholdglstress (Shapiro, Brown & Biegel,
2007; Ying, 2009; Ying & Han, 2009). This may als®useful for the overall general
well-being of trainees. Research on the effectigsrad coping strategies for trauma

work may identify and help advise trainees, couesebssupervisors further.

In relation to the general well-being of trainef@slings indicate that the quality of
supervision received with trauma work may be pertinThe opportunity for trauma
work specific supervisor training may be beneficedihough this may not be feasible or
may stretch resources. Perhaps trainees coulddoeii&yed to provide supervisors with
feedback as to what they find helpful in supennsidhen discussing their work with
traumatized clients. In relation to findings onrd®ed beliefs, trainees may need to be
guided to appropriate sources of support (e.g.opatsherapy) to discuss and process
any impact of personal trauma to help them witlepbal longer-term negative changes

in beliefs.

In summary, while it is important to acknowledgatttrainees may experience STS, if

services/training programmes offer quality trauna@ning, the negative effects of

trauma work may be mitigated. As Elwood et al. @0dmphasises, only a sufficiently
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robust evidence-base would warrant specific intetioa. Offering quality supervision

with trauma work may also reduce levels of genpsgithological distress.

Theoretical implications

Findings from this study suggest that the theoaktionstruct of STS proposed by
Figley (1995) most appropriately depicts the negagiffects associated with working
with traumatized clients among trainee clinicalghsylogists as opposed to VT
(McCann & Pearlman, 1990) or a non-specific modiglemeral psychological distress.
However, factors other than exposure to trauma \ats® appear to be important in the
development of or adaptability to STS. In fact,deef stress of clinical work was found
to be a stronger predictor (compared to exposutatona work) of trauma symptoms.
This sheds some light on questions raised by Sadirell and Turpin (2003) indicating
the difficulty in determining whether the negatiwgpact of trauma work relates to the
stressful nature of mental health work in generapcifically relates to the trauma
work itself. Interestingly, the present study fouquality of trauma training as the
strongest predictor. However, these findings ctndc reflection of the measure of

exposure to trauma work having a restricted range.

The lack of finding for VT may have been influendsdtrainees undergoing processes
of growth and/or resilience following engagementwtheir clients’ traumas narratives.
Emerging trauma research has suggested that empi@geraumatic events can also
result in posttraumatic growth (PTG) which can ilweoreconstruction of cognitive
schemata (Tedeschi & Calhoun, 2004). Moreover, lnGalhoun, Tedeschi and Cann,
(2005) found similar characteristics to PTG amdregdpists working with traumatized
clients. This suggests the potential for vicaripasttraumatic growth. Vicarious

resilience (VR) is another recently proposed coh@idprnandez, Gangsei & Engstrom,
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2007). VR is unigue to trauma work and refers pvacess of inner transformation of
vicarious learning about resiliency, whereby cliains are positively affected by their
clients’ resilience in relation to their traumagifaating empowerment and reframing.
These concepts may also have implications for vesppersonal traumas. Trainees that
had resolved their traumas may have undergone Riksthe possible effect of

reducing the risk of disrupted beliefs.

Personal history of trauma was most predictiveisifughted beliefs, which is supportive
of trauma theories of personal trauma such ashé@y of shattered assumptions
(Janoff-Bulman, 1985, 1992). In order for VT toddistinct construct it needs to
demonstrate that it develops from indirect exposoir@ient trauma as opposed to
personal trauma, which this study failed to shohisTaises concerns regarding the
existence of the construct; a view shared by atbezarchers (Devilly et al., 2009;
Kadambi & Trustcott, 2004; Kadambi & Ennis, 2008he use of the term and
acceptance of VT may need to be reconsidered asingeany proposals of VT

specific interventions is advised.

Recommendationsfor futureresearch

Future research is encouraged to address limigabbthe present study. Also, because
this is the first known secondary traumatizatiardgtwith U.K. trainee clinical
psychologists, findings are not conclusive. Furtiesearch is needed to assess the
reliability of the findings and establish normatata for the STSS and TABS on U.K.

trainees.

In relation to the findings for STS, explorationtbé specific aspects constituting

quality of trauma training in helping trainees mepfor trauma work, and research on
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the effectiveness of any coping strategies usettdiyees, in relation to trauma work,
would be useful. It would be useful for researcimtiude control groups to compare
levels of trauma symptoms for those with and withindirect exposure to client trauma
as this may help determine the uniqueness of STi$&® working with traumatized

clients.

As secondary traumatization research with traimeesits infancy it would be
premature to entirely discount the existence ofavffong trainees. It may be useful to
explore disrupted beliefs from qualitative reseathis may facilitate the development
of perhaps more appropriate/sensitive VT meastumnes Sabin-Farrell (2000) found,
among some qualitative data, that mental healttk@srexperienced cognitive changes

that were consistent with the VT model.

Future research could also assess cumulative esgtistrauma work by assessing
repeated exposure to the traumatic material anthexthe type of therapeutic work
involved when working with traumatized clients. Baxch could also incorporate a
measurement of empathic engagement, which may adJarowledge on aspects of
indirect exposure to trauma that may be more refesampared to the amount per se.
These alternative ways of measuring trauma work Inogamore inclusive. Research
should also be encouraged to incorporate an aseassivicarious PTG and VR; this
may be more comprehensive and representative afgbect of trauma work among

trainees, which may also aid personal and profaasaevelopment.
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Conclusions
The present study found the majority of trainemicél psychologists with caseloads of
1-2 trauma cases and the most common type of tréoeing sexual abuse. Exposure to
trauma work was found to be a significant predictoirauma symptoms, but not
disrupted beliefs or general psychological distrése study therefore provides support
for STS, which is generally more consistent witldfhgs from qualified mental health
professionals. Situational factors contributedhi® tariance in trauma symptoms above
and beyond exposure to trauma work; level of stoéstinical work was a significant
predictor of trauma symptoms and quality of trauraing was a significant (inverse)
predictor of trauma symptoms. Therefore, otherdiacalso appear to be important in
the development/degree of trauma symptoms. The shiddhot find evidence to
support VT or a non-specific model of general psyapical distress. However, various
individual and situational factors were signifidgimredictive of disrupted beliefs and
general psychological distress. Particularly fa inoposed theoretical construct of VT,
findings raise concerns about its existence aopatdistory of trauma (among others)

was a significant predictor of disrupted beliefs.
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Sdif-safety

Other-safety

Self-trust
Other-trust
Self-esteem
Other-esteem
Self-intimacy
Other-intimacy
Self-control

Other-control

Appendix D. TABS subscales

The need to feel one is reasonably safe from hafimted by self
or others.

The need to feel that significant others are realslyrsafe from
harm inflicted by self or others.

The belief that one can trust their own judgemeiai @erceptions.
The belief that one can trust others.

The belief that one has self-worth.

The belief that others are worthy.

The belief that spending time alone is pleasurable

The belief that one is connected to others

The need to be in control of one’s emotions andabielr

The need to be in charge and in control when witiers

Pearlman (2003)
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Methodological strengths and limitations of studiegiewed

Appendix E. Summary of strengths & limitations of reviewed studies

Authors

Strengths

Limitations

STS studies

Deighton, Gurris
& Traue (2007)

Badger, Royse
& Craig (2008)

Bride, Jones
& MacMaster
(2007)

Ennis & Horne
(2003)

Nelson-Gardell
& Harris (2003)

Secondary traumatization outcome measure.
Specific measure of indirect exposure to clientrna

Validated STS specific outcome measure.
High response rate

Validated STS specific outcome measure

Other factors assessed with indirect exposure¢atdrauma
(via multiple regression) enabling exploration wather
factors and controlling for possible confoundingiaales.
Exploration of influence of personal history oftinaa.

Secondary traumatization outcome measure.
Other factors assessed with indirect exposureeatdrauma
(via stepwise multiple regression) enabling exglorawith

Analysis limited to bivariate correlations.

Lack of control for possible confounding factors.
Inclusion of a general/longer-term measure of mxtir
exposure to client trauma.

Distress scales not validated outcome measure.

Analysis limited to bivariate correlation.

Lack of control for possible confounding factors.
General/longer-term measure of indirect exposudi¢nt
trauma.

Unclear whether size of caseload refers specificaltrauma
caseload or caseload in general.

Analysis limited to bivariate correlation.

Weak correlation.

Lack of control for potential confounding factors.

Measure of indirect exposure to client trauma |golexision.
Small sample size.

No indication of whether participants were instagtcto
complete outcomes measures in relation to theikwath sex
offenders.

Psychometric properties of outcome measures nottesp

Biased sample as participated in a training prograr8TS
General/longer-term measure of indirect exposuteatama.
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Sprang, Clark &
Whitt-Woosley
(2007)

Way, Vandeusen,
Martln, Applegate
& Jandle (2004)

Adams & Riggs
(2008)

VT studies

Way, Vandeusen
& Caottrell (2007)

other factors and controlling for possible confoimgd
variables.

Secondary traumatization outcome measure.

Specific measure of indirect exposure to clientrna.

Other factors assessed with indirect exposureeatdrauma
(via hierarchical regression) enabling exploratioth other
factors and controlling for possible confoundingiailes.
Exploration of significant differences on CF scoaesoss
professional groups; professional group controiéed
Extensive sample size.

Other factors assessed with indirect exposured¢atdrauma
(via multiple regression) enabling exploration wather
factors and controlling for possible confoundingiaales.

Other factors assessed with indirect exposureeatdrauma,
enabling exploration with other factors and coniinglfor
possible confounding variables.

Controlling for demographic confounding variables
Exploration of interaction effects between defestyée and
applied experience of working with trauma clients.

Relatively low response rate.

Strength of relationship relatively weak compam@ather
variables.

Lack of control of trauma specific training.

No indication of whether participants were instagtto
complete outcome measure in relation to their tiahmical
work.

Measure of indirect exposure to client trauma lespecificity/
precision.

No indication of whether participants were instagtto
complete outcome measure in relation to their ti@ahmical
work.

Analysis limited to bivariate correlation.

Lack of statistical information to determine strémgf the
relationship.

Limited to only two subscales of TSIBS-RL.

Measure of indirect exposure to client trauma lacks
specificity/precision.
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Cunningham Relatively high response rate.

(2003) Specific measure of indirect exposure to clientrna.
Specified time frame for recall of percentage afima cases
in caseload.

Vandeusen & Way Other factors assessed with indirect exposurei@atdrauma
(2006) (via multiple regression) enabling exploration wather
factors and controlling for possible confoundingiailes.

Robinson, Other factors assessed with indirect exposureeatdrauma
Clements and Land (via multiple regression) enabling exploration wather
(2003) factors and controlling for possible confoundingiables.

Specific measure of indirect exposure to clientrna.

Kadambi & Other factors assessed with indirect exposureéatdrauma

Trustcott (2003) (via multiple regression) enabling exploration wather
factors and controlling for possible confoundingiaales.
Comparison group.

Bober & Regehr  Inclusion of trauma symptoms outcome measure.

(2006) Other factors assessed with indirect exposure¢atdrauma
(via stepwise multiple regression) enabling exglorawith
other factors and controlling for possible confoimgd
variables.

Specific measure of indirect exposure to clientrna.

Analysis limited to bivariate correlation.

Personal history of trauma not controlled for desjis
significant effect on outcome variable.

Inclusion of a general/longer-term measure of ixctir
exposure to client trauma.

Lack of statistical information to determine howchundirect
exposure to client trauma uniquely contributedddance in
outcome variable.

Limited to only two subscales of TSIBS-RL.

Measure of indirect exposure to client trauma lacks
specificity/precision.

Measures of indirect exposure to client trauma lack
specificity/precision.

No indication of whether participants were instagtto
complete trauma symptoms outcome measure in relaio
their trauma/clinical work.

Stepwise multiple regression not conducted withBlEs$cores
due to small subsample size (n=53)

Lack of control for some variables in regressioalgsis that
were significant at bivariate or univariate level.

Sample comprised mixture of mental health profesdsy but
individual differences on outcome measures notaepl.
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McLean, Wade &
Encel (2003)

Kadambi &
Trustcott (2004)

Devilly, Wright
& Varker (2009)

Inclusion of trauma symptoms outcome measure. Sample comprised mixture of mental health profesdsy but
Other factors assessed with indirect exposureidéatdrauma did not explore for possible professional groupedénces on
enabling exploration with other factors and coniinglfor outcome measures.

possible confounding variables.

Gender added as a covariate in analyses due tidicagn
gender differences on outcome measures.

Relatively high response rate.

Relatively specific measure of indirect exposurelient
trauma.

Instructed participants to complete trauma symptoaisome
measure in relation to work with their client pogtion.

Inclusion of trauma symptoms outcome measure. General practice group sampled from university sellimg
Other factors assessed with indirect exposuredatdrauma centres which may not be representative of maiastrgeneral
enabling exploration with other factors and conitnglfor practices.

possible confounding variables.

Instructed participants to complete trauma symptoaisome
measure in relation to work with their client pogtion.
Relatively specific measure of indirect exposurelient
trauma.

Comparison group.

Inclusion of validated STS specific outcome measure No regression analysis conducted with TSIBS-RL.

Other factors assessed with indirect exposuredatdrauma Unclear whether ‘caseload’ entered in multiple esgion was
(via multiple regression) enabling exploration wather caseload in general or trauma specific.

factors and controlling for possible confoundingiaales. Response rate unobtainable.

Specification on what constitutes trauma work, rpooating
DSM-1V definition.

Control group.

Specific measures of indirect exposure to clieatrma.
Exploration of possible differences on outcome mez=sdue
to sample comprising mixture of mental health pseienals.
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Appendix F. Letter to clinical psychology course directors
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Departnent O Psychol ogy.
The Clinical Psychol ogy
University uni t
Of '
Sheffield. Doctor of Clinical Psychology (DClin Psy) Programme
Clinical supervision training and NHS research training

& consultancy.

Clinical Psychology Unit
Department of Psychology
University of Sheffield
Western Bank

Sheffield S10 2TP UK

6th July, 2009.

Dear Course Director,
Exposureto client trauma and theimpact on Trainee Clinical and Counselling Psychologists

| am a second year trainee clinical psychologiside@ting my doctoral research on secondary
trauma (i.e. secondary traumatic stress and vigattiguma) amongst trainee clinical and
counselling psychologists. This research is joistlpervised by Professor Graham Turpin and Dr
Rachel Sabin-Farrell. We have gained both scierdifid ethical approval for the research and have
also been given financial support from the Highdu&ation Academy Psychology Network.

We would like to seek your permission to invite ytrnainees to participate in a web-based survey
to assess 1) the extent to which trainee clinindl@unselling psychologists see clients who have
experienced trauma and 2) whether trainees areteffdy working with clients who have
experienced traumatic events. The study also areglore factors which may contribute towards
trainee well-being in relation to trauma work.

The survey will ask questions about: trainee welhl, personal experiences of traumatic events,
prior and current experience of trauma work, tranetated teaching, supervision and any other
distressing clinical work. The survey will also linde standardised measures, including General
Health Questionnaire 12 (to assess symptoms ofrglgoeychological distress), Trauma screening
guestionnaire (to screen for symptoms of PTSD)uft@and Attachment Belief Scale (to assess
symptoms of vicarious trauma by examining disruggio beliefs about self and others) and
secondary traumatic stress scale (to assess symptosecondary traumatic stress by measuring
frequency of intrusion, avoidance and arousal spmg). The survey should take approximately 20
minutes to complete.

The survey will be hosted by an online survey comyp@attp://www.surveymonkey.conTrainees
will be emailed information about the study, a pawssl and the hyperlink to the survey. This will
initially take them to a covering page detailintevant participant information including brief
details of the study and ethical considerationsliiting approximate completion time,
confidentiality and anonymity issues, withdrawabtection of harm, advice, consequences of the
results and researcher contact details). Partitspaii also be required to give their informed
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consent by selecting the appropriate boxes to adbessurvey. On completion of the survey,
participants will be taken to a closing informatioage (debrief).

We have enclosed for your information the partiotgaformation, consent and closing information
pages. For those of you who may wish more inforomaéibout the research, we will shortly be
sending you an email with attachments for the mebearoposal and survey. We have also enclosed
an information sheet for courses (specifically@murse Director/Administrator), including a reply
slip.

If you are happy for us to invite your traineegpéoticipate in the research, we would be gratéful i
you could notify us by1% July, 2009 (either by post or email) with information on hoawwould
like us to send our study’s invitation email tanees for them to access the survey. We would be
happy to send the invitation email to an identifetson (e.g. an administrator) who could then
forward onto all of your trainees. Or there mayabealternative method which you would like to
suggest.

We hope you can support this research and we laiil fp disseminate our findings to all
contributing courses, participants and to publsthie relevant professional journals.

If you have any queries or questions please ddesitate to contact me, Rakhee Makadia
(pcpO07rm@sheffield.ac.jk

Yours sincerely,

Rakhee Makadia (Principle Investigator)
Trainee Clinical Psychologist
University of Sheffield
pcpO07rm@sheffield.ac.uk

Prof Graham Turpin (Co-Academic supervisor)
University of Sheffield
g.turpin@sheffield.ac.uk

Dr Rachel Sabin-Farrell (Co-Academic supervisor)
University of Nottingham/Nottinghamshire HealthcieS Trust
rachel.sabin-farrell@nottshc.nhs.uk
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I nformation for participants

You are invited to participate in a doctoral resbastudy from the University of Sheffield. This
research is supervised by Professor Graham Tunaiiba Rachel Sabin-Farrell. Please read the
following information.

Why havel been contacted and what isthe purpose of the study?

This study aims to assess whether trainee climicdlcounselling psychologists see clients who
have experienced trauma and whether trainees faeted by working with clients who have
experienced traumatic events. The study also areglore factors which may contribute towards
trainee well-being in relation to trauma work. Eveyou have not worked with clients who have
experienced trauma, we would still like you to coetg the questionnaire.

The survey will ask questions about: you and yoeit-lveing, your personal experiences of
traumatic events, your prior and current experiedfdeauma work, any teaching you have had in
relation to trauma work, the supervision you haaeeived and any other distressing clinical work
you may have experienced.

What will it involve?
There are a set of questions which will take apipnaxely 20 minutes to complete. If you would
like to take part, please complete the questioerar[insert DATE here].

Dol havetotakepart?
There is no obligation to take part

Confidentiality
All information in the questionnaire is complet@iyonymous and you will not be asked for your
name or contact details. All information will begtesecurely with no identifying information

Can | withdraw from the study after | have started to complete the questionnaire?

You can withdraw from the study at anytime, befgwa have selected the ‘submit’ tab at the very
end of the survey, and your data will be deleteal dlso have the option at the end of the survey to
either submit or withdraw your data if you wish.

What if | become distressed through completing the questionnair e?
If you are distressed and wish to talk to somegae,may want to contact your University students
counselling service, personal/clinical tutor, ouy6.P.

What will happen to the results?
The results may be written up for publication oargld with other researchers.
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Will | beableto seetheresults of the study?
If you would like feedback on the overall resuttee results will be available on this website from
August, 2010. No individual feedback will be avhiaas all responses are anonymous

Who should | contact if | need any further information or want to make comments or
complaints about the study?

You can contact Rakhee Makadia (Trainee ClinicgtRslogist) via email at
pcpO7rm@sheffield.ac.ylProfessor Graham Turpig.furpin@sheffield.ac.gkor Dr Rachel
Sabin-Farrell fachel.sabin-farrell@nottshc.nhs)uRlternatively you can contact the
University of Sheffield Registrar: Dr David Fletcle d.e.fletcher@sheffield.ac.uk

THANK YOU
for taking the time to read this

Consent

Please indicate by selecting one of the followingpu would like/not like to participate in the
study:

Yes, | consent to participate by completing survey. | have read and understand the

above information.

No, | do not wish to give my consent totggpate by completing the survey.

Closing infor mation: Debrief

Thank you very much for taking time to completesthuestionnaire. The results of the study will be
made available on this website from August 2010.

If any of the questions have caused you any dst@ad you wish to talk to somebody, please be
advised to contact your University student counsgkervice, your personal/clinical tutor, or your
G.P. for advice.

If you have any concerns, comments or complaintsiative study, these may be addressed via
email to Rakhee Makadia ptpO7rm@sheffield.ac.ulProfessor Graham Turpin
(a.turpin@sheffield.ac.ykor Dr Rachel Sabin-Farreligchel.sabin-farrell@nottshc.nhs)uk
Alternatively you can make a complaint by contagtine University of Sheffield Registrar: Dr
David Fletcher atl.e.fletcher@sheffield.ac.uk

THANK YOU
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I nfor mation sheet for Cour se Director/Administr ator

How will trainees participatein the survey?
We would like to forward an email invitation contang brief details of the study and a password to
your trainees. Trainees will be able to accesstineey through this email.

When will the survey be administered?

We will be administering the survey in Septemb@&Q2 We are trying to obtain data from trainees
who have completed a whole academic year. It imapt that we capture responses from trainees
towards the end of their placements and year ofitg We appreciate this is a busy time of year
with annual leave and assignments/projects etcwdidd therefore like to ask you specifically to
encourage and remind trainees to participate imebearch. We aim to recruit trainees between
September and November 20009.

Which trainees arewe interested in participating?
We would like i) all & year trainees completing their training to papéte ii) all 2 years going
into their 3 years to participate and iii) alf'years going into their"2 year to participate.

How can our course help?

We would appreciate it if you could bring the swyrte the attention of all trainees during
September by forwarding our email invitation toitlemails. We will also send you a poster as a
visual reminder, if you are able to distribute/digpthis.

How do | agreefor traineeson thiscourseto beinvited to participate?

If you agree permission to invite your traineegagge complete and return the reply slip (below)
either by email or post (via the freepost enveldpe31® July, 2009. Please indicate the best way
for us to send an email invitation in September®@0lenable trainees to access the survey.

Reply slip

1) Name of course:
2) Name of course director(s):

3) Total number of 1year trainees:

4) Total number of ® year trainees:

5) Total number of 3rd year trainees:

6) | agree to trainees on this course to be invibgolrticipate in this research study:
YES/NO

7a) | agree for you to email (name and email addoégdentified person)

who will forward the invitation email, containingformation about the survey, to all trainees in
September 2009

OR
7b) I would prefer the following alternative methmdsend the invitation email, containing
information about the survey, to all trainees
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Appendix G. Advertisement poster

Are you a clinical psychology trainee?

Would you be interested in assisting with some research on the effects
of working with trauma cases on trainee experiences?

What is the study for?

To assess the extent to which trainees see clients who have experienced trauma and
whether trainees are affected by working with clients who have experienced
traumatic events. The study also aims to explore factors which may contribute
towards trainee well-being in relation to trauma work.

What if T haven't worked with clients who have experienced trauma?
It doesn't matter, we would still like you to participate

What type of study is it?
Web-based survey

How long will it take?
Approximately 15-25 minutes

Please check your emails as you will receive information about
this study and how you can participate...

All you need to do is simply click on the hyperlink on your email
to access the survey!

If you would like more information you can contact:
Rakhee Makadia (Principle Investigator)

Trainee Clinical Psychologist

University of Sheffield

pcpO7rm@sheffield.ac.uk

Prof Graham Turpin (Co-Academic supervisor)
University of Sheffield
g.turpin@sheffield.ac.uk

Dr Rachel Sabin-Farrell (Co-Academic supervisor)
University of Nottingham/Nottinghamshire Healthcare NHS Trust
rachel.sabin-farrell@nottshc.nhs.uk
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Appendix H. Clinical Psychology Forum advert

Are you a trainee clinical psychologist?
Would you be interested in assisting with some D Clin Psych research on:

‘Exposure to client trauma and the impact on trainee clinical and counselling
psychologists?’

You might have received my email with the hyperlink to the survey via your
clinical training course during August/September 20089..

What is the study for?

To assess the extent to which trainees see clients who have experienced trauma and
whether trainees are affected by working with clients who have experienced
traumatic events. The study also aims to explore factors which may contribute
towards trainee well-being in relation to trauma work.

Who is the study supervised by?
Professor Graham Turpin
University of Sheffield
g.turpin@sheffield.ac.uk

AND

Dr Rachel Sabin-Farrell
University of Nottingham/Nottinghamshire Healthcare NHS Trust
rachel.sabin-farrell@nottshc.nhs.uk

What if T haven't worked with clients who have experienced trauma?
It doesn't matter, we would still like you to participate

What type of study is it?
An anonymous web-based survey

How long will it take?
Approximately 15-25 minutes

Who do I need to contact to get access to complete the survey?

You can email Rakhee Makadia, trainee clinical psychologist from the University of
Sheffield; principal investigator (pcpO7rm@sheffield.ac.uk) who will email you the
hyperlink to the survey
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