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[bookmark: _Toc36542173]Thesis Abstract

Purpose and Background: This study explored the impact of trauma work, specifically vicarious traumatisation (VT), secondary traumatic stress (STS), and vicarious post-traumatic growth (VPTG), upon experienced therapists and how they managed the impacts. Researchers have investigated how empathically engaging with trauma narratives can impact therapists. However, results between quantitative and qualitative explorations remain inconsistent. Quantitative enquiries have often identified VT and STS, whereas qualitative explorations highlight VPTG. Furthermore, previous research has failed to separate senior and less experienced clinicians; thus, questions remain regarding how coping may differ. The overall research question was: how do experienced therapists manage the impact of delivering trauma work? Additional research questions were: firstly, is there any evidence of VT, STS, and VPTG in a sample of experienced therapists? Secondly, how do experienced therapists cope with the short- and long-term effects of trauma work?

Method: A two-phase explanatory sequential design was used. Phase I: 125 therapists participated in a survey exploring personal trauma, coping, and VT via open-ended questions, and coping, STS, and VPTG questionnaires were administered. Quantitative data was analysed using descriptive statistics and qualitative data via thematic analysis. Purposive sampling from Phase I enabled 12 semi-structured interviews to further explore experiences in Phase II. Interviews were analysed via inductive and deductive thematic analysis. Inconsistencies between VPTG measures and qualitative results were identified via data triangulation.

Results: Phase I: Descriptive statistics demonstrated that therapists scored higher on engagement than disengagement coping strategies, and 70% had personally experienced trauma. STS and VPTG scores were in keeping with those of similar professions and 28% of therapists were categorised as VT present. The deductive thematic analysis identified a range of coping strategies therapists applied to manage the negative components of trauma work. Participants described how their perception of coping either changed with experience, noticing a reduction in the need to cope, whereas others reported coping remained consistent. Phase II: Thematic analysis generated an overarching theme: the gains (for therapist and client) make the costs worthwhile. In addition, four themes and twelves sub-themes were created. Themes included: 1) recognising the negative impact is inevitable- therapists had come to accept and anticipate the challenges associated with trauma work; 2) seeking containment- therapists sought out an alternative container when trauma work felt intolerable; 3) a change in perspective-  therapists recognised how trauma work could offer them additional insights into their personal life and provide opportunities within clinical work; and 4) remaining motivated to continue- therapists described their reasons for continuing trauma work and preparations for future work.

Discussion: Results offer further support to the more recent notion that positive and negative impact of trauma work occur simultaneously, and contests previous assumptions that they are mutually exclusive phenomena. The results present a nuanced insight into the processes regarding the impact of working and coping with trauma work for experienced therapists. Further research should endeavour to explore a holistic view of therapists’ experience. 
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Abstract


Objectives: The study aimed to assess the prevalence of secondary traumatic stress (STS), vicarious post-traumatic growth (VPTG), and vicarious traumatisation (VT) in a sample of experienced therapists, and to explore how they cope with trauma work.

Method: An explanatory sequential design was used; 125 therapists completed a survey and purposive sampling selected 12 to be interviewed also. Quantitative data were analysed via descriptive statistics and qualitative by thematic analysis.

Results: Thematic analysis identified current coping strategies and highlighted how during trauma work careers: coping was unchanged; the perception of ‘coping’ altered; therapists noticed a reduced need to ‘cope’. The overarching theme generated demonstrated how the gains (for therapist and client) make the costs worthwhile. 

Conclusion: The results present how experiencing difficulties due to trauma work is typical, however, if therapists are able to overcome such difficulties, this facilitates growth both personally and professionally.

Abstract Word Count: 143/150

Text2
Introduction[footnoteRef:3] [3:  Please see Extended Paper, 1 Background for additional information.] 

     Therapists’ day-to-day exposure to their clients’ trauma can become emotionally taxing, leading some therapists to experience negative psychological effects (Wheeler, 2007). For example, secondary traumatic stress (STS), an emotional distress which can include somatic, emotional, and cognitive responses, due to indirect exposure to trauma, and vicarious traumatisation (VT), which encompasses STS, but also includes cognitive shifts producing overwhelming emotions, diminished or devoid trust in others, disconnection from others, increasing feelings of helplessness and powerlessness (Iqbal, 2015; McCann & Pearlman, 1990; Sabin-Farrell & Turpin, 2003).

Secondary Traumatic Stress and Vicarious Traumatisation
     STS can produce sudden symptoms including intrusive imagery, thoughts, and bodily sensations, which can vary in duration (Huggard, 2003). STS symptoms can mirror the post-traumatic stress disorder (PTSD) symptoms of the client the therapist is working with (Newell & MacNeil, 2010). Similarly, VT can encompass the emotional and physical effects present in STS, as there is much overlap between the STS and VT constructs (Jenkins & Baird, 2002). However, VT also impacts upon general psychological functioning due to schematic transformations. The theoretical explanations for VT include the role of empathy, emotional contagion, countertransference, and the Constructivist Self-Development Theory (CSDT; see Sabin-Farrell & Turpin [2003] for a detailed account of each). The CSDT is the most utilised explanation for VT, which proposes that a person’s unique past influences how they experience vicarious exposure to trauma, and how their schemas subsequently adapt. The CSDT postulates these changes are pervasive, cumulative, and permanent, regarding one’s beliefs and expectations about the self, others, and the world (McCann & Pearlman, 1990). However, advances in wider research cast doubt upon the notion that schematic transformations are permanent, e.g., the empirical evidence demonstrating the efficacy of schema therapy and cognitive-behaviour therapy (CBT) in modifying schemas and core beliefs (Palic & Elklit, 2011), and therefore the CSDT, developed by McCann and Pearlman (1990) 30 years ago, may require a revision.  
[bookmark: _Hlk27340549]     Indirect exposure to trauma will not produce VT or STS for everyone. Theoretically, one can be exposed to trauma (either directly or indirectly) without evoking an emotional reaction (i.e., through habituation - common in first responders; Bennett et al., 2005). Alternatively, an emotional reaction may occur, but one may not connect with this (either consciously, e.g., through specific strategies- such as drinking alcohol, or unconsciously, e.g., through a defence mechanism - such as dissociation). Then again, a therapist may connect with their emotional reaction to hearing a client’s trauma via empathic concern (observing a client’s distress and being concerned about their well-being), empathic engagement (feeling a client’s distress by putting oneself ‘in their shoes’), or identification (in which the client’s experience triggers the therapist’s own unprocessed or partially processed trauma memories, causing the therapist to feel overwhelmed). Empathic engagement, whereby the therapist experiences clients’ distress and anxiety, can lead to the therapist either habituating or developing a heightened awareness to future distress within trauma narratives. The latter increases the risk of developing VT as the therapist’s schemas are negatively modified to accommodate this new information which may lead to them becoming hypervigilant to further confirmatory evidence (McCann & Pearlman, 1990). Those who refer to the antecedent of VT as being solely indirect ‘exposure’ to trauma fail to account for the additional contingencies described above, thus complicating the understanding of VT within the current literature. Consequently, many claim that bearing witness to trauma will result in VT, overlooking the complex process involved (see Sabin-Farrell & Turpin [2003] for a detailed account[footnoteRef:4]).  [4:  Please see Extended Paper, 1 Background, Section 1.1.5 for additional information.] 

     Due to the confluence between VT and STS, they are frequently experienced simultaneously (Jenkins & Baird, 2002). Some clinicians have found the effects so overwhelming they have abandoned their careers (Harrison & Westwood, 2009). Adverse implications can also extend to clients, as therapists may distance themselves physically or emotionally from a client and their trauma narrative in an attempt to manage VT and STS. Such actions may exacerbate clients’ feelings of isolation, rejection, and helplessness, and higher therapist disengagement has been found to result in poorer client outcomes (Delgadillo, Saxon, & Barkham, 2018; Dutton & Rubinstein, 1995). 

Vicarious Post-Traumatic Growth							  
     Trauma work can also result in vicarious post-traumatic growth (VPTG), which is claimed to result in positive developments in four areas: philosophy of life, self-perception, professional identity, and interpersonal relationships (Calhoun & Tedeschi, 1999). VPTG has been found to have a positive correlation with years of experience (Gil, 2015), however, this finding has not received consistent support (Brockhouse, Msetfi, Cohen, & Joseph, 2011; Cosden, Sanford, Koch, & Lepore, 2016). VPTG and VT have been identified as independent processes which can occur alongside each other: information can be accommodated within a person’s current understanding as both positive, resulting in growth, and negative, resulting in distress and psychopathology (Joseph & Linley, 2008). Therefore, VT and VPTG should be explored together to develop understanding (Cohen & Collens, 2013).		

Coping 											
     The two main forms of coping identified within the VT, STS, and VPTG literature are problem-focused and emotion-focused styles (Butler et al., 1996; Gil & Weinberg, 2015).  Problem-focused coping involves the modification of the environment or oneself, to alter the relationship with adverse stimuli; strategies are typically solution focused and goal directed, e.g., utilising supervision and accessing therapy to manage personal trauma, STS symptoms, and countertransference. Emotion-focused coping attempts to regulate affect and can include the use of fantasy, obsession, and avoidance, e.g., denial and humour. Coping strategies cannot be inherently ‘good’ or ‘bad’, instead the combination of the stressor and the individual will influence the strategy adopted, which will be either appropriate in managing the stressor or not, rendering the strategy as adaptive or maladaptive (Carver & Connor-Smith, 2010; Lazarus, 1993). 
     Problem-focused strategies prevent and minimise the effects of VT and STS (Hesse, 2002), whilst emotion-focused strategies contribute to building resilience, particularly in the prevention of VT (Gulin, 2017). Emotion-focused styles have been proposed to exacerbate harmful responses to trauma work and inhibit VPTG (Gil & Weinberg, 2015); however, no studies have specifically explored this relationship (Pow & Cashwell, 2017). 


Experienced Therapists’ Coping with the Effects of Working with Trauma 
    As VT develops over time, the CSDT would suggest that those with more experience of trauma work are at an increased risk of developing VT (McCann & Pearlman, 1990). In contrast, a negative correlation between years of experience and VT has consistently been identified (Cunningham, 2003; Kadambi & Truscott, 2003; Pearlman & Mac Ian, 1995; VanDeusen & Way, 2006). Contradictory results have been reported regarding the relationship between therapists’ experience and STS, with some studies identifying no relationship (McKim & Smith-Adcock, 2014; Thomas, 2013) whilst others identify a positive correlation (Linley & Joseph, 2007; Rossi et al., 2012). The transient and reversible nature of STS may account for such variance (Hayes, 2013).
     Therapists’ coping strategies differ with experience: those with less experience utilise more emotional support, whereas those with more experience highlight that previous trauma work prepared them and reduced overwhelming responses (Hunter & Schofield, 2006). Some speculate that experienced clinicians find a balance between the impact of trauma work and coping (Smith, Kleijn, Trijsburg, & Hutschemaekers, 2007), whereas others identified that experienced therapists actively engage in protective practices preventing the negative impact of trauma work (Harrison & Westwood, 2009). Potentially, experienced therapists may utilise different strategies to manage the short-term (i.e., STS) and long-term (i.e., VT) impacts of trauma work. Unfortunately, previous researchers have either failed to separate inexperienced and experienced clinicians or, like Harrison and Westwood, have focused on therapists who manage well, thus limiting understanding. It would therefore be useful to gain a more nuanced understanding of the processes involved in the impact of trauma work, and the associated short- and long-term coping strategies of experienced therapists. 

Rationale for the Present Study
     The above has outlined how some therapists experience VT and STS when delivering trauma work. However, as therapists gain experience, research has demonstrated that the prevalence of VT reduces, and results exploring STS and VPTG remain inconsistent (Cosden et al., 2016; Gil, 2015; Linley & Joseph, 2007; Thomas, 2013; VanDeusen & Way, 2006). Five years’ experience enables one to be defined as ‘experienced’ (West, 2010), and it is presumed that such experience would be sufficient for therapists to establish coping strategies which permit them to continue working in the field. Nevertheless, as there are few studies of experienced therapists, insight into the development of coping strategies may be particularly useful for those whose trauma work career is in its infancy. Thus, experienced therapists can provide rich sources of data about how they cope (both in the short- and long-term) with the impact of trauma work. Nevertheless, it is unclear whether these coping strategies prevent the development of VT and STS. Whilst five years’ experience is assumed to be adequate for VT development, it would not exclude those who may be experiencing difficulties currently, and thus provide an insight into the conjecture that experienced therapists achieve a balance between the impact of trauma work and coping with such (Smith et al., 2007). Therefore, this study aimed to:
1) Assess the prevalence of VT, STS, and VPTG in a sample of experienced therapists. 
2) Investigate self-reported coping strategies in experienced therapists.
3) Explore in-depth how experienced therapists manage the impact of trauma work.
The research questions were: 
1) Is there evidence of STS, VPTG, or VT in a sample of experienced therapists working with trauma? 
2) How do experienced therapists cope with the short- (during sessions and within the same week) and long-term (enduring over a week) effects of trauma work? 
3) How do experienced therapists manage the impact of delivering trauma work?
      The majority of research exploring STS, VPTG, and VT has either utilised quantitative or qualitative methodologies which has produced significant limitations with inconsistent and contradictory findings (Sabin-Farrell & Turpin, 2003). However, more recent studies have highlighted the importance of combining methodologies in order to utilise all data sources available, to facilitate an increased understanding of complex issues (Cohen & Collens, 2013; Sale, Lohfeld, & Brazil, 2002). Consequently, this study utilised an explanatory sequential design (ESD): a mixed-methods approach, whereby the research topic was explored through two sequential phases. An ESD begins by investigating a topic within a large sample. The data gathered then guides further in-depth exploration to answer an over-arching research question (Creswell & Plano Clark, 2011). Thus, the research was both descriptive, investigating the prevalence of STS, VPTG, and VT in experienced therapists, and exploratory, examining therapists’ experiences and exploring how coping could account for such patterns (Creswell & Plano Clark, 2011).

Method[footnoteRef:5] [5:  Please see Extended Paper, 2 Method for additional information.] 

     This study received ethical approval from the University of Nottingham’s ethical committee; Approval Number: DPAP – 2018 – 0243 – 3[footnoteRef:6]. [6:  Please see Appendix B.] 


Epistemology 
     A critical realist epistemological position was adopted in this study, which holds that there is not a single, true translation of reality and knowledge (Roberts, 2014). Therefore, knowledge is transient, and experience is mediated by an individual’s interpretation of reality (Burnett, 2007; Fletcher, 2017).

Recruitment    
     Phase I. Self-selected sampling was utilised to recruit therapists between October and December 2018. Inclusion criteria was specified in the recruitment advert[footnoteRef:7] and included: aged 18 years and above; able to provide informed consent; currently working as a therapist (accredited by a professional body); and have a minimum of five years’ experience of trauma work, defined as: [7:  Please see Appendix C.] 

“direct or active clinical work with clients who have experienced traumatic events (e.g., serious accidents, serious fire or explosion, nonsexual attack, sexual assault, natural disaster, military combat, imprisonment, physical abuse, sexual abuse, and life threatening illness) and have reacted to the incident(s) with intense fear, horror, or helplessness (American Psychiatric Association, 2000)” (Makadia, Sabin-Farrell, & Turpin, 2017, p. 3).
Participants were recruited via social media and through the authors’ personal connections. 

     Phase II. Additional inclusion criteria included: able to meet either face-to-face, via telephone, or VSee to partake in the interview. Maximum variation sampling facilitates increased understanding about a phenomenon by exploring it from a range of perspectives (Etikan, Musa, & Alkassim, 2016) and was utilised to select 12 Phase I participants who expressed an interest in Phase II participation. Potential participants were grouped through their Secondary Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & Figley, 2004) classification[footnoteRef:8] (those scoring  none/little or mild on the STSS were categorised as Low STS, and those with moderate or severe scores as High STS) and assorted into those with VT present or absent[footnoteRef:9]. They were then separated into the following categories: (1) VT Present, High STS, (2) VT Absent, Low STS, (3) VT Present, Low STS, (4) VT Absent, High STS and three people from the extremes of each category were selected.       [8:  Please see Measures, Phase I, Electronic Survey below.]  [9:  Please see Analysis, Phase I, Survey below. ] 

     Within both phases, participants who could not speak English or were unable to access supervision were excluded.

Procedure
     The study used a two-phase ESD. All participants completed Phase I of the study which consisted of an electronic survey[footnoteRef:10]. In Phase II a semi-structured interview explored how participants managed the effects of trauma work.  [10:  Please see Appendix D.] 

All participants were debriefed after both phases. 

Measures
     Phase I. Electronic Survey. The survey included three questionnaires and supplementary open-ended questions (first author designed[footnoteRef:11]; outlined further below). In addition, participant characteristics were obtained. [11:  Please see Appendix D, Section A.] 


     Coping Strategies Inventory- Short Form. The Coping Strategies Inventory- Short Form (CSI-SF; Tobin, Holroyd, Reynolds, & Wigal, 1989) is a 16-item measure based on the Coping Strategies Inventory; a longer 72-item measure which explores specific coping responses (Tobin, Holroyd, & Reynolds, 1982). The CSI-SF utilises a 5-point Likert scale of frequency experienced (1= never, 5= always) to explore four subscales: problem-focused engagement; problem-focused disengagement; emotion-focused engagement; and emotion-focused disengagement. Higher scores are indicative of larger utilisation of coping subscale strategy.  The subscale scores range from marginal to acceptable internal reliability as measured by Cronbach’s alpha (α =.58- .72; Addison et al., 2007).

     Secondary Traumatic Stress Scale. The STSS (Bride et al., 2004) is a 17-item self-report measure of STS. Symptoms are rated using a 5-point Likert scale of frequency experienced (1= never, 5= very often). Higher scores are indicative of greater STS. The STSS has excellent internal consistency (α =.93; Ting, Jacobson, Sanders, Bride, & Harrington, 2005). 

     Posttraumatic Growth Inventory- Short Form. There are currently no measures developed to assess VPTG. Previous studies exploring VPTG have utilised the Posttraumatic Growth Inventory- Short Form (PTGI-SF; Cann et al., 2010) by adapting the measure to instruct participants to reflect on secondary post-traumatic growth experiences due to their therapy work as opposed to any personally experienced crisis (Brockhouse et al., 2011; Linley, Joseph, & Loumidis, 2005). This modification was utilised within the current study. The PTGI-SF comprises of ten items, with five subscales: relating to others; new possibilities; personal strength; spiritual change; and appreciation of life. Statements of change are scored utilising a 6-point Likert scale of agreement (0= did not experience, 5= experienced a very great degree). Higher scores are indicative of higher post-traumatic growth. The subscale scores range from acceptable to good internal reliability (α =.72 - .84; Cann et al., 2010; Teodorescu et al., 2012).

     Supplementary Questions. Personal experience of trauma may result in PTSD and has been surmised to increase one’s vulnerability to VT and STS (Dunkley & Whelan, 2006; Pearlman & Mac Ian, 1995). As some symptoms of VT and STS can mirror the effects of PTSD, this variable was accounted for within this study. Preceding research has identified a variation in coping styles between new and experienced therapists; leading to the idea that coping styles alter across the occupational lifespan (Hunter & Schofield, 2006; Smith et al., 2007), thus open-ended questions were developed to explore this potential variation[footnoteRef:12]. At present, the only scale developed to assess VT is the Trauma and Attachment Belief Scale™ (TABS™; Pearlman, 2003). However, this has received criticism for its cumbersome length (Benuto, Singer, Cummings, & Ahrendt, 2018). Previous studies utilising the TABS™ have been inconsistent and unable to identify a relationship between TABS™ score and trauma work (Baird, 1999; Kadambi & Truscott, 2003). Furthermore, previous research has demonstrated that the TABS™ did not identify belief change when compared to qualitative explorations (Millard, 2017; Sabin-Farrell & Turpin, 2003). The Vicarious Trauma Scale (VTS; Vrklevski & Franklin, 2008) was developed as a briefer screening tool, but fails to explore belief change, a key component in VT. Therefore, due to the uncertainty in the TABS™ and VTS’ ability to assess VT, open-ended questions were developed to explore potential VT[footnoteRef:13]. Questions were guided by the current literature and explored VT, coping, personal trauma, and PTSD. [12:  Please see Appendix D, Q2.]  [13:  Please see Appendix D: Q5; Q6; Q7.] 


     Phase II. Interviews. An interview schedule[footnoteRef:14], guided by the current qualitative literature and Phase I responses, was used and intended to explore how participants coped with the impact of working with trauma. It was important to contextualise participant responses with regard to personal trauma as discussed above, thus, the following questionnaires were incorporated into the interview schedule.       [14:  Please see Appendix E.] 


     Life Events Checklist, Version Five. The Life Events Checklist, Version Five (LEC-5; Weathers et al., 2013) is a 17-item self-report measure which screens for possible traumatic events throughout one’s lifetime. Events are scored using a 6-point nominal scale (Event happened to me; Witnessed it; Learned about it; Part of my job; Not sure; Doesn’t apply). It has acceptable reliability (α =.67; Gray, Litz, Hsu, & Lombardo, 2004).

     Trauma Screening Questionnaire®. The Trauma Screening Questionnaire® (TSQ®; Brewin et al., 2002) is a 10-item screening measure to identify PTSD symptoms. It is derived from the PTSD Symptom Scale, Self-Report Version (Foa, Riggs, Dancu, & Rothbaum, 1993). The TSQ® has been demonstrated to have good sensitivity (α =.86), excellent specificity (α =.93) and reliability (α =.91; Brewin et al., 2002).

Analysis
     Phase I. Survey. The first and fourth authors compared responses to VT questions against Pearlman and Mac Ian’s (1995) definition to decide if VT was present. This was completed separately with an initial inter-rater agreement of 86%. Discrepancies were discussed until a consensus was reached. Qualitative data on coping was analysed by the first author using deductive thematic analysis, which incorporated the process of: creating a coding sheet[footnoteRef:15] (labelling and defining codes); applying the coding framework; connecting codes to generate initial themes; corroborating and revising themes (Boyatzis, 1998; Fereday & Muir-Cochrane, 2006). A sub-section of the data was analysed by the third author and discrepancies were discussed until an agreement was reached and analysis finalised. [15:  Please see Appendix F and Extended Paper, 2 Methods, Section 2.10.1.2.2 for further information.] 


     Phase II. Interviews. Interviews were recorded via Dictaphone then transcribed by the first author and a professional transcription service. The transcripts were analysed by the first author via inductive and deductive thematic analysis. Firstly, transcripts were coded deductively, whereby participants’ responses were explored to identify complementary or confounding evidence for current theoretical understandings of CSDT, VT, STS, and VPTG[footnoteRef:16]. Secondly, data was coded inductively, at both the semantic and latent level, enabling new and unique experiences to be recognised (Braun & Clarke, 2006). Both inductive and deductive codes were combined to capture shared components and developed into themes. Analysis checks were conducted by the second and third authors, (e.g., ensuring themes reflected the raw data, that contradictory data was accounted for, etcetera) and theme discrepancies were discussed until an agreement was reached[footnoteRef:17]. [16:  Please see Appendix G and Extended Paper, 2 Methods, Section 2.10.2.1 for additional information.]  [17:  Please see Extended Paper, 2 Methods, Section 2.10.3 for additional information on quality assurance.] 


     Phase I and II. Questionnaires. The Statistical Package for the Social Sciences (SPSS; IBM Corp, 2017) calculated descriptive statistics and where applicable, questionnaires’ scoring guidelines were used.

Results[footnoteRef:18] [18:  Please see Extended Paper, 3 Results for additional information.] 


Participants
     Phase I. Out of 139 respondents, 14 were excluded due to not having five years’ experience and 125 participants met the inclusion criteria.

     Phase II. From Phase I, 49 respondents expressed an interest in participating in Phase II, 12 were selected. The interviews lasted 43-96 minutes, and in accordance with participant preference were completed face-to-face (n=2), via telephone (n=3), and Skype (n=7).
Participant characteristics for both phases are presented in Table 1, additional information for Phase II participants in presented in Table 2.  

Phase I Results
     Measures. Participants’ psychometric results are presented in Table 3.
     Open ended questions. VT. 28% of participants were categorised as VT present. 
     Personal trauma. 70% reported they had personally experienced trauma. 
     Coping. The deductive thematic analysis identified three themes: no change in coping,
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[bookmark: _Ref31194147]Table 1[footnoteRef:19] [19:  Whilst the author guidelines stipulate that tables should be inserted at the end of the manuscript; the table has been inserted here in accordance with the Research Handbook.] 

Participant Characteristics 
	[bookmark: _Hlk43403425]Characteristic
	Phase I (n=125)
	Phase II (n=12)

	
	Mean (Range)
	Descriptive Characteristic (Percentage)
	Mean (Range)
	Descriptive Characteristic (Percentage)

	Age
	47 years (29-78)

	--
	46 years (33-70)
	--

	Ethnicity[footnoteRef:20] [20:  Please see Extended Paper, 4 Discussion, Section 4.2 Study Critique regarding the omission of UK census categories to describe ethnicity.] 

	--
	Asian (3%), Black (2%), Mixed (3%), White (91%), Other (1%)

	--
	Black (8%), White (92%)

	Experience 
	15 years (5-44)

	--
	13 years (5-44)
	--

	Gender
	--
	Female (74%), Male (25%), 
Preferred not to specify (1%)

	--
	Female (75%), Male (25%)

	Occupation(s)*
	--
	Clinical Psychologist (65%), CBT Therapist (14%), Counsellor (10%), Eye Movement Desensitisation and Reprocessing Therapist (20%), Psychotherapist (16%), Other (18%)

	--
	Clinical Psychologist (47%), CBT Therapist (6%), Counsellor (6%), Eye Movement Desensitisation and Reprocessing Therapist (12%), Psychotherapist (18%), Other (12%)

	Service(s) practising in*
	--
	Adult Mental Health (51%), Child and Adolescent Mental Health (21%), Improving Access to Psychological Therapies (2%), Intellectual/Learning Disability Mental Health (7%), Older Adult Mental Health (10%), Primary Care (3%), Private (46%), Trauma Specific (21%), Other (18%) 

	--
	Adult Mental Health (67%), Child and Adolescent Mental Health (25%), Intellectual/Learning Disability Mental Health (17%), Older Adult Mental Health (8%), Private Sector (67%), Trauma Specific (42%) 

	Country practising in
	--
	Australia (5%), Finland (1%), Israel (1%), Jamaica (2%), Norway (1%), South Africa (4%), South Sudan (1%), USA (2%), UK (82%), Internationally (1%)

	--
	Australia (8%), Finland (8%), UK (76%), Internationally (8%)

	Salient Theoretical Framework**
	--
	Analytical/Psychodynamic (5%), Behavioural (10%), Cognitive (13%), Humanistic (11%), Systems Theory (7%), Person-Centred (16%), Other (15%)
	--
	Analytical/Psychodynamic (6%), Behavioural (12%), Cognitive (12%), Humanistic (9%), Systems Theory (6%), Person-Centred (9%), Other (20%)

	Note. *Percentages exceed 100% as participants were able to select all responses that applied. **Theoretical orientation was ranked by a 6-point ordinal Likert Scale (0= not at all, 5= very greatly). Total percentages are less than 100% as only participants who scored four or above were deemed to have a salient theoretical orientation.  --Indicates not applicable.








Table 219

Phase II Additional Participant Characteristics 
	Category
	Pseudonym
	Occupation(s)*

	1 (VT Present, High STS)
	Andy
	Clinical Psychologist

	
	Jennifer
	Counsellor; Psychotherapist

	
	Natalie
	Psychotherapist

	2 (VT Absent, Low STS)
	Carl
	EMDR Therapist 

	
	Kay
	Psychologist 

	
	Monica
	CBT Therapist; Clinical Psychologist; Psychotherapist 

	3 (VT Present, Low STS)
	Hannah
	Clinical Psychologist 

	
	Jessica
	Clinical Psychologist

	
	Robin
	Clinical Psychologist

	4 (VT Absent, High STS)
	Charlotte 
	Clinical Psychologist

	
	Frankie
	Clinical Psychologist

	
	Steph
	Clinical Psychologist; EMDR Therapist

	Note. *Where more than one occupation is presented, the participant held multiple occupations.



Table 319

Phase I Psychometric Results

	Measure
	
	Mean (interpretation)
	Range (interpretation)
	Standard Deviation

	CSI-SF
	PF Engagement
	13.57
	9-20
	2.11

	
	PF Disengagement
	11.45
	8-16
	1.69

	
	EF Engagement
	13.63
	9-19
	1.85

	
	EF Disengagement
	10.11
	6-16
	1.86


	STSS
	Total
	32.03 (mild)
	17(low)-65(severe)
	9.97


	PTGI-SF
	Total
	24.81
	0-50
	11.23

	Note. PF indicates problem-focused; EF indicates emotion-focused.



 
change in coping, and current strategies.  
     Of the 125 participants, 12 reported that their coping strategies had not changed, three participants elaborated upon their response, for example:
“I have always had a good support network to lean on when work has been heavy and I’ve always had outlets to engage with outside of the work that have helped.” 
     The remaining 113 participants noted a change in coping, which was further divided into two sub-themes: a reduction in the need to ‘cope’ and change in the perception of ‘coping’. Some[footnoteRef:21] participants described how they had become “desensitised” or “hardened to” hearing trauma narratives and therefore no longer needed to utilise active coping strategies, whereas others reflected that as their experience increased, their opinion of what coping looked like had altered. Some were initially reluctant to use available support, as they believed this would indicate they were not coping: [21:  Quantifiers (i.e., some, multiple, etc.) are utilised for explanatory purposes, as opposed to indications of specific frequencies.] 

“I seek more active support now than I did before and I am more open about the impact the work has on me. I think when I initially started working with trauma I had expectations that I ‘should’ be able to cope with the work.”
With experience, others became more comfortable in recognising their own limits; however, at the beginning of their career, they would have viewed this as not coping: 
“I would have thought that doing that [referring a client on to a colleague] meant I was somehow not coping – now I see it as knowing my limits and caring for myself so I can care for others.”
     Participants described the current coping strategies they used to manage the short- and long-term effects of trauma work, which were grouped into similar strategies to produce sub-themes (Table 4). In addition, the coding sheet enabled participants’ strategies to be categorised as problem-focused (altering the relationship with adverse stimuli by modifying the environment or oneself) or emotion-focused (attempting to regulate one’s affect). Within these coping strategies, some participants spoke about their difficulty in utilising strategies that they had previously found helpful. One participant described how the parameters stipulated by their employer prevented them from engaging in helpful strategies and actually led to further difficulties:
 “…[footnoteRef:22]often healthcare systems prevent safe trauma processing work which is against my ethics so you feel having to work under radar is the only way (and secrets bred [sic] shame, which is no environment for trauma healing).” [22:  … is utilised to indicate where quotes have been abbreviated, however attempts have been made to ensure quotes remain representative of participants’ accounts.] 


Phase II Results 
     Measures. Participants’ psychometric results are presented in Table 5. No participants met the TSQ® criteria for being at risk of PTSD.

Table 419
Phase I Current Coping Strategies

	Sub-Themes
	Codes which contributed to Sub-Theme
	Classification
	Used to cope with effects in the:

	
	
	
	Short- term
	Long- term

	Adjustment in therapeutic approach 
	Reliance upon training, personal development
	PF
	x
	x

	
	Faith in clients’ recovery
	EF
	x
	x

	
	Increased confidence in self and model
	PF
	x
	x

	
	Recognising own limits
	PF
	x
	x

	
	Refinement of clinical skills/techniques
	PF
	
	x

	

	Balance between work/home
	Clear boundaries
	PF
	x
	x

	
	Compartmentalise

	PF
	x
	x

	Distancing self from experience 
	Use of alcohol
	EF
	x
	

	
	Use of exercise
	EF
	x
	

	
	Modifying empathic engagement
	EF
	x
	

	
	Actively dissociate, e.g., dig nails in palm, look outside
	EF
	x
	

	
	Trying to not visualise clients’ trauma
	EF
	x
	

	
	Modify session, e.g., not ask questions, slow pace, balance content
 
	PF
	x
	

	Gratitude for own life
	Reminding self this is not my experience
	EF
	x
	

	
	Being grateful for own life

	PF
	x
	x

	Increased awareness of trauma impact on self 
	Increased ability to tolerate/less defended towards/less avoidant of own emotions and experiences
	PF
	x
	x

	
	Formulating impact on self
	PF
	x
	x

	
	Using writing notes to help process session and impact on self

	PF
	x
	

	Self-Care
	Awareness of own health (physical and emotional)
	PF
	
	x

	
	Pursue non-trauma activities
	PF
	x
	x

	
	Religion
	EF
	
	x

	
	Use of clinical skills on self, i.e., mindfulness, self-compassion, safe place, visualisation, grounding 
	EF

	x
	x

	
	Yoga, exercise

	PF
	x
	x

	Strategies outside of work
	Avoidant of trauma outside of work
	EF
	
	x

	
	Discussing things with family
	PF
	x
	x

	
	Personal Therapy
	PF
	x
	x

	
	Reduced social network/seek solitude

	PF
	
	x

	Support at work
	Access to counselling/occupational health support
	PF
	
	x

	
	Peer debriefs
	PF
	x
	

	
	Practical adjustments, i.e., appointment scheduling, managing caseload/work week, etc.
	PF

	x
	x

	
	Supervision
	PF
	x
	x

	Note. PF indicates problem-focused strategy; EF indicates emotion-focused strategy; x indicates strategy was reported by at least one participant.




     



Table 519 
Phase II Psychometric Results
	Measure
	
	Mean 
	Range 
	Standard Deviation

	LEC-5 
	Total 
	11.75
	0-28
	6.58

	
	Event happened to me
	1.75
	0-5
	1.30

	
	Witnessed it
	1.5
	0-6
	1.66

	
	Learned about it
	1.67
	0-7
	1.89

	
	Part of your job
	6.67
	1-17
	5.72

	
	Not sure
	0.17
	0-2
	0.37


	TSQ®
	Total 
	1.75
	0-4
	1.64



[bookmark: _Hlk27343192]     Thematic Analysis. Interviews explored in-depth how participants managed the impact of working with trauma. The thematic analysis generated one overarching theme, and four themes with twelve corresponding sub-themes (Table 6). The sub-themes are presented as distinct topics to aid readability and represent the different foci within the data. However, all are inter-connected (as presented within the thematic map, Figure 1.) and portray the overarching theme and dominant discourse within the data – ‘the gains (for therapist and client) make the costs worthwhile’, and that managing the impact of trauma work is an ongoing process. How participants managed the impact of trauma work was represented as themes orientated around the overarching theme (Figure 1.[footnoteRef:23]); this visual image represents my understanding that all participants share a perception of a cyclical relationship, describing a sense of recurring coping strategies, in how they ‘recognised the negative impact is inevitable’, causing them to ‘seek containment’. If achieved, this facilitated ‘a change in perspective’, which in turn enabled them to ‘remain motivated to continue’ to deliver trauma work. [23:  Please see Extended Paper, 2 Methods, Section 2.10.2.1 for additional information on theme generation and thematic map.] 

“I start worrying, did I do this [trauma work] right?  ..I feel as though I go round in a dream, but the positives are that you see people recovering.. you see how [clients are] living [their] life now compared to how it was before, and you think, wow. So that takes you through.” (Jennifer[footnoteRef:24]) [24:  Pseudonyms are used to protect anonymity.] 

“I do it [coping strategy] for so long and then I’m at the next stage..  I’ve done what I need to do.. I’ve reached that growth level.. it’s now time to go off and do more [trauma work].  And eventually.. just getting to a point where you’ve understood a particular clientele, you’ve given it your all, you’ve fulfilled the job criteria, and I’ve had breaks from it and now it’s time to move more forward.. and then I’m right back at the start doing it [coping strategy] again.” (Frankie)
All therapists felt the positive experiences outweighed the negative impacts of trauma work, and emphasised these experiences were not mutually exclusive, thus both positive and negative experiences were inter-related: 
“..overall [the experience of trauma work], I’d say, positive. I think it makes me feel very privileged in kind of, hearing what people have been through. So whilst hearing it might have a negative impact and might leave me, with things that are quite difficult to deal with... trauma therapy can result in such significant changes, that you really feel like you’re making a difference for people.” (Jessica)


Table 619

Phase II Overarching Theme, Themes, Sub-Themes, and Participants’ Contribution

	Overarching Theme
	Themes
	Sub-Themes
	Pseudonym

	
	
	
	Andy
	Carl
	Charlotte
	Frankie
	Hannah
	Jennifer
	Jessica
	Kay
	Monica
	Natalie
	Robin
	Steph

	The gains (for therapist and client) make the costs worthwhile
	Recognising the negative impact is inevitable
	Influence of the system 
	*
	
	*
	*
	*
	*
	*
	*
	*
	*
	*
	

	
	
	The challenges of the work
	
	
	*
	*
	*
	*
	*
	*
	*
	*
	*
	*

	
	
	“Affects my relationships”
	*
	*
	*
	*
	*
	
	*
	
	*
	*
	*
	*

	
	
	“Turn away from trauma″
	*
	*
	
	*
	*
	*
	
	*
	
	*
	*
	*

	
	
	Exit strategy
	
	*
	*
	*
	*
	*
	
	*
	
	
	
	*

	
	Seeking containment
	
	*
	
	*
	*
	*
	*
	*
	*
	*
	*
	*
	*

	
	A change in perspective
	“Difficulties.. can be therapeutic”
	*
	
	*
	
	*
	
	*
	
	*
	*
	*
	*

	
	
	An additional understanding of the world
	*
	*
	*
	*
	*
	*
	*
	*
	
	
	
	*

	
	
	Shift in what you view as normal
	*
	
	*
	*
	*
	*
	*
	*
	*
	*
	*
	*

	
	
	Re-evaluation of what is important
	*
	
	*
	*
	*
	*
	*
	*
	
	*
	*
	*

	
	Remaining motivated to continue 
	“Close the loop”
	*
	*
	*
	*
	*
	*
	
	*
	*
	*
	*
	

	
	
	Client change is small but powerful
	*
	*
	*
	
	*
	*
	*
	
	*
	*
	*
	*

	
	
	“Establish clearer boundaries″
	*
	
	*
	*
	*
	*
	
	*
	*
	*
	
	*

	Note. *Indicates that participants’ data contributed to theme development; Italicised text denotes a participant’s direct quote.






[image: ]
Figure 1.[footnoteRef:25] Phase II Thematic Map         [25:  Whilst the author guidelines stipulate that figures should be inserted at the end of the manuscript; the figure has been inserted here in accordance with the Research Handbook.] 

     Recognising the negative impact is inevitable. This theme includes the distinct struggles therapists experienced due to trauma work. Throughout these descriptions, participants 
communicated that with experience they had learned to manage such by recognising that these obstacles were inevitable. 

     Influence of the system. The system therapists were working within could affect their ability to cope with trauma work. Many reflected upon the added difficulty of lacking support from the service around them:
“..whilst support systems are, in place on paper, the level of trauma you’re working with, there isn’t enough support to manage that.” (Hannah)
Participants described the disparity between the mental health systems’ knowledge of the impact of trauma work upon therapists, and the paucity of support in place to help clinicians manage. Moreover, many felt that the pressures the systems enforced upon them as clinicians actually reduced their ability to utilise coping strategies:	
“Well service requirements. I think there is an expectation that we see a number of people and … there’s not always a lot of scope to mix, caseloads, sort of thing.” (Natalie)
Whilst Natalie reflected on the limitations of practical adjustments to mitigate her exposure to trauma, other participants drew upon how clinical supervision had altered, becoming: 	“..less helpful as I’ve got more experienced.” (Andy) 
Supervision also changed from individual to group formats, restricting participants’ ability to use supervision to cope and explore the impact of trauma work due to the conflicting dynamics of also managing or clinically supervising members: 
“I’ve kind of shared little bits of my own stuff, I’ve been working through, but I’ve not really felt very comfortable with colleagues.” (Robin) 
Nevertheless, there were exceptions to this. For example, Frankie did not experience the same stipulations as she progressed in seniority, allowing her the freedom to put things in place to cope with the impact of the work: 
“..it puts more onus on me to be more responsible around my own self-care… I have to practise what I preach.” (Frankie)

     The challenges of the work. Therapists described ‘the challenges’ they faced as a result of the work which included reports which matched STS symptomatology, such as “heightened anxiety” (Monica), “intrusive images” (Steph), feeling “fatigued” (Kay) and “terrified and guilty” (Jessica). In line with VT, some participants also described how the work had altered their belief systems: 
“I definitely view the world slightly more suspiciously.” (Hannah)
“It [trauma work] affects my ability to trust people.” (Jennifer)
Consistent with VT, they spoke about the permanence of the knowledge which was associated with trauma work: 
“..once you know things, you can’t un-know.” (Natalie)
However, this was not a universal experience:
 “I’ve never had a job where I’ve felt that [VT or STS], that kind of thing.” (Carl)
Despite trauma work posing challenges, participants emphasised that they saw this as a natural part of their work:
“..it’s normal that it would impact on me.” (Frankie)	
“..if it doesn’t impact you, you’re probably not doing it right.” (Charlotte)
Here, Charlotte indicates how some therapists actually view difficult experiences, typically due to empathising with trauma narratives, to be an important indication that the work is progressing well.

     Affects my relationships. Participants highlighted how trauma work affected their relationships, the impact of this varied, both between and within participants. Many described how the work resulted in an increased value of their relationships:
“..as I say much more appreciate relationships and friendships.” (Steph)
“..with relationships.. I value them more.” (Jessica)
However, there were also multiple examples of participants illustrating how this work had hindered their relationships. Hannah described how the work often caused her to be a “little bit dismissive of other people’s feelings and experiences”. She found herself making comparisons between people’s problems, highlighting the disparity between her acquaintances’ concerns and her clients’ trauma. This caused her to be less empathic and withdraw from support networks she had previously utilised:
	“It’s not their fault they weren’t abused.” (Hannah)

     Turn away from trauma. This sub-theme encapsulates the times when therapists were unable to bear the pain of trauma work. Whilst emphasising this was rare, some openly acknowledged that on occasion they could not sustain the discomfort of the work:
	“..it’s very painful, sometimes, if you sit with people and they talk about their experiences and it’s just awful. And sometimes, almost in a way that it makes you almost want to turn away from it because, or not believe it even, because it just seems too awful.″ (Natalie)
Whereas others were not as explicit, potentially they were not consciously aware of utilising this strategy: 
″If it’s some kind of horrible assault or abuse, or whatever it is, I say you don’t have to tell me, you don’t have to tell me any details″. (Carl)
In the example above, Carl described how his therapeutic approach influenced the session content yet emphasising to some clients that they did not have to share details was interpreted to potentially be due to his discomfort. Conversely, as Jennifer gained experience she decided to change the way in which she engaged with trauma during sessions:
“..it’s like water off a duck’s back, because I don’t listen to people’s memories like I used to″. (Jennifer)

     Exit strategy. Therapists were clear that if the negative consequences of trauma work exceeded positive aspects, this would be the time in which they could no longer cope and therefore would take a break, or exit trauma work altogether:
“..the job will have impact on you but you can figure out ways of coping. And if it’s not for you, you can always have an exit point.” (Frankie) 

     Seeking containment. Trauma work content included “sadist..graphic..nasty” (Monica) descriptions, which were “upsetting” (Hannah) and “emotive” (Frankie). Within participants’ recollections, it appeared that at times this raw affective material was difficult for therapists to tolerate, and thus they sought an alternative container; through “clinical supervision” (Hannah; Andy; Charlotte; Frankie; Jennifer; Jessica; Kay; Monica; Natalie), “peer support” (Charlotte; Frankie; Hannah; Jennifer; Jessica; Monica), or “personal therapy” (Jennifer; Natalie; Robin). When therapists were able to access a source of containment, they felt an increased confidence in their ability to deliver effective trauma work. Therapists were then able to fully engage and comprehend their experiences and consequently utilise this knowledge in future sessions:
“I don’t always have a perspective until I go to supervision, which can really just help me come back in a different way, I suppose, or at least feel differently”. (Natalie)
Some therapists felt this sense of containment prevented them experiencing some of the negative impacts of trauma work:
“..maybe there is a vicarious trauma maybe there could be some very serious consequences but for me there hasn’t been because of that containment”. (Andy)

     A change in perspective. This theme attempts to capture the therapists’ views of how trauma work affected them altered naturally over time, shifting from the negative consequences to recognising their own personal development. 

    Difficulties.. can be therapeutic. Some therapists strongly emphasised the personal challenges they experienced were actually a beneficial component of the work:
        “..difficulties within the relationship in itself can be therapeutic.” (Andy)
Participants reflected upon how the dynamics within therapeutic relationships provided an opportunity to explore with their clients how trauma influenced inter-personal relationships:     
 “I recognise this is part of a process, part of a type of healing process to go through and to be able to sit with someone and help them make sense of why they’re behaving as they’re behaving is actually going to be of benefit.” (Andy)

      An additional understanding of the world. Partaking in trauma work caused participants to discover the “potential for huge harm to be caused by other people to other people” (Andy). However, this additional knowledge was not perceived as a negative or problematic consequence of the work, instead participants described how this was in fact: 
 “..it’s just an awareness that I feel quite grateful for.” (Steph)
	“..it gave me an insight into the world as, in a way, I hope nobody ever has to have, but yet, it’s a realistic world.” (Jennifer)

     Shift in what you view as normal. Alongside gaining an additional understanding of the world, therapists therefore noted a ‘shift in what you view as normal’:
 “..it sounds a bit blasé doesn’t it saying its [trauma] more routine now but it very much feels like that.” (Robin)
“..when you’re used to hearing about traumatic things every day, there’s an interesting effect in that a certain level of story becomes normal.” (Charlotte)
[bookmark: _Hlk33980338]Whilst these examples may demonstrate how therapists become desensitised to trauma narratives, Steph also considered how witnessing her clients’ ability to recover in the face of adversity, she no longer viewed trauma as something that devastated an individual and their world. This provides an example of a problem-focused strategy whereby Steph had re-appraised trauma to be less threatening. Instead, she felt confident that if she or someone close to her experienced trauma, this would not be detrimental:
“..everyone experiences at least one trauma in their life, I just see it as normal and okay.” (Steph)

     Re-evaluation of what is important. Working with trauma prompted therapists to review priorities within their own lives. Often this occurred due to a comparison between the therapists’ life and that of their clients:
	“I think I view the world negatively but also, view the world positively, in terms of my own lot in life, realising that actually, I’m bloody lucky” (Hannah)
When considering the clients’ trauma, therapists reflected on how “it puts my own problems in perspective” (Andy) and reminded them that trauma can occur to anyone at any time “so make the most of what you’ve got” (Steph). This led to a strong sense of appreciation amongst the therapists:
“..it makes you value friends and family and other things that are important in a way that when you hear people lose some of those things you start being really grateful for the little things.” (Steph)

     Remaining motivated to continue. The decision to continue delivering trauma work incorporated personal fulfilment and satisfaction for the therapists. This transpired through witnessing client change and by healing of the self. In addition, participants described how reflecting on previous trauma work enabled them to consider adjustments to their future clinical boundaries, hoping things would be different in future.     

     Close the loop. Some participants appeared to engage in healing of the self via partaking in trauma work. Carl reflected on how he frequently chose to work with clients who had a similar background to himself, describing how he:
“..hadn’t done myself justice in a way, in fact I left [previous career] because my own mental health issues … I just wanted to close the loop a bit.” (Carl)
When considering the positive impacts of the work on himself he described how trauma work was a:
“..stable and positive thing that actually provides for me in a way.” (Carl)
Other therapists also spoke about how their work was helpful and enabled them to recognise that they could tolerate distress, which empowered them working through their own experiences:
“..on a personal level it’s probably more coming to terms with death, life being limited, things like that.” (Robin)
“I feel like I’m more comfortable generally with the range of my feelings and experiences. And I don’t feel like the things that make me vulnerable are not necessarily to be, avoided or, hidden.” (Natalie)

     Client change is small but powerful. Therapists appeared able to detect even the smallest of changes and highly valued these, highlighting the poignant difference this made to their clients’ lives:
“..to try and write it down it would have been infinitesimal changes but for [the client] that was good.” (Charlotte)
	“I don’t think there were, necessarily dramatic changes, but I did see progress, I did see growth. And that’s what makes my job worthwhile.” (Natalie)
Other participants also shared the experience above, whereby Natalie refers to witnessing clients’ change and how this makes her job personally meaningful. Additional descriptions of trauma work included: “inspirational” (Steph), “privilege” (Carl), “humbling” (Hannah) and “incredibly proud of both me and [the clients]” (Jessica). 	
	
     Establish clearer boundaries. Therapists prepared for future work, attempting to mitigate potential difficulties and maintain their continuing engagement by adjusting their ways of working and boundaries. Participants spoke about the logistics of trauma work to maintain boundaries, e.g., “I start sessions on time and I finish them on time” (Natalie), having a “regular setting” (Andy), setting limits to ensure that they did not become overloaded with the work, such as “limiting the numbers of cases in a day” (Jennifer), “not working beyond the working hours” (Frankie).  However, these boundaries also moved beyond the practicalities of session times to the space the client occupied in the therapists’ mind between appointments. Therapists described trying to establish a separation from their clients and how with experience, they had become able to not carry the trauma session with them:
“I have probably had to get much better at cutting the day, the workday off.” (Charlotte) 
	“..sometimes I just have to tell myself to shut up and not go there, and that’s quite hard. I’m better at that now.” (Jennifer)
Nevertheless, some therapists also considered how trauma work made maintaining clear boundaries difficult, struggling with the intense emotions trauma work evoked in clients and themselves and recognised how external factors, such as “court dates” (Steph), “perpetrator contact” (Hannah), and “future operations” (Kay), had the potential to further traumatise clients. Despite the different experiences of installing and maintaining boundaries, therapists recognised that they needed to continuously adjust and “establish clearer boundaries” (Frankie), enabling them to persevere in delivering in trauma work and sustain their desire to support the clients. Participants reflected on previous work and took “preventative” (Steph) measures in an attempt to limit the future impact of trauma work on themselves:
“I’ve always been reflecting and thinking, what else do I need to do, in order to ensure that the impact on me is minimised and I’m still able to be effective as a clinician as well?” (Frankie)
Synthesis of Results
     Within this sample of experienced therapists, Phase I showed similar STS and VPTG levels to previous findings[footnoteRef:26]; however presence of VT was much higher. A new perspective of VT was identified in Phase II: that VT presented therapists with additional knowledge of the world and whilst this shifted their view of normality, it enabled a re-evaluation of what is important, motivating them to continue delivering trauma work, thus contesting previous ideas that VT is purely detrimental.  [26:  Outlined further within the Discussion.] 

     The Phase I survey data, reporting a shift over time in therapists’ perception of coping, was further supported with the Phase II interview data, particularly in participants’ view that the negative implications of trauma work are inevitable, and if worked through can actually be helpful both therapeutically for the client and personally for the therapist. In addition, the Phase II data proffered an insight into the weighing up of the costs and gains of trauma work: if the costs outweighed the gains therapists would exit at this point. 
     Multiple coping strategies that were reported within the survey were elaborated upon within the interviews. The additional qualitative exploration increased understanding about the purpose of such strategies, emphasising the processes of continually managing the impact of trauma work alongside the interconnection of the positive and negative impacts, which are insightful elaborations upon the survey findings.


Discussion[footnoteRef:27] [27:  Please see Extended Paper, 4 Discussion for additional information.] 

     This was one of the first studies to explore in detail how experienced therapists cope with the impact of delivering trauma work. The prevalence rates of VPTG in this study were similar to those found previously by Wooloff (2014) who also utilised the PTGI-SF in other professions working with trauma and identified a mean score of 24.38. Rates of STS, as assessed by the STSS, were also similar to social workers (mean score 29.69; Bride, 2007), and counsellors (mean score 31.20; Ting et al., 2005). The prevalence rates of VT in this study are higher than those recently found in both trainee (mean score of 48, as assessed by the TABS[footnoteRef:28]; Makadia et al., 2017) and trainee and qualified therapists (mean score of 47.1 and 43.9 respectively, as assessed by the TABS; Millard, 2017). Nevertheless, the current study utilised a new method of assessing VT: responses to open ended questions, that explored cognitive transformations which occurred in relation to trauma work, were coded.  Unlike preceding VT assessments, this study specifically explored cognitive transformations- a key requisite of VT and thus the current study’s VT assessment may be more sensitive than previous explorations. Therefore, comparisons to previous literature should be made with caution.   [28:  A score of 60 or above on the TABS is indicative of VT.] 

     The thematic analysis in Phase I identified a range of coping strategies therapists apply to manage the short- and long-term effects of trauma work. The techniques reported support previous research including problem-focused (e.g., utilising family and collegial support) and emotion-focused (e.g., avoidance) strategies (Hesse, 2002; Pearlman & Saakvitne, 1995). Overall, the most common approach utilised was problem-focused, both in the short- and long-term. Emotion-focused techniques were rarely used to manage long-term effects; however, therapists reported the use of emotion-focused strategies, particularly in sessions and immediately afterwards, to distance themselves from their experience, e.g., dissociation. The strategies therapists are able to utilise during therapeutic sessions may be limited by virtue of prioritising clients’ needs over their own. Thus, therapists may utilise emotion-focused techniques to manage their affect at that time. Emotion-focused strategies are most useful in uncontrollable situations which may account for therapists’ increased use during sessions and to manage the short-term effects of trauma work (Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986). 
[bookmark: _Hlk44862787]      In Phase II, the thematic analysis obtained a rich understanding of how the experienced therapists managed the impact of delivering trauma work. Thematic analysis was conducted both deductively (which explored the current theoretical understanding of CSDT) and inductively (which captured new and unique experiences). Whilst the deductive thematic analysis offered support for some components of the CSDT (e.g., trauma work can impact the way one views the world), the themes generated emphasised how both the benefits and costs of working with trauma were interrelated. Therapists perceived the negative impacts of trauma work as inevitable, and in some circumstances helpful (e.g., ‘difficulties.. can be therapeutic’). In conjunction with difficulties, the work also provided many benefits to therapists’ personal and professional lives and therefore, the gains of the work outweighed the costs. These results cast doubt upon previous findings, which have only explored the negative (i.e., VT and STS) or positive (i.e., VPTG) components of trauma work separately, implying that they are mutually exclusive phenomena (Adams & Riggs, 2008; Hesse, 2002). It does however support more recent research which proclaimed that these constructs co-exist, thus, a further cohesive understanding of trauma work impacts is required (Cohen & Collens, 2013; Gil, 2015; Millard, 2017). The idea that trauma work can result in negative and positive adaptations to therapists’ schemas may be explained by the proposition that trauma effects can be assimilated and accommodated both positively and negatively, due to the self being multifaceted (Joseph & Linley, 2008). This is therefore problematic when considering present assessments of STS, VPTG, and VT as current measures, typically quantitative, only examine either the negative or positive experiences of trauma work. One may question how much previous research has failed to account for when examining these consequences separately.        
     The ESD facilitated a greater informed Phase II, whereby both the sampling strategy and interview schedule was refined to enable detailed exploration of components of the Phase I analysis. The ability to specifically tailor qualitative explorations of trends identified in larger quantitative samples (the benefit of an ESD design; Creswell & Plano Clark, 2011) proved fruitful in the current study, an advantage which should be considered in future studies of trauma work and the impact on therapists.  
     The Phase II thematic analysis identified support for current theories of STS, VPTG, and VT. However, despite these being asked as separate questions, participants emphasised the simultaneous presence of all phenomena. It is possible that participants were describing their own idiosyncratic experience of trauma work, regardless of the questions posed, and therefore this may be a strength of the current study. If so, this complements the study’s epistemological position as semi-structured interviews enabled each participant to share their own perception of reality, providing an insight into their process of meaning making (Fletcher, 2017).
     A strength of this study is the assessment of participants’ personal experience of trauma. In the Phase I sample, 70% of therapists had personally experienced trauma, much higher than previous findings of 33% (Adams & Riggs, 2008; Linley & Joseph, 2007), but similar to the 80-90% identified in more recent research (Millard, 2017). The prevalence of personal trauma appears similar to those in other professions exposed to secondary trauma, e.g., paramedics (70%; Kirby, Shakespeare-Finch, & Palk, 2011) and police (82%; Soomro & Yanos, 2019). Yet, personal trauma in firefighters is lower (56%; Armstrong, Shakespeare‐Finch, & Shochet, 2014). Tedeschi and Calhoun (2004) proposed that personally experiencing trauma provides one with a psychological preparedness in which one acknowledges the possibility of future misfortune. Psychological preparedness then minimises the intense crisis following traumatic exposure, albeit directly or indirectly, which occurs due to trauma disputing an individual’s current schemas and assumptions about the world. However, this poses difficulties in disentangling the impact of direct and indirect trauma. Whilst it was emphasised to participants in the current study to reflect on their experiences specifically due to trauma work, it is possible that their personal experience of trauma influenced the results. There is also the possibility that the high number of participants who have experienced personal trauma in the current sample may be due to sampling bias. Therefore, the current study’s findings should be interpreted with caution.

Limitations and Future Research 
     As participants in this study self-selected, one must question the potential bias within the sample. On the one hand, it is possible that those who have struggled to cope with the impact of trauma work felt compelled to participate in research which aimed to explore this. Thus, results could be weighted towards those with difficult experiences. In opposition, those who feel the need to refute this narrative may have been eager to share the positives of trauma work. Nevertheless, the utilisation of Phase I data enabled purposive sampling to ensure that a range of participant experiences were included in Phase II to provide variability within the sample. Furthermore, partaking in research such as this requires time and reflection, which is possibly a luxury that those who are struggling to cope with trauma work may not have. Consequently, this must be considered when interpreting the results. It may be helpful to explore the experiences of those who have felt unable to cope with the impact of trauma work and have subsequently resigned or changed clientele. Whilst this study included participants who met criteria for VT and STS, coping strategies may differ substantially from those whom have already implemented their ‘exit strategy’ and felt compelled to leave trauma work.  
     In addition, this study only captured a one-off assessment of participants’ STS, VPTG, VT, and coping skills. To fully understand the process of coping with trauma work, future research should endeavour to employ longitudinal explorations at multiple time points (Cann et al., 2010).
     As the sample only included experienced therapists, comparisons to therapists with less experience cannot be made. Furthermore, the current study’s results cannot be directly compared to the extant literature which has not differentiated between experienced and inexperienced therapists. 
     It may be beneficial to further explore the applicability of CSDT via qualitative explorations, for example utilising methodologies such as framework analysis. 
     Whilst the link between therapists’ personal experience of trauma and increased likelihood of VT and STS development has not received consistent support (Benatar, 2000; VanDeusen & Way, 2006), it is worth reiterating the difficulties in disentangling therapists’ experience of personal and secondary trauma (Ludick, 2013; MacRitchie & Leibowitz, 2010). The convergence of STS and PTSD symptoms is high, and potentially schematic transformations may be a result of therapists’ own trauma, as opposed to trauma they have been exposed via during trauma work. Thus, one must interpret the results of the current study with caution. 
     As identified in previous research, the triangulation of quantitative and qualitative investigations in the current study highlighted the disparity between methods (Sabin-Farrell & Turpin, 2003). The qualitative explorations provided greater examples of therapists’ VPTG which were not reflected within their quantitative assessments, questioning the utility of current psychometrics used to assess VPTG. At present, there is no measure designed to examine VPTG. This study utilised the PTGI-SF, which was designed to assess post-traumatic growth; however, potentially this measure fails to capture the nuanced differences within VPTG (Cann et al., 2010; Manning, de Terte, & Stephens, 2015). The findings of the present study highlighted how client change motivated therapists to continue helping others through trauma work, which may reflect the professional identity component of VPTG, a concept unexplored within the PTGI-SF (Barrington & Shakespeare-Finch, 2013). Subsequently, it would be helpful for a specific VPTG measure to be developed to ensure future research can accurately capture vicarious experiences. 
Clinical Implications
     The influence of the health and social care system upon how therapists cope with the impact of trauma work seems pertinent, more so when considering the increasing number of trauma-informed services being commissioned. However, the results of this study indicate that there is much work to be done to ensure services are trauma-informed for both clients and clinicians. Expansive research into therapists’ professional development has highlighted the importance of both therapist capability and the quality of the occupational environment. For therapists to master the challenges faced at work and transition through developmental phases, they must engage in reflection which can be enhanced by services providing support, stimulation, and feedback (Rønnestad, Orlinsky, Schröder, Skovholt, & Willutzki, 2018). However, this study demonstrated how some service parameters encumber therapists from utilising strategies to mitigate against the challenges of trauma work, therefore adding an additional burden to their work. Participants were clear that if the costs of trauma work outweighed the gains, they would terminate work. It is therefore paramount that services help rather than hinder therapists to ensure the advantages preponderate over the costs. This may require services to increase their flexibility in ensuring caseloads are not trauma weighted and safeguard the accessibility of continued professional reflection throughout one’s career (Rønnestad et al., 2018; Skovholt & Rønnestad, 1995). Services too should remain vigilant to therapists becoming desensitised to trauma work; desensitisation can contribute to avoidant, detached, or overidentified therapists, all of which can be detrimental to the therapeutic relationship (Wilson, Lindy, & Raphael, 1994). The current study presents the range of therapist responses to managing the challenges of trauma work,  one of which was avoidance. As previous literature has highlighted, not only does VT and STS negatively impact upon the therapist, it can also inhibit their ability to deliver efficient care, therefore increasing services’ responsibility to ensure accommodations are made to promote therapists’ utilisation of coping strategies (Dutton & Rubinstein, 1995).

Conclusions
     The current study contributes to the STS, VPTG, and VT literature. It contests previous assumptions that the positive and negative impact of trauma work are exclusive phenomena and instead supports that they can occur simultaneously. The influence of the service a therapist works for has the potential to help or hinder a therapists’ ability to cope. Services should therefore ensure that both the client and the therapist are supported to manage the impact of trauma work.
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Overview
     The following content expands upon the information presented within the background section of the journal paper.

[bookmark: _Toc36542178]1.1 Working with Trauma
     The American Psychiatric Association (APA) Diagnostic and Statistical Manual of Mental Disorders, Version Five (DSM-5; APA, 2013) defines trauma as an individual being exposed to death, threat of death, actual or threatened serious injury, or sexual violence. They explain this can be either directly experiencing this oneself, witnessing another’s traumatic experience, discovering that it happened to a relative or close friend, or by being indirectly exposed to it (usually occurring as a result of occupation; APA, 2013). Thus, the importance of acknowledging not just the needs of people who have experienced trauma, but also the needs and risks to the therapists working with them has been widely acknowledged within the literature (APA, 2013; Beck, 2011; Collins & Long, 2003; Sabin-Farrell & Turpin, 2003; Wheeler, 2007).
     There are a variety of terms used within the literature to describe the potential consequences of working with trauma, yet despite there being conceptual differences between these, many are used inter-changeably causing a lack of consistency and difficulty when attempting to interpret results (Newell & MacNeil, 2010). These include vicarious traumatisation (VT); secondary traumatic stress (STS; sometimes referred to as secondary traumatisation); burnout; compassion fatigue; and countertransference (Sabin-Farrell & Turpin, 2003). 

     1.1.1 Burnout. The impact of trauma work upon therapists was originally attributed to be a result of countertransference or burnout (Figley, 1995). Burnout is the emotional exhaustion which can arise in multiple professions and occurs due to the overwhelming amount or complexity of work. Thus, the experience of burnout is not unique to those delivering trauma work (Figley, 1995; McCann & Pearlman, 1990). Furthermore, burnout is an occupational stress response and encompasses the three dimensions of occupational inefficiency, exhaustion, and cynicism (Maslach & Leiter, 2016). STS and some instances of VT can result immediately after hearing an account of trauma, whereas burnout usually develops from psychological fatigue over time. Nonetheless, the symptomatology of burnout and both VT and STS can be similar, including changes to a therapist’s behaviour, interpersonal communication, difficulties with work, and both physical and emotional symptoms (Trippany, Kress, & Wilcoxon, 2004). 

     1.1.2 Compassion fatigue. Compassion fatigue presents as physical and emotional exhaustion due to a professional’s recurring use of empathy over time when treating individuals who present with distress (Rothschild & Rand, 2006). Though empathy is an essential component to develop an effective therapeutic alliance when working with distress, Figley (1995, 1997, 2002a) also highlighted the potential costs associated within the compassion stress and fatigue model. Compassion stress is produced by the therapist’s residual emotional energy being required to empathise with a client, which presents as the on-going desire to alleviate the client’s suffering. The model suggests that the development of compassion fatigue occurs due to prolonged exposure to compassionate stress (Figley, 2002b). Whilst this model does consider factors which may exacerbate compassion fatigue, for example empathic ability, traumatic recollections, and life disruptions, it presents compassion fatigue as a binary concept (present or absent), and therefore fails to consider the contextual factors which may contribute to a range of responses (Figley, 2002b; Millard, 2017). 
     Some researchers argue that compassion fatigue and STS describe an identical phenomenon (Bride, Radey, & Figley, 2007) and thus, within the literature these terms are often used inter-changeably. However, unlike STS, compassion fatigue is not limited to those who deliver trauma work and is experienced across the caring professions. Compassion fatigue manifests gradually due to the cumulative effects over time and is reversible. For those delivering trauma work, STS can contribute towards and exacerbate compassion fatigue (Newell & MacNeil, 2010). 

     1.1.3 Countertransference. Countertransference accounts for the alteration of a therapist’s internal state due to their own personal experiences in direct response to the client’s material during therapeutic sessions. It can produce cognitive, emotional, physical, and behavioural reactions to a client, alongside enacting conscious and unconscious defences which are evoked by intrapsychic conflicts and associations (Pearlman & Saakvitne, 1995a). Countertransference occurs across all therapies as a result of the dyadic relationship between the therapist and client, as opposed to the cumulative effect of exposure to multiple clients’ trauma present in VT (Branson, 2018). A therapist experiencing a variety of poignant emotions during countertransference as a result of therapy is to be expected, and if explored and reflected upon can heighten the therapeutic process, whereas VT extends beyond the therapeutic session and can affect all domains of the therapist’s life (Trippany et al., 2004). Nevertheless, countertransference which is not therapeutically considered can become dangerous to the relationship, leading to disbelief, blame, inaction, and distancing behaviour (Jorgenson, 1995; Nissen-Lie et al., 2017). Therefore, whilst countertransference and VT are discrete concepts, they can be directly connected to one another. 

     1.1.4 Secondary traumatic stress. STS can include somatic, emotional, and cognitive responses within a person, comparable to post-traumatic stress disorder (PTSD); however, STS is due to indirect exposure to trauma. STS symptoms can present immediately after indirect exposure to trauma and can intensify as the amount of exposure increases (Figley, 1995). For example, the images a therapist creates in their head whilst a client describes their trauma can intrusively return and present as flashbacks, night terrors, etcetera (McCann & Pearlman, 1990). It is proposed that due to an empathic connection, indirect exposure to trauma can produce STS; however, the exact mechanism of change remains unclear (Figley, 1986). Due to the reversible nature of STS, levels often reduce when a therapist is able to access peer support from colleagues, management, and the wider system with whom they are employed (Ludick & Figley, 2017).
     Unlike the cumulative nature of VT, STS effects can be ephemeral, recurrent, and reversible. It is related to the diagnostic specification of PTSD within the DSM-5 (APA, 2013), which incorporates intrusion, avoidance, and arousal. The fifth edition of the DSM revised the criteria for PTSD to include indirect exposure to trauma as a potential precipitating factor of development. 
Therefore, therapists’ exposure through trauma work would be recognised within this description. However, the inclusion of this may endanger pathologising a normal and functional response to hearing an individual describe their traumatic experience. Additionally, this further complicates the construct of STS which can now be conceptualised as both STS and PTSD. 
     The greater a therapist’s capacity for concern towards a client and ability to empathise, the greater possibility of personal distress for the therapist (Salston & Figley, 2003). In the absence of empathy, STS cannot develop. However, emotional resonance is a crucial component of effective therapeutic change and service delivery (Figley, 2002a). Counterintuitively, the relationship between empathy and burnout in clinicians is actually inverse (Lamothe, Boujut, Zenasni, & Sultan, 2014). Thus, the empathy paradox highlights how empathy can both help and hinder a trauma therapist (Salston & Figley, 2003). 

     1.1.5 Vicarious traumatisation. VT includes both the somatic, emotional, and cognitive responses of STS and cognitive shifts producing overwhelming emotions, diminished or devoid trust in others, disconnection from others, increasing feelings of helplessness and powerlessness (Iqbal, 2015; McCann & Pearlman, 1990; Sabin-Farrell & Turpin, 2003). For a therapist, VT can develop through the accumulation of indirect exposure to trauma via their work (McCann & Pearlman, 1990). However, for VT to develop, a process beyond simply being exposed to another’s trauma must occur (see Figure 2.). When one uncovers another’s trauma narrative (e.g., a therapist hearing a client’s description, or reading about this via case reports, or through witnessing in the room the impact this has on the client), one participates in a secondary process of either engaging (empathically or otherwise) or not engaging with this (either consciously or unconsciously). For example, a therapist may not engage with a client’s traumatic experience by changing conversation (conscious effort), or by dissociating whilst the trauma is being described (unconscious effort). Alternatively, a therapist may engage with a client’s traumatic experience, which may remind the therapist of their own unprocessed/partially processed traumatic experience, causing the therapist to be overcome by their own experience (identification), or the therapist may empathise with a client’s experience by imagining and feeling how the client feels, either as the trauma occurred or during the present recollection. It is the latter of these processes in which a therapist is most vulnerable to developing VT, as vicariously experiencing trauma alongside the client risks altering the way in which a therapist understands the world (their frame of reference[footnoteRef:31]). [31:  Please see Section 1.5.1.1.1 for further explanation of this.] 


Figure 2. Procedural Diagram: Antecedents to Vicarious Trauma 

In summary, the therapist is exposed to a) the description of the trauma (which alone would not result in VT), and, depending on whether or not they engage with the description of the trauma, potentially b) the anxiety and distress associated with the traumatic experience (which if they empathically engage with, increases their vulnerability to VT).
 
     1.1.5.1 Theoretical explanations of vicarious trauma.  A range of processes have been theorised to be involved in the development of VT, including cognitive theories, countertransference, empathy, and emotional contagion (detailed further below). Akin to the overlap present in the terminology utilised to explain VT, there is also overlap in the theoretical mechanisms involved in VT.
     
     1.1.5.1.1 Cognitive theories. The most prevalent understanding of VT originates from the cognitive theory of schemas or core beliefs, whereby early experiences shape one’s understanding of the world and create templates in which one anticipates future events to match (Young, Klosko, & Weishaar, 2003). Comparable to the transformations a client experiences in their beliefs and ways in which they view their self and the world following trauma, therapists can undergo similar cognitive shifts due to empathically engaging with their clients’ trauma. The three basic assumptions most impacted by trauma include: the view that one is not vulnerable, the view of the self in a favourable light, and the view that the world is fair and reasonable (Janoff-Bulman, 1985). Janoff-Bulman (1992) suggested two cognitive processes occur after exposure to trauma, either direct or indirect, which enables an individual to rebuild their assumptions about the world. These are: 
1) the processing of potentially threatening information via automatic patterns. This reflects understandings of the cognitive mechanisms previously outlined by Piaget (1971) of assimilation, whereby new experiences complement previous schemas, and accommodation, whereby new experiences contradict previous schemas and schemas are consequently modified to incorporate additional knowledge;
2) the ability to reconstruct valued assumptions via deliberate efforts. This entails a conscious exploration of one’s current beliefs, and therefore a conscious modification of such to adapt to the trauma. 
[bookmark: _Ref36380243]     Janoff-Bulman (2004) explained the integration of trauma is therefore permanently encoded into a person’s schemas, echoing one’s personal vulnerability and disillusionment; thus, an individual’s basic assumptions about their view of the world and their own safety are more negative. Out of the two cognitive processes above, the former is more likely to account for VT, as it would seem paradoxical for a therapist to deliberately modify their beliefs about their self, others, and the world to be more negative. The information a client shares with a therapist during trauma work may significantly contradict a therapist’s own schemas. The schema domains typically affected, and therefore altered by VT, are the beliefs and expectations a person has developed about themselves, others, their view of the world, power, safety, trust, intimacy, and independence (Pearlman, MacIan, Johnson, & Mas, 1992). The disruptions in schemas as a result of trauma work is further explained within the trauma theory of Constructivist Self-Development Theory (CSDT; McCann & Pearlman, 1990; Pearlman & Saakvitne, 1995b), which illustrates how a client’s trauma experience is incorporated into a therapist’s frame of reference[footnoteRef:32] (i.e., based on this new knowledge how do I now view this world? Have my spiritual beliefs changed due to this?), and their schemas surrounding their central psychological needs31 (i.e., do I believe I am safe? Do I have any control in this world? Who can I trust?; Pearlman & Saakvitne, 1995b).  [32:  Detailed further below. ] 

     The CSDT integrates constructs from social learning and analytical theories to produce an integrative personality theory that illustrates how the development of self is shaped by traumatic occurrences or environments. It has been identified as a clinical trauma theory which provides a framework for both resilience and destruction after trauma (Saakvitne, Tennen, & Affleck, 1998). The constructivist assumption which underlies the CSDT is that each person creates and construes their own reality (Epstein, 1985; Mahoney, 1981; Mahoney & Lyddon, 1988), thus, offering an explanation for why each individual’s interpretation and experience of trauma is unique. 
     The CSDT explains that the development of one’s personality follows the interplay of core self-capacities (shaped by early experiences, attachment relationships, and ego resources) and established beliefs and schemas (based upon collective experiences and an individual’s attributed meaning to such), which then moulds a person’s perception and experience (Saakvitne et al., 1998). It highlights five key areas of the self which are affected by trauma:

1. Frame of Reference: the way in which one normally understands their self, the world, and spirituality. 

2. Self-Capacities: a person’s ability to identify, tolerate, and assimilate affect, whilst maintaining a compassionate inner connection with the self and other people.
3. Ego Resources: resources that are required to maturely meet one’s psychological needs, e.g., self-observation, use of cognitive and social abilities to preserve relationships and to protect one’s self.
4. Central Psychological Needs: disrupted cognitive schemas reflect these within five domains: intimacy, trust, safety, esteem, and control (expanded further below).
5. Perceptual and Memory System: sensory experience and biological adaptations.  

     When an individual experiences trauma, directly or indirectly, they must assimilate the event, context, and consequences into their existing beliefs about themselves and others. Thus, the five areas described above incorporate an individual’s experiential and cognitive methods to organise the traumatic experience. The above offers explanation for why people respond differently to what can appear to be an identical trauma; due to the individual differences between a person’s identity, their view of the world, spirituality, idiosyncrasies of self-capacities and ego resources, in addition to variations in inter-personal and sociocultural contexts (Saakvitne et al., 1998).
     The CSDT offers an explanation for both the cumulative and instant changes people can undergo as a result of trauma. Firstly, abrupt changes occur as a result of an acute traumatic incident (e.g., a road traffic collision). Secondly, gradual changes transpire due to the continual accommodation and adaption that follow a trauma, albeit an acute (e.g., the adjustment to a loss of limb) or repeated exposure to trauma (e.g., recurrent domestic violence). The method of change and adaptation to trauma is therefore viewed as a continual process.
      Whilst the CSDT typically focuses on VT and how negative belief changes occur due to the exposure to clients’ trauma, it may also be able to offer an explanation for vicarious post-traumatic growth (VPTG). For example, the effects of trauma can produce both pain and growth, components which are not mutually exclusive and can occur simultaneously (Joseph & Linley, 2008). The process of re-appraisal is not restricted to incorporating the negative experiences of a client’s trauma, but can include an appraisal of increased value of life, producing an increased appreciation of existence and all of the contributing factors of such, i.e., relationships and spirituality, thus participating in a shift from searching for the meaning of life, to actually creating the meaning. Therefore, if a therapist generates meaning-making and assimilates this additional knowledge into their pre-existing schemas, growth can occur. In regard to an increased appreciation of value of life, these changes therefore complement the components of VPTG: philosophy of life (spirituality), self-perception (identity), improved interpersonal relationships (worldview), and professional identity (identity). These changes reflect those recognised within the frame of reference (changes in identity, worldview, and spirituality) which have been regarded as the key element of change following trauma exposure (Saakvitne et al., 1998).
     Trauma work typically encompasses a client describing their trauma and its sequalae. The therapist will experience a variety of psychological reactions listening to this. Through the process of empathic engagement, a therapist can often connect to their clients’ trauma and as a result is less guarded and defended (Williams, Helm, & Clemens, 2012). To incorporate this experience into the therapist’s knowledge, alterations in the therapist’s schemas about the way they view themselves, the world, and others occur (Trippany et al., 2004). Profound changes in a therapist’s schemas and belief areas surround the five central psychological needs. Changes in these areas can relate both to the self and to others:

     A) Safety. This core need refers to one feeling secure and not unduly exposed to risk. It can incorporate confidence in one’s ability to protect oneself or others from harm, both physical and psychological (Pearlman & Saakvitne, 1995b). When beliefs about safety are disrupted, a therapist may view themselves as vulnerable or others as dangerous, therefore being suspicious about people’s intentions. In relation to safety of others, therapists may become over-protective with those they care about, i.e., checking on people’s well-being, or may find themselves increasingly worried about their welfare. 
     Therapists have become increasingly concerned about the welfare of their children when not with them or have noticed their cynicism towards the well-being of others’ children (Steed & Downing, 1998; Trippany et al., 2004). Previous research highlighted therapists view themselves as more vulnerable due to trauma work, have increasing concerns about their own safety and may enrol in self-defence classes, and increase home security (Arnold, Calhoun, Tedeschi, & Cann, 2005; Trippany et al., 2004).

     B) Intimacy. Intimacy can include feeling close and connected to significant others, i.e., family and friends, and can also extend to physical intimacy, i.e., with one’s partner. If intimacy towards others is affected, a therapist may experience feelings of isolation and become withdrawn, their significant others may notice a change in their behaviour and recognise a difficulty in the therapist’s ability to either be physically or emotionally present with them (Pearlman, 1995). Regarding the self, intimacy can include an understanding, self-reflection, and knowledge of oneself. Disruptions to a therapist’s schemas about self-intimacy may present as the therapist finding spending time in solitude difficult, no longer enjoying activities they previously engaged in, and feeling a sense of no longer knowing who they are (Trippany et al., 2004). 
     Therapists may struggle to personally engage in physical intimacy with partners due to intrusive images and reminders about a client’s trauma, especially if working within sexual abuse settings (Goldblatt, 2009). This can therefore produce secondary impacts upon a therapist’s personal relationships with their spouse or partner (Trippany et al., 2004). VT can cause therapists to feel isolated due to overwhelming feelings which may result in therapists severing usual connections, especially work colleagues and other therapists (VanDeusen & Way, 2006). Reductions in a therapist’s intimacy with others can result in emotional detachment from their clients and a reduction in empathy (VanDeusen & Way, 2006).

     C) Control. This belief regards one’s desire to be able to regulate thoughts, feelings, and actions of oneself and others. Indications of disruption to a therapist’s control beliefs about themselves may incorporate a clinician feeling helpless and unable to influence their future (Pearlman & Saakvitne, 1995b). Conversely, if disruption occurs in control beliefs about others, this may manifest as feeling powerless and unable to shape or influence the behaviour of others. Alternatively, a therapist may be over-controlling towards others, in an attempt to reclaim a sense of control, or may hand over all control to another and therefore lose autonomy, becoming reliant on others.
     Clinicians can have difficulty tolerating or may even reject clients’ “out of control” (Hesse, 2002, p. 302) emotions. In an attempt to regain control, therapists may install rigid and unreasonable boundaries to create distance between themselves and the client. Alternatively, if a therapist is also presenting with STS, therapists may seek intimacy within the therapeutic relationship in an attempt to over-compensate for lack of intimacy within their personal relationships as a result of STS (Hesse, 2002). Occasionally due to feeling helpless and vulnerable when hearing a client’s trauma, therapists have imposed unrealistic expectations upon themselves and felt that they are responsible for a client’s recovery (Hesse, 2002). Perceptions of a reduction in self-control have been displayed more so in therapists with less experience and those who are working with clients who are detained (Knight, 2010).

     D) Trust. Trust towards others incorporates a belief that other people are reliable, will tell the truth, and deliver on things they have promised. This enables an individual to be attached to others and depend on them (Pearlman & Saakvitne, 1995b). If disruptions in this belief area occur, a therapist may reduce their trust in others, therefore anticipating others will lie, be deceitful, and actively intend to harm. Trust can also refer to a therapist’s confidence in their own ability to judge people or to assess another’s character, and when this ability is perceived as flawed, one may become overly independent and isolated.  
[bookmark: _Hlk44864496]   Therapists who have supported multiple clients who have been victims of a terrorist attack delivered by a minority group may become suspicious and judgemental of all minority group members. This suspicion is not restricted to future encounters and may also extend to previous relationships with minority group members (Trippany et al., 2004). Therapists with personal experience of trauma have been found to be more mistrusting (Pearlman & Mac Ian, 1995; VanDeusen & Way, 2006). However, findings in relation to therapists’ personal trauma are difficult to disentangle, as belief changes may be a result of their own trauma as opposed to trauma they have been exposed to during their work. Working with specific client groups, i.e., survivors of domestic violence, can also cause therapist mistrust towards specific populations, i.e., males (Costa et al., 2015; Roberts & Price, 2019).

    E) Esteem. It is important for people to feel confident in one’s own worth and abilities. In addition, people need to feel valued and appreciated by others, thus increasing their self-esteem (Pearlman, 1995). For therapists, disruptions in their esteem may lead to a more negative view of themselves affecting their confidence and personal identity. Additionally, their connection with others may be hindered affecting both personal and professional relationships. Therapists may question their therapeutic skills, which may in turn negatively impact their ability to develop a therapeutic relationship or to conduct trauma work. 
     As progress in trauma work can be slow and take a great deal of investment, this may negatively impact upon therapists’ professional esteem, presenting as doubts in their clinical competencies, especially in therapists who are newly qualified or new to trauma work (Arnold et al., 2005; Hesse, 2002; Knight, 2010; Pearlman & Mac Ian, 1995). It can also lead therapists to question their abilities in other areas of their life, such as their contributions to family relationships or parenting capabilities (Dursun, Sener, Esin, Ançi, & Yalin Sapmaz, 2014). Therapists struggling with a reduction in self-esteem may utilise numbing behaviours (including abusing alcohol, over-eating, and excessive spending) in an attempt to regulate affect (Hesse, 2002). 
     It is worth noting that Hesse (2002) argues the five central psychological needs’ schemas should be extended. Alternatively, Hesse (2002) presents that seven schemas best represent the cognitive structures affected by VT, in that ‘control’ expands to ‘power and control’, and also interdependence to be included. Power and control refer to the therapist’s need to maintain control of all personal relationships. This occurs due to feelings of helplessness when listening to clients’ trauma narratives on a daily basis. As a result of recognising one’s vulnerability in the face of trauma and feeling out of control, therapists may also feel a loss of interdependence (Hesse, 2002; Pearlman & Mac Ian, 1995; Pearlman & Saakvitne, 1995b).

     The CSDT purports that the cognitive shifts of VT are "pervasive…cumulative…permanent” (McCann & Pearlman, 1990, p. 136) and utilises Piaget’s (1971) theoretical explanations of assimilation and accommodation to account for therapists’ schematic transformations. The CSDT explanation is well established within the literature. However, the stipulation of VT producing perpetual transformations which occur due to the process of continual revisions of schemas to incorporate new information is paradoxical. In their most recent publication, McCann and Pearlman (2015) acknowledge that the CSDT was guided by multiple theories which are not wholly compatible but were selected and combined due to their individual utility in providing an explanation for the transformations for both the client following trauma, and the therapist following trauma work. McCann and Pearlman (2015)  further report that over time as the CSDT is tested empirically, components may be “integrated or discarded, as appropriate” (McCann & Pearlman, 2015, p. 27). And thus, potentially it is time to modify this theory; by recognising the research questioning the notion that schematic changes are permanent and irreversible. For example, therapeutic approaches such as cognitive-behaviour (Beck, 1967) and schema therapy (Young, 1999) have received empirical support for their effectiveness in modifying core beliefs/schemas in PTSD. Whilst there are no studies at present exploring the utility of cognitive-behaviour or schema  therapy in treating VT, one would anticipate them to have similar benefits (Aghayousefi, Amirpour, Alipour, Zare, & Badri, 2016; Cockram, Drummond, & Lee, 2010; Palic & Elklit, 2011).

     1.1.5.1.2 Countertransference. Prior to the influence of the CSDT, a heavily cited alternative theory for VT was that of countertransference[footnoteRef:33] (Blair & Ramones, 1996; Pearlman & Saakvitne, 1995a; Sabin-Farrell & Turpin, 2003). As trauma therapy is more likely to evoke specific therapeutic dynamics (e.g., abuser-rescuer, victim-perpetrator), a therapist may experience rescue fantasies or an intense preoccupation with a client, due to countertransference (Muller, 2010; Zorzella, Rependa, & Muller, 2017). When recognised and considered, countertransference can provide additional insights into a client’s experience, i.e., through recognising the dynamics and enactments between client and therapist within session (Stern, 2003, 2013). However, if a therapist is pulled to enact such roles (e.g., abuser or perpetrator) the associated feelings may be difficult to tolerate and can challenge a therapist’s personal identity, worldview, belief systems, and result in an increase in their defences and a reduction in their self-awareness (Catherall, 1991; Courtois, 1988; Sabin-Farrell & Turpin, 2003).  [33:  As detailed above, please see Section 1.1.3. ] 

Countertransference reactions toward clients can be exacerbated by a therapist’s VT, as the disruption to a therapist’s cognitive schemas contributes to their unconscious material which may be evoked during trauma work sessions, in addition, the therapist’s ability to recognise such experiences as countertransference may reduce (Pearlman & Saakvitne, 1995b; Saakvitne, Pearlman, & Abrahamson, 1996). Alternatively, VT can have the reverse effect, heightening countertransference within sessions due to the therapist’s increased attunement to information or experiences which align and support a therapist’s cognitive shifts due to VT (Pearlman & Saakvitne, 1995a; Saakvitne et al., 1996). However, some reject this dichotomous stance and propose that countertransference and VT become fused, suggesting that concordant identification[footnoteRef:34] may more appropriately describe the countertransferential components of VT (Gartner, 2014; Shubs, 2008). Howbeit, Boulanger (2018) has scrupulously examined Racker’s (1957) presentation of concordant identification in relation to VT, drawing attention to Racker’s description of the therapist’s concordant identification towards the client as “based on the resonance of the exterior in the interior, on recognition of what belongs to another [the client’s] as one’s own [the therapist’s]” (Racker, 1957, p. 312). When a therapist is vicariously traumatised, the therapist has identified with the client’s overwhelming affect and discombobulated cognitions in relation to their trauma, whereas concordant identification regards the therapist identifying with a client’s relationship towards their internal objects[footnoteRef:35] (Boulanger, 2018). [34:  Countertransference in relation to a therapist personally identifying with a client and empathising with the client’s experience (Racker, 1957).]  [35:  Internal object(s) is a term utilised to describe the mental representations one develops based on their relationships with external objects (Klein, 1932).] 

     Whilst the discussion above demonstrates how countertransference and VT increase a therapist’s vulnerability to each other, they remain distinct concepts. 

     1.1.5.1.3 Emotional contagion. When one, potentially unconsciously, experiences parallel emotions (in trauma work, typically distress) to those of another, emotional contagion has occurred. Emotional contagion differs to empathy, which is instead an understanding of another’s experience (Figley, 1995; Sabin-Farrell & Turpin, 2003). It is theorised that emotional contagion occurs in multiple components which are uncontrollable, unintentional, and automatic: firstly, imitation- people have a primitive tendency to mirror and synchronize with one another’s emotional experiences; secondly, reactions- following one’s imitation of an emotion, a person is likely to adopt associated expressions of said emotions, e.g., disgust may evoke facial responses (such as curling of the lip); and thirdly, contagion- as a consequence of the previous two components, emotions can literally spread in a group of people, e.g., hostility (Hatfield, Cacioppo, & Rapson, 1993). 
     When utilised therapeutically, emotional contagion can enable a therapist to physically feel a client’s experience, thus enabling them to then empathise with the client (Coutinho, Silva, & Decety, 2014). The automatic emotional reverberations in the therapist can also provide an additional insight to a client’s experience, one which may contradict their verbal descriptions, and is therefore a useful therapeutic component, but only if a therapist can identify emotional contagion (Boulanger, 2018). However, if a therapist is unable to recognise emotional contagion and mistakenly interprets emotions as their own, such experiences may be incongruent with the therapist’s personal identity, worldview, and belief systems and thus increase vulnerability to VT.  

     1.1.5.1.4 Empathy. Empathy is the conscious awareness of recognising one’s affective state has been altered by observing another’s emotions. It incorporates an openness and tolerance to considering and experiencing another’s perspective, often described as putting oneself into another’s shoes (Elliott, Bohart, Watson, & Greenberg, 2011; Hojat, 2007). Rogers (1980) defined empathy in therapy as “the therapist’s sensitive ability and willingness to understand the client’s thoughts, feelings and struggles from the client’s point of view. [It is] this ability to see completely through the client’s eyes, to adopt [their] frame of reference...” (Rogers, 1980, p. 85). Empathy can occur both cognitively (e.g., recognising and understanding another’s presentation) and affectively (e.g., experiencing identical feelings to another). Some wider healthcare practitioners have described affective empathy as a “liability” (Schwan, 2018, p. 347), something that should be avoided; however, as described previously[footnoteRef:36], empathy is cited as a key requisite for a positive therapeutic alliance and subsequent success in therapeutic work (Conoley, Pontrelli, Oromendia, Carmen Bello, & Nagata, 2015; Kim, 2018). [36:  Please see Section 1.1.2.] 

     From research exploring adult survivors of child sexual abuse, Pearlman and Saakvitne (1995a) developed a model which highlighted how cognitive and affective empathy in trauma work could increase the risk of developing VT. By empathising with a client’s traumatic experience, the psychological distance between a therapist and client is reduced. Furthermore, a therapist may also empathise with both the client’s current (e.g., an adult survivor) and historic experiences (e.g., a child being sexually abused). For example, during therapy work with an adult survivor, a therapist may empathically connect, both cognitively and affectively, with their client as a child who is being sexually abused. This may gravely contest the therapist’s frame of reference (the way in which the therapist views the world, e.g., that the world is safe and fair- sexual contact with a child is illegal and against social norms) and their central psychological needs (their beliefs about trust, e.g., that adults would not abuse children, especially their caregivers), and thus such information would require a therapist’s schemas to accommodate this new information, resulting in VT. Pearlman and Saakvitne (1995a) reported that empathising with historic trauma experiences posed an even higher risk of producing VT, as one would assume such an experience would be most likely to contradict a therapist’s current schemas. 
     Empathy has also been identified as a mechanism which can reduce the development of burnout and increase the likelihood of VPTG (Lamothe et al., 2014; Linley & Joseph, 2007). All the while, empathy also poses risks to the therapist by increasing the likelihood of STS and VT, and through developing into compassion fatigue (Figley, 2002b; Linley & Joseph, 2007; Salston & Figley, 2003). In a study of burnout in General Practitioners (GPs), the phenomenon “clinical empathy” (Zenasni, Boujut, Woerner, & Sultan, 2012, p. 347) was proposed; an optimal empathic connection which enabled GPs to utilise predominately cognitive empathy to understand the experience(s) of their clients and, whilst they did not actively avoid affective empathy, ensured they kept in mind that their clients were separate people (Zenasni et al., 2012).   

     1.1.5.2 The impact of vicarious trauma upon trauma work. VT can hinder a therapist’s ability to conduct trauma work, leading to detrimental effects upon both the therapist themselves and the clients they are working with (Harrison & Westwood, 2009; Iqbal, 2015). Shifts in the therapist’s frame of reference can result in accommodating the traumatic experience of their clients into their own belief systems; therefore, this may cause the therapist to view the world negatively, themselves as more vulnerable, and reduce their spirituality by diminishing feelings of hope and increasing cynicism. Subsequently, each of these components can negatively impact upon a therapist’s ability to facilitate a safe therapeutic relationship (Pearlman & Saakvitne, 1995a). Fluctuations in a therapist’s self-capacities, including the ability to preserve an inherent sense of self-identity may reduce their capacity to tolerate and control their emotions, to connect and relate to others, and to sustain a positive view of themselves (Pearlman & Saakvitne, 1995a). Impacts upon a therapist’s ego resources, which a therapist requires to fulfil their psychological needs and to inter-personally relate with a client (e.g., self-reflection and empathy), are also required in the establishment and maintenance of therapeutic boundaries (Pearlman & Saakvitne, 1995a). VT has further been found to result in a reduction in motivation, empathy and efficacy (Baird & Kracen, 2006). The dyadic intersubjective process of VT has thus cast question over the term vicarious trauma, with some purporting that such a term implies a one-person model in which trauma transfers from the client to the therapist, failing to account for the joint residency of trauma in both parties simultaneously (Boulanger, 2018; Gartner, 2014); thus, Gartner (2014) proposed yet another term: countertrauma. However, VT remains dominant in the current literature. 
     Pearlman and Saakvitne (1995b) emphasised that VT is actually a normal and adaptive response to repeated exposure to indirect trauma, thus allowing a therapist to regulate their emotional response to the demands of trauma work. To further draw on the empathy paradox, although VT can develop due to a therapist’s empathic response to their client’s trauma, empathy has also been shown to be a protective factor for VT. Therefore, some authors emphasise therapists should actually encourage this humane response to hearing explicit recollections of trauma (Harrison & Westwood, 2009; Joubert, Hocking, & Hampson, 2013; Walker, 2004).

     1.1.6 Vicarious posttraumatic growth. In addition to the difficulties present within the aftermath of trauma, the experience can also lead to beneficial developments within a person’s life. The effect of positive secondary benefits or changes which occur due to highly challenging life circumstances has been termed post traumatic growth (Tedeschi & Calhoun, 1995). Through vicarious exposure to an individual’s trauma, those around them can also undergo such positive developments producing VPTG (Arnold et al., 2005). There is a growing body of literature supporting the development of VPTG within family members (McCormack, Hagger, & Joseph, 2011), interpreters (Splevins, Cohen, Joseph, Murray, & Bowley, 2010), and therapists (Cohen & Collens, 2013). Post traumatic growth and VPTG do not entail returning to one’s previous self prior to the traumatic event (including an individual’s fundamental assumptions about the world), but instead occur when a person is able to adjust their assumptions to accommodate the traumatic event, irrelevant of whether trauma has been experienced directly or indirectly (Janoff-Bulman, 2004). Witnessing a client experience the debilitating pain of trauma and supporting them to recognise and develop their coping abilities can provide therapists with an enriched view of peoples’ capabilities in life. In addition, due to the experiential acknowledgement of the reality that tragedy is random, it can also lead to further considerations about a therapist’s own life, priorities within this, and an increased value in relationships with others and spirituality (Arnold et al., 2005).   
     Whilst reviews have demonstrated that the constructs of VPTG mirror those of post traumatic growth of trauma survivors, subtle differences have also been found highlighting this is a different concept (Manning, de Terte, & Stephens, 2015). Alongside increased personal strength, spiritual growth, and improved interpersonal relationships, a unique component in VPTG includes professional identity, whereby therapists feel more competent and skilled in their occupational abilities, gain an increased value from their work, and feel that they are able to make a difference in trauma survivors’ lives (Barrington & Shakespeare-Finch, 2013; Guhan & Liebling-Kalifani, 2011; Satkunanayagam, Tunariu, & Tribe, 2010).
     The concept of VPTG has been debated within the literature as either a coping strategy, a distinct outcome, or a continuing process of trauma work. For example, Janoff-Bulman (2004) critiques Tedeschi and Calhoun’s (1995) presentation of post traumatic growth as a concept which occurs as an outcome of coping with trauma, and instead argues that a greater understanding of the process is required. She argues instead that growth develops through distinct models: strength through suffering, existential re-evaluation, and psychological preparedness. These models may map on more broadly to the model Calhoun and Tedeschi (1999) present for VPTG: philosophy of life, self-perception, interpersonal relationships, and professional identity. Regardless of the specifics of these models, they all share the common theme that the person undertakes the challenging cognitive-processing task to integrate the new knowledge of trauma (be that directly or indirectly).

     1.1.7 The relationship between secondary traumatic stress, vicarious traumatisation, and vicarious post traumatic growth. Despite the ambiguity about prevalence rates of VT and STS, it is evident that they pose harmful consequences for a therapist’s personal and professional life. VT can frequently encompass the symptomatology associated with STS, including agitation, hyperarousal, intrusive thoughts, and sleep disturbance. These manifestations are believed to be a consequence of the cognitive shifts in which a therapist views the world (Pearlman & Saakvitne, 1995b). They both include a reduction in motivation, empathy, and efficacy (Baird & Kracen, 2006; Pearlman & Saakvitne, 1995b; Trippany et al., 2004). Adverse implications can also extend to clients, as in an attempt to manage STS and VT, a therapist may distance themselves physically or emotionally from a client and their trauma narrative. Such actions may result in exacerbating a client’s feelings of isolation, rejection, and helplessness (Dutton & Rubinstein, 1995). 
     Whilst VT and VPTG are viewed as independent processes from different schemas resulting in diverse outcomes, Cohen and Collens (2013) proposed that they are connected. This idea received further support with Sui's (2015) research exploring the impact of working with trauma upon six psychologists in South Africa. Through qualitative interviews, she explored the challenges experienced and the psychologists’ reactions to trauma work. All participants described symptoms of VT, including changes in belief systems. In addition, all participants also discussed experiences of VPTG. The self has been described as multi-faceted and information can be accommodated within schemas as both positive, resulting in growth, and negative, resulting in distress and psychopathology (Joseph & Linley, 2008; Linley, Joseph, & Loumidis, 2005). This may offer some explanation of the variance of responses to traumatic material both between and within therapists. Predictors of VPTG include increased empathy, sense of coherence, social and organisational support (Linley & Joseph, 2007; Linley et al., 2005). Positive factors of trauma work have been identified within qualitative studies, firstly, within therapists’ professional life, such as an increase in growth, confidence, job satisfaction, and resilience (Benatar, 2000; Myers, 2016; Steed & Downing, 1998); and secondly, within improvements in their personal life, such as increased spirituality, appreciation and improved relationships with significant others (Calhoun & Tedeschi, 2013; Linley & Joseph, 2007). Cohen and Collens (2013) further emphasised the need for VT and VPTG to be explored together to increase current understanding. 
     VPTG and STS have been described as opposing ends of the same continuum, in which a therapist’s exposure to trauma work can produce both negative symptoms and positive developments. However, this does not mean they cannot be experienced simultaneously as some studies have identified a positive relationship between the two (Davis & Macdonald, 2004; Kjellenberg, Nilsson, Daukantaité, & Cardeña, 2014). Manning et al. (2015) proposed that this concurrent experience may be due to the initial shock a therapist feels when hearing a client’s trauma, which shatters a therapist’s previously held view of the world, and therefore leads the foundations for the therapist to simultaneously develop both positive (i.e., VPTG in recognising the resilience of mankind) and negative (i.e., STS in intrusive recollections of the event) responses to this. Nevertheless, research in this area is still developing and other theories exist, such as a curvilinear relationship between VPTG and STS (Shiri, Wexler, Alkalay, Meiner, & Kreitler, 2008). However, additional research is needed to explore the relationship between these constructs further.  

[bookmark: _Toc36542179]1.2 Methodological Considerations
     While researchers have endeavoured to explore multiple constructs within the STS, VPTG, and VT literature, they have often produced inconsistencies regarding severity and prevalence (Cohen & Collens, 2013; Sabin-Farrell & Turpin, 2003). These ambiguous results may be due to methodological limitations, as quantitative studies have often varied in their use of standardised measures used, if at all, to assess VT and STS (Kadambi & Ennis, 2004). STS can be measured by the Secondary Traumatic Stress Scale (STSS; Bride, Robinson, Yegidis, & Figley, 2004) which has received support for its psychometric properties (Bride, 2001; Ting, Jacobson, Sanders, Bride, & Harrington, 2005). An alternative and widely used assessment of STS is the Professional Quality of Life (ProQOL; Stamm, 2005) questionnaire. However, Heritage, Rees, and Hegney (2018) have expressed caution and emphasised the need for additional exploration of the ProQOL’s ability to assess STS. The Trauma and Attachment Belief Scale™ (TABS™; Pearlman, 2003) is the most widely used assessment of VT. However, this 84-item questionnaire was actually designed to assess trauma in client populations as opposed to therapists. The TABS™ has received criticism for its poor utility at assessing VT (Baird, 1999; Kadambi & Truscott, 2003; Millard, 2017; Sabin-Farrell & Turpin, 2003). Methodological limitations are also present with the qualitative explorations of VT, as many studies fail to provide enough information for findings to be replicated or have failed to fully explore the cognitive disruptions associated with VT (Kadambi & Ennis, 2004). 

[bookmark: _Toc36542180]1.3 Coping 
     Trippany, Wilcoxon, and Satcher (2003) proposed that a predictive profile of therapists who are at risk of VT may not exist. Therefore, exploring instead how therapists cope with their work may offer a valuable insight into any effects, both positive and negative, and how individuals manage these. As yet, research exploring coping alongside STS, VT, and VPTG is limited (Bober, Regehr, & Zhou, 2006).
     Coping was originally explored within a psychodynamic framework whereby it related to an individual’s utilisation of defence mechanisms, in an attempt to tolerate anxiety produced by internal threat and conflict (Freud, 1933; Gleitman, Fridlund, & Reisberg, 1999). In recent research, conceptualisations of coping have moved to conscious techniques applied in response to a stressful event (Lazarus & Folkman, 1984). Whilst there are multiple theories of coping within the broader literature, the differentiation of coping into two categories: problem-focused and emotion-focused is well utilised (Kestenbaum & Mangelsdorf, 2013). The segregation of coping strategies based upon their function, whereby coping either deals with the problem (problem-focused) or concerns managing the emotional consequences of a stressor (emotion-focused), originates from the transactional stress model (Lazarus & Folkman, 1984). 
     Lazarus (1993) highlighted that there are no inherently good or bad coping processes; how a style is viewed is dependent upon the outcome measurement and duration. For example, excessive alcohol intake may facilitate the short-term alleviation of pain; however, this ends once an individual becomes sober and may result in physical health difficulties if utilised for long durations. Therefore, coping strategies can be utilised in a successful or unsuccessful manner (McCrae & Costa, 1987). The combination of the stressor and individual will influence the strategy adopted, which will be either appropriate in managing the stressor or not, rendering the strategy as adaptive or maladaptive (Carver & Connor-Smith, 2010; McCrae & Costa, 1987). 
     Problem-focused coping skills are typically more useful in situations that can be controlled, while emotion-focused coping skills may prove advantageous in uncontrollable circumstances (Folkman, Lazarus, Dunkel-Schetter, DeLongis, & Gruen, 1986). Thus, emotion-focused coping skills may be applicable within trauma work where little, if anything, can be done to control the traumatic event. Nevertheless, the therapist instead may focus on the present and what can be done to alter the lasting effects of trauma and therefore problem-focused techniques may be adopted. Carver, Scheier, and Weintraub (1989) reported that neither emotion- nor problem-focused coping strategies account for avoidance, which aims to ignore both the stressor itself and the emotional disturbance caused by it. However, avoidance can be interpreted as an emotional-focused strategy, by ignoring or avoiding the emotional consequences; one is in fact altering the distressing affect caused by the stressor.
     Research into coping styles within VT and STS remains inconsistent as some studies report problem-focused coping styles are linked with the development of VT (Beck, 2011; Follette, Polusny, & Milbeck, 1994; Pearlman & Saakvitne, 1995b; Way, VanDeusen, Martin, Applegate, & Jandle, 2004). Whereas others report that therapists who adopt problem-focused over emotion-focused coping styles have been found to have lower levels of STS and VT (Camerlengo, 2002; Schauben & Frazier, 1995; Weaks, 1999). 

     1.3.1 Problem-focused coping. Problem-focused strategies such as engaging in activities both within and outside the workplace have been found to prevent or minimise the effects of STS and VT. Whilst at work, strategies have included utilising supervision, peer support, and training to increase beliefs of self-efficacy and prevent feelings of isolation, and ensuring caseloads are not trauma dominated (Hesse, 2002; Pearlman & Saakvitne, 1995b). In regards to home life, recommendations include maintaining a work-life balance, engaging in self-care and leisure activities, in addition to therapists accessing therapy themselves to manage personal trauma histories, STS symptoms and countertransference due to their work (Astin, 1997; Dane, 2000; Hesse, 2002; Iliffe & Steed, 2000; Pearlman & Saakvitne, 1995b). However, some problem-focused strategies, i.e., discussing concerns and the impact of the work with family members may be unsuitable for managing the effects of trauma work due to confidentiality parameters (McCosker, Barnard, & Gerber, 2001). When considering how coping impacts upon performance levels, problem-focused strategies have been found to be more effective due to reducing or neutralising challenging emotional consequences of a stressor (Ben-Zur, 2009; Zeidner & Ben-Zur, 1994). Carver et al. (1989) emphasised that gaining the knowledge that strategies were available and accessible can result in one re-appraising a stressor as less threatening. Alongside this, they highlighted that if an individual regarded a strategy as ineffective, this could result in a subsequent re-appraisal of the stressor being interpreted as more dangerous. 

     1.3.2 Emotion-focused coping. Emotion-focused coping has been found to contribute to building resilience, particularly in the prevention of secondary PTSD and VT (Agaibi & Wilson, 2005; Gulin, 2017). Emotion-focused techniques such as discussing things with a peer and utilising humour have proven to normalise experiences, provide light relief and increase objectivity, compassion, and empathy (Catherall, 1995; Clemans, 2004; Lyon, 1993; Pistorius, Feinauer, Harper, Stahmann, & Miller, 2008). Weaks (1999) found therapists who utilised alternative methods, such as expressing emotions openly, did not score highly on VT measures, but experienced significantly higher PTSD symptoms. Another important consideration is the duration of strategy utilisation, for example, whilst avoidance or disengaging from a stressor can be a helpful and adaptive response, benefits may only be short-term as such techniques disinhibit the application of more adaptive techniques being utilised (Klinger, 1975). Strategies can include the viable adjustment of one’s assumptions about the world, providing a psychological protectiveness from the event one is needing to cope with. If such assumptions change permanently, this may therefore be classified as VT. Thus, emotion-focused coping styles have been proposed to exacerbate harmful responses to trauma work and inhibit the possibility of VPTG (Gil & Weinberg, 2015); however, no studies have explored this relationship to date (Pow & Cashwell, 2017).

     1.3.3 Criticisms of Lazarus and Folkman’s dichotomisation of coping strategies. Whilst problem- and emotion-focused coping has been recognised as a useful understanding of coping, it has also received criticism for being too simplistic. Carver et al. (1989) highlight that many researchers assign anything that is not recognised as a problem-focused strategy as a variation of emotion-focused techniques. However, this actually appears to be a criticism of subsequent researchers’ attempts to measure emotion- and problem-focused coping as opposed to a criticism of Lazarus and Folkman’s (1984) model. Nevertheless, they continued to argue that the coping strategies, either emotion- or problem-focused, can be sharply divergent in character and even inversely correlated (Scheier, Weintraub, & Carver, 1986). For example, emotion-focused strategies can include denial and positive re-appraisal of an event. However, these responses are somewhat diverse, and consequently may present substantial implications for the success of the utilisation to enable one to cope. Carver et al. (1989) proposed an alternative understanding of coping, which incorporates thirteen conceptually distinct scales. Whilst it was helpful to consider alternative propositions to emotion- and problem-focused coping, the current study did not require such an in-depth variety of differentiation. 

[bookmark: _Toc36542181]1.4 Therapist Characteristics
     1.4.1 Modality. The therapeutic modality a therapist works from may influence the accessibility of certain coping strategies during therapeutic sessions. Folland (2017) compared the experiences of eye movement desensitisation and reprocessing (EMDR) and cognitive behaviour therapy (CBT) trauma therapists and found that EMDR offers some protection from therapists developing VT by enabling them to emotionally distance themselves from a client’s trauma narrative. Whilst Folland (2017) highlighted both the positive and negative experiences of working with trauma, her study excluded therapists who had a current diagnosis of VT/STS, had been signed off work due to their mental health in the past year, or those whom were considered unfit for work. It could be assumed such exclusion criteria would have minimised the collation of data regarding negative experiences of working with trauma. 

     1.4.2 Experience. As a therapist progresses through their career, they are repeatedly indirectly exposed to trauma. The CSDT would therefore stipulate that experienced therapists are more vulnerable to developing VT due to the cumulative effect of recurrently listening to clients’ experiences (Coles & Mudaly, 2010; Etherington, 2007). Despite the understanding that extended exposure to trauma work can increase the risk to developing VT, there are few studies which have used experienced therapists as a sample. Instead the majority of VT and STS research utilises inexperienced therapists (Chouliara, Hutchison, & Karatzias, 2009; Dominey-Howes, 2015). Those who are less experienced have been found to display higher levels of VT (Way et al., 2004). This finding may be a result of reluctance to utilise social support or supervision due to feelings of shame, anxiety, and feelings of incompetency (Neumann & Gamble, 1995).
     Hunter and Schofield’s (2006) study of counsellors, utilised therapists with varying experience and described how therapists’ coping strategies may change in line with professional development, whereby experienced therapists emphasised that previous exposure had prepared them for the challenging feelings associated with subsequent trauma work. With confidence comes an increased openness to the experience itself; this sense of openness, intellectual curiosity, and emotional responsiveness has been linked to meeting the challenges of adversity with a philosophical reorientation and adjustment to life plans (Tedeschi & Calhoun, 1996). This explanation may offer some parallels with the stress inoculation model (Meichenbaum, 1985), in which increased exposure to moderate stressful events enables the development of one’s resilience, serving as protection against future stressful events. Thus, more experienced therapists may be more psychologically prepared for such events.
     However, Hunter and Schofield (2006) failed to make clear how they defined an experienced therapist, as their sample ranged from those with one to over ten years’ experience. Harrison and Westwood (2009) did take this into consideration and explored experienced therapists (those with 10-30 years’ experience) who were managing well with the impact of trauma therapy. They screened therapists with the ProQOL (Stamm, 2005) questionnaire and only interviewed those who scored below average on burnout and compassion fatigue scales. They discovered that therapists engaged in protective practises to prevent isolation, increase self-awareness, accommodate complexity, remain open to the unknown, engage in self-care, employ boundaries, utilise imagery, enhance empathy, generate meaning and maintain hope, optimism and occupational satisfaction. The specification to include only those managing well as outlined in both Harrison and Westwood’s (2009) and the aforementioned Folland’s (2017) studies may have significantly impacted upon the findings. By only exploring therapists who managed well, they were unable to identify any differences or similarities in the strategies that are adopted by therapists who are struggling to manage the effects of working with trauma. In addition, it would be assumed that the full extent of the challenges associated with trauma work would not have been captured. Some therapists highlight how they have been unable to utilise coping strategies to tolerate the effects of trauma work, which may offer explanation for the revolving door of employment in some settings, such as domestic violence shelters, or those choosing to leave the profession (Beckerman & Wozniak, 2018; Harrison & Westwood, 2009).

[bookmark: _Hlk3200568][bookmark: _Hlk44864534][bookmark: _Hlk44864565]    1.4.3 Own trauma and post-traumatic stress disorder. Therapists with a personal trauma history may be more vulnerable to the development of VT and STS, possibly due to heightened empathic responses and reminders of their own painful trauma memories (Brady, Guy, Poelstra, & Brokaw, 1999; Camerlengo, 2002; Nelson-Gardell & Harris, 2003; Pearlman & Mac Ian, 1995; Price, 2001; Trippany, 2000). Furthermore, due to the potential convergence of STS and PTSD symptoms, it is imperative to consider that a therapist’s PTSD symptomatology may be incorrectly attributed to STS and vice versa. A therapist’s vulnerability to VT, based on their own trauma, may be further mediated by the time within their lifetime when they personally experienced trauma and the duration of such (VanDeusen & Way, 2006). Akin to direct trauma, if an individual experiences a one-off trauma during their adult life, effects are anticipated to be short-term and less likely to shift early and well-formed beliefs. However, recurrent traumas or those which have taken place during childhood produce a more stable disruption to one’s frame of reference. Therefore, therapists with unresolved personal trauma are at an enhanced risk of developing STS and VT as subsequent exposure to trauma is more likely to reinforce previously held beliefs about the world as dangerous and oneself as vulnerable (MacRitchie & Leibowitz, 2010). In addition to harmful consequences for the therapist, the recollection of personal trauma memories can hinder a therapist’s ability to support the client, especially if a client’s trauma resembles that of the therapist’s (Ludick, 2013). 
[bookmark: _Hlk44864590]      Whilst the link between a therapist’s personal experience of trauma and increased likelihood of VT and STS development has not received consistent support (Benatar, 2000; VanDeusen & Way, 2006), it is important to ensure this is considered within future research (Baird & Kracen, 2006; Dunkley & Whelan, 2006).
[bookmark: _Toc36542182]1.5 Rationale for the Present Study
     The study intended to address the limitations of the current literature regarding the research of VT, STS, and VPTG, as outlined above. 
     Firstly, there is a paucity of research exploring how experienced therapists cope with the impact of trauma work. The majority of current understanding of VT, STS, and VPTG has been developed with either therapists new to the field of trauma work or studies have failed to offer descriptions of the experience of their participants. Some studies have identified that coping strategies change in line with the occupational lifespan, and therefore it would be useful to create a homogenous sample of experienced therapists to allow comparisons to be drawn (Froman, 2014). 
[bookmark: _Hlk26701150][bookmark: _Hlk26701108]     The current ambiguity within the present literature may be attributed to the weighting on quantitative explorations, thus limiting a researcher’s ability to capture the complexity of the STS, VT, and VPTG phenomena. Alternatively, whilst there have been some attempts to qualitatively explore the nuances and intricacies between coping with the impacts of trauma work, such studies have not been of high quality (Cohen & Collens, 2013; Manning et al., 2015). A mixed-methods approach was adopted in this study in attempt to address the current incongruence between quantitative and qualitative studies. It utilised complementary data sources to facilitate a clear augmentation of multi-layered investigation (Denscombe, 2008; Kadambi & Ennis, 2004). Initially, standardised measures were used to triangulate participants’ experiences, increasing the accuracy of the data gathered (Cosden, Sanford, Koch, & Lepore, 2016). The information obtained from this quantitative approach in the first phase of the study, guided secondary sampling strategies in the second phase, by qualitatively exploring and understanding key themes and differences amongst participants’ experiences. The process of conducting initially a quantitative investigation, and qualitatively following-up specific results within a second phase is an explanatory sequential research design. Explanatory sequential designs are valuable in evaluating trends and relationships in quantitative data, in addition to exploring the mechanisms and/or explanations for the consequential trends (Creswell & Plano Clark, 2011).

[bookmark: _Toc36542183]1.6 Study Aims
The overarching study aim was to explore how experienced therapists manage the impact of delivering trauma work. This was separated into the following specific aims across the phases.
[bookmark: _Hlk29064210]The study had the following aims for Phase I:
1. To assess the prevalence of VT, STS, and VPTG in a sample of experienced therapists. 
1. To investigate self-reported coping strategies in experienced therapists.
1. [bookmark: _Ref35186631]To pilot an alternative way of assessing for VT to the TABS[footnoteRef:37]. [37:  Due to spacing limits, this aim was not outlined within the journal paper.] 

1. To utilise the Phase I responses to inform the interview schedule and sampling strategy for Phase II36.
     For Phase II, the aim was: to explore in depth how experienced therapists manage the impact of trauma work.




[bookmark: _Toc36542184]2. Extended Method
Overview
     The following content expands upon the information presented within the method section of the journal paper. 

[bookmark: _Toc36542185]2.1 Epistemology
     This section addresses the epistemological and ontological assumptions which underpinned the research design and methodology employed to explore the study’s research questions. When undertaking research, it is important to consider a researcher’s epistemological and ontological assumptions; considering how this influences the results presented, and the conclusions drawn. Epistemology is concerned with how a theory of knowledge is developed and communicated (Cohen, Manion, & Morrison, 2009). Ontological assumptions are interested in what is the nature of reality (Scotland, 2012).
     The positivist paradigm is based upon the philosophy that empirical observations of the relationship between independent and dependent variables identify generalisable laws and objective facts (Ackroyd, 2004; McEvoy & Richards, 2006). Thus, methodological approaches test hypotheses and subsequent data analysis provides additional support or falsification of such hypotheses. Quantitative methodology befits positivist assumptions, often utilising vast representative sample sizes to investigate the relationship between variables. A positivist approach to coping would utilise quantitative measurements to reveal the ‘truth’ within the world. As the author does not believe that quantitative data can disclose a therapist’s subjective experience, this assumption was rejected.
     The interpretivist paradigm is interested in how the world or phenomena is socially constructed and interpreted by the people within it (Blaikie, 2000). The researcher’s relationship with the participants and the data is viewed as an integral part of exploration (Philip, 1998). An in-depth framework methodology facilitates the interpretation of meaning within the data analysis. Qualitative methodology is helpful in facilitating rich descriptions of an individual’s experience, identifying ‘truth’ as socially constructed phenomena. Consequently, purposive sampling is frequently utilised and thus this approach is less generalisable. An interpretivist approach to coping may consider how an individual and the social environment they participate in, through interactions, social structures and processes, have established their beliefs about coping and the impact of trauma work (Trapp, Woods, Grove, & Stern, 2013).  
     A pragmatic approach disregards paradigm concerns and instead highlights that methodological techniques are autonomous from their epistemological underpinnings (Patton, 1990). Pragmatists therefore purport that the selection of methodology should instead be guided by the approach most likely to answer the research question, impartial of the epistemological paradigm they were developed from. Consequently, pragmatics reject the incompatibility thesis, which states that quantitative and qualitative research paradigms, in addition to their methodological techniques, cannot be combined (Howe, 1988). Instead they advocate the combination of quantitative and qualitative methodologies, therefore utilising the strengths from each approach and overcoming weaknesses when used in isolation (Johnson & Onwuegbuzie, 2004). Pragmatists dismiss the idea that one epistemological paradigm is superior to another and instead appraise research findings based upon their utility, as opposed to an explicit belief about accessing the ‘truth’ (Rorty, 1982). However, this approach has received criticism for the lack of transparency regarding axiological issues, including specifying researchers’ values, reflexivity, and the relationship between the researcher and participants (Biddle & Schafft, 2015; Hesse-Biber & Leavy, 2013). 
     An alternative to the complications associated with combining opposing paradigms, is to adopt an epistemological position which is able to encompass both quantitative and qualitative methodologies (Regnault, Willgoss, & Barbic, 2018). 

     2.1.1 Critical realism. A critical realist epistemology was adopted for the current study as its theoretical underpinnings echo the study’s objectives. This philosophy of science is founded on a priori assumptions of existence (McEvoy & Richards, 2006). Archer, Bhaskar, Collier, Lawson, and Norrie (2013) explain that theories enable us to gain a fuller understanding of reality and processes and structures provide a framework to assess the credibility of such theories. However, it is impossible to fully understand reality, as interpretations are shaped by research interests and the theoretical resources available to pursue such.
     The research objectives were developed from a stance of curiosity as to ‘how do experienced therapists manage the impact of working with trauma?’ As a result, a qualitative exploration was prioritised due to its interest in exploring and understanding individual experience and their culminating meaning (Morrow, 2007). Acknowledgement is made that each individual’s experience is influenced by one’s own history, knowledge, and social relations and for any single individual, there are numerous interpretations of reality (Fletcher, 2014). Thus, to fully understand such, one must recognise how these shapes one’s beliefs about their world. Critical realism complements qualitative methodology and the overarching principle that there is not a single, true translation of reality and knowledge (Roberts, 2014). It acknowledges that knowledge is transient, and experience is mediated by an individual’s interpretation of reality (Burnett, 2007; Fletcher, 2017). It reports that whilst there is a true reality, empirical feedback can only be gathered from the aspects which are accessible and thus, the human ability to capture and measure such is limited (Fletcher, 2014; Sayer, 2004). Critical realism investigates the process of such meaning making, developing a deeper explanation, and understanding of one’s experience of reality.
     Nevertheless, critical realism appreciates the value of utilising quantitative methods to reliably describe a population and to facilitate rigorous comparisons (McEvoy & Richards, 2006). By recognising an individual’s experience can facilitate the postulation of underlying structures and mechanisms, one can begin to explain a phenomenon (Mingers, 2003).
     Consequently, the common epistemological position of critical realism facilitates the combination of quantitative and qualitative methodology[footnoteRef:38]. The aim of research from a critical realist perspective is not to establish generalisable laws, or to describe the views or experience of people, but instead to facilitate the development of a richer level of understanding and explanation (McEvoy & Richards, 2006).  [38:  Further rationale for methodological selection is outlined below, Sections 2.2-2.5.] 

[bookmark: _Toc36542186]2.2 Methodology
     Phase I of this study aimed to assess the prevalence of coping, STS, VPTG and VT. The latter occurred via piloting an alternative way of assessing for VT to the TABS™. An additional aim was to investigate self-reported coping styles in a sample of experienced therapists. A qualitative component was also included to assess for potential coping style change across the occupational lifespan. Different qualitative methods were considered (full considerations are detailed below). After some consideration, it was decided that deductive thematic analysis was the most appropriate method to address the Phase I research question. Thus, deductive thematic analysis was conducted and sought evidence to support or dispute current theoretical concepts presented in previous literature. 
     A mixed-methods approach was utilised within this study. The utilisation of complementary data sources can facilitate a clear augmentation of multi-layered investigation (Denscombe, 2008; Kadambi & Truscott, 2007). 
     Phase I firstly enabled the description of a large sample of therapists’ experiences, and secondly, facilitated a purposive selection of participants and guided the interview schedule for Phase II.
     The Phase II aim was to explore in depth how experienced therapists manage the impact of working with trauma. Therefore, a qualitative approach was prioritised. A range of qualitative methods were deliberated, including discourse analysis, interpretative phenomenological analysis (IPA), grounded theory, content analysis, and thematic analysis (full considerations are detailed below). After careful consideration, it was concluded that thematic analysis was the most appropriate method to address the research question for Phase II. Both deductive and inductive thematic analysis was conducted. The deductive analysis sought evidence to support or dispute current theoretical concepts presented in previous literature, and the inductive analysis explored the raw data presented to facilitate the development of new ideas and discoveries. 
     Standardised measures were used to triangulate participants’ experiences, increasing the accuracy of the data gathered (Cosden et al., 2016). The information gathered from the quantitative approach in the first phase of the study guided a secondary sampling strategy in the second phase, by qualitatively exploring and understanding key themes and differences amongst participants’ experiences. The process of conducting firstly a quantitative investigation and qualitatively following-up specific results within a second phase is an explanatory sequential research design. Explanatory sequential designs are valuable in evaluating trends and relationships in quantitative data, in addition to exploring the mechanisms and or explanations for the consequential trends (Creswell & Plano Clark, 2011).

[bookmark: _Toc36542187]2.3 Mixed-Methods Research
     The combination of quantitative and qualitative research continues to generate controversial debate. Mixed-methods research integrates the ideas of both quantitative and qualitative research into a single study to facilitate a wider and richer understanding (Johnson, Onwuegbuzie, & Turner, 2007). Mixed-methods research collects and analyses quantitative and qualitative data,  either through combining such or sequentially developing upon one another (Bryman, 2006). Some argue that the principles and underlying epistemological and ontological positions of quantitative and qualitative research are mutually exclusive, that they cannot be combined (Blaikie, 1991; Guba & Lincoln, 1989). Others take a more pragmatic viewpoint and state the utilisation of a variety of methods may produce more optimal results, enhancing perspective and balance (Johnson & Onwuegbuzie, 2004; McEvoy & Richards, 2006). Neither approach can establish a complete analysis and therefore Creswell, Fetters, and Ivankova (2004) advocate the use of complementary components of both quantitative and qualitative methodological approaches.

[bookmark: _Hlk26620034]     2.3.1 Advantages. The combination of quantitative and qualitative approaches enables a greater understanding of complex phenomena than what would be accessible through using each approach in isolation (Sale, Lohfeld, & Brazil, 2002). Creswell and Plano Clark (2011) highlight that mixed-methods research is useful when qualitative explorations would enhance the understanding of quantitative findings, or quantitative investigations would facilitate the generalisation of qualitative discoveries, therefore, investigation from either quantitative or qualitative alone would be insufficient. Thus, through casting a wide lens and making use of all data sources available, researchers are more equipped to answer both confirmatory and exploratory research questions (Teddlie & Tashakkori, 2011).

     2.3.2 Disadvantages. Mixed-methods research has received criticism for collecting both quantitative and qualitative data but failing to integrate the two, consequently producing incongruent findings (Bryman, 2006, 2007; O’Cathain, Murphy, & Nicholl, 2008). Nevertheless, incongruent findings may actually be beneficial, presenting a valuable insight into different components of the same phenomenon (Teddlie & Tashakkori, 2011) and generating the potential to develop an enriched understanding. A further criticism of mixed-methods designs has been their tendency to value quantitative over qualitative explorations, therefore propagating positivistic approaches (Giddings, 2006; Teddlie & Tashakkori, 2011). The qualitative component facilitates the examination of potentially unanticipated results, thus contributing to a deeper understanding of phenomena (Creswell & Creswell, 2017). 

     2.3.3 Limitations. The current study recognised the difficulties and complexities in combining quantitative and qualitative methodological approaches. One of the aims of Phase I was to investigate self-reported coping strategies in experienced therapists. Therefore, in order to develop a deeper knowledge of therapists’ coping, both quantitative and qualitative approaches were combined, with an emphasis upon the qualitative exploration. The epistemological stance of the author is aforementioned[footnoteRef:39], with consideration made to the influence of this upon the research design.  [39:  Please see Section 2.1.] 

     In addition, the author acknowledged that both quantitative and qualitative methodologies utilise observations which are based upon preceding theories (either explicitly or implicitly; Gibbs, 2018). Thus, as all knowledge is therefore theory dependent, pre-existing theories may have influenced the interpretation of the research findings and have therefore been considered and presented within the extended background section (Lehrer, 2018).

     2.3.4 Rationale for mixed-methods. Much of the research exploring effects of trauma work, including VT, STS, and VPTG has utilised quantitative methodologies which have produced inconsistent and contradictory findings. This may be due to its limited ability to capture the complexity of these phenomena. Alternatively, whilst there have been attempts to qualitatively explore the nuances and intricacies between coping with, and the impacts of trauma work, such studies have not been of high quality. Consequentially, this study utilised a mixed-methods approach for two reasons: firstly, to the author’s knowledge, the prevalence of VT, STS, and VPTG in a sample of only experienced therapists has not yet been investigated. Therefore, it would be useful to make comparisons to other samples, through remaining in trauma work and not succumbing to the high turnover prevalent to the field, one can assume that experienced therapists either have different levels of VT, STS, and VPTG, or have developed coping strategies to manage such. Consequently, there would be important considerations for therapist well-being and service delivery. Thus, secondly, a qualitative exploration was included to fully explore the coping strategies therapists used, specifically to manage the array of impacts of working with trauma.
     Furthermore, as there has been significant critical discussion about the current methods of assessing VT[footnoteRef:40], an additional qualitative element was included to pilot an alternative way of assessing for VT. This was included to ensure that the current study utilised a method of assessing for VT which incorporated schematic changes, a key requisite of VT not included in alternative assessments. [40:  Please see Sections 1.2 and 2.8.2.] 


[bookmark: _Toc36542188]2.4 Explanatory Sequential Design
     This study consisted of an explanatory sequential design, which includes two sequential phases of investigation. In explanatory sequential designs, the first phase typically encompasses analysis of quantitative data and the second phase elaborates upon the initial phase’s results via the utilisation of qualitative exploration (Ivankova, Creswell, & Stick, 2006). In the present study, Phase I consisted of a survey which investigated the coping strategies and effects of delivering trauma therapy upon therapists. This incorporated psychometric investigation of therapists’ coping, STS, and VPTG. In addition, open-ended questions were presented to identify VT, PTSD, coping, and personal trauma, and to further explore the impact of trauma work. The inclusion of the Phase I quantitative investigation was twofold: firstly, the inclusion of statistics provided a descriptive narrative of the sample (Bell, Bryman, & Harley, 2018) and secondly, the data obtained facilitated a purposive sampling strategy to be adopted for the subsequent phase of the study. The results from Phase I, in addition to pre-existing literature, guided the construction of the semi-structured interview agenda for Phase II of the study. Phase II qualitatively explored how therapists cope in depth, exploring a range of experiences identified within Phase I. Interviews were audio-recorded, transcribed verbatim, and were analysed using thematic analysis. Qualitative investigation permits a reliable description, enabling the comparison between data, identifying patterns and relationships which may have been otherwise concealed. In addition, it allows original and unforeseen causal mechanisms to be established, thus, providing a rich source of information to be explored in greater detail via qualitative exploration. The open-ended nature of qualitative research facilitates the generation of new themes. Predetermined measures, as adopted in quantitative methods, are unlikely to reveal multifaceted relationships and concepts (McEvoy & Richards, 2006). 
     To clarify the sequence of the research design, a procedural diagram is presented in Figure 3. Published guidelines on explanatory sequential designs were followed (Ivankova et al., 2006). As there was a lack of research surrounding therapists’ coping with the impact of trauma work, the structure of an explanatory sequential design was favoured as it enables the researcher to incorporate a more informed qualitative element. It is common for critical realism to dedicate greater attention to qualitative explorations (Porpora, 2001). As qualitative methodology does not restrict the researcher to follow predetermined variables, this allows additional or alternative lines of enquiry to emerge and be followed during an interview in the pursuit of retroductive explanations (McEvoy & Richards, 2006). 


Phase I: Quantitative  and Qualitative Data Collection and Analysis
To influence 
Phase II: Qualitative Data Collection and Analysis
Interpretation





Figure 3. Procedural Diagram of the Explanatory Sequential Design of the Current Study

     2.4.1 Alternative qualitative methods considered. As the Phase II of this study aimed to explore in depth how experienced therapists managed the impact of delivering trauma work, thematic analysis was used. Inductive thematic analysis is utilised to explore new or unique experiences that are not accounted currently for within pre-existing literature. In addition, deductive thematic analysis was also used to identify participant accounts which supported, or disputed, established theoretical models (e.g., CSDT, VT, STS, and VPTG). Alternative qualitative approaches were also considered, a summary of differing methodologies is presented below. 

     2.4.1.1 Discourse analysis. The main objective of discourse analysis is to describe experiences by analysing and exploring the use of language within sociocultural contexts (Willig, 2003). The approach originates from social constructionism, identifying how phenomena is created via social interactions (Potter, 1996; Willig, 2014). Discourse analysis focusses upon the actual language used, discounting the wider content of a participant’s individual narrative. It would therefore prove problematic to align this methodology’s strong constructionist underpinnings into the current study’s critical realist perspective. Furthermore, the current study did not aim to explore how the dialogue used constructed a participant’s experience, identifying how this is described purely with language. Consequently, discourse analysis was rejected as a method. 

     2.4.1.2 Grounded theory. Grounded theory aims to develop a new or refine an already existing theory (Strauss & Corbin, 1994). Analysis and data collation occur simultaneously in a grounded theory approach, facilitating the identification and exploration of emerging areas of interest. The approach enables the data to develop beyond a description of participants’ accounts, to a thorough understanding of the processes involved within their experiences (Corbin & Strauss, 2008). Nevertheless, grounded theory has received criticism for its rigidity, limiting researchers’ flexibility during data collation (Heath & Cowley, 2004). It is a useful approach when a theory is in its infancy, or is yet to be developed, thus utilising an inductive analysis of data. However, this study did not aim to generate a new theory, as theories surrounding coping, STS, VPTG, and VT are already well established. Instead, this study intended to identify support for existing understandings and to expand upon the current knowledge by exploring additional themes or participants’ accounts which questioned current theories. Consequently, grounded theory was rejected as a methodology. 

     2.4.1.3 Interpretative phenomenological analysis. IPA is interested in the lived experiences of participants’ accounts, its main objective is to explore the complexity of how a participant makes sense of their experience (Smith, Flowers, & Larkin, 2009; Smith & Osborn, 2004). It perceives the individual as the expert of their own life and endeavours to describe, rather than explain their personal lifeworld (McCormack & Adams, 2016). It utilises an iterative process, whereby participants interpret their experiences and the researcher also interprets the combined experiences of the participants. This approach may have offered a useful perspective as “…helpers mostly suffer in silence as the onset of Vicarious Trauma is slow, subtle and covert” (Izzo & Miller, 2010, p. 2). However, IPA aims to give voice to the individual instead of building upon existing literature, receiving criticism for its lack of generalisability of research findings (Smith, Flowers, & Osborn, 1997). Whilst this study was interested in gaining insight into how therapists cope with impacts of delivering trauma work, IPA generates detailed interpretative analysis of themes within the data. The current study intended to explore the validity of existing theory within participants’ accounts, and to identify any new themes not already covered. Hence, the level of depth offered in analysis from IPA was not warranted for the current study. 

     2.4.1.4 Content analysis. Content analysis enables key themes and patterns within data to be identified to facilitate additional exploration of meaning. Content analysis is not tied to a specific epistemological position and therefore can be used within a variety of studies (Braun & Clarke, 2006; Mayring, 2004). Content analysis is a versatile method; whilst its origins are within quantitative approaches, it can also be used qualitatively whereby patterns are recognised within text datasets and grouped within categories utilising a more interpretative-qualitative approach (Mayring, 2004). Hence, content analysis is useful when a researcher needs to decide specifically which components within a dataset need to be coded to answer hypotheses and research questions (Neuendorf, 2016). 
     Nevertheless, content analysis has been criticised for its tendency to simply generate themes based upon frequencies, as opposed to meaning within the data (Vaismoradi, Turunen, & Bondas, 2013). Therefore, this study used alternative forms of analysis to fully explore participants’ accounts. 

    2.4.1.5 Thematic analysis. Thematic analysis utilises an objective stance to facilitate the description and categorisation of qualitative data (Anderson, 2007). Braun and Clarke (2006) define thematic analysis as “…a method for identifying, analysing, and reporting patterns (themes) within data” (Braun & Clarke, 2006, p. 6). Therefore, thematic analysis is interested in the shared features within the narratives across participants, producing a description and understanding of participants’ experiences. Its independence of epistemological position (Braun & Clarke, 2006) enables thematic analysis to be applied within the critical realist framework. Furthermore, thematic analysis has become a widely used method for exploring therapists’ experiences and views (Clarke & Braun, 2018). 
    Deductive thematic analysis incorporates identifying themes within a dataset which map on to pre-existing theoretical ideas and prior research. Therefore, analysis is guided by a researcher’s analytical or theoretical interest, consequently sections of data are analysed in greater detail, but this approach is less able to provide an overall rich description of the dataset (Nowell, Norris, White, & Moules, 2017).
     In contrast, inductive thematic analysis generates themes that are strongly connected to the data itself. These themes can be directly related to the research question and can also present little affinity to the original question posed (Boyatzis, 1998). The themes generated are data-driven, whereby data is coded without the restriction of prior coding frames from established theories (Braun & Clarke, 2006; Nowell et al., 2017). 
     A key critique of thematic analysis is the possibility of losing an individual’s meaning during the process of fragmenting data during theme generation (Hollway & Jefferson, 2013). Nevertheless, thematic analysis intends to produce meaning across a range of participants’ accounts, as opposed to undertaking a deep exploration of one person’s experience. 
     Thematic analysis has received criticism for its ambiguity in presenting how data collation, coding, organising themes, and analysis occurs (Ryan, Coughlan, & Cronin, 2007). It is therefore paramount that future research is presented with clarity and adequate detail to confirm that research findings are rooted within the data gathered. As the analysis is interpretative, themes can take a multitude of forms, posing questions regarding thematic analysis’ reliability (Castleberry & Nolen, 2018). Nevertheless, methods have been established to attempt to improve these concerns, i.e., the use of additional researchers in reliability checks and analysis of a sub-sample of data (Michael, 2018), which were undertaken within the current study[footnoteRef:41]. To further increase the rigour of the current study, Braun and Clarke’s (2006) guidance for completing thematic analysis was followed, facilitating a distinct rigorous systematic analysis. [41:  Please see Section 2.10.3.] 


   2.4.1.5.1 Rationale for thematic analysis. Thematic analysis was chosen for the current study for the following reasons: firstly, as it can be used across the spectrum of epistemological underpinnings, it could be applied within the current study’s critical realist perspective (Braun & Clarke, 2006). Secondly, one of the main advantages of thematic analysis is its ability to identify salient themes within a dataset, offering insight into how participants conceptualise the phenomena that is being explored (Fereday & Muir-Cochrane, 2006). This complemented the current study’s objectives in obtaining a rich understanding from the therapist’s perspective about how they cope with the impact of delivering trauma work. Thirdly, the opportunity to undertake both inductive and deductive analysis facilitates multiple layers of exploration within the data. Deductive analysis enables the production of a framework from current theories and pre-existing literatures’ understanding, thus identifying additional support or disagreement with the present awareness about phenomena. Furthermore, the additional inductive exploration permits new or unique knowledge to be identified, which may not have been captured within previous research. Therefore, the utilisation of both approaches allows researchers to further explore current understanding whilst remaining open to confounding and additional themes that may be created. 

[bookmark: _Toc36542189]2.5 Psychometric Measures Justification
     2.5.1 Phase I. The journal paper highlighted which psychometric measures were used within the electronic survey. The following sections provides additional detail on the rationale for these. 

     2.5.1.1 Coping strategies inventory- short form. To assess coping style the Coping Strategies Inventory- Short Form (CSI-SF; Addison et al., 2007) was utilised. The CSI-SF is based on the coping strategies inventory (CSI); a longer 78-item self-report measure (Tobin, 1982). The CSI explores coping behaviour and thoughts in response to a specific stressor. Through reviewing the coping assessment literature, Tobin, Holroyd, Reynolds, and Wigal (1989) constructed this questionnaire, which incorporates 14 subscales (Tobin, Holroyd, & Reynolds, 1984; Tobin et al., 1989). Overall, an individual’s coping effort is categorised within two tertiary subscales: either an engagement strategy (which confronts a noxious stimulus with approach-related actions) or a disengagement strategy/avoidance (which attempts to limit the exposure to a stressor). Within these two categories, the attention of the coping strategy is further subdivided as either problem-focused (attempts to manage or manipulate the stressful stimuli) or emotion-focused strategy (aims to regulate one’s affect in response to the stressor; Suls & Fletcher, 1985). The CSI has strong reliability (α=.71-.94) and has received support for its factor-structure, criterion, and construct validity (Tobin, Holroyd, & Reynolds, 1983; Tobin et al., 1984; Tobin et al., 1989).
     The CSI-SF is a 16-item measure and applies the CSI’s secondary subscales of problem-focused engagement; problem-focused disengagement; emotion-focused engagement; and emotion-focused disengagement. It utilises Likert scales whereby participants are presented with coping strategies and asked to rate the frequency in which they use this: 1 = never, 2 = seldom, 3 = sometimes, 4 = often, and 5 = almost always. The CSI-SF allows scoring to be calculated on two-tiers, the first being engagement and disengagement (scores range from 8-40) and the second being problem-focused engagement; problem-focused disengagement; emotion-focused engagement; and emotion-focused disengagement (scores range from 4-20).
     A variety of other measures have been used in the literature to assess coping, which include the COPE inventory (Carver et al., 1989) and the Ways of Coping Questionnaire (WCQ; Folkman & Lazarus, 1988). However, both measures have been criticised for the high demand on participants due to their length (Zeidner & Endler, 1996). It was important that the measure used within this study was short and succinct, to prevent Phase I participants from becoming fatigued. An abbreviated version of the COPE (the Brief COPE; Carver, 1997) was also considered. However, this measure was also deemed too long.

     2.5.1.2 Secondary traumatic stress scale. Therapists can develop STS through the process of empathically engaging with the traumatic material of an individual’s experience (McCann & Pearlman, 1990). STS symptoms often mirror their client’s PTSD symptoms (Newell & MacNeil, 2010). STS can produce sudden symptoms including intrusive imagery, thoughts, and bodily sensations, and its duration can vary (Huggard, 2003). This study was interested in developing an understanding of how experienced therapists manage the impact of delivering trauma work, therefore it was important to assess potential STS.
     The STSS (Bride et al., 2004) is a 17-item self-report measure which assesses the frequency of STS symptoms in the past seven days. It explores the three subscales of STS: intrusion, avoidance, and arousal. The STSS can provide sub-scale scores in addition to a total STSS score. Total STSS scores are classified into the following STS categories: <28 none or little STS; 28-37 mild STS; 38-43 moderate STS; 44-48 high STS; >49 severe STS (Bride, 2007). 
     Alternative assessments of STS include the SPAN (Davidson, 2002), which is a four-item screening tool which derives from the Davidson Trauma Scale (Davidson, 1996), the Trauma Symptom Inventory (Briere, Elliott, Harris, & Cotman, 1995), and the Impact of Events Scale (IES; Horowitz, Wilner, & Alvarez, 1979). However, these measures aim to assess symptoms of direct trauma exposure, and consequent PTSD, as opposed to STS. Therefore, results of such would actually represent a therapist’s own trauma symptoms as opposed to those which have developed due to their trauma work. As a result, these measures may not be sensitive to STS as the questionnaires are yet to be validated for the effects of indirect trauma exposure. 

     2.5.1.3 Posttraumatic growth inventory, short form. The Posttraumatic Growth Inventory, Short Form (PTGI-SF; Cann et al., 2010) explores the positive outcomes of traumatic events, using a six-point Likert scale: 0 = I did not experience this change as a result of my crisis, 1 = I experienced this change to a very small degree as a result of my crisis, 2 = I experienced this change to a small degree as a result of my crisis, 3 = I experienced this change to a moderate degree as a result of my crisis, 4 = I experienced this change to a great degree as a result of my crisis, 5 = I experienced this change to a very great degree as a result of my crisis. 
     The PTGI-SF is derived from the posttraumatic growth inventory (PGI; Tedeschi & Calhoun, 1996) a longer 21-item measure, which explores positive outcomes following a traumatic experience. The PGI has good test-retest reliability (r= .71), validity (r=.69), and strong internal consistency (α=.90; Tedeschi & Calhoun, 1996). The PTGI-SF was developed to reduce the burden upon a participant’s time and energy, specifically to facilitate a measure which is accessible to research studies administering a variety of measures (Cann et al., 2010). 
     The PTGI-SF is the most frequently used measure within the literature exploring the developmental effects of trauma. The alternative instrument often used to measure post-traumatic growth following adversity is the Changes in Outlook Questionnaire (CIOQ; Joseph, Williams, & Yule, 1993). Whilst the CIOQ has been complimented for its exploration of both positive and negative changes after adversity, thus potentially identifying a more accurate representation, it fails to assess the five domains of growth. Instead, the CIOQ incorporates eleven items, loading on to a single factor. Furthermore, the current study has assessed the negative responses to trauma separately, and therefore the negative change component of the CIOQ would have been redundant. 

     2.5.2 Phase II
     2.5.2.1 Life events checklist, version five. A therapist’s own trauma may increase their vulnerability to experiencing VT and STS. Consequently, future studies have been encouraged to ensure this is considered. Therefore, within the current study, an assessment of personal trauma was administered to all Phase II participants. 
     The Life Events Checklist, Version Five (LEC-5; Weathers et al., 2013) presents 17 stressful occurrences (i.e., fire or explosion) and asks participants to indicate if the event had: happened to you personally; witnessed it happen to someone else; learned about it happening to a close family member or close friend; exposed to it as part of your job; not sure it fits; or doesn’t apply to you. It has adequate convergent validity (r=.55) when compared to the Traumatic Life Events Questionnaire (TLEQ; Kubany et al., 2000).
     In addition to the TLEQ, another alternative measure of personal trauma utilised within the research is the Trauma History Screen (THS; Carlson et al., 2011). Both of these measures have good psychometric properties. However, they assess more information regarding a participant’s personal trauma history than required for the current study. Similarly to the LEC-5, the TLEQ presents an array of situations and if the participant has experienced such, they are then required to complete additional follow up questions. The THS was designed to be used in conjunction with an interview, requesting participants to elaborate upon their responses. Whilst this information may be useful, extensive investigation of a participant’s personal trauma was not an objective of the current study, and therefore was deemed inappropriate to undertake additional assessment which may evoke unwarranted distress for those completing. Instead, the LEC-5 provided a brief screen of participants’ personal trauma history and within the interview; participants were able to elaborate if they felt it was pertinent to managing the impacts of delivering trauma work. 

     2.5.2.2 Trauma screening questionnaire®. The Trauma Screening Questionnaire® (TSQ®; Brewin et al., 2002) is a self-report measure which screens for PTSD. As many symptoms of STS and VT mirror those of PTSD, the TSQ® was administered to ensure that a therapist’s response to their own personal trauma, or potential PTSD, was accounted for within the study. 
     The TSQ® is derived from the PTSD Symptom Scale, which is an extended 17-item measure (Foa, Riggs, Dancu, & Rothbaum, 1993). The TSQ® requests participants to answer ‘Yes’ or ‘No’ to ten responses to trauma, e.g., difficulty concentrating. A score of six or above is predictive of PTSD. Each of the ten responses is derived from the criteria for PTSD, as stipulated within the Diagnostic and Statistical Manual, version four (DSM-IV; APA, 1994). The first half of the measure assesses re-experiencing symptoms of PTSD, and the latter arousal symptoms of PTSD. Although the DSM-IV criteria also includes symptoms of avoidance and numbing, the authors did not incorporate questions relating to this, as they aimed for the measure to be short and succinct (Brewin et al., 2002). It has been demonstrated to have strong psychometric properties and excellent levels of PTSD prediction (Brewin et al., 2002; de Bont et al., 2015). 
     Other measures of PTSD often used within the literature are the IES (Horowitz et al., 1979) and the PTSD Inventory (PTSDI; Solomon, Neria, Ohry, Waysman, & Ginzburg, 1994). Both the IES and the PTSDI explores all three symptom clusters of PTSD, therefore also exploring avoidance, unlike the TSQ®. The IES requires participants to indicate how distressed they were, through a five-point Likert scale, by a range of symptoms over the previous week. The PTSDI asks the frequency, assessed by a four-point Likert scale, in which they experienced a symptom within the last month. Although other measures assess all three PTSD criteria, the TSQ® was designed to generate the minimum number of questions to facilitate an accurate identification of PTSD (Brewin et al., 2002). Therefore, as the current study did not aim to explore a participant’s potential PTSD in great detail, the TSQ® was favoured due to its concise nature. 

[bookmark: _Toc36542190]2.6 Study Design
     Please see journal paper for a summary of the study design. Additional considerations and rationale for the decisions made are presented below.
     At the end of Phase I, participants were presented with the Debrief Form[footnoteRef:42] and asked if they would be interested in participating in a follow-up interview. Within those from Phase I who expressed an interest in participating in Phase II, 12 participants partook in a single semi-structured interview. The purpose of the interview was to gain a detailed understanding of the participant’s experience without being too restricted by the interview questions prepared. Whilst the interview was guided by an interview schedule, the direction of the interview was co-determined by the researcher and participant to facilitate the collation of richer and more meaningful data (Smith, 2003). Nevertheless, prior to the interview commencing, consideration was paid to the possibility that some participants may find the questions too broad or vague, thus additional prompts[footnoteRef:43] to encourage comprehensive responses were generated. [42:  Please see Appendix H.]  [43:  Outlined in Appendix E.] 

     In addition to the above semi-structured interview, two questionnaires were administered taking into account the context of a participant’s potential personal trauma and to triangulate responses. These included the LEC-5 (Weathers et al., 2013) and the TSQ® (Brewin et al., 2002) as outlined above. Triangulation utilises multiple data sources or methodology of data to explore a social phenomenon (Bryman & Bell, 2003). Researchers endeavour to counteract the bias affiliated with single method approaches by using a variety of sources, therefore improving reliability and validity of the results (Denzin, 1989; Shih, 1998). Therefore, within the current study, participants’ scores on the above measures were considered. In addition, within the interview participants were given the opportunity to reflect on and discuss if they felt their own trauma history had influenced how they managed the impact of trauma work.

     2.6.1 Rationale for the inclusion criteria. Participants were deemed eligible to complete the study if the following inclusion criteria were met:
· [bookmark: _Hlk507932727]Able to give informed consent- Participants were required to be able to understand what the study would involve, and therefore make an informed decision about their participation. In order to comply with ethical considerations this criterion was set. 
· Currently working as a qualified therapist accredited by a professional body (i.e., Psychologist, Psychotherapist, CBT Therapist, etc.)- The objective of this study was to explore how experienced therapists managed the impact of trauma work. The stipulation that therapists must be accredited by a professional body was to generate homogeneity within the sample. As the term ‘therapist’ can cover a multitude of occupations and training backgrounds; those recognised by a professional body have therefore met a minimum requirement of education, and to maintain accreditation are practising within specific guidelines. In addition, creating a homogenous sample would therefore allow direct comparison with previous research, i.e., those which have focused solely on trainee therapists (e.g., Makadia, Sabin‐Farrell, & Turpin, 2017).
· Have delivered trauma therapy within the last year- The study requested participants to reflect upon their experiences of delivering trauma work, a year boundary was stated to aid recollection. The year boundary enabled the inclusion of accounts of those who had recently left the field. This was important to ensure as the trauma work field has a high turnover of staff, with many leaving the field pre-retirement (Beckerman, & Wozniak, 2018; Harrison & Westwood, 2009). 
In regard to the parameters of trauma therapy, a self-defining sampling strategy was utilised. A definition of trauma work was presented within the recruitment advert, but no stringent criteria regarding the type of trauma work was imposed. 
· Must have a minimum of five years’ experience delivering trauma therapy- whilst there is no stipulation as to when one becomes ‘experienced’, this study aimed to explore how therapists manage the impact of working with trauma, five years was considered to be adequate experience for therapists to have developed coping strategies enabling them to continue working within the field. Pearlman and Mac Ian (1995) defined experienced therapists as those with two or more years’ experience, this definition received criticism for being ″minimally meaningful in view of the complexity and difficulty of the treatment process for therapist and patient alike″ (Benatar, 2000, p.12). However, in Beach’s (2007) study, he defined those with less than five years’ experience as ‘novice’ therapists and those with more as ‘experienced’. Five years was also a requirement for West (2010), who required ‘experts’ of those delivering and supervising trauma work. West felt that akin to the guidance of ‘when does an expert become an expert’ (Baker, Lovell, & Harris, 2006), that five years working in the field was a sufficient period to be defined as experienced. In addition, as VT is a cumulative effect which develops over time, whilst there is no arbitrary duration requirement, it was considered that five years would be a sufficient number of years’ experience for the possibility of VT to occur. 
· [bookmark: _Hlk477592641]Aged 18 years or above- Participants were required to be a registered therapist; therefore, it was unlikely that those below the age of 18 would have completed sufficient education to obtain this.
For Phase II, the following additional inclusion criterion was set:
· Able to meet face-to-face, or have access to a telephone, Skype, or VSee to conduct the interview- All participants were offered the choice of the interview taking place via telephone, Skype, or VSee. The author[footnoteRef:44] was willing to commute within seventy miles of her residence to complete the interviews face-to-face; therefore, those who were able to access this area were also given the option of the interview taking place in person.  [44:  The author also acted as the primary researcher in the current study.] 

Participants were excluded from the study if they were:
· Unable to read and write to an acceptable standard of English- The psychometrics and interview required English comprehension. The cost of hiring an interpreter for participants who could not communicate to the above level in English was not available within this study’s funds. 
· No longer able to access clinical or peer supervision- Due to the potentially distressing nature of the topic explored, there was a possibility that participants may have become distressed during participation. All qualified therapists are able to utilise clinical supervision to explore issues that are relevant to their clinical work; therefore, it was important to ensure that participants had access to supervision if required. 

     2.6.2 Sample size.
     2.6.2.1 Phase I. The survey administered was intended to form part of the wider explanatory sequential design method, as opposed to being a standalone quantitative inquiry. In addition, the survey was utilised to describe the sample. Thus, power calculations were not required.

     2.6.2.2 Phase II. There is much debate about the ‘specific’ number of interviews that are sufficient to undertake in qualitative research; many authors state a figure and frequently fail to provide the evidence to justify their claim (Leech & Onwuegbuzie, 2007).  Due to the in-depth and detailed exploration of individual transcripts, qualitative sample sizes are traditionally small in number. Nevertheless, thematic analysis offers an alternative empirical approach of theoretical saturation, when analysis of additional interviews offers no further themes. “If the goal is to describe a shared perception, belief, or behavior [sic] among a relatively homogeneous group, then a sample of twelve will likely be sufficient” (Guest, Bunce, & Johnson, 2006, p. 76). However, mixed-methods research typically uses a smaller sample size than standalone qualitative research. Creswell and Poth (2017) recommend between four to ten participants for the qualitative phase of a mixed-methods study. Therefore, based on the current literature, this study intended to interview between nine and 12 participants. This appeared to be consistently considered sufficient to acquire salience and theoretical saturation (Baker, Edwards, & Doidge, 2012; Mason, 2010). The decision regarding when saturation had been achieved, and therefore when to cease additional recruitment between the nine to 12 participants specified, was achieved in consultation with the author and research supervisors within research supervision. 

     2.6.3 Sampling strategy. Quantitative sampling strategies typically aim to utilise a broad and random sample to generate results which are representative of the wider population. For example, probability sampling uses unbiased random selection where all members of a sample have the same likelihood of being selected, thus the sample is representative of the population (Sharma, 2017). Alternatively, qualitative research assesses the suitability of a sample by how well the sample participants are able to represent the phenomena of interest, i.e., “…to what extent the participants have experienced the phenomena and can articulate their experience” (Morse, 1991, p. 121). Typically, qualitative strategies utilise purposive sampling techniques to select participants based upon qualities they possess enabling them to answer a research question. This facilitates the comparison of participants’ experience upon a specific phenomenon. Snowball sampling can be useful in increasing access to a desired population: each participant is requested to share the research with their peers, whom also share specified qualities (if stipulated; Goodman, 1961). Mixed-methods research utilises a variation of quantitative and qualitative sampling strategies, in accordance with the research question and epistemological underpinnings (Creswell & Creswell, 2017). 
     The current study utilised a mixed-methods research design, and therefore used a combination of both quantitative and qualitative sampling strategies. Phase I adopted a convenience sampling strategy because whilst it would be superlative to recruit from the entire population of therapists who have delivered trauma work for five plus years, this population would be almost infinite. As a result, those accessible to the author were recruited. Consequently, when convenience sampling is used only weak conclusions in comparison to formal inductive interpretations regarding the population of interest can be made (Etikan, Musa, & Alkassim, 2016). The key assumption of convenience sampling is that the population sampled from are homogenous; theorising that there would be no difference from results obtained within a random sampling strategy (Jager, Putnick, & Bornstein, 2017). As Phase I intended to assess a range of therapists’ experiences, this sampling strategy was deemed appropriate. 
[bookmark: _Hlk29031634][bookmark: _Hlk26467531]     Within Phase II, akin to traditional qualitative sampling strategies, purposive sampling was adopted. Studies which utilise an interpretivist epistemology often adopt purposive sampling strategies, as this enables them to gather data from participants who are most valuable in pursuit of the study’s inquiry (Corbin & Strauss, 2008). Due to multiple participants offering to participate in Phase II, a further sampling strategy was applied. Maximum variation sampling allows a topic to be explored from a multitude of angles, thus increasing understanding about a phenomenon (Etikan et al., 2016). It incorporates purposively selecting participants from a broad spectrum relating to the subject being studied. This complemented the study’s aim to explore in depth how experienced therapists manage the impact of trauma work, in addition to the study’s critical realist epistemology by developing a deeper explanation through the investigation of meaning making from a variety of perspectives. Therefore, to ensure maximum variation sampling within those who had opted to participate in Phase II, participants were separated into the following categories:
1. VT Present, High STS
2. VT Absent, Low STS
3. VT Present, Low STS
4. VT Absent, High STS
Within these categories, participants also ranged in scores on the CSI-SF and PTGI-SF, thus the twelve participants had a range of trauma work experiences, which would be assumed to be sufficient for the second phase of an explanatory sequential study.  

[bookmark: _Toc36542191]2.7 Recruitment
     For the first phase, participants were recruited online via social media, through personal contacts of the author and research supervisors, and through snowball sampling. A study recruitment advert was shared via e-mail and posted on social media networks including:
· Facebook groups
· Twitter
· Professional Interest Group ListServes/Memberships 
· ResearchGate
· LinkedIn
The recruitment advert explained the study intended to explore how therapists cope with the effects of working with trauma via a survey and included a definition of trauma and trauma work. In addition, it contained the inclusion criteria, and a link to the Participant Information Sheet[footnoteRef:45] and survey. Furthermore, the advert specified it was possible that responses could be anonymous. The recruitment advert also contained the contact details of the author and research supervisors, who answered questions pertaining to the research and participation. The majority of questions concerned whether the therapist had ‘sufficient’ experience to meet the inclusion criteria of delivering trauma work. It was emphasised that there were no stringent criteria stipulations, e.g., in regard to specific trauma modality, and that if potential participants felt their experience matched the definition within the recruitment advert, then the study would welcome their accounts of how they managed the impact of trauma work. As participation within Phase I could be anonymous, it is unknown as to how many potential participants who contacted the author and asked this question then went on to partake in the study. The survey was open for two months and was closed upon a date specified in advance. [45:  Please see Appendix I.] 

     For the second phase of the study, those who expressed an interest and had been selected via the maximum variation sampling were contacted via e-mail, which included the Participant Information Sheet[footnoteRef:46]. Those who did not respond to this first e-mail were sent a subsequent e-mail. Only one participant did not respond, therefore an additional participant was selected. The author answered any questions participants had via e-mail. Once confirmation was received from potential participants confirming their intent to partake in the interview, the Consent Form[footnoteRef:47], LEC-5 and TSQ® were e-mailed to them with a request that these were completed and returned prior to the interview. Participants had a minimum of 24 hours to review the Participant Information Sheet prior to commencement. Interviews did not occur unless the Consent Form had been completed and returned. A mutually convenient time (and place for face-to-face interviews) was agreed. Once all twelve interviews were complete, e-mails were sent to all other Phase I participants who had expressed an interest in Phase II to thank them and inform them that recruitment for the current study was closed.  [46:  Please see Appendix J.]  [47:  Please see Appendix K.] 


[bookmark: _Toc36542192]2.8 Data Collation 
     2.8.1 Demographic information. Within the Phase I survey, demographic information was collected to provide information about the characteristics of the sample, this included: gender, age, ethnicity, occupation, number of years practising, clinical setting, country practising in, and theoretical framework their therapeutic practice was guided by. This information was requested at the end of the survey, subsequent to psychometrics and qualitative questions. 

     2.8.2 Survey. To assess VT, coping, potential PTSD, and personal trauma- qualitative questions were included at the start of the survey[footnoteRef:48]. The VT questions were developed with reference to VT and CSDT, which reports that VT results in pervasive, permanent transformations in an individual’s view of the world, others, and their self (McCann & Pearlman, 1990; Palm, Polusny, & Follette, 2004). At present, the TABS™ (Pearlman, 2003) is widely used to measure VT. Research that has used the measure have been required to remove participants from their sample due to incomplete data, suspected to be related to its extensive length (Buchanan, 2016). The Vicarious Trauma Scale (VTS; Vrklevski & Franklin, 2008) was developed as a briefer screening tool; however, this eight-item scale fails to ask questions to identify belief change, a key component in VT, and instead appears to be assessing STS. Sabin-Farrell and Turpin’s (2003) literature review found that the TABS™ did not identify belief change when compared to qualitative explorations. This finding was also supported by Millard (2017), who utilised both the TABS™ and qualitative interviews to explore VT and found that the TABS™ failed to identify cognitive transformations, despite such being identified within the qualitative data, thus suspecting that the TABS™ does not measure VT. Therefore, due to the uncertainty in the TABS™ and VTS’ ability to assess VT, and as there is no VT measure which explores belief change, qualitative questions were included in both Phases I and II to explore potential VT. [48:  Author designed; please see Appendix D, Section A.] 

     Questions exploring coping were constructed through consultation of the current literature with reference to potential changes in coping strategies over occupational lifespan, which purports that experienced therapists utilise less emotional-focused, as opposed to problem-focused, strategies (Hunter & Schofield, 2006).
     Previous literature has emphasised that future explorations of VT and STS should consider the possibility that personal experience of trauma may increase one’s vulnerability (Baird & Kracen, 2006; Dunkley & Whelan, 2006; Pearlman & Mac Ian, 1995). If a therapist has experienced trauma, it is possible that they may be experiencing PTSD. As some symptoms of STS and VT can often mirror the effects of PTSD, this variable was explored within qualitative questions within this study.

     2.8.2.1 Presentation of questions and questionnaires. The measures were presented in order of data priority with the most important measures presented first (Table 7), in order to account for any potential dropout attrition. It was explained within the Participant Information Sheet that if a participant chose to withdraw from the study, their responses would be used in the data analysis. However, no participant withdrew. 
     In addition, order effects (how the order of questions presented may influence participants’ responses) were considered. Therefore, the qualitative questions were presented before the psychometric questionnaires, so that the subsequent measures did not prime responses. 

Table 7
Survey Measure Presentation Order

	Order
	Item

	1st
	Qualitative Questions

	2nd
	CSI-SF

	3rd
	STSS

	4th
	PTGI-SF

	5th
	Demographic Information



A total of 139 participants completed the online survey. However, 14 participants and their data were excluded as they had less than five years’ experience and thus did not meet inclusion criteria. 

     2.8.3 Semi-structured interview. The semi-structured interviews were used to gain a rich understanding of how experienced therapists managed the impact of delivering trauma work. Semi-structured interviews facilitate a receptive and flexible approach to qualitative investigation, enabling the researcher to spontaneously tailor the line of enquiry in response to participants’ narratives (Smith & Osborn, 2004). Semi-structured interviews are an appropriate method for gathering data to be analysed with thematic analysis, they have been used widely within counselling and psychotherapy research (Braun & Clarke, 2006; Clarke & Braun, 2018). Interviews were selected over other qualitative methodologies, i.e., focus groups, as they enabled participants from a variety of settings to participate in a detailed exploration of their personal understanding, therefore increasing the breadth of the therapists’ experiences. The interviews were conducted between November 2018 and March 2019. All interviews were undertaken by the author. The interview schedule guided the interviews, but questions were not restricted to this. Interviews were audio-recorded via a Dictaphone and transcribed by the author and a transcription service. 
 
    2.8.3.1 Interview style. Rubin and Rubin (2011) identified that research participants are frequently influenced by interview dynamics, resulting in a propensity for interviewees to provide answers which align with what they suspect the researcher desires. A passive style was adopted during the interviews and objective questions were presented with the intention of enabling the participant to give a full and detailed answer without feeling obliged to agree with the researcher. For example, ‘How would you describe your overall experience of working with trauma?’

     2.8.3.2 The development of the interview schedule. The interview schedule was developed via thoroughly reviewing the extant literature to develop topics to be explored within the interview, in addition to being informed by the Phase I Survey responses (see Table 8 for an example). 
Table 8
Example of Interview Question Guided by Phase I Response

	Phase I Survey Question
	Response
	Phase II Interview Question

	Has your way of coping with trauma work changed since you began working with trauma? If so, how would you describe this change.
	″…The rest is a tie to your own ethical compass, often healthcare systems prevent safe trauma processing work which is against my ethics so you feel having to work under radar is the only way (and secrets bred shame, which is no environment for trauma healing).″
	Are there any barriers to coping with these effects?




     The questions were further refined by consulting with two other researchers; one whom has undertaken extensive research within the field, and a second whom specialises in qualitative methodologies, and therefore provided specific advice upon the wording and formation of the questions. An unstructured interview was deemed inappropriate as the current study aimed to explore constructs and theories already defined within the current literature. As the study was open to exploring additional findings and experiences not yet covered within the current research base, a structured interview was also deemed inappropriate. Consequently, a semi-structured interview enabled the author to gather supporting or refutational evidence of current theories, whilst remaining flexible and adaptable to pursue new areas of interest presented by participants. 
     The interview questions attempted to explore how experienced therapists managed both the positive and negative impacts of working with trauma. Participants were asked to reflect upon a poignant trauma case and to share the impact this had on them. Additionally, participants were asked to think back to the start of their career with trauma work and to consider any changes within themselves, which they felt attributable to trauma work. Where appropriate, questions enquired about the symptomatology and constructs of STS, VT, and VPTG. However, these questions were specifically kept broad, rather than focusing on each construct within the CSDT, so as not to lead participants into an answer. 
     It is acknowledged that a limitation of this study is the retrospective nature of interviewing; however, in an attempt to aid participant recall of retrospective experiences and changes over time, specific questions and prompts were developed[footnoteRef:49].  [49:  Please see Appendix E, Section E.] 


[bookmark: _Toc36542193]2.9 Ethical Considerations
     This study was reviewed and received ethical approval from the University of Nottingham’s Division of Psychiatry and Applied Psychology (DPAP) Ethics Subcommittee. Within the ethics submission, the method and analysis plan were outlined (see Figure 4.).

[image: ]
Figure 4. Ethics Submission Section        

 The study followed the ethics guidelines, as stipulated by the British Psychological Society (BPS; 2017), outlined below.
     
     2.9.1 Informed consent.
     2.9.1.1 Phase I. Prior to providing consent, all potential participants were presented with the Participant Information Sheet, which outlined details of the study. The participant had the opportunity to contact the author with any questions concerning study participation. Participants provided informed consent by electronically completing the Informed Consent Form[footnoteRef:50]. Participants were unable to partake in the survey until they had provided consent.  [50:  Please see Appendix L.] 


     2.9.1.2 Phase II. Potential participants were contacted via e-mail. The researcher explained the details of the study and provided a Participant Information Sheet, ensuring that the participant had sufficient time to consider participating (a minimum of 24 hours). The author answered any questions that the participant had concerning study participation via e-mail. If the participant remained agreeable to partake in Phase II of the study, they were requested to provide informed consent by completing the Consent Form electronically. The Consent Form was electronically signed and dated by the participant and author before they entered the study. One copy of the Consent Form was kept by the participant and another was kept by the researcher for the audit trail.

     2.9.2 Right to withdraw. Participants were notified that they could withdraw from the study at any time. 

     2.9.2.1 Phase I. To withdraw, participants could close their browser. The Participant Information Sheet detailed that information gathered up to withdrawal could not be erased and may still be used within the final analysis.

     2.9.2.2 Phase II. To withdraw during the interview, participants needed to notify the researcher but were not required to provide a reason. Participants were made aware (via the Participant Information Sheet and Consent Form) that in the event of their withdrawal their data collected could be erased. However, they were notified that the researcher would seek their consent to use the data collected within the final analyses where appropriate. Participants were informed they also had the right to withdraw their data from the study once their participation was complete. This opportunity was available for one week after the date of their interview. However, participants were informed if they made a withdrawal request after this time period, their data would not be erased and may still have been used in the final analysis. 

     2.9.3 Potential risks to participants. Due to the potentially distressing nature of the topic explored, there was a possibility of participants becoming distressed during their participation. Within both phases, the Participant Information Sheets explained that participants had the right to withdraw at any point. The Participant Information Sheet for Phase II also explained that if a participant became distressed during the interview, they would have been reminded of their right to withdraw. If the researcher’s clinical judgement deemed the participant would be able to continue later, they would have been offered an opportunity to resume the interview at a later date. If the participant had become distressed on the second attempt, the researcher would have terminated the interview to ensure no further distress was caused. In an attempt to reduce the time demand upon participants, they were given the choice about time and how the interview was conducted, i.e., face-to-face, telephone, Skype, or VSee. Upon completion of the interview, the researcher enquired how the participant felt and if they had experienced distress due to partaking in the interview. No participants reported any distress. All participants were provided with the Debrief Sheet[footnoteRef:51] upon completion of the interview. Local support agencies’ details were provided to participants within the Debrief Sheet, if they required additional support following their participation. Furthermore, all qualified therapists are able to utilise their own clinical supervision to explore issues that are relevant to their clinical work. [51:  Please see Appendix M.] 


     2.9.4 Potential risks to researcher. Whilst there was no anticipated risk of harm to the researcher during the study, it was considered that potentially distressing events may be discussed during the interview which could result in a secondary impact upon the researcher. If this occurred, the researcher was aware they could use supervision within the research team, access local support resources, and their own clinical supervision.

     2.9.5 Payment. Participants were not paid to participate in the study. 

     2.9.6 Confidentiality, data protection, and storage. The data collated in Phase I was collected via a secure online survey website. The author obtained a dedicated account, which is licensed to the Doctorate in Clinical Psychology (DClinPsy) course. Data collected was only accessible to the author and research supervisors (RSF, TS). In addition, the option to restrict data storage and management to European Union locations only was selected. 
     For both phases, participant information was obtained and stored in line with the General Data Protection Regulations (2018).
     Both Phase I and II data were securely stored electronically on an encrypted device. 
     For Phase II, participants were made aware within the Participant Information Sheet and Consent Form that interviews would be audio-recorded. The first six recordings were transcribed by the author, who undertook all interviews, and the remaining six by a transcription service. The transcription service was required to sign a confidentiality agreement[footnoteRef:52]. Participants were aware that their interview may be transcribed by a third party, who would also be bound by confidentiality, as stipulated within the Participant Information Sheet and Consent Form. Participants were assigned a study identity code to protect their anonymity. To ensure the anonymity of transcripts, identifiable information, i.e., names and locations, were omitted during transcription. Once the recordings had been transcribed, they were destroyed. Access to the participants’ personal information was limited to the author only. Computer held data including the study database was held securely and password protected. Within the Participant Information Sheet and Consent Form, participants were made aware that direct quotes from their interview transcript may be presented within publications of the research but would be anonymised. Survey responses, psychometrics, and interview transcripts did not include personally identifiable information and instead used study identity codes to ensure anonymity. The author did retain a single password-protected electronic document which contained participant names, study identity codes, and contact details, to ensure that participants could revoke their data if requested. In addition, participants were offered a copy of the journal paper. Therefore, the contact details of those who expressed an interest were stored on a separate password-protected electronic document held by the author.  [52:  Please see Appendix N.] 

     Data will be stored by the University of Nottingham for seven years after completion of the study, after this time it will be securely destroyed. This will be available to regulatory authorities to comply with inspection requests. 

      2.9.7 Audit trail. The critical realist framework advocates that in order to facilitate research replication, authors are encouraged to be transparent regarding study procedure, data collection, and analysis (Barker & Pistrang, 2015). Consequently, the author kept a reflective diary throughout the research process[footnoteRef:53]. Within this, the author’s thoughts, reflections, and responses to the research were documented. In addition, the author compiled detailed contemporaneous notes regarding the development of themes, concepts, and the hierarchies of such. This audit trail was used to support confirmability of themes, enabling secondary analysis checks to test for adequacy (Halpern, 1984). Furthermore, copies of study documents were stored to ensure that the development of the research could be monitored.  [53:  Please see Section 5, Reflective Component for examples.] 


[bookmark: _Toc36542194]2.10 Analysis
     A range of methodological approaches were used due to the research design, therefore different analysis techniques were applied. The Phase I survey involved questionnaires and qualitative questions, which were used to describe the sample and facilitate purposive sampling for Phase II. To answer the research question further, qualitative data analysis was then used for Phase II interviews. 

     2.10.1 Phase I survey. 
[bookmark: _Hlk3115460]     2.10.1.1 Psychometrics. For each of the questionnaires, descriptive statistics were calculated using the Statistical Package for the Social Sciences (SPSS; IBM Corp, 2017). The mean, range, and standard deviation of scores were reported to describe and provide contextual information about the sample, highlighting patterns and relationships across the measures. In addition, this allowed the sample to be separated into four categories to facilitate maximum variation sampling for the subsequent stage: VT present and high STS; VT absent and low STS; VT present and low STS; and VT absent and high STS.

     2.10.1.2 Qualitative questions. 
[bookmark: _Hlk9889918]     2.10.1.2.1 Vicarious trauma. The author read the answers participants provided for questions which explored VT and decided whether they demonstrated the presence or absence of VT, as defined by Pearlman and Mac Ian (1995):
Vicarious traumatization implies changes in the therapist's enduring ways of experiencing self, others, and the world. The effects of vicarious traumatization permeate the therapist's inner world and relationships. These effects do not arise solely from one therapy relationship; we posit that they are cumulative across time and helping relationships (Pearlman & Mac Ian, 1995, p. 558).
To increase reliability, this analysis was also repeated by a research supervisor (JL) who was blind to the author’s results. Initial comparison of results produced an 86% match rate. Discrepancies were reconsidered until an agreement between results was reached[footnoteRef:54]. [54:  Please see Appendix O.] 


     2.10.1.2.2 Coping. Responses were analysed with deductive thematic analysis, following the guidelines stipulated by Braun and Clarke (2006). They emphasise that a priori decisions concerning coding of the dataset should be explicitly stated by researchers, this information is presented below.

     What counts as a theme? As there is not a set rule regarding what counts and what does not count as a theme, it is important that researchers are transparent and consistent in how they identify themes within a dataset (Braun & Clarke, 2006). The main question considered when generating themes was ‘does this theme capture an essential component of the participant’s experience?’, and thus contribute towards answering the research question. Therefore, both prevalence and saliency of themes, both within and across data, were considered and captured.

     A rich description of the whole dataset, or a comprehensive account of a specific component? As there is a paucity of research exploring experienced therapists’ experience of trauma work, a rich description of the whole dataset was prioritised. This decision is useful when an area has received little previous exploration (Braun & Clarke, 2006). Furthermore, this approach complements the study’s aims. If only one aspect of a dataset is analysed, researcher bias may influence the selection of data, thus, one may be impelled to utilise the data which supports arguments one wishes to make (Javadi & Zarea, 2016). Consequently, this study analysed the combined data for each question. While this does pose the possibility of missing some depth within a participant’s description, it does generate an overall rich account of the entire dataset.

     Inductive or deductive analysis? Thematic analysis can be conducted either inductively or deductively; however, it is also common that a mixture of the two approaches are applied. It is not possible to be purely inductive, as previous knowledge and understanding influences one’s interpretation of the data and resultant theme generation. Additionally, one must know if a code is worthwhile based on the data set at a minimum, therefore, it is impossible to completely disregard the semantic content (Braun & Clarke, 2019). Inductive analysis produces themes which are closely linked to the dataset and can therefore provide a new insight into participants’ experiences. Whereas, deductive analysis has the benefit of providing the researcher with theoretically derived themes obtained from prior research, to expand, refute, or replicate (Boyatzis, 1998). Deductive analysis utilises coding frameworks, allowing researchers to obtain pertinent information relating to theoretical concepts within their own dataset; understandings which will have shaped and developed the study’s objectives and research questions (Brooks, McCluskey, Turley, & King, 2015). Thus, deductive thematic analysis was adopted to analyse Phase I coping responses. 

     Latent or semantic themes? A semantic approach aims to present the literal meaning of the participants’ accounts, utilising the surface-level of what a participant has reported. They intend to explain the participants’ accounts, highlighting patterns that exist amongst the dataset (Javadi & Zarea, 2016). Latent themes move beyond that of semantic description and offer an interpretation into the wider meaning, patterns, and connotations of the dataset (Braun & Clarke, 2006). However, in producing semantic themes, the aim remains to understand the meaning within the dataset and in order do so, one must offer some interpretation, therefore also undertaking a latent analysis. Consequently, the current study utilised a combination of both semantic and latent themes, advocated to produce high quality analysis (Joffe, 2012).

     Process of analysis. The six-stage process of thematic analysis presented by Braun and Clarke (2006) was adhered to and is summarised within Table 9. It is worth noting that whilst these are presented as discrete phases, some phases occurred simultaneously and overlapped.

Table 9
Application of Deductive Thematic Analysis’ Six-Stages for Phase I Coping (Braun & Clarke, 2006)

	Stage
	Action Taken

	1. Become accustomed to the data.
	Collated, read and re-read the data. 



	2. Produce preliminary codes.
	Previous theoretical literature was reviewed and combined with clinical experience and expertise to produce an a priori coding framework, as guided by the research question. The framework was developed by defining the units of analysis, labelling, and describing when a code would have occurred, this process was discussed in consultation with the research supervisors and refined. No analysis occurred until an agreed coding framework had been defined (Crabtree & Miller, 1992). 
Codes were identified deductively: data was specifically reviewed against the coding frame, this included identifying recurrent techniques, difficulties, and ambivalence to coping[footnoteRef:55]. Codes were modified as more data was analysed (see Table 10).  [55:  Please see Appendix P for an example. ] 



	3. Identify themes.
	Codes were expanded to generate a shared feature or pattern. Codes were discussed with research supervisors and patterns within the dataset were identified and summarised to generate preliminary themes and sub-themes (Fereday & Muir-Cochrane, 2006). A preliminary thematic map[footnoteRef:56] was produced and included data snippets. [56:  Please see Appendix Q.] 



	4. Evaluate themes.
	Themes developed so far, were quality checked for coherency and validity by reviewing themes in comparison to coded data and complete dataset. Some codes were dismissed as they did not fit with overall analysis. Boundaries of themes were considered and refined to ensure they were internally consistent.


	5. Produce theme names and definitions.
	Names were generated to reflect the unique and distinct essence of each theme. Snippets of data from across the dataset were identified to illustrate analytic ideas. Relationships between themes were presented and conclusions drawn from the entire analysis. Thematic map was refined.


	6. Generate a report.
	Moved beyond a description of the data to an argument which answered the research question. Themes were presented logically and succinctly, and the visual table (Table 4) was compiled, to provide a coherent interpretation about the dataset.










Table 10
Example of Coding Development

	Quote
	Deductive Code
	Revised Code
	Sub-Theme 

	“I have also modified my working day to limit the number of trauma cases I work with and ensured that I have a caseload which is not entirely trauma based.”
	Varying caseload
	Managing caseload
	Support at work 



     2.10.1.2.3 Personal trauma. To contextualise the sample and allow considerations to be made regarding personal trauma influencing their experience of trauma work, participants were asked if they had personally experienced trauma. If participants had, they were asked a follow-up question regarding how far they felt they had come to resolving this. The percentage of participants who had experienced personal trauma was then calculated. 

     2.10.1.3 Theoretical orientation. Participants were asked to rank the theoretical orientation their therapeutic work was guided by on a six-point ordinal Likert Scale (5= very greatly, 0= not at all). Participants were deemed to have a salient theoretical orientation when they scored four or above.

     2.10.2 Phase II
[bookmark: _Ref33873255]     2.10.2.1 Interviews. The interview data was analysed using thematic analysis, following the guidelines stipulated by Braun and Clarke (2006), outlined above[footnoteRef:57]. However, interviews were analysed using both inductive and deductive thematic analysis, and therefore variations of the a priori decisions previously presented are outlined below. [57:  Please see Section 2.10.1.2.2.] 


     2.10.2.1.1 Inductive or deductive analysis? In addition to the aforementioned advantages of deductive thematic analysis, inductive thematic analysis produces themes which are strongly linked to the data. These themes can be both aligned and present little affinity to the original research question posed (Boyatzis, 1998). Inductive thematic analysis enables researchers to develop new ideas and discoveries by exploring the raw data presented, without the restraint of preceding coding frames from existing theories (Braun & Clarke, 2006; Nowell et al., 2017). It facilitates the identification and presentation of unique experiences that are not currently accounted for. The combination of both inductive, data-driven, and deductive, theory-driven, thematic analysis complemented the Phase II research question by investigating how experienced therapists manage the impact of delivering trauma work. Hence both approaches were adopted within the analysis of interview data. 

     2.10.2.1.2 Process of analysis. The six-stage process of thematic analysis presented by Braun and Clarke (2006) was adhered to and is summarised within Table 11. Again, whilst the phases below are presented as discrete stages, some phases occurred simultaneously and overlapped.

Table 11
Application of Thematic Analysis’ Six-Stages for Phase II (Braun & Clarke, 2006)

	[bookmark: _Hlk2934339]Stage
	Action Taken

	1. Become accustomed to the data.
	Transcribed, read and re-read the data. Compiled initial notes, considered initial themes and analytical meanings of the dataset. 


	2. Produce preliminary codes.
	Coded data, this was shaped by the research question and remained close to the participants’ dialogue. Codes were inclusive and a mix of interpretative and descriptive. Codes were identified both deductively and inductively. Codes were modified as more data was analysed. 


	3. Identify themes.
	[bookmark: _Hlk29066508]Codes were expanded to generate a shared feature or pattern. Themes and sub-themes were constructed based on broad topics that data referred to. Preliminary thematic map[footnoteRef:58] was produced. [58:  Please see Appendix R.] 



	4. Evaluate themes.
	Themes developed so far, were quality checked for coherency and validity by reviewing themes in comparison to coded data and complete dataset. Some codes were dismissed as they did not fit with overall analysis. Boundaries of themes were considered and refined to ensure they were internally consistent.


	5. Produce theme names and definitions.
	Names were generated to reflect the unique and distinct essence of each theme. Snippets of data from across the dataset were identified to illustrate analytic ideas. Relationships between themes were presented and conclusions drawn from the entire analysis. Thematic map was finalised. 


	6. Generate a report.
	Moved beyond a description of the data to an argument which answered the research question. Themes were presented logically and succinctly to provide a coherent interpretation about the dataset.



     The first stage of the thematic analysis included transcribing the interviews. The author transcribed the first six interviews and then a transcription service transcribed the latter six, enabling the research project to be completed on time. All transcripts were re-read by the author and checked for accuracy, in addition to removing any personally identifiable information. 
      
     For the deductive component, the process previously outlined[footnoteRef:59] was followed. The author specifically reviewed the data against the Phase II coding frame[footnoteRef:60] to identify support (to extend current theoretical understandings) or contention (to challenge the literatures’ present understanding; Patton, 2015)[footnoteRef:61]. [59:  Please see Section 2.10.1.2.2.]  [60:  Please see Appendix G.]  [61:  Please see Appendix S for an example.] 

     Deductive analysis has received criticism for its potential to misrepresent data, due to ignorance of possible new knowledge within the dataset, which would be inaccessible through the adoption of pre-determined coding frameworks (Blair, 2015). Consequently, using both inductive and deductive analysis within the current study aimed to reduce the possibility of this. 
     Transcripts were re-read and the author began initial coding. This included noting responses to the data presented and preliminary thoughts regarding the analytic meanings of participants’ accounts. Notes were compiled electronically, using software which allowed comments to be made surrounding the transcripts[footnoteRef:62]. To ensure the codes were representative of participants’ accounts, the author ensured the initial inductive codes were semantically representative of their dialogue, see Table 12 for an example. [62:  Please see Appendix T for an example.] 


Table 12
Example of Semantic Coding

	Quote
	Code

	[bookmark: _Hlk35182784]“But I do think that makes me less available to the kids.”  
	Less available to family


 
     Within stage two, codes were generated by the author and reviewed with the research team. Identifying repeated concepts amongst participants’ accounts was initially used to produce codes. This included recognising data which described similar topics. Repetition is one of the simplest methods for creating codes in thematic analysis and allows obvious interpretations to be captured early on in the analysis process (Ryan & Bernard, 2003). 
     Another technique utilised to produce codes incorporated noticing participants’ use of metaphors and analogies, which are used to communicate one’s thoughts, experiences, and behaviours (Lakoff & Johnson, 2008). Therefore, when the dataset included metaphors, the author interpreted the underlying meaning facilitating a code, see Table 13 for an example. 
     The creation of new codes ceased when the data within additional transcripts only enriched the current codes, failing to generate any additional information. The point in which new data neglects to yield supplementary insights or codes is described as thematic saturation, which has been advocated as a quality marker in thematic analysis (Bowen, 2008; Francis et al., 2010). It is worth noting that critical realists are cautious of using theoretical
Table 13
Example of Coding Meaning from Participant’s Use of Metaphor

	Quote
	Code
	Sub-Theme

	“..you’re not fighting a lost cause because you’re making a difference”
	Despite time/cost trauma work facilitates change
	Client change is small but powerful

	Note: Underlined text indicates the metaphor.


 
saturation as an endpoint of analysis. It poses a philosophical question of can data, themes, or theories ever truly be saturated (Varpio, Ajjawi, Monrouxe, O’Brien, & Rees, 2017). As each participant has a unique experience, there is always the possibility of identifying additional insights. In addition, to attain an ethical approval, this study required the advance stipulation of sample size prior to data collation and thus only the data collated within the study’s parameters could be used to achieve saturation. Nevertheless, the advanced Phase II sample size specification was a considered choice as aforementioned, guided by recommendations within the current literature.   
     The codes which had been considered and generated were compared against the dataset to validate coherence and consistency. To enable codes to be refined further, data was displayed within NVivo® Pro (version 12; QSR International, 2018), a software for thematic analysis of literature and research data. This was used to visually demonstrate codes; displaying the participants’ dialogue which had contributed to its generation[footnoteRef:63]. The presentation of data, and its preliminary analysis in accessible and succinct formats has been recommended to aid further theme analysis and final conclusions (Guest, MacQueen, & Namey, 2011).  [63:  Please see Appendix U.] 

     To ensure codes were consistently applied, data was coded initially and then a second time a week later, to ensure test-retest reliability (Marks & Yardley, 2004). Codes were also discussed alongside contributing data samples with research supervisors (RSF, TS) separately to check reliability. Discrepancies were reconsidered until an agreement was achieved.
     The consideration of how codes could contribute to over-arching themes began once the research team agreed the codes were reliable[footnoteRef:64]. Similarities and divergence enabled the author to make comparisons across the dataset. The abstract differences and similarities within participants’ responses to interview questions yielded themes (Ryan & Bernard, 2003). The variance between the ways in which participants described a theme was used in the creation of sub-themes. Furthermore, code names transferred from a descriptive to an analytical label. The guidance on reviewing and collapsing sub-themes under an encompassing theme specified by Patton (2002) was followed: comprehensive themes should be homogeneous, both internally, i.e., be coherent as a whole, and externally, i.e., present a clear distinction between themes. See Table 14 for an example.  [64:  Please see Appendix S for an example. ] 


Table 14
Example of Theme Generation Process

	Quote
	Code
	Early Sub-theme Name 
	Revised Sub-theme Name

	“Hmm, as I say much more appreciate of relationships and friendships and the things that are nice, the things that you have, your health and those kind of things, erm, I don’t know other than that really, hmm.”
	Appreciative of things, e.g., relationships, health, possessions
	Gratitude
	Re-evaluation of what is important 



     Themes were compared with the Phase II coding framework and identified both agreements and disagreements within participants’ accounts. A summary outlining the areas of consensus and exceptions, in addition to how these were encompassed within the theme generation is outlined in Table 15. Following the naming of themes, a definition for each was produced by the author[footnoteRef:65]. One of the research supervisors (RSF) reviewed a sub-sample of the data. This ensured the conclusions drawn were grounded within the data and analysis  [65:  Please see Appendix V. ] 

RPV 1819 UoN: 4289148 UoL: 15623264	 Thesis Volume 1	Page 55 of 220

Table 15
Example of Participants’ Concurrence or Rejection of Coding Framework and Subsequent Theme Creation

	
	Coding Framework: 
	Participant Concurrence  
	Quote
	Thematic Representation

	Vicarious Trauma
	Permanent pervasive disruptions/changes in belief systems regarding: Self, i.e., views about one’s ability to keep oneself safe;
	✓
	″I did, I remember going to the house once and I had to do a sort of double take that somebody might be outside, which I’ve never done before, so real active trauma symptoms.″

	The challenges of the work

	
	
	✓
	“I noticed that I would be more hypervigilant, if I was walking home late at night, I’d often have images in my mind of things that had happened to people that I’d been working with. And thinking in my head, how I could protect myself.”

	An additional understanding of the world

	
	Others, i.e., views about one’s families or close friends’ abilities to keep themselves safe, changes in intimacy with close others;
	✓
	″I’m aware, since I’ve had a child, that I sometimes have more thoughts around child sexual offences and being unsure of people.  I don’t know if I would have had that many thoughts had I not worked with, again, both victims and perpetrators. ”

	Affects my relationships

	
	World, i.e., views about the world.
	✓
	″when you start to work with people who’ve, experienced significant traumas, your eyes are opened to the fact that actually, it’s, it’s likely that it’s all around you.

	An additional understanding of the world

	
	
	X
	″maybe there is a vicarious trauma maybe there could be some very serious consequences but for me there hasn’t been because of that containment″


	Seeking containment

	Secondary Traumatic Stress
	Experience of symptoms which can include: intrusive cognitions (thoughts, images, or memories/nightmares), 
	✓
	“I didn’t have specific flashbacks but I suppose I did have, vaguely intrusive thoughts about some of the experiences she might have had, because she had very explicit disclosures that she’d drawn out and talked about.”

	The challenges of the work





The challenges of the work



The challenges of the work



	
	bodily sensations (i.e., pain, somatic difficulties),
	✓
	“sometimes you can just tell, elevated levels of anxiety, you just know that you’re restless and uncomfortable”

	

	
	emotional disturbance (tearfulness, anger, hopelessness).
	✓
	“..there’ve been times when I’ve been thoroughly disgusted,.. to a point of feeling quite sick, angry, you know”

	

	
	
	X
	“No, so on balance no real negative experiences.”


	

	Vicarious Post-traumatic Growth
	Positive changes in: philosophy of life;
	✓
	“I again I think it’s just being able to put things in perspective and valuing and appreciating what is good in life.”
	Re-evaluation of what is important

	
	self-perception
	X
	
	

	
	interpersonal relationships;
	✓
	”definitely, with relationships.  I think I  value them more.”

	Affects my relationships

	
	and professional identity.
	✓
	″professionally it gives so much satisfaction″

	Client change is small but powerful

	
	
	✓
	″it got me fascinated with PTSD.. working with PTSD has been important to me ever since″
	Re-evaluation of what is important



    
procedure (Miles, Huberman, & Saldana, 2014). In addition, the author created a thematic map (Figure 1.) devising the relationships between themes, sub-themes, and used snippets of transcripts to support this. The map was reviewed and revised during consultation with the research supervisors (RSF, TS[footnoteRef:66]). This occurred through a process of thinking critically about the depictions; considering exceptions; and identifying possible omissions. Whilst it is typically quantitative analysis which ‘tests’ theories, this model of exploring and considering counter-evidence was also considered. Secondary analysis checks were completed by research supervisors (RSF, TS) to ensure that contrary evidence was encapsulated within the map and wider analysis, and also in an attempt to reduce the inevitable bias and assumptions that the author holds (Marks & Yardley, 2004). This process continued until it was agreed that the map presented a clear and accurate representation of participants’ accounts. [66:  Please see Appendix R for an initial version of the Thematic Map.] 

     Finally, a report was produced to answer the research question. This included the author’s interpretation, presenting themes and direct quotes of participants’ accounts to support the conclusions made. 

    2.10.2.1.3 Reflexivity. Critical realists acknowledge that research results are co-constructed by both the researcher’s and the participants’ interpretation of reality. Researcher subjectivity should therefore be viewed as a resource, as opposed to a hindrance which needs to be regulated (a view often taken in positivist approaches), facilitating the active creation of themes (Clarke & Braun, 2018). Nevertheless, within thematic analysis, it is recognised that the researcher’s interpretation of data may be influenced by their preconceptions and assumptions (Braun & Clarke, 2006). Therefore, it is imperative to clearly communicate the researcher’s epistemological stance and prior experience, ensuring transparency during analysis (Goldberg & Allen, 2015). The author was a trainee clinical psychologist with an interest in trauma and the secondary effects upon clinicians. The other three researchers were qualified clinical psychologists, all of whom worked therapeutically with trauma and have undertaken previous research within the field. A reflective diary was used by the author throughout the study to consider their own preconceptions and assumptions, in an attempt to increase awareness of bias, with the aim of promoting self-reflection, and reflexivity. Prior to data collection, the author had anticipated both positive and negative experiences of delivering trauma work to be discussed. In addition, she expected clinical supervision to be the most widely utilised support strategy and bracketed these preconceptions.

    2.10.2.2 Psychometrics. For each of the questionnaires, descriptive statistics were calculated using SPSS (IBM Corp, 2017). The mean, range, and standard deviation of scores were reported, where appropriate, to describe and provide contextual information about the sample. In addition, the results were used to triangulate participants’ experiences to increase the accuracy of data gathered (Cosden et al., 2016). 
     
     2.10.3 Quality assurance. Throughout the study, multiple considerations were made to ensure the quality of the research. The current study utilised four researchers, in addition to some external consultation. It has been reported that between two to four members of a research team is the most effective; facilitating the integration of multiple researchers’ analytical perspectives, thus increasing a study’s trustworthiness, whilst reducing variability due to coding inconsistencies (Patton, 2015; Richards & Hemphill, 2018). Richards and Hemphill (2018) present four strategies to enhance the trustworthiness of analysis which are summarised within Table 16 below. Whilst these recommendations are primarily rooted within thematic analysis, they also consider the challenges faced when drawing from mixed-methodologies. 




 





Table 16
Strategies Utilised to Enhance Trustworthiness of Analysis  

	Quality Criteria
	Strategy
	Evidence 

	Dependability
	Data triangulation
	To increase the dependability of research conclusions, data obtained from multiple sources was incorporated within the design of the current study.


	Credibility
	Peer debriefing
	To increase credibility of results, a peer outside of the research team also provided comments upon the ongoing analysis. 

	
	Negative case searching
	To develop credibility, cases which contradicted the key findings were sought and presented.

	
	Embedded within participants’ accounts
	Direct quotes from participant interviews were presented to support theme development. 


	Confirmability
	Audit trail and researcher use of journal
	To add confirmability, a clear and thorough audit trail and reflective diary were kept and are detailed above.   

	
	Transparency of methodology
	Recommended guidelines were followed to complete the analysis, the process and findings were clearly detailed to enable replicability. 


	Transferability 
	Detailing the study context
	The final report includes a rich description of the themes and interpretation of results.
Ethical considerations are outlined.

	
	Detailing the participants’ context 
	Participant demographics are reported, additional questionnaires were administered considering wider influences, i.e., personal experience of trauma. 





[bookmark: _Toc36542195]3. Extended Results

Overview
     The following content expands upon the information presented within the results section of the journal paper. 

[bookmark: _Toc36542196]3.1 Phase I Survey Results
     3.1.1 Participant characteristics. Participants were from a range of professions, which are detailed in the journal paper. Within the survey, 18% of participants selected ‘other’ for their occupation. When asked to specify, their responses included: Advanced Certified Practitioner in Sensory Motor Therapy, Board Certified Sexologist, Body-Centred Psychotherapist, Counselling Psychologist, Eye Movement Integration™ and BrainWorking Recursive Therapy® Therapist, Forensic Psychologist, Mental Health Nurse, Nurse, Schema Therapist, Supervisor and Trainer, Systemic Family Therapist, and Trauma Therapist. In regards to speciality, 29% of participants selected ‘other’. When asked to specify, responses included: Acute, Deafness, Employee Assisted Programme, Forensic, Health (including cancer, physical, pain, and sexual), Hospice, Jigsaw (National Centre for Youth Mental Health in Northern Ireland), Medical Legal, Perinatal, Personality Disorder, School, and Voluntary. For the 15% of participants who selected ‘other’ for the orientation their therapeutic practice was guided by, they too were asked to specify, and responses included: Acceptance and Commitment Therapy, Adaptive Information Model, Attachment, Bioenergetics, Body-Focused Psychotherapy, BrainWorking Recursive Therapy®, Cognitive Analytic Therapy, CBT, Compassion Focused Therapy, Character Analysis, Dialectical Behaviour Therapy, Dyadic Developmental Psychotherapy, Disability Psychotherapy, Ego State, EMDR Therapy, Eye Movement Integration™, Energy Psychology, Existential, Focusing and Experimental Psychotherapy, Gestalt, Hypnosis, Inner Child, Interpersonal, Mentalisation Based Therapy, Mindfulness Based Approaches, Motivational interviewing, Narrative, Neuropsychology, Neuromuscular Therapy, Personal Construct Psychotherapy, Play Therapy, Positive Psychology, Reality Therapy, Schema, Sensorimotor Psychotherapy, Sexual Grounding Therapy, Social Constructionist, Solution Focused, Solution Focused Brief Therapy, Somatic Experiencing, Transactional Analysis, and Trauma informed. 
     3.1.2 Open ended questions.
     3.1.2.1 Coping. The three themes generated within the deductive thematic analysis are presented in a thematic map in Figure 5.  

[image: ]
Figure 5. Phase I Thematic Map        

     3.1.2.1.1 No change in coping theme- further exemplar quotes. Whilst the majority of participants did not elaborate, some did provide additional information on how their coping had remained consistent over time. For the participant below, it appears that from the beginning they had developed a strategy of distancing themselves from trauma work, which has persisted over their career: 
″No change - I have always been able to distance myself from what I am hearing, although there are occasional cases that 'get to me'″
Whereas another participant reflected on how, akin to their theoretical approach, the way in which they coped with trauma work had remained consistent:
″No - my general approach has remained more or less stable.  Due to my theoretical orientation I am undergoing my own psychotherapy and this is the primary way that I address issues that arise in my life.″

     3.1.2.1.2 Change in coping theme. Many therapists had recognised the ways in which they coped with trauma work had altered over their careers. This theme incorporated their reasons for this shift.

     A reduction in the need to cope sub-theme- further exemplar quotes. As therapists had become ″used to″ the impact of working with trauma, they reported that they no longer felt the need to utilise active coping strategies:
″I have been working with trauma for many years so at this stage it is not something I experience a need to cope with. ″
″Now that I'm more used to it it doesn't upset me quite so much as in the beginning, so I need less active coping skills.″
As their experience had increased, they felt less affected by trauma work:
″I think I have naturally become more hardened to it. ″
Furthermore, they noted that over time hearing trauma narratives became less shocking, and instead an element of this was anticipated and thus less emotive, thus minimising their need to ‘cope’: 
″I suspect I talk less about the work now than when I did, both with supervisors and other colleagues. Perhaps because I am more familiar with the work and less shocked/surprised by what I hear. I also think I have become much more comfortable and accepting of my emotional reactions (e.g. anger, sadness), as well as more able to make sense of these.″
However, this was not always the case; one participant’s experience was the opposite. Instead, they described that their ability to cope had actually reduced with experience:
″Cumulative affects of awful experiences mean I think I coped better when I was less experienced. More defended against it- ‘this wouldn’t happen 2me’ [sic].″  

     Change in perception of coping sub-theme- further exemplar quotes. As participants had gained experience, they described how their view of ‘coping’ had altered. Therapists had developed an increased compassion towards themselves, recognising that trauma work could be challenging and that they too needed to care for their selves: 
″I have a much better recognition of my own responses and when I need to take a break or care for myself that I used to. I now just do what i need to look after myself without guilt or hesitation.″
In addition, therapists acknowledged their own limitations as clinicians and felt an increased comfort in exploring these:
″More mature and accepting of my limitations and escalation of stress and so am greater able to cope with the challenges this area can bring.″
″I am perhaps a little more confident in using peer support and supervision, especially to explore when I believe I have made a mistake or am struggling with the sessions.″

     3.1.3 Participants who expressed an interest in Phase II. The 49 participants who expressed an interest in participating in Phase II were separated into four categories, as presented in Table 17.
Table 17
Categories of Participants Whom Expressed an Interest in Phase II

	
	
	VT

	
	
	Present
	Absent

	STSS Score
	High
	Group 1 (n=6)
	Group 4 (n=4)

	
	Low
	Group 3 (n=8)
	Group 2 (n=31)



[bookmark: _Toc36542197]3.2 Phase II Interview Results 
     Additional Phase II results that were not presented within the journal paper are presented below.
     
      3.2.1 Life events checklist, version five. The most common traumatic experience participants had encountered, as assessed by the LEC-5, was a transportation accident (Table 18). 

     3.2.2 Thematic analysis.
     3.2.2.1 Overview of themes. Therapists emphasised that managing the effects of trauma work was a continuous process as opposed to a singular event, starting even before work commenced: ‘establish clearer boundaries’. 
     Over time therapists had come to recognise that there were many unavoidable hazards which occurred as a consequence of trauma work, captured within the first theme: ‘recognising the negative impact is inevitable’. Within this theme, there are five sub-themes: ‘influence of the system’; ‘the challenges of the work’; ‘affects my relationships’; ‘turn away from trauma’; and ‘exit strategy’. Participants described how at times, trauma work was so painful that they felt unable to face it and compelled to ‘turn away from trauma’. The work could result in distressing psychological and physiological experiences (incorporating STS and VT symptomatology) for therapists, captured in ‘the challenges of the work’. Consequently, participants described how this ‘affects my relationships’, whilst this could be helpful, i.e., appreciating family more, it also had the potential to cause difficulties between other connections, i.e., recognising the differences between their self and friends, or causing distance between loved ones and previous support networks. In addition, where or who the therapist worked for had an effect on their ability to utilise coping strategies (‘influence of the system’). Nevertheless, whilst therapists reported that the negative impact was inevitable, they acknowledged there was a limit in which these should be accepted, recognising that when the costs outweigh the gains of the work, therapists should consider their ‘exit strategy’, by taking a break or leaving the field altogether. 
     As the nature of trauma work was often distressing, therapists frequently felt overwhelmed and unable to manage their experience alone. In these 
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Table 18
Phase II Traumatic Events Experienced 
	Traumatic Event
	Total
	Event happened to me
	Witnessed it
	Learned about it
	Part of my job
	Not Sure
	Doesn’t Apply

	Natural disaster (for example, flood, hurricane, tornado, earthquake) 
	3
	0
	2
	0
	1
	0
	9

	Fire or explosion
	5
	0
	1
	1
	3
	0
	7

	Transportation accident (for example, car accident, boat accident, train wreck, plane crash)
	16
	4
	1
	6
	5
	0
	1

	Serious accident at work, home, or during recreational activity
	7
	0
	0
	2
	5
	0
	6

	Exposure to toxic substance (for example, dangerous chemicals, radiation)
	2
	0
	0
	0
	2
	0
	9

	Physical assault (for example, being attacked, hit, slapped, kicked, beaten up)
	12
	3
	3
	1
	5
	0
	2

	Assault with a weapon (for example, being shot, stabbed, threatened with a knife, gun, bomb)
	7
	1
	1
	0
	5
	0
	5

	Sexual assault (rape, attempted rape, made to perform any type of sexual act through force or threat of harm)
	11
	2
	0
	2
	7
	0
	3

	Other unwanted or uncomfortable sexual experience
	10
	2
	0
	2
	6
	0
	4

	Combat or exposure to a war -zone (in the military or as a civilian)
	5
	0
	0
	0
	5
	0
	6

	Captivity (for example, being kidnapped, abducted, held hostage, prisoner of war)
	8
	0
	0
	2
	6
	0
	4

	Life -threatening illness or injury 
	12
	1
	3
	2
	6
	0
	3

	Severe human suffering
	8
	0
	2
	0
	6
	0
	3

	Sudden violent death (for example, homicide, suicide)
	8
	1
	1
	0
	6
	0
	3

	Sudden accidental death
	9
	2
	1
	1
	5
	0
	4

	Serious injury, harm, or death you caused to someone else
	3
	0
	0
	0
	2
	1
	8

	Any other very stressful event or experience
	14
	5
	3
	1
	4
	1
	3



circumstances, they recognised that they required support to process this, which is encapsulated within the second theme ‘seeking containment’.
     The third theme incorporates participants’ experiences of trauma work producing ‘a change in perspective’. This occurred both professionally, in the sub-theme ‘difficulties.. can be therapeutic’ and personally in the other three sub-themes: ‘an additional understanding of the world’; ‘shift in what you view as normal’; and ‘re-evaluation of what is important’. As opposed to seeing the difficulties associated with trauma work as purely an obstacle, therapists noticed how these could be a helpful process clinically, whereby ‘difficulties.. can be therapeutic’ and be utilised within trauma work. For their personal life, in spite of trauma work revealing the harrowing side of humanity to participants and recurrent exposure causing a ‘shift in what you view as normal’, this was regarded as a helpful and ‘an additional understanding of the world’. The subsequent knowledge enabled therapists to recognise their personal values, allowing them to ‘re-evaluate what was important’ and adjust their life accordingly.
     The final theme: ‘remaining motivated to continue’, includes the three sub-themes: ‘close the loop’; ‘establish clearer boundaries’ and ‘client change is small but powerful’. Whilst therapists described that the complexity of trauma often limited the potential for client recovery, participants demonstrated their ability to identify client change and emphasised the value and power this generated (‘client change is small but powerful’). It was also considered that some participants were able to utilise trauma work not only to support clients, but to facilitate the reparation of self and therefore ‘close the loop’ on their own trauma. Prior to commencing further trauma work, therapists reflected on the impact of this on themselves and they endeavoured to ‘establish clearer boundaries’ in an attempt to continue receiving the gains (both for their self and the clients) but limit the costs.
     Therapists consistently reported that the positive and negative effects of working with trauma were experienced simultaneously and thus the relationships between the above themes are depicted through connecting lines within the thematic map (Figure 1.). All themes orientate around the premise that ‘the gains (for therapist and client) make the costs worthwhile’, demonstrating the integration and continuous relationship amongst themes. In addition, the themes were presented in this way to demonstrate how concepts which were previously understood as opposing phenomena may actually exist simultaneously. This is reflected in the participant quote below:
“I feel like I’ve been affected by it [trauma work], I guess.  And I think that’s both good and bad in a way, you know, like I feel like there’s a kind of a kind of an understanding that I have that is helpful to me, you know, in having a perspective on things that I think can be informed maybe, yes.” (Natalie)
Nevertheless, it is acknowledged that an integral criticism of illustrative diagrams is the assumption that therapists transition through these areas consecutively. It is recognised that this may be unlikely, but instead the figure is presented to demonstrate a common pattern across the complete dataset.
[bookmark: _Hlk8868590]
     3.2.2.2 Recognising the negative impact is inevitable theme. This theme included five sub-themes: ‘influence of the system’; ‘the challenges of the work’; ‘affects my relationships’; ‘turn away from trauma’; and ‘exit strategy’. 

     3.2.2.2.1 Influence of the system sub-theme - further exemplar quotes. Despite therapists working in a variety of settings, participants consistently reflected on how the system they were based, or working alongside, influenced their trauma work and coping. Due to increased service demands and waitlists being prioritised, therapists’ ability to cope with the impact of their trauma work was hindered:
“..the expectations of the job are that you just, see loads of hugely complex clients and you don’t really have your own time to manage that, the emotional load on you really.” (Hannah)
Often therapists felt that due to the nature of trauma and how this impacted inter-personal relationships, they needed to spend additional time with clients to fully build a therapeutic relationship to enable change to occur; however, due to service pressures this was not always feasible: 
“..in the back of my mind I am always kind of trying to be mindful of the waiting lists and of those pressures of trying to get through people and demand on services I find a barrier in terms of carrying on work.” (Andy)
Hannah described how she was due to commence additional trauma work with a client she had worked with in the past:
“I think what’s going to happen, is I’m going to be commissioned to do ten to fifteen sessions, which is not going to be helpful.” (Hannah)
Due to an external party commissioning the work, Hannah reflected on the complexity of being restricted in the number of sessions she was able to deliver and despite her best efforts, had been unable to communicate the complexities and time required to build a relationship for effective trauma work to occur.      Whereas Jennifer reflected on trying to mitigate a client’s previous experiences with services:
	“..she was told she’d be better in twelve weeks and if she wasn’t it was her fault. And it’s just not possible, twelve weeks is nothing, in terms of trust building and relationship building.” (Jennifer) 
To add context to the above quote, before Jennifer was able to commence trauma work with the client described, she had been required to spend time repairing a previous clinician’s rupture. The client had felt she had ‘failed’ at therapy as she had been unable to ‘recover’ within the ‘twelve weeks’ specified.
     Furthermore, participants often found the way in which some services treated clients to be unfair:
“And, I suppose, what’s frustrating as a system then pathologises them as having personality disorders or being really tricky and having challenging behaviours.” (Hannah)
Another participant reflected on how the service they worked for misunderstood the client’s presentation, this led to further difficulties and the therapist felt self-doubt in their clinical decision to continue the trauma work:
“I wondered if I’d done the wrong things, I was advised not to work with this person.” (Andy)
Jessica described how as services were becoming more pressured and clinicians were expected to see more people, she had noted the availability of her colleagues was reducing. A coping strategy she had utilised and found to be effective was debriefs with colleagues; however, she had been unable to access this much recently:
“I suppose, the barriers for debriefs are people’s workloads more than anything else.”  (Jessica)

     3.2.2.2.2 The challenges of the work sub-theme - further exemplar quotes. Additional challenges participants described which were generated as deductive codes for STS included “heightened anxiety … intrusive thoughts” (Hannah), “impact on my wellbeing” (Frankie), “reliving [clients’ trauma]” (Robin). Also, feeling “restless” (Monica), “powerless” (Hannah). Participants considered how these impacts continued outside of sessions with clients, reporting that they “kept thinking about it all the time” (Kay) and recognised they had become “preoccupied” (Frankie) with clients’ experiences.
     Supplementary deductive coding for VT included “that it [trauma work] kind of has changed the way I see the world” (Jennifer), “hypervigilance for danger has kind of increased” (Jessica). One participant spoke about the irreversibility of knowledge: 
“It is going to impact you, you’re about to, whatever it was that foster carer said, you’re about to know about the dark places of the world, and I can’t take that out of your head. So you’re going to know what happens when children get sexually abused. You don’t know that right now but in a couple of weeks you’re going to know it, and I can’t stop that having.. an impact. You can’t un-see that.” (Charlotte). 
     In addition, inductive coding captured how some participants felt that their trauma work had resulted in significant physical health problems[footnoteRef:67]. One participant described how they believed their emotional responses led to the development of a substantial illness on two occasions. This had resulted in the participant taking a much more proactive stance regarding coping with the work. A second therapist felt similar: [67:  Additional quotes and pseudonyms are withheld to protect clients’ anonymity. ] 

“..you’re working with people in this service specifically with people as I say at a really intense time emotionally, something awful has just happened so by transference you are in the room with people who are very very emotionally working with lots of people … it’s very intense emotionally and you have to be able to do this trauma work with them you have to put yourself in the middle of that intense emotion and you have to feel it alongside the client. There’s something about … taking on that emotion. And what it does to your body, does it keep that or doesn’t and as I say it could be a paranoia or it could not be, but … I’ve decided I don’t want to take the risk.” (Pseudonym withheld)
The latter participant intended to take a break from the work imminently due to concerns about the impact of trauma work on their health.
     However, experiencing negative consequences due to the work was not a universal experience. One participant was clear that he only experienced the positive components:
“I wouldn’t do it otherwise, I don’t have to do the work, I don’t have to do this work, I only do it because I enjoy it.” (Carl)
Alternatively, many therapists actually viewed these difficulties as a “normal response” to the trauma work:
	“..even if I cry or I have intrusive images I think, just being more accepting that that’s a normal human response.” (Jessica)
One therapist also spoke about the terminology STS and VT:
“I don’t like the term vicarious trauma I don’t like the term secondary trauma, it kind of suggests this way of feeling is abnormal.” (Andy)
Here Andy described how he believed the use of such terms actually “problematise” the responses that therapists have to engaging in trauma work. He predicts that this in turn poses harmful repercussions for clients, worrying that therapists would be fearful of working with this population due to the negative effects that may occur.
“I think it stigmatises people we’re trying to help.. be careful of working with them you could get tainted you could get some of this trauma you could be traumatised with working with them.” (Andy)
  
     3.2.2.2.3 Affects my relationships sub-theme- further exemplar quotes. Participants recognised that trauma work had altered the way in which they related to others. This in turn affected their personal relationships, some participants felt this was now an obstacle:
“..my availability for some relationships is probably not so good. I’m probably not a very good partner, but I don’t know if that’s trauma, I don’t know if that’s related to my work. I think it is, yes.” (Hannah)
Robin also drew upon a similar experience:
“I probably don’t really talk as much as I once did about stuff unfortunately” (Robin) 
He previously approached his partner for support, but noted that in response, she often shared things about her own work. He did not find this helpful as it reminded him of many difficulties he was similarly facing, thus, he withdrew from utilising his partner for support, and also was less available to support her.
Nevertheless, there were also accounts of trauma work actually improving therapists’ relationships. The deductive code exploring increased inter-personal relationships, a VPTG component highlighted how trauma work also facilitated a greater connection within some relationships, as Charlotte discusses below:
“When you’ve heard lots about children not having been looked after.. you want to go and particularly make sure yours are looked after. Like, can I just pop into school and give them a snuggle and then come back to work? But they don’t let you do that but you sort of want to. That’s when you go home and you cook their favourite meal and give them a big snuggle and then.. they have chocolate for pudding, because you’re kind of trying to put extra love into them.” (Charlotte)
Similarly, Hannah acknowledged that her support network had altered. She recognised that she had become more aligned with people who had similar careers and held a similar outlook on the world:
″I think you connect with people who see the world in a similar way.. So it has brought me closer in some relationships than others.″ (Hannah)
    Many strategies that participants used had secondary consequences which they attributed to trauma work. For example, participants described the need to spend time in solitude, giving them both a space to think and process the information they had heard in addition to being able to reduce the physiological reactions associated with trauma work (i.e., anxiety, increased heart rate). Thus, the action of seeking solitude was used as a coping strategy to manage the immediate impact of feeling overwhelmed due to empathic engagement with a client’s trauma narrative. However, the utilisation of initial strategies then affected other areas of therapists’ life, particularly their family, reducing their availability to be present with loved ones when at home, both physically and psychologically:
“..the flip side of that it can sometimes mean it is harder for me to be in the present with my children as well so it can mean that my mind might be elsewhere so I’m not actually being as present as say I would be, I think inevitably, there are times that it’s harder to shut off than others.” (Andy)
Natalie described below how she could return home and not want to speak to her family for a while, desiring silence, as the listening had been difficult to sit with all day:
“I think it’s like having a balance. So it can just feel like time for me and a time without somebody else’s need being where the focus is.” (Natalie)
Therefore, whilst therapists may utilise coping strategies, which could be helpful in the short-term, they also had the potential to cause additional difficulties, especially within the therapists’ relationships, in the long-term. 

3.2.2.2.4 Turn away from trauma sub-theme- further exemplar quotes. Therapists acknowledged that the work in session could be difficult to tolerate, and on occasion participants had to ‘turn away from trauma’, allowing them to avoid this until they felt able to process their own and the clients’ experience. Hannah emphasised that utilising strategies in session to regulate her own response to trauma, was twofold:
“So I think whilst that’s about regulating clients, it’s about regulating you as well.” (Hannah)
Participants experiences of tolerating distress in sessions varied. Whilst some therapists described how they attempted to regulate their own emotions covertly, thus giving clients the full opportunity to share their trauma, others were unable to continue and needed to create a pause in the trauma exposure:
“..it [trauma work] was slightly overwhelming that we had to stop the session and wind everything back and go for a walk round the block.” (Carl)
“I often have flowers in my practice room, from my garden, I try and have some all the time and it’s so sometimes I will look at the flowers or I’ll smell the flowers.” (Kay)
Therapists recognised when trauma work was becoming too challenging for them. This recognition enabled them to slow, look away from trauma, and not be completely disabled by the content of the session.
     Whilst avoidance within some of the participants’ accounts was coded at the semantic level: 
“...sometimes I it’s helpful to, well I don’t always think it’s helpful to go back in, and to get caught in exactly in the details of what happened.” (Natalie) 
Latent analysis was also utilised to identify underlying assumptions. For example, Carl stressed that he did not experience any negative consequences due to the trauma work, stating “I wouldn’t do it otherwise”. However, within the interview he described how would encourage certain clients not to share their trauma:
“..deeply wounded people where you’ve got this whole thing where, they turn on, and it’s not just woman its, so, but, they can reject the therapist.” (Carl)
When the context of Carl’s response was considered at the latent approach, this was then coded as a strategy to enable him to turn away from certain clients’ distress. 
    Nevertheless, there were exceptions to this theme. The quote below demonstrates how the therapist felt that with experience, their capability to empathise had increased alongside her confidence in tolerating clients’ experiences:
“I think that ability to empathise definitely has increased, and the ability to tolerate it. ... I think having been through really really difficult experiences with people, I’m much more likely to go there with people, and my confidence with it. So one thing that I feel quite proud of and I think comes across when I work with people is that I’m confident that I can work with people that have experienced trauma and I kind of convey that to people. And I think maybe more inexperienced therapists can sometimes come across as a bit nervy around it, and it then kind of can put people off. So I think the experiences I’ve had have made me a more confident therapist, which then kind of impacts on therapy with clients.” (Jessica)

3.2.2.2.5 Exit strategy sub-theme - further exemplar quotes. When considering how participants coped with the challenges of trauma work, many recognised that some difficulties were inevitable. However, they were also clear about knowing when the costs were too much:
“..there is a balance point of, of the way in which it affects you. So, where you, where you feel something…you can use the empathy, and, you can use that to do some good, make some positive change. But I think, everyone, hopefully, is perhaps aware of where the line is, in terms of how much that is affecting you.” (Charlotte)
Therefore, it was important for therapists to achieve a ‘balance’ and know when the costs of working with trauma presented too much. In moving from semantic analysis within this theme to a latent analysis, it appeared this ‘exit strategy’ in itself served as a useful emotion-focused coping strategy, as therapists’ affect could be regulated in knowing this work did not have to be forever. Participants were able to process this in the sense that they did not need to feel a sense of entrapment, as they were not entrapped; they could leave or resign at any point.

     3.2.2.3 Seeking containment theme- further exemplar quotes.  As therapists recognised that trauma work presented them with lots of difficulties, there were times that they felt unable to hold this experience alone and thus sought external support. Many participants spoke about sharing their experience with colleagues, and this sense of ‘offloading’ enabled the therapist to feel supported, contained, and able to continue working. In the following quote, Charlotte spoke about the support networks she had built up within her team, and she coped with trauma work by talking to trusted colleagues about difficult sessions:
	″..somebody who understands what I need at that time or somebody that I’m safe enough with that I can communicate to them what I need. So, that I can say, oh can I just grab you for a minute, just to offload this? And they know that’s what I need, that I literally, just need to offload it. I’m not looking for them to fix it, I’m not looking for supervision. It’s not that I’m massively, hugely upset in a way they need to worry about, but I just need to offload.″ (Charlotte)
In the above extract, Charlotte explained the function of her discussions is different to supervision and that she had built up a mutual understanding with team members that they do not need to ‘fix it’ for her, but provide her with a space in which she can share and process the content of the session. Natalie instead did obtain containment from her clinical supervision. Her quote provided in the journal paper is extended below:
	″Well it helps me to think about feelings that I’m left with, which might be just my feelings, but they might also be feelings that belong to the person I’m with, are kind of projected into me or to make sense of what’s going on in the relationship, having another perspective on it. Trying to understand something about the dynamics of, so there’s the trauma but then there’s, how this person now is living their life, given their trauma, and how it affects their relationships, including the relationship with me, which I don’t always have a perspective on until I go to supervision, which can really just help me come back in a different way or at least feel differently.″ (Natalie)
Steph reflected on how overtime, she had been able to internalise the voice of her supervisor. It appeared that whilst she had sought supervision out regularly when she felt uncomfortable and uncertain about her abilities to support clients during trauma work, with experience she had been able to facilitate this sense of containment for herself:
″..the first few sessions you just need supervision a bit more and then say don’t worry just stick with it and it’ll be fine, and you just don’t need that anymore because you remember it yourself″ (Steph)
Furthermore, others recognised how they attempted to gain a sense of containment from wider avenues, such as “advances in research” (Robin), “reading” (Frankie), “training” (Hannah) and “CPD” (Frankie). 

     3.2.2.4 A change in perspective theme. This theme included four sub-themes: ‘difficulties .. can be therapeutic’; ‘an additional understanding of the world’; ‘shift in what you view as normal’; and ‘re-evaluation of what is important’.

     3.2.2.4.1 Difficulties.. can be therapeutic sub-theme- further exemplar quotes. Therapists spoke about how they were able to utilise the difficulties experienced with clients during trauma work to a therapeutic effect. For example, Natalie shared the difficulties in working with a client who presented with high risk. This put a great deal of strain on Natalie who worried about the client’s ability to tolerate trauma work. However, in time they were able to consider how the trauma had impacted on her client’s relationships and how that was manifesting within their therapeutic relationship.
“So it felt like this sort of attachment that she had to me was quite a sort of anxious attachment I suppose. So I could feel really responsible for her and quite affected. But also, a bit frustrated sometimes, like so if I go on leave, what are you going to do?” (Natalie)
Whilst the fear of what Natalie’s client may do during her annual leave was a challenge, together they were able to utilise this to explore how trauma influenced the way the client perceived other’s actions and how this impacted on their therapeutic relationship. Similarly, other therapists recognised how despite trauma work being difficult and demanding, if the therapist and client were able to persevere and formulate the underlying reasons, that therapy could be much more successful:
″..for me it was just about understanding where this person was coming from and their difficulties tolerating how powerless they’d felt, they had been abused, very serious abuse history and their need to feel powerful and their need to enact that out and push me.″ (Andy)
In the above example, Andy had been describing a piece of work he had found demanding, in which a client was regularly hostile in sessions and made multiple complaints about Andy. This resulted in Andy questioning his capabilities as a trauma therapist and feeling powerless. Nevertheless, he was able to recognise the potential parallel process between his feelings and that of his client, which he was able to use therapeutically and continue working with this client. By Andy formulating the reasons behind his client’s actions, he was able to re-appraise these interactions and recognise that his client was coming from a place of fear as opposed to aggression, and thus provides an example of a problem-focused coping strategy. 

     3.2.2.4.2 An additional understanding of the world sub-theme- further exemplar quotes. Therapists described the “horrific” (Kay) and “gory” (Steph) content of trauma work, in which participants were made “aware of the depth of human suffering that’s around, in people who are, apparently, getting on with their lives” (Jennifer) and learning what “humans are capable of” (Andy). This was characterised as a “secret” which Charlotte described as: 
 “…a foster carer once used the phrase to me, we understand the dark places in the world don’t we, which is a slightly dramatic turn of phrase but I know what she means. That that people think, most people think things don’t happen. And then actually, if you’re a foster carer or you’re a social worker or you’re in this type of job, you’re sort of let into this secret of what does happen”. (Charlotte)  
There was a recognition that whilst trauma existed and was pervasive, this information was concealed or hidden away from others:
“..people have been through things that they just shouldn’t have and most of society don’t realise they do.” (Hannah)
This also manifested in services concealing or ‘hiding’ departments. Charlotte previously worked within a general hospital setting; however, her service was located:
	“..at the very end of a corridor, like they were sort of slightly trying to hide us, at the back of the building.” (Charlotte)
Whilst therapists reflected on being ″let into this secret″, they reported that they were grateful for obtaining this extra knowledge about the world. For example, the participant below explains how her increased hypervigilance enabled her to keep herself safe:
“I noticed that I would be more hypervigilant, if I was walking home late at night, I’d often have images in my mind of things that had happened to people that I’d been working with. And thinking in my head, how I could protect myself.” (Jessica)
Intrusive images of clients’ experiences were triggered in Jessica’s mind. Whilst she acknowledged this was not a pleasant experience, it enabled her to become proactive in maintaining her own safety through an increased awareness of potential danger. 
     Whilst some impacts of the work would be classified as VT and therefore conceptualised as a negative consequence, participants actually viewed these as a useful insight into the world, which they valued. One participant described how trauma work had affected her relationships, particularly in the way she raised her children and consequently expected others to behave towards them (which could lead to her family telling her she was paranoid and overprotective). This participant described how due to her work, teaching her sons consent, especially regarding the body, was very important to her. She shared that if she (or others) were tickling her children and amongst their giggles they said “stop” she would (and expect others to) immediately stop. She felt that instilling a clear and firm expectation of consent, both to and from others, was paramount in raising her sons. Hence, whilst this was deductively coded as VT (due to a shift in her schemas surrounding others’ safety), this was incorporated into this sub-theme as it was something that she was grateful for. It enabled Charlotte to impart an understanding regarding consent within her sons, that she felt would have been unlikely to have occurred without being indirectly exposed to trauma. 
“..people tell me I’m slightly obsessive about consent and things, like if I’m tickling my children and they say, stop, I stop immediately and I move my hands out of the way. I teach them, I’m raising … boys, and I feel it’s important to teach men, particularly, consent. If I had … girls I’d be teaching them consent as well. I want to make sure that if somebody says, stop, that they move, and that they should expect that of other people. I think that perhaps, is partly from my job. I sort of feel like I know what can happen. I don’t know if I think it happens more than it does but I think I’m just aware that it does.” (Charlotte)

     3.2.2.4.3 Shift in what you view as normal sub-theme- further exemplar quotes. This sub-theme reflects how therapists realised that they had learned to cope with trauma work by changing their view of normality. Whilst this was not a conscious effort, it appeared that in line with CSDT their beliefs about what was ordinary had altered. Due to their experiences of trauma work, therapists recognised firstly a shift in their view of normality, particularly regarding the prevalence of trauma and secondly, how they as therapists expected trauma work to impact them.
     With experience, therapists identified that it was “normal″ that trauma work would affect them. Consequently, many therapists used coping strategies both reactively and preparatory for anticipated difficulties within trauma work. This idea was reflected in the participant comment:
“And I think with time, so supervision, clinical training, having an understanding of trauma at a theoretical level, a practical level, experiencing it myself as well, and knowing that it’s normal to be affected by that. And so you anticipate that and just being more prepared has helped me. So training, supervision, yes, reading more, going on CPD.  The more you work with clients, the more you maybe hear similar stories and so you know what to kind of expect as well.” (Charlotte)
Below Jessica reflects upon her appraisals of her experiences in session. As she has developed within her career, she has become more tolerant towards the effects of the work, whereas previously this she viewed this as “not coping”:
“..just being more accepting that that’s a normal human response, I think is quite a helpful thing which I don’t think I would have had in the past.” (Jessica)
     Potentially due to witnessing the commonness of trauma, therapists became accustomed to the knowledge that many people experience traumatic events. Therefore, the deductive code exploring VT pervasive belief changes about the world was incorporated within this theme. Charlotte considered how her belief changes about the world impacted upon her personal relationships:
“…whenever a friend had a baby, I was always kind of surprised that the baby was OK. I remember thinking, oh my, my idea of what’s normal, has been skewed by, by this.” (Charlotte)
Despite this shift in therapists viewing trauma as normal, they also described how this process felt never-ending and how, even after many years of delivering trauma work, the capabilities of others still had the ability to shock them:
″..you think you’ve heard it all *laughs* there’s always something else that is quite surprising.″ (Robin)

[bookmark: _Hlk30953080]     3.2.2.4.4 Re-evaluation of what is important sub-theme- further exemplar quotes. Bearing witness to clients’ trauma often made participants reflect on their own life and acknowledge their own fortunes: 
“I think it makes you value friends and family and other things that are important in a way that when you hear of people lose some of those things you start being really grateful for the little things.” (Steph)
Some therapists spoke about the realisation that experiencing the negative difficulties were a prerequisite to enable the positive consequences of trauma work to occur. In the example below, by realising the therapist was absent from their family, it allowed them to consider what was important within their life and to prioritise:
“..it helps me to go back and be much more appreciative of family and wanting to spend time, just be the best dad I can be.” (Andy)
     The deductive analysis for the ‘philosophy of life’ component of VPTG was integrated within this sub-theme. Multiple participants spoke about how trauma work allowed them to consider their philosophy in life:
“I again I think it’s just being able to put things in perspective and valuing and appreciating what is good in life.” (Andy)
“..gives me a sense of enjoyment in little things in life that I might not enjoy so much otherwise, or maybe my perspective is different to other people” (Hannah) 
Furthermore, therapists considered how the work shaped their professional identity, how they had “become more [trauma] focused” (Hannah) and how their therapeutic focus had changed over time. Some reflected on how witnessing client change had strengthened their desire to work in this area: 
	“…working with PTSD has been important to me ever since.” (Monica)
Thus, the wider deductive code[footnoteRef:68] for ‘VPTG: professional identity’ was also incorporated within this sub-theme. [68:  The distinct concept of gaining personal value through work was incorporated into the ‘client change is small but powerful’ sub-theme, discussed below.] 


     3.2.2.5. Remaining motivated to continue theme. This theme included three sub-themes: ‘close the loop’; ‘client change is small but powerful’; and ‘establish clearer boundaries’.

     3.2.2.5.1 Close the loop sub-theme- further exemplar quotes. This sub-theme used latent analysis to capture how some participants utilised the trauma work as a means to resolve their own difficulties. The below excerpt extends on Natalie’s quote presented in the journal paper:
	“I feel like I’m more comfortable generally with the range of my feelings and experiences. And I don’t feel like the things that make me vulnerable are not necessarily to be, avoided or, hidden or.. A bit more able to think, personally that means, that I can feel real and alright in relationships with people most of the time, and not in a sort of ideal or perfect way, but that, yes.” (Natalie)
This theme varied in terms of participants being explicit in the motivations for why they chose to practise within trauma work, i.e., Carl’s clear rationale for “closing the loop”, whereas others were more tentative, and instead posed questions:
“..interesting parenting that I received, that’s possibly made me more likely to go into this type of work or, or possibly maybe better at it?” (Charlotte)
And others who were able to make some connections between the work and their personal experiences:
“..but every now and then I think through my own experience, I learned not to be judgemental and learned there is a story and the story can be so much different that, what it looks like from the outside, or the first conclusion you reach, I’m not happy that all kind of crap happened in my life but it has, it has benefited me..” (Monica)

     3.2.2.5.2 Client change is small but powerful sub-theme- further exemplar quotes. Client change is small but powerful was conceptualised as therapists expressed that due to the complexity of the work, client change often felt fragile and “out of my grasp” (Charlotte). Within this sub-theme therapists often compared working with trauma to other clinical populations: 
	“..the difference I notice in clients are, in the therapeutic relationship it’s much easier to develop that trust and develop that sort of collaborative approach, and to have successful outcomes and quicker changes when there isn’t an underlying level of complex trauma.” (Hannah)
Later in the same interview, Hannah reflected on the array of deprivation clients,
especially children, often face alongside trauma and how in trauma work, a single traumatic event is rarely encountered. When relating this to clinical change she stated:
	“..you’re never going to get, to do the things that you want to do or get the outcomes that you want.” (Hannah)
This appeared to be a common experience amongst the participants, yet within this, participants recognised even the smallest change was meaningful. In addition, therapists identified how witnessing this change in their clients facilitated a great sense of job satisfaction. This ranged from feeling “proud” (Jessica) and “in awe” (Steph) of clients and their achievements, to a deep “respect” (Hannah), and describing clients as “inspirational” (Steph).
“..but also a sense of great satisfaction sometimes really in helping somebody to understand their experiences and work through them and they kind of overcome something, laid something to rest in their lives and they’re able to then move on and develop”. (Robin)
“..well professionally it gives so much satisfaction”. (Monica)
“And being able to help them is very very satisfying”. (Carl)
Thus, the deductive code for ‘VPTG: professional identity’ which captured participants’ responses in reference to obtaining value through delivering trauma work was incorporated within this sub-theme.

     3.2.2.5.3 Establish clearer boundaries sub-theme- further exemplar quotes. The final sub-theme conceptualises how therapists continually amended and refined their boundaries for further trauma work. They recognised a period of trial and error and how at the start of their careers they ″didn’t know where to draw the boundaries″ (Monica). Below, Hannah speaks about the complexities of trying to install boundaries during trauma work and how this resulted in her increasing contact with her client:
	“… not being as boundaried as I should have been or at least, trying very hard to keep my boundaries but, you know, going and visiting her when she was really stressed, rather than sticking to our weekly sessions“ (Hannah)
Hannah recognised the dynamics at play with this particular client and how as a therapist she had felt compelled to meet between sessions by:
	“…making [the client] feel as though there’s someone actually available and that they’re worthwhile” (Hannah)
However, Hannah reflected that this was not something she would want to do in future and required more support from a wider team. Other participants described how challenging and ″upsetting″ (Kay) it could be to maintain session end times, for example:
″..we’ll get almost to the end and then the last five minutes they’ll [clients] just drop something right on you that’s horrific. That’s hard. Yeh, that’s hard. Because I have to say to them look I’m sorry but this is the end, we can’t talk about this now. So that, that is tough.″ (Kay)
However, participants reflected with experience they had realised that to be able to continue with trauma work, they must maintain their professional boundaries and thus had become more confident and consistent in being ″very clear on the boundaries″ (Jennifer).
     In an attempt to refine their boundaries, participants spoke about anticipating the challenges that may be faced within future sessions. Therapists reflected upon actively using coping strategies in advance, in an attempt to mitigate future negative impacts of the work:
“I’m more aware of vicarious traumatisation. I think because I use myself more in the room and I feel like I’m going on a journey with somebody more, I probably am more likely to be affected by it, because I actually really get them. But I also think that, because I’m aware of that, I’m more likely to actively use coping strategies.” (Hannah)
     Furthermore, participants utilised some coping strategies, such as “distraction” (Frankie; Jennifer; Kay), to try to separate their work and home life, trying to reduce the time they spent thinking about clients between or after session times. This provides an example of an emotion-focused strategy in which participants utilised avoidance in an attempt to regulate the affect trauma work could produce during sessions. This allowed participants to draw a line after sessions and park the associated feelings until their next appointment: 
″..just to remind myself, I’ve done everything I can as a psychologist. And you’ve provided support and so you close that book and you deal with anything else the next day if it needs to be dealt with.″ (Frankie)

[bookmark: _Toc36542198][bookmark: _Hlk34992739]3.3 Extended Synthesis of Results
     It is important to interpret the above Phase II themes in relation to findings from Phase I. The below, in conjunction with the journal paper, presents how the Phase II thematic analysis offers additional understandings and explanations of the descriptive patterns identified in Phase I.
[bookmark: _Hlk34931252]     When exploring coping styles, this Phase I sample of experienced therapists scored higher on engagement than disengagement strategies, demonstrating that they were more likely to confront a noxious stimulus than avoid it. This notion was also supported and extended upon within the Phase II results. Therapists recognised that trauma work could, and for the majority of participants did, lead to detrimental consequences for the therapists. However, it appeared that over time through recognising and addressing these, therapists were actually able to use such to their advantage, e.g., utilising these challenges therapeutically to aid trauma work, or personally recognising what was important within their own lives and appreciating a more enlightened view of the world. Whilst the Phase II results did capture some techniques which may reflect disengagement strategies, such as turning away from trauma when this was too painful to tolerate or considering an ‘exit strategy’, the Phase II results highlighted how such disengagement strategies were a temporary measure, until the therapist was able to seek containment or gain a new perspective. This again was reflected in the wider Phase I deductive thematic analysis which reported how therapists typically utilised emotion-focused strategies within sessions and had noted a shift over time in their perceptions of ‘coping’. The Phase II analysis therefore provides an additional insight into how experienced therapists within this sample utilised both engagement and disengagement strategies within their continuous process of managing the short- and long-term impact of trauma work.									In regard to the Phase I thematic analysis which generated the no change in coping theme, this notion was not elaborated upon nor identified within the analysis of the Phase II data. 						Whereas both of the theme’s ‘change in coping’ sub-themes (generated in the Phase I thematic analysis) appear to be elaborated upon in the Phase II data. Both the concept that experienced therapists have a reduction in the need to cope and the idea that this Phase I sample noticed a change in their perception of what coping is, may mirror the Phase II theme ‘recognising the negative impact is inevitable’. Once one is accustomed to anticipating and accepting the challenges associated with trauma work one may no longer actively attempt to modify or ‘cope’ with such.					Finally, when examining the self-reported short- and long-term coping styles in Phase I, the Phase II thematic analysis offers additional elaboration upon some findings. Firstly, the Phase I sub-theme ‘distancing self from experience’ appears similar to the Phase II sub-theme of ‘turn away from trauma’. The Phase I theme presents the techniques in which therapists facilitate this distance from the short-term impact of trauma work, whereas the Phase II exploration presented a rationale for doing so. Sometimes therapists were unable to tolerate the distress of trauma work and needed time to process both the clients’ and their own experiences, thus demonstrating how distancing oneself prevents a therapist from becoming incapacitated both during and after sessions. Secondly, the Phase II sub-theme ‘re-evaluation of what is important’ incorporated how therapists acknowledged their own blessings in life when compared to their clients, which is alike to ‘gratitude for own life’- a sub-theme of Phase I. Whilst the Phase I sub-theme displays how this strategy was used for both managing the short- and long-term impact of trauma work, Phase II findings developed this to recognise how in managing the long-term impacts of trauma work therapists re-evaluated their priorities in life, contributing to ‘a change in perspective’ of the impact of trauma work and how this facilitated personal development. Thirdly, within Phase I the sub-theme ‘increased awareness of trauma impact on self’ may be a precursor for the Phase II theme ‘recognising the negative impact is inevitable’. The Phase II analysis highlighted that experienced therapists acknowledged that the impact of trauma work was unavoidable, which included: ‘the challenges of the work’, how it impacted on both themselves and their relationships, and thus Phase II provided an additional understanding of therapists’ awareness of the impact captured within Phase I. Fourthly, the Phase I sub-theme ‘support at work’ resembles the Phase II theme ‘seeking containment’. Whilst the Phase I results detail how this strategy is used to manage both the short- and long-term impact of trauma work, the Phase II analysis explains how therapists sought an external container to enable the processing and modification of their intolerable trauma work experience. 										Whilst the Phase II sample did not explicitly differentiate how they managed the short- and long-term impact of trauma work, instead it appeared they were accepting of the impacts (regardless of their duration) as captured within the ‘recognising the negative impact is inevitable’ theme. Whilst this was not expressed at a semantic level, latently the sub-theme ‘turn away from trauma’ provides an insight into how the Phase II therapists attempted to distance themselves from the experience within the room, generated as short-term strategies within the Phase I data. Furthermore, the Phase II results provide a new insight into the therapists’ experience of belief change[footnoteRef:69], in which therapists actually found these changes to be beneficial. Therefore, highlighting how the sub-themes ‘an additional understanding of the world’, ‘shift in what you view as normal’, and ‘re-evaluation of what is important’ may help manage the long-term impacts of trauma work. Whilst these sub-themes may not have been intentional or conscious coping strategies of the long-term impact, it appears that the therapists utilised the schematic changes in a way to generate increased personal relationships and personal growth, which align with VPTG components. [69:  Belief change is a characteristic of VT.] 

     Phase I data identified that 70% of therapists had personally experienced trauma, increasing to 75% in the Phase II sample. The Phase II thematic analysis identified how some therapists utilised trauma work to ‘close the loop’ on their own trauma, using clinical work to contribute to their own healing.
     The Phase II results demonstrate how for the sample the advantages and disadvantages of trauma work are analogous, and thus offers a rationale for the simultaneous presence of VPTG alongside VT and STS within the Phase I dataset. The Phase II thematic map demonstrates the cyclical relationship between the themes described by the Phase II therapists and how for them the gains (both for the therapist and the clients) made the costs worthwhile. 





[bookmark: _Toc36542199]4. Extended Discussion

Overview
     The following content expands upon the information presented within the discussion section of the journal paper. 

[bookmark: _Toc36542200]4.1 Discussion of Results in Relation to Previous Research
     The prevalence of VT in this study’s sample[footnoteRef:70], was higher than previous studies. Prevalence of VT in previous studies has ranged from 16% to 46% (Dunkley & Whelan, 2006; Kadambi & Truscott, 2003). However, making comparisons to prevalence rates within the literature is complex due to the range of terminology used to describe VT, the lack of consistent or reliable methods to measure VT, and due to other researchers often misreporting other therapist difficulties as VT (Sabin-Farrell & Turpin, 2003; Williams et al., 2012). The prevalence of STS and VPTG rates in this study are similar to those identified in existing literature, which have also utilised the same measures (Ben-Porat & Itzhaky, 2011; Brooks, Graham-Kevin, Loew, & Robinson, 2017; Millard, 2017; Wooloff, 2014). [70:  In reference to the overall sample n=125.] 

     The results of this study demonstrate the simultaneous presence of both positive and negative consequences of trauma work, thus identifying a limitation within the current literatures’ understanding of the impact of trauma work. Previous research has predominantly investigated the negative consequences of trauma work, illustrating how VT occurs via the CSDT. In addition, the CSDT can also offer a theoretical explanation of VPTG and recently, more studies have begun to explore VPTG. However, the constructs of VT and VPTG are not always examined together, which may offer an explanation of the gap within the theoretical literature. Whilst Cohen and Collens (2013) are some of the first authors to recognise that VT, STS, and VPTG may co-exist, they proposed that the negative and positive aspects of trauma work are independent processes which occur simultaneously leading to different outcomes. However, when considering the overall results of the current study, this presents instead the positive and negative consequences of trauma work as inter-connected developments. Further supporting the notion that as the self is multi-faceted, growth can occur whilst experiencing a level of distress (Cohen & Collens, 2013; Joseph & Linley, 2008).

     The Phase I results exploring coping strategies identified that experienced therapists utilised both engagement and disengagement techniques, albeit higher rates of engagement strategies were reported. Whilst disengagement strategies have been found to positively correlate with distress and vulnerability to PTSD, especially when utilised for extended durations, they can also prove to be a useful and adaptive way to manage stressors (Fortier et al., 2009; Littleton, Horsley, John, & Nelson, 2007). Disengagement strategies, especially in terms of detachment and ‘switching off’ from work, have been found to improve resilience, well-being, and are negatively correlated with fatigue (Sonnentag & Bayer, 2005). This can also incorporate letting go of a client and their trauma effectively (Ludick, 2013), a finding which is similar to the sub-theme generated within the Phase II analysis, ‘establish clearer boundaries’ in which therapists attempted to create space in their mind between sessions. And thus, detachment can facilitate a short-term temporary relief from the impacts of trauma work (Iverson et al., 2013). 
     Nonetheless, as engagement strategies confront a stressor, these strategies have been described as proactive (Iverson et al., 2013; Tobin et al., 1984); however, there are fewer explorations of engagement strategies within the literature. When engagement coping has been explored in relation to direct trauma, such strategies have been found to result in greater mental well-being (Taft, Resick, Panuzio, Vogt, & Mechanic, 2007) and have been likened to emotional regulation and adjustment (Craig, Austin, & Huang, 2018). The notion that engagement coping may be similar to emotional regulation, in which one comprehends, assesses, and modifies their emotional response to noxious stimuli, may offer an explanation of the utilisation of both engagement (i.e., confronting a stressor with approach related actions) and disengagement (i.e., attempts to limit the exposure to a stressor) strategies by the experienced therapists within the Phase I sample (Thompson, 1994). Furthermore, the results from Phase II proffer a supplementary understanding of how the therapists applied both engagement and disengagement strategies within the continuous process of managing the impact of trauma work, both in the short- and long-term, and thus may offer some support for Harrison and Westwood’s (2009) suggestion that therapists utilise different techniques to manage the different impacts.

     The Phase II deductive thematic analysis explored in depth how experienced therapists manage the impact of trauma work and identified support for the presence of STS and VT within the sample, therefore supporting previous research which has highlighted the transient physical, emotional, and cognitive difficulties as a result of trauma work, alongside more permanent belief change (Huggard, 2003; Iliffe & Steed, 2000; McCann & Pearlman, 1990). Despite this, participants did not conform to the dominant view in the literature that these symptoms were negative. Instead, the therapists in this study recognised the symptoms as normal, indicating therapeutic work was progressing well or even that difficulties could be a helpful therapeutic process for both the therapist and client, supporting previous research which has proposed that VT can offer additional insights and facilitate more effective treatments (Bellinson, 2014; Feldman, 2015; Kafka, 2008; Kuchuck, 2008). The latter interpretation of these symptoms to actually be positive may be indicative of therapists’ re-appraising the stressor to help them cope. 
     The sub-theme of ‘turn away from trauma’ highlighted how at points when a client’s trauma was so difficult to bear, participants would metaphorically look away. This finding may be similar to previous literature reporting that therapists can find tolerating clients’ emotions problematic, which can even extend to rejecting the individual’s experience, and generating rigid and irrational boundaries in an attempt to regain control (Hesse, 2002). The ‘establish clearer boundaries’ sub-theme demonstrated how therapists refined their clinical work in an attempt to mitigate the personally challenging impacts of trauma work. Some therapists described employing more rigid parameters around trauma work, such as session times, locations, etc. Whilst the current study did not identify any unreasonable boundaries, potentially therapists did utilise boundaries in an attempt to recover control, enabling them to continue working with trauma. Alternatively, as this study explored how experienced therapists manage the impact of trauma work, it is plausible that the finding in relation to establishing clearer boundaries may instead be indicative of the clinical benefits of therapeutic boundaries. It is purported that a therapist’s boundaries should be “an optimal mixture of permeability and rigidity″ (Epstein, 1994, p. 91). By enabling one’s boundaries to be permeated, a therapist is able to be surprised and obtain a new insight into their clients’ experience via empathising, which one can utilise clinically. However, the therapist’s boundaries must also be strong enough to facilitate a place of safety, in which a client is able to express themselves, which may include a range of emotions, and thus a therapist must be able to tolerate such without becoming defensive or counter-critical, ensuring that they are able to prevent ruptures within the therapeutic relationship (Epstein, 1994). Continuing on from the journal paper regarding phases of professional development (Rønnestad, Orlinsky, Schröder, Skovholt, & Willutzki, 2018), a further stance to consider is how the challenges associated with trauma work may facilitate experienced therapists’ professional development. Rønnestad and Skovholt (2013) propose that from a developmental perspective, to be confronted with difficulty and challenge which are not easily resolved enables a therapist to engage in reflective processing, which may actually enhance a therapist’s mastery and professional development. Consequently, the challenges associated with trauma work may therefore facilitate occupational growth and increase skills in delivering trauma work, this seems to complement participants’ accounts of coping within the current study; they specified that with experience, their ability to tolerate uncertainty had increased. The concept of optimal discrepancy between a clinician’s present skillset and challenges encountered is reflected in a range of learning and developmental theories, e.g., optimal frustration (Bacal, 1988), and the zone of proximal development (Vygotsky, 1978).
     One rationale for the different results in this study to previous research may be due to the current study’s sample comprising purely of experienced therapists. Much of the previous research has explored trainee or newly qualified therapists, with little study of more experienced clinicians (Makadia et al., 2017). The Minnesota study (Rønnestad & Skovholt, 2003, 2013; Skovholt & Rønnestad, 1995) aimed to understand professional development across the occupational lifespan, they interviewed 100 therapists and completed follow-up interviews with 60 participants 11 years later. Their analysis led to them formulating that therapists transition through developmental stages: the ‘novice student’; ‘experienced student’; ‘novice professional’; ‘experienced professional’; and ‘senior professional’ phase. The latter three are post-graduate phases. The ‘novice professional’ needs to overcome any disillusionment with the self, training, and the profession, alongside transitioning from being dependent upon supervisors and teachers to becoming an independent practitioner. This phase is deemed the most crucial in accounting for if therapists are able to develop within the field or will stagnate and/or leave. During the ‘experienced professional’ phase, the therapist is required to avoid burnout and stagnation whilst achieving professional growth and resilience, this appears to hold some similarity to the findings within the current study. The description of this phase may complement the thematic map (Figure 1.), which depicts participants’ coping with the impact of trauma work as interconnected themes, whereby one recognises the negative impact is inevitable and seeks containment, prior to generating a change in perspective and the motivation to continue. The thematic map also demonstrates how therapists attempt to maintain more positive consequences of the work (i.e., VPTG) than difficulties (in the current study this refers to challenges of the work, i.e., STS and VT). The ‘senior professional’ incorporates the tasks within the ‘experienced professional’ phase with the addition of preparing for retirement. Considering the present study’s findings alongside the Minnesota study may offer some explanation for why the current study’s participants simultaneously experienced the difficulties and the benefits of trauma work. 
     Additional research has demonstrated the importance of supportive occupational environments on therapists’ coping. Smith, Kleijn, Trijsburg, and Hutschemaekers (2007) found that trauma work involved a high emotional impact upon therapists and that role clarity (which may occur once a therapist has moved beyond the disillusionment found in the ‘novice professional’ phase) served as an important coping strategy. Again, role clarity bears resemblance to VPTG’s ‘professional identity’ in which therapists gain value from their work and feel they have made a difference to clients’ lives (Barrington & Shakespeare-Finch, 2013). 
     In summary of the current study in relation to professional development, experienced therapists may be able to simultaneously experience the positives and negatives of trauma work due to their professional developmental phase. Typically, experienced therapists are able to manage the ambiguity associated with trauma work and gain great meaning from their work. 
     The findings encapsulated within the theme ‘difficulties.. can be therapeutic’ highlighted how participants often perceived symptoms of STS and VT not as effects to be avoided, but as indicators that trauma work was being delivered effectively. Gil (2015) identified a similar finding, whereby she reported that STS symptoms were a necessary and natural stage within the therapeutic process, and also found therapists viewed such positively. Thus, as therapists are prepared and open to the manifestations of STS, this may increase therapists’ resilience and professional skills by enabling a deeper connection with clients and increase their likelihood of developing VPTG (Gil, 2015).
     The incorporation of professional developmental phases may offer an additional rationale for why, in opposition to VT and CSDT predictions, it is novice or student therapists whom display high levels of VT, as they have not gained the confidence and ability to recognise STS and VT symptoms as a helpful component of the work, thus causing them to become further disillusioned with their occupational abilities and the work. 
     The Phase II themes within this study were represented in the thematic map (Figure 1.) which depicts the cyclical relationship amongst themes, orientating around the over-arching theme. The map was generated in this way to represent participants’ accounts of the ongoing process in managing trauma work and attempts to ensure the gains (for the client and therapist) outweigh the costs of the work. It may be unlikely that participants would recognise the full range of the findings as a translation of their reality as results incorporated both descriptive and interpretative levels of understanding. In addition, the study’s critical realist and methodological positions acknowledge that the researcher is utilised in shaping and creating this interpretation of reality. 
     Psychological preparedness may complement the current study’s findings regarding therapists’ application of preventative coping within the sub-theme ‘establish clearer boundaries’. Extending upon Tedeschi and Calhoun's (2004) proposition that exposure to trauma may cause fewer disruptions to a therapist’s schemas as they have already accommodated similar information, within the current study therapists also appeared to be actively using strategies in preparation of VT and STS. The idea that therapists have therefore been able to proactively utilise coping strategies may lean more towards supporting the notion that with experience, therapists are able to strike a balance between the challenges associated with trauma work and coping with such (Smith et al., 2007). Further evidence for achieving this balance could be found when recognising that some strategies were used reactively, and therapists began to consider difficulties as a normal and expected component of the work, which motivated them to continue by feeling prepared for future difficulties within trauma work. 

[bookmark: _Toc36542201]4.2 Study Critique
     Of course, one must recognise the possibility that other variables may have contributed to the therapists’ coping, and how their coping has changed over time. For example, whilst participants reflected upon how their friendship groups have significantly reduced and attributed this to how trauma work affected their relationships, this may have occurred regardless of their profession, as socialising often reduces around mid-age (Kroll, 2014).
     This study failed to consider the different types of trauma work participants were delivering. Some research has identified that negative consequences of trauma work are much more likely when working with certain populations, i.e., survivors of sexual abuse and domestic violence (Clemans, 2004; Iliffe & Steed, 2000; Pistorius et al., 2008; Schauben & Frazier, 1995). Thus, questions remain if certain types of trauma alter specific schemata, which may therefore produce different secondary reactions within the therapist, i.e., VT and STS. This study design was implemented to provide an overview of an under researched area; it did not aim to examine individualised responses in such detail.  
     In addition, the categories presented for ethnicity within the survey administered in Phase I differed from the UK census categories (e.g., Mixed/Multiple ethnic groups: White and Black Caribbean; White and Black African; White and Asian; Any other Mixed/Multiple ethnic background; GOV.UK, 2019). This therefore limits one’s ability to draw comparisons between ethnicities within this study and others which have utilised the UK census categories. 
     It was acknowledged that a limitation of this study was the retrospective nature of interviewing, as participants were expected to reflect on their previous experiences of trauma work (which for some covered 44 years). However, in an attempt to aid participant recall of retrospective experiences and changes over time, specific questions and prompts were utilised[footnoteRef:71]. Retrospective enquiry is guided by the hypothesis that recollecting a memory enables an individual to recall the associated feelings and experiences when an event occurred (Pearson, Ross, & Dawes, 1992).  [71:  Please see Appendix E, Section E.] 


[bookmark: _Toc36542202]4.3 Directions for Future Research 
     The following suggestions for future research have been compiled in recognition of the current study’s limitations. The recommendations presented are therefore tentative. Nevertheless, based on this study’s findings additional research would enhance the somewhat limited knowledge of the holistic understanding of the impact of trauma work.

     4.3.1 Current psychometrics. The current study provided additional evidence and rationale to develop broader consequences of trauma work literature, with the perception that not all impacts of trauma work are wholly negative; rather difficulties can be helpful and facilitate additional benefits. This is reflected within the theme ‘a change in perspective’, and sub-theme how the work ‘affects my relationships’. This poses further difficulties for current psychometrics. The STSS explores a range of symptomatology, requesting information about the presence of such with the underlying assumptions that these are representative of distress (Bride et al., 2004), thus failing to assess a therapist’s interpretation of the symptoms and possible advantages. 
Ensuring that measures are updated to consider participants’ meaning making of STS symptomatology may facilitate a more holistic view of their experience.
     The results of this study cast question on the utility of current measures of VPTG. Whilst the Phase II qualitative exploration allowed examples to be explored which identified support for VPTG in therapists’ data, this was not reflected as strongly within their PTGI-SF results, thus demonstrating how quantitative measures can often miss the nuance and depth of participants’ experiences, which are captured within qualitative explorations. However, it is worth noting that there remains no specific measure to assess VPTG and thus, the discrepancies between this study’s qualitative and quantitative explorations of VPTG may actually be due to the PTGI-SF’s short-comings in identifying VPTG. Consequently, future research should endeavour to develop an assessment which is able to fully capture VPTG.
     This study piloted an alternative way of assessing VT to the TABS™, which demonstrated hopeful potential. As previous literature has raised concerns about the reliability of the current methods to identify VT particularly in relation to belief change (Millard, 2017; Millman, 2016; Sabin-Farrell & Turpin, 2003), the alternative assessment in this study ensured schematic changes were a key requisite for VT presence. As the prevalence rate of VT in this sample was higher than those identified in previous literature, it is difficult to distinguish if this is due to the piloted method’s ability to accurately detect VT, potentially the presented prevalence rates may be an exaggeration. Whilst the high concordance rate between blind researchers was promising, the method requires more robust investigation into its efficacy.

[bookmark: _GoBack]     4.3.2 Personal experience of trauma. This study may receive criticism for the high number of participants who had experienced personal trauma. Experiencing trauma oneself may be a motivating factor for therapists to work with trauma work, enabling therapists to continue to heal themselves, a finding recognised by Jenkins, Mitchell, Baird, Whitfield, and Meyer (2011) and also demonstrated in the current study within the sub-theme ‘close the loop’. Therapists must be mindful that they do not select their clients with the forefront intention to heal themselves, which would cast concern about their professional conduct (BPS, 2019). One would anticipate preferential selection may be less likely to occur in larger systems such as the NHS which holds higher scrutiny than within private practice. Day (1994) highlighted three of the most common motivations of therapists to engage in trauma work, which were “1. To do for others what someone has done for me; 2. To do for others what I wish had been done for me; 3. To share with others certain insights I have acquired” (Day, 1994, p.108). Day (1994) further reported that novice therapists who also had a personal experience of trauma were then faced with difficulties when clients did not wish to be ‘enlightened’, and also the therapist struggled to separate if any emotional disturbance they felt was due to their own trauma, or due to hearing their clients’ trauma narrative. However, others purport that a personal experience of trauma may actually inoculate therapists from VT and STS symptoms, as a therapist has already undergone the distressing cognitive transformations which occur in VT during the adaptation to their own trauma (Jenkins et al., 2011). Jenkins et al. (2011) explored the experiences of domestic violence and sexual assault counsellors and found that those who had experienced personal trauma (55% of their 101 participants) described mainly positive changes as a result of their trauma work. The therapists who had not personally experienced trauma were motivated to deliver trauma work due to a sense of higher purpose, and thus perhaps the reason they described more negative changes as a consequence of trauma work was due to being overly optimistic about the change clients could achieve, and consequently were disappointed when this did not occur (Jenkins et al., 2011). Alternatively, when a therapist is able to utilise their own personal trauma as an internal reference, it helps them fully comprehend a client’s distress and may enhance their empathic relationship (Hayes, 2002), thus generating more realistic expectations of change. Nevertheless, it is essential that a therapist’s personal trauma has been resolved and fully understood to ensure that it does not sabotage a therapist’s therapeutic skills and abilities (Gelso & Hayes, 2007). 
     To further increase the differentiation between impact due to direct and indirect trauma, future research should investigate therapists’ experiences prior to the commencement of trauma work, therefore providing a clear baseline to reliably compare any potential changes.

[bookmark: _Toc36542203]4.4 Clinical Implications 
     The results of this study highlighted how therapists’ coping strategies may change across the occupational lifetime. Therefore, therapists themselves and those supporting them should regularly consider if current strategies continue to be helpful and revise accordingly. In addition, the findings revealed that for some clinicians, as they became more senior, the resources available for them within the workplace became somewhat difficult to access, especially for problem-focused techniques such as clinical supervision. One should not assume that experience equates to expertise and that difficulties are preventable. Whilst the present study found that the advantages of trauma work outweighed the costs, evidence in support of VT and STS was found within both phases. VT and STS can not only be detrimental to a therapist but can also extend to the client. Therapists may emotionally distance themselves from clients, including numbing their empathic responses to help regulate affect, which in turn can harm the therapeutic relationship and overall efficacy of the trauma work (Collins & Long, 2003; Huggard & Unit, 2013). Whilst a therapist is responsible for their own well-being, sometimes one can lose objectivity. Therefore, the supervisor and service hold an imperative responsibility to remain vigilant in identifying STS and VT within their supervisee (Walker, 2004). Hence, services should ensure that within service planning and delivery, the well-being of staff is regularly reviewed, and appropriate adjustments are implemented to ensure therapists can use coping strategies to ensure the gains of trauma work outweigh the costs.
     Only one participant highlighted attendance of training to manage VT/STS. Whilst it is possible that other participants had also attended training, but had not shared this, questions remain about the availability and utility of such training. Makadia et al. (2017) found that higher quality trauma training was linked to lower level of trauma symptoms (as measured by the STSS and TABS™), however, their sample only included trainee clinical psychologists. Further difficulties are present when trying to interpret literature regarding qualified therapists. For example, Craig and Sprang (2010) are frequently quoted for the negative correlation they identified between therapists who have attended trauma training and lower levels of trauma symptoms. However, it appears that Craig and Sprang (2010) are referring to therapists’ clinical competencies and thus clinical confidence, rather than attending training on how to manage the impact of working with trauma. It may therefore be useful to explore if attending training on the impact of trauma work upon the therapist has any relationship with the negative or positive impacts of trauma work.
      Finally, some participants within this study expressed fears that if clinicians only focus on the negative consequences of trauma work, we run the risk of further stigmatising and isolating clients with the assumption that they, and their trauma, can ‘taint’ therapists. This fear is similar to those outlined within previous publications:
In fact, when clinicians working with massively traumatized patients find themselves, I use the passive form here intentionally, profoundly affected by their patient’s experience, there is a danger of steering away from such emotionally laden material in any one of a number of ways. This is often not conscious but rather a defense against becoming contaminated by the disturbing affect that can emerge as one listens to, or imagines, or picks up nonverbal cues that patients are not yet able, do not yet dare to find words to express. (Boulanger, 2018, p. 63)
However, Borgogno (2014) reframes from the notion of tainting, utilising the metaphor of contagion and proposes that from a therapist experiencing parallel experiences to that of their client, or as he reports “falling sick with the same illness” (Borgogno ,2014, p. 8), the therapist can enable the client to recover and “re-mobilize the patient’s will to return to life” (Borgogno ,2014, p. 8). Thus, by emphasising both the advantages and challenges associated with trauma work, therapists are able to support clients in making significant developments, and the therapists themselves too may partake in personal growth within this shared process.




[bookmark: _Toc36542204]5. Reflective Component

     Throughout the research process, a reflective diary was kept. This was utilised for two main purposes: firstly, to serve as a reflexive diary in regard to increasing the transparency and reflection, and therefore rigour during qualitative analysis (Darawsheh & Stanley, 2014). The critical realist epistemology of this study recognises that reality is accessed via the construction of individuals perceptions, and therefore the researcher participates in this construction also within their interpretation of the data. In qualitative methodology, the researcher themselves is utilised as a means to facilitate interpretation and understanding of the data. However, within this it is important that where possible, a researcher acknowledges their assumptions about the research findings prior to design commencement, thus enabling either the ‘bracketing off’ or explicit integration of researcher’s assumptions into analysis. These steps are used in an attempt to acknowledge and fully consider the researcher bias (Morrow, 2007).   
     Secondly, the diary was kept as a method of personal reflection for myself as the researcher to track and aid critical reflection of key decisions made through the design and implementation of this research. The utilisation of a reflective model for this was considered. However, it was decided against as reflective models can limit one’s reflection through the enforcement of structured parameters (Dahl & Eriksen, 2016).
     Extracts referring to ethical, scientific, and theoretical issues within the current study are presented below.
     
5.1 Ethical
     During the process of recruitment, social media sites were used to advertise the study. This included forums designed solely for professional networking, e.g., LinkedIn, and also sites which employed dual purposes, e.g., Facebook and Twitter- primarily social networking sites, which also includes professional networking pages. Consequently, my own social media accounts were connected to the study as although advertisements of the study were only posted in closed professional groups, these postings came from myself as the lead researcher. My intention for joining the groups was disclosed[footnoteRef:72] and, in accordance with the ethics guidelines for internet-mediated research (BPS, 2017), I identified myself as the researcher throughout. In the extract below I consider this further: [72:  For many of the groups, I was requested to specify this information before I was ‘accepted’ and able to post the recruitment advert (Appendix C) which summarised the study and presented a link for additional information within the Participant Information Sheet.] 

“It feels uncomfortable using my personal social media accounts to aid my recruitment. These are areas of my life that I would normally keep very separate.”
I reflected on why this may have felt uncomfortable for me, I had never utilised social media for a professional purpose before and therefore this felt unusual. My social media settings are private; thus, people can see only my name, a small image of my choice, and are able to send me a private message. So, on reflection how is this different to providing my academic e-mail address? In fact, my academic e-mail address actually provides more information about me: the university I am studying at, which would enable people to locate a physical address and telephone number.
     Due to the nature of the study, people were sharing their experience of participating in the current study within the forums.
“People are writing on the thread that they have been emotionally affected by participating in the study, I feel obliged to check they are okay- however I haven’t. Participants are professional people, able to read the PIS and debrief with support strategies. Also this would open up further direct communication that would move me into a professional clinical role, or even potentially an unethical role, over my researcher role.”
I considered how just like in the ‘real world’ people have the freedom of speech to express their self and their views and writing on a thread was the equivalent of them going out in the ‘real world’ and talking about their experiences in the street- this was their choice to do so. Participants were fully informed within the Participant Information Sheet that the topics explored could be emotive and all those who participated consented to this. 
On one occasion a participant sent me a direct message through LinkedIn (a professional networking site) expressing his frustration about how long it had taken him to complete Phase I of the study and he felt the level of questions were unnecessary. I did return his message and thanked him for his feedback and participation nonetheless. I discussed this in my research supervision and considered if there were additional ways in which I could have made it clearer that participants could withdraw at any point and they could write as much (or as little) as they wanted. However, it was considered that the specification of such in the Participant Information Sheet and Consent Form was sufficient. I also considered how the other 138[footnoteRef:73] participants viewed the length of the study; did they all feel the study was an adequate length? It was later noted that the person who messaged did not have five years’ experience and the responses they had provided were excluded, potentially this person had not fully read the specification that they could write as much (or as little) as they wanted, just like they had not fully read that they required five years’ experience to participate. Nonetheless, I think this is something I will consider further in future research designs to ensure that participants are not unduly distressed.  [73:  139 people completed the survey, only 125 of these met the inclusion criteria. ] 


5.2 Scientific  
     Researchers were aware of my role as a Trainee Clinical Psychologist throughout the recruitment process, detailed within the Recruitment Advert, Participant Information Sheet, and Consent Form. Participants were therefore all aware I was a student and yet to embark upon life as a qualified therapist. As inclusion criteria specified that therapists had five or more years’ experience, participants may have (correctly) assumed that they had much more experience than me in delivering trauma work. Furthermore, the participants could assume due to choosing to complete my thesis on this topic, that I had an interest in the area and potential plans to work within the field.
From the very first interview, I noted that during interview preamble participants would ask questions about myself, e.g., “How is training, what year are you in?”, “Is trauma the area you’d like to work in once qualified?”, “Have you delivered much trauma work yourself?” In addition, I noted there were points in the interview where the participant seemed to change their direction of conversation, see below diary insert:
“…Also, there were points where he seemed to stop what he was going to say and then talk about something else, like he was restricting himself. He looked at me and then seemed to stutter and change what he was saying, I think he was worried about putting me off? He might have even said this. Like he doesn’t want to scare me from working with trauma? PLAN: Check on audio what this sounds like/if it can be picked up. I wonder if therapists don’t usually share this side of their experience. Or maybe it’s due to my position, if they came into contact with me any other time they’d be my supervisor- does this blur those usual boundaries?? Or go into the unsaid? PLAN: Ask Rachel/Thomas about it in supervision.”
When listening to the audio, the participant passed a few comments telling me “don’t worry” about difficulties happening in therapy and “not wanting to put you off”. This made me question if this participant withheld information during the interview due to this fear. I wonder if he would have felt differently if I had been of a similar position of experience to him and therefore his comments would be less likely to risk ‘putting me off’ working within the field.
In future interviews I was therefore mindful of this and frequently noticed myself wondering during the interviews if participants were holding information back. During a later interview, another participant actually voiced this:
“ well.. I I almost feel protective of you in that I don’t want to go into too much detail.”
In addition, this participant also shared her fear that describing this trauma would actually traumatise me:
“… and then she said something about worrying that this would actually traumatise me. This makes me think again firstly that participants are worried that sharing their difficulties will put me off working in this area, but hers went above that- she was worried that I’d be traumatised too. This then secondly, made me think- how does she access support?? If she is so concerned that sharing this will traumatise the other person, does she keep this all to herself? I should have asked her that. It’s difficult as obviously due to working with people who know things about them and their personal life- does this act as a barrier to getting support sometimes? When [participant] briefly spoke about the intrusive images, maybe she wouldn’t describe them to supervisors or peers also due to fear of traumatising them too??”
For the two participant interviews above, both occurred via Skype, so whilst I was not physically present with the participant, they were able to see me. This therefore gave them additional information, such as my age and facial reactions during the interview. On reflection, I realised that during the interviews that took place via telephone, participants were much more graphic in their descriptions of clients’ trauma and the subsequent intrusive images they experienced. I therefore wonder if not seeing me, simply having a name and a voice, rather than a face attached to this, enabled these participants not to inhibit themselves or their responses quite as much. Therefore, there are questions of how much information participants withheld in Skype or face-to-face interviews. Whilst every effort was made to explore the impact of trauma and how participants coped with this, one must consider that it is possible that things were left unsaid. Potentially if a different person had conducted the interviews, an additional insight may have been shared. 

5.3 Theoretical 
     I have noted throughout the process of conducting this research that there have been times when I have struggled with my critical realist epistemological position. Particularly within the Phase II inductive thematic analysis stage, I recall being worried that I was not analysing the data ‘correctly’:
“I don’t know if I am doing this right. There are so many codes that I feel completely overwhelmed. The data talks about so many different things that I don’t think it can ever be possible to pull this together in a coherent narrative.”
I re-read Braun and Clarke’s (2013) textbook in the hope of finding an answer. Ironically, within this, they described how feeling overwhelmed is a regular position for a researcher undertaking thematic analysis to be in. On reflection, I wonder if I was also searching for structure to find the ‘truth’ within the data, which would align instead with a positivist epistemological position. 
As I became more immersed with the data, I became more confident in generating and interpreting the data rather than ‘discovering’ themes. I also found sharing my preliminary findings with others helpful:
“I discussed with [name] my findings so far yesterday, they seem to make more sense now and I can talk through the relationship much better. It was helpful, as I was talking about it I finally came up for a name for the latent theme, hopefully this now captures the theme’s essence”.
I therefore became more confident in my own understanding of the data and recognising that in line with my epistemology, the results presented within this study are my interpretation of the data and that another may produce differing themes. The process of conducting the research has in hindsight, taught me that there is no definitive way to complete analysis. In addition, whilst there is an objective reality, as a researcher my interpretation of participants’ constructions of reality is valuable.
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Recruitment Advert: How do experienced therapists manage the effects of working with trauma: An explanatory sequential design

Are you a therapist who works with trauma?
Do you have five or more years’ experience of working with trauma?
“Trauma work is defined as direct or active clinical work with clients who have experienced traumatic events (e.g., serious accidents, serious fire or explosion, nonsexual attack, sexual assault, natural disaster, military combat, imprisonment, physical abuse, sexual abuse, and life threatening illness) and have reacted to the incident(s) with intense fear, horror, or helplessness (American Psychiatric Association, 2000)” (Makadia, Sabin-Farrell, & Turpin, 2015, p.3).

I am conducting a study to explore how therapists cope with the effects of working with trauma. Your views and participation would be highly valuable. 
The research shall be undertaken as partial fulfilment of my Doctorate in Clinical Psychology at the University of Nottingham. 

The study involves a survey identifying your style of coping the effects of working with trauma. The information you share can be completely anonymous. The time taken to complete is dependent on how much information you would like to give.
To be eligible for the study you must:
· be able to give informed consent 
· be currently working as a qualified therapist accredited by a professional body (i.e. a Psychologist, Psychotherapist, CBT Therapist, etc.). 
· have at least five years’ experience delivering trauma therapy.
· have delivered trauma therapy within the past year.
· be aged 18 or above.

Please click the link below to find more information:
https://nottingham.onlinesurveys.ac.uk/how-do-experienced-therapists-manage-the-effects-of-workin-4

If you have any questions, please contact me on the e-mail address msxgf1@nottingham.ac.uk.
Many Thanks,
Gemma Forshaw

Supervised by Dr. Rachel Sabin-Farrell, Dr. Thomas Schröder, and Dr. Joanna Levene
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Section A
We would like you to complete the questions below. Please consider your answers in reference to any difference you have noticed since you started delivering trauma therapy. Please note, these differences are not limited to your professional life and thus personal changes should also be considered.
 
Q1. Do you think that working with trauma has had an impact on you in any way, either positively or negatively? Please give further information, writing as much as you would like to.
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q2. Has your way of coping with trauma work changed since you began working with trauma? If so, how would you describe this change?
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q3. Do you utilise any specific coping strategies during your trauma work sessions that help you cope with the work? If so, please provide further information.
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q4. In general, what do you do to cope with the trauma work you do?
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q5. Have you, or those around you, noticed a change in your beliefs or attitudes, which you would consider relate to your trauma work? And if so, how?
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q6. Do you feel your experience of trauma work has affected you in the following areas? If so please give additional details?
a) personally
…………………………………………………………………………………………………
…………………………………………………………………………………………………
b) professionally
…………………………………………………………………………………………………
…………………………………………………………………………………………………
c) your view about your ability to keep yourself safe
…………………………………………………………………………………………………
…………………………………………………………………………………………………
d) your views about the ability of the people close to you (i.e. friends and family) to keep themselves safe
…………………………………………………………………………………………………
…………………………………………………………………………………………………
e) your feelings of connection/intimacy to others close to you (i.e. partner, family etc.)
…………………………………………………………………………………………………
…………………………………………………………………………………………………
	f) your view about the world
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q7. Have you ever experienced any of the following symptoms as a result of the trauma material discussed in therapy? 
Please tick all that apply and give additional information if you feel able to do so.
· Intrusive Thoughts
· Intrusive Images
· Bodily Sensations
· Emotional Responses 
· Nightmares 
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q8. Have you experienced any positive effects, either personally or professionally, that you would consider to be a result of delivering trauma therapy? 
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Q9. Have you experienced trauma yourself? Please tick an option below and give additional information if you feel able to do so.
 Yes			 No			 Prefer not to say
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
Supplementary questions for Q9 only to be administered if participant selects ‘Yes’.
Q9. a) How far do you think you have come to resolving your own trauma?
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………

Q9. b) Do you think your personal experience of trauma has influenced your trauma work? If so, how?
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………
…………………………………………………………………………………………

Q10. Is there any other information you would like to provide about the impact of working with trauma and/or the way you cope with such?
……………………………………………………………………………………………………………………………………………………………………………………………………

We would now be grateful if you would complete the short questionnaires below. 

Section B: CSI-SF [Removed]

Section C: STSS [Removed]

Section D: PTGI-SF [Removed]

Section E
Please select your gender: 
☐  Female
☐  Male
☐  Non-binary/third gender
☐  Prefer not to say

Please specify your age: _____

Please select how you would describe your ethnic group: 
☐ White 
☐ Mixed  
☐ Asian 
☐ Black 
☐ Other ethnic group

Please select your profession:
☐ CBT Therapist
☐ Counsellor 
☐ Clinical Psychologist
☐ EMDR Therapist
☐ Psychotherapist
☐ Other
If you have selected 'Other' please enter your profession: _____________


Please specify how many years you have been practising this profession: _______

Please select which clinical setting you practice in:
☐ Adult Mental Health
☐ Child and Adolescent Mental Health
☐ Improving Access to Psychological Interventions (IAPT)
☐ Intellectual/Learning Disability Mental Health
☐ Older Adult Mental Health 
☐ Private Sector 
☐ Primary Care
☐ Trauma Specific Service
☐ Other
If you have selected 'Other' please enter the setting: _____________

Please specify which country you are practising in: ____________________

How much is your current therapeutic practice guided by each of the 
following theoretical frameworks?	Please select an answer.

0 = Not at all ..... 5 = Very greatly

	Analytic/Psychodynamic
	0
	1
	2
	3
	4
	5


	Behavioural
	0
	1
	2
	3
	4
	5


	Cognitive
	0
	1
	2
	3
	4
	5


	Humanistic
	0
	1
	2
	3
	4
	5


	Systems Theory
	0
	1
	2
	3
	4
	5


	Person-centred
	0
	1
	2
	3
	4
	5


	Other (please specify) ________________________
	0
	1
	2
	3
	4
	5


	To what extent do you regard your orientation as eclectic or integrative?
	0
	1
	2
	3
	4
	5



Section F

The next phase of this study will include an interview further exploring the impact of trauma therapy and how therapists cope with this. The interview can be face-to-face, via telephone, Skype, or VSee and will last up to 90 minutes.

Would you be willing to participate in the next phase of the study? 
As we are hoping to interview therapists with a range of experiences, expressing an interest to participant will not automatically mean you are going to be selected.
If you would like to participate in the next phase, please provide an e-mail address and a researcher will contact you to discuss all aspects of the study. Please be aware that the e-mail address you provide will be linked to your survey results and therefore your responses will no longer be anonymous.

Please be aware by providing an e-mail address, you are also providing your consent for the researchers to store this.

[TO EXPRESS INTEREST IN PARTICIPATING IN PHASE II INSERT E-MAIL ADDRESS HERE]


Section G

To ensure that this survey is completed by other therapists who work with trauma, it would be highly appreciated if you would be willing to share the link to this survey below. 
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Interview Order


Middle question order to be adjusted with flow of interview, i.e. if participant describes a later component (personal trauma) within a separate answer (effects of therapy work), the order is to align with participant’s narrative.

Interview Questions

A. Demographic Information
What is your job title?

Can you briefly describe the range of your trauma therapy work?
Prompts: Client group/presentation/type of trauma/therapeutic modality. Have you worked elsewhere/with different presentations throughout career? How long have you worked with trauma work? Do you work with other presentations at present, if so, how does that work compare with your trauma work?


B. Effects Of Working With Trauma 
How would you describe your overall experience of working with trauma?

Do you think that working with trauma has had an impact on you in any way, either positively or negatively? 
Prompts: Positive/Negative consequences? Effects on you personally. Before/during/after, self/occupational/family/friends/others/world, thoughts, beliefs, bodily sensations, emotions.

How much control do you feel you have over [INSERT ABOVE ANSWERS RE NEGATIVE EXPERIENCES]?

Do you cope with these [INSERT WORD USED NEGATIVE EFFECTS], if so, how?
What is it about [INSERT RESPONSE] that helps with coping with this work?

(If not mentioned already)
Do you utilise any specific coping strategies in your trauma work therapy sessions to manage [INSERT RESPONSE]?

Are there any barriers to coping with these effects?

Have you received/accessed any support in relation to these effects? 
Prompts: Before/during/after– occupational/family/friends/others.


C. Specific Modality
How does your choice of therapeutic modality influence the trauma-content disclosed by a client?
Prompts: Promote clients to share content/something they think about rather than verbalise? Therapist more sensitive to bodily experience etc. Use prompts from demographic questions re therapeutic practice guided by theoretical frameworks.

How much detail of your client’s trauma history do you hear?
Prompts: What details are (not) shared/requested?

Do you use any specific techniques within the sessions to limit the negative impact of the client’s trauma on you?
Prompts: During/after sessions, specific techniques? 


D. Poignant Case
Please could you describe a trauma therapy case to me which had an impact on you?
Prompts: What did you do? How did you feel at the time? How did you feel afterwards? How do you feel now discussing it? Was this response typical for you? What was it about this case that made it resonate with you?

If mentions coping strategies:
Was this different to how you manage difficulties in general?
Prompts: Non-trauma work difficulties. Professional versus personal coping.  

Was there any long-term impact for you?
If so, 
If negative: how did you/how are you managing this?
If positive: has this changed anything for you?
Prompts: Beliefs, behaviours. 

In what way was this case similar or different to your usual trauma work?


E. Retrospective Considerations About Delivering Trauma Therapy
If I can take you back to the start of your career working with clients who have experienced trauma, comparing yourself at the beginning of your career to now, have you noticed any changes in yourself? 
Prompts: Personally/Professionally, beliefs, outlook on life, world etc. Positive and Negative changes. Current self- previous self. Self-control, self-esteem, Relationships with others, Intimacy, Self/Other safety, Trust, Arousal, Avoidance, Hypersensitivity. 

Have your coping strategies changed?

What do you think contributed to these changes? 


F. Personal Experience Of Trauma

ASK PARTICIPANT TO COMPLETE LEC-5 AT THIS POINT
Is there anything that you feel may be relevant for me to know regarding your answers on the LEC-5?

(If not mentioned already)
If you have experienced trauma yourself, how have you coped with your own experience of trauma?

How far do you think you have come to resolving your own trauma?

ASK PARTICIPANT TO COMPLETE TSQ AT THIS POINT

G. Other 
Is there any other information relating to the impact on your trauma work that you would like to discuss?
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Coping Techniques/Strategies
May differ across their occupational lifespan (less experienced therapists used more emotional support, supervision, debriefing)

Techniques:
· Accessing social support, debriefing, personal therapy (to manage VT/STS/Personal Trauma/Countertransference)
· Appreciation of own family, social support, circumstances etc. 
· Attending training (increase self-efficacy/prevent isolation)
· Discussing things with a peer
· Distancing self from client (physically- cancelling appointments, transferring to another therapist, reducing appointments, discharge, or emotionally- reduced empathy)
· Employing strict boundaries 
· Engaging in leisure activities 
· Expressing emotions openly 
· Maintaining work life balance
· Modification of clinical/therapy skills
· Practising self-care
· Share experience with client with aim to work through together 
· Use of fantasy, obsession, avoidance, denial, smoking/substances
· Using supervision/reflection to maintain self-awareness
· Utilising supervision, peer support, humour, imagery
· Varying caseload

What is the purpose of the strategy?
1. Problem-focused: to modify environment or the self
2. Emotion-focused: to regulate affect

What is the strategy utilised for?
1. Short-Term: impact in the same day, within a week
2. Long-Term: impact which lasts over a week
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	Vicarious Trauma

	As a result of trauma work- permanent pervasive disruptions/changes in belief systems regarding: 

	Noticed by self or others.
	Self, i.e., views about one’s ability to keep oneself safe;

	
	Others, i.e., views about one’s families or close friends’ abilities to keep themselves safe, changes in intimacy with close others;

	
	World, i.e., views about the world.

	Cumulative onset.

	Permanent.

	Secondary implications to clients- lack of motivation, empathy, and efficacy. 

	Consideration/Abandonment of trauma work. 

	CSDT states that increased exposure equals increased vulnerability. 

	

	Secondary Traumatic Stress 

	As a result of trauma work- experience of symptoms which can include:

	
	intrusive cognitions (thoughts, images, or memories/nightmares);

	
	bodily sensations (i.e. pain, somatic difficulties);

	
	emotional disturbance (tearfulness, anger, hopelessness).

	Symptoms can mirror client’s or can manifest separately. 

	Sudden onset.

	Variable duration.

	Secondary implications to clients- lack of motivation, empathy, and efficacy. 

	Consideration/Abandonment of trauma work. 

	

	Vicarious Post-Traumatic Growth

	Positive changes in: 

	
	philosophy of life;

	
	self-perception;

	
	interpersonal relationships;

	
	and professional identity.

	Increased empathy, sense of coherence, social and organisational support.
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Debrief Page
How do experienced therapists manage the effects of working with trauma: An explanatory sequential design. Phase I

Thank you for taking the time to participate within this study. The information you have provided will enable us to improve our understanding of coping and the effects of working with trauma. 

You are no longer able to withdraw your responses. 

The answers you have given will be kept confidential and will remain anonymous. 

Further Support
If participating has caused you upset please be aware that you are able to talk to the support agencies whose details are at the bottom of this page. 

Results of the study
Once the study is complete, you can receive a copy of the results. If you would like to please provide your contact details by clicking on the link below:
[link]

Complaints
If you have a concern about any aspect of this study, you should ask to speak to the researchers who will do their best to answer your questions.  The researchers contact details are given at the end bottom of this page. If you remain unhappy and wish to complain formally, you can do this by contacting the study’s sponsor: Ms Angela Shone (Head of Research Governance), Research and Graduate Services, King’s Meadow Campus, Lenton Lane, Nottingham. NG7 2NR.

Kindest Regards,

Gemma Forshaw, Email address: msxgf1@nottingham.ac.uk
Supervised by Dr. Rachel Sabin-Farrell, Dr. Thomas Schröder, & Dr. Joanna Levene

	
Support Agencies

Samaritans: 	Telephone (24 hours) 116 123
www.samaritans.org

Mind: 	Telephone (9am-6pm, Monday-Friday, except for bank holidays) 0300 123 3393		www.mind.org.uk

Alternatively, you may wish to speak to your GP, Clinical Supervisor, or your Occupational Health Department. 
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Participant Information Sheet
(Research Ethics Reference: DPAP - 2018 - 0243 - 3, Version 2.0: 24/09/2018)


Phase I

Title of Study: How do experienced therapists manage the effects of working with trauma: An explanatory sequential design 


Name of Chief Investigator: 	Dr. Thomas Schröder
Name of Researcher:	          Gemma Forshaw, Trainee Clinical Psychologist

We would like to invite you to take part in our research study. Before you decide we would like you to understand why the research is being done and what it would involve for you. One of our team will answer any questions you have. Talk to others about the study if you wish. Ask us if there is anything that is not clear.

What is the purpose of the study?
The purpose of this study is to explore your experience of working with trauma. If there are any negative effects of this, we would also like to know how you cope with these. 

Why have I been invited?
You are being invited to take part because you are an experienced therapist who works with trauma. We are inviting multiple participants like you to take part in this study.

To be included in this study you must be:
· Able to give informed consent.
· Currently working as a qualified therapist accredited by a professional body (i.e. Psychologist, Psychotherapist, CBT Therapist, etc.).
· Have delivered trauma therapy within the last year.
· Have a minimum of five years’ experience delivering trauma therapy.
· Aged 18 years or above.

You will be excluded from the study if you are:
· Unable to read and write to an acceptable standard of English.
· No longer able to access clinical or peer supervision. 


Do I have to take part?
It is up to you to decide whether or not to take part.  If you do decide to take part, you can download a copy of this information sheet to keep and be asked to electronically complete a consent form. If you decide to take part, you are still free to withdraw at any time and without giving a reason, simply close your browser. However, the information that you have provided so far will be used in the data analysis and cannot be withdrawn. This would not affect your legal rights.

What will happen to me if I take part?
The study will involve you completing an online survey where you will be asked a series of questions relating to your experience of working with trauma and some questions about your personal background. Also, you will be asked to complete some questions about your coping style, personal experience of trauma, and potential post-traumatic stress disorder (PTSD). 

The survey will take up to thirty minutes, but the actual time taken is dependent upon how much you have to say. You will only be expected to complete the survey once.
At the end of the survey, you will have the opportunity to participate in the next phase of the study, which will involve an interview. However, you are not required to participate in both phases.

If you are still happy to take part, then you will be asked to electronically sign a consent form.

Expenses and payments
Participants will not be paid to participate in the study. 

What are the possible disadvantages and risks of taking part? 
Due to the potentially sensitive nature of the survey, there is a possibility that you may become distressed. If this does happen, you are able to withdraw at any time- simply close your browser. 
At the bottom of this page there is also information about support agencies if you need further input.

What are the possible benefits of taking part?
We cannot promise the study will help you but the information we get from this study may help us understand how people cope with working with trauma. This will hopefully be considered to prevent and/or help people who are negatively affected by their work.

What happens when the research study stops?
After you have completed the survey, there is nothing more you need to do. 
The results of this phase will be analysed and inform Phase II of the study. Phase II will be an interview: if you would like to know more about Phase II, please provide an e-mail address at the end of the survey. 

When the research study stops, the information may be submitted for publication and presented. All participant information shall be anonymised so that no participant will be identifiable in any publications or dissemination of this study.
The study is being undertaken as part of a professional Doctorate in Clinical Psychology and will be included within the partial fulfilment of Gemma Forshaw’s (Trainee Clinical Psychologist) Doctorate of Clinical Psychology accreditation.


If you would like to receive a copy of the published results, please provide your contact details for this to be sent to at the end of the study. For this to occur,
you will be required to provide your consent for us to store your contact details.

What if there is a problem?
If you have a concern about any aspect of this study, you should contact the researchers who will do their best to answer your questions.  The researchers’ contact details are given at the end of this information sheet. If you remain unhappy and wish to complain formally, you can do this by contacting the study’s sponsor: Ms Angela Shone (Head of Research Governance), Research and Graduate Services, King’s Meadow Campus, Lenton Lane, Nottingham. NG7 2NR.

In the event that something does go wrong and you are harmed during the research and this is due to someone's negligence then you may have grounds for a legal action for compensation against the University of Nottingham but you may have to pay your legal costs.

Will my taking part in the study be kept confidential?
You are not required to provide any identifiable personal information if you wish to participate in Phase I. Your survey responses can remain anonymous. However, if you would like to know more about the next phase of the study, you will be asked to provide an e-mail address. Please be aware that this e-mail address will be linked to your survey responses and therefore they will no longer be anonymous.  

We will follow ethical and legal practice and all information about you will be handled in confidence.

If you join the study, we will use information collected from you during the course of the research. This information will be kept strictly confidential, stored in a secure and locked office, and on a password protected database at the University of Nottingham.  Under UK Data Protection laws the University is the Data Controller (legally responsible for the data security) and the Chief Investigator of this study (named above) is the Data Custodian (manages access to the data). This means we are responsible for looking after your information and using it properly. Your rights to access, change or move your information are limited as we need to manage your information in specific ways to comply with certain laws and for the research to be reliable and accurate. To safeguard your rights we will use the minimum personally – identifiable information possible.

You can find out more about how we use your information and to read our privacy notice at:

https://www.nottingham.ac.uk/utilities/privacy.aspx. 

The data collected for the study will be looked at and stored by authorised persons from the University of Nottingham who are organising the research. They may also be looked at by authorised people from regulatory organisations to check that the study is being carried out correctly. All will have a duty of confidentiality to you as a research participant and we will do our best to meet this duty.

We may use direct quotes from your survey responses within the results section of the study. All quotes will be anonymised so you cannot be identified.

If you choose to provide contact details, your contact information will be kept by the University of Nottingham for 2 years after the end of the study so that we are able to contact you about the findings of the study and possible follow-up studies (unless you advise us that you do not wish to be contacted). This information will be kept separately from the research data collected and only those who need to will have access to it.  All other data (research data) will be kept securely for 7 years.  After this time your data will be disposed of securely.  During this time all precautions will be taken by all those involved to maintain your confidentiality, only members of the research team given permission by the data custodian will have access to your personal data.

In accordance with the University of Nottingham’s, the Government’s and our funders’ policies we may share our research data with researchers in other Universities and organisations, including those in other countries, for research in health and social care. Sharing research data is important to allow peer scrutiny, re-use (and therefore avoiding duplication of research) and to understand the bigger picture in particular areas of research. Data sharing in this way is usually anonymised (so that you could not be identified) but if we need to share identifiable information we will seek your consent for this and ensure it is secure. You will be made aware then if the data is to be shared with countries whose data protection laws differ to those of the UK and how we will protect your confidentiality.


As the survey is being completed online, there is always the risk of intrusion by outside agents, i.e. hacking, and therefore there is a possibility of being identified. 

What will happen if I don’t want to carry on with the study? 
Your participation is voluntary, and you are free to withdraw at any time, without giving any reason, and without your legal rights being affected. 
If you withdraw we will no longer collect any information about you or from you but we will keep the information about you that we have already obtained as we are not allowed to tamper with study records and this information may have already been used in some analyses and may still be used in the final study analyses. To safeguard your rights, we will use the minimum personally-identifiable information possible.

What will happen to the results of the research study?
When the research study stops, the information may be submitted for publication and presented. This is most likely to be in Trauma related Journals. The study will be included within the partial fulfilment of Gemma Forshaw’s (Trainee Clinical Psychologist) Doctorate of Clinical Psychology accreditation.
All participant information, including direct quotes, will be anonymised so that no participant will be identifiable in any publication or dissemination of this study. 
If you would like to receive a copy of the published results, please provide your contact details at the end of the study.

Who is organising and funding the research?
This research is being organised by the University of Nottingham and is being funded by the Doctorate of Clinical Psychology programme.

Who has reviewed the study?
All research in healthcare is looked at by an independent group of people, called a Research Ethics Committee, to protect your interests. This study has been reviewed and given favourable opinion by the Division of Psychiatry and Applied Psychology (DPAP) Research Ethics Sub-Committee.


Further information and contact details
Chief Researcher:  Gemma Forshaw,
			Trainee Clinical Psychologist and Student of Doctorate of 
Clinical Psychology (DClinPsy),
Division of Psychiatry and Applied Psychology,
University of Nottingham,
YANG Fujia Building, B Floor,
Jubilee Campus,
Wollaton Road,
Nottingham.
NG8 1BB
Phone: 0115 823 2211
Email: msxgf1@nottingham.ac.uk

Chief Investigator:	Dr. Thomas Schröder,
Associate Professor of Clinical Psychology,
Division of Psychiatry and Applied Psychology,
University of Nottingham,
YANG Fujia Building, B Floor,
Jubilee Campus,
Wollaton Road,
Nottingham.
NG8 1BB
Phone: 0115 846 6646
Email: thomas.schroder@nottingham.ac.uk     


Supervised by: 	Dr. Rachel Sabin-Farrell, 
Senior Academic Tutor, 
Email: rachel.sabin-farrell@nottingham.ac.uk

Dr. Joanna Levene,
Lead Clinical Psychologist,
Email: Joanna.Levene@nottshc.nhs.uk



Support Agencies

Samaritans: Telephone (24 hours) 116 123
         www.samaritans.org

Mind: Telephone (9am-6pm, Monday-Friday, except for bank holidays) 0300 123 3393
        www.mind.org.uk

Alternatively, you may wish to speak to your GP, Clinical Supervisor, or your Occupational Health Department. 
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Participant Information Sheet
(Research Ethics Reference: DPAP - 2018 - 0243 - 3, Version 2.0: 24/09/2018)


Phase II

Title of Study: How do experienced therapists manage the effects of working with trauma: An explanatory sequential design 


Name of Chief Investigator: 	Dr. Thomas Schröder
Name of Researcher:		Gemma Forshaw, Trainee Clinical Psychologist	

We would like to invite you to take part in our research study. Before you decide we would like you to understand why the research is being done and what it would involve for you. One of our team will go through the information sheet with you and answer any questions you have. Talk to others about the study if you wish. Ask us if there is anything that is not clear.

What is the purpose of the study?
The purpose of this study is to explore your experience of working with trauma. If there are any negative effects of this, we would also like to know how you cope with these. 

Why have I been invited?
You are being invited to take part because you are an experienced therapist who works with trauma. We are inviting up to 12 participants like you to take part in this study.

To be included in this study you must be:
· Able to give informed consent.
· Currently working as a qualified therapist accredited by a professional body (i.e. Psychologist, Psychotherapist, CBT Therapist, etc.).
· Have delivered trauma therapy within the last year.
· Have a minimum of five years’ experience delivering trauma therapy.
· Aged 18 years or above.
· Able to meet face-to-face, or have access to a telephone, Skype, or VSee to conduct the interview.

You will be excluded from the study if you are:
· Unable to read and write to an acceptable standard of English.
· Insufficiently fluent to undertake an interview in English.
· No longer able to access clinical or peer supervision. 


Do I have to take part?
It is up to you to decide whether or not to take part.  If you do decide to take part, you will be given this information sheet to keep and be asked to electronically sign a consent form. If you decide to take part, you are still free to withdraw at any time and without giving a reason. In addition, for 7 days after you have completed the interview you are able to contact the research team and request that your data be removed from the study. This would not affect your legal rights.

What will happen to me if I take part?
A researcher will contact you to go over the information sheet, explain the procedures, and check that you meet the inclusion and exclusion criteria of the study. If you agree to take part in the study, you will be asked to attend a single meeting with the researcher. This will either be in person at a mutually convenient location, or via telephone, Skype, or VSee.

Upon the commencement of the meeting, the researcher will talk you through the study procedures and give you chance to ask any questions.

The study will involve you completing an interview where you will be asked a series of questions relating to your experience of working with trauma, coping style, and some questions about your personal background. Also, you will be asked to complete some questionnaires about your personal experience of trauma, and potential post-traumatic stress disorder (PTSD). The interview will be audio recorded and later transcribed, removing any potential personal identifiable information and any comments and/or identifiable information that may be a breach of service-user confidentiality.

The interview will take around ninety minutes, but the actual time taken is dependent upon how much you have to say. The interview can either take place face-to-face (dependant on location), via telephone, or via Skype/VSee. You will only be expected to participate in one interview; however, if you became distressed during the interview, it may be terminated. If you and the researcher felt it was appropriate to continue, your interview could resume on another day.

If you are still happy to take part, then you will be asked to electronically sign two consent forms, one consenting to participate in the study and a second consenting to be audio-recorded during the interview. 

Expenses and payments
Participants will not be paid to participate in the study. 

What are the possible disadvantages and risks of taking part? 
Due to the potentially sensitive nature of the interview, there is a possibility that you may become distressed. If this does happen, you are able to withdraw at any time. It is also possible to stop the interview and resume it on an alternative day.
If the researcher feels that you are too distressed to continue with the interview, the interview will be terminated to prevent any further distress. At the bottom of this page there is also information about support agencies if you need further input.

What are the possible benefits of taking part?
We cannot promise the study will help you but the information we get from this study may help us understand how people cope with working with trauma. This will hopefully be considered to prevent and/or help people who are negatively affected by their work.

What happens when the research study stops?
After you have completed the interview, there is nothing more you need to do. 
When the research study stops, the information may be submitted for publication and presented. All participant information shall be anonymised so that no participant will be identifiable in any publications or dissemination of this study. The study is being undertaken a part of a professional Doctorate in Clinical Psychology, it will be included within the partial fulfilment of Gemma Forshaw’s (Trainee Clinical Psychologist) Doctorate of Clinical Psychology accreditation.

If you would like to receive a copy of the published results, please provide your contact details for this to be sent to at the end of the study. For this to occur,
you will be required to provide your consent for me to store your contact details.

What if there is a problem?
If you have a concern about any aspect of this study, you should ask to speak to the researchers who will do their best to answer your questions.  The researchers contact details are given at the end of this information sheet. If you remain unhappy and wish to complain formally, you can do this by contacting the study’s sponsor: Ms Angela Shone (Head of Research Governance), Research and Graduate Services, King’s Meadow Campus, Lenton Lane, Nottingham. NG7 2NR.

In the event that something does go wrong and you are harmed during the research and this is due to someone's negligence then you may have grounds for a legal action for compensation against the University of Nottingham but you may have to pay your legal costs.

Will my taking part in the study be kept confidential?
We will follow ethical and legal practice and all information about you will be handled in confidence.

If you join the study, we will use information collected from you during the course of the research. This information will be kept strictly confidential, stored in a secure and locked office, and on a password protected database at the University of Nottingham.  Under UK Data Protection laws the University is the Data Controller (legally responsible for the data security) and the Chief Investigator of this study (named above) is the Data Custodian (manages access to the data). This means we are responsible for looking after your information and using it properly. Your rights to access, change or move your information are limited as we need to manage your information in specific ways to comply with certain laws and for the research to be reliable and accurate. To safeguard your rights we will use the minimum personally – identifiable information possible.

You can find out more about how we use your information and to read our privacy notice at:

https://www.nottingham.ac.uk/utilities/privacy.aspx. 

The data collected for the study will be looked at and stored by authorised persons from the University of Nottingham who are organising the research. They may also be looked at by authorised people from regulatory organisations to check that the study is being carried out correctly. All will have a duty of confidentiality to you as a research participant and we will do our best to meet this duty.

Interviews will be audio recorded and later transcribed. During transcription any potential personal identifiable information and any comments and/or identifiable information that may be a breach of service-user confidentiality will be removed. Once transcribed and checked for accuracy, audio records will be destroyed. Your personal data and interview responses will be stored separately, so that your responses remain anonymous.  We may use direct quotes from your interview responses within the results section of the study. All quotes will be anonymised so you cannot be identified.

Your contact information will be kept by the University of Nottingham for 2 years after the end of the study so that we are able to contact you about the findings of the study and possible follow-up studies (unless you advise us that you do not wish to be contacted). This information will be kept separately from the research data collected and only those who need to will have access to it.  All other data (research data) will be kept securely for 7 years.  After this time your data will be disposed of securely.  During this time all precautions will be taken by all those involved to maintain your confidentiality, only members of the research team given permission by the data custodian will have access to your personal data.

In accordance with the University of Nottingham’s, the Government’s and our funders’ policies we may share our research data with researchers in other Universities and organisations, including those in other countries, for research in health and social care. Sharing research data is important to allow peer scrutiny, re-use (and therefore avoiding duplication of research) and to understand the bigger picture in particular areas of research. Data sharing in this way is usually anonymised (so that you could not be identified) but if we need to share identifiable information we will seek your consent for this and ensure it is secure. You will be made aware then if the data is to be shared with countries whose data protection laws differ to those of the UK and how we will protect your confidentiality.

Although what you say in the interview is confidential, should you disclose anything to us which we feel puts you or anyone else at any risk, we may feel it necessary to report this to the appropriate persons. 

If you opt to undertake the interview via telephone, Skype, or VSee, there is always the risk of intrusion by outside agents, i.e., hacking, and therefore there is a possibility of being identified. 

What will happen if I don’t want to carry on with the study? 
Your participation is voluntary, and you are free to withdraw at any time, without giving any reason, and without your legal rights being affected. If you withdraw then the researcher will ask your consent to use the information collected so far in the project analysis. You do not have to consent to this. In addition, for 7 days after you have completed the interview you are able to contact the research team and request that your data be removed from the study. However, if you do not make contact before this date, your information will be used in the project analysis.
If you withdraw we will no longer collect any information about you or from you but we will keep the information about you that we have already obtained as we are not allowed to tamper with study records and this information may have already been used in some analyses and may still be used in the final study analyses. To safeguard your rights, we will use the minimum personally-identifiable information possible.

What will happen to the results of the research study?
When the research study stops, the information may be submitted for publication and presented. This is most likely to be in Trauma related Journals. The study will be included within the partial fulfilment of Gemma Forshaw’s (Trainee Clinical Psychologist) Doctorate of Clinical Psychology accreditation.
All participant information, including direct quotes, will be anonymised so that no participant will be identifiable in any publication or dissemination of this study. 
If you would like to receive a copy of the published results, please notify the researcher.


Who is organising and funding the research?
This research is being organised by the University of Nottingham and is being funded by the Doctorate of Clinical Psychology programme.

Who has reviewed the study?
All research in healthcare is looked at by independent group of people, called a Research Ethics Committee, to protect your interests. This study has been reviewed and given favourable opinion by the Division of Psychiatry and Applied Psychology (DPAP) Research Ethics Sub-Committee. 

Further information and contact details
Chief Researcher:  Gemma Forshaw,
Trainee Clinical Psychologist and Student of Doctorate of Clinical Psychology (DClinPsy)
Division of Psychiatry and Applied Psychology,
University of Nottingham,
YANG Fujia Building, B Floor,
Jubilee Campus,
Wollaton Road,
Nottingham.
NG8 1BB
Phone: 0115 823 2211
Email: msxgf1@nottingham.ac.uk

Chief Investigator:	Dr. Thomas Schröder,
Associate Professor of Clinical Psychology,
Division of Psychiatry and Applied Psychology,
University of Nottingham,
YANG Fujia Building, B Floor,
Jubilee Campus,
Wollaton Road,
Nottingham.
NG8 1BB
Phone: 0115 846 6646
Email: thomas.schroder@nottingham.ac.uk     


Supervised by: 	Dr. Rachel Sabin-Farrell, 
Senior Academic Tutor, 
Email: rachel.sabin-farrell@nottingham.ac.uk

Dr. Joanna Levene,
Lead Clinical Psychologist,
Email: Joanna.Levene@nottshc.nhs.uk



Support Agencies

Samaritans: Telephone (24 hours) 116 123
         www.samaritans.org

Mind: Telephone (9am-6pm, Monday-Friday, except for bank holidays) 0300 123 3393
        www.mind.org.uk

Alternatively, you may wish to speak to your GP, Clinical Supervisor, or your Occupational Health Department.
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 Consent Form
Phase II

(Version 2.0: 21/09/2018)

Title of Study: How do experienced therapists manage the effects of working with trauma: An explanatory sequential design. Phase II. 

Name of Researcher: Gemma Forshaw	 
Name of Participant: 


I confirm that I have read and understand the information sheet version number 2 dated 24/09/2018 for the above study and have had the opportunity to ask questions.

I understand that my participation is voluntary and that I am free to withdraw myself and the information I have provided at any time during the interview, without giving any reason. 

I understand that should I withdraw my data, more than 7 days after the interview has taken place then the information collected so far cannot be erased and that this information may still be used in the study analysis. 

I understand that relevant sections of data collected in the study may be looked at by authorised individuals from the University of Nottingham, the research group and regulatory authorities where it is relevant to my taking part in the study. I give permission for these individuals to have access to these records and to collect, store, analyse and publish information obtained from my participation in this study. I understand that all my personal details will be kept confidential.

I understand that the interview will be recorded using a digital device, transcribed, and that any interview content or direct quotes from the interview may be used in the study reports, publication or other academic outlets, will be anonymised so that I cannot be identifiable.

I understand that the transcription may be completed by a third party whom is bound by confidentiality. I am aware that the actual recording of my interview will be destroyed after accuracy checks of the transcription.

I understand that what I say during the interview will be kept confidential unless I reveal something of concern that may put myself or someone else at any risk. It will then be necessary to report this to the appropriate persons. 

I understand that the interview will be analysed by Gemma Forshaw as the research investigator and her research supervisors. I am aware that my interview transcript will only be accessed by the transcriber(s), Gemma Forshaw, and her research supervisors.

I understand that the information about me recorded during the study will be made anonymous before it is stored. It will be uploaded into a secure database on a computer kept in a secure place. Data will be kept for 7 years after the study has ended and then destroyed. 

I am aware that any variation of the above will only occur with my explicit approval. 

	Please Tick

	I understand all the above and agree to take part in the above study.

	☐
	I agree that my research data may be stored and used for possible future research during and after 7 years, and shared with other researchers including those working outside of the University of Nottingham.
	☐
	
	

	
	
	
	

	Name of Participant 		    
	
	Date   
	
	Electronic Signature

	

	
	
	
	

	Name of Person taking consent
	
	Date  
	
	Signature



	




2 copies: 1 for participant and 1 for the project notes
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 Consent Form
Phase I
(Version 1.0 01/08/2018)

Title of Study: How do experienced therapists manage the effects of working with trauma: An explanatory sequential design. Phase I.  

Name of Researcher: Gemma Forshaw						

I confirm that I have read and understand the information sheet version number 1 dated 01/08/2018 for the above study and have had the opportunity to ask questions.

I understand that my participation is voluntary and that I am free to withdraw myself at any time during the interview, without giving any reason. I understand that should I withdraw then the information collected so far cannot be erased and that this information may still be used in the project analysis.

I understand that relevant sections of data collected in the study may be looked at by authorised individuals from the University of Nottingham, the research group and regulatory authorities where it is relevant to my taking part in the study. I give permission for these individuals to have access to these records and to collect, store, analyse and publish information obtained from my participation in this study. I understand that all my personal details will be kept confidential.

I understand that my responses will be recorded and that anonymous direct quotes from the survey may be used in the study reports. 

I understand that the information about me recorded during the study will be made anonymous before it is stored. It will be uploaded into a secure database on a computer kept in a secure place. Data will be kept for 7 years after the study has ended and then destroyed. 
Please tick box to consent



I understand the information above and agree to take part in the above study.

I agree that my research data may be stored and used for possible future research during and after 7 years, and shared with other researchers including those working outside of the University of Nottingham. 
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Debrief Page
How do experienced therapists manage the effects of working with trauma: An explanatory sequential design. Phase II

Thank you for taking the time to participate within this study. The information you have provided will enable us to improve our understanding of coping and the effects of working with trauma. 

You are still able to withdraw your responses. If you would like to do so, please notify the research team of this request. You have 7 days after the date of your interview to withdraw your responses. However, after this time, you can no longer withdraw your responses. 

The answers you have given will be kept confidential.

Further Support
If participating has caused you upset please be aware that you are able to talk to the support agencies whose details are at the bottom of this page. 

Results of the study
Once the study is complete, you can receive a copy of the results. If you would like to please provide your contact details to the researcher. 

Complaints
If you have a concern about any aspect of this study, you should ask to speak to the researchers who will do their best to answer your questions.  The researchers contact details are given at the end bottom of this page. If you remain unhappy and wish to complain formally, you can do this by contacting the study’s sponsor: Ms Angela Shone (Head of Research Governance), Research and Graduate Services, King’s Meadow Campus, Lenton Lane, Nottingham. NG7 2NR.

Kindest Regards,

Gemma Forshaw, Email address: msxgf1@nottingham.ac.uk
Supervised by Dr. Rachel Sabin-Farrell, Dr. Thomas Schröder, & Dr. Joanna Levene


	
Support Agencies

Samaritans: 	Telephone (24 hours) 116 123
www.samaritans.org

Mind: 	Telephone (9am-6pm, Monday-Friday, except for bank holidays) 0300 123 3393		www.mind.org.uk

Alternatively, you may wish to speak to your GP, Clinical Supervisor, or your Occupational Health Department. 
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Examples of discrepancies:
	Reader 1
	Reader 2
	Rationale for decision
	Reviewed answer

	N
	Y
	I went yes and they kept answering yes for change, it's hard without evidence- but took their answer at face value
	Y

	N
	Y
	Here they talk about a change in how they view world (more neg) and this has impacted on their view of own and others safety to extent that family are not to go to certain areas due to associated danger
	Y

	N
	Y
	I thought yes due to multiple mentions about view of the world becoming more negative over time
	Y

	Y
	N
	I don't think there is evidence for VT here, a reduction in empathy maybe and now more likely to call people out on bhv but not belief change
	N

	N
	Y
	I said no because I had the impression that the reduced sense of safety was temporary and had reverted now
	N

	N
	Y
	I think I said no as the question asks about change good or bad and there is no indication of which it is for this person
	N
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Below photographs are provided to demonstrate how initial codes (Figure 6.), were centred around similar topics, e.g., therapist’s own trauma (Figure 7.) and contributed to the inductive analysis (Figure 8.). In addition, data was compared against the coding frame for deductive themes (Figure 9.).
[image: ]
Figure 6. Examples of Initial Codes for Phase II Thematic Analysis
[image: ]
Figure 7. Example of Early Inductive Codes Surrounding ‘Therapist’s Own Trauma’ for Phase II Thematic Analysis
[image: ]
Figure 8. Example of Early Inductive Codes Surrounding ‘A Change In How You View Impact’ for Phase II Thematic Analysis
[image: ]
Figure 9. Example of Early Deductive Codes Surrounding ‘Secondary Traumatic Stress’ for Phase II Thematic Analysis
[bookmark: _Toc36542226]Appendix T- Initial Thematic Analysis Coding Example
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	Overarching Theme
	Themes
	Sub-themes
	Description

	The gains (for therapist and client) make the costs worthwhile
	That both the challenges and the positive gains (for the therapist) are a continuous process. The emphasis that there are more positives than negative, or that the positives are more poignant/important.

	
	Recognising the negative impact is inevitable
	The recognition that trauma work causes difficulties to the therapists. The shift that with experience, these difficulties were accepted/anticipated.

	
	
	Influence of the system
	Discussions about how the employing organisations (NHS or private service they are working for/alongside) impacts the trauma work, or affects the therapist’s attempts to cope

	
	
	The challenges of the work
	Difficulties which participants attribute to be a consequence of the trauma work, deductive descriptions of STS and VT are incorporated into this theme

	
	
	″Affects my relationships″
	How trauma work influences the therapist’s relationships, e.g., professional, personal, parental etc. (including both positive and negative)

	
	
	″Turn away from trauma″
	When clients’ trauma descriptions are too painful for the therapists, e.g., not wanting to believe it, to look away/avoid to cope with this and make this more tolerable to the therapist. 

	
	
	Exit strategy
	Plans for when the difficulties of the work would be too much, either actual intentions or considerations

	
	Seeking containment
	Seeking out a different container to enable the therapist to make sense of/process the personal discomfort due to trauma work.

	
	A change in perspective
	Therapists recognising the positives/‘silver lining’ and moving towards a more positive way in which to view the consequences of trauma work.

	
	
	″Difficulties.. can be therapeutic″
	References to how the difficulties associated with the work can actually be beneficial to the therapeutic relationship, or useful content to explore within trauma sessions

	
	
	An additional understanding of the world
	A new knowledge that has come about due to trauma work, impacting the way in which the therapist views the world (both positive and negative)

	
	
	Shift in what you view as normal
	Trauma work has directly influenced what the therapist now views as typical, deductive descriptions VT ‘belief change’ are incorporated into this theme

	
	
	Re-evaluation of what is important
	Considerations about priorities within the therapist’s life, be that personally or professionally

	
	Remaining motivated to continue
	Considerations about the reasons for wanting to continue to deliver trauma work. Therapists feeling encouraged about future work.

	
	
	″Close the loop″
	Trauma work serving a purpose for the therapist to heal (or work towards healing) from their own personal experience of trauma

	
	
	Client change is small but powerful
	The therapist’s ability to recognise client change, no matter how minor, in addition to recognising how influential this change is (for client and/or therapist)

	
	
	″Establish clearer boundaries″
	Learning from previous trauma work and adapting their current ways of working in an attempt to lessen the negative impact going forward.
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Exposure to trauma narrative e.g., client describes a sexual assault in session


Engaging with this e.g., therapist actively listening to the client’s experience


Empathically Engaging e.g., therapist imaging the sexual assault happening to them, the associated feelings i.e., fear, rage


Potential for VT 


Non-Empathically Engaging e.g., listening to client’s experience triggers memories of a sexual assault the therapist has not yet fully processed


Not engaging with this e.g., therapist creates distance between themselves and the trauma


Conscious Effort e.g., therapist asks client to talk about something else


Unconscious Effort e.g., therapist's mind wanders and thinks about something else whilst client discusses assault
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Research protocol and Methods: Phase | participants will be recruited via a recruitment
advert (Appendix E) shared upon social media, snowball sampling, and personal contacts of
the researchers. They will be presented with the Phase | Participant Information Sheet (PIS;
Appendix F) via a link on the advert. Eligible participants will complete an electronic survey
(Appendix A) which includes: Qualitative questions on coping, personal trauma, and
posttraumatic stress disorder and questionnaires: Coping Strategies Inventory, Short Form;
Secondary Traumatic Stress Scale; Posttraumatic Growth Inventory, Short Form; and
demographic information. The results of the survey will be used to facilitate a description of
the participants and to enable purposive sampling for phase Il. Phase Il will consist of a
recorded interview with 9-12 participants from phase |. Prior to the interview participants will
be e-mailed the Phase Il PIS (Appendix H). Interviews will either be face-to-face, via
telephone, Skype, or VSee using a semi-structured interview schedule (Appendix B).
Analysis: Phase | quantitative data will be interpreted via standardised scoring guides and
the method of analysis for qualitative responses will be decided upon after data collation. If
basic data is provided, a content analysis will facilitate a description of the participant's
experience and characteristics. If richer data is supplied, thematic analysis (TA) may be
suitable. Phase |l data will be transcribed and analvsed via inductive and deductive TA.
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A | Nottingham

How do experienced therapists manage the effects of working with
trauma: An explanatory sequential design. Phase Il

Data Protection Act 1998 Confidentiality Agreement for
Transcribers

‘This Agreement is made as of 10/03.2019, by and between the Univorsity of
Nottingham, with principal offices at YANG Fuja Bulding, NG8 1BB (the University)
‘and Helen Smith with principal offices at 21 Southfield Avenue, Syston, Leicastor
LE7 2LL (the Transcriber).

‘Tho Transcribor has boan appoinied by the University of Notingham to transcribe
audiotapas/audio files and documentation resulting from research undertaken by
‘Gomma Forshaw which wil involve the disclosure to the Transcriber of personal data
hald by the University. Accordingly tho Transcribar is required to deal with any such
information in accordance with the terms of this Agroement and the Data Protection
Act 1998,

‘The Transcriber undertakes to respect and preserve the confidentialty of personal
data. Accordingly, for an indefinite period afler the date of this Agreement the.
Contractor shall:

« maintain the personal data in strict confidence and shall not disclose any of

o restrct access to employees, agents or sub-contractors who need such
accass for the purposes of the contract (and then only if the employee, agent
or subcontractor is bound by conditions of confidentiaiy no loss sirict than
thoso sot out in this agroement, which the Transcriber shall enforce a the:
University’s request

+ onsuro that its amployeas, agants or sub-contractors are aware of and comply
with the Data Protection Act 1998; and

+ ot authorise any sub-contractor to have accoss to the personal data without
obtaining tho University's pror witten consent to the appointment of such
sub-conlractor and entering into a written agreement with the subconiractor

Huding conditions of confidentiality o less strict than those st out in this

agreement, which the Transcriber shalenforce at the Univorsity's request.

‘The Transcriber agrees 1o indemnify and keep indemified and defend at its own
‘exponso the University against all costs, cairms, damages or expenses incurred by
the Universiy or for which the University may become fiable due to any failure by the
Transcriber, ts employeos, agents or sub-contractors to comply with any of its
obiinations nder this Acesment.
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For the avoidance of doubt, the confidentiality imposed on the Transcriber by this
Agreement shall continue in full force and effect after the expiry or termination of any
contract to supply services.

The restrictions contained in this Agreement shall cease to apply to any information
which may come into the public domain otherwise than through unauthorised
disclosure by the Transcriber.

This Agreement shall be governed by and construed in accordance with the laws of
England and the parties hereby submit to the exclusive jurisdiction of the English
courts.

Signed for and on behalf of

Signed for and on behalf of the University of Nottingham

Signed: .. Name: .

Title: Date:
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Whereas, when you're new, *inhales* you are just, almostlike a deerin headlights. Like you're
in alarm mode because you think, oh my god, this, I've never heard anything like this. But
after a while, you get used to hearing, these sorts of stories that makes you want to engage
‘more and to be able to know, how can I help you? To empathise and really get what
they're saying. But err I think carlier on, you're just so flooded by information, you think,
ohmy, it just cripples you

Reference 5 - 0.76% Coverage

Whereas, when I started out, it was almost like so flooded by, wow this has happened to this
‘person, and then it affected me. Then it almost like puts you in a point of stagnation. But
as you grow, and personally now, I kind of look of trauma as, OK, this is where we're af,
but I'm, 1 feel like it's made me a lot more hopeful for the individual. Whether I see them
‘again or not, is not within my control.
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Participant

Participant

Participant

Participant

you like stuff, but 1, but I've been working through, erm, but I've felt, 've not really
felt very comfortable with, with erm, colleagues

A peer, but I sometimes find a bit kind of competitive if you like, in that makes
sense I've never, never really feels like a safe place, really, process trauma, but, but
1 can kind of get quite a lot out of that in terms of talking about the therapeut
process and things like that, 5o | suppose nowadays.. *tut* I'm probably [don't have
as much opportunity to talk about the countertransference as | once did|

S0 erm yeh 50 50 50 that supervision, it it is there and I've got pictually lots of 7
supervision available|

And... *tut* yeh || suppose | think s P 1 pr Iy, Iy
my partner bout things | wouldn't talk about the detail of of any anything y know
it was all anonymous but, but | think nowadays | probably don't really talk as much
as 1, as | once did about stuff unfortunately yeh

And and it y'know also it's fnuich more contained feally in that, erm, in terms of the
approaches that that 'm using so, | feel confident about the evidence base that I'm
using

Gemma
Unable t0 use the space due to manageria role,

feslings of not being able to be as vulnerable with
colleagues due to alterative role and connection?

Gemma
Ashiftin what they found useful within the.
parameters of supervision

Gemma
Soit's not about the availabilty o such, but
Something about the safety within ft?

Gemma
Change in coping srategies

Gemma
There seems to be something for this participant
about feeling contained = able to cope.
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Reference 4 - 0.02% Coverage

Participant | You expectit

Reference 5 - 0.14% Coverage

Participant | And| supposeit sounds a bit blasé doesn't it saying its more routine now but it's
very much feels like that

|| <Filesteph - 5 2 references coded [0.22% Coverage]

Reference 1 - 0.18% Coverage

|| [Particieant 1T’ just an awareness that | feel quite grateful for | think, 1ots of people start, I'm
inmy latethirties lots of people get to my age and realising, y'know loved once
have cancer or so-50 hasan accident and they see tas an awful thing that
shouldn't happen to anyone or shouldn't happened and I think at least everyone
. experience at least one trauma in their ife, | just see it and normal and okay
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