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A bstract 

The issue of the effect on therapists of providing therapy focused on helping 

clients resolve their trauma experiences is a relatively new area of interest and research. 

Further, while some attention has been paid to the emotional effects of providing therapy 

services in the burnout literature, and behavioural effects in the secondary traumatic 

stress literature, Little attention has been paid to cognitive dismptions that may occur as a 

result of providing trauma focused therapy. The purpose of the present study was to 

examine gender differences in trauma therapists' beliefs or cognitive schema regarding 

self and others, and additionally, to develop a further understanding of the impact on 

therapists of providing trauma therapy. To this end, two hundred and forty-three 

therapists From across Canada completed the Impact of Event Scale (ES), the Traumatic 

Stress Institute Belief Scale (TSI), and a questionnaire requesting descriptive data. While 

no relationship was found between the [ES and the provision of trauma therapy, some 

disruptions in cognitive schema were found as measured by the TSI Belief Scale. Further. 

women were found to be more disrupted in regards to their beliefs about their own 

safety, while men were found to be more disrupted in regards to their self esteem. 

Additionally, while therapists who had experienced childhood trauma reported more 

cognitive disruptions in self safety than did therapists without a childhood trauma 

history, therapists who experienced trauma in adulthood reported more cognitive 

disruptions in control, intimacy, safety and mist than did therapists without a history of 

trauma in adulthood Further research is clearly required to corne to a fuller 

understanding of the impact of providing trauma focused therapy. 
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Introduction 

In the past two decades, mental health professionals have shown an 

unprecedented interest in the psychological aftermath of victimization (Briere, 1 9 84, 

1988, 1989; Figley, 1985, 1988; Herman, 1992). However, less attention has been 

focused on the enduring psychological consequences for the therapist of exposure to the 

traumatic experiences of survivor clients. Working with survivon of abuse often poses a 

N k  to therapists' emotional and psychological health and well being (Dutton, 1994; 

Hennan, 1992; McCann, Sakheim, & Abrahamson, 1988; Williams & Sommer, 1994). 

Trauma, in and of itself, is contagious (Hennan, 1992). One of the cntical roles of the 

therapist is to bear witness to the atrocities that victims experience. It has been suggested 

that the therapist then "..expexiences, to a lesser degree, the same terror, rage and despair 

as the patient" (Herman, 1992, p. 140). 

Effects of the Provision of Trauma Thera~v  on Therapists 

A review of the literature shows that a variety of concepts have been explored to 

examine the impact on therapists of providing therapy services, including burnout, 

secondary traurnatic stress disorder, counter-transference and vicanous trauma. These 

concepts will be briefly reviewed and compared- 

A significant arnount of research has been done in the area of burnout (e.g., Beck. 

1987; Deutsch, 1984; Farber & Heifetz, 1982; Freudenberger & Robbins, 1979; Garden. 

1987; Hagen, 1989; Pines, Aronson, & Kafiy, 198 1; Rotter, 1954; Sze & Ivker, 1986). 

The causative factors of burnout have usually focused on the situation, with the work 



defined as too dernanding, too difficult or too unrewarding. Pines and Aronson (1988) 

have defined burnout as "a state of physical, emotional and mental exhaustion, caused by 

long term involvement in emotionaily dernanding situations" (Pines & Aronson, 1988, p. 

9). Figley ( 1995) argues that emotional exhaustion is a key factor in bumout and further, 

that burnout has been defined as a collection of symptoms that are associated with 

emotional exhaustion. Although the buniout literature has not specificdly addressed the 

impact of working with trauma survivors, the concepts are clearly relevant. However, as 

Danieli (198 t ) and Haley (1974) point out, the potential effects of working with trauma 

survivors are distinct fiom those working with other difficult populations because the 

therapist is exposed to the homble images and suffering that are characteristic of serious 

trauma. 

Secondaxy Traumatic Stress Disorder (STSD) is defined as the natural, 

consequent behaviours and emotions resulting from knowledge about a traumatizing 

event experienced by a significant other (Figley, 1995). Figley ( 1995) States that STSD is 

a natural and predictable consequence of working with clients who have experienced 

traumatic events. He suggests that it is the stress that occurs fiom helping or wanting to 

help a traumatized person. STSD is based on a diagnostic concephialization of Post- 

traumatic Stress Disorder (PTSD; Figley, 1995) and is described as a syndrome of 

behavioral symptoms that are identical to PTSD except that exposure to a traumatizing 

event experienced by one person becomes a traumatizing event for the second person 

(Figely, 1995). Consistent with the Diagnostic and Statistical Manual of Mental 

Disorden (DSM-IV; Arnerican Psychiatrie Association, 1994), STSD focuses on 



observable behavioral symptoms some of which incl ude: sleep dificulties; imtability; 

difficulty concentrating; exaggerated startle responses; physiologic reactivity to cues; re- 

experiencing the traumatic event through dreams, recollections or experiencing sudden 

reminders; physiologic amnesia; detachment; and efforts to avoid thoughts, feelings, 

activities and situations. 

The counter-transference literature has also provided some usehl insights into the 

impact on therapists of providing therapy. Freud (1959) cited in Figley (1995) states that 

counter-transference is the distortion of judgrnent on the part of the therapist due to the 

therapist's life experiences and is associated with her or his unconscious, neurotic 

reaction to the client's transference. More recently, Corey ( 199 1 ) defined counter- 

transference as the process of seeing oneself in the client, of over-identifying with the 

client, or of meeting emotional needs through the client. Hence, counter-transference has 

focused on weaknesses within the individual therapist, and refers to the activation of the 

therapist's unconscious or unresolved conflicts (Farber, 1985; Haley, 1974) Counter- 

transference then is viewed as a negative consequence of therapy and one that should be 

prevented or eliminated As such, it has been posnilated that there are particular therapist 

qualities that are helpfid in managing counter-transference effectively including anxiety 

management, self-insight and self-integration (Hayes, Geiso, VanWagoner, & Diemer, 

1991). 

McCam and Pearlman ( 1990a) introduced the concept of vicarious trauma to 

describe the effect of trauma work on helpers. This theoretical framework has since been 

elaborated elsewhere (Newman & Garnble, 1995; Pearlman & Mac lm, 1995; Pearlman 



& Saakwtne, 1995% 1995b; Rosenbloom, Pratt, & Pearlrnan, 1995; Saakvitne, 199 1, 

1995). Vicarious trauma is defmed as a transformation that occurs within the therapistts 

inner experience that results from empathic engagement with clients' trauma matenal 

(Pearlman & Saakvitne, 1995a). Vicarious trauma results in cognitive disruptions in 

therapists' fiames of reference, including their sense of identity, world view, and 

spirituality, as well as their self capacities, ego resources, central cognitive scherna, and 

sensory and irnagery systems. The central cognitive SC hema that are most affected by 

vicarious trauma are beliefs and psychological needs regarding safety, trust, control, 

esteem and intimacy (Pearlman Br Saakvitne, 1995a). The changes experienced by the 

therapist parallel those experienced by trauma survivors (Pearlman & Saakvitne, 1995a; 

Rosenbloom et al., 1995) and result from direct exposure to working with trauma 

survivors, or indirectly through exposure to graphic descriptions of violence or 

victimization in supervision, readings or professional presentations (Pearlman & 

Saakvitne, 1995a; Rosenbloom et al., 1995). 

The literature emphasizes that vicarious trauma is a normal response to providing 

trauma therapy, suggesting that vicarious trauma is an inevitable consequence of 

providing this type of therapy. As well, there are several cornmon features of vicarious 

trauma These include the effects being: cumulative; permanent, in that the effects may 

result in lasting changes in the way that therapists may think and feel about themselves, 

others and the world around them; and modifiable, in that there are actions that therapists 

c m  take to minimize and ameliorate the negative impact of engaging in trauma work 

(Neumann & Gambie, 1995; Pearlman & Saakvitne, 1995a; Rosenbloom et al., 1995). 
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Although bumout, STSD, counter-tramference, and vicarïous trauma al1 focus on 

the effects on therapists of providing therapy services, there are some distinctions 

between these concepts, especially when considering the impact of providing trauma 

services. Some of these differences have also been demonstrated empirically. Pearlman 

and Saakvitne (1995b) argue that bumout is related to the work situation and does not 

incorporate the interaction of the situation with the individual, which is central to 

vicaxious trauma and STSD. Further, buniout is related to issues of emotional exhaustion 

whiie STSD is related to behavioral symptoms, and vicarious trauma is related to 

disruptions in cognitive schema Two recent studies have empirically validated a 

distinction between burnout and vicarious trauma or STSD. In her study exarnining the 

impact on therapists of working with clients dealing with sexual trauma, Kassarn-Adams 

( 1995) f o u d  specific effects of providing trauma therapy on therapists that were similar 

to the intrusion and avoidance phenornena of pst-traumatic responses in trauma 

survivors and which were distinct fiom burnout or occupational stress. She found that 

general occupational stress was not related to working with sexually traumatized clients. 

Further, in their study exarnining the effects on counselIors of working with sexual 

violence survivors, Schauben and Frazier ( 1995) found that counsellors with a higher 

percentage of sexual violence suMvors as clients reported more dismptions in their basic 

cognitive schema about themselves and others, consistent with the experience of 

vicarious trauma. However, there was no relationship to rneasures of burnout. Neumann 

and Gamble (1996) argue that vicarious trauma, while a separate construct fkom burnout, 

may be a precursor to bumout. They state that vicarious trauma may set the stage for 



emotional exhaustion, depenonalization, and reduced feelings of persona1 

accomplishment, which they state are the three components of bumout. 

Vicarious trauma aiso differs fiom secon- traumatic stress disorder (STSD) in 

focus and context. Pearlman and Saakvitne ( I995b) state that, consistent with the 

Diagnostic and Statistical Manual of Mental Disorden (DSM-IV; American Psychiatnc 

Association, 1994)' STSD focuses on observable symptoms and does not integrate less 

objective factors such as context and etiology. They argue that, whi le the two approac hes 

are not diarnetically opposed, there is a difference in focus. While STSD only examines 

behavioral symptoms, vicarious trauma encompasses the self of the individual in a iarger 

context of human adaptation. M i l e  STSD focuses on specific, short-term, extemal 

manifestations of trauma effects, vicarious trauma focuses on permanent changes in the 

intemal structure of the individual, inchding changes in the individual's bel iefs about 

self, others, and the worid (Pearlman & Saakvitne, 1995a). Further, these changes occur 

in a unique way in each affected individual, given that individual's unique history and 

experience in the world. As well, while STSD occurs as a resuit of one particular 

traumatizing event, vicarious trauma occurs as a result of on-going exposure to trauma 

material. Consequently, vicarious trauma is a result of changes that occur and evolve 

over time (Pearlman & Saakvitne, 1995a). 

The empincal evidence is, at this point unclear in elucidating the differences 

between vicarious trauma and STSD. In a recent study, Simonds' ( 1996) empincal 

research supported Pearlman and Saakvitne's ( 1995a) view. In her study of vicarious 

trauma in therapists treating sexual abuse survivors, Simonds ( 1996) found that no 
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participants exhïbited psychological disruptions at a severity level that is consistent with 

secondary traumatic stress disorder, but found that a significant nurnber of participants 

reprted negative changes in world view, consistent with vicarious trauma She 

concluded that the results of her study iliustrated that the vicarious trauma model fit the 

pattern of her sample's reaction significantly better than the secondary tmumatic stress 

model. However, Kassarn-Adams (1 995) found ernpirical support for the notion of 

secondary trauma in therapists working with sexual abuse survivon, when using a 

measure of PTSD. However, she did not use a measure to examine vicarious trauma. 

Pearlrnan and Saakvitne (1995b) and Figley (1995) argue that counter- 

transference is related to a therapist's response to a particular client and what that client 

represents to the therapist, given the therapist's unresolved issues. Consequently, 

counter-transference is related to the therapists' personal issues rather than related to the 

nature of the services being provided STSD is related to the impact of a particular 

traumtizing event, while vicarious trauma refen to the cumulative impact of trauma 

material on the therapist across clients. Neither of these concepts are related to the 

therapist's unresolved issues. However, Pearlman and Saakvitne (1995b) and Neumann 

and Gamble (1995) state that there is an interaction between counter-transference and 

vicarious trauma. Neumann and Gambie (f995) state that unaddressed vicarious trauma 

c m  make the processing of counter-transference matenal much more difficdt, while 

Pearlman and Saakvitne (L995b) state that vicarious trauma can increase the therapist's 

susceptibility to some counter-tnuisference responses. A review of the literaîure revealed 

no ernpiricai research exarnining these definitional and theoretical distinctions. 



In considering the above review, it can be argued that while the concepts of 

bumout, STSD, counter-transference and vicarious trauma rnay be related to each other, 

they are different in focus, potential effects, and context. Further it can be argued that 

vicarious trauma is quite unique when compared to the other concepts. The uniqueness 

of the concept of vicarious trauma seems to stem fiom a few critical features. Firstly, 

vicarious trauma occm as a result of a cumulative process and on-going exposure to 

trauma matenal as opposed to effects of a demanding work environment (burnout) or 

responses to an individual event (STSD) or peson (counter-transference). Secondly, 

vicarïous trauma results in permanent intemal, stnictural changes in the individual's 

belief çystems and view of themselves, othen and the world. Burnout and STSD refer to 

more transient effects. Further, the concept of vicarious trauma includes the 

incorporation of the self and how the self and the psychological schema interact with the 

trauma material. Consequently, vicarious trauma is a unique experience for each affected 

individual that is informed by that individual's life experiences and constructed reality . 

This is very different fiom the concept of STSD, in that STSD is a specific set of 

proscnbed symptoms and short-terni, behavioural manifestations of traumatic eKects. 

Further, it can be argued that the concept of vicarious trauma is unique in regards to its 

focus. Vicarious trauma is conceptually unique as it focuses on disruptions in cognitive 

schema that may occur as a result of providing trauma therapy. Certainly, attention has 

been paid to the emotional or the behavioral effects of providing therapy. Burnout 

focuses on emotional effects, while STSD focuses primarily on behavioral effects. 

Vicarious trauma focws  on intemal, structural changes in the individual's belief 
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systems and view of themselves, others and the world and is the only concept to focus on 

these cognitive disruptions. This unique focus on cognitive effects explores an aspect of 

the provision of trauma therapy îhat h a  not yet been examined tt can clearly be argued 

that explorhg the cognitive disruptions that rnay occur as a result of providing trauma 

therapy wodd be quite usehi in furthering our understanding in the area of the effects of 

the provision of trauma therapy. This present research will draw h m  the vicarious 

trauma literature in focusing specifically on the cognitive disruptions that may occur in 

providing trauma therapy. 

Theoretical Overview of Vicarious Trauma 

As stated earlier, vicarious trauma is defined as a transformation that occurs 

within the therapist's d e r  experience that results from empathic engagement with 

clients' trauma matenal (Pearlman & Saakvitne, 1995a). Vicarious trauma results in 

cognitive disruptions in therapists' fiames of reference, including their sense of identity. 

world view, and spirituality, as well as their self capacities, ego resources, central 

cognitive schema, and sensory and irnagery systems. Vicarious trauma is based on the 

Consrnictivist Self-Development Theory (CSDT; McCann & Pearlman. 1990c), which is 

a theory of personality development that describes the impact of trauma on an 

individual's development and sense of self. The CSDT blends object relations, self- 

psychology and social cognition theories (McCann & Pearlman, 1990~). It is founded on 

a constructivist view of trauma, in which the individual's unique history shapes his or her 

experiences of traumatic events and defines the adaptation to trauma A constmctivist 

perspective implies that human beings actively create and construct their own personal 



realities or representational models of the world. This becomes the framework from 

which individuals order and assign rneaning to new expenences (Mahoney, 1982). 

Traumatic events then c m  o d y  be understood wi-thin the contea of the survivor's unique 

meaning system (McCann & Pearlman, 1990~). A fundamental premise of CSDT is that 

trauma disrupts cognitive schema, or beliefs and assumphons about self, others, and the 

world. These disruptions occur in six core areas, including frame of reference, safety' 

trust, esteem, control, and intirnacy (McCann & Pearlman, 1 9 9 0 ~ ~  1992a, 1992b; 

P~arlman & Saakvitne, 1995% 1995b). 

A major concept that informs CSDT is Piaget's (1971) theory of assimilation and 

accommodation. Assimilation refers to the process by which new information is 

integrated into existing schema and the existing belief or schema is then supported by 

this new information. However, when new information is received that is quite divergent 

from existing schema, the schema or beliefs will change to accommodate the new 

information (Piaget, 197 1). McCann and Pearlman ( 1 WOc) argue that trauma, by its very 

nature, requires an accommodation in core cognitive schema about the self and the 

world. Futter, they state that events are traumatic to the extent that the individuai 

perceives them to be traumatic and to the extent that the trauma disrupts the individual's 

central psychological needs and related cognitive schema about self, othea and the world 

(McCann & Pearlman, 1990c, 1992% 1992b). 

The last fundamental concept underlying CSDT, as outlined by McCann and 

Pearlman (1990c), is that the self is the core of one's identity and inner life and that the 

self develops over one's lifetime. Thus. the individual self is in a constant process of 
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change and developrnent, informed by the unique experiences of that individual. McCann 

and Pearlman (1990~) further state that the individual's unique psychological adaptation 

to trauma can be understood as a cornplex interplay among three dimensions: the self; the 

traumatic memories; and the psychological needs and related cognitive schema. 

Review of Ern~irical - Research 

The examination of cognitive disruptions as a result of providing trauma therapy, 

and more generally, vicarious trauma, is a relatively new area of study. However, there is 

some recent research. The empirical research to date has focused on two major areas of 

examination. The first area of shidy that has k e n  exarnined is whether there are. in facf 

effects of providing trauma therapy. This has been examined by deterrnining whether 

there are differences between the impact of providing traurna therapy and the impact of 

providing non-trauma therapy. The second major focus of study has been examining 

whether the therapist's own experiences of trauma affect the impact of providing trauma 

therapy. In addition, three studies have examined gender differences and vicarious 

trauma as secondary research questions. These three areas of study will be reviewed. 

The im~act  o f  trauma vs. non-trauma work. Bober ( 1996) found that trauma 

therapy had a signi ficantly greater impact on t herapists than did non-trauma therapy . 

Bober (1996) used both the Impact of Event Scale (ES; Horowitz, Wilner, & AIverez. 

1979) and the Traumatic Stress hstitute Belief Scale (TSI Belief Scale; Pearlman & Mac 

Ian, 1993) to measure the impact on therapists of providing trauma therapy. The IES 

(Horowitz et al., 1979) is designed to measure acute behavioral, emotional, and 

psychological reactions on the dimensions of avoidance and intrusion. The TSI Belief 
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Scale (Pearlman and Mac fan, 1993) is designed to rneasure cognitive schema related to 

self, others, and the world. Bober (1996) conducted a mail out survey and received a 40% 

response rate for a total of 28 1 respondents. Bober (1996) defined trauma therapy as 

providing therapy to clients who had experienced sexual or physical abuse and assault as 

children W o r  adults, violent crimes, workplace accidents, and unexplained or sudden 

death related to accidents or illness. Bober (1996) found a significant positive correlation 

between the number of hours therapists engaged in trauma work and a negative impact 

on the therapists. This positive correlation was found with both the E S  (Horowitz et al., 

1979) as well as the TSI Belief Scale (Pearlman & Mac Ian, 1993). On the T S I  Belief 

Scale (Pearlman & Mac Ian, 1993), Bober (1996) found the most significant correlations 

with disruptions in the cognitive schema related to the areas of safety, self esteem and 

intimacy. 

Garnble, Pearlman, Lucca, and Allen's (1996) findings were similar to those of 

Bober ( 1996) in identimng different impacts of providing trauma therapy and non- 

trauma therapy. They exarnined whether there are specific aspects of therapy with trauma 

survivoa which differ fiom therapy with non-traumatized clients, in order to distinguish 

trauma and non-trauma oriented therapies and set the stage for the phenornenon of 

vicarious trauma. To examine this question, they developed a measure they called the 

Trauma Work Questionnaire (TWQ), which is designed to measure subjective levels of 

distress in response to a variety of client behavioun. They mailed a survey to 650 

therapists and received responses fiom 123 participants for a 19% response rate. They 

defined trauma clients as "individuals who were siruggling with the effects of senial or 
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physicai abuse or interpersonal violence (including wu)" (Gamble et al., 1996, p. 16). 

They asked each therapist to complete the questionnaire twïce. Therapists were asked to 

complete one questionnaire in regards to their work with trauma survivors and complete 

a second questionnaire in regards to their work with clients who had not experienced 

trauma They found that their sample of therapists experienced their work with trauma 

clients as distinctly different and more distressing than their work with non-traumatized 

clients. The data indicated that therapy with trauma clients involved significantly more 

frequent episodes of stressful client behavioun including flashbacks, dissociation, self 

destructive behaviours and hostile acting out As well, the results showed that therapists 

experienced a nurnber of events to be significantly more distressing when occurring with 

trauma clients versus non-trauma clients, including self destructive behaviours, self- 

injury, hospitalization, and clients being in danger. Additionally, they found that 

therapists reported significantly more stress in working with trauma clients compared 

with non-trauma clients, even when the frequency of distressing behaviours was held 

constant. Garnble et al. (1996) concluded that these situation variables, and possibly 

othen stilI to be identifie& may set the stage for vicarious trauma, although they did not 

specifically investigate particular elements of the therapists' distress or specific 

manifestations of their distress. They suggested that a valid measure of vicarious trauma 

has yet to be developed. 

Battley (1996) examined the effects on therapists of working with trauma clients. 

attempting to detemine whether vicarious trauma is an empirically venfiable 

phenornenon. Battley ( 1996) used the World Assumptions Scale (Janoff-Bulrnan, 1989) 
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and an adapted version of the Modified Post Traumatic Stress Disorder Symptom Scale 

(Falsetti, Resick Resnick, & Kilpatrïck, 1992) to test her assumptions. Battley ( 1996) 

did not indicate how she defined trauma clients, stating that the therapists responding to 

her survey identified whether they worked with a trauma clientele. There were 88 

participants in her study, although she did not report a response rate. Battley ( 1996) 

found no significant differences in therapists' cognitive schema related to world view 

based on whether their caseload included trauma clients. However, she reported that 

therapists working with trauma clients did report significantly higher Ievels of pst-  

traumatic stress-related symptomology than therapists without trauma clients. She 

further noted that symptomology was positively correlated with a trauma clientele 

caseload and negatively correlated with therapist age. 

Kassam-Adams (1995) examined the risks of treating sexual trauma Sexually 

traumatized clients were dehed as clients who presented this issue in therapy. She 

conducted a mail out survey and received a 37% response rate for a total of 100 

participants. Kassarn-Adams (1 995) used the E S  (Horowitz et al., 1979), and the 

Personal Strain Questionnaire of the Occupational Stress Inventory (PSQ; Osipow & 

Spokane, 1981). The PSQ (Osipow & Spokane, 1981) is designed to mesure generai 

work-related stress and psychological distress. Participants were asked about the persona1 

impact of various client issues and diagnoses, including depression, schizophrenia, 

personality disorders, and working with sexually traumatized clients, and about 

therapists' exposure to these difficult issues. Therapists were asked both about their 

current exposure as well as their cumulative exposure over their career. 
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Kassam-Adams (1995) found that therapist disruption, as rneasured by the E S  

(Horowitz et al., 1979), was significantly associated with both the current and cumulative 

level of exposure to sexually traumatized clients. PTSD symptoms were not related to 

exposure to the other client problems or diagnoses. As well, these symptoms were 

distinct fiom burnout or occupational stress. in cornparhg the impact of working with 

sexually haumatized clients as opposed to other client groups, sexual trauma issues and 

personality disorciers had the highest impact rating. 

Schauben and Frazier (1995) examined the impact on female counsellors of 

working with sexual violence survivon. In order to address this question, the researchers 

used five quantitative measures as well as  two openended qualitative questions. The 

quantitative measures included: five sub-scales from the TSI Belief Scale (Pearlman & 

Mac [an, 1993); a symptom checklist developed by the researchen, based on the DSMIII- 

R (Amencan Psychiatrie Association, 1987) to rneasure intrusion, avoidance, and 

arousal, seen as symptomatic of PTSD; a self rating scale developed by the researchers to 

rneasure the extent that the participants felt that they were experiencing vicarious 

trauma; four sub-scales From the Brief Symptorn Inventory (BSI; Derogatis, 1977) to 

examine negative affect; and the Maslac h Burnout hventory -1; Maslach & Jackson, 

1986) to rneasure levels of burnout. They conducted a mail out survey and received a 

42% response rate for a total of 148 participants. Schauben and Frazier (1 995) found that 

counsellon who had a higher percentage of sexual violence survivors as clients reported 

more disniptions in their basic cognitive schema regarding self and others, more 

symptorns of PTSD, and more self reported vicarious trauma. Working with survivor 



clients was not related to negative affect or bmout. 

In regards to the qualitative data, Schauben and Frazier ( 1 995) found that the 

greatest negative effects of working with sunivon was reported to be emotional distress 

and changes in beliefs. In examining the most difficult aspects of the work, they found 

that some of the rnost reported difficulties included: concerns regarding therapy 

management, including difficulty establishing boundaries and trust; dealing with clients' 

emotions regarding the abuse, including feu, anger, and pain; and dealing with their O wn 

emotions regarding their clients' abuse expenences. 

Simonds (1996) explored the relationship between vicarious trauma and therapist 

exposure to specific aspects of trauma therapy. Simonds (1996) examined only therapists 

who had worked with at Ieast one adult survivor of childhood sexuai abuse within the 

previous year. She gave measurement packages to participants at trauma conferences and 

received a response rate of 28% for a total of 138 respondents. Consistent with Pearlman 

and Saakvitne's (1995b) definition ofvicarious trauma, exposure included exposure to 

clients' graphic trauma materiai and exposure to stories of people's intentional cruelty. in 

addition, Simonds' (1996) study also examined the relationship between a number of 

variables and vicarious trauma, including length of time working as a therapisf and 

percentage of sexual abuse clients on a therapist's caseload 

Memures used for this stuciy included a Therapist's Monnation Questionnaire, 

selected sub-scales of the TSI Belief Scale (Pearlman & Mac [an, 1993) and the 

Secondary Traumatization Questionnaire (STQ) a measure developed by Simonds 

(1996). This questionnaire was based on ail of the criteria of PTSD except that exposure 
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was defined as knowled- of the traumatizïng event As well, participants were asked to 

identiQ if symptoms were a result of their work with adult survivors. Further, an open 

ended question asked participants to describe reactions to their work with survivors. 

Simonds (1 996) found that exposure to clients' traumatic experiences was 

significantly related to pst-traumatic reactions as measured by the STQ, and disruptions 

in cognitive schema as measured by the TSI Belief Scale (Peariman &Mac Ian, 1993), 

most notably the schema regarding other-safety. Simonds (1996) also found that the 

therapists' most cornrnonly cited negative changes occurred in their self capacities and 

world views. Simonds (1996) concluded that providing trauma therapy to adult swvivors 

is an important predictor of indirect trauma. Percentages of adult sunivors of childhood 

abuse in a therapist's caseload was not found to be a predictor of indirect trauma, while 

percentage of sexually abused children and adult sexual assault clients were significant 

predictors. Simonds (1996) concluded that the exposure to children's trauma and recent 

trauma has a strong impact on therapists. Further, she found that, for therapists working 

with adult survivors of childhood abuse, the degree of exposure predicted vicarious 

trauma as opposed to the percentage of clients seen. As well, Simonds (1996) found that 

the severity of pst-traumatic symptomology was low, with no participants exhibiting a 

severity level consistent with seconciary traumatic stress as a disorder. However, 

participants did report negative changes in world view, consistent with the experience of 

vicarious trauma. Simonds (1996) concluded that the impact of working with sexual 

abuse sumivon on the therapists in her sample was consistent with vicarious trauma and 

not consistent with secondary traumatic stress disorder. 
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In considering the above research, a nurnber of difficulties stand out One of the 

first difficulties with these studies pertains to rneasurement issues. Mi l e  Bober (1996), 

Schauben and Frazïer (1995), and Sirnonds (1996) used the TSI Belief Scale (Pearlman 

& Mac Ian, 1993)- to measure the impact of working with trauma clients, Gamble et al. 

( 1 W6),  Battley ( 1 W6), and Kassam-Adams ( 1995) used a variety of other scales to 

measure the impact of working with trauma clients. Some of these other measures had 

established psychometric properties and some rneasures were created for that particular 

study, thus having no established reliability or validity. The use of measures that have no 

established reliability or validity makes the meaning of the results of these studies 

uninterpretable. It may also be argued that, given the use of such a variety of measures, it 

is unclear whether in fact the same constnict is k ing  measured across these studies. 

A second difficdty with these studies is definitional issues. While both Bober 

(1996) and Gamble et al. (1996) used explicit and broad definitions of traurn* Battley 

( 1996) allowed the participants to selfdefine whether or not they worked with trauma 

clients. The remainder of the researchers examined the impact of working with clients 

who were sexually abused or assaulted as adults or as children. Further, none of the 

studies gave a specific definition for the term "trauma work". Whle in some studies, 

trauma work was defined in terms of specific events that the clients had experienced 

(e-g., physical or sexual abuse), it is not made clear in any of these studies to what extent 

the trauma was the fôcus of the therapeutic work. Clearly, there are many individuals in 

therapy who have a history of trauma but direct trauma work might never occur. It is 

unclear whether these types of situations also came under the nibric of "trauma w o r k  
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A m e r  shortcomùig of the above noted siudies is the response rates. The 

response rates Vary fiom 19% to 42% across these studies. This presents great difficulty 

in the generalizability of any of the studies. As well, because the of low response rate, 

one is left to wonder whether the participants who responded to the surveys are different 

from those who did not respond to the surveys. The conclusions from these studies must 

therefore be seen as tentative at best. 

Despite these issues, al1 of these studies were similar in finding a general negative 

impact on therapists who engaged in trauma work As well, this impact was 

differentiated from the impact of working with non-trauma clients. Further, Garnble et 

al. (1996) were able to explicate some of the more disîressing aspects of working with 

trauma sunivon, and further found that even when the frequency of distressing 

behaviom was held constant, therapists were still more negatively irnpacted when 

working with trauma clients as compared to non-trauma clients. 

In considering cognitive disruptions specifically, four of the above noted six 

studies examined this issue, with three studies finding a positive correlation between 

cognitive disruptions and provision of trauma therapy (Bober, 1996; Schauben & Frazier, 

1995; Simonds, 1996) and one study finding no effect (Battley 1996). WhiIe Bober 

(1 W6), Schauben and Frazier (1995) and Simonds ( 1996) used the TSI Belief Scale 

(Pearlman and Mac Ian, 1993) to rneasure cognitive disruptions, Battiey ( 1996) used the 

World Assumptions S d e  (Janoff-Bulman, 1989) to rneasure disruptions. The use of 

di fferent measures, possibly measuring di fferent consmicts, may accowit for the 



differences in findings. 

Thera~ist trauma history and vicarious trauma. PearIrnan and Mac Ian ( 1995) 

found that therapists who repcxted a trauma history were more negatively aEected by 

engaging in trauma work than therapists without a trauma history. They examined 

vicarious trauma in 188 self identified trauma therapists reflecting a 32% response rate to 

their survey. Trauma was not defined by the researchers, and therapists were asked to 

complete questionnaires if they identified themselves as trauma therapists. The measures 

used for this study included: a revised version of the TSI Belief Scale (Pearlman & Mac 

Ian, 1993); the E S  (Horowitz et al., 1979); the Symptom Checklist-90 (SCL-90; 

Derogatis, 1977); and the Marlowe-Crowne Social Desirability Scale (Crowne & 

Marlowe, 1964). 

Although the authon found a very low mean score on the TSI Belief Scale 

(Pearlman & Mac Ian, 1993) for the entire sample, they found a significant difference 

between the mean score of therapists with a trauma history compared to therapists 

without a trauma history, with the therapists with a trauma history reporting a much 

higher mean score. As weil, therapists with a trauma history showed more disruptions on 

the E S  (Horowitz et al., 1979) and on the SCL-90 (Derogatis, 1977). Further, Pearlman 

and Mac Ian (1995) found that therapists with their own trauma history were also more 

affected by the length of time they have been doing the work and, to a lesser degree, by 

the percentage of sunivon on their caseload However, they also found that the newest 

therapists in the trauma history group were experiencing the most dificdties, while the 

more experienced survivor therapists showed significantly less general distress. 
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However, therapists without a trauma history who had k e n  doing trauma work longer, 

experienced some cognitive dismptions on some sub-scales of the TSI Belief Scale 

(Pearlman & Mac Ian, 1993), most notably in self-iniimacy and other-esteem. As well, 

utilizing a multiple regression, Pearlrnan and Mac Ian ( 1995) found that trauma history 

predicted vicarious trauma 

Green (1995) also examined whether there was a relationship between personal 

trauma history and level of vicarious trauma The 53 participants in her study were asked 

for demographic information including nurnber of yean as a trauma therapist and 

whether they were a sunrivor of physical, emotional or sexual trauma The 53 

respondents reflect a 64% response rate. Trauma was left to the participants to self- 

define. The TSI BeIief Scde (Pearlman & Mac Ian, 1993) was used to measure vicarious 

trauma Almost one half of the participants identified themselves as having experienced 

physical, emotional or sexual abuse. Green (1995) found that therapists with a personal 

trauma history exhibited no differences in cognitive schema compared to participants 

without a persona1 trauma history. 

Kassam-Adams ( 19951, in her previously mentioned study, found that therapists' 

personal trauma history was a significant predictor of the level of PTSD. As well, Battley 

( 1 W6), also found that therapists who reponed having their own trauma history obtained 

significantly higher scores on a PTSD measure, and were less positive in their views of 

themseives and the world However, Schauben and Frazier ( 1995) found that counsellors 

with their own trauma history were not more distressed than counseilon without a 

trauma history. As well, Simonds ( 1996) found no relationship between therapists' own 



trauma history and any measure of indirect trauma- 

While Battley (1996), Kassam-Adams (l995), and Pearlman and Mac Ian (1995) 

found greater disruptions in therapists with a trauma history, Schauben and Frazier 

(1995), Green (1995), and Simonds (1996) did not find this difference. There are several 

possible explanaiions for îhis. Firstly, there was little consistency in how impact was 

measured across studies. The only overlap in measures was between Pearlrnan and Mac 

Ian ( 1995) and Green (1995) both using the TSI Belief Scale (Pearlman & Mac Ian, 

1 993), although it is unclear whether they each used the same version of this scale. 

Schauben and Frazier (1995) and Simonds (1996) used some sub-scales of the TSI Belief 

Scale (Pearlman & Mac Ian, 1993) along with a variety of other measures. Some of these 

other measures have established psychometric properties and some measures were 

created for that particular study. Kassam-Adams ( 1995) used the E S  (Horowitz et al., 

1979) along with other scales, only one of which was aot standardized. Given the use of a 

variety of different outcome measures, it is unclear whether the same construct was being 

rneasured across these studies. Further, the fact that a number of the researchers used 

rneasures that had no established psychometric properties calls into question the 

reliability and validity of the measures and may M e r  account for the differences in the 

findings across these studies. 

Secondly, while al1 of the studies were examining the impact of providing trauma 

therapy, three of the studies allowed participants to selfdefine if they were trauma 

therapists, without trauma being defined (Battley, 1996; Green, 1995; and Pearlman & 

Mac Ian 1995). Further, Schauben and Frazier (1995) looked exclusively at the impact of 
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working with sexual assault survivon, Simonds (1996) examined the impact of working 

with childhood sexual abuse suwivors, and Kassam-Adams ( 1995) examined the impact 

of working with sexually traumatized clients, but did not define this term M e r .  This 

Iack of a clear definition of trauma can certainly account for the differences in findings 

across these studies. Clearly, trauma may rnean different things to different individuals. 

That each individual within each study was left to decide their own definition of trauma, 

whether in regards to their definition of themselves as trauma therapists or a s  trauma 

survivon, results in a lack of clarity regarding what is being examined. Consequently, it 

becomes unclear, within each study as well as between studies, whether the same 

variable or sample is being examined- 

Gender differences and vicarious trauma. Pearlman and Mac Ian ( 1995), in 

their previously mentioned study, used a multiple regression anaiysis with a nurnber of 

predictor variables, including gender, to predict vicarious trauma They found that gender 

did not predict vicarious trauma. Green ( 1995) found no significant differences between 

gender and level of vicarious trauma in her sample. However, when she examined gender 

clifferences within a sub-group of therapists who had a trauma history she found a 

significant correlation between gender and vicarious trauma She found that women had 

higher levels of vicarious trauma within this subgroup than did men. However, she 

recomrnended M e r  study of the relationship between gender and vicarious trauma 

Sarnple size, the number of male participants in general, and the nurnber of males in her 

trauma subgroup were very lirnited Kassam-Adams (1995) found that in addition to 

personal trauma history, gender (fernale) was a significant predictor of the therapists' 



levels of PTSD. Kassam-Adams (1995) recommended that a Further exarnination of the 

role of gender in understanding vicarious trauma is wananted. 

The above mentioned studies illustrate that the findings regarding gender and 

vicarïom trauma are inconsistent and consequently inconclusive. Pearlman and Mac [an 

( 1 995) found that gender did not predict vicarious trauma, white Green ( 1 99 5) and 

Kassam-Adams (1995) did find some gender effects. However, the examination of 

gender in relation to vicarious trauma was not a primary focus in any of these studies. As 

well, the above noted measurement issues and definitional issues may also explain the 

ciifferences in the findings regarding gender and vicarious trauma 

Critiaue and Conclusions 

A hdamental difficulty in both the theoretical and empirkai literature is that 

vicarious trauma has not yet been validated as a construct or as a theory. Al1 of the 

research to date has focused on detexmining if effects of vicarious trauma c m  be found. 

However, the theory of vicarious trauma has yet to be clearly defined and the process of 

the development of vicarious trauma has yet to be specified. This leaves a number of 

conceptual questions unanswered. Further, none of the empirical literature has focused 

on examining the vaiidity of the concept of vicarious trauma in regards to criterion- 

reiated or construct validity. However, the literature regarding the concept of vicarious 

trauma has highlighted its uniqueness in focusing on fundamentai changes in cognitive 

schema and beliefs. Further, the empiiical literature has indicated a relationship between 

certain types of cognitive schema and the experience of providing trauma therapy. This 

unique focus on cognitive effects explores an aspect of the provision of trauma therapy 
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that has not yet been examined As cited earlier, the burnout literahire has focused on 

emotional effects while the secondary traurnatic stress literature has focused on 

behavioral effects. It can clearly be argued that exploring the cognitive effects of 

providing trauma therapy would therefore be quite useful in hrthering our understanding 

in this area. 

It is apparent fiom a review of the Iiteraîure, both theoretical and empirical, that 

the concept of vicarious trauma is quite new, such that there is only a small body of 

literature and research in the area. As well, current research is still very much in the 

exploratory stage. Because of the exploratory nature, researchers have used a wide 

variety of rneasures to explore the cognitive impact of working with trauma clients, 

including developing a number of measures thernselves. While this allows for the 

possibility of exploring al1 of the complexities of the issue, because of the use of a 

variety of measures, including selfdeveloped measures, the research is quite disparate in 

its findings. Further, given that a number of measures that were used had no established 

psychometrïc properties, the results can be questioned. It may also be argued that, given 

the use of such a variety of measures, it is unclear, whether in fact the same consmict is 

being measured across these studies. 

A W e r  difficulty when examining this research, is that the researchers often 

used diffèrent definitions of trauma work or allowed the participants to define trauma 

wcrk themselves. While Pearlman and Mac Ian ( 1995) argue that a constnictivist 

perspective requires that the participant rather than the researcher define what is 

traurnatic, it certainly leads to confusion when attempting to draw conclusions about the 
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construct and challenges the construct validity of the research. That individuals within 

most studies were left to decide their own definition of trauma, results in a lack of clanty 

regarding what is being exarnined Consequently, it becomes unclear, within each study 

as well as between studies, whether the same variable is being exarnined. 

A further limitation of the curent research is the generally low response rate in 

each study. The response rates Vary fiorn 19% (Gambie et al.. 1996) to 64% (Green. 

1995) with the remainder of the response rates in the 30% to 40% range. Given the self- 

selected nature of respondents it may be argued that their responses would qualitatively 

differ from those individuals not responding, leading to a potential bias in the results. 

As is evident fiom a review of the empirical research, gender and its relationship 

to the concept of vicarious trauma has not been a variable that has been closely exarnined 

to date. While this author found three studies reporting information on gender effects 

(Green, 1995; Kassam-Adams, 1995; Pearlman & Mac Ian, 1995), exploring gender 

differences were secondary aspects of each of these studies. As well, results were 

inconsistent, with Pearlman and Mac Ian (1995) finding no gender effecf and Green 

(1995) and Kassarn-Adams ( 1995) finding gender effects. In fact, al1 of the studies 

recommended M e r  examination of the impact of gender on vicarious trauma 

Gender Differeoces in Social and Cultural Ex~eriences 

The potential for finding gender differences in relation to vicarious trauma has 

clear precedent in a cumulation of theory and research. There is extensive literature 

documenting gender differences in stress and coping (Aneshensel & Pearlin, 1987; 

Hamilton 8c Fagot, 1988; Marino, 1986; Ptacek & Dodge, 1994; Ptacek Smith, & Zanas. 



1992; Sigmon, Stanton, & Snyder, 1995) and gender differences in rates of depression 

and psychological distress (Belle Br Goldman, 1988; Kessler, Brown, & Bearnan, 198 1; 

Weissman & Klerman, 1985). There is also extensive literature on gender differences in 

psychological development (Gilligan, 1982; Kaschak, 1992; Miller, 1973, 1976, 1984). 

Clearly, it has been argued that women experience the world differently than do men, 

due to the patriarchal nature of our society and the inherent sexisrn and male violence 

that women experience (Brownmiller, 1975; Cook, 1993; Dworkin 2976; Kaschak, 1992; 

Kitter, 1993; MacKimon, 1987; Pearlman & Saakvitne; 1993). Brown and Gilligan 

( 1992) argue that women' s psychological development within a patriarcha.1 society is 

inherently traumatic. Cook (1993) states that women are systemically devalued and\or 

violated and this differentiation by gender is pervasive enough that it can be argued that 

women and men live in two different worlds. Saakvitne and Pearlman ( 1993) M e r  

argue that violence against women is an endpoint of a continuum of messages about 

gender that begins with the pervasive devaluation of women. Kaschak (1992) states that 

wornen are constantly at risk of violation and abuse, within both îheir public and private 

realms. She further states that part of early female training and socialization involves 

leaming of the danger with which women must contend, and thus fear and mistrust 

become an integral part of wornen's identity. 

Certaùily, current statistics support the notion that most women experience at 

least one form of violence in their lives. in a survey, Russel (1986) found that 24% of 

women reported at least one incident of sexual assadt, and a M e r  3 1% of women 

reported an attempted sexual assault Koss, Gidycz, and Wisniewski (1987) found that 
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27% of women in their sample reported that they had experienced sexual assault or 

attempted sexual assault as an adult, and a further 14% of women report a sexual assauit 

by their husbands. Kaschak (1992) found that one third of al1 fernales sampled were 

sexually abused in childhood by a family rnernber while Russel ( 1986) found that almost 

20% of women experienced childhocd sexual abuse by a family member, with a M e r  

3 1% of women reporting sexual abuse by a non-family member before the age of 18. 

These findings support Heman's (1981) analysis of data from five surveys undertaken 

since 1940 that found that 20% to 33% of al1 women reported at least one experience of 

sexual abuse as a child by an adult male. In reg& to domestic violence Strauss, Gelles, 

and Steinmetz (1980) found that 28% of wornen reported violence at some point in their 

marriage while Finkelhor and Wlo (1985) found that 11% to 15% of women reported 

being sexually assaulted by their husbands. Further, Koss (1990) found that 28% to 33% 

of married women experience violence at some point in their relationship. Koss (1990) 

also found that 50% of women in dating relationships reported violence within the 

relationship. In more recent researcb by Nolen-Hoeksema (1990), the estimates of 

violence against women are even greater. Ritter ( 1993) cites Nolen-Hoeksema ( 1990) as 

finding that up to 37% of femaie children experience citildhood sexual abuse, up to 50% 

of women are assaulted by their husbands and up to 46% of women are sexually 

assaulted as adults. Finally, The New York Times (1984) found that 85% of working 

wornen reported sexual harassrnent at their jobs. 

Given the high incidence of violence against women and girls, it can be argued 

that women's social and cultural contexts are very different than those of men, regardless 
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of whether women have experienced violence or abuse first hand. Women are shaped by 

the experience of k i n g  abused, living with the threat of abuse, and knowledge that they 

are at high risk of king abused at any point in their lives. As Kaschak ( 1992) points out, 

al1 women learn at a very young age that they are at risk of being violated and abuseci, 

and consequently, fear and mistnût become a part of women's psychology and identity. 

From a Constructivist Self Development perspective, this gender di fference regardi ng 

social and cultural conte- may result in women's cognitive schema about self, safety, 

trust, esteem, intimacy and control being different than those of men. The foundation of 

the CSDT is based on the notion that each individuai's unique history shapes her or his 

experiences of traumatic events and defines the adaptation to trauma. A fundamental 

premise of CSDT is that trauma disrupts cognitive schema in a nurnber of core areas 

including schema regarding safety, trust, control, esteem and intimacy. Given that al1 

women live with the experience of violence or threat of violence, one would anticipate 

that wornen7s schema or beliefs in these core areas would be different than those of men. 

It would therefore be consistent to expect that there would be gender differences arnong 

therapists working with trauma s d v o n .  

Cemey (1995) postdates that there may be gender differences in the impact of 

working with trauma survivors because women may relate to their own feelings of 

vulnerability and fear while males may respond by feelings of guilt or needing to prove 

that they are "good men. Hexman (1988) also States that male and female therapists 

differ in their responses to their work with survivors. She suggests that female therapists 

ofien experience feelings of helplessness, despair or rage, while male therapists rnay 
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identiQ iMth the offender and rnay have difficulty with the survivor's anger. Further, 

Pearlman and Saakvitne (l995b) state that engaging in trauma work is disruptive to the 

therapist because therapists become more aware of the reality of abuse and more aware 

of the potential for trauma in their own lives. While Pearlman and Saakvitne (199513) 

suggest that the impact of traurna work may thus be more disruptive for trauma therapists 

who have their own traurna history, the arguments of Cerney, ( 19951, Kaschak ( 1 W2), 

Cook (1993), and Brown and Gilligan (1992) suggest that al1 women, and not simply 

women who have a trauma history, are aware of the reality of abuse and the potential For 

abuse and violence in their own lives. Consequently, one might anticipate that al1 women 

therapists rnay experience different effects than male therapists when engaging in trauma 

work. 

Preseat Studv 

The present study examined gender differences in traurna therapists' beliefs, or 

cognitive schema regarding self and othen. The purpose of the present snidy was to 

extend the research by examining the relationship between gender and dismptions in 

cognitive schema among traurna therapists. Given the newness of this field and given the 

minimal focus of the research to date on gender differences, it was the hope that this 

study would M e r  develop the understanding of the experiences of males and fernales 

doing this work. In addressing this issue, attention was given to several methodological 

issues which have been limitations in previous research. 

The preceding review of the research has identified inconsistencies in the 



3 1 

definition of trauma work. This has included the inclusionary criteria regarding an 

objective definition, and whether or not trauma is objectively or subjectively defined. 

When examining the current research, one fin& that the researchers use different 

definitions of trauma work. Some of the studies look rxclusively at the impact of 

working with sexual assault survivors, othen examine the impact of working with 

childhood sexuaI abuse or sexually traurnatized clients exclusiveIy while still others 

detine trauma as interpersonal violence including violent crimes, as well as accidents, 

and sudden death due to accidents or iltness. Further, there are a number of studies that 

allow participants to selMefine trauma M i l e  allowing participants to selfdefine 

trauma is in keeping with a Constnictivist perspective, it cm be argued that this tendency 

only serves to make any findings ambiguous at best, can certaidy lead to confusion when 

attempting to draw conclusions about the concept of vicanous trauma, and rnay 

challenge the validity of the research. Consequently, this present study defined trauma as 

physical or sexual abuse as an aduit or a child. Although there are certainly other types of 

trauma one can experience, it was believed that using an expanded definition of trauma 

would only serve to muddy the waters. 

Al1 of the studies reviewed to date regarding vicarious trauma have allowed 

therapists to define for thernselves if they are trauma therapists, again in keeping with the 

constnictivist model. As argued earlier, allowing participants to selfdefine if they are 

trauma therapists has led to very unclear findings, including a lack of clarity resarding 

what is being examined. It is questionable, given the use of self-definition of trauma. 

whether in fact, the same sample is being examined within each study as well as betiveen 
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each study. Further, it was not clear in any of the studies to what extent the trauma was 

the focus of the therapeutic work For the purpose of this study, an individuai was 

considered a trauma therapist if at least 20% of her or his direct client service work was 

involved in heiping clients resolve traumatic expenences, as  defined above. As there is 

no evidence in the literature to suggest a definition of a trauma therapist, the definition 

for this study was perhaps arbitrary. However, given that it is argued that vicarious 

trauma is an inevitable consequence of providing trauma therapy, it can be argued that 

there should be some effect, if at l e s t  20% of a therapist's direct client service work 

involves helping clients resolve trauma expenences. Further, this researcher did not want 

to compromise sample nurnbers by making the cut off point so high as to exclude a high 

number of therapists providing trauma services. 

The studies that have been reviewed regarding vicarious trauma ofien use very 

divergent rneasures to rneasure vicarious trauma, including a number of rneasures that 

were created for particular studies and which did not have established psychometric 

properties. For the purposes of this shidy, both the E S  (Horowitz et al., 1979) and the 

TSI Belief Scale (Pearlrnan & Mac Ian, 1993) were used to measure the impact of 

providing trauma therapy. The E S  (Horowitz et al., 1979) was used to measure 

generalized impact because of its strong psychometric properties. The TSI Belief Scale 

(Pearlman & Mac I a q  1993), while not as well established a measure as the E S  

(Horowitz et al., L979), is the only known scale to measure the cognitive schema that 

were hypothesized to be affected by providing trauma therapy. 

A number of studies reviewed were limited by the number of participants in their 



33 

sample. This study attempted to include a large sample of therapists and included a cross 

Canada mail out survey to a large number of agencies. In order to determine the sample 

size that was necessary to decrease the potential of committing a Type ll error, a power 

analysis was performed. An expected effect size of 1 = -30 was calculated based on the 

mean 1 value found in three shtdies, al1 of which used the E S  (Horowitz et al., 1979) and 

the TSI Belief Scale (Pearlman and Mac Ian, 1993) to determine the impact of providing 

trauma therapy. Cohen (1977), as cited in Rubin and Babbie (1993), argues that the 

m~xirnum probability of committing a Type II error should be no more than -70, 

suggesting a statistical power of -80. Altemativeiy, it was suggested as ideal to reduce the 

probability of committing a Type II error to that of the probability of committing a Type 1 

error. [n this situation, statistical power would then have to be -95. It was determined that 

the sampie size necessary to obtain a statistical pwer  of -80, with an estimated effect 

size of r = -30, was 84 cases. To obtain a statistical power of -95, with an estimated effect 

size of r = -30, a sample size of 140 cases was necessary. It was anticipated that, givrn 

the number of agencies that were being contacted to participate in this study, the sample 

size would meet at Ieast the minimum criteria of 84 cases, for adequate power. 

In examining the retum rates of the  reviewed studies regarding vicanous trauma, 

it was found that return rates were quite low ranging front 19% to 64%, t ~ t h  the rnajority 

of return rates in the 30% to 40% range. This presents great dificulty when considering 

the generalizability of any of these studies. Funher, given the self-seIected nature of 

respondents it c m  be argued that their responses would qualitatively differ fiom those 

individuals not responding, leading to a potential bias in the results. It is unclear whether 



any of these researchers sent out any reminden or follow up mailings. In order to 

maximize the power of this study, every effort was made to achieve a responses rate of at 

least 50%. This was accomplished by utilizing a minimum of two follow-up mailings as 

well as the use of a srnall incentive. 

The piesent study examined gender differences in regards to the impact of 

providing trauma therapy. More specifically, this study examined whether there are 

gender differences regarding disruptions in cognitive schema as a result of providing 

trauma therapy. Given that women's social and cultural contexts are very different than 

those of men, including women's experiences and knowledge of violence and abuse, it 

was anticipated that wornen would be significantly more affected than men in regards to 

cognitive disruptions as a result of providing trauma therapy. The hypotheses for this 

study included: 

8,: The impact of providing trauma therapy, as measured by the E S ,  

will be positively correlated with the arnount of direct therapy 

provided which is focused on helpiog clients resolve trauma 

experiences. 

H, Disruptioas in cognitive schema, as measured by the TSI Belief Scale, 

will be positively correlated with the amount of direct therapy 

provided which is focused on helping clients resohre trauma 

experiences. 

Et, Women therapists will score significantly higher on measures of 

avoidance and intrusion than will male therapists. 
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A,: Women therapists will score significaotly higher on measures of 

disruptions of cognitive schema than will male therapists. 



Method 

Partici~ants 

Participants were selected from a variety of sources. The Farnily Services 

Centres of Canada were identified as agencies who provided a sipificant amount of 

therapy to clients who had experienced trauma, and employed both male and female 

therapists to provide direct services to this population. The Director of Farnily Services 

Canada was contacted and forwarded a mail list of al1 Family Services Agencies across 

Canada. Each province had a minimum of two Family Service agencies, with the larger 

provinces having over ten Family Service agencies, totaling 85 Family Service agencies 

across Canada. As a number of Comrnunity Health Centres aIso provided trama therapy, 

a mailing list of Community Health Centres across Canada was also obtained. There 

were approximately eight Community Health Centres across Canada. The number of 

Community Health Centres in each province was quite small, with a number of provinces 

having no Community Health Centres. The International Society for Traumatic Stress 

Studies Membership Directory was a1w acquired by this researcher. Eighty rnernben of 

this organization were identified as living and working in Canada. All members, along 

with their addresses, were identified by the populations to whom they provided direct 

services. All agencies and individuals who retumed completed questionnaires and 

thereby agreed to participate in this study were included in the study. 

Meas u res 

The questionnaire (see Appendix A) mailed to potential respondents consisted of 

a variety of questions related to demographics and to other variables identified in the 



vicarious trauma literature as being related to changes in cognitive schema (e.g., 

education, number of years providing trauma therapy). In addition, two scales, the E S  

(Horowitz et al., 1979) and the TSI Belief Scale (Pearlman & Mac Ian, 1993) were 

included to assess the impact of providing trauma therapy. Participants were asked to 

respond to the measures based on their work helping clients resolve their experiences of 

trauma. The measures were counter-baianced in the questionnaires, with one half of the 

questionnaires having the TSI Belief Scale (Pearlman & Mac [an, 1993) as the first 

measure and the other half of the questionnaires having the E S  (Horowitz et al., 1979) as 

the first measure, to account for any potential order effects. 

De~endent Measures 

The Im~ac t  of Event Scale. The Impact of Event Scale (ES; Horowitz et al., 

1 979) was developed to rneasure die degree of subjective distress experienced as a result 

of a specific event. The E S  (Horowitz et al., 1979) is a self report measure that can be 

anchored to any specific life event. In their research leading to the development of the 

E S  (Horowitz et al., 1979), Horowitz and his associates (1979) found that two major 

response sets or psychological responses were common among people experiencing 

stresshl life events. This was found through both i n t e ~ e w s  with distressed individuals, 

as well as through a review of the stress and coping literature (J3orowitz et al., 1979). 

The two most common responses that were found were avoidance and intrusion. 

Avoidance refen to consciously recognized avoidance of certain ideas, feelings or 

situations, and intrusion refers to intrusive ideas, images, feelings or bad drearns. The 

E S  (Horowitz et al., 1979) measures these hvo specific categones of experiences in 



response to stresshl life events. 

The E S  (Horowitz et al., 1979) is comprised of 15 items which are rated 

according to how fiequently the intrusive or avoidance reactions occur. Responses are 

scored on a four point scale with higher scores reflecting more stresshl impact. A cut off 

point of 26 is suggested with scores higher than 26 indicating moderate to severe impact. 

The E S  (Horowitz et al., 1979) is a good measure of subjective impact of 

stressfùl life events, with good psychometrk properties. The split half reliability of the 

total scale was reported as high (1 = 0.86; Horowitz et al., 1979). Intemal consistency of 

the inmision and avoidance sub-scales was s h o w  to be high during the construction of 

the measure (Horowitz et al., 1979) and was confirmed by follow-up analysis (Zilberg et 

al., 1982). Interna1 consistency of the sub-scales was calculated using Cronbach's Alpha 

and was also reported as high (intrusion = 0.78, avoidance = 0.82). A correlation of the 

two sub-scales was 0.42 (e< 0.0002) indicating that the two sub-scales are associated but 

do not measure identical dimensions. The test-retest reliability for the whole scale was 

found to be 0.87, and 0.89 and 0.79 for the intrusion sub-scale and the avoidance sub- 

scale respectively. As well, in boih Horowitz's study (1979) as well as Zilberg's study 

( l982), factor analysis demonstrated clear factor structures that supported the two sub- 

scales of avoidance and intrusion. Perkins and Tebes' (1984) findings h m  their study 

regarding simulated versus genuine responses on the E S  (Horowitz et al., 1979) 

supported the constmct validity of the measure. As well, the sensitivity of the measure 

was supported by a number of researchen, both in terms of discriminating between 

different populations that had experienced different levels of stress (Horowitz et al, 1979: 



Johnsen, Eid, Lovestad, & Michelsen, 1997), as well as sensitivity to therapeutic 

intervention (Johnsen et al., 1997; Zilberg et al., 1 982). 

In considering any potential weaknesses of the E S  (Horowitz et al., 1979), a few 

issues were found. Horowitz (1979) stated that the measure was useful with populations 

fiom diverse cultural and ethnic backgrounds, suggesting that diverse populations 

understand the items and are cornfortable with it. However, Velsen, Gorst-Unsworth, and 

Turner (1996), in their research on survivors of torture, had some difficulty with using 

the E S  (Horowitz et al., 1979) with their sample population and discontinued its use. 

Velsen et al. (1996) stated that the E S  (Horowitz et al., 1979) was dificult to use partly 

due to problems in translating colloquialisms. Because the measure had to be translated 

to the participants, the authon becarne aware of diff~culties the participants were 

experiencing in understanding the meaning of some of the items. This suggests that some 

caution may need to be applied when using this measure with participants not well 

vened in the English language or colloquialisms. 

A second reason that Velsen et al. ( 1996) gave for discontinuing the use of the 

E S  (Horowitz et al., 1979) in their shidy was that they had some difficulty in pinpointing 

a single trauma with which to measure the severity of stress. Although Horowitz et al. 

(1979) initially suggested that the E S  (Horowitz et al., 1979) be used to determine the 

impact of a single evenf later research suggests that the measure has been successfulIy 

used for more than one specific event Perrin, Hasselt, Basilio, and Henen ( 1996) used 

the E S  (Horowitz et al., 1979) to assess the effects of violence on women in battenng 

relationships, and Alexander (1993) used the E S  (Horowitz et al., 1979) to assess the 



effects of childhood sexual abuse. Although Perrin et al. (1996) did not provide 

information on the number of assaultive events that each participant experienced, one 

can anticipate, given the nature of domestic violence, that more than one incident of 

dornestic violence occurred. Alexander ( 1993), in her study with sexual abuse survivon, 

stated that the average duration of abuse occurred over a seven par time span. It is 

unclear then, why Velsen et al. (1996) felt it necessq to use the E S  (Horowitz et al., 

1979) only in tems of one specific event. 

Another concern with the E S  (Horowitz et al., 1979) is the sex differences that 

were found in the initial study and development of the scale. In his study, Horowitz et al. 

(1979) found that the sexes differed significantly in their degree of endorsement of three 

of the initial 20 items, with women indicating a higher level of endonement than men. 

Horowitz et al. (1 979) further stated that al1 of the more fiequently endoned items were 

in the avoidance sub-scale. However, he did not state whether these items were kept 

when the scale was revised to 15 items. 

Notwithstanding the above noted issues regarding language dificulties and 

potential sex differences found with the E S  (Horowitz et al., 1979), this measure is a 

well validated and rel iable measure of stressful Iife events, having good psychometric 

characteristics. The E S  (Horowitz et al., 1979) is an accurate measure of the impact of 

stress fiil life events, and fias k e n  used in a number of diverse situations with diverse 

populations. For example, a review of the literature showed that the E S  (Horowitz et ai.. 

1979) has been used for assessing the impact of nahiral disasters ( Dalgleish, Joseph, 

Thrasher, Tranah, & Yule, 1996; Kenardy, Webster, Lewin, Carr, Hazell, & Carter, 1996; 
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Marmar, Weiss, Metzler, Ronfeldt, & Foreman, 1996; Steinglass & Gemty. 1990). the 

impact of patient suicides on therapists (Kleespies, Becker, & Smith, 1 WO), the impact 

of violence on women in abusive relationships (Perrin et al., 1996), responses following 

motor vehicle accidents (Bryant & Harvey, 1996), stress reactions among women victims 

of assault and rape @ancu, Riggs, Hearst-Ikeda, Shoyer, & Foa, 1996), stress reactions of 

fire fighters (Bryant & Harvey, 1996), responses of medical persona1 and mental health 

workers after a shooting incident (Sloan, Rozensky, Kaplan, & Saunders, 1994), and the 

effects of childhood sexual abuse (Alexander, 1993). This review of the literature shows 

a consistent pattern of results that supports both the theoretical underpimings of the 

scale and its reliability and validity 

The Traumatic Stress Institute Belief Scale. The TSI Belief Scale (Peariman & 

Mac l m ,  1993) measures disrupted cognitive schema. The scale is based on CSDT and 

assesses disruptions in psychological need areas that are hypothesized to be sensitive to 

traumatic experiences. It is an 80 item, 6-point Likert scale that measures cognitive 

disruptions regarding safety, tnist, intimacy, esteem and control. Within each areq the 

scale contains items intended to assess dismptions related to self and to other. Pearlman 

and Mac Ian (1996) report the following sub-scales and their interna1 consistencies as  

measured by Cronbach's alpha. 

1. Self-safety: (the belief that one is reasonably invulnerable to harm inflicted by 

self or others) alpha = -83. 

2. ûther-safety: ( the belief that valued others are reasonably protected from harm 

inflicted by oneself or othen) alpha = -73. 
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Self-trust: (the belief that one c m  trust one's judgrnent) alpha = .87. 

Other-trust: ( the belief that one c m  rely upon others) alpha = -86. 

Self-esteem: ( the belief that one is valuable) alpha = -87. 

Other-esteem: ( the belief that others are valuable) alpha = .75. 

Self-intimacy: (the belief that time spent alone is enjoyable) alpha = -79. 

Other-intimacy: ( the belief that one is close and connected to othen) alpha = -86. 

Self- control: ( the need to be in charge of one's own feelings and behaviours) 

alpha = .82. 

Other-control: (the need to manage interpersonal situations) alpha = -73. 

Pearlrnan and Mac Ian (1995) reported that the internal consistency reliability of the 

entire scale, as rneasured by Cronbach's alpha, was -93. 

Procedures 

The Executive Directors of each of the above noted agencies were contacted by 

telephone to provide information regarding this study, to determine whether their clinical 

staff qualified for this study, and to assess if they were willing to have their clinical staff 

involved in this study. If the Directors were willing to have the staff of the agency 

participate, they were asked about the number of clinical staff at their agency and were 

asked to identify one administrative person to take responsibility for dismbuting 

information regarding this study. A package of said number of sealed measurement 

packages was sent to the identified administrative person in each agency who was asked 

to distribute the packages to each clinician within the agency in a confidential and 
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anonymous manner (Le., placing a measurement package in each clinician's mail folder). 

This was to ensure that the staff regarded this study as independent From their agencies 

and did not perceive any threats to their confidentiality or anonymity. Identided memben 

of the International Society for Traumatic Stress Studies who work with trauma clients, 

as identified above, were also contacted by mail and sent a questionnaire. 

The questionnaire included a cover letter (see Appendix B) explaining the nature 

and purpose of the study, how individuals were selected for the study, the importance of 

their responses, and the confidentiality and anonymity of their responses. To increase the 

response rate, an incentive was utilized Each participant was invited to write their fint 

name only and a telephone nurnber where they could be contacted on a slip of papa that 

they inserted in a small envelope that was provided. They were informed that the 

envelopes would be separated from the measurement package upon receipt and kept until 

the data collection period was completed A draw then occurred and the winner received 

a 920.00 gifi certificate for a self-care package of their choice. Participants were 

informed that the self care package may include a gift certificate for their favorite book 

store, bath shop or music store. Individuals were informed that the return of a completed 

measurernent package would be regarded as their infomed consent to participate in this 

study. Individuals were also informed that a sumrnary of the resdts would be sent to each 

of the participating agencies. Also included with the questionnaire was a stamped, self- 

addressed retum envelope. 

Two weeks following the initial mailing, a reminder letter was sent to al1 

individuals in the sarne rnanner as the initial measurement package was sent. This letter 



briefly explained the nature o f  the research, the importance of their response, and 

thanked those that have already responded. Three w e e h  after the reminder letter, a 

second reminder letter was sent to al1 participants in the manner descri bed above. Along 

with this mailing, approxirnately ten additional sealed measurement packages were sent 

to the identified administrative penon in case any participants required an additional 

package. The administrative person was asked to make these packages available in a 

common area, where participants were able to help themselves to another package if 

necessary. 



Results 

Data Analvsis 

Due to the exploratory nature of this study, a -05 significance level was used in al1 

analyses. Although the potential for a Type 1 error was recognized it seemed appropriate 

at this early stage in the research to allow for exploration and understanding. Non- 

parametric statistics were used for analyses as data was considered to be ordinal in nature 

and random sampling procedures were not used. 

In order to determine if there were any differences on the dependent measures in 

relation to a variety of the demographic variables, Kmkal-Wallis tests were perfomed. 

In order to determine if the effects of providing trauma therapy, both general effects as 

measured by the E S  (Horowitz et al., 1979) and disruptions in cognitive scherna as 

measured by the TSI Belief Scale (Pearlrnan and Mac Ian, 1993), were positively 

correlated with the amount of direct service provided to trauma survivors Spearman's 

Rank-Order Correlation Coefficient was used. To determine if there were gender 

differences regarding the impact of providing trauma therapy, Mann-Whitney U tests 

were performed. Glass rank biserial correlation tests were used to detemine the strength 

of any significant relationships that were found Further, a hierarchical multiple 

regession analysis was performed in an exploratory marner, to examine the role of a 

variety of variables in accounting for variance. 

Partici~aats 

A total of 525 questionnaires were mailed across Canada. Of these, 299 (57%) 

were sent to Family Service Agencies, 71 (1 3%) to the Canadian members of the 



International Society for Traumatic Stress Studies (ISTSS), 34 (6%) to Community 

Health Clinics, and 125 (24%) to agencies identified by Family Service Directors as 

agencies which provide a substantial amount of trauma services in their geographic area. 

A total of 25 1 responses were received for a response rate of 48%. Of those responding, 

172 (71%) of the respondents were fiom Family SeMce agencies or Community Health 

Clinics, 48 (20%) were from other agencies and 23 (9%) were members of ISTSS. Eight 

questionnaires were spoiled or incomplete, leaving the total number of participants in 

this study as 243. Kmskal-Wallis tests identified no differences between participants 

fiom the various referral sources on the E S  or the TSI Belief Scale. 

Participants were 196 females (8 1 %) and 47 males ( 19%) fiom across Canada. 

Seventy-one (29%) of the participants were fiom Ontario, 49 (20%) from British 

Columbia, 38 (16%) fiom Alberta, with the remainder scattered across the remaining 

provinces. Participants ranged in age from 23 to 74 years with a mean age of 44 (w = 

8.9). The majority of participants worked in the field of Social work (46%) or 

Psychology (16%) and had Master's degrees (64%) in their field of study. Participants 

had been working in their current position an average of seven years (m = 6.09) with a 

range from less than one year to 40 years. Participants had been working with trauma 

survivors an average of 11 years (SIJ = 7-00}, with a range from one year to 38 years. 

These participants reported spending a weekly average of 2 1 hours (m = 8.53) providing 

therapy, with a weekly average of 12 houn (m = 7.92) spent providing muma therapy. 

A variable was created to compute the percentage of working hours spent providing 

trauma therapy. The percentage of trauma therapy hours ranged from 5 % to t OOOh, with 



Denendent Measu res 

Table 1 shows the medians and the quartile ranges (QR) for each of the sub-scales 

of both measures. Medians and quartile ranges were calculated due to the ordinal Ievel of 

the data An examination of the data Uidicates that the medians of al1 sub-scales appear 

quite low. In order to examine this further and to draw cornparisons to published 

research in the area, the means, standard deviations, and the interna1 consistencies, as 

measured by Cronbach's alpha, for each of the sub-scales of both measures were also 

calculated and are detailed in Table 2. The mean TSI Belief Scale score for this sample 

was 159 (s = 33.68). Pearlman and Mac Ian (1995), in their study of 188 trauma 

therapists, reported a mean score on the TSI Belief Scale of 184, and note that this is the 

lowest mean they had found over the past nurnber of years. The mean E S  scale score for 

this sample was 2 1 (SIJ = 16-00)' while the mean on the avoidance and intrusion sub- 

scales were I 1 (SJ = 9.46) and 10 ( = 7.46) respectively. Horowitz et al. ( 1979) when 

calculating mean scores for distressed populations, found the mean for distressed 

populations to range fiom 14 (m = 12.0) «, 20 (Sq = 1 1 .O) on the avoidance sub-scale 

and 2 I(Q = 12.5) to 23 (Sq = 9.4) on the intrusion sub-scale, while the total rnean for 

their distressed populations ranged from 35 (- 22.6) to 44 (m = 17.2). The means 

found in this present study are lower than the distressed populations in Horowitz's (1979) 

study and are more closeiy related to those means that Horowitz et al. (1979) found with 

a population after the participants had received therapy intervention subsequent to a 

stressful experience. 



Table I 

Range. Median and Ouartile Ranee of De~endent Measures 

Minimum Maximum Median Quarti le 
Value Value Range 

TSI: BeIief ScaIe 

Safety-self 

Safety-other 

Trust-sel f 

Trust-other 

Esteem-seif 

Esteem-other 

Intimacy-sel f 

Intirnacy- other 

Control-self 

Control-other 

[ES Scale 

Avoidance 

In tu ion  



Table 2 

Mean. Standard Deviation and Interna1 Consistencv of Dexndent Measures 

Mean Standard Cronbach's 
Deviation Alpha 

TSI Belief Scale 

Safety-self 

Safety-other 

Trust-se1 f 

Trust-other 

Esteem-self 

Esteern-other 

Intimacy-self 

Intimacy-other 

Control-self 

Control-other 

E S  Scale 

Avo i dance 

Intrusion 



Regarding the dispersion of the scores, the rnajority of the medians of the sub- 

scales fa11 below the mid-point of the range, most notably Esteern-self and Intimacy-self, 

in which 75% of the scores fa11 below the mid-point of the range. This indicates that a 

large portion of cases falls to the left of the distribution. The Kurtosis and Skewness were 

also calculated and an examination of the results showed that while some of the sub- 

scales are close to syrnmetric in nature, a few sub-scales are positively skewed most 

notably Esteem-self (Skewness = 1.45) and Intimacy-self (Skewness = 3-12), confirming 

that there are more cases to the Ieft of the distribution. In regards to the proportion of 

cases falling into the tails of the distributions, an examination of the results showed that 

the distributions of some sub-scales have positive kurtosis while othen have negative 

kurtosis, with again the largest deviations fiom a normal distribution occurring with 

Esteem-self (Kurtosis = 3-15} and Intirnacy-self (Kurtosis = 22.05). 

It is common to transform data through square root or logarithmic 

transformations to reduce skewness and kurtosis and to more readily fit the assurnptions 

of parametnc measures. However, it was detemiined that non-parametic procedures 

should be utilized in this research for a number of reasons. This includes that nonrandom 

sampling procedures were used to secure participants for this study. Further, the 

measures in this study may not be regarded as interval in nature. That there is some 

deviation from normal distribution in regards io the measures certaidy supports the 

decision to uti lize non-pararnetric procedures. 

In exarnining the interna1 consistencies of the rneasures, as shown in Table 2, the 

majonty of the sub-scales have adequate intemal consistency with the exception of 



5 1 

Intimacy-self and Control-self Further, on the vast majority of the sub-scales of the TSI 

Belief Scale the internal consistencies in this study were f o n d  to be Iowa than those 

reported for this same scale by the authon of the scale (Pearlman & Mac [an, 1996). The 

internal consistencies of the sub-scales for the E S  found in this study are somewhat 

higher than those found by Horowitz (1979). 

Spearman's Correlation Co-efficient was performed to determine the correlation 

among and between the dependent measures. Weak but signi ficant positive correlations, 

ranging From r, = .O99 (p < -05) to r, = -3  19 (g < 0 0  1) were found between the IES and 

the TSI, suggesting that these two scales may be associated but do not measure the same 

constructs. Table 3 shows the correlations between the sub-scales of the TSI Belief Scale. 

Significant positive correlations, ranging from I. = -36 (g c -00 1) to L = -8 1 (2 < -00 1 ), 

were found. A close examination of the table indicates that the highest correlations are 

found between the sub-scales and the total TSI score, as one wouId expect. The 

significant correlations between the sub-scales indicates that the sub-scales are not 

entirely independent of one another. A significant positive correlation was also found 

between the Avoidance and Inmision sub-scale (W = 371. p < .O0 1)  of the ES. 

Demoera~hic Variables and the De~endent Measures 

A series of KNskal-Wallis tests were perfomed to determine if there were any 

differences on the dependent variables based on level of education or professionai 

discipline. No differences were found b e ~ e e n  either of the dependent meaisures and 



Table 3 

Correlations of Sub-ScaIes of the TSI Belief Scale 

Cntr-0th - 

Cntl-slf 

Estm-0th 

Estm-slf 

Intim-0th 

Intim-slf 

Safe-0th 

Safe-SI f 

Trust-0th 

Trust-slf 

TSI Total 
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professional discipline. Upon examination of the education variable, it was noted that 

there were only a few cases in each of the categories below a university education. 

Consequently, a new variable was created in which these categories were grouped into 

one category named 'no degree'. Kniskal-Wallis tests were perfomed Ath this new 

variable. The tests between education and some sub-scales of the TSI were significant, 

specifically, htimacy-other (H = 16.570, < .O 1) and Control-self (B = 8.406. p < -05). 

as well as TSI total (H = 8.008, < -05). Significant results were also found on the tests 

on Avoidance (H = 13-26 1, g < .O 1 ), Intrusion (E= 12.948, Q < .O 1 ), and E S  total (H = 

13.167, g < .O 1). To further specifi between which groups these differences were 

located all possible pair-wise post-hoc comparisons were computed for each of the sub- 

scales cornparing al1 of the education level groups using Protected rank-sum tests (z). 

Table 4 illustrates only those cornpansons between groups that were found to be 

signi ficant. As the table illustrates, the majority of differences were found between the 

goup of individuals having no degree and the other degree groups. An examination of 

the results indicates that those participants with no degree have higher scores on the sub- 

scales in question as well as higher scores on both the total TSI and ES. 

Spearman7s Correlation Coefficient (t) was perfomed to determine whether 

there were any significant relationships between age and the dependent measures. The 

results, shown in Table 5, indicate a weak but significant negative correlation between 

age and the TSI Belief Scale total score as well as most of the sub-scales of this rneasure. 

No relationships were found between age and the total E S  score or on either of the sub- 

scales of this rneasue. 



Table 4 

Post-Hoc Com~arisons on Education Level and De~endent Measures 

Group Differences z value - 

E S  Total 

Avoidance 

Intrusion 

TSI Total No degree - Master 3-08' 

No degree - Doctorate 1.97* 

No degree - Master 2.52* 

No degree - Doctorate 2.00* 

No degree - Master 2.09* 

Bachelor - Master 3.75** 

No degree - Bachelor 2.36* 

No degree - Master 3.18** 

No degree - Doctorate 2.90** 

No degree - Bachelor 2.74** 

No degree - Master 3.36** 

No degree - Doctorate 3-07" 

No degree - Master 2.76** 

No degree - Doctorate 3-49' 

Bachetor - Master 2.28** 

*g < -05. **Q < .O 1. 



Table 5 

CorreIation Between Age and the TSI Belief Scale 

Measure Age 

TSI Total 

Control-other 

Control-sel f 

Esteem-other 

Esteem-self 

Intimacy-other 

Intirnacy-self 

Safety-other 

Safety-self 

Trust-other 

Trust-self 

Note. N = 240 - 
*Q< -05. **pc -01. ***g< -001. 



Tests of Hvaotheses 

Imoact of Providin~ Trauma Thera~y 

The fint hypothesis predicted that the impact of providing trauma therapy, as 

measured by the E S  . would be positively correlated with the arnount of direct therapy 

provided which is focused on helping clients resolve trauma experiences. In order to test 

this hypothesis, a number of variables were examined using Spearman's Correlation 

Coefficient (rJ. 

There were no correlations found with regards to the number of hours of 

providing trauma therapy and the ES. Further, no correlations were found in regards to 

the percentage of trauma therapy houn and the ES.  However, weak but significant 

negative correlations were found regarding the number of years of experience providing 

trauma therapy and Avoidance, I, = -. 186, Q c .O 1, Intrusion, 5, = -. 169, = .O 1,  and the 

total E S  scale, r, = -.204, g < .O 1. These results indicate that as the number of years of 

expenence providing trauma therapy increased, Avoidance, Intrusion, and total distress 

decreased. 

The effects of orovidine trauma thera~v  on coenitive scbema. The second 

hypothesis predicted that disruptions in cognitive schema, as measured by the TSI Belief 

Scale, would be positively correlated with the amount of direct therapy provided which is 

focused on helping clients resolve trauma experiences. In order to test this hypothesis. a 

number of variables were examined using Spearman's Correlation Coefficient (L). 

There were no significant correlations between the number of houn of providing trauma 
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therapy and the TSI Belief Scale. However, as expected, a weak but significant positive 

correlation was found between the percentage of trauma therapy hours and Safety-self 

L = -18 1 , p < .O 1, indicating that as the percentage of curent trauma therapy hours 

increased, so too did disruptions in regards to Safety-self. 

Ln order to examine the effects of cumulative exposure on disruptions in cognitive 

schema, the relationships between yean of experience providing trauma therapy and the 

TSI sub-scales were examined. Weak but significant negative correlations were found 

between the number of years of experience providing trauma therapy and Safety-other, 

L, = -. 124, < -05, Safety-self', = -. 150, p = .O 1, and htimacy-self, = -. 1 17, Q c -05. 

Contrary to expectation, these findings indicate that as the number of years of experience 

providing traurna therapy increased, disruptions in regards to Safety-other, Safety-self 

and Intimacy-sel f decreased. 

The effects of trauma historv on trauma theraoists. To further explore the 

resuits regarding the impact of providing trauma therapy, Mann-Whitney U Tests were 

perfomed to determine if there was a mean rank difference on either the E S  or the TSI 

Belief Scale between those respondents who had experienced physical or sexual abuse as 

a child and those respondents who did not experience abuse as a child No differences 

were found on the E S  total score or on either of the sub-scales of this measure. A 

significant difference was found on the Safety-self sub-scale of the TSI Belief Scale, = 

54 15.5, c .O 1. Those individuals who had experienced abuse as a child had higher 

Safety-self scores (Mcin = 1.78, QE = 1.56,2.11; M = 1.8 1, = .47 ) than did those 

individuals who did not experience a b w  as a child (Màn = 1-56, QR = 1.33. 1.89; M = 
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1.65, = -43 ). No differences were found on the remaining TSI Belief Scale sub-scales 

or the total TSI. 

Mann-Whitney U Tests were also performed to determine whether there was a 

mean rank difference on either the E S  or the TSI Belief Scale between those 

respondents who had experienced abuse as an adult and those who did not experience 

abuse as a adult. No significant differences were found on the [ES total score or on either 

of the sub-scales of this measure. Significant differences were found on the TSI Belief 

Scale in regards to cognitive dismptions in the areas of Control-other, = 4 6 8 6 . 0 , ~  < 

-05; Intimacy-other, = 1246.5, Q c -0 1 ; Safety-other, = 1446.0. p < .O 1 ; Safety-self, 

= 4403.5, p < -01; Trust-other, = 4629.0, g < .O5 and TSI total, = 4169.5, g < .O 1. 

The medians, quanile range, means and standard deviations found on each of these sub- 

scales for those participants who did experience abuse as an adult and for those 

participants who did not experience abuse as an adult can be found in Table 6. 

Participants who had experienced abuse as an adult had higher scores on al1 of these sub- 

scales indicating greater disruption. Glass rank biserial correlation tests were computed 

to determine the strength of the relationship between group membenhip and ranking on 

these sub-scales. Weak relationships were found between experiencing abuse as an adult 

and Control-other, = .150, Intimacy-other, h = 242, Safety-other, 1, = .197, Safety- 

self, r, = .2 10, Trust-other, r, = -173, and TSI total, r, = 207, indicating that although 

there are differences between those individuals who had experienced abuse a s  an adult 

and those individuai who had not experienced abuse as an adult on each of the above- 

noted sub-scales of the TSI Belief Scale, these differences are quite weak. 



Table 6 

Descriutive Statistics on TSI Sub-scaies for Those Who Exxrienced Abuse and 

Those Who Did Not Exterience Abuse 

Control- Intirnacy- Safety- Safety- Trust- TSI 
ûther ûther ûther Seif Other Total 

Experienced 
Abuse as an 
Adult 

Mean 

Standard 
Deviation 

Median 

Quartile 
R w F  

Did not 
Experience 
Abuse as an 
Adult 

Mean 

Standard 
Deviation 

Median 
Q uartile 
Range 



Gender differences 

n i e  third hypothesis predicted that wornen therapists would score significantly 

higher on measures of avoidance and inmision than would male therapists. In order to 

test t his hypothesis, Mann- Whitney U tests were performed No significant gender 

differences were found in regards to measures of avoidance or intrusion. 

The fourth hypothesis predicted that women therapists would score significantly 

higher on rneasures of disruptions of cognitive scherna than would male therapists. In 

order to test this hypothesis, Mann-Whitney U tests were performed. Significant gender 

di fferences were found in regards to Safety-sel f, = 3 140.0, g < -0 1, with women 

reporting more disruptions on measures of Safety-self than did men, thus supporting the 

hypothesis. The mean score for female participants on the Sûfety-self sub-scale was M = 

1 -76, (SD = .43) and the median score was Mdn = 1.67, (a = 1.44,2.00) while the 

mean score for male participants was M = 1.56, (a = -50) and the median score was 

Mdn = 1.44, (C)R = 1.22, 1.78). Glass rank biserial correlation indicates that this - 
relationship is weak (r, = -158). However, a contrary result was also found with male 

participants reporting more disruptions in regards to Esteem-self, Y = 3860.0, Q < -05, 

than women. The mean score for male participants was M = 1.74, (Sq = 3 5 )  and the 

median score was Mdn = 1.56, (Q& = 1.33,2.00) while the mean score for fernale 

participants was M = 1.59, (z = -49) and the median score was Mdn = 1.55, (m = 

1-72, 1.89). Glass rank biserial correlation indicates that this relationship is moderate (h 

= .3 15). 

As relationships were found in regards to experiencing abuse as an adult or as a 
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child and cognitive disruptions, Chi-square tests were performed to determine if there 

were gender differences in regards to experiencing abuse as a child or as an adult. There 

were no significant differences in regards to gender and experiencing abuse as a chila f 

(1, N = 239) = -053, g = .41. Seventeen (36%) of the male therapists reported having 

experienced abuse as a child while 82 (42%) of the female therapists reported having 

experienced abuse as a child However, significant differences were found in regards to 

gender and experiencing abuse as an adult, 2 (1, N = 239) = -204, p < .O I ,  with women 

reporting a higher level of abuse than men. Specifically, 60 (3 1%) of the female 

therapists reported physical or sexual abuse as an adult while only 4 (8%) of the male 

therapists reported physical or sexual abuse as an adult. 

A variety of other variables were examined to determine if there were gender 

differences in this population of therapists. In examining gender differences and level of 

education, a significant difference was found, J (4, N = 743) = .3 15, p < .O0 1, with men 

reporting a higher level of education than women. Specifically, more men than expected 

reported having a Doctorate degree, while less men than expected have a Bachelon 

degree or Counselling Certificate. Further, less women than expected have a Doctorate 

degree while more women than expected have a Bachelorç degree or Counselling 

Certificate. 

To determine if there was a mean rank difference between gender and a variety of 

other variables, Mann-Whitney U tests were performed. S igni ficant gender di fferences 

were found in regards to: age, Y = 3052.5, p < -00 1, with men being older (M = 49) than 

women (&l = 43); percentage of houn spent providing trauma therapy, = 3379.0, Q c 
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-05, with women reporting a higher percentage of trauma hours &J = 56) than men (M = 

45); number of years in current position, 11 = 2476.0, Q < .O1, with men reporting a 

higher number of years in current position (M = 1 1) than women M= 6); and years of 

expenence, U = 2788.0, g c .O 1, with men reporting a higher number of years of 

experience (M = 15) than wornen = f O). Glass rank biserial correlation tests were 

computed to determine the strength of the relztionship between group membership and 

ranking on these variables. Moderate relationships were found between gender and age, 

= -33; percentage of hours spent providing trauma therapy, r, = 22; number of years 

- in current position, r, = -46; and years of experience, r, = .38. 

In order to examine the amount of variance accounted for by a number of factors 

(Le., age, percentage of trauma hours, years in current position, years of experience) 

along with gender, exploratory multiple regression analyses were perfomed on the 

Safety-self and Esteem-self sub-scales of the TSI Belief Scale. In examining Safety-selt 

a hierarchical multiple regression was perfomed in two steps. First, the demographic 

variables on which gender differences were found, including age, years of experience, 

years in current position, and percentage of trauma hours, were entered in the first step. 

An value of -096 for the block of demographic variables waç found, indicating that 

these variables accounted for just over 9% of the variance. In the second step, gender was 

added to the block of demographic variabies and an value of. 104 was found, 

indicating that the demographic variables combined with gender only accounted for 10% 

of the variance. This result indicates that gender accounted for only an additional 1% of 

the variance. The difference in variance between step one and step two was found not 



significant (L = -40) A hierarchical regression was also performed with Esteem-self 

The same demographic variables of age, years of experïence, years in current position. 

and percentage of trauma hours were entered in the first step. An value of -027 was 

found, indicating that these variables accounted for just over 2% of the variance- In the 

second step, gender was added to the block of demographic variables and an value of 

-042 was found, indicating that the demographic variables combined with gender only 

accounted for 4% of the variance, and gender accounted for oniy an additional 2% of the 

variance. The difference in variance between step one and step two was found to be not 

significant (L = -75) 



Discussion 

Overall, varying results in regards to the hypotheses were found in this present 

study. While no relationships were found between average time spent providing trauma 

therapy or percentage of trauma hours and rneasures of avoidance or intrusion, some 

relationships were found between disruptions in cognitive schema and the percentage of 

trauma hours. Unexpected results were found in the relationship between years of 

experience and avoidance, intrusion, and measures of cognitive disruptions. Contrary to 

expectation, the degree of disruption decreased as yean of experience increased. Further, 

while some differences were found on measures of cognitive schema between those who 

had experienced abuse as a child and those who had not experienced abuse as a child, 

many more differences were found on measures of cognitive schema between those who 

had experienced abuse as an addt and those who had not experienced abuse as an adult. 

No gender differences were f o n d  on rneasures of avoidance or inmision, while some 

gender differences were found regarding disruptions in cognitive schema While women 

were found to be more disrupted in regards to self safety, men were found to be more 

dismpted in regards to self esteem. These results will be discussed and the implications 

will be explored. As well, the limitations of this study will be reviewed. 

Impact of orovidinr - trauma therapy 

Contrary to other research (Bober, 1996; Gamble et al., 1 996; Kassem- Adams, 

1995; Schauben & Frazer, 1995; Simonds, I996), there was no relationship between the 

amount of therapy provided and general impact of providing trauma therapy in this 

sample. There may be many reasons for this. First, this current study strictly defined 
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trauma therapy while other studies used very broad definitions of trauma or allowed 

participants to self define trauma. This strict definition of trauma may have led to more 

conservative results. Another factor that needs to be considered however, is that this 

particular sample had very low means on al1 of the dependent mesures, rnuch lower than 

published means for therapist populations or distressed populations. This suggests that 

the sample in this study may in fact be quite different nom other samples that have been 

studied. This may be due to sampling procedures. A number of the published studies 

obtained their sample fkorn self-selected participants at trauma conferences. It rnay be 

that therapists who felt most impacted by their work were more inclined to participate in 

the research or attend such conferences. It is also possible that the sampling procedure 

used in this study resulted in more non-distressed therapists responding to the mail-out 

survey than distressed therapists. It could well be that a mail out design encourages less 

distressed individuals to respond and discourages more distressed individuals from 

responding. Further, the vast majority of the published studies were conducted within a 

limited geographic area, with the number of participants ranging From 88 to 138 

participants, while this present research included participants fiom across Canada. 

Dismptions in participants' schema regarding self-safety were f o n d  to be weakly 

correlated with current trauma hours, such that as the percentage of current trauma 

therapy hours increased, cognitive disruptions in regards to self-safety also increased. 

These finding are in keeping with the finding of Bober (1996), Schauben and Frazer 

(1  9951, and Sirnonds (19961, al1 of whom found cognitive schema regarding safety 

negatively impacted by providing trauma therapy. As trauma therapy is oflen focused on 



exploring situations that expose therapists to stories of clients being hurt by othen, it 

stands to reason that therapists may begin to Feel more unsafe in their [ives, the more 

experiences of trauma they are exposed to at any given time. There may be some 

temptation to argue, given this finding, that therapists should, as much as reasonably 

possible, avoid asking about or directly exploring clients' traumatic experiences in 

therapy. The negative therapeutic implications of this solution are apparent. It may be 

important however, for therapists to spend some time considering ways to protect 

themselves and their belief systerns while providing therapy as well as during their non- 

work hours. This finding also suggests that it may be helpful for agencies to attend to 

balancing therapists' client loads regarding trauma and non-trauma clients whenever 

possible. 

Despite this finding, a weak but negative correlation was also found suggesting 

that as years of experience providing trauma therapy increased, general negative impact 

decreased and disruptions in cognitive schema decreased. These findings suggest that 

there may be differences between current impact and cumulative impact of providing 

trauma therapy. Some research (Kassem-Adams, 1995; Pearlman & Mac lm, 1995) has 

exarnined whether there are differences in this regard. Kassam-Adams ( 1995) found 

geater negative disniptions in regards to cumulative exposure as cornpared to current 

exposure, while Pearlman and Mac Ian (1995) found contrary results, with those with a 

trauma history showing less cumulative disniptions and those without a trauma history 

showing greater cumulative disniptions. That this current study found less general 

distress and less disruptions in cognitive schema as years of experience increased should 
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be interpreted cautiously. Finf the negative correlations found between cumulative 

exposure and both rneasures were very weak and therefore should not be over 

interpreted Further, in this study, years of experience was not strictly defined and it is 

unknown whether this includes full time or part time work. It is also unknown if the work 

changed in regard to the amount of trauma work provided or if the years of experience 

were continuous. 

However, despite these limitations, this finding is quite interesting and there rnay 

be several explanations for this result. It rnay refled some self selection, in that penons 

who find themselves impacted by providing trauma therapy over the years may leave the 

therapy field or rnay fmd employment providing therapy that is not focused on trauma It 

rnay also suggest that therapists who are working with clients who have experienced 

trauma rnay have found coping strategies over the years that decrease the impact of 

providing trauma therapy. There also rnay be some blunting effect occumng, such that 

therapists who have been providing trauma therapy rnay have becorne desensitized to the 

exposure to trauma experiences or to the impact of the work. Clearly, more research in 

this area is needed to corne to a Fuller understanding of this issue. A longitudinal study of 

trauma therapists would be helpful in examining some of these issues. This type of study 

would provide an opportunity to explore therapists' coping styles and strategies over time 

as well as determine if some therapists are in fact leaving the field as a result of the 

impact of providing trauma therapy. Further, a longitudinal study would be helpFul in 

detemining if there are any changes regarding the impact of providing trauma therapy as 

a result of time or as a result of changes in the parameters of therapists' working lives 



(Le., Full time or part tirne work number of trauma hours worked). Altematively, as 

longitudinal research is often not possible, qualitative research may also be useful in 

examining these issues. However, the validity of this research would be dependent on 

therapists' abilities to rernember and distinguish between varying degrees of impact 

throughout their histoiy as therapists. 

When examining the results of the present study in regards to therapist trauma 

history, some interesting results emerged. No differences were found between therapists 

who had a history of childhood or adult trauma and pneral disruptions as measured by 

the ES. However, this present study found that those therapists who reported childhood 

physical or sexual abuse reported more disruption in cognitive schema related to self 

safety than those therapists who had not experienced physical or sexual abuse as a child. 

More interesting however, is that therapists who reported expenences of physical or  

sexual abuse as an adult experienced more cognitive disruptions in control, intimacy, 

safety, and tnist than those therapists who had not experienced abuse as an adult. This 

result suggests that experiencing abuse as  an adult may be especially important in 

understanding a therapist's reaction to doing trauma work. 

There has often been an assumption in the literature that a history of childhood 

abuse, particularly childhood sexual abuse, may have the most negative impact on the 

adult therapist (Kassarn-Adams, 1995; Pearfman & Saakvitne, 1995a; Saakvitne, 1990). 

Further, the literature has ofien focused on the potential negative effects on therapists 

who may have a history of childhood abuse (Saakvitne, 199 1). It has been suggested that 

childhood trauma is more likely to produce personality dynamics and vulnerabilities that 
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rnay increase the likelihood of being negatively effected by providing trauma therapy 

(Pearlman & Saakvitne, 1995a; Kassam-Adams, 1995). However, Iittle attention has 

been paid to the impact of experiencing physical or sexual abuse as an adult. the 

assumption being that, as an adult, one has more adequate coping mechanisms that may 

reduce the potential negative effects of such an experience. The finding in this current 

research suggests that a closer examination needs to occur regarding the impact of 

trauma in adulthood It rnay not be the potential effects of personality dynamics that 

cause therapists to be more negatively affected by providing trauma therapy. it rnay be 

that the more recent the experiences of trauma, the more the therapist is affected when 

providing trauma therapy. T'here rnay also be a factor of accommodation occurring in 

regards to histoiy of abuse. It rnay well be that if one experiences abuse as a child, one 

has already fourid methods to incorporate this information and one's schema are changed 

at a young age in regards to the view of self and the world. Furiher, an individual who 

experiences trauma in childhood rnay have developed well entrenched coping styles and 

adaptations in order to deal with abusive behaviour in general as well as exposure to 

abusive behaviour. It rnay be that those who have not experienced abuse until they are 

adults do not have the coping strategies or adaptations in place in order to deal with the 

reality of abusive behaviours and consequently experience greater disruptions in 

cognitive schema. 

T'ne research regarding therapist trauma history is quite contradictory. While 

three studies did find greater disruptions in therapists who reported a trauma histoiy 

(Battley, 1996; Kassarn-Adams, 1995; and Pearlman and Mac Ian, 1995) there were also 
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three studies which did not end any differences (Green, 1995; Schauben & Frazier, 1995; 

and Simonds, 1996). Of al1 of these studies, only Kassam-Adams (1995) distinguished 

between experiencing trauma as an adult or as a child and found that those therapists 

who reported childhood trauma were more negatively impacted when providing trauma 

therapy. However, her definition of trauma was very broad, including death and natural 

disasters. The findings of this present study provide some interesting research questions 

and certainly suggest that more detailed and exacting research be done in this area This 

rnay include M e r  research investigating the impact of abuse history which clearly 

distinguishes berneen experiencing trauma as a child and experiencing trauma as an 

adult. Further, qualitative research rnay be helpful in exploring, identifying and coming 

to a fuller understanding of the inter-relationships between trauma history as an adult or 

as a child, cognitive schema, and the provision of trauma therapy. 

Gender differences 

That women's social and cultural contexts are different than men has certainly 

been well documented (Brownrniller, 1975, Cook, 1 993; Dworkin, 1976; Kaschak, 1992; 

Kitter, 1993). As a result of the gender differences in social and cultural contexts, Cerney 

(1995) and Herman (1988) postulate that there are gender differences in the impact of 

providing trauma therapy. While this present research did not find gender differences in 

regards to Avoidance and Intrusion, gender differences were found in regards to 

cognitive disruptions. Specifically, women reported more dismptions in cognitive 

schema related to their perceptions of their own safety than did men. This finding is 

consistent with the literaîure. Kaschak (1992) argues that, because women leam at a very 



7 I 

young age that they are at risk of being violated and abused, fear and mistrust become a 

part of women's identity. Cerney (1995) and Herman (1988) suggest that because of 

women's experiences and knowledge of violence against women, women therapists rnay 

relate to their own feelings of vulnerability and fear when providing trauma therapy. It is 

not surprising therefore, to find that the wornen trauma therapists in this present study 

reported feeling more unsafe and more won-ied about their own safety than did their male 

counterparts. However, further questions emerge as a result of this finding. For example, 

it is unclear whether women therapists' dismptions in cognitions of safety result from 

providing trauma therapy or if similar gender differences regarding feelings of safety 

wodd be found in the general population of women. Given the arguments of Cemey 

(1995), Cook (1993), Kaschak (1992), and Herman (1988) it could very well be that, 

because of wornen's experience and knowledge of violence against women and children, 

and because most female socialization includes leaming about this danger and learning 

how to contend with it, women in general may be justifiably more concemed about their 

safety in the world and feel less safe then do men. It rnay be usehl for further research to 

examine this issue more closely and employ the use of control groups of male and 

female non-therapists to come to a fùller understanding of these questions. 

It is interesting to note that males therapists in this sample were found to have 

more dismptions than female therapists in self esteem. The literature shows that males 

are more oRen the perpetraton of violence against women and children (Gilligan, 1997: 

Herrnan, 1988; Kaschak, 1992; Koss, 1 990; Nolen-Hoeksema. 1990; Russel, 1986). It 

may be that male therapists stniggle with issues of gender guilt or feel less positive about 
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their male identity when providing trauma therapy, which ofien includes bearing witness 

to the effects of male violence. However, it rnay also be that male therapists who provide 

trauma therapy are more knowledgeable about issues related to male violence against 

women and children, and fûrther, are more sensitized regarding these issues. Thus, it is 

unclear whether the provision of trauma therapy is in fact the causative element of these 

disruptions in self esteem, or if sirnilar results would be found in the general population 

of males who are knowledgeable and sensitive to the issues of male violence against 

women. Again, further research utilizing control groups of male and female non- 

therapists rnay be helpful to M e r  explore this issue. 

While research shows that rnany more females than males experience abuse as a 

child or as an adult (Gilligan, 1992; Heman, 1988; Kaschak, 1992; Koss, 1990; Nolen- 

Hoeksema, 1990; Russel, 1986), the sample of males in this study reported an almost 

equal rate of experiences of childhood physical or sexual abuse as did the female 

therapists. This may suggest that the sample of male participants in this study rnay be 

somewhat different than the males in the general population. It rnay well be that males 

who have experienced violence or abuse as children are more drawn to a profession in 

the helping field or to the provision of trauma therapy in particular. However, these 

findings rnay also be reflective of a measurement issue related to the definition of abuse. 

The variable exploring abuse as a child asked participants whether they had ever 

experienced physical or sexual abuse as a chilci, and participants answered on a "yes" or 

"no" basis. Therefore, there is no way to distinguish which type of abuse the participants 

experienced. It rnay be that the male participants experienced more physical abuse, and 
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as a result of their education and experiences, may also identify physical abuse more 

readily than their non-therapist counterparts. 

Limitations 

While this present study certai-nly indicated a variety of interesting results and 

highlighted areas for further exploration and study, there are also a nurnber of limitations 

of this study. First, the sample used in this sîudy was a selected sample, not a random 

sample. Therefore, generalizability of the results must be viewed with caution and 

carefully assessed. Further, this current sarnple had a much lower mean on both 

dependent measures than published results with other therapist populations, suggesting 

that the sample in this study is different from other sarnples studied, making cornparisons 

with other research tentative. Additionally, while a response rate of almost half of the 

potential participants may seem to be satisfactory, the respondents are clearly self- 

selected and their responses may qualitatively differ from those individuals who did not 

respond, leading to a potential bias in the results. Low response rates have also provided 

limitations in previous research in this area and clearly needs to be addressed in future 

research in order to fully explore this field of study. 

A second limitation of this study is that a control group with therapists providing 

non-trauma therapy was not used. The findings should therefore not be interpreted as 

evidence that male and female therapists experience particular cognitive disruptions as a 

result of providing trauma focused therapy. Further research utilizing control groups is 

necessary to explore this further. This study also does not demonstrate a causal 

relationship between disruptions and the provision of trauma therapy. The correlational 
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nature of this study means that a causal relationship cannot be implied. It is impossible to 

detemine corn the resuits of this study the directional nature of the correlations that 

were found 

A M e r  limitation of this study is that of measurement. Although the TSI Belief 

Scale is the only known scale to measure the specific cognitive disruptions in question. 

there are certainly some difficulties with this rneasure. First, it is a long measure 

containing 80 questions. This certainly could affect participant's wiilingness to attend 

carefilly to the full rneasure. Secondly, the internal consistency of the measure appears 

to be quite variable. In this present study, the internal consistencies found on each of the 

sub-scales were rnuch lower than the internal consistencies reported by the authors of the 

scale, with one of the sub-scales having quite low intemal consistency. 'This calls into 

question the over-al1 reliability of this measure. Further, in exarnining the relationships 

between the sub-scales of this rneasure, positive correlations varying from weak to 

moderate were found This suggests that some of the sub-scales may not be clearly 

different from each other. There have also been no reported studies regarding criterion- 

related or constnict validity of the TSI Belief Scale. Clearly, as has been suggested in the 

literature (Garnble et al., 1996), this current study points to the need for fûrther 

development of the TSI Belief Scale. There are however, some potential benefits of this 

measure. It is of note that, in this study, although general distress was not related to the 

amount of trauma therapy provided, disruptions in cognitive schema were found to be 

related to the amount of trauma therapy provided. This finding tends credence to the 

notion that there may be different components of self that are variously impacted by 
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providing trauma therapy, and further, that it is possible to discriminate between these 

processes. The fact that some effects were found on the TSI Belief Scale, w5ch 

rneasures cognitive disruptions, while no effects were found on the E S  suggests that 

there may be some discriminate validity to this measure. McCann and Pearlman ( 1 9 9 0 ~ ~  

1992a7 1992b) and Pearlman and Saakvitne (1995% 199%) argue that vicarious trauma is 

a unique concept as it focuses on cognitive disruptions regarding beliefs about self and 

the world as a result of providing trauma services, as opposed to extemal behavioral 

manifestations including symptoms of avoidance and intrusion, or emotional symptoms 

of burnout. These present findings are consistent with the notion of vicarious trauma as 

cognitive disruption. Nonetheless, further developrnent of a mode1 of vicarious trauma is 

still necessary, both theoretically and empirically. The theory of vicarious trauma has yet 

to be clearly defined and the process of the developrnent of vicarious trauma has yet to 

be specified. 

Conclusion 

The findings in this study highlight some important considerations in regards to 

the impact of the provision of trauma therapy and gender differences. This study suggests 

that there may be some aspects of the impact of providing trauma therapy that are gender 

specific, while othen are not. Specifically, this research suggests that while women's 

beliefs regarding their own safety may be irnpacted by providing trauma therapy, men's 

beliefs regarding their self esteem may be negatively impacted by providing trauma 

therapy. However, hrther research using control groups is necessary to determine if these 

gender differences are specifc to trauma therapists, or are a reflection of gender 
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differences in the general population as a result of differences in social and culhiral 

contexts. 

The results suggest that gender may be an important variable when examining the 

impact of providing trauma therapy. CIearly fiuther research is necessary in order to fuliy 

explore gender differences in the impact of providing trauma therapy. However, it will be 

important that M e r  research assess and control for other population characteristics 

including age and years of experience which were found to be related to gender, when 

examining gender differences. 

In addition to exploring gender differences, this research also highlighted the 

need to consider the role of other variables in understanding the impact of providing 

trauma therapy. Abuse history is one such variable that appean to be important. While 

experiencing trauma in childhood has been explored in relation to the effect this 

experience may have on the impact of providing trauma therapy, much less attention has 

been paid to the effect that experiencing trauma as an adult may have on the impact of 

providing trauma therapy. This research illustrates that trauma history clearly warrants 

further exploration. It will be important for further research to explore the effects of 

trauma history while clearly distinguishing behveen a history of childhood trauma and 

trauma experienced in adulthood A qualitative research design may be helpfbl in 

exploring more fully the effecrs of experiencing abuse as an adult on cognitive schema 

and coping strategies. 
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Appendix A 

QUESTIONNAIRE 
The purpose of this survey is to better undentand the impact on therapists who 

help clients resolve their trauma experiences. Please try and answer each item. Thank 
you, 

For the purposes of this questionnaire, TRAUMA OR TRAUMA 
EXPERIENCES IS DEI;INED AS PHYSICAL OR SEXUAL ABUSE AS A CHILD 
OR AS AN ADULT. 

How wodd you best describe your practice setting? 
1 .- Private Practice 7 - Family Service Agency 
3. Community Health Centre 4. Abuse Centre 
5. Other - Please describe 

How long have you worked in your current job? years. 

Including your current job and your previous jobs, how many yean have you k e n  
providing therapy which is focused on helping clients resolve trauma 
experiences? years. 

On average, approxirnately how many hours per week do you spend providing 
direct client serviceskherapy to clients? hours 

Nthough many clients may have experienced trauma in their lives, therapy may 
not be focused on these experiences. On average, approximately how many hours 
per week do you provide therapy which is focused on helping clients resolve their 
trauma experiences? hours. 

On average, how many therapy clients are on your caseload at any given time? 
clients. 

On average, how many of your clients are: 
1. adult females 4, adult males 
2. adolescent females 5. adolescent males 
3. fernale children 6 -  male chitdren 

On average, how many of your clients with whom you are currendy working to 
help resolve trauma are: 

1. adult fernales 4- adult males 
2. adolescent females 5. adolescent males 
3. femaie children 6,  male ctiildren 



a) How many hours per month, on average, do you spend receiving clinical 
supervision? hours 

b) How many hours of this supervision, on average, focwes on clients with whom 
you are working to help resolve their trauma experiences? hours 

a) How many hours per month, on average, do you spend providing clinical 
supewision? hours 
b) How many hours of this supervision, on average, focuses on therapy with 
clients to help resolve their trauma experiences? hours 

Are you fernale or male? Female 1.- Male 2.- 

What province do you live in? 

What is your current age? yean 
What is the highest level of education that you have completed? (Please mark 
only one category) 

1. Less than hi& school 
2. Completed high schwl 

Counseling certificate 3.- 
4. Bachelors degree (speciQ discipline ) 
5. Master's degree (specify discipline ) 

Doctorate degree (specie discipline ) 6.- 

Have you ever attended a workshop or training on vicarious trauma? 

Have you read any books or articles on vicarious trauma? 
1. yes 2.- no 

Have you ever experienced physical or sexual abuse 
as a child? 1. yes no 2.- 
as an adult? 1. yes 2 no 



Dear Colleague; 

As a comportent of my M.S.W. Program at the University of Manitoba, 1 am 
conducting a study on the effects of providing traurna services. 1 am interested in 
examining the impact on therapists of working with clients to resolve their trauma 
experiences. 

1 have received permission fkom the Director of your agency to include the staff 
at your agency in this study. However, neither your director nor anyone else at your 
agency will know of your participation in this study. Therapists from across Canada, 
working in a variety of different agencies are being contacted to participate in this study. 
Your participation in this study is completely voluntary and confidential. You will not be 
required to identify yourself in any way. Your completion and r e m  of the enclosed 
measurement package will be considered your infomed consent for participation in this 
study. 

The data compiled from your responses will be solely used for my research. A 
surnmary of the results will be mailed to each of the participating agencies. The results 
and summary should be ready by the end of April, 1999. 

Your participation in this study is very important. Please take a few minutes and 
fi II out the questionnaire. 1 am very interested in your candid responses. This survey has 
been pre-tested and should take you approximately fifieen to twenty minutes to complete. 
I understand that your work time is very valuable and I decided that a small incentive 
might make this task a little more appealing. Consequently, you will notice that in this 
package is a small slip of paper and a small white envelope. Should you wish to do so, 
on this slip of paper, please print your first name only and a telephone number (with the 
area code) where a message can be left for you and seal it inside the small white 
envelope provided. You can then return this envelope with the completed questionnaire 
in the self-addressed, stamped envelope provided The envelope with your first name 
written inside will be kept separately until al1 of the completed questionnaires are 
retumed and 1 begin to code the data. At that tirne, a draw will occur and the winner will 
receive a S20.00 gift certificate for a selfare package of their choice. This may include 
a gift certificate for your favorite book store, bath shop or music store. Please retum your 
completed questionnaire as soon as possible as your response is very important. Should 
you require any M e r  information, please contact me at (204) 284-7525. Thank you for 
your participation in this study. 

S incerely, 



Dear Colleague; 

As a component of my M.S. W. Program at the University of Manitoba, 1 am 
conducting a study on the effects of providing trauma senices. 1 am interested in 
examining the impact on therapists of working with clients to resolve their trauma 
experiences. 

1 have acquired your name through membenhip directory of the International 
Society for Traumatic Stress Studies. Therapists From across Canada, working in a 
variety of different agencies as well as in private practice are being contacted to 
participate in this study. Your participation in this study is completely voluntary and 
confidentid. You will not be required to identiQ yourself in any way. Your completion 
and return of the enclosed measurement package will be considered your infomed 
consent for participation in this study. 

The data cornpiled from your responses will be solely used for my research. A 
summary of the resdts will be rnailed to each of the participating agencies or individuals. 
The results and summaty shouid be ready by the end of April, 1999. 

Your participation in this study is very important. Please take a few minutes and 
fil1 out the questionnaire. I am very interested in your candid responses. This survey has 
been pre-tested and should take you approximately fifieen to twenty minutes to complete. 

1 understand that your work time is very val uable and I decided that a srnaIl 
incentive rnight make this task a little more appealing. Consequently, you will notice that 
in this package is a small slip of paper and a small white envelope. Shodd you wish to 
do so, on this slip of paper, please print your fint name only and a telephone number 
(with the area code) where a message c m  be left for you and seal it inside the srnaIl 
white envelope provided. You can then r e m  this envelope with the completed 
questionnaire in the self-addresse4 stamped envelope provided The envelope with your 
first name written inside will be kept separately untif d l  of the completed questionnaires 
are returned and 1 begin to code the data. At that time, a draw will occur and the *mer 
will receive a $20.00 gifi certificate for a self-care package of their choice. This may 
include a gifi certificate for your favorite book store, bath shop or music store. 

Please return your completed questionnaire as soon as possible as your response 
is very important, Should you require any further information, please contact me at (204) 
284-7525. Th& you for your participation in this study. 

S incerely, 

Pamela Jackson 




