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VICARIOUS TRAUMA AND DISASTER MENTAL HEALTH

Vicarious Trauma and Disaster Mental Health focuses on the clinician and the impact of working with disaster survivors. Floods, hurricanes, tornadoes, mass shootings, terrorism and other large-scale catastrophic events have increased in the last decade and disaster resilience has become a national imperative. This book explores vicarious traumatization in mental health providers who respond to massive disasters by choice or by circumstance. What happens when clinicians share the trauma and vulnerability from the toll taken by a disaster with the victims they care for? How can clinicians increase resilience from disaster exposure and provide mental health services effectively? Vicarious Trauma and Disaster Mental Health offers insight and analysis of the research and theory behind vicarious trauma and compares and contrasts with other work-impact concepts such as burnout, compassion fatigue and secondary traumatic stress. It proposes practical evidence-informed personal strategies and organizational approaches that address five cognitive schemas (safety, esteem, trust, control and intimacy) disrupted in vicarious trauma. With an emphasis on the psychological health and safety of mental health providers in the post-disaster workplace, this book represents a shift in perspective and provides a framework for the promotion of worker resilience in the standard of practice in disaster management.

Gertie Quitangon, M.D., is a clinical assistant professor of psychiatry at the New York University School of Medicine and is on faculty at the NYU Public Psychiatry Fellowship. She is currently the medical director at Chapel Street Center, a community-based outpatient clinic of the Department of Veterans Affairs New York Harbor Healthcare System.

Mark R. Evces, Ph.D., is a clinical instructor of psychiatry at the New York University School of Medicine and assistant director of mental health at the WTC Health Program NYU School of Medicine Clinical Center of Excellence.
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SERIES EDITOR FOREWORD

This book is about wisdom and hope. Wisdom reflected in lessons learned and shared as professionals faced extraordinary adversities and risks well beyond their training and capacities. Hope for all of us, as no matter the adversity, we are able to rise up from where we were thrown and help the community, neighbors, and loved ones carry on and even benefit from the wake of disaster in the rebuilding.

Resilience is endurance over adversity and adaptability always towards thriving. Those who are resilient are confident in their own survival and have a strong belief and desire for their own definition of thriving. There is no settling for anything less. We are born with a set of skills that are nurtured in different degrees—with or without intention—in resource rich or not so rich learning environments, forcing us to learn how to cope. It is easier for some than others. We only now understand the complex dynamics of trauma resilience.

It is then, with considerable enthusiasm that the Editorial Board and I welcome Gertie Quitangon and Mark R. Evces’s Vicarious Trauma and Disaster Mental Health: Understanding Risks and Promoting Resilience to the Psychosocial Stress Series. The Series was established in 1978 with the publication of Stress Disorders among Vietnam Veterans. Both books share common cores of focus: stress, trauma, resilience, research analysis, and theoretical innovation.

Dr. Gertie Quitangon is the Medical Director at Chapel Street Center, a community-based outpatient clinic of the Department of Veterans Affairs New York Harbor Healthcare System. She is a Clinical Assistant Professor of Psychiatry at the New York University School of Medicine and on faculty at the NYU Public Psychiatry Fellowship. She also holds a private practice in Manhattan.

Right before the September 11 attacks in 2001, Dr. Quitangon received a house staff grant for a pilot study on vicarious traumatization in child psychiatrists and psychologists in training. She subsequently conducted a study exploring vicarious traumatization in mental health professionals who provided services to 9/11 victims and has presented at local and international conferences including the annual meeting of the American Psychiatric Association (APA). She is an elected Fellow of the APA.

Dr. Mark R. Evces is Assistant Director of Mental Health at the NYU School of Medicine World Trade Center Health Program Clinical Center of Excellence, established to provide care for 9/11 first responders. He is also a Clinical Instructor of Psychiatry at the NYU School of Medicine, where he provides and supervises psychotherapy.

Dr. Evces completed a doctoral degree in Counseling Psychology at the University of Georgia and a clinical internship at NYU-Bellevue Hospital Center. He was a postdoctoral fellow and chief intern at NYU-Bellevue Hospital Center before assuming a full-time position as a psychologist in the NYU Department of Pediatrics, Division of Pediatric Infectious Diseases. Dr. Evces maintains a private practice in Manhattan and consults with organizations seeking to prevent and address employee burnout and vicarious traumatization.

This book represents the cutting-edge of trauma scholarship and practice because it focuses on worker resilience of those exposed to high-stress jobs involving suffering people. In the context of disaster resilience, understanding the risks enables us to be prepared when we face them; to be prepared mentally and physically. Disaster preparedness is a common theme in disaster management standards of practice. I urge the reader, therefore, to consider the importance of the title of this new and innovative book: Vicarious trauma—the trauma by association with the traumatized; trauma generated by human empathy toward the traumatized; it is challenging to measure because of its subtle nature and the importance of culture and context of both those in harm’s way and the vicarious trauma from working with them.

We are now in our second decade of study in resilience. We are now benefiting from the summary and applications of these studies toward enabling practitioners to transform the lives of the traumatized from being burdened by the past to being inspired by the past.

This book is also part of the emergence of modern disaster management with standards of practice that focus on the caregiver as well as the trauma survivors. Disaster management and mitigation operational plans now include effective training, education, preparation, coaching, supervision, guidance, and support for those who do the work of recovery and who are vulnerable to behavioral health challenges.

I wish to congratulate the editors and those who contributed to this potential game changer in effectively expanding our disaster mental health attention to include vicarious trauma and other challenges of those working with survivors. We are all the better for this shift in the field that is promoted by this important book.

Charles R. Figley, Ph.D.

Series Editor

Tulane University Kurzweg Chair in Disaster Mental Health

New Orleans
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Introduction

Gertie Quitangon and Mark R. Evces

DOI: 10.4324/9781315761343-1



In becoming intimate with tragedy, terrible losses, and immense heartbreak, disaster mental health workers absorb psychological pain and despair. This can lead to their own difficulties with self-regulation and perspective.

(Halpern & Tramontin, 2007, p. 11).



Vicarious Trauma and Disaster Mental Health: Understanding Risks and Promoting Resilience shifts attention to the mental health clinician and the impact of disaster mental health work. With the increase in both natural events and incidents of mass violence over the past decade that propelled the evolution of disaster mental health, the ethical principle “First do no harm” from the Hippocratic Oath applies to mental health providers as it does to patients. As mental health providers take on many different roles and responsibilities and learn new models of providing trauma-informed care throughout the disaster timeline, there is a growing need to address the unintended negative impact of the work on providers, first, for their overall wellness and safety and, second, for them to perform their roles effectively.

The original concept of this project was a casebook on vicarious trauma and 9/11 as both editors have had unique perspectives on the psychological impact of the unprecedented catastrophic event on friends, colleagues, teachers and mentors in the mental health field acutely and long term. On the tenth-year anniversary of 9/11, New York City paid tribute to the occasion by holding forums graced by leading experts on every facet of life changed by the tragedy, and at a 9/11 mental health conference held at the New York Academy of Medicine, the first question from the audience was “What about vicarious trauma?”. It was in the mind of a clinician representative of others whose line of work involves bearing witness to intimate details of adversities disclosed in the confidence of a therapeutic relationship. What were the lessons learned on vicarious trauma a decade after 9/11? In the following year, Hurricane Sandy battered the East Coast, there was a school shooting in Newtown, Connecticut, and a bombing at the Boston Marathon finish line. In New York, both editors witnessed up close the laudable disaster response to Sandy at Bellevue Hospital Center, NYU-Langone Medical Center and the VA-New York Harbor, honed by 10 years of intense and repeated disaster preparations in the city from 2001 after 9/11 to 2011 when Hurricane Irene hit. But the question remains, what about vicarious trauma? In response to the recent spate of disasters, the editors decided to expand the book to vicarious trauma (VT) in mental health providers and disasters of all kinds. The challenge was to write a book on VT that is both academically rigorous and has practical application given the limitations in existing research. The editors present a wide view of the field while remaining close to the individual experiences of clinicians “on the ground” who have experienced the effects of disaster response work first hand. This book is for individual clinicians who would like to further understand the theoretical rationale for VT and the practical applications of concrete steps to manage identified challenges. It is for managers, supervisors, and administrators who play an active role in the management of employee health, work performance, and productivity and who are interested to advance mental health in the workplace by taking meaningful action in promoting resilience and addressing VT. It is also for researchers who are tasked to design innovative research studies on workplace mental health that can provide conceptual and empirical validation of VT in the post-disaster context. The editors hope that this book will contribute to a larger effort in promoting resilience in mental health providers compelled to work with survivors of overwhelming traumatic challenges.

This book is organized in five sections: Section I, “Understanding Vicarious Trauma,” Section II, “Understanding Disasters,” Section III, “Understanding Vicarious Resilience,” Section IV, “Managing Vicarious Trauma in Disasters,” and Section V, “Navigating Resources in Vicarious Trauma and Disasters.” The “Personal Reflections” section woven in between chapters are personal essays written by mental health providers who were exposed to a massive traumatic event. Each essay tells a story from the perspective of the person behind the clinician who lived through a disaster.

In the first section, chapter 1 
provides readers with the theory, etiology, and presentation of VT as a normal response to indirect exposure to trauma via empathic engagement with patients based on over 20 years of research literature. It reviews the construct and compares and contrasts vicarious trauma with other work-impact concepts such as burnout, compassion fatigue, secondary traumatic stress, and countertransference. Vignettes are used to illustrate the concepts and the chapter closes with challenges for further research and intervention. Chapter 2 discusses the findings of a study conducted on a group of mental health professionals at St. Vincent’s Hospital in Manhattan on the first-year anniversary of 9/11, and it reviews the literature on the impact of providing services to 9/11 victims 10 years later. Risk and protective factors are identified but further studies are warranted before any conclusion can be drawn due to the lack of conceptual clarity and methodological limitations across all existing studies. The concept of VT has been studied for over two decades and while no one disputes the importance of the topic, barriers to addressing the issue persist. Chapter 3 explores significant challenges that individuals and organizations face in tackling vicarious trauma.

The increase in frequency and magnitude of disasters globally has raised awareness of the impact of catastrophic events and highlighted the challenges of disaster response and recovery. Section II begins with Chapter 4, an overview of the disaster context—definitions and types of disasters, the phases of disasters, types of disaster exposure and the US disaster response system. It also discusses the role of mental health providers at various stages of the disaster timeline. Chapter 5 describes the history and evolution of Psychological First Aid (PFA). It discusses the theory behind PFA, as well as its goals and principles, its strengths and limitations. The context of early post-disaster intervention does not lend itself to applying a full array of treatment strategies and this factor may contribute to vicarious traumatization, when mental health providers cannot meet their own expectations about what their efforts can achieve in the context of immediate post-disaster intervention. Future directions in the field of immediate post-disaster intervention are also discussed. Chapter 6 compares the federal disaster behavior health response to several large-scale events such as the terrorist attacks of 9/11, the Newtown school shooting, the Boston Marathon bombing, Hurricane Katrina, the Joplin tornado, and a huge spate of other tornados that tore through the southern section of the US in 2011. Mental health providers, substance abuse counselors, faith-based workers and other community volunteers are being called for multiple and longer term disaster mental health deployments than ever before even though they are disaster survivors themselves. The disaster preparedness and training activities conducted in communities can have a significant impact on the development or mitigation of vicarious traumatic effects on disaster mental health responders. Chapter 6 also discusses the federal disaster behavioral health response, the risks to responders, as well as making meaning, attending to self-care and enhancing resilience.

Section III features the positive aspects of trauma work that can enhance professional development and satisfaction. Chapter 7 covers the formulation of the concept of vicarious resilience, or posttraumatic growth, as a process by which clinicians experience positive transformation and empowerment through their empathic engagement with victims of trauma (Hernandez, Gangsei, & Engstrom, 2007). Chapter 8 evaluates the positive perception of self and abilities, positive acceptance of changes to self as a result of working with victims of trauma, the role of organizational support, involvement with family, peers, and leisure activities, and religion and spirituality. Chapter 9 illustrates the work of mental health clinicians by discussing case examples of victims of military, civilian, and mass trauma. Both risk factors for developing symptoms of vicarious trauma and protective factors promoting vicarious resilience are highlighted. Particular attention is paid to the factors associated with vicarious resilience outlined in previous chapters.

Section IV offers concrete steps in the evaluation and management of VT. A number of self-administered tools which assess symptoms of vicarious trauma are available for mental health professionals. Chapter 10 provides an overview of these tools including their development, scoring instructions, and psychometric properties. The use of one of these tools at regular intervals may help with the early identification of a potential problem and, while not to be used as diagnostic tools, they may be used to determine the need for further investigation and intervention. Chapter 11 reviews the core schemas that are most vulnerable to disruption through vicarious traumatization as delineated by Pearlman and Saakvitne (1995) and discusses self-care and organizational strategies that have conceptual and empirical support for addressing these disruptions. Therapists and other helping professionals who dedicate a large part of their work life to the care of trauma survivors are vulnerable to the disruption in their core schemas about self, world, and others. Self-care strategies that are targeted at building resilience in these areas are identified. chapter 12 proposes a practical framework for organizations to systematically address vicarious trauma and build resilience in mental health providers who respond to large scale disasters by choice or by circumstance. Studies have suggested that interventions such as providing opportunities for peer consultation (Figley, 1995; Pearlman & Saakvitne, 1995), increasing professional support and frequency of individual supervision (Brady, Guy, Poelstra, & Browkaw 1999; Follette & Batten, 2000), and maintaining a balanced caseload (e.g. Chrestman, 1999) may reduce symptoms of VT among disaster mental health disaster workers. These approaches, together with strategies for worksite health promotion and occupational health and safety that are backed by research evidence are tailored to prevent and mitigate disruption of the trauma-focused schemas of safety, esteem, trust, control, and intimacy throughout the disaster mental health response timeline. It is hoped that these organizational approaches will lay the groundwork for the development of research and best practices that decrease the risks of vicarious trauma and promote resilience in disaster mental health response.

The last section is devoted to citing useful resources for mental health providers. Chapter 13 provides an objective account of the nature of services offered on VT by a wide range of organizations as well as a summary of works available through print and electronic resources. Relevant literature can be useful in building a broader base of understanding of the phenomena of vicarious trauma, secondary traumatic stress, and compassion fatigue and can be used as an adjunct to this book. Chapter 14 outlines the roles of major organizations—multiple tiers of government, private and non-profit organizations, both locally and internationally—as providers of mental health services to victims of disaster. Functions include enhancing disaster preparedness, providing direct psychological first aid, and at times providing longer term follow up. In addition, organizations are involved in research, service coordination, and training of responders to further develop a robust resource pool.

Helping others can motivate and inspire but it also has the potential to do harm. Repeated exposure to human suffering can take a toll on mental health providers, particularly in the post-disaster context when clinician resources can be depleted from increased caseloads of traumatized patients and disruptions of the normal course of life. There is a gap in the understanding and management of vicarious trauma that cannot be filled by the reification of a new “disorder” or the blaming of trauma survivors or clinicians who do not become models of self-care and a balanced life. Rather, the mental health field, particularly in the area of crisis and disaster response, must continue to find ways to understand the risks and address the impact of intense and repeated exposure to the most difficult of human experiences. The editors believe that vicarious trauma can and should be addressed proactively to manage risks, deviate from the potential adverse impact and steer towards the intangible rewards of delivering services to disaster victims. This book advocates for the psychological health and safety of mental health providers and offers a framework for the promotion of worker resilience in the standard of practice in disaster management.
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Susan worked in a mental health clinic serving World Trade Center survivors. She previously worked in an outpatient mental health clinic in an urban hospital center, and she considered herself to be developing as a specialist in treating trauma. In an effort to keep up with the latest treatment research, she actively engaged in continuing education and supervised training in several evidence-based interventions. Though at times her work was draining and the administrative demands frustrating, Susan enjoyed working with her patients and cared deeply for them. She was working in lower Manhattan when the 9/11 attacks occurred and found helping others recover to be a part of her own healing process. Over time, as she heard story after story of death and destruction related to the WTC attacks, Susan began to find herself dwelling on her patients’ experiences. She became increasingly concerned about another terrorist attack and tried to convince her partner that they should live outside of the city. When asked why she wanted to move, Susan responded, “Now that I know what people are capable of, I realize it’s just a matter of time before this happens again. It’s not safe to be here.”


Introduction: Direct versus Vicarious Trauma

Psychological trauma is, by nature, overwhelming. Extreme threat and loss flood the normal processes of human experience. Basic functioning such as perception, memory, and emotional experience become unreliable, compounding the traumatic event’s initial threat to stability, predictability, and safety. Fundamental beliefs and assumptions about the world, our relationships and ourselves can be transformed, sometimes permanently so. For many, trauma eventually leads to a greater appreciation of life and a deeper sense of meaning. However, shifts in meaning following a trauma can also cause significant distress, and the consequences can be severe.

Traumatic events, those involving actual or witnessed threat to life and safety, are both statistically common in human experience (Norris, 1992) and uniquely out of place in a survivor’s life. While the vast majority of people who experience or witness a traumatic event recover, many do not do so without treatment (Kessler, Sonnega, & Bromet, 1995). Survivors who are unable to successfully integrate traumatic events become stuck in a cycle of intrusive, distressing memories and attempts to avoid those memories (Horowitz, 2011). The accompanying intense emotions such as fear, anxiety, anger, shame, and guilt become too much to bear. The words that would describe and integrate the meaning of the trauma become unspeakable.

The nature of helping others heal from trauma includes speaking of the unspeakable. Most mental health treatments for traumatized patients involve some form of exposure to trauma-related material including memories, thoughts, and emotions (e.g. Foa, Steketee, & Rothbaum, 1989; Resick & Schnicke, 1993). While the intent of patient exposure is to relieve posttraumatic stress, in facilitating exposure the treatment provider is secondarily, or indirectly, exposed to the survivor’s traumatic material. In contrast to primary or direct exposure, in which an individual experiences or observes a threat of or actual harm or loss, secondary exposure involves exposure to the traumatic memories, thoughts, feelings, and behaviors of others. Helping professionals become indirectly exposed to the traumatic experiences of their patients via graphic descriptions of death and disaster, senseless and brutal acts, and random acts of destruction. There is little doubt among clinicians that helping people recover from trauma impacts everyone involved: survivors, their family and friends, and treatment providers from a variety of occupations (Figley, 1989). Secondary, or indirect, traumatic exposure is not limited to mental health providers. Anyone who repeatedly and empathically engages with traumatized individuals can be at risk for distress and impairment due to indirect exposure to others’ traumatic material. The results of indirect, occupational trauma exposure are increasingly considered in diagnostic classification. Recent changes in the definition of Posttraumatic Stress Disorder include specific mention of experiencing “first-hand or repeated exposure to aversive details of the traumatic event (not through media, pictures, television or movies unless work-related)” (American Psychiatric Association, 2013). The addition of symptom Criterion D, negative alterations in cognitions and mood, includes “persistent (and often distorted) negative beliefs and expectations about oneself or the world.”

Many occupations involve repeated exposure to aversive details of others’ traumatic experience. Most obvious are first responders, and medical and mental health professionals, whose job duties include exposure to the details of survivors’ traumatic memories and distress. Volunteer helpers, social service workers, lawyers, and the clergy may also be indirectly exposed. Professional helpers rely on training and professional experience to manage any unintended or overwhelming negative effects they may experience as a consequence of indirect trauma exposure. However, in the event of the collective trauma associated with large-scale disasters, it is more likely that many workers will experience sudden, repeated, and intense indirect trauma exposure. Even the most experienced and well-trained clinicians may feel overwhelmed if the level of indirect exposure exceeds their ability to cope. Many will lack the training and support for prevention and remediation of any lasting effects. Whether it’s a gradual accumulation, as in clinical outpatient work, or the sudden and enveloping collective trauma of large-scale disaster response, clinicians often find themselves engaging with some of the most painful aspects of human experience (Palm, Polusny, & Follette, 2012).

There is little doubt that exposure to the suffering of others can have an impact on people. This is not to be confused with blaming a trauma survivor: it is the traumatic material, not the traumatized person that is the source of distress related to a helping professional’s indirect exposure. Anecdotal and empirical data indicate that clinicians can be professionally and personally affected, even impaired, by working with traumatized clients (Elwood, Mott, Lohr, & Galovski, 2011; Sabin-Farrell & Turpin, 2003). Several constructs have appeared in the literature to describe these effects of indirect trauma exposure on professional helpers. However, recent reviews describe a lack of conceptual clarity and consistent empirical evidence to describe the effects of indirect trauma exposure on professional helpers ( Baird & Kracen, 2006; Elwood et al., 2011; Jenkins & Baird, 2002).

To address this apparent contradiction between anecdotal experience and academic research, this chapter will review and present examples from peer-reviewed journals of constructs of the effects of indirect trauma exposure on professional helpers: vicarious trauma (VT), burnout, secondary traumatic stress, compassion fatigue, countertransference, and shared trauma. An emphasis will be placed on VT as its effects can disrupt deeply held beliefs, assumptions, and expectations. Other indirect trauma-related constructs are not specific to professional helpers (e.g., burnout), not specific to work with trauma survivors (e.g., compassion fatigue), short-lived (e.g., countertransference), or not due to repeated exposure (e.g., secondary traumatic stress). VT is the only construct that specifically describes the cumulative, long-lasting effects on professional helpers working specifically with trauma survivors.


Vicarious Trauma: A General Pattern

McCann and Pearlman (1990) first described VT, or vicarious traumatization, as changes in a therapist’s inner world resulting from repeated empathic engagement with clients’ trauma-related thoughts, memories, and emotions. VT often specifically refers to negative changes in a professional helper’s fundamental beliefs about the world, self, and others (McCann & Pearlman, 1990). The cumulative effects of empathically engaging with survivors while they relate their most difficult experiences can deeply affect and even impair clinicians. In some cases, helpers experience PTSD-like intrusive images of their patients’ traumatic material, and other sensory and behavioral disruptions. Helpers may also begin to feel the fear, mistrust, and isolation of their patients in a way that is personal, deeply affecting, and difficult to recover from without help. Particular emphasis continues to be placed on beliefs related to basic human needs for safety, self-esteem, trust, control, and intimacy. VT has been described as a common, long-term response to working with traumatized populations, and as part of a continuum of helper reactions ranging from vicarious growth and resilience to vicarious traumatization and impairment. Its originators hypothesized that VT is widespread in the helping professions and when not addressed could be detrimental to the well-being and effectiveness of clinicians and organizations.



Prevalence

In reviewing 10 years of secondary traumatization research across 41 studies, Elwood et al. (2011) identified 10 different assessment instruments used to measure variously defined constructs of secondary trauma symptoms, including VT. The Traumatic Stress Institute Belief Scale (TSIBS; Traumatic Stress Institute, 1994) and subsequent revisions (Revision L; Pearlman (1996)); and the Trauma Attachment Belief Scale (TABS; Pearlman (2003)) measure frequency and severity of VT among helping professionals (see Chapter 11). Reviewed studies reported TSIBS scores among various populations as well as correlations with other measures of secondary traumatization. Frequency and intensity of secondary trauma effects varied widely. However, the studies reviewed did not report means for TSIBS or revised versions, preventing specific conclusions about the prevalence of VT.

Elwood et al. (2011) concluded that there is insufficient evidence of a significant correlation between secondary traumatization and therapist exposure to traumatic material, therapist trauma history, or professional role as a trauma therapist. However, trauma therapists do experience specific areas of distress. There is a lack of consistent evidence to support the notion that trauma therapists are more generally distressed than others in the helping professions, such as therapists with little or no cases of traumatized patients, or social service workers who are not providing psychotherapy. The prevalence of distress and impairment associated with indirect exposure, including changes in the trauma-related schemas of those helping trauma survivors is basically unknown and more research studies are needed.



Etiology and Presentation

Pearlman and Saakvitne (1995) conceptualize both direct and indirect (vicarious) traumatization using a constructivist self-development theory (CSDT) of personality, integrating psychodynamic and constructivist theory, and cognitive theories of social learning and cognitive development. From the constructivist perspective, individuals actively create meaning out of their experiences, constructing narratives in order to adapt to an ever-changing world and to maintain personal and interpersonal stability. CSDT defines direct traumatization as a disruption of human development and adaptation. A survivor’s most basic assumptions about the world can be transformed when those assumptions are violated by traumatic experience; however, most survivors are able to successfully cognitively assimilate and accommodate a trauma’s meaning. For some, however, adaptive attempts to construct meaning lead to distress and impairment. As listed previously, CSDT conceptualizes five categories of beliefs fundamental to human development and adaptation: safety, self-esteem, trust, control, and intimacy. Disruptions in these schemas can result in distress and impairment. The basic predictability and safety of the world become suspect or lost. People seem more capable of cruelty. Trust in others becomes difficult or impossible. An individual’s specific posttraumatic adaptations are shaped by the interaction between the specific circumstances of a traumatic experience, the survivor’s personality and personal history, and social and cultural context. Specific aspects of the developing and adapting self that are affected by trauma exposure are presented in Table 1.1.

TABLE 1.1 Constructivist Self-Development Theory: Aspects of the Self Impacted by Psychological Trauma, and Corresponding Examples of Vicarious Traumatization (Adapted from Pearlman & Saakvitne, 1995)


	Aspect of Self Affected
	Examples of Symptoms of VT





	Frame of Reference
	



	• Worldview
	“My view of the world has changed: most people don’t care about other people.”



	• Identity
	“Being a therapist was part of my identity. Now I’m not sure who I am.”



	• Spirituality
	“I had a sense of purpose and a connection to a greater meaning in life. Now, I feel lost and disconnected.”



	Self Capacities
	



	• Tolerate Strong Affect
	“I just can’t be around strong feelings anymore, including my family’s.”



	• Maintain Positive Sense of Self
	“I don’t think I’m very effective at helping others.”



	• Maintain inner sense of connection with others
	“I feel distanced from my clients and the people in my personal life. I feel lonely.”



	Ego Resources
	



	• Self-Awareness skills
	“People are telling me I’m becoming cynical, but I’m sure I’ll know when I’m affected by my work.”



	• Interpersonal and self-protective skills
	“My colleague and I don’t get along anymore. I can’t tell her about my work anymore without feeling criticized.”



	Psychological Needs and Related Cognitive Schema
	



	• Safety
	“I have trouble walking home now. It’s too dangerous.”



	• Esteem
	“I’ve failed my clients. They need someone better than me.”



	• Trust
	“I don’t date anymore. You can’t trust anyone to tell you the truth about themselves.”



	• Control
	“I don’t know if either of us could control our anger if I expressed myself to my coworker.”



	• Intimacy
	“My wife and I don’t really talk anymore. We’re just too busy, I guess.”



	Memory System
	



	• Verbal
	“I can’t remember our session from last week.”



	• Affect
	“I can tell you about my patients, but I’m having trouble identifying my feelings about them.”



	• Imagery
	“I can’t get the image of my client running from the building collapse out of my mind.”



	• Somatic
	“I’ve been away from work for a week with lower back pain.”



	• Interpersonal
	“I feel like I’m bullying my clients, like I’m interrogating them.”





From the CSDT perspective, VT is a disruption of clinicians’ efforts to adapt to repeated exposure to their patients’ traumatic memories and emotional responses, in the context of empathic engagement. Story after story of human suffering begins to affect the way the clinician sees themselves, others, and the world. Like the survivor of direct trauma, the clinician adapts to and makes meaning of exposure to intense emotional pain. If so many people have been assaulted, the world must be a very dangerous place. Most people are cruel. I can never feel safe. As in direct traumatization, efforts at adaptation can also lead to posttraumatic growth and vicarious resilience. I can make a difference in other people’s lives. People are resilient. The world is full of stories of positive transformation. These shifts in beliefs may be a normal consequence of indirect exposure, often resolving on their own and without lasting effects. Proactive measures such as self-care, maintaining manageable caseloads and competent supervision measures protect vulnerable clinicians from lasting, negative impact. However, some negative effects on inner experience may persist, leading to distress and impairment associated with VT and indicating intervention (Quitangon, Lascher, DeFrancisci, Rovine, & Eth, 2003).

The majority of VT literature has focused on changes in trauma-focused schemas (e.g. safety, esteem, trust, control and intimacy) as a primary outcome, rather than the full range of aspects of self as described by Pearlman and Saakvitne (1995). The Traumatic Stress Institute Belief Scale (TSIBS; Traumatic Stress Institute, 1994), for example, assesses changes in schemas of safety, self, and others, and does not query for intrusive, avoidant, or hyperarousal symptoms also associated with VT. A focus on changes in fundamental beliefs about the world, self, and other, sets VT apart from other similar constructs such as compassion fatigue and burnout. Intrusions, avoidance, and hyperarousal are more often associated with secondary traumatic stress and compassion fatigue (e.g. Figley, 1995), described later in this chapter.

In their comprehensive review of VT and related constructs, Sabin-Farrell and Turpin (2003) describe other possible mechanisms for VT including countertransference, empathy, emotional contagion, cognitive theory, and organizational/work and therapist factors, including therapist history of trauma. Others have speculated that VT is the result of emotional and physical exhaustion 
(Devilly, Wright, & Varker, 2009), as in burnout, or is better explained by failures of the clinician to effectively manage the therapeutic relationship (Hafkenscheid, 2005). Neurobiological aspects of empathy have also been considered to play a role (Rothschild & Rand, 2006). As there is no clear consensus on the active mechanism leading to VT, there is also no consensus regarding risk factors, though researchers have identified therapist history of personal trauma (Baird & Kracen, 2006) and caseload size (Creamer & Liddle, 2005) as potential factors.



Other Effects of Helping Trauma Survivors

There are a variety of perspectives and constructs describing the effects of one person being exposed to another’s distress. The section below includes the more commonly described concepts and is not intended to be an exhaustive list. Others, including counter-trauma (Gartner, 2014), projective identification (Klein, 1946), and the role of empathy response (Rothschild & Rand, 2006) are relevant and important but are not included in this chapter.



Countertransference

Mike felt strong protective feelings for his new patient, a female Army officer who presented for treatment of combat trauma.
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