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PREFACE

This portfolio is a documentation of how the required competencies for the Professional
Doctorate in Health Psychology degree at City, University of London were met. It includes
examples of how Health Psychology framewsodnd approadts were incorporated and
implemented duringny academic and clinical works atraineehealth psychologist The
individual competencies that are included in the present portfolio are: (1) research; (2) generic
professionapractice (3) consultancy; (4pehaviour change interventioand (5)teaching and

training.

The research thesis expleréhe phenomenon oficarious traumatisation among
SV\FKRORJLVWY LQ WKH %ULWLVK 1DWLRQB®loringtheD WK 6 HL
LPSDFW RI FOLHQWVY GrpsychoRyistsUkdiking in iveUNaboRdD Health
Service:a qualitative studyMore specifically, the present thesis tries to highlight and clarify
the impact of FOLHHJ W XUH WR WUDXPDWLF HYéngWiWeRaprse VI\FKR O

of their work.

The internationally peereviewedBritish Medical Journal Open Diabetes Resch
and Care publishedthe systematic reviewhat is included in this portfoliabout the role of
plantbased diets in managing diabet@saddition, the publication of the study attracted the
attention of several media (e.g. American Broadcasting Coympg@olumbia Broadcasting
6\VWHP 1DWLRQDO %URDGFDVWLQJ &RPSDQ\ DQG XQLYHU
York University, Rush University Medical Center, University of Exeter, University of
Glasgow, University of ToronjoA second article thatxplores the phenomenon of burnout
amongmental health professionals is goind®submitted for publication to theternational

Journal of Clinical and Health Psychology

Through my placement at the Psychology Department of the West London Mental
Health(WLMHT) NHS Trust | developd my psychologicalevaluatiorand research skillas
well as my critical thinking and interpretations of resultwas involved with different teams
and managed to work with many different populations that greatly expandedpasience
and knowledge. | was directly involved in psychological assessments, formulations, treatment
plans and interventions as well as theinly to service users. In additiohwas directly
involved in the treatment planof clients with complexpsychological and physical health
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issues. That provided me with the skilb adopt a more spherical and holistic approach as a
healthcare professional as my approach was focused not only to the psychological symptoms
of the person but also to any comariphysical issues. A consultancy was designed and
delivered for a communitpased mental health organisation and aimed to raise psychological
awareness to both service users and.dtafiddition, a cognitive behavioural therapy (CBT)
intervention was téored and implemented to adults with depression comorbid with Type 2
diabetes (T2D) at WLMHT. For the training aspect of the doctorate, | designed and delivered
a sevenKRXU ZRUNYVKRIiS8g WthWearting disabilities and schizophrerffia W R
WestminstH U 6 R Fdtdff VThg ®im of the workshop was to raise psychological awareness
among the staff and cause behavioural change in praEticethe teaching purposes two
lectures were planned and delivered: one to the Master of Science Health Psychdiegg stu

of City, Universityof London which focused oV Hribaet of screeninf DQG WKH VHFRQCG
was deliveredo the medical students of Imperial College Londbhis lecture was provided

on a monthly basis and addressieel role ofpsychologists angsychological therapies in the

NHS.

Through the Professional Doctorate in Health Psychology trainimgs enabled to
better understand and utilise frameworks and theories of health psychology in order to facilitate
behavioural change in individuals. Thiectoral traininghelped me to grow not only
professionally, but personally as wdlllearnt tobe independent in organisingy time and
work. Furthermore | learnt to bea dependable colleaguand team membemnd very
responsite with regard to patientace. My future plan is to pursue a role working within the

NHS, to raise psychogical awareness and redugpes of inequalities in healthcare.

16



Section B: Research

([SORULQJ WKH LPSDFW RI FOLHQWVY GLV
psychologists working in the National Health Service:

a qualitative study

17



ABSTRACT

Objective: Given the identified gaps and inconsistencies in the literature the current(&fudy:

uses the conceptualisation of VT to investigatdhighlight the potential effects of exposure

WR FOLHQWVY WUDXPDWLF GLVFORVXUHV Rémp®W\BKRORJL
gualitative methodology for aniGHSWK H[SORUDWLRQ RI SDUWLFLSDQ!
recruits a relatively homogeneous sample to improve the accuracy and quality of the resultant
data

Methods: Nine qualified psychologists with working expence in the NHS were recruited

through snowball sampling and personal netwofkslitative data was collected using semi
structured interviewslInterviews were audio recorde transcribed and analysed using
Interpretative Phenomenological AnalydBA).

Results: Two superordinate themes emerged entittpdd KH L P S B 6 WHIGUmati§
GLVFORVXUHV RQ W& H'HFDOREIQRFCRLAVAMNMIE disclosures in the
NationalHealthService F R Q WI'Hieg fisf[superordinate theme produced 4 silibate themes

entitted ut3V\FKRORJLFDO DQG, $IKXH\F\U DR QH Q & WEIHRR RHID O\ \D\Q 6P
UHODWLRQbdu &RSDE W ® HFK® sgtovidPddfferordinate theme produsied
subordinate themes entitted-RE H[S HF WX ISRQMY W&DOW HORH@VH RI
VDIHMAXOWXUH abd)l OXREQEGHUDWLRQV R MHeP&titRants@ad V\V W H |
experienced vicarious trauma symptoms such as disruptions in their cognitive schemas,
nightmares, intrusive thoughts and images, altaratin their sense of safety for themselves

and significant others, changes in their worldviews and loss of trust.

Conclusiors: The participantgepored symptomsthat suggest the presencé VT. They

mentiored cognitive disruptions and alterations of their beliefs, sense of safety, worldviews,

trust towards others, job satisfaction and, sometimes, motivation, among others. In addition,
participants reported organisatiomgivironment challengesich adeavy caeloads, lack of

cultural awareness, decreased sense of safety at work, unmet job expectations, lack of space

and time for reflection and a general lack of specialised support within organisations.
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1.0INTRODUCTION

1.0.1 Rationale for present study

The author of this study undertook his training placement in the mental health services
of West London Mental Health National Health Service (NHS) Trust, whertgtertook
supervised work with individuals who had experienced trauma in their lifetimeswearg
torture, sexual abuse) and was exposed to distressing discloguesic details and, in a
number of cases, photographs. As a result, the author developed an interest in the field of
trauma and began to investigate and study it further in ordber better equipped to work with
survivors of trauma. He came across research that suggested that professionals who work with
trauma survivors and are exposed to detailed traumatic accounts can experience symptoms of
trauma (Webb, 2015; van der Kolk, 201RBigley, 2002; Pearlman & Saakvitne, 1995).
Research proposes a number of different constructs for-metated trauma: vicarious
traumatisation (VT) (McCann & Pearlman, 1990), compassion fatigue (CF) (Figley, 1995;
Stamm, 1995), secondary traumatic stréS§S) (Figley, 1995) and pestiumatic stress
disorder (PTSD) (American Psychiatric Association [APA], 2013)e present study will
analytically and critically explore VT as it offers a full theoretical framework for understanding

and assessing the etfe of traumatic disclosures on professionals.

The reasons for conducting this research are (1) a gap in VT literature, (2) the identified
inconsistencies in VT research and (3) an increase in the number of trauma cases making up
1+6 SV\FKROR Jadg \As\afresul ¥fHaQige in individuals experiencing at least one
traumatic event and the underfunding of NHS mental health services. It is predicted that the
research results will provide valuable insight into &I its potential impact on professionals
exposed to repeated traumatic disclosures. In addition, the findings will further assist

professionals to increase their awareness about the consequences of trauma work.

1.1What is trauma?
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1.1.1 Defining trauma

The wordtraumaoriginates from the Greek verd 2!+ 1(ti&osko), which meant
injure and, in its passive formbeing woundedat physical and/or psychological level
(Schimmenti, 2017; Berger, 2015). Trauma is not clearly defined and its meanings include
psychologicabnd physical injury as well as the incident that caused this injury (Brend, 2014,
Courtois & Ford, 2009). While physical trauma mightamur with psychological trauma, and

often cause it, the focus of this study will be on psychological trauma.

The tem trauma has been used interchangeably in literature to outline (1) the event that
occurred, (2) the experience of the individual during exposure to the event and (3) the
LQGLYLGXDOYV UHDFWLR Q \petr&unviti(boéutdf@dditing bii@Hthez KHW K H
immediate aftermath of the event) mwsttraumatic(occurring weeks, months or years after
the event) (Berger, 2015; Courtois & Ford, 2009). For example, the American Psychological
Association (2020) describes trauma as an emotional resporeséetrible event, like an
accident, rape or natural disaster, that has the following characteristics: (1) immediately after
the traumatic event, shock and denial are typically experienced by the individual and (2) the
L Q GLYL G XDterhWwespdrRsgshidiitle unpredictable emotions, flashbacks, strained
relationships and physical symptoms, such as nausea and headaches. Notably, this definition
GRHV QRW UHIHU WR pHYHQWVY EXW UDWKHU WR pHYHQWY
term childhoodabuse and neglect or continuous domestic violence. In addition, other types of
traumatic experiences, such as collective trauma, intergenerational trauma or systemic abuse,
are overlooked by this definition (Brend, 2014). Horowitz (1989), meanwhile, bedcri
WUDXPD LQ D EURDGHU ZD\ DV D VXGGHQ DQG IRUFHIXO HY
UHVSRQG WR LW ZKLOH FRQWUDGLFWLQJ RQHTV ZRUOGYL
added that trauma does not need to include an actual physitaiharder to occur. In a more
inclusive definition, the Substance Abuse and Mental Health Services Administration
(SAMHSA) (2014a) refers to trauma as the result of an event, a series of events or a set of
circumstances experienced by an individual asiglally or emotionally harmful or threatening
DQG ZKLFK KDV ODVWLQJ DGYHUVH HIIHFWV RQ WKH SHUV

social and/or spiritual welbeing.
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Traumatic events can be the result of exposure to a threatening incident ®roferie
incidents during which the individual faces actual or threatened death, sexual violence or
serious injury (Kleber, 2019; World Health Organization [WHO], 2018; APA, 2013). They can
be caused by nature (e.g. avalanche, hurricane, pandemic, earttuyumkiedimans (e.g. terror
attack, sexual assault and abuse, torture, physical abuse) (Kessler et al., 2017; SAMHSA,
2014b). Trauma caused by human action can be either intentional (e.g. rape) or unintentional

HJ FDU DFFLGHQW D Q GseDt@ thie Qréum4é LaBef Ddepgerds LbH S R Q
LOQWHQWLRQDOLW\ $ WUDXPDWLF H[SHULHQFH FDQ FKDOOF
safety for self and others, beliefs and spirituality as their reality has been shaken and violated
(Tedeschi & Moore, 2016Pearlman, Wortman, Feuer, Farber, & Rando, 2014; SAMHSA,

E +RZHYHU WKH VHYHULW\ RI DQ LQGLYLGXDOYV UHD
difficult to determine, as trauma is a miticeted experience and includes personal, social,
political andcultural factors. Trauma is a deeply subjective and complicated experience and it
is, therefore, difficult to define it with objective criteria (Black & Flynn, 2020; Briere & Scott,

2015; Brend, 2014). For example, a particular incident might be pera@sveaumatic by one
person and not traumatic by another (e.g. a war refugee might experience leaving their
homeland differently from another refugee) (Tedeschi & Moore, 2016; SAMHSA, 2014a).

Indirect repeated trauma exposure could cause similar sympliogato direct trauma
exposure (Berger, 2015; APA, 2013). However, McNally (2009) argues that a person should
be physically present at the scene of trauma to qualify as a trauma survivor and that indirect
exposure should thus not be considered as tracrmdthough necessary as a starting basis,
objectively defined trauma is not sufficient to determine which individuals experience trauma
(Boals, 2018). It is of utmost importance to take into account the experiences and
interpretations of those who havevdd through the event in order to enrich trauma

understanding and further develop its definition.

1.12 Effects of single and repeated trauma on physical and mental health

Singleincident trauma has been conceptualised as dimeg sudden blow following
an unanticipated event (e.g. a terrorist attack, a single episode of physical abuse or a natural
GLVDVWHU DQG LV RIWHQ GHVFULEHG DV pW\SH , WUDXPD
trauma, refers to longtanding repeated exposure to extrexteraal events (e.g. domestic

violence, war, ongoing abuse) (Sage, Brooks, & Greenberg, 2017; Negele, Kaufhold,
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Kallenbach, & LeuzingeBohleber, 2015; SAMHSA, 2014b; Courtois & Ford, 2009; Terr,

1991). The focus of this study will be on indirect repeatadmatic exposure.

Trauma can impact a person in multiple ways. Following a traumatic event, individuals
can experience physical/somatic symptoms, including heart palpitations, nausea, headaches,
numbness and fatigue, as well as psychological respasdsas anxiety, depression, anger,
fear, loneliness, hopelessness and sadness (Tedeschi & Moore, 2016; Briere, Scott, & Jones,
2015). Additionally, people who have suffered from trauma often exhibit behavioural
problems, including withdrawal, impulsiversegggression, alcohol or drug abuse and changes
in sleeping patterns (Tedeschi & Moore, 2016; Briere et al., 2015). Adverse responses to
traumatic events may continue for several weeks, leading to the development of PTSD, which
in turn increases the risksf depression, anxiety, substance abuse, neurological disease,
hypertension, cardiovascular and pulmonary disease, arthritis, lung disease, chronic pain and
endocrine disorders, among others (Remch, Laskaris, Flory,-Mokaughlin, & Morabia,

2018; Briee et al., 2015; Abouzeid, Kelsall, Forbes, Sim, & Creamer, 2012; Phifer et al., 2011;
Spitzer et al., 2009; Bedi & Arora, 2007; Dobie et al., 2004; Frayne et al., 2004).

Type ll/complex trauma usually occurs in childhood and is associated with repeated,
chronic and severe traumatic events, most of the time of an interpersonal nature (e.g. child
abuse, domestic violence) (Briere et al., 2015; Briere & Spinazzola, 2009; van der Kolk, Roth,
Pelcovitz, Sunday, & Spinazzola, 2005). Repeated traumatic expdB e ® OWHU RU GLVUX
social development, core elements of self, and psychological and neurobiological development
(Berger, 2015; van der Kolk, 2014; Courtois & Ford, 2009). Victims of chronic violence have
been associated with higher healthcare atiis, lower overall physical health status and
higher healthcare costs (Briere et al., 2015; Glaesmer, Braehler,-Rieltksl, Freyberger, &

Kuwert, 2011; Haskell et al.,, 2011; Frayne et al., 2004). Moreover, research suggests the
association between regted trauma and mental health conditions like depression (Negele et
al., 2015; Carvalhdé-ernando et al., 2014), anxiety (Ayazi, Lien, Eide, Swartz, & Hauff, 2014),
psychosis (Schafer & Fisher, 2011; Shevlin, Dorahy, & Adamson, 2007), eating disorders
(Guillaume et al., 2016; Tagay, Schilottbohm, ReReslriguez, Repic, & Senf, 2014),
personality disorders (Giourou et al., 2018; Swart, Wildschut, Draijer, Langeland, & Smit,
2017) and selharming behaviours (Asgeirsdottir et al., 2018; Howard, KaratziaseiR?&wv
Mahoney, 2016). Chronic trauma exposure has also been correlated with sexual dysfunction,
substance abuse, gastrointestinal disorders, chronic pelvic pain, musculoskeletal disorders and
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neurological disorders (Briere et al., 2015; Pilver, Levy, Libeasai, 2011; Liebschutz et

al., 2007; Campbell, 2002). In his book on how trauma impacts the brain, mind and body, van
der Kolk (2014) states that people who have experienced chronic trauma have been found to
respond differently to direct eye gaze rthadividuals with no history of trauma exposure
(Steuwe et al., 2012Research has shown that survivors of chronic traumawgiicintense
activation of periaqueductal gray, the anatomic and functional interface between the forebrain
and the lower brastemthat plays an important part in integrated behavioural reactions to
internal or external stressors (e.g. pain, threat) (Benarroch, 2012; Steuwe et al., 2012). As a
result, individuals who hee experienced chronic trauma respond to direct eye gatze wit
defensive behavioursuch as hypervigilance, exaggerated starieageand cowering (van

der Kolk, 2014;Steuwe et al., 2012As social interactions depend deeply on mutualteye

eye contact, which allows people to acknowledge the emotiongnéentions of others,
repeated traumatic exposure can pose a significant hurdle for individuals in forming and

developing social relationships (Steuwe et al., 2012; Tomasello & Carpenter, 2007).

Nevertheless, despite the various negative effects of semylerepeated trauma
exposure, a number of trauma survivors have reported positive transformation and post
traumatic growth (Killian, Hernandé#/olfe, Engstrom, & Gangsei, 2017; Tedeschi & Moore,
2016).Some individualslemonstrate an increased level df-seliance once they realise that
they are able to successfully overcome an extreme situation (Tedeschi & Moore, 2016).
Survivors of trauma have also reported positive transformations in life philosophy, improved
relationships with family and friends, ptige spiritual development, discovery of personal
VWUHQJIJWK DQG QHZ XQGHUVWDQGLQJ RI OLIHYV SXUSRVH
Lambert & Lawson, 2013; Samios, Abel, & Rodzik, 2013; Hernandez, Engstrom, & Gangsei,
2010). As with the negative effiscof trauma exposurppsttraumatic growths a subjective

phenomenontdifferent people have different experiences of positive transformation.

1.13 Indirect traumatic exposure at work

Professionals who work in peopdeiented jobs (e.g. psychologists, nurses, doctors)
form therapeutic relationships with their clients that require an intense and exceptional level of
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emotional empathetic contact. Although these relationships can bgisgtasid rewarding for

the professional, they can also be stressful and exhausting (Maslach & Leiter, 2016).
Individuals repeatedly exposed to indirect trauma as part of theirwrk OLVWHQLQJ WR F
traumatic disclosures or handling dead bodmsekampletare more susceptible to symptoms

of trauma (APA, 2013). Research suggests that healthcare staff experience a considerable
amount of workrelated indirect trauma (Pirelli, Formon, & Maloney, 2020; Wines, Hyatt
Burkhart, & Coppock, 2019; Send]drRutkowska, & Makars&tudzinska, 2016). The risks of

working with traumatised individuals have been supported by studies on social workers
(Joubert, Hocking, & Hampson, 2013), lawyers (Maguire & Byrne, 2017), emergency workers
(Setti, Lourel, & Argentero2016), support workers (Bishop & Schmidt, 2011), nurses
(Raunick, Lindell, Morris, & Backman, 2015), medical doctors (Woolhouse, Brown, & Thind,

2012) and mental health professionals (Finklestein, Stein, Greene, Bronstein, & Solomon,
2015). However, seval other studies suggest that working with traumatised individuals does

not have a significant negative impact on professionals (Mishori, Mujawar, & Ravi, 2014;
Jenkins, Mitchell, Baird, Whitfield, & Meyer, 2011), and others even report positive effects
(Masson, 2019; Michalchuk & Martin, 2019). For example, Michalchuk and Martin (2019)
IRXQG WKDW SV\FKRORJLVWY ZKR ZHUH LQGLUHFWO\ H[SRV!
growth, optimism, hopefulness and positive transformation as a result dHWIMMLQJ FOLHQW
resiliency. However, the focus of the study was the exploration of positive effects of trauma
work; thus, any negative impacts were not explored in depth.

In the last three decades, waiated trauma has become a fertile ground of rekear
and has been studied and conceptualised in different ways. The terms assigneeéteeatk
trauma are STS (Figley, 1995), CF (Stamm, 2010; 1995; Figley, 1995), PTSD (APA, 2013)
and VT (McCann & Pearlman, 1990). Burnout (BO) (Maslach, 1982) is ofistakenly
thought to be a traum@lated concept because it shares some similar aspects and
symptomatology with CF, STS, PTSD and VT.

1.2 Exploring the trauma-related and similar concepts that professionalsan experience

at work

This section will explog the traumaelated (CF, STS, PTSD, VT) and similar (BO)

constructs that can affect professionals working with traumatised individuals. The aim of this
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section is to assist the reader in understanding what each term entails and how they relate to

VT, which is the focus of this study.

1.2.1Exploringthe vicarious traumatisatiaronstruct

1.2.1.1The foundational framework of thicarious traumatisatiowoncept: Theonstrudivist

seltdevelopment theory

VT is conceptualised as the cumulative, uniquel aegative transformations in
healthcare professionals resulting from exposure to the traumatic disclosures of their clients
and from empathic engagement with them (Pearlman & Saakvitne, 1995; McCann & Pearlman,
1990). In order to better understand theosgt of VT, the constructivist selfevelopment
theory (CSDT) will be discussed first.

The concept of VT originated in 1990 when McCann and Pearlman (1990) noticed that
therapists working with survivors of childhood trauma were affected on multiple levels (e.g.
cognitive, emotional, somatic) by the traumatic disclosures of their clientdotlihdational
theoretical framework used to describe the construct of VT was the CSDT (McCann, Sakheim,
& Abrahamson, 1988). Although it was initially developed as a theoretical basis for
understanding the effects of direct trauma exposure on individlo@l€SDT was later applied
as a framework to explore and understand the impact of trauma work on therapists (Brend,
2014; Pearlman & Caringi, 2009; Pearlman & Saakvitne, 1995). It represents an integrative
amalgamation of psychoanalytic theories (objedati@ns, seHpsychology), cognitive
developmental theory, constructivist thinking and social learning theories, and seeks to address,
emphasise and explore adaptation and meamizging in the wake of traumatic experiences
(Lee, 2017; Brent, 2014; Moulde Firestone, 2007; Rasmussen, 2005; Kadambi & Ennis,
2004). The theory suggests that trauma is a unique individual experience and, therefore, rejects
stage| RFXVHG WUHDWPHQWY DV WKHVH GR QRW WDNH LQWR
traumatic respnses and processes (Lee, 2017; Brend, 2014). Furthermore, it proposes that
people construct their own personal realities while interacting with their environment and that
they interpret and make sense of life experiences through the development ofveogniti
schemas (Cohen & Collens, 2013; Williams, Helm, & Clemens, 2012; Saakvitne & Pearlman,
1996; McCann & Pearlman, 1990). More specifically, the CSDT suggests that the self is
formed of five interrelated components: (1) frame of reference, (2cap#cites, (3) ego
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resources, (4) memory system and (5) psychological needs and cognitive schemas (Pearlman,
2013; Saakvitne & Pearlman, 1996; Pearlman and Saakvitne, 1995).

JUDPH RI UHIHUHQFH UHIHUV WR DQ LQGLYLGXDOTYV FRC
live in and of themselves within this world, whereas memory system refers to the verbal, visual,
affective, somatic and interpersonal memory that encompasses an @@V SHUFHSWLRC
experiences of the world (Pearlman et al., 2014; Pearlman & Saakvitne, 1995). The abilities
that allow an individual to navigate within the intrapersonal world and maintain inner balance
are termed selfapacities (Pearlman et al.,12). In contrast, ego resources refer to the abilities
and mechanisms that allow for navigation of the interpersonal world (e.g. making decisions,
foreseeing consequences) (Lee, 2017; Pearlman et al., 2014; Saakvitne & Pearlman, 1996). The
CSDT framework J RSRVHYV WKDW DQ LQGLYLGXDOYV EHKDYLRXUYV
their needs for safety, esteem, trust, control and intimacy (Saakvitne & Pearlman, 1996;
McCann & Pearlman, 1990). Cognitive schemas are expressions of theseameeds be
defined & the beliefs, expectations and assumptions about the world and self, developed
through cumulative experiences, through which people organise their life experiences (Lee,
2017; Miller, Flores, & Pitcher, 2010; Saakvitne, Tennen, & Affleck, 1998). Thebeawmme
disrupted when new incoming information is incompatible with the existing belief system,

resulting in a disrupted perception of the world (Cohen & Collens, 2013).

The CSDT focuses primarily on cognitive alterations and their consequences rather tha
on emotional responses. Emotions are mostly utilised as means for exploring and interpreting
the cognitive responses and/or transformations of affected individuals; they are not explored
separately in depth. For example, the feeling of shame, whichmmooly associated with
domestic violence, is viewed as a meanimgking construction of trauma survivors that
SURWHFWY WKHLU VHQVH RI FRQWURO DQG SRZHU H J
(Saakvitne & Pearlman, 1996). The CSDT perceives cognitehavioural and emotional
effects and transformations as interlinked; however, it places focus on the cognitive element
and does not offer a further,-depth examination of the emotional aspect of experienced
trauma. Dunkley and Whelan (2006) also sgignother limitation of the CSDT: that it does
not differentiate between disruptions in cognitive schemas and increased levels of awareness.
For example, a psychologist who works with survivors of child abuse and sees a parent talking
loudly to their chid might jump to the conclusion that the parent will become physically
DJJUHVVLYH WRZDUGV WKH FKLOG ,QVWHDG RI EHLQJ VHH
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disrupted cognitive schemas, this reaction could be interpreted as an increased aleftildss of
abuse that results from trausreglated work. Steed and Downing (1998) suggest that cognitive
disruptions could be reonceptualised and explored on a continuum that ranges from

awareness to exaggeration.

Research proposes that exposure to the @m#ardisclosures of clients can disrupt the
cognitive schemas of professionals as well as the beliefs that shape their view of, and give
meaning to, their world (Lee, 2017; Sui & Padmanabhanunni, 2016; Hunter, 2012; Marmaras,
Lee, Siegel, & Reich, 2003).d4lthcare professionals exposed to the traumatic disclosures of
their clients actively restructure their reality based on the interaction between their own frame
Rl UHIHUHQFH DQG WKHLU FOLHQWVY WUDXPDWLF H[SHUL
Saakvwtne, 1995).SHYHUDO VWXGLHV VXSSRUW WKH &6'71V WKH
consistency in relation to professionals experiencing disruptions in their cognitive beliefs as a
result of their exposure to client trauma (Long, 2020; Middleton & Potter, ZBHpison,
Weigand, & Keller, 2014; Jankoski, 2010). For example, a study by Long (2020) found that
medical advocates who work with rape survivors reported an increased sense of vulnerability,
decreased feelings of safety and negative effects on theiragdilties. The results indicate
that a number of participants experienced changes in their cognitive schemas, particularly those
associated with safety, control and trdsdwever some argue that the CSDT fails to explain
VT comprehensively (Mairean &uFliuc, 2013; Williams et al., 2012or example, in their
study on the presence of VT among medical staff, Mairean and Turliuc (2013) could not
confirm the cumulative aspect of the CSDT as longer working service was correlated with
decreased disruptiom ibeliefs.However,the participants of this study hadconsiderable
working experiencéM = 12.84 years)suggesting thahe findings might be associated with
the development of setfare strategies over the years of senives,the cumulative aspeof
the CSDT could have beenoderatedDunkley and Whelan (2006), meanwhile, suggest that
the CSDT fails to recognise the full range of effects of working with trauma survivors (e.g.
potential positive changes). Studies have found that professionalssdxjoslient trauma
experienced positive changes in their daily living, worldviews, frames of reference, self
capacities and psychological needs (Beck, Rivera, & Gable, 2017; Majoneg, de Terte, &
Stephens, 2016; HyaBurkhart, 2014). Research alsmgests that negative changes to frames
of reference are mainly associated with professionals working with domestic and/or sexual
abuse survivors (Long, 2020; Possick et al., 2015; Pistorius, Feinauer, Harper, Stahmann, &
Miller, 2008; lliffe & Steed, 200)) indicating that working with speciftypes of trauma might
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affect specific cognitive schemas in individuals. Thesgistence of both negative and positive
changes in cognitive schemas supports the view that the self is dapeitéd constructsome
elements can be accommodated negatively, some positively and some can be adapted
(Leeming, 2014 Pack, 2018 Empirical evidence suggests a need for the CSDT
conceptualisation to be expanded to incltite broad range of potential positive effects of

trauma exposure.

For several years, the CSDT remained conceptually stable and unchanged. It was only
after the 2000s that research expanded the framework to include somatic and brain reactions as
potential effects of trauma exposure (Pearlman et al., 20lankRan & Caringi, 2009).
Elements of attachment theory (e.g. attachment styles) have also been incorporated to offer
further understanding and exploration of the waelated effects of indirect trauma exposure
(Merhav, Lawental, & Peledvram, 2018; Peaman & Courtois, 2005; Marmaras et al.,
2003). Despite its limitations, the CSDT offers a solid theoretical framework for understanding
VT, as it suggests aetiology and treatment possibilities. In addition, rather than pathologising
normal responses to tnaatic events, it adopts an approach to symptoms that values and
UHVSHFWV WKHLU DGDSWLYH TXDOLWLHYV DQG LQGLYLGXD(
Pearlman & Caringi, 2009).

1.2.1.2Definition and characteristics aficarious traumatisation

VT is a specific term which refers to the cumulative negative transformations
experienced by healthcare professionals as a result of indirect exposure to client trauma, which
often includes graphic and detailed traumatic disclosures (Sui & Padmanabh&dmi,
S3RVVLFN HW DO ,W KDV EHHQ GHILQHG DV puWKH W
experience as a result of empathic engagement with survivor clients and their traumatic
PDWHULDOY 6DDNYLWQH 3HDUOPDQ §. 31). VIF&DQQ
symptoms can affect the individual in different life dimensions (e.g. personal, social,
occupational) and can be classified as negative changes of cognitive schemas, intrusive
thoughts and images, or avoidance and arousal (Branson, 2019;id\pdichalopoulos, &

Unick, 2013). Negative changes have the potential to be cognitive (Sui & Padmanabhanunni,
2016; HernandeyVolfe, Killian, Engstrom, & Gangsei, 2015; Barrington & Shakespeare
Finch, 2014), mental (Possick et al., 2015; Jankoski, 2ph@3¥ical (Sui & Padmanabhanunni,
2016; Morran, 2008; Pistorius et al., 2008), spiritual (Barrington & Shakespewie, 2014)
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or sexual (Long, 2020; Branson et al., 2014; Killian, 2008). Other reported VT effects include
changes in worldviews, changesparsonal values, disconnection from loved ones, lack of

trust, loss of selésteem, loss of personal identity, professional shame, increased cynicism,
GLVUXSWHG EHOLHIV DERXW RQHVHOI IHDU ZLWKLQ RQHS
intrusive ima@s, nightmares, disrupted sleeping patterns, detachment, startle responses,
diminished libido, flashbacks, anxiety, depression, anger, rage, sadness, irritability, avoidance,
tiredness, hypervigilance, exhaustion and absenteeism from work (Long, 202@; &Vade

2019; Dombo & Blome, 2016; Sui & Padmanabhanunni, 2016; Hernalldée et al., 2015;

Possick et al., 2015; Barrington & Shakespdareh, 2014; Jankoski, 2010; Killian, 2008;

Morran, 2008; Pistorius et al., 2008; Benatar, 2000).

VT can impairprofessional functioning and trauma workers need to beeidictive
and attuned to how they respond to traumatic disclosures from clients to avoid compromising
the therapeutic relationship and quality of care. Professionals experiencing VT may show a
lack of motivation and energy, poor decision making and difficulty maintaining professional
boundaries or responding to client needs, highlighting the need to address the ethical
implications of VT (Branson, 2019; Igbal, 2015; Pearlman et al., 2014; Wilkrak, 2012;
Trippany, WhiteKress, & Wilcoxon, 2004). Empathy is an essential tool for therapists to build
and maintain a therapeutic rapport with their clients and offer them a safe environment (Hunter,
2012; Splevins, Cohen, Joseph, Murray, & Bowley, 7TKH WKHUDSLVW{Y{V HF
engagement with clients involves exposure to their personal traumatic experiences and requires
the therapist to maintain their objectivity, be aware of their biases and remgumdgemental.
%\ DGDSWLQJ Wdrspatkvid of o irbdWifeMth&apist is able to comprehend the
experienced traumatic event, resulting in a deeper intimate connection that can leave therapists
VXVFHSWLEOH WR EHLQJ DIIHFWHG E\ WKHLU FOLHQWTTV W
Aparicio et al., 2013). Increased levels of empathy in therapeutic relationships often result in
empathy depletion and are associated with poorer mental health outcomes for both therapist
and client (Figley, 2002). As a result of the empathetic relatipniseiween therapist and
client, some authors view VT as an occupational hazard anthestapablenatural
consequence of working therapeutically with survivors of trauma (Branson, 2019; Foreman,
2018; Middleton & Potter, 2015; Howlett & Collins, 2014; Fungjer & Taylor, 2013; Coles
& Mudaly, 2010). Thus, it should be considered as a research catalyst for future training
opportunities, organisational policies, preventive strategies and tiafonaed education
(Long, 2020; Butler, Carello, & Maguin, 201@unger, Savage, & Panosky, 2015). However,
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other authors argue that describing VT as hazardousescapables categorical and they
suggest that VT symptoms can be ameliorated or prevented with the adaptation of specific
strategies (Cummings, Singer, Bk®&, & Benuto, 2018; Pele&vram, 2017; Clemans, 2005;
Trippany et al., 2004). In a study focusing on victim advocates, Cummings et al. (2018)
suggested that the creation of prevention programmes focusing onelated satisfaction as

a means to decreasd should be considered. Similarly, Pelddram (2017) suggests that
adaptation of prevention strategies, such as vicarious traforaned training, group
supervision and balanced caseload, might be beneficial for social workers who work with

traumatisealients.

1.2.1.3Vicarious traumatisatiorprotective and risk factors

There is a lack of consensus in the literature regarding what constitutes protective and
risk factors for the development of VT. Inconsistent results have been reported regarding the
UROH RI D SURIHVVLRQDOYfV KLVWRU\ RI WUDXPD LQ WKH
supports the notion that personal trauma history serves as a VT risk factor and predictor and
that it makes professionals vulnerable to client trauma, triggeringircestaotions and
responses (e.g. countertransference) that might undermine and affect the therapeutic alliance
(Merhav et al., 2018; Pelelvram, 2017; Shannon, SimmeliMcCleary, Im, Becher, &
CrookLyon, 2014; Williams et al.,, 2012Adams & Riggs, 2008)Jenkins et al. (2011)
investigated the impact of indirect trauma in 101 domestic and sexual assault counsellors and
argued that repeated exposure to client trauma similar to their own might provoke intrusive
thoughts and images for professionals. In astirother findings suggest no association
between personal trauma history and VT (Newman, Eason, & Kinghorn, 2019; Bober &
Regehr, 2006; Kadambi & Truscott, 2004). Newman et al. (2019), for example, reported weak
associations between the two in a studplesing VT among 135 individuals working in
FRUUHFWLRQDO DQG IRUHQVLF PHQWDO KHDOWK VHUYLFHYV
exposure symptoms at work were assessed using the Impact of EveriR&datd (IESR)

(Weiss & Marmar, 1997), whh they were asked to complete with reference to their indirect
exposure at work rather than any previously experienced traumatic event. However, it is
possible that some of their responses related to their personal trauma history rather than to their
work exposure, subsequently affecting the results (e.g. participants might have assimilated their
personal trauma and, therefore, reported minimal effects). TheRlE&le was initially
designed to assess symptoms of direct trauma exposure as opposed toitvd @erhaps not
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sensitive to the symptomatology of indirect trauma. In addition, the personal trauma of
participants was not assessed (e.g. type of trauma, length of exposure, ways of coping), making

it difficult to determine its effect on participarfis ZRUNLQJ OLIH $GGLQJ WR WK
several other studies showed that personal trauma history can generate motivation, resilience,
growth and positive outcomes (Long, 2020; Williams et al., 2012; Jenkins et al., 2011; Linley

& Joseph, 2007). Théérature review did not find a pattern regarding how the personal trauma
history of participants is assessed, which might offer an explanation for the inconclusive
results. The different outcomes of the studies might be due to the various methods used to
REWDLQ LQIRUPDWLRQ RQ SDUWLFLSDQWVY WUDXPD KLVWHF
that the complexity of trauma (e.g. chronic trauma, episodic trauma) adds to the difficulty in
developing appropriate research designs to assess personal tratona Risr example,

Williams et al. (2012) used a a&m seltreport scale (Childhood Trauma Questionnaire),

while Michalopoulos and Aparicio (2012) measured it with a single yes/no question.

Other important factors that emerged during the literature review due to their
correlation with VT were age, years of experience, gender, repeated exposure to traumatic
disclosures, caseload, trawinéormed training and supervision. Way et al. (2007) regub
that younger sexual abuse treatment clinicians presented greater disruptiongniimsaatfy.
Similarly, further research recognised the role of age as a risk factor (Halevi & Idisis, 2017;
Finklestein et al., 2015). In contrast to these findingserostudies reported no correlation
between age and VT symptomatology (Chouliara, Hutchison, & Karatzias, 2009; Van Hook et
al., 2009; Bride, 2004). Bride (2004) suggests that there is some evidence that younger
professionals might be more at risk comparedider ones, but this might be associated more
with the development of coping strategies that comes with increased experience and less with
age. Moreover, there is a general agreement in literature that lack of experience is a VT risk
factor as newly qalified professionals might be unprepared to face the overwhelming nature
of working with survivors of trauma (Newman et al., 2019; Michalopoulos & Aparicio, 2012;
Culver, McKinney, & Paradise, 2011). It is important to recognise, however, that the more
experienced professionals might have additional responsibilities and supervisory duties and
that the more complex cases are likely to be assigned to them (Branson, 2019), resulting in
additional traumatic exposure and in further stress as a result of extneask demands and
limited time for selfcare strategies (Branson et al., 2014; Shepard, 2013). Mairean and Turliuc
(2013) argue that increased experience is associated with decreased levels of VT, a finding
inconsistent with the notion that VT is a cumtie reaction. A potential explanation for this
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result might be that, over time, experienced professionals were able to employ protective
coping and seltare mechanisms that enabled them to build resilience and personal growth,
which in turn helped themtEHWWHU PDQDJH WKH HIIHFWV RI WKHLU
decreased VT levels (Branson, 2019; Brat, 2015; Silveira & Boyer, 2015). Literature
suggests that focusing on resilience and personal growth when faced with client trauma is
important to eable experienced professionals to remain in the field of trauma work for longer
periods of time (Sansbury, Graves, & Scott, 2015; Shepard, 2013).

According to the literature review, gender yielded a level of consistency among
empirical evidence as a VTsk factor. Specifically, female professionals seem to be at more
risk for VT development (Baum, Rahav, & Sharon, 2014; Cohen & Collens, 2013; Tabor, 2011;
Jaffe, Crooks, Dunfordackson, & Town, 2003). However, these findings may be the result of
predomirantly or exclusively female samples in the majority of VT studies (e.g. Bolic, 2019;
Cummings et al., 2018; Foreman, 2018; Merhav et al., 2018; Middleton & Potter, 2015;
Howlett & Collins, 2014). Contrary to this observation, Maguire and Byrne (2017 teepoy
evidence of correlation between gender and VT. This finding could be attributed to the
VDPSOHYVY KHWHURJHQHLW\ SDUWLFLSDQWVY RFFXSDWLRQ
psychologists and nine social workers) as well as its gdndsednature (53 females and 13

males).

5HSHDWHG H[SRVXUH WR FOLHQWVY WUDXPDWLF GDWD

overwhelming emotions in professionals, making them vulnerable to VT symptoms (Kiyimba

215HLOO\ &ROHV 0 Xr@bbr@f studies su§geltXhat high levels of
HISRVXUH WR FOLHQW WUDXPD DUH FRUUHODWHG ZLWK KLJ
frame of reference and cognitive schemas (Foreman, 2018; Molnar et al., 2017; Chouliara et
al., 2009; Van Hook et al2009). Additional research findings proposed that negative cognitive
transformations related to self were predominantly reported by professionals working with
survivors of domestic and/or sexual abuse (Cohen & Collens, 2013; Pistorius et., 2008; lliffe
& Steed, 2000). In contrast, Brockhouse, Msetfi, Cohen, and Joseph (2011) reported that higher
levels of cumulative trauma exposure predicted higher levels of personal growth in
professionals. However, a suggestion for this finding might be that Brockkbase(2011)
assessed trauma exposure via an unvalidated method that offered only quantitative and not
gualitative assessments of trauma exposure, meaning that the type, complexity and severity of
trauma that professionals were exposed to was not adsE$eetively assessing the type and
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amount of exposure to client trauma is a multidimensional and difficult task for researchers as

a number of aspects need to be considered and synthesised. These include length of career,
types of services the professads have worked with and duration of stay, hours per
week/month worked with trauma clients, types of trauma experienced by clients and

interventions utilised (e.g. or@tone therapy, group therapy).

In regard to caseloads, the emerged results showptbfgssionals who have heavy
caseloads are more likely to develop VT symptomatology (AdBiege, 2019; Finklestein et
al., 2015; Furlonger & Taylor, 2013; Williams et al., 2012). Numerous studies also underline
the importance of professionals having bakd and diversified caseloads to either prevent or
mitigate the effects of VT (Dombo & Blome, 2016; Cohen & Collens, 2013; Best Resource
Centre, 2012; Tabor, 2011; Veswrrell, Holohan, Didion, & Vance, 2011). In some instances,
professionals were able tedistribute and balance their caseloads (Baird, 2003), but this often
does not lie within the power of the professionals but rather of the organisations/services they
work for. Notably, Ireland and Huxley (2018) suggest that professionals often fapdot
experienced negative impacts as a result of heavy caseloads because they feel that they are
insufficient in their job and not suited to work in the field of trauma. Thus, it is suggested that
organisations need to establish an emotionally suppa@tideconsistently respectful working
environment in order for staff to feel more comfortable reporting the emerged difficulties and
VT effects that they experience as a result of working with trauma survivors (Pirelli et al.,
2020; Quitangon, 2019; Isob& Angus-Leppan, 2018; Lee, 2017; Sansbury et al., 2015).
Aiming to offer assistance to organisations, Hallinan, Shiyko, Volpe, and Molnar (2019)
developed the Vicarious Trauma Organisational Readiness Guid®RA), which can be
used to assess the readim®f an organisation to identify, address and respond to VT. This
study was the first time that the MORG had been employed and additional research is,

therefore, needed to establish its reliability and validity.

Traumainformed training could instigatéT awareness and act as a protective factor
by enabling professionals to normalise their VT responses (Andahazy, 2019; Isobel & Angus
Leppan, 2018; Berger & Quiros, 2014). Literature suggests the need for more such trainings,
which are often recommended brganisations as proactive strategies (Foreman, 2018;
6DQVEXU\ HW DO &XOYHU HW DO $GDPV 5LJJV
Crane, 2004). Nevertheless, several authors suggest caution and propose that VT education and
training programras run the risk of creating VT for professionals who would otherwise be
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unaware of it (Branson, 2019). Shannon et al. (2014) found that some social work students
reported feeling overwhelmed when they learnt about the potential for VT in those working
with trauma survivors and started to question their career decisions. Contrastingly, Isobel and
AngusLeppan (2018) argue that VT awareness is crucial for both treatment efficacy and well
being of staff as it promotes transparency, reflection andcasdf mebanisms. Trauma
informed approach refers to a renewed awareness of the need for organisations and
professionals to be aware of trauma (e.g. different types, appropriate therapies, assessments)
and to deliver care in a way that is sensitive to its effextsraplications, including the effects

of VT on professionals (Isobel & Angiiseppan, 2018). However, Bercier and Maynard (2015)
argue that this type of prevention training has not yet been fully established as a protective
factor and that its implementati might significantly raise the expenses for organisations, with
subsequent budget cuts in other domains. Cosden, Sanford, Koch, and Lepore (2016) reported
that traumaLQIRUPHG WUDLQLQJ FRXOG LQFUHDVH SURIHVVLRQI
trauma, but might not be sufficient for them to manage the symptoms of VT. Addressing this,
other authors suggest that traumformed training should not only focus on the awareness of
client trauma assessment, treatment and care, but also on the potatieaels and effects

that might emerge for professionals who work with trauma survivors (Isobel & Areppsan,

2018; Molnar et al., 2017).

According to the literature review, supervision serves as a significant protective factor
against the developmentf & T (Middleton & Potter, 2015; Howlett & Collins, 2014;
Barrington & Shakespea#einch, 2014). Through supervision, professionals can develop
DZDUHQHVYVY RI WKHLU LQWHUQDO UHVSRQVHV WR FOLHQV
potential negative eft#és of working with survivors of trauma and coping strategies (e.qg.
personal therapy, boundaries between personal and professional life, outdoor activities,
meditation) (Tabor, 2011; Newell & MacNeil, 2010; Harrison & Westwood, 2009; Adams &
Riggs, 2008; Dinkley & Whelan, 2006). Nevertheless, other studies could either not establish
an association between supervision and decreased VT symptoms (Furlonger & Taylor, 2013;
Williams et al., 2012) or reported the emergence of negative feelings (Wang, Stroséiess F
2014; Taylor & Furlonger, 2011). Taylor and Furlonger (2011) reported that, at times,
professionals might feel professionally exposed to VT and refuse to engage in, or even attend,
supervision. This reluctance might be associated with feelingsaofesland incompetence in
relation to their work with their clients and, as a result, professionals may perceive supervision

as an unsafe environment in which to share personal difficulties emerging in their work (van
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Minnen & Keijsers, 2000). Branson (201€tates that supervision is not always available to
professionals on a regular basis due to sstaffed services and the often multiple service
roles of supervisors, which create time restrictions and raise availability issues. This is of
particular conern in the United Kingdom (UK) as, in recent years, its NHS mental health
services have been dealing with considerable budget cuts that have led to staff shortages in key
positions €.g. consultant psychologists, consultant psychiatrists) (Royal College of
Psychiatrists, 2018; Unison, 2016).

1.2.1.4Vicarious traumatisatiomesearch design and assessment scales limitations

The VT literature review identified limitations regarding the design and methodology
of studies. For example, the majority of teeiewed quantitative and qualitative studies were
crosssectional, making it difficult to address the aetiology of VT and determine cause and
effect. Crosssectional designs are a oetime measurement of exposure and outcome, which
creates limitations fahe analysis of longerm behavioural patterns (Sin@etia, 2016; Marks
& Yardley, 2003). Potential changes in cognitive schemas happen over time and cannot,
therefore, be effectively captured by creestional studies. This mirrors one of the most
comnon recommendations in the reviewed VT research, which is the need for longitudinal
studies to investigate VT (Bolic, 2019; Foreman, 2018; Finklestein et al., 2015; Middleton &
Potter, 2015). Barrington and ShakespepteQ F K V VWXG\ Zzhfiecd WKH RQ
research that used a longitudinal qualitative method; it investigated the effects of indirect
trauma exposure in clinicians and administrators working with survivors of torture across a
oneyear period. The findings showed that participants injtiakperienced negative VT
effects (e.g. disruptions in their beliefs about their self and the world), but that they later
reported decreased negative symptoms and increased positive changes (e.g. positive life
philosophies, improved interpersonal relatinips). However, the sample was relatively small
(12 participants from different working backgrounds with different levels and types of indirect
exposurexclinicians and administrators) and the term clinician wadea#cribed; thus, the

results should bmterpreted with caution.

An additional limitation that emerged is the misuse of psychometric tools used to assess
VT, affecting the interpretation of research results and designs. Branson et al. (2014)
operationalised VT as a research variable while exploring the relationshipemetexual
desire and VT responses among mental health and substance abuse professionals, but assessed
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it using only the Secondary Traumatic Stress Scale (STSS). Similarly, Argentero and Setti
(2011) and Wies and Coy (2013) used the STSS as the sole mg#&soirto assess VT among
emergency workers and sexual assault nurses, respectively. The STSS (Bride, Robinson,
Yegidis, & Figley, 2004) is a item scale that was specifically designed to assess STS
symptoms consistent with the PTSD criteria set byfolueth version of the Diagnostic and
Statistical Manual of Mental Disorders (DSM) (APA, 1994). The utilisation of the STSS alone

to assess VT fails to recognise the pivotal role of cognitive transformations, which is the
overarching framework of VT. In ather study, Munger et al. (2015) used the terms VT and
STS interchangeably and utilised the Professional Quality of Life Scale (ProQOL) (Stamm,
2010) to assess VT in correctional health nurses. However, the ProQOL is an assessment tool

specifically desigad to measure STS, BO and compassion satisfaction (CS), not VT.

The Traumatic Stress Institute Belief Scale (TSIBS) (Pearlman & Mac lan, 1995) is an
80-item tool consistent with the CSDT framework that usespaibt Likert scale to measure
the degree dfisruption in cognitive schemas of respondents with a history of trauma exposure.
Although Pearlman and Mac lan (1995) provided support for the internal consistency of the
TSIBS, they did not provide normative data. A later revision of the TSIBS, the @&raum
Attachment Belief Scale (TABS) (Pearlman, 2003), is aité# psychometric instrument that
assesses the lotgrm effects of trauma exposure on cognitive schemas. Research suggests
that the TABS has strong construct validity and internal consistenepitiéy (Ashraf &
Nassar, 2018; Benuto, Singer, Cummings & Ahrendt, 2018); however, some authors report less
support for convergent, factor and discriminant validity (Molnar et al., 2017). Although the
TSIBS and the TABS were designed to assess the fféclirect traumatisation, both have
been used in numerous studies to assess VT (Uziel, Meyerson, Giryes, & Eli, 2019; Bolic,
2019; Merhav et al., 2018; Pelddram, 2017). The items of the TABS are phrased to assess
GLUHFW WUDXPD H[SRY¥XUMHEBIJVQLHFPQ 2 KHFK FUHDWHV FR
for the experience of being directly exposed to a traumatic event when assessing VT. For
example, professionals with personal trauma history might face challenges in distinguishing
this experience &m their vicarious exposure to client trauma, which could influence their
responses and subsequently taint study results. However, Pearlman (2003) suggests that the
cognitive changes assessed by the TABS are strongly associated with treffedtsr of

trauma, whether experienced directly or vicariously.
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Developed by Vrklevski and Franklin (2008), the Vicarious Trauma Scale (VTS) is the
only psychometric tool available today that specifically targets VT. It uses seven items rated
on a 7point Likert scalé¢o assess the subjective levels of distress associated with working with
trauma survivors. The VTS was originally validated using a sample of 100 lawyers in Australia
and demonstrated adequate internal reliability (Vrklevski & Franklin, 2008); howeeeg, th
has been limited assessment of its dimensionality. Aparicio et al. (2013) used the VTS to assess
VT among 157 social workers in the United States of America (USA) and found moderate VT
VIPSWRPV 7KH\ UHSRUWHG WKDW HY L Ghc{) FalabdiRyUand/ KH 976
validity could not be established and that it should, therefore, be considered a general screening
tool and a basis for discussion and further exploration. A validated assessment tool that covers
the full range of VT effects is noeyavailable, and a suggestion for future research would be
the design of a psychometric tool to assess the full spectrum of VT symptoms and their

intensity.

1.2.2 Postraumatic stress disordeonstruct

The DSM and the International Classification aé&ases (ICD) are diagnostic tools
published by the APA and WHO, respectively. PTSD was recognised as a mental health
condition for the first time in 1980 when it was included in the third version of the DSM{DSM
ll) (APA, 1980). Twelve years later, it walso included in the tenth volume of the ICD (ICD

T+ 2 %RWK UHFRJQLVH LQGLYLGXDOVY SDWKROR.
symptomatology: the occurrence of a traumatic event, prolonged and persistent reliving of the
traumatic event, persisterdvoidance of stimuli associated with the traumatic event,
hypervigilance and emotional numbing (WHO, 2018; APA, 2013). This model sees external
symptomatology as evidence of an underlying condition and is known as the
medical/psychiatric model (McCormaédkAdams, 2015; Joseph, 2012).

The definition and criteria of PTSD have been subjected to several revisions and
modifications since its inclusion in the DSM and the ICD. In the latest edition of the DSM, the
DSM-5 (APA, 2013), PTSD has been moved fromd¢hggory of anxiety disorders to a new
FODVVLILFDWLRQ RI GLVRUGHUM@MMPHG @GWUIRDXEPBUNVG G5WHWH
the empirical evidence for such a change is weak and underlines the risk of shifting PTSD focus
away from the sense of miger that results from persistent anxiety and fear responses to trauma
exposure(Zoellner, Pruitt, Farach, & Jun, 2014; Zoellner, Rothbaum, & Feeny, 2011).
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Furthermore, this relassification might cause a healthcare professional to consider a PTSD
diagnoss for a client exposed to trauma rather than another condition usually associated with
responses to trauma (Zoellner, Bed@&itligan, Jun, Marks, & Garcia, 2013). In contrast, other

studies conclude that the PTSD construct should not be viewed as pradtynassociated

with anxiety and fear but should expand its context to include a multifold of other emotional
reactions (e.g. shame, guilt, anger) (Pai, Suris, & North, 2017; Stein et al., 2014; Resick &
Miller, 2009). Thus, the relassification outsidef the anxiety disorders spectrum in the DSM

5 is supported and reflects the acknowledgement that trauma should be perceived as an
aetiology rather than a common phenomenology (Friedman, Resick, Bryant, & Brewin, 2011).

In the ICD10, PTSD falls under th&¢ DWHJRU\ RI phUHDFWLRQ WR VHYHUH
GLVRUGHBBWHIRNXYERI pQUXOBRWHE YO/ NRVYDWRIRUP GLVRU
Contrary to the DSM, the IC20 has undergone minimal revisions and its definitions have
remained almostentical for the last 27 years. Currently, the WHO is working on thellCD

which will come into effect on 1 January 2022 and will include an updated definition of PTSD.

The ICD-11 remains out of the scope of the present study as it has not officialey intam

effect. The current ICELO Version: 2019 (WHO, 2018) conceptualises the traumatic event as

DQ XQFRPPRQ H[SHULHQFH WKDW LV RI DQ pH[FHSWLRQDOO
HOLNHO\ WR FDXVH SHUYDVLYH GLV8/ N HOMedsxe BropRieaVv W D Q\
HYLGHQFH WKDW WUDXPDWLF HYHQWY DUH FRPPRQ LQ SHR
et al., 2013). Research suggests that the current description of PTSD in thé i€Butdated

and incomprehensive (Greenberg, Breo& Dunn, 2015; Maercker et al., 2013).

ThelCD YV VROLWDU\ FKDQJH RYHU WKH FRXUVH RI \H
required response to a traumatic event or #sn&ctments (WHO, 2018). Similarly, the DSM
5 removed intense fear, horror andiphessness responses from its criteria as it recognised the
subjective nature of responses to traumatic events (APA, 2013). Several authors welcomed
these changes, highlighting the need to separate subjective reactions to trauma from the
definition of trauma exposure to avoid conceptual errors and reach construct clarity (Pai et al.,
2017; North, Suris, Smith, & King, 2016; North, Suris, Davis, & Smith, 2009). However, the
avoidance cluster symptoms outlined in the DSM load high onto a fear factor amdaciesmt
based response (APA, 2013; Forbes et al., 2010). In addition, inthe BISM QHZ O\ LQWUR G X
FULWHULRQ pDOWHUDWLRQV LQ FRJQLWSstie \as P@edtiaP RR G |
negative symptoms (North et al., 2016; APA, 2013), suggeshat the medical model
considers fear/horror responses to trauma significant for a PTSD diagnosis. Research supports
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this view and suggests that emphasis onfieaed responses might minimise PTSD diagnoses

in individuals who do not avoid reminders dfet traumatic event and help improve the
diagnostic specificity of the condition (Zoellner et al., 2014; 2013). The Classical Conditioning
Theory suggests that fear responses are associated with stimuli experienced during the
traumatic event (VanElzakker,ablgren, Davis, Dubois, & Shin, 2014). As a consequence,
stimuli similar to those present during the traumatic experience can trigger emotional distress
and are actively avoided (VanElzakker et al., 2014). However, other studies argue that the
inclusion offear/horror in PTSD criteria fails to take into account individuals who react to
trauma in a calm manner but still develop PTSD symptoms (Greenberg et al., 2015). The level
RI GDQJHU H[SHULHQFHG GXULQJ D WUDXPDWLF HYHQW
understanding of the situation, which impacts their responses and their odds of developing
PTSD (National Institute for Health and Care Excellence [NICE], 2005). Moreover, further
research suggests that PTSD can be characterised less by pathologioal fiearegby anxious

rumination and/or anhedonia (Friedman et al., 2011; Resick & Miller, 2009).

The DSMS5 increased the number of PTSD symptom categories from three ta:four
intrusion, persistent avoidance, negative alterations in cognitions and moa@dtesations in
arousal and reactivitgrand the overall number of symptoms from seventeen to twenty (APA,
2013). There is a noticeable overlap between the symptomatology of PTSD and that of VT;
however, the symptoms of VT are not associated with a pr&idig event as professionals are
not directly victimised by witnessing the traumatic event-fiastd. In addition, they are not
exposed to disclosures of traumatic events from close family members or friends as
professional ethics and boundaries dicthtd close acquaintances should be referred to other
professionals for treatment (Branson, 2019). It could be argued that the last qualifying criterion
of category A (on what constitutes a traumatic exposure) covers the concept of VT as it refers
to profesionals who experience the aftermath of a traumatic event as part of their job (e.g.
SROLFH SHUVRQQHO ORUH VSHFLILFDOO\ FULWHULRQ $ V
HISRVXUH WR DYHUVLYH GHWDLOV RI1 WKisok¢WwayxmbithiLF HY H
individuals can be exposed to trauma. However, criterion A4 is specific to-refated
exposure and does not apply to traumatic exposure through television, movies, electronic media
or pictures (APA, 2013). Although this additionais attempt to include the impact of indirect
trauma on professionals, it is also considered vague and open to various interpretations because
of its ambiguous language (North et al., 2016; Brend, 2014; Zoellner et al., 2013). Brend (2014)
states that althah criterion A4 refers to repeated indirect exposure, it is unclear if this means
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the repeated exposure of a single traumatic event or the repeated exposure of several traumatic
events over the course of years. North et al. (2016) argue that theSD&dribes the

experience of a traumatic event as an incident that involves physical altercations. This
generates internal inconsistencies for the inclusion of indirect exposure to trauma through
RWKHUVY H[SHULHQFHYVY =RHOOQH ihghtawgudg® concerningthaK O L J K 'V
constitutes indirect exposure and consider whether psychologists who work with trauma
survivors and are repeatedly exposed to traumatic disclosures satisfy criterion A4. An
additional question emerges as to how a professiobdpc EH H[SRVHG WR uDFWXDO
GHDWK VHULRXV LQMXU\ RU VH[XDO YLROHQFHY $3%
traumatic event that has already taken place. Nevertheless, despite the constructive criticism
regarding category A, the ROXVLRQ RI SURIHVVLRQDOVY LQGLUHFW HJ:
work is an important addition supported by empirical evidence and a first step towards its more
detailed conceptualisation (May & Wisco, 2016; Brend 2014). However, confusing or
imprecisedefinitions of traumatic exposure should be refined in future editions to avoid
construct errors and overdiagnosis or misdiagnosis of PTSD (Pai et al., 2017; Zoellner et al.,
2013).

Contrary to the ICBLO, which does not provide a specific latency pefaydhe onset
of PTSD (WHO, 2018), the DSM specifies that the duration of disturbance must be more
than one month in order for a diagnosis to be considered (APA, 2013). Professionals need to
carefully and thoroughly assess {fr@&uma functioning to deterine if the dysfunction
emerged before or after the traumatic event took place (Zoellner et al., 2013). For a PTSD
GLDJQRVLVY WKH H[SHULHQFHG V\PSWRPV PXVW FDXVH VL,
daily functioning (e.g. personal relationships, abeictivities, occupational engagement) not
attributed to substance use or another medical condition (APA, 2013), significant dysfunction
LQ D SHUVRQYV OLIH DQG EH PRUH WKDQ PHUHO\ XQSOHDV
does not require signlLFDQW G\VIXQFWLRQ LQ DQ LQGLYLGXDOYV OL

Since its conception, the construct of PTSD has generated scientific debates about its
distinction from other conditions (Flory & Yehuda, 2015; Zoellner et al., 2014; 2013), its
traumacriteria (McNally, 2012; 2009; Weathers & Keane, 2007), the role of symptoms in
defining its psychopathology (Nemeroff et al., 2013; Friedman et al., 2011), the need to revise
its symptom clusters (Lee et al., 2019; Armour et al., 2015) and its validigydt al., 2019;
Zoellner et al., 2013; North et al.,, 2009). However, these discussions and studies help the
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scientific community to move forward, further build its understanding and explore complex

phenomena, such as PTSD.

1.2.3 Compassion fatigue and secondary traumatic stoessructs

Originally, Figley (1995) suggested that STS referred to the natural and consequential
behaviours and emotions that derive from the knowledge that a significant other has
experienced a ttematic event and the stress resulting from the will to help the traumatised
person. He described symptoms similar to PTSD, including nightmares, hypervigilance,
difficulties in concentrating, irritability, intrusive thoughts and images, avoidance of reraind
and cues, decreased interest and participation in activities, and feelings of detachment (Figley,
2012; 2002; 1995). Figley used PTSD criteria as a template and suggested that if STS
symptoms persist for more than 30 days, STS evolves into a disadernhed secondary
traumatic stress disorder (Figley, 2002; 1995). Notably, he did not offer any explanation or
evidence for this evolution or for the number of days suggested (Brend, 2014). He further
explained that although STS was the most accuratetdeniescribe the observed indirect work
related trauma, he would instead substitute it with the less stigmatising and less derogatory
term CF (Figley, 2012; 1995; Joinson, 1992). STS/CF, as conceptualised by Figley, focuses
mainly on the pathological aspg¢¢V Rl LQGLUHFW H[SRVXUH WR DQRWKHU
associated with resulting cognitive disruptions (Quitangon, 2019), whereas VT as a result of
FOLHQW WUDXPD H[SRVXUH LV EHOLHYHG WR VSHFLILFD
worldviews andbelief systems (Bride, 2012). According to Figley (1995), BO is somewhat
associated with STS/CF as both share common symptomatology (e.g. irritability, sleeping
difficulties, inability to concentrate). He differentiates STS/CF and BO, however, stating that
STS/CF can emerge suddenly but that BO is a gradual process resulting from emotional
exhaustion. Moreover, STS/CF has a rapid onset of symptoms compared to BO, is
accompanied by sense of helplessness, confusion and isolation, and has a faster reatavery r
(Figley, 1995). However, these claims are sugtported by researgchighlightingtheabsence
of an empirical base for) L J O BBYBACF construct (Sprang, Ford, Kerig, & Bride, 2019
Elwood, Mott, Lohr, & Galovski, 2011 In order to assess both STS/@kd BO and assist
professionals to differentiate between the two concepts, Figley designed and developed the
Compassion Fatigue Selest assessment scale, which initially consisted of 40 itmds

showed ample evidence of internal consiste@lnar et &, 2017. Although Figley
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suggested ranges for the two subscaldabe@€CFST, he did not describe how the ranges were
selected (Elwood et al., 2011).

Parallel to Figley, Stamm (1999) incorporated and further developed the terms CF and
STS in her work. She agreed with Figley that STS and BO shared some commonalities but
disagreed that STS could evolve to a disorder. According to Stamm (1999), inditeca tr
exposure is a complex phenomenon that could lead to a number of different results, such as
complex PTSD, depression, substance abuse, somatic reactions and dissociation. She
recognised, however, that STS could be an outcome of indirect trauma exqgubuoger the
following years, developed her own model to address the impact of work on professionals in
the helping professions. Stamm (2010) named the niéagessional Quality of Lifeand
described this as the quality one feels in relation to thenkwo a helping profession.
Professional Quality of Life incorporates two dimensions: the positive effects dimension that
includes CSthis refers to the pleasure that a person receives from their work and is an original
concept developed by Stamtrand te negative effects dimension that includes CF (Stamm,
2010). Contrary to Figley, who saw STS and CF as one and the same and as pathological in
nature, Stamm separates the two terms and perceives CF as a descriptive concept that addresses
the quality of SPHRQHYJV H[SHULHQFH &) LV XVHG DV D EURDG V
negative aspect of the helping professions and consists of two elements. The first is BO, which
is associated with feelings of hopelessness and difficulties in carrying out ogaadictively
ZLWK RQHYVY MRE 6WDPP 6KH DFNQRZOHGJHV WKDW %
with an unsupportive working environment and/or a high caseload. Stamm (2010) defines BO
as a twefactor construct, which is different to its morepptar threefactor conceptualisation
by Maslach (1982). The second element of CF is STS, which refers to the pathological negative
effects (e.g. fear, avoidance) resulting from indirect exposure to people who have experienced
at least one traumatic evetémm, 201 Sprang et al. (2019howeverargue thatt WD P P § V
CF definition is broad ana more traumapecific definition of STS is needebhey suggested
that a traumapecific definition of STS will potentially facilitate clinical and research efforts
to clearly differentiate STSrom other similar constructdzurthermore, theynentionedthat
compassion is not necessarily experienced by stress reactions related to indirect exposure to
traumatic accountas more empirical evidence is needed to estatiishconnection (Sprang
et al., 2019)Stamm(2010) developed a validated-B8m psychometric scale to assess her
proposed model, the ProQOL, which is available for free from http://progol.org. However,
VRPH DXWKRUV DUJXH WKDW dtykeiAdehteRha n§it\beErRr€purt&dUinK FW Y |
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peerreviewed studies and underline the lack of independent verification to the claim of
measurement rigouSprang et al., 201%Vatts & Robertson, 2015). Others report supporting
evidence for the construct validity CS but unsatisfactory evidence for BO and STS (Heritage,
Rees, & Hegney, 2018).

Stamm (2010) considers STS and VT to be related as both refer to the experience of a
person exposed to the traumatic material of others. Their difference is that VTusthiative
result of repeated exposure, while the onset of STS is rapid and potentially sudden. Branson
(2019) agrees with Stamm on the cumulative effect of VT and the sudden onset of STS. She
suggests that VT is associated with professionals who expidraralerstand trauma through
the worldviews of their clients and the meanings attributed to the traumatic event, whereas STS
PRUH VXLWDEO\ GHVFULEHY SURIHVVLRQDOVY VKRFN DQG
2019). Some researchers view VT and S3 $ha same phenomenon, with a focus on cognitive
transformation in addition to the typical trauma symptoms (Bride, 2012), while others see them
as separate constructs and suggest that VT is the cumulative result of many STS events
(Mathieu, 2012). There & lack of consensus in the literature on terminology, which needs to
be acknowledged to avoid confusion and ensure that the correct symptoms and incidence rates
are being researched, outlined and reported. The conceptualisation of CF currently accepted is
WKH RQH GHILQHG E\ 6 WDPPfV ZRUN DV KHU 3URued LV UHF
model. It has been utilised in over 660 studies and is the most commonly used psychometric
VFDOH IRU DVVHVVLQJ &) DQG SURIHVVL®AEDR Btanvr] 206D O L W\ F
Brend, 2014).

1.24 Burnoutconcept

Although BO is not a traumielated construct, it is included in this section as it is often
mistaken for one because it shares some common characteristics with the aforementioned
traumarelated congets and frequently appears in studies alongside them (Hazen et al., 2020;
WaegemakerSchiff & Lane, 2019; Cummings et al., 2018; Setti et al., 2016).

BO has been widely studied since its introduction in the 1970s by Freudenberger

(1974), a clinical psyatiogist, and Maslach (1976), a social psychologist. Freudenberger
XVHG WKH WHUP EXUQRXW WR GHVFULEH KLV SHUV

psychological stress, loss of motivation, loss of commitment and emotional depletion while
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working with individuals with substance misuse difficulties. Maslach (1976) was conducting
research on the emotional stress and arousal of professionals in healthcare and human services
ZKHQ VKH GLVFRYHUHG WKDW WKH SURIHVVLR& MO FRSLQ
their workrelated behaviours and identities. Specifically, when some of the participants
UHIHUUHG WR WKH H[SHULHQFHG HPRWLRQDO VWUHVV DV E
studying and describing this phenomenon (Maslach, 2015%5)1%he describes BO as a
psychological syndrome that emerges as a cumulative reaction to chronic interpersonal job
related stressors (Maslach & Leiter, 2016; Maslach, 2015). This prolonged reaction is specific

to work context and is defined by three cdmmensions: overwhelming exhaustion, feelings

of cynicism and detachment from the job, and a sense of ineffectiveness and lack of
accomplishment (decreased professional efficacy) (Maslach & Leiter, 2016; Maslach, 2015;
Maslach, Schaufeli, & Leiter, 200Iwo of the three BO dimensions, cynicism and decreased
professional efficacy, describe transformations in cognitive, behavioural and emotional aspects
similar to those seen in VT. However, BO and VT are considered conceptually different as
cognitive disrugions associated with VT are wider in scope, whereas the effects of BO are
limited to working conditions (Quitangon, 2019; Bianchi, Truchot, Laurent, Brisson, &
Schonfeld, 2014). Furthermore, unlike VT, BO is not specific to professionals who work with
trauma survivors (Quitangon, 2019). Although they are two distinct constructs with their own
frameworks and psychometric assessment tools, they share some common aspects (e.g. both
are cumulative) and occasionally overlap anexist.

BO can cause physiolaml/somatic and psychological symptoms, including sleep
disturbances, gastrointestinal disorders, hypertension, chest pain, nausea, chronic fatigue,
anxiety and depression (Maslach & Leiter, 2016; Benight & Cieslak, 2013). In terms of
outcomes, decreasgdb satisfaction, absenteeism, intention to quit job, turnover and low
organisational commitment have been associated with BO (Maslach & Leiter, 2016). However,
studies have reported various findings on the role of job satisfaction in BO; some reported an
association (Kumar, Sinha, & Dutu, 2012; Kumar, Fischer, Robinson, Hatcher, & Bhagat,

2007), while others reported no relationship between the two (Prosser et al., 1996).

Maslach developed a Z&m psychometric tool, the Maslach Burnout Inventory
(MBI), to specifically assess the three dimensions of the BO model. It was later renamed MBI
Human Service Survey as it was intended for healthcare and social service professionals
(Maslach, Jackson, & Leiter, 1996; Maslach & Jackson, 1981). Several versitesNBI
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exist to assess BO in different professionals, for example, the MBKFDWRUTV 6XUYH\
educators and the MBBeneral Survey for general professionals (Schaufeli, Leiter, Maslach

& Jackson, 1996; Maslach, 1982). The MBI is considered to be tirawp assessment tool

for measuring BO and has been the most used in studies exploring the BO phenomenon
(Bianchi et al., 2014). However, it has been criticised for how its items are worded (Demerouti
Bakker, Nachreiner, & Schaufeli, 2001), for its quesiole validity (Wheeler, Vassar,
:RUOH\ %QDUQHYV RUOH\ 9DVVDU :KHHOHU %DUQI
Gillespie, & Bluedorn, 2000) and for the weak correlations betwegmatsssional efficacy

dimension and its other two (Loera, ConwegsViotti, 2014).

ODVODFKfV %2 PRGHO LV WKH PRVW SRSXODU FRPPR
literature (Shoji et al., 2015; Benight & Cieslak, 2013). However, other BO conceptualisations,
such as the twdimensional Job DemandResources model (Demetoet al., 2001) and the
Conservation of Resources model, have emerged over the years and gained popularity (Hobfoll
& Freedy, 1993). In both of these models, decreased professional efficacy is considered to be
a separate construct. However, all modeleaghat the most salient contributor to BO is the
continuous exposure to significant work overload and job demands. BO is a symptom of
organisational functioning that describes and explores the negative experiences that
professionals face at work. Howeveesearch suggests that BO needs to expand its scope
outside of working environments and become radtitextual (Bianchi et al., 2014; Bakker,
2009; Peeters, Montgomery, Bakker, & Schaufeli, 2005), which might assist the understanding
of the complex intexctions between stressors experienced at work and those experienced in
RWKHU DVSHFWV RI RQHYfV OLIH

1.3 Why vicarious traumatisation might be worth exploring further

1.3.1 Incorrect operationalisation oficarious traumatisatiorconstruct

The VT literature review identified weaknesses in the research regarding the
mismanagement and inaccurate utilisation of the VT concept, as well as the interchangeable
XVH RI WKH WHUPV 97 &) DQG 676 $ VWXG\ WLWOHG p9LF
doFXPHQWDU\ ILOPPDNLQJY OHO]JHU DWWULEXWHG D GlI
the one described by McCann and Pearlman (1990). The study offers a general description of
97 DV uWKH WUDXPD WKDW PD\ EH HISHULHQ®E G/ ENNRB PO RIC
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(Melzer, 2019, p. 41) but does not refer to the seminal works of VT, its symptomatology or the
factors that define it. In addition, it does not make reference to the CSDT, suggesting an
inconsistent approach to the concept of VT. Specht ailchdn (2018) investigated VT in
MRXUQDOLVWY LQ D VWXG\ WLWOHG p7HDFKLQJ YLFDULRXYV
ignored the theoretical framework of VT. In addition, they merged the phenomena of PTSD

and VT and proposed a new term, vioas PTSD, without offering an explanation for their
GHFLVLRQ 6LPLODUO\N /HZLV DQG .LQJ XVHG WKH WHU
but did not describe it further in the study, suggesting that the term was used as an adjective
rather tha as a clinical term. In their study exploring the role of spirituality as acasdf
mechanism, Dombo and Gray (2013) add the concept of moral injury as a potential
consequence of VT. They offer rationale for its inclusion, although this is not vérfidue

CSDT. Branson (2019) underlines that the VT construct originates from a specific theory; thus,

any modifications to its concept must be accountable to the CSDT.

The interchangeable use, merging and confusion of the terms VT, STS and CF was an
overaching aspect identified in numerous studies. For instance, in their investigation on child
ZHOIDUH ZRUNHUVY LQGLUHFW H[SRVXUH WR-Gakella@dK RRG D
Harris (2003) confused VT with STS and CF, repeatedly referred to 8T @sand described
WKH &6'7 DV 676V WKHRUHWLFDO IUDPHZRUN 6LPLODUO\
Palestinian social workers, Blome and Safadi (2016) used VT, CF and STS interchangeably.

In another example, Hazen et al. (2020) investigated ndng child welfare professionals

and suggested that VT is also called CF and STS. Other studies failed to distinguish VT and
STS and repeatedly referred to them as the same phenomenon (Waeg&udhifkie€sLane,

2019; Butler et al., 2016; Jirek, 2015). @dlingh, Knight, Naker, and Devries (2017) explored
indirect trauma exposure in research assistants in Uganda; they positioned VT, together with
STS and emotional distress, under the umbrella term secondary distress but did not provide
details of commondies between the three terms that led them to group them together. At the
beginning of their study regarding VT in asylum evaluators, Mishori et al. (2014) mentioned
that VT is also referred to as BO, CF, STS or occupational stress, but they later prefieely

VT and offer a correct description which helps the reader. This lack of consensus among
research and variability as to how the term VT has been operationalised and defined creates
confusion and makes comparison of the different concepts chaliengin

1.3.2Need for qualitative research
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Qualitative research can offer a personal and detailed exploration of VT; however, there
is a lack of these studies in the VT field (Jirek, 2015; Chouliara et al., 2009). Hunter (2012)
explored VT in eight therapsin Australia who had experience of working with survivors of
child maltreatment, sexual abuse and domestic abuse. Although participants reported
satisfaction from their work and expressed the belief that they had not been affected by VT,
they reported diruptions to cognitive schemas of safety, trust, esteem, control and intimacy,
which supports the CSDT theoretical framework. It may be that participants were, over time,
able to assimilate the experienced disruption in their beliefs and restructuteetiedisystem
into a novel satisfying one. In concordance, other qualitative studies support the presence of
VT among medical advocates (Long 2020; Wasco & Campbell, 2002), administrators (Dombo
& Blome, 2016), psychologists (Sui & Padmanabhanunni, 2@&b8)al workers (Possick et
al., 2015), mental health staff (Hernand@plfe et al., 2015), social work students (Shannon
et al., 2014), clinicians (Barrington & Shakespekirech, 2014; 2013), child welfare workers
(Jankoski, 2010; Dane, 2000), therap(gtsstorius et al., 2008; Arnold, Calhoun, Tedeschi, &
Cann, 2005; Benatar, 2000) and counsellors (lliffe & Steed, 2000; Steed & Downing, 1998).
The literature review identified approximately 97 studies in connection with VT, of which 73
were of quantitatig and 24 of qualitative methodologya considerable difference. A potential
explanation might be that qualitative research takes longer to conduct and requires more time
investment from both researchers and participants than quantitative studies usually d
Research suggests that qualitative studies are more consistent in their findings confirming the
presence of VT in professionals, in contrast to quantitative studies (Howlett & Collins, 2014;
Kadambi & Ennis, 2004; SabiRarrell & Turpin, 2003). A numbesf authors underline the
need for further qualitative studies to fully understand VT and its cognitive, emotional and
somatic effects on professionals (Andahazy, 2019; Makadia, -Fabiall, & Turpin, 2017;
Munger et al., 2015; Howlett, & Collins, 2014Jowever, Branson (2019) suggests that the
results of qualitative research should be approached carefully as it is difficult to establish the

reliability and validity of qualitative research measures.

1.3.3Sample limitations of reviewed studies

A methoalogical limitation identified in the literature review was the characteristics
of the samples. In some studies, information about the samples was insufficient or poorly
described (Mishori et al., 2014; Joubert et al., 2013; Bishop & Schmidt, 2011). tJeuakr
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(2013) investigated VT in 16 social workers but failed to offer details of the demographic
characteristics of participants or of their job settings. Furthermore, other studies used diverse
samples that included a wide range of participants ofiphellprofessional backgrounds and
services, creating confounding variables which might have influenced the findings (Mishori et
al., 2014; Pack, 2012; Williams et al., 2012; Argentero & Setti, 2011; Dreier & Wright, 2011).
For example, Mishori et al. (20)Lfecruited 210 participants, of which 68 were psychologists,

35 were internal medicine doctors, 31 were family doctors, 36 were defined as others and 40
as missing data. A potential limitation of using heterogeneous samples is the creation of
confoundingaspects which might affect the results and subsequently contribute to further

inconsistencies in VT research.

Another issue which emerged was the manner in which the populations under
investigation were defined. Specifically, the terms counsellor, psygist| therapist and
SV\FKRWKHUDSLVW ZHUH XVHG LQWHUFKDQJHDEO\ FUH
occupational backgrounds. Halevi and Idisis (2017) defined their sample of 134 participants as
therapists; however, this definition was an umbrella tBnpsychologists, social workers,
psychotherapists, criminologists and psychiatrists. Similarly, Williams et al. (2012) used the
term mental health counsellors to include clinical social workers, counsellors, marriage
therapists, family therapists and phlglogists. Although some of these terms refer to related
occupations with similarities between them, it is important to mention that each definition
originally refers to a unique profession consisting of specific characteristics, educational
backgroundstraining and skills. The use of umbrella terms impacts the homogeneity of the
sample; considering different professions with different types of exposure to client trauma as
one and the same could lead to inconsistencies in VT research findings.

1.3.4Gapin vicarious traumatisatiotiterature

The literature review yielded six UK studies that aimed to explore VT in 564 clinical
psychology trainees (Makadia et al., 2017), two gymnastics coaches (Day, Bond & Smith,
2013), eight artistic gymnasts (Day & Stleut, 2012), eight interpreters (Splevins et al., 2010),
one first responder (Keenan & Royle, 2008) and 30 professionals working in domestic violence
services (Morran, 2008). Of these, five incorporated qualitative research designs (Day et al.,
2013; Day &Schubert, 2012; Keenan & Royle, 2008; Splevins et al., 2010; Morran, 2008) and
one followed a quantitative methodology (Makadia et al., 2017). Day and Schubert (2012) and
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Splevins et al. (2010) collected their data through ssractured interviews, wheas Day et

at. (2013) and Keenan and Royle (2008) used case studies. Finally, Morran (2008) distributed
openended questionnaires for participants to answer. None of the UK qualitative studies
investigated VT in qualified psychologists, but Morran (20@8)uded psychotherapists in the
sample of his study, together with probation officers and social workers. Psychotherapists and
psychologists in the UK come from different training backgrounds and their professions are
regulated differently. Psychotherapythe UK is not under statutory regulation although it is
overseen and supported by several organisations (e.g. British Association for Counselling and
Psychotherapy [BACP], UK Council for Psychotherapy), none of which are officially
recognised by the gomement (BACP, 2020; Hansard, 2020). In contrast, psychology is
regulated in the UK by the Health and Care Professions Council, which protects certain titles
(e.g. health psychologist, clinical psychologist) and promotes the use of evizhsenk

practice.

7R WKH EHVW RI WKH DXWKRUfVY NQRZOHGJH WKH VWX!
one that specifically targeted psychologists in the UK to investigate the relationship between
exposure to trauma work and wbking. The results did not support thhegence of VT, as no
association was reported between exposure to trauma work and disruptions in schemas as
measured by the TABS. However, the vast majority of the participants (75.2%) were in the
first or second year of their training and had had vetig léxposure to trauma work (72.9%
reported zero to two cases). The theoretical framework of VT suggests that the development of
97 VIPSWRPDWRORJ\ LV JUDGXDO DQG FDXVHG E\ WKH FXP
disclosures and participants mightertefore, not have been exposed to disclosures of trauma
survivors long enough to develop VT. Currently, no-b&sed research has investigated the
effects of indirect trauma on psychologists working with trauma survivors in the NHS; thus,
the aim of this stdy is to fill this gap by exploring the presence of VT symptoms in NHS
psychologists.

1.3.5 Why psychologists in th&ational Health Service might experiencevicarious

traumatisation

The NHS has faced major budget cuts lately, resulting in work settings that are low in
resources and finances and high in demand, such as mental health services (British Medical
Association, 2018; Harris, 2017). According to the Royal College of Psystsatfi018), in
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2016, mental health services received approximately £105 million less than in 2011. Although
mental health conditions represent 23% of the total disease burden in the UK, eoldf

the NHS budget is allocated to them (Royal College yicRiatrists, 2020; British Medical
Association, 2019; Cummins, 2018). Underfunding in mental health services has had a
significant impact on staffing numbersn 2017, a total of 23,686 mental health staff left the
NHS (Trades Union Congress, 2018). ®irk013, the number of people accessing mental
health services has risen by a third, whereas the number of doctors has fallen by 2%, resulting
LQ DQ LPPHGLDWH HIIHFW RQ VHUYLFH XVHUVY TXDOLW\ R
Trades Union Congres2018). Furthermore, research reports long waiting times, reduced
service availability, difficulties in accessing services, and a significant decrease in mental
health inpatient beds and eaftarea appointments (Trades Union Congress, 2018; Mental
HealthTaskforce, 2016; Unison, 2016).

The prevalence of trauma among mental health service users is growing (McManus,
%HEELQJWRQ -HQNLQV %UXJKD OHDGLQJ WR FRQV
exposure to traumatic disclosures. PsychologisteenNHS are at higher risk of developing
VT than other staff (e.g. nurses) because of the nature of their work. The chronic understaffing
of mental health services has adverse effects on staff, who report heavy caseloads, being
stretched beyond their capliies and having no time for professional development (Unison,
2016). The British Medical Association (2019) reported that 57% of psychologists in mental
health services described their service as understaffed. Furthermore, psychologists reported
that treir morale had deteriorated and that their caseloads were unmanageable, while access to
training, reflective practice and occupational health services had considerably lessened over
the last two years (British Medical Association, 2019). Research estithates 2017, 38%
of NHS staff reported feeling unwell due to waetated issues (NHS Survey Coordination
Centre, 2018), while one in five staff left their role (The Health Foundation, 2019). In addition,
the cost for the NHS of employee mental ill hle@ccounts for an average of £1,794 to £2,174
SHU HPSOR\HH 'HORLWWH $ GHFOLQH LQ 1+6 VWDIIfV
to client trauma might increase absenteeism, turnover and loss of experienced professionals
(White, 2006; Sextor.999). The loss of experienced psychologists could have a particularly
negative impact on the NHS as it would require employing and training new psychologists to
fill the open positions, creating additional costs to services. Currently, around 12% of all
psychology vacancies in the NHS are in mental health services (British Medical Association,
2019; Health Education England, 2017), illustrating the need to acknowledge that the nature of
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work done by psychologists in the NHS can be challenging for theshpkygical weltbeing.

Recent studies suggest that the coronavirus disease 2019 pandemic has the potential to
significantly raise the prevalence of trauma among people and increase the access demand for
already understaffed NHS mental health services gG8lerchant, & Lurie, 2020; Holmes et

al., 2020; Shi & Hall, 2020). As a result, psychologists, as the frontline healthcare workers in
treating trauma, might be required to work with a higher number of trauma survivors than they
already do. Organisationdimited resources due to chronic underfunding, combined with
increased exposure to traumatic disclosures, might lead to the development of VT in NHS

psychologists.

1.4 Summary

Since its conceptualisation, VT has instigated a number of scientific dsigsi its
distinction from other concepts (Quitangon, 2019; Molnar et al., 2017; Tabor, 2011; Dunkley
& Whelan, 2006). Numerous scientists agree that certain reactions emerge following repeated
LQGLUHFW H[SRVXUH WR RWKHU SielR SnirmkfeveltiohBhipB 8ndD Q G W |
occupations of professionals can be affected by their exposure to client trauma. Thus, the focus
of the scientific community should not be shifted by the debates on terminology and
phenomenology but should instead remairtite professionals affected by indirect exposure
to client trauma and on conducting further research to improve their quality of life. To bridge
the gaps and inconsistencies identified in the literature, the current study (1) uses the
conceptualisation of T to investigatand KLJKOLJKW WKH SRWHQWLDO HIIHFW
traumatic disclosures on psychologists working in the NHS, (2) employs a qualitative
methodology for an "GHSWK H[SORUDWLRQ RI SDUWLFLSDQWVY H

relatively homogeneous sample to improve the accuracy and quality of the resultant data.

2.0METHOD S

2.1 Study design and rationale

The author and researcher of the present study is a 34 years old male, named Anastasios

Toumpanakis. During the conduct ofginesearch the author was a doctoral candidate of health
psychology at City, University of London and a trainee health psychologist at WLMHT. Prior
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to this study, the author has conducted two theses at master of science level and one published

research athe British Medical Journal Diabetes Research and Care.

Qualitativemethodologyapproach is mainly focussed on how people make sense of the
world, how they experience events and what meaning they attribute to phenomena (Pietkiewicz
& Smith, 204). In this study it is important to nderstand the lived experience of the
participants within the reality they reside in, and the sense they make omaifatspecifically
to experienceFOLHQW TV W U D XaRdit¢\pbotent@limpdecomhex ivesV

A qualitative researchapproach was employed in order to explore the subjective
experiencesuch as the cognitive, behavioural, emotional and physiological changes that affect
psychologistexposed to traumatic disclosudgheirclientsin the NHS Qualtative research
approach seeks to understand the meaning of life experiences and phenomena in social context
through interpretationnicontrast to quantitative research approach which searches for causal
relationships through statistical analygiSray, 2014 Pietkiewicz & Smith, 204). The
UHVHDUFKHUTYVY SUHRFFXSDWLRQV FXOWXUDO EDFNJURX!
acknowledged, rather than being viewed as methodological limitations that need to be
accounted for and defended against (Morrow, 20079 understanding of an une@searched

and unexplored topic as VT in the NHS services calld#use of qualitative approach.

Qualitative analysis is a useful tofdr developing an ikdepth understanding of a
phenomenon or to develop and extéimelory of that phenomenon (Hsieh & Shannon, 2005).
According to Wilkinson, Joffeand Yardley (2004), wplitative resarch provides an
opportunity to gain appreciation :0{1) KRZ SHRSOHfV H[SHULHQFHV DUH
subgctive, sociological andultural point ofview; (2) the ways that individuals make active
sense of their experiences; (3) the different perspectives of people in different circusjstance
and (4) the psychological, linguistic, social and cultural factors which influemdigidual V |
process of creating meaniogt of their experienceQualitative research can explore not only
the emotional aspect of health and illness but also what people feel and think phdidular
event what is important to them and what is wiilst atemping to explain the reasons behind
SHRSOHYV EHKDY EHIDALhesRdr RHLL) IR Rdgition it is a suitable research
approachas it takes into consideratidhe sensitive nature of the data and the complexity of
human experience in real lif®mtexts For examplethe occurred changes in psychologfts
psyche after exposure t& O L HrQuwiati§ disclosures (Silvermaf003. By employing a
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gualitative methodology,the researcher of this studyas able WR LQYHVWLJDWH LQG
experiencesoH[SRVXUH WR FaodeHaDlgtfiem o éxbaxtRiml analyse descriptive

and rich dataln addition, the present research followeddbesolidated criteria foreporting

gualitative studieJCOREQ) (please see Appendix duidelineswhich were developed in

order to promote comprehensive reporting of qualitative res€@acty, Sainsbury& Craig,

2007).

2.2 Participants and recruitment

The participants in this study were qualified psychologists whavaaking experience
with survivors oftraumain the NHS servicesSDUWLFLSDQWY ZHUH UHFUXLWHG
professional and personal contacts within NHS organisatignswhich might limit
generalisability of the resultsAdditionally, recruitment aimed to be purposive in that it
involved psychologists who had worked with survivors of trauma in the NHS.

7KH PDLQ FRQFHUQ RI ,3% LV WKH ULFKQHVYV DQG GH)
therefore IPA studies usually benefit from a concentrated focus on a small number of cases
(Pietkiewicz & Snith, 2014; Smith, Flowers Larkin, 2009). There are several suggestions
as to how many participants an IPA study should have. According to Cresswell (2012) a
phenomenological study could have between 2 and 25 participants. Cresswell (2013)
underlines thémportance of homogeneity and that participants should have experience of the
studied phenomenon. Morse (1994) recommends at least 6 participants for phenomenological
VWXGLHY ZKLOH .X]J]HOfV UHFRPPHQGDWLRQ diy EHW ZH
homogenous sample. Turpin et al. (1997) agree with Kuzel (1992) and suggest 6 to 8
participants for an IPA study because this sample size allows the researcher to examine
similarities and differences among participants without being overwhelmed lgathered
data. Following the above suggestiaml in view of range and experieneesample of 9
participantsseemed appropriate to examine the phenomendh[ 8 RVXUH WR FOLHQWVY
detail This sample size favoured an idiographic ardapth analysis of a phenomenon in a
specific group of people (e.g. psychologists) (Smith, 2004); this involved the selection of a
relatively homogenous group of participants. There were no issues gfarnimipation or
dropouts. Nine individualsiere offeredo participate and all of them matched the inclusion
criteria and were selected to take part in the study.
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The inclusion criteria were that participants must: (a) be qualified psychologists; (b)
have working experience in the NHS servicemd (c) havevorked with trauma survivors
Exclusioncriteria were: (a) unqualified psychologisésd (b) psychologists with no working
experiencevith traumasurvivors inthe NHS services. There was no restrictibagelimit or

gender.

Personahetworks and social media (e.cadebook LinkedIn) were used to advertise
WKH VWXG\TV SRVWH U2). Sl0ntekestét pakicipabts Séteidentffied through
personal network#\fter expressing an interestlbe part of the study, the participants received
an information sheet with more details about the stuayemail (please see Appendk In
addition, a demographic questionnauasfilled before the beginning of each interview (please

see Appendix).

The group of interviewees consisted of 9 individuals (6 females/3 males) with an
experience working in the NHS ranging from 4 to 25 years (M = 12.8 y@deskse see Table
1). All of the participants had direct contact wekrvice usersThe participants came from
different ethnic backgrounds as five participants were of Brétkhicorigin, one was lIrish,
one was German, one was Greek and one was from South Africa. In addition, five of the
participants defined themselves as Christian® as Agnostic, one as Atheist, one participant

declared no religious beliefs and one preferred not to disclosedhgion.

Table 1: Demographic information of participants

Participants Gender Age Marital status  Religion/beli Ethnic origin Years of work in

(pseudonyms) ef the NHS

F 36 Black British

Single Christian

Sofia F Prefer not to Prefer not to Christian White Irish 25
Laura F 30 Single Prefer not to White British 8
F 33 Single Atheist White British 10
M 46 Married None White British 19
M 31 Married Christian White British 10
F 32 Single Christian White Greek 8
F 41 Separated Agnostic White German 17
Robert M 60 Single Christian White South 15
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2.3 Data collectionand interview guide

Semistructured, irdepth, oneon-one interviews between the participants and the
researcher wereonsidered to be the most appropriate methaarder to gather this/ W X G\ TV
data.Semtistructured interviews are suitable to working with small samples and are useful for
studying specific situations (Laforest, 2009). In addition, since they provide access to
perceptions and opinions, they are effective for gaining insight into iskaesate not
immediately perceptible by individuals but that nonetheless cause concern (Laforest, 2009).
This kind of interviewing collects detailed information in a style that is conversational and is
often used when the researcher wants to delve deépls topic and to understand thoroughly

the answers providedHarrell & Bradley 2009).

A guide with questions and topics that must be covered was decided in advance and
was used in the serstructured interviewsHarrell & Bradley, 2008 The interviewguide was
GHYHORSHG E\ IROORZLQJ 6DDNYLWQH DQG 3HDUOPDQTV VX
tools/worksheet (1996 he worksheets suggested by Saakvithe and Pearlman for assessing
the presence of VT are opended questionnaires. They provideegrefore, a rich source of
information about personal experiences of indirect trauma exposure through clients' disclosure
in addition toexploring forthe presence of VT. They can, furthermore, be used in a flexible
manner such as to provide a basis fothfer research. In this case the information was used to
generate further exploratory questions in the form of an interview schithrie specifically,
there are three worksheets for assessing the potential presence of VT: the first focuses on
potential ontributing factors that might increasgmptoms oVT; the second one examines
RQHYVY FXUUHQW HPRWLRQDO H[SHULHQFH DQG WKH WKLUG
aspects of the individual might show evidence of VT (Saakvitne & Pearlman, I986).
interview guide (please see Appen8ixdrew upon these suggested worksheets and was used
in a flexible mannerThe researcher engaged with the participants by posing the questions in a
neutral manner and listening attentivelytteir responses (Mack/Voodsong, MacQueen,
Guest & Namey,2005. The researcher ensured that the questions wereesad in order
to allow space and flexibility for original and unexpected issues to arise and to investigate in
more details with further questions if neededillig/, 2013. The order of the questions was
FKDQJHG ZKHQ QHFHVVDU\ EDVHG RQ SDUWLFLSDQWVY LQF
relevant questions to them. In addition, the interviewer used cues in order to encourage the

participants to furtherlaborate in the discussed topic areBse researcher also ensured that
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the interview questionwould not contribute to any form of bias for the participdfiee from

hidden preoccupations and biases as pogsible

Prior to the interviews with the parnants, the researcher carried out a pilot interview
with a colleague in order to further develop interviewing skills gaid anunderstandingf
whether anymodification should be applied to the interview questions. Interview questions
were nonleading ad operended in order tprovideparticipantswith the freedom to lead the
discussion and promote their owreaningor theirexperiencesrl he interviews were arranged
at a mutually convenient time and locatitor both the participants arttie researcher. The
interviewstook place ina quiet environment away from the participafigork place The
LOQWHUYLHZYV ZHUH FDUULHG RXW LQ S Danithe Feb@adthhev ] SULY

interviews was between 30 and 70 minutes.

As the aimwas to make the participants feel comfortaglew in confidence and build
a rapport with the researcher (Jacob & Furgerson, 2C8h interview started with an
introductionwherethey were informed ofthe process andavere clearly reminded that they
could stop the interview if they @re to feel uncomfortable in any wakhe interviews began
with GHVFULSWLYH TXHVWLRQV WHWOKNhG in¢hé NFHBEEMicesahdS D Q W V
experienceof working with clients The mainbody of the interview condisd ofthreetopics
of a more challengingature: (a) views regarding issues arising frdrantswho sustained
traumatic or emotionally difficult experiences; (b) views on changes of personabeirai
and (c) views regarding support. Some examples of the questions which were included in the

interview guide are:

3+ R Ao challenging and traumatic situations at work affect your lifestyle in terms of

your sense of self, worldews, spirituality, work madt Y DWLRQ""

3+RZ GR \RX VZLWFK RIlI TURP WKH LQYROYHPHQW ZLWK
3+RZ GR \RX UHFRYHU DIWHU FKDOOHQJLQJ PRPHQWYV Z
FRSLQJ VWUDWHILHV" :KDW GR \RX ILQG PRUH GLIILFXC

In the lastpart of the interview péicipants were asked to describe a specific time that
they successfully dealt withchallengingcase in order to elicit a positive mood and emotions
in the participantsOnce the interview came to an empdysticipants were thanked ftaking
part in theresearch and had the opportunity to ask further questions regarding theAstudy.
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debrief form wasalso explained and given to them (please #gmendix 6). No repeat

interviews carried out.

2.4 Ethical consideration

Prior to any research taking placthieal approval wasoughtobtained from City,
University of London Psychology Department Research Ethics Comn{ilease see
Appendix7). As the study did not use resources and premises of the NH#aaonducted
GXULQJ SDUWLFLSD @nére/ WaZrid Uhded @flagpRvalfidom the NHS Health
Research AuthorityThe issues of debriefing, confidentiality and informed consent were

consideredarefully prior, during and after the study.

Participation in the study was voluntary and therefore no individual was ftoced
participae. In addition, the righto withdraw from the study if they wish to do so without
providing anyexplanation was specifically underlindélvery participant was fly informed
of the aims and objectives of the research and was given a consent form to read and sign prior
to interview (please se&ppendix8). Also, SDUWLFLSDQWYV ZHUH SURYLGHG Z
DQG WKH VXSHUYLVRUTV FRQWsDHatVang ldtlitohaD Yuekti@nsFdd VH S D
concerns at any stage of the research process. Individuals were provided with one week to take
in all the information they had been provided with, to consider their participation in the study

and to ask any questions.

Corfidentiality was taken very seriously throughout the stidiye consent formsvere
stored inthe UHV HD U F KH U 1V ToeReEdde dhtdrvieiw@rdstdred on a laptoand
secured witha password All identifying details (e.g. working places) and resnof the
participants were changed duritige transcription of the recordings to maintain anonymity.
All datahas beetreated in compliance with the Data Protection Act 1@@fjislation, 2018)
The data will be kept fds years and then will be destrayappropriately.

No foreseeable risks were identified in participation in this stQdgstions regarding
challenging and difficult cases coumdwevertrigger upsetting emotion®r the participant
The researchediscussedvith the participants prior tthe interview what their supportive
resources and protective factare Also, before each interview each participant was informed
that if upsetting emotions arise during the interview, the participant could ask to stop and/
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suspend the process. Further considerdtamhbeen done if additional care would be needed
the participants would be asked to contact their general practitioner (GP) or aveelpbies

of emotional distress (e.g. Mind, SANHprtunately,no partcipants required any sort of
additional emotional support.

2.5 Transcriptions

The analysed data consisted of audio recordings of the interviews and was transcribed
word-for-word in order to ensure that theitten text reflected the audio recordings. ¥bc
sounds (such as um), repetitive words, sweands, broken words and laughs were included
in the transcripts. The aim of the researcher was to present the original account of each
participant and transfer their words on papeasmuchdetail as posslb. Each recording was
played baclkagain right after the end of each interview in order to maintaiaracy. Following
each playbackthe researchdreganthe transcription process wsiilconstantly playing back
the recorded interviews in order to achieMagh level of accuracy in the transcription process.
This technique helped the researcteeremember the context of each interview which further
aided inthe analysis processlpon completionof eachinitial transcriptionthe researcher
played back theecordings one final time in order to add any missing words or delete any extra
words.As mentioned above, details that could potentiallydeatifiablehad been removed or
altered in the transcript$he software that was usamliconductthe analysis was MicrosoftV
Word. The transcripts were not returned to pdpaats for corrections as the audio recordings

were clear.

2.6 Data analysis

Interpretative Phenomenological Analys{i?A) was chosen as the appropriate
analytical methodologfor this studylt is a qualitative approach developed witRisychology
for the examination of lived experiences andaits isto investigate how people make sense
of their life phenomena andomprehendheselived experiences and worldviewkafkin,
Watts & Clifton, 2006 Smith, 1996. 7KH UHVHDUFKHUYV JRDO LV WR LQFRL
knowledge and present an account based on the extracted data in order to comprehend and
interpret the meaning that participants might give to their subjectperiences in a particular
context (Smithet al.,2009). Data saturation is not generally a goal of the IPA, rather it is
intended that rich personal accounts are obtained from the participants (Hale, Treharne, &
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Kitas, 2008). Howevemfter conducting aotal of 9 interviewsdata saturation was evident at
the point when neither new, nor original superordinate or subordinate themes emerged from
participants interviews, W FDQ EH DUJXHG WKRXJK WKDW HDFK LQG

unique that true dataturation can never really be fully achieved (Hale et al., 2008).

The three theoreticabtandpoints on which IPA is bas&m are phenomenology,
hermeneutics andliography The concept of phenomenology was defined by Husserl as the
VWXG\ RI HVYVHQFH RI FRQVFLRXV H[SHULHQFH )LQOD\

VXJIJHVWYV WKDW ,3%V FRQFHUQ LV WR H[DPLQH H[SHL
by previais psychological theories or hige personal inclinations of the researcher. When
usingthe IPA, the researcher mustdeare of and put aside their own biases by keep returning
to the data when making findings (Smi007). Thisis achieved by ling¢o-line indepth
analysis of the transcribaaterviews Smithet al.,2009).The concept of phenomenology was
further developed by Heidegger who suggested that phenomena are relevant when they become
PHDQLQJIXO LQ WKH FRQWH[W R axeBiyHuRyQ&tfof redlity BhdD Q G W K
are able to make sense of it while being immersed in reality itselbyfF2011). Therefore, in
a phenomenological approacipennesgdo the perception of the reality is needed from the
researcher as well as an awarer#dbeir personal biases that can hinder the comprehension
of LQGLY lespXriereds\(Finlay, 2011; Larkat al.,2006).

As Smith et al. (2009) point out, Gadamer described hermeneutics as a process that
challenges the researcher to review their gliegsin light of a newly acquired knowledge of
the studied phenomenon. This knowledge can change and be modified according to the
interactive relation to the data that bring in new insight in the resea®mathet al.,2009).
IPA operates with a doublKHUPHQHXWLF DV WKH UHVHDUFKHU WULHV
meaningmaking process of their subjective experience (Smith & Osborn, 26b5)the
researcher the skill of being able to produce an analysis closely tied $olHé W L Bdc8udtQ W TV
of experience is of utmostmportancein IPA and carriessignificant importance during the
research{Smith, 2017) The hermeneutic cycle of analysis was adopted several times during
the process of data analysis, enabling a continuous interpretation-aiatoeation of data as
they HPHUJHG IURP SDUWLFLSDQWVY H[SHULHQFHYV

Finally, ideographyrefers to the attentiomw tspecifics and details. More specifically, to
the detailed analysis of personal experience -bgsmase so in the final report each
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SDUWLFLSDQWYV H[SHULHQFH KDV D SUHVHQFH DQG WKHU
divergence within the sampl&rhith, 2017).Ideographyhighlights the way specific people
understand a particular phenomenon in a particular cor@extlfet al.,2009. It is concerned

therefore with the thoroughness and the subtle distinction of meaning while analysing data in
orderto give a full and vivid account of human experiences which could escape the nomothetic

or more general approaches to psychological enquiry,

Specifically,for this study, IPA was incorporated in order to explore the experiences of
psychologists with wotkg experience in the NHS and to channel and highlighit begiefs
and worldviews (Larkiret al.,2006).Smithet al.(2009) suggest certain steps of analysis that
provide guidance and structure for the process of data analysis. The steps in thils vaearc
be schematically describ@dthe following stages.

2.6.1Stage 1

Before proceeding to the analysis of a néwterview, Smith et al. (2009) suggest
analysingan interview ¢ne casgin detail first. Therefore, the first stagd data analysis
required an irdepth understanding bgarefully reading the transcript in orddor the
researcher to familiarise themselves with the collected Bgteeadingthrough the transcript
more than oncethe researcher began the procesumderstanding and ppeciating the
SDUWLFLSDQ \WetameZ &liv€yGenDaQasith the data. In addition, the researcher
developed a sense of the overall structure of the interview and highlighted locations of rich and
detailed sections, contradictions and paradoxeddriJ W L Fdc&DMQ W TV

2.6.2 Stage 2

The second stage involved the initial exploratory codirfigch was an incredibly
detailed andime-consumindevel of data analysias it involved a wordor-word/line-by-line
review. In this stage the researcheptnotes anéxamined the semantic content and language
use omavery exploratory level by identifyinthe specific waysn which a certairparticipant
talks about, understands and thinks about the discussedliiteudd VHDUFKHUYV FRPPHQ
notes wera@egriptive, conceptual, interpretative or linguistic and waamaotated on the right
handmaurgin of the transcript.
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2.6.3 Stage 3

The third stage was focused on identifying and developing the emergent themes by
using the initial exploratory notésom the previous stage. The researdnansformed initial
notes on the righhand margin into more specific themes and phrases while ensuring
connection betweethe SDUWLFLSDQMINWVVARUGKHUYYV L Q@hwthedeth 8 UHW D W
titles. These titles werthen annotated in the leftand marginThe emerged themes were then
clustered and labelled cabg-case on a separate gritlwasalsoof utmost importance at this
stage for the researcher toread the previously coded transcript alongside the ideahtif

themes in order to ensure that the themes fitted the originapgprbpriately

26.4 Stage 4

After conducting stages one to thfeeall 9 interview transcripts, the researcher moved
to the final stage ofthe analysis.The fourth stagevas also an iterative process andas
dedicated to the crossmse analysis that looked for similar discordantpatterns and
connections between participangs.superordinatehemes table was creatacknowledged
HDFK S D U \higed. &btipWidngmith et al., 2009) and represented the phenomena

experienced by the participants

2.7 Reflexivity

Reflexivity is an integral part of the research process and needs to be carefully
considered by the researcher in order to identify how it may have affeetszstarch itself at
any stageMalterud (2001) suggests that reflexivity is the attitude of attending systematically
to the context of knowledge construction, especially to the effect of the researcher at every step
of the research procesS.H V H D U EBrkdddl §nd pEofessional background Wwilve an #ect
on issuer like the chosen field of studiie scopeof research, the methods that would be
considered most appropriate for the research, the resultdasihygl the presentation and
communicationof ¢« HDUFK{V FRQFO XV L RC@rkinddoiQhg type X Gesearch
should ideally go hand in hand with ensuring that there exists a great amounaefaelfiess
RQ WKH UHVHDUFKHUYfV SDUW LQ RUGQhdcolWdbeirhigveddbyH LQWH
identifying, acknowledging and examining professional and perspradonceptionsand
influencesbrought into the study by the researcher beforedamihgthe design of the study,
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the recruitment of participantshe collection andhe analyss of the data (Finlay, 2002
Malterud, 200). According to SmitrandOsborn (2003) this dynamic process of the research
is beng DFNQRZOHGJHG E\ ,3$ DQG WKH SDUWLFLSDQWVTY H|
interpreting eyes of the research®A emphasises in the importance of reflexivity in research
as data results relsolelyon tKkH UHVHD UFKH U §nd dckhbwiedySsUiiraiNdifakehtR Q
researchers would extract different results from the analysis of the sameidtkeeWicz &
Smith, 204; Smith, 2011; Giorgi & Giorgi, 2008).

Thechosersample method (snowball and personal networks) means that the researcher
had previous contact with a number of participan@spnofessional levelin effect, a number
of participants might have felt olgked to participate in the researdh addition there is also
the possibility that theesearchechose certain participants to take part in the shabed on
their past professional relationsrapd whether he felt that they would be more suitable and
insightful for the purposes of thhesearch. In additigrthe analysis and interpretation of the
results might have been influenceddsyawarenesst S D U W L prie@dhsexpevidnces.

In order to achieve integritycareful and constant examination ofHh UHVHDUFKH U ¢
professional and personal influences and preconceptions at all stages of the research process
was essentialFinlay, 2002). In order to continuously verify theU HV H D Ueveéd t6fU § V
interpretation when in contact withe participants, a riefxive journalwas kept Moreover,
the researcher reportétkir perspectives, beliefs and biases in the jousisat was considered
to bevaluable and essential to document how preconceptions, assumptions, values and beliefs
might have become an influence during the research prothesspurpose of keeping a
reflexive journalwas to identify and to rule out any present preoccupations and biases while
acknowledging their integral part in the research prodesgay, 2008).To summarise, the
research should always embrace a reflexive position towards all stages of research (e.g.
recruitment, data collection, data analysiafl make sure thareconceptions and biases are

not reflected during this process.

2.8 Epistemological agproach

This study has adopted IPA agqualitative approachPA requires a reflexive approach
and D FHUWDLQ DPRXQW RI IOH[LELOLW\ DQ Wilky2@BUDWLRQ
Larkin et al.,2006) The aim of this study i&WwWR H[SORUH SDUWLFLSDQWVY VXE
how they make sense of théadings, thoughts and perceptiornkhis study focuses on the
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actual process by which individual constroeaning and knowledde their lives, rather than
attempting to detertQH ZKDW LV pWUXHY LQ Wedfdfor& is Gu@ly take3 O L J
a social constructionistlativist ontological approach whichims to explore the lived
experience of VT in psychologists with NHS experience.

Social constructinismoffers a range of approach@om radical to moderatayhen it
comes to understanding what N Q R Z Oi$l @ Jiibfe radical explanation tends to be
preoccupied with the ways in which individuals within very specific social contexts deploy
discursive resouees in order to achieve a particular interactional objeciVilig, 2013).
According to this explanatiothe researcher is not interested in the inner experience of the
participant ast is assumd that the participans will construct a different versioof events
depending upon the social con®xtithin which they find themselves (Willig, 2013). In
contrast to that, this study has adopted a more moderate stanth@atiappreciateshe

experiences of the participant within a wider context (Willig, 2013)

Larkin et al. (2006) suggest that IPA combines the rich description of a
SKHQRPHQRORJLFDO pFRUHY ZLWK WKH VSHFXODWLYH GHY
studyhas embraced the interpretative range and flexibility of M#ilst stayingconneted to
the SDUWL FL S DIand di§clasa® RX @b¥s beyond description as itabs not only
to describe a phenomenon but to explore what it means for the individual to experience it.

2.9 Reliability and validity

The qualitative researchshould consider both validity and reliability when designing
WKH VWXG\ DQDO\WLQJ WKH VWXG\TV UHVXOWY DQG HYDO.
of validity and reliability though were initially developed in order to meet the standards of
guanttative research. Reliability referred to the consistency and stability of research results
while validity referred to the trustworthiness of the research results (Whittemore,, &hase
Mandle, 2001; Altheide & Johnson, 1994). Specifically, in quantitaggearch, the concept
RI UHOLDELOLW\ VXJIJHVWYV WKDW WKH DPRXQW RI WLPHV W
the reliability of the phenomenon (Merriam, 1995). On the other hand, qualitative research
deals with humabehaviour and interactionhich is unlikely to remain the same or be fixed.
Moreover, qualitative methodology does not use quantification and/or statistical procedures to
produce its results (Cypress, 2017). In qualitative research reliability describes consistency
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within the emplogd analytical procedures and can be achieved by being consistent, careful
and mindful in the application of research practices, analysis, conclusion and limitations of
research findings (Davies & Dodd, 2002; Long & Johnson, 200@) researcher of the cant

study achieved reliability by being consistent, mindful and careful during data collection (e.g.
explaining the process in detail to all participants, following the same interview schedule in
every interview), data analysis (e.g. making sure to follogvIPA guidelines), conclusions

and limitations of data findings (e.g. being aware of own biases and prejudices that could
potentially contaminate the interpretation of the results) (Davies & Dodd, 2002; Long &
Johnson, 2000).

Validity in research is &®ciated with the accuracy and veracity of the results (Van
Manen, 1990). In qualitative research the validity of research results is associated to the
continuous verification and cautious recording of the data by the researcher during the study
process. Mreover, Cypress (2017) suggests that validity means investigation, exploration,
theorising and questioning which are all means to ensure rigour in a qualitative research. In
this study, the researcher tried to assess validity in several waysndepenentqualitative
researchers crosfhecked the data analysis of each superordinate and subordinate theme of all
participants (triangulation) (Cypress, 2017; Henwood & Pidgeon, 1882a triangulation
could result in broader understanding of the phenomehinterest (Carter, Bryastukosius,
DiCenso, Blythe & Neville, 2014). The researchers made their suggesticamsl
UHFRPPHQGDWLRQV ZKLFK ZHUH LPSOHPHQWHG EXW RYHUL
analysisln addition, the researcher maintairsegflexive journal throughout the study in order
to keep notes that would be relevant and beneficial for the research (as several times he needed
them for analysis purposes), e.g. to confirm specific observations that were made during the
interview staggCypress, 2017)The use of triangulation and reflexive journal establishes
confirmability which refers to the internal coherence of the data in relation to the analysis,
results and conclusiorfg&nney, 2014; Bowen, 2009; Koch, 2006; Denzin & Lincoln, 499
Moreover, validity was achieved by the use of epaded questions during the interviews as
the comprehension of the phenomenon is valid if participants are allowed to share their
understanding of the phenomenon and speak freely about it accordirgy tovin perception
and beliefs (Cypress, 2017; Morse, 1991). Validity was assessed as well through reflexivity as
the researcher became aware and alenisobwn biases, beliefs and assumptions that could

affect the research process and therefore trgerisika was minimised (Cypress, 2017).
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5(68/76

7KH GDWD DQDO\VLV XVLQJ ,33 PHWKRGRORJ\ \LHOGHG
SUHVHQW WKH H[SHULB®MHKR OR ELWVRWRWIIRERURR Q ¥LRU WWKU D X
WKH 1+6 7KH DQDO\VLV HOLFLWHG W Z RRYXSBEYREREU @ DGPDHN M
WKHPHV UHVSHFWLYHO\ ZKLFK ZHUH VKD 8B & B\ HW\KH{HP DIVEFOU
7KH SDUWDRPIPSD@®VDQ\ LGHQWLI\LQJ HIBH WO LRV GHHU W RF KPIX
DQRQ\PLW\ 'DWD LQ WKH IRUP RI GLUHFW TXRWHV IURP WK
7KH WUDQVFULEHG WH[W RI WHKGIL WHVEHLLYY RIZGWH UVWIRJ BV H @ ML
RI SDUWIOLGDXDW M WIQFBOWGRQY DQG JUDKPH B WU WD 6 LISUDQRNW
SURYLGH IHHGEDFN RQ WKH UHVXOWYV

TDEORKHPHYV

6XSHURUGLQDWH WKHP 6XERUGLQDWH WKHPHYV
7KH LPSTOAVWNRIDWK PDWLF GLVFOT B3V\FKRORJLFD @ HDIFNERY\LFD O
SVI\FKRORJLVW 4XHVWLRQLQJ EHOLHI V\VWHPYV

6RFLDO DQG UHODWLRQDO LPSI
&RSLQJ PHFKDQLVPV VZLWEFEKL(

'HDOL QROAIWHRNIDMKKPDWLF GLVFOR -RE HI[SHFWDWLRQV
1DWLRDDE@GWUKYERDWH[W 6XSSRUW VA\VWHPV
&DVHORDG
6H®RVH DIHW\
&XOWXUH LQIOXHQFH
&RQVLGHUDWLRQV RI LPSURYLC

7KH LPSDFPOWHfRQWOWXRDLWEP RVXUHY RQ WKH SV\FKRORJLVW

7KLV VXSHURUGLQDWH WKHPH LV IRFXVHG RQ WKH V\PS
WKH WUDXPDWLF GLO/IFHOGRAMX HH M FRV WRHHQ FR XQ@QWHRRQYJ DQC
VXIIHU IURP WUDXPD KDYH EHHQ LGHQWLIQ HG] DHUED O HIBWRHI
SV\FKRORJLFDO DQG SK\VLFDO UHDFWLRQV TXHVWLRQLQJ
DQG DGDSWHG FRSLQJ PHFKDQLVPYV
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SVIRKWRJLFDO DQG SK\WLFDO UHDFWLRQV

7KLYV VXERUGLQDWH WKHPH UHODWHV WR WKH SV\FKF
SDUWLFLSDQWY IDFHG GHWILKZEWRWVYK KL UG UARIUJNURPWWUDXPD
SVI\FKRORJLVWY LQ WKH VWXG\ ZHUH H[SRVHG WRIKRUUHQ
WUDXPDWLVHG LRFLBEGWWY RI WKHLU

JURP WKH SHIUQWIRUSDBXIW LW ZDV HYLGHQW WKDW WKI
VIPSWRPV RI 376' VXFK DV UHFXUUHQW GLVWUHVVLQJ GUHI
GLVWUHVV PDUNHG SK\VURBRUUFHDMW UHDAROXRQNDU\ DQG
WKRXJKWV DQG LPDJH\FQQHM)ARMORDIVRIOF VDR PRK QM  7KH\ D
QHJDWLYH DOWHUDWLRQV LQ FRJQLWLRQV DQG PRRG DVVR
FOLHR@WAGVWRIYBUZKHOPLQJ HPRWLRQV VXFK DV DQ[LHW\ G
IHD U

&ODLUH UHYHDOV WKH ZD\ VKH ZzDV UHDFWLQJ DIWHU
WRUWXUHG EDFN LQ KLV FRXQWU\ IRU SROLWLFDO UHDVRQ

S(YHU\ WLPH WKDW KRRZDY ZDH/D Y LQKDWKHDUSLOORZ QHI[W
WKH SLOORZ DURXQG P\'IDFH DQG , ZDV FU\LQJ
&ODLUH \HDUV LQ WKH 1+6

&ODMUWHNVURQJ UHDFWLRQ VXJIJHVWY WKDW DQ DFFXPXC
WDNHQ SODFH DQG QHHGHEDY H D& RXMU H, G BDRIWWIEHY KRZ V
DQRWRHMMIIWFORVXUH BW QUHIPVXORRPDAL PDQ ZKR KDG EHH
VROGLHU VLQFH KH ZDV D FKLOG DQG KH IRXJKW LQ WKH FL

8, YLVXDOLVHG KLP DV D OLWWA&B ERAH PYWKH O IIXY D Q@G
GROO <RX NQRZ , VWDUWHG ZHOOMQ K XGGLR\WKHD VM V)
HQGHG XS OLNW PU\WWR IWKH EWHDN RI WKH GDP \RX NQF
&ODLUH \HDUV LQ WKH 1+6
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Here Claire compactkherself at the age of helientwhen he was a child soldier and
that led to an overwhelming but honest reaction tofer L kr&uivafid/disclosurd-ollowing
Claire, Peter describes his recurrent nightmares and intrusive images and thoughts after
working with a young teenage girl who had been constantly a victim of a paedophile. At one
LQFLGHQW WKH JLUOYV DVVDLODQW UHOHDVHG KLV GRJV I
Afterwards the girl was forced by her assailant to pick up and dkegpi¢ces of her dead cat.
Peter discloses the impact of this disclosure on him.

S f%YH JRW D FDW DQG WKDW DEVROXWHO\ WUDXPDWLVH:¢
ZRXOG FDOORXVO\ IRU D ELW RI IXQ VHW WKHLU GRJ R
WKUHH \HDW OHRARXP\GKDW RXW DW QLJKW (YHQ GXULQ:
SULYLOHJHV WR JR RXW /LNH , ZDV MXVW VXGGHQO\ M.
VHHPHG OLNH D KXPDQ PLJKW KDYH EHHQ XDQOWK HK [GH L J
QLIKWPDUHY DERXW P\ FDW EHLQJ ULSSHG XS E\ GRJV
SHWHU \HDUV LQ WKH 1+6

,ODGGLWHWHU UHSRUWYVY D VHQVH RI GHWDFKPHQW DV
FOLYWWOQUWWDMNKPDWLF GLVFORVXUHYV

8, ZRUU\MWKDRQH WRR PXBK DMXG] ,RMXFHIMUG R \P R UH
MR\ RI ZRUNLQJ ZLWK WKHVH SHRSOH WKDW , XVHG WR
SHWHU \HDUV LQ WKH 1+6

SREHUW JUDSKLFDOO\ GHYV FOLB&RMYW KCH | B EWHGR K XR H R
FOQWDYV D UHIXJHH ZKR ZDV NLGQDSSHG ZLWK KLV EURWKH!
WR ZLWQHVY VRPH KRUULEOH DWURFLWLHV

3$V , DP WDORR@P WRERXQJ LW GLIILFEXOWYEHFRW \WHKRIV\M
LPDJHVUWKHH U\ YHU\ HD @ MWVRHU\SVW IGDWKKH >WKH SDWLHQW
KDG EHHQ NLGQDSSHG DQG KH ZDV LQ D URRP ZLWK DE
DQG D KDOI DQG WKHQ HYHU\ IHZ GD\V VRPHERG\ ZRXO
VRPHERG\ KDQJ WKHP XB\KIHFPHDEREZ Q HDQYGH WWKLKDP KD Q J L «
ZDV VWXQQHG , ZDV MXVW DEVROXWHO\ VWXQQHG

67



SREHUW \HDUV LQ WKH 1+6

$IWHU WKLV H[SOLFLWO\ JUDSKLF DQG KRUULEOH GLV
LOQWUXVLYH WKRXJKWYV DQG WRBJIJHYHQR\L CRH WKDOMU LEDQ KH
RYHUZKHOPHG S5REHUW DW DQRWKHU LQVWDQWFPHE®YWR Q \
I[URP $1JKDQLVWDQ ZKR VDZ KLV IDPLO\ EHLQJ WRUWXUHG C
VHHNHU S5REHUW GRBVFUH¥YKUWLYIJHRRWLWKDW VHVVLRQ

3$QJHU PDVVLYH DQJHU ZLWK WKH DQJHU , IHHO D
IHHO D ORW Rl WHQVLRQ WXWKGE LYLJ R IMDHAWNERD WY & DA
, EHJLQ WR FOHQFK P\ MDZV
SREHUW \HDUV LQ WKH 1+6

6LPLODUO\ WR 5REHUW 1LFN\ KDG D FKY Q¥\DDXP b WH\W
GLVFORVXUH UHJDUGLQJ D VH[XDO DVVDXOW KH VXIIHUHG :

S/LNH ,EHHQ SXQFKHG LQ WKH VWRPDFK RYZDU/ZRHNRHAI

OLNH VRPHWKLQJ KDG EHHQ SXOOHG RXW 8P
MXVW VRUW RI VXQN GRZQ DQG IHOW PRUH GHVSRC
1LFN\ \HDUV LQ WKH 1+6

,Q RWAHOH/UBBYUWLFLSDQWYV GHPRQ®W NBPASIER D MRMEK A KD
DSSHDUV WR\WH YI/ FBUWKRWEYY RMWMBRP EBIOQYH RU XQLQMXL
D FLUFXPVWDQFH LQ ZKLFK DQRWKHU SHUVRQ ZDV SK\VLF
+XWVRQ +DOO 63X0FAMNVYRUOWD SHUVLVWHQWH®HNMD MVE YHHP RWUL
ZKLFK LV DQ DVVRFLDWHG GHBPHULSFWQ Y3V IHOMWNWUWHL R ISY VR F

6RILD H[SHULHQFHG fWLFPDOULOW XSDVWULFXODPWO\ WKH SHU

ZLWK SHRSOH IURP ,UDT DQG ,UDQ ZKLOH /DXUD GHVFULEHYV
UHJDUGLQJ KHU OLIH DV VKH FRAFPGIDNJHAEABY) MLQY K ZNKHEK OL Y F
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839G IHHO JXLOW\ JRLQJ WR EHG DW QLJKW EHFWXVH , >.
JXLOPWIRLQJ WR EHG DQG WKHVH SHRSOH DWH IQRWJIRQ
DOORZHG WR VOHRH FQE VAKHIA HR QKMHRASD R IG HFORFXORBWE H S
RXW DQG WRUWXUHG GXULQJ WKH QLJKW

6RILD \HDUV LQ WKH 1+6

83, W >WKH GLVFORVXUH RI KHU SDWLHQW@ PDGH PH WK
SDUHQWY DQ& KREHBEFN\ ,, WKLQN LW ZDW SN RDEIREXQX D
\HDK WHYHXWDB MXVW EHHQ YHU\ SULYLWYHJIHIGHIQQ YAHRRA S
OXFN\ DQG WKHQ MXVW EHFDXVH KH KDSSHQHG WR EH
KH KDV D FRPSOHWHO\ GLITHUHQW OLIHNMXWWKP D IGHP K H\
IHHO DQJU\ EHFDXVH RI XQIDLUQHVYV

/IDXUD \HDUV LQ WKH 1+6

%RWK SDUWLFLSDQWY ZHUH RYHUZKHOPHG E\ IHHOLQJ
KRUUHQGRXV H[S HWLLHBIRAGNR W K MK ISIRZ HU I X O H RIRHW XROQWL QX
IURP WKH UHDOLVDWLRQ ,WW KIDG\G WK HR DR IDAAR WK HYR & VINEF KR O F
WUDXPDWLF GEVOAGRYKWHKY BV\FKRORJLVWYV ZDV WKH IHH
3DUWLFLSDQWY GHVFULEHG KRZ SUR WNVFHR QQEOHERLN KD

85 ZDV@ ZRQGLAHEGDYLQJ \RX IHHO EDG DERXW \RXU VNLC(
OLNRGIYH OHW WKLV SHUVFFEHWGRZEADNK QG NODIRZ MXDW WR

SHWHU \HDUV LQ WKH 1+6

5> DP@QHWWOELW XVHOHVV VRPHWLPHYV , WKLQN VRF
WR EWPWKH UHX¥FXBQG WKDW FUHDWHY D ORW RI SUHV\

1LFN\ \HDUV LQ WKH 1+6

3] \MXH >WKH SDWLHQW@ W\SH WZRWKSIDWWEXPD 8P W
QHJDWLYH WR VD\ :KDW , PHDQ LV WR UHD VD WKHQINY H
ZH FDQ KHUH LQ WKH 1+6 WKRVH >SDWQH QEHHAD ZK R
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UDSHG WKHPVHOYHV KRXUV RI WKH GD\V DQG PRQWKYV
RXU OLPLW RI VLIRXHHVHWRLREW@WUNLQJ ZLWK WKHVH .
7TRP \HDUV LQ WKH 1+6

8, GR ILQG LW GLIILFXOW UNWEBWPLQY\SRPRI FDI1ROWV \R X
WXW D VWLFN\ SODVWHU RQ LW 8P DQG \RX FDQ IHHO
\RX VWDUW™"

7TRP \HDUV LQ WKH 1+6

Tom overwhelmingly describes his desperation as a result of the knovitedde is
unable to helglientswith complex trauma and the NHS policy of session limit which makes
him feel that is impossible to carry out his workere is an indication here that some clinicians
neither have the skills nor working environmentsahlé for dealing with this kind of stark
trauma. The combination of factors is likely to precipitate burnout in people exposed to such

no conducive contexts for treating trauma. For Sofia, burnout is a concern as she underlines.

STKHMHE KXJH VERSGSQRIRW LQ WKDW DIWHIIH HCR X Q\FDRLD H,GC
EDFN WR IPNSURHBEO\ EXUQHG RWW ORQWKLW WW D JHZRB)
VHH PH KDYLQJ WKH VWUHQJWK WR JR EDFN DQG IDFH \
6RILD \HBD UW¥6LQ WK

Sofiastronglybelieves that there are many other psychologists with buasocairesult
of their work. In addition, Ise mentions that sheould not be able to work again withients
who have experienced trauroa adaily basis. Thereisatone H [KDXVWLRQ LQ 6RILDT

while disclosing this.

$00 WKH SDUWLFLSDQWYV UG SRK WHNRS W W P ORID 8 W\ FRK®RHD
SK\VLFDO UHIDRML\RQLWXWWG WR WKH LPSDFW Rl WKHLU SU
WUDXPD 7KH\ UHSBRUWHGARWDRQDO UHVSRQVHV UHVXOV
WUDXPBWLW@GVWRPH RI WKHVH HPRWLRQV DQG UHDFWLRQ
PRQWKV DIWHU WKH\ K& HEHMQVB PSDYWULEXGDURP LQVWDQ
UHDFWLRQNV&@XBRQ¥JWR SURORQJHG V\PSWRPV WKDW ODVW|]
SHUVLVWHQW HPRWLRQDO VWDWH IHHOLQJV RI GHWDFKPH
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DQG QHJDWLYH EHOLHIV RU HI[SHFWDWLRQV 7KILWV K WKW H
FKDQJHV LQ WKH EHOLHI V\VWHPV RI WKH SDUWLFLSDQWYV

4XHVWLRQLQJ EHOLHI VA\VWHPYV

%HOLHI BWIWHPWWW UXPWWHEY DQG QRWPWHW K B VR IGUHH D@
DQG ZLWK LWV XWLOLVDWLRDRBBRSDURKXDIGR RMIOENEHS RR W |

1HVFRGBOGH (DWK EFHFOUVHR Y \VWHPYVY DUH UHLQIRUFHG
SROLWLFDO DQG VRFLDO YLHZSRLQWY H[SHRRHQHRHKDV WR
IHVFRGBOGH % HOHHD VM\WW.IQBWVRDUDQLVP DQG FDQ EH F

DOWHUHG E\ WKH H[SHULHQFHVY SHRSOH DUH H[SRVHG WR
DGGUHVVHV WKH HfOHHFQW \R K 'S B [SRIVIX D @ARKD ODXRDWQ F G LV
RI WREBLBRQWWKHLU EHOLHI VIVWHPV DQG KRZ WKHVH EHOLH
H[SRVXUH

6RILD GHVFULEHV KRZ KHU ZRUN ZLWK WUDXPDWLVHG
DERXW WKH ZRUOG RYHU WKH \HDUV

26 DOZD\V IHOW DQ LQYLQFL RN WHWRPHMHOP BG G 1RKZL O
WKDW WKH\ GR 1RZ , NQRZ WKDW KXPDQ FUXHOW\ LV E
VXIIHU LV EH\RQG EHOLHI LQ WHUPV RI VDIHW\ LQ
YLHZ WUXVW LQ SHRKROH LY¥R®RMWH YWKWH WDRWW QDW O
DQW ,VXUYH KBMSSHQHG WR PDQ\ RWK MW YS\HR SADKID WRIXQ ®/H
ZLQ

6RILD \HDUV LQ WKH 1+6

6RILDYV FRIQLWLYH SHUFHSWLRQ DERXW WKHZRUOG D
been disrupted and changed as a result of her Wwatka also explains how her views were

changed after working with refugees who had suffered from muttglenas

3, GRMQUHDOO\ WKLQN WKH ZRUOG LV D W »PDWIHSE&KIHRH D Q
ZRUN@ PRUH QHJDWLYH DERXW WKH ZRUOG %HIRUE
D IDLU'SODFH
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/IDXUD \HDUV LQ WKH 1+6

2WKHU SDUWLFLSDQWYV VDPIGOHHORH BWIHE DK I©I1GU DYQL G R
V\V W H PDYOK\DHIU H G

8 W GRHV DIIHFW P\ ZRUOG YLHZV DFWXDOO\ 8P WKHUH
KRZ FUXHO DQG KRUULEOH SHRSOH DUH 8P DQG KRZ X
FDQ EH TXLWH GHSUHVVLQJ

1LFN\ \HDUV LQ WKH 1+6

S7TKH VSLULWXG@E@LMN ZHODQMWVWDUWLQJ WR IHHO TXLWH
DV , SXW LQ P\ WKLQJ RYHU WKHUH , DP D &KULVWLDQ
UHDOO\ WV KO/ LDE RWWZ'K VDR W PDOWEHD QAR @ R EH SDI
WKDW

SR BPM \HDUV LQ WKH 1+6

3, DP D &KULVWLDQ DQG DWZDHV\KDLYBIGEBDIW QN 92XV MRV
GHJUHH RI VXIIHULQJ \RX NQRZ" WKDW SHRSOH FDQ JR
6RILD \HDUV LQ WKH 1+6

+HUH SDUWLFLSDQWY GLVFORVHG DQ XWWHU FKDQJH 1
DV D UHVXOW RI WKHLU ZRUN ZLWK SHRSOH ZKR KDYH HIS
GHSUHVVHG ZLWK WKH FUXHOW\ LQ SHRSOH WEW RBA@ GV D
WR KHU 5REHUW H[SHULHQFHV IHHOLQJV RI GLVDSSRLQW
FKDOOHQJHV WKHP WKIURBIKLIALY ZRUGL I8 RFXIDW WR NHHS KI
ZKHQ UHDOLVHG WKH DPRXXQPWD KID&ESDW®R $BIRF O & LBMK W U D

7KH SDUWLFLSDQWYV GHPRQVWUDWHG WKDW WKH ZRUN
EH\RQG WKHLU ZRUN LWVHOI 7KHLU EHOLHIV DERXW VDIHW
UHOLJLRXV EHOLHIV ZHUHHDPSOHU IFHKKOQ OHOH @ J HRH\S K Y WHSHHELRUS O Ri|
WUDXPBD HYSY RDVWM QXLQJ WR WKH QH[W VXERUGLQDWH WKHPE
SDUWLZLSO®BWYW DGGUHVVHG

6RFLDO DQG UHODWLRQDO LPSDFW
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7KLV WKHPH H[SORUHV WKBLVESORNMXURN VRIOD FWPKOHN ISR/
UHODWLRQWKLBWKHUV LQ D VRFLDO DQG SHUVRQDO FRQWH

JRU D QXPEHU RI SDUWLFLSDQWY LQWUXVLRQV WRRN W
SHUVRQDO UHODWLRQVKLSV /DXUD ZKRGWVXRDULY®RWUKDR/I Z
DQG WRUWXUH I1LQGV GLIILFXOW WR QDYLJDWH KHUVHOI D
WRSLF LV UHODWRIB WRUKHUD FLVP

+HUH WKH SDUWLFLSDQWY H[SUHVV KHLJKWHQ VHQVL
HSHULHQFHV ZKLFK LPSDFWLQJ WKHLU ZRUNLQJ DQG VRFLEC

837KH\ >KHU IULHQGV@ ZHUH VD\LQJ VRPHWKLQJ OLNH T
DQJU\ DERXW WKDW DQG WKHQ LW PDGH PH WKLQN RI
KH KDBHDW DQG , DFWXDOO\ UHPHPEHU OLNH JHWWLQJ
DQG LW ZDV TXLWH KDUG WR DOPRVW FRQWDLQ WKDW
VLWXDWLRQ

/IDXUD \HDUV LQ WKH 1+6

$3HRSOH , XVHG WR WGRND OH DIOW \RIDQYRRAKH, Vv YBQG LI \
UDFLVW , ILQG LW YHU\ KDUG WR WWIUREDHQG VKDL G
UHVXOW RI WKLV ZRUN

/DXUD \HDUV LQ WKH 1+6

S%HLQJ PHW ZLWK DEVROXWH VDURPWPR P H EREHMHRUW Q G
VHHQ D SRRU SHUVRQ LQ WKHLU OLIH
6RILD \HDUV LQ WKH 1+6

Laura reveals that she has become sensitive to certain topics because~dD had Q W V
traumatic experiences and disclosuaesl that &entimesfinds herself in situatianthat she
cannotcontain her angehat istriggered by her surroundingégD XUD YV UHODWLRQVKLS\
affected and a number of them have been terminated as shedvatused them because of

her work with traumatised pe@plSofia outlines the reaction of her colleagues the time she
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was protesting about the lack of financial supportfients Herdisclosure about the sarcastic
reaction of her colleagues indicates a potential professional alienation towards herratthat ti
Sofia reveals here an important issue of disconnection between a number of staff in the NHS
and F O L th€xui¢ Pfticipants also described altered level of vigilance in relation to safety,

even in their owmeighbourhoods

::KHQ , JR LQ >WKH DWPNIDRMN@ R ORRNLQ JIDWRWQE KW KL
SHUVRQ*LW®@ PDNHV PH NLQG RI ORR W DWW S NRIE Ol B G
WKH SHUVRM)DRU ZKHUH DV , ZRXOG QHYHU KDYH GRQH V

, IHOMWRD KNRQURU DERXW ZKDW KDG KDSSHQHG
ODULD \HDUV LQ WKH 1+6

37TKLV >KLW SDIWEORWXUH@ OHIW PH ZLWK D GHHS XQHI

DURXQG ODWH DW QLJKW LW V ROPHH VR IP\W KZH. \D K HD E L
LQ :KLFK LV LURQLF ZKHQ ZH >KLP DQG KLV SDUWQHU
\HDUV EDFN LW ORRNHG OLNH WKH RQO\ SODFH ZH
VRPH Rl WKHVH DUHDV VRY HQRKWHHIY G| X BIWPKRAYLH G U RY
WKDW ZfWZAHUMWELY DUHD

3HWHU \HDUV LQ WKH 1+6

Maria heredescribes aspects of the experienced intrusions and social impact as a result
of her work. After treating two of her fematéentswho were brutally attacked in an area that
she works, Maria started experiencing certain type of intrusgesexperiences alterations in
perception okense ohersafetyas she no longer feels safgytmtocertain placeandshefeels
horrified aboutincidents wheréher clientswere brutally attacked in a familiar for her area.
After her F O L HIi€claSUrgs she started being nervous and suspicious of other people being a
potential threat to her or aggressors when she goes to thesdratkasameihe of thought,
Peterfeels scared and terrified to godartain areas as a result of bientfV GLV$ORV XUH

7KH LPSDFW H[WHQGHG WR IHDUV IRU WKHLU IDPLOLH
SHUSHWUDWHG RQ FKLOGUHQ

S6H[XDO DEXVH LQDEKMHGCLDOIQ WWKDWANLQG RI WKLQJ XP
JIYH JRW D QLHFH DQG D QHSKHZ \RX NQRZ NLQG RI VF
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\RX NQRZ ZKHUH DQG NLQG RI WKLQN \RX NQRZ ZKDW
WKLQN LW PDNHVRRH PXMMEBIHHHO P
obuULD \HDUV LQ WKH 1+6

37KHUH V DOVR EHHQ RQHV WKDW KDYH EHHQW XP DE
EHFDXVH , P D ODG\ EXW WKH\ VHHPHG WR XP DIIHFW
D ORW’

obuULD \HDVYS/ LQ WKH

Maria reports experiencing persisting intrusions after working with victims of sexual
assault and child abus8hediscloses that heclientsf DFFRXQWYV PDGH KHU IHDI
IDPLO\Y\as\aRans&gience.

7KH LPSDFW RI GHDWOYIQQ HALW K QGWDNRRDS B UWWXUFH SADLCPW V

3, ZRXOG FRPH KRPH RQ D )ULGD\ DEVROXWHH EHKD XV
GUDLQHG RI HYHU\ ODVW HQHUJ\ RU VSLULW , KDG $Q
IULHQGYV DQG ILQGE®DWWDKDH®QERWRBDYH D NQRFN
SHUVRQDO OLIH NQRFN RQ HIIHFW RQ \MX W SHKULWRQ D O
KDUG WR XQZLQG VRPHWLPHV |UR KDKRWHR FRPG KRPHWN
IXQ DQG IULHQGEDOQGZDMW\RR BR LV MXVW NLQG R
DQG GHWR|[ IDOO RXW D OLWWOH ELW P\ IULHQGYV
DOO LQWHUHVWHG LQ WKLIP 9RW HRHQ LVQXIUFK,DDIDGVOH B\
LW ZLWK KHBRWKYE XYEHUVWDQG RU NQRZ ZKDW WR V
VWUDWHJ\ RI EHLQJ RQ \RXU RZQ
3HWHU \HDUV LQ WKH 1+6
3, F'Q UHDOO\ OLNH >VWDQG WIR@ ZDMW ZD W FRUQ O IV KK
Y H KDG VRUWWRD BRORW FOLHQWY DQG WKRXJKW DER:
DQG JRW D ELW HPRWM.R@&PB VXITKHB& WKDW
/DXUD \HDUV LQ WKH 1+6

3, ZRX0OG QHYHU ZDWFK D ILOP WK WWRRIWAIH-H W XEOHF QX
JPVHQVLWLVHG WR LW
6RILD \HDUV LQ WKH 1+6
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SHWHUYV ZRUN LQ WKH 1+6 ZLWK SHRSOH ZKR VXIIHU
personal life as sometimes he finds it hard to detach from his work. He also describes that
because of his work he is no longdsle to enjoy being with his friends. As a result, he
sometimes prefers to isolate himself as he feels that neither his partner nor his friends would
be interestedo listening to him This behaviour ofu EHL QJ R Qcduld pPafe@tilly lead
Peterto saial isolation /D X Udddj&f interactions have also been affected asaheotbe
involved anymore with her friends in certain types of activitdereveals that she is no longer
able to watch certain type of films because theyg intrusive thougts and intrusive images
of herclients] KRUULILF H[SHU Lud&3 Bdting pavizfuliBngkidd&) &s she feels that
she hasuffereda numerous timas a result of thesatrusivesymptoms Similarly to Laura,

Sofia gives an account eperienced altations in her social activitiess herfilm choices

have beerhangeds she is no longer, like Laura, able to watch certain type of movies.

3V\FKRORJLVWY GHDOLQJ ZLWK WUDXPD DSSHDU WR E}I
ZRUN 7KHUH DUH WEKUIKWWQRQVSRWHQWLDO IRU DOLHQDWL]
RI D FODVKLQJ YDOXH V\VWHPV LQFUHDVHG DZDUHQHVV RI
DQG IDPLOLHVY HPRWLRQDO H[KDXVWLRQ DQG DYRLGDQFH
FREEWY ZLWK WKH QH[W VXERUGLQDWH WKHPH RI FRSLQJ F

&RSLQJ PHFKDQLVPV

7KLV WKHPH H[DPLQHV WKH ZD\V WKH SDUWLFLSDQWYV \
DW ZRUN AIONE QWKW XUHU [ URP WUDXPD WKURX QKDWIKSH MU RR S
WLV WKHPH H[SORUHMZKBDGLBWUHWILFWNERQWWUH GXULQJ D
VHVVLRQ DQG KRZ WKH\ WU\ WR KDQGOH WKH LPPHGLDWH LI
KRZ VKH FRSHVY ZKHQ KRUULEOHRXIKMNXEQWLKHGER ¥ @ RRAGA HEV

6RPH SHRSOH PDGH DFWLYH DWWHPSWV WR LPPHGLDW
WKH\ ZHUH KHDULQJ

3, IDFH UL W X\WWRXYHU DYRLG WKRVH VLWXDWLRQV $
ZLWK WUDXPD , QHYHU DYRALG WKH\GARISIFXD WWHY W,HG R
DYRLG
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6RILD \HDUV LQ WKH 1+6

STKHUH ZHUH WLPHV IXKQYHIWRHPEGN D& ZW® IEWHRW K
QRWHYV MXVW WR JHW WKH VKRFN RXW RI P\ KHDG
6RILD \HDUV LQ WKH 1+6

3, QHHG WR MXVW JR IRU D ZDON RXW WKHUH GRZQ WK
DQG MXVW KDYH D FDQ RI &RNH

7TRP \HDUV LQ WKH 1+6

SSFWXRDRIOQWVKD WUDXPDWLF GLVFORVXUH@ KDSSHQV ,

YHU\ TXLFNO\ WKH ZD\ WKDW , DFWXDOO\ GHDO ZL'
SDWLHQW®@
SREHUW \HDUV LQ WKH 1+6

6RILDYfV GHWHUPLQDWLRQ IR disQdésive &f Yidelie@dishar WaiK H W U D X
of coping when facing horrific disclosures during sessions. Nevertheless, in numerous
occasions wherdientsY G LV F O RV Kduribl¥,sBethat td/dge Br a walk before continuing
her work. Tom also needs to gotmf his office for a quick walk after hard sessions in order
to be able to see the next schedwkent Robert on the other hand finds reflection useful as
well as a quick utilisation of mindfulness as a coping strategy to traumatic disclosures of his

clients

2ZWKHUV HQOLVWHG KHOS WR SURFHVV WKHLU HPRWLRC

S6RPHWLPHY , VSHDN WR P\{WRIQWHUBPXBY IH[WUWHPHARG
IRU GHEULHILQJ %XW \RX NQRZ DOO RI XV\LODOQWHH I
DFWXDO@MXWREB HEMH BPQ WKHP

&ODLUH \HDUV LQ WKH 1+6

3$IWHUZDUGV , GLG WDON ZLWK XP P\ FROOHDJXHV D
WKLQN , QHHGHG D VHQVH RI QHHGLQJ WR RIIORDG LW
1LFN\ \HDU& LQ WKH 1+
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S6RPHWKLUQ EWHKQ@WHDOO\ KHOSIXO LV XP VWDUWLQJ

WKLQNLQJ DERXW ORRNLQJ DIWHU P\VHOI EHWWHU 7KI
WLPH DQG XP DQG DOVR KHOSV PH VRUW BHDHWKR @\R

DQG KRZ , JHW LQWR SDUWLFXODU UHODWLRQVKLSV ZL
1LFN\ \HDUV LQ WKH 1+6

When a challenging session ends, Claire mentions that sometimegslamdspeaks
with her colleagues buiecause they face their own challeags wellshe does not always
feel comfortable t@o andspeak with a colleague. Similarly to Claire, Nicky also speaks with
her colleagues after a difficult sessias a method of supporBhe thendescribes the
importance of having her personal therapyrder to deal with her wokV FKDOOHQJHV L
difficult situations Here, Nicky underlines the importance of personal therapy for
psychologists whavork with clientswho suffer from traumaan issue often oversighted by

both professionals and organiseis.

2WKHU SDUWLFLSDQWYV XVHG GLVWUDFWLRQ DV D ZD\ W

3% XW LV >P\ FRSLQJ VWUDWHI\@ WR GLVDVVRFLDWH D
FRQVWUXFWLYH ZKLFK LV XVXDOO\ VRPHWKLQJ YHU\ )
ZUWH XS VRPH PRUH UHVHDUFK RU , PLJKW JR DQG XP
D GLITHUHQW SKLORVRSK\ D GLIITHUHQW ZD\ RI WKLQNI
HVFDSLVP

SREHUW \HDUV LQ WKH 1+6

3, GR D ORW RI GDQRIRX)IQG D ORW@LWK P\ I[ULHQGV , Ul
, FRPSRVH SRHWU\ , FRPSRVH IDLU\ WDOHV IRU FKLOG!

&ODLUH \HDUV LQ WKH 1+6

5,1, P IHHOLQJ UHDOO\ GUDLQHG >E\ ZRUN@ SUREDEO!
IDQWDV\ 79 MXVW \RX NQRZ NLQG RI JHW RXWVLGH RI
obuLbD \HDUV LQ WKH 1+6

Robert mentions that he usgH V F Di8 ardd? % cope, distract and distance himself
from hisclients Like Robert, Claire tries to switch off from work bydiing ways to distract
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herself. Maria describesdesire and need tpJHW R XW V L G Hwiitch SudgektZtRadl O G
there is an accumulation tfedness and overwhelmimggnotions that hae not been resolved

yet

7TKHUH ZDV DOVR HYLGHMBHO W KOW K MUKWHILRJL K2 Q WWU D X F
EDFN WROWK@ WY

8 >@ VORZHG GRZQ DQG VDW ZLWK LW DQG UHIOHFWHG I
ZDV D ELJ GHDO
1LFN\ \HDUV LQ WKH 1+6

$QGLQDWIONUH DUH SDUWH ALK WR AR VVEHK RII

3:KHQ , OHDYH KHUH , O D UH DGRR HKIRIZQ N GIRER RW WS D W L
RI OHDYLQJIP QORL QK K PHWMKME H
.HOO\ \HDUV LQ WKH 1+6

Kelly believes that she easily detaches herself fetients when she is off of work.
+RZHYHU .HOO\f{V UHSRUWHG HDVLQHVV WR VZLWFK RII IUR

7KH PDMRULW\ RI WHKHPRDKDWLH LIGGHDYHOWR SHG WKHLU RZH
VWUDWHJLHV RI FRSLQJ ZLWRIWWKKBOWBHAXKWRDW R F HG I X RO
LQGLFDWH WKDW SDUWLFLSDQWY IHOW D QHHG WR KDYH VF
SURFHVVLQJ DOVR WDNHV WLPH DQG D VWUDWHJI\ WKDW ZF
DSSHDU DZDUHVIR S WHKRHYPRBBEDWLRQ DQG XVH D YDULHW\ R
WKLYV

'"HDOL QJFDILWRWDX FDLW EP R V X UB W LLFOB W GH/WY ER IO W H [W

$ VXSHURUGLQDWH WKHPH WKDW HPHUJHG DFURVV WKF
LPSRUWDQFH DQG FHQWUDOLW\ RI GHDGIOQH @RAMK WWKKHP MV L
FDSWXUHV WKH ZD\ WKH SDUWLFLSDQWYV GHVFQRHES® D/OKH
H[SHULHQFH RI WKHVH LF@OW H QR IQR QK LAL WK FPKH VU[ VX ER
ZHUH LGHQWLILHG DV KDYLQJ D YLWDO UROH ARUHERMR/NKROR
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VXITHUHG ITURP WUDXPD 7KLW MHDMVRY ZH O RUWRIKEN VDKW [SD
DFFRXQWYV RI MRE H[SHFWDWLRQV FDVHORDG VH
ODFN RI DRORQSSSRUWXJIJHVWLRQV WR LPSURYH VXSSRUW LQ WI

-REESHFWDWLRQV

7KLV WKHPH UH®IMWHV WR WK BB LY S AESIDQWLR QV IUR|
ZKHQ WKH\ VWDUWHG WR ZRUN DV SV\FKRORJLVW WR WKH ¢

KDG FHUWDLQ H[SHFWDWLRQV DERXW WKHLU MRE DV SV\FKF
RQ XKRVKHLU H[SHFWDWLRQV KDYH FKDQJHG RYHU WLPH

3HWHU ZKRIXODW Rl ZRUNLQJ H[SHULHQFH LQ WKH 1+6 P
WKH FOLQLFDO ZRUN WKDW KH GRHV EXW KH HPSKDVLVHV W
DQG GHPRUDOLMDUWH@®REHWKDWIHPSDWLRQ WR LW

3% HFDXVH SD\ KDV JRQH GRZQ VR PXFK DQG EHFDXVH F
IHHO PXFK OHVV YDOXHGI¥G ZRQOW L[UBRR EHHQGIO DO VSHFLI
D NLQG RI DOPRVW D UHFHSWH R®R VWR \\R X HN Q RIAQ @ L AlKiH
IHHO OLWHIHHORQFDQ FRPSHWHQWO\ VD\ P\ IXWXUH OLF
VR EDG DQG WKH FRQGLWLRQV KDYH GHWHULRUDWHG
SHWHU \HDUV LQ WKH 1+6

For Peter being appreciated and valued for his wgoak important aspect. He strongly
and bitterly feels undervalued as his salary does not reflect the amount and difficulty of work
that he has to carry out. His words emphasisedgstive emotiong/ith the current situation
as hecharacterisebimself & a p U H F H S &vidl. Be(@eles \dt his professional future would
be away from the NHSSofia is the participant who has the longest experience of working in
the NHS with 25 years mentions that her job used to match her expectations and beliefs but she

underlines the reasons it does not anymore.

3, WKLQN XK IRU PDQ\ \HDUV LWWGLSX LWK HQUFHD\DR/Q Q.
GRMWQ@QRZ LV W KRV K RHDHWHQ G H Q F\EWRHEH DYH3 WRU R
DFW PRUH OLNH WHFRQLVWVQ \$ Q\VGVEMXIBW K BHRRIOEHOLH IV
6RILD \HDUV LQ WKH 1+6
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6RILD KHUH H[SUHVVHV KHU GLVDSSRLQWHGEWKHDG WK
DQG VKH EHOLHYHVY WKDW DV D UHVXOW KHU UROHHWNV D SV
FKRH RI ZRUGYVY H J WHFKQLFLDQV VHHPV WR VXJIJHVW WK
MRE KDV EHHQ GUDPDWLFDOO\ FKDQJHG DQG KDV OLWWOH

2Q WKH RWKHU KDQG ODULD LV ZRUNLQJ LQ WKH 1+6 \
DPRIJVW WKH SDUWLFLSDQWY DQG GHVFULEHV ZK\ KHU MR
ZKLOH VKH ZDV RQ WUDLQLQJ

1R QRW ®WW ORHEG®FDXVHHXPXLRX VKHOWHOHG , WKL
RQ WUDLQKBQ® ZH FDPH RXW MRKWHRHMREM QYDLODEOH E
UHFHVYLR@®G WKHQ WKLQJV FKDQJHG LQ WHUPV RI SHF
WKHURS&%7 ZDV YHU\ SURPL@QHMQWY RI IUHHGRP DW P\
VRPHWKLQJ WKDW FD Qv UMRAW Y KFE\WADHEDDRM GFROR. HQ WW 8P D C
WKLQJ LV WKH NLQG RI XP W\SHV RI MREW WIKBW DUF
WLPHWESOREDEO\ WK H MKW QB XWPDWW\ XP SRWRKMXM WR
WKLQW WKMIXVEN RXW IRU PH WKPHNRMW FRXVYE ERPH FH
VRPHRQH IRU D ORQJHU SHULRG RI WLPH

ODULD \HDUV LQ WKH 1+6

ODULDTY GHVFULSWLRQ RI WKH FKDQJH RI KHU MRE HJ[S
transitioning from a trainee to a professional psychologise eépressesoncerns about
several restrictions that the NHS implies to psychologists (e.g. prdiased therapies,
timescale of sessions). Masaes professional freedom and flexibility as an important and vital
factor for her work as a psychologigtollowing Maria, Robert wh 15 years of working
experience in the NH®&eseems to face similar issues with Maria at his current work that have

changed his job expectations.

SAXLWH UHF B W \7 WXNHN@V KIKMHPIKHG/ SURIHVE@DRQDO D.
ZMUH DFWXDOO\ EHFRPLQJ TXLWH QGOWWDRR UM BER X AUV
PDQDJH XP PDVVLYH GHPDQG Z& VEKM QRRWW B PR VR XU
PDWFKHV KLV @ pRHEWDW. RXKYD\ P\ XP fFH PSH ARSHHIR Q V 2
FOLQLFDO SV\FFPRDRUNYWJIZKIHOK, VRPHERG\ ZLWK RQH F
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LQ WKH EHVW SRVLWLRQ WR NQRZ LQ ZRUNLQJ ZLWK W
RI WKDW FOLHQW $QG , KDG DEVROXWH BX WKRIDRIMHGW R
QRZ DQG ZKBIW MMKHILQJ M RZVDVLIQMRIPHERG\ FRPHV DOR!
WKDW SDUWLFXODU GLDJQRVL$QW KUK DW BRBIN QRX KHD D
DOO

SREHUW \HDUV LQ WKH 1+6

Similarly to others, Robert feel KDW FXUUHQW 1+69 SROLFLHV KDY
professional role while at the same time undermine his professional judgementlaries]
best interests. In addition, he firmly believes that the lack of professional freedom to the
minimum point causedysfunctions in his worllaving eight years of working experienge

the NHS, Claire agrees with Robert that the freedom that she has now is less than it used to be.

3<RX IHHO YHU\ FRQWUROOHG >ODXJK@ LQ 1+6 EHFDX
SD\PW E\ URKVMWROXWIWHO FRQWUROOHG LQ WHUPV RI KRZ
« 1+6 DUH FRQVWUD L GBWRWRKH LR WHRRXWRHV H[HUW RQ
« 6BRWKHUH LV D ORW RI FRQWURO ,Q WHUPV RI I[UHHGI
&O0BLU \HDUV LQ WKH 1+6

&EGODNWHRUGY DQG QHUYRXV ODXJK VXJIJHVW WKDW VKH |
RI WKH QWZSR®LFLHY WKDW PDIHERUWNKRRBIV\FRRORIRV /NG E'
7KH ODFN RI UHVRXUFHV WK DW WKKXOW © LG/UIDAFFL Y 1 K DY FL\H
FRQWURO RQ WWREKRORQLVKMHY UHIHUV WR KHU MRBVH[SHFW
UHVSRQVH LV HPSKDWLF

30\ H[SHFWDWLRQV DQG EHOLHIV QR KHU ZRUN GRHYV
SRVW %WMKBXBHRPLVHG PH D UHDXODQGRIRG WXIH ULYUL\WW
PRQWKWW &DE&B DQ\ $QG XP , ZDV KHDGLQJ,WR@WUGV
WKDW HYHU\WKLQJ ZDV « EHFD X QM ICIPEIY NXGHUYLVLR
WKH\ VDLGRWRZIPGBIO KDYH WUDXPD EDVHV LQ WKH ILUV\
SURJUHVV \RX ZLOO KDYHDR ® RUKDWHQHYHE KWHSIHQHG
ZLOO WUDLQ QHZ SHRSOH LW (ODB ENYHGWR®O WIKQ U JKL
ELW KHOBO NWW\ LQ¥VKH. EDQQRW FRQWDLQ KHU IHHOI
XSVHW ZLWK WKL JYRWRW KR EGIV WWHQYLURQPHQW
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&ODLUH \HDUV LQ WKH 1+6

&ODLUH ZDV YLVLEO\ XSVHW ZKLOH VKH ZDBWRARQWAM QL
VKH ZzDV JLYHQ E\ KHU QHZ MRE VHUYLFHV 6KH VHHPV WR K
MRE DV VKH ZzDV QRW JHWWLQJ DQ\ VXSHUYLVLRQ DQG WKD
DQG H[SKOHHEQUMWRWORVXUHY 6XSHUYRIVLRQAY ©O® W KW UHEP\H-OQ F
DVSHFW IRU JYRFKNR ORIEVMRXOG EH GDPDJLQJ IRU LQGLYL
SURORRBIKKBRYHU &ODLUH SRLQWYV RXW KRZ WKH ZRUNLQJ
GHYHORS D KHDY\ DWPRVSKHUHNZ OOY RIRQ PR Q W\D IO® MNK WKV F
QHIJDWLYH HPRWLRQV RYHU WR WKH UHVW RI WKH WHDP PH

7KH PDMRULW\ RI WKH SDUWLFLSDQWY H[SUHVVHG WKI
ZRUVHQ WKH ODVW \HDUV GXH WR D RXWHIBUURIVBNDV¥RQVUH
LQ vDbODULHVY ODFN RI SURIHVVLRQDO I[UHHGRP LQFUHDVH
DQG RU VXSSRUW E\ WKHLU 7B RER HEBIVF R ®& W XPHGWHE\F WKD.Q WG
RI WKH 1+6 VHUYLFMVRDEDG DURXWQ WEKGHHLU MRE LQ WKH ZD\ V
D VHQVH WKDW WKLV LV DQ RYHUZKHOPLQJ WUDQVLWLRQ |
GR KDV QRWKLQJ WR G¥W KREK 'XWBEMFKRIOR LQMWHUYLHZV W
KRSHOMWE¥QWKH SDUWLFLSDQWY DQG WKDW WKH WKLQJV D
QH[W VXERUGLQDWH WKHPH WKDW H[SORUHV WKH YXSSRUYV
ZRUNLQJ SHUIRUPDQFH

6 X S S\WUWH R/V

7KLY VXERUGLQDWH WKHPH GHVFULEHVY WKH DYDLODEC
WKHLU VHUYLFHYV DIWHU D FKDOG-HFDQHQW VHVVLRQ ZLWK D

6RILD UHYHDOV WKDW VKH FRXOG QRW WXUQ WR KHU VHUY
1R EHFDXVH WKHQHWRDVYEBRHN <RX NQRZ WKHUH ZDV Q
VR QR WKHUH ZDV UHDOO\ QRZKHUH \RX KDG WR ILQG

\RTUH LQ WKDW VLWXDWLRQ
6RILD \HDUV LQ WKH 1+6
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7TKH VLWXDWDRQHWKDMEBRILY FRQFHUQLQJ DV LW XQC
SV\FKRORJLVWY OLNH 6RILD QRW RQO\ KDYH WR IDFH RYF
FOLEAWVWKH\ DOVR KDYH WR ILQG D ZD\ WR GHDO DQG FR
GLVFODHRW X\ WKHPVHOYHV 7KLV VXJIJHVWV WKDW SV\FKROR
ZRUNLQJ SODFH LQ WKHVH PDWWHUYVY FDUU\ DQ HPRWLRQDO
ZD\ WR GHDO ZLWK LW ZLOO DFFXPXODWHW Q@ G FWR g Q MTLDHX
GHVFULEHG LQ WKH SUHYLRXV VXERUGLQDWH WKHPHV 6LP
VXSSRUW DV D SV\FKRORJLVW ZLWKLQ VHUYLFHV LV ZKHUH

37TKHUH LV QR VXSSRUW |IRU WKDW 6R WKDUYR XD MRKD(
8P , VSRNH DERXW LW LQ WKH VHUYLFH EXW RQO\ LQVR
3P HWUHPHO\ DQJU\ DERXMW KHBUWJWKHYWHRZDY QR I
GLVFXVVLRQ $QG QR VXSSRUW DURXQG WKDW DW DOO
SREHUW Q WHKDHU YV+16

Robert strongly believes that there is no suptmottirn towithin the NHSfor staff who
treatclientswith trauma and might be affected by it. He sounds bitter and disappointed for the
lack of supporthe experiencedMaria presents anotheralgy that is present in the NHS

services when it comes to supporting the staff.

3,1, ZDV XEHDOOHIRXOG VSHDN WR VRPHRQH >D FROOHDJX
VXSHUYLVRU ZRXOG EH RSHQ WR PH WDONLQJ DERXW L
SLX$ WKH SKRQH 8P EXW LI WRXQRW DROVY DAR PHRRWQH
GR WKDW LPPHGLDWHO\ 6R \RX MXVW NLQG RI KDYH WEF
opuLD \HDUV LQ WKH 1+6

Maria discloses that she could potentially seek support within her service but because
of the heavy caseload and schedule this is not always possible for her. The absence of staff
support when needechnlead to emotional accumulation and therefore to npanesistent
effects of VT.

6RPH SDUWLFLSDQWY KDG DFFHVV WR VXSHUYLVLRQ I
PHQWLRQHG 7RP GHVFULEHV WKDW KH DOVR VHHNV VXSSR
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3, KDYH D QXPEHU RI GLITHUHQW VXSSRUW.QHWQBURNIV .
ZRUN 6XSHUYLVLRQ LV RQH W DPORWHQ@VHLVIRHGC
WR WKHPINDWRVKERUHU GLITHUHQWLDO DV ZHOO RI VXSH&H
ZLWKLQ \RXU 7UXVW

TRP \HDUV LQ WKH 1+6

7RBV DEFRXIIWVWY WKDW KH PLJKW QRW IHHO YHU\ FRP|
RI WUDXPDWLF GLVFORVXUHV R Q@ RR K RRH KLY GHXUSTHDH W RUK
LVVXH RI SRZHU GLIIHUHQFH EHWZHHQ WKH VXSHHDNMLRU D
WR KLP WR VHHN VXSSRUW RXWVLGH RI KLV VHUYLFH WKD
LQYROYHG

JURP SDUWRFEBRQWY LW LV HYLGHQW WKDW SURYLVLR
97 V\PRBRW LQ WKH 1+6 ZNLRLQDFNORLYXYSERYLFHVFDIQOVKLQ
SRWHQWLDOO\ SXMQ VWARFYW YMDN K ZWe B IDREMVW VB @ LVN RI GHYH
97 W DIWSKHDW\SV\FPKIRORDLBEWWWLQFWLRQ EHWZHHQ WKH NL
QHHG WR GHDO ZVMOKRNVNQPOCHYLBXWOOHPD DQG WKH NLQG RI
DYVLODEOH ZLWKLOQRWRH MW® LQV WKHRUW RU JURXS GHEULHI
WKH QHYyWHPHEWKDW H[SORUHV WKH DPRXQW RI FDVHV WKD
DQKGRZ LW DIITHFWV WKHLU ZRUNLQJ SHUIRUPDQFH

&DVHORDG

7KLYV QIR NWKH SUHWLWKDWY&HRKRH VHRQUWYWLRLSDQWYV IH
RYHUZKHOPHGDNVVDUUHIISRXOWM @R F OVLKMXB X KEPHYBH RMR WUHDW LQ
7KH DPRXQWFRI Y HWUV WKDW QHHGV WR EH VHHQ E\ SV\FKF
SHUIRUPDQFH DQG LQ WKH TXDOLW\ RI VHUYLFHV WKH\ F
SDUWLFLSDQWY VHHPV WR LQFUHDVH DV WKH\ GRRIQRQV IHH
FKDQJH LQ WKH QHDU IXWXUH

7KH SDUWLFLSDQWY VKDUHG D SDUWLFXODUO\ FRPPR
QXPEHHORMQWY VHH LV PRUH WKDQ WKH\ FDQ KDQGOH UH\
HPRWLRQDO GLVWUHVV DQG ISWL\RLEF D EFDMLHEQ WAKV WRIIFX P D
H[SHULBIQEHMHU\ HPRWLRQDOO\ GHPDQGLQJ DQG RYHUZKHC
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YHU\ JUDSKLF DQG H[WUHPH GLVFORVXUHVY DQG WKH\ QHHG
DQG VSDFH WKDW WX VER)\Q RW KVKHH 1IBW ,Q DGGLWLRQ W
SV\IFKRORJLVWY FRXOG EH VXUFKFOIHERWRVW R@OH EADWKM |
QXPEHU RI VHVNORBEWHWIGHVFULEHV KLV H[SHULHQFH RI
VFKHGXOH

s, RW EHWWHU DW QRW VHHLQJ WRR PDQ\ SHRSOH LQ R
VR KHDY\ DQG VR GUDLQLQJ , ZDV VHHLQJ WKUHH RU |
LW MXVW WRR PXFK HPRWMR OR SIS HZU WKQW R DW B RMKDEWQ O
, ZDV ILUPHU ZLWK R\,EWKDGOULKNMW PDQ\ FOLHQWYV F
GUDLQLQJ 4XUWH GDPDJLQJ

3HWHU \HDUV LQ WKH 1+6

For Peter a heavy caseload has a great emotional toll on psychologists. He mentions
that he could not cope with theumberof allocatedclients because of the high levels of
emotional fatigue and exhaustion that he was experiencing. In an attempt td pratec
safeguard himself from the accumulated burden Peter decided to change his professional
practices. When Peter mentions that he sounds completely drained and exhésteBeter

mentions that he sounds completely drained and exhausted.

Maria and Ton unravel how they deal with the reality of having to see for therapy too

manyclientswith trauma

8, WU\ WR VSDFH P\ AL HRWWHRWWLIEINW®RRBR W8P O EX\W
SRVVLEOH 8P VR , ZRXOG WU\ QRW HVNRRMWD X ADWR@R RO
GD\ $OWKWXQRW BODWDOD\V SRVVLEOH

obuLbD \HDUV LQ WKH 1+6

3, ZRXOG ORRN DWHFDXKPEHKQQORBGVKH FDVHORDGYV DV ZH
GLYY\ WKHP RXW WR SV\FKRORM VREY LRFOX GDLAO)® P\QH
WKH WUDXPD FDVHV ZRXOG EH VWXSLG 8P ¥R EDVLF
VSUHDGLQJ WKH ZRUNORDG EDVLFDOO\ EHWZHHQ SV\F
TRP \HDUV LQ WKH 1+6
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7RP DQG ODULD UHDOLVH WKDW WKH FDVHOWRDBQWKH\ K
FDVHRVOREQWMN DXPD DUH PXOWKFHOXRUNCROING KDUGHU WR PELC
WR VDIHIXDUG WKHPVHOYHVY ERWK ODULD DQG 7RP WU\ QR
ZRUNORDG +RZHYHU ODULD GLVFORNG K DWKLOQN WYRHRQPIDIQW K
FDVHV SHU GD\ WKDW LV QRW QXZBNMUXSRWYHBE®H G X B GLR VG

)RU SV\FKRORJLVWVY ORVLQJ WKH HQMR\PHQW DQG PRV
LOQWHUHVW IRU WKH ZRUN L WH\HOO VZ KLLGF KV K M EG/HHFTKHHEDWAHO R 1Z \
1+6 VHUYLFHV 1LFN\ DQG &ODLUH GHVFULEHG WKHLU H[SHL
UHYHDO WKH LPSDFW RQ WKHP

S7TKHUH LV D YDJXH FDVHORDG QXPERMJ KVORPIHMQRXIK , Wi
WRRUW RI GLIJHVW WKLQJV DIWHU VHVVLRQV
1LFN\ \HDUV LQ WKH 1+6

3 VR PRWLYDWHG DQGWH R BKFK EWBEDXVZHD VP , HQG
PDVVLYH FDVHOMRB®@ MREFPPXOMRE VR PXFK
&ODLUH \HDUV LQ WKH 1+6

1LFN\ UHFRXQWV KRZ KHU FDVHORDG GRHV QRW OHDYH
DQG HPRWIYRQY H[FHVVLYH ORDGY FRXOG SRWHQWLDOO\ OF
KDYH DQ L SEWFRMHRWQ/LRQDO DRIGWSKHHU § R\RE® BHHE WV FU L E H \
ORVV Rl KHU PRWLYDWLRQ DQG HQMR\PHQW NRRIXRIBY XRIWN
GLVWUHVVHG DQG KHOSOHVV DW WKLV SRLQW DV WKH WRQ
WKH VLWXDWLRQ ZLOO DRSBIRL G VIRRLAH OHIEWRD USIODFWRU W
IXUWKHU FRQWULEXWH WR WKH GLIILFXOW\ WR EHLQJ DEOF

8, ZDV DIIHFWHG D ORW E\ P\ FXUUHQW VHSDUDWLRQ IU
\RX NQRZ XP WKBW MWKEXAKLADURGIHW ZKHQ \RXU SHUVR
&ODLUH \HDUV LQ WKH 1+6

&ODLUH XQGHUOLQHV WKH FXPXODWLYH VWUBKN RI ZR
VHHPVY WR EH GHVFULELQJ D VHQVH RI UHDO LW/ RB®E R DQUWHAOH
LI SVIFKRORJLVW IDFHV GLIILFXOW LVVXHV VLWXDWLRQV
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HPRWLRQDO GHPDQG RIFIODLHRMNAWIRFN BBRQWRADMPKHP VXIIHU
MRLQW ZLWK DQ XQVWDEOH VQGHGRIIERXOW BXOGREH LO) KRA
SRWHQWLDOO\ ZRXOG OHDG WKH SV\FKRORJLVW LQ DQ HPR

,Q VXPPDU\ WKH PDMRULW\ RI WKH SDUWLFLSDQWV G
KDYLQJ D KHDY\ FDVHORDG KRZ WKH\ WHILVWKD F DLPLSDH W I G
7KLV WKHPH LOOXVWUDWHY WKH IHHOLQJ DQG VHQVH RI «
XQGHUOLQHG WKH FKDOOHQJH WKH\ IDFH QFEDRGRKWWK DV
EXLOGV XS WKH QH[W VXEBHG QN W HQK HPRI W R DR M [FSIOWRK F
WKH\ ZRUN EDWHK QMWW LU

6HQVH RI VDIHW\

7KH SUHVHQW WKHPH UHIHUV WR WKH SHUFHSWLRQ F
ZRUNLQJ LQ WKH 1+6 RIWHQ ZLWK KLJK GHWND LSIRSE XB 1B WILR ¢
IHHOV ZRUNLQJ DW KLV FXUUHQW 1+6 SRVW

3+D )HHOLQJ VDIMUH2IQRRGYBHHQRW VDIH KHUH 8P ZH |
ZWUH FRPSURPLVLQJ ZKHQ ZH FRPH LQ KHUH GD\ LQ DQ
NQRZIWZHZDONLQJ LQAWR DRQRGQIMH H

7RP \HDUV LQ WKH 1+6

7RP IHHOV WRWDOO\ XQVDIH DW KLV ZRUNLQJ SODFH D
Lw bV SDUW RI KLV MRE 7KHQ HODERUDWHY PRUH WR WKH

32XU SDQLF EXWW RRWVIWKGU WR EH DEOH WR UHDFK L
SXVK WKDW EXWWRQ DV ZHOO LW LV QRW JRLQJ WR JR
KHOS PH fYH KIHG>68HUWLRXV XQWREDSSHRQKHGH QMD@W H L
SHRSOWMH PRUGHUWUOH5 SHRSOH KDYH WDNHQ WHKHIDJGRZQ
SHRSOH WXUQ XS'ZLWK NQLYHV KHUH

TRP \HDUV LQ WKH 1+6
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+LV DFFRXQW LOOXVWUDWHY D UDWKHU LQWLPLGDWLQ
RUGHU WR EH IXO0O\ FRQFHQWWERBWU G ROWATFU S DLQW \R Q AK\LKR'

DERXW WKHLU HQY\DURW P 86 & 1BQGWD RFOWW K HD WHRIY V¥ Il HWKRHP\ PZ
DUHD WKH\ VHUYH

37KHUH DUH GLIIHUHQW OHYHOV RI VDIHW\ , IHHO 7k
EHFDXVH ZH KDYH DQ DWDWO KDYHKBQGRRHUJIJHQF\ EXW
IHHO UHODWLYHO\ FPEHISOBRMHY WEBLCHQ LRWKRH U V

ODULD \HDUV LQ WKH 1+6

8 >@ IHHO D ELW OHVYV VDIH DQG D ELW PRUH VDIH DW V
ZDUGNQHUPOIOHQWY DUH OHVV ULVN\ >LQ PFRPRHNRDKW\ V
\RX PLIKW EH PRUH RQ \RXU RZQ DQG WKHUH BLIJKW QfF
KDYH RQ'D ZzDUG

1LFN\ \HDUV LQ WKH 1+6

Maria discloses that her safety feelings is relativ@tiich room her sessions take place.
Nicky, whonowworks in community services, describes mixed feslofgafetycompared to
her work in hospital ward&.ollowing Maria,Claire describes how safe she feels at her working

environment.

37KHUH KDRRPHHHNY WHDWHOWDWBI® LQ WKH 1+6 0\ FKLC
EHFDXVH WKH\ KDYH NLOOHG PDQ\ SHRSOH DV \RX FDQ
D EXOO\ DWWDFN PRGH $V VRRQ DV \RX FKDOOHQJH W
H\HV VRPHWLPMNVIHBBQ@HDOO\  UHDOO\ XP VDIH
&ODLUH \HDUV LQ WKH 1+6

6KH UHYHDOV WKDW ZRAONIHQWWKWMK1IKkEIJKDYXNVWHN KHU IF
XQVDMHWMQ &ODLUH JRHV RQ DQG GHVFULEHV WKH VWUHV'
HSHULHQFHV RI SDUWLFLSDQWY KLJKOLJKW WKH VWUHVYV Z

I[URP WKH HQYLURQPHW WH @& LULNRNAO URBEAWWMEKRIPS VIFKRORJL V!
WKHPVHOYHV
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3, KDG DQRWKHU FOLHQW ZKR KBPF KHHWDY BUW R XPLH IWGKDD
NQLIH ZLWK KLP DOO WKH WLPH LQ FDVH OLNH KLV VXI
VWDE KLPVHOI $QG VRPHWLPHYVY , ZDV WKLQNLQJ WKD
KDSSHQ ZLWKLQ WKH URRP WKH, UHNMNQ BXWWR QQHAIHEK R
FDQ EH TXLWH WRXJK

&ODLUH \HDUV LQ WKH 1+6

&ODLUH LV H[SRVHG WR D VWUHVVIXO DQG RYHUZKHOP
KDV WR RIWHQ FRQVLEHIYSEKWWLRRQ b0 G WMWUK R D'W& D0 1LIHYV W I
ZRUNV XQGHU H[WUHPH SUHVVXUH DQG FRQVYDIQIXHKYDU L
DGPLWV WMKIDWQKNURI VDIQWW DO ZBR\WNMXYNLILDEOH

s f%¥H DOZD\V IHOW VDIH WR D SRLQW WKDWIHNG RIW|

GLVSURSRUWLRQDWHO\ VDIH LQ SURERUWLRQ YWR BMKH)

OLNH RWKHU ¥HREHDHOKDWW D,FNHG RQ RFFDVLRQV XP L

KDYH

6RILD \HDUV LQ WKH 1+6

Sofiaherediscloseghat she feelsade althoughshe has beephysicallyattacked by
clientsin her working environment more than once. She also mentions that according to her

experience most people in the NHS have similar experiences of being attadtieaisy

JHHOLQJ VDIHQ@WS WEFHHZIRW®LPDMRU LVVXH IRU DQ\ SUF
SV\FKRORJLVWVY ZKR GHDO ZLWK WUDXPD IHDUFOLN@WR| KD
HQYLURQPHQWY WKDW DUH XQVDIH DQG WKLV FDQ RQO\ DG
QHM® IHHO FRPSHWHQW WR PDQDJH LQ VXFK VLWXDWLRQV
WKDW SDUWLFLSDQWY KDYH ZKLOH ZRUNLQJ DQG UHYHDOH
ZRUNSQDEXW WKH\ KDYH WR FDUU\ RQ ZBWNRQJ DK/H WSKRHNJHHC
SV\FKRORJLFDO EXUGHQ WKDW WKLV FRQVWDQW IHHOLQJ F
LVVXH WKDW QHHGV WR EH WDNHQ VHULRXVO\

&XOWXUH LQIOXHQFH

7KH WKHPH RI FXOWXUH LQIOXHQFH ZDV GHVFULEHG E
LPSRUWDQFH LQ WKHLU OLQH RI ZRUN &XOWXUH LQIOXHQF
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WKDW PDQWVAGLHARERQIJ WR DQG KRZ WKDWDBISHRWNKWRKHL
ZRUNH[BHULHQFHYV RI SWKKHRORREQW WD HWYIHQ KRZ ZLOOLQJ \
RWKHU FXOWXUHY DQG JXLGH WKHPVHOYHV WKURXJK WKHP

‘KLOH ZRUNLQJ ZLWK SRSXODWLRQ RI GLIIHUHQW FX
SV\FKRORHHOWN[®RVHG WR DQ XQNQRZQ EHKDYLRXU RU ZD\
DQG FRJQLWLRQ FRXOG DFW GLIIHUHQWO\ WKDQ SV\FKRC
LQYROYHV XQGHUVWDQGLQJ RI WKH UDWLRQD®DWRWURQYV
HYHQ GHFLVLRQV DQG EHKDYLRXUV WKDW FRQWUDVW RXU |

SHWHU GLVFORVHV KRZ KDUG ZzDV DW WLPHV IRU KLP W
EDFNJURXQG DV KLV HWKLFO  ZHQWWKDOOHQJHG E\ KLV

37KH DUHD , ZDV VSHDBLIQN LIDER RW FZCDW DX U CO R\ NVQR I D |
GUXJV ORWV Rl GULQN ORWV RI ZLIH EHDWLQJ DQG
KDUDVVPHQW VH[XWD QDIEXQRWS QR IOMW \RXU LGHDOV V(
JRLQJ DOO DORQMHV \RX$ 0HHOWQOHDIWH WKH SUREOHPV
HQGHPLF WKDQ WKH ZD\ WKLV RQH SHUVRQ WKLQNV
UHIOHFWLRQ RI WKH ZD\ HYHU\RQH HOVH RQ WKH VWUF
DOO D QRUP DQGVWIOWWRZHHUD § GQWKRI PLVRJ\QLVWLF DQ
EDVLEDOW\QRW WKH FXOWXUHV WKHPVHOYHV DUH SDU
FXOWXUHV 'LWK HYHU\ FEXOWXUH WKHUH DUH EHWW
3HWHU DUV \H)Q WKH 1+6

JRU 3HWHU LV KDUG WR PDQDJH DrQGHEQRLWHN WHKAGWZ RN U W
DQG WKDW LV HYLGHQW DQG UHIOHFWHG LQ KLV SRZHUI)
SDUWLFXODUO\ KDUG IRU KLP WR RYHUVHH WKH HWKLFDO
ZRUN WKDWORIWR UHRYHU KHDGWL KEY RARHIMNKEK WHHHDQVER D Q J H
DV D UHVXOW RI WKHVH FKDOOHQJHYV

30\ P\ MR\ RI ZRUNLQJ ZLWK WKHVH SHRSOH WKDW , X
F\QLFLVP , VWLOO KRSH WKDW VRPHRQH XQXVXDO ZLO
FKDQJWW, PRUH WKDQ IVZDXEHWM KW\ WKH\ ZRQ
3HWHU \HDUV LQ WKH 1+6
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SHWHU VRXQGV ELWWHU DQG WLUH& 2N WK MHEHRVM\/IDW X D V
GHVFULEHV D GLIITHUHQW NLQG RI FXOWXWVHF DK HF ¥ KIHP SH~NW
WKH LPSDFW RI VRPH HWKQLF UHOLJLRKYLEHQOWWWHEZ VWKNVW B

37KHVH XQIRUWXQDWH SHRSOH ZHUH FRPLQJ LQ WRUWX
ZHUH VRPH VWUDQJH DWW LWXIGHVIDRR QUKW KH K IMD IN L\
EHOLHIMWOR NMHHJDF\ RI D IRUPHU OLI'H &¥ E WRIX/IXOWLRM K
DQG VR YHU\ OLWWOH V\PSDWK\ DQG XQGHUVWDQGLQJ
WKDW TXLWH VKRFNLQJ
6RILD DUVHLQ WKH 1+6

6RILD SRLQWV RXW WKH XUJHQW QHHG IRU WKH 1+6
DZDUHQHVVY DQG VHQWLHQFH 6KH VHHPHG VKRFNHG ZKHQ
ODFN RI HPRWLRQDO VXSSRUW DQG XQOMUONWOY G LA IWW KU
6RILD FRQWLQXHYV E\ GHVFULELQJ ZK\ EHLQJ FXOWXUDO DZI
LQ WUHOMWARRI W XIITHU ITURP WUDXPD

35, WKLQN LI WKHUH ZHUH JRRG PHWKRGV LQ WKH ILHOG
HIWHQW WKHUH DUHBHQRWLRP GRW WKBW FXOWXUDOO\ V
ORRN DW WKH 1,&2KXIH/HORXHYXVW SURYLGH VRPHW
DSSURSWIHIWMWDVLHU VDLG WKDQ GRQH 1RERG\WRNMQRZV LC
RI VWXG\ WR NQRZ ZKDW FNOWMWXOUHH DQW WR NQRIVEKKD W
D ORW PRUH LQYHVWPHQW DQG \RX NQRZ D ORW PRUH
VWLOO LQWR :HVWHUQ IWWD PRRRWHNEY FDQ G | &R ® B MEVRKKHE K .
FXOWXUHV

6RILD \HDUV LQ WKH 1+6

6RILD IHHOV WKDW WKH 1+6 KDV QRW LQYHVWHG LQ PI
DZDUH LQ RUGHU WR XSGDWH WKHLU NQRZOHGJH LQ DSSU
IURP WUDXPD )JOPROWEKEBEDWIHQSURIHVVLRQDOV ZLWK GLIIHU}
EHWWHUPHQW DQG LPSURY HP HRQOA HRE RDW X LIGIE DIHW K HW Y DFXH
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EHOLHYHV WKDW VHUYLFHV FDQ QRW DSSO\ WKH VDPH WUH
EDFNJURXQG DQG EHOLHI V\VWHPV8QHHGNVMRKEMWHWD NOIQ GO S
RQ HDFK SV\FKRORJLVW FXUWHV\ DQG ZLOOLQJQHVV WR
NQRZOBGDHUH SRLQWYV RO KRREZ KHPS BSWRRISIPMIORD DQ G BY B 6
KHU RZQ VWXG\LQJ Rl RWKHU FXOWXUHV

s:KDW KDV KHOSHG PH D ORW LW EDVHEXDSLDQIHY ORW
UHDGLQJ DERXW WKH FXOWXUH DQG OHDUQLQJ IURP WEK
LPSRUWDQFHAH) P\ SBRFWIHPHPEHU RQH GRB&OKXIDWEHD F(
, IHHO VR PDQ\ FRFNURDBRIGHY WQFRDHEOUD VDKDW WKH FO
SV\FKRIKIFW LV FRFSQRDEBRMVEKLQHVH DQG WKLV PHDQ
EDG KHDGERRKHQHHG WR OHDUQ D ORW RI WKLQJV DERX!'
&ODLUH \HDUV LQ WKH 1+6

&ODLUH LV DGGUHVVLQJ WKH QHHG WR EHFRPH FXOWX
SURIHVVLRQDO GHYHORSPHQW )RU &ODLUH PWDIML QR RIEE R
SUDFWLFH DV LW KDV KHOSHG KH G HSRVXQIEHA 8 W R QIGG W KW
WKHUDSHXWLEF SV\FKRORJLFEDO VHUYLFHV ,I &O0DLUH ZDV Q
KDYH EHHQ FRPSOHWHO\ GLIBSWHREW LIDAVAH LU VKKHIWF BD W B W
DZDUH LV D FKDOOHQJH WKDW WKH 1+6 IDFHV QRZDGD\V DQ
DQ LPSDFW WR WKH SURYLGHG VHUYLFHYV

3HRSOH IURP FXOWXUHV RXWVLGH RI WKH 8. PLJKW
XQBWWDQGLQJ RI PHQWDO KHDOWK RU WKH H[SHULHQFH R
WKHUDSHXWLE DSSURDFK E\ SVIFKRORJLVWV LI WKH\ DUH
GHVFULEHV KHU H[SHULHQFH DQG JUDWLILRDW ERQWX WHRW K
XQGHUOLQHV ZKDW LV SDUWLFXODUO\ LQWHUHVWLQJ IRU K

8, UHDOO\ OLNH ZRUNLQJ ZLWK $RRIGOBOIQRO LGIH | XWPH QW
XQGHUVWDQG WKHLU SHHK FFHRPWLWRR R BKIORZ WKKHH\ YLHZ
DQG SHWKIDSV RPSMXMDNVMHG RQ WKHP WKH LPSDFW
OLNH ZzDU RU , VXSSRVH WRUWXUH $QG WKLQN DET
KRZ DOVR WKH PRYH IURP D GLITHUHQW FRXQWU\ WR Wk
8. DQG Z¥WDWFWWDOO\ OLNH KHUH DQG DOO WKMNH PXO\
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EHHQ WKURXJK LQ WM HIXUW VO YLHQW H WHR/WVDIND 1V X VW W R Z
\RX VHH KRZ WKDW FRXOG LPSDFW RQ SHRSOH
/DXUD \HDUV LQ WKH 1+6

/IDXUD KLJKOLJKWV WKDW E\ DSSUHFLDWLQJ WKH SR\
SV\IFKRORJLVW FDQ VISIR\M)CXRIDOI FXAWRDWEB SDUDPHWHU |
YHU\ RIWHQ OLJKWHG DQG ROD D@ \WOKMR HD W DRNX @ W/L X H ROQWDA
XQNQRZQ FRXQWU\ EULQJV ZLWK LW $V /DXUD GHVFULEHV
WKDW SV\FKRORJLVW QHHG WR EH SUHSDUHG WR XQIROG V
KHU ZRUNLQJ H[SHULHQFH ZLWK WKLY SRSXODWLRQ

3% XWQWKOHVR TXLWH RIWHQ WKH\ KDYH YHU\ SRVLWLYH
SRVW WUDXPDWLF JURZWK EXW ORWYV RI SRVLWLYH EHC(
UHDOO\ KHOS WKHP WKUR XJKH XW O3 O®HKHAHKIHWOKIHY UKD O ®&
VWUHQJIJWKY DQG UHVLOGBR,QWHK LVRHWHHD WIR WY RIKHWPR XS
OLNH ZRUNLQJ ZLWK

/IDXUD \HDUV LQ WKH 1+6

Laura here underlines the positive beliefs and view of the world and life that this
population often hadespite their experienced trauma and Héedsituation. Their will to live
sometimes leads to a positive psychological change experienced as a result of adversity and
other life challenges in order to rise to a higher level of functioning; a changsinelyr to

posttraumatic growth

7KLV WKHPH SRUWUD\V WKH UHODWLYH LVRODWLRQ ZK
EHKDYH LQ D FXOWXUDOO\ FRPSHWHQW ZD\ LQ D PXOWLFX
DERXW WKH FDXVH RI WAULDVIWPHDOQRAL ZH.WV KQ RIW HELHUFRRAD 7KLV LV
IDFWRU IRU VRPH G D\TFE&RWRNXMPH SRUWUD\V D OHVV PHQW
SVIFKRORJLVWY LQ WKH 1+6 WKH GLIIHUOHDOW KXW WDAOXURDBD CEC
WKH RDFXOWXUDODOPRADIUWRHWWDII WKDW DGGV WR WKH GL
KDYH WR RYHUFRPH LQ RUGHU WR RIITHU WKHLU VHUYLFHYV

&SRUBGHUDWLRQV RI LPSURYLQJ VA\VWHPYV
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7KLV ODVW VXERUGLQDWH W® Bl PWHG HPARRIS/BNELDOMBIEINA/MRKK-
WUDXPD LQ WKH 146 FRQWH[W 7KH LVVXHV RI KHDY\ FDVH(
DGHTXDWH VXSSRUW ODFN RI WLPH FROQWQ KRNV WLRIYD @
GHYHORSBHQW®G HYH@HIWMQBRLVHG E\ WKH SDUWLFLSDQWYV

7TKH EXUGHQ RI KHDY\ FDVHORD GNFIF\R XJG\WO/HB W VX R\Q XS
WKH QHHG IRU D OLJKWHU VFKHGXOH

:H UH VHHLQJ VR PDQ\ FOLRWQMWXVEBDRRN HWWRDEINEN HVRIDWH |
>Rl WKH8EDWR , MWKRRUMMDQW QRW WR RYHUZRUN V\
GLIILFXOW FRPSOH[ FOLHQWYV

SHWHU \HDUV LQ WKH 1+6

37TKH 146 LQ JHQHUDO FRXOG JLYH XV PRUH UHVRXUFH?
KDYH PRUH SHRSOH EFPHRKH G®OL@QL ELWEVWKRI RYHUZKHOP
ZH KDYH &IMXWHHVRDMQ LVVXH DW WWKMXPVL\WQ MWRHPD WK EQ
DQG VR IHZ UHVRXUFHYV

/IDXUD \HDUV LQ WKH 1+6

3HWHU DQG /DXUD SRLQW RXW WKHE BEMBOZKH QR HKGE DWK HF
ZLWK WKLV XQDYRLGDEOH VLWXDWLRQ 3 HPRDHAY LIYHY PK VHLQ
IRU SV\IFKRORJLVWY ZKLOH /DXUD VXJJHVWYV WKDW WKH 1+¢
DV WHKHY DQ LQF UWHIWLLGBHIGRZAED G D \V

2YHUORDGHG FDVHORDGY OHDYH QR VSDFH IRU SV\FKF
WKRXJKWYV DIWHU WKH HQG RI HDFK VHVVLRQ %HFDXVH RI
GR QRW KDYH WLPH IRU UHIOHFWLRQ

SH GRQKDYH DQ\ MEDHFEZKBDWH ZH FDQ UHIOHFW , WK
NQRZV UWMDOO\ PLVVLQJ XP WKHUH LV QRW HQRXJ
RXUVHOYHYV

.HOO\ \HDUV LQ WKH 1+6

95



33H QHHG@ PRUH WLPH WR WKLQN BIWHD VYIBVXHRRDN HX
QXPEHU VRPHWLPHVMW IKBIOHOHQRX\RX VBIRRH WR VRUW R
VHVVLRQV PRUH WLPH DWGUMBDPHN MRVWHKDISBS\WM RHYX
1LFN\ \HDUV LQ WKH 1+6

%RWK .HOO\ DQG 1RFWKHRPKRUWBQOQFH RI UHIOHFWLYH
DQRG WKH DEVROXWH DEVHQFH RI LW QRZDGD\V LQ WKHLU Z
WLPH 7KDW FRXOG UHVXOW LQ WKH DFFXPXODWLRQ RI
SV\FKRORJLVWYV KDWXHUJ QRRKHNGIOW Y2ADUWILREL SQGWAX SER BWR
SUHSDUHGQHVV WR XQGHUWDNH WKLV ZRUN LQ WKH ILUVW
SUHSDUHGQHVV IRU WKLV NLQG RI ZRUN

37KH ZzD\ WKH FRXUWHM SR W\OHEHY BWRDAD XPD ZRUN
7TRP \HDUV LQ WKH 1+6

*H GUMQHW DQ\ (0'5 WUDLQLQJ IRU H[DPSOH BQG WKD)
XP UHOHYDQW
ODULD \HDUV LQ WKH 1+6

3G UHDOO\ OLNH WR GR VRPH WUDLQLQXNDQBOARWNEOQV\
XQGHHUXLSSHG LQ WHUPV RI P\ WUDLQLQJ
1LFEN\ \HDUV LQ WKH 1+6

Tom mentions that the training courses of Psychot@mnotprovide a proper trauma
training at present. Maria and Nicky also refer to their own experience of laitkuoha
training they had before starting to sdients In addition,Claire points out another issue she

faces in regards to training.

87TR DOORZ XV WR GR RXU &3' > FRQWLQXRXV SURIHVVLR
HYHQ KDYH WLPH YRADWZXHD W@ H8II5E WKRHKDYH VL[ &3' GD\V
DQRG VRPHWLYWHYXDMHHARMHQ WLPH WR GR WKH &3' GD\V |
ZRUN 6R WR RUXRXWHWRIDHOLQJ IRU XV~ 7R SD\ IRU R>
&ODLUH \HDUV LQ WKH 1+6
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&ODLUH KHUH GHVFULEHV WKDW QRZDGD\V VKH GRHV C(
DPRXQW RI ZRUN ,Q DG GHDMLGRRIWWWKRIP B MVILDPHHWWAMKGH & 3" EHFD X
WLPH WKH 1+6 ZDQWV KHU WR ZRUN LQVWHDGVBXKHFBOVR
WUDLQLQJ ZKLFK ZRXOG EH FRYHUHG E\ WKH 1+6 DQG QF
ESROQOWLQXD@SHDUV WKDW HYHQ EDVLF ELRORJLFDO VXSSRU
DOQRWKHU SUDFWLFDO LVVXH ZKLFK LV RHMWHRVW LPSRUWI

37TR PDNH VXUH ZH WDNH OXQFK EUHDNYV , VXSSRVH ZKlI

GRHV
/IDXUD \HDUV LQ WKH 1+6

IXQFK EUHDNV DUH YHU\ LPSRUWDQW IRU DQ\ SURIHVVL
PDWWHU WKH DPRXQ@WORN WRDN H\D OUBLWXDWLRQ WKDW VK
DOZD\V KDYH WKLV HQWLW O H P 3mWW G DGRV K HDQ & HFUDM IHGDH
DSSURSULDWH ZLWKLQ VHUYLFH VXSSRUW IRU WKHPVHOYH

3, VKRXOG KDYH EHHQ DEOH WM LEZIXOWN WRRX VD (RR WMKHDUWV SWUH

ZKR ZRXOG KDYH KHOSHG PH WR FRQWDLQ WKH VWRU\ .
SHWHU \HDUV LQ WKH 1+6

SREHUW GLVFORVHV KHUH WKH LPSRUWDQFH RI D SURI
DYDLODEOH DQG GHDYPHERWEASY (F& RRXRVLRIVEK B EWHYPYWRQV
WUDXPDWLBRPAHFBRRPQWYFLSDQWY IHHO WKDW W KHR V 2 RSB WWM
UHVSRQVH ZKLFK LQFOXGHV WKH UROH RI D SV\FKRORJLVW

S37TKHUH VKRXOG EFRRDLYWMKR\GHRRY ZLWK WKRVH WKL
VRPHERG\ ZKR DFWXDOO\ DOVR KDV D UROH LQ VWDII
VXVWDLQHG DW ZRUN , GR WKLQN ZH DFWXDOO\ QHHG
ZRXOG JR EDFN DQG EH SURGXFWLYH DJDLQ

6RILD \HDUV LQ WKH 1+6

+HU&HRILD DJUHHV ZLWK 3HWHU WKDW WKHUH LV JUHD

HPSOR\HG E\ WKH 1+6 DQG ZKRVH MRE ZRXOG EH WR VSHF

ZKR VXVWDLQHG WUDXPD DW WKWKH XYRWXPWLRH QWKBIUQWY
97



TXDOLW\ OHYHO RFB®RWH@MG /BIOY GHFOLQH DV PRUH QHJL
DFFXPXODWHG DQG 2ARRO6W RPAVHERUBHITHKWHL EBPSOH[LWLHV R ¢
DQG W UH DHWL@DIX ¥ B YHIWEK D@ XRO/E\ H WHGQLILFDQW LQ WKHLU
GHVHUYLQJ D GLVFLSOLQH ZLGH DQG FRUSRUDWH RUJDQLYV

,Q WKLV WKHPH SDUWLFLSDQWVY H[SUHVV WKHLU H[KDX
FDVHORDG DQG WKH QHKDBQRHW WKH\WRVHWXPOMALRIQQWRZRUNOR
WKH QHHG IRU VSDFH IRU UHIOHFWLRQ EHWZHHQ VHVVLRQ
EH PDQDJHG LI WKHUH ZHUH DSSRLQWHG VSHFLDOLVWYV ZL\
GLVWUHVV [DXRPBEWAXDQYGLWBG DW ZRUN )XUWKHUPRUH SI
WUDXPD WUDLQLQJ DQG WKH LPSRUWDQFH RI WKLV W\SH R
DQ\ SRLQW RI WKHLU FDUHHUYV

4.0DISCUSSION

4.1 Overview of the results based on the emerged themes

The present study extends the knowledge ofltieSDFW RI H[SRVXUH WR FOI
in psychologists working in the NH8&s thefindings underline theffectsof this exposuren
psychologistsThe data of thistudy produced two different superordinate themes. The first
theme that emerged reveals #ffectsof FOLHQW V | W U D XrPtBeWarticipants/and® RV X U H
their influence on SV \F KR O RentaV/aNdv fhysical health, personal and professional
relationslips, and belief systems. In addition, it showed the copmgrhanisms that
participants havatilisedin an attempt to continue with their work and life. The second theme
highlighted the ongoing organisational issues that participants face in daily bdsisalie
them susceptible and vulnerable in the development of VT. In the second theme the participants
particularly referred to their job expectations in the beginning of their careers and nowadays,
the availability of staff support systems withine NHS services, the caseload they have to deal
with, the sense of safethey have when working and the importance of cultural awareness
when treatingclients In addition, they raise important issues (e.g. lack of time to reflect,

adequate training) and offauggestions for future improvements.

The first superordinate theme entitlgd7 KH L P SFOIDA_Wr&RWad ([ disclosures on
WKH SV\F KésOibes Lthayhptoms that participants experienced as a result to the

traumatic disclosures of thailientsand producedour subordinate themes.
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The first subordinate themis entited u3V\FKRORJLFDO DQG &&\VLFDO
reveals the level of impact of O L HrQuWiati§ accounts on psychologisBonsistent with
existing literaturette participants have experiencehotional detachment with thestients
(Sui & Padmanabhanunn2016) cynicism (Sui & Padmanabhanunni, 2Q18irek, 2015;
Jankoski, 2010yanDeuser& Way, 2006 Arnold et al., 200§ feelings of uselessne€Sui &
Padmanalbanunni, 2016 Finklesteinet al, 2015; Barrington& Shakespear&inch 2014)
feelings of guilt(Hartley, Wright, Vanderspar®right, Grassau, & Murray, 2019; Sansbury
et al., 2015Shannon et al., 2014; Benatar, 200herty, MacIntyre & Wyne, 2010), burnout
(Dombo & Blome, 2016; Rauniclet al.,2015) nightmaregMaguire & Byrne, 2017;Sui &
Padmanabhanunni, 2016inklesteiret al, 2015;Jirek, 2015Raunicket al, 2015; Barrington
& Shakespear&inch 2014; Barringtor& Shakespear&inch 2013;Pistoriuset al, 2008)
intrusive thoughts (Quitangon, 2019; Lee, 2017Maguire & Byrne, 2017; Sui &
Padmanabhanunni, 20l&inklestein et al, 2015; Raunicket al, 2015; Barrington&
Shakespear€inch 2014 2013;Pistoriuset al, 2008) intrusive imags (Maguire & Byrne,
2017;Sui & Padmanabhanunni, 2Q1finklesteinet al, 2015;HernandeaNolfe et al., 2015;
Raunicket al, 2015; Barringtor& Shakespear&inch 2014;Shannon et al., 2018arrington
& Shakespear&inch 2013;Mailloux, 2014;Pistoriws et al, 2008; Schaube& Frazier, 1995)
and strong emotional and physical reaci@g. muscle tensioshurning stomach, heaviness,
crying, feelings of sicknesand angriness)(Lee, 2017;Sui & Padmanabhanunni, 2016
Finklesteinet al, 2015; Sansbury et al., 20138Barrington & Shakespear&inch 2014;
Barrington & Shakespear&inch 2013 lliffe & Steed 2000Q. In this theme participants
expressed an accumulation of experienced symptoms that leads or has already led them to
overwhelming emotins or physical reactions. The reported symptoms in many cases were
experienced even months after the psychologists have listened to a particular traumatic
disclosure and could be very persistdiite exposure to repeated traumatic disclosures could
potentally impactspecificphysiological stress respondesg. high blood pressure, increased
heart rate) $ui & Padmanabhanunni, 2Q18hannon et al., 2018/ cFarlane, 2010). In long
term this could result in further physical pain, migraines and gag#stnal issuesQui &
Padmanabhanunni, 2018ansbury et al., 2018/ cFarlane, 2010)In line with other studies,
this theme also demonstrates that psychologists who are extpesadsto F O L kr&ukvaud]
accounts have an increased risk in developingdfipared to the ones who are less exposed
(Raunicket al, 2015; BerPorat& Itzhaky, 2009;Bradyet al, 1999;Saakvitne & Pearlman,
1996;Pearlman& Mac lan 1995 Schauber& Frazier, 1995. In contrast to this resultVay;,
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VanDeusen, Martin, Applegate and Jar(@@04)reported that therapists with shorter expes
to survivors of sexual abusxperienced greater intrusions and disruptions than the ones with

longer exposure.

The second subordinate theme that emergeditteedny 4 XHVWLRQLQJ &tHOLHI V\
highlighted the way the belief systemusd world and spiritual viewsf the participants were
challenged, disrupted and modified by the traumaticountsof their clients Participants
reported substantial changestihe way thg see the world as most of them no longer believe
that the world is a safe and kind place to liVeust in othershas also been affected as
participantgeporteddifficulties in placing their trust to other people as a result of the horrible
experiences of thealients Moreover, the participants find it hard to keep their religiuih f
intact and expressed their disappointment as it is diffiouthem to accepnd reconcile with
the level of suffering in the world. In line with CSDThese results suggest strong alterations
DQG GLVUXSWLRQV LQ SDUWhiEHL®Od&Ed/t§ distr&BoHfusidnit HIHUHQ
meaningmaking process and life purpose, difficulties to maintain spiritual conneetih,
even existential crisiPearlmaret al.,2014;Pearlman, 201®earlman & Saakvitne, 1995).
Disruptions in the sense of trust could result in difficulties in forming healthy and trusting
attachments, suspicion and/or disappointment in others (Mdteal, 2010). Healthy
attachnents with others could contribute to séfDSDFLWLHV DQG VXEVHTXHQW(
ability to maintain their inner balancd’darlman, 2013 Other studies showed similar
GLVUXSWLRQV DQG FKDQJHV LQ SHRSOHYV 2RgP®YLHZYV V
Sui & Padmanabhanunni, 2Q18rek, 2015Barrington& Shakespear&inch 2014;Miller et
al., 2010;Ben-Porat& Itzhaky, 2009; Pistoriugt al, 2008; VanDeuse& Way, 2006;lliffe &

Steed 2000;Schauber& Frazier, 1995.

The third subordina theme is entitteqt6 RFLDO DQG UHadferKtQtheD LPSDI
effect of FOLHQYWVXPDWLF GLVFORVXUHV RQ SDUWLFLSDQWYV
interpersonal relationshipg KH UHV XOW YV V KR ZeMti&nishiys §ave&)dydngiestp Q W V
affected as they report estrangement to people who previously were considered friends due to
re-evaluation of their relationship, alienation from work colleagues, lack of enjoyment while
being with others and isolation from significant others. In addifp@mticipants experience
disruptions in sense of safety as they feel less safe and more fearful for themselbhesrand
families. They also find it hard to engage in leisure activities (e.g. watching movies) with
others a componentvhich could potendlly lead tofurther social isolation. Similar results
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have been documented in the literati8ai (& Padmanabhanunni, 2Q1BenPorat& Itzhaky,

2009; Pistoriuset al, 2008 lliffe & Steed 2000Q. Social isolationdescribes the insufficient
qualityand XDQWLW\ Rl D SHUVRQYfV VRFLDO US4@UBMMRSQVKLSV Z
2017). Maintaining healthy social relationshipscrease quality of life and it is of utmost
important for S H R Spbydial and psychological welkeing as feelings of sadiisolation

could have a great negative impact on health (Caciépfacioppq 2014 Stiglitz, Sen &
Fitoussi2009. Literature shows thatosial isolation results in higher risk afiorbidity and
premature mortality acioppo Cacioppo, Capitanjo& Cole, 2015; Holt-Lunstad, Smith,
Baker, Harris & Stephenson, 2015Cacioppo& Cacioppq 2014), harms mental health
(Rohde 'T$PEURYVL&RagR2@6)andcouldinfluence the development of depression
(Tomita & Burns, 2013)Holt-Lunstadet al. (2015) suggest that social isolation should be
considered as a risk factor for mortality similarly to obesity, substance abuse, access to
healthcare, sexual behaviour, mental health, injury, violgurgsical activity, immunisation

andenvironmental quality.

The fourthand lastsubordinate theme within the first superordinate theme is entitled
H&RSLQJ P H RAkdpedextP Mdechanisms that participants have adapted in order to
cope with the stressors they face at work as a resuf OfL HrQuvkiati§ dislosures. The
findings suggest that participants have incorporated a number of different coping strategies and
techniquesn order to deal with workelated stressA number of participants report that they
need timdo calm and/or refledfter each sessn in order to take i O L H@rific\a§icounts
when others try to use mindfulness techniques as a mean to balance their emotional reaction
and reduce their stresSome participantseveal that theyry to speak with their ctdagues
after a difficultsession as they feel the need to offloatile others find that personal therapy
helps themIn addition, a number of participants has adopted avoidanceralistraction as
strategies to cope witltr O L Hr&uiva¥§ disclosure€oping mechanisms aoensidered as a
cognitive and behavioural effort that aims to control, reduce or tolerate stressors and it is
orientated towards a positive adaptation to external reality related to mental health and well
being (Crasovan, 2014). It is considered as thweagrrocess by which the person with the
assistance of their sedfsteem and motivation copes with a stressful situation and manages to
control it (Crasovan, 2014 hereforethe adapted coping mechanisms of psychologists is of
utmost importance as it cloueither reduce the wortelated stressors and anxiety (positive
coping strategies) or increase them (negative coping stratdgassfive coping mechanisms
among others include seeking emotional and social support and activities that promote physical
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ard spiritual weltbeing Branson, 2019; Lee, 2017; Tabor, 20Pistoriuset al, 2008; Way

et al, 2004, lliffe & Steed 2000; Schaube& Frazier, 1995). On the other hand, negative
coping mechanisms include avoidance, isolation, withdram@gubstancerad alcohol misuse
(Cohen & Collens, 2013yewell & MacNeil, 2010;Pistoriuset al, 2008; Wayet al, 2004,
Baird & Jenkins 2003;Schauber& Frazier, 1995).Literature suggests that greater VT effects
are positively associated with negative coping strasgVay et al, 2004)and that positive
coping mechanismact as protective factors, are associated with lower levels of emotional
distress andesult in fewer VT symptomg&rundlinghet al, 2017;Schaube& Frazier, 1995)
Brady et al.(1999) highlightthe paramount significance pbsitive coping strategies and in
particular of self-awareness, peer support and -salfe by therapists who are constantly
exposed toF O L Hr&uivaidflaccounts. Positive coping mechanisms are important not only for
the welltbeing of the psychologist but also for the quality of the provided service talibais

The second superordinate theme that emerged is entitleld D O L Q F QIL MKW V 1
traumatic disclosures in the dflonal Health Service FRQWMQWJfUHYHDOV SDUWL
cognitive, emotional and organisational experiemeesvell aconsequences of being exposed
to F O L Hr&uwatidlaccounts. This superordinate theme prodsigestibordinate themes.

The first subordinate theme that emerged igledtpu- R E H[S H Rakd D&8dribe® V v
WKH FKDQJHVY DQG DOWHUDWLRQV LQ SDUWLFLSD@aNVY MRE
UHVXOWY VWURQJO\ VXJJHVW WKDW SDUWLFLSDQWVY LQLW
NHS have not meinynore The majority of thearticipantgeporttheir disappointment about
unmet expectations at their waakd their belief that this situation will not change in the future
Interestingly, participants with longer experience in the NHS rebaalin the bginning of
their careers their job used to match their expectations but it does not an@ndhe other
hand, participants witless years of experiencksclose that their job never matched their
expectationsExperience among participants spans froto 25 years with mean experience
being 12.8 yearsSome participants feel devalued by the NHS as their salary does not mirror
the amount of work they produdearticipantsalsoreport that&ck of professional autonomy
and freedom in choosing treatmentndaandtherapeuticapproachedor their clients less
organisational flexibility oftentimesabsence of supervisicand negative emotions among
team members play a vital role to theip and further organisationdisappointmentResearch
shows that unmgbb expectations could result in emotional exhaustion (Pretosk,2012;
Lee & Ashforth, 1996), increased wottelated stress (N& Feldman 2014), frustration
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(Worsleyet al, 2009; HoukesJanssen, de JongeBakker, 2003), anxiety and anger (Worgle

et al, 2009), withdrawal (Houkest al, 2003) and increase in turnover (Proestl, 2012;

Houkeset al, 2003). Positive Uture expectationsould decrease the levels of emotional

exhaustion and job dissatisfaction due to unmet job expectationke wndgative future

expectations could further increase them (Madercelik & Karacay 2016).The results of

the current studghowthat participants have great concerns about the present situation in the

NHS and express negative future expectations amdhope of future organisational

improvementsThis is an important aspect for considerationvieng Zhang and Huang
VXJIJHVW WKDW HPSOR\HHVY MRE H[SHFWDWLRQV DQG

with the perceived organisational healfurthermore,lrving and Monteq2009) report that

ZKHQ HPSOR\HHVY MRE H[SHFWDWLRQV DUHS®stieMi\KH OHY F

met job expectations and high levels of job satisfaction could resarté@horation of services.

The second emged theme titledu 6 X S S R U WreVaals\Wwhél drgafiisational support
that is available to participants in order to deal with challenging therapeutic ses&mmshe
results show a great lack of available organisational support by the NHS to the psychologists
as they report that there is no specific service within the NHS for them to turn to and seek
support in regards theeixperiencegdymptomsafter exposW H WR F O L HIQaaWigh, WU D XP D
participants underline that their overwhelmingly heavy working schedules make it hard for
them to even discusbeir concernsvith their colleagues. A number of participants reveal that
they try to address their strongnetional and/or physical reactions t6 O L HrQNati§
disclosures during supervision. Though, due to power difference and hierarchy they do not feel
comfortable to fully disclose the full effect df O L F€@dMnLflon them and as a result they
feel beter to seek support outside of the NFBBpervision in the NH$s mainly focused to
individualclient FDVHV HPSOR\HHVY SHUIRUPDQFH DQG RUJDQLVD!
4XDOLW\ &RPPLVVLRQ $OWKRXJIK HPSORIbphtet UHIOH
needs should be part of the supervision as suggested (Care Quality Commission, 2013), the
results of the present study show that this is rarely achievable due to the lack Bfdrewver,
another issue that needs to be addressed is if theregaatd preparedness and expertise that
supervisors possess in the fieldwadrk-related trauman order to provide the right guidance
to their supervisees who experience symptoms of VT. The results underline the need for the
NHS to promote work balance andD H[LELO LW\ LQ H P SropBdttetexphHsué&tiic HG X O H
F O L HQ W xéefjuived bigXrirsBtional recognition, allocated time and space, expertise support
and a feeling that sharing reaction resulting from contact elightsis both encouraged and
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allowed (Dombo& Blome, 2016 Osofsky, 2011Bell, Kulkarni, & Dalton, 2003. The need

and importance of strong organisational support structures for professionals who are exposed
to F O L Hauwauddisclosures has been highlighted in other studies a@relelhd, 2018 &

Huxley; Lee, 2017; Molnar et al., 201[Dombo & Blome, 2016; Finklesteiret al, 2015,
Pistoriuset al, 2009. Changes in organisatial systems though could be a slow and long
process (Dombé& Blome, 2016).

The third theme that emergesl entitled p & D V H @nR highfights the siggle of
participants to deal and keep up with the large number of allodcdients All of the
participants report that they have to facecaerloadedheavyand oftentimes unrealistic
caseload that has teemendous effect on therBome of the participants try to safeguard
themselves by cutting down the trauma cases they see on daily basis but this is not always
possible due to the high volume @fentswho face traumaAlso, not every participant is in
paosition to cut down theitaseloadAs a result of their extremely heavy caseloads and exposure
to F O L H&umaticlaccountssgchologists report feeling emotionally fatigyeghausteénd
drained accumulated stresand emotional burdeross of work ajoyment loss of work
motivationand hopelessnesBhese results are in line with previous literattlvat shows that
heavy caseloads could further influence the development ¢PWvélli et al., 2020; Andahazy,

2019; Quitangon, 201%inklesteinet al, 2015; Barrington& Shakespear&inch 2014;

Dunkley & Whelan, 2006; Bradgt al, 1999; Schaube®. Frazier, 1995. Realistic and
PDQDJHDEOH FDVHORDGY FDQ PDNH D VLJQbein§ DepatalGLIIHU
work effectiveness and abilitg deliver quality services (Child Welfare Information Gateway,

2016). On the other hand, heavy caseloads could lead to an increase of staff turnover, burnout,
organisational costs and a decrease in quality of services and job satisfaction (Social Work
Policy Institute, 2010; Carayon & Gurses, 2008).

The fourth subordinate thenseentitledpu 6 HQ VH RahdvubDdedinés §he perception
of safety participants feel in their NHS servidéss evident from the results of this study that
the majority of theparticipants feel unsafe in their working environment. The psychologists
reveal that they have to work under constant physical risk as they have been atiackexs
timesby clientsand they have witnessed attacks on other stadff; have witnessed situations
whereclients carried dangerous assault items with them (e.g. knives) and situations where
clientscommittedsuicide and they also report that staff has been murdered in their service.
Not every psychologist working in theH$ facesthese incidents, but these incidents are
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common in services who treat high rdlents The participant with the most working years in

the NHS (Sofia, 25 years) draw on her experience and reports that most of the NHS staff has
experienced physitattack in their working environment. These results portray an, oftentimes,
overlooked and difficult situation for the staff to manage in the NHi®. sense of safety is a

very important workrelated aspect because the standamhtiéntcare that can beéelivered

could be compromised if the professional feels that they are aDedtké¢r,2011).Literature
suggests that the lack pérceivedvorkplace safetgould result in increased turnover angbit
alsoextremely challenging arttas negative effeebn employees and influenceee presence

of VT symptoms (Horwitz, 2013; Woolhoust al, 2012 Bell et al.,2003. It is of utmost
importance for organisations to provide safe working environments and have clear action plans
and policies in place in orde¢o deal with emergency and difficult situatiowgh clients
Providing a safe working environment could increase the overall quality of seaviddead
towards a healthier organisational environment for both employeesliants (Bell et al,

2003).

The fifth theme that emerged is entitlgd& X O W XU H dn@ Ides<iib&sFtHef
importance of being culturally aware in order to properly engage and approach therapeutically
clients of different cultural backgroundsthe results show that participants fagthical
challenges, decrease in their work motivation &8 VW UHVYV GXH WR FROOHDJXI
behaviour towardsurvivors of traumavith different cultural backgrounds. In addition, they
report that there is a service training gap of cultural aveserior staff and that is why
participants try to independently enrich their knowledge and develop their awareness of other
cultures. Interestingly, some participants reveal that witnessing the strength and will of a
number of theirclientsto overcome the horrific traumatic experiences adds to their work
motivation.Working with people from other countries who suffer from trauma, often complex
trauma, requires differeptrofessional psychological approach than working with people from
the UK who sufferfom trauma because on top of their carrying trautrey have to face an
unfamiliar country and its legal, immigration ahdalthcare system that they know nothing
about.Political and financial uncertainty Europeand ongoing conflicts in Asia, Middle East
and Africa havdorcedmillions of people out of their countries and thousandstoigratein
the UK (Hawkins, 2018Rogers, 2018 Psychologists in the NHS are exposeéittreme and
horrific traumaticacts andevents thatmany ofthese peoplef different cultural backgrounds
have witnessed and/or experiencEldere is need for recognition of individual differences and
refrain from participating in any type of cultural stereotypi@mong organisations and
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profesionals Dudley and WalsalMental Health Partnership NHS Trust,12). The NHS
needs to provide more resources and guidance to psychologists in opdemtue cultural
awareness that willssist them in their worlBy increased culturawareness, pragsionals

can develop theiprofessional selawareness andecisioamaking ability to workrelated
issues by taking into account the many ways that culture influences behaviours, beliefs, ethics
andcognitive schemasf clients(Feize & Gonzalez, 2018; Coarley & Pedersen, 20D3n
addition, cultural awareness could improweess for all ethnic groups, improve treatment
efficacy, provide a deeper understanding of habvnts perceive their conditions, improve
safety forclientsand psychologistand impove health outcomes (Black and Ethnic Minority
Working Group, 2010)Dependhg on one theory and one approach and follow the same
treatment plans and guidelines without considering the cultural backgroundcbéttieoud

be harnful for both theclientand organisationqGonnerley & Pedersen, 2005

The sixth and last subordinate theme of this superordinate theme is entitled
H&ERQVLGHUDWESRY LQD QGVHFPR'VWUDWHY SDUWLFLSDQW?
issues need to be taken in consideration by the NHS and changed in order for them to be able
to cope withtheir workwithout being at emotional afat physical risk As mentioned earlier
and according tahe participantsthe alleviation ofoverloaded caseloadsnd working
scheduleshould be amonthe 1+69 SULRULW Lidaing Bf iis Bait.HPsgaHdo@ists
mention that because of the heawyrkloadthey have no room for reflective time and space
in order to process their emotions which results in accumulation of negative embtions.
addition, others report that due to their overloaded working schedule they do not hawe time
take their lunch break ato the requested CPIh other occasions, p&ipants mention that
there is need for more availablegarvice training as nowadays they have to often seek training
programmes out of service and cover the costs by themsBlagiipants suggest that if the
NHS could provide more resources (ergpre service staff, more specialised services, more
flexibility in accessing servicesnore training in order to deal with the high service demand,
it could potentially alleviata number of their working stressosirthermore, participants also
highlight the need for withirservice psychologists with specialisation in trauma in order to
assess and treat staff that face emotional and physical challenges as a result of their work
Another important aspect that a number of participants reveal is the la@inofdr or the
absence of it, they received in regards to trauma thelPagpijcipants mention that it could have
been very helpful if during their training as psychologists they had been taught and shown

techniques of treatingeople with traumaResearclsuggests that the less trained psychologists
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in trauma work have increased chances to experience high levels of distress compared to more
experienced professionals as their distress levels could be significantlyrédmsd( 2018;
Dombo & Blome, 2016; Tabor, 2011;Meichenbaum, 2007; Way, VanDeuséhn Cottrell,

2007; Pearlman & Mac lan, 1995). In addition, more experienced and trained therapists might
be better prepared to face trauma work, more able to incorporate theoretical frameworks to
their work, mae likely to engage irCPD and more able to handle boundary issues and
therefore safeguard themselv&€houliara et al., 2009; Kadambi & Ennis, 2p0OBoundaries

in the therapeutic process are important and need to be clear. Inexperienced therapests are at
increased risk of setting unclear professional boundaries as their sense of responsibility towards
theclientbecomes heightened due to their vulnerable dighal( 2015Mailloux, 2014 Cohen

& Collens, 2013.

This study resultsuggesthat HITHFWV RI H[SRVXUH WR FOLHQWVY W
not considered a priority for the wddkeing and health of the staff in trusts. Aseault,many
NHS trusts fail to provide adequate qualified clinical supervision, training and teaching to their
staff (Robertson, Wenzel, ThompséCharles, 2017), the lack of whichasnsiderea factor
for the development of V{Branson, 2019; Berger & Quiros, 2014; Tabor, 20Atkording
to the Royal College of Physicians (2015) less than 44% of the NHSnsEafilgland reports
that their employer takes positive actions to promote their-lveatig and health. NHS
organisations have been rated as haypogr ftaff wellbeing and health and also to be among
the 25% of worst performers on measures of patieisfaetion (Royal College of Physicians,
2015; Boorman, 2009). Good staff wbking and health is clearly linked with a safe, high
guality and effective patient care and patient satisfaction while at the same time can decrease
absence levelsand haveapd LYH LPSDFW RQ WUXVWVY SURGXFWLYLW
2015; Boorman, 2009). The Department of Health estimates that each NHS trust in England
could save an average of approximately £350,500 per year by reducing sickness absences alone
(Royal CROOHJH RI 3K\VLFLDQV %WRRUPDQ $GGLWLRC(
poor health and welbeing include: recruitment costs to replace staff who leave as a result of
iliness, stress and/or poor job satisfaction estimated to a total of £4£608gancy; and costs
for the use of temporary staff and agencies to cover absences due to sickness estimated to cost
the NHS a staggering £1.45 billion each year (Royal College of Physicians, 2015; Boorman,
2009). Unfortunately, as a result of the aboweumstances, many NHS trusts fail to work
with their staff to identify and addresd IIHFWV RI1 H[SRV XU HorwbRordvidde HQ W V
specialised personal therapy and sufficient vacation time that is considered of utmost
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LPSRUWDQFH |Reirg\(Shrinér] 200BHRAIM, Polusny, & Follette, 20Bdady et
al,, 1999).

Also, the present study shows that the context of the workplace can significantly
HQKDQFH RU UHGXFH WKH WKHUDSLVWY{V DQ[LHW\ DQG VWU
of VT. During the last fewearsthe NHS has undergone immense budget cuts (British Medical
Association, 2018; Harris, 2017). The chronically underfunded services of mental health face
struggle to meet demands with main reasons being the staff shortagssfamdductions
(British Medical Association, 2018; Harris, 2017). At the same time only 18% of the NHS
trusts choose to primarily invest their budget on secondary psychological therapies and services
and consequently this has a great impaatli@mtswith more complex mental health problems
(e.g. trauma cases) to access quality and sufficient therapies (British Medical Association,
2018). The budget cuts and-pBoritisation of psychological therapies in secondary care is
very concerning, as the NHSgital data shows a 63% increase in the number of people
requesting and accessing secondary mental health services (British Medical Association,
2018). In addition, a survey by the British Psychoanalytic Council and the UK Council for
Psychotherapy among 83NHS therapists reported that 77% skentswith complex needs
(British Medical Association, 2018).

The above circumstances lead a great numbgsyafhologistsn the NHS to physical
and emotional exhaustion through long working hours, heavy schethdesaseloads as well
as consecutive therapy sessions wiibntswho suffer from trauma. In many cases there is an
unrealistic demand of high schedules and in other cases there is no caseload limit (Robertson
et al, 2017; Royal College of Physician€)15). These continuous contextual circumstances

can be a factor and influence for the development ofNértleyet al.,2019.

4.2 Strengths

The present studguggestshe presence of VT amg psychologists within the NHS.
The current research is timely tere is need fomcreased awareness about the impact of
working with people with traumaincethe recent pandemic is expected to increase trauma
prevalence, anthelevel of immigration around the worli$ high.Moreover this study raises
further awareness of an overlooked issue and offers useful suggestions, detaftsraradion
for potential approaches and changes to organisational, professional and personab level.
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DXWKRUTV NQIR B tish Jthdyw tkd. VK that explores anddescribeshe lived
experience anthe mpact of repeated exposure to trauma&ii® L leanisivhich sggests

the presence of V;Ton psychologists in the NHShe results add to the existing literature of
factors that ancontribute to and/or influence the development of T addition, this study
further describes thehallenges andlterations at the cognitive, emotional and social level that
take place in psychologist#lso, the utilisation of qualitative methodology allowétke
gathering ofcomprehensive and detailed accounts of the ways in which the psychologists can
be affected by their work.

4 3 Limitations

There are several limitatis of this study that suggestution in interpreting the results
and generalisability ahem across other professioAspotential limitation is the impact of the
relationship between the interviewer and the intervieweesagscipants were recruited
through personal networks andmd of mouth This in itself has limitations, as some of the
participants were already familiar with the interviewer and this could have affected their
responsesMoreover, the small sample of psychologists who work in Lorabsed trustssi
another limitéion as it limits the generalisability of the results. Also, because of the overlooked
and not weladdressed phenomenon of VT, it is unknown if participants underestimated
overestimated theisymptoms and effects. Data collection used only arsplit method
concerning thexperienced symptonand this limits the results to the subjective observation
of theparticipants. Selfeport methods solely rely on participants to acknowledge the existence
of symptoms of the investigated phenomenon and care caaall bias in how individuals
apply meaning and interpret their experiencés tise of senmstructured interviews has some
limitations as the flexibility they provide might reduce the reliability of reslritaddition, the
sex, the age and the ethbackground of the interviewer might haveimpactRQ SDUWLFLSDQ
honesty in their responses and on the amount of information they are willing to distlose.
DGGLWLRQ WKH VWXG\ GLG QRW XVH DQ\ WRRO LQ RUGHU
to F O L Hreuwatiq accounts and therefore it was not possible to determine the level of its
UHODWLRQ W RynpDrasMhdihes Do fof the study is the absence of a

comparison group of psychologists.

4.4 Implications
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The results of this study have direct relevance to professional practice with
psychologists working in the NHS. A rise in awareness and attention is needed and should be
directed towards psychologists who are exposed to constant traumatic accounts from their
clients as the results highlight the acute and chronic consequences on their physical and

psychological health and wedkeing.

It is clear that organisational support for psychologists who work with trauma survivors
is important. Trusts need tdake into consideration that repeated exposure to traumatic
disclosures can affect psychologists, tmeorporate and adapt policies to aid psychologists
identify and copevith their symptomsMoreover, this study suggests that organisations should
provide adeqgate and specialisedsources (e.gupervisiontraining option¥to psychologists
in order to enhance their professional efficacy andestdemas his could increase their
resilience to VT symptomdn addition, trusts need to encourage, promote apgat their
employees with effective safeguarding and -salfe strategies (e.g. time and space for
reflection, lunch breaks, leisure timsork-life balancé in order to develop a positive work

environment for staff

In terms of education, training pmagnmes for psychologists couidcludein their
curriculum specifically designednodules for working with trauma survivors in order to
sensitise andoreparetrainee psychologistso the implications of working with trauma
survivorsin future practice. Thitype of specialised training could potentially be and serve as
a protective variable in the development of $§imptomsIn addition, continuing education
should focus on professional and personal risk factors as well as how individuals could identify
andaddress them in their professional environment. For psychologists, this might be a step
towards an increased salivareness and early recognitionsyimptoms Supervisors could
support this education by promoting a trusting relationship with their supesviand
conducting regular assessments for changes in cognitive schemas or appearance of VT
symptomatologyas the prevention and/or recognitionsyfnptomsis an active process that
requires frequent and ongoing monitoringoreover, supervisors could encage their
supervisees to openly share how their work is affecting them in every level, without being
shamed for these effectall types of education should emphasise tisesymptomsis a
normal response to working with people who have experienaadc#tic situations and it is
QRW D UHVXOW RI SV\FKRORJLNAEyGteBasBylbeMydeR@die@f ZHDNQ F
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the potential risks of working with traumatiselients psychologists could be more effective
in applying seHcare strategies sucitis mindfulness techniques, prioritising time to self,
personal therapy, establishing firm wepkrsonal life boundaries and seeking support from
friends and family.

These implications are important not only for the vieling of psychologists but also
for theirclientsas the state of psychologist affects the quality of services they provide to their

clients

4 5 Future research

The present studsuggested the presence\ar in psychologists working witlslients
with traumain the NHS settings in the UK. Future research couldlifferent designs in order
to explore thepresencef VT among healthcare professionddsr example, further qualitative
or mixedmethod studies could extent the knowledgabfSRV XU H WaRmbBadd ke@W V] WU
to the development of safeguarding guidelines for healthcare professiouniise Btudies
could helpto better understand if other health professionals who workohigthts with trauma
experience similar negative effeesg. psychiatristsnurses, care coordinator®yospective
studies could help the understanding of such relationship by isolating variables that might affect
the development aduch effectsFuture longitudinal studies could show changes in levels of
VT over time. Moreover longitudinal researchmight verify if alterations resulting from
HISRVXUH WR Fa&d suQamadfover d bXgemperiod of time or are reversible via

tailored psychological and educational interventions.

Studies with a larger representative péamnthat would compare different groups of
professionals (e.g. psychiatrists, psychologists) could explore and establish similarities and
differences in risk and protective factors of VT. In addition, larger and diverse samples could
further explore the gential role of different factors (e.g. gender, ethnic background, personal
trauma history, years of professional experience) in the developmentarfd/AEst the effects

of provided interventions

Participants of this study have also disclosed weteted stressors outside of their
exposure to theirF O L HrQuMati§f accounts (e.g. organisatioaald trustpolicies, team

dysfunction) hat contributd to the experienced negative effectherefore, future studies
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could investigate further such stressamsl the level they can influence the development of
VT.

7TKH LGHQWLILFDWLRQ RI IDFWRUV WKDW FRXOG HQ
professional efficacghould be viewed as a major concern of public health as the level of need
and demand for psychaal services is high. Future research should focus to organisational
strategies that help employeesnm@anage andlecrease the negative effectsexfposure to
F O LHQWMfiotheudspééet hat could be explored in future research is the role ofeméatm
modality (e.g. individual, group) in the development of fTaddition, future studies need to
focus more in distinguishing the predictors and protective factors of VT in greater detail as this
will assist in the development of effective preventiod aaping strategies and interventions.
For examplee HITHFWLYHO\ DVVHVVLQJ WKH W\SH DQG DPRXQW R
multidimensional and difficult task for researchers and therefore it will be only beneficial for
this facet to be explored finer in future research. Additionally, future research can further
investigate the aspect of how different types of repeated trauma exposure, as a result of working
with different client populations (e.g. survivors of torture, survivors of sexual abug®oss

of childhood abuse), might affect professionals in different levels.

The phenomenon of VT among psychologists and other healthcare professionals needs
further exploration which will subsequently beneflients as quality services and effective

treatments depend greatly on the psychological and physicab&iatj of the clinicians.

5.0CONCLUSIONS

Overall, theresults of this studgdd to the current body of literature investigating the
nature of VT amongst healthcare professionals. More specifically, the findings of this study
have implications angrovide information and insights about the experiesfosorking with
survivors of taumaand itseffect on psychologists who are exposedR® L Hr@uvdati§
accounts. This exposure has significant professional and personal consequences for
psychologists that can lead to the development of MTthis study, psychologists report
emotiondand physical symptonthat suggest the presenmieVT and great professional and
personal challenges. They mentmognitivedisruptions and alterations of their belieggense
of safetyworldviews,trust towards othergb satisfaction and, sometimasotivation, among
othersIn addition,results suggest thatrther work environment challengeancontributeand
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influencethe presence ofT are the heavy caseloads, lack of cultural awareness, decreased
sense of safety at work, unmet job expectatitank of space and time for reflection and a
general lack of specialised support within organisatitins.important to highlightatnd note
WKDW S V\FakpeeRcadsymptdis as a result to thelf O L HrQuviiatidl disclosures
should be normalisedhd perceived as a natural process and consequence of working with this
population. Trusts offering psychological services need to develop new staff support
mechanisms, or update their current ofié® adequate and specialised organisational support
could ameliorate the emotional weleing of psychologists and subsequently they can

effectively continue to deliver needed services and treatment to the population in need.
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Appendix 1

COREQ
(COnsolidated criteria for REporting Qualitative research) checklist

A checklist of items that should be included in reports of qualitative research. You must
report the page number in your manuscript wiyereconsider each dheitemslisted
in this checklist.If you havenotincludedthis information,eitherreviseyour

manuscript accordingly before submitting or nafte
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Topic Item Guide questions/description | Location on
number manuscript
Domain 1:research team and reflexivity
Personalcharacteristics
Interviewer/facilitator 1 Which author/s conducted the intervig 2.0 Methods;
or focus group? page 2
Credentials 2 :KDW ZHUH WKH UHVHLO 2.0 Methods;
E.g. PhD, MD page 2
Occupation 3 What was their occupation at ttime 2.0 Methods;
of the study? page 2
Gender 4 Was the researcher male or female] 2.0 Methods;
page 2
Experience and training 5 What experience or training did the 2.0 Methods;
researcher have? page 2
Relationship with participants
Relationshipestablished 6 Was a relationship established prior 2.0 Methods;
study commencement? pages?
Participant knowledge 7 What did the participants know aboy  2.0Methods;
of the researche2.g. personal pages7
the interviewer goals, reasons for doirige research
Interviewer 8 What characteristics were reporteq 2.0 Methods;
characteristics about the interviewer/facilitator? pages @
E.qg. bias, assumptions, reasons and
interests in the research topic
Domain 2: study design
Theoretical framework
Methodological 9 What methodological orientation 2.0 Methods;
orientation and theory was stated tonderpin the study? page59
E.g. grounded theory, discourse
analysis, ethnography,
phenomenologycontent analysis
Participant selection
Sampling 10 How were participants selecteE?. 2.0 Methods;
purposive, convenience, page B
consecutive, snowball
Method of approach 11 How were participants approached] 2.0 Methods;
E.g. faceto-face, telephone, mail, page 3
email.
Sample size 12 How manyparticipants were in the 2.0 Methods;
study? page 3
Non-participation 13 How many people refused to 2.0 Methods;
participate or dropped out? page @
Reasons?
Setting
Setting of data collectior| 14 Where was the data collected?). 2.0 Methods;
home, clinicworkplace page $
Presence of nen 15 Was anyone else present besides thh 2.0 Methods;
participants participants and researchers? page 5
Description of sample 16 What are the important characteristif 2.0 Methods;
of the sample®.g. demographidata, page 5
date
Data collection
Interview guide 17 Were questions, prompts, guides 2.0 Methods;
provided by the authord®as itpilot- pages6

tested?
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Repeat interviews 18 Were repeat interviews carried out?| 2.0 Methods;
If yes, how many? page57
Audio/visual recording 19 Did the research use audio or visual| 2.0 Methods;
recording to collect the data? pages8
Field notes 20 HUH ¢HOG QRWHV B 2.0 Methods;
and/or after the interview or focus page63
group?
Duration 21 What was theluration of the 2.0 Methods;
interviews or focus group? page56
Data saturation 22 Was data saturation discussed? 2.0 Methods;
page59
Transcripts returned 23 Were transcripts returned to 2.0 Methods;
participants for comment and/or pages9
correction?
Domain 3: analysis and findings
Data analysis
Number of data coders 24 How many data coders coded the 2.0 Methods;
data? page65
Description of the 25 Did authors provide a description of 2.0 Methods;
codingtree the coding tree? page6l
Derivation ofthemes 26 "HUH WKHPHV LGHQW 3.0 Resuls;
or derived from the data? page65
Software 27 What software, if applicable, was 2.0 Methods;
used to manage the data? page59
Participant checking 28 Did participants provide feedback 3.0 Resuls;
on the ndings? page66
Reporting
Quotations presented 29 Were participant quotations present 3.0 Resuls;
WR LOOXVWUDWH W page66
:DV HDFK TXRWDWQORQ
participant number
'DWD DQG ¢(C 30 Was thereconsistency between the 4.0 Discussion
consistent GDWD SUHVHQWHG D| pages10-110
Clarity of major themes 31 Were major themes clearly 3.0 Resuls;
SUHVHQWHG LQ WK| pages65-100
Clarity of minor themes 32 Is there a description of diverse 3.0 Resuls;
cases or discussion of minor pages 65-100
themes?
Appendix 2
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Qualified Psychologists with National Health Service Working Experience
Needed forResearch in
3V\IFKRORJLVWVY +#H#iBOWK DQG :HOO

We are looking for qualified psychologists to take part in a stushcafioustrauma
As a participant in this study, you would be asked to: attend an interview that will last
approximately 1 hour andilvtake place in a convenient time and place for you.

Your participation would involvé session.

For more information about this study, or to volunteer for this study,

pleasecontact:

School of Health ScienceBgpartment of Psychology

Researcher: Anastasios Toumpanakis; epAaiistasios.Toumpanakis@city.ag.uk

Supervisor: Dr Triece TurnbulémailjTriece.Turnbull@city.ac.yk

This study has been reviewed by, and received ethics clearance

through the Psychology Ethics Committee, City University London.

If you would like to complain about any aspect of the study, please contact the Secretary to
WKH 8QLYHUVLW\TV 3G Ditide 5iHO20H MADRBBAJ bY Wa email:
Anna.Ramberg.1@city.ac.pk

Appendix 3

Information Sheet

Title of study:

([SORULQJ WKH LPSDFW RI FOLHQWVY GLVFORVXUHV RI W
National Health Service: a qualitative study

159



We would like to invite you to take part in a research study. Before you decide whether you
would liketo take part it is important that you understand why the research is being done and
what it would involve for you. Please take time to read the following information carefully
and discuss it with others if you wish. Ask us if there is anything that idewtor if you
would like more information.

What is the purpose of the study?

The aim of the study is to understand your perceptions and experiences of working with
clientswho suffered from psychological trauma. We are particularly keen to understand how
working with people who have experienced emotional traumatic events, might positively or

negatively impact your own health and wiedling.

Why have | been invited?

You have been invited to participate in this study because you are a qualified psychologist
and you are or have workedanNHS service. We are interested in understanding the
experiences of professionals with direct contact wligntswho suffered from psyaiogical
trauma. The study aims to recruit twelve professionals.

Do | have to take part?

No. Participation in the project is voluntaiyis up to you to decide whether or not to take
part. If you do decide to take part you will be asked to siggnaent form. If you decide to
take part you are still free to withdraw at any time and without giving a reason. You will have
an opportunity to ask any questions you may have.

What will happen if | take part?
If you would like to participate in the stydplease contact the researcher by email to arrange
a convenient date and time to interview you. Ideally, we would like to interview face to face

at a location convenient to you, this could be a community centre or a café close to
work/home. The interviewvill last approximately one hour.

What do | have to do?

The interview will ask questions about the environment you work in, the aspect you enjoy,

what aspects you find challenging, how you deal/cope with more distressing situations. We

will ask youto consider what factors help your work and the impact this may have on your
personal life. The interview will be audrecorded with your consent.

What are the possible disadvantages and risks of taking part?
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No foreseeable risks are linked with taking part in the research. However, you will be asked
to discuss challenging cases with yolientsand this might trigger some upsetting or
unpleasant emotions on your part. If you find this distressing, the exewill be stopped
and you will be supported immediately. If you need additional support, you will be invited to
seek further support.

What are the possible benefits of taking part?

There are no foreseeable immediate personal advantages associatki weteairch. The
findings of this study may help to inform future Health Psychology, and Occupational Health
Psychology policies on the subject.

Will my taking part in the study be kept confidential?

Yes. All the information collected during the inteawi will be rigorously handled in a
confidential manner according to the Data Protection Act 1998. The researcher and the
supervisor will have access to the data which will be stored on password secured computers.

The data will be kept securely in the Clypiversity London in a locked filing cabinet. In
order to protect identity, each participant will be allocated an individual code which will
consist of a letter and a number, e.g. Participant Number One would be P1, Participant
Number Two would be P2, etc.

What will happen to results of the research study?
If the participants wish to receive a copy of the study, please contact the researcher in the
provided details. The completed study will seek publication in relevant psychology journals

such as the Journal of Health Psychology, the Journal of Occupatiealdh Psychology,
the International Journal of Clinical and Health Psychology, etc.

:KDW ZLOO KDSSHQ LI , GRQYW ZDQW WR FDUU\ RQ

Participants are free to withdraw from the study without an explanation or penalty at any
time.

What if | want to withdraw my data from the study?

You will have that opportunity to withdraw your data for up to one month after the end of the
interview.

What if there is a problem?

If you have any problems, concerns or questions about this study, ydd akk to speak to
a member of the research team. If you remain unhappy and wish to complain formally, you
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can do this through the University complaints procedure. To complain about the study, you
need to phone 020 7040 3040. You can then ask to spdak Smcretarjo Senate Research
Ethics Committee and inform them that the name of the project is:

([SORULQJ WKH LPSDFW RI FOLHQWVY GLVFORVXUHV RI W
National Health Service: a qualitative study

You could also writeo the Secretary at:

Anna Ramberg
Secretary to Senate Research Ethics Committee
Research Office, E214
City, Universityof London
Northampton Square
London
EC1V OHB
Email]Anna.Ramberg.1@city.ac.jk

City University London holds insurance policies which apply to this study. Ifgellyou have

been harmed or injured by taking part in #tisdy you may be eligible to claim compensation.

This does not affect your legal rights to seek compensation. If youattRHG GXH WR VRPHI
negligence, then you may have grounds for legal action.

Who has reviewed the study?

This study has been approved by Citniversity of London Psychology Research Ethics
Committee.

Further information and contact details

Researcher: Anastasios Toumpanakis
Email{Anastasios.Toumpanakis@city.ad.uk

Supervisor: Dr Triece Turnbull
Email{Triece. Turnbull@city.ac.uk

Thank you for taking the time to read this information sheet.
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Demographic Questions

Title of study:
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What is your gender?
‘ Male

‘ Female

* Prefer Not To Say

What is your age?

* Prefer Not To Say

Years of work in NHS services:

Prefer Not To Say

Please indicate your ethnic origin:

*  Prefer Not To Say

Please indicate your marital status:

Please indicate your religion or belief:

* Prefer Not To Say *  Prefer Not To Say

Appendix 5

Interview Guideline

Title of study:
([SORULQJ WKH LPSDFW RI FOLHQWVY GLVFORVXUHV RI WUL
National HealtiService: a qualitative study
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Introduction/establish relationship:
Participant and researcher introductions,

making participant at ease by reassuring about
confidentiality, thanking participants for deciding to participate in the interview, asking

preferace in addressing participant with first or family name.

Purpose:

Explanation of the aims of the interview; e.g. | would like to ask you some questions about

your working in NHS services and the impact that this has on youbeld.

Timeline:

Theinterview will last up to an hour according to the amount and depth of information you

wish to share. Do you have any questions before starting?

Topics

Questions

Views regarding working in the NH|

settings.

Q: What brought you to work as
psychologist?

Q: What aspect do/did you enjoy most ab
working in the NHS settings?

Q: What is the level of freedom and cont
you have/had over your work in the NH
services?
Q: Does/did your work match you
expectations and beliefs?

Views on relationship with thelients

Q: What type ofclients do/did you work
with?

Q: Do/did you have any particular categq
of clientsyou like working with?

Views regarding issues arising frochents
who sustained traumatic or emotiong
difficult experiences.

Q: During your work have you encounter
clients who sustained traumatic
emotionally difficult experiences?

Q: Could you tell me more about th
experience? How did you react to it duri
that period? What feelings, emotions 3
physical reactions did you experience as
result of your dealing with those issues?
Q: What helped you to overcome t
moment of difficulties?

Q: Did you talk about the difficulties wit
anybody else? How was it?

Q: Did you seek support among your serv|
(e.q. spervisor, colleagues)?

Q: After X years from that episode, wh
sense do you make of it?

Q: How do you switch off from the
involvement withclients?
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Views on changes of personal we#ing. Q: How challenging and traumatic situatio
at work affect your lifestyle in terms of sen
of self, worldviews, spirituality, work
motivation?

Q: How do you recover after challengir
moments witkclients? What are your typice
coping strategies? What do ydimd more
difficult to overcome?

Q: What resources do you use to safegy
you from upsetting stories brought about
your clients?

Q: In view of your work in the NHS setting
what are your views regarding your sense
feeling safe?

Q: In view of yourexperiences in the NH
settings  with clients affected by,
psychological trauma, have you e\
experienced moments in which you h
nightmares about youclients? Intrusive
images? Any other physical symptoms?

Views regarding support. Q: Looking back to tils experience now
what do you think it would have helped y
more to face your experience? What type
support you think it would be most benefic|
for you?

Q: What kind of preparation did you ha
before seeing trauma clients (e.g.
supervision, priorxposure to trauma case
specific training for this population)?

Ending the interview. Q: Could you please tell me of a speci
time that you successfully dealt with a cas

Concluding: Thanking the participant for having taken part in the interview.

Appendix 6

Debrief Form

Title of study:
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Researcher:Anastasios Toumpanakis
Email: |Anastasios. Toumpanakis@city.ad.uk

Supervisor: Dr Triece Turnbull
Email: [Triece. Turnbull@city.ac.yk

What was the aim of the study?

The aim of the sty was to understand your perceptions and experiences of working with
clients with trauma. We wished to understand how working with people who had
experienced psychologically traumatic events, may impact your own health and well
being.

If I still have concerns and queries about this study, could | ask questions at this stage?

Please, ask any questions you might still have to the researcher after the interview by
contacting him via the email provided.

How can | contact the researcher if | wish to withdrawafter the interview?
Do not hesitate to contact the researcher after the interview by email at the contact provided.
How can | get the outcome of this study?

If you wish to receive a copy of the completed study please email the researcher at the contac
provided.

This interview has caused me distress but | am not at ease at discussing with the
researcher now. What should | do?

Please contact your GP who could direct you to counselling support services available close
to your location. Alternatively,qu could contact your Occupational Health Department or
consultwww.mind.org.ukfor further general mental health information.

Thank you for taking part in this research study.

Appendix 7
Ethical Approval

Psychology Research Ethics Committee
School of Arts and Social Sciences
City, Universityof London
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London EC1R 0JD
19" May 2016
DearAnastasios Toumpanakis and Triece Turnbull
Reference:PSYETH (P/F) 15/16 198
Projecttitle: ([SORULQJ WKH LPSDFW RI FOLHQWMJsteworking RV XUH\

in the National Health Service: a qualitative study

| am writing to confirm that the research proposal detailed above has been granted approval
by the City Universityof London Psychology Department Research Ethics Committee.

Periodof approval
Approval is valid for a period of three years from the date of this letter. If data collection runs
beyond this period you will need to apply for an extension using the Amendments Form.

Project amendments
You will also need to submit aamendments Form if you want to make any of the following
changes to your research:

(a) Recruit a new category of participants

(b) Change, or add to, the research method employed

(c) Collect additional types of data

(d) Change the researchers involvedhe project

Adverse events

You will need to submit an Adverse Events Form, copied to the Secretary of the Senate
Research Ethics Committ¢anha.ramberg.1@city.ac)jkn the event of any of the
following:

(a) Adverse events
(b) Breaches of confidentiality
(c) Safeguarding issues relating to children and vulnerable adults
(d) Incidents that affect the personal safety of a participant or researcher
Issues (a) and (b) should be reported as soon a#f@and no later than 5 days after the
event. Issues (c) and (d) should be reported immediately. Where appropriate the researcher

should also report adverse events to other relevant institutions such as the police or social
services.

Should you have anfyarther queries then please do not hesitate to get in touch.

Appendix 8

Consent Form

Title of study:
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([SORULQJ WKH LPSDFW RI FOLHQWVY GLVFORVXUHV RI WUD
Health Service: a qualitative study

Researcher:Anastasios Toumpanakis
Supervisor: Dr Triece Turnbull

Initials

1. || agree to take part in the above Ciyniversity of London
research project. | have had the project explained to me,
have read the participant information sheet, which | may
for my records.

| understand this will involve:

X be interviewed by the researcher

x allow the interview to be audiotaped

X complete questionnaire asking me about
demographics (age/gender/years of workthe NHS
services/ethnic origin/marital status).

2. | This information will be held and processed for the follow
purpose(s):

| understand that any information | provide is confidential,
that no information that could lead to the identification of
individual will be disclosed in any reports dretproject, or tg
any other party. No identifiable personal data will be publis
The identifiable data will not be shared with any ot
organisation.

AND

| understand that the following steps will be taken to protec
identity from being made pulti a) the data will be kept in
locked filing cabinet at CityUniversity of London; b) each
participant will be allocated an individual code which v
consist of a letter and a numhermprotect identityand c) acces
to computer files will be availablby password only.

AND

| understand that the data will be used for the preparatig
scientific reports/articles that could be published.

AND

| consent to the use of direct quotations from the audiotap
publications.
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3. | lunderstand that myarticipation is voluntary, that | can choqg
not to participate in part or all of the project, and that |

withdraw at any stage of the project without being penalize
disadvantaged in any way.

4. |1 agree to CityUniversity of London recordingd processing
this information about me. | understand that this informa
will be used only for the purpose(s) set out in this statemen
my consent is conditional on the University complying with
duties and obligations under the Data Protection1®98.

5. | | agree to take part in the above study.

Name of @rticipant Signature Date

Name ofresearcher Signature Date

When completed, 1 copy for participant; 1 copy for researcher file.

SectionC: Publishable papers
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1. The effectiveness gblant-based diets in promoting weHbeing
in the management of Type 2 diabetes: a systematic review

2. Burnout in Greek mental healthprofessionals a behavioural
change intervention

1. The effectiveness of planbased diets inpromoting well-being in the management of

Type 2 diabetes: a systematic review

Anastasios Toumpanakig riece TurnbulP Isaura AlbaBarb&
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ABSTRACT

Objective: Diet interventions haw suggested an association between fdased diets and
improvements in psychological wdiking, quality of life and HbAlc control in population
with diabetes. Thaim of this review isto systematically analyse the available literature on
plantbased dit interventions targeting diabetes in adults and to clearly define the benefits on
well-being of such interventions.

Research design and methodsThis is a systematic review of controlled trials. A
computerised systematic literature search was condurctkd following electronic databases:
Allied and Complementary Medicine, Cochrane Central Register of Controlled Trials,
Cumulative Index to Nursing and Allied Health LiteratureJdtirnals, Excerpta Medica
Database, MEDLINE, Health Management Informati@onsortium, PsycARTICLES,
PsycINFO, PubMed, SocINDEX and Web of Science.

Results: The search strategy retrievé@40 articlesof which eleven met the inclusion criteria

(n = 433; mean sample age 54.8 years). The Quality Assessment Tool for Quantitalies S
was used to assess the quality of the studies.-Pémeid diets were associated with significant
improvement in emotional webleing, physical welbeing, depression, quality of life, general
health, HbAlc levels, weight, total cholesterol aav-density lipoproteincholesterol,
FRPSDUHG ZLWK VHYHUDO GLDEHWLF DVVRFLDWLRQVTY RIILI
Conclusions:Plantbased diets can significantly improve the psychological health, quality of
life, HbAlc levels and weight anddtefore the management of diabetes.

Keywords: plantbased, vegan, wellbeing, Type 2 diabetes.

Significance of this study
What is already known about this subject?

x Several longitudinal studies suggest that plzaged diets are associated with loy

risk of Type 2 diabetes.
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X A metaanalysis of controlled trials focussing upon vegetauiggis suggeste

significant improvement ajlycated haemoglobin in people with Type 2 diabete

What are the new findings?
x To our knowledge, this is the first summary of #ignificant psychological an
medical outcomes of plaitased diet interventions in adults with Type 2 diabg

This systematic review of 11 controlled trials including 433 participants sugges
plantbased diets can significantly improve the psyobal health, the quality o

life, the HbAlc levels and weight and thereftine overall management of Type
diabetes. Furthermore, plabased diets could potentially improve the diab
neuropathic pain and the levels of total cholesterol, low dergbprotein

cholesterol and triglycerides in Type 2 diabetes.

How might these results change the focus of research or clinical practice?
X The included trials conducted in five different countries across four continents
suggests that the generalisapiof the findings is likely.
x Scientific knowledge of the benefits of a ploased diet can help hea
professionals to focus on designing and providing dietary interventions that cal

a positive impact in the quality of life of people with Typdi2betes.

INTRODUCTION

Diabetes facts

172



TheWorld Health OrganizatioQVHO) estimates that in 2014 422 million adults were
living with diabetes globally, while according to theernational Diabetes FederatiibF)
this number will rise t®42 million by 2040 2 In the UK the number of people who have
diabetes is over 4.5 milligrand in the USA it is more than 30 million respectivietyin
2010/2011 in the UK diabetes costed approximately £10 billion in direct costs and £14 billion
in indirect costs, totalling £24 billion (10 per centtbé NHS budget), with the estimation
being £40 billion in total in 2035In the USA the annual economic burden is $245 billion,
$176 and $69 billion in direct and indirect costs respectiely.

DiabetedJK states that the 90 per cent of people with diabetes Ti2Dewhile at the
same time the percentage of people with T2D is on the rise and incréd$iagncreasing
levels of obesity in many countries nowadaysehanderlined a very concerningewly
introduced aspect: the number of T2D in children is growifige IDF raises the concern by
stating that T2D in children has the potential to become a global public health issue which will
lead to serious health outcomes and underlines the need for reeagcte in this aspect of
diabeteg.

The impact of diabetes

Diabetes can cause a number of health complications if not well managed and treated
DQG KDV WKH SRWHQWLDO WR KDYH D KXJH LPSbdh?&/ RQ SHR
The WHO and the IDF suggest that diabetes considerably increases thecesti@fascular
diseasg CVD), nephropathy, loss of vision due to diabetic retinopathy and lower extremity
amputationt: 2Diabetes (and its health complications) is alsmeisted with an increased risk
of mortality in most countrie$.” The IDF estimates the number of people who died from
diabetes in 2015 before the age of 60 was approximately 5 million; 14.5 per centanfsa|
mortality globally is attributed to diabes? The countries with the highest number of people
with diabetes are the ones with the highest number of deaths associated with diabeReS:O H |V
Republic ofChina,Republic of IndiaRussian Federation and the USA. In 2015 T2D was the
seventh leadingause of death in the USIA.
T2D is considered to be one of the most psychologically demanding chronic cofidéiuhs
people with diabetes often have poor psychological-aihdg. Diabetes is often comorbid
with depressioywhich has an impact on its magement and contrblA systematic review
shows high rates of comorbidity between diabetes and depression and suggests that depression
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is three times as common among people with diabetes. The psychological stress associated
with the management of dialestcould lead to elevated symptoms of depressiDepression
comorbid with T2D has been associated with poorer glycaemic control and poorer management
of the conditiont?14

Diabetes management

In January 2018 the American Association of Clinical Emadotogists and the
American College of Endocrinology released their new guidelines in which they suggest that
plantbased diet is the optimal nutrition plan for people with diabetes as it promotes the well

being and the better management of diabEtes.

The IDF reports that the most influential factor for the development of T2D is lifestyle
behaviour commonlyassociated with poor diet (e.g. processed and high fat content foods).
The WHO underlines the importance of achieving a standardised and comast@gtement
approach by promoting interventions that support healthy Hiets.

There is a large body of research that suggests the association between high meat
consumption and T28'° The European Prospective into Cancer and Nutritf&rI0)-
InterAct study® is a large prospective cohort study which explored the role of lifestyle and
genetics on the risk of developing T2D in approximately 340,000 adults from eight countries
in Europe during a mean periodeévenyears. The results of the ERIGterAct study® show
a high risk of T2D among individuals with high meat consumption, specifically red and
processed meat. Moreover, after controlling and managing other risk factors for T2D (e.g.
smoking, physical activity, alcohol intakéhe association b&een meat consumption and
incidence of T2D remained statistically significant. This suggests the importance of healthy

diet behaviour in the management of T2D.

The termplant-based dietefers to eating habits that avoid the consumption of most or
all anmal products and support high consumption of fruits, vegetables, legumes, seeds, whole
grains and nut& Satija et aP? reviewed three prospective cohort studies of a total sample of
200,727 participants and concluded that a pteasied diet is associdtwith significantly lower
risk of T2D. Tonstad et &P state that plarbased diets could effectively and substantially
decrease diabetes incidents. Furthermore, high consumption of fibre, whole grains, fruits and
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vegetables is associated with a lowsk 6f T2D?427 A plantbased diet pattern seems to offer
high protection against the development of diabetes as it contains antioxidants, fibre,
micronutrients and unsaturated fatty acibich are considered to act as protective factors
against diabete® In addition, Mayé® states that the management of diabetes is mostly based
on a behavioural approach in which individk@buld establish nearly complete control of their
condition as long as they have been equipped with the right knowledge and klslsuggests

that effective management of diabetes could result in better glycaemic control and
psychological welbeing.

A metaanalysig® focusing upon vegetarian diets (defined as those excluding meat,
poultry and fishand including eggs and dairly) diabetes revealed a significantly improved
glycated haemoglobin (HbAlc) in people who followed a vegetarian diet pattern. No
systematic review was found in the literature solely focussing on the psychological and medical

outcomes of planbased diet irgtrventions in adults with T2D.

Objectives

The aim of this review isto systematically analyse the available literature on plant
based diet interventions targeting and/or including adults with diabetes and to clearly define
the benefits on welbeing of sich interventions.

METHODS

The incorporation of thereferred Reporting Items for Systematic Reviews and-Meta
AnalysegPRISMA) guidelines was utilised in order to conduct this review:The following
criteria were considered for inclusion in the systematic review: (1) -pksdd diet
LOQWHUYHQWLRQV WDUJHWLQJ RU LQFOXGLQJ DGXOWV ZLW
clearly definechealthoutcomes; (4tontrolled trials(CTs) ZLWK OHQJWK a&@Rd(5) ZHHNYV
peer reviewed studies. The exclusion criteria were: (1) diet intéowerfor diabetes other than
type 2; (2) age of participants8 years; (3) uncontrolled studies; (4) diet interventions that

included more than 10% dhily calories on animal products; and (5) duplicate results.

Search strategy
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A computerised systertia search was performednalO0 November 2017 in the
following electronic databases limited to studies published in English language since the
inceptionof each databas@éllied and Complementary MedicifAMED); Cochrane Central
Register of Controlled Trial@CENTRAL); Cumulative Index to Nursing and Allied Health
Literature(CINAHL); E-JournalsExcerpta Medica DatabaeMBASE); MEDLINE; Health
Managemat Information Consortium(HMIC); PsycARTICLES PsycINFQ PubMed
SocINDEX and Web of Science. In order to search for further potentially eligible research
material, the reference lists of studies with relevant topic were searched and reviewed. The
following were thesearchtermsused to locate/find studies: (1) plant based OR fased OR
3SODQW EDVHG ™ 25 SODQW IRRG 25 3SODQW IRRG”™ 25 YHJDC
(2) diabet* OR T2D ORDT2D Q G LOQWHUYHQWLRQ 25 G WUJILUDP ~ 2% 3
SUDQGRPLVHG FRQWUROOHG WULDO “ 25 3UDQGRPL]JHG FRQ\

Data extraction

The following data was collected from each study as available: quality p&dfie
esteemdepressionperceived pain and neuropathy symptpfost conductangenutritional
efficacy, general efficacy dietary adherencedietary restraint dietary disinhibition diet
acceptability HbAlc, weight fasting blood glucos€FBG); total cholestergllow-density
lipoprotein (LDL) cholesteral triglycerides and diabeteselated medication. In addition,
EDVHOLQH FKDUDFWHULVWLFV RI HDFK VWXG\TV VDPSOH V
design and duration were collected. Mean values for baseline age, proportion of male

population and HbAlc weresal calculated.

Data screening and quality measures
The search results from the databases were combined and then the identified duplicates

were removed. The described inclusion criteria were applied in a standardised,raadner

relevant studies wemsereened using the title, abstract and full text of the article.
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The Quality Assessment Tool for Quantitative Studies is a standardised quality
appraisal instrument that was developed by Hfiective Public Health Practice Project
(EPHPB of McMaster Unversity for assessing the quality of public hedkfhe instrument
has been evaluated for inteter reliability, content validity and construct validity and has
received high score$: 3 This quality assessment tool and its dictionary are provided at
www.ephpp.ca. Two researchers carried out the quality assessment independently. The
LGHQWLILHG UHOHYDQW VWXGLHV ZHUH FULWLFDOO\ DVVH)
HLVWURQJY MHPRGHUDWHY RU pZHDNY LQ Vdy dastgmWBLRQV
confounders; (4) blinding; (5) data collection meth@asj(6) withdrawals and dropouts. The
DLP RI WKH TXDOLW\ DVVHVVPHQW ZDV WR H[WUDFW UHVX
MPRGHUDWHY PHWKRGRORJLFDDWHIBWD Q Ju SRRXIF LKINVYW KEEHWH (@
the systematic review. Please see Table 1 for the results of quality assessment of included

studies.
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Table 1: Quality assessment results for the included studies

Author(s)/Year Selection Study Confounders Blinding Data Collection Methods Withdrawal and Global Rating
Bias Design Dropouts

Wright, Wilson, Smith, Duncan & McHugh, Moderate Strong Weak Moderate Strong Moderate Moderate

(L2e%1,7K)im, Lee, Kim, Park, Jeong, Jeon, Shin & Lee, Strong Strong Strong Moderate Strong Strong Strong

I(32L?nlnegr Wells, Gonzales, Agarwal, Bayat & Barnard, Strong Strong Strong Moderate Strong Strong Strong

(Szé)alri), Khazrai, Del Toro, Roncella, Fontana, Fallucca, Strong Strong Strong Moderate Strong Strong Strong

Angeletti, Formisano, Capata, Ruiz, Porrata, Skrami,
Gesuita, Manfrini, Fallucca, Pianesi & Pozzilli,

(2014)

Mishra, Xu, Agarwal, Gonzales, Levin & Barnard, Moderate Strong Strong Moderate Strong Moderate Strong
(2013)

Kahleova, Hrachovinova, Hill & Pelikanova, Strong Strong Strong Moderate Strong Strong Strong
(2013)

Kahleova, Matoulek, Malinska, Oliyarnik, Kazdova, Strong Strong Strong Moderate Strong Strong Strong
Neskudla, Skoch, Hajek, Hill, Kahle & Pelikanova,

(2011)

Ferdowsian, Barnard, Hoover, Katcher, Levin, Green & Moderate Strong Strong Moderate Strong Strong Strong
Cohen,

(2010)

Barnard, Gloede, CohenJenkins, Turner-McGrievy, Strong Strong Strong Moderate Strong Strong Strong
Green & Ferdowsian,

(2009b)

Barnard, Cohen, Jenkins, Turner-McGrievy, Gloede, Strong Strong Strong Moderate Strong Strong Strong
Green & Ferdowsian,

(2009a)

Nicholson, Sklar,Barnard, Gore, Sullivan & Browning, Strong Strong Strong Moderate Strong Moderate Strong
(1999)
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RESULTS

Study selection process

The search strategy retrieved 1,240 articles. After removing the duplicates, the title/abstrac
screening process identified 41 studies. After a furthettdéuli assessmerthirty articles were excluded
from the systematic review arelevenmet the inclusion criteria (please see Figure 1). No additional
publications were found through referencéslsnd hand searching.

The included studies relied on different tools in order to extract psychological data oytoedes
therefore a metanalysis was not possible in this regard. For the other outcomes of our study, we
considered that because the ollgraoled N in the study is small, ti@ls would be quite wide due to
imprecision which might cause our pooled estimate to cross the null hypothesis, which would make it
difficult to draw a conclusion in either direction. Dietary interventions are difftouengage a large
number of individuals as it is hard for participants to alter their dietary patterns for a medium/long period
of time. Our aim was to present as clear as possible the physical and psychological outcomes of plar

based interventions.

Total identified articles
(n = 1,240)

Articles after removal of
duplicates

(n =516)

Articles screened
(n =516)

Figure 1: Study selection process

Studies excluded for no
focussing on plaAbased
diet interventions

(n=20)

p =

Full text articles assessg
for eligibility

(n=41)

Articles excluded based
on title/abstract

(n = 475)

Studies excluded for no
providing baseline and
endline values of HbAlc]

(n=10)

Full text articles excludeq
after assessment

(n = 30)

Studies included in
systematic review

(n=11)
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Study characteristics

Theelevenincluded studies were published between 1999 and 2017 (please see Table 2). Two o
the studies produced 2 articles from the same sample highlightiegedt aspects of research; skee

articles are included:

x Kahleova et al., (2013) used different data from Kahleova et al., (2939).
x Barnard et al., (2009b) used different data from Barnard et al., (200%a).

The majority of the studies (n=6)38 3% 40. 41 4gyere conducted in the USAhile the rest took
place in Czech Republic #8)* 3¢ Italy (r=1)*}, New Zealand (n=#fand South Korea (n=%) One
study had been conducted in a supervised residential envirdiymerite the rest had been conducted in
community-based settings. The total sample size was 433 participants (219 in the intervention groups/21
in the control groups; mean sample size 48), aged between 27 and 80 years (mean age 54.8 years).
number of withdrawals was reported in all stugiesh the rates being between ér centand 29.1per
cent All studies targeted populations with T2D excepttfoee®® 40 440Of these three studies, tWo*°
included individuals with BMIe 25 kg/n? and/or T2D and oné* also included individuals wit BMI e
25 kg/nt and at least one diagnosis of T2D or ischaemic heart disease or hypertension ol
hypercholesterolaemidherefore,not all of the participants of theslereestudies had T2Dbut in the

results specific outcomes related to the individuatk W2D were described.

All included studies wer€Tswith a duration rangef between 3 and 74 weeks (mean duration
23.2 weeks). Of thaine CTs severnwereRCTs of which four reported the randomisation proc&ss
44,45 gndthreefailed to describe % 42 “*Moreover two studies used a parallel desigri*and one used
a cluster study desidh Eight of the studies examined vegan diets in the intervention groups, while one
study examined plasitased diet with an option of erportion of lowfat yogurt a daywhich accounted
for approximately ®er cenof the total daily intake of calori&s A full description of the diet intervention
was described in all of the articles. All studies reported HbAlc as their primary or agconttome,
which was measured at baseline and at the end of each study in both Groupsheelevenarticles
included, threereported psychological welieing outcomes in their results. The studies were dietary
interventions and therefore none inclddblinding of participants. FiveCTs provided nutritional
education in both group’3® 42 43 4%nd four provided education only to the intervention grut: 4%

44 All studies reported both baseline and4iné results and used validated measuHighly specialised
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professionals (medical doctors, registered dieticians) delivered the dietary interventions in all of the

studies.

181



Table 2: Data extraction of the studies used for the systematic review

Author(s), Year, Study Duration | Sample N| Mean age @ Males (%) HbAlc (%) HbA1c (%) Exposure Comparator Outcomes
Country design (weeks) (IGICG) (years) (IG/ICG) IG CG diet diet
(IG/ICG) (Baseline/Endine) (Baseline/Endine)
Wright et al., RCT 24 9* 56 40.0 6.0/5.7 5.5/5.7 Low-fat Omnivorous | Quality of life significantly improved in
2017, (7/2) (56/56) (33.3/46.9) plantbased the 1G. General and nutritional sel
New Zealand efficacy and selbsteem was
significantly greater in the I1G than in th
CG. Medication usage decreased in °
IG group, while it increased in the C(
Adherence was significantly greater
the IG.
Leeetal., RCT 12 93 58.1 19.25 7.717.1 7.4/7.2 Vegan Korean Reduction in HbAlcwas significantly
2016, (46/47) (57.5/58.3)  (13.0/25.5) Diabetic greater in the IG than in the CG. FB
South Korea Association | reduced only in the IG. There was
guidelines greater decrease in LDL cholesterol
the IG. Triglycerides increased in the |
and decreased in the CG. The (
reported higher rates of adherence.
Bunner et al, RCT 20 34 57 44.1 8.0/7.2 7.8/7.8 Low-fat Omnivorous | Quality of life significantly improved
2015, (a7/17) (57/58) (35.3/53.0) plantbased within the IG. Significant improvement
USA in pain were found in the IG. The IG he

a significant reduction in HbAlc.
Reduction in weight was significantl
greater in the IG than in the CG. Tot
and LDL cholesterol decreased in the

and increased in the CG. There was

greater increase of triglycerides in tl
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Soare et al.,
2014,
Italy

Mishra et al.,
2013,
USA

Kahleova et al.,
2013,

Czech Republic

Kahleova et al.,
2011,
Czech Repubic

6.7/6.3

7.54/6.94

7.6/6.95

7.6/6.95

6.8/6.6

7.13/7.05

7.717.46

7.77.46

Italian

Association of

Doctors of
Diabetology
guidelines

Omnivorous

European

Association for

the Study of
Diabetes

guidelines

European

Association for

the Study of

CG. Electrochemical skin conductan
in the foot dedhed in the CG, while it
stayed constant in the IG. Adherence
the I1G was high.

The IG had a significantly greate
reduction in HbAlc than the CG. The
was a significantly greater weight loss
the IG compared with the CG. FB:
significantly decreased withigroup
only in the IG. Total and LDL cholesterc
significantly declined only inhe IG.
Adherence was high in both groups.

The IG had a significant reduction i
HbAlc compared with the CC
Significant improvements in weigh

were found in participants with T2D.

Depression and quality of life
significantly improved only in the IG
Dietary disinhibition decrease
significantly only in the IG. Dietary
restraint increased significantly more
the CG. The IG reported high levels
adherence.

HbAlc significantly decreased only i
the 1G. Reduction in weight wa

significant only in the IG.
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Ferdowsian et al., CT 22 ,
20009, (10/9)
USA

Barnard et al., RCT 74 A
2009b, (49/50)
USA

Barnard et al., RCT 74 99
20093, (49/50)
USA

Nicholson et al., RCT 12 11
1999, (714)
USA

Diabetes

guidelines

Omnivorous

American
Diabetes
Association

guidelines

American
Diabetes
Association

guidelines

Conventional

Low-fat

Reduction in LDL cholesterol was
significant only in the 1G. There was
greater reduction in total cholesterol
the IG. Triglycerides reduced only in th
IG, while increased in the CG.

HbAlc similarly decreased in bot
groups. Medium adherence was repor
in the IG.

Dietary disinhibition and hunge
decreased in both groups. Dieta
restraint increased in greater degree
the CG than in the IG. Diet satisfactio
adherence and acceptability of diet w
similar in both groups.

HbAlc reduction was greater in the |
than in the CG. Significant weight los
within-group was reported in bot
groups. FBG significantly decrease:
within-group only in the I1G. Total
cholesterol and LDL cholesterc
significantly declined in both groups
Triglycerides significantly decrease
only in the IG.

HbAlc reduction was greater in the |
than in the CG. Weight loss and FB
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significantly decreased only in the I
compared with the CG.

IG, intervention group; CG, control group; *, number of participants with T2D in the study. For all other characteriBtiE @iV WKH 1 LV a4 QXPEHU RI SDUWLFLSDQ
characteristic variables, the N i812(142/149). +, characteristic variables extracted from Kahleova et al., 20ltnber of participants with HbAlc data available. For all other characteristic variables, the N is 113
A characteristic variables were extracted from Barnard,&2G09.
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FINDINGS

Quiality of life, psychological and social wetbeing

Quality of life significantly improved only in the intervention gréug! (p=0.01;
p<0.05) and significant improvements in the intervention grougath psychological and
physical components summé&typ<0.001;p<0.0001) were also reported. The control group
showed a significant improvement only in the physical component surffir(@s0.03).
Significant differences between the two groups in favour ofitbervention group were
reported for both the psychological and physical component surffn{pr®.01; p=0.03).
Depression levels dropped and reached statistical significance only in the interventiéh group
(p=0.03). Changes in perceived pain and neurgpaymptoms were reported as pain
significantly decreased between groups favouring the intervention*gr@:9.04). Also, a
significant decline in foot conductance was reported in the control grgh.03), suggesting
that the intervention might havéopped or slowed down the progress of nerve impairment.
Furthermore, statistically significant differences were reported in favour of the intervention
group for seHesteerff* (p<0.01), nutritional efficacdy$ (p<0.0001) and general efficatly
(p=0.01).

Overall, the results suggest that a ptaased diet could improve the overall quality of
life, psychological welbeing and chronic diabetic neuropathy in people with T2D without
changes in food enjoyment and diet costs. In addition, the slight incredsetmahemical
skin conductance in the intervention group and the significant decline of the control group41
makes planrbased diet intervention promising for further testing in people with painful T2D

neuropathy.

Adherence, acceptability and diet behavior

Five studie® 37 3% 41 44eported greater adherence among the participants of the
intervention group compared with the control groupile one studd? showed high adherence
among both groups. Also, one stéftlyeported complete adherence to thlantbased
intervention diet in approximately half of participants @& cen. In contrast, Lee et &.

reported that the control group reported higher adherepe@.002) compared with the
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intervention groupwhile the percentage of participants wieported high adherence was

significantly higher in the control group compared with the intervention gieup@01).

Dietary restraint increased to a greater extent only in the control*®§réuguggesting
that the control groups felt more constraitgdheir assigned diet than the participants of the
plantbased diet groups. Dietary disinhibition decreased significantlyinrthe intervention
group (=0.01) in one study, while Barnard et ai’ reported that it was declined in both
groups suggesting that individuals in both groups were feeling less hungry compdhed
baseline and they were less likely to overeat as a response to stressful stimuli. Also, no
significant differences between the two groups were reported with regard to food
acceptability>” Within-group analysis demonstrated significant improvement in levels of
energy oty in the intervention group §D.001¥’, while the control group reported significant

improvement in digestiorp&0.05)%’

Overall, the results showed thate@ though the pladiased diets were slightly more
demanding in initial effort, adherence was greater antbnge inthe intervention groups
compared with the control groups, suggesting high rates of acceptability of thbadadtdiet
among the partipants of the intervention groups. In addition, control group diets were more
likely to be described as constrainjiagd as a result dietary restraint was higher in the control
groups.

HbA1lc and diabetes control

All nine studies provided baseline and dm# measures for HbAlc. leight studies
the decrease of HbAlc was greater among participants in the intervention groups compared
with the control groups, while in one stdfiyhe decrease was similar in both groups. After
excluding Wright et at*for reasons of not reporting HbA1c levels specifically for participants
with T2D and after performing weighting statistical adjustment, the mean difference among
the eight studiesthat provided specific HbAlc levels for participants with T2D between
baseline ad endline measurementshowsa decrease of 0.58er centin the intervention
groups and 0.19er centin the control groups. The results suggest that participants in the
intervention groups managed to better control their diabetes via thebpked diecompared
with participants in the control groups.
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Further analyses of HbAlc levels two studies® 4° among participants whose
medication remained unchanged showed a greater decreagegeitdntin the intervention
group comparedavith a decrease of.B per centin the control group in the one stdflynd
significantly decreased by Oggr cenbnly in the intervention group€0.002) in the othet®

In addition, an analysis among participants who reported high adherence showed a
greater difference foHbAlc levels between the two grodpsa significant withingroup
decrease of 0.per centin the intervention groupp€0.01) and a significant withigroup
decrease of 0.8er cenin the control groupp<0.05). The reported decrease between the two
groups was significantly greater in the intervention group compared with the control group

among participants of high adherenpe.01)*°

Further medical outcomes

Six studies reported a reduction or discontinuation of dialseteted medication
amongparticipants at entine 3 38 41. 42, 43. 4fnterestingly, Nicholson et 4. mentioned that
two intervention group participants on insulin decreased their insulin doses from baseline to
endline. Moreoverthreeintervention group participants decredsandonediscontinued the
oral hypoglycaemic treatmefft Additionally, two participants in the intervention group
discontinued the antihypertensive medication at-lavet*? In contrast, participants in the
control group did not have changes on theidivation*? Barnard et af® reported that 3per
cent(n=17) of the participants in the intervention group reduced their T2D medication in
contrast to 2@er cen{n=10) of the participants in the control group. Kahleova &siiowed
that the diabetimedication reduced in 4&r cenbf participants in the intervention group and
in 5 per centof participants in the control group. Soare efahentioned that from a total of
sevenparticipants on oral hypoglycaemic medication in the intervention gfugoof them
discontinued their medication. In the control grompe participant discontinued the oral
hypoglycaemic medication treatméiSimilarly, Bunner et at!reported thaten participants
in the intervention group reduced the gluctmeering reatmentwhile in the control group
onepatrticipant reduced the glucekmvering medication. Moreovefour intervention group
participants decreased the liga@vering medicationwhile no participant reduced it in the
control groug*! Wright et al** reported thattwo participants with T2D in the intervention

group did no longer meet the criteria for T2D diagnosis aflieed
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Two studies reported an increase in diabetésted medication at edmhe®® . and oné&
reported that 14¢er cent (r7) of the participants in the intervention group andp28 cent

(n=12) participants of the control group increased the diabetes medication doses. Bunner et
al** showed thatwo participants in the intervention group atwio in the control group
increased thglucoselowering medication. Also, the lipitbwering medication increased in

oneintervention group participant andtinreecontrol group participants

Weighting statistical adjustment has been performed for all the mean values that follow.
The review indicated a significantly greater weight loss in participants in the intervention
groups (mean weight loss was 5.23kg) compavitd the control groups (maaweight loss
was 2.83kg)30 38 4142 4Foyr studie® 38 42 4Showed a significant decrease in FBG only in
the intervention groupsyhile one studSP reported a reduction in FBG only in the intervention
group but without meeting statistical sifigance. The mean FBG decrease was 22.91mg/dL
in the intervention groups and 11.58mg/dL in the control groups. Total cholesterol declined
with the reduction being greater in the intervention groups (mean decrease was 21.98mg/dL)
compared wittthe controlgroups (mean decrease was 11.14mg/dL) in four slidigg?® 43
of which twc*® “}reported significant results in favour of the intervention groppsd(0001;
p<0.001). In addition, one stuthreported an increase in total cholesterol in the obgtoup.
LDL cholesterol greatly decreased among participants in the intervention groups (mean
reduction was 12.43mg/dL) compared withe control groups (mean reduction was
6.76mg/dL) in five studie®§ 38 41 43.450f which threé® 3¢ “3showed sigificant reduction only
in the intervention group®<0.05;p<0.01;p<0.001). One studyreported an increase in LDL
among participants in the control group. A greater reduction in triglycerides was reported in
the intervention groups (mean decline was862ng/dL) comparedavith the control groups
(mean decline was 5.79mg/di%).38 4% 42 40ne study? reported a significant reduction
(p<0.05) in triglycerideswhile two studie$"- “*reported an increase of triglycerige$ which
oné'! showed an incase in both groups and the ofieshowed that triglycerides surprisingly
were increased in the intervention group and decreased in the control group. In bothtstudies

4Sthe results did not reach statistical significance.

DISCUSSION
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This systematiceview demonstrates evidence that a plzaged diet casignificantly
improve psychological welbeing, quality of life, control of T2D measured by HbAlc and a
number of physical characteristics (weight loss, FBG, total cholesterol, LDL cholesterol,

triglycerides) in people with T2D.

Three studies reported results with regardpgychologicaland quality of life
outcomes? 41 4More specifically, there were significant improvements in the intervention
group compared with the control group in dep@ssj emotional welbeindg, physical wek
beind* and general quality of lif&> > “*Further outcomes showed a significant decrease of
reported pain among participants in the intervention gféuphe participants of the
intervention groups reported gregpsiychologicalesults and an improved quality of life in all

threestudies.

SDUWLFLSDQWVY DG K Heihhkt@ffié sfDiss® 3’'HE'RUPWREpGrted Q
adherence was higher amguayticipants of the intervention groups compared with the control
groups infour studies>® 37: 3% 44n contrast Lee et &P.reported thathe control group showed
significant higher adherence compared with the intervention group. A potential expidoat
this difference might be the absence of weekly workshapd ee et & used only phone
consultations, while théour studies with high adherence results in the intervention groups
carried out weekly educational sessions. One study reportedaldiggrence in both the
intervention and the control grosfp, potentially because education was provided on a daily
basis and the RCT was conducted in a supervised environment. Moreover, two of the studies
monitored the adherence only in the interventiarugrand reported highand medium levels
of adherencé® These results of the systematic review suggest that providing consistent
nutrition education can better support people to adapt more effectively to-dataat diet, as

high dietary adherence andmpliance is linked with educational interventiéh&

Three studies monitored the diet behaviour and diet acceptability among participants in
both groups® 3" 3°Dietary disinhibition significantly decreased in the intervention group
while dietay restraint significantly increased only in the control grduparnard et af’
reported that both digwwere equally wekiccepted by participants in both groups. Kahleova et
al.® results suggested that the pkaased diet was highly accepted by tlagtigipants as the
dietary restraint and dietary disinhibitiareresignificantly improved in the intervention group.
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With regard to diabetes control, this systematic review demonstrates that-bgsdadt
diet intervention can significantly reduce HbAibcadults with T2D and potentially reduce
diabetes medication. Eight of the included studies reported baseline alaedddAlc levels
of participants with T23% 3843 45 Al eight studies reported a greater reduction of HbAlc
levels among participasiin the intervention groups compared with the control groups, with an
average decrease of 0.pBr centin the intervention groups and 0.p8r centin the control
groups. This result is consistent with the findings of previous resé&Fadnthermore,ifidings
from six studies reported a reduction or discontinuation of diaiel&t®d medication in the

intervention groupg® 38 4144

Five studies reported significant greater weight loss in the intervention group (mean
weight loss 6.06 kg) comparedtivihe control group (mean weight loss 2.66 kg) from baseline
to endline3® 38 443 Three studies reported significant improvements in FBG 160¢1$.42
Two studies demonstrated a significant decrease in LDL cholesterol levels in the intervention
groups® 3 while one study showed a decrease in total cholesterol and triglyceridesievels
There are studies that have demonstrated that alpdaet! dietan significantly lower total
cholesterol, LDL cholesterol, triglycerides and the overall riskchdD.**°2This is noteworthy
becauseCVD is one of the main comorbidities of T2D° and one of the main causes of
premature mortality in the diabetic pdation®>>°

The present systematic review has several strengths. It is the first réwie@awr
knowledge that attempted to summarise the significant psychological outcomes of a plant
based diet intervention in adults with T2D. Furthermore, the ied@Il's conducted in several
different countries (Czech Republic, Italy, New Zealand, South Korea and, W8¥gh
suggests that generalisability of the findings in the UK setting is likely. Also, by reviewing CTs
which focus on dietary patterns and not asetl nutrients makes the findings of the review
easier to be applied tbhe general population. Finally, when pldpased diets were compared
with official guidelines from a number of countrigbe plantbased diet was found to be
superior. Although thigs a preliminary review of evidence specific to people with T2D, other
research which includes but is not specific to people with diabetes supports the psychological

findings 0 61
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This systematic review also has limitations. The included studies hael nall
sample sizesalthough there were adequate to estimate significance levels. Another limitation
is that two of the studies were not randomi$etf In addition, adherence i8Ts regarding
diet is difficult to be followed and measured by researstbecause is highly dependent on
SDUWLFLSDQWVY UHFDOOV ZKLFK PLJKW EH LQDFFXUDWH

CONCLUSIONS

Based on the evidence of the research analysis by this systematic, ie\daw be
concluded that plardtased diets accompanied by educational interventions can significantly
improve psychological health, quality of life, HbAlc levels and weight and therefore the
management of diabetes. Furthermore, phtased diets could pattially improve diabetic

neuropathic pain and the levels of total cholesterol, LDL cholesterol and triglycerides in T2D.

There is further need of studies to explore the relationship between psychological
health, dietary patterns/behaviour and diabetesrab Future studies could explore ways of
delivering proper nutritional education in order to support participants to follow healthier

dietary patterns.
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ABSTRACT

Objective: Burnout intervetions have suggested that there is an association between high job
satisfaction levels and improvement in burnout symptoms. The aim attiaig is to develop

and implement a burnout intervention for mental health professionals, test the relationship
between the level of burnout and job satisfaction, and clearly identify the benefits of such an
intervention.

Research design and methodshis is acrosssectional design approach and was employed

in order to investigate the desired variables at two different time points over a period of one
month amongt43 mental health professionals.

Results: The scores for burnout among the mental healthepsidnals were significantly
lower after theintervention comparedvith the burnout scores before the intervention.
Significant correlations between burnout and job satisfaction were found before and after the
intervention. The variables which were founBtEH FRUUHODWHG ZHUH SDUWI
number of years working at the clinic and burnout scores before and after the intervention. In
addition, a strong positive correlation was found between age and number of years working at
the clinic.

Conclusions:Individual levels of burnout significantly decreased after the intervention, thus
supporting the initial research hypothesis and providing evidence that demaitisérafécacy

of the behavioural change intervention. However, the success of the intervention was somewhat
limited in that it did not improve levels of job satisfaction, and moreover, no significant
relationship between job satisfaction and burnout wasdo

Keywords: burnout, job satisfaction, Greece, recession.

INTRODUCTION

Definition and impact of burnout
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Burnout is defined as the psychological syndrome that emerges as a prolonged response
to multiple chronic interpersonal jeielated stressors (Maglh & Leiter, 2016)It has also
been recognised as an occupational hazard for various groups of professionals who mainly
interact with other individuals (e.g. healthcare professionals).

The symptoms of burnout might be psychological and physical wigh ntiost
predominant ones being: chronic fatigue; headaches; gastrointestinal disorders; muscle tension
and musculoskeletal pain; hypertension; sleep disorders; anxiety; acute stress; eating disorders;
and sexual dysfunction (Maslach & Leiter, 2016; Tyle€&shway, 1998).

When jobrelated stressors are accumulated over a period of time occupational burnout
might occur and manifest itself in overwhelming exhaustion, detachment from work and
decreased sense of work effectiveness and accomplishment, amgsfeélcynicism (Maslach
& Leiter, 2016). This multdimensional model describes burnout as an individual stress

HISHULHQFH ZKLFK RFFXUV LQ D VRFLDO FRQWH[W DQG LQ
others (Maslach & Leiter, 2016; Maslach, 2002)e Exhaustion dimension is known as the
individual stress dimension of burnout and has been described as loss of energy, fatigue,
debilitation and physical and emotional depletion (Maslach & Leiter, 2016; Maslach, Schaufeli

& Leiter, 2001). The cynicism diemsion is known as the interpersonal dimension of burnout

and includes withdrawal, loss of idealism, inappropriate behaviour towards clients and
increased irritability (Maslach & Leiter, 2016; Maslach, 2002). The work ineffectiveness
dimension is known ahe selfevaluation dimension of burnout and includes feelings of low

spirit, inability to cope with work and diminished productivity (Maslach & Leiter, 2016).
&\QLFLVP DQG H[KDXVWLRQ DUH OLNHO\ WR KDYH DGYHL
accomplishmat resulting in depleted motivation and feelings of inadequacy and incompetency

to carry out their job that could potentially lead to depression (Haryanto, 2018; Maslach, 2002).
Feelings of ineffectiveness could further lead to job strain which is a fopsyahosocial
VWUHVV WKDW RFFXUV LQ WKH SHUVRQTV ZRUNSODFH DQ
UHJDUGLQJ RQHYY MRE .LYLPDNL HW DO 6XEVHTXH
chances for burnout as job strain increases significantlychi@ces of mental health

development@rganisation for Economic Gaperation and Developmer012).

Job Satisfaction
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Job satisfaction can be defined as the positive or negative evaluation people make about
their job or general job situation and is tygdlg viewed as global satisfaction with the job or
satisfaction with aspects of the job (e.g. salary, supervisors, future opportunities) (Weiss &
OHUOR /HDVH ,Q DGGLWLRQ MRE VDWLVIDFWLRQ
affective oriemation towards the job roles occupied in the organisation and has been associated
with similar contributory factors as burnout (Lease, 1998). Evans et al. (2006) suggest that low
job satisfaction is directly associated with low decision latitude, excepdivdemands and

concerns of workplace.

Literature demonstrates a negative correlation between burnout and job satisfaction
whereby high levels of burnout are associated with low levels of job satisfaction. Kebapis
(2017) report that jobsatisfaction among Greek teachers is negatively correlated with
emotional exhaustion which is considered the main aspect of burnout (Rohland, &ruse
Rohrer, 2004; Maslach, Jacksafa Leiter, 1996).A study among mental health workers
suggests that emplegs who experienced fewer burnout symptoms reported a greater feeling
of personal accomplishment while the employees with high levels of job satisfaction were less
likely to leave their work (Salyers, Rollins, Kelly, Lysak&Williams, 2013). Ogresta, Rac,
and Zorec (2008) suggest that job satisfaction and occupational stress are predictors of burnout
among mental health workers. In line with these findings, Tsigilis, Zachopoulou, and
Grammatikopoulos (2006) report that job satisfaction is a signifijgadictor of emotional
exhaustion (and therefore burnout) and that low emotional exhaustion levels were associated
with increased job satisfaction. Furthermore, Ozyurt, Hayran, and Sur (2006) suggest that job
satisfaction is negatively correlated with dmpal exhaustion and cynicism and positively
correlated with the feeling of personal accomplishment at work. Moreover, they report that the
most significant and common predictor of both job satisfaction and burnout is the number of
holidays (Ozyurt et gl.2006).It can be concluded that, compared with those with higher
reported levels, individuals with low job satisfaction level are potentially susceptible to
cognitive withdrawal from their job and organisation and more receptive and vulnerable to the
stress of their working environment.

Maslach et al. (2001) mention that although the correlation is not large enough to
conclude that the two concepts are identical, they are clearly linked. However, there are
concerns in regards to the nature of that linkd aausality and whether burnout and job
satisfaction are indirectly linked through another factor (e.g. poor working conditions)
(Maslach et al., 2001).
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The above research findings demonstrating the potential role of job satisfaction in the
development oburnout might have important organisational implications. Employers might
QHHG WR GHYHORS DQG LPSOHPHQW EXUQRXW LQWHUYHQV

satisfaction and therefore to reduce/manage their burnout symptoms

The financial cost

Burnout has been linked with several forms of job withdrawal like absenteeism, actual
turnover and intention to change job (Kroupis et al., 2017). Depression and other mental health
conditions are one of the leading causes of work disability globally. Acaprti the
Organisation for Economic Coperation and Developme(®012) approximately the 20% of
the workingage population faces a mental health disorder. In the UK for wedgegadults,
the proportion of common mental health symptoms remained staiedre2000 and 2014
but theprevalencef severe mental health symptoms has increased 9.3 per cent in 2014 (Mental
Health Foundation, 2016). Mental health conditions influence sickness absence days more than
any other variable with an approximate 12.1 @&xtnmber of daysJrganisation for Economic
Co-operation and Development 7TKHUHIRUH SHRSOHYYV MRE DEVHQV
presenteeism on the other, both increase sharply as a result of poorer mental health. The
percentage of persons who havertabsent from work in 21 European countries in the past
month is approximately 28 per cent (for moderate mental health conditions) and 42 per cent
(for severe mental health conditionsPr@anisation for Economic Caperation and
Development2012). In thdJK in 2015 the number of working days of sick leave as a result
of mental health issues was approximately 17.6 million days, or the 12.7 per cent of the total
sick days taken (Mental Health Foundation, 2016). In addition, unemployment levels are higher
for people with mental health condition®rganisation for Economic Caperation and

Development2012).

In the sixtyfifth World Health Assembly forum (2012) it was reported that mental
health problems account fb8 per cent of the total global burderdefease while it is projected
that by 2030 mental health conditions and depression in particular, will be the leading cause of
mortality and morbidity worldwide. It is estimated that in the UK the wider costs of mental
health problems to the UK economy & to 100 billion per year, approximately 4.5 per cent
of gross domestic product (Mental Health Foundation, 2016). Moreover, the annual cost of lost
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employment per employee in England in 2006 was about £7,000 due to depression and £7,000
due to anxietyNlental Health Foundation, 2016). It is evident that mental health issues place
emotional and financial costs to individuals, their families and society as a whole and
VXEVHTXHQWO\ D JUHDW EXUGHQ RQ VWDWHVY IXRQGV OHQV
Professionals (e.g. mental health workers, psychologists, nurses, psychiatrists) who are
exposed to workelated stressors that could lead to burnout are reoseeptibleto the

development of other mental health conditions.

*UHHFHYYVY EXUGHQ

The lastten years the Greek economy has been facing the greatest difficulties of its
postWorld War Il period as a result of the deep and ongoing economic recession started in
2008. One of the sectors that faced major cuts was the public healthcare systeasami w
of the priority areas for reforms and cuts in public spending. In 2013, the annual state spending
RQ KHDOWK KDG UHGXFHG E\ PRUH WKDQ % ELOOLRQ FRPS
of almost a third@rganisation for Economic Caperatiorand Developmenf015). Between

DQG WKHUH LV D UHGXFWLRQ RI Y ELOOLRQ LQ KHEL
for further cuts in the future (Deloitte, 2017).

In Greece, almost the 50 per cent of employees megtrat jobrelated gtess is a
contributing factor of their mental health and affects their general health condition
(Anagnostopoulos & Niakas, 2010). In addition, Greece reports the worst outcomes in Europe
LQ UHJDUGY WR VWUHVYV OHYHOV DII ltbFswrip@ms HfRourNodtU V] KH
and/or depression (Anagnostopoulos & Niakas, 2010). Depression is being considered the main
mental health condition that is linked to suicides with approximately 30 per cent of the people
who had committed suicide in Greece werdesuig from depression (Giotakos, Tsouvelas
Kontaxakis, 2012). Rachiotis, Stuckler, McKeedHadjichristodoulou (2015) report a clear
increase in suicide rates among persons of working age, coinciding with the imposition of
austerity measures. Moreesgifically, the suicide rates increased by 35 per cent between 2010
and 2012 (Rachiotis et al., 2015). Approximately 8 out of 10 of committed suicides in Greece
are related to mental to mental health issues (Giotakos et al., 2012).

The rising prevalencefanental health issues among the general Greek population
(Skapinakis et al., 2013) is likely to increase the number of people seeking primary and
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secondary care. This in turn means that a greater workload will be potentially put on healthcare
staff who hae already been working under major budget cuts these years. Moreover, there are
serious problems stemming primarily from staff shortages and resources difficulties that
healthcare workers have to deal with (Christodoulou, Ploumpidis, Christodo&ou
Anagnostopoulos, 2010) and therefore make healthcare staff vulnerable to the development of
burnout syndrome that could subsequently lead to increased turnover and decreased
productivity. There is a need to identify risk factors for burnout among healthcetera/so

that the likelihood of burnout can be potentially minimised. In addition, there is further need to
develop coseffective interventions that are feasible in times where state funding and resources

allocation are low.

Objectives

The aim of thistudy isto develop and implement an intervention for burnout for Greek
mental health professionals. A rehabilitation intervention was used and aimed to cause
behavioural changenbugh increased perceived control for the mental health professional. The
intervention comprised strategies of stress and time management techniques and
psychoeducation in order to raise awareness of burnout among the employees. Furthermore,
the intervention aimed to increase job satisfaction among employees. It was hypothasised th
participants will score higher in burnout levels before the implementation of the intervention
compared to their burnout scores after the completion of the intervention. A second hypothesis
was that there will be a negative correlation relationship dmtviburnout and job satisfaction.

Higher scores in job satisfaction will be associated with lower scores in burnout.

METHODS

A crosssectional design approach was employed in order to investigate the desired
variables at two different time points over a period of one month. The intervention for burnout
is the independent variable of the study whileléivels of burnout and josatisfaction among

the participants werthe dependent variables.
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Participants

Participants were recruited through opportunistic sampling from two mental health
institutions in Athens, Greece named andAttiki respectively. Recruitment flyers wereen
to the managers of both clinics in order to pass them to the staff. The individuals who expressed
an interest to participate in the study were given envelopes that included information sheets,
guestionnaires and consent and debriefing forms. In additontact details were passed to
the individuals in order to contact the researchers for further enquiries in regards to the study.

Out of the 94 employees of the two clinics, 43 agreed to participate in the study.

Measures

Maslach Burnout InventorgMBI)-Greekversion

The MBI is an introspective inventory consisting of 22 items pertaining to occupational
burnout. It is designed for professionals who work in human services who are focussed on
supporting and assisting people, offering guidance, ptegharm and ameliorate physical,
emotional and/or cognitive problems. The MBI assesses the emotional exhaustion,
depersonalisation and reduced personal accomplishments. Participants have to complete a
sevenpoint scale from zero (never) to six (everyydand state how often in the period of the
last twelve months they have experienced the described feeling with regards to their job. The

Greek version of MBI has demonstrated good reliability and validity.

Job Satisfaction SurveySS)

The JSS is a@&item, nine facet scale and measures employee attitudes about their job
and aspects of it. Each of the nine facets has 4 items to measure and participants have to
complete a sbpoint scale from one (disagree very much) to six (agree very much).

Educatiacnal handout
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As part of the intervention an educational handout about burnout has designed and
issued to each participant. The handout included information about the nature of burnout,

causes and symptoms of burnout, treatment of burnout and preveniomodit.

Demographic questionnaire

7KH GHPRJUDSKLF TXHVWLRQQDLUH UHTXHVWHG LQIRU
and number of years working at the clinic.

Intervention

The intervention process consisted of three parts: (1) the informatinkshop for the
FOLQLFVY PDQDJHUV WKH SVI\FKRHGXFDWLRQDa®dZRUNVK
(3) the educational handout. The workshop took place from 09:00 until 16166 wiinic
premises and involved participants from both clinitscarried out by the researchers
accompanied by an organisational psychologist and a mindfiibases therapist, and was
divided into three main parts. In the first part, the researchers informed participants about the
nature of burnout, its symptomsdaways of addressing it. Furthermore, participants learnt
about the benefits of recognising, accepting and dealing with burnout syndrome. The second
part consisted of two reflective groups during which participants were able to discuss and
address with thetFOLQLFVY PDQDJHUV SRWHQWLDO LVVXHV DQG |
performance. Through the reflective practice participants and managers worked collectively in
order to suggest ways of improvement. In the third part, participants were taughtinassifu
relaxation and breathing techniques by the mindfulbesgd therapist in order to be better
equipped when facing stressful and anxious events at work. In addition, time management
strategies were suggested to participants by the organisationiabjagyst in order to be more
efficient in managing their activities at work and consequently reduce their anxiety and stress

levels.

Confidentiality and encoding

Collected data was used for the purposes of the study only and stored securely in a
passwod protected computer. The identities of participants were kept anonymous. Consent

form, demographic form, MBI and JSS questionnaires were placed into a numbered envelope.

213



7KH TXHVWLRQQDLUHYV ZHUH HQFRGHG LQ RUGHUEfoW R EH DE
and after the intervention. After the initial completion of the questionnaires before the
intervention, participants were asked to remember their envelope number foteosntion

completion. In addition, participants were asked to place the@emad questionnaires in the

envelope and seal it for privacy purposes. The encoding farighainic was Al, A2, A3, etc

while for theAttiki clinic was B1, B2, B3, etc.

Consent forms and information sheets were given to all the participants. Paoticipa
in the study was voluntary and therefore no individual was forced to participate. In addition,
the right to withdraw from the study if they wish to do so without providing any explanation
was specifically underlined. Every participant was fully infechof the aims and objectives of
the research and was given a consent form to read and sign prior to intervention. Participants
ZHUH SURYLGHG ZLWK WKH UHVHDUFKHUVY FRQWDFW GHWI

or concerns at arstage of the earch process.

RESULTS

The questionnaires of MBI and JSS were scored for each participant before and after
the intervention. This data along with the demographic information was entered in the
Statistical Package for the Social Scien@&3SS) for statistical analyses. Descriptive statistics
were employed to gather means of demographic data (age, number of years working at the
clinic) and gender distribution. Paired samptedts were used to compare both burnout and
job satisfaction sares before and after the intervention. In addition, independestst were
used to compare burnout for males and females before and after the intervention. To investigate
WKH OLQHDU UHODWLRQVKLS EHWZHHQ EXUQResMWvaB QG MR
utilised for scores before and after the intervention. dooerelations between age, number of
years working at the clinic and the above variables were examined via the same analyses as
well. Two separate multiple regression analyses wereedaout to examine age, numbers of
years working at the clinic and job satisfaction as potential predictors of burnout syndrome.

One regression analysis carried out before the intervention and one more after the intervention.

Demographic information
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Ovenall, 43 individuals participated in the study of which 22 were males and 21 were
females (please see Table 1). The mean age of participants was 35 years (34 years for males
and 36 years for females). The mean number of years working at the clinic fartialppnts
was 8.79 years (7.81 years for males and 9.81 for females).

Table 1: Means and standard deviations (SD) of demographics

Gender Age (years) Number of years working at the
clinic
(N) Mean (SD) Mean (SD)
Male 22 34 6.70 7.81 5.47
Female 21 36 7.69 9.81 6.65
Total (N) 43 35 7.21 8.79 6.09

Burnout

The paired samplestést showed that the scores for burnout among the mental health
professionals were significantly lower after the intervention compared to the burnout scores
before intervention(42)=4.29, p=0.00 (please see TableT2)e independenttests revealed
no significant differences between males and females in burnout scores [bdfbrel.38;
p=0.18] or aftetthe intervention [t(41)=0.99; p=0.325] (please see TableARhough there
was no statistical significance, the male participagported higher scores of burnout than

their females colleagues both pre and post intervention.

Table 2: Means and standard deviations (SD) of burnout scores

Gender Burnout scores Burnout scores
pre-intervention postintervention
Mean (SD) Mean (SD)
Male 22 77.68 32.27 64.23 26.80
Female 21 65.52 24.88 56.95 20.55
Total (N) 43 71.74 29.21 | 60.67 23.95

Job satisfaction
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