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Abstract of Dissertation
Predictors and Moderators of Difficulties and Coping for Trauma Therapists
This study is designed to determine to what extent therapist work exqeerie

with complex trauma and trauma training moderates anxious and avoidant attachment
styles and self-differentiation in effecting therapist difficulesl therapist coping
with complex trauma patients. A random sample of trauma therapists wasesurvey
from a large, international trauma association. Approximately 126 trauma gterapi
participated in the study where the majority identified as female (62%g (@3%),
with a doctoral-level degree (64%), and where a majority described tivemsasl
experienced, expert-level trauma therapists with complex trauma patieifs
differentiation and attachment avoidance were found to predict difficuBedt.
differentiation was a predictor of avoidant coping where the lower the level of self
differentiation, the more avoidant coping employed. Experience with repeateuhtr
patients/clients was found to moderate the relationship between attachmetyt anx
and difficulties experienced with complex trauma patients. More diffisultiere
reported by trauma therapists with higher attachment anxiety and lesepzpavith
repeated trauma patients. Experience with patients with single-inaidemnta
moderated the relationship between attachment anxiety and avoidant copireg. Mor
avoidant coping was reported by trauma therapists with higher attachmesty amd
more experience with single-incident trauma patients. Experienegatients with
single-incident trauma also moderated the relationship between attacvoieidince
and avoidant coping. More avoidant coping was reported by trauma therapists with
higher attachment avoidance and more experience with single-incidenatraum
patients. The findings of this study suggest that experienced, expert-dexeahtr

therapists experience few difficulties when working with complex traustiangs,



and employ little avoidant coping strategies. These findings are contranmyéo s
previous research findings. Further investigation is needed to determine figtentia
unique ways in which experienced, expert-level trauma therapists experience
difficulties and cope differently than other non-trauma or less experiencegisiera
Future studies may also focus on other potential moderators of trauma therapist
attachment anxiety, attachment avoidance, and self-differentiation inoaditivork

experience and training.
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CHAPTER 1

The therapeutic process is a dynamic one in which personal change miay occ
and manifest in many ways (Orlinsky & Rgnnestad, 2005; Smith, Kleijn &
Hutschemaekers, 2007; Teyber, 1997). This involves the therapist, the facilitator of
change, and the patient who discovers, creates, and integrates change écacquir
coherent sense of self, increased life functioning, and an ability to cope with and
manage psychological and emotional problems. Strupp (1978) describes
psychotherapy, itself as, “an interpersonal process designed to bring about
modifications of feelings, cognitions, attitudes, and behaviors which have proved
troublesome to the person seeking help from a trained professional” (p. 3). Teyber
(1997) underscores the importance of the therapist in the process, “in order to utilize
the therapeutic relationship systematically as a vehicle for ehatigerapists must
understand very specifically the meaning of their dynamic interactighgiveir
clients” (p.16). Therapeutic interactions are reciprocal and continuously ashdpe
change the therapist and patient, as well as the process (Rasmussen, 2005).

Therapists who work with trauma survivors (victims of childhood abuse, rape,
domestic violence, war, torture, etc.) confront severe relational deficitermm
diagnoses, cognitive impairments, attachment problems, and other psychological,
emotional and often medical issues when working with these patients (Courtois, 2004;
Herman, 1992; Linehan, 1993; van der Kolk, McFarlane & Weiseith, 1996).
Individuals who have experienced multiple traumatic experiences, across
developmental time periods, over the lifespan have uniquely challenging
psychological, emotional, and relational dysfunction (Courtois, 2004; Herman, 1992;
Linehan, 1993; van der Kolk, McFarlane & Weiseith, 1996). Working with these

problems in therapy threaten the therapeutic process over and beyond the type of



intervention that may be employed (Briere & Scott, 2006). The trauma thasapist
also exposed to the possibility of psychological and emotional effects (Herman, 1992
McCann & Pearlman, 1990; Pearlman & Saakvitne, 1995; Wilson & Thomas, 2004),
as well as personal transformation including personal growth and awareness
(Marmaras, Lee, Siegle, & Reich, 2003).

Trauma therapist reactions include the difficulties they experience and the
coping they employ in their work with trauma survivors (Smith, Kleijin, &
Hutschemaekers, 2007). In response to the complexity of trauma survivor
impairments, the therapist may experience more difficulties with fheggents and
employ negative coping strategies to deal with these difficulties a®toey(Smith,
Kleijin, & Hutschemaekers, 2007; Smith, Kleijn, Trijsburg, and Hutschemaekers,
2007). Negative coping is not only harmful to the therapist but detrimental to the
patient, as well (Pearlman & Saakvitne, 1995). Boundary and ethical violations are
more likely if a therapist becomes vulnerable to difficulties they encoumtiecape
in an unhealthy or negative manner (Gutheil, 1989).

The therapist brings a unique set of inherent qualities and learned traits that
will ultimately affect the therapeutic process (Beutler et al., 2009 .ifiteraction of
therapist characteristics and exposure to the patient’s trauma mederlzve
negative effects (Marmaras et al., 2003; Pearlman & Saakvitne, 1995). In aduition t
hearing the content of the traumatic material, the severity of the relatiefnzts,
self-care problems, (Bennett, Parry, & Ryle, 2006) and attachment disturbances
(Fossati et al., 2005) creates an intense therapeutic process.

Attachment style and self-differentiation are relational constrbatscan be
used to explore how an individual connects within human relationships (Wei, Russell,

Malinckrodt, & Vogel, 2008). Attachment theory accounts for how and in what



manner an individual may bond in a relationship (Bowlby, 1973). Trauma therapist

attachment style is a relational characteristic which can eitin@nee or detract from

the therapist’s ability to cope with the traumatic material (Marmetrat, 2003) and

the relational aspect of the therapy. Securely attached therapistsrareesponsive

and attentive to the needs of insecurely attached patients while insecupestbera

experience more distress and intervened more intensely to their patienier (Cue,

& Barnett, 1994). The therapist’s anxious or avoidant attachment style wikciu

the therapeutic process (Marmaras et al., 2003). Bernier and Dozier (2@028sdis

consensus in the literature underscoring the importance of therapist-pattehinm

(secure attachment with insecure attachment, respectively) in thpehicgrocess.
Self-differentiation describes how an individual distinguishes between feeling

processes and intellectual processes (Peleg-Popko, 2002) and separatedtim/hers

from others, and to what extent distress is experienced due to a life stBzsgen

1978). Based upon an interpersonal construct, self-differentiation accounts for how an

individual reacts under distress in a relationship (Skowron & Friedlander, 1998).

Trauma therapist self-differentiation is another relational charstitetiescribing the

tendency to distance or enmesh themselves within relationships. A traumastherapi

with a low-level of self-differentiation will, by definition, be hyperfocdsand

involved in intense emotional experience, unable to remain autonomous, either rigidly

or consistently seeking acceptance and approval, and emotionally cuttingeoff w

strong feelings are too difficult to manage (Bowen, 1978; Kerr & Bowen, 1988;

Peleg-Popko, 2002; Skowron & Friedlander, 1998; Wei, Russell, Mallinkrodt, &

Vogel, 2008). When the therapeutic process then becomes strained and it puts both

the therapist and patient at-risk for ethical problems and boundary crossing. For the

complex trauma patient, this could be another relationally traumatic expeetiexic



adds to the cumulative trauma experienced previously. So the effect of therapis
attachment and self-differentiation on the therapeutic process may bebaxedaf
both therapist and patient struggle with relationally-based problems, and possibly
share insecure attachment styles and poor boundary control.

In this study, it is proposed that therapist work experience and specialized
trauma training may help to moderate the extent to which therapist attadtghent
and self-differentiation affects therapist difficulties and coping wothgex trauma
patients. Therapist work experience and training, in general, is discugked in
literature regarding patient outcomes (Beutler et al., 2004; Roth & Fonagy, 2@05) a
not in terms of their effects on the therapeutic process. Therapist work experie
and training is usually defined as one unit, or more generally quantified as the
therapist’s education level (Roth & Fonagy, 2005; Stein & Lambert, 1995). Problems
occur when trying to pinpoint the exact type and amount of education, experience,
and training, since it tends to be cumulative (Beutler et al., 2004). Defining
specialized training clearly is more helpful in measuring training (8ewt al.,

2004). The therapist’s years of experience devoted to the treatment of agpeaif
of patients seems to be more important than overall experience in genesgal (Crit
Christoph, 1991; Fernandez-Alvarez, Clarkin, Salgueiro, & Critchfield, 2006); and
specialized training and experience with personality disorders (diagilystic
appropriate for many complex trauma patients (Courtois, 2004; Herman, 1992;
Linehan, 1993) are generally accepted to enhance patient outcomes @dit&hfi
Benjamin, 2006).

Chrestman (1995) and Smith, Kleijn, Trijsburg & Hutchsemaekers (2007)
found that work experience and training have a positive effect on therapeutic work

with trauma survivors. Chrestman (1995) found that professional experience and



additional training, as well as a lower number of trauma cases and incieased t
spent in research activities was associated with lower distress ipigh&er&mith,

Kleijn, Trijsburg, and Hutchemaekers (2007) found that trauma therapistsyeaiplo
more active interventions in comparison to other expert therapists when faced with
difficulties. Trauma training and work experience may moderate the oeéfedt of
therapist attachment and self-differentiation on therapist difficultidscaping during
practice.

By investigating the relationship between therapists and experience with
complex trauma patients, this study may shed light onto the importance of therapis
relational and interpersonal deficits, or otherwise, on therapeutic inbeseind
reactions (difficulties and coping) experienced in practice. Moreover Litig stay
underscore the need for specialized training and experience with this group kpatie
to lessen therapist difficulties, increase their constructive copirtggita to

ultimately maximize healthy, therapeutic interactions and promote thei@pkange.
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Figure la.Path diagram for moderator model: Difficulties.
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Figure 1c Path diagram for moderator model: Avoidant coping.
Problem Statement

The problem investigated in this study is to determine to what extent therapist
work experience with complex trauma and trauma training moderates anxious and
avoidant attachment styles and self-differentiation in effecting thédiffisulties
and therapist coping with complex trauma patients.

Purpose
The purpose of this study is to examine how therapist attachment style, self-

differentiation, work experience, trauma training, therapist difficuliies coping are



uniquely related in the therapeutic process with complex trauma patients.
Specifically, one aim of the study is to understand how attachment style ind sel
differentiation are associated with therapist difficulties and coping inipeaeith
complex trauma patients. Secondly, the aim is to understand how work experience
and trauma training moderates the overall effect of therapist attachtylerand self-
differentiation on therapist difficulties and coping in practice with comphaxmta
patients. In a broader context, the study seeks to investigate the therppmgss
with a specific group, complex trauma patients. This study contributes teatfie s
literature available exploring the therapeutic process with these patentprovide
insight into ways in which trauma therapists may improve their work with these
patients regardless of their personal variables they bring to the process.
Research Questions and Hypotheses
Research Questions
The research questions addressed in this study are:

e To what extent are trauma therapist difficulties and coping explained by
anxious and avoidant attachment styles and self-differentiation?

e To what extent do work experience and trauma training moderate the
relationship between anxious and avoidant attachment styles and self-
differentiation on therapist difficulties with complex trauma patients?

e To what extent do work experience and trauma training moderate the
relationship between anxious and avoidant attachment styles and self-
differentiation on therapist coping with complex trauma patients?

Research Hypotheses

The research hypotheses addressed in this study include:



1. Hypothesis 1, model A. Trauma therapists who identify as anxiously or
avoidantly attached and who have a low level of self-differentiation will
experience increased difficulties in their work with complex trauma patients
Hypothesis 1, model B. Trauma therapists who identify as anxiously or
avoidantly attached and who have a low level of self-differentiation will
experience less constructive coping in their work with complex trauma
patients.

Hypothesis 1, model C. Trauma therapists who identify as anxiously or
avoidantly attached and who have a low level of self-differentiation will
experience more avoidant coping in their work with complex trauma patients.

2. Increased work experience and trauma training will moderate traunapigter
attachment and self-differentiation in relationship to trauma therapist
difficulties; in turn, this will result in decreased difficulties when wogkwith
complex trauma patients for those trauma therapists who are more versus less
anxiously or avoidantly attached and those who have lower levels of self-
differentiation.

3. Increased work experience and trauma training will moderate traunapigter
attachment and self-differentiation in relationship to trauma therapist ¢oping
in turn, this will result in increased positive coping reactions (constructive
coping) and decreased negative coping (avoidant coping) when working with
complex trauma patients for those trauma therapists who are more versus less
anxiously or avoidantly attached, and those who have lower levels of self-

differentiation.



Need for Study

Therapists often encounter patients who have been victims of repeated and
extreme trauma over several developmental time periods (Courtois & Ford, 2009).
These patients are in great need of psychological help and present with a vast number
of debilitating symptoms as a result of their experiences. The regataimulative
experience of interpersonal violence across the lifespan, including
sexual/physical/emotional abuse, domestic violence, torture, and/or initbst, w
intimate relationships where the victim is entrapped and conditioned precludes the
development of complex posttraumatic stress reactions (Courtois, 2004; Courtois &
Ford, 2009).

As many as 1 in 3 girls, and 1 in 6 boys are sexually abused by the age of 18
(llinois Coalition Against Sexual Assault, 2005), while a lifetime historgefual
abuse is estimated to occur somewhere between 15-25% of the general female
population (Leserman, 2005). Most (almost three-quarters) of sexual abuse
perpetrators were one or both parents or parental figure (US Departmesdlihf H
and Human Services, 2005), where repeat offence is common in the case of incest
(Courtois, 2010; Greenfield, 1997). London, Bruck, Ceci, and Shuman (2005),
reviewed retrospective studies of childhood sexual abuse disclosure ratesesf wom
and men and found that only 1/3 of adults disclosed abuse during childhood. In one
British study, the average age of disclosure of such abuse is 26, taking an a¥erage
12 years for the individual to disclose a history of sexual abuse (Ussher BeDgw
1995). Due to their complex posttraumatic reactions, reduced life functioning, and
often times, psychiatric hospitalizations, these individuals are in gredtafie

psychological help and are repeated users of mental health services due to the potenc



of their traumatic reactions as a result of a trauma history (Courtois, \280der
Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, J., 2005).

The long-term consequences of such devastating interpersonal trauma include
psychiatric disorders (Briere, 2002; Briere & Spinazzola, 2005; Brady, 1997arde
1992; Read, van Os, Morrison, & Ross, 2005; van der Hart, Nijenhuis & Steele,
2005), relationship maladaptations (Courtois, 2004; Briere, 2002; Wallis, 2002;
Brady, 1997; Barach, 1991), substance abuse (Cohen & Hien, 2006; Najavits, 2002;
Najavits,Weiss, Shaw, & Muenz, 1998; Wadsworth, Spampneto, & Halbrook, 1995),
suicidality (Linehan, 1993, 1991), sleep disturbance (Davis & Wright, 2007), self-
harm (Briere, 1992; Royal Australian and New Zealand College of Psystaaigam
for Deliberate Self-harm, 2004; van der Kolk, McFarlane, & Weisaeth, 1996),
prostitution (Medrano, Hatch, Zule, & Desmond, 2003; Potter, Martin, & Romans,
1999), promiscuity (Orcutt, Cooper, & Garcia, 2005), and crime (ChildHelp, 2005).
Several health problems are also associated for both men and women with a past
history of sexual abuse including headaches, gastrointestinal, (for women)
gynecologic, and panic symptoms (Leserman, 2005), and eating disorders (van der
Kolk, McFarlane, & Weisaeth, 1996), to name a few. Dissociative disorders,
depression, anxiety, substance abuse, personality disorders, and psychosis have all
been found to be related to a history of trauma (Gold, 2004). Read, van Os, Morrison
and Ross (2005) went a step further and revealed that, according to a review of
several large-scale general population studies, childhood trauma causes the onset of
psychosis and schizophrenia with a ‘dose-effect.’

The psychological, biological, and social consequences of interpersonal
trauma puts survivors at a greater risk of revictimization leading to sgpgatimatic

experiences (Duckworth & Follette, 2011; Gladstone et al., 2004; Maker,

10



Kemmelmeier, & Peterson, 2001; Risser, Hetzel-Riggen, Thomsen, & McCanne,
2006), or complex trauma (Courtois, 2004, 1999). Individuals develop
symptomatology as a result of adaptations to the trauma involving the attachment
system, memory processing, and psychobiological reactions (Alexander &sAnder
1994; Briere, 2002; Briere & Spinazzola, 2005; Courtois, 2010, 1999, 1988; Pearlman
& Courtois, 2005; van der Kolk, McFarlane, & Weissaeth, 1996; Wilson, Friedman,
& Lindy, 2001). Complex posttraumatic stress describes the overall symptom
constellation, described in the 7 problem areas, where the individual was/is exposed to
trauma over a variety of time spans and developmental periods where the viotim is
a state of entrapment under subordination and coercive control by a perpetrator
(Courtois, 2004; Herman, 1992). These problem areas include: 1) alterations in the
regulation of affective impulses, 2) alterations in attention and consciousness, 3)
alterations in self perception, 4) alterations in perception of the perpetrator, 5)
alterations in relationship to others, 6) somatization and/or medical problems, and 7)
alterations in systems of meanings (Herman, 1992). These symptoms are
comprehensive and include developmental and attachment-related issuesatdiesoci
mechanisms, high-risk behavior, and distorted self-perception and relationships with
others (Courtois, 2010, 2004, 1997).

Therapists who work with complex traumatic stress survivors face challenge
helping these patients due to the content of the trauma material, patient pigsenta
and comorbid diagnoses, and relational deficits that often hinder the therapeutic
process (Bennett, Parry, & Ryle, 2006; Herman, 1992; Linehan, 1993; Marmaras et
al., 2003; Smith, Kleijn, & Hutschemaekers, 2007). Trauma therapists experience
difficulties treating these patients (Smith, Kleijn, & Hutschemegk&07) and may

experience negative effects from their work (Courtois, 2010; Marmaras, 2003;

11



Pearlman & Saakvitne, 1995; Wilson & Thomas, 2005). Trauma therapists employ
coping strategies to manage their difficulties (Smith, Kleijn, Trijsh&rg
Hutschemaekers, 2007). Potential problems arise when therapists experience
difficulties and cope ineffectively in ways that harm both therapist anchpafidne
need to study how trauma therapist reactions are managed and moderatedtto protec
both therapist and patient and to discover if additional experience and traummaytrai
may alleviate problems arising from therapist reactions. Complex trpatesats are
a traditionally difficult population with which to work (Courtois, 2010; Pearlman &
Saakvitne, 1995; Wilson & Thomas, 2004). By understanding how to help the helper,
this population may be served more ethically and with greater efficacy.
Delimitations

This study has parameters that define the framework of the researt¢hth&irs
sample is limited to only those therapists (counselors, marriage and taardypists,
social workers, psychologists, psychiatrists) who are members of theatinbeal
Society for Traumatic Stress Studies (ISTSS). Membership in IST&&sntdikely
these individuals are trauma therapists due to their academic interesaetncepn
trauma. The rationale behind this delimitation is to narrow the focus of the study t
work with complex trauma patients, and therapists who work with this group, who are
more likely to belong to this well-known professional organization dedicated to the
study and treatment of trauma. Inclusion criteria require that partisifpiguhold
membership in ISTSS, 2) work within the United States because of language,
educational norms, and professional licensure and title norms, 3) currently (or in the
past 6 months) see at least two patients for therapy, at least one of whoitehas cr
for a complex trauma background and has met most of the seven problem areas for

complex traumatic reactions, as outlined by Herman (1992) and described by <ourtoi

12



(2004). The primary purpose for this is to ensure, to the best of this researcher’s
capability, that the right target group of patients is being considered. Bdso, t
therapists seeing these patients must have recently experienceddpeutieprocess
with these patients so they may more accurately reflect upon their exqgstie
Limitations

Regardless of the precautions taken conceptually, practically, and
methodologically, there are still several limitations to this study. Tdiewto three
main categories: problems with definitions and communication with the participant,
problems with instruments, and some statistical implications. First oftabugh
great care has been taken to strategically define all terms withstudy as well as
for the purposes of communication with participants, the constructs and concepts
carry wide variation in how they are defined and conceptualized in generaly and b
participants. For example, the definition of trauma, complex trauma, and complex
traumatic reactions carry practical definitional differencesyipdrticipants.
Definitions will be included in the demographic questionnaire for clanfinatThese
definitions are not used in tlESM-1V-TR(American Psychiatric Association, 2000),
and are instead the definitions used within the academic research on trauma. As a
result, there may be some confusion among participants in trying to identiptecom
trauma and complex reactions. If criteria were based upon diagnoses, accoiaéng to t
DSM-IV-TRdefinition of trauma, the most severely dysfunctional patients would be
left out of consideration.

Because the criterion variables, therapist difficulties and coping itiqggace
rarely studied, there are few choices in terms of instruments. Regdrdiagist
difficulties, as conceptualized in this study, only one scale by Orlinskly €t999)

derived from the Dauvis et al. (1987) taxonomy, measures a range of therapist
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difficulties on a continuous scale. As a result, the only reliability and watidiia
available for the instrument is found in the large-scale study bg<Ryliet al. (1999).
Similarly, the reliability and validity data available for the Orlingtyal. (1999)
coping scale is also limited to their research findings. However, this sptleesaa
range of coping strategies as opposed to trauma therapist coping usuallyedea
terms of self-care, leisure activities, or traumatic reactions.

An obvious overall limitation of the study is the survey length and the
personal nature of the items. Participants may be reluctant to take thelseraage
it is too long and/or they are asked personal questions and questions about their
professional work. As a result, a smaller sample size may ensue which would
diminish the statistical power of the study, and limit the generalizabfiitiye results.
Interaction effects may be difficult to detect when testing for moderédolmbeck,
1997), however, because the predictor variables and the moderator variable are
unlikely to be highly correlated, there is a better chance that the moddfatts will
be more evident. Work experience and training are combined to a compound
moderator variable, which may somewhat convolute the meaning of the results.

Method

This study uses multiple regression analysis to test the moderatiots effe
work experience and trauma training on the impact of attachment and self-
differentiation (predictor variables) on therapist difficulties and cognitg(ion
variables) in practice with complex trauma patients.

Participants will be randomly selected from a pool of members from the on-
line directory of the International Society for Traumatic Stress S{thd' SS) under
the inclusion criteria previously discussed. An email will be sent to potential

participants which includes an informed consent, a description of the importance of
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their participation and the approximate amount of time needed to complete thg surve
contact information for this researcher and a research assistant (to @nooiter
level of anonymity for participants), and a web link to the survey, and an endorsement
from Dr. Christine Courtois. Dr. Courtois is an internationally recognized expert
trauma, and her endorsement may help to increase the response rate. For incentive,
the participants will have the opportunity to submit their name to a drawing to win
one of four $50 on-line gift certificates for a popular on-line bookstore. A
demographic questionnaire, along with three surveys will be used to measure the
constructs. The difficulties and coping scales of the Development of Psychdttserapi
Common Core Questionnaire (DPCCQ) (Orlinsky et al., 1999), the Differentiait
Self Inventory (DSI) (Skowron & Friedlander, 1998), and the Experiences in Close
Relationship-Short Form (ECR-S) (Wei, Russell, Mallinkrodt, & Vogel, 200%; se
also Brennan, Clark, & Shaver, 1998), will be used. The data will be extracted from
the surveys and translated directly into Statistical Package for thel So@nces
(SPSS) for data analysis.
Definitions

Several terms must be defined within the context of this investigation since
many of the terms are generally known among the participants but they may ca
slightly different meaning€Complex traumas trauma that occurs repeatedly and
cumulatively over developmental time periods and within specific relationahgps
contexts (Courtois, 2004). This includes child abuse, domestic violence, attachment
trauma occurring within intimate relationships where the victim is ergchppd
conditioned (Courtois, 2004). Participants are asked to review a definition of
complex trauma for clarificationComplex trauma patientre those patients who

have experienced complex trauma and who experience problems in the following
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seven symptom areas: 1) alterations in the regulation of affective im@)Ises,
alterations in attention and consciousness, 3) alterations in self-perception, 4)
alterations in perception of perpetrator, 5) alterations in relationship to,dhers
somatization/medical problems, 7) alterations in systems of meaning. Specifi
diagnoses are not used to describe these posttraumatic patients because of the
variability in diagnoses to capture all the symptoms (van der Kolk, Roth, Pe|covitz
Sunday, & Spinazzola, 2005). Participants are asked to self-identify as a therapis
who works with a patient(s) with this descriptioirauma therapistsare defined in
this study as those therapists who work primarily with patients who have enquesti
trauma. This identification is accounted for as part of the inclusion criterieewhe
participants are members of ISTSS and must see at least two traumespatie
(including one complex trauma patient) in their practice.

In terms of criterion variables, the following definitions are u3éekrapist
difficultiesin practice are defined as those difficulties encountered by therapists when
skills fail during therapy or when therapists do not know how to use skills (Orlinsky
& Rgnnestad, 2005; Orlinsky et al., 1999herapist copingn practice is defined as
those coping strategies employed, whether intentional or not, in order to navegate th
therapeutic process regardless if those strategies actually lieeefierapist and/or
patient (Orlinsky & Rgnnestad, 2005; Orlinsky et al., 1999). Constructive coping
refers to the positive coping strategies employed while avoidant copingteetbes
negative strategies employed (Orlinsky & Rgnnestad, 2005; Orlinsky £989).
Therapist difficulties and therapist coping will be measured by thepiisera
difficulties and therapist coping subscales of the Development of Psychotlserapist
Common Core Questionnaire (DPCCQ) (Orlinsky & Rgnnestad, 2005; Orlinsky et al.

1999).
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Definitions of predictor variables include the followingttachments the
adult attachment style of the therapist whereby human beings have the pyopensi
make strong and affectional bonds to particular others.” (Bowlby, 1977, p. 201).
Anxious and avoidant attachment will be measured by the Experiences in Close
Relationship-Short Form (ECR-S) (Wei, Russell, Mallinkrodt, & Vogel, 206&; s
also Brennan, Clark, & Shaver, 199&elf-differentiations the ability to distinguish
between feeling processes and intellectual processes (Peleg-Popko, 2002),rand whe
under distress, determines if the individual will become emotionally reactive
emotionally cut-off, fused with others, or unable to remain autonomous (Bowen,
1978; Kerr & Bowen, 1988; Peleg-Popko, 2002; Skowron & Friedlander, 1998).
Self-differentiation will be measured by the Differentiation of S®tentory (DSI)
(Skowron & Friedlander, 1998).

Trauma trainingis defined as training either within the context of graduate
school which specifically focused on trauma, and/or trauma training post graduate
school which may include continuing education, seminars,Wtrk experiences
defined as general experience in the field of therapy post graduate schamhaTra
training and work experience are added and combined into a compound variable using

the demographic questionnaire responses regarding their experience and training
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CHAPTER 2

This study targets a specific group of therapists who treat a specificafroup
clients to determine how some specific therapist characteristicsno#iubeir
reactions during the therapeutic process, and how the therapists’ work exgandnc
training may moderate their reactions. The problem investigated in thisistiady
determine to what extent work experience and trauma training with complexatraum
moderates the relationship between therapist attachment style and sedfirdidition
in effecting therapist difficulties and therapist coping in practice vathpgiex trauma
patients. First, the purposes of the research and research questions dreddescr
Then there is a description of trauma therapists who work with complex trauma
patients and an explanation of the importance of studying the therapeuticsproces
Specific trauma therapist characteristics that influence thepidatia process are
examined, beginning with the proposed criterion variables, therapist diffcatict
therapist coping in practice. Then, the predictor variables, therapist attaictiyle,
and therapist self-differentiation are explored. The proposed moderators, therapis
work-experience and trauma training, are reviewed. Finally, the latkraftlire
regarding these variables is discussed as substantiation of the need feetrsre
study.

There are significant gaps in the literature that are addressedlinggaauma
therapists and the characteristics they bring to the therapeutic pnottesemplex
trauma patients. There is little research looking at how training andexpemay
help to moderate those characteristics which may negatively influence riduectiisc
process and ultimately, the patient. Specific therapist charactersttanay

influence the therapeutic process are discussed broadly, and theraprst-pati
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dynamics that occur with patients who have experienced complex trauma are
highlighted throughout.

Unlike most other studies looking at therapist characteristics, this staedy do
not address specific client outcomes that are a result of these chstiastelThe
underlying question here is how trauma therapist work experience and traumimaytr
influence the relationship between personological therapist characsefatachment
and self-differentiation) quality of the and the actual therapeutic procasdéhver.

This study investigates how work experience and trauma training may redera
therapist attachment style and self-differentiation and in what way tha¢mhayce
or detract from the therapists’ internal (difficulties) and external (g)pieactions
during the therapeutic process.

Purpose

Overall, this study seeks to explore the difficulties and coping reactions of the
trauma therapist during therapy with complex trauma patients in order to bette
understand how work experience and trauma training impact trauma therapist coping
and difficulties by potentially interacting with the more personabbées, therapist
attachment style and self-differentiation. In terms of the moderat@roésenodel
presented, the purposes of the present study are:

e To understand how anxious and avoidant attachment styles and self-
differentiation are associated with therapist difficulties and coping inigeac
with complex trauma patients.

e To understand how work experience and trauma training moderates the overall
effect of therapist anxious and avoidant attachment styles and self-
differentiation on therapist difficulties and coping in practice with complex

trauma patients.
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Trauma Therapists

When therapists work with traumatized patients, they are affected by the
traumatic content and the way in which the patient relates to the therapist as a
function the patients’ relational deficits, difficulties, and emotional dysatigul
resulting from their traumatic experiences. Therapists who work with ataed
populations experience a high level of emotional burden (Smith, Kleijn, &
Hutschemaekers, 2007; Smith, Kleijn, Trijsburg & Hutschemaekers, 2007). Trauma
therapists confront a complex clinical presentation including post-traumati
psychopathology, severe symptoms (acute posttraumatic symptoms, dissociation,
etc.), and psychosocial troubles which may promote trauma therapist emotiesgl str
(Smith, Kleijn, & Hutschemaekers, 2007; Smith, Kleijn, Trijsburg &
Hutschemaekers, 2007). Considering these trauma therapists work with a population
that is in need of careful psychological care (Courtois, 2004), there is a neleehfior t
to know the ramifications of their work which may include personal psychological
symptoms and stress reactions that relate to trauma therapists’ emainysatal,
and social well-being (Trippany, Kress, & Wilcoxen, 2004). The rationale for
knowing these ramifications is help trauma therapists recognize what ehigtast
they bring to the therapeutic process, how these help or hinder their work, and how
they can ultimately cope more effectively to improve their work withnira patients.

Information on the identity, characteristics, contributions and the perspgective
and experiences of therapists who work primarily with trauma patients ischard t
come by (Lonegran, O’Halloran, & Crane, 2004). The literature that is available
focuses on trauma therapist reactions, but not on their personal charasteristic
Personal characteristics are mentioned within the context of experiencamgpus

trauma or compassion fatigue. In general, there is not much recent information
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regarding the identity of psychotherapists (trauma-focused or othgrtinee

professional and personal characteristics, and their contributions (Odinsky
Rgnnestad, 2005). Nor is there much empirical research regarding psychotherapists
representations of patients and how that may ultimately evolve, influence armg@ chan
behavior (Geller, Lehman, & Farber, 2002).

There is a wealth of older literature addressing the psychotherapistesoa p
with a set of inherent and acquired characteristics that are broupbttteetapeutic
process (Castonguay & Beutler, 2006; Okiishi, Lambert, Nielsen, & Ogles, 2003).
Hill, Nutt, and Jackson (1994), did an extensive review of psychotherapy process
research published in two prominent counseling and clinical psychology journals and
found that reported individual therapist characteristics only included experemte |
gender, and to a lesser extent therapist race/ethnicity. Most tebaartocused on
therapist techniques, followed by therapist manner, some combination of the two, and
only one study focused on the relationship. Research on therapist charaxtesistic
dissipated in the last twenty years probably due to a focus on empirically sdpporte
treatments and evidence-based practice (Beutler et al., 2004; Okiishi,r,ambe
Nielsen, & Ogles, 2003). Orlinsky et al. (1999) makes a strong statergardirey
the direction of psychotherapy research with respect to therapist chataster
underscoring the trend in recent literature to focus solely on treatment ancheut

There is a strong presumption in psychotherapy research that treatment

procedures are ultimately the main determinants of psychotherapeutic,benefit

and that the nature and characteristics of the psychotherapists who provide
those treatments should matter only with regard to their competence to

perform the treatments in question and their ability to engage patients in
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cooperative relationships. The study of psychotherapists seems to slip from

view again and again.(p. 128)

A brief snapshot of findings on therapist variables is necessary in order to
understand how therapist characteristics are presented in the curreniréterat
including definitions and how variables may influence patient outcomes. Véryditt
discussed in terms of looking at therapist variables and their influence on a specific
patient population. Moreover, there is even less attention on therapist variables and
therapist outcomes when working with a specific population, as addressed in the
current study.

Therapist characteristics include sex, gender, ethnicity, trainingrienpe,
theoretical orientation (Beutler, 2004; Beutler, Machado, & Neufeldt, 1994; Okiishi et
al., 2006), competence (Barber & Meuenz., 1996; Frank et al., 1991), empathy,
directiveness, relationship skills, emotional adjustment, personality \egiabl
(Lafferty, Beutler , & Cargo, 1989lational behaviors (Beutler, Machado, &
Neufeldt, 1994), attachment style (Cassidy & Shaver, 1999) and countertraosfere
reactions (Mclintyre & Schwartz, 1998), to name a few. Beutler, Machado, and
Neufeldt (1994) separated therapist variables into four quadrants including oleservabl
traits (gender, age, ethnicity), observable states (training, skill,ierpey etc.),
inferred traits (personality, coping styles, therapist emotionattvedtig, values,
attitudes, beliefs), and inferred states (therapeutic relationship) in ordéetertiate
between inherent versus acquired characteristics, and the way in which épéesther
interacts with the patient.

Using Beutler et al.’s (1994) classification system the constrhotsen for
this study include work experience and trauma training (observable staped@iatsal

moderators of the impact of therapist attachment style and self-difféi@ntia
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(inferred traits) on therapist difficulties and coping in practice (iatetraits). It is
suggested that trauma therapist attachment and self-differentiation exssoting
therapist’s inherent ability to remain comfortable with longer-ternotiemally
intense situations which require patience and flexibility in the relatipnghis
important to understand if and how learned and acquired skills and experience and
controllable variables, may influence inferred traits (attachmentgdgtdfentiation,
coping and difficulties) that the therapist brings to the therapeutic proiehss
observable state, in fact, influences the inferred traits in a positive wagjsleclear
case for enhancing trauma training and promoting work experience withatraeh
individuals as a means of tempering any negative attachment or sekalitition
influence on therapist difficulties and coping.

Orlinsky and Rgnnestad (2005), organize therapist variables similarly to
Beutler, Muchado, and Neufeldt (1994), however, they categorize them into a
comprehensive framework labeled ‘facets of therapeutic work’ addretbsing
therapist’s influence over the therapeutic process. Their categorizatmuas the
therapeutic process as a whole rather than individual therapist chat@ster
Therapist characteristics are separated into seven categohiesngcl) the goals
that guide the therapist’s work; 2) the clinical skills that therapistsousigin goals;
3) the difficulties therapists encounter when working with the patients; 4pphegc
strategies the therapists employ to address their difficulties; Setiera experience
of relational agency while working; 6) the relational manner of the therapisite a
therapist and patient interact in the therapeutic process; and 7) the the@gstnal
feelings during sessions.

All seven of the aforementioned therapist characteristics are of intetbst

therapeutic process and are explored in this study to some degree. For the miirposes
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this study, the two characteristics under investigation are: the diffetiigeapists
encounter when working with patients and the coping strategies they etmploy
address these difficulties. The primary rationale behind this is to inaestite

unique way in which this specific group of patients may evoke or activate sterapi
reactions within the therapeutic process. Difficulties encountered by tlapidter

may be due to a sense of decreased self-efficacy, frustration with thercasgative
personal reaction which may cause the therapist to feel powerless, oveedhet
unable to effectively help the patient (Orlinsky & Rgnnestad, 2005; Orlinsky et a
1999). Coping employed by the therapist as a reaction to the difficulties expdrienc
may involve a range of problem-solving attempts from acknowledgement iof thei
distress to avoidance of therapeutic engagement (Orlinsky & Rgnnestad, 2005;
Orlinsky et.al., 1999), some of which may ultimately harm both the patient and
therapist. The therapeutic process may also be affected since an impartaft
treatment for this group of patients is based upon relational navigation and nagair, a
emotional and affect regulation (Briere & Scott, 2006). The therapist’s personal
feelings during sessions may be conceptualized as therapist déscatid the
relational components organized by Orlinsky and Rgnnestad (2005) as therapist
attachment style and self-differentiation variables within the contekio$tudy.

Much of the research concentrates on the impact of specific therapist
characteristics, especially dysfunctional therapist behaviors (Sk&WRétnnestad,
1992), on treatment outcomes (Roth & Fonagy, 2005) while leaving the impact of
specific therapist characteristics on the therapeutic process andshetapomes
neglected. Attachment and self-differentiation are important therapiablesito
examine because these factors speak to how the therapist relates to thamatieat

process of relating. For complex trauma patients, the process ofgelatin
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connecting within the therapeutic relationship is often difficult, and som&time
chaotic due to their severe posttraumatic symptoms, emotional dysregulation and
inherent mistrust of the therapist by the patient as a function of past traumati
experiences. Therapist difficulties and coping are important therapidblesria
explore because they are the therapist’s internal and behavioral re&xtioapatient
including the content they are divulging, the way in which the material isectlayd
the therapeutic relationship.

Instead of focusing on the therapist and the therapeutic process, most of the
available research focuses on the effects of therapist variables on treairtcemes.
Crits-Christolph’s (1991) meta-analytic review found a great deal oftiarien
findings regarding the contributions of the individual therapist, rangarg #light in
some studies to accounting for a great deal of variance in others. There itlgery |
relationship of therapist age, gender, or ethnicity on treatment outcome explored i
the literature (Beutler et al., 2004; Beutler, Machado, & Neufeldt, 1994; Okiishi,
2006; Roth & Fonagy, 2005). Therapist characteristics shown to have a relationship
to positive patient outcomes include the therapist’s level of empathy, emotional
adjustment, and personality variables (Lafferty et al., 1989).

Another gap in the literature has to do with defining a specific group of
patients, and how therapist variables may impact the treatment processaandrite
outcomes with specific groups of patients. Rosenheck, Fontana, and Cottrol (1995),
studied patients with PTSD and found no significant effect of therapist-patierd ethni
match on symptom reduction or psychiatric severity. Beutler, Machado, anddtleufe
(1994) report that therapist relational behaviors and interventions that streish a
orientation, such as directiveness and self-disclosure, are significeapithe

variables especially when applied to patients with specific personalitydra
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interpersonal styles. Trauma therapist attachment and self-diffei@ntizdy be
conceptualized as relational and therapist difficulties and coping as rdlationa
behaviors. Complex trauma patients are a population that can be considered to have
‘specific personality traits and interpersonal styles,” as describ&stbiyer,

Machado, and Neufeldt (1994).

Beutler et al. (2004) present a comprehensive overview of availableatesear
regarding the impact of specific therapist variables on client outcomes, howelyer
seven studies reviewed specifically had posttraumatic stress diasrther leading
diagnosis, and no studies had borderline personality disorder, though there were
several others labeled “mixed diagnoses.” In these seven studies, no irdfonwesi
included regarding the nature of the trauma (i.e. type of trauma, and/or number of
traumatic experiences), or the PTSD. So there is no way of knowing if the patient
studied experienced a single traumatic event or repeated trauma conducivelexcom
traumatic reactions. This underscores the lack of literature availald@aémosis-
specific research regarding therapist characteristics on client ocantkeven less
research available regarding the therapeutic process involving a spgsficf
therapist (i.e. trauma therapist) with patients possessing specific diagmass of
symptoms (i.e. complex trauma).

Critchfield and Benjamen (2006) reviewed studies regarding therapist
characteristics and outcomes with personality disordered patients. fifltsgs
shed light on the effect of therapist characteristics on their work with thel@om
trauma patient population since many of these patients to have a freestanding
comorbid diagnosis of borderline personality disorder. Critchfield and Benjamen
(2006) found evidence across the literature that the following therapist chatmste

relate to positive patient outcomes in those with a personality disorder: fartom
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with emotionally intense, long-term relationships, patience, tolerance of@me’s
feelings regarding both the patient and treatment process, specialinetjtrand an
approach which is open-minded, flexible and creative” (p. 255). These specific
therapist characteristics support the idea that therapist variablesaigpeci
connection to their ability to develop and maintain an appropriate relationship,
tolerate personal responses during the therapeutic process, and manage skamproce
an open and flexible way, are exceedingly important in facilitating positivenpati
outcomes. It is the therapistbility to manage these variables during the therapeutic
process that is addressed in this study. Trauma therapist attachmeshgtsédf-
differentiation mark the ways in which the therapist relates to the paneris or
her ability to tolerate the relationship, as mentioned by Crichfield anfhiBen.
Trauma therapists’ experience of difficulties when working with thesengatand
how they cope with them points to how they tolerate their own and the patient’s
feelings and the approach they use to manage the therapy. It is promisihg that t
authors found that specialized training may influence patient outcomes in a positive
way. In this study, it is suggested that the mechanism by which spetiaizeng
positively influences patient outcomes is via therapist outcomes (i.e. lesengpd
difficulties and increased positive coping).
Trauma Therapist Reactions: Difficulties and Coping

Smith, Kleijn, Trijsburg, and Hutschemaekers (2007) describe a serieseof thre
studies they conducted exploring the importance of trauma therapist readtems
working with traumatized individuals. The researchers give evidence to supgdort t
trauma therapists have a trauma-specific reaction pattern, have moré agnvseof

others, experience a high degree of emotional burden, have difficulties reldted to t

27



trauma patient presentation, may have different coping strategies tharhetheidts,
and employ more active interventions with their patients.

In the first study, Smith et al. (2007) investigated the self-expetenc
difficulties of therapists working with traumatized patients. The rebeas wanted to
know what difficulties trauma therapists experienced in their clinicakwehether
emotional burden is related to burnout, and if countertransference, secondary
traumatic stress, or vicarious traumatization is present (Smith, Kigshdrg, &
Hutschemaekers, 2007). Fifteen trauma center therapists of varying backgrounds
(psychiatrists, psychotherapists, art and psychomotor therapists) participaémi-
structured interviews inquiring about 2 self-experienced difficult situationshayd t
completed questionnaires regarding burnout, work experience, situationalgstrayin
coping, resources, countertransference, sleep disturbances, and cognitivesschema

Smith, et al. (2007) found that therapists who work with traumatized
populations experience a high level of emotional burden, but they were not
significantly different in burnout level when compared to the mental hedtrence
group (administrative and housekeeping staff at the trauma center). Tieerajasts
had difficulties related to the traumatized client presentation includingpbet-
traumatic psychopathology, the severity of their symptoms and their psychosocial
troubles. The authors found some evidence to support the possibility that there are
parallel processes at work when trauma therapists enter into the déBaoftihe
therapeutic relationship and manage the posttraumatic coping stratetties of
clients. In essence, they take on some dysfunctional coping themselves. When
compared to “client-centered” therapists, trauma therapists were found to have
differences in their basic assumptions including a more cynical view tjdoeness

of people.” Perhaps highlighting the emotional burden experienced by trauma
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therapists managing complex traumatic material and the therapeutmidgna
affected the trauma therapists’ general perspective on others. Trauapastsedid
have fewer negative feelings whereas client-centered therapistsdshigher
disgust, anger, anxiety, sorrow, and feelings of estrangement; pobsilafféct of
trauma training and experience and a trauma-referenced philosophy. Enengow
significant differences found in countertransference between thereqigisg

The purpose of the second study was to understand therapists’ reactions to
traumatic situations in comparison to other difficult situations and exahene t
differences in difficulties and coping between specialized trauma thisrapis other
non-trauma therapists (Smith, Kleijn, Trijsburg, & Hutschemaekers, 2007).
Researchers interviewed five expert trauma therapists and six eeparauma
specialized therapists who self-identified as either psychmbrgsychologists with
a psychoanalytic or client-centered approach. They were engagedpera
discussion inquiring about their personal accounts of their reactions in “emotionally
taxing situations with clients and on long-term personal changes and coping with
stress of the profession” (Smith, Kleijn, Trijsburg, & Hutschemaekers, 2007, p. 208).

According to the researchers, three types of difficult situations eherg
traumatic, existentially difficult, and interactional. Traumatic sitres were defined
as client experiences meeting criteria A for Bl&M-IV-TR(American Psychiatric
Association, 2000) posttraumatic stress disorder diagnosis. Existentiitiyltlif
situations were defined as those where the therapist experienced the intense
hopelessness of the client’s situation. Interactional difficulties defieed as those
wherein the therapist experienced strong emotional demands of the client.

In this second study, Smith et al. (2007) found strong support for a trauma-

specific reaction pattern, in which therapists had specific reactions whkmgvasith
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traumatized clients. These included shock, anxiety, helplessness, intrusions,
ruminations about sessions, feeling provoked, feeling carried away by stetingge
of the client, feeling overwhelmed, and somatic reactions experienced by almos
therapists. Coping strategies used to assist the therapist were tatkingNeagues
or others about their in-session experiences. Other reaction categoressttend
cluster around the therapist’s personal therapeutic style. When Smit{€0a) did
a combined analysis for studies 1 and 2 the findings of the trauma-spedafiorea
pattern were replicated. It was also found that trauma therapists who woiked i
specialized trauma center reported more active interventions as opposed to the other
experts who reported more reflection and experiencing position in therapy.f-So sel
identified trauma therapists seem to have differences in therapeigiarstyor skills
in their work with traumatized patients in comparison to other therapists.

The finding by Smith et al. (2007), that therapist personal therapeutic style
influences their reaction pattern and that trauma therapists from a geecieduma
center employ more active interventions, is a reasonable argument fongtbhdw
specialized training and experience may influence trauma therapistiitigs and
coping. Therapeutic approach may alter reactions and it is possible thagtraini
certain styles or approaches may help to relieve difficult situationsrandfease
positive coping (a purpose of this study) to understand if training and experience does
play a moderating role.

It is important to underscore that somewhat counterintuitive results were found
regarding the effects of trauma work on expert therapists (traumidspest or
otherwise). Even the most experienced therapists identified trauntadtmsis as
difficult and they experienced specific and overwhelming reactions withirotitext

of working with these traumatized clients. However, these experts did not reipgrt be
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traumatized, but rather, were well-functioning and satisfied with thaik.wThe
trauma therapists working in the trauma center, in fact, did not show signs or
symptoms of secondary traumatization. So according to Smith et al. (2007), there
were no differences between reaction patterns of expert therapists regafdle
trauma specialization. The expert trauma therapists differed in thacapttide,
which researchers postulated may be due to severe, posttraumatic amdiaxiste
client problems saturated within their work environment. This study may help to
further understand some of these mixed findings regarding the similarities and
differences between expert therapists.

Smith et al. (2007) found no evidence to support negative effects of long-term
trauma work on therapist well-being or in-session coping behavior; questioning the
previous assumptions regarding vicarious traumatization and countertransference. S
it is extremely important to research this issue further to understandnfara
therapists cope and operate differently than other therapists, or if exjgemérgates
these reactions. Even though the researchers found that there were nocdiffare
reaction patterns regardless of trauma specialization, the study only looked at t
expert level, and did not include trauma therapists on a continuum of trauma therapy
training and experience. There is a gap in the research here, regardiniyémeebdf
trauma training and experience and the possibility of it playing a modgrate on
trauma therapist difficulties and coping along a continuum of training andiexper
rather than just the expert level.

In study three, the researchers investigated whether therapistsatraum
reactions were specifically related to their exposure to patienishéic experiences.
One major difference here is that the sample consisted of psychology stadket

than therapists or trauma therapists. Researchers asked psychology student
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participants to rate their reactions to two video-taped clinical vignettesyiQnette

was of a refugee describing a traumatic experience, the other vigneié avelgent
diagnosed with borderline personality disorder who initially idealizegherapist,

then goes into a rage and threatens suicide. The participants completed tpesfThera
Reactions and Emotions questionnaire (TREQ) which measures the intensity of
therapist emotions and behavioral tendencies in clinical situations.

Trauma reactions, as measured by the TREQ, were significantly highkee for
refugee vignette and emotional distancing was significantly relatée toorderline
vignette (Smith, Kleijn, Trijsburg, & Hutschemaekers, 2007). Interegtitigluma
reactions were high on the refugee vignette regardless of distancirgydrowith
regards to the borderline vignette, participants with high distancing hadcagtiif
more trauma reactions, as opposed to those scoring low on distancing in conjunction
with low trauma reactions. This finding is extremely important becauseovers
both trauma-reactions and distancing as specific reactions related to both a
traumatized and a borderline client. It provides evidence of therapistulfiéfscand
coping in their work with clients with complex trauma since their presentati
include both posttraumatic and personality disordered symptoms.

However, a major limitation of the third study is its utilization of college
students, rather than therapists or trauma therapists, as participants. This
notwithstanding, researchers concluded that trauma reactions are dpéaifot
limited to traumatic situations. They found that distancing signified agtro
countertransference reaction to the borderline scenario. Unfortunatelgstdaschers
did not address is the likelihood of the client as also a traumatized cliehe Int
current study, the client is conceptualized as having complex trauma an @mnoélga

traumatic experiences and developmental deficits of the client. Theitafore
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possible that both traumatic reactions and distancing along with other
countertransferential reactions are patterns of reaction in traumpisieral o what
extent these patterns are present, however, may depend upon work experience and
expertise, as indicated by the second Smith et al. (2007) study. This currgnt stud
addresses the suggestion of these researchers who call for a more comprehensive
study on trauma therapist reactions and coping in difficult clinicalteinga
Trauma Therapist Difficulties

A difficult clinical situation develops when skills fail during therapy or when
therapists do not know how to use them (Orlinsky & Rgnnestad, 2005). These
difficulties have been rarely investigated in the literature (Schrod2aws, 2004).
Instead, topics within this category of ‘therapist difficulties,” eesh is limited to the
countertransference literature and in the specific case of the traumagtehapi
vicarious trauma or secondary traumatic stress literature (Smitn,kse
Hutschemaekers, 2007). Though extremely important to understanding therapist
reactions during the therapeutic process, discussions regarding countneraref
(Holmqvist, 2001; Holmqvist & Armelius, 1996) and vicarious trauma/secondary
traumatic stress (McCann & Pearlman, 1990; Pearlman, & Mac lan, 1995) do not
encompass all types of therapist difficulty which may include the atargéomed
issues, but also extend to other areas that are more situational, or basedlupon ski
deficits, personal issues, and/or specific patient characteristisgd(fer & Davis,
2004).

Two notable studies in this area of ‘therapist difficulties’ are revieweslihe
detail, because they are the only published studies, known to this author, aside from
the three previously described studies by Smith, Kleijn, Trijsburg, & Hutsaéieans

(2007) that examine therapist difficulties more broadly. Davis et al. (1987pgdede

33



a taxonomy of therapist difficulties based upon therapist feeling st&tes (i.
incompetent, stuck, thwarted, etc.) which was later used in the more comprehensive
study of psychotherapist development by Orlinsky & Rgnnestad (2005) and
colleagues. Schroder and Davis (2004) discuss therapist difficulties iragene
without specifying the type of therapist or patient, while Smith, Kleijn, and
Hutschmaekers (2007) and Smith, Kleijn, Trijsburg, & Hutschemaekers (2007)
specifically discuss trauma therapist difficulties when working wéhrha patients.
Dauvis et al. (1987) were the first to detail types of therapist diffesuturing
sessions. Because there is an obvious focus on therapist difficulties encountered
during therapy in therapist education, training, and supervision, Davis et al. sought out
to develop a taxonomy of these difficulties that were often discussed anecuotally
these forums, but that had not been investigated and tested empirically. An initial
taxonomy was developed using the authors’ own experiences as a starting point. It
included the following therapist difficulties and feeling states:bist incompetence,
damaging, puzzled, threatened, out of rapport, personal issues, painful reality/ethica
dilemma, stuck, and thwarted (Davis et al., 1987). The findings suggest that there
may be individual differences in the perception of difficult experiences. Rawis
(1987) conclude that several factors influence these difficulties, incltithepist’s
awareness of the difficulty and a sense of how easily it can be artit;fkdors
influencing recall such as the recency and intensity of the experience, ehsatiast
of the therapist and of the context of inquiry that govern the kind and degree of
censorship that occurs and sets that the therapist may bring to the inquiry” (p.116).
The study has limitations including the use of researcher-as-panticiich
may lead to respondent bias in the development of the taxonomy, the lack of many

women participants, participants were clinical psychologists with atfleastears
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post-training work, six out of seven self-identified as eclectic, theoltgtaréented
therapists (one psychodynamic). So it is unknown if therapists with varying tdve
training and experience identify different feeling states, difficsilbieexperience a
categorical difficulty as more troublesome. These limitations, howevesimailar to

those in the Smith et al. (2007) studies and findings still reveal important information
regarding therapist difficulties. Davis et al. (1987) acknowledge thedingila larger
sample may show associations between prevalence and difficulty in theriestego

named in the taxonomy.

The researchers make suggestions for future research including: using a
broader sample of therapists, and exploring any relationship between therapist
difficulties and therapist characteristics, types of patients, type m@iphetherapy
setting, and therapist coping strategies used to manage difficulties. Teet stesly
attempts to address several of these suggestions specifically, sragash
characteristics were found to influence therapist difficulties acoptdithese
researchers. It provides a basis for exploring therapist characsesisth as
attachment style and self-differentiation. The rationale for exploringieherapist
attachment style and self-differentiation characteristics in thiy,sasdnentioned
earlier, has to do with how the therapist connects and relates to the compiea tr

patient.

The complex trauma patient is an identified type of patient targeted in this
present study because they may evoke increased difficulties for the thasagis
function of their clinical presentation and deficits in relating to otherstyfieeof
therapy examined here specifically identifies trauma therapy dsngowith the
patient’s trauma history and the subsequent effects of the trauma, and it is trauma

training and experience which is explored in order to understand any influence the
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training may have on therapist difficulties. Though therapist work setting is not
explored in this study, Klein, Smith, Trijsberg, & Hutschemaekers (2007) gidrex
trauma therapist difficulties as related to working in a trauma centarmg therapist
coping is also explored in this study as a therapist reaction and therapisteutcom
the therapeutic process in working with complex trauma patients. Davis et al
acknowledge that “it should be possible to investigate the therapist’'s experience of
difficulty and therapist efforts to cope as critical variables in thegzoof therapy”

(p. 117).

Orlinsky and Rgnnestad (2005) used factor analysis of the twenty scales by
Davis et al. (1987), in their large collaborative study, to come up with three
dimensions of therapists’ difficulties during therapy including: profesksmif
doubt, frustrating treatment case, and negative personal reactions. According to
Orlinsky and Rgnnestad, professional self-doubt is the most common and includes
how to deal effectively with a patient, confidence and ability to have a positeat eff
on a patient, ability to move therapy in a forward direction, and feeling dengafaliz
by an inability to assist a patient or the inability to conceptualize thenpati
problems. A frustrating treatment case is, according to these authmntdatds a
feeling of powerlessness to affect the patient’s life situation, overvedehy a static
patient relationship, experiencing anger by problems in the patient’s life tha
seemingly makes positive patient outcomes impossible, and feeling cahflicte
regarding meeting equal obligations to the patient and others. The therapist’s
attachment style and level of self-differentiation is involved in the pradess
difficulties experienced in trauma therapy because it is the processtioiy¢sad the

therapist’s ability to do so) that enables or incapacitates the therapishstewd the
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intensity of the relationship and tolerate the patient’'s emotional output in datay t
moves the therapeutic process forward and elicits change.

Schrdder and Davis (2004) set out to understand therapists’ difficulties
through their narratives by discerning between types of difficultiesgoaking these
difficulties, and establishing their reliability and validity. Schrodet Bavis (2004)
defined three types of difficulties: transient (non-permanent difficutiasving
deficits in competency), paradigmatic (enduring difficulties thatdiosyncratic to
the therapist), and situational (enduring difficulties due to ‘difficult’ pasiemid/or
distressing situations for the therapist). In the case of transientlliéfs; not
attributed to the therapist’'s personal characteristics, as the ther&pistiledge,
technical skills, and experience develop and accrue, it is expected thatithetiesf
dissipate or extinguish, according to the authors. Oppositely, paradigmatuoltis
are a direct result of therapists’ personal variables including personaigsgarsonal
aspects, interactional patterns, etc. Schroder and Davis propose that ae increas
skills and experience may assist the therapist in coping with paradighffatigties,
but skill acquisition would not eliminate them; and the inherent characteristios of
therapist would remain constant. Unlike transient and paradigmatic diffssultie
situational difficulties rely on external factors due to problematiuimstances or
patients with whom all therapists at all levels of development would find dif@sult
Schdrder and Davis suggest that further training and experience may caatsensit
difficulties to subside somewhat, but since they are permanent would not rid the
therapist of them.

Schréder and Davis found that as the therapist’s practice length (expgrience
increased, transient difficulties diminished. Therapist age was a mamfact

predicting transient difficulties, so life experience was not a prectosbis type of
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difficulty. Practice length was not correlated with paradigmatic oasdnal
difficulties, which suggests that these two types of difficulties are ugahgand are
not abated by the therapist’s experience. Situational difficulties wertevpbysi
correlated with patients described as “difficult.” Less sizablestattions existed
between the “difficult patient” category and both transient and paradigmiicc ity
types. An interesting result of this study is that researchers found evitiance
therapists were either somewhat or vaguely aware (described -&@efm@ous’) of
their difficulties. Schréder and Davis (2004) suggest that an exploration otitfiiéfsc
and difficulty types would make experiences more conscious allowing theidtdoa
work on these difficulties to improve their therapeutic process and to incre#sepos
patient outcomes.

The studies of Davis et al. (1987), Schroder and Davis (2004), and the Smith,
Kleijn, Trijsburg, and Hutschemaekers (2007) provide a distinctive look at theloveral
experience of therapists’ practice difficulties with some variatidwédxen studies.
Regarding definition of therapist difficulties, it is important to note herelsas a
pointed out by Smith, Kleijn, and Hutschemaekers (2007) that the definition of
therapist difficulties used in the Smith, Kelijn, and Hutschemaekers staslypased
on the presenting problem and is suggested to be independent of personality variables
or experience level. This is unlike other definitions of therapist difficulti@sh rely
mostly upon therapist experience (i.e. Orlinsky & Rgnnestad, 2005). Schréder and
Davis (2004), however, suggest that the experience of the therapist is vital to capture
in order to understand the types of practice difficulties, and how these may be
approached. All of these researchers place great importance on sitpatdits
difficulties, the therapist’s reactions, and the acknowledgment that tieeserae

patients who are universally regarded as ‘difficult patients.’
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In the Schroder and Davis (2004) study, special attention is placed on the
‘difficult patient.” Delimiting this specific patient-type is catl and purposeful since
the experience of therapist difficulties is prevalent (Mcintyre &vartz, 1998). The
overall level of distress experienced by complex trauma patients is verynughear
presenting problems are numerous (Herman, 1992). The ability of complex trauma
patients to form stable, intimate relationships is often hindered due to the dadlogi
psychological, and social implications of their trauma histories (Turkus, 1998;
Wilson, 2002). These patient characteristics, can result in espgc@dlgmatic
interactions within the therapist-patient therapeutic process. Many of these
characteristics stem from problems with interpersonal relations asteofuat
extreme vulnerability, fear and uncertainty experienced by the complexatizatrent
(Wilson, 2002). Patients with complex trauma presenting borderline persoretgy t
are often perceived by their therapists as more hostile and dominant and evoke
therapist reactions which may negatively affect therapeutic outciviodstyre &
Schwartz, 1998). As therapists recognize and better understand theirtceSiguth
complex trauma patients it is anticipated that positive coping willtreébus
encouraging positive therapeutic outcomes.

Trauma Therapist Coping

Though there is a great deal of literature on coping and there is some
consensus regarding the construct of coping, but it is unclear how coping is
specifically defined (Heppner, Cook, Wright, & Johnson, 1995). The definition of
coping has generally been approached from either a trait or process pespect
(Penley, Tomaka, & Wiebe, 2002). In the trait approach, coping styles atemayes
of dealing with stressful situations. The process approach to coping slearia

dependent upon what the stressor requires (Penley, Tomaka, & Wiebe, 2002). The

39



process-oriented definition of coping, according to Lazarus and Folkman (1984),
relies on both individual-specific and situation-specific circumstances aludésc
both cognitive and behavioural ways in which an individual manages a stressful
situation that surpasses personal resources. Lazarus and Folkman (1984 tescr
parts in managing the stressful situation: 1) problem-focused coping wwiadires
attempts to change the situation and 2) emotion-focused coping which involves
attempts to regulate emotional distress under the stressor. Hence, prabisedf
coping is a way of regulating external conditions and emotion-focused coping is a
way of regulating internal reactions under duress. For trauma therapists, the
difficulties encountered within the context of the therapeutic process (inglttu
content, process of relating, and the patients’ reactions) constitutesetsfust
situation. The problems and emotions evoked as a result of those stressful situations
requires coping.

Whether intentional or not, therapists employ coping strategies to navigate the
therapeutic process regardless if they actually benefit the themadistr patient
(Orlinsky & Rgnnestad, 2005). Moreover, trauma therapists must cope with
difficulties as they emerge during trauma therapy, including their owimdsebf
incompetency or skill-deficits (Fernandez-Alvarez, Clarkink, Salgueiro, &
Critchfield, 2006), in-session feelings (Orlinsky & Rgnnestad, 2005),
countertransference reactions (Smith, Kleijn, and Hutschemaekers, 2007iancer
interpersonal and relational interactions (Wilson, 2002), and boundary issues (Gutheill,
1989), in a kaleidoscope of ways that can be functional or dysfunctional. Trauma
therapist reactions to these difficulties, labeled therapist coping, inchuibels types

of reactions (for example, internal or behavioral).
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There is great concern regarding the mental health and well-being of those
who help individuals overcome traumatic events (Bober, Regehr, & Zhou, 2006).
Trauma therapists may experience feelings of helplessness and question thei
therapeutic competency due to the nature of work with people in crisis who are
emotionally reactive and in urgent situations (Astin, 1997). So it is important to
understand how trauma therapists, under this stress, and experiencing a grdat deal
emotional burden (Smith, Kleijn, & Hutschemaekers, 2007), cope with these
difficulties. Much of the research regarding therapist coping revolvesdtbean
therapist’'s personality traits, locus of control, and countertransferercddB et al.
2004). Specifically regarding the treatment of trauma, trauma therapist c®ping
discussed in terms of vicarious trauma (McCann & Pearlman, 1990; Pearlman &
Saakvitne, 1995) or secondary trauma (Jenkins & Baird, 2002; Bride, 2007),
compassion fatigue (Figley, 2002), and burnout (Perron & Hiltz, 2006). The
definitions are briefly discussed because these terms dominate the kteegianding
trauma therapists’ coping as a result of engaging in trauma work.

Vicarious trauma is “the negative transformation in the helper that résults
empathic engagement with trauma survivors and their trauma material, cdmitime
a commitment or responsibility to help them” (Pearlman & Caringi, 2009, p. 202-
203). Vicarious trauma occurs when the therapist experiences traunessc str
symptoms either immediately or post-therapy which may have a cumulfiéee e
over time and duration of exposure to traumatic material (Bober, Regehr, & Zhao,
2006). Consequently, maladaptations in cognitive schemas, and intrusive trauma
imagery (i.e. nightmares, etc.) may ensue (McCann & Pearlman, 1990n&e&|
Mac lan, 1995; Pearlman & Saakvitne, 1995). Other manifestations of vicarious

trauma symptoms include avoidance behaviours, struggling to listen to the patients
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recollection of events, emotional numbing, irritability, pervasive hopelessressal
world view, and distrustfulness of others (Bober, Regehr, & Zhao, 2006).

Figley (2002) used the term, “compassion fatigue” to describe the caregiver’s
lessened ability to empathize with the traumatized individual, and the subsequent
emotions and behaviors that follow from knowing about the traumatizing event
experienced. It is understood that compassion fatigue stems from the process of
empathizing with a person experiencing extreme pain and suffering (Deigbarris,

& Traue, 2007; Wilson & Lindy, 1994; Wilson & Thomas, 2004).

The broader term of ‘difficulties’ during therapy with complex traumaepédi
includes reactions of the therapist not only due to the trauma material, itselficbut
to the patient’s presentation and behaviors during therapy typical of complex
traumatic reactions (i.e. posttraumatic symptoms, dissociative symgiondgrline
personality traits, interpersonal relationship deficits, boundary issuesTaese
difficulties may be overwhelming to therapists. Smith, Kleijn, Trijsburg, and
Hutschemaekers (2007) found that when working with traumatized patients, ttserapis
experienced shock, anxiety, helplessness, intrusions, ruminations about sessions,
feeling provoked, feeling carried away by strong feelings of the clieslinde
overwhelmed, and experiencing somatic reactions. Evidence of these regctions
found in the studies of Smith, Kleijn, Trijsburg, & Hutschemaekers (2007)ewher
trauma therapists experience a high degree of emotional duress, andaklat
difficulties.

Wilson and Thomas (2004) include vicarious trauma, secondary traumatic
stress, and compassion fatigue within the conceptualization of traumatosd state
(Pearlman & Caringi, 2009). Wilson and Thomas formulated the terminology

“traumatoid states” to describe trauma therapists’ reactions aslaattheir

42



“exposure to and intense work” (p. 173) with traumatized patients. They surveyed
345 trauma therapists regarding their reactions to working with traumatpatiehe
researchers studied empathic strain and countertransference reactions anidéound f
specific types of reactions: 1) intrusive preoccupation with the nature ofanaork
experiences; 2) avoidance and detachment; 3) overinvolvement and identification; 4)
professional alienation; and 5) professional role satisfaction. Wilson and $homa
utilized their findings to define what they termed “traumatoid states” degdlby
persons working with traumatized individuals. They suggest that traumateisl sta
may be transient, acute or chronic in duration and may cause clinicallycsigh
distress in various aspects of therapist life functioning. They partigdlevieloped
the concept to identify pathology experienced by trauma therapists and other
professionals when working with traumatized individuals to distinctly identify
pathological coping reactions with diagnostic characteristics. A majotlmaticn of
this work is the attempt to understand the trauma therapist experience and specifi
trauma therapist reactions in work with traumatized individuals. The authors point
out how the potentially traumatizing effect of trauma work subjects the araum
therapist to negative coping strategies identified as traumatoid. sTdtissis
somewhat contradictory according to Smith, Kleijn, Trijsburg, & Hutschkerae
(2007) who found that trauma therapists did not experience signs of vicarious trauma,
secondary traumatic stress or compassion fatigue, and there was no evidence that
prolonged exposure to working with traumatized individuals had pathological effects
on the trauma therapist.

These two studies differed in terms of research design, and sample
characteristics, and these differences may account for their cordrgdintings.

The Wilson and Thomas study surveyed 345 trauma therapists from an international
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pool, from various work settings and who worked with patients with a variety of
different trauma histories. The Smith, Kleijn, Trijsburg, & Hutschemae{@d07)

study was a qualitative design based in the Netherlands with a signyfisaraller
sample size, including interviews of therapists working at a single traxgtitaie

with a specific type of trauma (torture). This current study addrdssegptst

reactions to gain information regarding the potentially negative reactionsesqssl

by trauma therapists as a result of their work or, to understand how trauma therapis
may successfully cope with trauma work to offset the development of symptoms of
vicarious trauma, secondary traumatic stress, compassion fatigue, orttiduma
states.

An important similarity between the Smith, Kleijn, Trijsburg, and
Hutschemaekers (2007) and Wilson and Thomas (2004) studies is that both sampled
experienced trauma therapists. Deighton, Gurris, and Traue (2007), report that the
duration of working with this patient population has received mixed findings in terms
of its effect on the development of vicarious trauma, secondary traumati¢ stress
compassion fatigue, and/or burnout. This is likely due to the difficulty of discerning
what type of therapist reaction is related to workload, exposure to trauméicaima
or the process of empathizing, etc. Smith, Kleijn, Trijsburg, & Hutschemaekers
(2007) suggest that experienced trauma therapists may be copinghtiffeexause
they found little evidence to support long-term negative effects caused byiexpms
trauma content. However, they found increased therapist difficultiasdiag their
process of relating to traumatized patients. This present studypétteo address how
trauma therapist experience and training may influence trauma theragisg ead
difficulties in light of these mixed findings, and also includes therapist cleaisditts

(attachment style and self-differentiation) as important variablesntiha¢nce
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reactions. Similar to Wilson and Thomas, though, this study specifically looks at
trauma therapists who work with complex trauma patients. Therefore, this siydy m
also shed light on potential differences in trauma therapist reactions asianfafc

the type of traumatized patients with whom they are working.

The impact of training and experience on coping, specifically in regards to the
trauma therapist, is not discussed in the literature except as it tel#tes
development of vicarious traumatization. Trippany, Kress, & Wilcoxen (2004) review
the impact of education and training on the trauma therapist in terms of vicarious
trauma. They discussed three studies including: Follette, Polusny, and Milbeck
(1994); Chrestman (1995), and Alpert and Paulson (1990), each of which give
evidence that training and education in dealing with sexual abuse casesavas vi
therapist’s ability to cope with difficult cases. Furthermore, trainexgehsed PTSD
symptoms in therapists working with traumatized patients and specifmdraaining
at the graduate level reduced effects of VT from working with patientstr@itima
histories. Smith, Kleijn, & Hutschemaekers (2007) found that trauma thisrapis
employed more active interventions than the other expert therapists when féced wi
difficulties attesting to the importance of specialized training wgrkith trauma.

Bober, Regehr, & Zhao (2006) developed a coping questionnaire specifically
for traumatized counselors which included their beliefs regarding whatgcopi
strategies will reduce the likelihood of developing secondary traumagssind the
frequency with which they utilized coping strategies. Coping strategikgled case
discussions, stress management training, supervision, leisure activifiesysel
activities, etc. Though very useful in understanding how trauma therapists may
reduce the effects of secondary traumatic stress, the authors defineapifertive

strategies used to increase the trauma therapist’s self-care outsagby thi€or this
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current study, coping encompasses the trauma therapist’s responsesulbi@sffic

both during the therapeutic process and outside therapy. Trauma therapist coping is
not limited to specific strategies employed to reduce the stressatstf trauma

work.

Orlinsky and Rgnnestad (2005) used the coping strategies developed by Dauvis,
Francis, Davis, & Schroder (1987) to understand types and frequencies of those used
by therapists. Six dimensions were derived using factor analyses ofetiy-six
scales (one scale per coping strategy). They include: 1) exen@fixgive control;

2) seeking consultation; 3) problem solving with patient; 4) reframing the helping
contract; 5) seeking alternative satisfactions; and 6) avoiding the@pagagement
(Orlinsky & Rgnnestad, 2005). According to these authors, exercisingtinefle

control includes “reviewing privately how the problem has arisen, trying ttheee
problem from a different perspective, containing troublesome feelings, etiagpr

the patient’s resistant or troublesome behavior, setting limits to maintain an
appropriate therapeutic frame” (p. 52). Seeking consultation is seHratplty and
includes seeking out the advice of an experienced therapist or discusgssyiée

with a colleague, reviewing academic material, or seeking trainiagprofessional
seminar. Problem solving with the patient includes engaging in a collaborativte effor
to deal with the difficulty, expressing the difficulty with the patient, or gi\aalj
“permission to experience difficult or disturbing feelings” (p. 52). Refrarthieg

helping contract suggests that the therapist understands their need to change the
therapeutic approach with the patient, or to make changes in the therapeutit,contra
etc. Seeking alternative satisfactions and avoiding therapeuticegngagare coping
strategies whereby therapists abandon their treatment goals as oppogdoriogex

ways in which to meet them Seeking alternative satisfactions imipéiethe
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therapist seeks satisfaction away from the therapy or express upfastings to
someone close to the therapist. Avoiding therapeutic engagement is the most
dangerous form of coping because it may potentially cause harm by the therapist’
criticizing or displaying the therapists’ irritation towards the patiambidance of the
problem altogether, ignoring the difficult situation, prematurely terminatiagpy,

or referring the patient elsewhere (Orlinsky and Rgnnestad, 2005). TherBest t
positive coping strategies were positively intercorrelated and as g @ginsky and
Ra@nnestad created a single scale called ‘constructive coping.” Constoagiixg
encompassed the positive aspects of exercising reflective control, seeking
consultation, and problem solving with patient. Orlinsky and Rgnnestad’'s approach
to therapist coping as a function of difficulties experienced during the therapeuti
process includes both problem-focused and emotion-focused aspects to coping. This
is helpful in understanding both situational and emotion-derived difficulties and how
the trauma therapist may cope within and outside of therapy with dif@isulti
encountered with complex trauma patients.

Instead of focusing solely on any pathological responses and development of
vicarious trauma, this study looks more broadly at a range of difficuliesa
therapists experience and coping methods employed in order to understand their
reactions more comprehensively. Two variables the trauma therapist twring
therapy, which may influence reactions, are their attachment stylelénd se
differentiation. These characteristics are important because theyarhak the
trauma therapist relates to others. Herman (1997) discussed that the tiserapist’
response to the trauma survivor may include detachment, distancing, and/or
identification with the trauma patient. Because many complex traumatpdiave

pathological and deficient ways of relating to others as a function of tk&rias,
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how the trauma therapist relates to the patient is critical in fosteringtayhe
therapeutic process and helping the patient to recover. In an inverse wagisthe
attachment and relational abilities can negatively impact trauma thieragctions,
thus negatively altering the trajectory of therapy and potentialiguetatizing the
client. For example, Marmaras, Lee, Siegel, and Reich (2006) found a significant
positive relationship between attachment style and disrupted cognitive schema
intrusion symptoms, hyperarousal and avoidance among female trauma therapists
These findings suggest that attachment insecurity is related to otla¢ivad¢tauma
therapist reactions and can be problematic in therapy with traumatized individuals
There is little to no research addressing these specific trauma theeaabtes and
so this study explores the trauma therapist characteristics of attacttyle and self-
differentiation and their influence on trauma therapist reactions when workimg w
complex trauma patients.
Trauma Therapist Attachment Style

Attachment style, as applies to helping complex trauma patients, is dgpecia
significant. A patient’s insecure attachment style (anxious/avoidantissisig or
disorganized) is engaged in the therapeutic process because theragatisraship
that activates the patient’s attachment system. The therapistisnagtiaicstyle is an
important variable. If it lies somewhere within the insecure dimensionso(enta
avoidant, according to Mikulincer & Shaver, 2007; see also Brennan, Clark, &
Shaver, 1998), it can put the relationship, therapeutic process, and the ultimate
treatment and care of the complex trauma patient in jeopardy. The treafrtieege
patients require a therapist’s active engagement in working with th@éwiabond,
repairing rifts, and teaching and modeling emotional and affect regul8tiemng &

Scott, 2006; Pearlman & Courtois, 2005). According to Bowlby (1988) therapy
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should attend to repairing maladaptive relational patterns which may praealdiff
not impossible, if the therapist is not securely attached.

Therapist attachment style and its effect on the therapeutic process is
addressed specifically with regards to process variables and patiertehstias and
outcomes. Both are presented due to the difficulty in separating the dynamgsproce
between therapist attachment style, therapeutic process, patientetistiest and
ultimate therapeutic outcome. Therapist attachment style is explored itethtulie,
mostly in relationship to the therapeutic alliance (Bartholomew,1997; BlacdyHa
Turpin, & Parry, 2005; Bruck, Winston, Aderholt, & Murran, 2006; Crook & Gelso,
2000; Dozier, 1990; Eames & Roth, 2000; Meyer, Pilkonis, Projetti, Heape, & Egan,
2001; Satterfeld & Lyddon, 1998), expressed empathy (Beutler, Blatt, Alimahame
Levy, & Angtuaco, 2006), theoretical orientation (Black, Hardy, Turpin, &Rarr
2005), problems or difficulties during therapy (Black, Hardy, Turpin, & Parry, 2005;
Meyer & Pilkonis, 2001), countertransference behaviors (Ligerio & Gelso, 2002),
patient attachment style (Beutler, Blatt, Alimohamed, Levy, & Angiua006;

Bruck, Winston, Aderholt, & Murran, 2006; Tyrell et al., 1999), patient outcomes
(Beutler, Blatt, Alimohamed, Levy, & Angtuaco, 2006; Bruck, Winston, Aderholt, &
Murran, 2006), and strategies employed during therapy (Bernier & D2@i@2).
Literature on the attachment style of the trauma therapist, spdyificalelationship

to trauma therapist variables, the therapeutic process, or patient outcomes is
practically non-existent. Moreover, the literature on attachment stye dherapist
(trauma therapist or otherwise) in relationship to, the complex trauma patient or
personality disordered patient is limited at best. Only Marmards(8083) address
the attachment style of the trauma therapist in relationship to trauma sherapi

outcomes (vicarious trauma).
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Trauma therapist attachment style has been found to impact the therapeutic
process with trauma patients (Marmaras, Lee, Siegel, & Reich, 2088aras, Lee,
Siegel, & Reich (2003) examined the relationship between attachmestatde
vicarious traumatization in female trauma therapists and found a significantgos
relationship between attachment style and disrupted cognitive schemagmntrus
symptoms, hyperarousal and avoidance. The researchers sought to addrgssithe ga
the available research regarding the relationship between therapist stagietyle
and symptoms of vicarious trauma. Marmaras, Lee, Siegel, & Reich (2003)exlirve
375 female trauma therapists who work with adult outpatient trauma survivors and
were given measures to determine their attachment style and vicasaioomstr
symptoms. Therapists with fearful or preoccupied attachment styleseickpuore
disruptions in their cognitive schemas than did dismissive-avoidant or securely
attached trauma therapists. The researchers suggested that sgtackéd trauma
therapists may have felt more comfortable reporting a low level of skstnénile the
dismissive-avoidant therapists may have denied feeling any emotiomesslist
Overall, the researchers found that fearful-avoidant attachment styléne/best
predictor of cognitive disruptions and symptoms of distress (vicarious traums). T
current study attempts to expand the investigation by exploring the relapaof
trauma therapist attachment style and their experienced difficultieopimdyan their
work with complex trauma patients rather than the development of vicarious trauma
The present study looks more broadly at a range of difficulties and coping tha traum
therapist experiences and how work experience and training may moderate the
influence of attachment style on therapist reactions. Drawing upon the work of
Marmaras et al. (2003), it can be inferred that the current study would resutiliar

findings whereby trauma therapists who are insecurely attached (anxiousdama)
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would experience both greater difficulties and engage in more negative coping in
comparison to their more securely attached peers.

Several studies are available that show evidence of a positive relationship
between therapist secure attachment style, therapeutic alliance, came thie
outcomes (Bruck, Winston, Aderholt, & Murran, 2006; Black, Hardy, Turpin, &
Parry, 2005; Meyer, Pilkonis, Projetti, Heape, & Egan, 2001; Eames & Roth, 2000;
Satterfeld & Lyddon, 1998; Bartholomew,1997; Dozier, 1990). Black, Hardy,
Turpin, and Parry (2005) explored therapist attachment style and therapeutic
orientation in relationship to therapeutic alliance and problems during psycipythera
Their study included 491 participants who responded to a survey. Findings included
that therapist attachment style explained a significant proportion of thesarrathe
development of the therapeutic alliance and problems during therapy. Therapist
secure attachment style was positively correlated with good ther@p#iaince,
while therapist anxious attachment styles were significantly negateelelated with
therapeutic alliance and significantly positively correlated witbl@ms during
therapy. Similarly, Meyer and Pilkonis (2001) found that therapist securbratat
was important in forming an alliance and handling difficulties in therapy. osxi
attachment style hindered forming an alliance.

Some research regarding therapist and/or patient attachment style in
relationship to therapeutic alliance or therapeutic outcomes descryass$ibility
that the attachment system is not activated. This would explain why donglat a
predictive relationship between attachment style, therapeutic allianterapeutic
outcomes were not found. For example, Crook and Gelso (2000) found that therapist
attachment style had no impact on working alliance with a prospective client, &aind tha

attachment style, alone, is not likely to be predictive of working alliance or
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countertransference behaviors. Ligiero and Gelso (2002) looked at
countertransference, therapist attachment style and the working eliemang
therapists in training. No correlation was found between therapist attachyhent st
and countertransference behaviors or working alliance, though the authors suggest
that this is likely because the therapist does not see the client as an attdaune

and his/her attachment system is, therefore, not activated. Spegciliogiéyo and

Gelso reference the explanation by Farber et al. (1995) suggestitigethizerapist is
viewed as an attachment object while the therapist does not view the client in the
same way in terms of being an object of security, strength, and power. Though there
are contradictory research findings, there is more evidence in support of the
relationships between therapist attachment and therapeutic alliance and sutcome
rather than against it. Patients with complex trauma histories whose sysnptom
include borderline personality features will be particularly suscepblilee

activation of the attachment system which must be a focus in the therapeltic wor
with these patients (Alexander & Anderson, 1994). If the trauma therapist, as a
function of their own attachment insecurity, cannot engage in this work with their
complex trauma patients the therapist could experience great diffiodltgraploy
unconstructive and even damaging coping, to the detriment of the patients.

There is a general consensus that complimentary therapist and patient
attachment styles effectively challenge the patient’s malagaggiational patterns
(Bernier & Dozier, 2002; Wallin, 2007). There is evidence to support that securely
attached therapists, with patients whose attachment styles are ldisgnul to
promote better therapeutic outcomes (Beutler, Blatt, Alimohamed, LevygiuAco,
2006; Bruck, Winston, Aderholt, & Murran, 2006; Wallin, 2007). Tyrell, Dozier,

Teague, and Fallot (1999) discuss the importance of the therapist’'s semthenatit
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to his/her capacity for emotional regulation that then enables the thecagittnd to
the patient’s emotional distress and assist them in learning to reguléentda
respond more favorably to therapeutic interventions that counteract their mafadapti
relational patterns (Tyrell, Dozier, Teague, & Fallot, 1999). In the cabe of
complex trauma patient, where emotional distress is high and affect management
low, it is crucial for the therapist to engage the patient in a way that promotes
relational stability and challenge the patient’s insecure attachnyémt st

In general, individuals with differing attachment styles have different
emotional experiences and differing interactions with others (Feundeling, 1998)
Overall, therapists who are anxiously attached express less empathg &s$ ar
responsive to clients who are dismissive in style (Beutler, Blatt, Alimetabevy,
& Angtuaco, 2006). Diamond et al. (1999) discuss borderline personality disordered
patients and their attachment style as it relates to the therapistismealuring
therapy (though without attention to the therapist’s attachment style). &gy
Transference-Focused Psychotherapy was used by a single therapisiovpttients
diagnosed with borderline personality disorder, one with pre-occupied insedare s
and one with dismissive insecure style. The approach changed their attadiyleent s
from insecure to “earned secure” in one year (Diamond et al., 1999). Of natieewas
finding that the therapist was much less engaging and had a diminished therapeutic
bond with the dismissive patient in comparison to the one with a pre-occupied style
(Diamond et al., 1999; Beutler, Blatt, Aimohamed, Levy, & Angtuaco, 2006).
Additional research is needed regarding therapist attachment sitytelates
specifically to personality disordered or insecurely attached pa{eatnandez-

Alvarez, Clarkin, Salgueiro, & Critchfield, 2006).

53



Bruck, Winston, Aderholt, & Murran (2006) explored therapist and patient
introject and attachment styles in terms of their prediction of both therajpeotess
and therapy outcomes. These researchers included therapists at vasimgflev
experience, and provided specific training to the therapist participanty-siort
therapists and patients were recruited and assigned to one of two treatmerdreonditi
(CBT or short-term dynamic psychotherapy). Psychologists, psychiadnstsocial
workers were the therapists who received a weekly training seminar aktywe
supervision for one case. The age and training level of the therapists viaiedd w
Exclusion criteria for patients included organic brain conditions, psychosis, severe
medical problems, severe major depression or bipolar disorder, active substance
abuse, active suicidality, and use of psychotropic medication within the last six
months.

Bruck and colleagues found that introject and attachment styles had predictive
relationships in the early stages of treatment and in therapy outconfieseriges
were found between patients and therapists insofar as patient introject anchaita
styles did not predict therapy outcome, but did predict in-session process, a finding
which is in line with previous studies regarding therapeutic alliance, angdai
Bruck, Winston, Aderholt, & Muran (2006). Therapists with affiliative introject
styles had more positive in-session process and their patients had better autcomes
Therapists who were fearful, dismissing, or preoccupied had both worse in-session
process and therapy outcomes. Similar to findings of other studies, thesehesearc
found that the more dissimilar the personality styles (positive introjeet ayl
secure attachment style) of the therapist and patient (negative stytesaoure
attachment), the more positive outcomes in terms of therapeutic process antd pati

improvement. The researchers also noted that therapists with a sejfthabyect
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style and insecure attachment had problems engaging patients in a pogiigeuhe
process and promoting positive outcomes.

The findings of the Bruck et al. (2006) study support the study proposed here.
First, the study looks at attachment styles of both the therapist and patieratedgpa
and in terms of therapist-patient match, in terms of its relationskipthdhe
therapeutic process and outcome. Second, the findings underscore the importance of
therapist secure attachment style on positive therapeutic process andeouldord,
the findings suggest that patient attachment style is predictive tifehagpeutic
process, and that a therapist who is securely attached in fact promotepbsitiva
therapeutic process and patient improvement. Finally, although not discussed or
expanded upon, these researchers found no differences in treatment conditions, and
importantly, found no differences in psychiatrists and psychologists in any of the
process or outcome measures (social-workers were not commented upon). This
suggests that the specialized training they received may have been motanmpor
than type of education they had. The difference in what the researchers called the
therapists’ ‘training’ (though it can be argued that this may be cabgerence’)
was great; from less than one year to 32 years. Taken together, thismsedyxtr
interesting, since all therapists in the study received the samejsE@Cialized
training and supervision regarding the treatment of one patient. However, no data
were reported in terms of age, experience level (what the researchérainalg’),
and introject or attachment styles in relationship to therapeutic process enchesit
leaving many unanswered questions regarding the potential impact of expandnce
specific training on therapist attachment style, especially in theofasgpecific
patient population. The current study will specifically address the potgntiall

moderating effect of therapist work experience and specialized traaimagd on the
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overall impact of therapist attachment style (and self-differentiatioriherapist
difficulties and coping in the treatment of complex trauma. The potential findings
could illuminate how learning (work experience and trauma training), could
potentially reduce the negative impact of attachment style on the thereagastions
(therapist difficulties and coping) on the therapeutic process.
Trauma Therapist Self-differentiation

Bowen (1978) described a construct within his family systems theory that he
identified as “differentiation of self” (also referred to as self-ddfaiation). Bowen
defines differentiation of self as the degree to which an individual can balance
emotional and intellectual functioning, and intimacy and autonomy within
relationships. Self-differentiation ike ability to distinguish between feeling
processes and intellectual processes (Peleg-Popko, 2002). The more ditestenti
person is more flexible, copes well with stress and “operates equally well on both
emotional and rational levels while maintaining a level of autonomy within their
intimate relationships” (Skowron & Friedlander, p. 235; see also Bowen, 1976, 1978).
The extent to which one is self-differentiated will ultimately deterrhim@ an
individual responds to life stressors and to what extent the person will experience
psychological and physical symptoms (Bartle-Haring & Probst, 2004; Skowron &
Friedlander, 1998). Kerr and Bowen (1988) noted that the capacity to deal with life
stress is an integral aspect of self-differentiation. In other words, indisidith a
high level of self-differentiation will experience a life event withsldsstress than an
individual with a low level of self-differentiation (Friedman, 1991). Bowen (1978)
described both active and passive forms of reactivity that indicate a lael-of s
differentiation (Bartle-Haring & Probst, 2004). Overall, those with a low lefvel

differentiation are 1) emotionally reactive, hyperfocused, and involved in theisete
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emotional experience and expression of feelings, 2) unable to take an ‘lbpositi
defined as the ability to remain autonomous and have a clear sense of self when
feeling pressured or stressed, 3) fused with others in close relationslengstiady
are either rigid or consistently seeking acceptance and approval, and Hnathoti
cut-off since closeness with others is intensely threatening and the individual
distances and detaches when feelings are too strong to manage (Bowen, 1978; Kerr &
Bowen, 1988; Peleg-Popko, 2002; Skowron & Friedlander, 1998;). As an individual
moves along the continuum towards a higher level of self-differentiationatbdgss
likely to respond to stress and more stress is required to trigger symptomé& (Kerr
Bowen, 1988). Individuals who are highly self-differentiated are comfortable
intimate relationships and do not emotionally withdraw or fuse with others intorder
manage their anxiety (Skowron, Holmes, & Sabatelli, 2003).

A great deal of empirical evidence supports Bowen theory and the concept of
self-differentiation (Bartle-Haring & Probst, 2004; Charles, 2001; Greensijltda,
& Rolling, 1986; Murdock & Gore, 2004; Peleg-Popko, 2002; Perosa, Perosa, & Tam,
1996; Skowron, Holmes, & Sabatelli, 2003). Charles (2001) reviewed eight empirical
studies regarding Bowen’s concepts of self-differentiation, triangulaéind fusion
and found evidence to support the construct of self-differentiation. Skowron, Wester,
& Azen (2004) found that degrees of self-differentiation mediated the effect of
college stress on psychological adjustment. Bartle-Haring and Probst (2004) found a
significant, positive relationship between emotional reactivity and psyclkalogi
symptoms. Higher levels of reactivity (reflecting low levels of séfierentiation)
were significantly associated with higher levels of psychologicalkedist Similarly,

Johnson and Buboltz (2000) found that self-differentiation predicted psychological
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reactivity (especially in the case of young adults). These stugpesd self-
differentiation as an important construct related to psychological distress

Regarding self-differentiation in those with mental health problems, &reen
Hamilton, and Rolling (1986) found that an inpatient sample had significantly lower
levels of self-differentiation than a non-clinical control group. No spe@8earch
has studied the level of self-differentiation in individuals who have experienced
complex trauma. However, the literature regarding boundary problems, attachment
style, unstable sense of self, problematic interpersonal relationships, profound
mistrust of others and other borderline personality features in individuals with
complex traumatic stress suggests a low level of self-differemtiafi he experience
of well-being is significantly associated with self-managementss{&kowron,
Holmes, & Sabatelli, 2003), and an individual’s level of self-differentiation inslude
the ability to regulate affect, maintain a coherent sense of self, and haap#uity
to balance autonomy in personal relationships (Skowron, Wester, & Azen, 2004).
These are issues with persons with complex trauma and its subsequent effects on the
biological, psychological, and attachment systems (Wilson, 2002). Therapists wil
likely find low levels of self-differentiation in their trauma paitig, adding to the
complexity of the relationship in ways that create difficulties farrtra therapists,
especially those who themselves may have low levels of self-differentia

The construct of interpersonal boundaries is pertinent to self-differentiatio
Both encompass concepts of personal autonomy and separation between where one
person ‘ends’ and another ‘begins.’” Low self-differentiation or smaller/ ‘thinne
boundaries often create dysfunctional interactions with others, and thet keih
differentiation or more/ ‘thicker’ (while not rigid) boundaries promote healtaind

more appropriate interpersonal actions (Briere, 2002). Lopez (2001) invettgte
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other boundary regulation and adult attachment. Lopez (2001) found that high
attachment anxiety and low levels of self-other differentiation were iassd¢o self-
splitting (where feelings of self shift radically); while high attment anxiety and
low emotional reactivity were associated with other-splitting (&hleere are high
levels of doubt in close relationships). Splitting defenses are related torandl pa
dysfunctional coping when relational stress is experienced (Lopez, 20043y he
inferred that if the therapist is not highly self-differentiated, he onghéave less
autonomy and “thinner” boundaries, and ultimately more difficulties and greater
potential for dysfunctional coping behaviours. The more differentiated a pdrson, t
more capable of taking ownership in their relationships with a greaise sé self
and autonomy (Bowen, 1976, 1978; Kerr & Bowen, 1988; Peleg-Popko, 2002).
During therapy with complex trauma patients, the trauma therapist’s leself-o
differentiation will affect the therapy in terms of their ability toneen autonomous,
keep their sense of self intact, and take ownership of the therapeutic reigtions
Attachment and self-differentiation are related constructs. Emotional
reactions and their regulation occur as a function of the activation of tstegiagi
patient attachment systems (Fuendeling, 1998; Lopez, 2001; Skowron & Dendy,
2004; Wei, Russell, Mallinckrodt, & Vogel, 2008; Wei, Vogel, Ku, & Zaklik, 2005).
Skowron and Dendy (2004) studied the relationship between self-differentiation and
attachment, as related to effortful control. Effortful control involves the iddalis
capacity to consciously modulate or regulate arousal, feelings, and behavior
(Derryberry & Rothbart, 1988). In this study, attachment avoidance was sigryficant
related to emotional cut-off and attachment anxiety to emotional reacti@tgater
self-differentiation predicted greater effortful control. Not surpgly, less

emotional reactivity and the greater the ability to take an ‘I’ position vssecated
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with greater effortful control. The authors describe the importance ofautoand
togetherness, which individuals seek to balance.

Differentiation of self was part of the criteria used to test constructityadif
the Experiences in Close Relationship-Scale (ECR-S), an attachmenten@asa
series of studies by Wei, Russell, Mallinckrodt, and Vogel (2008). An individual’s
attachment anxiety or avoidance either “hyperactivates” or “deagsivdistress
which directly influences their emotions and interactions with others (Wei,
Mallinckrodt, & Vogel, 2008; Wei, Vogel, Ku, & Zaklik, 2005; see also Feudling,
1998). An anxiously attached individual will intensify or hyperactivate emotional
expression and perhaps cling to others, while an individual with attachment avoidance
will repress emotional expression and detach from others (Fuendeling, 1998; Wei
Vogel, Ku, & Zaklik, 2005). Wei, Russell, Mallinkcrodt, & Vogel (2008) found a
significant relationship between emotional reactivity and anxious attachameht
emotional cut-off and attachment avoidance. In the case of both attachmerty securi
and self-differentiation, the individual must have the ability to engage in an iatima
relationship whilst keeping a sense of self and separateness without cuttnognoff
others. Hence, it is imperative to understand how both attachment and self-
differentiation of the trauma therapist may influence difficulties sgpeed and
coping strategies used within the context of the therapeutic relationshiptiofiidne
specific attachment, self-differentiation, self-regulation and boundargsgbat face
individuals with complex trauma histories.

Murdock and Gore (2004) explored the relationship between perceived
psychological distress, self-differentiation, coping style, and psychalogic
dysfunction. They found empirical support for Bowen’s suggestion that

psychological distress is moderated by the individual’s level of selfréiftetion.
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Murdock and Gore (2004) consider coping style because of the inference that
individuals who are low in self-differentiation will cope more poorly than those who
are highly self-differentiated. In light of Bowen’s description of siffierentiation,
Murdock and Gore (2004) substantiate that poorly self-differentiated individuals
would employ emotionally reactive and avoidant coping strategies whereag highl
self-differentiated individuals would employ content-focused, active coping
strategies. Indeed, the authors found that low differentiation of self wascagtiifi
associated with suppressive and reactive forms of coping, and highly diffeseéntia
individuals were significantly associated with reflective copingetiias. The

authors discovered that regardless of coping styles, the interaction of self-
differentiation and perceived stress did predict the variance in functioningobtur

and Gore (2004) imply that coping style and self-differentiation areecglaut not
equivalent. It is important to note that in the Murdock and Gore study, psychological
distress is the outcome variable, not coping (as coping is the dependent variable in the
present study). Moreover, they suggest that future research addresselieassu
learning more positive forms of coping may influence self-differentiatiuh

ultimately, psychological distress. In the present study, therapistifetentiation

may also be related to therapist coping insofar as the lower levef-of sel
differentiation, the more difficulties experienced during practice and $ise le
constructive coping employed.

Attachment style and self-differentiation are constructs which define a
individual's propensity to merge or distance with activation of the attachmeetrsyst
under distress within an interpersonal relationship (Fuendeling, 1998; Lopez, 2001;
Skowron & Dendy, 2004; Wei et al., 2008; Wei et al., 2005) and are therefore logical

predictor variables of therapist difficulties and coping in practice. Given the
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aforementioned self-differentiation literature and the relationship betseite
differentiation and psychological distress, insecure attachment, andraffaldtion;
one hypothesis in this study is that trauma therapists with low stfehtiation will
encounter more difficulties and employ more negative coping when working with
complex trauma patients. It is important to understand how specific work experienc
and trauma training may assist in moderating the effect of self-diffatien on
difficulties and problematic coping during therapy, informed by Murdock and Gore’s
suggestion that teaching positive coping strategies (in this case, traimrsgtand
increased work experience) may increase the use of active, objectiveoforms
interpersonal interactions. Training and experience may then moderatieti®ef
self-differentiation of the trauma-therapist in relationship to difficaldad coping
when working with complex trauma patients.
Work Experience and Trauma Training

Work experience and training are considered observable states, according to
Beutler, Machado, and Neufeldt (1994). There are mixed findings regarding
experience and training in terms of 1) the definition of work experience anchgyaini
in general, 2) their overall effect on outcomes and 3) the therapeutic proodsg(R
Fonagy, 2005). All three points are described in order to get a holistic picture of how
therapist work experience and training is approached in the literaturanfiostant
to understand how experience and training may impact the relationship between
attachment and self-differentiation to therapist difficulties and coping.

Researchers approach the definition of psychotherapeutic experience or
training differently (Beutler et. al, 2004). There is great variabiligareing
definitions of these terms and conflictual information regarding what is dedisie

‘experience’ and what is defined as ‘training’ (Beutler et al., 2004). Usiagemic
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degree to define ‘experience’ classifies new therapists with those thabdmve
practicing for a number of years (Roth & Fonagy, 2005; Stein & Lambert, 1995).
Additionally, therapist ‘experience’ is often confused with ‘expertise,’stadies
involving psychotherapist trainees often do not take into account the supervision that
the trainee may or may not be undergoing (Roth & Fonagy, 2005).

Stein and Lambert (1995) point out that separating training from experience,
in general, is problematic because a therapist will accrue expedasieeor she is
being trained. For example, they make the argument that a graduate traynee m
perceived as being more experienced after completion of an internship béeguse t
carried a larger caseload than other fellow students at the completion of their
internships. Moreover, the number of cases may not accurately reflect the gfuali
therapy given which would possibly make distinctions between students on the novice
to expert continuum (Stein & Lambert, 1995). Skovholt, Rgnnestad, and Jennings
(1997) propose that the development from novice to expert may take up to fifteen
years or more, and may have more to do with a therapist’s ability to creatkiagwor
alliance than other factors. In this study, both training and experience will be
specifically defined in order to capture acquired experience, education, andcspecifi
trauma training so that it may be compounded into a cohesive construct.

Another issue regarding research on therapist training and experience include
delimiting training and experience into smaller parts (Stein & Lambert, 199%)
example, Stein and Lambert (1995) disscuss the importance of the confounding
aspects of trainee supervision, the definition of and acquisition of skills, problems
with grouping therapists too broadly in a category of experience, impheatio
overall life experience, personal decision-making capability, the addiiwvdination

of therapist plus supervisor skill, caseload, and type of client population. Beutler
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(1997) suggests that when researching therapist variables such as leweingf, tita

is important to define the training specifically and avoid using academicediegre

order to separate the specific effects of training in a specific rmeaciverall amount

of experience and education. Skovolt & Rgnnestad (1992) also mention that most of
the attention has been paid to the therapist during graduate school, leavingdtseir y
beyond this educational training neglected. In the present study, speeialiitae

taken to inquire about education, specific trauma training, and trauma experience
both as a part of and outside the graduate program as separate entities, torasidress t
recommendation.

Stein and Lambert (1995) did not include studies in their meta-analytic review
focusing on the therapist’s individual attributes and level of training in order toereduc
overall confounds in their review. This is unfortunate, because vital information
regarding the effect on the therapeutic process was neglected. Alscigtei
Lambert’s (1995) extensive review did not include studies involving professionals
with degrees at differing levels of experience. Though a comprehengiew e
giving information regarding specific studies, the setting, the differentiaf
therapist training level, outcomes, and drop-out effects, the authors fail tooeport
the type of clients seen by therapists, or their diagnoses. This may havedegred
effect on not only therapist training level in terms of patient outcomes, but aso ma
provide a better understanding of 1) who is dropping out and why and 2) specific
type of therapist training (whether it is general training, or traireggnding a
specific client population). It was found that patients seem to drop out of thesspy |
frequently when working with more trained therapists (Stein & Lambert, 1995) and i

is also well-documented that patients drop out less frequently with more expeelrie
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therapists (Crits-Cristolph, 1991; Roth & Fonagy, 2005), but therapist training and
experience with specific client population or diagnosis is not mentioned.

The lack of literature regarding specialized training and work experigith
a specific group of patients is a significant gap within the availabtatlitee. How
this variable affects the therapeutic process and the therapists ovwon®edating
practice is particularly non-existent. However, it is possible thatadpesd training
and work experience with a specific patient population may contribute to a better
treatment process. Smith et al. (2007), in their study of trauma therauisdns,
make it clear that training in trauma is needed to decrease therapsittgs and
increase positive coping through professional and personal development. Since the
complex trauma population is in such great need of therapists who respond to their
complex issues ethically and effectively, there is a need to explore howdearne
experiences of the trauma therapists (work experience and trainingjomaipute to
the therapeutic process. For example, individuals with borderline personsditgeti
tend to prematurely drop out of therapy and therefore do not receive the treatment
they need (Bennett, Parry, & Ryle, 2006). So a related question might be ifgherapi
trauma training and work experience with this group of complex trauma patiapts m
lessen therapist difficulties and increase therapist coping, ultimdtetyiag patient
outcomes (such as decreasing patient drop-out in therapy). If this is indeeskthe ca
the trauma therapist community, training, and educational programs have more
foundation to increase the availability and accessibility of training andierpar
opportunities to therapists who work with this at-risk group.

Roth and Fonagy (2005) reviewed studies that looked specifically at therapist
experience and the employment of specific, manualized treatments. Hetpglert

(2001) reported that therapist experience level, defined as years of @xpesience
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in general rather than experience with the specific treatment modeielated to

positive patient outcomes using cognitive behavioral therapy (CBT) for panic
disorder. Huppert et al. studies two important issues, namely the spemifichthe
treatment modality (CBT or exposure and response prevention) and the specification
of the patient population (patients with panic disorder).

Therapeutic competence and adherence to a treatment strategy aremromine
constructs within therapist work experience and training discussed throughout the
literature in this area because they affect not only patient outcomes @Blaick
2005; Roth & Fonagy, 2005), but the therapeutic process as well (Davis et al., 1987;
Orlinsky & Rgnnestad, 2005; Orlinsky et al., 1999;) in terms of difficultnes a
coping experienced by the therapist.

Much of the focus on therapeutic competence and adherence to treatment
protocol, however, has been in relationship to patient outcomes (Black et al., 2005),
most likely due to an emphasis on empirically supported treatments and evidence-
based practice per diagnosis (Roth & Fonagy, 2005). Plus, it is imperative that
therapists treat patients using research-informed conceptualizatiomsatnukent
modalities drawn from the most up-to-date knowledge base in order to provide
quality, ethical care to patients (Norcross, Beutler, & Levant, 2005). Tieerap
competence is related to patient outcome (Barber & Meuenz, 1996, Frank et al., 1991)
but it must be determined if therapist experience and training is responsible for
developing that competence and what skills or qualities defines a therapisigs bei
‘competent’ (Roth & Fonagy, 2005).

Again, an exact definition of therapeutic competence is lacking (Herman,
1993; Shaw & Dobson, 1988) especially because decisions must be made that qualify

what type of skillfulness is considered competent and based on what theoretical
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framework (Roth & Fonagy, 2005). Roth and Fonagy (2005) conclude, after a careful
review of literature in this area, that patient and therapist factorseraation with
each other must be elaborated upon before any determination may be made in the area
of therapist competency and efficacy.

One way to investigate therapist training and experience in relationdaasffi
and competence is to focus on the relationship to the therapeutic process. Orlinsky
and Rgnnestad, (2005) and Orlinsky and colleagues (1999) termed professional self-
doubt as a dimension of therapist difficulties. Therapist self-efficacy, which
encompasses skill-level and the therapist’s perception of their ability to wibrlawi
patient (Orlinsky & Rgnnestad, 2005; Orlinsky et al. 1999), may be seen ahleast
part as therapeutic competence. Within the therapeutic process, it is when the
therapist experiences decreased self-efficacy and their skilldiag fiaat they
encounter difficulties in practice (Orlinsky & Rgnnestad, 2005; Orlinskly #089).
Therapists must employ strategies to cope with these difficultidmgior &
Ragnnestad, 2005; Orlinsky et al. 1999) and most of the research regarding ttie impac
of training and experience on therapist coping within trauma treatment cames f
the vicarious trauma literature, as was previously discussed. To review,dtserapi
who work with trauma survivors are less likely to experience vicarious trantha
cope more effectively if they have more training in the field . So, incredsengpist
self-efficacy and skills via trauma training and work experience wishgitaup of
complex trauma patients is an obvious way to increase therapist selfyeffrahc
competence, decreasing overall professional self-doubt during practice @aasimg
constructive coping.

The literature suggests the importance of specialized training in workimg w

personality disordered patients (Alvarez et al., 2006; Critchfield & B&nja2006), a
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traditionally difficult patient population with which to work and who are often
complex trauma patients. Additional training and increased professional work
experiences are associated with lower distress in therapists (Génedi995). A
reduced number of trauma cases and more time spent in research acti@isesis
factor in reducing therapist distress while increased involvement in clattsities
was associated with more avoidance symptoms (Chrestman, 1995). Smith et al.
(2007) found that trauma therapists employed more active interventions in
comparison to other expert therapists when faced with difficulties. When salifi
studying trauma therapist reactions, Smith et al. (2007) and Smith, Klejghurg,
and Hutschemaekers (2007) recommend further study of the relationship between
work experience and training and trauma therapist reactions because thesr studie
included very experienced therapists with different types of work experaemtce
training. These studies lay a foundation of research and provide evidence for
continued investigation. This study will further address trauma trainingvarid
experience in relationship to trauma therapist reactions (difficultiescgoiag).
However, this study will also investigate how differing levels of work egpes and
training may affect trauma therapist reactions, as opposed to only “expeepists
studied by Smith, Kleijn, Trijsburg, and Hutchemaekers (2007).

Therapists’ work experience and trauma training to improve their reactions
within the therapeutic process are crucial therapist variables to take msidex@tion.
Complex trauma patients have complex and debilitating mental health issuestand tha
require constant attention from the therapist. Therapists must be able to engage i
consistently challenging therapeutic process with an ability to manageethetions

during practice in a way that is positive, and facilitates therapeutic change.
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Summary

This study addresses significant gaps in the literature across sevestalicts.
First, trauma therapists who work with complex trauma patients are overlooked in the
research. The level of specificity of both the type of therapist and typaiofara
patient is uncommon, especially when focusing on therapist rather than patient
outcomes. Second, the study of trauma therapist reactions, as presented in this
research as difficulties and coping, is limited and tends to focus solely on trauma
therapist negative reactions. Most of the literature is concentrated around the
traumatization (referred to as vicarious trauma) of the therapistasion to
working with trauma patients, rather than looking at the therapist reactomes m
broadly. In this case, therapist reactions are both the difficulties theyrgecouthe
process of their work as well as the coping they employ to manage theultidéic
Third, regarding trauma therapist coping the research available targatadre that
occur outside the therapy session rather than including trauma therapist coping
behaviors both inside and outside the therapeutic process. Fourth, trauma therapist
variables are largely neglected throughout the literature. The usual earsibtiied
are the therapist's trauma history and other characteristics that riusnod a
negative reaction to the trauma material divulged by the patient. Traurapister
attachment style and self-differentiation are rarely studied in thatlite. This is a
significant gap in the research that needs to be studied because of the ¢graplexi
the therapeutic process with complex trauma patients. Trauma therapmtatenc
severe relational deficits in therapy with complex trauma patients,soriportant to
understand how the therapists’ own attachment may be activated and how their level
of self-differentiation may influence their reactions. Fifth, tratraming and

experience with complex trauma patients has generally been studietingdhe
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influence on empathic strain, vicarious trauma, and the like, rather than therapis
difficulties and coping. Most of the studies sampled experienced or ‘expert’
therapists, excluding students, beginning therapists, and therapists untrained in
trauma. This study attempts to capture a range of experience and trainmg tr
through more detailed descriptions of their education, training, and experience. There
are also significant gaps in the literature addressing how experienaaameh t
training may influence trauma therapist reactions with complex traunesmisat
specifically. By understanding how trauma training and experience may neodera
therapist variables attachment and self-differentiation, therapesgsactively engage
in lessening their difficulties experienced, and increase positive copiegivéaced
experience in the field and specific training in trauma.
Conclusions

Complex trauma survivors have endured multiple traumatic experiences
throughout their lifespan and struggle to remain functional and healthy on a daily
basis. These survivors deserve quality mental healthcare that will enabltheal
and enjoy a stable life. Trauma therapists who treat complex trauma survevats ar
risk for experiencing negative reactions as a result of their work which puts the
therapist in jeopardy of delivering a reduced standard of care throughadtrai
therapeutic relationship (Smith, Kleijn, and Hutschemaekers, 2007; Smith, Kleijn,
Trijsburg, & Hutschemaekers, 2007; see also Pearliman & Saakvitne, 1995). By
understanding how trauma therapist relational deficits (anxious and avoidant
attachment and low self-differentiation) may be moderated through workienxgeer
and training, trauma therapists may be confident that increased training and
experience may assist them in tempering their own characteristicbiting to the

therapeutic relationship. This increased self-efficacy will fatéi quality therapeutic
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work and ultimately bring an efficacious and hopeful treatment to complexataum

stress survivors.
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CHAPTER 3

Methodology
Design

Multiple regression analysis was used to explore the relationship between

therapist attachment style (anxious attachment and avoidant attachnaese)fan
differentiation, and therapist difficulties and coping, with work experienddrauma
training as moderators (see Figures 2a-c). Baron and Kenny (1986) describe a
moderator as a “variable that affects the direction and/or strength efatien
between an independent or predictor variable and a dependent or criterioreyariabl
(p. 174). A moderator, statistically speaking, is known as a special case of an
interaction effect where it is a causal interaction effect (Wu & Zumbo, 1898)
moderator, unlike a mediator, also takes a single role as an independent variable, and
does not serve a dual role, as a mediator does (i.e., as an outcome variable for the
independent variable and as an independent variable). In fact, the moderaiosexpla
the strength and direction of the causal effect of the independent variable (in t
current case, attachment style and self-differentiation) and the depgadahte
(therapist difficulties and coping) (Wu & Zumbo, 1998). Also, because a causal
relationship between anxious and avoidant attachment styles and selirtidtera,
with therapist difficulties and coping has not yet been tested empjriaalll the
model is therefore more conceptual in nature, a moderator model is more applicable
(Wu & Zumbo, 1998). Wu and Zumbo (1998) note that a causal effect is often not
found because it only pertains to a subgroup of the sample rather than the entire
sample. A mediator, on the other hand describes why or how an effect happens and is

based upon a causal model (Holmbeck, 2006).
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In this study, the predictor variables, anxious attachment style and avoidant
attachment style and self-differentiation do not cause, and are not related to work
experience and trauma training, though they are related to therapist d&iarit
coping. Therefore, these path models are moderator, rather than mediator rSodels
the moderator variables work experience and training are independent variables.
Moreover, the moderators should not be correlated with the independent variables in
this type of design (Wu & Zumbo, 1998). Overall, the need for design contradis les
a problem for moderators because moderators are observed and not manipulated (Wu
& Zumbo, 2008).

In light of descriptions by Holmbeck (1997), the models investigate how work
experience and trauma training may moderate attachment style adifeedfatiation
in relationship to therapist difficulties and coping. Put another way, what ispact
of attachment style and self-differentiation on therapist difficulties anehgopi
according to the level of work experience and trauma training? Threeediffer
models are presented to describe possible relationships between the independent
variables and the three dependent variables: difficulties, constructive caping, a
avoidant coping (see Figures 2a-c). Coping was separated into two dependent
variables to delineate a positive and negative type of coping reflected in tre scale

used to measure these variables.
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Figure 2b.Path diagram for moderator model: Constructive coping.
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Figure 2¢ Path diagram for moderator model: Avoidant coping.

Research Hypotheses

The research questions addressed in this study are:

To what extent are trauma therapist difficulties and coping explained by
anxious and avoidant attachment style, and self-differentiation?

To what extent do work experience and trauma training moderate the
relationship between anxious and avoidant attachment styles and self-
differentiation on therapist difficulties with complex trauma patients?

To what extent do work experience and trauma training moderate the
relationship between anxious and avoidant attachment styles and self-

differentiation on therapist coping with complex trauma patients?

The research hypotheses addressed in this study include:

1. Hypothesis 1, model A. Trauma therapists who identify as anxiously or

avoidantly attached and who have a low level of self-differentiation will
experience increased difficulties in their work with complex trauma patients
Trauma therapists experience difficulties in their work with trauma patient

due to the complexity of the patient presentation and their trauma histories
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(Smith, Kleijn, & Hutschemaekers, 2007; Smith, Kleijn, Trijsburg, &
Hutschemaekers, 2007). Insecure therapist attachment is associatedngith m
therapist distress (Black et al., 2005; Marmaras et al., 2003). Low self-
differentiation is associated, in the literature, with an individual’ s lesd

ability to cope with stressors (Friedman, 1991; Kerr & Bown, 1988).
Hypothesis 1, model B. Trauma therapists who identify as anxiously or
avoidantly attached and who have a low level of self-differentiation will
experience less constructive coping in their work with complex trauma
patients. Trauma therapist attachment style has been found to impact the
therapeutic process with trauma patients (Marmaras et al., 2003) with more
secure attachment in the therapist associated with more positive coping
(Marmaras, Lee, Siegel, & Rich, 2003)ow self-differentiation has been

found to be related to negative coping in comparison to higher self-
differentiation (Murdock & Gore, 2004).

Hypothesis 1, model C. Trauma therapists who identify as anxiously or
avoidantly attached and who have a low level of self-differentiation will
experience more avoidant coping in their work with complex trauma patients.
Trauma therapist attachment style impacts the therapeutic processawitiatr
patients (Marmaras, 2001; Marmaras et al., 2003). Anxiously attached
therapists (Beutler, Blatt, Alimohamed, Levy, & Angtuaco, 2006) and
avoidant therapists have been found to employ negative coping (Skowron and
Dendy, 2004). Low self-differentiation is related to negative coping in
comparison to higher self-differentiation (Murdock & Gore, 2004).

. Increased work experience and trauma training will moderate traunapister

attachment and self-differentiation in relationship to trauma therapist
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difficulties; in turn, this will result in decreased difficulties when wogkwith
complex trauma patients for those trauma therapists who are more versus less
anxiously or avoidantly attached and those who have lower levels of self-
differentiation. Training and increased professional work experiences are
associated with lower distress in trauma therapists (Chrestman, 1995).
Therefore, it is anticipated that training in trauma will decreaseypistr
difficulties and increase positive coping as suggested by Smith, Kleijn, and
Hutchemaekers (2007).
Increased work experience and trauma training will moderate traunapigter
attachment and self-differentiation in relationship to trauma theragpsig;
resulting in increased positive coping reactions (constructive coping) and
decreased negative coping (avoidant coping) when working with complex
trauma patients for those trauma therapists who are more versus lessignxi
or avoidantly attached, and those who have lower levels of self-differentiation.
Smith, Kleijn, Trijsburg, and Hutchemaekers (2007) found that experienced
trauma therapists employed more active interventions when faced with
difficulties and suggest that they may employ more positive copinggtsite
Sample

The participants in this study were therapists who work with patients who

have experienced trauma, hereafter known as trauma therapists. The premier

traumatic stress studies professional organization, The InternatmriatySfor

Traumatic Stress Studies (ISTSS), was the pool from which the samptizamas

Permission was obtained from the organization’s administrative asscsizsd the

membership directory (a public directory for members) from which to éxrac

random sample of trauma therapists to contact them by email to inform them of this
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study and to request their participation. This researcher is a member of the
organization. Participation was voluntary. Only members working in the United
States were included as potential participants. ISTSS accepts maevhbexse
professionals, students, or non-professionals. Only professionals and students were
included in the sample. Other inclusion criteria were that 1) the participsstt in
the last six months, have seen two or more patients for therapy, and 2) the participa
must have seen at least one patient who meets criteria for having experienced
complex trauma.
Procedure

The demographic questionnaire and the three instruments used in the study
were translated to a web-based survey on www.surveymonkey.com, in order to
maximize its dissemination and accessibility of the overall survey.il Bddresses
of potential participants will be collected from the ISTSS membershiptdise
online (available to public). A random sample of email addresses were seleated us
an online random sample generatat://stattrek.com).An email was sent out to the
sample which included a brief description of the survey, the inclusion criteria, the
length of time which it may take to complete the survey, informed consent and the
importance of participating in the study. A brief endorsement of the survegnritt
by Dr. Christine Courtois, was included in the email. Dr. Courtois is an expert in the
trauma field and her endorsement was used to potentially increase resgmngara
informed consent was included in the email, and a statement alerting tbgaattof
their anonymity if they chose to participate. Finally, the link to the sumasy
included in the email, so the participant would have direct access to the survey. At
the conclusion of the survey the participants had the opportunity to share their email

address in order to enter a drawing to win one of four $50 on-line gift-certifitate
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popular on-line bookstore. The drawing was held after the researcher leatedol

all surveys needed for the study. The researcher did not have access to those who
wish to participate. The investigator’s research assistant was thpeyabn with

access to this information and was responsible for the drawing and deliveringrthe
on-line gift-certificates via email. The research assistant deddtetkntification and
email information.

The university institutional review board reviewed the research protocol and
permission was given to conduct the research project. The survey would have been
available to potential participants for four to six months in order to maximize iétur
needed, but the target sample number was reached prior to that time frame.ilAn ema
was sent to the sample approximately two weeks after initial disagon as a
reminder to complete the survey. Once the survey was answered by partitipants t
data was extracted and analyzed using the Statistical Package foiSemmaes
(SPSS).

Instrumentation
Demographic Questionnaire

The demographic questionnaire was designed for this study and included 20
guestions about basic demographic information and the participants’ specific
experiences. Some examples of basic information include questions regarding
gender, age, race/ethnicity, partner status, and a description of the town in which the
participant works. The primary focus of the demographic questionnaire, however,
were questions regarding the participant’s level of education, professionaklice
role at work, patient caseload, education in trauma, training in trauma, experience
working with traumatized populations, and the number of complex trauma patients on

participant’s caseload. These questions were developed in light of the research
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regarding measuring therapist education, versus training, versus expereticé (
Fonagy, 2005), and defining complex trauma patients (Courtois, 2004; Courtois &
Ford, 2009; van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005).

The questionnaire delineates specific trauma-based educational exgerienc
(courses versus practical experiences) during the participaatisae degree versus
trauma training post-graduate (e. g., “When you were in your master’sraloctoral
program, did you take a course regarding the understanding of and/or treatment of
trauma, with the word “trauma” in the course title?”). The purpose of thisiguoiest
was to determine the specificity of the coursework taken.

In order to differentiate trauma graduate course work from practical
experience in working with traumatized populations during the graduate degree, one
guestion refers to specific internship/externship experiences (e.g., “Whemeye in
your master’s and/or doctoral program, did you complete an internship/expernshi
experience specificallfocusing on a traumatized population?”). Furthermore, the
participant was given examples of trauma-focused work settings sich a
posttraumatic disorders clinic, posttraumatic disorders inpatient unit, domestic
violence agency, rape crisis center, etc. The rationale behind this level éitgpeci
was to understand the internship/externship site and to differentiatthaites
primarily serve the severely mentally ill, a broad range of patients, orajevak
with families, couples or individuals with adjustment issues. If partitgoanswered
this question affirmatively, they were asked to delineate the number oéteesnand
hours per week they spent at their trauma-focused internship/externship site.

Regarding training in trauma after the graduate degree, participards
asked these three questions: 1) “How many hours of training in the understanding of

and/or treatment of trauma have you had in the last year?” (e.g., througarsem
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continuing education, and professional classes). Participants were ribtaske

include courses counting towards their graduate degree); 2) “How manyafours
reading have you done on the understanding of and/or treatment of trauma in the last
year?”; 3) “How would you describe yoaveralltraining in the understanding of

and/or treatment of traunsincecompleting your graduate degree.” The choices
included: a)imited- a few continuing education hours,rhdder ate- more than a few
continuing education hours, one seminar/training a year, moderate readingnaa tra
(e.q., 2 articles and 1-3 books),ig)ensive- two seminars/trainings a year, some
specialized training, heavy reading on trauma (e.g., severaesstrid 4 books), d)
expert- continuous seminars, training, and or other opportunities, seminar
leader/teacher in the area, specialty is in trauma work, heavy readingnmataad

related research areas (e.g., several articles, 5 books, published), and@jrtently
obtaining my graduate degree. The purpose of the question was to ask the participa
report their training beyond the graduate degree.

Two questions were designed to obtain information regarding the
participant’s overall experience with individuals who have experienced trauma.
These two questions, plus the final question, were the most difficult to develop
conceptually due to the definition of trauma, the definition of the participant’s
experience in working with traumatized patients, and the definition of the pstient’
trauma history. These two questions differentiate between patients who have
experienced a single-incident trauma and patients who have experiencecemultipl
traumatic experiences over the lifespan. The latter refers to comguenaras
defined by Herman (1992), Courtois (2004), and Courtois & Ford (2009).
Differentiating between the two types of trauma histories relate#itopated

differences in patient presentation, symptomatology, and functioning as eofdkelt
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differing trauma histories underscored in the literature presented in CBdptgr
Courtois, 2004; Herman, 1992; Linehan, 1993; Pearlman, 2002; van der Kolk,
McFarlane, & Weisaeth, 1996; van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola,
2005). For example, a survivor of a horrific car accident who has otherwise had a
trauma-free history (i.e. has not had the traumatic experiences duritigoddland

over developmental time frames), is anticipated to have more positive coping
strategies, a healthier family support system and fewer issuemigiersonal

relating and is more likely to develop a stronger working allianceatrtrent. As
discussed in Chapter 2, complex trauma survivors are more likely to have attachment
problems, relational difficulties, consistent and prevalent affect-regnletsues, and
other symptoms as a function of repeated and chronic trauma occurringumiak ¢
developmental time-frames. So working with these symptoms may affestttre

to which the participants in the current study experience difficulties aptbgm

coping strategies with complex trauma patients versus single-intrdanta patients.

The first question regarding experience with traumatized patients asked, “How
would you describe your overall experience with individuals who have survived only
a single-incident trauma (e.g. car accident, natural disaster, siniglenhape)?”

The participant was asked not to include individuals who have survived repeated
traumatic experiences over the lifespan. The second question, regardplgxcom
trauma patients, asked, “How would you describe your overall experietice w
individuals who have experienced repeated traumatic experiences oversihenie
Participants were asked to include patients who have had multiple incidences of child
abuse, rape, domestic violence, attachment trauma within interpersonahstigis

and other traumatic experiences. For each of the two questions, the particants ar

given the following answer choices:lanited (one case or less per month), b)
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moder ate (2-3 cases per month, work with other cases as welh)f@)sive (4 or

more cases per month, work with these cases most of the tinegped) (more than

4 cases per month. This is my specialty. | am known in the community for work with
this population.).

Finally, the last question is extremely important and inquired about the
number of complex trauma patients in the participant’s case load. The question uses
Courtois’ (2004) definition of complex trauma, as well as the seven problem areas
outlined by Herman (1992) capturing the range and complexity of symptoms
experienced by complex trauma patients. Note@D&M-1V-TR(American
Psychiatric Association, 2000) diagnoses were not used due to the possible
differences in diagnoses across participants and the range of comorbid digdbabse
are often used to describe symptoms experienced by complex trauma patients, as
described in Chapter 2. The question reads, “How many individuals do you have on
your caseload who you would describe as: a) having been victims of repeated
traumatic experiences over the lifespan, and b) who can be described asdtaving
least five out of seven of the following: alterations in the regulation of aféect
impulses, alterations in attention and consciousness, alterations in sefftiparce
alterations in perception of the perpetrator, alterations in relationship tg,othe
somatization and/or medical problems, and alterations in systems of meanings?

The purpose of this question was for the participant to define his/her caseload
composition over the past six months. This question was intended to capture the
participant’s most treatment of complex trauma patients. The participaraskaed
to refer to their patients who are defined within the parameters of haypegenced
complex trauma and who are actively experiencing multiple symptoms or comple

reactions. For clarification purposes, participants were asked to idéetifpymber
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of complex trauma patients they have seen individually and the number of complex
trauma patients they have seen in group therapy over the course of the past si
months.

The demographic questionnaire is not without limitations. Accurately
assessing educational experience, training experience, and pragieaece has
room for confusion. The participant may have difficulty understanding the question,
may spend a lot of time trying to determine number of course credits, number of
patients on his/her caseload, or hours spent receiving training. This could pgtential
cause frustration and de-motivate the participant from completing theysomne
entirety. The Pearlman and Saakvitne (1995) definition of trauma may also be
problematic in terms of an operational definition and its placement in the
guestionnaire. First of all, this definition is not the definition of trauma uségin t
DSM-IV-TR which may cause some conceptual confusion for participants and the
definition itself is not used broadly by all clinicians, though it is widelyepted
among researchers in the trauma field. Secondly, the placement of the deftnition a
the beginning of the demographic questionnaire may bias the participant in some way
that may cause slightly different answers to questions.

Development of Psychotherapists Common Core Questionnaire (DPCCQ) (@rlinsk
et al., 1999)

Orlinsky and colleagues (1999), in cooperation with the Collaborative
Research Network of the Society for Psychotherapy Research (@Rddrked on a
wide-scale research project using the Development of Psychotherapists Common
Core Questionnaire (DPCCQ) to investigate the development of psychotlerapist
Almost 5,000 therapists from a large international pool participated in this stindy

DPCCQ (Orlinsky & Rgnnestad, 2005) is a lengthy, comprehensive survey designe
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to gather information regarding how psychotherapists develop over their catesrs, w
professional and personal circumstances influence this development (positively or
negatively), how their development then influences their therapeutic work and
personal and professional lives, and how these patterns of therapeutic work and
professional development are similar or different across different tfpteerapists,
their theoretical orientation and other therapist characteristics. TGEQMas been
translated into numerous languages and has been used in a variety of different
countries. Due to the large scale of the study, the participants represdmngedy

diverse sample from over 13 countries (17% from the U.S.). The DPCCQ has 392
items including checklists, structured-response scales, and a few opeén-ende
guestions. There are ten total sections and an optional section. The entire DPCCQ
was not used in this study. The section measuring therapist difficulties arughera
coping will be extracted from the DPCCQ and tested for validity and relhainilthis
study. Only the section measuring therapist difficulties and therapist copneg
utilized.

Orlinsky and Rgnnestad (2005) described their large study as “conceptually
organized, systematic exploratory research...not a hypothesis-testigg $teicause
theories of therapeutic work experience and professional development have not yet
been elaborated to a point from which hypotheses can be logically derived” (p. 25).
Data was collected from professional workshops, conferences, through alfatiow-
collection, a random sample of a large professional association, and university
training programs. The authors stated that the size and diverse sample made it
possible to conduct certain data analyses with strong internal validity #ngasial
external validity. Orlinsky and Rgnnestad used a step-by step approach to data

analysis to investigate different levels of conceptual generalizabilite first part of
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the analysis included using measures of central tendency, variability, aedtpges

of endorsement on certain items. Factor analysis was then used to descrieetdiffer
dimensions of the underlying frameworks, and principal-components analysis was
used to ultimately determine underlying factor structure. Internal ¢ensiswas

tested using Cronbach’s alpha.

The seventh section of the questionnaire includes measurement of both
therapist difficulties experienced during practice and therapist copatggtes
employed when they experience those difficulties. In the current stedgirédctions
were modified slightly (permission obtained from Dr. David Orlinsky), in otd@sk
participants to reflect upon their complex trauma patients only when answezing t
qguestions regarding therapist difficulties and coping. Even though a definition of
complex trauma was included on the demographic questionnaire, the definition was
repeated here. The first measure of therapist difficulties includes 20 atsin
participants were asked to use a 6-point Likert-type scale to rate ém &xtvhich
they currently feel the way each item describes (0 = never, and 5 = very diavis
et al. (1987) were the first to detail therapist difficulties during prac@elinsky and
Ronnestad (2005) developed the 20 items for the DPCCQ based upon this qualitative
study by Davis et al. in order to assess therapist difficulties duricgqaaln the
Dauvis et al. study, a taxonomy of therapist difficulties was createstl lmasthe
authors’ experiences (over 125 items), and was applied to 30 different therapist
difficulty scenarios, and rated by an expert panel. It was found that the taxonomy
could be applied to the scenarios with a high degree of reliability (Cronbach’s alpha
from .88 to .95). Orlinsky et al. (1999) reviewed the original, large number of
descriptions of therapist difficulties by Davis et al. (1987), and ten typefiotiies

were distinguished. Two quantitative scales were created for each.
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With approximately 5,000 study participants, Orlinsky and Rgnnestad found
that the overeall average frequency with which therapists experiendedi#@cilty
was between 1 and 2 (0 = never, and 5 = very frequently). Seven difficulties were
experienced as “more than rarely” (a rating of above ‘1’). Seventy-siemerated
“Unsure of how to best deal with a patient” was experienced “more thanrarely,
along with “distressed by my powerlessness to affect a patient’s tifagsduiation”
(59%), “unable to generate sufficient momentum to move therapy in a constructive
direction” (47%), “feeling irritated with a patient who is actively blockmy efforts”
(47%), “feeling demoralized by my inability to find ways to help a patient” (43%
and “feeling bogged down with a patient in a relationship that seems to go nowhere”
(41%). Therapists experienced least often difficulties including, “unabledo fi
something to like or respect in a patient” (15%), and “afraid that | am doing more
harm than good in treating a patient (17%).

Orlinsky and Rgnnestad (2005) used factor analysis of the twenty scales in
their collaborative study to come up with three dimensions of therapistsuttif
during therapy. These three dimensions are: 1) professional self doubt, 2)ifigistrat
treatment case, and 3) negative personal reactions. Professional selirastie
most common type of difficulty experienced and is described by 7 itemdggekng
unsure of how to best treat a patient, feeling demoralized by an inabilitypta hel
patient, having a lack of confidence in one’s ability to have a benefiocgit &fh a
patient, to name a few). Experiencing a frustrating treatment casessad by 6
items and include statements like “angered by factors in a patientlsdifentike a
beneficial outcome impossible” and “distressed by your own powerlessnetsctaaf
patient’s tragic life situation.” The least often experienced diffiesiltvere negative

personal reactions which include “unable to find something to like or respect in a
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patient,” and “unable to withstand a patient’'s emotional neediness.” Cronbaclas alph
was .77 for professional self doubt, .67 for frustrating treatment case, and .74 for
negative personal reaction. There were moderately high correlaten8Q), among

the three dimensions, leading the researchers to a “two-level intepratatvhich

the three types of difficulty are viewed as particular aspects of a highear or
dimension of overall difficulty” (p.51). As a result, the authors constructecl‘Tot
Difficulties” in conjunction with and to augment the three difficulty scaleslidita

was not reported.

Similar to the process used for assessing therapist difficulties durictgcpra
Orlinsky and Rgnnestad (2005) referred to a qualitative study by Davis,d;ranci
Davis, and Schroder (1987) which included therapist narratives of the coping
strategies they employ. Again, Orlinsky and colleagues developed two 6-point
Likert-type scales for each of the 13 coping strategies generated ls/dbalvi
colleagues from the therapist narratives.

The coping scale consists of 26 items. After factor analyzing the data in the
study, six dimensions of therapist coping were formulated including: 1)igxerc
reflective control (Cronbach’s alpha = .59), 2) seek consultation (Cronbagh& al
.71), 3) problem-solving with the patient (Cronbach’s alpha = .60), 4) reframing the
helping contract (Cronbach’s alpha = .69), 5) seeking alternative satisfac
(Cronbach’s alpha = .46), and 6) avoiding therapeutic engagement (Cronbach’s alpha
=.64). The most frequently used coping strategies, using ratings of 4 and higher as
“often” included those under exercising reflective control: “reviewinggtely how a
problem has arisen” (58%), “trying to see the problem from a different p#rsie
(54%). The second-most commonly used coping strategy was that of seeking

consultation: “discuss the problem with a colleague” (56%), and “consult about the
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case with a more experienced therapist” (53%). Problem-solving with thatpatie
refers to questions such as “permission to experience difficult or disturleintgke”
and “attempted to work jointly with their patients to deal with the difficulty.”
Reframing the helping contract includes “making changes in your thei@pentract
with the patient,” for example, and this coping strategy dimension was found to be
uncommon.

Seeking alternative satisfactions includes “seek some form of alternati
satisfaction away from therapy,” and “express your upset feelingsnebody close
to you.” Itis important to note here that Orlinsky and Rgnnestad describe this coping
dimension as a negative form of coping. However, the current study questions this
interpretation when both of these coping strategies may be seen as a feliatarfes
to deal with upset feelings, and may be, in fact, encouraged in order to prevent
boundary violations against the patient. This is a conceptual limitation of the utility
of the measure, but may be reconciled as part of the discussion of the data analysi
and outcome depending upon the findings.

Avoiding therapeutic engagement is a coping dimension that is considered
harmful to the patient and fortunately one that was used rarely, accordingnsk@rli
and Rgnnestad. For example, “show your frustration to the patient” was utilined wi
a frequency of 4%, and “criticize a patient for causing you trouble” wex less than
1%. The authors created “constructive coping” because the positive coping
dimensions were positively correlated and in contrast to the “avoiding therapeutic
engagement” dimension. Therapists were found to engage in “constructive coping”
10 times more often than “avoiding therapeutic engagement.” Validity was not

reported in the study.
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Only two scales from the DPCCQ were used. The reason for extractseg the
scales was to decrease the length of the survey, to have participapigte only
items that pertain to the study, and to increase response rate due to thextdabrevi
length. Information regarding the reliability and validity of the therapfftudities
and therapist coping scales was restricted since they were develogesigargoses
of the CRN study. However, the questions were derived from a wealth of narrative
data of therapist difficulties and coping and factor analyses revealgerate internal
consistency.
Differentiation of Self Inventory (DSI) (Skowron & Friedlander, 1998)

The Differentiation of Self Inventory (DSI) (Skowron & Friedlander, 1998), is
a forty-three item self-report instrument. The purpose of the DSI is to melasure t
“capacity to maintain autonomous thinking and achieve a clear, coherent sense of self
in the context of emotional relationships with important others,” (Skowron &
Friedlander, 1998, p. 237). This self-report measure has the capability to test the
theoretical assumptions regarding Bowen'’s differentiation of self, eésagsdividual
differences in adult functioning, and to evaluate psychotherapeutic outcomes
(Skowron & Friedlander). This measure is multidimensional and applies to adults
who are twenty-five years and older. Bowen (1978) defines differentiation of self
(self-differentiation) as the degree to which an individual can balanceosaicand
intellectual functioning, and intimacy and autonomy within relationships. Self
differentiation is the ability to experience both intimacy with and independesrce fr
other people (Skowron & Friedlander, 1998). Four specific constructs are measured
to determine a low to high level of self-differentiation including: emotionatiraty,

“I” position, emotional cutoff, and fusion with others. Skowron & Friedlander used
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these four constructs in order to operationalize a range of interpersonal coradnent
differentiation and to include intrapsychic aspects of differentiation.

Three research studies were conducted to create and validate the DSI. The
measure was initially created in the first study in which the four sudsseadre
created. The second study refined the final instrument and redefined two sybscale
and the third study evaluated the DSI factor structure and explored the relgtionshi
between self-differentiation and psychological symptoms and maritdbstbs.

The first study was used to create the DSI from a pool of 96 items developed
by relevant researchers in the field in order to reflect the differemtiafiself. Three
hundred and thirteen adults participated in the study and consisted of a random
sample of faculty members, adults in the community, graduate students al ment
health fields, and friends and family members of researchers. The saoygilg
identified as white (82.7%), female (68%), and married (75%) with an average age of
36.8 years. Subscales were developed, and a principle component analysis was
conducted to reveal four factors to account for variance including: emotional
reactivity, “I position,” reactive distancing, and fusion with parents. The hibkeer
scores on the subscales, the greater the level of self-differentiation, aanthetal
of all the subscales reflects the level of self-differentiation of selfetdyethe higher
the score, the greater the differentiation of self. High reliability wasd for the DSI
total scale and each of the subscales using Cornbach’s alpha to measure internal
consistency. The second study, however, refined the four subscales and stronger
reliabilities were found.

A second study was conducted whereby subscales were re-conceptualized in
order to address the amount of variance left unaccounted for. Descriptivecstatisti

and internal consistency reliabilities were computed on the basis of an itBisisana
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One hundred sixty-nine adult participants (111 females and 58 males) completed the
78-item DSI. This version of the DSI included the Emotional Reactivity, | Bositi
Emotional Cutoff, and Fusion with Others subscales. “Fusion with Parents” was
redefined as “Fusion with Others” and “Reactive Distancing” was replaith

“Emotional Cutoff” because they are conceptually stronger, according to tiesaut

An item analysis was conducted to determine the DSI's inherent factoo afsbt

ensure that each subscale was distinct from one another. Skowron & Frielander repor
internal consistency reliability is estimated at .88, with test-retestlations at .88

and .89.

The final, 43-item Differentiation of Self Inventory (DSI) includes tberf
subscales: emotional reactivity, | position, emotional cutoff, and fusion withsother
The emotional reactivity subscale is 11 items and “reflects the degreecto avhi
person responds to environmental stimuli with emotional flooding, emotional lability,
or hypersensitivity” (p. 239). The “I position” subscale is also 11 items archwhi
“reflect a clearly defined sense of self and the ability to thoughtfdigee to one’s
convictions when pressured to do otherwise” (p. 239). The emotional cutoff subscale
is 12 items which “reflects feeling threatened by intimacy and feehkogssive
vulnerability in relations with others” (p. 239). These items also reflect tfea
engulfment and behavioral defenses like overfunctioning, distancing, or denial” (p.
239). The fusion with others subscale is 9 items and “reflects emotional
overinvolvement with others, including triangulation and overidentification with
parents” (p. 239).

In order to define level of self-differentiation, the DSI full-scale s¢sr
computed using raw scores on all items in the subscales. Raw scores on afl items

the emotional reactivity, emotional cut-off, and fusion with others subscales ar
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reversed, along with item #35 in the “I” position subscale. The higher scores
delineate the greater differentiation. Scores from all items arel @hdkedivided by
the total number of items. The full-scale score is between 1 (low différenjiand

6 (high differentiation). For scoring subscales, the scores are reversededuand
divided by the total number of items in that particular subscale. Similar to the DS
full-scale score, scores range from 1 to 6 where the higher the scayeedber the
differentiation.

The second study results indicated that all scores were normally destribut
Skowron and Friedlander (1998) reported the following descriptive statistics:

Subscaleneansanged from 2.07 to 4.34 (full-scaé= 3.73,SD =0.58).

Subscale-full-scale correlations were moderate to high, ranging.4®m

(Fusion With Others) to .80 (Emotional Reactivity), all ps <.001.

Intercorrelations among the subscales were low to moderate, rangin@&om .

(Fusion With Others and | Position) to .53 (Fusion With Others and Emotional

Reactivity). Correlations between DSI subscales and SDS scores were

negligible to moderatf — .42 for Emotional Reactivity, r = .49 for |

Position,r = .34 for Emotional Cutoff, and= - .02 for Fusion With Others).

Cronbach's alpha was used to estimate internal consistency reéialiditithe

DSl full scale and each of the four subscales (@$1.88, Emotional

Reactivitya = .84; | Positiorn = .83, Emotional Cutofé = .82; Fusion With

Othersa = .74) (p.239).

The third study used a sample of 127 adults to evaluate the DSI's factor
structure through confirmatory analyses. The purpose of the study was &sbthe
theoretical assumptions made by Bowen (1976, 1978) whereby individuals who are
more self-differentiated experienced less psychological symptoms ahédttae
adjusted, and individuals who are more highly self-differentiated experienceat high
marital satisfaction. Results indicated that means and standard deviatisnisscale
and full-scale scores were similar to the second study, as well as lsemgs
normally distributed, and intercorrelations between subscales being moderate t

negligible (Skowron & Friedlander, 1998). Skowron & Friedlander detailed the

confirmatory factor analysis procedure and results to evaluate the foorgtacture
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of the DSI. An item-clustering procedure was used to increase the stabihty
indicators. The differentiation four-factor model, according to the four DSI aléssc
was tested and found to be a good modehfit(48, N = 137) = 89.35, p < .0001, GFlI
= .91, adjusted GFI = .8%%/df =1.86, RMS =.07. The DSI was found, overall, to
represent a single, multidimensional construct when differentiation of selfested
a single, higher-order latent factor.

The overarching goal of the three DSI studies was to create, develop, and test
a self-report instrument using a construct approach. This goal was atathdte
multidimensional structure of the DSI was recognized. The four subscalespkal
Reactivity, | position, Emotional Cutoff, and Fusion with Others were found to be
distinct dimensions of differentiation of self through confirmatory factolyaaa.
Construct validity, and internal consistency reliability of the subseesssupported.

In this study, DSI full scale raw scores were computed because it is a
continuous variable for the research design. There are some limitation®tdIthe
The authors recommended that cross-validation was needed using larger samples, and
demographic information on the participants should be further taken into account
because cultural variables and norms may influence scores. Skowron & Friedlander
discussed two potential ways to augment construct validity, further stwdypport
the construct validity and examination to determine whether differentiatiseifof
covaries with severity of psychiatric illness or distress.
Experiences in Close Relationship-Short Form (ECR-S) (Wei, Russell, Madlin&r
Vogel, 2007)

The ECR-S (Wei, Russell, Mallinkrodt, & Vogel, 2007; Brennan, Clark, &
Shaver, 1998) is a short-form version of Brennan, Clark, & Shaver’'s (1998) original

36-item Experiences in Close Relationship self-report attachment reeahe ECR-
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S is a 12-item measure of adult attachment across two dimensions: anxiety and
avoidance. Higher scores for the anxiety subscale indicate greatdmadint anxiety
and higher scores for the avoidant subscale indicates greater attachnamnaeo
These two dimensions are well-accepted in the attachment literaturegdroadly
describe an overall continuous adult attachment style than categoricddatd
styles such as Hazan and Shaver’s (1987) secure, anxious, avoidant, and anxious-
ambivalent styles (Wei, Russell, Mallinkrodt & Vogel, 2007; Mikulincer & Shaver
2007; Shaver & Mikulincer, 2004). The ECR-S asks participants to respond to
guestions using a 7 point Likert scale. The primary rationale for shortenirentjté |
of the ECR was to increase participant motivation and compliance and its laiitessi
and utility when employed in different types of research, such as survayctesea
internet, malil, or telephone. Wei et al. developed the ECR-S across six studies i
order to examine the reliability, factor structure, validity, test-tegdsbility, and
confirmatory factor analysis. It was found to be reliable, valid, to have strong
construct validity like the ECR, and to be a reliable measure of adult attachitient w
coefficient alphas for the ECR-S .77 to .86 for anxiety and .78 to .88 for avoidance
subscales (Wei et al.). A sample question measuring anxious attachmeneis & ne
lot of reassurance that | am loved by my partner.” A sample question measuring
avoidant attachment is “I want to get close to my partner but | keep pulling back.”
The original ECR, developed by Brennan, Clark and Shaver (1998) is a highly
reliable and valid measure widely accepted and used to assess adult aitachme
(Fraley, Waller, & Brennan, 2000; Mikulincer & Shaver, 2007; Shaver & Fraley,
2004; Shaver & Mikulincer, 2004; Wei, Russell, & Mallinckrodt 2007). The ECR
was originally validated with a large sample of undergraduate studkats e

average age was 20.36 years, 52% identified as female, 90.6% identified as white, and
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94% were single. Brennan et al. (1998) reviewed all of the dimensional attachme
style self-report measures developed in the 1990’s and factor analyzed alterithe
(323 items, 60 subscales, 14 measures). The ECR consists of 36 items, 18 of which
loaded the highest on each of the dimensions. The authors defined attachment anxiety
as involving fear of rejection or abandonment, an excessive need of approval, and
increased distress when a partner is unresponsive. Attachment avoidanceas the f
of dependence and intimacy, an excessive need for autonomy, and an unwillingness to
self-disclose (Wei, Russell, Mallinckrodt, & Vogel, 2007). An insecure attachment
orientation is delineated by a high score on either or both dimensions while a secure
attachment orientation is delineated by low levels on the anxiety and avoidance
dimensions.

In the Brennan et al. (1998) study, the ECR was found to have a high level of
internal consistency among undergraduate students with coefficient alppadaf
the anxiety subscale and .94 for the avoidance subscale and this internéigonsis
remains steady across several other studies with undergraduates (\Weil, Rus
Mallinckrodt, & Vogel, 2007). Lopez and Gormley (2002) showed good test-retest
reliability over a 3-week time period for the former and a 6 month time period for the
latter. Each showed test-retest reliabilities ranging from .68 - .71 for beigtyaand
avoidance scales. Interms of validity, the ECR shows solid validity where #sca
showed positive correlations with personal problems (Lopez, Mitchell, & Gormley,
2002), neuroticism (Noftle & Shaver, 2006; Picardi, et al., 2005), ineffective coping
(Wei, Heppner, Mallincrodt, 2003), ineffective coping to recent major stressors
(Lopez, Mauricio, Gormley, Simko, & Berger, 2001), maladaptive perfectionism
(Wei, Mallinckrodt, et al. 2004), negative mood (Wei, Russell, Mallinckrodt, &

Zakalik, 2004), depression (Carmichael & Reis, 2005; Zakalik & Wei, 2006), and
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anxiety (Lopez et al. 2001; Weems, Berman, & Silverman, 2002; Williams &

Riskind, 2004). Overall, the ECR has high reliability, construct and predictive

validity (Mikulincer & Shaver, 2007; Shaver & Mikulincer, 2002). A few potential
problems with the ECR include its length (Wei, et al., 2007), the possibility of
response-bias (Mikulincer & Shaver, 2007), the sample consisted of younger adults,
and the ECR does not give precise measures of the 45 degree rotations (i.¢., secure
fearful-avoidant, preoccupied, or dismissing-avoidant) referred to by Bameal

and Horowitz (1991). However, the ECR has been used repeatedly in the attachment
field, has been translated to numerous languages, and tends to be favored over other
attachment self-report measures (Mikulincer & Shaver, 2007).

Fraley, Waller, and Brennan (2000) created the ECR-Revised (ECR-R) in
attempt to remedy potential scaling problems that would lead to misleading
conclusions regarding theoretical frameworks, the stability of attaghmagterns in
the ECR, the Adult Attachment Scale (AAS; Collins & Read, 1990), Relationship
Style Questionnaire (RSQ); Griffin & Bartholomew, 1994), and the Attachmelet Sty
Measure (ASM; Simpson, 1990). The authors found that the ECR was far more
precise than the AAS, RSQ, and ASM. However, it is notable that all of thesg scale
including the ECR-R, were not able to precisely assess the secure end of the
dimension as the insecure end (Fraley, Waller, & Brennan, 2000). Measuring the
secure end of attachment continues to be a challenge within attachmardhrese
although the ECR and ECR-R seem to have the best psychometric properties
compared with the other three measures (Fraley, Waller, & Brennan, 2000).

It is important to note that the ECR-S does has some limitations including
having slightly lower internal consistency in comparison to the ECR. The study

participants were primarily undergraduates who self-identified as Eueriéans.
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Ethnic groups moderated the association between attachment anxiety and negative
mood although Wei et al. found that factor loadings for the ECR were invariant across
different ethnic groups. Wei et al. suggest using other assessmantmat
conjunction with the ECR-S and other self-report measures across more diverse
groups in the future.
Data Analysis

The relationship between the three predictor variables (anxious attachment,
avoidant attachment and self-differentiation) and the criterion variabEsist
difficulties and coping) changes as a function of the moderators (work exgesietic
trauma training). Baron and Kenny (1986) and Holmbeck (1997) describe two types
of statistical analyses, multiple regression and structural equation mo(i&in), as
two accepted strategies that are appropriate to test interactiors éffiecteration
effects). The presumption is that the moderator effect will be linear aesen(see
Figure 3). Though SEM is often a more preferred strategy (Baron & Kenny, 1986;
Holmbeck, 1997) all the variables in this study are continuous, and there is only one
measured variable per construct.

Multiple regression analysis is generally more appropriate to use when both
the predictor variable(s) and moderator variable(s) are continuous (BarendyK
1986; Holmbeck, 1997). Itis preferred when the sample size is smaller,dnelps t
reduce problems with power (Tabachnick & Fidell, 1996). When the moderator is
measured on a quantitative, continuous scale, the statistical power is nealxirsiizg
regression analysis (Cohen, Cohen, West, & Aiken, 2003; Wu & Zumbo, 1998). Also,
this study uses only one measured variable per construct, which makeéemulti
regression a better choice for statistical analysis. As a resulipl@uéigression

analysis will be used to study the interaction effects.
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Holmbeck (1997) explained how to analyze the data using multiple regression
stating that the predictor and moderator main effects and covariates agee énger
followed by the interaction of the predictor and moderator variables. Afteinglott
main effects or regression slopes, statistical significance ws&sltby using post hoc
comparisons of difference in group means or slopes (Wu & Zumbo, 1998).
Moderation is shown when the interaction effect is significant while the poedic
variables (anxious attachment, avoidant attachment and self-differentiation)
moderator variables (work experience and training) are controlled because the
interaction effect shows how the predictor variables and moderator variables ar
working together to affect the criterion variables (therapist difficuétress coping),
beyond the separate effects (Wu & Zumbo, 1998). The product terms for the analyses
are listed below (Moderator = Work Experience and Trauma Training).

For dependent variable, trauma therapist difficulties:
1. Anxious Attachment Style x Moderator (A x M)
2. Avoidant Attachment Style x Moderator (V x M)
3. Self-differentiation x Moderator (S x M)

For dependent variable, trauma therapist coping:
4. Anxious Attachment Style x Moderator (A x M)
5. Avoidant Attachment Style x Moderator (V x M)
6. Self-differentiation x Moderator (S x M)

A power analysis was conducted to determine the sample size for a desired
statistical power of .80 at = .05, for a medium effect size. Accounting for three
predictor variables and a moderator variable, a sample size of n = 84 is needed for this

study (Cohen, 1992).
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Design Limitations

There are potential design limitations in this study. Some of the negative
aspects of testing moderator variables using regression analysis havednsened.
Moderator effects can be difficult to identify (Holmbeck, 1997). However, moderator
effects are most often tested when a strong causal relationship isldifficlentify
(Wu et al., 2008). Centering the moderator variable, estimating the efiecf she
moderator and conducting a power analysis to determine an appropriate saenfue si
see moderation effects can reduce design flaws (Wu & Zumbo, 2008).

Human Participants and Ethics Precautions

The population investigated in this study includes educated, professional
therapists who can be assumed to exercise free will in choosing to endaige in t
study. Confidentiality applies to participants. If participants disdlosie email
address for follow-up or participation in the drawing, their confidentialitybei

maintained.
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CHAPTER 4

The problem investigated in this study was to determine to what extent
therapist work experience with complex trauma and trauma training moderates
anxious and avoidant attachment styles and self-differentiation in effélcéirapist
difficulties and therapist coping with complex trauma patients. The results of the
study are presented in this chapter. Descriptive statistics are presentéollbwed
by results of the regression analyses that address findings of each rgseatidn.

Descriptive Statistics

One hundred and twenty-six therapists responded to the study. Twenty were
excluded who did not meet inclusion criteria or who had missing data, resulting in a
sample of 106 cases. Of the 106 participants, 62.3% were female, 36.8% male, and
the mean age was 49.8 (SD = 12.3, Min = 26.0, Max = 73.0). Additional
demographic data including race/ethnicity, partner status, and place of work, are
presented in Table 1. Most of the sample was white (93.4%), married (65.1%), and

working in a large urban city (41.5%).
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Table 1

Demographic Information

N %
Race/Ethnicity*
American Indian or Alaskan 2 1.9
Native
Asian 3 2.8
Black or African America 2 1.9
Native Hawaiian or other 0 0
Pacific Islander
White 99 93.4
Hispanic, Latino, or Spanish 2 1.9
origin (may be of any race)
Bi-racial or multi-racial 1 1.9
Other 4 3.8
Partner Status*
Married 69 65.1
Single 14 13.2
Partnered 8 7.5
Widowed 3 2.8
Divorced 8 7.5
Other 2 1.9
(missing) 2 1.9
Town in which you work*
Rural town 7 6.6
Small suburban area 12 11.3
Large suburban area 16 15.1
Small urban city 27 25.5
Large urban city 44 41.5

Note.*N = 106.

Table 2 presents participant level of education and credentials. The average
number of years since graduation from their graduate program was 16.2 (SD = 12.1).
Level of education is presented in two ways. First, it is presented as hegredsifl
education attained or being attained. Second, the information is condensed and

presented in rank order: 1 = undergraduate, 2 = undergraduate plus, 3 = master’s, 4 =
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master’s plus, 5 = doctorate, and 6 = doctorate plus. The modal rank-order education
level was 5.0 (SD = 1), indicating a doctoral-level degree. The highest level of
education attained (or in progress of being attained) was a Ph.D. (41.5%) or when
described as a doctoral-level degree, 64.2%. Most of the sample were licensed
psychologists (44.3%), and 44.4% held, or also held, a typically master’s level

credential (i.e. licensed professional counselor, social worker).
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Table 2

Education and Credentials

N %

Highest Level of Education*

Undergraduate Degree 1 9

Master’s Degree (IP) 1 9

Master’s Degree 29 27.4

Psy.D. 13 12.3

Ed.D. (IP) 2 1.9

Ed.D. 4 3.8

Ph.D. (IP, pre-diss) 1 9

Ph.D. (IP, ABD) 1 9

Ph.D. 44 41.5

M.D. 7 6.6

M.D./Ph.D. 3 2.8

Other 3 2.8
Education (rank)*

1-Undergraduate 1 9

2-Undergraduate plus 1 9

3-Master’s 29 27.4

4-Master’s plus 4 3.8

5-Doctorate 68 64.2

6-Doctorate plus 3 2.8
Credential*

Licensed Professional 14 13.2

Counselor

Certified Rehabilitation 2 1.9

Counselor

Licensed Clinical Social 20 18.9

Worker

Licensed Marriage and 11 10.4

Family Therapist

Minister/Pastoral Counsel 1 9

Licensed Psychologist a7 44.3

Psychologist, working 4 3.8

towards licensure

Medical Doctor, Licensed 7 6.6

Psychiatrist

Post-graduate degree, 3 2.8

working

towards licensure in my field

Student 3 2.8

Other 7 6.6

Note.*N = 106. “IP” refers to ‘In Progress.” Education levels that were not
represented in the sample are not displayed in the table (i.e. Psy.D., in progress).
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Table 3 presents participant work setting and their role at work. Primaky wor
setting, secondary work setting, followed by primary role at work, and jpamicrole
in their secondary work setting is listed. Frequency and percent are gitka for
sample. The primary work setting most represented in the sample was private
practice (37.7%), followed by hospital (20.8%), and ‘other’ (17.0%). Participants’
primary work role was psychotherapist (67.9%), clinical or staff supervisor (36.8%)
and researcher (14.2%). Forty-eight percent reported no secondary work setting,
while 16% described their secondary work setting as ‘other’ and 13.2% worked at a

university as a secondary workplace.
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Table 3

Work Setting and Role at Work

%

Primary Work Setting*
Community Mental Health 11
Agency

University 7
Private Practice 40
Outpatient Psychiatric 7
Facility
Hospital 22
Student 1
Other 18
Role at Primary Work Setting*
Psychotherapist 72
Clinical Supervisor 22
Staff Supervisor 17
Faculty Member 12
Consultant 9
Medical Doctor 5
Minister or Priest 1
Researcher 15
Other 8

Secondary Work Setting*
Community Mental Health 2

Agency
University 14
Community College 1
Private Practice 12
Outpatient Psychiatric 4
Facility
Inpatient Psychiatric Facility 2
Hospital 3
Church 1
No Other Work Setting 49
Other 17
Role at Secondary Work
Setting*
Psychotherapist 19
Clinical Supervisor 8
Staff Supervisor 2
Faculty Member 16
Consultant 10
Medical Doctor 2

106

10.4

6.6
37.7
6.6

20.8

17.0

67.9
20.8
16.0
11.3

8.5
4.7

14.2
7.5

1.9
13.2

11.3
3.8

1.9
2.8

48.2
16.0

17.9
7.5
1.9
15.1
9.4
1.9



Minister or Priest 1 .9
Researcher 5 4.7
Other 6 5.7

Note.*N = 106. Work settings and roles that were not represented in the sample are
not included in the table.

The mean number of clients/patients seen in the last six months was 79.4 (SD
=116.3, Min = 1, Max = 720, Skew = 3.36). Most patrticipants reported that they
primarily work with adults (86.8%), followed by young adults (51.9%), adolescents
(27.4%), children (22.6%), and older adults (21.7%).

Seventy-nine percent of participants reported not having taken a trauma course
in their graduate program and 61% of participants reported not having completed an
internship/externship experience focusing on a traumatized population. The mean
number of hours of trauma training in the last six months was 20.3 (SD = 27.6). The
mean number of hours of reading on trauma in the last six months was 52.1 (SD =
69.7).

Participant descriptions of their overall training in trauma and experigith
traumatized populations are presented in Table 4. Each category was ranked 1-4 to
define level of training or experience. The definitions for categorgesdang overall
training in the understanding of and/or treatment of trauma since completing the
graduate degree were defined ad:if)ited: a few continuing education hours, 2)
Moderate more than a few continuing education hours, one seminar/training a year,
moderate reading on trauma (e.g. 2 articles and 1-3 booksjeB3¥ive two
seminars/trainings a year, some specialized training, heavy readirayorat(e.qg.
several articles and 4 books),E¥pert continuous seminars, training, and/or other
opportunities, seminar leader/teacher in the area, specialty is in trauma veork, he

reading in trauma and related research areas (e.g. several ,atlbedks, published).
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Definitions for categories describing either overall experience wiividuals who
have survived ONLY a single incidence trauma or overall experience with indidual
who have experienced repeated traumatic experiences over the lifesg@n are:
Limited one case or less per monthMY)derate 2-3 cases or more per month, but
work with other cases as well, Bensive 4 or more cases per month, and work with
these cases most of the timeE&pert more than 4 cases per month, this is a
specialty and known in the community to work with this population. Most
participants defined themselves as intensive or expert level in terms df teeraa
training (83%). Most of the sample described themselves as having limited or
moderate levels of experience in working with individuals who have survived a
single-incident trauma (75.5%). Almost three quarters of participants (73.6%)
reported having intensive or expert level experience in working with individuals who
have experienced repeated trauma. As a result, the participants can largélydoe de
as experts with regard to their trauma training and work experientendividuals
with repeated trauma. Frequencies and percentages are included in Table 4.

The mean number of clients/patients with complex trauma seen individually,
in the last six months was 23.9 (SD = 36.1, Med = 10.0, Mod = 5.0, Skew = 3.6). The
mean number of clients/patients with complex trauma seen in group therapy, in the
last six months was 11.0 (SD = 34.5, Med = 0.0, Mod = 0.0, Skew = 6.3). As a result,
the mean total number of complex trauma clients/patients seen, in this sample of

therapists, in the last six months was 34.9 (SD =65.2, Med = 15.0, Skew = 5.19).
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Table 4

Overall Trauma Training and Experience

Experience with Experience with
Trauma Training Single-incident Trauma Repeated Trauma
Description N % N % N %
1-Limited 6 5.7 39 36.8 2 19
2-Moderate 12 11.3 41 38.7 26 24.5
3-Intensive 40 37.7 8 7.5 27 25.5
4-Expert 48 45.3 17 16.0 51 48.1

Note.There is one missing value for Experience with Single-incident Trauma. (.9%

Descriptive statistics for dependent variables are presented in Tabke 5 (s
Table 7 for correlations). Means and standard deviations are included ifarl ks
and the subscales for coping: constructive coping, and avoidant coping. These scale
were taken from the Development of Psychotherapists Common Core Questionnai
(DPCCQ). The sample mean for difficulties was 1.05, with a range of 3.06 based
upon a 5-point scale where the higher the score, the greater the difficulty. nile sa
mean for constructive coping was 3.47 with a range of 3.78 based upon a 5-point
scale where the higher the score, the greater the utilization of constieaping.
The sample mean for avoidant coping was 1.05 with a range of 5.0 based upon a 5-
point scale where the higher the score, the more avoidant coping employed. Sample
means reflect little difficulty experienced, moderate constructive capimgoyed,
and little avoidant coping utilized. Cronbach’s alpha for difficulties = .93,

constructive coping = .78, and avoidant coping = .75.
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Table 5

Means and Standard Deviations for Dependent Variables

Variable N M SD Min-Max Skew
Difficulties 101 1.05 .623 0.00-3.06 .848
Constructive Coping 102 3.47 T74 1.22-5.00 -.415
Avoidant Coping 104 1.05 .675 0.00-5.00 2.23

Note. The Difficulties, Constructive Coping, and Avoidant Coping subscales are from
the Development of Psychotherapists Common Core Questionnaire (DPCCQ).

Descriptive statistics for independent variables are presented in Tabke 6 (s
Table 7 for correlations). Means and standard deviations are included for anxious
attachment, avoidant attachment, and self-differentiation. The Experiendesén C
Relationship Scale-Short Form (ECR-S) was used to measure anxious and avoidant
attachment based upon a 7-point scale where higher scores on attachmentadxiety
attachment avoidance subscales reflect higher levels of attachmety amd
attachment avoidance, respectively. The mean score for anxious attachs@ré3va
with a range of 4.67, and the mean score for avoidant attachment is 2.17 with a range
of 3.17. Sample means indicate low levels of attachment anxiety and avoidance.
Cronbach’s alpha for attachment anxiety = .74, and attachment avoidance = .74. The
Differentiation of Self Inventory (DSI) was used to measure the tote $ooself-
differentiation based upon a 6-point scale. Higher scores indicate grdiater se
differentiation. The mean score for self-differentiation was 4.44 with a&raing.58.
The sample mean indicates a moderate to high level of self-differentiation.

Cronbach’s alpha for self-differentiation was .89.
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Table 6

Means and Standard Deviations for Independent Variables

Variable N M SD Min-Max Skew

Anxious Attachment 104 2.63 1.01 1.00-5.67 574
Avoidant Attachment 104 2.17 .831 1.00-4.17 .870
Self-differentiation 93 4.44 .529 2.98-5.56 -.218

Note. Anxious Attachment and Avoidant Attachment scales are from the Experiences
in Close Relationship Scale-Short Form (ECR-S).
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Table 7

Correlations for Difficulties, Constructive Coping, Avoidant Coping, Attachment
Anxiety, Attachment Avoidance, and Self-differentiation

Correlations
1 2 3 4 5 6
1. DPCCQ-Diff 1

2. DPCCQ-CoCop .007 1

3. DPCCQ-AvCop .402** .336* 1

4. ECR-S-Anx 228  .014 -.260** 1
5. ECR-S-Avd -.085 -136  .182 297 1
6. DSI -403** -.022  -327** -547** -272* 1

Note. The DPCCQ (Development of Psychotherapists Common Core Questionnaire)
difficulties scale measures difficulties, and the coping scale measanssuctive and
avoidant coping. The ECR-S (Experiences in Close Relationship Scale-Short Form)
measures attachment anxiety and attachment avoidance. The DSI (Défenerof

Self Inventory) measures self-differentiation.

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

Regression Assumptions

There are several assumptions made in regression analysis. Krassiimed
that all variables are measured without error and that independent variables are
guantitative or dichotomous, the dependent variable is quantitative, continuous and
unbounded (Berry, 1993), and there is linearity between the independent and
dependent variables (Tabachnick & Fidell, 2001; see also Berry, 1993). Lineasity w
confirmed by plotting residual versus predicted values and the assumption was met
through visual inspection of linearity. It is also assumed that independent \&ariable
have a non-zero variance, and that there is not perfect multicollinearity hetwee
independent variables (Berry, 1993). Non-zero variance was confirmed at .15.
Predictor and moderator variables were centered to reduce problems of

multicollinearity. Also, the mean value for the error term of each set ofsvadue
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independent variables is assumed to be zero, and each independent variable is not
correlated with the error term (Berry, 1993). No correlation was found between the
independent variables and the error term. The assumption of homoscedacticity and
lack of autocorrelation is also employed in regression analysis (Berry). 1983
was also confirmed by plotting residual versus predicted values.
Regression Analysis

Multiple regression analyses were used to determine to what extent tlsere wa
a predictive relationship between independent and dependent variables. Spgcificall
the analyses tested to what extent therapist attachment anxietiyiregtd avoidance,
and self-differentiation predicted: 1) difficulties in practice with pter trauma
patients, 2) constructive coping employed when working with complex trauma
patients, and 3) avoidant coping employed when working with complex trauma
patients. Hierarchical multiple regression analyses were used to tesatimale
effects and slopes were calculated for moderation effects found (one standard
deviation below or above the mean for low and high levels, respectively). These
analyses were used to determine moderating effects of work experiencairging t
in the relationship between the aforementioned independent (attachment and self-
differentiation) and dependent variables (difficulties and coping). Independent
variables were centered in order to reduce problems of multicollineaghe(C
Cohen, West, & Aiken 2003, Tabachnick & Fidell, 2001). Moderation effects were
tested using the product term (interaction term) of the centered predidtor an
moderator variables in the regression analyses.

Moderation terms were derived from six moderator variables capturing both
work experience and training. The moderator variables included: education level (in

ranked format), total number of complex trauma patients, total number of patient
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overall training in trauma, overall experience with single-incident teapatients, and
overall experience with repeated trauma patients. Six interaction tesras w
computed per independent variable (attachment anxiety, attachment avoidance, self
differentiation) for each of the three dependent variables (difficuttesstructive
coping, and avoidant coping). Results of the analyses are discussed as tieyoperta
the study hypotheses and research questions.

Research Question 1

To what extent are trauma therapist difficulties and coping explained by
anxious and avoidant attachment style, and self-differentiation?
Hypothesis 1(models A-C)

Hypothesis 1, model A. It was hypothesized that trauma therapists who
identify as anxiously or avoidantly attached and who have a low level of self-
differentiation will experience increased difficulties in their work witimplex
trauma patients. Multiple regression analyses were used to predict dg§icalt
relation to attachment anxiety and avoidance, and self-differentiationpré&tietor
variables (attachment anxiety, attachment avoidance, and self-diffecemtigere
entered into a simultaneous regression model predicting difficulties. Jilésrésee
Table 8) indicate that Self-differentiation (DSI) and attachment avoed@CR-S-
Avd) were found to predict difficultie;(3, 102) = 9.463p < .001, and accounted for
20% of the variance (adjusted R2 = .195). Self-differentiation had the greatest
influence on difficultiesf = -.442) followed by attachment avoidanfe=(-2.2).

Thus, self-differentiation and avoidant attachment are individually negatisiejons
of difficulties, while attachment anxiety was not found to be a predictor ofudtfés.

The results partially support hypothesis 1, model A.
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Hypothesis 1, model B. It was hypothesized that trauma therapists who
identify as anxiously or avoidantly attached and who have a low level of self-
differentiation will experience less constructive coping in their wotk womplex
trauma patients. Multiple regression analyses were used to predict covisttoping
in relation to attachment anxiety and avoidance, and self-differentiation. The
predictor variables (attachment anxiety, attachment avoidance, and self-
differentiation) were entered into a simultaneous regression model predicting
constructive coping. Results indicated that attachment anxiety, attaichvogdance,
and self-differentiation were not found to be predictors of constructive coping (see
Table 9). Thus hypothesis 1, model B is not supported.

Hypothesis 1, model C. It was hypothesized that trauma therapists who
identify as anxiously or avoidantly attached, and who have a low level of self-
differentiation will experience more avoidant coping in their work with complex
trauma patients. Multiple regression analyses were used to predict avoioiagtio
relation to attachment anxiety and avoidance, and self-differentiation. dthetpr
variables (attachment anxiety, attachment avoidance, and self-diffecemtiere
entered into a simultaneous regression model predicting avoidant coping. Ultse res
indicated (see Table 10) that self-differentiation was found to predict avomange
F(3, 102) = 4.726p < .05, and accounted for 10% of the variance (adjusted R2 =
.096). Only self-differentiation was a predictor of avoidant coping where the lowe
the level of self-differentiation, the more avoidant coping employed. Self-
differentiation accounted for a low percentage of the variance, howeverhgat
anxiety and attachment avoidance were not found to be predictors of avoidant coping.

These results indicate partial support for hypothesis 1, model C.
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Table 8

Attachment Anxiety, Attachment Avoidance, and Self-differentiation Predicting
Difficulties

Predictor Variable b SE B
ECR-S-Anx .040 .066 .064
ECR-S-Avd -.166 .070 -.219*
DSI -.536 128 - 442**

Note.R = .467; R2= .218. The ECR-S (Experiences in Close Relationship-Short
Form) measures attachment anxiety (ECR-S-Anx) and attachment avoiHaR(
Avd). The DSI (Differentiation of Self Inventory) measures self-défeiation.
Attachment anxiety was not found to be a predictor of difficulties.

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

Table 9

Attachment Anxiety, Attachment Avoidance, and Self-differentiation Predicting
Constructive Coping

Predictor Variable b SE B

ECR-S-Anx .035 .090 .047
ECR-S-Avd -.155 .096 -.167
DSI -.056 175 -.038

Note.R =.159; R2=.025. The ECR-S (Experiences in Close Relationship-Short
Form) measures attachment anxiety (ECR-S-Anx) and attachment avoiHaR(
Avd). The DSI (Differentiation of Self Inventory) measures self-défeiation.
Neither attachment anxiety, attachment avoidance, nor self-differentiaéis found
to predict constructive coping.
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Table 10

Attachment Anxiety, Attachment Avoidance, and Self-differentiation Predicting
Avoidant Coping

Predictor Variable b SE B
ECR-S-Anx .057 .075 .087
ECR-S-Avd .046 .080 .057
DSI -.354 146 -272*

Note.R =.349; R2= .122. The ECR-S (Experiences in Close Relationship-Short
Form) measures attachment anxiety (ECR-S-Anx) and attachment avoiHaR(
Avd). The DSI (Differentiation of Self Inventory) measures self-défeiation.

Neither attachment anxiety nor attachment avoidance was found to predict avoidant
coping.

*p < .05.

Research Question 2
To what extent do work experience and trauma training moderate the
relationship between anxious and avoidant attachment styles and self-differentiation
on therapist difficulties with complex trauma patients?
Hypothesis 2
Increased work experience and trauma training will moderate trauma

therapist attachment and self-differentiation in relationship to traumepiker
difficulties; in turn, this will result in decreased difficulties when wogkwith
complex trauma patients for those trauma therapists who are more versus less
anxiously or avoidantly attached and those who have lower levels of self-
differentiation. Hierarchical multiple regression analyses were ostedttmoderating
effects of work experience and training on the relationship between attachment
anxiety and avoidance and self-differentiation in predicting diffiesitiSix

moderator variables were used to capture work experience and training including:
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level of education (in rank order), number of complex trauma patients/cliemsse
the last 6 months, number of total patients/clients seen in the last 6 months, overall
training in trauma, overall experience working with single-incident traame
overall experience working with repeated trauma. Separate analysesowdueted
per potential moderating variable. Interaction terms were generatedoasergial
moderating variables and independent variables (attachment anxiety X ragderat
attachment avoidance X moderator, and self-differentiation X moderatodictBre
variables were entered into the first block and interaction terms werecnigy the
second block. The predictor variables were entered into the regression model
simultaneously.

Self-differentiation and attachment avoidance predicted difficulties inrgte fi
model, R? = .237, Adjusted R? = .2(/|§4,96) = 7.475p < .001. In the second
model, self-differentiation and attachment avoidance also predicted diéscahd
experience with patients/clients with repeated trauma produced a modefsaig
between attachment anxiety and difficulties, R? = .332, Adjusted R2 = E{8293)
= 6.608,p< .01 (see Table 11 for moderating effects). Self-differentiation,
attachment avoidance and the repeated trauma experience moderator éatachm
anxiety X experience with repeated trauma) accounted for 28% of the variance
(adjusted R2 = 28.2). There was one significant relationship between experidnce wit
repeated trauma and attachment anxi€yangd3,93) = 4.394p < .05. The inclusion
of the moderator (interaction term) accounted for an additional 9.5% of the variance
(AR? = .095) beyond what is explained by the independent variables in the first
model. Self-differentiation is the most statistically significard powerful predictor,

followed by attachment avoidance, then the repeated trauma moderator. However,
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some of the predicting power of self-differentiation is reduced through nimateda
=-.398).

Simple slopes and the regression lines for each level of the predictors (one
standard deviation below or above the mean for low and high levels, respectively)
were calculated. See Figure 3. More difficulties were reported bmadherapists
with higher attachment anxiety and less experience with repeated trauma
patients/clients. No other moderator effects were found. These findingglparti

support hypothesis 2.
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Table 11

Hierarchical Multiple Regression Analyses: Experience with Repeated Trauma
Moderating Effects in Predicting Difficulties

Predictor Variable b SE B AR? AF
Model 1 237 7.48**
ECR-S-Anx .038 .066 .061
ECR-S-Avd -.166 071 -.222*
DSl -.517 131 - 424**
RT?! -.125 .063 -.176
Model 2 .095 4.39*
ECR-S-Anx .046 .064 .075
ECR-S-Avd -.197 .068 -.263*
DSI -.486 128 -.398**
RT -.132 .061 -.186*
ECR-S-Anx X RTt -.230 .081 -.326*
ECR-S-Avd X RT* .029 .092 .032
DSI X RT -.004 164 -.003

Note.RT? = Experience with repeated trauma. The ECR-S (Experiences in Close
Relationship-Short Form) measures attachment anxiety (ECR-Safwbattachment
avoidance (ECR-S-Avd). The DSI (Differentiation of Self Inventory) messsself-
differentiation.

*p < .05. **p < .001.
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Figure 3. Moderation Effect of Attachment Anxiety on Difficulties by Elgrere
with Repeated Trauma
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Figure 3.Interaction between Anxious Attachment and Experience with Repeated
Trauma Patients/Clients (RT) (moderator) predicting Difficulties. M%. Values

for RT are plotted using low (one standard deviation below the mean) and high (one
standard deviation above the mean) values of RT and Anxious Attachment. The slope
for low and high RT =.248, -.156, respectively.

Research Question 3

To what extent do work experience and trauma training moderate the
relationship between anxious and avoidant attachment styles and self-differentiation
on therapist coping with complex trauma patients?
Hypothesis 3

Increased work experience and trauma training will moderate trauna@igter
attachment and self-differentiation in relationship to trauma therapist ¢copsting
in increased positive coping reactions (constructive coping) and decreasedenegat
coping (avoidant coping) when working with complex trauma patients for those
trauma therapists who are more versus less anxiously or avoidantly attaxched, a
those who have lower levels of self-differentiation. Hierarchical multggeession
analyses were used to test moderator effects of work experience and) toairire

relationship between attachment anxiety and avoidance and self-diffeoeniia
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predicting coping. Constructive coping was tested for moderation but nacaghif
moderating effects were found. Avoidant coping was tested as a segepatedent
variable. Six moderator variables were used to capture work experienceiaingd tra
including: level of education (in rank order), number of complex trauma
patients/clients seen in the last 6 months, number of total patients/clients ggen i
last 6 months, overall training in trauma, overall experience working withesing|
incident trauma, and overall experience working with repeated trauma. t8epara
analyses were conducted per potential moderating variable. Interactswviere
generated using potential moderating variables and independent variabts (et
anxiety X moderator, attachment avoidance X moderator, and self-diféi@m{X
moderator). Predictor variables were entered into the first block and intertertins
were entered into the second block. The predictor variables were entered into the
regression model simultaneously.

Self-differentiation and experience with single-incident trauma (STD)iqiesl
avoidant coping in the first model, R? = .154, Adjusted R? = .E@D,99) = 4.510p
<.05. Again, in the second model, self-differentiation and ST predicted avoidant
coping. ST also produced a moderating effect between attachment anxiety and
avoidant coping and ST produced a moderating effect between attachment avoidance
and avoidant coping, R? = .255, Adjusted R2 = .F{Z, 96) = 4.350p < .05 (see
Table 12 for moderating effects). There was a significant moderafed ef ST
with attachment anxiety and attachment avoidance in relationship to avoidant coping,
Fchangd3,96) = 4.350p < .05. Self-differentiation, ST, and the ST moderators
(attachment anxiety X ST and attachment avoidance X ST) accounted for 20% of the
variance (adjusted R2 = 20.1). The inclusion of the moderators (interaction terms)

accounted for an additional 10.1% of the variade?(= .101) beyond what is
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explained by the independent variables in the first model. Moderator, ST X
attachment avoidance, is the most statistically significant and povpeeidikctor,
followed by ST, moderator ST X attachment anxiety, and self-differentiation.

Simple slopes and the regression lines for each level of the predictors (one
standard deviation below or above the mean for low and high levels, respectively)
were calculated. See Figures 2 and 3. More avoidant coping was reported by trauma
therapists with higher attachment anxiety and more experience with sioglent
trauma patients/clients (Figure 5). More avoidant coping was reportealunyatr
therapists with higher attachment avoidance and more experience withiaigent
trauma patients/clients (Figure 4). No other moderating effects were fainede

results partially support hypothesis 3.
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Table 12

Hierarchical Multiple Regression Analyses: Experience with Single-intiti@uma

Moderating Effects in Predicting Avoidant Coping

Predictor Variable b SE B ARZ AF
Model 1 154 4.510*
ECR-S-Anx .062 .076 .094
ECR-S-Avd .056 .082 .067
DSl -.321 152 -.243*
ST 119 .059 .186*
Model 2 101 4.350*
ECR-S-Anx .073 .073 110
ECR-S-Avd .035 .078 .043
DSI -.300 .150 -.227*
ST? 133 .059 .207*
ECR-S-Anx X STt .149 .069 .232*
ECR-S-Avd X ST*  .205 .078 242*
DSI X ST? 199 162 139

Note.ST* = Experience with single-incident trauma. The ECR-S (Experiémces
Close Relationship-Short Form) measures attachment anxiety (EQRISxAd

attachment avoidance (ECR-S-Avd). The DSI (Differentiation of Self Invgntor
measures self-differentiation.

*p < .05.
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Figure 4. Moderation Effect of Attachment Anxiety on Avoidant Coping by
Experience with Single-incident Trauma
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Figure 4. Interaction between Attachment Anxiety and Experience with Single-
incident Trauma Patients/Clients (ST) (moderator) predicting Avoidant Coplrrg
104. Values for ST are plotted using low (one standard deviation below the mean)
and high (one standard deviation above the mean) values of ST and Attachment
Anxiety. The slope for low and high ST =-.084, .230, respectively.

125



Figure 5. Moderation Effect of Attachment Avoidance on Avoidant Coping by
Experience with Single-incident Trauma
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Figure 5. Interaction between Attachment Avoidance and Experience with Single-
incident Trauma Patients/Clients (ST) (moderator) predicting Avoidant Coplrrg
104. Values for ST are plotted using low (one standard deviation below the mean)
and high (one standard deviation above the mean) values of ST and Attachment
Avoidance. The slope for low and high ST =-.122, .192, respectively.
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CHAPTER 5

Therapists who work with complex trauma patients, a difficult population to
treat, encounter unique challenges as a result of the trauma materiatqutese
diagnostic complexity, self-harming behavior, suicidality, and relationaitsethat
can often jeopardize the therapeutic relationship (Bennet, Parry, & Ryle, 2006;
Courtois, 2004; Courtois & Ford, 2009; Herman, 1992; Linehan, 1993; Marmaras et
al., 2003; Pearlman & Maclan, 1995; Pearliman & Saakvitne, 1995; Smith, Kleijn, &
Hutschemaekers, 2007; Wilson & Thomas, 2004). Gaining an understanding of
trauma therapist reactions to complex trauma patients, what may be contributing
the difficulties they experience, and how they cope when faced with théselukfs
may shed light on positive ways to manage these reactions, improve therapeutic
process, work experience, and ultimately serve this vulnerable population more
ethically and effectively. The problem investigated in this study was ¢ondieie to
what extent therapist work experience with complex trauma and trauma training
moderates anxious and avoidant attachment styles and self-differentiaticectmgff
therapist difficulties and therapist coping with complex trauma patiefisee T
hypotheses were tested in this study exploring the relationships among those
constructs.

Hypotheses and Interpretations

Hypothesis 1, model A

Trauma therapists who identify as anxiously or avoidantly attached and who
have a low level of self-differentiation will experience increasedlditfes in their
work with complex trauma patients. Attachment anxiety was not a predictor of
difficulties, which does not support Hypothesis 1, model A. Self-differentiation and

attachment avoidance were predictors of difficulties in practice with carnalema
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patients. The lower the levels of self-differentiation and avoidant attachment, the
more difficulties encountered. This partially supports hypothesis 1, model Atin tha
the direction of attachment avoidance in relationship to difficulties was negative
rather than positive.

Several observations may contribute to these findings. First, therapist
difficulties are discussed. This study found that this sample of highly expsadienc
trauma therapists report almost no difficulties in their work with compéexria
patients. The average reported difficulties was 1.05 (on a Likert scale ker
never experiencing the difficulty and 5 = experiencing the difficulty vésni.
Orlinsky and Rgnnestad (2005) also found a low level of experienced difficulties i
their large comprehensive study on psychotherapists and how they develop. They
found that psychotherapists scored an average somewhere between 1 and 2. The
current trauma therapist sample is slightly below that averagenip@tant to
distinguish, however, that in the current study, participants were asked to report on
their difficulties regarding complex trauma patients specifically, as epiptos
difficulties with patients in general, which was the case in the Orlins#tyR@nnestad
study. This finding seems somewhat expected given the previous research by
Orlinsky and Rgnnestad, yet it is contradictory to some of the writing agarcbsin
the trauma field (Deighton, Gurris, & Traue, 2007; Figley, 2002; McCann &
Pearlman, 1990; Pearlman & Saakvitne, 1995; Wilson & Thomas, 2004). One
possibility is that this particular sample was largely made up of exgede expert-
level trauma therapists. Implications regarding this general findengxaaiored in
detail throughout the discussion.

Smith, Kleijn, & Hutschemaekers (2007) found that trauma therapists do

experience difficulties related to their work with traumatized patientlsdimg a high
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level of emotional burden, difficulties regarding the psychopathology, comptexity
symptoms, and psychological problems. So it is surprising that the particip#mts i
study did not articulate difficulties in working with complex trauma patientsithS
Kleijn, & Hutschemaekers (2007) found that trauma therapists experienced fewer
negative feelings towards their traumatized patients in comparison to ©éetdred’
therapists who work with trauma survivors. This finding, regarding few trauma
therapist negative feelings towards their traumatized patients, wasahgbih the
present study.

Schrgder and Davis (2004) present the importance of therapist experience
level to the understanding of different types of difficulties the theramsthave in
hopes of addressing them. This sample includes a high percentage of expert-leve
trauma therapists, a factor which may have influenced the study’s outcomes. The
instrument may have been too broad to capture specific difficulties thattraum
therapists encounter as these may differ from the experience oéligrtaerapists.
The difficulties scale utilized in this study may have been too generalriifyde
specific experienced difficulties unique to the expert-level traumapistr An
alternative instrument may be needed to include the specific, and pogamtiglie
range of difficulties expert-level trauma therapists encounter. Thisiraay
attention to what extent the difficulties are affecting their work with cermphuma
patients. Smith, Kleijn, Trijsburg and Hutchemaekers (2007) used qualitativeianaly
in order to extract difficulties experienced by trauma therapists and @idrile¢ a
set of unique difficulties. The Therapist Reactions and Emotions Questionnaire
(TREQ) (Smith, Kleijn, Hutschemaekers, & Trijsburg, 2007) was used to capture

therapist reactions to clinical vignettes of difficult situations. Though tadored to
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trauma therapists, it may not be extensive enough and still too general to capture
trauma therapist difficulties in detail.

Another possibility that may have contributed to participants reporttiegth
no difficulties may be their familiarity and understanding of the questions being
presented resulting in the need to present themselves in a positive way, atso calle
‘faking good’ (Baer & Schwartz, 1991). Participants in the sample are highly
educated, experienced, and knowledgeable who, as a function of their education and
training, have had experience and perhaps expertise in psychology resehrch
practice. This may have impacted participant responses, especialyguistioning
their personal and professional reactions to patients and relationship styles.
Participants may have avoided reporting difficulties, incompetenc, cppatdems,
or difficulty relating.

Finally, the finding that these trauma therapists are not experiencing
difficulties is that they have reported honestly and are not, in fact, encountering
difficulties in their work with complex trauma patients. Smith et al. (2007) tegor
that trauma therapists are not experiencing difficulties as severe and iy no
experiencing vicarious or secondary traumatization to the extent that was gdsevious
believed. These authors found that the expert therapists in their study were not
traumatized, but were well-functioning, satisfied in their work, and not displaying
signs of secondary trauma. Overall, no negative effects of long-term trauka wor
were found, raising questions about vicarious trauma and countertransf&mwritte (
Kleijn, Trijsburg, & Hutschemaekers, 2007). The current study appearseict ref
these findings and lends support to the possibility that expert therapists who are
highly exposed to trauma material and working consistently with the trengthat

population are functioning well and in fact experiencing fewer difficultiebeir t
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work with complex trauma patients. Further research is needed to determine if
clinical expertise in trauma and continued exposure to trauma work serves as a
protective factor as one has more experience and is more equipped to work with this
population.

General findings regarding the sample’s reported attachment styles ar
important due to their implications for all hypotheses in the study. Lousle¥éoth
attachment anxiety and attachment avoidance were found in the sample, indicating
more that these trauma therapists tended to be of the secure attachmerithstyl
average attachment anxiety score was 2.63 and the average attachment avoidance
score was 2.17, based upon a 7- point Likert scale where the higher the score the more
anxiously or avoidantly attached, respectively.

Attachment anxiety was not found to be predictive of difficulties with
complex trauma patients. This finding is contradictory to Meyer and Pilkonis (2001)
who found it was important the therapist not be anxiously attached to form an
alliance; Black, Hardy, Turpin, and Parry (2005) where anxious attachmgnt wa
significantly negatively correlated to therapeutic alliance and stgunifly positively
correlated with problems during therapy; and Marmaras, Lee, Siegel, and Reich
(2003) who found that female trauma therapists with fearful or preoccupied
attachment styles reported more disruptions in their cognitive schemas. Thaeh the
studies examined slightly different constructs of difficulties in reteship with
attachment style (i.e. therapeutic alliance, problems during therapy, and dissupti
cognitive schemas), they all reflectdifferent types of difficsltidt is surprising that
in this study, attachment anxiety was not predictive of more difficultipsreenced;
nor was less attachment anxiety predictive of fewer difficulties expsee This

finding is more congruent with Crook and Gelso (2000) and Ligiero and Gelso
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(2002), who found that attachment style had no impact on working alliance or
countertransference behaviors. Ligiero and Gelso (2002) and Farbg16048l).
explained that their findings may be due to the therapist not perceivingethiead an
attachment figure, thus not activating their attachment system. Thibertaye in
this study, especially given that the participants are experiengaeelt-éavel trauma
therapists who also may not view their clients as attachment objects. Hpthee
study also presents mixed findings on this issue where attachment was natbiterate
relationship to avoidant coping suggesting that some attachment activatioseistpre
A particularly surprising finding in the study was tha lessavoidantly
attached the trauma therapist, the more difficulties experienced with cotrqulena
patients. This finding makes some intuitive sense considering the more avaoidant a
individual, the less likely he or she will recognize or experience diffesitis a
function of the avoidance. The finding suggests that avoidant attachment in the
sample which is influenced difficulties experienced, and perhaps reported tn@Ghres
(1995) also found that increased involvement in clinical activities was agsbwieh
more avoidance symptoms, in comparison to therapists also involved in research
activities, for example. Given that this group of trauma therapists is verg acti
clinical work with complex trauma patients, the finding does support Chrestman
(1995). Marmaras, Lee, Siegel, and Reich (2003) also found a somewhat similar
outcome where dismissive-avoidant female trauma therapists reported fepsahs
in their cognitive schemas. The authors also suggest that these dismissive-avoidant
therapists may be denying any emotional distress. In this study, arguatilern may
have occurred where the less avoidantly attached, the more difficultieseexper
Another consideration regarding attachment avoidance may be the experience

and expertise level of these trauma therapists. The amount of time spaotres tr
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therapist may have systematically caused some level of desensitizahertreuima
work, and/or their attachment system may not be activated, or not activated in the
same way as other therapists (lesser experienced trauma therapsisi@uma
therapists). Wilson and Thomas (2004) reported that avoidance and detachment was
one of five specific types of reactions reported by trauma therapists. r~urthe
investigation may shed light on whether or not this type of reaction pattern is even
more prevalent among experienced, expert-level therapists. Ligero asul(B&02)
and Farber et al. (1995) suggest that the therapist may not view the client as an
attachment object and therefore, the therapeutic relationship may nonMadiragtihe
therapist’s attachment system.

Findings regarding participants’ self-differentiation is important {gce.
The participants reported a moderate to high level of self-differentiatiear{™
4.44, based upon a 6-point Likert scale where the higher the score, the more self-
differentiated). The average level of self-differentiation was higher beaverage
self-differentiation score reported in the creation of the instrument winerag¢an
was 3.47 (Skowron & Friedlander, 1998). Bowen (1978) proposed that self-
differentiation is at least partially biological and may be someWked over the
lifespan, unlike attachment organization which may change over time (£49998).
It is important to note that this sample of expert-level, experienced tr&venagists
were found to have a higher level of self-differentiation, which meaning teey w
better equipped to tolerate stressful situations.

Self-differentiation proved to be the strongest predictor variable in this study.
Self-differentiation had the greatest influence on difficulties wheuenaatherapist
self-differentiation predicted difficulties experienced with complexitna patients.

The lower the self-differentiation, the greater the difficulties eepeed. This
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finding is congruent with the general definition of self-differentiation aedéesearch
supporting the construct where the extent to which one is self-differentiated
determines how the person will respond to a stressor (Bartle-Haring &,P2004;
Skowron & Friedlander, 1998). Individuals with a low-level of self-differeiatmat
experience a life stressor with more distress than individuals with adughdf self-
differentiation who experience the same life stressor (Friedman, 1991). Ssitiewa
case in this study, where trauma therapists with lower levels of skelfedifiation
experienced more difficulties.

Hypothesis 1, model B

Trauma therapists who identify as anxiously or avoidantly attached, and who
have a low level of self-differentiation will experience less consteiciping in
their work with complex trauma patients. Attachment anxiety, attachmeilaaos,
and self-differentiation were not found to be predictors of constructive coping, which
does not support hypothesis 1, model B.

Coping was divided into ‘Constructive Coping’ and ‘Avoidant Coping’ as a
result of the coping scale used and the need to delineate between positive and negative
coping reactions. Participants reported a moderate level of constructive coping
employed when working with complex trauma patients (Mean = 3.47, based upon a
Likert scale where 0 = never employing the constructive coping skill and 5 = very
often employing the constructive coping skill). Similar results were foynd
Orlinsky and Rgnnestad (2005) in their large study of psychotherapists where
therapists were utilizing significantly more constructive copindgeggras and rarely
using avoidant coping strategies. Overall, it appears that these traunpesthene
coping relatively well in their work with complex trauma patients. Though these

results were expected in this study, it is somewhat surprising that tlagave

134



utilization of constructive coping is not higher, especially since the samldetsef
almost no difficulties encountered.

No significant moderating effects were found in relationship to constructive
coping. As a result, the findings suggest there is no significant relationshigehetwe
attachment style and self-differentiation in relationship to constructiveg.oince
these trauma therapists seemed to be securely attached and self-@ifézteibtis
surprising that these variables did not relate to constructive coping wdiizathis
finding is counter-intuitive and is an area that needs further exploration. A few
possibilities are that there is an element of participant faking on the copileg@c
that ‘constructive coping’ was not fully captured within the context of the instrument
for this particular sample of experienced, expert trauma therapists.

The broader question asked relative to constructive coping is andite
predictors of constructive coping for these trauma therapists? It appehosigh
experienced, expert-level trauma therapists are coping relatiedliand employing
very little avoidant coping strategies, but it is unclear how they are coithgawd
what predicts this positive coping. This finding adds to the current literature
regarding mixed findings on trauma therapist coping (Deighton, Gurris, & Traue,
2007) and that experienced trauma therapists appear to cope in a unique way (Smith,
Kleijn, Trijsburg, & Hutschemaekers, 2007). Deighton, Gurris, and Traue (2007)
postulated that these varied findings may be due to the problem of understanding what
type of therapist reaction is a result of workload, exposure to traumatigahate
the process of empathizing and relating. The results of this study unddiscoeed
for a more comprehensive coping instrument that focuses on several aspects of
internal and behavioral coping patterns including: pathological, traumaticoresatd

client material, internal reactions, in-session feelings and respedsestional and
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training enhancement, self-care strategies, and other general c@utigne
Though the constructive coping scale in this study was found to be reliable and has
been tested on a large sample of psychotherapists world-wide, it may beutimat tra
therapists identify constructive coping differently than do general psychptbes:
So a future research topic would be to identify potentially unique positive coping
strategies utilized by expert therapists who work with complex traumepibts.
Based upon this study, and informed by the findings of Smith, Kleijn, Trijsburg, and
Hutschemaekers (2007), a qualitative study may be useful to gathézdidtta
regarding unique coping strategies used by trauma therapists who worlomjles
trauma patients and to use these findings to create a quantitative meascaptures
their experiences more specifically which may include general copatgges, in-
session coping, coping outside of session, and self-care strategies usaddge ma
difficulties. Understanding how experienced, expert-level trauma therapise
well, and what predicts their constructive coping strategies would be higlpful
continued training and education, and increase the liklihood of positive work
experience for trauma and non-trauma therapists who work with complex trauma
patients.

Neither attachment anxiety nor attachment avoidance was found to be
predictive of constructive coping. This is an interesting finding givengbienaption
of some negative relationship between attachment anxiety/avoidance andatiwestr
coping where the less anxiously or avoidantly attached, the more constrogiivg c
employed. However, no relationship was found. Neither attachment anxiety nor
attachment avoidance predicted avoidant coping. Again, there would be an intuitive
assumption that the less anxiously or avoidantly attached, the less avoidant coping

utilized, but this relationship was not found. The relationship (or non-relationship)
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between attachment and coping for these trauma therapists needs fiyplbetiex
to understand if there continues to be a lack of relationship between them, and if so is
it due to the possibility suggested by Ligiero and Gelso (2002) and Farber et al.
(1995) where the attachment system is inactivated for this particular grtrapmi
therapists. Another explanation may be that the constructive coping scale ttged i
study did not capture the positive coping actually utilized by these traumpisitera
Bober, Regehr, & Zhao (2006) developed a coping questionnaire for trauma
therapists, but their instrument focused on therapist’s beliefs about what may prote
them from trauma symptoms, with a focus on specific strategies used outside of
session to increase their self-care and work against secondary trastnessc This
instrument does not address in-session coping or other potentially unique coping
strategies used by trauma therapists who work with complex trauma patientsh Thoug
Orlinsky and Rgnnestad (2005) inquire about more comprehensive coping strategies,
they do not include specific constructive coping strategies that trauma sterapy
be utilizing as a function of their work with complex trauma patients. Further
investigation, informed by Smith, Kleijn, Trijsburg, & Hutschemaekers (2a0dys
may include a qualitative study to identify potentially unique constructive (and
destructive) coping strategies used by trauma therapists, followed by thepdeset
of a quantitative instrument based upon the findings.

Self-differentiation did not predict constructive coping in this study whether
be a negative or positive relationship (lower self-differentiation preditis®y
constructive coping or higher self-differentiation predicting more consteucbping,
respectively). This is a surprising finding given that a high level of self-
differentiation is associated with self-regulation and the ability to consgiou

modulate feelings and behavior (Derryberry & Rothbart, 1988). Also, the finding that
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self-differentiation did not predict constructive coping is contradictory tadbttk

and Gore’s (2004) finding where highly self-differentiated individuals employae
positive, active, and reflective coping strategies. This may support the fiyssibi
articulated earlier that constructive coping strategies are fieeindifferently and

unique to the expert trauma therapist population. Another explanation, congruent

with this study’s finding that these expert-level therapists are iexjpang fewer

difficulties, may be that since these therapists do not perceive difgtitey are then

not employing a constructive coping response. More research is needed to understand
this particular outcome.

Hypothesis 1, model C

Trauma therapists who identify as anxiously or avoidantly attached, and who
have a low level of self-differentiation will experience more avoidant gopitheir
work with complex trauma patients. Attachment anxiety and attachment avoidance
were not found to be predictors of avoidant coping, not providing support for
hypothesis 1, model C. Self-differentiation was a predictor of avoidant coping wher
the less self-differentiated, the more avoidant coping utilized, thereforallgart
supporting supporting hypothesis 1, model C.

Participants reported a low level of avoidant coping employed when working
with complex trauma patients (Mean = 1.05), congruent with the psychotherapist
development study by Orlinsky and Rgnnestad (2005). Attachment anxiety and
attachment avoidance did not predict avoidant coping. This is a surprising finding
given the assumption that attachment avoidance would relate to avoidant coping due
to an avoidant style suggesting an avoidant response. Smith, Kleijn, and
Hutschemaekers (2007) did find that when trauma therapists were faced with

difficulties, they used more active (as opposed to avoidant, or non-utilization of)
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interventions in comparison to other expert, non-trauma therapists. On the other
hand, Chrestman (1995) found that increased involvement in clinical activities was
associated with more avoidant symptoms. The current study findings appear to
substantiate the use of non-avoidant coping strategies regardless of attiastye,

but the lack of relationship between attachment (especially attachmentreng)idad
avoidant coping needs further study because it is unclear as to why tipesttera
coping reaction does not mirror their process of relating. It is possible thatesa@he
of avoidance could be due to the way participants answered the survey. Though a
possibility may be the inactivation of the attachment system, as suggestieieby

and Gelso (2002) and Farber et al. (1995), in the case of experienced, expert-level
trauma therapists in therapy with complex trauma patients, moderationwvasim

the relationship between attachment and avoidant coping.

Self-differentiation was a predictor of avoidant coping where the less fhe sel
differentiation, the more avoidant coping employed. This is congruent with Murdock
and Gore’s (2004) finding that poorly self-differentiated individuals employed
avoidant coping strategies. Individuals who experience emotional cut-aibtigse
of lower self-differentiation) will repress emotional expression and agpar
themselves from others, similar to individuals who are avoidantly attacheid (W
Russell, Mallinckrodt, & Vogel, 2008). Therefore it is understandable given that
individuals who have a low level of self-differentiation have a lower tolerance of
stress and the assumption may be made that they will employ more negative or
avoidant coping strategies. It is important to note that although self-diffgren
was a predictor of avoidant coping, it accounted for a small portion of the variance.
So further investigation is needed to understand both why there were not a stronger

association and what other predictor variables may be accounting for avoidaugt copi
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Other potential predictors for future investigation include the therapisteiped
ability to detach or distance from the patient, level of numbness or deseiasittpat
the traumatic material presented by the patient, the therapist’s vateensglated to
a positive perception of avoidance (perhaps related to race/ethnic iddaonlicat
and/or the therapist’'s perception of self-efficacy and competency in workihg wi
complex trauma patients. Also, given the strong data that suggests avoidant
attachment is closely related to low self-differentiation (specifiehotional cut-
off) (Fuendeling, 1998; Lopez, 2001; Skowron & Dendy, 2004; Wei, Russell,
Mallinckrodt, & Vogel, 2008; Wei, Vogel, Ku, & Zalik, 2005), it is surprising that
attachment avoidance did not predict avoidant coping.
Hypothesis 2

Increased work experience and trauma training will moderate traunapigter
attachment and self-differentiation in relationship to trauma therapistuliféis; in
turn, this will result in decreased difficulties when working with complaxrtra
patients for those trauma therapists who are more versus less anxiouslylantyoi
attached and those who have lower levels of self-differentiation. Expevigiice
repeated trauma patients/clients was found to moderate the relationshiprbetwe
attachment anxiety and difficulties experienced with complex traumenpstlients.
More difficulties were reported by trauma therapists with higher attathangiety
and less experience with repeated trauma patients/clients. Fewarii$i were
reported by trauma therapists with lower attachment anxiety and moreegxgeri
with repeated trauma patients. The implications of these results are edsclide
work experience and training variable is explored and the problem of utilizing it as
either a unified moderator or separate moderators is discussed. The results and

implications of moderation outcomes are reviewed. The different moderation
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outcomes found depending upon type of experience with a particular group of trauma
patients/clients is explored. Moderating effects on attachment stydtationship to
difficulties, and moderating effects on self-differentiation in relationghgifficulties

is discussed.

One challenge in this study was collapsing work experience and trauma
training into one variable. A factor analysis was conducted to potentiallyfydent
groupings of work experience and training variables that could define work
experience and trauma training more cohesively. Unfortunately, the faclgsiana
did not extract theoretically meaningful elements that could be described ifed uni
manner. This analysis substantiates the overall difficulty faced bgragers
defining and studying effects of education, work experience, and training cee to t
complexity of these constructs and how often they are intertwined (Beudller et
2004). ltis likely that this inability to gain clarity contributed to theidlifity in
testing for moderation effects in this study. However, a particular gap indfragure
has been the lack of study of specialized training and work experience spétific
group of patients. This study attempted to address these issues speaifidalid
find differences in utilizing different education, training, and experience ratmter
variables.

Due to the problem of combining trauma work experience and training into a
unified variable, six variables were used to capture work experience and training: 1)
level of education (in rank order), 2) number of complex trauma patients/desris
in the last 6 months, 3) total number of patients seen in the last 6 months, 4) overall
training in trauma, 5) overall experience with single-incident trauma, and @llove
experience with repeated trauma. After analyses and testing moderaguis, efhe

moderation effect was found in relationship to difficulties.
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Results showed that experience with repeated trauma moderated the
relationship between attachment anxiety and difficulties. More diffesiltiere
reported by trauma therapists with higher attachment anxiety and lesergpenith
repeated trauma patients/clients. No other moderation effects were foumdfofiehe
there is some discernment between work experience, trauma training anteducat
where experience with repeated trauma did play a moderating role ideéepehany
other work experience, training, or education variables.

Since delimiting therapist training and experience can be so probldRiaiic
& Lambert, 1995) the findings of this study support the utility of specifickdfining
type of training and experience with distinct populations. This finding supports
Beutler’'s (1997) suggestion that therapist variables and level of training should be
defined precisely as much as possible, utilizing academic degree alone should be
avoided, and type and effects of training in a specific area should be distinguished
from overall experience and education. The fact that other work experiemdagtra
and education variables did not yield moderation effects helps to confirm overall
differences in these constructs and aids in supporting the need for futurehrésea
specifically define and delimit aspects of work experience, training, archton.
Overall training and overall experience in trauma did not yield any moaierati
effects regarding attachment style and self-differentiation in oekstip to
difficulties. This is contrary to Smith, Kleijn, & Hutschemaekers (2007) propasiti
that training in trauma is needed to decrease difficulties (and increabepos
coping). The findings of the current study suggests that it is the overaliesqee
with complex trauma patients that seems to decrease difficulties regatthchment
anxiety, and that it is self-differentiation and attachment avoidance #ditpr

difficulties with complex trauma patients. These results also suggestalatte
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differences in working with different types of traumatized populations. Exmerie
working with patients/clients with single-incident trauma did not produce a
moderating effect in relationship to difficulties, suggesting there@cue
differences in the effects of work experience with different tram@dfpopulations.

Further research is needed to understand differences between trauma training
effects (or non-effects) and experience with traumatized populations inmshap to
trauma therapist reactions. Increased professional developmentissrétegication,
training, and experience) do not seem to assist more anxiously attacimed tra
therapists so it is possible that other development strategies, some of velnégch m
personal than professional, (personal psychotherapy, increased personal support, etc
may be warranted. Future research is certainly needed in this areahgiviiete is a
general assumption that professional development is the key to improvement, and
though it may be necessary to increase competency and skill, other forms of
development (personal, experiential) may be helpful to affect traumaigterap
reactions.

Other interesting outcomes were the lack of moderation in the relationship
between attachment avoidance and difficulties, or self-differentiation &rodities.
Given the finding that self-differentiation and attachment avoidance wedict
difficulties with complex trauma patients, finding no moderation in theseaesiips
suggest that neither work experience, training, nor education has an effect on
individuals reporting higher (or lower) attachment avoidance or self-diffatimti
Crook and Gelso (2000) and Ligero and Gelso (2002) did not find a predictive
relationship between therapist attachment style and countertransferemaeking
alliance. The authors propose that the therapist’s attachment system rbay not

activated. Though this could be a potential explanation in not finding a moderating
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relationship between attachment avoidance and difficulties in this studyatieere
differences in the effect on difficulties depending upon type of attachsthgat
(anxious or avoidant). A moderating effect is present regarding attachmxeztiya
but not attachment avoidance. It appears that the attachment system is being
activated, but with different outcomes (i.e., there is a moderating efféctagard to
attachment anxiety, and there is no effect with regard to attachment avoidance),
otherwise no effects would be found. Crook and Gelso (2000) and Ligero and Gelso
(2002) investigated therapists in general and did not discern between type of therapist
or client. So it is possible that the therapist’s attachment system magadeal
with complex trauma patients, but not activated with others. This supports Alexander
and Anderson’s (1994) suggestion that the therapist’s attachment system is more
susceptible to activation when working with patients who have trauma histories and
borderline personality features. Further research is needed to exploiféetieaces
in therapist attachment activation with different groups of clients. For egampl
series of studies looking at attachment styles of different groups of theragetss
of experience level, expertise, and specialty, and their reactions in thatpy w
different groups of patients (i.e. complex trauma patients, adjustment disordered
patients, severely mentally ill patients, non-diagnosed patients) @layiryieresting
findings regarding differences in attachment activation depending upon therapist
characteristics, type of patient seen, and perhaps a critical point wiaerevant is
activated or inactivated.

This study did not find a moderating relationship between self-differemtiati
and difficulties, and only one moderating relationship was found between attachment
anxiety and difficulties. Self-differentiation is the degree to which anichaéy can

balance emotional and intellectual functioning, and intimacy and autonomy within
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relationships (Bowen, 1978). Self-differentiation identifies an individual'sagp@
manage a stressor where lower self-differentiated individuals empennore distress
given a particular life stressor as opposed to highly self-differentiat@dduals who
experience the same stressor (Friedman, 1991; Kerr & Bowen, 1988). Wei, et al.
(2008) found a significant relationship between self-differentiation and attathme
where emotional reactivity is related to attachment anxiety and ematigraif is
related to attachment avoidance. Findings of the current study suggestHl-that se
differentiation and attachment operate differently in relationship to dltiiés
experienced with complex trauma patients. This conclusion is contradictory to
literature suggesting the interaction between attachment and setedifation.
Attachment style and self-differentiation define an individual's propetsityerge
and to individuate within an interpersonal relationship (Lopez, 2001; Skowron &
Dendy, 2004; Wei, et al., 2008; Wei, Vogel, et al., 2005). Further exploration is
needed to discuss how trauma therapist self-differentiation and attachmentyunique
function in relationship to therapist reactions, especially given that intticlg, self-
differentiation is a strong predictor of difficulties. Work experience amalitigadid
not affect the relationship between self-differentiation and difficultipeenced
with complex trauma/patients clients. It is possible that another typedsrator
may influence this relationship (increased social support, etc.). For examepée, t
may be differences in how certain types of support (professional support versus
personal support, therapist self-care) influence trauma therapist expdrienc
difficulties with complex trauma patients.
Hypothesis 3

Increased work experience and trauma training will moderate traunapigter

attachment and self-differentiation in relationship to trauma therapist copsuiting
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in increased positive coping reactions (constructive coping) and decreasedenegat
coping (avoidant coping) when working with complex trauma patients for those
trauma therapists who are more versus less anxiously or avoidantly attaxched, a
those who have lower levels of self-differentiation. No moderating effents

found regarding constructive coping. Moderation effects were found regarding
avoidant coping. Experience with clients/patients with single-incidenhau
moderated the relationship between attachment anxiety and avoidant copireg. M
avoidant coping was reported by trauma therapists with higher attachmesty amc
more experience with single-incident trauma patients/clients. Exyperwith
clients/patients with single-incident trauma also moderated thership between
attachment avoidance and avoidant coping. More avoidant coping was reported by
trauma therapists with higher attachment avoidance and more experiensmgléh
incident trauma patients/clients. The lack of relationships between aéatsalf-
differentiation, moderators and constructing coping are examined.

The fact that only two moderation effects were found in regards to coping
outcomes in relationship to work experience and training is surprising. Trippany,
Kress, & Wilcoxen discuss three studies (Folette, Polusny, & Milbeck 1994;
Chrestman, 1995; and Alpert & Paulson, 1990) that underscore the strong relationship
between training and education and therapist coping with difficult trauma cases.
These studies reported that training decreased PTSD symptoms in trarapesthe
and that specific graduate-level trauma training was needed to reduds efffec
vicarious trauma in those therapists with personal trauma histories. Though thes
studies specifically reviewed vicarious trauma, they only discussed tthenapist
negative coping. Trippany, et al. (2004) found support for the fact that experience

and training affects trauma therapist reactions.

146



Findings of the current investigation were that only a specific type of
experience (with patients/clients with single-incident trauma) waaide moderator
of attachment anxiety and attachment avoidance on therapist coping. This finding
supports the need to separate types of work experience, training, and education into
separate variables, and it provides support for different effects of workingeviain
types of traumatized populations. Future studies may also focus on the poskdiility t
experienced, expert-level therapists may employ more self-categiés which may
serve as a protective factor against negative coping and experientdtidiff in a
way that work experience and training are not moderating. Again, ganure
detailed information (via both qualitative and quantitative study) of thesetexpe
trauma therapists regarding their reactions would provide insight into protantive
risk factors in working with complex trauma patients.

The direction of the relationship between attachment and avoidant coping by
experience with single-incident trauma is notable. Trauma therapisteptibed
more avoidant coping who had higher attachment anxiety had more experngnce w
individuals with single-incident trauma backgrounds suggesting that themgrea
amount of experience with single-incident trauma contributed to highehatac
avoidance of those who are anxiously attached. Similarly, trauma therapists wh
reported more avoidant coping with higher attachment avoidance also had more
experience with single-incident trauma. Therefore, the greater amiexyperience
with single-incident trauma contributed to higher attachment avoidanhess who
are avoidantly attached.

In the current study, experience with single-incident trauma is negati
affected trauma therapists who were more anxiously or avoidantihedtad hese

findings support much of the literature regarding therapy process and outcomes of
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therapists who are insecurely attached (Beutler, et al., 2006; Blatk 2805;

Bruck, et al., 2006; Marmaras, et al., 2003; Meyer & Pilkonis, 2001; Tyrell, et al.,
1999). Anxiously attached therapists have difficulty forming therapeutaneds
(Meyer & Pilkonis, 2001), have problems during therapy (Black, et al., 2005), and
more disruptions in their cognitive schemas (Marmaras, et al., 2003). Avoidantly
attached therapists may deny emotional distress but experience muite/eog
disruptions and symptoms of distress (Marmaras, et al., 2003).

The negative impact of experience with individuals with single-incident
trauma offer some support for the vicarious trauma, secondary traumats; atre
compassion fatigue literature which suggest that continued exposure to tzadmati
individuals puts therapists at risk for developing symptoms of distress, cognitive
disruptions, and decreased ability to empathize with clients (Figley, 2002; Jenkins &
Beard, 2002; McCann & Pearlman, 1990; Pearlman & Mac lan, 1995; Pearlman &
Saakvitne, 1995). However, it is important to underscore that overall training and
experience in trauma and experience with individuals with repeated trauoréehis
did not moderate the relationship between attachment and avoidant coping, which is
contradictory to the aforementioned literature regarding exposure to traedhati
individuals. The current study highlights differences in the effects of ngskith
individuals with different types of trauma exposure, making it important to further
investigate this issue.

This study found no significant relationships or moderating effects betwee
attachment anxiety, attachment avoidance, self-differentiation and wzingr
coping. Possibilities for this outcome were previously explored, but it is impastant t
re-iterate that predictors for constructive coping and what may moderestteiive

coping (especially with these experienced, expert-level trauma thejapesds
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further investigation. Only self-differentiation was found to be a predictor oflanbi
coping, but there was no moderation effect where any work experience mgtrain
variable influenced this relationship. This finding is contrary to Murdock and Gore
(2004) who propose that teaching positive coping skills to lower self-diffeteshtia
individuals improves positive coping strategies. The present investigation suggests
that experience and training (or education) is not helping to lower sedfatitiated
trauma therapists’ degree of avoidant coping strategies. Furthermore, thibugh se
differentiation was found to be a predictor of avoidant coping, work experience and
training variables were not found to moderate the relationship, a findingufiyairss
the previous explanation that self-differentiation is operating uniquely from
attachment, and other potential moderators (i.e. personal support, etc.) and must be
further investigated to assist lower self-differentiated traumappiss in their
reactions to complex trauma patients. These trauma therapists nesatia#tsrto
help them cope with their reactions to complex trauma patients outside of additional
work experience and training. For example, future studies could focus on increased
self-care, personal support, decreased caseload of complex trauma petibentio
potentially help these therapists cope with the difficulties they areierpmg with
this patient population.
General Observations

Some of the overall demographic information collected in the sample was
unexpected. For example, 93% of the sample was white, so there was almost no
racial/ethnic diversity in the sample. About 83% of the participants alsalokebcr
themselves at an intensive or expert-level in terms of overall traumangy aind
experience. The mean age was 49. So this study largely reflects whitheaged,

expert-level trauma therapists. This is an important finding given that thedtiaed
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population is ethnically diverse and Black and Hispanic individuals are moretikely
experience child maltreatment and witness domestic violence in comparison to
Whites, and therefore has implications in trauma treatment and servicdiatiliza
(Roberts et al., 2011). Most of the sample were psychologists working ineprivat
practice and over 65% classified themselves as working in an urban city. The
demographics of the client population with whom these therapists are working are
unknown and should be included in future research. Given that inner-city populations
are minorities who are disadvantaged and have a high level of childhood and adult
trauma exposure with a high lifetime occurrence rate of PTSD (Gil|estpaé:,
2009), it is a rational extrapolation that most of these traumatized individuals who
have little means may not be receiving private-practice clinicaJ eapecially since
minorities are less likely to seek treatment for posttraumaticsstreomparison to
Whites (Roberts et al., 2011). This may contribute to perceived difficulties by
therapists and so it is necessary to explore the importance of client demogymphi
relationship to trauma therapist reactions. For example, it is possiblelthat se
differentiation and attachment activation may differ depending upon clieatalult
aspects, but this would need to be investigated in future research. There is a large
guestion here regarding a lack of culturally diverse, expert-level traumnagists. It
is important to understand why minority therapists are not represented in the,sampl
if there is a lack of cultural diversity among trauma therapists in genedéby avhy
ethnically diverse therapists from the U.S. are not members of a largetrdeal
trauma society where they may potentially receive support, education, amuftrai
Over 62% of the sample was female which reflect the trend of more females i
psychology professions (Norcross, Karpiak, & Santoro, 2005). Over 70% of the

participants reported being married or partnered. This may or may notflecaoe
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of attachment, and may provide some insight into personal level of support and
whether partnered status influences trauma therapist reactions. Fusdagcihds
needed to determine to what extent, if any, partner status may affect theakist

Most of the sample described the Ph.D. as their highest level of education
attained (41.5%). When education was collapsed into rank-order, 64.2% of the
participants held a doctoral-level degree (i.e., Ed.D., Psy.D., Ph.D., M.D., etc.). Over
44% were licensed psychologists and an additional 44% held (or also held) a
traditionally master’s level credential. About 68% identified as psychayilsts. So
this particular sample of trauma therapists studied can largely bebeéesas
doctoral-level psychotherapists.

In terms of work experience, the average number of years since graduation
from the participants’ graduate program was 16.2 years. Looking at cuodat w
experience within the past 6 months, the average number of total patients seen wa
79.4, though it is important to note that the maximum number of patients seen was
reported to be 720. Itis possible that psychiatrists working in a hospital setting
reported a much larger number of patients seen due to the nature of their work thus
affecting the average. The average number of complex trauma patients &een in t
past six months per therapist was 34.9 (23.9 seen individually, 11.0 seen in group
therapy). So the sample consists of experienced trauma therapists ggeeintt) a
large number of complex trauma patients who make up approximately 44% of their
caseload. Itis extremely important to understand the experience level of the
participants sampled because it reflects very little variability on the@adwi
experienced spectrum and appears to have affected outcomes regardingekfficult

experienced and coping strategies utilized.
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This study attempted to identify the type and amount of trauma training
received by participants. Seventy-nine percent did not take a trauma course in the
graduate program, and 61% reported not having completed an internship/externship
experience focused on trauma. This may be expected given that the average number
of years since completing their program was about 16 and specific tcaumses
seem to only recently be offered in some graduate programs.

Current trauma training was at a much greater level. The average rafmber
hours of trauma training in the last six months was 20.3 and the average number of
hours spent reading about trauma was about 50. This is high given general
requirements for continuing education hours for licensure and that these hours are
specifically focused on trauma, however, these findings are consisterbhevit
experience and expertise of the sample. This sample is currently weddteand
well-read in the understanding of and/or treatment of trauma. It is impartaote
that the sample pool was a large, international trauma association. paatsci
already self-selected by joining, paying for, and being an active meshheesearch
and practice-based trauma association. This limits the generalizabthiy findings
to some extent and may have excluded therapists who work with complex trauma
patients but who may not identify as ‘trauma therapists’ and who: do not recognize
complex trauma, are not as experienced or trained in trauma, are not able to pay
association fees, or do not have the time to devote to membership.

Participants were asked to describe their overall level of training and
experience in trauma. Eighty-three percent reported intensive or exprerall
training in the understanding of and/or treatment of trauma since completing thei
graduate degree. Again, this self-report reveals a highly trainedf-éxyps sample.

About 76% reported a moderate or intensive level of overall experience with
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individuals who have survived only a single-incident trauma. Though still
experienced with this particular group of trauma patients, the participants are
reporting less expertise. This may be due to a bigger caseload of compleatere
trauma’, patients or may be due to the participants’ conceptualization ad-singl
incident trauma and the difficulty in discerning patients with single verpesited
traumatic experiences. Whatevident, however, is that participants did make a
distinction between these traumatized populationsdahceport differences in their
experience level between the two. Understanding these differences andunow tr
therapists approach, treat, and react to these populations differently is an important
future direction of research. Approximately 74% of the sample described theilt overa
experience in working with individuals who have experienced repeated trauma at the
intensive or expert-level. So overall, these trauma therapists, in the camgi¢ s
are doctoral-level practicing psychotherapists who are highly expediemgaly
trained, expert-level therapists who work with complex trauma patients otieghlg
selective group.
Limitations and Future Directions

There are several limitations to the present study. First, the sangpbe wa
highly experienced, expert-level group. There was little variability peegnce
level, training, and expertise. As a result, the findings reflected a morggkaesoUuSs
sample and little comparisons could be drawn as a function of experience, training, or
expertise which may help account for some lack of relationships betweeneasriabl
turn, this may have influenced the ability to test moderator effects suchitbat
predictive and moderation effects were found the degree of variance accounted for
was generally low. Itis unknown how this sample approximates the population of

trauma therapists in general, limiting its generalizability.
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A large, international trauma association was used from which to recruit
participants. This served as a type of self-selection since menbedicates a
certain level of experience, expertise, and understanding of trauma work. In the
future, drawing a sample of therapists from the more general thgrapigation (i.e.,
a general therapist association) may capture variability in experieqpeatiee, and
understanding of trauma work. It may also provide a more culturally diverse group of
therapists and reflect a greater range of therapist reactions in warkimgomplex
trauma patients. A positive research and clinical implication is that tiaig st
provides a picture of the experienced, expert-level trauma therapist populdtisn. T
study captures who these therapists are, where and how they are working, what
reactions they are having, and their process of relating, information that hkdamto
how they cope. Future studies should focus on comparing this group of experienced,
expert-level trauma therapists with less experienced trauma themapisbse who do
not identify as “trauma therapists.” By understanding experienced, d&pelt-
trauma therapist reactions, less experienced therapists may be alpeotweitheir
clinical experience with complex trauma patients, a clinical impboatf this study.

Another limitation of the study is the potential level of knowledge and
awareness that participants may have had when completing the instrunhefts, al
which were self-report. The possibility of same source bias should be codsidere
limitation. Although considered a reputable tool, the attachment measure used in this
study was not normed for therapists. A different attachment instrument may be
needed to gain more accurate information on therapist attachment. This study
investigated professional psychotherapists who, by definition, have some level of
knowledge and competency in psychology research and perhaps experience with the

instruments themselves. The participants may have held personal biagesdog
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the questions and/or may have engaged in under-reporting their reactions and process
of relating. This would certainly affect findings and limit conclusionsothAer

research implication of the study is a need for more precise and comprehensive
instruments that reflect, more accurately, trauma therapist readtimthsdjfficulties
experienced and coping employed). More specific instruments would offer abroade
context of trauma therapist reactions, not only pathological reactions, or general
coping, but a range of internal and external reactions. This would help to define
trauma therapist reactions more specifically, aid in understanding svindiiencing

them, and how they can be managed more positively.

The inability to classify work experience and trauma training into a unified
variable was also a limitation to this study. Because no meaningful groupngs w
found from the factor analyses, work experience and trauma training had to be
identified as singular moderator variables. This hindered the ability ta teste
comprehensive work experience and training moderator. This results in another
research implication of this study, that it is problematic to combine education,
experience, and training into a single predictor. This study contributes #oalese
suggesting the importance of differentiating work experience, trainiigeducation
variables. This research implication stresses the need for more desédarhthering
regarding work experience, training, and education when conducting inviesisgaft
their effects.

A major clinical implication of the study is that experienced, expert-level
therapists appear to be securely attached. Because little insecurmettawas
found, it is less likely that the therapeutic relationship and process, and theetrea
of the patients by therapists in this study is being compromised by attatetetated

impairments (Briere & Scott, 2006). In terms of clinical implications ancpetr
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patient match, it is also positive that these therapists are securehedttaeating a
complimentary attachment style to the insecure patient, helpful sinceraéat
styles that are dissimilar tend to promote better therapeutic outcometleBeial.,
2006; Bruck, et al., 2006; Wallin, 2007). These trauma therapists are also more self-
differentiated and are more than one standard deviation (.06) above the population
originally studied by Skowron and Friedlander (1998) suggesting that this sangple wa
more highly self-differentiated in general. Therefore, their capsxityandle stress is
assumed to be greater. This is extremely important given the intendigy of t
therapeutic work and the complexity these trauma patients bring to therapy.

Despite the limitations of the present study, a major finding of this ssudy i
that the results do not support the literature with regard to the effect ofaniinici
exposure to traumatized persons. The current study does not support that increased
exposure to the traumatized population puts the therapist at risk for developing
pathological reactions, vicarious trauma or compassion fatigue, or that prolonged
exposure to this population will harm the therapist in some way, except in the case of
working with individuals who have experienced single-incident trauma. However,
even the findings in this study are mixed since experience with individuals with
repeated trauma did not contribute to negative coping and decreased difficulties for
anxiously attached therapists. This study supports some of the more targetedre
on trauma therapists, especially experienced, expert-level trauma steerabiereby
increased exposure to this traumatized population seems to produce fewetidgficul
and more positive coping. More specifically, this research supports that prolonged
exposure to and expertise with t@mplex trauma populatiomay be related to
positive trauma therapist reactions. A research implication of this findtog is

support additional investigation of these factors to understand the unique ways in
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which experienced, expert-level therapists are managing their exposhee t
complex trauma population and what may be serving as protective factors in their
reactions to these patients. Looking at other personal charactegsgicsacial
support, their own trauma history, etc.) that may contribute to fewer difficaltid
more constructive coping is another future research possibility. A clinipéication
of this finding is that experienced, expert-level trauma therapists areenqoeg
positive reactions in their work with complex trauma patients, they are ableko wor
primarily and extensively with this difficult population, and they are seeking out
current trauma training/education on a regular basis. As a result, compleatra
patients seen by these trauma therapists are receiving care frora theanapists who
appear to be dedicated to their work and experiencing few negative reactions.
Conclusions

The purpose of this study was to examine how therapist attachment style, self-
differentiation, work experience and trauma training, therapist difficLdnels
therapist coping are uniquely related in the therapeutic process with conapierat
patients. Expected relationships between some of these variables were famd in s
cases but not in others.

The make-up of the sample provided valuable insight and prompted further
guestioning about the population in general, and the variables tested. Participants
were mostly white, middle-aged, doctoral-level psychotherapists (mdstrof t
psychologists) in private practice who are highly trained in trauma, xpgrienced
working with complex trauma patients, and who self-describe as experts.cKiut la
racial/ethnic diversity amongst these expert trauma therapists agesuguestions of
accessibility to trauma education, training, experience, and membership to

professional trauma associations for therapists from diverse backgrounddl, @s
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other general influences white experts may have on the treatment and undsgstandi
of trauma. Little variability in terms of experience and expertise vediected in the
sample, leaving room for speculation as to how this may have affected findings. So it
can be concluded that this study is more usefully generalized to the experience
expert-level trauma therapist population.

Very few difficulties were reported by these participants. Consigl¢nie
level of experience they report, it is possible that they are experienlmonglevel of
difficulty with complex trauma patients as a function of their experiena?. lésrom
this sample, it is not possible to extrapolate findings to non-expert traurapighe
nor experienced and expert-level (or otherwise) non-trauma therapists. Anothe
consideration is that the trauma therapists sampled view difficultiesediffemvith
regard to working with complex trauma patients so their difficulties wetre n
represented in the instrument, or perhaps they identify difficulties in a unigue wa
comparison to other therapists working with a more general population. Other
possibilities such as ‘faking good,” and under-reporting should also be considered in
interpreting the findings of this study and would be useful to consider for future
research. A notable finding is that degree of self-differentiation aggpéahave the
greatest impact on difficulties. Attachment style was not a strongcpredi
difficulties though some predictive relationship between attachment anrikty a
difficulties was found. Given that attachment style and self-differemiatie closely
related in the literature (Feudling, 1998; Wei, et al., 2008) and are constatdtelp
define the process of interpersonal relating, additional investigation ischieede
understand how they are differentially influencing (or not influencing) ditfesil In
this study, attachment appeared to be playing a conflicting role iroredhip to

trauma therapist reactions where attachment is not necessarilytigegdiat is
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influenced through moderation: attachment anxiety and difficulties expedi&nte
complex trauma patients, and attachment (anxiety and avoidance) and avoidant
coping employed. Attachment style may be activated for trauma thenaprgisg
with complex trauma patients, but not generally activated with other typesearitpati
Moreover, trauma therapist reactions do seem to differ depending upon type @f traum
experienced by the patient.

This study yielded surprising results regarding trauma therapist cophrey
therapists in this sample reported generally constructive coping anchetdoeind to
be employing avoidant coping strategies. However, no relationship was found
between attachment, self-differentiation, and constructive coping. Surfyising
even secure attachment (low attachment anxiety and low attachment agpiianc
high self-differentiation predicted more constructive coping. Again, further
investigation is needed to determine if trauma therapists are defining coping
differently, employing unique positive coping strategies dissimilar to ttieeapists,
or under-reporting their coping reactions in some way. Self-differentigtioeeaed
to be the only predictor of avoidant coping, but was not moderated by education or
training. Further research is needed to understand how attachment style ardflegr
self-differentiation might differ as they affect trauma thesapactions. More
research is needed to understand how exposure to complex trauma patients and
traumatic material may in fact not be as detrimental as originsslyraed, and
perhaps may influence experienced therapists by reducing difficaiiesiant
coping, and increasing constructive coping strategies.

Future research regarding the resilience of these experienced, expért-I
therapists is important. These therapists are able to treat a larlgadadecomplex

trauma patients while experiencing few difficulties and employing pestibping
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strategies. It would be helpful to study the specific practices of gelfaca personal
characteristics that contribute to their resiliency. For the next gareddttrauma
therapists, such profiles could help educators screen for personal charestidasti
contribute to better coping with trauma content. For professional associatidns, suc
profiles would help bolster ethical codes that require continuing educationlaswel
ongoing self-care for therapists specializing in trauma work. This knowiedgiel
allow therapist educators, trainers, and supervisors to build resiliency isttroent
and novice therapists.

Further investigation is needed to understand to what extent experience with
complex trauma patients versus trauma training may be beneficial torticeanliand
what may be effective in positively enhancing trauma therapist reaatiéimsse who
are poorly self-differentiated and/or insecurely attached. The findingssadttily
support an influence beyond professional development, such as personal
development, in conjunction with or as an alternative to increased training or

experience in order to effect positive change in therapist reactions.
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Appendix

Demographic Questionnaire

Please read and answer the follow&2gquestions carefully. If you choose “other”
please specify your response in the line provided. If you choose “combination of the
above” please write down the letters of the choices that apply to you (e.g. a, ¢, & f).

For the purposes of this questionnaire, please refer to the following definition of

trauma:

Trauma: the unique individual experience associated with an event or enduring
conditions in which 1) the individual’s ability to integrate affective experienice i
overwhelmed, or 2) the individual experiences threat to life or bodily integrity
(Pearlman & Saakvitne, 1995)

1. What is your gender?

a.
b.
C.

Male
Female
Transgender

2. What is your age?

3. How do you describe your race/ethnicity? Check all that apply

S@~oo0oTy

American Indian or Alaska Native

Asian

Black or African American

Native Hawaiian or Other Pacific Islander

White

Hispanic, Latino, or Spanish origin (may be of any race)
Bi-racial or multi-racial (please check all that apply)
Other (please describe)

4. What is your partner status?

S@moo0oTy

Married

Single

Partnered

Separated

Widowed

Divorced

Would rather not say
Other (please describe)

5. How do you describe the town in which you wark

o

b
C.
d.
e. Large urban city

Rural town

. Small suburban area

Large suburban area
Small urban city
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6. What is the highest level of education you have attained (or are in the progress
of attaining)?
Undergraduate degree
Master’s degree (in progress)
Master’s degree
Psy.D. (in progress)
Psy.D.
Ed.D. (in progress)
Ed.D.
Ph.D. (in progress, pre-dissertation phase)
Ph.D. (in progress, All But Dissertation)
Ph.D.
M.D. (in progress)
M.D.
. M.D./Ph.D.
Other (please describe)

S3ITATTSQ@ 0200

7. What year did you graduate from your graduate program (highest level
attained)? *If you have not graduated from a graduate program write "i
progress."

8. How would you describe your current credential(s)? Check all that apply
Licensed professional counselor

Licensed rehabilitation counselor

Licensed clinical social worker

Licensed marriage and family therapist

Minister/ Pastoral counselor

Licensed psychologist

Psychologist working toward licensure

Medical doctor, licensed psychiatrist

Two or more of the above (please indicate letters

here):
]. Post-graduate degree, working towards licensure in my field
k. Student

I. Other (please describe)

—~Ss@—meoooTw

9. How would you describe your PRIMARY work setting?
Community mental health agency

University

Community college

Private practice

Outpatient psychiatric facility

Inpatient psychiatric facility

Hospital

Church

Not applicable. | am a student

—S@meP oo T
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j.

Other (please specify)

10.How would you describe your PRIMARY role at work? Check all that apply

T oSse@meooTy

Psychotherapist
Clinical supervisor
Staff supervisor (including executive director, director of clinic, etc.)
Faculty member
Consultant

Medical doctor
Minister or priest
Researcher

Student

Other (please specify)

11.How would you describe your SECONDARY work setting(s)?

—ATSQ@T0Po0TY

Community mental health agency
University

Community college

Private practice

Outpatient psychiatric facility
Inpatient psychiatric facility
Hospital

Church

Not applicable, | am a student
Other (please specify)
No other work setting

12.How would you describe your role(s) your SECONDARY work setting?
Check all that apply

T T S@meaooTy

Psychotherapist

Clinical supervisor

Staff supervisor (including executive director, director of clinic, etc.)
Faculty member
Consultant

Medical doctor
Minister or priest
Researcher

Student

Other (please specify)
No other work setting/role

13.What is the estimatethumber of clients/patients you have seen in the past 6
months?

*estimated number of clients/patients, NOT number of sessions or hours

14.What age-group of clients/patients do you primantyk with? Check all that

apply
a.
b.

Children (1-12)
Adolescents (13-17)

188



c. Young Adults (18-25)
d. Adults (26-64)
e. Older Adults (65 +)

15.(i.) While in your graduate program, did you take a course regarding the
understanding of and/or treatment of trauma, with the word “trauma” in the
course title?

a. Yes
b. No

(ii.) If you answered “yes” to the above question, how many credits was this
course (or combined credits if you took more than one trauma course)?

credits

16.(i.) In your graduate program, did you complete (or are you completing) an
internship/externship experience specifically focusing on a traumatized
populatior? (posttraumatic disorders clinic or posttraumatic disorders inpatient
unit, domestic violence agency, rape crisis center, etc.)

a. Yes
b. No

(ii.)If you answered yes to the above question, how many months and
estimated hours per week was this internship/externship experience?

months at hours per week

17.How many hours of training in the understanding of and/or treatment of
trauma have you had in the last six moft(esg. seminars, continuing
education, professional classes) Do NOT include courses counting towards
your graduate degree.

estimated hours of trauma training in the last 6 months

18.How many hours of reading have you done on the understanding of and/or
treatment of trauma. in the last 6 morths

estimated hours of reading in trauma in the last 6 months

19. How would you describe your overall trainiiigthe understanding of and/or
treatment of traumgance you completed your graduate degree?

a. Limited: A few continuing education hours

b. Moderate: More than a few continuing education hours. One
seminars/training a year. Moderate reading on trauma ( e.g. 2 articles
and 1-3 books)

c. Intensive: Two seminars/trainings a year. Some specialized training.
Heavy reading on trauma (e.g. several articles, and 4 books).

d. Expert: Continuous seminars, training, and or other opportunities.
Seminar leader/teacher in the area. Specialty is in trauma work. Heavy
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e.

reading in trauma and related research areas (e.g. several,dticles
books, published).
| am currently obtaining my graduate degree.

20.How would you describe your overall experienaéh individuals who have
survived ONLY a single-incident trauma? (e.g. car accident, natural djsaste
single incident rape) Do NOT include individuals who have survived repeated
traumatic experiences.

a.
b.

C.

d.

Limited: One case or less, per month

Moderate: 2-3 cases or more per month, but | work with other cases as
well

Intensive: 4 or more cases per month. | work with these cases most of
the time

Expert: More than 4 cases per month. This is my specialty. | am
known in the community to work with this population.

21.How would you describe your overall experienath individuals who have
experienced repeated traumatic experiences over the lifespan? (eglemulti
incidences of child abuse, rape, domestic violence, attachment trauma within
interpersonal relationships and other traumatic experiences)

a.
b.

C.

d.

Limited: One case or less, per month

Moderate: 2-3 cases or more per month, but | work with other cases as
well

Intensive: 4 or more cases per month. | work with these cases most of
the time

Expert: More than 4 cases per month. This is my specialty. | am
known in the community to work with this population.

22.1In the last 6 month$ow many individuals have been on your caseload who

you would describe as haviegmplex traumalefined as: a) having been
victims of repeated traumatic experiences over the lifespan, AND b) who can
be described as havi least 5 out of 7 of the following:

alterations in the regulation of affective impulses
alterations in attention and consciousness
alterations in self perception

alterations in perception of the perpetrator
alterations in relationship to others

somatization and/or medical problems
alterations in systems of meanings

Total estimated number of clients/patients with complex trauma seen

individually, in the last 6 months.

Total estimated number of clients/patients with complex trauma seen in

group therapyin the last 6 months.
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