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Abstract

The aims of this research were to explore mentalltinenurses’
knowledge and experience of vicarious traumatinaior). Literature
linking mental health nursing and VT is sparse. iTan enduring
trauma that affects those who engage empathicallgsa time and
with different patients. Mental health nurses fangoing therapeutic
relationships with patients to foster healing. sThempathic
engagement leaves nurses vulnerable to VT. Thigegr is
qualitatively designed using narrative enquiry withdepth, semi-
structured interviews of mental health nurses. aDgathered was
thematically analysed and four main themes idesttifi the impact of
VT; self-knowledge/self-awareness;  self-care;  andurnbut.
Participants in this study felt unprepared for thegative impact of
mental health nursing and learned of VT ‘on the’.jobMy
recommendations include education on identifying, @md self-care,
including clinical supervision, to ameliorate tHéeets of VT. Further
research is needed to explore the links betweeraMI mental health
nursing.

Key words: nurse-patient relations — stress managé — mental
illness - narrative approach
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CHAPTER ONE: INTRODUCTION

In the specialty of mental health nursing the refeghip
between mental health nurse and patient is a ketorfan
recovery and maintenance of hope (White, 2006)e dibseness
of the relationship between the nurse and patiastthe potential
for healing and the mental health nurse thus besothe
therapeutic tool. The often close and personal reatf this
relationship can expose the nurse to secondaryntadue to
continued exposure to the traumatic experiencethefpatient.
This continued exposure to the traumatic experemégatients
over time can lead to the development of vicaribasmatization
in the nurse. Vicarious traumatization (VT) isype of caring
induced trauma that affects the nurse psycholdgicahd
emotionally (McCann & Pearlman, 1990). VT leadstohange
in the nurse’s frame of reference for how they vieerworld and
the people in it, including the loss of trust, redd esteem and
power. Their effectiveness as the therapeutic toolthe
therapeutic relationship is thus compromised. ifm@act of VT
can be life changing and has implications for thental health
nursing workforce. There is a large body of atere on the
impact of primary trauma on patients but little thowse working

to help them.

Background

| am a Registered Nurse working in mental healtthiwia
psychotherapeutic community. In this setting thental health
nurse works with patients in psychodynamic groupdividually
and with the families of patients. The mental trealurse is a
therapeutic tool to help the patient move towardfiness and an
improved way of relating to others. | have workedlesively in

mental health for nearly fifteen years. It was lehvorking as a



new graduate that | had my own experiences of uraod VT.
At the time, however, | did not know the terms tmunor VT
and only knew that | felt fatigued, worn out fronomk and
withdrawn. Many years later while pursuing furthmursing
education | learnt there was a name for what | évguerienced.
Research linking VT and mental health nursingnsted. As a
consequence it may be poorly understood or ackrimeld in the
mental health nursing profession. At the leass ivery little
talked about.

Literature describing the concept of mental healtrsing and
VT is sparse. VT falls under the umbrella term ‘@dring
induced trauma’. The term implies that by engaging
empathically with others (in this context the mém@alth nurse
with the patient) we may become traumatized throligfening
to our patients’ trauma stories.  There is a gengap in the
literature exploring mental health nurses’ experén of this
caring induced trauma through and using their ovord® to

describe it.

| believe that mental health nurses may be at fsogmit risk
of developing VT as mental health nurses use theeseas the
therapeutic tool to effect change in our patientShis close
working relationship leaves nurses vulnerable girtprofession
to VT. Given the risk it is wise to raise awares)adentify risk
factors and be attuned to ameliorating factorsregaT. The

theme of self-care is important in this latter chijee.

The aims of this research project were to exploental
health nurses’ knowledge and experience of VT. ddpth
interviews with mental health nurses were undertaéied the
content was thematically analysed. Themes incl(ihethe

impact of VT; (2) self-knowledge/self-awarenes3), gelf-care;



and (4) burnout. Further sub-themes emerged uedeh of

these headings.

Vicarious traumatization background

McCann and Pearlmann (1995), the key authors onwrite
mostly as observers of therapists exposed to VheyTargue,
however, that the term can be applied to all wheoe cfor
traumatized people. VT is the result of continuedpathic
engagement with those who have suffered trauma,avicGnd
Pearlmann (1990). This group of patients are @aerly
vulnerable over issues of control and trust intreteships. The
authors also state that this type of trauma, VTaisatural
occurrence when one does engage empathically operiad of
time with those who have experienced trauma. rRental
health nurses the therapeutic relationship is ethéhart of what
we do and we work closely with patients within theationship.
Ongoing, empathic engagement places the mentahhaaise in
a vulnerable position to experience VT. It is tthisrapeutic use

of self that enables recovery but also endangersiinse.

The negative effects of VT can lead to nursesiigelhey can
no longer work in the job, and patients feelingsdissfied with
their nursing care. Due to the insidious natur&/®fthe nurse
may be unaware of it but just feels tired, burritand withdraws
from the patient relationship. This withdrawal rfrothe
therapeutic relationship is a threat to the recpwar patients.
Clark and Gioro (1998) describe the insidious dewelent of
indirect trauma and that nurses are unaware iappaning. It is
for this reason that my research is aimed at nuksesviedge of
VT and whether they have experienced this carinduded

trauma.



VT and its relevance to mental health nurses

VT represents enduring changes for a clinician whgages
empathically with victims of trauma. VT, and mdnlealth
workers who treat traumatized patients, is expldrgdCanfield
(2005). She states that literature related tongainduced
traumas — VT, burnout, secondary traumatic stresas—greatly
increased over the recent decade reflecting amestteand a
raised awareness of the negative sequelae for thadeng with
survivors of trauma. Crisis workers, including ri@nhealth
nurses, are particularly vulnerable due to thegular exposure
to traumatic events. The ‘John Wayne Syndrome’ {@ea&
Murphy, 1995), sees crisis workers using psychaclagilefences
such as repression to manage crises and avoid being
overwhelmed. This is a protective mechanism widols not
permit role conflict — John Wayne is always in ¢oht It also
allows the silence to continue about the dangemarking with
traumatized patients. Canfield (2005) believed ttlaicians
working with traumatized patients are not made awair the
risks of such engagement. Figley (1995), stateeetis a “duty

to inform mental health workers of risks of woi(g. 88)

What health professionals do with these traumatents is a
theme that Kleespies and Dettmer (2000) explorssirailation
of traumatic events is defined as the changing l@riag of
events to fit into our already existing views orople or the
world. Accommodation of traumatic events differs that it
requires to actually change our views of people¢herworld in
order to manage the traumatic event and place tiinwviour
understanding. This places the mental health eroak risk for
enduring and harmful changes due to assimilatingl an
accommodating these events. The irony is thatordoty to
Kleespies and Dettmer, those who are good at dmzpag with

patients are increasingly vulnerable to absorbimg patients’



trauma into their own psychological frame-work hesm they

can enter the empathic space more readily witlpdtient.

Constructive Self Development Theory (CSDT)

CSDT represents the philosophical and theoretical
underpinning of VT. CSDT is a conceptual framework
developed by McCann and Pearlmann (1990b) to ndy on
understand the impact of trauma on the adult sarsivof
traumatic events, but to provide a theoretical Bawork to
understand the impact of trauma on the therapi€SDT
identifies the patient in context of their indiveluexperiences
and avoids labelling patients as groups of symptolnsets out a
framework for linking the impact of trauma work upo
therapists/nurses (Pearlman & Saakvitne, 1995).DTC®% a
psychological theory and framework for understagdiand

healing (Pearlmann , 1998).

CSDT identifies aspects of the self that are affeédty trauma
(Pearlman & Saakvitne, 1995). Our general frameetérence
of the world and the people in it, and our beligfi®ough which
we interpret our experiences are altered as werlaltsauma.
Self-capacities, such as our ability to be constsie ourselves
across time and our tolerance of strong emotioaffect can be
diminished and impact on our ability to stay in ¢iowal
connection with others. Our own psychologicaldse®r safety,
trust, esteem, intimacy and control can be threstevhen in an

empathic relationship with victims of trauma.



Other caring induced traumas

Hudnall-Stamm states the importance of 1995 in ycod)
key works on caring induced trauma. There are iplelterms
used for caring induced traumas and these autmerieaders in
the field of compassion fatigue (Figley, 1995), wwtary
traumatic stress (Hudnall-Stamm, 1995), and VT i(Femn &
Saakvitne,1995). VT is specifically related to oimgy work with
traumatized individuals and represents enduringi@ds: to both
personal and professional perceptions (Pearlmanaé&kgtne,
1995). Compasion fatigue (CF) and secondary tragnsatess
(STS) can be short-lived with some resolution ogngrand a

diminution of symptoms.

Secondary Traumatic Stress.

In 1995 Hudnall-Stamm produced the first edition of
Secondary Traumatic Stress: Self-Care Issues foric@ns,
Researchers and Educators. Secondary traumatic stress (STS)
is a caring induced trauma produced through heaong
patients’ traumatic stories. Symptoms parall@sth of Post-
Traumatic Stress Disorder (PTSD) with numbing, eomat
withdrawal and other emotionally avoidant symptomg the

transmission of the stress separates them.

Compassion Fatigue.

Empathy is a major resource for those who workedjowith
the traumatized (Figley, 1995). Figley states thatterms STS
and CF can be used interchangeably although heufavo
compassion fatigue. He (p. 15) describes this tsrfriendly’
and that STS can carry a derogatory message whereas
compassion fatigue reflects the stress and stfapraviding of
duty-related compassion. He notes that nurses &fedrinclined
to describe themselves as suffering from compadsitigue as

this somehow represents what their role is about.



Related Constructs

| have included burnout as a related construtédase out the
differences between burnout, counter transferemuk AT as

they can often be confused.

Burnout

Burnout is a process and often the end result @oioigy
caring induced trauma (Cherniss, 1995). Masldabkson and
Leiter (1996) defines it in three parts: (i) emoal exhaustion;
(i) depersonalisation; and (iii) reduced perdamzhievement.
Emotional exhaustion occurs in response to what maey
perceive as unreasonable demands from our workttzatdwe
feel unable to meet. Depersonalization is a wayrekerving
ourselves in the face of patient demands and blartiam for
their own problems. Reduced personal achievenseattén the
result of the previous two categories, and is #adirig that we

are not as effective in our clinical roles.

Countertransference.

In the context of psychotherapy and mental healitsing,
transference is the experience of the patient latiom to their
clinician(s). In the same context counter-traresiee represents
the feelings of the clinician(s) towards their pats. When
Freud, in 1910, first introduced counter-transfegent was
thought to be something that needed to be overcbyn¢he
therapist. Jones (2005) identifies that nurseg llae potential to
invoke strong transference and counter-transferanceheir
nursing relationships and if understood there isemial for
benefit to both nurse and patient. He extends tiésne to
nurses becoming more aware of their own attachregtes in
relationships and the impact that this may haveheir nursing

relationships and care giving processes. Hermab01(2



introduces us to the term traumatic counter-trapsige and talks
of trauma as contagious, that in the role of wisntestraumatic
events the therapist/mental health nurse can bewbeémed
with the same rage, terror and despair experiehgede patient.

These constructs are similar in nature but do detjaately
express the negative effects of empathic engageaneoss time
and across different patients. VT allows for thernpanent
transformation of the clinician through the procesd
empathizing with traumatized patients. VT is specito
engagement with trauma in a clinical setting. SB@nout and
counter-transference can occur across a wide rahgmtients

not just those who are traumatized.

Vicarious resilience.

Hernandez, Gansei and Engstrom (2008) introducet® @s
new concept, that of vicarious resilience. It feesi on the
patients’ own stories of survival and the resiliemeveloped to
cope with traumatic experiences. These constreictioping
mechanisms developed by the patients can fostedrioics
resilience in the clinician. They are sustainimgl mpowering

for both the patient and the clinician.

Mental health nurses’ knowledge of VT

To answer the question of whether mental healtisasuare
familiar with the term VT and/or have had experenhof it |
chose a narrative approach with a semi-structunediepth
interview for each participant. | believe that naéive methods
mirror mental health nursing to some degree in tittal health
nurses seek and value the stories of patientshatdhese stories
emerge within the context of the therapeutic refahip. It is

also part of our nursing culture that we valueithveach other as



nurses, whether in debriefing, peer supervisiomand of shift

handover. Participants in this study affirmed thesw.

For mental health nurses to share the personariexpes of
their work | felt it was important to create an asphere of trust
and sensitivity to their stories. It is for thisason | chose the
one-to-one, in-depth interviews. This method szoading to
Fox (2006) consistent with the literature relattoghe gathering

of sensitive material.

There is wider literature available linking VT witllied health
occupations especially social work and psychothe(@anfield,
2005; Kleespies & Dettmer, 2000; Ortlepp & Friedman02;
Pearlmann & Saakvitne, 1995). This gap in thedige for
mental health nurses may mean we have difficultypeaking of
this caring induced trauma or simply that we do kmaaw of its
existence. The gap in the literature does not ntleainvicarious
traumatization is not experienced by mental heailtises. It is
possible too that we simply assimilate it as pdrttltee job
(Kleespies & Dettmer, 2000). If a nurse is newthe field of
mental health nursing they may not know what isalisu what is
a sign of suffering from VT. This highlights thesidious nature
of VT and its subtle but life-changing effectst isl essential that
we reflect on our mental health nursing culture as#t if it

contributes to nurses’ experiences of VT.

The risk for mental health nurses of VT lies in dack of
awareness of its insidiousness (Clark & Gioro, 195&ariman &
Saakvitne, 1995). These authors are convincednilnaes who
are informed about VT and lead a balanced persamal
professional life are in the best position to guildemselves and

their patients through the hazards of trauma work.



The Nursing Culture

Mental health nursing is a caring profession. éfistlly the
nursing culture incorporates notions of virtue f-sakrifice and
duty. The ‘virtuous woman’, a Victorian ideal ofomanhood
stemming from the Crimean War, and Florence Nigj#ie who
established nursing as a respectable career forewd@dams,
2007). The ‘soldier-on’, another military metapha familiar
and observed anecdotally from colleagues and mysatfams
goes on to talk of the ‘tyranny of niceness’ whgrelirses are
all-caring and nice to be around reflecting whéeos require of
them. Employers need an unquestioning devotion hHe t
organization, the patient needs a constant figutheir treatment
whilst remaining uncogniscant of the nurse’s otdemands.
This environment may contribute to mental healthrses
ignoring signs of vicarious traumatization and gttit down to
‘just part of the job’ — being encultured into traa and silently

accommodating it.

These demands may take a toll on the nursing populaith
a resultant paucity of nurses in the mental hehdthl. It is
important that we consider what messages are dgivestudent
nurses about the demands of this particular areaurding and
how we prepare new nurses for this challenging r@wearding
profession (Evans, 2007; Clark & Gioro, 1998; Mssatte,
2004).

If mental health nurses believe that the empati@tionship
between nurse and patient is the key to maintaihioge and
promoting recovery, we are compelled to investigatgthing
that may impact upon this relationship. White @0&@sserts that
if staff working in mental health cannot projecistesense of hope

and optimism then the service as a whole will hecaéd.

10



The Therapeutic Relationship

Relationships as an agent of change is themataugmout
this thesis. The nature of the therapeutic refatidp is important
to define in the context of examining vicariousutreatisation.
Pearlmann and Saakvitne (1995, p. 17) assert ttegre’ is
nothing that cannot be spoken and that eventsarh#rapy and
the therapeutic relationship itself are open toeokstion and
discussion”. Patients may confide in nurses thngist traumatic

experiences.

VT is a permanently transformative process (Pearlia
Saakvitne, p. 33). This means that for those espeing VT
there may be changes in their frame of refereneeh s their
trust in others and whether they still view the Mt@as benign as
they once did. Pearlmann (1998) lays the foundatior
considering the value of the therapeutic relatigmséind its
healing potential. The therapeutic relationshi@ushentic and
supports hope for patients whose experiences atioakhips
have been the opposite of real and offering hofiee rewards of
working in this way can be great — a human and imgal
connection with another is profoundly effective tooth. The
risks can be equally as great, and it is this desppathic
connection which places the mental health nursz \minerable

position.

For patients who have been abused, trust and ¢areoof
great importance in relationships. Once attachecklationship
to another the experience for both patient and ahéralth nurse
can be intense. Pearlmann (1998) emphasisemietance of
the one to one therapeutic relationship for théepatso they can
develop a sense of connection to a loving othdre [dving other

is an internalised object (therapist/mental healtinse) and is

11



transferential in nature. This transferential tielaship is not
‘stable’ in the sense that it is formed and refainvdthin the
therapeutic framework. For the mental health nurssan be
difficult being both idealized then denigrated & tpatient
struggles with their feelings of longing and disgs them with
contempt. For the mental health nurse, exposutkisdevel of

intensity can be challenging and, at times, ovehmhney.

The mental health nurse and the patient must teldrese
feelings and it is known in Kleinian terms as thepikssive
position. Klein states that we must bear all ceelihgs and
thoughts and not ‘split’ or ‘project’ them onto etls — this is
known as the paranoid-schizoid position (Segal 4200~or the
nurse and patient working in mental health the baudes of the
relationship in the emotional dimension are intand intra-
psychically formed and maintained. Inter-psychicatheans
between the nurse and patient and that boundaras as self-
disclosure and environment are used thoughtfulljoudd the
working relationship. Intra-psychically relates tioe nurse or
patients own relationship or beliefs about thenesland their
emotional, cognitive aspects. Each nurse and pgaisennique

and brings their own experiences to the therapeelitionship.

Halton (1994) investigates the unconscious aspegfts
institutions from a psychoanalytic perspective. dHeds light on
the function that staff may serve as ‘containerst fthe
unconscious projections of patients. In a psychadyic
approach to treatment this is fostered and it adf,sincluding
mental health nurses, who bear the unbearablenégefor our
patients — they are projected onto us. We recedhase
projections, tolerate them and re-present them backour
patients as an interpretation. This is where tnength of the
therapeutic relationship is tested with the posdnfor greater

understanding of the patients’ difficulties.

12



Language

This section on language was included to offer tgreclarity
and consistency for the reader of the terms us#udsrihesis.

In the context of my work as a mental health nursea
therapeutic community the term ‘patient’ is usednadt
exclusively. It is part of my working culture and used
throughout the thesis. When quoting or commentiog the
research of others | have endeavoured to use tiypidge they
have chosen. This does not necessarily reflecowyviews. In
the findings section | have been faithful to the@ressions used
by participants. In the context of mental healtlrsing the
therapeutic relationship is seen as an agent afgeha Trauma
includes physical, emotional and sexual trauma. ini&ll
supervision is a regular, formal meeting arrangdnitEiween
supervisee and supervisor for the purpose of @imieflection.
Affect means emotion or feeling experienced. Pggghamic
nursing in this project reflects the in-depth foco$ the
therapeutic relationship and not taking thingsaaefvalue alone.

Structure of the thesis

Chapter one introduces the concepts of VT anditieto
mental health nursing. In chapter two | focus be tnental
health nurse and the therapeutic relationship whschat the
centre of mental health nursing. | look at the aetpvicarious
traumatization might have on this healing relatiops Chapter
three looks at the construct of VT and of CSDT whpcovides
the theoretical underpinnings of this caring inadldeauma.
Chapter four summarises the extant literature on anf its
relationship to the mental health nurse, the therap

relationship and the patient. Chapter five focuseshe methods

13



chosen and why, and the ethical considerationsagwad within.

Chapter six contains the findings and incorpor#ttesanalysis of

the interviews and exploration of the nurses’ s®ithemselves.

Chapter seven is the discussion and recommendateni®n of
the thesis. The discussion includes themes thatgad in the
interview analysis and recommendations from theaesh will

be put forward.

Conclusion

This research focuses on VT as a caring inducedniaa |
investigate whether mental health nurses know of &fd
whether they have experienced it. The nursinguolwithin
which mental health nursing sits is explored. ¥Tan enduring
trauma and is often hard to recognize. VT haspibiential to
produce life-changing effects for the nurse andimately

impacts on the care the nurse gives the patient.

The next chapter positions the nurse in the memalth
context and makes links to nurses’ vulnerabilityM® in their

role.

14



CHAPTER TWO: THE MENTAL HEALTH NURSE

Introduction

This chapter explores the context of mental healtising and
its interface with VT. The nature of the therapeue¢lationship
between the nurse and patient is explored incluthoilp nurse
and patient perspectives. There is an overviewsibrical and
modern influences on mental health nursing andplceg the
unconscious and its links with nursing, VT and therapeutic
relationship. Other caring induced traumas relevanmental
health nursing are also described. It is importantink these
subject areas to the role of mental health nursisghey may
reveal the nurses’ vulnerability to VT. The chaptencludes
with an exploration of why mental health nurses eyt risk of
VT.

The role of the mental health nurse is complex emahges
with the setting. In some clinical areas of mehtdlth the need
for physical boundaries is important to maintaifiesa in the
community setting an assessment of daily functeomore the
focus. Regardless of the area the mental healgens working
in he, or she, bring themselves to the role to foehationships
with patients that are both therapeutic and regodenven. It is
important that if we value the therapeutic relasimp and
consider it as central to mental health nursing gredpatient’s
recovery, then we should be mindful of what impaats this

relationship.

15



Historical Context of Mental Health Nursing

Peplau (1952) was at the forefront of nursing tis®rwho
guestioned what mental health nursing practicesbased on.
She stated that nursing can be seen as both irderfz and
therapeutic (p. 5). Peplau proposed that if nurgesw
themselves, through observation, examination anditoring of
their own emotional and behavioural responses hers} that
they may then take those experiences and use themhei
therapeutic relationship with the patient, (TomeyA§ligood,
2002). Peplau trained as a nurse and specializgxychiatric
nursing, with wider education in psychology. Pefdadeas on
interpersonal relationships in nursing were indightand
refocussed psychiatric mental health nursing asadnership
between nurse and patient, versus the custodil@ sfynursing
existent at that time. The empathy that Peplaudel to in the
forming of these therapeutic relationships is wpats mental
health nurses at risk of developing vicarious tratination (VT).
Peplau says that without the mental health nussfawareness
we place our patients at risk of receiving, if medily, our own

anxieties with the prospect of prolonging recoviemnythe patient.

Peplau attempted to de-stigmatize mental healtlsimyirby
her framework and emphasis on the interpersongierapeutic
relationships, and to identify mental health nuysas a specialty
in its own right (Tomey & Alligood, 2002). Peplautheory is
humanizing, in that it allows for the developmefttioe nurse
and the patient in relation to one another. Peptserts that the
type of person a nurse became, would strongly emite what the

patient learns while being nursed through illné3sp{au, 1952,
p. 5).

A later contemporary of Peplau’'s was Joyce Trawelbe

psychiatric nurse, educator and writer (Tomey & igdbd,

16



2002). Travelbee’s emphasis was to bring the nansepatient
together, put simply, the relationship was a pasime. Nurses
and patients are uniquely human and from this bpesition

there is equality. She believed that the termiéodt was a
stereotype and that there are only individual hurbaimgs in
need of care. Nurses have a special body of krigelend can
use it to care for other humans in need of assistaihis closing
of the gap between nurse and patient is where igheof VT

comes in with such close quarter empathy. In tedayrsing the

therapeutic relationship remains the central theme.

Modern nursing and the therapeutic relationship

Mental health nurses perceive the therapeuticioelstiip at
the core of their practice. Although O’Brien alstates that
mental health nursing does not have exclusive cstmgrof the

therapeutic relationship (O’Brien, 1999).

In recent times Barker's (2001) Tidal Model of nogs
relationships has gained popularity. He uses#aeand the tide
as a metaphor that reflects the constantly changatgre of a
person’s life. The Tidal Model assumes that eaicts is on a
journey on the ocean of experience. Experiencelness and
health are all part of this journey. Ideally weest our own
course across the ocean but at times we may foubedroarded
or need safe haven. Once repairs make us seaywnagtin we
head out to sea once more. Barker attempts tvigeirate the
need for the mental health nurse whilst focussimghe patient’s
story — their lived experience. He feels that éxperience of
mental illness is inherently disempowering and bat out a
model of care to ameliorate this disempowermeny.fdgussing
on the patient’'s narrative, their experience oigeinwell, the

mental health nurse is in a unique position tosaske patient to
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help themselves. In the Tidal Model, Barker assuthe mental
health nurse needs to get close to the patientdardo explore

the experience of health and iliness together.

Silverstein (2006) expresses concern about anasirg trend
towards more ‘managed’ health care, for the sakecohomics,
and advanced technologies have implications fortlleeapeutic
relationships inherent within nursing. The castflithat occur
for nurses because of it, such as maintaining raplegitic rapport
with the patient in an ongoing way will affect tpatients and
their recovery. Silverstein (2006) strongly asseftherapeutic
interpersonal interactions as quintessential coemwsts for
advanced psychiatric and mental health nursing siraild be
upheld, promoted and implemented to improve outs3n{p.
40). However, | believe the danger for nurseébas working for
too long in this conflicted environment may resualtemotional
exhaustion, depersonalisation and reduced persmhavement
— that is burnout. Burnout and VT are threatdhi® mental
health nurse profession which is an aging popatathat must

regenerate to secure a future.

Participants in Rydon’s (2005) study were cleart thee
clinician they most wanted a therapeutic relatigmshith was
the mental health nurse. Families were relianthamses for
support and information which fostered hope fooxeey in their
family member. Nurses who are experiencing VT mesyadce
themselves from the patient and their family andly ren
medication with limited availability to talk with gbients
(Cutcliffe, 2008). This, says Cutcliffe, has seeviausers
frustrated. The therapeutic relationship is not ps ideal, it is

viewed as essential for recovery.
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Caring and the therapeutic relationship

Mental health nursing places caring and the thertape
relationship with the patient at the centre of tharsing
profession (Evans, 2007; Peplau, 1952; Silverst&@06).
Yalom (1980) talks of the indestructible naturetlois type of
caring and that, as practice for relating to sigaiit others in the
patients’ life, genuine relationships with cliniogare invaluable.

For the patient feeling cared for and trusting hie hurse is
essential to facilitating trust and safety in order disclose
personal and often sensitive information about dedues to
another — sometimes for the first time. Warelow &udivard
(2007) argue that modern mental health nursingagerthan care
and caring. They include resilience and emotiongdlligence
and assert that these skills will assist in amating the impact
of negative experiences such as VT and further |[dpirgy the
skills of the nurse. Emotional intelligence reféosa nurse’s
ability to identify, express and recognize emotioasd
incorporate into thought. This helps build resitie in the nurse

as they are then able to transcend negative expese

Nursing relationships with patients are rarely raut Mental
health nurses work with patients who suffer sewr@ enduring
mental illness. Nurses bring their own feelings tioe
relationship and assess those of the patient andufate a
clinical opinion. Because of this starting pointe wnay
encourage strong transference reactions from thenps we
treat. This may be in both positive and negatre@sference.
We may be the all-caring nurse/parent who allesiatexiety, or
we may be the uncaring nurse/parent that causestarmx even
harm. If we can bear these extreme feelings amndelss their
potential for greater connection and understandwith the

patient then we really do become the therapeutictbat enables
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hope and healing. Peplau (1952) described thisuamgate
roles that nurses are cast into by the patient,yrmbslic

representation of a past relationship (p. 51).

The patients’ experiences of the therapeutic reladnship

Research on patient experiences of mental healtiices
reveals that the therapeutic relationship andnglkherapies are
highly valued (Cameron, Kapur & Campbell, 2005; dlitfe,
2008; Schattel, Starr & Thomas, 2007). If thiatrenship is
compromised due to the nurse feeling traumatizezh tthis
affects the recovery prospects of the patient. cWeR005)
interviewed experienced psychiatric nurses to ifiergivotal
moments in the therapeutic relationship — in otlerds, what
made them therapeutic. Emergent themes were: Ietsteen
patient and nurse; power sharing in the relatignshiutuality
where both acknowledged the effect the relationskap having
on them; self-disclosure from the nurse when apimaitg
congruence in that the nurse displays attitudesistant with
their beliefs and values; and authenticity whicswiescribed as
being as close as nurses could get to using theiteaselves in
the therapeutic relationship.  The use of seH mental health
nurse trademark but it is also what places ushtaf VT.

Rydon (2005) views knowledge in New Zealand of rtbles
of mental health nurses as inadequate with a ldatonsumer
perspective. In focus groups she explored theepéans of
mental health users towards mental health nurses,rbles, and
what was needed and valued in the therapeutidaoe$dtip. Six
sub-categories emerged: being professional, camygelgope,
working alongside, knowing and respecting the perdmman
quality and connection. These connections mayobsened or

non-existent if the nurse has VT. Gordon (20063hallenging
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of nurses’ own views of themselves and their pites that we
are cultured to regard ourselves in an almost icelgy and
altruistic framework, perpetuating the role of ragsas self-
sacrificing angels of mercy. This is a vulneraplesition for
mental health nurses to occupy. It could leacbudetvelop VT if

we think we should be able to absorb the strestrancha alone.

Another study of the perceptions of mental heakhvise
recipients on the therapeutic relationship wasi@adrout by
Shattell et al. (2007). Their research questiors wehat is
therapeutic about the therapeutic relationshipf’.qualitative
interviews with mental health service recipientgrtigipants
were asked to comment on the experience of beinigrstood
and what made the difference in a relationship. alysis was
carried out to tease out components identifyingherapeutic
relationship. Three themes were discovered asvistl ‘relate
to me’; ‘know me as a person’; and ‘get to theusoh’. The
use of touch, self-disclosure and blunt feedbackewalso
articulated. An overall theme of ‘knowing the wéagberson’,
versus as a user of mental health services, revetself. To
achieve these empathic goals requires the menadthheurse to
be ‘present’ with the patient in a close way. Amyth that
interferes with the nurse’s sense of self is hamasdto the
foundation of a therapeutic relationship. In VTs an
occupational hazard, a nurse may feel untrustinglodrs, unsafe
and as a consequence withdraws from the patiemtri(Ran &
Saakvitne, 1995).

Cutcliffe (2008) stresses the importance that pidiplace on
the interpersonal therapeutic relationship paréidul with their
mental health nurses. Their experience of ‘natarad warm’
relationships recognizes the patient’s dignity amdespectful
and supportive. This natural warmth is comprochigsden the

nurse is experiencing VT.
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Why are mental health nurses at risk of VT? Numeside
the ‘holding environment’ as outlined by Winnicdtt965) a
pioneer in the field of child psychotherapy. THi®lding
environment’ provides a safe space for patientsptay’ or
experiment in while in a therapeutic relationshighwmental
health professionals. Nurses provide accessilality continuity
to a patient and offer the possibility of a secara loving
attachment. Through this attachment it is hopatlttie patient’s
difficulties in relationships are worked through if\hicott,
1965).

Nursing, the unconscious and the therapeutic reladnship

Although the two may never meet, the unconsciouddsaf
both the patient and the mental health nurse imaadtinteract
with one another. Our unconscious motivations ideds shape
our conscious behaviour. In the unconscious, Fréilfil5)
proposed that we operate a series of defence misai&in order
to manage the challenges of daily living. Thestemses serve
the purpose of providing temporary relief from thenflict
produced by these frustrations. The defences are gbaour
unconscious world and soothe our intrapsychic diese They
are revealed, according to Freud, in our dream&aweur,
symptoms and relationships. This internal relatgmswith
ourselves does affect others. Mental health nunsag work
closely and empathically with traumatized patientsThis
psychodynamic work can change our frame of referesfcthe
world and people in it, thus affecting all our teaships both
personal and professional such is the impact of (P€arlman &
Saakvitne, 1995).

In exploring the place of the unconscious in metizdlth

nursing Crowe (2004) maintains that if mental Healarses are
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aware of the function and importance of the uncimscin the

patients’ lives then this will arm the nurse witkills to kindle

psychotherapeutic  relationships that have longevity

Understanding unconscious processes in the patiérforge an
understanding for the patient of their own processed make
links in their conscious world. Raising to conspess that
which is hidden, barring behaviour and defenceshesstart of
conscious change and recovery. Peplau (1952)ratsmgnized
“the re-experiencing of older feelings in new sitoas” (p. 57)

to facilitate personality growth.

Crowe (2004) believes that behaviour, without uatirding
what came before, is self-limiting and doomed tpetgion.
This repression of underlying feelings/processeshim patient
can only last so long until the defensive adaptatm living in
the world ceases to work. The psychotherapeetationship
offers the patient a path to find meaning in thifie that
recognizes individual differences. Forging healthhealing
relationships with mental health nurses offers hopgatients. If
the nurse is experiencing VT, however, this positiglationship

is threatened.

Clarke (2008) believes that mental health nurses atr
increasing risk of VT and recommends clinical sujson for
the exploration of transference and counter-trapsfee in
trauma work. In Evans (2007) focus was placedransference
in the nurse-patient relationship in mental heaihe is careful
to draw out the difference between transferencedapegndency,
the latter is often used pejoratively. The therdj relationship
is a professional one where the nurse’s use ofisaléntral to
communication. It is here that the transferenae lwa taken up
as part of this psychodynamic relationship betwearse and
patient. Transference is the patient’'s experiesrckeelings that

develop within the context of a therapeutic relaginip. These
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feelings are shaped by the patient’s own lived ggpees and
relationships. The importance to the mental heailifse is that
transference can provide the basis on which thetapeork can
be done. Counter-transference is the feelingsldpegd by the
nurse towards the patient. These feelings are rdfa@m the
previous experiences of the nurse and within thenéwork of
the therapeutic relationship.  Counter-transferertan be
affected by the nurse’s well-being. If affected Wy the nurse
may develop negative feelings towards the patidiie skill is in
recognizing whether VT is a factor or whether therse’s
responses are what he or she would expect givepdteular
patient they are working with.

The unconscious and VT

| believe it is vital to look at factors that mayogect those
working closely with traumatized patients. Merttaklth nurses
are among these workers given we are a large ottonphgroup
within mental health and form ongoing therapeuglationships
as part of our daily work. In a longitudinal, mikenethod study
Collins and Long (2003b) looked at the psychologeféects of
working with trauma. They demonstrated that corsjoas
satisfaction was a possible protective factor drad those with
high compassion satisfaction were less inclinedstiow high
levels of compassion fatigue and burnout. In tlogialitative
data, team spirit and camaraderie, coupled wits#tisfaction of
patient recovery were viewed as the best aspeat®ing in a
multi-disciplinary team and ameliorated the negateffects of
trauma work. In an attempt to identify balanciagtbrs against
the negative effects of working with trauma surve;dHernandez
et al. (2007), formulated a new concept called noce
resilience (VR). Their phenomenological approads wsed to

reveal descriptions of the effects on therapistwitiessing how
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traumatized patients cope constructively with agiter Through
reflection on human beings’ capacity to heal, ipcoating
spirituality as a valuable dimension in treatmend &he fostering
of hope and commitment, these authors feel VR seaable.
They conclude that VT and VR are both naturally usdog
processes in the context of trauma work, and tHRtdifers a

counter-balance to the negative effects of traurmkw

Other Caring Induced Traumas

This broad term, caring induced trauma, is ususdigociated
with working in professions where there are higimhuo contact
hours. Other caring induced traumas include cosipadatigue
(CF), secondary traumatic stress (STS) and burndtitfeatures
across the different specialities of nursing, idahg emergency
department nurses (Little, 2002), and those deadiitly a high
percentage of female patients such as nurses vgorkin
obstetrics and gynaecology (Gates & Gillespie, 2008he risks
in these areas are related to patients who ardlysuimitted for
reasons other than psychological trauma but whiosg smerges
once they have been admitted into hospital. Nuvsarking in
these areas may be unprepared for the extent oértiagional

involvement sought in the one to one relationship.

Empathy is a major resource for those who workedjowith
the traumatized. Figley (1995) coined the term passion
fatigue which he believes reflects the stress atrdins of
providing of duty-related compassion. Hudnallf&ta (1999, p.
xX) quoted a colleague who thought that the termmpassion
fatigue sounded more “noble” since it is acquidedtigh caring.
This may have particular application to nurses ateoften seen
as noble and self-sacrificing, sublimating themselto achieve

the needs of others.
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Maslach, Jackson and Leiter (1996) defined burnotitree
parts: (i) emotional exhaustion; (ii) deperdwadion; and (iii)
reduced personal achievement. Emotional exhaustion
response to what we may perceive as unreasonabbandis
from our work and that we feel unable to meet.
Depersonalization as a way of preserving oursalvéise face of
patient demands and blaming them for their own lerob.
Reduced personal achievement is often a resultnaftienal
exhaustion and depersonalization, the feeling Wetare not as
effective in our clinical roles. These feeling® arot unique to
burnout and are noted by Pearlman and Saakvitn®5§18s
consequences of VT. Mental health nursing requiseto be in
relationship with the patient and this aspect of practice is

damaged by VT, burnout and other caring inducaghtes.

Why are mental health nurses at risk of VT?

Mental health nurses are at risk because empatigagement
is the basis for the therapeutic relationship betwaurse and
patient. They use themselves as the therapeutievtuch leaves
us vulnerable to chronic exposure to the traumaiestoof

patients.

Nurses make up the majority in of the workforcenoéntal
health. The therapeutic relationship is centraimantal health
nursing. The forging of real, caring relationshipshighlighted
as important in research that includes clinicianva$f as patient
perspectives (Shattell et al., 2007). If, accaydio Yalom
(1980) nurses are to maintain a sense of indesilectaring then
they should, as mental health professionals with highest

human contact hours, make themselves aware ofitke for
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caring induced traumas, and VT in particular, wkiegy engage

empathically with patients.

If mental health nurses become overburdened i therk
they may withdraw from this empathic engagement. lett
unchecked they may rely on depersonalization tatbepltheir
flagging coping resources. Depersonalization neayove them
from patients’ experiences and rob patients of ¢hance to
recover. It may also rob nurses of the possybiit a healing
engagement with another person. Placing a fatsendary
between nurses and patients may give temporargf relnen
feeling beleaguered but this separation is detriaién both. It
may be stigmatizing for the patient as they maymigla
themselves for the nurses withdrawal. It is dehumag for the
nurse as they may isolate themselves in responséltand

feeling overwhelmed.

Mental health nurses with a personal history ofirtlosvn
trauma are more at risk of VT (Clarke, 2008; Peanm&
Saakvitne, 1995; Warne & McAndrew, 2005). Thissesi two
further issues. Firstly, are mental health nuepared to work
in the area of trauma? Secondly, how can we preraot own
mechanisms of self-care? Clarke (2008) feels tihatalue the
mental health patient we must also value oursel&e supports
education on the risks of VT for nursing studebis, also to be
aware of our own responses generally towards thdse are
trauma survivors. A common reaction is to ‘resdinr patient,
reinforcing the patient as a victim and disempomgthem in the
process. Another response is to disengage fromatient when

feeling overwhelmed, as in the case of VT.

A risk factor for mental health nurses in develgpWT is a
lack of education and preparedness to working wahma and

its sequelae on the carer. Strong recommendationghe
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education of mental health nurses come from Warnd a
McAndrew (2005). They believe that the environmeiithin
which education takes place needs to be as ‘hdldisgthe
environment we attempt to maintain for our patient3his
environment would facilitate the working through wiresolved
personal issues for the mental health nurse. 3oklind Long
(2003b) are also supporters of this type of tharape
environment for those working with seriously tradined

people.

The inability to recognize and assess the expesgerand
consequences of VT and other caring induced trauisaa
potential problem for the mental health nurse. Aeotrisk is
whether measurements for VT, CF and STS are aecumat
sensitive enough (Sabo, 2006). She recommendsefugsearch
to adequately capture the costs of caring and faviongitudinal
studies to explore symptom development in relatmrfactors
such as chronic exposure to traumatized patiehésjmpact of
the nurse’s own trauma experiences, their educadéweel, and
years of nursing experience. Long-term studies miag us
important preventive strategies for VT in the meértaalth

nursing workforce

Gordon (2006) asked an undergraduate class of swicse
describe their work and they struggled to defineraising the
guestion of what do nurses really do? Gordon ehgks the
notions of caring being a natural component of ingrsather
than a learned skill and that generally nurses Hedvas are far
too limiting of their role description. Intentialy or
unintentionally, she feels that nurses, and somesimy
organizations, reinforce traditional images of mgsas self-
sacrificing and silent work. This may pose dandgerthe mental
health nurse. If nursing and caring is ‘naturbern what if one

feels unable to continue caring, as in the cas&™? The
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potential to feel alienated within the nursing ssion is a real
threat to mental health nurses if VT continuesegabrecognized
and those suffering it feel they do not belong wather nurses
who are functioning without VT.

Conclusion

Literature supports the notion of the therapeutiatronship
being valued by both patients and nurses in offetiope and
recovery. Peplau (1952) proposed that we knowebugs as
nurses before we then seek to know our patients: theory of
interpersonal relationships has provided a foundator mental
health nurses since 1952. Mental health nursim@yomust
contend with advancing technologies whilst protegtithe
therapeutic relationship with patients. The thetdj
relationship is a vital part of recovery but VTasthreat to its
healing potential. Engaging empathically and us@erding

what has gone before, both consciously and unconslyi, is a

key component of psychodynamic nursing which can be

negatively affected by this caring induced trauma.

VT is a risk for the mental health nurse due to fmuming
ongoing, empathic relationships with patients astose. It is
under the spotlight of VT that we may experiencelugimg
changes to our views of self, the world and thaosd.i VT is

explored in the next chapter.
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CHAPTER THREE: VICARIOUS TRAUMATIZATION

Introduction

This chapter discusses vicarious traumatization) (&1d the
background to its development in the mental heaigta. It looks
at the main authors of this phenomenon, the relasearch and
the risks of this caring induced trauma. | alsscdss trauma and
its relation to VT and who might be more vulnerabdeVT.
Ameliorating factors are discussed along with whetlt is

possible to prevent VT from occurring.

The philosophical underpinnings of VT, construdivself-
development theory (CSDT), set it apart from otlearing
induced traumas. CSDT is an inclusive theory #matapsulates
the effects of trauma on both patient and caret. is lless
symptom driven than, for example PTSD, and reptssen
unifying personality theory across health and dlsor(Pearlman
& Saakvitne, 1995). CSDT outlines aspects of #lé that are
affected by VT. These include our frame of refeeemmn the
world, others and our spirituality; our self-capgss to tolerate
strong affect and maintain a sense of connectidh @thers; ego
resources to meet our own needs and engage witbrspth
psychological needs such as safety, trust, estegmacy and
control; and our memory can be affected by traumtn \&

disturbance in imagery and affect.

VT, what is it?

Vicarious traumatization (VT) is a caring induceautma that
can occur when one engages empathically with anviaf
trauma. The phenomenon that is VT had its genesi®90 when

McCann and Pearlmann published their first workey became
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aware that the focus of trauma work was mostly \ili client
and did not encompass the impact that this workhirfigzve on
those who treat trauma victims and, who as a caesexg of that
work may suffer enduring psychological sequelaehisTcan
involves a change in the frame of reference, thatér’'s view of
the world and those in it. Further effects on titeater may be
felt specifically in the personal areas of safetntrol, intimacy,

trust and esteem.

McCann and Pearlmann (1990) elaborated on a previou
model of theirs to understand the effects of pshagioal
responses to trauma victims. This formed the basi€SDT.
Each trauma story is unique and it is not basedhentreater’s
interpretation of it. Construction of meaning is formed and
reformed as the individual experiences new eventtakes in
new information which are then incorporated intoe th
individual's beliefs about themselves and otheFsom this we
glean that each of us will respond differently tiwaaimatic event,
given our background including culture and spilitya
Pearlmann (1998) suggests that this psychologicabry is
useful as a framework for both understanding analifg of

trauma.

If trauma is contagious, as Herman (2001) statég, t
therapist/mental health nurse can become overwlkimith the
same rage, terror and despair experienced by ttienpa She
calls this VT or traumatic counter-transferenceerrian believes
that the core experiences of psychological trauma a
disempowerment and disconnection from others. Coad
argue that that they are doubly disempowered, siBaeker
(2001) asserts that being mentally unwell is autcrably
disempowering with a subsequent loss of controecdrery is
based on empowerment and building new connectiadstlzat

recovery cannot take place in isolation. The masimn of trust
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and autonomy in relationships is a prime goal ipchedynamic
therapy (Herman 2001). This leads to why the thewdp
relationships developed with mental health nursesiimportant
for the recovery of the traumatized patient, and/ wie mental
health nurse is at risk from this traumatic cordagand might
develop VT. Understanding the impact of traunwarfrooth the

patient and carer perspective is encompassed GSE model.

Constructive Self Development Theory (CSDT)

CSDT is a theoretical and philosophical frameworkuad
which a therapist can understand the patient’s réxpee of
trauma (McCann & Pearlman, 1990b). It also givee t
therapist/nurse a framework for understanding thpaict that it
has on them as carers, that is, VT. CSDT idestitie patient in
context of their experience and thus avoids labgltihe client
“as a collection of symptois(Pearlman & Saakvitne, 1995, p.
56). It sets out a template for linking the impattrauma work

upon therapists/nurses which results in vicarioagratization.

In CSDT there is an emphasis on development ataaly e
stage of the patient’'s life. There is an assumptimat these
experiences shape and guide our responses as.adUhe
premise of psychotherapy being a working through of
developmental challenges by engaging in a therapeut
encounter. From these encounters comes hoped fsonz

growth and recovery (Pearlman & Saakvitne, 1995).

McCann and Pearlman (1990b) developed CSDT to asldre
the complexity of the psychotherapeutic relatiopsdmd allow a
guide that could be applied to the patient, theaghist and the
relationship. The philosophical and theoreticalenpinnings of

CSDT, constructivism and the developmental perspgecare
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described in the next sections. CSDT integratgshmanalytic

and cognitive theories (Pearlman and Saakvitne5)199

Constructivism.

Constructivism is part of CSDT that offers a umifyi
personality theory (Pearlman &  Saakvitne, 1995).
Constructivism infers that individuals constructeith own
realities and that each is unique to that indivigipstein, 1985).
Working clinically with trauma survivors means théthe
meaning of the traumatic event is in the survivexperience of
it” (Pearlman & Saakvitne, 1995, p. 57). Each mnauwill
impact differently on the individual and as climos we must
listen closely to ascertain this with each newegdti Meaning is
constructed and reconstructed as new informatiord an
experiences are incorporated into an individuabieh system
and that adaptation is individualized. This camsion and
reconstruction occurs across subsequent developmstages
and is fundamental for therapeutic change for tlaiept
(Pearalman & Saakvitne, 1995, p.57).

The Developmental Perspective.

The developmental perspective is a central pa@®DT. It
focuses on an individual's early psychological amotional
development is crucial to their current way of exgecing and
interacting with themselves and others (PearlmaBakvitne,
p.58). CSDT identifies aspects of the self tha affected by
trauma. Developmental tasks usually achieved bgraain age
may be halted or incomplete if a person has bemmtatized
through violence in the home or sexual abuse froyouang age.
This gives a starting point in therapeutic worktaswvhere the

therapy tasks might lie for the patient and thestapi CSDT
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reflects that meaning is constructed and reconstiuhroughout
our lives and this offers potential for growth whehildhood
sexual abuse survivors attend therapy as aduftgially CSDT
focussed on patients who were survivors of childhsexual
abuse but it is now inclusive across a range ofintatic
experiences, not exclusively sexual abuse. The ipeenof
psychotherapy being a working through of developgalen
challenges by engaging in a therapeutic encourfi@om these
encounters comes hoped for personal growth andveego

(Pearlman & Saakvitne, p. 58).

These aspects of the self are laid down in thefes years of
life (Pearlman & Saakvitne, p. 61). Through dwame of
referencewe incorporate our beliefs through which we intetp
our experiences: (i) world view, which comprises broadest
beliefs about the world, life, philosophy and mopainciples;
(ii) identity, holds our notion of self across &msituations and
relationships and is reflective of our experientewselves; and
(ii) spirituality, or how we ascribe meaning torselves, our
lives and relationships in the larger world (Peamm&
Saakvitne, 1995, p. 62).

Our Self Capacitiesreflect our ability to maintain a relatively
consistent self across time and include: (i) ttlag strong
affect; (i) maintaining a positive sense of se#nd (i)
maintaining an inner sense of connection with iheThese
capacities are developed when young from a statdel@ving
parent/caregiver in our first few years of life &lenan &
Saakvitne, 1995, p. 62).

Ego Resourcesare our abilities that enable us to meet
psychological needs and relate to others, and@pertant to the
therapy process. They include: (i) our intelige and

willpower to  strive for personal growth; (i) tooresee



consequences and be able to protect oneself from; i{ai) and
to establish mature relationships with others andintain

boundaries (Pearlman & Saakvitne, 1995, p. 62).

An individual is motivated, and their relationshigsaped, by
his/her psychological needs and cognitive schemaslated to
self and others and are central to meeting the hodggical
needs. They are: (i) Safety — to feel secure flmm, (ii)
Trust — to have confidence in one’'s own perception@i)
Esteem — to feel valued by oneself and others) (ntimacy —
the need to feel connected to oneself and othand; (v) Control
— the ability to manage one’s feelings and behasgigBearlman
& Saakvitne, 1995, p. 62).

CSDT incorporates a descriptive concept of memometlect
that traumatic memory is commonly fragmented arssatiated
from the individual. Five aspects of the traumatiemory
systemare: (i) Verbal; (ii) Affect; (iii) Imagery;iY) Somatic;
and (v) Interpersonal (Pearlman & Saakvitne, 199562).

Our intra-personal abilities allow us to keep atowmous,
mostly positive sense of self and are importantsilf-soothing
and affect tolerance (Pearlman & Saakvitne, 199516i1).
Continued exposure to trauma stories from our pegiean
profoundly and lastingly alter our sense of selfl aar frame of

reference on the world.

CSDT is intricately connected with VT and was depeld by
the same authors (McCann & Pearlman, 1990a, 1990ky.a
model for working therapeutically with those who vlea
experienced trauma in their lives. It providesfiiaenework upon
which to examine the effects of trauma work upanghtient and
their therapists/mental health nurses with whomy tlierm

therapeutic relationships. It is the therapisesital health
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nurses who are at risk of developing VT from thypet of

empathic engagement.

VT and the mental health nurse

Mental health nurses form the largest professionadly
within psychiatry. While the therapeutic relatibips is not
solely the domain of mental health nurses it isensithod to be
our ‘raison d’etre’. It is this close therapeutetationship that

places the mental health nurse at risk of VT.

Empathic engagement is a key ingredient of theaertic
relationship and is one of the mental health nureas tools.
Among the strongest predictors of positive chamgdlfe patient
is the quality of the therapeutic alliance thatitself creates
therapeutic potential (Cameron et al., 2005). €lssne authors
explore the notion of psychodynamic containmentnt@inment
within a therapeutic relationship is important fdorauma
survivors in particular because personal bounddmes been
violated in a most damaging way, especially foestand sexual
abuse survivors. This containment stems from bbibdl and is
dependent on a consistent maternal figure (Winhict®65)
being able to be internalised by the child. In exiaus
environment this process becomes maladaptive. mAsdult
these poorly held boundaries can result in an lialho tolerate
strong affect in others and themselves. Relati@sswith others
can feel out of control when the patient, or thaseund them,
have strong feelings towards each other which atsearable.
Control is an important factor for those who havedwed
traumatic relationships. If the trauma survivonmat tolerate
these feelings they may then be split and projeaténl those

around them.



The mental health nurse’s role is one of carings Hosition
occupied by nurses increases their vulnerabilityeteiving the
patient’s unwanted, projected feelings. Withouhedknowledge
of this process the nurse remains at risk of bemghe receiving
end of projected feelings and actions and is illipped to
engage effectively with the patient. If we do navé knowledge
of the development of transference and countesteaence
within the context of a therapeutic relationship may blunder
on unaware. We may experience the feelings tieadlisavowed
by the patient that can lead to the nurse to feefused, angry,
and helpless. Without this awareness the nursdautt position
is to react to these feelings rather than considem. Hasty
clinical decisions, retaliation or inadvertent reaetment of the
transference can occur as opposed to an emotiooathective
experience (Cameron et al., 2005). For exampMeiremind
the patient of their harsh mother we may respokée kbne
because we have projected into us the feelingsthigapatient
generates towards their real mother. The positgprof the
mental health nurse at the edge of patient praestwithin the
therapeutic relationship makes him/her more vulslerato
negative experience of the transference and pgssilthout the
knowledge to incorporate it into the therapeutiatienship with

the patient.

Warne and McAndrew (2005) explore mental healthsesir
preparedness for working with adult survivors otisla They
assert that nurses often avoid discussing any ssstisexuality
with the patient. This is partly in response to own discomfort
but that we may fear we do not possess the skilengage with
the patient. The authors also raise the issumaital health
nurses who may be survivors of sexual abuse and &atered
the profession as much to understand themselvessast their
patients. Without being armed with self-awarengstheir own

sexuality, and the knowledge and skills to discilngs patients’
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issues around sexuality, the nurse may be lefterable along

with the patient.

The damage done by VT going unrecognised can beresev

(Pearlman & Saakvitne, 1995). VT affects not ahly clinician
but the patient. The personal costs to the thstapman be
depression, despair, cynicism, alienation from famand
colleagues, professional impairment that often Itesun

premature job changes.

Trauma and its relationship to VT

VT is an inevitable and enduring trauma when ongagas
empathically with a victims of primary trauma (Feman &
Saakvitne, 1995). Clarke (2008) explores the motb trauma
and locates it within mental health nursing. Sheitons early
knowledge and understanding of trauma from thed ffl war,
but that currently the notion of trauma has beebraged by the
public as we seek to incorporate sexual abuseemia, crime,
war, torture and terrorist attacks. She states lithin mental
health nursing there is recognition of patients egigmcing
difficulties which may be beyond the usual rangehoiman
experience and that these difficulties overwheleirtbapacities
to deal with them. Enter the mental health nuré® whrough
empathic sharing of the patients’ helplessnesslesd/to intense
feelings of incompetence and hopelessness. hissempathic
engagement that places the mental health nursekadfrVT. In
the role as witnesses for our patients to disasteasrocities they
have experienced we may become overwhelmed andiexpe
to some degree the same rage and despair thatatlemtphas
lived with (Herman 1997, p140). This is VT, whichn lead to

the nurse withdrawing from the therapeutic relatop to protect
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her/himself and leave the patient alone with theige and

despair.

Clarke and Flannagan (2003) found that mental healtses
utilized a range of avoidance [of patients] tagtfos the purpose,
it would appear, of protecting their own mental bdity.
Implications for mental health nurses’ practice maglude a
desire to rescue the patient from their victimizati While this
may fend off any feelings of hopelessness in theseit is far
from empowering for the patient and confirms thagtim status.
Disengagement from the therapeutic relationshipamother
possible outcome when feeling overwhelmed by theepts
trauma material. Despite her initial scepticisnerothe construct
of VT, Clarke (2008) now believes that mental Healtirses are
at increasing risk of it. This intensity withineththerapeutic
relationship can foster the development of tramsfee and
counter-transference between the mental healtlreraurg patient.
It is possible that the nurse’s counter-transfezeiesponse could
be negatively influence by her feelings of hopealess and a

sense of being overwhelmed.

Transference, counter-transference and the mental dalth

nurse

Transference and counter-transference may have some
bearing on all relationships but it is in the méhialth treatment
setting that they are observed closely in ordexssist the patient
with their existing relationships (Jones, 2005).rankference
refers to the feelings that are generated withengitient towards
those they work closely with. In a treatment settithese
transferential relationships are useful in bringtogthe surface
previous relationship experiences and difficultiidgch can now

be worked through with the mental health nurse. ur@er-
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transference refers to the feelings that the memalth nurse
brings to the therapeutic relationship. These dao® useful in
identifying issues in past relationships not justthe patient but
for the nurse and these can then be explored Ww#lpatient and

in clinical supervision.

Counter-transference is our response to the trarsfe,
characterized by personal feelings and attitud&smetimes it is
known as a reciprocal transference. In explotmagsference,
counter-transference and repetition in nursingeddR005) puts
the focus on interpersonal dynamics occurring betweatients
and colleagues. Put simply he sees transferenca way of
revisiting past relationships particularly thoseisthhave some
tension or difficulty within them. Understandingese concepts
IS an important aspect to ensure safe professiationships

across all nursing disciplines.

A feature of transference is its attribution to emdhan one
person, regardless of gender, across differentatstus.
Transference has the potential to be both poséne negative.
Positive where the transferential object [nurse]vieswed as
loving, caring and giving, and negative where thHged is
critical, uncaring and unloving. In 1915, Freudveleped this
term and wanted to make clear the feelings of Hezapist as
separate from the patient. These processes dféramce and
counter-transference are largely unconscious.s tinly within
the realm of a therapeutic relationship that tipeitential can be
recognized and understood for the gain of the patad for the
therapist/nurse in terms of increased self-awagendskewise
with repetition or repetition-compulsion as desedbby Freud
(1915). The compulsion to repeat ways of behaving
relationships either to put something right or maense of
something in that relationship, however faulty, ewen

dangerous.
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An interesting aspect that Jones (2005) explorethas of
career choice by some nurses may have been mauegthour
own transference. He is clear that mental healtises should
not be viewed as deficient in someway because af thoice
rather their unconscious choice may be helpfuhdytcan bring
it to the conscious arena. | agree that we megtdoeful not to
pathologize mental health nurses’ motives to ethieiprofession.
However, there is evidence that if the nurse hastary of their
own personal trauma that this is increases thefoisk/T (Baird
& Kracen, 2006; Clarke, 2008; Collins & Long, 2003)
Understanding our own personal attachment styley ima
helpful in thinking about the impact we have on patients and
vice verse. It is wise to identify, if possibleher predisposing

factors for mental health nurses to VT.

Who may be more vulnerable to VT?

Helpers with a need for power and control are ikl be
greatly impacted on by the powerlessness reporetidopatient
(McCann & Pearlmann, 1990). The mental health eawrbo
experiences this may feel the need to rescue ttienpdurther
confirming the victimhood status of the patiertisimuch harder
to tolerate the powerlessness with the patientydistening to
their story. If it is not understood the transfexe can lead us to
make hasty clinical decisions as we are urged tmracather
than understanding (Jones, 2005). The illusoryreatd control
is revealed and can result in helplessness in #hgeh and of

feeling overwhelmed.

Loss of relationships is a risk with VT. Trustathers, our
families or our colleagues, can be diminished deast distorted
to a view where few can be trusted and we expextwbrse

(Pearlman & Saakvitne, 1995). Intimacy and shaisngeserved
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for a few close contacts which mimics the alienatmatients
often feel with their trauma stories. The resultisglation can
lead to the nurse feeling stigmatised or even tlygeastion that
they are gaining secondary treatment for themseloegheir
own unresolved trauma. Our basic frame of refezers
damaged by a long and continuing association withttauma

stories of patients and this results in VT.

Munroe et al. (1995) described engagement andrtriggsn
of VT by the nurse absorbing the intensity of emwotifrom
trauma survivors and may, as a protective instisictit down to
avoid the feelings or even stop the patient frotking. This
may reflect the earlier relationship of victim apeérpetrator

where secrets were encouraged.

What are the protective factors against vicarious

traumatization?

Professional supervision is given a priority by flean and
Saakvitne (1995) alongside maintaining a prives & spiritual
life and a balance between work and recreationy Teenot talk
of prevention but of addressing VT and amelioraiisgmpact.
Pearlman and Saakvitne (1995) view VT as an inklatpart of
empathic engagement with victims of trauma. Givibie
enduring nature of these changes related to VT #ssert the
need to alert those working with, or planning torkvavith,

trauma victims of the risks for suffering VT.

Two related concepts to working empathically anepassion
satisfaction (Collins & Long, 2003a) and vicariotesilience
(Hernandez et al., 2007). High compassion satisiactan
ameliorate the negative effects of trauma work. Ilio and

Long (2003)argue that trauma workers must be motivated to



help others and derive some satisfaction fromTihey identify
compassion satisfaction as a possible protectietorfaagainst
compassion fatigue and burnout. Another positaetdr was
team spirit and camaraderie. Vicarious resilientR)( was
coined by Hernandez et al. (2007). Their focus veas
therapists’ interpretation of trauma victims’ s&wi and
witnessing how these survivors have coped constalgtwith

adversity.

Resilience, as a feature of caring in nursing, skith explored
by Warelow and Edward (2007). Nursing is oftenegahized as
a caring profession when in fact it is far more ptew in
practice. Edward (2005) asked mental health crisigskers to
describe their experience of resilience. The raursgerviewed
thought that resilience developed in a caring emvirent within
the team in which they worked. This allowed fonare flexible
sense of self, better insights, self-care, faithg dope — for
themselves and the recovery of the patients ir tee. These
skills may be useful in combating the effects of dTthe mental

health nurse where our basic frame of referencdobas shaken.

Self-knowledge is a strong feature of the literatan caring
induced traumas. If mental health nurses ar¢hd@peutic tool
then we should ‘know’ the tool and what it is caabf. Self-
knowledge comes from self-reflection and makingetifor this
professional necessity is paramount. Raising avems of the
risk for caring induced traumas such as VT is aimétg theme
in the literature (Clarke, 2008; Clarke & Gioro,989 Collins &
Long, 2003). Education on the risks for VT for engraduate
trainees prior to entry to the clinical arena iother theme
(Clarke, 2008; Clarke & Gioro, 1998). This is easonable
stance to take given other nursing disciplinestde &s a matter
of course, e.g. safe-handling of biohazardous nadteor

instance, and that VT represents a real risk tonkatal health
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nurse. Education on compensatory factors sudtrasg family

network and social support would be valuable.

The skills of empathy and compassion which makknécian
good at their job are the same skills that maketkielnerable to
emotional distress which lingers after a criticaicident
(Kleespies & Dettmer, 2000). A further study byeB$pies,
Penk and Forsyth (1993) looked at the relationbleipveen year
of training and the experience of a patient suicidiae earlier in
training that the suicide occurred the greaterithpact on the
clinician with intrusive thoughts and images. Thexplore the
notion of incorporating these traumatic thoughtd amages into
our minds. If one assimilates events it is theneveat is altered
to fit our existing concepts; if we accommodatenthe@e must
change our existing concepts to allow space fowipuosly
discrepant events. Over-accommodating carriesritie of
increased cynicism or blaming the patient by waexlaining
away the trauma. This is potentially damaging &bigmt and

may leave the helper liable to experience VT.

Prevention of vicarious traumatization — is it postble?

Pearlman and Saakvitne (1995) believe that VT is an
inevitable consequence of empathically engaging h wit
traumatized individuals. They do not talk of preties strategies
instead they use words like ‘addressing VT’ or ‘&oration of
effects’ of VT. Self-care and leading a balancedspnal and
professional life is cited as important in mitigmgtithe effects of
VT (Pearlman & Saakvitne, 1995). Clark and Gidte98) state
that knowledge is the key and that prevention may be a
reasonable expectation given the premise that \ah ismevitable
and enduring trauma. Clarke and Gioro (1998) foous

increasing self-awareness, a balanced self-evatuatand
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appropriate seeking of corrective interventionst &xample
clinical supervision and/or post-event debriefing. They
developed an acronym to sum up their views on taragement
of trauma — ACT (Acknowledge; Connect and Talk).hey
strongly recommend that education begin at an wndduate

level.

Collins and Long (2003b) conducted a literatureie@av
looking at the consequences of trauma on mentdthheare
workers and question the exclusiveness of VT aslif focuses
on the negative effects of contact with patientd dreir trauma
material. They report that satisfaction in the jeba protective
factor against this VT, as do Pearlman and Saak\{t895) and
Clarke (2008). By contrast a personal historyrafima in the
helper is a predisposing factor to VT (Clarke, 200®arlman &
Saakvitne, 1995).

The effects of VT on the helper’'s professional amivate
relationships may be profound. The helper may defensive
mechanisms such as distancing oneself from trawmavers
either consciously or unconsciously. The effect this
withdrawal is felt by the patient and is similarterms of feeling
emotionally isolated and detached. This withdraeah affect
relationships with family and friends as the trauwaker may
feel socially isolated because they perceive no wmerstands
their job and its ensuing distress. An alternatovevithdrawal is
an over-investment in taking responsibility for thetient with a
side effect of feeling more in control from the pels
perspective, while disempowering the patient (Pean &
Saakvitne, 1995).

Professional isolation may also be a feature itesiffeel they
are the only one that is traumatized by their workeeling

different from one’s colleagues, positions the guirs a lonely
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place and away from supportive, collegial relatfops with

other nurses and may increase our risk of VT.

Clinical supervision should provide balance and an
opportunity to work through personal difficultiedie working
empathically with traumatized patients. This tygereflection
can bring about positive changes and arm the wovkién
increased self-capacities to tolerate working ia tomplex field
and mitigate the effects of VT. Herman (2001) isac that
therapists cannot do trauma work alone which pelglthe

patient’s experience who struggle to manage thaimta alone.

From these perspectives it does not appear pogsilpievent
VT from occurring, rather it is a case of alertingrses to the
risks of empathic engagement and minimizing its atieg
effects.

Conclusion

VT is a caring induced trauma experienced througtpoog,
empathic engagement with trauma victims. CSDT reffa
theoretical framework for working with trauma and
understanding its impact on the victim and the rcar&arly
experience of trauma can profoundly affect an irflial.
Transference and counter-transference provides a
psychoanalytical view on the impact of these traaimalental
health nurses are well placed to facilitate a {heusic
relationship through which to explore the patieféglings. This
close relationship places the nurse at risk for With negative

consequences for nurse and patient.

Researchers in the area of VT suggest ameliorésrgffects

rather than prevention. Maintaining a life outsadevork is seen
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as crucial to mitigating the effects of VT. Othanofessional
supports such as clinical supervision and team waskopposed

to working alone, are moderating influences agaifist If VT is

an inevitable consequence of empathic engagemenih wi

traumatized individuals as Pearlman and Saakvit@8%) assert
then mental health nurses should know about it.a Asofession,
mental health nurses make up the largest profeasigroup
within mental health. We work closely and empathyc with
patients and form close, therapeutic relationsimpan ongoing
way. This relationship is important to the patidat their
recovery, and for the mental health nurse it ithatcore of our

work.

Researchers have indicated that mental health suase
mostly oblivious of VT and this is concerning as Wiofoundly
affects the nurse and secondarily the patient had treatment.
This is why it is important to research mental trealurses’

knowledge and experience of VT.

Chapter Four contains the literature review for phgect. It
explores the literature related to the role of thental health
nurse, the therapeutic relationship between nurdepatient, VT

and related caring induced traumas.
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CHAPTER FOUR: LITERATURE REVIEW

Introduction

In this chapter | describe the search stratedi used for
exploring the literature on VT. There are speafctions on VT
and available research plus an overview of othanganduced
trauma literature including burnout, STS and CFegéh caring
induced traumas were explored as related constim&f$ and to
explore the clarity between these terms. Thisaretehas been
to explore the mental health nurse’s knowledgeexpirience of
VT. The negative sequelae of VT can impact onttieeapeutic
relationship with patients and thus their recovery. have
searched the literature on the therapeutic relshipnto capture
the nature of the mental health nurse role and midrges might

be vulnerable to VT.

| started looking for VT and discovered there a@gnterms
within the literature and this does make it confgsin terms of

recognition.

There is little literature available looking dirbctat links
between mental health nurses and VT. Most liteeatn VT
was by the main authors McCann and Pearlman (18@@x/man
and Saakvitne (1995), and Pearlman (1998). Tihiliess on VT
can be used across different professions who wattk wictims
of trauma but are not nursing specific. The usehef CSDT
framework offers understanding of the effects tige of caring
induced trauma can have on nurses, our view oinbridd, and
those in it. The gap in the literature exists xplering mental
health nurses’ knowledge and experiences of VThairtown

words.
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It is evident from the available literature that pathic
engagement with victims of trauma can affect thrercgCanfield,
2005; Clark & Gioro, 1998; Figley, 1995; HudnataSim,
1995; McCann & Pearlman,1990; Pearlman & Saakyit885).

If the carer, themselves, has a personal histotyaoima their

risk for VT increases (Pearlman & Saakvitne, 19%3hey have

a high trauma patient workload their risk for VEB@lincreases.

Ameliorating factors for VT are clinical supervigioa balanced
workload and maintaining a personal life is cruttathis balance
(Pearlman & Saakvitne, 1995). Mental health raice not get
any specific education or training in awarenesseoognition of
caring induced traumas and this leaves nurses nallleeto signs
going unnoticed. VT is a specific caring inducesitna that can
affect the nurse’s inner experience of themseltres world and
those in it. The effects of VT are insidious amdl@ing for the

sufferer.

Other terms besides VT that fall under the catgegdrcaring
induced trauma are compassion fatigue, secondaymttic
stress, burnout and VT. There are a number ofr ¢éénms that |
have discovered through my searching such as tiauotnter-
transference, empathy fatigue and indirect traumb.have
concentrated searches on VT but have included cssipa
fatigue, secondary traumatic stress and burnoutoasparable
constructs. | also define counter-transference delieve its
position within the therapeutic relationship betwemental
health nurse and patient may be a flag to undeistgrihe effect

of working empathically with another.
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Search Strategies

Searches on the databases CINAHL and MEDLINE were
suggestive of little research being done on VT taslates to
mental health nursing. There were no results in AHN for
‘vicarious traumatization’, ‘vicarious traumatizati and mental
health nurses’, or ‘vicarious traumatization andmpassion
fatigue and mental health nurses’ (match any wor8sarching
MEDLINE with the terms ‘vicarious traumatizationnca
psychiatric nurses’ yielded no result and ‘(vt) ajpdychiatric
nurses)’ resulted in one paper on psychoeducatortrbuma
survivors (Phoenix, 2007). | also utilized refererists from
papers and books that directly related to the qunoé VT or

other caring induced traumas.

Due to the paucity of literature relating VT to nednhealth
nursing | broadened the search to websites inaudin

www.therapeuticcommunities.qrgwww.psychotherapy.com.au

www.bjp.uk The latter two are online journals of psycho#pgr
but yielded no response to searches with VT andtahéealth
nursing as key words. The first website houses Jdwenal of
Therapeutic Communities and all three of the sies relevant
for my own nursing context within a psychotherapeut
community. However, they yielded no results for ¥md/or

mental health nurse.

VT was first developed by McCann and Pearlman (1990
They recognized that there was a lot of literatalpeut trauma
survivors but very little about the effects on thdbat treated
them and they set out to rectify this. Their olkagons stemmed
from watching their psychotherapy colleagues bectred and
world-weary from their work with trauma patientsThey went
on to develop Constructivist Self-Development Tlye(ESDT),

a conceptual framework specifically developed ta woly
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understand the impact of trauma on the adult sarsivf these
traumatic events, but to provide a theoretical Baork to
understand the impact of trauma on the theragisprovides a
framework for linking the negative impact of traumvark upon
therapists/nurses — the impact being VT (Pearima®a&kvitne,
1995). VT they define as a cumulative transforveatffect
upon the trauma therapist of working survivors ratitmatic life
events. The all encompassing effects of engagmga¢hically
with clients was described by Pearlman and Saakwir995)
“Vicarious traumatization is the transformation the inner
experience of the therapist that comes about agsaltrof
empathic engagement with clients’ trauma mate(@al'31).

Trauma impacts on an individual's frame of refeeen the
world, their own identity and beliefs. This persipee is crucial
for us to understand our place in the world and @ninterpret

ourselves in relation to it.

| extended the CINAHL search for ‘caring induceautma or
STS or VT yielded thirty results but these werd apecific to
mental health nursing.  The results included $owiarkers
(Bride, 2007); indirect trauma and suicide (Tingan8ers &
Jacobson, 2006); oncology social workers and VT dquveard,
Murrell & Bettler, 2005; Simon, Pryce, Roff, & Kiamack,
2005); volunteer workers in crises (Hargrave, S&dvicDowall,
2006); quantitative, validation studies on STS meawent
scales (Ting, Jacobson, Sanders, Bride & Harring@005;
Bride, Robinson, Yegidis & Figley, 2004); 9/11 amirSD
(Suvak, Maguen, Litz, Silver and Holman, 2008)xusé assault
nurse examiners (Gates & Gillespie, 2008; Towns&td5;
Kataoka, Shitaya, Kano, & Ohtake, 2004); strespardiatric
intensive care units (McGibbon, 2004); child wedfavorkers
(Bride, Jones & MacMaster, 2007); trans-generalidrauma

with children of holocaust survivors (Rowland-KlegnDunlop,
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1998). STS was the most common caring inducedmaato
appear in these research titles. Clark and Gi@@89g§) who
explored the prevention of indirect trauma in nargaund that
nurses who are informed of VT and balance theifgzional
and personal life are better able to navigate teawark. Baird
and Kracen (2006) performed a research synthesesmfnology
and compared VT and STS. White (2006) looked atcthst of
VT, STS and compassion fatigue on nurses and iatpics for
health care managers. Gates and Gillespie (2008gt at STS
in emergency nurses who care for traumatized, mdsthale
patients. Collins and Long (2003) looked at the&# of trauma
for mental health care workers in a literature @awi This search
also revealedrhe Journal of Traumatic Stress an option for
further VT papers but on a closer examination theae nothing
specific for VT and mental health nurses. Usimi ‘ftress’ as a
broad search in CINAHL produced work by Chernig98) who
focuses on burnout in the human service professi@tovery

from burnout and what helps.

In the next section caring induced traumas areudssd. |
include CF, STS and burnout as they frequently appge
literature searches when broadening out the séanchfrom VT.
There are multiple terms used for caring inducedirtras and
McCann and Pearlman (1990), and Pearlman Saak{805),
are leaders in the field of vicarious traumatizat(d'T). Figley
(1995) coined compassion fatigue (CF) and Hudntliv®n
(1995) prefers secondary traumatic stress (STS).T ¥
specifically related to ongoing work with traumatizindividuals
whereas CF and STS can occur across any groupusbthe
traumatized. VT represents enduring changes tceraops’
perceptions whereas CF and STS can be short-liwvédnzident
specific.
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Vicarious Traumatization

VT is a particular risk for therapists working wittaumatized
people and in Pearlman and Saakvitne (1995) focusdult
survivors of childhood abuse and those professsomadrking
with them. They chose this population becauseheir tbelief
that childhood sexual abuse is widespread in timenwonity and
that therapists will work with adult survivors afte This work
primarily addresses VT in therapists but Pearlmach Saakvitne
allow its relevance across all who engage empadlpiaeith
victims of trauma. This is the primary differenlbetween VT
and counter-transference, the latter occurring sacedl therapy

populations.

Engaging empathically with traumatized individuatsin
predispose the mental health nurse to experienéingMcCann
and Pearlman (1990) were the first authors to endage this
risk as VT and provide a theoretical framework, §auctive
Self-Development Theory (CSDT), upon which to first
understand and empathize with the trauma expeserafe
patients, and secondly to be aware of the impaatt working

with traumatized people can have on the helper.

Importantly McCann and Pearlman (1990) differeeti®fT
from existing terms. Burnout can occur while warkiwith any
population but VT refers specifically to workingttvivictims of
trauma. VT represents enduring effects of worlalagely with
trauma victims whereas counter-transference is-bmend with
a particular patient. STS is a symptom-rich dgsiam where
VT provides a framework to understand how traumpaiats on
both patient and helper. Pearlman (1998) wenbdadk closely
at the impact of trauma on the self and using tHeDT
framework as a healing model for the traumatizetiept and

those working with them.
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There is confusion between the different terms daring
induced traumas. A research synthesis looked atepiual
clarity between VT, STS and related terms suchusadut and
CF (Baird & Kracen, 2006). These authors staté¢ shkack of
clarity around these terms hinders their applidgbib practice
and education. They divided their findings inréteire to those
that provided persuasive evidence, reasonable meédand some
evidence for predictors of VT or STS. Their defont of
persuasive evidence included whether studies walbéshed in
peer-reviewed scientific journals, whether thererewveany
methodological weaknesses and if these weaknesadgd their
being unpublished. The themes identified were gwistrauma
history, perceived coping style, supervision exgaes and
exposure to trauma material. For VT they found pess/e
evidence for having a personal history of traunmegsonable
evidence for perceived coping styles and some aegldor
supervision experiences as important predictor&Bf Their
views on clinical supervision are consistent withoge of
Pearlman and Saakvitne (1995) who see it as vitalaintaining
a working balance. For those who have a histortrafima
themselves, working in this field raises particigalf-care issues
and the need for peer support at work and a sedf@vess of
their vulnerability is essential. My own reseaftidings in this
project reflect some of these same issues for, pleathe need
for clinical supervision especially when exposed ttauma

stories.

Self-care is an important consideration while wogkiwith
victims of trauma. Creating balance within the kpace setting
itself, such as not having too full a caseload making up the
working day between clinical and educational worBalance
also applies to personal lives and, in particutae continued

exploration of our spirituality to refresh our hoged humanity.
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This can be a moderating factor with VT (Pearlman &

Saakvitne,1995). Ortlepp and Friedman (2002) ativaea high
trauma caseload can contribute to STS, but diffanfPearlman
and Saakvitne in that they did not find a significhnk between
those that suffered STS and who had a personabrisif

trauma.

In a review of trauma terminology Sabo (2006) ndtet is
difficult to determine whether someone may be sirfte VT,
STS, burnout, PTSD or depression. This complicagesgnition
of VT as an occupational injury as it could go wmtified.
Mental health nurses working with trauma survivosgre
researched by Clarke (2008). She looks at themaif trauma
in our culture as our awareness grows about theafmece of
childhood abuse and other traumatic events outsielenorm of
human experiences. She links this with mentalthegahtients
who have traumatic experiences which could be sgoid the

usual range of human experience.

Due to the insidious nature of VT Clarke and Gi¢t898)
felt that few nurses recognize it as such. Théyduce the term
indirect trauma to describe the same thing. Tassertion is that
the first step to moderating the effects of VT/nedt trauma is
recognizing that it exists. They agree with Pearimand
Saakvitne (1995) that nurses will eventually enteumpatients
who have been victimized and that we then beconseaf the

insidious but inevitable nature of VT.

In her literature review, Canfield (2005) tries dstinguish
the terms STS and VT. She found that clinicianesrivally try to
make sense of traumatic stories from patients andot place
these events within their own personal framewovld. damages
our capacity to do this and can lead to endurirengks for the

clinician. STS on the other hand is more a diresponse to
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hearing shocking stories from patients. How weoiporate
these shocking stories was explored by Kleespies Rettmer
(2000). They warn against over-accommodating thesmnts
into our own framework, that we can just keep olertding
further traumatic events in order to make sensehei without

guestioning its impact.

Collins and Long (2003b) state that VT is an inacdkeq
capture of the effects of working with trauma aoituses only
on the negative effects. The expansion of VT tolude
vicarious resilience (VR) was developed by Hernande al.
(2007). Hernandez et al. offer VR as a counteriatetg the
negative effects of VT. VR describes the effecidlte carer of
witnessing patients working constructively with edsity and

overcoming it in their lives.

Collins and Long (2003b) are also inquiring of otlectors
that protect us from the effects of over-exposureraumatic
material and assert the imperative of clinical svigen.
Clinical supervision promotes both personal andfgssional
development and is a processing point for the ematicontent
we receive from patients. They advocate for setividedge of
our unique thoughts and feelings as being a viratleer than a
weakness. Collins and Long (2003a) found that @ssion
satisfaction was a possible protective factor ajaompassion
fatigue and burnout. In their study carers witltcrégased
compassion satisfaction were less likely to exhibitreased
compassion fatigue and burnout. Working withineant was
also noted as a positive support, with camaraderieteam spirit
being valued, alongside seeing the recovery oeptti The lack
of longitudinal studies robs us of information thaobuld be
useful in ascertaining the long-term effects of kuog with

trauma and what can be done about it. It wouldvbghwhile
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conducting further research into compassion satisia as a

possible protective factor against compassion diatig

Compassion Fatigue (CF)

Searching the literature, MEDLINE, on caring inddiceauma
reveals Figley as a leading researcher and propafe@GF, a
term that he sees as interchangeable with STSdnGF arose
when searching specifically for STS, caring indutedima or
VT. Figley (1995) defines compassion fatigue Hee “natural
behaviours and emotions that arise from knowingutba
traumatizing event experienced by a significaneoththe stress

resulting from helping or wanting to help a trauined person”

(p. xiv).

The field of traumatic stress studies has expanii@dng to
the growing awareness of long-term sequelae tamaawork
(Figley, 1995). The American Psychiatric Associals third
edition of the Diagnostic and Statistics Manual Mental
Disorders (DSM-III) in 1980 is cited as an impottamarker and
reflects the growing importance of recognizing ihgact of
primary and secondary traumatization, with the ddmis of
Post-traumatic Stress Disorder. In DSM-III's dgstion of a
traumatic event there is clear acknowledgementkhating of
a traumatic event can be traumatizing. It is ttype of
secondary trauma that Figley describes as compadaigue
(CF).

It is this helping relationship that puts the nursest at risk of
developing CF. Figley proposes that it is the nefstctive of
therapists [nurses], that is, those capable oft@egathy, who
are more at risk of developing CF. The work of tathealth

nurses is premised on the relief of patients’ eamati suffering.



Through this absorption of another’s pain and suftewe make

ourselves vulnerable to absorbing the sufferingffits

A longitudinal study by Collins and Long (2003bposted on
the protective properties of compassion satisfactiat not all
carers develop CF. Compassion satisfaction chaketige notion
that trauma workers will only be affected negatyvky trauma

work.

Secondary Traumatic Stress

STS is also a caring induced trauma produced thrbegring
patients’ traumatic stories (Hudnall-Stamm, 1995). The
symptoms parallel those of PTSD with numbing, eorl
withdrawal and other emotionally avoidant symptomsn
comparison with the slower onset of burnout, STS emerge
suddenly and without warning. Hudnall-Stamm defiisI'S as
behaviours and emotions that develop through heglpa
traumatized person and is similar to VT in thispexg. STS is
closely linked with PTSD in symptom similaritiesBoth are
symptom rich descriptions and are listed in the DISMnanual.
STS can be a temporary condition and is known a&®r&&ary
Traumatic Stress Response if lasting a month os. ledf
symptoms continue then it is known as Secondaryimedic
Stress Disorder. STS is reflective of the patseekperience of
trauma but is less inclusive of the helper’'s exgrae (Collins &
Long, 2003a). Canfield (2005) differentiates ST8nf other
caring induced traumas as a secondary trauma irgsudlirectly

from hearing shocking material from patients.

Collins and Long (2003b) found there was a needdaing
awareness that STS exists and can seriously dfiectrauma

worker. Recognition is the first step in modergtihe influence
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of STS. Collins and Long support a more balanded \of the

risks and benefits of trauma work.

Burnout

Maslach et al. (1996) define burnout as emotiorbbastion,
depersonalisation and reduced personal accomplighme€hey
identify those most at risk of burnout are thos@whrough their
professions, are in close working relationshipshvathers, e.g.
nurses, teachers, police. Maslach et al. identifg most
pertinent of factors associated with burnout ineludlient
complexity, chronicity and acuity that are percéivas

overwhelming to the service.

Mental health nursing and the therapeutic relationip

Therapeutic relationships and empathic engagematit w

patients puts nurses at risk of VT and are imporéspects to
consider in this research project. In CINAHL ‘ma&nhealth
nurse and therapeutic relationship’ was searcheldnanrowed,
due to the plethora of research under this seanch.t | chose
papers that focus on the psychodynamics of theapleeric
relationship and the place of the nurse and patetitin this

context as this is a significant part of my reskarc

Mental health nurses are in a pivotal position staklish
therapeutic relationships that are valued by pttiand that offer
emotional containment and holding for difficult wofCameron
et al., 2005). Positive transference in the nye@ent
relationship was explored by Evans (2007) who sHes
transferential purpose of the therapeutic relahgmsas being
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able to offer a foundation for healing. The potnis for
patients to be able to talk with a nurse in a wagytcannot do

with family and friends.

Welch (2005) explores the knowledge of experienoeatal
health nurses (via in-depth interviews) as to wdmatstituents of
a therapeutic relationship were essential. He lights the
intensely personal nature of mental health worlhe Tiurses in
the study stated that with experience in formingrapeutic
relationships and reflections on these experiettogg were in a
better position within their practice. They idéetd aspects of
the therapeutic relationship as key: identity, ttrupower,
mutuality, self-revelation, congruence and autlogigti  These
were identified as potential healing componentshiwitthe
therapeutic relationship. Some of these aspeetalao noted by
Pearlman and Saakvitne (1995) as parts of ourséhatscan be

affected by VT, that is trust, power or controkmdity.

Warne and McAndrew (2005) parallels the distress of
childhood sexual abuse with the distress nurse$ \ideen
addressing it, and ask have we been prepared to with those
who have been chronically abused? A question thark€
(2008) also asks. The containment of the patierthiwithe
therapeutic relationship is assisted by the nursa'stancy but it
is important that nurses too feel held and conthinetheir own

anxieties while working with victims of trauma.

Conclusion

There is limited literature specific to mental hkealurses and
the impact of VT. Most literature on VT comes frdine leading
authors on VT (McCann, Pearlman & Saakvitne) whish

research based on the impact of VT on psychoth&gapiThese
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authors provided the VT framework and its CSDT tk&oal
underpinnings for understanding the effect of trauam both
patient and treater. CF and STS were more easibtéd within
the literature. Other terms, such as indirectritrauexist but |
did not search for these, they occurred as a bgymtoof my
search for VT. This exposes the number of diffeterms that
are used to describe similar experiences and cad e

confusion.

| was unable to locate research that explores rhéetth
nurses’ experience of VT in their own words. Tpigded my
research design in selecting a narrative formatthes most
appropriate qualitative method. The method andaieh design

is described in the next chapter.
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CHAPTER FIVE: METHODOLOGY

Introduction

In this chapter | explain how | planned and carreed this
research project to explore mental health nursesiwkedge and
experience of VT. As the researcher, there arauraber of
considerations and responsibilities to attend fbhe research
process must be transparent and understood, theodhetnd
methodology must fit the research acquisition arte t
phenomenon under investigation. Ensuring validéyd
reliability is necessary to uphold the findingstioé research but
it is complex in qualitative research. In the exttof qualitative
research Riessman (1993) opts for ‘trustworthiness’a key
validator versus ‘truth’. She asserts that ‘truthiplies an
objective reality - if indeed that is possible givihe possibility
of multiple ‘truths’.  ‘Trustworthiness’ places theesearch
narratives in the realm of social discourse (p.. 65thical
considerations must be explained as well as pragrdatision-
making including project size, participant recrugmh, facilities
and equipment. A qualitative, descriptive researdthod was

used in this study.

The first section of this chapter is dedicated tethndology
and the second half to the research process. NMeligy refers
to the philosophical framework of a particular Esh
perspective including its underlying assumptions d an
characteristics. Methodology is described as a pfaaction, an
overall strategy, and a guide to meet the goalsutcomes of a
specific research project (Crotty, 1998). The ipalar
methodological approach used in this project i$ tianarrative

enquiry.
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The chapter begins with a discussion of nursingeaesh
followed by qualitative research. The researchigihess
explained including the methodological frameworledisethical
considerations, research on sensitive topics, qi@atnt
recruitment, the use of in-depth, semi-structurddrviews. The
actual research undertaken is then described isgbend section

of the chapter including data collection and manzgd, the

interview process and analysis and reflectionshesd processes.

Rigour and bias in this research is addressed fwithie chapter

conclusion.

Nursing research

Nursing has been using research to develop itegsainal
foundation since Florence Nightingale’s time (Gil& Jackson,
2002). Nursing research concerns those aspects whieh
nurses have control of the decision-making in tpeactice. It is
vital to improving practice and providing a soliddis for nursing
interventions and approaches. Nurses are now gD
provide evidence-based practice, that is, the usé¢h® best
clinical evidence in making patient care decisi{fslit & Beck,
2004). Research on nurses’ knowledge, skills amperences in
practice contribute to the body of nursing knowkedgnd
excellence in practice (Gillis & Jackson, 2002) evhiin turn,

can improve health outcomes.

There is no ‘best way' or ‘best design’ when cartthg
nursing research. The research design and methgpdotust be
based on the most appropriate design to answeiqtlestion
posed or the aims of the research (Roberts & Tayle©8).
However, qualitative research has been increasinggd in
nursing as it facilitates the discovering, explagi and
interpreting of nursing phenomena related to hucee, health

and well-being (Bailey & Tilley, 2002). The nurgiphenomena
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can relate to the patient, the family, the settilogrelationships
and to the understanding and behaviour of the nursethis
nursing research project a qualitative design heenbused to
explore mental health nurses’ understanding anckrexmce of
VT.

Qualitative research

Qualitative research is closely linked with nalistec enquiry
in the exploration of complex issues of what iaiml feels like to
be human (Polit & Hungler, 1997). Emphasis is @thapon this
complexity of human existence and how we shapdages and
create our own realities. The focus in qualitatiwvel naturalistic
enquiry is the lived experience obtained throughrefcé
collection and analysis of narrative and subjectimaterials
(Polit & Hungler, 1997). According to Munhall (2007
gualitative research is suited to answering questisuch as
why? and how? This is because qualitative reseasthods can
explore people’s experiences of living and workargd how it
affects them.

According to Munhall (2007) qualitative research dbout
“discovery, the finding out about something othevinot fully
understood, is often the aim of qualitative reseatesigns” (p.
518). There is a risk associated with this typeeskarch given
that discovery is its aim, which has the to potnto raise

anxiety in both researcher and participant.

This type of research is a reflexive process at thincludes
the researcher as part of the research. “The nadssEs
communication is an explicit part of knowledge @zt of ... an
intervening variable” (Flick, 2006, p. 16). It ikis reflexivity
between researcher and participant in an intengetting that

can reveal attitudes and norms within a specifltucel or setting.
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Flick states that qualitative research is suitetthéoexploration of
social relations where the researcher and parttifeecome
collaborators and they each form a meaningful pdrtthe
research process. Bias is inevitable to some degre
gualitatively designed projects and should be ipomated into
the findings (Morse, 2007). Bias can occur via effysas
researcher and my own nursing experiences beingedaelol
within this research project. The reflexive natofequalitative
research allows for the two-way process betweesareber and
narrator. It is an added dimension rather thamoblpm to be
overcome (Foster et al., 2006). The researchidatao-created

reality between them (p. 46).

Qualitative research is a method that values tiwev?’ and
‘why?’ in an individual or group experience. $tfor this reason
that | selected narrative enquiry as the best wayexplore
nurses’ stories of VT. Riessman (1993) describhese stories
as “essential meaning-making structures, narrativest be
preserved ... by investigators, who must respectoregnts’

ways of constructing meaning” (p. 4).

Narrative enquiry

The methodological framework used for this reseaixh
narrative enquiry. The aim of narrative enquiryagacilitate the
telling of people’s experiences and stories oflivi- their lived
experiences. | chose narrative enquiry as a metiatwould
enable nurses to explore their experiences of igigartrauma
using their own words. Our desire to be understooay be one
of the most important desires and wants of humaimgké
(Munhall, 2007, p. 28). Narrative enquiry is respd of

experiences of participants and values their imiiality.
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As a discipline, narrative enquiry resonates with
psychotherapy where narratives of personal expeggeare used
to change lives, retelling and constructing morkilling ones
(Riessman, 1993, p. 2). In research Riessman stgyge
participants in research narratize to make sensksofepancies
between what is real and what is ideal (p. 3).mi study the
nurses were confronted by traumatic experiencessthiey then
had to come to terms with. It is this process thenh exploring
and narrative enquiry offers a framework to do timsthat it

values the individual story or narrative of theiperiences.

This form of enquiry is embedded in the field ofuedtion
and educational research (Clandinnin & Connelly0@0p. 2).
This links with the aims of this research to expl@articipants
experiences of VT, and from there to offer recomdagions for
future practice and education. John Dewey (1938pramost
thinker in education, highlighted the idea of expeces being
both personal and social. That individuals carretinderstood
alone but always in relation and in a social conteewey
conceptualises experiences as a continual procdsg t
experiences grow out of other experiences, whial te further
experiences. We are on a continuum of experiepass present

and future.

Hence, narrative enquiry is used in this projedicapture
mental health nurses’ knowledge and experience 4@t V
Nursing, as a social construct (Barker, 2001) ipeewential.
Individual nurses relate with other nurses and iwithe context
of the therapeutic relationships with our patientéie experience
of VT in the past or present can impact on all bese
relationships. By focussing this research on tkgegences of
mental health nurses of VT and using their ownatases to do
so, we may be able to shed light as to how, and witdevelops

in mental health nurses.
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Clandinnin and Connelly (2000, p. 50) have deveotieir
own terms for further defining narrative enquirgersonal and
social (interaction); past, present and futurenficwity); and
place (situation). These three terms form therdkdimensional
narrative enquiry space — a model for making megariiom
experience. They assert that any research encaiirye defined
by these three boundaries. As researchers we ssltimporal,
social and environment issues in equal measurer nboses
being interviewed in this project their experienevesre in the
past but they have impacted upon them in the ptessh will
continue to influence their future. This parall#le development
of VT which stems from ongoing experiences withuitna

patients which translate into negative sequela¢gh®nurse.

Clandinnin and Connelly (2000) believe that namatnquiry
is “the best way of representing and understandkpgrience ...
and a key way of writing and thinking about it [exience].
Thus narrative is both the phenomenon and the rdetidhe
social sciences”. (p. 18). Nurses’ experiencesaning induced
traumas such as VT have been inadequately reseéarche
Narrative enquiry gives an appropriate frameworthwvhich to

explore these experiences.

Kelly and Howie (2007) believes that nursing sterfer
potential to give rich insights into the meaning wfirses’
professional lives, their practice and what theyiafluenced by.
This resonates well with conducting qualitativeeaash with
mental health nurses and valuing their storiesstdfpMcAllister
and O’Brien (2006) compare qualitative researchuaggwith
mental health nursing as both own a “purposeful afsself”
which these authors believe is “synchronous tortie of the
gualitative researcher who seeks to uncover thenimgaof

others’ experiences” (p. 1). This method is sui@dxploring
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VT, not just from the researcher’s perspective,flun the emic
perspective — that of the person within the culteang explored
Together the researcher and participant constr@anmg from
the research. The pitfall from this approach @t thhe may try
and see what we want to see within the data gathend this
could impact on its validity (Morse & Mitcham, 2008r the

“trustworthiness” of the research (Riessman, 1993).

Research design

This part of the methodology chapter discusses howent
about the project and the considerations and psesesvolved.
| discuss the scope and size of the project, thtcgamnts with
inclusion and exclusion criteria. The method afregment is
explained with a focus on ethical consideratioresearch on
sensitive issues. The gaining of ethics approsahiits own
section that includes informed consent, confiddéititjarisk and
harm, bicultural and method considerations. Theeagch
process and details of data collection including tise of semi-
structured interviews and reflexivity in research described.
Data management and analysis are explained alotiy my
reasoning on member validation. The analysis @E®CES
reflected upon and rigour and bias is addresseor po the

conclusion.

The project.

The aims of the project were to explore mental thealirses’
knowledge and experience of VT. | had to decideo whe
participants would be, the method of recruitment ¢he scope
and size of the project. | also needed to consikerethical

implications of the project.
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Scope and size.

This research forms the thesis component of a maste

degree. The scope and size of the project wasafibeoh to be
completed within one year. For these reasonslandécision to
use narrative methodology | decided that betweem &nd six
participants would keep the project manageablee fHsearch
design was to conduct in-depth, semi-structuresrvigws of 60-

90 minutes in length.

Participants

The research aims were to ascertain whether registeental
health nurses know of the term VT, and whether thag
experience of it themselves. With these aims asguoige, |
selected participants who were trained in New Zehland
working locally as registered nurses in mental thesérvices.

Morse (2007) describes the process of deliberatelgcting
for those with anticipated experience in the redearea, that it
is purposeful and attracts those participants wieceaperienced
in what we are studying. “When we purposefully esel
according to the best example, the characterisfieghatever we
are studying are easier to identify than in situai that are
muted with contextual factors.” (p. 530). Horskfalleary,
Walter and Hunt (2007) concur that qualitative aesk is
“explorative, in-depth and subjective [and] papamts [are
selected] for their knowledge or experience antitglto convey
these to others” (p. S16).
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Inclusion and exclusion criteria.

The participant inclusion criteria are that theye axew
Zealand trained and registered mental health nwgasat least
two years experience after graduation. These tsmhecriteria
were in order to assess the New Zealand conteX@ aind those
who had at least two years of nursing practice dolave
relevant knowledge and experience with possiblyerexposure

to VT in their practice.

Method of recruitment

Recruitment of participants was carried out using own
professional networks within mental health which &
‘snowballing’ or networking method of recruitmentere early
participants recruit other participants (Polit & hjler, 1997, p.
227). Recruitment flyers were distributed throughese
networks and interested participants contacted mdelephone
and email. | first ascertained that they met tiusion criteria
and then emailed a copy of the Information for iegrants
(Appendix B) and the Informed Consent (Appendixg@pr to

arranging the interview.

The recruitment process was stalled for some weskmy
initial method for accessing participants was token@ontact
with the unit managers and team leaders in menéalltin
services, seeking their permission to place flyers staff
noticeboards. This route was complicated as tladthheaervice
wanted to place conditions on the project suchocasesne else
being the lead researcher. This was incompatilile mvy being
a thesis student at Victoria University of Welliogt A change
in recruitment strategy was initiated, to the mdmect route of

snowball recruitment via my own networks. Thisais active
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form of recruitment versus the volunteer strategwtially
planned for. Permission was sought and given fiteenHuman
Ethics Committee at Victoria University of Wellirogt.
Permission was also sought and gained from the Kealand
College of Mental Health Nurses and the local bnaiacpost the

recruitment flyer on their website.

Ethical considerations.

Ethical considerations when planning for this reslea
included maintaining confidentiality for the pargants within a
small nursing community. | had to balance the seeflthe
project against the impact the research may havethaen
participants. This included the potential distrasseliving some
traumatic experiences. | planned to contact thiegyaants post-
interview to review the process. The informed emtiswas
emailed to them to view prior to the interview andlso took
into consideration their working hours when schedulan

interview.

Three enduring principles of mental health reseaach
described by Horsefall et al. (2007); (i) justi¢i@, beneficence,
and (iii) respect, and that the burden of pgtition should not
outweigh these principles. Horsefall et al. go tonsupport
Asmundson, Norton and Stein (2002) and their ellgaalelines
for keeping participants informed at every junctuii®m
recruitment, to the actual interviews or other agsle methods
used, and the interpretation and disseminationnédrination
from the research after completion.

| was aware that the topic might provoke strondirigefor
participants and that | would need to gain theustirover the
course of the interview. | needed to gauge whes mght to
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pursue further questioning and when to allow thei@pant to
move on. | wanted a safe and private environmenttie
interviews to enable greater disclosure. | hadh&rview room
available but was flexible to meet participants wiad where

they preferred.

The emphasis in narrative research is on indivgluas
participants or collaborators as opposed to suhjecNursing
culture mirrors a deontological ethical approachrésearch —
people are not to be used as a means to an ench@uk007).
The therapeutic imperative in this project restdeneficence for
nurses despite the possibility of this researcimgp&motionally
provocative for participants. VT has the potentiabe a sensitive
topic as the changes from VT are profound and emguand
affect a helper’s view of themselves, the world dhdse in it.
These considerations were important in planningelsearch.

Ethics in research on sensitive issues.

Sensitive research may include stigmatising issues

participants (Morse, 2007). In this research thetigpant is
being asked to reveal some personal aspects ofs#iees and
their practice. It was for this reason that | ¢héos have fewer
participants but longer, in-depth interviews tooallfor trust to

develop.

Alty and Rodham (1998) tackle the issue of serssitssue
research which, they say, can stir up such intgsiteeling that
we would be negligent if we did not offer partianpsa reflective
space for their concerns. In this project | cotgdcthe
participants a few days’ after the interview to gethere were

any outstanding issues they wished to talk abdlltparticipants
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found the experience satisfactory and wished me wigh my

study.

Sensitivity towards participants in qualitative easch is
pivotal in gaining their confidence and elicitirttetr experiences
of VT. Horsefallet al. (2007) talk of balancing the need for a
certain neutrality in research. All the while th&erviewer is
conscious of achieving the research objectives.utrdhty in
narrative research is only a partial fit given theality of the
method between researcher and narrator. It ideand@ between
encouraging participants to talk, not putting wornds their
mouth, and to take note and attend to any feelingjstress that

occurs.

Qualitative approaches leave room for interpreskils, for
example, what is the meaning of the silence, ardalen change
of pace in the conversation? It is the negotiabhghe delicate
balance between the participant and the sharingtheir
experiences for the purposes of the research #rabe fraught
for the researcher and participant. As a reseaie is not just
guided by the aims of the project but must be mihdf the
participant and how the process is affecting thehhowever, the
continuing of an interview must not be so burdensdhat it is
damaging for the participant and this must be thedigg
principle for qualitative researchers (Horsefall at, 2007,
Munhall, 2007).

Fox (2007) stresses the development of trust hetwe
interviewer and interviewee and that this levelimifmacy is a
privilege not a research right. The establishmemtd
maintenance of trust is essential throughout eaabesof the
project — the entry, implementation and exit stage3he

therapeutic imperative in this project rests ondfieence for
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nurses despite the possibility of this researcimgp@&motionally

provocative for research participants (Munhall, 200

Ethics approval

| submitted an ethics application to the Human d&thi
Committee at Victoria University of Wellington. outlined my
research plan to interview between four to six, Néealand
registered, local mental health nurses. | chasarative enquiry
approach to explore mental health nurses’ knowledge/or
experience of VT. | would conduct one-off, in-depsemi-
structured interviews of between 60-90 minutes. application
included a justification for my use of narrativegeiry as the
most appropriate method for understanding nursesérences
of VT. Formal ethics approval for the project wgained
(Appendix D) plus a small amendment to the recreitbstrategy

was made later with the approval of the Human [Bthic

Committee.

Informed consent

The Information sheet and Informed consent formantje
outlined to the participants what was entailed he tesearch,
their right to withdraw from the project, and tithe interview
would cease immediately if requested.

Confidentiality

Signed informed consent forms were kept separaten fr
transcripts to diminish identifiability and storeda locked desk
at my home. Participants real names were not wsedhe
transcripts and identifying features from intervéelaave not been

included in the thesis itself.
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Confidentiality was important given the small ¢atent area
used for finding participants. This adds complexit the task of
representing participants faithfully from their entiews while

maintaining their confidentiality.

Risk and harm

Risk and harm in this project included identifidlyil of
participants and the sensitive nature of VT. Haatticipant was
contacted after the interview process to see ifethgere any

outstanding questions or issues that needed atigtali

Participants were asked about their understanding a

experience of VT in their nursing practice. Thegrgvexpressing
how they felt about their work, the environmentwhich they
work, and their relationships with their colleagwasl patients.
They were asked how they felt about themselvesliation to
their work. This had the potential of re-exposihg nurse to the
patients’ trauma material which may potentially @éabeen
distressing for participants. Should the partioisahave felt
unable to continue there was the option to resdeedie
interview or withdraw from the project. If thereawvany further
distress | would have encouraged them to utilizenicdl
supervision and/or access the Employee Assistanogrdhmme

within their workplace.

Bicultural considerations

Research in New Zealand requires attendance tordety of
Waitaingi. The Treaty of Waitangi provides for Maautonomy
and the opportunity to form partnerships with equaaticipation.
Health is seen as a taonga (a valuable gift) amitadrle access
to health enhancing programmes or research is qteaten the
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treaty. While this project is not Maori-centredsearch as
defined by the Health Research Council of New Zedlat is

research that may involve nurses who identify asiva

| liaised with the Bicultural Advisor for my placef
employment (Apppendix E). We discussed my retefnom
Ngai Tahu and Maori perspective and who might lgchle
approached as potential research participantsenRat benefit
for Maori from research might be a raised awareé3sT as a

seldom acknowledged caring induced trauma.

Method considerations

| chose to transcribe the interview data myself $everal
reasons. Firstly, | have the skills to be ablelaahis, secondly,
it would cut down costs of employing a transcrilzerd finally, it

would enable a greater immersion in the particigamdrratives.

Member validation.

A deliberate decision was made not to utilize mambe
validation in this study. Member validation, oetheturning of
transcripts to interviewees, is a method used i@liiive
research for data verification. In the first ingtenmy reasoning
for non-member validation was based on Sandelo&893)
comment on the potential for a ‘re-working’ of timerview and
attempting to change it if participants see themesebifferently
after participating in the process. This essdgtiabuld change
the moment in which their stories took place andspay skew
findings — an unwanted influence in this projecBecondly,
managing the tension and the delicate balance beatvesearcher
and participants: the researcher attempting to taaina
scholarly approach, the participant striving for aocurate

representation of their experiences. The lattewdver, has the
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potential for constant revision as perceptions af shift over
time (Sandelowski, 1993).

Sandelowski (1993) contextualizes stories as “rebrances
about the past in a fleeting present moment sodretpast” (p.
4). The telling and retelling of stories causemtural revision or
reshaping of events, and ‘reliving a moment’ hagicat
implications. Participants consent to the proadssn interview
but not to go over events in an ongoing way that te
burdensome for the participant. If what they aesadibing is
traumatic imagery then revisiting it has the patnto re-
traumatize the participant.

The decision not to return transcripts to partinipafor
validation also raises the issue of ownership ef tdsearch is
discussed by Clandinniand Connelly (2000, p. 176) and their
preferred focus is on relational responsibilitiesthim the
research stories versus who owns them. For exaniple
participant relates an experience that involvegrmgiaff, patients
or family, relational responsibility would includal of them.
They also acknowledge a certain inequality in thkationship
relating to research interviews since they are edriboy the
interviewer (p. 110). The decision not to returanscripts to
participants for validation is congruent with tliea of relational
responsibility. It is not about who owns the datajranscripts,
but about the researcher accepting responsibiitynaintain

integrity and confidentiality within those relatsmps.

| concluded that the emphasis of this researchs resth
nurses’ experiences and their interpretation os¢hat the time
the story was told in the interview. Munhall (2Q0Gbtes that
interviews are time-bound and temporally set. ifeos to
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constantly review all research material it mightsdo its
immediacy and be ‘watered down’. Participants nsge
themselves quite differently from the researched &ok for
themselves in the transcripts. However, the tnapiscreflect
what is actually said at the time, unaltered by effysr the

participant, which is valuable in itself.

Participants were offered the option of a summadrynalings

and this provides a feedback opportunity.

Ethics in research is complex process of considethe
potential benefits overall from the research andingbroving
nurses’ knowledge of themselves and their practi€be over-
riding consideration, however, should be to ‘dohasm’ to the
participant and the research aims should not ta&eepdence over
this.

Research process

The second section of this chapter focuses on dékearch
processes of data collection, management and ahaly§he
analysis process is described, along with rigouwt potential
biases of this project. | talk of the reflexiveopess between the
researcher and participant that is embedded in nidoeative

enquiry method.

Data collection
This section involves the collection of researaktadsia the in-

depth interviews with participants. Semi-structuraterviews

are defined and research questions included imtkeviews are
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noted. Methodological considerations such as $ieeadi in-depth

interviews over focus groups are addressed.

The semi-structured interview.
The in-depth interviews were conducted over a foeek period.
Semi-structured interviews are based on open-emngedtions
and are useful for gleaning attitudinal influencaead for
exploring some areas in-depth (Fox, 2006). Thecehof the in-
depth interview was to give time to the particigatd explore
their work and consider whether VT is a featureueQions are
kept to a minimum in semi-structured interviewsatlow for the
participants’ stories to emerge as they wish. Jinecture of the
guestions centred around the nurse and whethehtdmkheard of

VT, whether they had experienced VT.

Interview questions.

Demographic data was obtained pertaining to agenimg
and education, years of experience, culture, lemagith type of
mental health experience. Demographic data wasatetl to see
if there were any links between levels of expergerend
education that might impact on a nurse’s experiesic®T. |
relied on the participants’ disclosure of their espnces but
there were some questions (Appendix F) around Vichvivere
used as prompts. Prompts are useful in case tleviews
become ‘stuck’ at some point and can encourag@dht&ipants
to share their experiences. | included some dpemipts on VT
to ascertain the level of awareness of this telkfore open ended
prompts were used for greater freedom of respomsen f

participants.

Methodological considerations.

Fox (2006) supports the use of individual interviewserov

focus groups or telephone questionnaires when nedseg
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sensitive issues. Individual interviews providenare secure
environment for disclosure of material that is peed and often
complex in nature. This method, however, is tiroasuming in
nature and costly. This is countered with the pioadly valuable
and detailed information gleaned from participaait®ut events

and their meaning.

Focus groups were considered for this project the t
disadvantage of focus group interviewing is thatmaant
personalities introduce a possible bias to the ltieegUordan,
Lynch, Moutray, O’Hagan, Orr, Peake et al., 200A).lack of
sensitivity by group members can also lead to ictstg the
disclosure of differing opinions within the grougpofdan et al.,
2007). It is more comforting for groups to adopg@up think’
jeopardizing the creativity within it (Gilstrap, @0). It may be
that a wider variance of nurses experiences irdtmain of VT
may be likely to appear in in-depth interviews wehénere is an
opportunity to self-disclose in private. Ehigie and Ehigie’'s
(2005) paper on applying qualitative methods inaargations is
supportive of the semi-structured, in-depth intewi It allows a
greater freedom within the interview setting to lexp elaborate

or digress if assessed that this might be advaategye

The interviewer is ‘the tool’ for the research (Biefall et al.,
2007). The researcher must rely on their skglsua interviewer
whilst maintaining research standards, accuraterdscand guard
against the introduction of bias. Narrative engudoes not
occupy a neutral space as we are asking particggantonsider
their identity and their culture within which thexist (Duffy,
2007). We must tolerate a certain ambiguity wittiie realm of
qualitative research because we are asking theiparit to think
freely, especially in narrative enquiry, and notbdmind by too

many questions.
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Interview process.

| have worked predominantly in a psychodynamicapeutic
community where relationships with both patientsl ataff are
highly valued. | brought these experiences ancetgbions with
me to the interviews and attempted to reassurécqmamts of my
research intent while being respectful of theirsmg stories.
Helping participants feel comfortable enough torshgersonal
details lead me to share some of my own backgroamnd
experiences with nursing and VT, and that thisgrasnpted my

current research.

The interviews were conducted at convenient loaatio
nominated by the participants and at mutually afjrémes.
Refreshments were arranged if needed for the canmdbr
participants. Two participants preferred their owoffice space
for the interviews to be conducted in and two afterno
preference and we used an interview room at myodefor the

interview process.

I met with each participant at the agreed time ague and
after introducing myself | checked that they hadereed and
read both the Informed Consent Form, and the Indtion for
Participants sheet. | reiterated the researchcobgs, asked if
there were any questions arising, if they werd stilling to
proceed with the interview, and had the time abégla The

Informed Consent form was then signed.

Participants were welcomed and thanked prior tostae of
the interview and made comfortable. Parametetseointerview
time were stated and both recorders were turnedl akescribed
the process of a semi-structured interview and Wiate there
were some gquestions, most of the interview willu®on their
experiences in their words. | answered any questtbat were

asked.
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| commenced with demographic data and once | had
introduced myself and my project | asked if my dgdon of
VT sounded familiar. This lead to participantskitad of their
experiences and nursing practice. As time progress
participants became more comfortable with selfidmae. We
moved from a sharing of general information suchimgs and
places of work to disclosure of their challengingperiences in

mental health nursing.

Reflexivity as researcher.

Reflexivity is a core thread in narrative methadpyl. It
reflects the value placed on the ‘backwards anddois’ nature
of the narrative interview — that researcher andigpant alike
contribute to the story. Foster et al. (2006) saffexivity

promotes “dialogue rather than interrogation” (p).4

It is thought that “the credibility of qualitativeesearch is
enhanced when investigators describe and interthest own
behaviour and experiences as researchers in relatiothe
behaviour and experiences of subjects” (Sandelqwi€k6, p.
30). My role as researcher has been to investigatses’
knowledge of VT. Managing the tension between rdsearch
aims and the participants’ wellbeing; looking fdremes to
emerge versus ‘seeing what | want to see’, has bhedrallenge.
| have utilized clinical supervision, academic swpgon and
maintained a reflective journal throughout the v
processes. Due to my own experiences of VT | rneede
explicate my feelings from those of the particiganA ‘working
through’ with multiple readings of the transcrigtas helped
contextualize these feelings.
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Data management

The interviews were audio-taped as this ensureacanrate
account of what was said. | used two recordingia#sy to
minimize any recording problems and | transcribbd tata
myself. | maintained a reflective journal to assmerpretation
of data and add my experience of the interviewsfterAthe
interviews the journal was helpful when linking withe case

summaries of the interview data.

Transcripts were colour-filed individually for daparticipant
and identified only as Participant One and so ®he individual
transcripts, digital and tape recordings and tHerined consent
forms were kept in a secure desk at my house. cte data

was restricted to myself and my thesis supervisor.

Ensuring the confidentiality and minimizing iddrability
was made by masking the identity of the participaand their
place of work. Specific identifying features oaipé of work or
of the participant were removed. | left out datattmight be
personally identifying while trying to present theiarratives
faithfully. Data from this research project will bdestroyed

within one year of submission of the thesis.

Data analysis

This section discusses the use of thematic anabysis its
theoretical positioning in qualitative research. discuss the
analysis process in this research project and ifttion of
themes from the data. There are reflections orptbeess itself
and | address rigour and bias in this research priconcluding

the chapter.
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Braun and Clarke (2006) define thematic analysia asethod
for identifying, analysing and reporting pattermgteemes within
the data. They argue for thematic analysis agethod in its
own right. Braun and Clarke divide qualitative tiaal
methods can be into two camps. Firstly, those tibed specific
theoretical or epistemological position. Secontiyse that are
largely independent of theory and can be applied tange of
other theoretical and epistemological approachésey place
thematic analysis in this second category (p. 7B)is freedom
allows for a rich and detailed account of the daBraun and
Clarke suggest that this rich description is esgicpertinent for
under-researched areas where knowledge and expesieare
unknown. Vicarious traumatization as it affectsntaé health

nurses falls into this category.

Fox (2007) talks of systematically identifying thmain
concepts that arise in the course of qualitativalysns and then
categorize and develop them into common themes.eXample,
in this project participants spoke of the imporent exercise as

a common theme under the main concept of self-care.

De Santis and Ugarizza (2000) state that thereoiglear
agreement on the definition of theme, and that they be
abstract and hard to identify. Thematic analysithe search for
and identification of common threads that extermdughout an
interview or other data set (Morse & Field, 1995This links to
the idea of themes repeating themselves and raguacross
different participants. Linking participants’ imgews by theme
may reveal the differences or similarities acrdssirtdifferent

clinical settings.

The emphasis in narrative research is on indiveluas
participants or collaborators as opposed to subjedthematic

analysis was chosen for its fit with the experienggthe mental
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health nurses in the semi-structured, in-depthriders. It
allows for meanings to emerge and be extracteeaganscripts
are read and re-read. This process of re-readimgportant and
allows not only for the manifest content to be présbut for

latent themes to percolate (Sandelowski & Barro2663).

Analysis process

For the analysis process | was guided by Minicbjefroni
and Hays’ (2008, p. 280) guidelines for thematialgsis. These
are built around the two main principles of firstading each
transcript to make sense of the interview, and tleeread the

interviews as a collective set to ascertain meaasg group.

The interview audio recordings were transcribednygelf as
the first step of analysis. | felt that by listegi to the
participants’ stories and transcribing them | wouldcome
immersed in the data as the researcher and thisddvemhance
the analysis. The second step of the analysistinaseading of
the transcripts and using a highlighter to sepéataeroice of the
participant from my own voice as researcher. leligyed theme
‘maps’ that grouped related words or ideas togednerthe main
themes were chosen to function as an overall gegor e.g.
self-care as the main theme and the importance linfcal
supervision as a concept stated by all participahigial themes
that emerged in this research were the impact of %@if-
knowledge/self-awareness, self-care and burnouttlaese were

colour-coded on the transcripts.

Interviews were analysed for themes and resonaviaée
tracing the emergence of differences between [gaatcs.

85



Interview data were compared for recurrence ofaméh For
example exercise as self-care was a similarity foree
participants, working as a team was noted by allippants as
important in nursing. Some concepts raised fidedoss two
themes, e.g. clinical supervision was describe@drasmportant
self-care professionally which also linked with sed self-

knowledge/self-awareness.

| made case summaries of each participant’s imerv
transcript and incorporated my own reflective jairn
observations within the summaries. From the tnapisc and
summaries, | made comparisons and linkages betweefour
participants, for example common experiences, anitigs of

experience, and education.

The transcripts have been read and re-read to sahkee of
each participant’s data and to get a picture of glmup as a

whole.

Process reflections

Nurses in this study were able to talk openly ogirth
experiences and trust developed more deeply oeecdhrse of
the interview. Participants were aware that memealth nursing
could impact on them in negative ways, in termstaéss, being
preoccupied with work and a lack of energy for lifetside of
work. They commented on having somewhere apprepta
talk about their more challenging work experiencése person

had not talked of her experiences of VT prior ® ithterview.
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| contacted the participants a few days’ after itherview
itself to see how the experience had been and whé#ibre were
any outstanding issues they wished to talk abdiltparticipants
found the experience satisfactory and wished me wigh my

study.

Rigour and bias

| believe the narrative enquiry method was an gmmaie
choice to glean nurses’ knowledge and experientelseotopic
of VT. There are limitations to a project of thmze.
Generalizing findings is not straightforward in 4izive
research (Flick, 2006) the findings are concernétth what is
represented by the qualitative data gathered betwesearcher
and participants (p. 41). Foster et al. (2006xdbs a ‘reflexive
orientation’ (p. 46) where the researcher is awdr¢heir own
part in the research and the meaning constructdus is a ‘co-
constructed’ reality between researcher and narra@laims to
objectivity cannot be made in this type of resedrM6). This
is a fundamental difference between quantitative qumalitative
research. Rather than extinguishing variablesn agiantitative
research, the differences are ‘woven’ in and becpare of the
research data in qualitative research. The awsserand
acknowledgement of the active role the researchayspis
validated. The faithful rendition of the narratielata offers
crucial validity to the research. Braun and ClafR@06) talk of
‘rich descriptions’ (p. 83) and the layering of enstanding.

Through the inclusion and exclusion criteria thisdy leaned
toward those who already had experiences that tsey put
down as contributing to VT and who were reflectafgout it.
This has given the study a retrospective lensdw\findings. In
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guantitative terms this could be described as kbelate bias’ or
‘deliberate selection’. In this qualitative prdjetiowever, the
gain was that participants will most likely haveokriedge of VT
and are prepared to share it. Validation may better “fit’ than
rigour. Riessman (1993) asserts that validatioa key issue in
interpreting narrative data. Riessman definest trusrsus
trustworthiness. She asserts the latter is mqueesentative of
gualitative research aims. The ‘ringing true’ ofdascribed
experience that readers can relate to. Riessnuamgver, does
acknowledge that there are no set standards o tiié¢ govern

validity in qualitative research.

This is my first experience of a project of thigesand my
novice skills have been tested organizationally acatemically.
My strengths have lain in the field, meeting witfe fparticipants
and gaining their trust.

| have attempted to keep the balance of my ownghts and
feelings from impacting on the findings. | havedshe voice of
participants in the findings chapter to balance args | may

inject into the transcripts themselves and thegatapverall.

My own experiences of VT resonated with those loé t
participants, being new and inexperienced in meinigdlth
nursing which made me vulnerable to VT. The impHuit
personal interest and commitment may have in coigur
research findings is discussed by Polit and Hun{®&97, p.
277). Anticipation of results is a potential biagen the
researcher may steer the direction an interviewegakOur own
emotions and attitudes and prejudices may intexigiteresearch

inferences. These biases cannot be completelynalied.
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Conclusion

Significant topics covered in this methods chaptelude the
project design and the justification for use ofrafive enquiry as
the most appropriate qualitative method to explorgses’
experience of VT. The recruitment strategy focusedNew
Zealand registered mental health nurses with &t leeo years
experience. Ethics approval for this project wasmed from the
Human Ethics Committee at Victoria University of Mfgton
with a focus on research of sensitive issues saciTaand my
rationale on member validation of transcripts. THata
collection through semi-structured interviews issadéed and
the subsequent thematic analysis of transcriptiésussed. Key
issues of rigour and bias are explored as theyerdta use of
participants stories in research and my own paénés
researcher to influence findings. Detail of théadanalysis and

the findings are presented in the next chapter.
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CHAPTER SIX: FINDINGS

Introduction

This chapter reveals the research findings andugsss them
in relation to the known literature and the implicas of the
findings. The discussion includes a descriptiorpafticipants
and my decisions regarding the themes from thevielw data.
There are also case summaries that include pattiquotes.
VT was an overall theme for the research and walsedned
throughout the discussion with participants. Thare some
personal reflections on the research leading upeaaconclusion

of the chapter.

The analysis is described with four themes: impmdcVT,
self-knowledge/self-awareness, self-care and burnplus
associated sub-themes described in detail. Eatigipant has a
section of their own and their words are in italios emphasis
and differentiation from other ‘voices’ in the syidncluding my
own as researcher. There is a discussion on piesiigy factors
towards VT and the impact of trauma experiencec amvice
nurse. The findings section is then summarized the

conclusion.

Description of Participants

There were four participants in the study. Therfou
participants were New Zealand Registered Nursekingrin
local mental health services with their work expede ranging
from between five and twenty-nine years experie@ceoss
inpatient and community services. Two were malkk taro were

female. The ages ranged from mid-twenties to dédtlgs. All
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participants identified as New Zealand Europearartiétpants
were employed in a range of practice areas inctudupatient,
community, emergency and education services. Allthe
participants have post-graduate qualifications. oTmad new
graduate entry to specialist practice qualificatiaone had a Post
Graduate Certificate and Diploma, and one completddaster

of Nursing.

Decision on themes

Data gathered from participants revealed phrasaternsents
that developed into the overarching themes of impav'T, self-
knowledge/self-awareness, self-care and burnouw. ifitpact of
VT was a selected theme as it is the focus of tggarch and
any reference to it in the interviews was potehtialgnificant
for this project. Self-knowledge/self-awareness wated with
all participants. Self-care was identified withgaed to how
nurses had coped if they had experienced VT, anueso
participants raised it spontaneously. Burnout sglected as an
initial theme because it was a term used, or taknigs related to
burnout described, by all participants. This resleas exploring
mental health nurses’ familiarity with the term MTTmay be that
they are more familiar with the term burnout whishmarked by
emotional exhaustion, depersonalisation and redymdonal
achievement. It is possible that participants usieel term
burnout when they were experiencing VT. The ddfere
between burnout and VT is that burnout can occuossc
different patient groups not just those who haveenbe

traumatized.

Analysis was done on each individual interview tteatealed
words particular to each participant and for theugras a whole.

A repetition of words or phrases indicated an il theme
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with prominence for the participant, e.goverwhelming
sadness”, “there’s a lot of ifsexual abuseput there”. Case
summaries were written for the four participantattienabled
similarities and differences to be identified. $bere useful to
both expand and compress the data gathered froficipants.
Compressing data to a summary is helpful in se&tajnd out’
themes which lead to an expansion into other ayeaab-themes

(Minichiello, Aroni, & Hays, 2008, p. 270).

Further reading and re-reading of the data traptscnivas
undertaken to tease out the manifest content, aeytl themes,
hidden meanings and symbolism inherent in thesteManifest
content refers to that which is clearly seen frone tdata
transcripts, e.g.“overwhelming sadness”’expressed by one
participant when thinking about the amount of séxakse he
sees in his work. Latent themes are not alwaysbs@ous but
must be interpreted through the language the pgazatic uses
(Braun & Clarke, 2006).

The theme of self-knowledge/self-awareness inclutlesl
participants’ own views of themselves as people asmdnental
health nurses and how these two inter-related.pétees in the
interviews included a knowing of how, with both elifand
professional experience, they are much better egdipo handle
the stresses and strains of working as mentalthealises. One
of the participants specifically related this to ¥iid that linking
her knowledge of VT with her feelings and emotioresdponses,
she now feels more able to observe for the signsegfative

stress and VT in her life.

The self-care theme included issues such as teamn an
collegial support, clinical supervision, familglpport outside of
work, professional development and post-graduatecabn.

One participant used the process of education welde a job
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description for himself that enabled him to feehttlbhoundaries
were in place and to not feel over-burdened withmealistic

expectations which had previously lead to him fegli
overwhelmed and leaving his job. How participan@naged to
find a balance between work and play and that ghysixercise

played an important part of that for three of thetisipants.

Burnout emerged as a theme because it was a farahia
for participants and was used to describe diffiealexperienced
at work in a general way. | note burnout as atimal construct

to VT, in that it is an occupational stress.

Identifying main themes is useful for compressiragadand
the sub-themes expand data into more detail. dll@ning case
summaries are included, firstly as a faithful reergation of the
participants’ narrative and secondly to illustratee themes
identified.

Participant One

Participant One is a male registered nurse witraehBlor of
Nursing Degree and a new graduate entry to spscialental
health nursing, Post-graduate Certificate. He $mgen years
experience working in mental health mostly in gt and
community settings. He identified feeling burnt auhis second
year after graduating while working in an inpatientit. He
describes that year as one of the most difficulthas ever
worked in mental health and experienced times wiesdid not
wish to return the next shift. Tension would buddring the
morning before an afternoon shift and he would &wjer rather
than empathy towards his clients. He felt he madag
professional image but that some of his nursingctma was

affected by these experiences. He said he had:
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Definitely lots of anger towards clients because it
. could be quite a violent place ... quite a
restrictive environment ... with too much use of
seclusion ... decisions were made from VT where
you're feeling more angry ... like it's the client’s
fault ... you're just kind of not caring ... it was a
tough year where | was having some levels of

burnout

He was able to talk about these issues in superviand
recognize what was happening once he weagy from the place
... | like nursing but it's the whole environmentHe felt there
was little time on the busy unit to talk and debméth his
colleagues but had good support with his partri¢e. identified
that he became aware ahé huge volume of people who come
through the system who’ve been sexually abuseexaradly and
physically abuseéd Coupled with some personal issues this

caused significant distress for the participartt@explained:

So that was hard and it still carries through to
this day. | don’t know if I would call it burnout.

sort of a bit of cynicism or loss of faith in the
world with another one that’s been abused — it's a
ridiculous amount of people[l just had]
overwhelming sadness often about the people
[and] the levels of it in our community ... I'm not
to a point of the majority of people are abused or
the majority of fathers are abusers or anything ...

but there’s a lot of it sometimes.

This loss of hope, replaced by cynicism, can beaty
related to VT. He clearly states that his frameedérence, his

loss of faith in the world, has been altered.
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Participant One was thoughtful about the difference
environment made:“working in the community ... you haven't
got it [the patient mileupround you for eight hours a day ... you
can kind of step back from it and look from thesmlg a little
bit” but in the context of a busy inpatient unit he thht ‘you
were definitely in the thick of it”. This seemed to relate to the
difference in intensity experienced within the #ymutic
relationship between mental health nurses workintp \their
patients in the community versus in an inpatient.umle also
identified feeling hopeful and experiencitaggood boost”when
someone whom he had cared for as an inpatient viag avell

in the community.

Participant One further suggested that nurses teedove
around the different clinical settings as in theatient setting

nurses experience:

“the same people coming in at their worst ... is
there any hope? ... but in the community you see
someone who is nearly at the end of their journey
[treatment]just getting on with life really. In the
inpatient units sometimes you can get a bit
drowned in it ... the hopelessness and the
overwhelming sadneskle would sometimeslose

off a little bit to protecfhimself] avoid that one to
one[contact] not like to go into too much detail or
depth[with patients]

VT attacks our capacity to maintain hope for pdseand we
may become avoidant of engaging empathically totegto
ourselves from further damage. At times ‘foaught himself
showing pity which | don’t think is helpful ... rathidan trying

to be empowering and empathetic’.In the interview we
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discussed the difference between feeling pity fgradient and
feeling empathy for them. gity is something | can put out there
at any time, empathy is something | can do when féaling
better ... not sort of burnt out”. The ability to empathize with
our patients is at the heart of mental health ngrsind requires
us to be ‘with’ the patient. Pity does not requines closeness
and may even place a distance between the nursthamatient.
This participant identifies empathy as a skill tribute that he

can muster when his personal resources are not low.

His development from novice to senior nurse inctld®ore
life and work experience and he feels this has awga his
interpersonal confidence with patients. This ipeeglly with
older women‘talking about abuse or any of their difficulties”.
As his self-knowledge and acceptance of himseMvdre gained
more confidence in the role as a mental healtheniHe realized
that “you can’t be like that nursggomparing yourself to others]
you have to be you and be ok ... we have our faults a

strengths.

For a male nurse the issue of transference betviereale
patients and the nurse can be difficult for bofrhis participant
felt that being likened, consciously or subconssiputo a
patient’s abusive father rendered him somewhatfentife in
this job as a nurse. His feeling that maybe he Vdméng
something wrong'was followed up in supervision. He observed
that continuing to “hear difficult stories fills your head
sometimes”. Supervision allows for him to veftthe big things
that come up — ‘there’s so much abuse out thet@at kind of
thing“. In his personal life there is a social limit whesome
things are unspeakable because Ygon’t want to bloody kill
the evening or atmosphere ... so supervision is itapor.. and
spending time with your colleagues going over gaat of stuff”.

His observation of théunderbelly of the world”that he sees in



his work places constraints upon where he can speiak*God,
if people could see what | see sometime§he unspeakable
things and where to speak of them is crucial fontalehealth

nurses who work with trauma patients.

To balance the effects of work he utilizes exereigech he
emphasised wadmportant to me and[l] just kind of switch-
off”. In terms of work he enjoyed th@dn-clinical contact”
which enabled him t¢put things in an order sometimesélated
to paperwork and appointment times. By contrastdwded] the
unpredictability of[his] job” and that this presented a challenge
in his role.  Another balancing factor was envimamt and
whether there was a place to have his feelingse thidught that
this was d'key thing between inpatient and communitfin.the
inpatient settinglyou’ve got a little nurses station you can hide
behind ...[but in the communityihere’s nowhere to hide just to
‘blow out’ at times”. He felt that inpatient units can be like
pressure cooker”. Working in a team with*humour and
camaraderie is a very important thing amongst nsyser nurses
health and well-being”. Especially‘in the context of feeling a
little beaten down by the whole experience of beinilp the
client ... if you can have a laugh ... it's not as laadit sounds
sometimes”. In VT the burdens of working empathically with
trauma survivors outweighs the positive gains ofagng

purposefully with another.

Currently he feels he is in a place within himsetiere he has
perspective and optimism within his job and thagrall he is an

optimistic person

Every experience does change you ... but not
always for the worse ... inherent qualities can
remain in nurses or the health professions ... that

comes down to your upbringing ... I'd like to think
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in another seven years I'll still be an optimistic
person. | think nurses as personalities bring
themselves, you get told that in your training ... |
think more and more we bring something to the
relationship ... it could be what’s happening in the
nurses’ own life that makes it difficult for them t
process and take on board, and show empathy to
other people.

With hindsight he realizes that in his graduate amolsequent
two or three years he took on too much responsibili“... as
I've matured I've realized that a lot of responétigilies with the
client ... with the other nurses and the care tedm, dnly a
small bit and can only do so much’He does worry if hisrisk
perception is getting dullbr whether he is less anxious and able
to tolerate a greater risk with patients? As mleinéalth nurses
he feels thatwe become so exposed to people taking overdoses
... hurfing] themselves.. long periods of psychotic breakdown
and you can become a bit maybe blunted to it ... nunib that

the beginning of cynicism?”

This participant was able to identify his own cysm at times
and relate this to his experiencing burnout andiviis nursing
practice. He speaks of an overwhelming sadness wioeking

with trauma survivors.

Participant Two

Participant Two is a male registered nurse who dasde
range of nursing experience in mental health ame:ige nursing.
Early experiences in acute mental health serviead him to say

“I'd never go back to it ... just too busy and stfess.. as you
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get older you get slightly different in how you esss things so

you don’t find it as stressful”.

This participant currently has high job satisfactioHe feels
that he is in a good position to offer clinical exjse to the
nurses in the acute setting where he works. Hés feeat
experience is important and that the impact of mddmalth work
on nurses and other professionalsusdervalued”. He thinks

that nurses leave the job:

because they just can’'t manage it anymore, the
stress, the type of people, their own needs — they
just can’'t work here anymore ... as individuals
they’re very capable, competent people but ... they
no longer have the capacity to accommodate the
demands made on them by the patients they deal
with.

The environment this participant works in is a bugyatient
setting. They are often required to accommodateema who
exhibit “... anti-social behaviour ... as a group thégan be]

quite difficult ... often quite demanding and verytitld ...

confrontational”. This can cause role conflict for nurses who are

seen ascontrollers”. The conflict lies in balancing:

having a responsibility to keep people sHfat]
we’re not really police ... nurses come into
nursing because they're caring people. | think
new staff struggle to accommodate all the
demands ... the person puts on them ... often
multiple and competing demands. They feel often
let down that the caring is not reciprocated or not
acknowledged or that you're held to blame even

though you’'ve worked your bum off.
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Young patients who are admitted with their firsisepe of
mental illness, often present challenges not josttlie patient
and their families but for staff. This can leadattoss of hope in
the nurse as they support the patient and theiflyffahrough the
early stages of a life changing illnes$ut yourself in their own
shoes ... a young person ... all his life ahead of.himou know
that their life is just going tgchange]from then on and that’s

sometimes difficult”.

Lack of progress in patients with severe and emdumental
illness is a frustrating challenge. He acknowledgeat the

staffs’ “reference pointsfor “safety-wellnesgare] completely at
variance with the community because our percepiosomeone
functioning well is ... distorted”. This might be related to the
setting within which he works but the theme of tdrsed
reference points’ for unwellness has been noted obyer
participants in this study. This referred to thewrking daily
with people in some form of crisis and that this edfect how

they view the population in general.

National and media expectations place demandsafhtkat
are“quite excessive ... it also needs a very good systigutace
to help assist staffto manage the demands placed on them]”
He emphasises the team approach and‘if'&atoo much for an

individual to do by themselves ... use the collectigelom”.

New staff often arrive well qualified but lack tlegperience
or the ‘on-job’ familiarity. “They [existing staff]forget what
they were like when they first started and theyewss different
but they’'ve forgotten ... they've forgotten that tiheyl to deal
with traumas and had to come to terms with it ...rduee
they've got the experience and the capacity to dbsauma ...

it takes time”. This ‘forgetting’ may be related to unrealistic
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expectations by existing staff. It is importantrexognize the
needs of newly graduated mental health nurses enwdohepared
they are for the demands made on them. He conslideseown
induction to mental health nursing in an acute :urfiny first
experience of mental health was very traumaticnfier from an
individual point of view. | didn’t know what | waeing, | didn’t
know the patients”.He described very little support forthcoming
and that supervision was not in use then in the tivat we know
it is today. He feels things have changed conalidgrwith the
orientation provided to new staff todd¥.ou accommodate that
after a while and you’d see things ... | worked theand a person
killed themselves ... | fourjthe patientlhanging and thergwas]

no debriefing or post-incident analysis”.

This participant thought that ‘newness’ in the pssion may
be a risk factor for burnout in nurses. He seesaagl experience
as ameliorating factors against this in terms afogmizing
burnout in oneselfl think that's one thing that people who are
relatively new don’t recognize when they're stagtito unravel,
they think that somehow they have to suck up tlessstand
demands placed on them’Nurses who have high self-
expectations may be more at risk as seeing theesaly failures
if they admit to finding the job stressful and owbBelming. Unit
and, or, team culture was an environmental fattat itnpacts on
mental health nurses. If the culture is too pesmes and
tolerates verbal abuse from patients to staff herie® that the
effects may be cumulativéjt sets a scene that thigverbal
abusejs ok and it's not ok”. I believe if a nurse is new to mental
health nursing this may predispose them to VT éf¢his little or
no awareness of the risks of working empathicali ywatients.
A novice to the mental health nursing professiory rha more
vulnerable with a lack of experience to supportirtimeirsing
challenges. How we are introduced to mental healttsing is

important. Inexperience, coupled with being younmy be a
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further risk factor, without life experiences andursing
experiences, to shape our resilience and tolera@eds the risk

just being new to the nursing profession?

A particular stressor identified by this participaelated to
coercive treatment, especially those under compyliseatment

orders:

You're having to do things to people ... make
decisions for them ... having to hold them down
and ... people don’t come into nursing to do that.
So you have to deal with those issues ... in two
weeks time that person is going to be well leaving
here [but] that doesn’t take away the trauma or

the distaste.

An interesting aspect raised by Participant Two whg one

person was traumatized but another wasn't, desgjperience of

the same, or similar, eventn this instance he was referring to

patients who have experienced difficult childhootisthink it
comes down to individual personalities ... your imdimel

capacity to absorb stress. | guess it's your upding ... it's

your trust and faith in people”.These ideas might also apply to

mental health nurses and their capacities, strengtnd

vulnerabilities. He thinks that certain personality traits contréut

to nurses feeling overwhelmed in the job and legivitones that

have high expectations ... that are placed on thamsel.. high
achievers often undervalue their abilities'Our self-capacities,
such as our inability to tolerate strong affece smpacted upon
by VT and this may contribute to our feeling unatuetolerate

what we experience in relationship with the patient

In terms of his own personality he feélsomfortable with

myself, know my faults, know my strendtred has]good self-
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awareness”.He felt, however, as a team leader he was more
isolated in his current role and that professiopegress and
advancement in seniority, carries the downsidesofation in
terms of support availahle'you become less of a group ... more
down to you as an individual and less and less dppdies to
discuss it”. This may relate to his clinical supervision being
‘informal’ with other senior colleagues, rather rthiacorporated

as a regular part of his working life.

Participant Two described a traumatic inductioro intental
health nursing resulting in a wish to never retukte also noted
the lack of clinical supervision as we know it tgda This
participant thought colleagues left mental healthew feeling

overwhelmed with their work.

Participant Three

Participant Three is a female registered nurse witasters
gualification in mental health. She is currenthorking in
education This participant accepted early promotion as a unit
manager two and a half years after graduation.s Téwel of
responsibility could be quite burdensome for a cevi She
spent four years in an advanced practice role befming
employed in her current role. It was in her adezhpractice
role that she became familiar with some of the eptgof caring
induced trauma: “l often thought about things like thg¥V/T]
when | was workingin her previous roleput had never heard of
[VT]". Reading the recruitment flyer for thissearch reminded
her of experiences in that role and “brought back a lot of
memories about some of the stuff ... working witlpleewho
had experienced trauma themselve#’eople, she said, who had

been involved in motor vehicle accidents and losiet ones,
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some recently diagnosed with cancer, and thoske e¥itonic,

unremitting pain and disease. She remarked:

There was a significant amount of grief with each
one of them and for meé,felt often it was very,
very difficult to work with those people in.terms

of not seeing progress ... Feeling ... am | doing all
| should be doing? ... Why aren’t these people
getting better? - and all that sort of stuff thateg
with it in terms of your practice and feeling
anxious about going to see these people ... | think

you do experiencgVT] working in mental health.

She wondered if becoming a parent, had altered her
perceptions.“I'd ... had my own experiences through that time
... | don’t know whether that changed how | viewdbkiand how
| work with people and how much | took on board in
comparison”. She felt an identification with patients whetiter
was a client involved in a sudden car accident withloss of a

child or someone recently struck down with a teahiliness.

The isolation of that particular role contributexdignificant
stress for her. She had few nurses availableditegial support
and needed more relevant supervisicth needed some help to
see things from a different perspective ... my sigmrwas
quite sympathetic ... bJtndicates more was needed]. She
would ask a colleagueHow do you cope with it? How do you
cope and work with these people all the time andwadk away
feeling like taking it all on boardThe response wdyou just
get used to it"which was of limited benefit. “[I]felt quite
distressed about not knowing if what | was doing Wwalpful in

any way”.
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In this particular role there were:

lots of people wanting support from you as well ...
like the nurses ... they were saying the same things
that 1 was saying ... what if we say the wrong
thing? They also need advice about how to nurse
people ... it was like | don’'t know! You feel like

you're flying by the seat of your pants

She remembers being very new in this role and yogpesl for
the strength of feeling aroused in herself throloging with
clients and their families:

| was very new then ...[lemember]sitting there
while he[patient’s sonjwas talking to me about
the accident and trying so hard not to cry because
it was so sad. | really felt like | needed some
support. I'd goto visit colleagueshnd I'd just go
and sit ... | remember one time in particular | had
a patient. Anyway he arrested and died before |
got to see him anddot quite shocked by that so |
went and sat[there]. But [they] don’t fully
understand ... because they're not working in that
role so | just sat there and said something like, ‘o
I've had a tough morning’. | did feel very isoldte
and didn’t feel there was anyone to really talk to
about it ... you'd discuss it as a team ... but I'd
feel silly for bringing it up in a multi-discipling
team meeting. I'd get assistance ... about the
practical stuff but not the emotional stuff which
was important to me ... it was very, very difficult

... and partly the reason why | left.
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She found the clinical roleexhausting ... | needed to take
time out ... clinical stuff was very, very taxing heiit the
support”.  This precipitated a change to her current role.
Sometimes she would feel that shest need[ed] to be getting
on with it” and felt this message may have been, possibly

unintentionally, reinforced by colleagues.

It wasn’t ... what shcolleague]said but how she

is and what she does. I'd see that and think |
should be doing the same thifay] am | making a

mountain out of a molehill? When | read your
information sheet | thought well that's interesting
that that's got a name and that other people
experience probably similar things and that

perhaps | wasn't just being ... woosy, you know?”

Having few nursing colleagues in the team she coetpa
herself unfavourably against another experiencatc@n and
felt inferior. She clearly acknowledged that hgpectations of
herself were very higtithat's the type of personality 1 am
anyway ... probably doesn’t help ... where you've gthing to

measure against”.

This participant raised the issue of patient depang on

nurses and told the following story:

| had quite a close relationship [with a patient]
working with her | felt really good ... | know that
she found it helpfullbut] was | creating a
dependency on me? Where’s that fine line between
creating a dependency on you but also being there
for your client ... for them to be able to ring when
they’re feeling really anxious, because anxiety’'s a

hell of a thing you know? I'd experienced anxiety
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and I'd been there so | knew in a sense — could
relate to what shgpatient] needed ... because
you've been there ... it makes you relate more to
them and it becomes quite hard emotionally.

In hindsight the timing of entering this advancedaqtice role
was not optimal and she remembéregularly feeling ... very,
very anxious at work in those early days ... not kngwvhat |
was meant to be doing not having much confidencg&lthough
these issues were worked through over the timesphgt in the
role she did feel it contributed to her wish to mfpa jobs to a
non-clinical role. “I think | really struggled with ... relating so
closely with the client ... and that fear of seeirtatmhey were
being diagnosed with — like that could happen t6. m&he role
of the mental health nurse is to forge empathimections with
patients, when we feel overwhelmed we remain akedpless
witness’ to the patient’s traumatic stories. Téifective loss of
power and control diminishes our therapeutic agesmuy is an
indicator of VT.

Postgraduate nursing education was helpful in thearced
practice role and gave her a practice frameworknuphich to

base her nursing work:

It gave me a lot of clarity in terms of confidence...
all | really did was discover that | was doing ok

and that | was doing what | should be doing in the

role ... but it gave me a framework ... | was able
to describe it and talk about it ... | think |
developed ... | knew | needed to work through

some stuff otherwise you don’'t grow, you don’t

learn from it do you?
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Esteem and confidence in oneself can be negatafédgted
by VT. For this participant postgraduate study hagpin-off in
terms of esteem — in her role as a mental healtlsenand
personally: “esteem was an issue ... | always found it diffitwl
measure whether | was doing an ok job”.This research
interview, was the first time she had spoken in dagth about
her experiences which may reflect her reticence in
acknowledging her difficulties or concern that stas the only

one who was not coping with problems at work.

This participant thought that it was important upervision to
find “the right supervisor”. Informal discussions with nursing
colleagues have provided sorfreormality’ to her experiences
within the advanced practice role and that she dmtdeel so

different because of them.

Other nurses experienced the same thlagk of
role clarity or conflict about whether they are
doing a good enough jolplarticularly nurses that
are empathetic and do care ... | mean if you were
working in that role and you're a nurse that
doesn’t get emotionally involved or is emotionally
withdrawn and detached then | think it would be

very detrimental to the patient to see that.

Participant Three found that off-loading at homes\passible

to some extent but:

Trying to explain this stuff to somebody that's not
a nurse ... you can tell them a funny story ... but
when you start to talk about the other stuff itke|
‘well, that’s a bit much for me thanks’. It jusids
up being more frustrating because they don'’t

understand the depth of how you're feeling ... and
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how it's affected you ... like it becomes trivial ...

So it ends up frustrating.

This raises the question of whether home is theepl®
‘debrief'? There may be little choice straighteafta difficult
shift. Being understood by those we live with nsgp nurses
feeling isolated in their nursing and that otheas einderstand
the impact of the work they do. Participant Thfeend sport
played an important role in winding down after wankterms of
managing her anxiety. Basics such as eating aedpislg
enough were also notedall that stuff becomes really
important”. However, she acknowledged that time for doing all
of these was not always available in balancingwa jod, study

and a family.

If I'd had a really stressful day I'd probably go
out for a run in the evening ... | think it makes you
feel good, makes you feel better ... that feeling
afterwards of feeling physically tired is quite @ic

... with our work it's often emotional.

Long term, the effects of cumulative stress contem

| wonder if it catches up on you. Does it
accumulate? 1 think that's why yailnange jobs
... you work in an area like this it's quite low Key
suppose ... I'll do the odd shift. | enjoy that ... |
spoke with a colleague anthpy] said to me that
the idea of going back to clinical work just makes
[them feel sick. You know like why is that? Why
do you get into a role like this? ... I still febkt
same way ... | don’t think | could go back to a

clinical role for a while yet, but why is that? Wh
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can you not face the idea of not going back to

clinical?

| asked her if it depended on the type of contacses had

with patients:

Yeah, it brings up so many emotions within
yourself and what do you do with that stuff? |
think that’s part of it ... | really felt isolated wh

| was in the[previous]job ... I felt powerless to
change that, | didn’t know how to change that
when | was in the job ... | almost think that if I'd
been able to afford paid supervision then that

perhaps would have been ideal.

This raises an issue for employers about level @st of

supervision and who should pay.

Participant Three said that further education assisted her
in gaining perspective and confidence in a newicdinrole that
made demands on her which she felt she could net atd¢imes.
This contributed to significant stress. She mad#eaision to
leave clinical work and moved to education. Shesdoot feel
ready to return to clinical work. However, clinicslipervision
was inadequate and contributed to a strong senlemeliness in

her job and a lack of team support.

Participant Four

Participant Four is a female nurse in with a Baohedf
Nursing and five years of working in mental heaithrsing.
Following her graduation she completed a new grdaatry to

specialist practice (Mental Health) programme. Hgork
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experience includes acute inpatient and crisisicesy Her first
encounter with the term VT was while researchingivess for a
presentation to a volunteer community group. Thesgntation
was to look at the impact of the group’s crisis ammity work
on themselves as a team. The links between tbiggef people
and nurses she felt was obviousVhat do you do when you find
someone who is not in a very good way and poténuaing to
die and that sort of thing”. After reading her research material
she identified with it from her nursing perspectiveh, so that's
what that, and that, and that is[indicating she had similar
experiences] She has pondered this in relation to her mental
health colleagues. Her personal experience of &id being
exposed to other people’s abuse stories, has keatbtbe more

distrustful of people in general.

You hear a lot of people’s abuse and often it's
people close to them — people that they thought
they could trust. People don't believe them
because everyone else around them trusts them
[the abuser].

In her personal life she wasn’t aware of this latkrust.

| didn't really realize it was happening until I'd
come across the terfyT] and it makes it a lot
easier to kind of challenge yourself about that and
say this isn’t about my stuff, this is about having
heard about this and this from all these different
people and I've actually got no reason to distrust
those people ... it makes it a lot easier to
rationalize it all | guess. You do get a skewed
view of reality | guess ... we see so many people
that have been abused and | don't think it's

representative of the general population.
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The subtle nature of VT can mean its presence goes

undetected.

You don’t notice it creeping in ... until all of a
sudden ... someone might say something and um,
‘yeah, you're right I'm not really trusting you ds
should’ and it's not because of anything that
they've done or that you've seen in their
behaviour that makes you mistrust them ... you've
all of a sudden realized that you've got this view

that no one can be trusted.

Given the insidious nature of VT this realizatioanctake

time. Meanwhile the enduring effects of VT congnu

| probably didn’'t really notice until | started
reading about VT and then it sort of dawned on
me that I'm quite a different person now than to
say how | was three years ago. | mean now that
I’'m aware of it, it's very obvious you know it'&é

‘oh, time to switch out of that’ and into a more

realistic view of the world.

It is not something that she usually talks abowt@tk but has
in supervision:“usually when ... I've seefa patientjwhose kind
of making me think along that lif®T] again”. She thinks that
work is busy and she is focussed on the job argdishwhy she
does not share it with her colleaguidn just not aware of it
happening at the time and | don't think that's ifgalvhen it

affects me at the time, it's usually a little bitea’.

We explored the issue of VT being experienced tie libit

after’:
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| think more because at work you ... trust what the
client’s saying, it's not like you can do a blo@sit

to assess what they’re saying ... if you don't trust
them then you're just not going to get anywhere.
It's more | think in personal relationships you
know where you can pass judgements more on
what people might be doing or saying. It's not so
much people close to me it's people a little bit
distant, more acquaintances. New people | find
I’'m a lot more wary of ... in the past | would kind
of trust everyone until proven otherwise
whereas now with new people ... I'm just wary of
them ... trust has to be earned rather then just

being given.

She feels that these responses come as a direttt oéher
work: “particularly in relationships with new boyfrielsd That's
where I've noticed it the most, it's like ... guysi’'tde trusted
until they’ve proved it sort of thing”.This only shifts when she

realizes it is occurring:

It's about me realizing that at some point I'm
basing my judgements of them on a skewed view of
them that I've acquired through work rather than
anything that they have or haven't done ... | make
a conscious kind of choice to trust them justtéelit

bit more ... before it was easy and natural

whereas now I've got this awareness of it.

This loss of trust in others and the world is iradilee of VT.

Participant Four felt this awareness is:
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disappointing, it kind of makes you feel a littie b
hard ... but | enjoy the job and I like what | do and
you know there’s kind of risks in all jobs. Not
insurmountable, it's manageable now that I'm
aware of it ... would rather do without it, but it
comes with the territory, and you kind of just have

to manage that.

We talked of what she does do tmanagé and she

responded:

| can talk about it with my supervisor ... makes
more sense because the things | take to
supervision usually I've kind of thought about for

the last two weeks ... things | talk about at work ...
tend to be the more here and now type of things.

This participant revealed that her frame of refeeeon the

world and those in it had changed as a result ohhesing work.

This

said:

change in frame of reference is a side-eftécvT. She

Occasionally I mention it to my partner, if I'm jus
feeling wary and suspicious ... | call it cranky
often that's what it's about, I'm just sort of fewg

the world is not as nice a place as I'd like ithie

... at least if I'm feeling like that it links batk a
specific[patient] story that I've heard recently ...
if I hadn’t heard of a specific story for a while i
just kind of sits in the background and doesn'’t
come up again until you hear the next story ...
then you start thinking about all the different
stories that you've heard in the last wee while but

then you kind of rein yourself back in again ... it
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comes and goes — and it's very traumatic ... |
guess it's something that’s triggered those kind of
thoughts.
In the context of discussing VT and hearing peaple’
experience of abuse, participant four uses the tstories”. |
thought she was being careful about the languageusbd and
she was uncomfortable at this point. | thoughs timight be
significant in terms of how abuse stories are iedfrby nurses

in their minds.

You look back through the notes and often you
don’t write every detail of all their difficult sfiu
but you remember it all and it’'s ‘oh, that’s right,
that was what was happening with this person’ ...
so that might come up again even if that's not an

issue for them at the moment.

| asked if the things she was careful not to ptd to/o much
detail in the notes were traumatic aspects of #tepts’ stories.

Yeah, | don't usually give a blow by blow account
of things ... one person in particular ... she was
really in a mess in terms of a relationship and
some quite nasty stuff that happened ... and she
was just kind of reliving it all afthe service]Jike
wailing and very distressed and it's just all
coming out you know, blow by blow what
happened ... | think generally that stuff doesn’t
need to be in the notes all of it ... her description
was very vivid and | don’t think there’s really
anyway you’'d forget it, you know kind of the way

she’d talk it played out like a movie sort of thing
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She was kind of reliving it all ... yeah, you can’t

kind of say, stop | don’t want to hear any more.

She agreed she would like to ask that it stop siomast “but

the reality is sometimes people want to talk alut

Workplace supervision and debriefing were otherpsugive

measures where she worked.

| probably do vent about difficult stories that we
do hear. You know you come back and it’s ‘oh, |
can't believe what this person’s been through you
know — it's no wonder they’re suicidal, | would be

too’ sort of thing.

Colleagues share with her also but she finds shikfierent.

It's interesting it never has the same impact when
another nurse is with that person and hearing it
from the person themselves. It doesn't seem to

increase the load with them sharing in the office.

| wondered if the difference was hearing it firsind from the

client.

Yeah, | guess there’s ng¢obvious] emotional
engagement when your workmates tell you the story
that they’ve just heard. And they obviously déee

it the same as what the patient did so they justeco

across differently.

This type of emotional and empathic engagemenssgrdial
in the therapeutic relationship between mentalthealirse and

patient.
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This participant’s work environment is a busy onéhwwnost
staff sharing one space. In order to get ‘timé wuthe moment

at work:

You might pop iffithe manager’spffice for a little

bit and just write up ... you're still working,
you're not sort of skiving ... but you're not kind of
having to think the same and think with other
people on the phone who might be distressed
about something else. And that’s usually enough
to get you back on track for the rest of {Bhift]

... | think just not having to deal with any more
distress. For a little while. Until you've kind o

got it all sorted in your head.

Not everybody does this;Probably the non-smokers, | think

the smokers tend to take 15 minutes outside but ...

After a nursing shift she often uses physical #gtias a way

of ordering her thoughts

After a shift where something’s ... happened, you
have a run, think about it then, completely wear
yourself out and usually get to feel like I'm pyett
right after that ... yeah, if it's been a bad sHhifen

... | try to wear myself out ... until 'm absolutely
exhausted.

Social withdrawal is a downside of the job and iegrant

Four noted:

If it's been a bit of a baftime] | actually try and

take myself away from friends as well, I'm just
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sick of people! ... I don’t want to talk to people, |
don’'t want to hear about your problems ... you
know call me in two days. That's probably the
biggest impact it has on my personal life because
that happens reasonably regularly that | just say
‘right that's it — I've had enough of people’ no

Friday drinks this week.

VT is known to affect areas such as safety andskdathis
issue with the participant and she outlined heviseis way of
working. They work as a team rather than individuals and use

the police service if they are concerned.

She feels the precautions she does takes persoasdly
“sensible” rather than due to an increased wariness relathdrt
work. This may be an important aspect as the &sffecVT can

be felt in one’s personal as well as professiafal |

| asked this participant when she first became avedrthe
negative impacts of VT in her mental health practitProbably
started developing later in my second year. Theas a big,
well big to me, incident ...”.She described the incident where a

patient hanged themself and of finding the person:

[The patient] was someone I'd worked with

several times over the last year, year and a half
and then to find her ... will never be forgotten.

That did make me a lot more aware of the impact
that work had on me at home. | used to think, the
patient hung themself in the shower, and for a
long time after that, every time | was in the showe

| was...
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She made a noise/word that signified something eagalnt
and from the look on her face she was still remembethis
incident clearly. Recurrent and disturbing visurabhgery are
features of PTSD and VT. The effects of VT arduging.

The investigation wasn’t particularly nasty or
blaming ... it wasn’t the first time I'd foungh
personjwith things tied around the neck, this time
we found [the patient]too late ... but you're
always thinking of what if we’'d done that round
just five minutes sooner. The team were all very
supportive. Those of us that were on that shift
actually all went back into work the next day and
we were all on together for a couple of days ... |
found that really helpful. 1 kind of decided tHat
wasn't taking time off work, because finding
someone hanging in the shower had always been
my biggest fear ... | didn't want to get to the
position where | was scared to do my work, scared
to do myround ... it was very important to me to
go back that next shift | found it really helpful i
was the same crew on ... we were all talking about

it for weeks afterwards.

| asked if she was more vigilant after this eveshe replied:
“actually [I] tried not to be because it's quite sort of unssitl
for the patients to have nurses kind of ‘hi, howyt@u going’

every five minutes”.

A few weeks after the suicide another patient waitied
who had some physical similarities to the patietiovhanged
themself. This proved very alarming when this ipgrant
discovered the new patient had shut themselvelseiridilet; “I

thought ‘no not againithrows hands up, leans back and closes
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eyes momentarily — her strongest reaction thus.fasjou know

the first time[previous suicidethat wasn’t what my mind jumped

to ... for a long time you're anxious about the tile.”. This
raises the question of whether one can be ‘enadtumto

trauma in mental health nursing, and if so, doesrdise nurses

vulnerabilities to VT? Six months later she Iéfe inpatient unit

for another service but only when she felt that:

it had kind of passed ... | think that would have
made it very hard work to go back ... when | guess
the pain hadn’t been quite dealt with and it wasn’t
sitting ok with us. | guess because the job does
make you anxious, it's important to me to ... be
one up on that, not to leave anything when I'm stil
feeling concerned about it ... otherwise | worry |
would avoid those situations and that's not
helpful. | don’t think you can do the job if yoe'r
avoiding whole groups of people or ‘X’ situations

or anything that looks like that situation.

| reflected to her that this showed considerablerage and

she laughed and said:

[I's] more because I'm scared I'd run away and
never go back to it ... to me it just kind of takes t
power of that situation away. If you don't ... ilet
frighten you any longer than it has to ... or if it
does ... continuing to go back to it till it doesn’t

This last statement can be read in a number oéréifit ways.
To continue to go back to work to gain support froolleagues
around a traumatic event, or until this type ofréveo longer
affects you. | thought that this participant wahte sort the

traumatic event out in terms of her own thinkingl amhat she
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made of it, where it fitted in her own view of liféThis may be

around the assimilation or accommodation of disanépvents.

After changing jobs she returned to an inpatientise on a
casual shift and met the patient who had gathetgging help
for her when the patient was found hanging. Thisenpt asked if
the suicide was the participant’s reason for leguthre inpatient
unit; “it was quite good to be able to honestly say ‘hatts not
the reason | left’ because she was another patidrat used to, or
still does, make serious suicide attempts"We considered
together whether patients are often aware of thEaanhof the job
on us as nurses. She thought this patient waaicgraware, in
particular of how their self-harming behaviour ntigtifect the
nurses they work with*Sometimes whefthe patientjwas in a
better frame of mind she could say ‘look | knowal tthese
horrible things to myself and that it's horrible imd me’ ... ‘but

it's what | do — it's how | cope’ type of scenatio.

Participant Four saw her change in work setting a®sitive
one, not based on any fear or a strong need te lbay job.
Although she did own some frustration with seeihg same
patients coming in and: “feeling a little bit frustrated with
developing this relationship with them, they're rthdor six
weeks and then they're gone ... then they come badkxi
months later exactly the same as last time whendame in and
you go through the whole process again and out th@yand
back in they come agdinVT is characterized by its long-term
effects across time and patients. The participamiarked:

| think [VT] can have a huge impact on nurses
more so if you're not aware of it. | think it is
something that is quite manageable if you're
aware of it and aware of what works for you in

terms of putting it in its box and out of the way.
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| asked if she meant aware of VT as an occupatiosie?

Yeah, and | don’t know that it's made obvious ...
it was something that | found out about through
my own research. | don’t remember it being
brought up[in nursing education].. but you might
not make the links before you've ... experienced it.
| don’t know if it's necessarily something you can
be warned about. People try to warn you but |
don’t think it really carries any meaning unless
you can kind of pin it on something ... see it in
your own experiences ... it makes sense then. It's
just very abstract — and you think ‘oh, it's just a

job” you'll be right, the old she’ll be right attide.

These comments are reflective of VT being an inpmu®us

but harmful transformation.

The four participants raised similar issues inrthaerviews.

These were coded as main themes and sub-themes.

Themes from the Interview Data

Four initial themes were identified from the datg the
impact of VT; (2) self-knowledge/awareness; (3)-sale; and
(4) burnout. The next sections deal with each thamd related

sub-themes.
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Theme one: The impact of VT

All participants were familiar with the concept chring
induced trauma. Two participants knew the terncdvious
traumatization’ and what it described. Two papiits knew the
description after reading my recruitment flyer ahdn became
familiar with the term VT after connecting the degtion to the
term itself. One of the participants was reseaglstress and
came across the term VT and related her own médrgalth

nursing experiences matched the description.

Although there was knowledge that mental healtlsingrdid
expose nurses to caring induced trauma, and irc#ss VT, this
was a process of self-discovery not from any ngr&ducation
or training. It was clear that no one had beerpgmed for it.
One of the participants observed that in his lomgeeence
working in mental health that VT was an issue fetention of
mental health nurses in the workforce. Three @adnts
changed their jobs after feeling either traumatiaed/or burnt
out although they acknowledged it was some timer.lane of
the participants worked with a large team and noed people
left if they felt overwhelmed in their work rolesOne of the

participants had moved out of a clinical role.

A view expressed by participants related to thetlstyb of
effects of workplace trauma and VT. One partiotpzoted that
her trust of others in general was affected anda$ only with
some distance between her and her workplace dsdbttome
clear. This awareness has enabled her to challesxgelf when
she has similar experiences, that with previousikedge of VT

and its effects she is able to deal with it mofeatively.

Two of the participants could clearly place themeglwithin

the description of VT. The experience by one ip@dnt of
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“overwhelming sadnessfelated to the regular hearing of stories

of abuse. Pearlman and Saakvitne (1995, p. 3k)ofathe VT
effects of continual engagement with the traumaiestoof our
patients and that trust can be damaged. One gbaheipants
was aware of her trust in others in her persoral Had been
affected. She was later able to connect this With Others
could identify it in their colleagues. It emergddough the
interviews that some experiences could be put timocategory
of VT. For example, in reliving traumatic evermst wishing to
go to work, not trusting people as one used toustlis a specific

psychological need that Pearlman and Saakvitne5(1p9 62)

say can be damaged through experiencing VT. Trust

encompasses the need to have confidence in owegtenes and
judgements and to depend on others. Two of th&cmnts
expressed concern about whether they would kndielf might
be becoming blasé in their assessments of patientd, they
would know whether they themselves had accumulate@anuch

stress and should not continue in clinical work.

The issue of trust in the therapeutic relationsthe, heart of
mental health nursing, is thought to be affectebugh the
empathic engagement with traumatized patients. triis was
developed over time and across different patieritss not the
patients that were mistrustgzer sebut that their experiences
changed/damaged the nurses’ view of the world dhdre in it.
With trust in mind, Pearlman (1998) describes theed self-
capacities that are embedded within the CSDT. &lae the
ability to maintain an inner sense of connectiothvathers; the
ability to tolerate and integrate strong affectad @he ability to
maintain a sense of self as viable, benign andipesi It is the
first capacity, that of connection with others, ttipgermits the
second two capacities. Canfield (2005) states\fiiatepresents
changes in the psychological working of mental tiealorkers.

It is across all relationships in both personal prafessional life
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and is permanently transformative. Participantghis study

were aware of the impact that work had on theisqeal lives.

Sub-themes related to knowledge and experienceé .of V

From the initial theme of VT there emerged sub-teem
related to VT, those of trust, feeling'peopled-out”,
“overwhelming sadness”, reduced esteem, personal and
professional relationships being affected by ladktmst, a
change in personal frame of reference with feelivef'world is
not as nice a place as | would likehd“there’s so much abuse
out there” Trust was also affected in relationships outfle
work. “In the past | would trust everyone until provermetwise
... how with new people ... I'm just wary of them ..tipalarly
in relationships with new boyfriends ... that's whéwve noticed

it the most”.

The feeling that others outside of mental healttsimg do not
understand the impact of the job and it is hardai& about
socially without “killing the evening” — reinforcing that it is
something not to talk about‘that’s a bit much for me thanks”.
One of the participant’s enduring experience of Was that she
often wished to withdraw socially:That’s probably the biggest
impact it has on my personal life ... happens redylar. you
don’t want to care”. She found that work was consuming her

life.

One participant stated thatThis job has exposed me to the
undercurrent of society and what can be down tivetbe depths
... whether that's changed the way | see the woddn't think
so yet”. | thought that he was experiencing enduring ckartg
his frame of reference. That he now sees the cantynwithin

which he lives as hostile and damaging to othedsramself by
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association. This was a repeating theme as he esmik
“sometimes you see this underbelly of the worldetomes and
you sort of think ‘God, if people could see whaeé’ . There

were times when he felt protective of himséiyou sort of close
off a little bit ... you might avoid that one to dmeth a patient]

I've caught myself showing pity which | don’t thiiskhelpful”.

Avoidance is one way to manage intense thoughtsfeslthgs

and when we feel overwhelmed, as in the case of W& can
frame it as self-protection.  When our internasa@rces are
stretched it is hard to find energy to balance sl life that
Pearlman and Saakvitne (1995) say is essentiam&i@rating

the effects of VT.

Theme two: Self-knowledge/self-awareness

Participants in this study showed an ability tdeetf on their
nursing practice, its impact on their lives and timpact their
personal lives had on their nursing. This reflextcapacity
developed with personal growth and experience @air tjobs.

One participant described it thus:

| find that over the years | don’t sort of take it
home as much ... the horrible stories you hear ...
the hopelessness ... the terrible situations ... | feel
like | can leave it at work a bit more. | don'tdum
whether it's because of ... just maturing or feeling
better in myself probably.

The same participant thought that his increase@mpce of

working in mental health had not only improved his

communication skills but also his confidence argllience. This

personal growth is a positive experience in refatio his work
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and balances the negative changes that can beienges with
VT.

It goes along with your interpersonal confidence
with people ... it's about being more comfortable
with who you are ... we all have our faults and
strengths ... but as I've matured I've realized that
a lot of responsibility lies with the client ... the

other nurses and the care team ... I'm only a small

bit and can only do so much.

One of the participants described his own perstnah
relation to his long experience in mental healthsmg. “I don’t
get too het up ... I'm comfortable with myself ...dwmmy faults

. my strengths”. He currently puts his job satisfaction as high
which contrasts with his initial and traumatic ietlan to mental
health nursing. He feels that having had traumexigeriences
and positive experiences of patients getting wealdd are-
establishing their lives has provided balance dmsdkinowledge
that he can value their recovery and cope withtittaema “ ...

I've been through that ... worked through those tiingCollins
and Long (2003) noted that work satisfaction, ompassion
satisfaction as they termed it, was a protectiwtofaagainst VT.
This type of satisfaction offered a balance agaihetnegative

experience of VT.

Fronting up to her worst fears was an importargdadrfor one
participant who discovered a patient hanging. f8hehat: “the
job does make you anxious ... | don’t think you canhe job if
you're avoiding people”. She felt that if she did not address her
fears and anxieties in her work they would contiouavorsen.
Traumatic experiences over time and occurring witlany

patients can foster an unhealthy ‘layering’ of tratic
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experiences that affect the nurse’s ability to werkpathically

and can result in VT.

Sub-themes related to self-knowledge/self-awareness

Sub-themes related to self-knowledge/self-awaremmetsded
awareness by all participants of the effect thegobld have on
them and an awareness of its impact on their ngifsiactice and
personal lives and vice verse. This awareness seagething
developed over time and experience in their nurgaimg private
lives. Experience was expressed by one participtan
advantage in supporting his career longevity. phasicipants’
capacity for self-reflection and supervision wadedi as
important in understanding themselves in relatorihieir work
and to have a place toent” feelings - this word in particular
was used by two of the participants. Feeling aiorework role
was identified by one of the participants as beirgjressor in her
life, coupled with inadequate supervision. Onetipgant also
described their own personality as quite driverhvaiverly high
expectations of themself at work and their esteeffeied when
these expectations were not achieved. The two paatecipants
described themselves as optimistic people. Optimisray
encourage resiliency in the mental health contexb@ling to
Warelow and Edward (2007).

There was thoughtfulness about what the mentattheakse
brings to the therapeutic relationship. One pigndiat:

| think nurses as personalities bring themse[tes
the therapeutic relationship]. I think that's really
important to underline ... we can all work
differently with people and that also comes down

to how we cope with the job ... it could be what’s
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happening in the nurse’s own life that makes it
difficult for them to process and take on board,

and show empathy to other people.

Courage was in evidence as some of the participants

continued nursing despite feeling traumatized byidents
particular to them. They wanted not to feel intdated and
frightened about their work, and not to avoid theiwm fears and
anxieties post-trauma event. There was also ceraidn for the
patients in their care and how they might be img@daipon by
traumatic events on the ward, or secondarily byirtiygact it was

having on the nurses who provide their care.

Ongoing education was identified by one particip@having
a significant impact on her understanding of théeatf of
workplace stress on not only her occupation butlifeoverall.
Some of the participants clearly identified thaidgteducation
had contributed to better understanding their woole, its
stressors and risk of VT or other caring inducedrmas.

The participants described how knowing themselvesbled
them to understand the impact their work might haaethem

and what they brought to their nursing.

Theme three: Self-care

The theme of self-care includes the participantsé of
strategies to look after themselves in the condéxheir nursing
and their personal lives. Self-care and its s#orths of exercise,
attendance to rest and relaxation etc. are disdusseelation to
the literature on self-care issues for those waykith victims of

trauma.
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Managing strong affect/emotion is important in tiwsrk and
strategies for this include putting collegial sugpsystems in
place, drawing on our own sense of altruism, egercnd
affective distancing — placing the patients’ stramgotions in the
therapy context. Adaptive coping mechanisms suchhase

reduce the negative effects of trauma work (Catfiz2005).

Self-care for those working empathically with traatmed
patients is an important occupational need to arsk the
effects of this type of work including VT. Selfreaincludes
attending to both personal and professional aspeabsir lives.
Clinical supervision and collegial support are adhted by
Pearlman and Saakvitne (1995). Humour and camaeaders
experienced as supportive. Restoring ourselvesugiircsocial
interaction and maintaining a personal life modesdhe harmful
effects of VT. One of the participants talked‘lo¢éing able to
just ... switch off’and “being able to talk with[partner] at

home”.

All  participants identified the importance of chal
supervision in their respective practice. Threetigpants
attended formal clinical supervision but also infiaily amongst
colleagues. It differs from debriefing which iident-specific.
One participant had mostly informal supervisionhahis peers if
and when he felt he required but acknowledged dsahe had
taken up more senior nursing roles those opporésnit
diminished. Environment, including the physicaVieonment
and the team dynamics, played a factor in the éx¢ewhich one
was able to debrief with colleagues. A busy irgrdtiunit was
not seen as conducive to taking time out to comsdents that
occurred which were disturbing, to the point of @maging a
certain level of ‘staunchness’ about accommodasihgssful

events. One participant described this ‘staundiresunhelpful
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for himself as he felt on his own coping with ckaljing work

situations.

How we attribute meaning and maintain our own seofse
hope in life is an important aspect of self-careaffiman &
Saakvitne, 1995). Three of the participants lookedalance
their life outside of mental health nursing throughysical
exercise and cited its importance in providing atst to their
working lives. After a stressful day one participavould “go
out for a run in the evening ... | think it makes Yyeeal good,

makes you feel better”.

The use of extended family and friends, to balamgethe
work intensity, was mentioned by three of the pgtnts and
this provided a release and a contrast to a diffday at work.
The ability to be oneself that does not includengen the role of
carer as in nursing, that is, to receive, or be pareciprocal
giving and receiving. However, three of the p@paats felt that
discussing their work with their families could prgjo so far.
This may reflect the taboo nature of sexual abus& a@ther
traumas in society. There were times when partntgpéelt they
were ‘sick of people”and for one nurse, this happened on a
regular basisjust give me a book and a tree”Pearlman and
Saakvitne (1995, p. 396) state that one’s spiittuad an early
casualty of VT. Being involved with friends, fawiland
enjoying sports offers a counter-balance to feelimgt one is
only experiencing negative parts of the world inichhwe live.
These activities offer us hope, humour and an dppiy to

maintain our spiritual health.

Socializing and home life provides a reality chdekn the
negative effects of working closely with patientshav had
suffered abuse and the worrying belief that thisisabwas

becoming omnipresent. Canfield (2005), commerds direality
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check is especially relevant when working with ireized
children and how important it was to engage withaltng
children. The need to have everyday experiencels hgalthy
people in life when working closely with traumatiizeatients is a
recurring theme in literature, (Collins and Lon@03b; McCann
and Pearlman, 1990; Pearlman & Saakvitne, 1995393).
However, this social engagement becomes much havben
feeling “peopled out” as one participant noted. Without
experiencing a balance between work with traumamg and
socializing with healthy people, there is the ragkfeeling that
everyone is suffering trauma. This negative chaongaur frame
of reference provides a dim lens through whichiemwourselves
and others and contributes to our isolation. Thi particularly

damaging aspect of VT.

A supportive home life was no substitute for clalic
supervision, however. There are societal inhibgitimat prohibit
discussing taboo subjects like abuse in a sociiihge There
was worry that talking too much about working withumatic
incidents with patients would then be too muchtfair families
and that one could only go so far. Confidentiaigs an issue in
terms of sharing work experiences in a small pladdental
health clinicians can also feel stigmatized alonghwour
traumatized patients and feel that no one undedstaar work or
its impact on us (Canfield, 2005).

One participant in this study felt that access tmical
supervision in a small mental health community wasssue for
confidentiality which may result in not receivingpgrvision or it
being of limited use. This raises the issue okasrfreedom to
choose supervision outside the institution whesy twork, and
who would pay for it.
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The importance of team work was identified by aurf
participants in terms of sharing the workload, boténtally and
physically. Isolation in their work role contrilad to workplace
stress for one of the participants who had few esirsr other
clinicians around her to debrief or supervise withAnother
aspect raised by participants was the idea of ¢gakime-out’.
Sometimes this was in the moment in practice whegdimg to
remove oneself physically from feeling overburdetgdwork.
Time out also included long-term suggestions swlehanging
clinical areas and moving to non-clinical work farperiod of
time. All participants had experienced not wagtia return to
their work at some point in their career and atiédol it to the

difficulty or nature of their type of work.

One participant observed that maturity and life exignce
seemed a mitigating factor against VT and burnoulis
experiences, of being able to manage traumati@atsins and
also be glad of a patient’'s progress, were enrichinother
participant also felt that with experience he hagined
confidence in himself and his skills as a nursee félt able to
look after himself personally and professionallyndato

experience satisfaction from working with patiewtso got well.

Resiliency in mental health nurses is negativefeciéd by
VT leading to a gradual wearing down of inner reses and a
withdrawal from people, including patients. Resity was
explored by Warelow and Edward (2007) in their papa
mental health nursing as a resilient practice. Theyue for
mental health nursing to extend its traditionallskof caring to
include resilience which has the potential to assih traumatic
experiences and even change them. The two maleipants
described themselves as optimistic which is a featof
resiliency. The ability to maintain hope and faithoneself and

the recovery of the patients was another featuresiliency.
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Sub-themes related to self-care

Sub-themes related to self-care include taking oarneself
in activities of daily living, e.g. adequate sledpod, rest.
Exercise and keeping a balance between personal and
professional life were identified. Team work anghour were
noted by participants as important for morale.

Participants discussed their self-care approachdschw
included activities of daily living like making seirone is
exercising, getting enough to eat and is restinggadtely to
refresh themselves. It raises educational issaregnidergraduate

nurses and those about to enter the field of méeatlkh.

Exercise was cited by three of the participantaragnportant
part of their coping and self-care strategies, sbing that takes
their minds off their work or as one participanidsdo try and
wear myself out”.Another participant said;exercise was an
important one for me in terms of that anxiety ... aysdting
enough sleep and eating enough, all that stuff weally
important”, attending to the basics of living. Equally whenhoo
home and work were hectic this participant foltigere wasn't
really time to wind down”. One patrticipant used the gym and
running to “switch off”. He also thinks that'humour and
camaraderie is a very important thing amongst nsrder
nurses’ health and well-being”He also valued havin good
listener” in his wife. The"all-consuming” nature of mental
health work was notedyou’d think about it all the time without
realizing“. This emphasises the importance of having other
activities and relationships in one’s life to balanthe ‘all-
consuming’ nature of this type of work. This is berout by

researchers such as Pearlman and Saakvitne (199%) w
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identified self-care as paramount for those worlwvith trauma

survivors.

Theme four: Burnout

Burnout emerged in the first two interviews as dgsions
that the participants used and were familiar warnout is a
problem of the social environment in which peopl®rky
Burnout is about high stress with low rewards inialoservices
or helping jobs but does not incorporate the irmgoa with the
individual, this latter being essential in definiW@ (Pearlman &
Saakvitne, 1995, p. 153). Effects can be cumuldtivieburnout
can occur with any group of patients and not sotéipugh
hearing trauma stories as in the case of VT (Clahfi2005;
Maslach & Jackson, 1990). Maslach and Jackson {1990
identified three components of burnout as beingnotenal
exhaustion;  depersonalisation; and reduced personal
achievement. Treatment or assistance for burnoouldhbe
aimed at the organization not just the individudlowcan feel
singled out and a failure (Pearlman & Saakvitn@51®. 280).

Sub-themes related to Burnout

Sub-themes were stress and anger towards patiets kack
of empathy due to fatigue. Participant Two ideatifournout as
a common cause for staff attrition. It may be tha term
burnout is used quite generally when in fact clans may be
experiencing a secondary trauma such as VT. Ort&ipant
experienced burnout and often did not want to geveok and
avoided ‘one to one’ time with patients when feglistressed.
This participant could see cynicism and patientrtey
frequently, and in himself, and had felt angereathan empathy

towards patients. This cynicism and depersonabzgblaming
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patients for their problems) is one of the threengtpms of
burnout (Maslach & Jackson, 1990). This latter bigms also a
feature of VT and it may be difficult in distinghisg the two
when experiencing them. Another participant désctifeeling
“peopled out” and needingtime out” both in the moment when
stressed at work and after work socially to wingvdo There are
similarities between burnout and VT such as fatiguaicism
and withdrawal. Pearlman and Saakvitne (1995), rraie/ever,
that “VT is not specific to one client or therapeutlationship”
(p. 280) and the VT model is about “meaning andptateon
rather than symptoms” (p. 281).

Reflection on themes

One of the participants identified that the biggespative
impact from her job was on her social life and ifggethe need to
withdraw from people. This was echoed by otheriggdnts.
Three identified the need for self-care with thitige nutrition,
sleep and exercise. Clinical supervision was pbeéd by
participants and seen as essential to managing thesing
practice. None of the participants had felt predafor the
negative impacts of mental health nursing. And ladd
experienced difficulty, at times, in attending ated work each
day. The interview data revealed signs of VT in plagticipants
with a change of frame of reference, a loss oftteusd these
impacted on personal and professional relationshikaowing
one’s own limits is important in terms of boundarisafety and
control in order to assist those we help (Pearl&@apaakvitne,
1995). These limitations are individual and idfgirig them is
important as may hint at ways to mitigate the effeaf VT or

identify predisposing factors to VT.

136



Predisposing Factors towards VT

The literature identifies predisposing factors todgaVT and
among these are a previous history of trauma, d farecontrol
and experiencing one’'s own emotional difficultieshibe
working. Trauma survivors have often found thewselin
positions of powerlessness. Helpers with high aded power
and control are likely to be greatly impacted upoyn the
powerlessness reported by patients (McCann & Pear|ii990).
Mental health nurses can feel powerless which |edsathe
patient’s experience. This can lead the helper#& flespairing
about the rapaciousness of human nature. If theehdas a
previous history of trauma it can predispose thewn VT
(Pearlman & Saakvitne, 1995).

The four participants noted that inexperience was a
predisposing factor to feeling overwhelmed in theirrsing.
Two participants talked of experiencing a traumatient in their
practice within two and half years of completingial training.
This raises an interesting question about theioglship between
PTSD increasing vulnerability to VT. Two particigaroccupied
positions of responsibility early after their iaiti graduation
which may have increased their exposure to stredst@uma
early in their career. Participants’ ‘newness’he tole of mental
health nurse and lack of preparedness contributeal gense of
feeling overwhelmed in their work. An absence dif-s
confidence where we do not trust ourselves, ouggutents and
our abilities to cope can predispose one to deuslppT
(Pearlman, 1998).

Lack of clinical supervision, poor quality superois, and
minimal debriefing opportunities may predispose thental
health nurse the VT. Clinical supervision was citey two

participants as either non-existent or inadequHtés raises the

137



issue of the quality of supervision and its avaligh There was
acknowledgement from all that clinical supervisicend
opportunities for post-event debrief at the localel, with
colleagues, was important in managing traumatimn&ve The
downside to a busy workplace was that sometimes thi
debriefing, peer supervision with colleagues, wdsrimittent or

even non-existent.

Barling (2001) identifies mental health nurses vigkin
inpatient units as at a higher risk for burnouthreesy scored more

highly on the depersonalisation and personal aehewnt scales
(p. 49)..

One participant thought that role isolation hadrbaeisk factor
for burnout in her job. A lack of clear job degtion and
responsibilities and lack of emotional support wtlthe team
can also contribute to burnout and VT as well assalated role
with lack of professional support. This participdmought her
own high expectations of herself as a person torbler as a
mental health nurse. While this is not in itselbad thing she
experienced not being able to validate her workirsgaan
adequate description of her role and this causedsilgeificant

stress in the workplace.

Two participants reported that when they were hgvin
personal difficulties of their own this impacted bow they felt
at work when identifying with patients which bludrethe
working boundary. This echoes the self-awarenasseif-
knowledge noted earlier as ameliorating factorsregd/T. One
participant felt that lack of preparedness for & mele and the
absence of a support structure aroused her anXiether
resulting in over-identification with the patierstsd predisposing

her to burnout. This heightened anxiety may prexismurses to
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VT. The literature is unclear about what persapalypes are

vulnerable to VT.

Lack of awareness of VT as a caring induced trauwaa
suggestive of a greater vulnerability to VT. Onartigipant
adopted a pragmatic stance in identifying VT a®ecupational
hazard, but one can only do this if one knows of. VBhe
accepted VT as part of her work and felt it was aggable now
she knew it was there but prior to this had feti@t ‘consumed’
by it in her early nursing years. For this papant the impact on
her social relationships was profound. Social daonce was
frequent and a distrust of male friends. Theseaugng features
are indicative of VT. McCann and Pearlman (19%&)esthat VT
is a natural occurrence when one engages empdayhtoathis

degree.

Participants thought that inexperienced nurses were
vulnerable due to their being new to the professiati their
skills untested or undeveloped. The powerlesstiegspatients
can feel is paralleled by nurses who are overwhelime the
demands of the job. One participant felt isolatetder role and

this raised her anxieties to an intolerable degree.

Traumatic experiences as a novice nurse

Does early career experience of trauma predisposd®mVT
or burnout? This was something | reflected onhiis study as
participants described their practice. It was artlwehile
consideration given participants’ descriptions lodit formative

nursing years.

One participant’s familiarization with VT came fromsearch

for a presentation to a group outside of nursing, dkin in its
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observations of people in trauma. She found thlewiith mental
health nursind'quite obvious”. In terms of primary trauma her
“worst nightmare” occurred when she was two years out of her
undergraduate training and discovered a patiengihgnn the
shower. This experience translated across hemgpnshere she
continued to work, and into her home life where stieggled to
somehow incorporate this image into something flegktening.
This image she describes“asforgettable”.

How we remember or contain traumatic memories, #sag
and stories can have an ongoing impact on us paigoand
professionally. Traumatic memories provide heighte visual
imagery triggering the physiological response egmeed at the
time. It is important to be aware of the links fromitnessing
traumatic events (primary trauma) and whether pinegdisposes
us to caring induced (secondary) traumas such as Vhe
guestion arises as to whether nurses can be amaulinto
trauma through early experiences of primary andorsdary

trauma in mental health nursing?

Negative experiences that occurred early in nursasters
have a long-lasting effect. Another participansatéded their
initiation into acute inpatient nursing as a ‘sik swim’
induction. He found a patient hanging in the gasiand at this
time there was no formal clinical supervision orbuefing

provided.

Two of the participants were concerned about theutative
aspects of working with traumatized individualsmental health
nursing. One participant asked when she would kifidwer own
personal threshold had been reached. The othecovazrned
he had been negatively changed because of his j@orking
with the painful images of our patients means wey rmlsorb

them into our own memory system (McCann and Pearima
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1990). The helper must enable themselves to\giee to these
disturbing images or risk becoming numb and ematigrdistant

and damaging the potential of the therapeuticiceiahip.

Conclusion

A common theme for all participants was the obseahat
mental health nurses operate within a distorted alonmand
mostly deal with patients who have severe and émglunental
illness. Patients are often at their most traureditior in a crisis
when they are admitted. Mental health nurses laeetthen to
initiate a therapeutic relationship. Witnessing tbffects of
abuse on patients carries an ongoing burden faesuto foster
hope and wellness for the patient and for nursethigsstudy
found.

VT occurs when the helper is engaging empathicadity
victims of trauma over long periods of time andhmtifferent
patients. These intense therapeutic relationsarpsnot easily
forgotten according to the participants. One dbed the
frequency of listening todifficult stuff” and“specific stories”
of abuse. The full story remained in the nursasdneiven though
at times she wished to s&stop | don’'t want to hear any more”

— but, of course, she never did.

One participant noted that the experience wasréifftewhen
colleagues debriefed with her and she was not ttireagaging
with the patient herself. This difference is relev to the
individual's experience of VT and that although dieg or
hearing of traumatic events is contributory, it fissthand,
empathic engagement with the patient’s trauma nahténat

poses the greater risk for VT.
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Mental health nurses are the majority of workeramental
health. They form ongoing, close therapeutic refethips with
patients in their care. This empathic engagenr&y come at a
cost that of, VT. The ability to form therapeutetationships can
be damaged by VT and this can affect the patiemtovery
(White, 2006).

VT is a consequence of ongoing, empathic engagemitimt
traumatized individuals. Mental health nurses foolose
therapeutic relationships with their patients. Ttherapeutic
encounter is what fosters hope and recovery amswught after
by patients (Cutcliffe, 2008). It is this closeagier empathy that
places the mental health nurse at risk for devatpMT. They
are the largest professional group of the mentalthevorkforce

and the only group who work 24/7 hence the mosshktof VT.

Participants experienced a loss of trust in retetdps, both
personal and professional and was indicative of \fis lack of
trust affected intimate relationships outside ofkvoA change in
frame of reference on the world and those in it wated by
participants, feeling that others do not understaedstressors of
mental health nursing and feeling compelled to tatk about
work when out socially. Only one participant coleintly said
she knew VT, what it was, and that she had expesbit.

One participant felt that being new to the rolerantal health
nurse made them more vulnerable. There was cortbatrihe
stress nurses experienced was cumulative and winatidw
indicate if they were becoming desensitized in rthgactice.

The insidious nature of VT was noted by particigant

Increased self-knowledge/self-awareness regardergopal
and professional issues was a capacity developedllirthe

participants. To reflect on the impact the job Wwaging on them
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and vice versa when strains were present at homeaamaised
awareness of how they were feeling in relation tokw Age and
experience was noted as helpful in gaining a bakhngew of
work and having the skills required to cope, thmsluded the
transition from new graduate to senior nurse widveloped
skills and insight. Education played a part in muging their
nursing practice through difficulties and advandingir practice.
Clinical supervision increased self-awareness migjants.

Self-care is an important aspect in maintaining adarfce
between work and home including sleep, nutritietexation and
exercise. This latter was especially importantasajor stress
reliever. Time with family and friends was valualbd support a
balanced life, but not easy to do when feelingdtiadter work.
Clinical supervision, debriefing with peers, teankychumour
and camaraderie were all reported as assisting aming
perspective at work. Nurses who are informed abéutand
pursue an active personal and professional lifeimra sound
position to negotiate the difficulties of trauma nwdooth for
themselves and their patients (Clark & Gioro, 1998)

Some of the participants reported feeling ‘peopbedt, not
wanting to be at work, avoidant of individual timath patients
and that colleagues often left employment citingnbut. This
often led to frustration, anger and depersonabpati New,
inexperienced and under-prepared from nursingitr@ito cope
with the demands of mental health nursing leavesesuunaware

of the risks of working empathically and developwig.

The next chapter contains the discussion and ieupdics of
the findings. The focus is on the issues raiseautyn the
research questions and what was found in the dtet is, are
mental health nurses are aware of VT; what are thgieriences

of it; and how have they managed it in their lives.
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Recommendations are made from the findings andiskésen of

these issues.
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CHAPTER SEVEN: DISCUSSION

Introduction

The discussion section brings together the reseairols of
this project and the participant findings. | sunmizeakey points

to form recommendations for the future.

This chapter summarises the themes that emergeithein
findings and discusses them in the context of tmewn
literature. Key components were the preparednessurdes to
work in mental health; the impact of work on thearsonal and
professional lives, and maintaining a balance betwsork and
home life. The insidious nature of VT is discusséahg with
the risks of empathic engagement with trauma sarsivn the

therapeutic relationship.

The research aims for this study centre around ahéetalth
nurses’ familiarity with the term VT, and what thexperiences
might be of this caring induced trauma. The ctwtion of this
research has been to highlight VT for mental healifses and to
identify the occupational risks for them and polesimks with

retention in the mental health workforce.

Discussion of findings

Mental health nurses use themselves as a therageotito
assist the patients’ recovery. This therapeute afsself can be
threatened by anything that negatively affectsrthese. In turn
these negative effects can flow on to the patidmtwthe nurse
struggles to be in relationship with the patientT is such a
threat and is poorly acknowledged, or known, in takhealth

nursing.
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At the heart of mental health nursing is the foioratof
therapeutic relationships. The therapeutic relatigm is held
important by patients using mental health servi¢€smeron et
al., 2005; Cutcliffe, 2008; Rydon, 2005). VT affecthe
formation of these healing encounters and the piEieecovery
is put at risk, along with the health of the nurgéurses are not
indestructible and the effects of VT can be endyrthreatening
the nurse and the patient’s recovery. Some ppatnts discussed
avoidance of emotional involvement with patientsewtieeling
burnt out or overwhelmed which is symptomatic of ®id its

impact on our relationships with others.

Sabo (2006) describes empathy as a double-edged $aro
nurses. Empathy facilitates the caring nursesmibad the same
times leaves them vulnerable to being wounded tbkms. The
therapeutic relationship is work of a most demagdend
complex nature (Welch, 2005) and nurses shouldevalby
being alert to anything which impacts on it. Mistr is
developed over time and across different patieihts not the
patients that are mistrusted. It is the re-tellioig patients’
traumatic experiences that change or damaged trsesiwiew

of the world and others in it.

CSDT is a useful theoretical framework for linkitige impact
of trauma work upon therapists/nurses (Pearlmana&k@tne,
1995). Our intra-personal abilities allow us t@ge continuous,
mostly positive sense of self and are importantskf-soothing
and affect tolerance (Pearlman & Saakvitne, 199516i1).
These capacities are negatively impacted upon by tNat
inhibits the nurses’ capacity to form therapeutitationships
with patients. Control is a capacity that Pearlraad Saakvitne
(1995, p. 62) say comes under threat when expeanigNeT .
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Pearlman and Saakvitne (1995) name intimacy agacds
that can be damaged by VT. The mental health naraecentral
component of recovery in the context of the theunéipe
relationship. What affects the nurse can affeet thre they
provide for the patient and this needs to be higitéd when

considering the effect of nursing and VT upon nsirse

Personal and professional impact of VT

VT is insidious and can occur across time and wifferent
patients who have been traumatized. VT will goatadted if we
do not raise awareness of it. VT has been a proctself-
discovery for some of the participants in this gtualit this does
not seem the best way to learn. Nurses are warh risks of
needlestick injury, contamination and to use besictre
guidelines to avoid or minimize risk. However,nrental health
nursing there is an omission in warning of the gisk empathic
engagement with our patients, and occupationalrdadike VT.
Caring induced trauma such as VT can cause nurdes\e the
profession altogether as well as not understandwh@t has
happened to them. This creates further shortagdisei mental

health nursing workforce (Silverstein, 2006).

Participants in this study thought that mental tiealursing
exposed nurses to VT, however, this was a procésseld
discovery not from any education or training, ne drad been
prepared for it. VT is an issue for retention oéntal health
nurses in the workforce. Participants felt thag #iffects of
workplace trauma and VT were subtle which fits Wwifh being

insidious with its onset often going undetected.

Pearlman and Saakvitne (1995) state that our dypacdeal
with strong affect/emotion may be diminished thiowmpathic
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engagement with traumatized patients and resuitimbing and
avoidant behaviour. Feeling numb can be a sigeegbndary
traumatic stress (STS) or compassion fatigue, €kjgl999, p.
12). Participant one felt he had experienced Wd abserved it

in his colleagues.

Canfield (2005) agrees that VT represents changethe
psychological working of mental health workers.isltacross all
relationships in both personal and professionat lgnd is
permanently transformative. VT produces a changgerrsonal
frame of reference and the feeling that othersideitef mental
health nursing do not understand the impact ofdhe It is hard
to talk about socially reinforcing that it is sommieg not to talk

about.

Pearlman and Saakvitne (1995, p. 163) talk abauteffects
of VT on interpersonal relationships and the prosmé social
withdrawal, feeling different, when we know somathiothers
do not which is common to trauma survivors. Theue nature
of the work can alienate nurses and patients. oRerparticipant
trust was an area affected in relationships outsfdeork and in
particular with new boyfriends who were not trustetil they
had earned it. This was a change from how she tsexke

people.

The process of having to confront one’s worst feass an
important thread for one participant who discoveeegbatient
hanging. One could argue that this would be ahimgre’ for
anyone to discover, but more likely in mental healirsing. For
one participant working alone in a nursing role hwiack of
collegial support had a negative impact on her identce with
her nursing practice. There was thoughtfulnessutainat the
mental health nurse brings to the therapeuticicglahip. Some

of the participants felt it was important to be asvaf what was
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happening in one’s own life and the impact this mhigave on

their nursing.

Self-care — reducing the risks of VT

Self-care for those working empathically with traatmed
patients is an important occupational need to arsk the
effects of this type of work. Self-care includeteading to both
personal and professional aspects of our lives riflfaa &
Saakvitne, 1995, p. 393). Managing strong affeahherent in
trauma work and is important in reducing its negateffects.
Canfield’s literature review noted that therapisi@naged this by
developing “collegial support systems; drawing orsemse of
altruism; regular exercise and affective distantif2905, p. 98).
Canfield states that placing the patients’ strong®ons in the
therapy context are seen as useful strategiesepirkg personal
and professional perspective. Participants ingtusly identified
the importance of clinical supervision in theirpestive practice
areas. Debriefing with colleagues at work wasdcés important
but depended on the environment which made thig tgp
debriefing variable in its availability. The usé fmumour and
camaraderie with colleagues was also a good stedss/er.
Feeling isolated in one’s job and that no one quitderstands
the strains we are under while working with traumest people
is a feature of VT (Pearlman & Saakvitne, 1995).|l€gyal
support has been identified as an essential supg@h working
with trauma and that the absence of it can leadradessional
isolation and loss of confidence. Pearlman and\daee (1995)

are clear that trauma workers cannot do this typeook alone.

How we attribute meaning and maintain our own seofse
hope in life is an important aspect to self-care ean be an early
casualty of VT (Pearlman & Saakvitne, 1995, p.)396hree of
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the participants balanced their lives outside afsimg through
exercise and said it was important in providinghggical release
and something to take their minds off work. The akextended
family and friends, to balance the intensity of therk, was
mentioned by three of the participants. Sociafjzand home life
provided a reality check from working closely wihtients who
had suffered abuse and the worrying belief that #buse was
becoming omnipresent. The ability to be part ofipecal
giving and receiving is a crucial restorative. Thgortance of
maintaining a personal life when working closely thwi
traumatized patients is a recurring theme in liteeg (Collins &
Long, 2003b; McCann & Pearlman, 1990; Pearlman &
Saakvitne, 1995, p. 393). However, there were gimden
participants felt they were tired of being arourebple and that
for one nurse, this happened on a reasonably rebakis and
was the biggest, negative work impact on her paisiife. The
implications from this maybe that nurses cannottasns
themselves enough outside of work to keep working
therapeutically. On a personal level they are eténthe
restorative of ordinary social contact.

Participants thought that ‘time-out’ was needethimmoment
when feeling overloaded, but also that changingicdi areas
and moving to non-clinical work for a period of #ncould be a
more long-term option, and one of the participantthis study
did that for herself.

Self-care raises education and development issuesiéntal
health nurses, in particular to keep a balance dxtwvork and
home. Attending to the basics of life such asnegtirest,
sleeping etc was commented on as very importantoty
participant. However, when both home and work weeetic
one participant found that getting time to wind dowas

impossible and the tension built up.
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Burnout is a problem of the social environment ihick
people work but can occur with any group of paseand not
solely through hearing trauma stories from pati@st&n the case
of VT (Canfield, 2005). Participant two identifidirnout as a
common cause for staff attrition. It may be tha term burnout
is used quite generally when in fact clinicians mbg
experiencing the secondary trauma of VT.

The issue of clinical supervision was remarked gnakli
participants in this research. White (2006) stregsemanagers
the importance of the availability of clinical supision and
advocates for a working environment that is acogpwf the
strong feelings in staff raised in their clinicalotk and to

acknowledge the difficulty inherent within it.

In a small health organization that provides suiseyu for a
number of mental health workers the selection @upervisor
can become problematic. This was especially nbtedne of
the participants who felt you had to have configemc the
relationship and not turn up to just anyone. Jest free are
staff to choose their own supervisor within an oigation, is

external supervision an option, and if so who futiels

Supervision may help temper the ‘skewed realityatthall
participants mentioned in their interviews. Brimgibalance to
the workplace experience is helpful in amelioratihg signs of
stress for nurses. Working with patients we feay imarm or Kill
themselves raises our limits for tolerating beingaitherapeutic

relationship.

Balancing against the negative impact of VT on esirsvas
the recovery of patients. The experience of p&ierecovery

supports resilience in the nurse (Collins and Lo2@03;
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Hernandez et al.,, 2007; Hudnall-Stamm, 1999; Pearln.
Saakvitne, 1995).

Limiting contact hours with traumatized patientssviaund to
reduce the likelihood of secondary traumatizati@rtlepp &
Friedman, 2002). This reflects the suggestionwad of the
participants in this study, who thought that memi@hlth nurses
should move around different clinical areas to aonale stress

build-up.

Education and Preparation

How do we prepare mental health nurses for theilpibsss
of experiencing a caring induced trauma such as \Ffé@m the
interviews the less experienced nurse seemed nutmerable to
VT. Nurses may not pass on enough of their knogdetb
prepare mental health nurses for their roles. @hethe
participants was not sure if it is possible toyfylrepare yourself
for experiencing VT. She had the experience afinra then
made the links to VT but it was not obvious befoieroviding
psycho-education for those working with traumadsaated by
Phoenix (2007) as a way of minimizing VT for thddes and
mitigating negative consequences for the patient.

Feeling unprepared for the rigours of mental healiising
was raised by all participants in this study. Nkette (2004)
focuses on student nurse preparation, well-beind) &hether
they understand how they might absorb the traumaheir
patients. This absorption can stem from the stisl@erceived
inability to alleviate patient distress and regulta protective,
emotional numbing and avoidance of thinking aboatimnatic
events. This disempowerment felt by the studensenparallels

that of the traumatized patient.
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Nurses who maintained a balanced personal andgsiofeal
life and were informed about VT are in the bestitpms to
navigate trauma work with their patients (Clark §of®, 1998).
They identified nurse characteristics affectingneufbility to VT
as amount of exposure time to patients with PT8kellof self-

efficacy, personal and professional support andtsaiity.

The idea of preventing VT is a complex one if weeqt the
notion of it being an inevitable and natural consege of
empathic engagement with traumatized people (Figl€g5;
Pearlman & Saakvitne, 1995). Clark and Gioro (3988k that
raising awareness is key in mitigating the effestsindirect
trauma. Acknowledging the existence of indire@utna, its
affect on nurses, and ultimately patients, is ofimary

importance in attenuating its effects.

Prevention

The importance and meaning of trauma work can be
spiritually restorative and foster hope for patiant nurse (Clark
& Gioro, 1998). Being aware of the danger of VTt also
reminding ourselves of the therapeutic value ofosxipe to our
patients’ world and remembering the importance @edning in
working with victims of trauma, can further suppour personal
resources in this work. Maintaining professionahmections is
important in valuing ourselves and other workinghwmental
trauma - having a safe environment to talk abotense thoughts

and feelings.

There is a duty to inform trauma workers abouthitheards of
the work and to educate our students and supesviesgeut VT
and that it is an inevitable part of the work, dunal response
(Figley, 1995; Pearlman & Saakvitne, 1995). Themaest be

validation, from nursing schools and employersthef difficulty
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of this type of work and encouragement for ongaimggrussion
of its effects. Canfield (2005) states that wheaevpntion
strategies are in place the negative cognitive gasuof VT occur
less frequently. The Bennett-Baker study (as ae@anfield,
2005) identified resiliency as a protective facegainst VT.
Emergent themes from that study were: “VT was anmabr
reaction to trauma therapy; VT will change the #ipést [nurse]
both as a person and as a therapist [nurse]; tis&sgmurses]
gain a new awareness of the preciousness of neddtijos; as
treatment continues therapists [nurses] learn dasform their
VT into healing experiences for patients and théwese and that
spirituality is the bridge to healing” (p. 95). ©@eld (2005)
identifies self-care techniques when working withula survivors
of childhood abuse ranging from debriefing with leagjues,
exercise, vacations and engaging with healthy mmid She
cautions against helpers feeling ‘unshockable’ raftearing
repeated trauma stories. This pseudo-immunitkiis @ PTSD

symptoms of numbing and avoidance.

| agree with Figley (1995) and Pearlman and Saa&\(it1995)
that we have an obligation to inform clinicians wiog in mental
health that they are at risk for caring inducedutnas. More
specifically that if their work continues acrossé and with
different patients who have been traumatized thle fior VT is

increased.

In the literature it is evident that those who knofithe risks
of VT manage its impact on themselves and the mpatienore
constructively. This is supported by the reseaata gathered in
this project. This raises the issue of educatibmental health
nurses. Part of the emphasis in education needbetmn
clinician’s owning their traumatic pasts as this exacerbate the
experience of VT. Clark and Gioro have challengensing

schools to educate and explore with nursing stesdehe
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insidious nature of VT, given that many nurses wibrk with

people who have been victimized. Preparedness issae also
raised by Kleespies and Dettmer (2000) who douht those
working with patients in crisis are educated in atbhe about

constructive management and evaluation of patiantgsis.

White (2006) is explicit that managers in healthecagencies
need to be aware of the hidden costs of caringceduraumas.
She notes that if the worker is unable to reflecthe patient a
sense of optimism due to feeling hopeless thenwfilsimpact
on the care that the patient receives. White aabescfor raising
awareness in educational workshops to arm workeith w
recognition skills of the negative impact of wordirwith

traumatized individuals (p. 345).

Education

Education also rests with nursing schools and shbeagin at
undergraduate level as novice nurses may be silseefa VT.
It is essential that all who choose mental healihsing as a
specialty practice are aware of the risks to théresefrom their
career choice. Education and preparedness fommawal health
nurses working with traumatized patients is esaér{tClarke,
2008). Skills in training that need to be addrdsseclude
enhancing the nurses’ resilience, psychologicalrideébg and
assessment of whether students are equipped tovdbdatauma,
especially if they have a personal history of trautimemselves.
Clarke is adamant that to value the mental healtlept we must

first value ourselves.

Warne and McAndrew (2005) argue for changes iningrs
education and practice in respect of abuse andnau They
suggest that useful strategies could include reitiogrof the real

difficulties and pain that exist in the world wediin. There is
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no undoing past traumatic events and the focusldhmion the
patient accepting their own experiences and theenualidating
them. The authors believe that this approach cbaldnce the
distress of trauma and abuse and the distresssnexperience in
addressing it. The therapeutic relationship betweental health
nurse and patient has a privileged position in dpeible to offer
the patient a proper hearing of their personal ystand

experiences (Barker, 2001).

Warnings about VT are important but so too are araing
strategies of self-care. It is essential that mehealth nurses
maintain a personal life and engage with healthypfee outside
of work. Participants in this study identified hovall
consuming’ the work can be and that the biggestaohpf VT
for some was loss of social engagement and enjoymen
Looking at ameliorating factors may increase owion to the
possibilities of benefits of trauma work, or VR. iFhconcept
incorporates the patient and how they have managedrsity
constructively (Hernandez et al., 2007). VR magport mental
health nurses working with trauma victims and aekedge that
they are doing an important job assisting patiemt®cover their
health. Ironically, patients may suffer furthernifirses do not
make themselves aware of the risks for VT. Conoecivith
others, including our patients, is stifled and dgethwhen we

experience VT.

There is a cost to caring and responsibility resith the
employer to provide access to appropriate clinggbervision.
There is an onus on the nurse to attend and exfhlenepractice.
This is a health and safety issue for nurses a@id pinovision of
care. The projection of hope for patients’ recgveften lies
with the mental health nursing as the largest pémal group

in this area. Participants in this study supporteamwork

156



approach to managing trauma work and this is supg@oby

literature.

McCann and Pearlman (1990, p. 136) state:

Whether these [VT] changes are ultimately
destructive to the helper and to the therapeutic
process depends, in large part, on the extent to
which the therapist is able to engage in a parallel
process to that of the victim client, the proceks o
integrating and transforming these experiences of

horror and violation.

The ability of nurses to integrate and transforhrese
traumatic experiences may rest on raising awarevfegg as an

occupational hazard.

Reflections on this research

The impact that personal interest and commitment have
in colouring research findings is real (Polit & Hyer, 1997, p.
277). Anticipation of results is a potential biaken research
aims steer the direction an interview takes. Owun @motions
and attitudes and prejudices may interfere witheassh

inferences. These biases cannot be completelynalied.

My own experiences of VT and burnout are a poténtia

research bias in this project and may have steessdarch
findings in favour of VT. However, | worked to mmize bias
through reflective practice activities. My refleet writings
helped to clarify my thinking regarding participgnéxperiences
and to separate my own experiences of VT. | haesl wlinical

supervision for exploring any identification | mdgel with
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participants. Being able to maintain perspectivie oy own
thoughts and feelings has been important to keepnigs as free
as possible of bias and open to emerging theme® Th
experiences of being new and inexperienced in rhdmdalth
nursing which made me vulnerable to VT resonateth \me.
Whilst experiencing burnout and VT | learnt meddatand put
some clinical boundaries in place. Since then risaer that
maintaining my own health is a priority. | attendinical
supervision regularly, go to the gym, take time with family
and friends, have holidays, pursue further edunaiimd continue
to meditate. Mental health nurses are a preciessurce and |
urge them to care for themselves as well as they fm their

patients.

Recommendations

The following are recommendations arrived at througe
review of available literature linking mental hdahursing with
VT, and the data from the in-depth interviews wiblr mental
health nurses. n Recommendations include implicatidar
nursing education, clinical support, employer andpeyee

responsibility.

1. Education: Mental health nurses must be informed of the
risk for experiencing VT through working with traatized
patients. Those who are more informed manage M ehe
This education needs to take place at an undeugtadevel
and in an ongoing way for nurses once trained. cktion
may incorporate recognition skills for signs of vand the
bolstering nurses’ own strengths and resourcesudgfro
concepts such as vicarious resilience. Clinicagdesusion
and education for nurses already working with trauis

paramount to maintain the workforce. An education
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campaign could be supported by Ministry of Healthtloe

New Zealand College of Mental Health Nurses.

. Self-care: Raising awareness and knowledge of VT and its
effects should be the first step in amelioratirg ifpact.
Self-care and maintaining a life outside of worlopdes a
restorative balance when working with trauma. &loand
personal support networks will help nurses throddhcult
experiences and VT. Attending to the basics ef éifich as
food, rest and exercise are important to maintgimitbalance

between work and home life.

. Clinical supervision: Supervisors need to be trained in the
identification of caring induced traumas such as \Access

to appropriate supervision is a clinical imperative
ameliorating the effects of VT on nurses. Theredseto be a
raised awareness of VT as an occupational headth far
mental health nurses. It carries a risk to thesaand the
patient in terms of care offered by the nurse. thernursing
profession it may contribute to individuals leavihg job.

. Research: Further research is urgently on mental health
nurses and their experiences of VT or other canmuigiced
traumas both in New Zealand and globally. Longrtatl
studies are recommended looking at links betweentahe
health nursing and VT to capture the long-term sadtthis

trauma.

. Funding: There are funding implications for supervision,
research and education. Support for these recoufatiens
needs to be at a professional and employer leveledisas

governmental responsibility to fund initiatives.

159



Conclusion

Mental health nurses are in a unique position tmfbealing
therapeutic relationships. Therapeutic relatiopshiorm the
foundation of mental health nursing and these pearac
encounters are valued and wanted by patients. ffécta the
nurse’s capacity to form these healing relationshi¥T brings
profound, enduring changes into the life of theseuhat are not
easily recognized. It is the insidious nature af tYiat makes it a

danger to nurses and ultimately the patients nusgeatem.

The evidence for VT and other caring inducezlmas is
mounting and it is no longer acceptable to say drm’t know'.
We do know of it, we do know of its effects. Ittimme to do

something about it and care for our mental healtises.
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Appendix F: Interview questions

Vicarious Traumatization: The Impact of Nursing Upon Nurses
Masters Thesis by Lesley Davies

Introduction

Before the interview starts I should like to gather some descriptive demographics of
participants for the thesis which will be used as group data and are not identifying. They
include age, gender, culture/ethinicity, qualification and where gained (hospital based training
or polytechnic education) and length and type of mental health nursing experience.

I will introduce myself and talk about my area of interest and this project. I am a registered
comprehensive nurse with twelve years experience working in the mental health area —
mostly at Ashburn Clinic with a brief period at 1a, ODHB. I have a Postgraduate Certificate in
Mental Health (Clinical) and now I am currently working towards completion of my Master of
Nursing (Clinical).

My interest in the area of caring induced trauma was sparked by reviewing the Maslach
Burnout Inventory. This is a tool developed by Christina Maslach (a former nurse) to
measure the experiences of those working in helping professions and assessing its deleterious
effects on those workers.” Literature searches I conducted revealed the term vicarious
traumatization (VT) and its links with burnout. I have been personally able to identify with
both of these terms but only in retrospect — at the time I did not know there was a name for
what I was experiencing. It is for these reasons my journey began with VT and burnout. My
area of interest is caring induced trauma and in particular VT. The aims of this study are to
ascertain whether nurses are familiar with the term VT and what their experiences are of this,
and how they cope with it.

Questions

Can you tell me about yourself, your practice and nursing experience? What do you know
about VT? Have you heard of VT? When were you first aware of the term VT or caring
induced trauma?

Are you able to recall experiences similar to this?

Do you think you are affected by your work as a mental health nurse?

Can you recall an encounter where you were exposed to a situation that made you feel like
that?

What was that like for you?

Do you ever talk with anyone about these feelings?

Do you think it is ok to talk about these feelings?

Do you think it is having an impact on you?

What do you think makes you vulnerable to VT?

How maﬁy of your patients might have a history of trauma (psychological/physical)?

After a ‘hard day’ how do you wind-down? Do you tr
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MEMORANDUM

VICTORIA

UNEIVERSITY OF WELLINGTON

Phone  0-4-463 5676
Fax 0-4-463 5209
Email  Allisonkirkman@vuw.acnz

TO Lesley Davies

COPY TO Thelma Puckey, Supervisor

FROM Dr Allison Kirkman, Convener, Human Ethics Committee
DATE August 8, 2008

PAGES 1

SUBJECT Ethics Approval: No 157486, Vicarious traumatization: the

impact of nursing upon nurses.

Thank you for your application for ethical approval, which has now been considered by
the Standing Commitiee of the Human Ethics Committee.

Your application has been approved from the above date and this approval continues
until 30 June 2009. If your data collection is not completed by this date you shouild apply
to the Human Ethics Committee for an extension to this approval.

Best wishes with the research.

Allison Kirkman

Convener
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Appendix C: Inforr/ned Consent Form

Vicarious Traumatization: The Impact of Nursing Upon Nurses
Masters Thesis by Lesley Davies
Mental Health Nursing Research
Victoria University of Wellington

I have read the Information Sheet and had the details of the research explained to me. My
questions have been answered to my satisfaction, and I understand I may ask further
questions at any time. I understand that the length of the interview is approx. 60 minutes
and agree to my interview being audiotaped for the purpose of the research project. I
understand that this project has been approved by the Human Ethics Committee at Victoria
University of Wellington.

I understand I have the right to:

Decline to answer any particular question

Withdraw from the project at any time up to the analysis phase of the project
Which will be at least two weeks after my interview

Ask any questions about the study at any time during participation

Provide information on the understanding that my name will not be used and any
other identifying data will be removed and pseudonyms used

* Provide information on the understanding that identifying features of
clients/colleagues and place of work be removed

Be given a summary of the research findings

Ask for the audiotape to be turned off at any time during the interview

would/would not like a summary of the research findings at the completion of the project.

. have read the Information Sheet and agree to participate in this study as outlined in the
nformation Sheet.

ignature: Date:

ull Name (printed):
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Appendix B: Information for Participants

Vicarious Traumatization: The impact of Nursing upon Nurses
Masters Thesis by Lesley Davies

I'am a mental health nurse working at The Ashburn Clinic and am currently doing a research
project towards completion of my Master of Nursing (Clinical) at the Graduate School of
Nursing, Midwifery and Health at Victoria University of Wellington (VUW). I work at The
Ashburn Clinic and my area of interest is the experiences of mental health nurses who work
with patients who have been traumatized.

For my project I wish to explore mental health nurses’ stories and experiences of vicarious
traumatization (VT). VT is a caring induced trauma an umbrella term to describe the
responses/feelings clinicians may have in relation to working with patients who have been
traumatized. VT describes a transformative process that nurses/clinicians may experience
through engaging empathically with patients and their trauma experience. The relationship
between nurse and patient is a key factor in recovery and maintenance of hope. The close
and personal nature of this relationship can expose the nurse to developing VT due to a
continued exposure to the patients’ trauma stories. Researchers in the VT area explain that
we all have our own individual view of the world, our place in it and that of others, and also
of its benigness or otherwise. How do we as nurses integrate the patients suffering into
these personal fields? How do we care for ourselves in this process?

Experiences of this type of trauma can be isolating and have long-lasting effects for the nurse
and their families, their colleagues and ultimately the patient. In this research I wish to
explore mental health nurses’ stories and expriences of caring-induced trauma. I will
conduct semi-structured interviews of mental health nurses working in local mental health
services. The interviews will be audiotaped and transcribed lasting for approximately 60
minutes. Participants will be registered nurses who are New Zealand trained/educated with
at least two years registration experience.

I am aiming to publish the research findings into a journal and anticipate presentation, in
some form, at conferences. Participants in this study will remain confidential and identifying
details removed and pseudonyms used. Participants will have the right of withdrawal from
the project at any time. This project has been approved by the Human Ethics Committee at
VUW. Please feel free to contact me should you have any further enquiries.

esley Davies Thelma Puckey

Private Cell 021-162-8374

e.mail: lesleyd@ashburmn.co.nz Thelma.puckey@vuw.ac.nz
or r.davies@clear.net.nz
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Appendix A: Recruitment Flyer

Vicarious Traumatization: The impact of Nursing upon Nurses
Masters Thesis by Lesley Davies

I am currently doing a research project towards completion of my Master of Nursing (Clinical)
at the Graduate School of Nursing, Midwifery and Health, Victoria University of Wellington
(VUW). I am a mental health nurse working at The Ashburn Clinic and my area of interest is
the experiences of mental health nurses who work with patients who have been traumatized.

For my project I wish to explore mental health nurses’ stories and experiences of vicarious
traumatization (VT). VT is a type of caring induced trauma, an umbrella term used to
describe the responses/feelings clinicians may have in relation to working with patients who
have been traumatized. Vicarious traumatization is a transformative process that
nurses/clinicians may experience through engaging empathically with patients and their
trauma experience. The relationship between nurse and patient is a key factor in recovery
and maintenance of hope. The close and personal nature of this relationship can expose the
nurse to developing VT due to a continued exposure to the patients’ trauma stories.

I am seeking mental health nurses who are New Zealand trained/educated with at least two
years registration experience currently working in local mental health services at to
participate in my research. This involves a semi-structured interview which will be
audiotaped and transcribed.

The project has the approval of the Human Ethics Committee at VUW and participants’
confidentiality is assured, any identifying details will be removed and pseudonyms used.
Participation is voluntary, with a participant information sheet and a consent form provided.
It involves an interview at a time and place convenient to the participant.

If you are interested or would like more information please contact me by e.mail or
telephone. If you have any queries about my project please contact me or my supervisor,
Thelma Puckey. Contact details are below.

Lesley Davies Thelma Puckey
Private Cell 021-162-8374

e.mail: lesleyd@ashburn.co.nz Thelma.puckey@vuw.ac.nz
or r.davies@clear.net.nz




