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SECTION A: JOURNAL SELECTED AND SPECIFICATIONS FOR AUTHORS
Journal Selected

The content and technical requirements of the article are based on those for the
Qualitative Health Research (QHR). The journal is an international, interdisciplinary, refereced
journal for the enhancement of health care and furthering the development and understanding
of qualitative research methods in health care settings. The forum welcomes manuscripts
covering the following areas: the description and analysis of the illness experience, health and
health-seeking behaviours, the experiences of caregivers, the sociocultural organisation of
health care, health care policy, and related topics. The journal publishes critical reviews; book
reviews; articles addressing qualitative methods; and commentaries on conceptual, theoretical,
methodological, and ethical issues pertaining to qualitative inquiry. Qualitative Health
Research only considers Original Research for publication and does no longer accept

Literature Reviews, Systematic Reviews, Meta-Analyses, or Meta-Synthesis articles.

The journal is an invaluable resource for researchers and academics, administrators and
others in the health and social service professions, and graduates who seek examples of

qualitative methods. The journal is on e-mail to help readers make the journal more interactive.

Specifications for Authors

All papers should be compiled in the following order: title page, abstract, keywords;
main text introduction, materials and methods including ethics, results, discussion; conclusion;
table(s) with caption(s)/ (on individual pages); references and, finally appendices (as
appropriate). A word limit is not included. The paper should contain an unstructured abstract
of maximum 150 words, and a typical article for this journal should preferably not exceed 30
pages inclusive of tables and references. Manuscripts should be written in English and conform
to the publication guidelines of the latest edition of the American Psychological Association
(APA) publication manual of Instructions for Authors. Manuscripts should be prepared in
MSWord or PDF, with standard 1 inch margins in standard font (i.e., Times New Roman) at
12 point. Qualitative Health Research is hosted on SAGE Track, a web based online
submission and peer review system powered by ScholarOne™ Manuscripts. (Refer to

Appendix A for detailed specifications).
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SECTION B: ARTICLE SUBMITTED FOR EXAMINATION

The experiences of clinical psychologists in treating traumatic stress at a tertiary

psychiatric hospital in the Eastern Cape: A qualitative research study

Kuriesha Munishvaran, Rhodes University, South Africa, kurieshamunishvaran(@gmail.com

Abstract

Traumatic encounters are highly prevalent within the South African population.
Clinical psychologists working with these trauma narratives, within a psychiatric context, are
therefore at risk of experiencing vicarious trauma, Post Traumatic Stress-Disorder (PTSD), and
secondary traumatic stress. This study aimed to explore the lived experiences of clinical
psychologists who treat patients that are either trauma survivors or perpetrators in a psychiatric
hospital. Individual semi-structured interviews and follow-up interviews were conducted with
three clinical psychologists based at a psychiatric hospital in the Eastern Cape. Data was
analysed using Interpretive Phenomenological Analysis. All participants reported experiencing
symptoms of vicarious trauma and secondary traumatic stress while treating both victims and
perpetrators. The findings also discovered an element of danger, as well as socio-political
factors that clinical psychologists experience. Participants also reported experiencing vicarious
post-traumatic growth, enhanced by their coping strategies, while providing psychological

services to traumatised patients.

Keywords: Clinical psychologists; psychiatric hospital; patients; traumatic stress; vicarious

trauma; secondary trauma; trauma narratives; vicarious post-traumatic growth; South Africa.

*Ethical approval was granted by the Rhodes University Ethical Standards Committee
(RUESC) (Reference number: 2020-1341-3524)

Introduction

The mental health of the South African population has been greatly affected by racial
segregation and, additionally, characterised by traumatic events that transpired during the
Apartheid era. Many adults and children were left to deal with the effects of traumas deeply
embedded within the South African society today (Atwoli et al., 2013; Kaminer, Grimsrud,
Mpyer, Stein, & Williams, 2008). The World Health Organisation’s (WHO) World Mental
Health (WMH) survey (n = 125 178) found that an estimated 70% of persons across 24 nations

directly experienced a traumatic event, and only 30% reported to have witnessed a traumatic


mailto:kurieshamunishvaran@gmail.com

event (Benjet et al., 2016). The South African Stress and Health (SASH) study reported that an
alarming 73.8% of the population are exposed to trauma (Atwoli, Stein, Koenen, &
McLaughlin, 2015). The country is currently faced with the most violent crimes and health care
crisis, such as sexual violence, armed robberies, domestic abuse and witnessing severe harm or
loss of another; along with the Human Immunodeficiency Virus (HIV), Coronavirus disease
(COVID) and Tuberculosis (TB) (Kim, Nyengerai, & Mendenhall, 2020; Wyatt et al., 2017,
Sui & Padmanabhanunni, 2016; Atwoli et al., 2013).

A traumatic event occurs when an individual is faced with or is indirectly exposed to
an experience that is both overwhelming and disturbing (Kleber, 2019). The impact affects the
way an individual makes sense of their traumatic experiences, negatively influencing their
emotions, thoughts, behaviours, and their outlook on life (Atwoli et al., 2013; Kaminer et al.,
2008). There is an interest in exploring the development and prevalence of traumatic stress
(Atwoli et al., 2015; Atwoli et al., 2013; McCann & Pearlman, 1990). For example, Atwoli et
al., (2013) indicates that exposure to a stressful experience; the unexpected loss of a loved one,
or victims and witnesses to violent criminal activities cause symptomatic distress related to Post
Traumatic-Stress Disorder (PTSD). Strikingly, the prevalence of trauma exposure in
community-based studies in South Africa were found to be significantly high with 93.1%,
suggesting that the population is at an increased risk to developing PTSD (Atwoli et al., 2015;
Kaminer, du Plessis, Hardy, & Benjamin, 2013).

Symptoms of PTSD include flashbacks, distressing memories and nightmares, sensory
impressions, attempts to avoid internal and external cues that are a reminder of the trauma; and
negative changes in thoughts, behaviours and mood (American Psychiatric Association, 2013).
The public mental health system in South Africa is presented with countless cases of
individuals experiences that resemble symptoms of depression and traumatic stress that stem
from childhood trauma (Kim et. al, 2020). Therefore, the topic of PTSD has saturated the
current literature on mental health disorders (Wyatt et al., 2017; Atwoli et al., 2013). The
prevalence of traumatic stress in psychiatric contexts are under researched, which emphasis the
concern for potential risks to mental health practitioners treating victims in distress as a

consequence of the high rates of trauma in South Africa.

Clinical psychologists treat psychological disorders, usually within a psychiatric setting
such as a hospital (Government Gazette, 2018, “Acts of different categories of psychology”,
para. 1). Clinical psychology is a branch of psychology in which practitioners specialise as

clinical psychologists to diagnose, assess, and treat severe pathology (Khan, 2008). Working
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in a psychiatric hospital includes working in a multi-disciplinary team, treating inpatients and
outpatients who are either victims or perpetrators (Liberman, Hilty, Drake, & Tsang, 2001).
Clinical psychologists undergo extensive training that involves coping with the draining effects
their work carries. They do so by maintaining a healthy emotional distance from their patients
traumatic experiences (Sinaj & Dibra, 2015). Treating trauma is understood to be demanding
as it requires re-telling’s of the trauma narrative using Cognitive Behavioural Therapy (CBT)
and cognitive restructuring (Kennerley, Kirk, & Westbrook, 2017). However, listening to the
details of patients trauma narratives expose practitioners to traumatic stress, vicarious trauma
and secondary trauma (McCormack & Adams, 2016; Sui & Padmanabhanunni, 2016;
MacRitchie & Leibowitz, 2010).

In the United States, between 40% and 85% of health and service practitioners develop
vicarious trauma and secondary trauma, leading to burnout and compassion fatigue (Mathieu,
2012). Vicarious trauma is an impaired view of the self, others or the world. This occurs in
response to repeated exposure to trauma narratives when a mental health practitioner engages
empathically with traumatised clients (Finklestein, Stein, Greene, Bronstein, & Solomon,
2015). An international study focusing on mental health practitioners found that PTSD
correlated with vicarious trauma in Gaza, an area exposed to trauma and violent attacks
(Finklestein et. al, 2015). In South Africa, vicarious trauma and sub-clinical symptoms of
PTSD were found in psychologists exposed to details of client’s traumatic experiences in
private practice (Sui & Padmanabhanunni, 2016). Kaminer and Eagle (2010) similarly found

that mental health practitioners treating trauma in South Africa experience vicarious trauma.

Secondary traumatic stress occurs when mental health practitioners are exposed to
patients traumatic experiences, and develop symptoms of traumatic stress themselves
(Mathieu, 2012). Symptoms include somatic responses, negative emotions and psychological
distress (Manning-Jones, de Terte, & Stephens, 2015; Cohen & Collens, 2013). A study based
in the United Kingdom included 253 mental health practitioners treating trauma clients found
that 70% of the scores indicated a high risk of secondary trauma (Cohen & Collens, 2013).
Concurrently, research in South Africa found secondary trauma to be experienced by mental
health practitioners and emphasised the need to provide training that will enable them to cope
with the emotional impact (MacRitchie & Leibowitz, 2010). There are few recent studies on
the impact trauma work has on mental health practitioners (Booysen & Kagee, 2021;
McCormack & Adams, 2016; Sui & Padmanabhanunni, 2016). Moreover, little research

focused on the qualitative experiences of clinical psychologists treating trauma, specifically in



inpatient public service psychiatric hospitals. Risks practitioners are exposed to are
conceptualised by vicarious trauma and secondary trauma. Aspects of these risks include
distressing somatic symptoms and PTSD symptoms, negative emotions, issues of self-identity,
including a high level of alertness to safety and fears of dangerous patients (Olashore, Akani,
Molebatsi, & Ogunjumo, 2018; Sui & Padmanabhanunni, 2016). Mental health practitioners
are also susceptible to psychological distress within inpatient settings. While it is known that
the mental well-being of practitioners is at risk when treating trauma clients, it is still yet to be
discovered as to what extent these risks extend to clinical psychologists working in public

psychiatric hospitals.

In contrast, individuals who treat trauma also develop a positive belief system that leads
to psychological growth and resilience (Silveira & Boyer, 2015; MacRitchie & Leibowitz,
2010). Positive findings in mental health practitioners treating trauma include experiences of
vicarious post-traumatic growth in their personal lives (McCormack & Adams, 2016; Sui &
Padmanabhanunni, 2016). Vicarious post-traumatic growth is the development of positive
emotional, cognitive and spiritual changes in response to direct exposure of trauma survivors’
narratives. It is associated with life satisfaction, personal strength, happiness, psychological
and physical well-being (Manning-Jones et al., 2015). A sense of joy and personal growth
working with trauma was also found (Silveira & Boyer, 2015; Johnson, 2010). In addition,
practitioners who engaged in supervision and supportive developmental activities were shown
to experience more compassion and empathy toward the patient (Sodeke-Gregson, Holttum, &

Billings, 2013).

Public psychiatric hospitals and private hospitals differ from each other in terms of
resources, challenges and case load (Docrat, Besada, Clearly, Daviaud, & Lund, 2019). A range
of studies investigated the impact on mental health practitioners who treat trauma survivors in
communities and private practice. However, there still remains an unexplored interest in the
phenomenological experiences and challenges faced by clinical psychologists. Expanding on
the literature in the current study is distinctive in that it provides qualitative insights into the
phenomenological experiences of a group of clinical psychologists who work with trauma
survivors, specifically, in a public psychiatric hospital. This information will contribute to the
field of psychology and the clinical psychology profession, guiding the structure of training
material and sensitising practitioners who wish to work with trauma narratives. To this end, the
present study was guided by the following research question: How do clinical psychologists

experience working with traumatic stress in an inpatient public psychiatric hospital?



Methods and materials

Participants

A heterogeneous purposive sampling process was used to recruit participants according
to the design of Interpretive Phenomenological Analysis (IPA), gaining insight into a particular
experience (Smith, Flowers, & Larkin, 2009). Four public psychiatric hospitals in the Eastern
Cape and Western Cape were approached to participate in the study, of which only one site had
interested participants. A sample of three voluntary participants with the age range of 40-53
years were recruited from a psychiatric hospital in the Eastern Cape. All participants were
clinical psychologists who are registered with the Health Professions Council of South Africa
(HPCSA) and had experience with varied pathological cases, including trauma. Interpretive
Phenomenological Analysis studies are known to use small idiographic samples for a deeper,
detailed understanding of participant’s perceptions (Smith et al., 2009). The inclusion criteria
were based on levels of experience. Participants who had more than three months of work
experience as a clinical psychologist at the psychiatric hospital were invited to participate in

the study (Smith et al., 2009). The current participants had an average of 18 years’ experience.

Procedure

Ethical clearance was granted by the RUESC (refer to Appendix B), including
permission from gatekeepers at the Psychology Department of the psychiatric hospital. The
Psychology Department of the hospital was contacted, requesting for the recruitment advert to
be e-mailed to all clinical psychologists, as well as the professional e-mail addresses of each
clinical psychologist to follow-up on their interest to volunteer as a participant. Those
interested received the consent form (refer to Appendix C), and interview schedule with
interview questions prior to the interviews. Data collection was conducted via one-on-one,
semi-structured interviews in person. Each participant consented verbally and signed a consent
form. Participants were cautioned prior to the interview that should they become distressed,
they are able to terminate the interview and seek support from someone they trust, or by

accessing psychological services from their own personal therapists.

Each interview’s timeframe was between 1 hour and 1 hour and 30 minutes. In total,
six interviews were conducted in a manner which was open-ended. Three of these interviews
were follow-up interviews one week after the first interview to facilitate a reflective account of
their experiences. Through obtaining a deeper reflection of their experience, it allowed for more

accurate findings which helped myself and the participants refine certain questions, thoughts
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and reflections. It also aided in uncovering the potential layers of their professional responses
and getting to a point of phenomenological understanding (Hoover & Morrow, 2015).
Interviews were conducted using an audio-recorder, with the participants signed consent
(Smith et al., 2009). All data was transcribed using a transcriber who was a graduate student in

politics and Spanish language, who also signed a confidentiality agreement.
Interview Guide

An interview schedule was developed and underwent refinement to corroborate with
the aim of the study (Smith et al., 2009). Items for the first interview focused on areas of interest
(refer to Appendix D). Item areas with probing questions included how they came to work in
a psychiatric hospital and their experiences working there. The participants’ opinion and
experiences of treating trauma and PTSD were also explored, along with their coping strategies.
The follow-up interview included questions based on the account of participants experiences
in the first interview, clarifying their experiences and obtaining deeper reflections. Treating

trauma based on their gender came up as an area of interest in the subsequent interviews.
Data Analysis

The current study used IPA as an experiential qualitative research method. The IPA
approach is underpinned by three core philosophical perspectives identified as
phenomenology, hermeneutics and idiography (Smith et al., 2009). The analysis took a double
hermeneutics and idiographic approach by making sense of participants’ experiences in a given
context, whilst also interpreting and contextualising them. The data retrieved was analysed
using the IPA analysis guidelines; in other words, a step-by-step analysis (Smith et al., 2009).
The process first involved reading and re-reading each transcript to create an overall impression
for each participant. The transcript was placed in a single column with two subsequent columns
for notes and sub themes. Comments and notes were made on significant reflections in the
second column and broad sub themes were identified based on these notes in the third column
for each transcript. The analysis deviated slightly as transcripts were then re-read, and the sub
themes were numbered according to the page numbers of the participants’ narratives. Two new
columns were made on a separate document, clustering new superordinate themes with sub
themes according to similar patterns (refer to Figure 1 below). Sub themes were reviewed and
refined thereafter. Thoughts and reflections of the interviews were noted down and kept in a
journal, which was later considered when refining, selecting and writing-up significant

findings.



Superodinate themes Sub themes
e Balance between motherhood and e Evoking images of her children when seeing a
career victim (32);

e Worries about her children when sees cases where
victims are ostracised before found guilty (60);

e Feels disheartened by how perpetrators can inflict
pain on another (42;9;10;18)

e Angered and disappointed by health professionals
who evoke secondary trauma in victims (47; 48;

49:51;22)

Sub themes
transferred to
superordinate themes

(19;20)
e Aware of parenting style (33: 36)

role (32; 36)
¢ | Confused when treating the perpetrator (20)

e Strong emotions

e Female psychologist

Figure 1: A step in the analysis process

Trustworthiness

Trustworthiness of the present study was ensured by conducting the research through
the ‘lens’ of IPA (Smith et al., 2009). Credibility of the study is warranted by re-reading
transcripts, comparing them to the audio recordings to achieve reliability, and the follow-up
interviews contributed by clarifying participant’s experiences through probing for more
elaborative and deeper reflections of their narratives. Obtaining a deeper reflection of their
experiences further allowed for more accurate findings in terms of conceptualising the
participants reflections and how it relates to them within a psychiatric context. Researcher
reflexivity was also recognised during the research process that allowed for more accurate

interpretations of the findings.
Findings

Each theme elicited from the data describes unique aspects of the individual’s
professional and personal experiences working with traumatic stress within a psychiatric
hospital. The themes for each individual will be discussed phenomenologically reflecting their
experiences. Pseudonyms will be used to protect the identities of the participants. The results

will be presented ideographically, in line with the IPA guidelines (Smith, et al., 2009).

e Challenged by the topic of initiation with males

e Balance between her professional role and personal




Participant 1: “Allen”

Table 1. Summary of themes for Allen

Superordinate themes Sub themes

Distressing responses to treating traumatic ~ Emotional reactions

tr
stress Lack of closure

The presence of gender Treating female patients

Conscious of the effect on his personal life  Personal experiences

Superordinate Theme 1: Distressing responses to treating traumatic stress

Allen vividly described distressing experiences related to treating traumatic stress in

practice at the hospital. This superordinate theme includes two sub themes:
Emotional reactions

Allen described a feeling of shock in response to severe trauma cases. He stated: “There
are times when I'm shocked at what I hear. We're shocked at what we hear is happening out
there, but it's not a feeling that seems to stay, it's not something that I find myself thinking about

later on.”

This highlights a particular reaction he has to severe trauma narratives. Allen noted that
it was short-lived and brief, rather than emotional distress that he would ruminate about. This
speaks to a transformative process of the feeling itself moving away, where he has no control
or contribution to how he engages with this feeling of shock. The shock is a feeling he doesn’t
sit with, but he transcends to a possible resistance to fully engage with the magnitude of what
he hears. Aligned with his experience is to acknowledge the normalisation of trauma narratives
that influence his distinctive reaction, thereby desensitising him from the effects of trauma. In

his experience, this is an adaptive coping strategy in a trauma-saturated work setting.

Allen also made reference to his feelings of sadness and irritability when treating
trauma victims of domestic abuse. He stated, “It makes me sad that there are people living lives
that are empty, where there's fear in a situation like this.” Allen sees his patients who are living
a life in a home without love, joy and peace. He captures a sense of the patients unhappiness
and fears living in an “empty” home with an abuser, feeling sympathy for the patient who is

living a life of no self-worth. He observes that the trauma they experience is taking everything



out of them and depletes them, which makes him feel sad for the victim. This forces him to
make sense of the perpetrator causing such emotional turmoil, wondering about the perpetrators
upbringing. This appears to be a strategy he developed to help him manage his own feelings of

frustration with the patient’s situation in order to hold the therapeutic frame.

“The problem is I can't allow my sympathy to come into that room. So maybe in a
situation like that, the battle is between sympathy and empathy, irritability towards the other
and empathy,; why is he this way, what was his dad like, what was his grandfather like, how
does he turn into this man? That’s also sad.” In contrast to feeling sorry for the patient, Allen
empathises with their perpetrator by wondering about their life challenges and how that may
have contributed to them becoming the abusive person they are. Due to the context in which
he works, he holds himself back from feeling sympathy. Instead, he tries to make sense of the
perpetrator through his patients experiences, and perhaps thinks that he can help the patient by
understanding the perpetrator. He engages with this encounter as he also tries to make sense of
his patient’s first-hand experience with the perpetrator. This leads to him feeling frustrated and

empathetic as he chooses to be concerned about the perpetrator too.
Lack of closure

A theme unique to Allen’s experience as a clinical psychologist is starting a process
with a patient in a ward, but having to hand over the case to the next ward as a result of the

patient’s progress in the recovery system.

“And so one of the experiences of being a therapist in this setting is you often don't get
to see the end product. You get to start something, you get to hand over that something, but you

don't get to see the end most of the time.”

Allen feels an underlying sense of disappointment and discontent. He is unable to reap
the complete reward of the role he played in the inpatient’s treatment process. For him, it is
unsettling sitting with an incomplete canvas of the patient who he cared for, which is only
shaded by his treatment contribution. He was there to capture the deep inner feelings and
traumas of a patient, adding to the patients progress, but unable to see their life transform over
time as a completed canvas. This experience shapes how he conceptualises working as a
psychologist in a psychiatric hospital: receiving limited closure in the profession. For Allen, he
finds solace by being aware of his role in the patients progress and its significance to the
therapeutic relationship. In an attempt to find closure, Allen states, “What I put into a vegetable

garden is what I get out”. Here, he finds reassurance and closure in growing a vegetable garden,



a process he nurtures and is certain that what he puts in, he will get out. For Allen, it is a
symbolic representation of being in control of the outcome by the effort he puts in to water and
maintain his vegetables, to reap the rewards of the end product, rewards he does not always get

to see with his patients.

Allen continues to reflect on his experience by stating: “So it's not something that's on
my mind anymore. It might have been on my mind earlier on as a psychologist, and of course
there are a couple of people that I've wondered about”. This highlights his experience of
working in a psychiatric system which only allows for a certain way of engaging with inpatients
resulting in a feeling of no closure. To this end, he learnt a form of acceptance through the
experience he obtained overtime, trusting that the seed he planted allowed for the patient to
grow in their own way with who they are treated by after him. By trusting his colleagues, he
trusts that all his patients are in good hands, and this helps him detach from them. Detachment

of this kind he finds necessary in the context of working with many patients.
Superordinate Theme 2: The presence of gender

Allen emphasised a prominent theme across his narratives that is associated with his
role as a male clinical psychologist treating trauma. He acknowledged that the majority of his
trauma patients are female, most of whom have been sexually assaulted or raped by a male;

this creates the presence of an uncomfortable feeling in the therapeutic relationship.
Treating female patients

In witnessing a female victim’s early termination in therapy due to their traumatic

experience with a male, Allen found this relationship difficult to address.

“So I was in front of a lot of young ‘coloured’’ girls from 17 and going up into the 30s
and 40s--who'd been raped by a man, and here they are sitting in front of a man and there not
being anybody else. And first of all, needing to talk about that and on some level, apologising
for the fact that I'm it. The sad thing is, for many of them that was too much, and there'd be

some kind of inauthentic goodbye at the end of the first session and they wouldn’t return.”

He describes a situation where there are no other female psychologists to attend to the
victims. He refers to a sense of helplessness experienced by both him and the patient. Perhaps

he feels that they are stuck with him in the room as their therapist, alluding to a process they

! The term ‘coloured’ was used as a racial classification category under the Population Registration Act of the
previous dispensation and is still commonly used in South Africa today to refer to individuals who are of mixed
race (Adhikari, 2009).
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feel somewhat forced into, where ‘choice’ is taken from them. The difficulty in treating trauma
is that there is an aspect of her trauma narrative that is linked to him, referring to himself in an
emotionless manner being “it”. The unspoken “it” is understood to be the uncomfortable
experience in the room, unsure of how to address but easy to avoid. This creates an
uncomfortable atmosphere for him, knowing that being a male is the reason for the patients
early termination. By receiving an inauthentic goodbye, it makes him feel devalued in a context
he is unable to control. In trying to manage his own feelings of discomfort, he is unable to
address the patients needs as she distances herself from the process, robbed of the opportunity

to draw her back in.

Allen dances between understanding the patients fears and the reason they do not want
to return to therapy, choreographed by the perceived need to apologise for being a man too.
Something he found tough was being a man and a clinical psychologist at the same time, as he
later stated: “the awareness of the discomfort, the gently coaxing them into something that's
difficult to talk about, you know?”. Allen describes the early stage of therapy where patients
have a preconceived perception of men, not yet comfortable and trusting of the therapist. As a
white man, there is also stigma associated with the former system of Apartheid, causing her to
feel intimidated and scared. By acknowledging this, Allen feels unsettled by persuading the
patient to see a different side of a male while they are not ready, as he is guided by his
therapeutic skills. He is aware of his own positionality with patients, and his role in therapy is
juggled by his characteristics in the room while trying to create a safe space for the trauma

Survivor.

He finds solace in accepting who he is and how he can help the patient in the best way
he can: “I'm aware that what I am, other than a psychologist, is an example of the other kind
of man out there; the man that won't do that”. Allen has his own belief system and view of
morality characterising him as a man which he conveys to the patient that there is an alternative,
to not paint all men with the same brush. Here, he makes reference to the man that he is, the

other man out there that is humble, just and respectful.

Allen elaborates on his experience of treating women who have been sexually assaulted
and raped. In this instance, he found it difficult to hold the therapeutic frame while exploring
safety measures and helping her process the trauma: “When a man does a terrible thing like
that to a woman, so many things can be misinterpreted by a male therapist, not the male
therapist doing the misinterpreting, but the client misinterpreting. It's hard. It's very hard,

because that's not what you're saying; you're not saying it's their fault”.
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As a male therapist, conscious of his male presence in the room and aware of the
emotional turmoil the patient is sitting with, Allen provides a safe and steady professional
structure for therapeutic work to take place. Although he ultimately feels misjudged, perhaps
causing him to feel a sense of disappointment. Allen recognises that patients have their own
perceptions based on their experiences, and that impairs honest interpretations he makes in
therapy. He finds himself walking the fine line between helping them and acknowledging that
an event like it may occur again, while also trying not to blame the victim. A delicate
engagement is roped between them as the patient does not feel understood and is supported by
someone who resembles the perpetrator. While he tries to be engaged and hold the patients
distrust, an uncomfortable tension is present because the patient sees him as a threat, projecting

their unresolved fears onto him.

Superordinate Theme 3: Conscious of the effect on his personal life
Allen made reference to how treating trauma influenced his personal life.

Personal experiences

“Perhaps if more of the trauma victims were men, maybe then I would be more hyper-
vigilant,; I don't have to always look around, I don't always have to think about those kinds of

things.”

Allen acknowledges that in his work experience, there are fewer male trauma cases in
comparison to females. As a male he feels safer in his environment which brings him a sense
of relief, and is perhaps grateful that he does not have to constantly be on edge. He developed
a perception which shaped his behaviour and way of thinking in terms of not worrying or
feeling anxious in response to a dangerous cue. It could be that Allen perceives himself as
physically capable to be able to handle himself in dangerous situations, aiding in his ability to

feel safer instead of hyper-vigilant.

Although, when listening to the trauma narratives of his patients, Allen formed an
appreciation for his life: “It makes me realise that irrespective of whatever has happened to me
in my life, there are other people out there that have had it much worse than 1. So, actually, it

doesn't make me down on life, it makes me appreciate it more and my history.”

Allen learns from his patient’s difficult life experiences, and feels grateful for his life
journey when comparing himself to them. Existentialism emphasises Allen’s capacity to use

the world and his experiences to make decisions and develop views centred around himself,
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rather than the fear which society generates. This experience seems to have formed his personal
view of life, appreciating and focusing on the little things that are pleasurable. Being a male
who was called to the military for national compulsory service, working in townships and other
communities, he feels empathy towards others for their struggles. He has encountered and
witnessed first-hand trauma injustices being committed, in this way, exposed to the darkness
of the world. His current profession enables him to make a difference, while valuing his life

and the opportunities afforded to him.
Participant 2: “Annie”

Table 2: Summary of themes for Annie

Superordinate themes Sub themes
Strong emotional reaction Anger

Confused when treating the perpetrator

Balancing roles Balancing maternal and professional
roles

Experience as a female clinical Faced with the topic of initiation

psychologist

Superordinate Theme 1: Strong Emotional Reaction

Annie vividly made reference to experiences that marked negative emotions for her
while treating trauma victims and perpetrators. This superordinate theme includes two sub

themes:
Anger

Annie described an experience of treating child rape victims, particularly cases of
incest: “And I suppose that's inherent with child work in a way, that they're more vulnerable,

and it just dials up certain responses in me, a lot of anger”.

Here, she expresses anger in response to cases where children are betrayed by their
family members and are unable to defend themselves. With cases of incest, this sentiment may
have left her in disbelief by how a father or other male family figure has the capability to inflict
pain on a minor. As a result of being a married woman and a mother coming from a close
family setting, her natural expectation of the male figure in the home is of a protector and
nurturer. When confronted with a situation opposite to her perception of safety, where the male

figure is the perpetrator, it becomes appalling to her as her perceived idea of a safe family home
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is shattered. This interpretation is supported by a similar reflection where she expresses
disbelief: “So that's a bit disheartening, like, how could someone do this to someone else?”
Annie struggles to sit with how someone could be so disconnected from someone else’s

suffering.

In Annie’s experience, treating mothers who lost their children during childbirth and
who were insensitively cared for by medical practitioners, also triggered a strong emotion of
anger within her. She stated: “For my client, as her baby came out, the nurse said, ‘Oh she's
dead’. Just like that. No softening, nothing!”. She hears narratives that are difficult to
comprehend, wondering how these practitioners can react in such an insensitive way. She is
angered by the lack of care that is given and that trauma is not always recognised in a medical
setting as it is in a psychiatric setting. She encounters these experiences through the narratives
of her patients and empathises with the brutal, cold and uncaring experiences people go
through. The experience of childbirth is a platform in which they both find common ground.
Annie can directly relate to the pain felt by her patient as a result of being a mother herself,

experiencing both anger and sadness; disheartened knowing that this type of trauma exists.
Confused when treating the perpetrator

Annie explained that she read an inpatients file before seeing him and was dismayed by

horrific details of his criminal charges.

“I closed the door and I wept for an hour because I was so...maybe traumatised from
reading what this person had done and was horrified by it, and then trying to consolidate how
do I know this about this person and do my job to help him? And something I reflect on many

times is that I don't have that response anymore.”

Her response to the case marked a rollercoaster of emotions as she was shocked by the
nature of the crime the patient committed. After reading the file, she felt conflicted by how she
would treat the inpatient knowing what he had done. Thoughts around whether he is deserving
of her treatment and care emerged, and fear of being present in a room with him. Annie reflects
on her thoughts of being able to tolerate horrific narratives, referring to the fact that she is still
able to do her job. Here, she uses her own insight to navigate the negative outcomes present in
the workplace like a compass, seeking direction in order to feel less affected and more available
to her patients. She is able to distance herself from cases through the use of her own coping
strategies. This being self-awareness, personal supervision, and mindfulness, while also

learning to apply “acceptance and trust with the use of collegial support”.
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Annie states, “I also worry that my clinical judgement and decisions would be affected,
probably negatively, and I don't think that's right”. She has strong feelings towards law and
order, and when she experiences a narrative that goes against her perceptions, those which she
perceives as morally wrong, she becomes unsettled. Professionally, she reached a space where
she choreographed her own understanding that she must treat and not judge, staying within her
role to rehabilitate the patient. The more she is exposed to trauma, the more she develops an
emotional hardening as opposed to compassion fatigue. In other words, Annie developed an

ability to remain professional and separate her emotions from her work.
Superordinate Theme 2: Balancing roles

Interestingly, Annie reflected on how treating trauma affected her role as a mother and

her role as a clinical psychologist.
Balancing maternal and professional roles

Annie described an opportunity to get involved with victim assessments and young

offenders, a forensic branch of psychology she enjoyed.

“I thought about it, and it was interesting because there was such a tension between the
professional clinical part of me and the personal part of me. Every time I'll see a victim, I'm

gonna see my kids, and I don't want that to affect how I bring them up.”

Annie is aware of the internal conflict she feels by wanting to engage in forensic work,
however, she is conscious of her sensitivity to working with child trauma. As a clinical
professional, she is directed by her ethical principles so as to not impair her clinical judgment
through being affected by child trauma cases. As a mother, her negative emotions are triggered
by these narratives as she has children of her own, causing her to resonate with the case on a
deeper, personal level. She knows that by engaging in child trauma work, it will trigger images
of her children. Annie is mindful that this will elevate her worries, influencing how

overprotective she will be while raising her children.

“So it's interesting how I have different fears for my son than I do for my daughter.”
Here, she compares her children to the trauma cases she works with. Annie is on guard in
response to the high prevalence of crime in South Africa, and with exposure to many cases of
youth’s trauma narratives, she is scared that such darkness could be in their future. Work related
stress transfers into her home environment, and rattles her maternal instincts, which in turn
elevates her anxiety. The commonality of trauma shapes her way of thinking as she dances

between her role as a mother and a psychologist.
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In response to the trauma she works with, Annie described a sense of fear she
experienced leaving her children with the nanny or around the gardener even after interviewing
them: “Could I trust this person on my property while my kids are running around? Sometimes,

I look at how great they interact with the kids and I base it on that”.

She grapples with issues of trust in others due to her experience treating both victims
and perpetrators. She is aware that being in her profession comes with a price to pay, as she
developed a distorted view of society and lost faith in humanity. For her, this evolves into an
overprotective nurturer: “I’ve spoken to her about stranger danger, and it kills me to shatter
that naivete that the world is a good place”. Although, she observes her children’s positive
interactions with the nanny or gardener, and is reminded that there is good in the world. Annie
considers her children’s freedom and wants them to think and play like children should, as
opposed to worrying about the dangers of the world: “So decisions about the kids' freedom is
significantly thought about very carefully”. To this end, Annie balances her needs and those of
her children like a seesaw through ensuring they live a normal life; she does this by separating
her personal life from the fears of her professional life. She finds a balance by trying to make

calculated decisions based on risk, but careful not to instil her fears within her children.
Superordinate Theme 3: Experience as a female clinical psychologist

Annie emphasised an experience associated with her role as a female clinical

psychologist.
Faced with the topic of initiation

During a group session, Annie recognised a trauma associated with cultural initiation
in black male patients. The group discussion veered into the direction of initiation as patients
expressed experiencing pain, fear and shame around the topic of culturally-sanctioned rites of

passage, a topic she felt she was intruding.

“As a female psychologist, something that I know is such a conflict is initiation. And |
really kind of stumbled across this tension when we were doing a sex offender program, where

initiation and speaking about initiation was basically earmarked for male conversations.”

The above extract describes a specific trauma which caused Annie to feel
uncomfortable and overwhelmed, knowing that in an historical-cultural understanding is
strictly out of the domain of a female’s topic of conversation. Being a white English female
herself, she would not engage in the topic voluntarily, and experienced the space to be

disconcerting to her as if she were tiptoeing on hot coals where male patients are vulnerable.
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Annie acknowledged the sensitivity of the topic by being respectful of the traditions of the

patients culture, and perhaps also distressed that such a sacred ritual can perpetuate trauma.
Participant 3: “Ruby”

Table 3: Summary of themes for Ruby

Superordinate theme Sub themes

Responses in dangerous settings Delayed response to trauma and danger

Wondered about patients
Strong reactions in secure settings Hopelessness

Motherhood vs Career Managing roles

Superordinate Theme 1: Responses in dangerous settings

Ruby reflected on her experiences working at the hospital in a context that is perceived

as dangerous. This superordinate theme includes two sub themes:
Delayed response to trauma and danger

She referred to a case where she was tasked to conduct interviews with a patient and
chose not to read the file prior to the sessions. She later saw that the patient murdered five
people including a three-year-old child. Ruby stated: “And there are times when I would find
that actually I might not have seen something as trauma but later, my response or my reactions

made me realise that was actually quite traumatic”.

Ruby does not conceptualise a narrative as traumatising at first because her mind-set is
goal-oriented to her profession. She is not only treating trauma but is working within a space
of trauma. As she steps into the room with the patient, she reflects on the symbolism of a
metaphorical light versus darkness; the light being a place of safety, the known and a sense of
security, and the darkness representing the fear she holds as the danger she is entering by seeing
this patient. She has become used to treating and assessing highly dangerous patients, familiar
with trauma narratives and, as a result, she does not see the situation as an immediate personal
danger. Afterwards, when sitting with her thoughts or relooking at the details of the case, she

realises the high risk situation she put herself in, as evident in her narrative:

“I saw the pictures, including that of the little girl. And it took me by surprise; it really
shocked me. I had a little girl, and I was like, woah, and I started feeling...not panicky, but 1
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started trembling and shaking, like, oh my word, I'd sat with this guy so relaxed and so chilled,
and this is what he's capable of doing?”

The pictures and details of the patients crime became real, as she internalised the
seriousness of the case. In this instance, Ruby was reminded of her own daughter and
experienced shock after realising how dangerous the patient was. Based on her preconditioned
way of responding, being informed by her training, she reacts with an automatic response at
first. As a mother, she is reflecting on how she would have felt had that been her daughter in
the picture. She felt threatened and scared, as if she were standing in a dark passage, in the
presence of a strange figure, feeling physiological symptoms which can only be understood to
be secondary traumatic stress. A feeling of terror arises later in the form of panic as she is faced
with the reality of the dangers and the fragility of life, and the knowledge that this dangerous

man could have harmed her in the open room in which they sat.

Another experience she had with a patient who made sexual advances towards her
caused her to have a delayed reaction to the danger she was in. She stated: “I had to negotiate
and talk him down. So those are the things that I've found threatening and quite traumatic, but
in hindsight most of them, not at the time they were happening, but after.” To this end, she
draws on her skills as a psychologist to handle the alarming situation, however, only afterwards
does she realise the high-risk situation once the danger has been internalised. In the given
scenario she had to persuade him, knowing that, as a woman she had to protect herself using
her words as a shield. It appears that treating trauma in a psychiatric hospital is not only related
to past trauma narratives, but also involves encountering an aspect of trauma that she

experiences as an immediate threat to herself whilst working with perpetrators.

With reference to the dangerous settings she works in, she highlighted her reactions to

a distressing situation where she was assessing a dangerous inpatient:

“I need to always be on guard. It made me quite hyper-vigilant after like I needed to
make sure that I keep the security quite alert. So I felt like I had two jobs to do because, for
some reason, most of the security guards often fell asleep, so I kept having to bring them back

to life.”

Here, a sense of fear illuminates as there is always a present threat. Ruby finds that she
is not always safe, even with a security guard. In order to protect herself, and alleviate her
anxiety, she uses her professional insight to manage her fears by keeping the security guard

awake. She safeguards herself against the trauma of a potentially life and death encounter,
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where the security is supposed to be her lifeline however instead they fade into a blissful sleep,
seemingly unbothered by a life in danger. She alludes to how she reacted afterwards: “Only
afterward did all the "what ifs" go through my mind”. Ruby reflects on how scary the situation
was while trying to maintain her professionalism. She responds naturally to the danger,
becoming anxious as she ruminates on possible scenarios of how the dangerous patient might
have harmed her, similar to the narratives of her trauma victims. Her accounts link to intense
interpersonal transferences in the work place, as she is conscious of what the inpatient is
capable of doing; therefore, she moves between feeling unprotected by the guards, having to

defend herself, and feeling unsafe.
Wondered about patients
Ruby reported that she assessed a man on trial who murdered two children.

“I can understand if he is mentally unwell because he has no control or understanding
or knowledge of what he was doing, but this person is well. So he knew. What can drive a
person to be like that? But the other thing is, that was not my job to find out what drove him to
do that. My job was, ‘he did it, so he's responsible’, and I had to battle with that.”

As a clinical psychologist, she understands the psychological functioning of a
perpetrator who is unwell. Although, it appears that she was so shocked by the horrific crime
the patient committed in a normal state of mind, she wondered what drove him to do it. She
expressed interest in seeking answers to understand him, and her distorted view of humanity
caused her to feel curious about the perpetrator’s motives for his actions. She reminds herself
of her professional role, not allowing her personal curiosity to cross the bridge into her

professionalism and she does this by maintaining her boundaries.
Superordinate Theme 2: Strong reactions in secure settings

Ruby experiences strong reactions to treating and assessing child victims of sexual

assault and rape within a secure therapeutic context.
Hopelessness

When assessing whether a child is able to testify or not, she finds this to be the most
difficult and recalled becoming overwhelmed with emotion in a particular case. She stated: “/¢
happened at the time when 1'd just had my little girl, so looking at her crying sitting up there
and I see my daughter and think, Oh my gosh™.
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Ruby was reminded of her daughter when she saw the little girl in court, astounded at
how a little girl can go through such emotional turmoil at such a young age. Here, she was
triggered by her own recent childbirth and, during the interview, reflects on her experiences as
a mother as well as seeing the child’s helplessness first hand. Ruby shared that when children
are hurt it triggers negative emotions within her, however, she takes the responsibility upon
herself, internalising the little girl’s hopelessness, evidenced by the following statement: “So /
would pick up their helplessness. 1 feel like I'm going to give them justice, the guy is gonna be
incarcerated but is that enough?”. In her professional capacity she believes that she can do
everything she can to give the victim justice, however, she is shackled with powerlessness
because she can’t give the child the justice they deserve. She experiences feeling stuck, unable

to gift her child patients with the jewels of freedom to live without fear.

In another reflection, Ruby mentioned that she sometimes wonders about child trauma
cases after she assessed them. Her care for children comes through prominently as she is
reminded of her role as a mother and prompts her concern for them: “I used to wonder and I
used to make follow-ups on the Department of Social Development”. “Self-awareness,
personal therapy and peer supervision helped me cope”. With time she learnt that she cannot
be in control of every case she refers. She engaged in a transformative process of inner artistry,
giving meaning to her desire to save her patients by realising that it is out of her sphere of

influence.

Superordinate Theme 3: Motherhood vs Career
Ruby describes her experience balancing the role between motherhood and her career.
Managing roles

She narrated a challenging experience treating a female victim in therapy who struggled

to adapt to trauma treatment and regressed.

“A difficult part was to marry being a person--a mother, sister--and being a
psychologist. Because in a work situation, I had to be professional and a psychologist and 1
had to keep the faith that once she's back on treatment we will start again and she will

eventually realise the process.”

Trauma treatment is demanding, and she found herself juggling her role as a
psychologist and as a mother. Each role carries its own emotional demands, and it appears her
professional role became too overwhelming. In her experience of treating trauma, making the

patient relive details of their experience, she views this process as inhumane, cold and
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disconnected from the patients suffering characterised by a therapeutic technique: “And it's
hard and painful to watch them struggling trying to work with it and accept it. And then there
are patients who become angry with you because you are making them feel what they didn’t
want to”. Here, she feels a sense of guilt at being the perceived cause of her patients setback,
making her patient relive the trauma as they begin to feel disgusted and angry towards her, with
no apparent light at the end of the tunnel. In an attempt to separate her work life and personal
life, she uses optimism and reassurance like a rose with a boundary of thorns to manage her
stressors at work, so as to prevent her frustrations from slipping into her personal roles when
she leaves her place of work. She aims to maintain her parental accountability and doesn’t want

her experience to influence how she treats her children.

In another reflection, her exposure to trauma narratives across all age groups made her
hyper-vigilant to her environment and reminds her of her children. “/ have kids of my own, and
it made me become more overprotective and hyper-vigilant, to a point that I think I became

neurotic.”

Ruby expresses an underlying sense of fear and is essentially over-aware of the dangers
of the world due to the trauma narratives she works with. Her exposure skewed her perception
of society and she sees the world as terrifying. She attempts to control her anxiety by engaging
in overprotective behaviours with her children checking for any physical harm, and exhibits
safety behaviours in her home environment to the extent of becoming obsessive. This
experience causes her mind to dive deep into the unknown, trying to find ways to bring herself
up for air. This is evident in the following account of her experiences: “With my daughter, if
I'm bathing her or the nanny has bathed her, when I'm changing her nappy, I check”; “other
charges that the patients had like housebreaking, I keep checking if the windows and doors are
locked”. Engaging in behaviours neurotically became a cause of concern, conversely, with
therapy she was able to accept what she can and can’t control: “with therapy I started realising

there's only so much I can do”, bringing her some relief.

Discussion

This study found that the lived experiences of clinical psychologists working with
trauma in a psychiatric context is complex. In the existing literature, little is known about the
nature and prevalence of traumatic stress in psychiatric hospitals, however the findings of the
current study have brought much needed attention to the notion that treating trauma comes with

both risks and benefits. From the interpretive analysis, findings depict that trauma work evoked
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psychological distress within participants in response to the trauma narratives of their patients
(Sui & Padmanabhanunni, 2016; MacRitchie & Leibowitz, 2010; Harrison & Westwood,
2009).

When talking about psychological distress, the findings identified shared feelings of
shock, sadness, and frustration amongst all participants in response to trauma narratives.
Allen’s brief feeling of shock speaks to his resilience which allows him to recover quickly,
thereby experiencing a normal reaction to an abnormal event (Herman, 2019; Southwick,
Bonanno, Masten, Panter-Brick, & Yehuda, 2014). Ruby and Annie differed from Allen in
terms of feeling anger and fear. These experiences put clinical psychologists at risk for
vicarious trauma (Booysen & Kagee, 2021; McCormack & Adams, 2016; MacRitchie &
Leibowitz, 2010; McCann & Pearlman, 1990). Each emotional reaction was triggered by the
participants experiences. For example, Ruby experienced physiological symptoms in response
to a dangerous patient she interviewed, evident in her trembling fearful reaction and this adds
emphasis on her experience in a setting which she perceived as threatening. In support of this
finding, Sui and Padmanabhanunni (2016) similarly found that somatic complaints of physical

exhaustion are common with trauma work.

In addition, this study found that working in a psychiatric hospital means also working
with perpetrators who are state patients. These results contribute to the limited research within
the trauma context, highlighting the effects of working in dangerous settings that evoke
traumatic stress. Literature on traumatic stress has discussed both positive and negative
responses within trauma workers (Booysen & Kagee, 2021; McCormack & Adams, 2016;
Silveira & Boyer, 2015; MacRitchie & Leibowitz, 2010). However, the current study found
that there is an added element of exacerbation based on the trauma work in a psychiatric
hospital specifically. The nature of the trauma is not confined to trauma narratives, and access
to pictures contributes to a different experience that forces participants to understand and think

about trauma differently.

Both Annie and Ruby reflected on treating victims and perpetrators. Annie experienced
feeling confused having to treat someone who inflicted pain on another; whereas Ruby
described being hyper-vigilant sitting in the presence of a dangerous patient. Although, Allen
differed in this regard as he was rather curious about the perpetrator’s presentation as opposed
to fearful of it. A similar study to the current by Olashore et al., (2018) explored the prevalence
and predictors of PTSD in a psychiatric setting in Botswana, where findings depicted that

mental health practitioners who were physically harmed by patients were at risk for PTSD.
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Recently, Booysen and Kagee (2021) supported this finding in the Eastern Cape and Western
Cape by highlighting that the context in which mental health practitioners work can perpetuate
the burdens of traumatic stress. In corroboration with the findings of the current study, McCann
and Pearlman, (1990), as well as Sui and Padmanabhanunni (2016), identified that feeling
unsafe and experiencing mistrust were common amongst psychologists working with trauma.
In contrast, treating child victims of trauma reflected a converging sense of helplessness
between Annie and Ruby and, although the literature is limited, the theme of helplessness is
also present in Allen’s narrative and existing literature (Booysen & Kagee, 2021; Sui &
Padmanabhanunni, 2016; Figley, 1995). Ruby diverges from both Allen and Annie in that she
experiences a sense of guilt when engaging with the difficult process of treating a trauma
patient, and this is an interesting finding that alludes to a unique feeling during the treatment

process.

Furthermore, in the findings, participants highlighted powerful complex meanings
related to a socio-political context while treating trauma in a psychiatric hospital. This finding
speaks to the overall message that one cannot treat trauma devoid of its social context (Sui &
Padmanabhanunni, 2016; Edwards, 2009). The experiences of the participants made reference
to gender and culture, suggesting that socio-demographic factors perpetuate challenges when
treating trauma in a psychiatric hospital. The existing literature does not point to these findings
directly, however, Booysen and Kagee (2021) found that socio-demographic factors do in fact
precipitate traumatic stress, but in low-resource communities. Issues of gender, race, culture,
and politics are not readily referred to in the treatment of trauma yet there is an awareness of
the interplay between trauma and the social context from which it stems. For example, Allen
referred to his role as a white male clinical psychologist treating ‘coloured’ trauma victims in
post-apartheid South Africa, reflecting on how his presence affected the therapeutic process.
Annie, in contrast to Allen struggled with the topic of initiation as a white English female
psychologist. These reflections refer to this overlooked dimension in understanding and

treating traumatic stress.

The female participants had a distinct reflection related to family and work.
Specifically, motherhood emerged prominently as Annie and Ruby’s experiences treating
trauma influenced how they parented their children and how they themselves felt about the
safety of the world around them. Annie and Ruby’s experiences reflected suspicious and hyper-
vigilant behaviours in their personal lives, which influenced protective roles as mothers.

Vicarious symptoms of hyper-vigilance seem to be more common among Annie and Ruby,
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whilst Allen had no noticeable concerns for safety. Arguably the difference in experiences
alludes to how men and women might experience treating trauma, especially in a psychiatric
hospital, diverse in terms of gender. This finding corroborates with the existing literature, that
women are more at risk to traumatic stress than men (OIff, 2017; Christiansen & Hansen,
2015). The impact of treating traumatic stress on the personal and professional lives of clinical
psychologists in a psychiatric hospital illustrates the importance of navigating ways to maintain

their mental well-being (Laurenzi et al., 2020; Ling, Hunter, & Maple, 2014).

Findings in research depict that coping strategies for developing well-being and
fostering work satisfaction is emerging (Patsiopoulos & Buchanan, 2011; Harrison &
Westwood, 2009). All three participants expressed using supervision and peer supervision as a
means for support, whilst reflecting on the psychiatric hospital to be a supportive environment.
This suggests that a supportive collegial environment is helpful and can mitigate the effects of
vicarious trauma (Smith, Kleijn, Trijsburg, & Hutschemaekers, 2007). In addition, they
expressed trauma work to be “taxing but rewarding”, feeling hopeful and grateful to be part of
a patients process and progress, despite the process being tumultuous at times (Hyatt-Burkhart,
2014; Arnold, Calhoun, Tedeschi, & Cann, 2005). All participants expressed no debilitating
effects of vicarious trauma, although a shared resilience and motivation emerged for the work
that they do, understood to be vicarious post-traumatic growth (Sui & Padmanabhanunni, 2016;
Silveira & Boyer, 2015; Johnson, 2010; Calhoun & Tedeschi, 1996). All three participants also
reflected on upholding their boundaries, developing successful coping strategies and trusting
the process with years’ experience. Zaccari (2017) supports this finding on boundaries and self-

care as a way to create balance and maintain healthy lifestyle choices.

In managing coping with traumatic stress, Allen uniquely expressed a hobby of growing
vegetables with the aim of seeing the end product of his efforts. This significantly corroborates
with the meaning of the theme “lack of closure”. In contrast, Annie externalises her anxiety
through activities and is careful in choosing cases that won’t trigger anxiety or fear; whereas
Ruby realised that she has no control over everything and through therapy developed
acceptance of what was out of her control. Here, both Annie and Ruby diverge from Allen as
they set boundaries based on their self-awareness and experience (Zaccari, 2017; Ling et al.,

2014).

This study has a number of limitations. The interviewer was known to two participants
previously through a brief professional capacity. This prior contact was seen as an advantage

in obtaining honest reflections, although it is possible that the participants may have felt an
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obligation to participate. Generalisability of this study needs to be considered with caution as
the sample size was relatively small with only three interested psychologists. There was also a
concern that the results may generate a negative impression of clinical psychologists in practice
however, by paying attention to the participants coping strategies, the study’s results have in
fact enriched the understandings of their lived experiences. The study was conducted during
the eased lockdown restrictions of the Corona Virus pandemic, which may have captured added

burdens of the impact of traumatic stress during this trying time.

It is further recommended that future research focuses on how socio-political factors
and dangers in the workplace influence clinical psychologists service delivery. In addition,
content on healthy coping strategies; vicarious trauma; boundaries in professional and personal
roles; dangers in psychiatric hospitals and socio-political considerations could be included in
training programs to enlighten future clinicians on the implications of working with trauma in
psychiatric hospitals. Finally, future qualitative studies will benefit from using follow-up

interviews as it allows for an elaborative exploration of participants lived experiences.
Conclusion

The study revealed interesting findings that point to a number of insights. It is evident
that implications do arise when clinical psychologists treat trauma survivors at a psychiatric
hospital which can lead to vicarious trauma and traumatic stress. This study observed an added
element of danger whilst treating dangerous state patients, exposing psychologists to traumatic
stress. However, the participants highlighted that trauma work can also be rewarding and
creates vicarious post-traumatic growth. With the use of unique coping strategies, participants
showed to be equipped with resilience, and as a result, are less likely to experience debilitating
symptoms of trauma. This concludes that clinical psychologists who engage in self-care and
supportive strategies protect themselves from long-term risks. Furthermore, a socio-political
aspect to treating trauma that was not found extensively in previous research was present in the
current study. Psychologists recognised culture, their gender, race, and the impact this has on

their roles in their personal and professional lives while working within the field of trauma.
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corrigendum (correction); retracting the article; taking up the matter with the head of
department or dean of the author's institution and/or relevant academic bodies or societies; or

taking appropriate legal action.

3.1.2 Prior publication

If material has been previously published it is not generally acceptable for publication in a
SAGE journal. However, there are certain circumstances where previously published material
can be considered for publication. Please refer to the guidance on the SAGE Author Gateway

or if in doubt, contact the Editor at the address given below.

3.2 Contributor’s publishing agreement

Before publication, SAGE requires the author as the rights holder to sign a Journal
Contributor’s Publishing Agreement. SAGE’s Journal Contributor’s Publishing Agreement is
an exclusive licence agreement which means that the author retains copyright in the work but
grants SAGE the sole and exclusive right and licence to publish for the full legal term of
copyright. Exceptions may exist where an assignment of copyright is required or preferred by
a proprietor other than SAGE. In this case copyright in the work will be assigned from the

author to the society. For more information please visit the SAGE Author Gateway

3.4 Open access and author archiving
Qualitative Health Research offers optional open access publishing via the SAGE Choice

programme. For more information please visit the SAGE Choice website. For information on
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funding body compliance, and depositing your article in repositories, please visit SAGE

Publishing Policies on our Journal Author Gateway.

4. Preparing your manuscript

4.1 Article Format (see previously published articles in QHR for style):

» Title page: Title should be succinct; list all authors and their affiliation; keywords. Please
upload the title page separately from the main document.

* Blinding: Do not include any author identifying information in your manuscript, including
author’s own citations. Do not include acknowledgements until your article is accepted and
unblinded.

* Abstract: Unstructured, 150 words. This should be the first page of the main manuscript, and
it should be on its own page.

* Length: QHR does not have a word or page count limit. Manuscripts should be as tight as
possible, preferably less than 30 pages including references. Longer manuscripts, if
exceptional, will be considered.

» Methods: QHR readership is sophisticated; excessive details not required.

- Ethics: Include a statement of IRB approval and participant consent. Present
demographics as a group, not listed as individuals. Do not link quotations to particular
individuals unless essential (as in case studies) as this threatens anonymity.

* Results: Rich and descriptive; theoretical; linked to practice if possible.
* Discussion: Link your findings with research and theory in literature, including other
geographical areas and quantitative research.

» References: APA format. Use pertinent references only. References should be on a separate

page.

Additional Editor’s Preferences:
* Please do not refer to your manuscript as a “paper;” you are submitting an “article.”

* The word “data” is plural.

4.2 Word processing formats
Preferred formats for the text and tables of your manuscript are Word DOC or PDF. The text
should be with standard 1 inch margins (APA formatting). Text should be standard font (i.e.,

Times New Roman) 12 point.
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4.3 Artwork, figures and other graphics

* Figures: Should clarify text.

* Include figures, charts, and tables created in MS Word in the main text rather than at the end
of the document.

* Figures, tables, and other files created outside of Word should be submitted separately.
Indicate where table should be inserted within manuscript (i.e. INSERT TABLE 1 HERE).

* Photographs: Should have permission to reprint and faces should be concealed using mosaic
patches — unless permission has been given by the individual to use their identity. This
permission must be forwarded to QHR’s Managing Editor.

o TIFF, JPED, or common picture formats accepted. The preferred format for graphs and line
art is EPS.

o Resolution: Rasterized based files (i.e. with .tiff or .jpeg extension) require a resolution of at
least 300 dpi (dots per inch). Line art should be supplied with a minimum resolution of 800
dpi.

o Dimension: Check that the artworks supplied match or exceed the dimensions of the journal.
Images cannot be scaled up after origination.

* Figures supplied in color will appear in color online regardless of whether or not these
illustrations are reproduced in color in the printed version. For specifically requested color
reproduction in print, you will receive information regarding the costs from SAGE after receipt

of your accepted article.

5. Submitting your manuscript
Qualitative Health Research is hosted on SAGE Track, a web based online submission and
peer review system powered by ScholarOne™ Manuscripts. Visit

https://mc.manuscriptcentral.com/ghr to login and submit your article online.

IMPORTANT: Please check whether you already have an account in the system before trying
to create a new one. If you have reviewed or authored for the journal in the past year it is likely
that you will have had an account created. For further guidance on submitting your manuscript

online please visit ScholarOne Online Help.

5.1 ORCID
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As part of our commitment to ensuring an ethical, transparent and fair peer review process
SAGE is a supporting member of ORCID, the Open Researcher and Contributor ID. ORCID
provides a unique and persistent digital identifier that distinguishes researchers from every
other researcher, even those who share the same name, and, through integration in key research
workflows such as manuscript and grant submission, supports automated linkages between

researchers and their professional activities, ensuring that their work is recognized.

The collection of ORCID IDs from corresponding authors is now part of the submission
process of this journal. If you already have an ORCID ID you will be asked to associate that to
your submission during the online submission process. We also strongly encourage all co-
authors to link their ORCID ID to their accounts in our online peer review platforms. It takes
seconds to do: click the link when prompted, sign into your ORCID account and our systems
are automatically updated. Your ORCID ID will become part of your accepted publication’s
metadata, making your work attributable to you and only you. Your ORCID ID is published
with your article so that fellow researchers reading your work can link to your ORCID profile

and from there link to your other publications.

If you do not already have an ORCID ID please follow this link to create one or visit our

ORCID homepage to learn more.

5.2 Information required for completing your submission

You will be asked to provide contact details and academic affiliations for all co-authors via the
submission system and identify who is to be the corresponding author. These details must
match what appears on your manuscript. The affiliation listed in the manuscript should be the
institution where the research was conducted. If an author has moved to a new institution since
completing the research, the new affiliation can be included in a manuscript note at the end of
the paper. At this stage please ensure you have included all the required statements and
declarations and uploaded any additional supplementary files (including reporting guidelines

where relevant).
5.3 Permissions

Please also ensure that you have obtained any necessary permission from copyright holders

for reproducing any illustrations, tables, figures or lengthy quotations previously published
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elsewhere. For further information including guidance on fair dealing for criticism and review,

please see the Copyright and Permissions page on the SAGE Author Gateway

6. On acceptance and publication

6.1 SAGE Production

Your SAGE Production Editor will keep you informed as to your article’s progress throughout
the production process. Proofs will be made available to the corresponding author via our
editing portal SAGE Edit or by email, and corrections should be made directly or notified to
us promptly. Authors are reminded to check their proofs carefully to confirm that all author
information, including names, affiliations, sequence and contact details are correct, and that
Funding and Conflict of Interest statements, if any, are accurate. Please note that if there are
any changes to the author list at this stage all authors will be required to complete and sign a

form authorizing the change.

6.2 Online First publication

Online First allows final articles (completed and approved articles awaiting assignment to a
future issue) to be published online prior to their inclusion in a journal issue, which
significantly reduces the lead time between submission and publication. Visit the SAGE

Journals help page for more details, including how to cite Online First articles.

6.3 Access to your published article

SAGE provides authors with online access to their final article.

6.4 Promoting your article

Publication is not the end of the process! You can help disseminate your paper and ensure it is
as widely read and cited as possible. The SAGE Author Gateway has numerous resources to
help you promote your work. Visit the Promote Your Article page on the Gateway for tips and

advice.

7. Further information
Any correspondence, queries or additional requests for information on the manuscript
submission process should be sent to the Qualitative Health Research editorial office as

follows: Vanessa Shannon, Managing Editor - Email: vshannonghr@gmail.com
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Appendix C: Consent Form

RHODES UNIVERSITY
CLINICAL PSYCHOLOGIST CONSENT TO PARTICIPATE IN RESEARCH

I (participant’s name) agree to participate in the

research  project of (researcher's name) on

(short title / topic of research project).

| understand that:

1. The researcher is a student conducting the research as part of the requirements for a Master’s
degree at Rhodes University. The researcher may be contacted on 072 944 8965 (cell phone)
or kurieshamunishvaran@gmail.com (email). The research project has been approved by the
relevant ethics committee(s), and is under the supervision of Mr Duane Booysen in the
Psychology Department at Rhodes University, who may be contacted on 078 167 6607 (cell
phone) or (email) d.booysen@ru.ac.za.

2. | am aware that verbal audio consent will be recorded at the start of the interview.

3. The purpose of the study is to investigate clinical psychologist’s experiences while working with
patients presenting with symptoms of PTSD at a tertiary psychiatric hospital.

4. My participation will involve expressing my experiences of working as a Clinical Psychologist,
and my experiences of working with trauma narratives of my patients. | consent to the interview
being recorded with an audio-recorder. The interview timeframe will be open ended, and there
will be a follow-up interview on a different day.

5. I may be asked to answer questions of a personal nature, but I can choose not to answer any
questions about aspects of my life which I am not willing to disclose.

6. | am invited to voice to the researcher any concerns | have about my participation in the study,
or consequences | may experience as a result of my participation, and to have these addressed
to my satisfaction. | will receive a list of psychological service providers to contact should | feel
distressed as a result of the interviews.

7. | have the right to decline and/or exit the study at any time. However, | commit myself to full

participation unless some unusual circumstances occur, or | have concerns about my
participation which I did not originally anticipate.
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8. Confidentiality will be maintained by means of removing my personal details from documents.
Any patient’s biographical information disclosed will be held confidential. | am aware that all
paper documents will be safeguarded at the personal office of the principal researcher, and
electronic data will be encrypted and stored on Dropbox storage. These storage spaces will
have controlled access. The principal investigator and research supervisor will have access to
the Dropbox stored data. | have the right to request a copy of the audio-recorded interview.

9. The results of the study will contribute to a Master’s thesis, and academic publication(s), and
conference presentation(s).

10. | consent to meet virtually via ZOOM or face-to-face in a setting that has constant air flow,
while both myself and the interviewer are socially distanced and wearing masks. | am aware
that screening measures are required in line with the COVID-19 protocols prior to the interview.

SIGNATURE OF PARTICIPANT

Signature of Participant Date

SIGNATURE OF INVESTIGATOR

I declare that | explained the information given in this document to

[name of the subject/participant] and/or [his/her] representative

[name of the representative]. [He/she] was encouraged and given ample time to ask me any questions.
This conversation was conducted in [Afrikaans/*Englisfi] and [no translator was used/this conversation

was translated into by 1.

Signature of Investigator Date
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Appendix D: Interview schedule and items

BEGINNING OF THE INTERVIEW:

The researcher will verbally outline all domains set out in the informed consent, and will
answer any questions the participant may have. The researcher will also verbalise the schedule
of the interview so that they are aware of what is to come. Interviewees will be reminded that
they should only answer questions which they deem comfortable enough to answer.
Interviewees will also be reminded that the primary aim of the interview is essentially for them
to tell a story, in their own words, about their lived experience.

ITEMS ASKED DURING THE INTERVIEW:

1. Can you tell me how you came to work in a psychiatric hospital?
Prompt: How long?

2. How do you experience working as a clinical psychologist in a psychiatric hospital?
Prompt: Specific experiences? Most challenging aspect? How does it make you feel?

3. Describe your opinion of traumatic stress (i.e. PTSD) in a psychiatric context?

4. What is it like working with patients trauma narratives in a psychiatric context?
Prompt: Types of trauma? Has it affected you personally? Professionally? If so, how?

5. How do your views of trauma contribute to how you experience working with traumatic
stress?
Prompt: Any specific experiences you are comfortable to share?

6. Tell me about how you cope/process your experiences of working with traumatic
stress?

Prompt: Any specific strategies? Examples?

END OF THE INTERVIEW:

The researcher will thank the participant for their time and willingness to participate. The
researcher will ensure that the participant is not distressed by the contents of the interview
before closing. The researcher will remind the participant of the follow-up interview and
schedule a tentative date.
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