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Most mental health clinicians treating trauma survivors are exposed to repeated details of clients’ 
 traumatic experiences, and some of these clinicians may experience symptoms of indirect trauma through 
vicarious traumatization (VT), which has the potential of negatively impacting professional quality of life 
(ProQOL). The ProQOL Scale was developed to measure both negative and positive effects of working with 
those who have experienced traumatic stress. The purpose of this study was to determine if clinicians 
who are trained in eye movement desensitization and reprocessing (EMDR) therapy, as compared to trau-
ma-focused cognitive behavioral therapy (TF-CBT) and prolonged exposure (PE), would relate to aspects 
of their ProQOL differently. Second, it was hypothesized that the ProQOL model would predict VT in 
TF-CBT and PE clinicians, but not in EMDR therapy clinicians. Fifty-four trauma clinicians who reported 
their primary modality of treatment as EMDR, PE, and TF-CBT were studied. Participants completed a 
survey that included demographic information, the ProQOL Scale, and the Vicarious Trauma Scale (VTS). 
Hierarchical ordinary least squared regression revealed that the empirical ProQOL model did not predict 
VT scores in EMDR therapy clinicians as it did for non-EMDR therapy clinicians. This study implies that 
there could be aspects of the EMDR therapy methodology that may support a clinician’s healthy world-
view when empathetically bonding with traumatized clients, thereby fostering longevity for both clients 
and clinicians.

Keywords: EMDR: vicarious traumatization; professional quality of life; mental health providers; 
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W ith the growing body of  knowledge and 
treatment for clients with posttraumatic 
stress disorder (PTSD), the notion that 

the psychological effects of  traumatic events, such 
as childhood sexual abuse, domestic  violence, war, 
and terrorism, reach beyond those who are directly 
exposed is not new (Bride et al., 2007; Hunt, 2018; 
Molnar et al., 2020). Over the past 20 years, research-
ers have known that the professional quality of  life 
(ProQOL) of  those working with trauma survivors 
is at risk (Stamm, 2010; Zaccari, 2017). Although 

working with traumatized populations can be a 
rewarding profession, the emotional demands of  
the work can negatively impact the practitioner in a 
chronic way (Kapoulitsas & Corcoran, 2015; Kinman 
& Grant, 2020). Despite the prompts for self-care 
practices, the current literature suggests there is lim-
ited research to suggest what factors need to be con-
sidered to offset the risk of  vicarious traumatization 
(VT) in trauma-treating mental health practitioners.

In the Diagnostic and Statistical Manual of  Mental 
Disorders, fourth edition, criterion A was only met if  
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a person directly experienced or witnessed an event 
(DSM-IV; American Psychiatric Association [APA], 
1994). However, the diagnostic criteria for PTSD in 
both DSM-5 (APA, 2013) and the DSM-5 text revision 
(DSM-5-TR; APA, 2022) have made explicit that repeated 
exposure to the aversive details of  a traumatic event 
during the course of  one’s professional duties quali-
fies as a criterion A stressor (Hensel et al., 2015). The 
DSM-5-TR lists examples of  this criterion A stressor as 
first responders collecting human remains and police 
officers repeatedly exposed to details of  child abuse 
(APA, 2022). Similarly, when treating trauma survivors, 
most mental health clinicians are exposed to listening 
to repeated details of  a client’s traumatic experience 
and may themselves exhibit symptoms characterized 
by intrusive imagery related to the client’s trauma (cri-
terion B), avoidance (criterion C), negative alterations 
in cognition or mood (criterion D), and hyperreactivity 
(criteria E) that results in significant functional impair-
ment over 1 month (APA, 2022).

Working directly with traumatized clients is 
 associated with increased symptoms of  vicarious trau-
matization (Lanier & Carney, 2019) and  compassion 
fatigue (CF; Brown et al., 2022; Figley, 1995). A qual-
itative study of  nine counseling psychologists found 
that all the participants described negative emotional 
responses to traumatic stories (e.g., horror, anger, 
sadness, and fear) and feeling overwhelmed by these 
emotions. Participants also reported more distress 
themselves, being mistrustful of  other people, and 
being hypervigilant of  potential dangers (Merriman 
& Joseph, 2018). These symptoms of  indirect trauma 
impact the personal and working lives of  those 
affected and extend to the quality of  care delivered 
(Bride et al., 2007; Choi, 2011).

Vicarious Traumatization

Vicarious traumatization (VT) occurs when there is 
empathic engagement with a client’s trauma, there is 
exposure of  human cruelty to the therapist, and there 
is a re-enactment of  said trauma within the thera-
peutic setting (Adams & Riggs, 2008). This results in 
a profoundly negative shift in the trauma clinician’s 
cognitive schemas about themselves, others, and the 
world (Bride et al., 2007; Dunkley & Whelan, 2006; 
Hensel et al., 2015;  Pearlman & Mac Ian, 1995). 
The concept of  VT was first coined by McCann and 
Pearlman (1990) and is estimated to affect 45.9% of  
mental health counselors. The current literature 
 confirming the negative impact of  VT calls for pre-
ventative interventions and developments to be made 
on behalf  of  trauma-treating clinicians (Molnar et al., 

2020) as VT may result in anxiety, suspiciousness, 
depression, somatization, intrusions, and increased 
feelings of  personal vulnerability if  not addressed 
(Adams & Riggs, 2008; Tabor, 2011).

Mental health clinicians experiencing higher levels 
of  overwhelming exhaustion and professional insuffi-
ciency have also been more likely to express an inten-
tion to leave the occupation, and patients may have 
poorer outcomes than those with clinicians who are 
not affected by VT (Bergman et al., 2015; Jimenez 
et al., 2021; Raquepaw & Miller, 1989). With profes-
sional performance and vocational stability at stake, 
a better understanding of  the professional factors 
(i.e., theoretical orientation and treatment type) asso-
ciated with the manifestation and development of  
adverse effects of  VT is necessary. However, little has 
been explored concerning how a clinician’s trauma 
treatment type and level of  VT relate to their profes-
sional quality of  life. If  training in one specific type of  
trauma treatment can be a way to attenuate adverse 
outcomes associated with risks of  working in the field 
of  psychotherapy, then professional development 
becomes a necessity rather than an obligation. 

Professional Quality of Life and  
Vicarious Trauma

In recent years, researchers have been encouraged 
to examine protective factors in the treatment of  
trauma as it relates to agency infrastructure  provided 
by employers (Spangler et al., 2012). The gold- 
standard theory for addressing both positive and 
negative effects of  treating trauma is the concept 
of  Professional Quality of  Life (ProQOL; Stamm, 
2010). The ProQOL model can be divided into two 
constructs: compassion satisfaction (CS) and CF. CS 
is described as the satisfaction individuals derive from 
performing their work-related tasks and is proposed 
to offset the negative aspects of  their work (Hooper 
et al., 2010). Conversely, CF is an acute, affective phe-
nomenon that engenders emotional strain on trau-
ma-treating professionals and may resemble clients’ 
symptoms (e.g., avoidance and numbing; Figley, 1995; 
Rauvola et al., 2019).

In addition to effects of  indirect trauma, a recent 
study revealed that counselors had higher rates of  
adverse childhood experiences (ACEs) for all 10 adverse 
experiences measured by the ACEs questionnaire, cre-
ated to study early childhood trauma and deprivation 
experiences, than the original Felitti et al. (1998) ACEs 
study (Brown et al., 2022). For the sample in this study, 
the authors indicated that 43% scored four or more 
ACEs (Brown et al., 2022), which may be relevant, as 
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previous research has revealed that mental health cli-
nicians may be drawn to treating traumatized popula-
tions potentially because of  their own personal history 
(Conteh et al., 2017; Leung et  al., 2022). ACEs have 
been shown to be a predictor of  compassion fatigue. 
Emphasizing the positive aspects of  ProQOL can rep-
resent a protective factor in terms of  a clinician’s lon-
gevity in the field, and VT represents a significant risk 
factor. Furthermore, VT can be especially detrimental 
when considering the role of  organizational politics 
(e.g., stressful conditions and workplace bureaucracy), 
caseload size, and the influx of  acute patients who have 
experienced multiple forms of  trauma (e.g., dual diag-
nosis centers; Garcia et al., 2016; Somoray et al., 2017). 
As suggested by Grimmet and Galvin (2015), there are 
multiple factors that must be considered when identify-
ing potential reasons that influence a clinician’s decision 
to continue or discontinue eye movement desensitiza-
tion and reprocessing (EMDR) as a practice. There are 
pertaining factors (e.g., previous training and loyalty 
to other modalities), training factors (e.g., adequacy of  
training structure, confidence in trainer, and funding 
of  training practices), post-training (e.g., consultation 
availability and inability to integrate concepts with pre-
viously learned modalities), and socioenvironmental 
factors (e.g., employment setting, lack of  supervision/
consultation, and employer facilitating participation in 
EMDR support activities).

Compassion Satisfaction

Larsen and Stamm (2008) proposed CS to be the sense 
of  accomplishment or joy that mental health profes-
sionals gain from doing their jobs well. CS is com-
posed of  three elements: (a) the level of  satisfaction 
that a person derives from their job; (b) how well a 
person feels they are doing in their job, related to the 
levels of  competency and control they feel; and (c) the 
level of  functional and structural social support that a 
person has (Stamm, 2002).

Herman (1992) reported that mental health pro-
fessionals working with trauma populations felt a 
deepened sense of  integrity, allowing them to better 
understand others while also feeling more inspired 
by their clients’ courage. CS has been found to 
reduce compassion fatigue as it provides motivation, 
stamina, interest, and a sense of  accomplishment in 
aiding clients to overcome trauma (Bride et al., 2007); 
suggesting that CS may be the reason that many 
people enter helping professions. These benefits are 
heightened performance, positive attitude toward 
work, enhanced value, or greater hope for positive 
outcomes (Kulkarni et al., 2013).

Compassion Fatigue

Mental health professionals are taught to be compas-
sionate and empathic toward their clients. However, 
to view the world from the perspective of  suffering, 
there is a reasonable probability that they also suffer. 
This emotional cost to clinicians can be profound and 
is characterized by CF, which is the experience of  
exhaustion, anger, and irritability in response to the 
engagement with clients’ trauma narratives (Mathieu 
& Taylor, 2007). Mental health clinicians experiencing 
CF may express a jaded outlook on their profession 
and reduced effort to ameliorate clients’ traumatic 
symptoms, resulting in poorer treatment outcomes 
(Molnar et al., 2020). Clinicians may also engage in 
detrimental isolating behaviors, such as decreased 
consultation with colleagues and decreased sup-
port-seeking with friends and family (Naturale, 2015).

Factors found to increase the risk of  developing 
CF include continued exposure to patients’ stories, 
heightened emotions of  family members, burnout, 
trauma-related stress, failure to maintain self-care, 
and practitioners’ empathy levels (Collins & Long, 
2003; Figley, 2002; Fox & Carey, 1999; Sodeke-Gregson 
et al., 2013). 

Trauma Treatments

The literature has suggested that utilization of  
 evidence-based practices produces statistically signifi-
cant decreases in compassion fatigue (burnout and sec-
ondary traumatic stress) and increases in compassion 
satisfaction (Craig & Sprang, 2010). Nevertheless, few 
researchers have investigated how being trained in a 
particular evidenced-based practice for treating trauma 
can be utilized to mitigate the damaging consequences 
of  indirect trauma. Several different sources have col-
lectively identified the following trauma treatments as 
the most consistently recommended practices: EMDR 
therapy, trauma-focused cognitive behavioral ther-
apy (TF-CBT), and prolonged exposure (PE) therapy 
(Benish et al., 2008; Blankenship, 2017; Cusack et al., 
2016; Nisenoff, 2008; Wilk et al., 2013). Thus, the pres-
ent study will focus on the three treatments for trauma 
that have been widely studied to be highly effective.

EMDR therapy was developed by Francine Shapiro 
(2017), and she stated that EMDR therapy is “an 
interactive, intrapsychic, cognitive, behavioral, body- 
oriented therapy” whose goal is “to rapidly metab-
olize the dysfunctional residue from the past and 
transform it into something useful” (pp. 50). The 
model on which EMDR therapy is based, Adaptive 
Information Processing (AIP), posits that much of  
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psychopathology is due to the maladaptive encoding 
and incomplete processing of  traumatic or disturbing 
adverse life experiences, which impair the  ability to 
integrate these experiences adaptively. EMDR ther-
apy, via bilateral stimulation (BLS), facilitates the 
effective reprocessing of  traumatic events or adverse 
life experiences and associated beliefs to an adaptive 
resolution (Shapiro, 2017).

EMDR therapy consists of  a three-pronged 
approach that works on the past, the present, and 
the future through an eight-phase model consisting 
of  history taking, preparation, assessment/activa-
tion, desensitization, installation, body scan, closure, 
and re-evaluation (Shapiro, 2017). Additionally, a fac-
tor distinguishing  EMDR therapy and other trauma 
treatments is the notion that listening to the trauma 
narrative is not necessary for a client’s remission of  
symptoms. Not having to hear a client’s trauma nar-
rative repeatedly is a potentially protective compo-
nent. According to McCann and Pearlman (1990) and 
Pearlman and Saakvitne (1995), it was thought that 
clinicians’ exposure to graphic and traumatic mate-
rial might influence their level of  vicarious trauma-
tization. In comparison, other trauma treatments 
such as TF-CBT (Cohen & Mannarino, 2015) and PE 
(Eftekhari et al., 2006) both stated in their manuals 
that listening to the trauma narrative is an essential 
step in treating trauma. TF-CBT is a variant of  cog-
nitive behavioral therapy (CBT), a therapy aimed at 
changing the way a person thinks about themselves, 
others, and the world. This model is composed of  
psychoeducation, relaxation, affective expression and 
modulation, cognitive coping and processing, and a 
trauma narrative.

Moreover, PE therapy is an exposure-based form 
of  CBT that is a set of  techniques designed to help 
patients confront their feared objects, situations, 
memories, and images (Hembree et al., 2003). This 
treatment involves education about common reac-
tions to trauma, breathing retraining, development of  
a hierarchy of  feared situations, repeated in vivo expo-
sure to situations or objects that the client is avoiding 
because of  trauma-related distress and anxiety, and 
repeated, prolonged imaginal exposure to the trauma 
memories in detail (i.e., revisiting the trauma mem-
ory in imagery; Foa et al., 2013). Through in vivo and 
imaginal exposure, clients are hypothesized to habit-
uate to trauma-related fears and the traumatic mem-
ory by repeatedly recounting the memory  until their 
fear declines gradually. Thus, like TF-CBT, PE may also 
expose a mental health clinician to trauma vicariously 
due to the repeated and prolonged exposure to the cli-
ent’s trauma memories.

The Present Study

There is evidence to support that trauma-treating 
mental health clinicians are negatively impacted 
( Jimenez et al., 2021), which can be referred to as the 
“cost of  caring.” Clinicians experiencing symptoms 
of  VT have a negatively altered worldview and may 
find it difficult to separate work life and personal life. 
To address the complexity of  the adverse effects of  
indirect trauma on mental health professionals treat-
ing trauma, this study explores the degree that CS, 
CF, and VT vary as a function of  the type of  trauma 
treatment provided. It was hypothesized that clini-
cians who provide EMDR therapy, as compared to 
TF-CBT and PE, would have lower scores on VT and 
CF, as well as higher scores on CS. Additionally, it 
was hypothesized that the approach of  trauma pro-
tocols (e.g., extent of  sharing trauma narratives in 
sessions) would influence how trauma-treating clini-
cians conceptualize the role of  therapist-directed, ver-
sus client-centered, healing (Zabukovec et al., 2000); 
therefore, the empirically supported ProQOL model 
(Stamm, 2010) would predict VT in TF-CBT and PE 
clinicians, but not in EMDR therapy clinicians.

Method

Participants

Approval for this study was obtained from the 
California State University, Fullerton Institutional 
Review Board (IRB). There were 54 participants 
between the ages of  25 and 72 (M = 44.91, SD = 12.26) 
recruited through emails, Listserv, and Facebook 
groups (for demographics, see Table 1). Participants 
were trained clinicians with years of  experience (M 
= 22.21, SD = 8.04) in at least one of  the following 
trauma treatments: EMDR, TF-CBT, and PE. Most 
respondents reported being in supportive work envi-
ronments with at least three or more supports (85.2%; 
e.g., workshops, conferences, and support groups) and 
most respondents (90.7%) also reported engaging in at 
least three or more self-care activities outside of  work. 

TABLE 1.  Percentages of Demographic 
Breakdown of the Participants in the Full Sample

Factor Level 1 Level 2 Level 3

Race White (79%) Non-white 
(17%)

Declined to 
state (4%)

Gender Female (64%) Male (30%) Non-binary 
(6%)

Work 
setting

Private practice 
(59%)

Community 
MH (35%)

Both (4%)
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As such, the presently recruited sample was deemed 
to be fairly healthy in terms of  work–life balance and 
integrated systems to ease work-related distress.

Materials

ProQOL is theoretically composed of  two constructs, 
CS and CF and can be  measured using the 30-item 
Scale (ProQOL-5; Stamm, 2005). A combination of  
high CS and low CF, scores is the most favorable result, 
and the reverse indicates significant work distress. 
The ProQOL-5 is a self-report instrument and has a 
response format ranging from never (0) to very often (5) 
and has three subscales: CS, Burnout, and Secondary 
Traumatic Stress (STS; Heritage et al., 2018; Stamm, 
2010). According to Stamm (2010), CF is composed 
of  two associated constructs: Burnout and STS. CS 
(α = .87), Burnout (α = .72), and STS (α = .80) were 
all found to have good internal consistency in the 
normative sample (Stamm, 2005, 2010; Sprang et al., 
2019). In the present sample, CS (α = .88), Burnout 
(α = .70), and STS (α = .78) were also revealed to have 
acceptable internal consistency.

VT was measured by the Vicarious Trauma Scale 
(VTS; Vrklevski & Franklin, 2008), an 8-item self-re-
port survey. The measure is scored on a 7-point Likert 
scale from strongly disagree (1) to strongly agree (7). 
Scores of  each of  the eight items were summed for 
an overall score ranging from 8 to 56. In the present 
sample, the VTS was revealed to have good internal 
consistency (α = .80).

Procedure

Participants were sent an email that contained an 
invitation to participate in the study and a link to the 
informed consent, demographic survey, and the study 
instruments (administered via Microsoft Forms). The 
estimated time to complete the survey was 30–45 
minutes. One of  the initial questions asked partici-
pants, “Which form of  trauma treatment do you pro-
vide?” Eight reported providing more than one of  the 
included trauma treatments and were thus excluded. 
Each scale represented discrete constructs. Higher 
scores on the CS scale indicate a higher level of  func-
tioning and a greater degree of  gratification from 
one’s ability to be an effective caregiver (Stamm, 2005). 
Higher scores on the burnout and STS scales indicate 
that the person is at higher risk for CF (Stamm, 2005). 
Scores were calculated by reversing the ratings on 
some items and summing the items for each subscale. 
Per the recommendations of  the ProQOL manual 
(Stamm, 2010), all scores were converted to standard 

scores using the t-distribution. Each scale was stan-
dardized on a t-distribution (M = 50, SD = 10).

Results

A large effect size was expected when subjecting VT to 
the empirically supported ProQOL model. According 
to G*Power, a total sample size of  48 was needed to 
obtain adequate power (1–β = .9). Fifty-four trauma 
clinicians participated in the present study: EMDR 
therapy clinicians (n = 21) and TF-CBT/PE clinicians 
(non-EMDR therapy clinicians; n = 32). Assumption 
checks were assessed to ensure normality, homosce-
dasticity, absence of  multicollinearity, and concep-
tual fidelity. Normality plots and scatterplots were 
consulted to confirm linearity, homoscedasticity, and 
normality. The absence of  multicollinearity was sup-
ported with low variance inflation factors (VIF) val-
ues (< 2.45) and tolerance values above .40. Pearson 
correlation coefficients were conducted to confirm 
that CF and CS were indeed independent constructs 
prior to including these closely related predictors in 
the same model predicting VT in EMDR therapy cli-
nicians (r = .18, p = .470) and non-EMDR therapy cli-
nicians (r = –.33, p = .083).

Both groups were assessed for mean differences 
across the included ProQOL predictors using inde-
pendent samples t-tests (for means, see Table 2). In 
terms of  CS, the difference between EMDR therapy 
clinicians (M = 52.77, SD = 7.69) and non-EMDR ther-
apy clinicians (M = 48.06, SD = 11.05) was not signifi-
cant, t(49) = 1.69, p = .098, d = .48. There was also no 
significant difference between EMDR therapy clini-
cians (M = 49.13, SD = 12.01) and non-EMDR therapy 
clinicians (M = 50.27, SD = 17.19) in terms of  CF, t(47) 
= –0.11, p = .913, d = .03. There were also no pre-ex-
isting differences between EMDR therapy clinicians 
(M = 50.74, SD = 11.54) and non-EMDR therapy cli-
nicians (M = 49.53, SD = 9.04) in terms of  VT scores, 
t(52) = 0.43, p = .668, d = .12.

VT was regressed on CF and CS for both groups 
of  clinicians. For non-EMDR therapy trauma clinicians 
(Table 3), the model significantly predicted VT, F(2, 25) 
= 11.36, p < .001, R2 = .48. CF significantly predicted 
VT, t(27) = 3.48, p = .002, β = .53 [.06, .21], and CS neg-
atively and significantly predicted VT, t(27) = –2.73, p = 
.011, β = –.47 [–.70, –.10]. For EMDR therapy clinicians 
(Table 4), the model also significantly predicted VT, 
F(2, 16) = 11.08, p < .001, R2 = .58. CF significantly pre-
dicted VT, t(18) = 4.39, p < .001, β = .72 [.13, .38], but 
CS did not significantly contribute to the model, t(18) 
= 0.90, p = .381, β = .28 [–.30, .74]. Post-hoc analyses 
using G*Power confirmed that the large effect sizes 
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in both regression models achieved adequate power 
(1–β > .9). Zero-order correlations between CS, CF, 
and VT were calculated for the full sample to further 
illustrate the revealed associations (Table 5).

Discussion

VT presents significant concern as a psychological 
occupational hazard for mental health professionals, 
and efforts should be made to mitigate the possibility 
of  becoming vicariously traumatized (Evces, 2015). 
The purpose of  this study was to provide possible 
insights into attenuating the effects of  VT in clinicians 
treating traumatized populations. This study examined 
how trauma treatment type influences a clinician’s 
professional quality of  life through indirect trauma as 
conceptualized by the literature as VT, CF and CS.

The first hypothesis expected that EMDR therapy 
clinicians, as compared to TF-CBT and PE clinicians, 
would have lower scores on VT and CF, as well as 
higher scores on CS. This hypothesis regarding group 
differences between EMDR therapy and non-EMDR 
therapy (i.e., TF-CBT and PE) clinicians was not 

supported, but the difference between the two groups 
of  clinicians in terms of  CS was trending in the pre-
dicted direction (p < .1) in favor of  EMDR therapy 
 clinicians. There is a trending difference for higher 
CS in EMDR  therapy clinicians as compared to the 
non-EMDR therapy clinicians in the sample, which 
 suggests, per the empirical definition of  CS, that 
EMDR therapy  clinicians may be feeling more capa-
ble to be successful in treating clients, which could 
be potentially protective in terms of  longevity in the 
helping profession.

The second hypothesis expected that the empirical 
ProQOL model would not significantly predict VT in 
EMDR therapy clinicians as it would for TF-CBT and 
PE therapy clinicians. This hypothesis was supported 
in the current results since both CF and CS (empir-
ical ProQOL model) significantly predicted VT for 
TF-CBT and PE therapy clinicians. The current results 
supported the proposition that VT was associated with 
CF; moreover, VT was negatively and significantly 
associated with CS as well for TF-CBT and PE therapy 
clinicians. Conversely, the empirical ProQOL model 
did not predict VT for EMDR therapy clinicians: CS 
did not significantly predict VT. For TF-CBT and PE 
therapy clinicians, the ProQOL model was predictive 
of  a negatively impacted world view (VT). Similar to a 
clinician’s ProQOL, VT involves a balance of  both CF 
and CS. The current results also extend this finding to 
EMDR therapy clinicians as there may be aspects of  

TABLE 2.  Measures of Central Tendency on 
t-Distribution for CS, CF, and VT in the Present 
Sample

Variable
Trauma 
Treatment n Mean (SD)a Cohen’s d

CS EMDR therapy 21 52.77 (7.69)
.48Non-EMDR 

therapy
30 48.06 (11.05)

CF EMDR therapy 19 49.13 (32.06)
.03Non-EMDR 

therapy
30 50.27 (37.19)

VT EMDR therapy 21 50.74 (11.54)
.12Non-EMDR 

therapy
33 49.53 (9.04)

Note. CS = compassion satisfaction; CF = compassion fatigue; 
VT = vicarious traumatization.
at-distribution (M = 50, SD = 10).

TABLE 3.  Regression Coefficients for Model 
Predicting VT in Non-EMDR Therapy Clinicians

Model 1 F(2, 25) p R2 Durbin-Watson

11.36 < .001 .48 1.74

Predictors t(27) p β β [95% CI]

CF 3.48 .002 .53 [.06, .21]

CS –2.73 .011 –.47 [–.70, –.10]

Note. CF = compassion fatigue; CS = compassion satisfaction.

TABLE 4.  Regression Coefficients for Model 
Predicting VT in EMDR Therapy Clinicians

Model 1 F(2, 16) p R2

Durbin-
Watson

11.08 < .001 .581 2.17

Predictors t(18) p β β [95% CI]

CF 4.39 < .001 .72 [.13, .38]

CS 0.90 .381 .28 [–.30, .74]

Note. CF = compassion fatigue; CS = compassion satisfaction.

TABLE 5.  Correlation Table Between the Three 
Variables of Interest (i.e., CS, CF, and VT) for the 
Full Sample

CS CF VT

CS 1 –.192 –.238*

CF - 1 .643**

VT - - 1

Note. CS = compassion satisfaction; CF = compassion fatigue; 
VT = vicarious traumatization.
* p < .050; ** p < .001.
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this methodology that may protect an EMDR therapy 
clinician’s CS from contributing significantly to the 
negative world view generally associated with VT.

The current findings may suggest that EMDR 
therapy’s methodology does not contribute to the 
association between CS and VT for EMDR therapy 
clinicians. As mentioned above, one possible mecha-
nism is the fact that in EMDR therapy, the client is 
not required to share their trauma narrative in any 
detail with an EMDR therapy clinician for effective 
resolution. Additionally, EMDR therapy clinicians are 
taught to instruct the client to mindfully notice the 
integration of  cognitive, affective, and somatic expe-
rience through each set of  eye movements or other 
bilateral stimulation while remaining silent (Landin-
Romero et al., 2018; Shapiro, 2017). The client and the 
EMDR therapy clinician may be able to balance dual 
awareness of  both the trauma event and the present 
moment during the bilateral stimulation since the cli-
ent is not sharing any information at this time (Hase, 
2021). In addition to the client not being required 
to share any details of  the trauma, the EMDR ther-
apy clinician also does not have to constantly look to 
identify cognitive distortions, which may add to a cli-
nician’s focus on the trauma narrative. The moment 
after each set of  bilateral movements is meant to 
allow the client to describe their current experience, 
facilitating the integration of  adaptive information 
(Shapiro, 2017). Moreover, the potential therapeutic 
aspects of  EMDR therapy can be applied flexibly to 
prevent VT in a variety of  settings: from first respond-
ers in medically acute settings (Keenan & Royle, 2007) 
to the group modality for clinicians exposed to signif-
icant child abuse (Tsouvelas et al., 2019).

In comparison, PE requires the client to repeatedly 
recount the details of  their trauma to the clinician, 
which places the clinician at risk of  indirect trauma-
tization (Foa et al., 1999). TF-CBT also instructs their 
clinicians in their trainings that they must have the cli-
ent discuss parts of  the disturbing narrative intensely 
to address the concern that avoiding the trauma 
 narrative will maintain the client’s symptoms (Cohen 
et al., 2017). In a study surveying psychologists’ atti-
tudes toward utilization of  PE, psychologists were 
reported to be apprehensive to complete the steps 
regarding trauma narratives due to discomfort or con-
cern that engaging in the exposure may cause harm 
(Becker et al., 2004). Others argue that therapists may 
be likely attuned to the heightened negative affect 
and physiological arousal that are reported during the 
development and processing of  the trauma  narrative 
(Neelakantan et al., 2019). Therefore, the use of  
trauma narratives may account for this study’s findings 

that revealed CF and CS were found to be associated 
with VT in TF-CBT and PE clinicians in this sample.

Limitations and Future Directions

This study acknowledges that the modest sample 
size may need to be considered when interpreting 
the results. A larger sample size may have increased 
the statistical power to detect a significant difference 
between the groups of  clinicians in terms of  CS.  
Furthermore, the Veterans Health Administration and 
Department of  Defense (VA/DoD) and the American 
Psychological Association (APA) agree that in addi-
tion to EMDR therapy, PE, and TF-CBT,  cognitive 
processing therapy (CPT) is also a strongly recom-
mended empirically supported trauma treatment, 
which has two separate protocols that either include 
discussion of  a trauma account or not (Watkins et 
al., 2018). According to Garcia and colleagues (2016), 
CPT with the account (CPT-A) was stressful and indi-
rectly traumatic for clinicians who provided this treat-
ment daily to veterans within the Veteran’s Health 
Administration. Thus, future studies may benefit from 
acquiring more information on how CPT without the 
account (CPT-C) influences VT and ProQOL. Future 
studies on larger samples will be helpful to investi-
gate the influence of  demographic factors, possibly as 
covariates or in a moderation analysis. Future studies 
may also benefit from gathering participants directly 
from specialty clinics that only provide EMDR ther-
apy as one method of  controlling treatment fidelity, 
or directly operationalizing and measuring “client dis-
closure of  trauma narrative.” These additional consid-
erations and future directions may help provide more 
protective factors and approaches to reduce the cost 
of  caring for mental health professionals.

Since EMDR therapy’s methodology could effec-
tively treat clients without repeated exposure of  trau-
matic material while avoiding the responsibility to 
co-narrate (identify, correct, and restructure cognitive 
distortions), the pessimistic perspective shift of  VT 
could be minimized. EMDR therapy clinicians may 
not have to balance their perceptions of  being able to 
do their job well with symptoms of  VT. EMDR ther-
apy clinicians have been taught that clients do not need 
to share their trauma narratives and clients are given 
instructions to “let whatever happens, happen,” and to 
“just notice” the trauma, without interruptions from 
the clinician (Shapiro, 2017). It may also be that the 
eye movements or other forms of  bilateral stimulation 
draw both the client’s and the clinician’s attention away 
from the distressing material just enough to allow for 
an “integrated cognitive-affective inner exploration” 
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balancing both the “there and then” with the “here 
and now” (Matthijssen et al., 2021; Shapiro, 2017). Due 
to the de-emphasis of  exposure to the client’s trauma 
narrative, detailed descriptions, and cognitive fallacies, 
EMDR therapy may reduce the risk of  VT and, ulti-
mately, premature resignation from the field compared 
to other trauma treatments (i.e., PE and TF-CBT).

References

American Psychiatric Association. (1994). Diagnostic and 
Statistical Manual of  Mental Disorders (Fourth edition). 
Author.

American Psychiatric Association. (2013). Diagnostic and 
Statistical Manual of  Mental Disorders (Fifth edition). 
Author.

American Psychiatric Association. (2022). Diagnostic and 
Statistical Manual of  Mental Disorders (Fifth edition, text 
revision). Author.

Adams, S. A., & Riggs, S. A. (2008). An exploratory study of  
vicarious trauma among therapist trainees. Training and 
Education in Professional Psychology, 2(1), 26–34. https://
doi.org/10.1037/1931-3918.2.1.26

Becker, C. B., Zayfert, C., & Anderson, E. (2004). A sur-
vey of  psychologists’ attitudes towards and utiliza-
tion of  exposure therapy for PTSD. Behaviour Research 
and Therapy, 42(3), 277–292. https://doi.org/10.1016/
S0005-7967(03)00138-4

Benish, S. G., Imel, Z. E., & Wampold, B. E. (2008). The rel-
ative efficacy of  bona fide psychotherapies for treating 
post-traumatic stress disorder: A meta-analysis of  direct 
comparisons. Clinical Psychology Review, 28(5), 746–758. 
https://doi.org/10.1016/j.cpr.2007.10.005

Bergman, H. E., Kline, A. C., Feeny, N. C., & Zoellner, L. 
A. (2015). Examining PTSD treatment choice among 
individuals with subthreshold PTSD. Behaviour Research 
and Therapy, 73, 33–41. https://doi.org/10.1016/j.brat 
.2015.07.010

Blankenship, D. M. (2017). Five efficacious treatments for 
posttraumatic stress disorder: An empirical review. 
Journal of  Mental Health Counseling, 39(4), 275–288. 
https://doi.org/10.17744/mehc.39.4.01

Bride, B. E., Radey, M., & Figley, C. R. (2007). Measuring 
compassion fatigue. Clinical Social Work Journal, 35(3), 
155–163. https://doi.org /10.1007/s10615-007-0091-7

Brown, E. M., Carlisle, K. L., Burgess, M., Clark, J. & 
Hutcheon, A. (2022). Adverse and positive childhood 
experiences of  clinical mental health counselors as 
 predictors of  compassion satisfaction, burnout, and sec-
ondary traumatic stress. The Professional Counselor, 12(1), 
49–64. https://doi.org/10.15241/emb.12.1.49

Choi, M. (2011). Employees’ attitudes toward organiza-
tional change: A literature review. Human Resource 
Management, 50(4), 479–500. https://doi.org/10.1002/
hrm.20434

Cohen, J. A., & Mannarino, A. P. (2015). Trauma-focused 
cognitive behavior therapy for traumatized children 

and families. Child and Adolescent Psychiatric Clinics of  
North America, 24(3), 557–570. https://doi.org/10.1016/ 
j.chc.2015.02.005

Cohen, J. A., Mannarino, A. P., & Deblinger, E. (2017). 
Treating trauma and traumatic grief  in children and adoles-
cents (2nd ed.). Guilford.

Collins, S., & Long, A. (2003). Too tired to care? The psy-
chological effects of  working with trauma. Journal 
of  Psychiatric and Mental Health Nursing, 10(1), 17–27. 
https://doi.org/10.1046/j.1365-2850.2003.00526.x

Conteh, J. A., Huber, M. J., & Bashir, H. A. (2017). Examining 
the relationship between traumatic experiences and 
posttraumatic growth among counselors-in-train-
ing. The Practitioner Scholar: Journal of  Counseling and 
Professional Psychology, 6(1), 32–36. 

Craig, C. D., & Sprang, G. (2010). Compassion satisfac-
tion, compassion fatigue, and burnout in a national 
sample of  trauma treatment therapists. Anxiety, Stress, 
& Coping, 23(3), 319–339. https://doi.org/10.1080/ 
10615800903085818

Cusack, K., Jonas, D. E., Forneris, C. A., Wines, C., Sonis, J., 
Middleton, J. C., Feltner, C., Brownley, K. A., Olmsted, 
K. R., Greenblatt, A., Weil, A., & Gaynes, B. N. (2016). 
Psychological treatments for adults with posttraumatic 
stress disorder: A systematic review and meta-analy-
sis. Clinical Psychology Review, 43, 128–141. https://doi 
.org/10.1016/j.cpr.2015.10.003

Dunkley, J., & Whelan, T. A. (2006). Vicarious traumatisa-
tion: Current status and future directions. British Journal 
of  Guidance & Counselling, 34(1), 107–116. https://doi 
.org/10.1080/03069880500483166

Eftekhari, A., Stines, L. R., & Zoellner, L. A. (2006). Do you 
need to talk about it? Prolonged exposure for the treat-
ment of  chronic PTSD. The Behavior Analyst Today, 7(1), 
70–83. https://doi.org/10.1037/h0100141

Evces, M. R. (2015). What is vicarious trauma? In G. 
Quitangon, & M. R. Evces (Eds.), Vicarious trauma and 
disaster mental health: Understanding risks and promoting 
resilience. Routledge.

Figley, C. R. (1995). Compassion fatigue: Coping with second-
ary traumatic stress disorder in those who treat the trauma-
tized. Brunner/Mazel.

Figley, C. R. (2002), Compassion fatigue: Psychotherapists’ 
chronic lack of  self  care. Journal of  Clinical Psychology, 
58(11), 1433–1441. https://doi.org/10.1002/jclp.10090

Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. 
F., Spitz, A. M., Edwards, V., Koss, M. P., & Marks, J. S. 
(1998). Relationship of  childhood abuse and household 
dysfunction to many of  the leading causes of  death 
in adults: The Adverse Childhood Experiences (ACE) 
study. American Journal of  Preventive Medicine, 14(4), 245–
258. https://doi.org/10.1016/S0749-3797(98)00017-8

Foa, E. B., Dancu, C. V., Hembree, E. A., Jaycox, L. H., 
Meadows, E. A., & Street, G. P. (1999). A comparison 
of  exposure therapy, stress inoculation training, and 
their combination for reducing posttraumatic stress 
disorder in female assault victims. Journal of  Consulting 



10 Journal of EMDR Practice and Research, Volume 17, Number 1, 2023
Torres et al.

and Clinical Psychology, 67(2), 194–200. https://doi 
.org/10.1037/0022-006X.67.2.194

Foa, E. B., Gillihan, S. J., & Bryant, R. A. (2013). Challenges 
and successes in dissemination of  evidence-based treat-
ments for posttraumatic stress: Lessons learned from 
prolonged exposure therapy for PTSD. Psychological 
Science in the Public Interest, 14(2), 65–111. https://doi 
.org/10.1177/1529100612468841

Fox, R., & Carey, L. A. (1999). Therapists’ collusion with 
the resistance of  rape survivors. Clinical Social Work 
Journal, 27(2), 185–201. https://doi.org/10.1023/ 
A:1022874807892

Garcia, H. A., McGeary, C. A., Finely, E. P., McGeary, D. D., 
Ketchum, N. S., & Peterson, A. L. (2016). The influence 
of  trauma and patient characteristics on provider burn-
out in VA post-traumatic stress disorder specialty pro-
grammes. Psychology and Psychotherapy: Theory, Research 
and Practice, 89(1), 66–81. http://doi.org/10.1111/
papt.12057

Grimmet, J., & Galvin, M. D. (2015). Clinician experiences 
with EMDR: Factors influencing continued use. Journal 
of  EMDR Practice and Research, 9(1), 1–16. https://doi 
.org/10.1891/19333196.9.1.3

Hase, M. (2021). The structure of  EMDR therapy: A guide 
for the therapist. Frontiers in Psychology, 12, 660753. 
https://doi.org/10.3389/fpsyg.2021.660753

Hembree, E. A., Cahill, S. P., & Foa, E. B. (2003). 
Response to “comment on Hembree and Foa (2003)”. 
Journal of  Traumatic Stress, 16(6), 575–577. https://doi 
.org/10.1023/B:JOTS.0000004082.30375.67

Hensel, J. M., Ruiz, C., Finney, C. & Dewa, C. S. (2015). 
Meta-analysis of  risk factors for secondary trau-
matic stress in therapeutic work with trauma victims. 
Journal of  Traumatic Stress, 28(2), 83–91. https://doi 
.org/10.1002/jts.21998

Heritage, B., Rees, C. S., & Hegney, D. G. (2018). The 
ProQOL-21: A revised version of  the Professional Quality 
of  Life (ProQOL) scale based on Rasch analysis. PloS One, 
13(2), https://doi.org/10.1371/journal.pone.0193478

Herman, J. L. (1992). Trauma and recovery. Basic Books.
Hooper, C., Craig, J., Janvrin, D. R., Wetsel, M. A., & 

Reimels, E. (2010). Compassion satisfaction, burnout, 
and compassion fatigue among emergency nurses com-
pared with nurses in other selected inpatient specialties. 
Journal of  Emergency Nursing, 36(5), 420–427. https://doi 
.org/10.1016/j.jen.2009.11.027

Hunt, T. (2018). Professionals’ perceptions of  vicarious trauma 
from working with victims of  sexual trauma. Walden 
University.

Jimenez, R. R., Andersen, S., Song, H., & Townsend, C. 
(2021). Vicarious trauma in mental health care provid-
ers. Journal of  Interprofessional Education & Practice, 24, 
100451. https://doi.org/10.1016/j.xjep.2021.100451

Kapoulitsas, M., & Corcoran, T. (2015). Compassion fatigue 
and resilience: A qualitative analysis of  social work 
 practice. Qualitative Social Work: Research and Practice, 14(1), 
86–101. https://doi.org/10.1177/1473325014528526

Keenan, P., & Royle, L. (2007). Vicarious trauma and first 
responders: A case study utilizing eye movement desen-
sitization and reprocessing (EMDR) as the primary treat-
ment modality. International Journal of  Emergency Mental 
Health, 9(4), 291–298. https://ovc.ojp.gov/sites/g/files/
xyckuh226/files/media/document/emdr_case_study 
_lea-508.pdf

Kinman, G., & Grant, L. (2020). Emotional demands, 
compassion and mental health in social workers. 
Occupational Medicine (Oxford), 70(2), 89–94. https://doi 
.org/10.1093/occmed/kqz144

Kulkarni, S., Bell, H., Hartman, J. L., & Herman-Smith, R. 
L. (2013). Exploring individual and organizational fac-
tors contributing to compassion satisfaction, second-
ary traumatic stress, and burnout in domestic violence 
service providers. Journal of  the Society for Social Work 
and Research, 4(2), 114–130. https://doi.org/10.5243/
jsswr.2013.8

Landin-Romero, R., Moreno-Alcazar, A., Pagani, M., 
& Amann, B. L. (2018). How does eye movement 
desensitization and reprocessing therapy work? A sys-
tematic review on suggested mechanisms of  action. 
Frontiers in Psychology, 9, 1395. https://doi.org/10.3389/
fpsyg.2018.01395

Lanier, B. A., & Carney, J. S. (2019). Practicing counselors, 
vicarious trauma, and subthreshold PTSD: Implications 
for counselor educators. The Professional Counselor, 9(4), 
334–336. https://doi.org/10.15241/bal.9.4.334

Larsen, D., & Stamm, B. H. (2008). Professional quality of  
life and trauma therapists. In S. Joseph & P. A. Linley 
(Eds.), Trauma, recovery, and growth: Positive psychologi-
cal perspectives on posttraumatic stress (pp. 275–93). John 
Wiley & Sons Inc.

Leung, T., Schmidt, F., & Mushquash, C. (2022). A per-
sonal history of  trauma and experience of  second-
ary traumatic stress, vicarious trauma, and burnout 
in mental health workers: A systematic literature 
review. Psychological Trauma: Theory, Research, Practice, 
and Policy. Advance online publication. http://dx.doi 
.org/10.1037/tra0001277

Mathieu, J. E., & Taylor, S. R. (2007) A framework for  testing 
meso-mediational relationships in organizational behav-
ior. Journal of  Organizational Behavior, 28(2), 141–172. 
https://doi.org/10.1002/job.436

Matthijssen, S., Brouwers, T., van Roozendaal, C., Vuister, 
T., & De Jongh, A. (2021). The effect of  EMDR versus 
EMDR 2.0 on emotionality and vividness of  aversive 
memories in a non-clinical sample. European Journal of  
Psychotraumatology, 12(1), 1956793. https://doi.org/10 
.1080/20008198.2021.1956793

McCann, I. L., & Pearlman, L. A. (1990). Vicarious trau-
matization: A framework for understanding the psy-
chological effects of  working with victims. Journal of  
Traumatic Stress, 3(1), 131–149. https://doi.org/10.1007/
BF00975140

Merriman, O., & Joseph, S. (2018). Therapeutic implica-
tions of  counselling psychologists’ responses to client 



11Journal of EMDR Practice and Research, Volume 17, Number 1, 2023
Reducing the Cost of Caring

trauma: An interpretative phenomenological analysis. 
Counselling Psychology Quarterly, 31(1), 117–136. https://
doi.org/10.1080/09515070.2016.1266601

Molnar, B. E., Meeker, S. A., Manners, K., Tieszen, L., 
Kalergis, K., Fine, J. E., Hallinan, S., Wolfe, J. D., & 
Wells, M. K. (2020). Vicarious traumatization among 
child welfare and child protection professionals: A sys-
tematic review. Child Abuse & Neglect, 110(3), 104679. 
https://doi.org/10.1016/j.chiabu.2020.104679

Naturale, A. (2015). How do we understand disaster- related 
vicarious trauma, secondary traumatic stress and com-
passion fatigue? In G. Quitangon, M. R. Evces (Eds.) 
Vicarious trauma and disaster mental health: Understanding 
risks and promoting resilience. Routledge.

Neelakantan, L., Hetrick, S., & Michelson, D. (2019). 
Users’ experiences of  trauma focused cognitive behav-
ioural therapy for children and adolescents: A system-
atic review and metasynthesis of  qualitative research. 
European Child & Adolescent Psychiatry, 28(7), 877–897. 
https://doi.org/10.1007/s00787- 018-1150-z

Nisenoff, C. D. (2008). Psychotherapeutic and adjunctive 
pharmacologic approaches to treating posttraumatic 
stress disorder. Psychiatry (Edgmont), 5(7), 42–51.

Pearlman, L. A., & Mac Ian, P. S. (1995). Vicarious trauma-
tization: An empirical study of  the effects of  trauma 
work on trauma therapists. Professional Psychology: 
Research and Practice, 26(6), 558–565. https://doi.org/ 
10.1037/0735-7028.26.6.558

Pearlman, L. A., & Saakvitne, K. W. (1995). Treating 
therapists with vicarious traumatisation and second-
ary traumatic stress disorders. In C. R. Figley (Ed.), 
Compassion fatigue: Coping with secondary traumatic stress 
disorder in those who treat the traumatised (pp. 150–177). 
Brunner-Routledge.

Raquepaw, J. M., & Miller, R. S. (1989). Psychotherapist 
burnout: A componential analysis. Professional 
Psychology: Research and Practice, 20(1), 32–36. https://
doi.org/10.1037/0735-7028.20.1.32

Rauvola, R. S., Vega, D. M., Lavigne, K. N. (2019). 
Compassion fatigue, secondary traumatic stress, and 
vicarious traumatization: A qualitative review and 
research agenda. Occupational Health Science, 3, 297–336. 
https://doi.org /10.1007/s41542-019-00045-1

Shapiro, F. (2017). Eye movement desensitization and reprocess-
ing (EMDR) therapy: Basic principles, protocols, and proce-
dures (3rd ed.). Guilford Press.

Sodeke-Gregson, E. A., Holttum, S., & Billings, J. (2013). 
Compassion satisfaction, burnout, and secondary trau-
matic stress in UK therapists who work with adult 
trauma clients. European Journal of  Psychotraumatology, 
4(1), 21869. https://doi.org/10.3402/ejpt.v4i0.21869

Somoray, K., Shakespeare-Finch, J., & Armstrong, D. (2017). 
The impact of  personality and workplace belonging-
ness on mental health workers’ professional quality of  
life. Australian Psychologist, 52(1), 52–61. https://doi.
org/10.1111/ap.12182

Spangler, N. W., Koesten, J., Fox, M. H., & Radel, J. 
(2012). Employer perceptions of  stress and resilience 

intervention. Journal of  Occupational and Environmental 
Medicine, 54(11), 1421–1429. http://doi.org/10.1097/
JOM.0b013e3182619038

Stamm, B. H. (2002). Measuring compassion satisfaction as 
well as fatigue: Developmental history of  the compas-
sion satisfaction and fatigue test. In C. R. Figley (Ed.), 
Treating compassion fatigue (pp. 107–119). Routledge.

Stamm, B. H. (2005). The ProQOL Manual: The professional 
quality of  life scale: Compassion satisfaction, burnout & 
compassion fatigue/secondary trauma scales. Sidran Press.

Stamm, B. H. (2010). The concise ProQOL manual (2nd 
ed.). ProQOL.org

Tabor, P. D. (2011). Vicarious traumatization: Concept anal-
ysis. Journal of  Forensic Nursing, 7(4), 203–208. https://
doi.org/10.1111/j.1939-3938.2011.01115.x

Tsouvelas, G., Chondrokouki, M., Nikolaidis, G., & Shapiro, 
E. (2019). A vicarious trauma preventive approach. The 
group traumatic episode protocol EMDR and workplace 
affect in professionals who work with child abuse and 
neglect. Dialogues in Clinical Neuroscience & Mental Health, 
2(3), 130–138. https://doi.org/10.26386/obrela.v2i3.123

Vrklevski, L. P., & Franklin, J. (2008). Vicarious trauma: 
The impact on solicitors of  exposure to traumatic 
material. Traumatology, 14(1), 106–118. https://doi.
org/10.1177/1534765607309961

Watkins, L. E., Sprang, K. R., & Rothbaum, B. O. (2018). 
Treating PTSD: A review of  evidence-based psychother-
apy interventions. Frontiers in Behavioral Neuroscience, 
12, 258. https://doi.org/10.3389/fnbeh.2018.00258

Wilk, J. E., West, J. C., Duffy, F. F., Herrell, R. K., Rae, D. S., & 
Hoge, C. W. (2013). Use of  evidence-based treatment for 
posttraumatic stress disorder in army behavioral health-
care. Psychiatry: Interpersonal and Biological Processes, 76(4), 
336–348. https://doi.org/10.1521/psyc.2013.76.4.336

Zabukovec, J., Lazrove, S., & Shapiro, F. (2000). Self-healing 
aspects of  EMDR: The therapeutic change process and 
perspectives of  integrated psychotherapies. Journal of  
Psychotherapy Integration, 10(2), 186–206. https://doi 
.org/10.1023/a:1009400317083

Zaccari, A. M. (2017). Vicarious trauma coping and self-care 
practices among trauma therapists. (Publication No. 5220) 
[Doctoral dissertation: Walden University]. Walden 
University Scholar Works.

Disclosure. The authors have no relevant financial interest 
or affiliations with any commercial interests related to the 
subjects discussed within this article.

Acknowledgments. We would like to acknowledge Curtis 
C. Rouanzoin, Ph.D., for his contributions to the advance-
ment of  EMDR therapy and the conceptualization of  the 
hypothesis that began this empirical investigation.

Funding. The authors received no specific grant or financial 
support for the research, authorship, or publication of  this 
article.

Correspondence regarding this article should be directed 
to Patricia Bianca Torres. Fielding Graduate University,  
Email: patricia@emdrempowered.com


