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Chapter 1: General Introduction
Dissertation Overview
Trauma varies in its origin and presentation and no one is invulnerable to its existence.
Psychological trauma may produce posttraumatic symptomatology that can remain unhealed or
blocked, if left untreated (Robinson & Larson, 2010). Traumatic injuries can heal naturally with
time (Bicknell-Hentges & Lynch, 2009) or with treatment. Treatment for psychological trauma is
effective (Falsetti, 1997; Foa, Keane, Friedman, & Cohen, 2008; Forbes et al., 2010; Marotta,
2000). The studies included in this dissertation address two key areas in the treatment of
psychological trauma: (1) clinical decision-making and (2) countertransference. Both concepts
have histories and roots in how current treatment providers shape their experience and
understanding of trauma and treatment respectively.
The intersection between experiencing trauma and being human is undeniable; however,
it has taken time for the biopsychosocial scope of trauma to be understood in professional
communities. Early psychiatric interpretations of trauma began in the late 1800’s evolving over
time from a belief of World War I soldiers’ failure of willpower (Holdorff, 2011) to the current
understanding of the unique physical, emotional, spiritual, and mental reactions of the individual
to distressing, unbearable event(s). While the perception of trauma has advanced, psychological
trauma treatment is atomistic (albeit effective) and treatment providers can remain ill-prepared
when working with survivors (Courtois & Gold, 2009). Specifically, counselors remain un-or
under-prepared in clinical decision-making strategies with trauma survivors (Cook, Dinnen,
Rehman, Bufka, & Courtois, 2011; Cook, Schnurr, & Foa, 2004; Courtois, 2008; Courtois &
Ford, 2009; Webber, Mascari, & Gentry, 2006).
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Clinical decision-making, the intuitive and analytical processes of the counselor, is a
critical component of the treatment process. Additionally, countertransference, the clinician’s
emotional and behavioral responses toward the client, can greatly impact the treatment process
(Fauth, 2006; Gelso & Hayes, 2007; Ligiéro & Gelso, 2002). Expert consensus guidelines exist
(Marotta, 2000) but the experience of treatment experts in these two domains is lacking in
empirical research and holistic analysis. It is more common in the literature to see studies
examining the efficacy of treatment. “The study of forms of treatment may be drastically less
enlightening than the study of therapists, yet there are phenomenally more studies of the former”
(Luborsky, 1987, p. 58). In order to improve understanding and gain insight into the experiences
and processes of trauma treatment providers, this study will build on existing research by
learning directly from those experts working with survivors. It is critical for trauma researchers
to study the current processes of frontline trauma clinicians (Cook et al., 2004).
This dissertation will illustrate scholarly research via the Manuscript Document
Dissertation Format as outlined by the Oregon State University Graduate School. In following
this format, this dissertation consists of two journal-formatted manuscripts consisting of
qualitative research. The first manuscript (Chapter 2), is Acutely Alert: A Grounded Theory of
Clinical Decision-Making Processes of Expert Trauma Counselors. The second manuscript
(Chapter 3), is Exploring Self: A Grounded Theory of Expert Trauma Counselors Encountering
Countertransference. Throughout this dissertation, the terms counselor, therapist, and clinician
are used interchangeably. Trauma is understood as the physical, emotional and mental responses
to an unanticipated or even expected overwhelming and distressing occurrence(s). The remainder
of this chapter details information on trauma, trauma treatment, clinical decision-making, and
countertransference.
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Traumatic Events and Traumatic Response
Traumatic reactions develop from a wide-range of precipitating events such as medical
procedures, accidents, combat, natural disasters, interpersonal violence, or witness of an event.
Long-term effects of trauma can lead to a diagnosable trauma-and-stressor related disorder.
According to the National Center for PTSD, created by the Department of Veterans Affairs, 60%
of men and 50% of women experience at least one trauma in their lifetime. Approximately 7-8%
of the United States (U.S.) population will develop PTSD at some point and at any given time
5.2 million adults in the U.S. will have PTSD (National Center for PTSD, 2019). The American
Psychiatric Association (2013), in the Fifth Edition of the Diagnostic and Statistical Manual
(DSM-5) states that the national rate of projected lifetime risk for PTSD at age 75 years is 8.7%
and the twelve-month prevalence among adults is 3.5%. The highest rates of PTSD are cited
among survivors of rape, military combat, captivity, internment, and genocide. Access to
international rates of individuals developing PTSD are difficult to trace, with significant
populations experiencing genocide, terrorism, and forced relocation, individuals exposed to
traumatic events on a worldwide level may be higher than in the U.S. (Galea, Nandi, & Vlahov,
2005). Traumatic events and their aftermath are far-reaching.
Psychological response to trauma exposure can include emotional numbing or arousal,
reliving the traumatic event, and avoiding reminders of the event (Foa et al., 2008); these criteria
are the hallmarks of a PTSD diagnosis. Trauma survivors who develop PTSD also have a strong
likelihood to have other mental health or substance use disorders and may have difficult life
circumstances such as domestic violence, homelessness, or other life functioning impairments
(Cook et al., 2004; Foa, Keane, & Friedman, 2000; Marotta, 2000; Perkonigg, Kessler, Storz, &
Wittchen, 2000). It is important to note that research shows that not all individuals who have
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survived traumatic events develop PTSD, conversely, not all those diagnosed with PTSD have
experienced an extreme stressor, such as interpersonal violence or natural disasters (Robinson &
Larson, 2010).
Trauma Treatment
Social circumstances and individual characteristics contribute to the difficulty in
predicting an individual’s response to trauma (Bicknell-Hentges & Lynch, 2009). Given the
symptoms, potential for dual diagnoses, social circumstances, and relational nature of the therapy
itself, effectively treating clients has its challenges. Regardless of the chosen approach to
therapy, clinicians need to be prepared to make effective clinical decisions. “Understanding
posttraumatic experience is important for general counseling practitioners as well as for trauma
specialists” (Gere, Dass-Brailsford, & Tsoi Hoshmand, 2009). All counselors and related
professionals should be trained in understanding and treating trauma (Webber et al., 2006).
Following the DSM III addition of PTSD, many well-researched and well-established
trauma therapies are available. These include but are not limited to Trauma-Focused Cognitive
Behavioral Therapy, Eye Movement Desensitization Reprocessing (EMDR) Therapy, and
Prolonged-Exposure Therapy. Still, while practicing clinicians regularly work with trauma
survivors, they are apt to be ineffectively trained in the work of trauma counseling (Webber, et
al., 2006).
Providing trauma treatment can prove difficult due to the strong emotional impact of the
work, in part, due to unresolved conflicts of the counselor, namely, countertransference.
Research suggests clinicians who resolve internal conflicts manage their use of
countertransference more effectively, leading to better treatment outcomes and client satisfaction
(Cutler, 1958; Dalenberg, 2004; Rosenberger & Hayes, 2002a). In trauma treatment literature,
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unfortunately, countertransference has been reduced to problematic reactions such as vicarious
traumatization or compassion fatigue. Countertransference has therapeutic value when used
effectively (Dalenberg, 2004; Fauth, 2006). There are a variety of ways therapists use
countertransference to increase treatment effectiveness but little attention has been paid to its use
in trauma treatment outside of pathological responses (Fauth, 2006). Indeed, a comprehensive
study of countertransference behaviors has yet to be done and “positive” countertransference has
been given even less empirical attention (Ligiéro & Gelso, 2002). This study will step beyond
the pathological interpretations of countertransference instead focusing on clinically useful
countertransference responses and their use. Research by Fauth (2006), appeals to researchers to
study this construct in the hopes of normalizing the countertransference process and neutralize
the antiquated view that countertransference is undesirable.
Research on counselor processes and experiences of clinical decision-making and
countertransference is disjointed. Current trauma treatment literature on selecting the most
suitable treatment approach and modality can be vague, contradictory, and ambiguous (Kessler
& Goff, 2006; Shalev, Friedman, Foa, & Keane, 2000). Furthermore, the literature is saturated
with information on vicarious traumatization as a reaction to working with trauma survivors
(Cohen & Collens, 2013; Figley, 1995; Fischman, 1991; Hesse, 2002; Iliffe & Steed, 2000;
McCann & Pearlman, 1990). Research on countertransference with trauma survivors appears to
indicate problematic reactions, dismissing other, more beneficial, therapist responses and how
that information may be used therapeutically.
Research suggests that client success outcomes have more to do with the counselor than
with any specific treatment or technique (Crits-Christoph et al., 1991; Luborsky, McLellan,
Diguer, Woody, & Seligman, 1997; Luborsky, McLellan, Woody, O’Brien, & Auerbach, 1985;
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Miller et al., 2007; Najavits, 1994). Indeed, studying the processes and unique variables of
clinicians has value. The implications of this research involve multiple groups. Counseling
professionals, students, faculty, as well as clients may benefit from understanding the processes
and experiences of expert trauma counselors. Current counselors may value hearing from experts
allowing for reflection on their own practice, perhaps adjusting their approach. Students and
faculty alike may learn about treating trauma and perhaps instruct new counselors differently.
Finally, trauma survivors may ultimately benefit. Research suggests that more trauma
preparation is needed throughout counselor training (Courtois & Gold, 2009; Gere et al., 2009;
Webber et al., 2006). Understanding therapists’ decision-making could lead to therapeutic
manuals to more efficiently train practicing clinicians and teach new counselors effective
approaches to meet clients’ needs (Schottenbauer, Glass, & Arnkoff, 2007).
Manuscript 1 Overview: Acutely Alert: A Grounded Theory of Clinical Decision-Making
Processes of Expert Trauma Counselors
The first manuscript, Chapter 2, of the dissertation consists of qualitative research,
specifically, grounded theory methodology, exploring expert trauma counselor’s clinicaldecision making. For this study, clinical decision-making is understood to be techniques,
strategies, interventions, feelings, cognitions, and perceptions used by the counselor. The
question in the field of trauma research remains: What are the clinical decision-making
experiences and processes of expert trauma counselors?
Clinical decision-making can be viewed on a continuum of intuitive decision-making on
one end to rational, evidence-based decision-making on the other. The argument over the
efficacy and practice between the two ends of the decision-making spectrum has been studied
and debated for at least 50 years (Harding, 2004). Much of the research surrounding clinical
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decision-making approaches argues that counselors use both intuition and analytical reasoning
when making clinical decisions (Hogarth, 2010; Witteman, Spaanjaars, & Aarts, 2012).
Nevertheless, research in the areas of expert counselor’s clinical decision-making in treating
trauma survivors is lacking.
Clinical decision-making processes include the explicit and implicit cognitive and
intuitive actions that drive treatment. These processes impact the therapeutic working alliance
and ultimately treatment outcomes (Beutler & Clarkin, 1990; Beutler, Forrester, Holt, & Stein,
2013). Research suggests that clinicians are influenced by a number of factors when making
treatment decisions (Nelson & Steele, 2008). More information is needed on current practices of
clinicians in order to help meet the needs of trauma survivors (Cook et al., 2011). Webber,
Mascari, Dubi, and Gentry (2006) concluded:
In selecting appropriate therapeutic interventions expert guidelines are often considered
instead of research. This is important because research does not often generalize well or
answer the questions that arise in clinical practice in a comprehensive and effective
manner. Many systemic studies have failed to address the complexities of the clinical
cases addressed in practice. Research can be tedious and time-consuming, but it is as
critically important to advancing the field of traumatology. However, an expert consensus
must also be considered. (p. 18)
This study aims to bridge research and counselor expertise through direct counselor experience
to better comprehend and make accessible detailed experiences of expert trauma counselors.
Much of the current decision-making research related to trauma treatment focuses on a narrow
population (e.g. adult survivors of childhood sexual abuse) in Kessler & Goff, (2006) or during a
specific time in therapy (e.g. initial decisions) in Kessler & Goff, (2006); Toner, Daiches, &
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Larkin, (2013) or with a specific therapist population (e.g. Marriage & Family Therapists) in
Kessler, Nelson, Jurich, & White, (2004). There is yet to be a holistic analysis of clinical
decision-making experiences and processes by expert trauma therapists working in the field.
Recruitment for this study began by identifying participants who were recognized by
their peers as someone to whom they would refer a loved one who needed trauma treatment.
Three rounds of in-person and telephone interviews were audio recorded and transcribed
verbatim. Transcripts were analyzed using grounded theory methodology including open, axial,
and selective coding, and constant comparisons were made throughout the process (see
Appendices A-Q to view the documentation of the analysis). Three categories emerged,
including: experiential reliance, evaluating reactivity, and managing reactivity, with evaluating
reactivity being the central category. After data analysis was completed, research conclusions
were sent to participants to perform a “member check” by email (see Appendix N). Nine of the
10 participants responded and affirmed that their experience was represented in the developing
theory.
Manuscript 2 Overview: Exploring Self: A Grounded Theory of Expert Trauma
Counselors Encountering Countertransference
The second manuscript, Chapter 3, of the dissertation consists of qualitative research,
specifically, grounded theory methodology, exploring expert trauma counselor’s experiences and
use of countertransference. Countertransference is important to examine as it can affect treatment
outcomes. Particularly in trauma treatment, the added complexities of increased mistrust and
anger associated with some trauma survivors may trigger unresolved counselor responses. The
research question is: How do expert trauma counselors perceive, experience, and use
countertransference? For this study, countertransference is derived from the integrative definition
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posed by Gelso & Hayes (2007). The authors define countertransference as the inevitable
reactions to unresolved conflicts of the therapist that can be used beneficially to better
understand the client.
Research on countertransference with trauma survivors is skewed, indicating problematic
reactions, dismissing other, more beneficial, therapist responses and how those reactions may be
used. Information on vicarious traumatization as the clinician’s response to working with trauma
survivors is saturated in the literature (Cohen & Collens, 2013; Figley, 1995; Fischman, 1991;
Hesse, 2002; Iliffe & Steed, 2000; McCann & Pearlman, 1990). Countertransference literature
lacks an “organizing schema” (Rosenberger & Hayes, 2002b, p. 270). To augment the theoretical
and research knowledge of countertransference, this study adds the holistic countertransference
experience and processes of expert trauma therapists.
Recruitment for this study began by identifying participants who were recognized by
their peers as someone who they would refer a loved one to who needed trauma treatment. Three
rounds of in-person and telephone interviews were audio recorded and transcribed verbatim.
Transcripts were analyzed using grounded theory methodology including open, axial, and
selective coding, and constant comparison were done throughout the process (see Appendices AQ to view the documentation of the analysis). Ten expert trauma counselors were interviewed for
three rounds of semi-structured interview questions. Four categories were uncovered, including
self as instrument, experiential analysis, engaging in management strategies, and leveraging
reactions. After data analysis, participants were sent the research conclusions to perform a
“member check” by email (see Appendix N). Nine of the 10 participants responded and affirmed
that their experience was represented in the developing theory.
Thematic Relevance
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Both manuscripts are thematically linked through exploring expert trauma clinician
processes and experiences of working with trauma survivors. Manuscript 1 describes the clinical
decision-making experiences of expert trauma counselors. The data from Manuscript 1 informed
Manuscript 2 focusing on the counselor’s experiences and use of countertransference. Both
manuscripts address the current lack of a holistic, unified analysis of these processes. Qualitative,
Grounded Theory studies on expert trauma counselors’ experiences and processes of clinical
decision-making and countertransference were conducted.
Organizational Structure of Dissertation
The dissertation is organized to uphold the Manuscript Documentation Dissertation
format. Chapter 1 introduces the history, terms, and characterizations of trauma treatment. This
chapter lays the groundwork for the justification and implications of this research. Chapter 1 also
presents an introduction of Manuscript 1 (Chapter 2) and Manuscript 2 (Chapter 3). Manuscript 1
(Chapter 2) outlines completed research for qualitative research using Grounded Theory
methodology on expert trauma counselor’s clinical decision-making. Manuscript 2 (Chapter 3)
outlines completed research for qualitative research using Grounded Theory methodology on
expert trauma counselor’s experiences and use of countertransference. Lastly, Chapter 4 provides
conclusions to the research studies, thematic connections, implications, and recommendations for
future research.
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Chapter 2 (Article 1)

Acutely Alert: A Grounded Theory of Clinical Decision-Making Experiences of Expert Trauma
Counselors

Rebekah R. Lancelin
Oregon State University
Deborah J. Rubel
Oregon State University
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Abstract

What are the clinical decision-making experiences and processes of expert trauma counselors?
The complex intersection of trauma origination, duration, and symptomology can complicate
treatment and clinical decision-making. Understanding the relational, cognitive, and emotional
processes of expert trauma counselors may offer a framework for treating trauma survivors.
Although studies focusing on particular aspects of trauma counseling have yielded valuable
insights, there has been no empirically grounded, cohesive analysis of the clinical decision–
making experiences and processes of expert trauma counselors. A comprehensive framework of
clinical decision-making experiences may help elucidate the complexity of working with trauma
survivors. Toward this end, ten expert trauma counselors were interviewed over a two-year
period, using three sets of semi-structured interview questions. Transcribed interviews were
analyzed using grounded theory methodology. To generate a fully integrated theory, these
participant interviews were complemented by rigorous measures to ensure trustworthiness and an
iterative process of checking data against existing literature. The theory outlines the dominant
role reactivity plays in the participants’ experience of clinical decision-making processes. Three
categories of distilled concepts emerged: experiential reliance, evaluating reactivity, and
managing reactivity. Evaluating reactivity emerged as the central category, interconnecting with
all the other categories. The findings contribute to the field of trauma research broadly and may
specifically benefit trauma survivors by helping counselors to develop and analyze their own
clinical decision-making, as well as enabling counselor educators and clinical supervisors to
guide discussions of clinical decision-making.
Keywords: trauma, PTSD, qualitative, grounded theory, clinical decision-making, expert
counselor
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Acutely Alert: A Grounded Theory of Clinical Decision-Making Experiences of Expert
Trauma Counselors
The purpose of this grounded theory study is to identify and understand the clinical
decision-making experiences and processes of expert trauma counselors. Clinical decisionmaking is one way to track and document detailed processes to better understand how expert
trauma counselors operate. Specifically, our understanding of effective clinical decision-making
lacks firsthand, pragmatic data detailing the course of action for treating Posttraumatic Stress
Disorder (PTSD) (Foa, Keane, & Friedman, 2000). Although effective trauma treatment does
exist, there is a lack of direct, practical data. Focusing on the experiences and processes of expert
trauma counselors can offer insight into the practices of effective trauma treatment. Studying
clinical decision-making is one way to illustrate how expert trauma counselors operate. In this
study, clinical decision-making is generally defined as the techniques, strategies, interventions,
feelings, cognitions, and perceptions used by the counselor. Throughout this study, the terms
counselor, therapist, and clinician are used interchangeably. Traumatic reactions are considered
to be the physical, emotional, and mental symptoms, responses, and adaptations to unanticipated
or even expected shocking and distressing occurrence(s). This study focuses on the clinical
decision-making experiences and processes of expert trauma counselors working with clients
who have diagnosable trauma- and stressor-related disorders, including but not limited to PTSD.
Trauma Treatment
Research on the efficacy of PTSD treatment began in the 1980s, following the inclusion
of the disorder in the Diagnostic and Statistical Manual of Mental Disorders, Third Edition
(DSM-III) (Foa et al., 2000). Subsequently, many well-researched and well-established trauma
assessment tools and therapies became available. These treatments include but are not limited to
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Trauma-Focused Cognitive Behavioral Therapy, Eye Movement Desensitization Reprocessing
(EMDR) Therapy, and Prolonged-Exposure Therapy. Evidence-based and best practices provide
essential knowledge and guidance for therapists, despite research showing genuine PTSD
therapies produce equivalent clinical benefits. More specifically, this study by Benish, Imel, &
Wampold (2008) adds that improved matching of clients to specific type of therapy that fits the
client’s worldview may be more effective at retaining clients in treatment. This suggests that
clinicians may need more flexibility in their approach with trauma survivors.
The Challenge of Trauma Training
Effective trauma treatment is both imperative and difficult to provide due to trauma's
prevalence and potentially complex etiology and presentation. Social circumstances and
individual characteristics contribute to the difficulty in predicting an individual’s response to
trauma (Bicknell-Hentges & Lynch, 2009), thereby complicating clinical decision-making.
While practicing clinicians regularly work with trauma survivors, they are apt to be ineffectively
trained in the work of trauma counseling (Webber, Mascari, & Gentry, 2006). Unfortunately,
counselors often remain un- or under-prepared in terms of clinical decision-making strategies
with trauma survivors (Cook, Dinnen, Rehman, Bufka, & Courtois, 2011; Cook, Schnurr, & Foa,
2004; Courtois, 2008; Courtois & Ford, 2009; Webber et al., 2006). Ineffective or absent training
in the treatment of trauma survivors can leave therapists vulnerable to risk management,
relational, and topical difficulties that are unique to treating this population (Cook et al., 2011).
Furthermore, new counselors often work in community agencies or county health clinics where
clients frequently present with significant trauma backgrounds.
The difficulty of effective clinical decision-making for new or even experienced
clinicians is compounded by the plethora of methods, client presentations, and lack of adequate
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training. Current trends in counselor education emphasize the need to increase counselor
understanding of trauma and skills for working with trauma survivors (Webber, Mascari, Dubi,
and Gentry, 2006). Clinical training and practice may be improved by describing the cognitive
processes of expert therapists (Garb, 2005). Exploring clinical decision-making is one way to
better understand those processes.
Clinical Decision-Making Research
Decision-making has been studied to varying degrees for more than 60 years; however,
many earlier studies focused on the psychological and economic processes of decision-making,
as evidenced by an extensive meta-analysis done by Edwards (1954). Clinical decision-making
in a therapeutic capacity is still an emerging area of research (Schottenbauer, Glass, & Arnkoff,
2007). Clinical decision-making can be viewed as a continuum from intuitive decisions on one
end to rational, evidence-based decisions on the other. The relative efficacies of the two ends of
the spectrum have been studied and debated for 50 years (Harding, 2004). Research argues that
counselors use both intuition and analytical reasoning when making clinical decisions (Hogarth,
2010; Witteman, Spaanjaars, & Aarts, 2012). For example, Witteman, Spaanjaars, and Aarts
(2012) researched intuition in mental health care, suggesting that intuitive processes should be
used in conjunction with evidence-based decision-making and that intuitive processes can and
should be taught to novice counselors.
To augment the theoretical knowledge of clinical decision-making, this study considers
the holistic clinical decision-making experiences and processes of expert trauma therapists. The
explicit and implicit cognitive and intuitive actions made by the counselor drive treatment,
impacting the therapeutic working alliance and ultimately the treatment outcomes (Beutler &
Clarkin, 1990; Beutler, Forrester, Holt, & Stein, 2013). Unfortunately, current literature on
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selecting the most suitable treatment approach and modality for trauma survivors can be vague,
contradictory, or ambiguous (Kessler & Goff, 2006; Shalev, Friedman, Foa, & Keane, 2000). In
order to help meet the needs of trauma survivors, more information is thus needed on clinicians’
current practice patterns (Cook et al., 2011). In support of this point, Webber, Mascari, Dubi, and
Gentry (2006) concluded:
In selecting appropriate therapeutic interventions expert guidelines are often considered
instead of research. This is important because research does not often generalize well or
answer the questions that arise in clinical practice in a comprehensive and effective
manner. Many systemic studies have failed to address the complexities of the clinical
cases addressed in practice. Research can be tedious and time-consuming, but it is as
critically important to advancing the field of traumatology. (p. 18)
Through interviewing expert trauma counselors about their experiences, it is my hope that this
study will add a cohesive analysis of clinical decision-making processes that can be considered
in clinical practice.
The challenge of applying research to practice is not new or unique to the field of
counseling (Cook et al., 2004; Webber et al., 2006); however, the route from research to practice
can often be too long and convoluted for frontline counselors to access or use effectively. Much
of the current decision-making research related to trauma treatment focuses on treatment of a
narrow population (e.g., adult survivors of childhood sexual abuse in Kessler & Goff, 2006),
treatment during a specific time in therapy (e.g., initial decisions in Kessler & Goff, 2006; Toner,
Daiches, & Larkin, 2013), or treatment by a specific therapist population (e.g., MFTs in Kessler,
Nelson, Jurich, & White, 2004).
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The experiences and processes of expert trauma counselors' decision-making throughout
the course of therapy has yet to be studied, regardless of clinician educational background,
theoretical orientation, and client trauma origination. Research suggests that clinicians are
influenced by a number of factors when making treatment decisions (Nelson & Steele, 2008).
Understanding therapists’ decision-making could lead to therapeutic manuals that more
efficiently train practicing clinicians and teach new counselors effective approaches to meet
clients’ needs (Schottenbauer et al., 2007).
Research on Counselor Expertise
In order to understand ‘ideal’ processes, it is essential to study experts’ experiences.
However, a shared operational definition of expert performance remains elusive (Tracey,
Wampold, Lichtenberg, & Goodyear, 2014). Expertise in counseling is sometimes identified as
cognitive complexity, emotional maturity, and relational aptitude (Skovholt, Rønnestad, &
Jennings, 1997). Whereas, Miller, Hubble, & Duncan (2007) identified expertise in counseling as
counselors' ability to know their effectiveness baseline, obtain formal feedback from clients, and
engage in deliberate practice (including self-motivation and a distinct level of investment in the
practice of therapy). For the sake of simplicity, however, this study relies on Shanteau’s (1992)
definition of expertise as improved performance over time.
Since the 1980s, researchers have highlighted the value in researching counselor factors.
Specifically, research suggests that successful client outcomes have more to do with the
counselor than with any specific treatment or technique (Crits-Christoph et al., 1991; Luborsky,
McLellan, Diguer, Woody, & Seligman, 1997; Luborsky, McLellan, Woody, O’Brien, &
Auerbach, 1985; Miller et al., 2007; Najavits, 1994). Understanding expert counselor
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experiences and processes through qualitative research provides a detailed look at the counselor
and thus a better predictor of client outcomes.
Research Purpose and Question
The purpose of this grounded theory study is to understand how expert counselors
experience clinical decision-making with trauma survivors. This study adds to the growing body
of research exploring expert counselors’ experiences rather than a specific treatment approach.
The overarching research question is: What are the clinical decision-making experiences and
processes of expert trauma counselors? Although exploratory in nature, this study has
implications for clinicians, counselor educators, and clinical supervisors. Additionally, the results
from this study may also encourage current and future practitioners to analyze and reflect on
their own clinical decision-making processes.
Method
As qualitative research honors the individual experiences instead of reducing participants
to a statistical mean (Creswell, 2007), it is an ideal way to explore experiences of clinical
decision-making. In addition, the nature of clinical decision-making involves psychological,
cognitive, and emotional processes that are difficult to quantify effectively. Qualitative research
is used to understand complex and detailed subject matter, to understand the meanings
participants make of their experiences, and to further grasp the context of those experiences
(Creswell, 2007; Morrow, 2007). By using the voices of the participants and accounting for the
process-oriented nature of clinical decision-making, qualitative research thus offers appropriate
methods to capture the perception and experience of clinical decision-making.
Using grounded theory methodology, the present study explored expert trauma therapists’
perceptions and experiences of clinical decision-making. From this investigation a framework
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was generated to describe these processes in detail from multiple participants’ perspectives,
moving beyond a basic description (Strauss & Corbin, 1990). The intent of this present study is
to illustrate these perspectives and develop an extensive, cohesive account from the participants'
detailed expression of their experiences.
Research Lens
The level of transparency of the researcher is critical to sound qualitative research. In
selecting a paradigm, the researcher sets the context for the study, guiding decisions from the
beginning to the conclusion of the research (Ponterotto, 2005). The Constructivist-Interpretivist
paradigm suggests that reality is constructed in the mind rather than existing as an external
entity. Constructivism also holds that multiple realities exist instead of a single fixed reality. This
paradigm complements this study due to the complex interpersonal and intrapsychic nature of
exploring the clinical decision-making processes of therapists. In order to further understand the
experiences of expert trauma clinicians, this study gains access to participants' experiences
through open-ended questions and semi-structured interviewing. Just as the relationship between
the counselor and client is co-created, so too is the relationship between researcher and
participant. As Ponterottto (2005) states, these co-constructed realities are accessed through
reflection and interaction between researcher and participants, as exhibited in this study. I
constructed concepts and theories from the meaning participants drew from their own
experiences (Corbin & Strauss, 2014). The newly formed realities occur within the socialhistorical context during multiple interviews, encouraging an interpretive approach (Ponterrotto,
2005). The interactions occur and are acknowledged, considered, and analyzed within time and
place. I interpreted meanings from the findings, which are shaped by my conditioning and
processes as a researcher (Creswell, 2007).
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Researcher Disclosure Statement
I have long held an interest in understanding why people behave and think the way they
do. I became absorbed in the impact and treatment of psychological trauma after collaborating
with a dear friend and mentor who sought to uncover the story of the gruesome murder of a local
woman who died from domestic violence. Those interactions years ago and many other causes
and conditions led me to more structured study of trauma and counseling. Through personal and
professional experiences, I am aware of issues of power, privilege, and social justice. I hold a
state license and certification as an EMDR therapist.
Researcher bias, values, and personal and professional experiences are critical elements
in qualitative research. It is impossible for researchers to do their studies effectively while
disregarding their worldview, conditioning, and assumptions. Personal experience and beliefs
can in fact be used to gain insight and stimulate thinking about the research findings and
concepts (Corbin & Strauss, 2014). In this study, therefore, clarification of biases and
assumptions occurred prior to data collection and analysis as well as throughout the process to
decrease the unintentional but inevitable impact on the research process. The following
summarizes my beliefs about and experiences of clinical decision-making when working with
trauma survivors:
•

Timing and pacing are critical elements when working with traumatized clients.
The desire to move into traumatic material “too soon” may be more in service of
the counselor’s ego or voyeuristic tendencies than in the best interest of the client.
It is important to pay attention to the intent and timing of each intervention.

ACUTELY ALERT
•

21

Having a framework and theoretical and methodological foundation for treating
trauma survivors provides the counselor a touchstone when feeling lost with a
client. Training in EMDR Therapy provided me with this foundation.

•

Collusion with client avoidance occurs both consciously and unconsciously.

•

Trauma treatment is not about hearing client’s stories with graphic details. Telling
the story in detail may be part of that client’s treatment, but it is not necessary for
recovery for every client.

•

There is an element of risk-taking in treating trauma survivors. There are
emotional and psychological risks for both client and counselor.

•

Supervision and consultation help counselors generate ideas and normalize
feelings, as well as allowing counselors to reflect on their own issues that may
benefit or undermine the client’s treatment.

Trauma work is both difficult and rewarding, for both counselor and client. I remained
aware of my experiences, biases, and worldview, as much as one consciously can, throughout the
duration of the study. Furthermore, I acknowledge the time and effort it takes to become an
expert trauma therapist. Additional measures to account for and manage subjectivity are
described in the section on trustworthiness.
Sampling and Participants
Participants were selected using purposeful sampling, more specifically chain,
opportunistic, and maximum variation sampling methods (Creswell, 2007). Purposeful sampling
is fundamental to qualitative research. This strategy applies a deliberate selection of participants
who will comprehend the research problem and subject of the study. Chain sampling was used
by asking participants to nominate other potential participants who met criteria for the study.
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Expert trauma counselors proved to be a good resource to identify others in the field.
Opportunistic sampling was drawn upon to leverage the flexible nature of qualitative research. In
the early stages of recruiting and beginning interviews I allowed myself to follow natural and
unexpected information leading to a specific site to recruit participants, which proved
convenient. Finally, maximum variation was used to include a wide range of participants to
diversify data, while still ensuring participants met the minimum criteria to be part of the study.
Expert trauma counselors were identified as clinicians with a minimum of five years of clinical
experience who were identified by peers as someone to whom they would refer a loved one who
needed trauma treatment. Additionally, participants were required to hold a current caseload of at
least one client with a diagnosable trauma disorder. In order to capture more genuine
experiences, selected participants were interviewed throughout the course of their current
treatment of trauma survivors (Kessler & Goff, 2006).
Initial identification of potential participants was accomplished via peer nomination.
Through Internet searching and inquiring with personal associates, peers were identified and
contacted for recommendations of whom they viewed as expert trauma counselors. Peer
recommendation is represented in the literature as an operational and suitable way to assess for
effectiveness and expertise (particularly personal qualities and working alliance) among
professional mental health fields (Jennings & Skovholt, 1999; Lubrosky, McClellan, Woody,
O’Brien, & Auerbach, 1985). Solely relying on years of experience has been shown to lack
discriminating characteristics among stages of expertise (Skovholt, Ronnestad, & Jennings,
1997). During the recruiting process, efforts were made to draw participants from a wide variety
of work settings, ethnicities, theoretical orientations, and clinical mental health professions (e.g.,
psychology, counseling, marriage and family therapy). Final participants in the study represent
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areas from the western United States to the Midwest to the East Coast. Contacts were provided
with study materials, including the researchers’ contact information to pass on to those they
identified as experts. Prospective participants had the option to move forward in the study. If
they wished to participate, they were directed by the study materials to contact the researcher,
upon which time they gave informed consent and participated in a screening interview. An initial
interview was then scheduled for participants enrolled in the study. Table 1 shows the
demographics of the participants.
Table 1
Participant demographics
Participant

Work setting

Years Gender Ethnicity

Profession

in
field
P1

Non-profit/Not-for profit

32

M

(community agency)

Declined

Professional

to

counselor

respond
P2

Private practice

10

F

Latina

Professional
counselor

P3

Private practice

36

F

Caucasian Psychologist

P4

Non-profit/Not-for profit

7

F

Caucasian Professional
counselor

P5

Non-profit/Not-for profit

15

F

Caucasian Addictions
counselor
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Higher Education

30

F

Caucasian Professional
counselor

P7

Private practice

22

F

Caucasian Psychologist

P8

Private practice

23

F

Caucasian Marriage &
Family
Therapist

P9

Private practice

17

F

Caucasian Marriage &
Family
Therapist

P10

Private practice

10

F

Caucasian Social Work

Data Collection
This study’s findings are grounded in the data—which consist of the participant
interviews, offering a rich and descriptive narrative—especially the meanings represented in the
data (Polkinghorne, 2005). I collected data from interviews and sought journal responses to
gather evidence of expert trauma counselors' experiences of clinical decision-making. Through
the collection of data, a narrative was formed (Creswell, 2007). Data collection procedures were
developed using guidelines set forth by Corbin & Strauss (2014), Polkinghorne (2005), and
Whiting (2008). Participants were contacted and provided a study summary, informed consent
form, and any additional information they requested. Initial interview questions were developed
based on trauma treatment and clinical decision-making literature, research, and personal
reflection. The initial prompt and questions included: (1) Describe your process when making
clinical decisions with trauma survivors. (2) How are your clinical decision-making processes
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with trauma survivors different from clients with different treatment issues? Participants were
encouraged to respond directly to the question while also allowing for unguarded thoughts and
reflections that may have spontaneously occurred during the course of the interviews. Data
collected during the first interviews were analyzed and used to develop subsequent interview
questions.
Questions in successive rounds of interviews allowed participants to elaborate on
experiences and emerging concepts touched on in earlier interviews. Theoretical sampling is an
approach to respond to the data collected rather than beforehand, ensuring flexibility and
openness throughout the process (Corbin & Strauss, 2014). This approach was used to augment a
thorough development of concepts and their relationships. Interviewing continued until no new
information was uncovered that added to the development of categories and data analysis; three
rounds of interviews occurred. Interviews were conducted in-person or over the telephone. Each
interview lasted between 25 and 60 minutes, averaging 40 minutes. Each interview was audio
recorded and then transcribed verbatim. After the final interview, participants were given the
option of writing any additional reflections about their clinical decision-making experiences.
Participants who chose to do so were instructed to submit these responses using a secure web
portal within two weeks of their last interview. No journal responses were submitted.
Data Analysis
Thorough, dense data from three rounds of interviews allowed for robust concepts to be
uncovered. This study sought to generate a theory directly from extensive analysis of participant
interviews. To do this, I immersed myself in each participant’s world as much as possible.
Charmaz (2004) described the importance of doing so:
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Entering the phenomenon means being fully present during the interview and deep inside
the content afterward. Not only does this focused attention validate your participant’s
humanity, it also helps you to take a close look at what you are gaining. Entering the
phenomenon means that you come to sense, feel, and fathom what having this experience
is like... (p. 981)
Data analysis and collection processes are interconnected, allowing for potentially relevant
information to be captured in their entirety and in a timely manner (Strauss & Corbin, 1990).
Entering the participants' experience and remaining intimately involved with the data naturally
influences the analysis (Charmaz, 2004). Data were examined using procedures defined by
Corbin & Strauss (2014), including open, axial, and selective coding.
Concepts revealed in the transcripts were conceptualized, given a code, and categorized
into themed collections eventually developing into increasingly abstract categories. Concepts
were elevated to a thematic category and later into the theory through recurrent presence
throughout the interviews (Strauss & Corbin, 1990).
Axial coding was performed to further organize information related to the concepts,
categories, and properties identified in the open coding stage of analysis. During axial coding,
categories were further scrutinized and compared to subcategories to uncover relevant
relationships (Strauss & Corbin, 1990). These relationships were presumed tentative until
verified against subsequent interviews, hence the zigzag process between data collection and
analysis (Creswell, 2007).
Selective coding occurred in the later phases of research when all categories were
integrated into a cohesive “core” category representing the central focus of the study (Strauss &
Corbin, 1990). Other related and relevant concepts to the “core” category were also identified,
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validated, and further condensed to be included in a final diagram. This process continued until
conceptual saturation occurred, that is, when enough data was acquired to fully develop each
category and any categorical differences (Corbin & Strauss, 2014).
Trustworthiness
Measures to promote trustworthiness were followed using techniques outlined by Lincoln
& Guba (1985) and Morrow (2005). To assess the worthiness of the study’s findings, the
evaluative criteria of credibility, transferability, dependability, and confirmability were used.
These activities are strongly suggested by Lincoln & Guba (1985) and Morrow (2005) to
preserve the integrity of the process and assure the reader of the believability of this account of
the participants’ experiences. These methods are described along with their application in this
study.
Credibility signifies that the researcher’s conclusions are as close to the participant’s
experience as possible. To promote credible findings, Lincoln and Guba (1985) recommend
prolonged engagement, peer debriefing, triangulation, member checking, and maintaining a
reflexive journal. Prolonged engagement refers to the researcher spending an adequate and
necessary amount of time to test for biases within the researcher and participants, building trust,
and learning the “culture” of the participants (Lincoln & Guba, 1985). Towards this end, I
connected with the participants, became acquainted with their work settings, and completed
multiple rounds of interviews. Peer debriefing was also implemented to enhance the credibility
of findings. Peer debriefing consists of revealing the findings to a “disinterested peer” in order to
be critically challenged (Lincoln & Guba). Various individuals were consulted to review the
study and challenge any of the researcher’s biases and interpretations that may only have been
clear to the researcher (Lincoln & Guba). Triangulation, the practice of referring to and checking
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with multiple sources was also implemented (Lincoln & Guba). Comparison of study findings to
published literature was done throughout the study.
Transferability indicates the degree to which someone can make decisions about how to
use the study’s results in their own setting and context. Transferability speaks to the adherence to
data being acquired in the time and place during which they were captured (Lincoln & Guba).
While the purpose of qualitative research is not necessarily to be generalizable, a “thick
description” of the information is provided in a later section to support transferability. In addition
to a multitude of notes, memos, and interview data, to provide sufficient contextual data, I
gathered participants’ information, including their employment settings, educational
backgrounds, and demographic information.
Dependability refers to the capability to reproduce the findings, while confirmability
recognizes the objectivity of the study. These means of supporting trustworthiness were met by
conducting an audit. The audit consists of taking steps to provide transparency throughout the
research process. Inevitably, residual records remain throughout the research study (Lincoln &
Guba, 1985) which can be used to verify findings. Raw data, data analysis documentation, and
notes uncovering methods, biases, reactions, and findings were used and retained as part of this
process. By creating and documenting an audit trail, I created a clear research path and
established transparency throughout the process.
Throughout the research study, I maintained a reflexive journal to consider the process,
along with my reactions, assumptions, feelings, and thoughts. Member checking was also
employed to augment the credibility of the study. According to Lincoln and Guba (1985), this
process is the most critical of the procedures to establish credibility. During this process,
participants were invited to read interpretations, reflect, and report whether the interpretations
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were congruent with what they intended to communicate. Member checking of concepts and
interpretations occurred at the end of the study to corroborate concepts and themes. All
participants were provided a copy of the summary of the study interpretations, which included
the theory, concepts, and their properties, as well as the diagram illustrating the theory. Nine of
ten participants responded to the member check via email and substantiated the study’s findings,
confirming that the resulting theory represented their experience. Recommendations for future
research addresses a suggestion based on participant feedback. Specific comments generated
from the member check are included in Appendix N.
Results
Using the grounded theory methods outlined by Corbin and Strauss (2014), this section
details the findings of the work to generate a unified theory of clinical decision-making by expert
trauma counselors, grounded in the participants’ own words. Over a two-year period, I
interviewed ten participants using three sets of semi-structured interview questions. In addition
to participant interviews, an iterative process of checking data against existing literature coupled
with rigorous measures to ensure trustworthiness resulted in an integrated theory, which includes
the following categories of distilled concepts: experiential reliance, evaluating reactivity, and
managing reactivity.
Theory
When working with trauma survivors, these expert trauma counselors experience a
distinct heightened awareness. This attentiveness is aroused to carefully evaluate, manage, and
use the dynamic and fluctuating nature of clients’ intensified psychological and physiological
reactivity that are hallmarks of trauma-disordered clients. The participants' accumulated
experience with trauma survivors, knowledge of trauma and treatment, and confidence in

ACUTELY ALERT

30

themselves and the work supports these experts’ efforts to steadily navigate clients' sensory
reactivity.
The experiences described by participants depict an awareness with trauma survivors
dissimilar from other client populations. This awareness is coupled with the participants’
collected experience and proximate attentiveness to reactivity that distinguishes clinical decisionmaking with trauma survivors. Through experience, participants have learned that reactivity is
the essence of trauma and trauma treatment. This traumatic response is interwoven throughout
the experience of clinical decision-making. The center of this experience was identified as
evaluating reactivity, which focused specifically on how participant and client reactivity
influences clinical decision-making. This core category interdepends on two additional
categories: experiential reliance and managing reactivity. The categories emerged as
dependently originated experiences interacting with one another. The subsequent sections
describe the theory’s categories, properties, and their interactions with variations paired along
supporting participant data. Experiential reliance, while not the central category, is described
first as this contextual category helps understanding of the central and interacting categories.
Experiential Reliance
Experiential reliance emerged as a contextual category, framing the other categories.
This category is the participants’ collective confidence, trust, and knowledge acquired through a
combination of direct experience with trauma survivors, professional development, and their
own traumatic experiences and treatment. This accumulated understanding and experience
defines the participants’ trust in themselves and the therapeutic process, resulting in a stability
that can help them navigate clients’ dysregulation. Experiential reliance developed due to the
significance of the participants' experience and knowledge, which creates and sustains trust in
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themselves and the therapeutic process. This was not surprising, given the identified expert
population for this study. Participant 3 described the combination of influences and experiences
that encompass experiential reliance:
There's certainly, I think, training, a trauma informed training. Training about how to do
trauma informed treatment. It's confidence building. I don't think just for me. You're out
here not exactly alone in the wilderness, but in some ways when you're in an office, the
door is shut, it's you and the client. There's a lot of creativity going on there. There's a bit
of guessing going on. There's a lot of art, enough so that when there's some science
behind the artistic thing, the creative thing you might be doing at the moment that makes
a difference. I believe that through my own recovery, my own journey, that on the other
side of that what I have is tremendous hope, tremendous confidence, tremendous depths,
tremendous capacity to have patience, to stay put, to mean I have my own proof from the
inside out that what I'm saying is possible, is possible. So then I'm not sitting there going,
I've got my fingers crossed, I hope this works. I'm not doing that. That's maybe a long
way to say that my professional involvement gives me confidence from the outside in.
My personal involvement gives me confidence from the inside out. Maybe that's the way
to think about it.
This participant described the accumulated professional and personal experiences resulting in the
confidence and wisdom that many participants described drawing upon in exercising clinical
judgment.
Experiential reliance includes properties of trusting self, ranging from intuition to reason,
and trusting the process, ranging from anticipated to unexpected experiences in session. Trusting
self represents the participants’ experience of faith in their own emotional and cognitive
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processes through their relied-upon experiences to approach their work with self-assurance.
Participant 4 described her experience with the trusting self: “No, I think it can't always be right
because we're not God. That's what I would tell my counselors. Knowing, trusting yourself
enough to know that if it's not right, that you felt something needed to be addressed.” Participant
9 described a combined intuitive and rational approach to clinical decision-making:
My professional judgment is based on intuition and linear thinking. I think, each time ...
This isn't directly an answer to that. But we're always, as clinicians, trying to be in the
conversation relating to the client with what they are kind of- what they bring in, in the
moment and we're trying to think about on what process meta-level ... What's going on,
on those other levels of pattern and nonverbals and relational and expectation. So I think
that second level, the process level, a lot of that comes from intuition but it also comes
from a thinking analysis, as well. So all of those elements are part of what style that
summarizes clinical judgment.
In describing the components of her own clinical judgement, this participant speaks to the
internal process that occurs based on relational nature of the work.
While trusting self refers to the participants’ internal reactions, the property trusting the
process refers to the participants’ experience and trust in clinical practice, with encounters in
session ranging from anticipated to unexpected. More specifically, this property is participants’
nuanced knowledge of trauma disorders and treatment modalities giving rise to trust in their own
clinical judgment when faced with client reactivity. Participants recognized and respected this
flow in the work and their abilities to sense and flex with the process, reacting to a range of
anticipated and unexpected occurrences in session. Participants 4 and 10 described the dynamic
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nature of trauma treatment as reflecting the role of reactivity and the ability to trust the process,
whatever surfaces in session.
P4: At the end of the day. I just try to be really present with them. I mean, I guess like
anticipate, I guess everybody anticipates. Like, I know something could happen. You
know what I mean? I know somebody could dissociate, or they could get angry or
different emotions come up.
P10: But, um, sometimes if, for instance I was working with somebody whose primary
concern is, you know like a psychosis, or it gets much more concrete, like let's do this,
and then this and then, it's like kind of more laid out. Whereas the trauma work is more
intuitive and more let's go where you need to go.
Participants described accumulated, relied-upon experience resulting in trust and confidence,
allowing them to tune in to their clients' reactivity more deeply and precisely. In addition to a
focus on trust in themselves, participants described a trust in the techniques or processes of the
treatment itself. Simply put, the high level of trust in themselves and the work allows a better
sense of their own reactions, internal processes, and procedural mechanisms of treatment,
leaving more energy to focus on the clients' reactivity.
Evaluating Reactivity
Evaluating reactivity is the central category through which all other categories interact.
Participant experiences indicated reactivity (be it witnessing, assessing, or managing) is the
quintessence of trauma and trauma treatment. The unique focus on reactivity in trauma and
trauma treatment is illuminated in this core category. Evaluating reactivity defines the
participant’s keen perception through frequent assessment of the trauma survivor’s level of
psychological reactivity—which can fluctuate throughout the course of a session and the
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duration of treatment—keeping the counselor acutely alert. Participants described their
experiences observing both their own reactivity and that of their clients, as well as determining
the client’s level of reactivity in comparison to their ability to manage their symptoms. Properties
included tuning into self, ranging from lower to higher degree of participant reactivity, and
assessing client stability, ranging from balance to imbalance of the client’s level of reactivity in
comparison to their emotional regulation capacity as observed by the counselor.
Tuning into self is the participant’s awareness of their internal experience of their
reactivity, interdependent with their client. This internal response by the participant revealed a
corresponding parallel process to the client’s reactivity. Participants described identifying and
unpacking their reactions, which contributed to decision-making. Participants 2 and 7 described
attending to themselves and being able to rely on what they notice, given their wealth of
experiences:
P2: Well, I've lived a long time. I've seen a lot of things. I've done a lot of things. It's only
natural when someone's talking about something that they're having difficulty with. Then
a trigger might come up to me, ‘Oh, I remember that feeling.’ I'll sit with that as they're
explaining it so that I can get a better understanding of their feet, their perspective, as
they're telling me this story.
P7: And so I'm definitely having strong reactions to it. It's not because these people are
evoking that intentionally. There's not some sort of interpersonal dysfunction for them.
And it's not necessarily a countertransference per se of like they are reminding me of a
family of origin issue that I need to then acknowledge and work through separately. It's I
am freaked out at their situation, right?
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Not all participant reactions were interdependent in nature. Participants described a unique
heightened awareness and alertness enacted due to the characteristic emotional dysregulation
(e.g. hypervigilance) of trauma survivors. Participant 7 explained, “What I mean by that is, at
this point in my career, that the therapist is tuning into an experience of the client and mirroring
it within themselves. In a way, a parallel process.”
Assessing client stability is the participants’ experience of evaluating clients’ physical
and emotional responses, informed by the relationship between the client’s level of reactivity and
their emotional regulation capacities. Participants described approaching trauma survivors
cautiously (especially when building rapport with a new client), remaining especially alert to the
clients’ sensory sensitivity.
Participants described ongoing efforts to evaluate the client’s level of reactivity.
Participants depicted a cautious equanimity, which is defined as a wariness due to the
unpredictable nature of trauma symptomatology, coupled with participants’ stability in the
process. This helps create a sense of security for the client, as mistrust, hypervigilance, and lack
of feeling safe are common trauma symptoms. Participant 4 described her experience with
heightened awareness in assessing the client: “So, I guess for someone with trauma I'm probably
a little bit more aware of triggers that they could have for their trauma, like loud noises, where
they sit in my office.” Participant 1 emphasized the distinctiveness of this cautious equanimity
with trauma survivors:
And I might be a little but more aware of safety planning, even though I certainly do that
with everybody. It may be more on the table, by my hand, with these folks than with
other folks that I don't have to be ... I can be a little more blithe with. I don't have to
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worry about saying just the wrong thing or, inadvertently, turning into their paranoid
system.
Evaluating reactivity encompasses both the internal response of the participant and the
evaluation of the client’s capacity for emotional regulation. The more extreme the client’s
reactivity (e.g., hyperarousal or hypoarousal), the stronger the participant’s alertness and wideranging hypersensitivity to matters such as client safety, level of tolerance, and relationship
dynamics. Paying attention to internal reactivity happens instinctively for the participants,
combined with the client’s level of reactivity in the co-constructed counseling experience. This
focus lends itself to the next arena of heightened awareness – managing what arises.
Managing Reactivity
Managing reactivity is a natural result of the ongoing process of self and client
evaluation. Managing reactivity represents the participant’s experience of adjustment of the
direction, intensity, content, and pacing while at the same time tending to the foundation of
counseling: the relationship. It is important to note that as expert clinicians, the participants are
already adept at managing their own reactivity in a variety of ways. Their experience,
knowledge, and self-regulatory skills are called upon when needed. This is not to say that the
participants don’t experience reactivity; however, their susceptibility to their own responses is
not only reduced but also more easily managed through their experience and wisdom. In this
category, the focus is on the client.
The client’s levels of psychological and physiological reactivity, safety and stabilization
skills, and external resources serve as a scaffold for participants to make decisions appropriate to
the client’s level of reactivity, ability to self-soothe, and readiness to engage in the counseling
process. “Managing” was selected as it encompasses purposeful actions by the participants to
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support, guide, contain, and help clients self-regulate. Managing reactivity consists of three
properties: evaluating the relationship, managing the therapeutic dance, and adjusting clinical
strategy.
Evaluating the relationship, ranging from weaker to stronger working alliance, is the
participants’ experience of the elements of the counseling relationship that center on trust.
Participants described ongoing efforts to tend to the trust and safety of the relationship, which for
trauma survivors can be particularly distorted (e.g., trusting people who are untrustworthy or
trusting no one). There are a variety of ways participants described addressing issues of safety in
the counseling relationship. Participant 5 described her approach to tending to the clinical
relationship:
I try to not oversimplify but be basic with people. My approach with my clients is, you're
a human being and I don't need to be technical. I don't need to explain theory. That's not
going to help you. I think with this person in particular, she had been my client in the past
so we just had a very good rapport, and I think part of that does come from me just being
able to be frank with her, and that my clients can do the same with me.
Participant 7 described the importance of strengthening the working alliance, tying it back to
trusting her intuitive sense:
And in order to really, fully utilize my clinical instinct or clinical sense, there needs to be
a strong therapeutic alliance because oftentimes the sense is something that's unspoken.
It's something that might not be acknowledged. It's something that is outside of
awareness in some way. I mean, otherwise what do you need the therapist for?
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Participants described the importance of continually monitoring the clinical relationship, paying
close attention to their own actions and the impact of those actions. This was due to trauma
survivors’ sense of trust, vulnerability, and safety, which describe key issues in trauma treatment.
Managing the therapeutic dance refers to the participant’s experience of monitoring
power dynamics as impacted by the client’s interpersonal trauma histories that often plays out in
session. This property represents tending to the leading and pacing dynamics. Dimensions ranged
from more to less active directing in sessions. The amount of leading a counselor does can vary
greatly. Many participants spoke of collaboration or letting the client lead; however, participants
may lead more at the beginning, when they are uncertain how the client will react, or to provide a
sense of confidence and safety. Participants also mentioned lessening a leading stance or
directing behaviors in a session to empower a client who may have lost a sense of control due to
their trauma history. Participants 3 and 10 recounted adapting the pacing in session and making
decisions about leading a session based on the client’s clinical presentation:
P3: Well, let's see, maybe it would be like, if you're regular speed traffic, like going speed
limit, 55, 75 miles an hour and then you realize, ‘Oh, trauma situation.’ So, you know,
then it's like, ‘Okay, I'm gonna... I'm going to take my foot off the foot speed and coast
for a while and maybe we're gonna go about 40 miles an hour.’...
P10: I say it's kind of like a dance. So there are certain things that are helpful as far as
different interventions that can be really helpful for people to experience. Like there's…
EMDR is one of those interventions. It can be helpful for somebody to experience the
reprocessing of the traumatic material, and in those sessions, it's a really co-led situation.
Adjusting clinical strategy is the participants’ experience of the theoretical and clinical
application of interventions, or clinical strategies. Participants noted that they remain open to the
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unexpected, which allows them to think on their feet and change elements in the session for more
immediate impact with the client. Dimensions included clinical interventions that addressed
immediate to more long-term strategies based on the clinical relationship, as well as the client’s
need, reactivity, and their overall presentation. Participants reported that the greater the
imbalance of client reactivity to client distress tolerance, the more concrete and direct the
interventions are. For example, participant 6 described a relatively immediate clinical decision:
“If the client isn't ready to use that word, rape, you would align with them, and not use that.”
Participant 9 also recounted adjusting to using more immediate methods:
So I tried to reason with someone who is highly activated and ungrounded, flooded, and
sort of gotten stuck in really trying to communicate something as softly and as carefully
as I can. And it's just impossible for the person sitting across from you to take it in and so
then I've had to adjust what I'm doing too often basic soothing, grounding practices
instead of trying to talk somebody down into a more grounded place.
Participant 1 described using more long-term clinical strategies:
I, over the course of time, I was able to help this client bring that moment closer and
closer into session, so that not only were all the nice things in session, but there was also
some of the scathing things were there, as well. They had to be in the same room. He
couldn't divide himself that way, because there's nothing I can do. I said that to him. I
said, ‘you know, when I get these phone calls, there's nothing I can do.’
Both immediate and long-term strategies are essential in clinical decision-making processes as
participants described assisting trauma survivors with immediate needs of distress tolerance and
emotional regulation challenges as well as develop these skills as part of long-term recovery.
Category Interaction
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Participants frequently mentioned the role of reactivity and its impact, both directly and
indirectly, on their clinical decision-making. Considering the contextual category of experiential
reliance, participants' personal and professional experience helped them develop trust in
themselves and the therapeutic process (trusting self and trusting the process), which is called
upon for the remaining categories, centered on reactivity. With a strong foundation of reliedupon experiences, participants evaluate their clients' reactivity as well as their own. The more
extreme and disproportionate the client’s dysregulation (assessing client stability), the greater the
participant’s responsiveness in turn (tuning into self). Once this dual heightened reactivity is
evaluated, participants described managing reactivity, recognizing that trauma survivors
experience feelings of vulnerability, lack of safety, and mistrust (evaluating the relationship) to a
greater degree than clients presenting with clinical concerns outside of trauma. Additionally,
participants acknowledged decision-making processes concerning issues of power (managing the
therapeutic dance) and adjusting clinical strategies based on client reactivity. The higher the
client's level of reactivity, the more immediate the interventions; these are balanced with clinical
interventions aimed at more long-term strategies. For example, the data showed that when
participants responded to highly activated or highly dissociated clients they experienced an
increased focus on more present-centered, direct approaches, and making clinical decisions to
strengthen trust in the relationship may need to increase (evaluating the relationship). All of
these decision-making processes can occur almost simultaneously or separately based on what
issue presents itself more urgently centered on the client’s reactivity (evaluating reactivity).
Treating trauma survivors results in participants developing a heightened awareness to
thoughtfully evaluate, manage, and use the dynamic and fluctuating nature of clients’ intensified
psychological and physiological reactivity, which are hallmarks of trauma-disordered clients.
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Participant 7 summarized her work as a trauma therapist. This quote highlights her expertise and
the experience of clinical decision-making with trauma survivors, likening it to that of a Sherpa,
who, too, needs to remain acutely alert to their surroundings and encounters on the mountain to
ensure safe passage.
And there would have been some ego stuff around me failing as a therapist or something
like that. Now, I guess because I've done it long enough, I feel this pretty strong faith in
the process with the client. I have a lot of faith in people and in their process. When
people choose to come into therapy, most of the time, they're choosing to get into their
recovery at whatever stage they're at…It's their work, not mine. I think of myself as a
Sherpa. We're going up the mountain together. I'm going to carry a lot more at the
beginning until you get stronger, and then we'll share more. That kind of thing.
The participant’s accrued experiences with trauma survivors, knowledge of trauma and
treatment, and confidence in themselves and the work (experiential reliance) frames clinical
decision-making and allows the counselor to steadily and cautiously navigate the client’s sensory
reactivity.
Discussion
Using the grounded theory methods outlined by Corbin and Strauss (2014), this study
resulted in an account of expert trauma counselors’ clinical decision-making experiences in
treating trauma survivors. A dense narrative of participants’ experiences was developed from
three rounds of semi-structured interview questions. This allows for considerable detail, which
may aid readers in trusting the credibility of participants’ accounts (Creswell & Miller, 2000).
Participant descriptions emphasized a heightened awareness with clients, coupled with the
participants’ collected experience and proximate attentiveness to reactivity that distinguishes
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clinical decision-making with trauma survivors from other client populations. The distinctive
stance participants described is further explored in this discussion, balanced with existing
literature. The central category, evaluating reactivity, highlights the critical role reactivity plays
in trauma treatment. Evaluating reactivity points to participants’ steady awareness and
discernment assessing the trauma survivor’s level of psychological and physiological reactivity,
which can fluctuate throughout the course of a session and the duration of treatment, keeping the
counselor acutely alert. The role of reactivity surfaced repeatedly in participant narratives.
Reactivity is important and unique to working with trauma survivors because of its characteristic
presentation in trauma related disorders and symptomology (Courtois, 2008; Ehring & Quack,
2010; Herman, 1992).
Due to the extent of participants' professional and personal experiences, (the dimensions
outlined in the contextual category of experiential reliance), they are especially familiar with the
nuances of clinical decision-making. They understand that working with trauma survivors means
working with a population more prone to distrust, anger, and manipulation (Dalenberg, 2000).
When placed in the interpersonal setting of counseling, reactivity can lend itself to a number of
pressing circumstances that counselors need to attend to both in the immediate short term and
over the duration of treatment, as survivors' reactions can change quickly or unexpectedly.
Considering the central research question—what are the clinical decision-making experiences
and processes of expert trauma counselors?—five of this study's key findings are worth
discussing further.
Possibly the most significant finding from this study occurred in the central category of
evaluating reactivity, specifically, the property tuning into self. The heightened sensitivity the
participants described can be considered a distinguishing form of a parallel process with trauma
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survivors. Parallel process in clinical supervisor - supervisee relationships is well established
(Friedlander, Siegel, & Brenock, 1989; Mothersole, 1999; Tracey, Bludworth, & GliddenTracey, 2012), as is vicarious traumatization (Figley, 1995; Foa, Keane, Friedman, & Cohen,
2008; McCann & Pearlman, 1990). However, this type of mirroring is different. For example, a
trauma survivor may be alert to any shift in their surroundings, remaining hypervigilant in an
attempt to keep themselves safe, while the counselor experiences a heightened alertness,
knowing that a trauma survivor may present with any range of emotions, unknown triggers,
increased paranoia, mistrust, and potentially heightened risk of suicidality or self-harm. Trauma
survivors are known to experience such characteristics (Briere, 2002; Cloitre, 2009; Herman,
1992). The strength of the participants’ reactivity was found to be in direct comparison to the
proportional emotional response, outlined in the property, assessing the client. The process
shared by participants comes from a place of treading carefully and increasing alertness, which
helps build trust and safety in the relationship, described in the property, evaluating the
relationship. While trauma survivors experience heightened sensitivities to their surroundings
and others, so too does the counselor in session. However, in the counselor’s case, the
heightened awareness is not extreme, is not centered on survival, and can easily return to routine,
functional levels.
A second but closely related theme that emerged from this study is that of managing
reactivity, which reveals the importance of the grounding, stabilizing influence participants have
on their clients, who may often exhibit dysregulation. Participants described understanding that
trauma survivors’ presenting symptomatology is ripe for change at any moment, thereby needing
to adjust quickly requiring counselors to make moment-to-moment adjustments to stay present
with their client and provide assurance (unconsciously or consciously) that they are tracking the
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client, with them every step of the way. Because reactivity is inherent to PTSD and other trauma
related disorders, it weighs significantly on the pacing and structure of trauma treatment.
Evaluating and managing reactivity are unique to this population, as participants revealed
consistent monitoring of the client’s reactivity and adjusting accordingly, more so than with
other client presentations. Increased flexibility and a greater tolerance for ambiguity is present
for these participants, specifically because of the clinical issues clients present. The findings of
this study support the current literature on expert therapists' ability to manage uncertainty
(Jennings, Goh, Skovholt, Hanson, & Banerjee-Stevens, 2003; Jennings & Skovholt, 1999) but
go further to recognize this ability for a specific population of therapists and its necessity to their
work, rather than speaking to clinical expertise in general.
Third, relied-upon personal and professional influences in experiential reliance, play a
significant role in influencing clinical decision-making (Jennings et al., 2003; Jennings &
Skovholt, 1999; Skovholt et al., 1997). The contextual category, experiential reliance outlines
these influences. Study results revealed similar findings to the current literature on experts'
reliance upon accumulated experiences. Previous research shows the influence of experience and
expertise on clinical decision-making (Granello, 2010; Hill, Spiegel, Hoffman, Kivlighan, &
Gelso, 2017; Wainwright, Shepard, Harman, & Stephens, 2010). While the assessment of
expertise and its connection to clinical outcomes are still being researched, a study by Hill et al.
(2017) supports the premise that prior experiences are called upon and used in the clinical
decision-making process. It is important to keep in mind, though, that expertise and experiences
are not substitutes for one another (Hill et al., 2017).
Fourth, this study illustrates that trusting self is a combined use of analytic reasoning and
intuitive processes in the clinical decision-making process. Participants described using both
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processes and suggested that using one does not diminish the use of the other. The study
illustrates combinations of both at different times in different scenarios. This accords with
current literature, which supports the use of both in decision-making processes (Harding, 2004;
Kleinmuntz, 1990; Witteman et al., 2012).
Finally, this study substantiates what has been known in the field for decades – that the
clinical relationship is the defining factor in successful therapeutic outcomes (Dalenberg, 2004;
Gelso & Carter, 1985; Greenson, 1965). The findings of this study strongly support the
importance of the clinical relationship but go further to report the importance of safety and
stabilization in combination with, or even more important than, a focus on working alliance. The
category, managing reactivity includes participants’ actions of navigating the dynamics of the
clinical relationship, direction, and strategy. The literature also supports the importance of
negotiating relationship dynamics as an ongoing process throughout the course of treatment
(Bordin, 1979; Safran & Muran, 2000).
This study revealed participants’ experience of client reactivity as the central focus of
clinical decision-making with trauma survivors. Participants described a clear illustration of their
clinical decision-making processes and experiences with trauma survivors, centered on
reactivity. Although experiences such as pacing, working alliance, and prior experiences play a
role in the clinical decision-making process, with trauma survivors, reactivity plays a crucial
navigating role in the process.
Limitations
Research findings do not happen in isolation, circumstances, participants, and the
researcher impact them. Replicating study results is not the goal; it is important to recognize the
uniqueness of the time and space in which the research took place. Nevertheless, researchers may

ACUTELY ALERT

46

find similar results using this work for their own research; this is due to deliberate use of
multiple measures to promote trustworthiness. Like any research, this study is not without
limitations. The main limitations to the study are also the primary source of the study: the
participants themselves. While interview data is an essential component to capture participants’
lived experiences, using interviews as the primary source of data lends itself to potential
disadvantages. Difficulty recalling experiences or an unwillingness to reveal certain information
can impact the study in ways the researcher may not be privy to. Trusting reflective recall may
have resulted in restricted data with which to develop the theory. Threats to credibility are a part
of qualitative research. Member check responses may have been made with good intentions, but
participants may have wanted to (consciously or unconsciously) avoid being too disagreeable.
Furthermore, the theoretical terminology and abstract synthesis methods may have proved
outside the wheelhouse of participants, adding to difficulty or confusion of study results. In fact,
one participant commented, “… I have to work at readjusting to academic language…”
Interviews were conducted both in-person and over the phone. The nature of these modes
of communication could influence participant and interviewer responses. Most participants selfidentified as female, while one participant self-identified as male, making females
disproportionately represented. Additionally, most but not all participants identified as
Caucasian. Still, a wide range of counselor settings were included, including private practice,
higher education, and residential and outpatient treatment, as well as community/agency-based
mental health care. Due to the range of treatment settings and professional lens’ represented (e.g.
psychology, counseling, marriage and family therapy), a diverse range of treatment modalities
and client cases were represented.

ACUTELY ALERT

47

Finally, ten participants is a small sample size. However, there was considerable effort to
provide comprehensive descriptions of the participants' experiences. This was attempted through
prompting participants currently treating survivors to recall their own recent processes,
conducting three sets of interview questions, and interviewing in person when possible.
Implications
The study resulted in a theory of participants’ experiences of clinical decision-making
with trauma survivors. Implications may affect counselors, clinical supervisors, and counselor
educators. This study provides insight into expert trauma clinicians’ direct experiences of clinical
decision-making with trauma survivors. Current practitioners may find support for the
importance of examining their own reactivity when working with trauma survivors. Does it
mimic the client’s hypervigilance? Is there fear or acceptance of the dysregulation often
presented with trauma survivors? Additionally, given that trauma survivors can often go in
unexpected, non-linear directions, it is important for counselors to learn to be flexible, adjust in
the moment, and balance long-term treatment decisions with the immediacy of counseling
interventions. Counselors should consider each individual client’s reactivity as well as their
safety and stabilization needs. Trauma survivors and their symptomatology are multilayered,
necessitating a thorough decision-making process by clinicians, through the lens of client
reactivity.
Clinical supervisors may be interested in using these results to normalize their
supervisees’ experiences of heightened awareness and encourage a sense of cautious equanimity
with trauma survivors. Clinical supervisors may also look for and support the moment-tomoment clinical flexibility necessary in serving trauma survivors. The flexible nature needed for
working with survivors is balanced by the need for clinicians to provide stability to mirror and
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strengthen emotional stability among survivors. Supervisors can reinforce in novice counselors
the importance of presenting steadiness over reactivity. Additionally, clinical supervisors may
ask specific questions about their supervisees’ experiences before, during, and after meeting with
trauma survivors to identify any parallel process that the supervisee may be unaware is
happening.
Finally, counselor educators may be able to use this research to help future clinicians
examine their own decision-making strategies. Since intuition is a critical element to clinical
decision-making, it seems important for practicing counselors to better understand their own
experience and use of clinical intuition. Based on this study’s findings, counselor educators may
also help identify the training and assessment needs of students. More specifically, counselor
educators should emphasize the importance of reactivity in working with trauma survivors. The
role of reactivity is not just monitoring for safety, and it is not solely an end-goal but rather a
long-term process interwoven throughout the course of treatment to better monitor and treat
trauma survivors.
Recommendations for Future Research
Findings from this study suggest opportunities for continued research. Future research
may replicate this study, focusing instead on beginning practitioners’ experience of clinical
decision-making with trauma survivors. This study could also be compared to clinical decisionmaking practices of experts working with different populations. Participant responses suggested
possible research to explore counselors’ understanding of trauma itself and its impact on their
work. Participant feedback also noted the lack of inclusion of “theoretical orientation and
ongoing exposure to the body of scientific/clinical research…” in the study’s findings. Indeed,
this was not included and future research could take into account participants theoretical lens and

ACUTELY ALERT

49

how it influences clinical decision-making. Future research may also try to tighten the definition
of clinical intuition, since the field still offers varied understandings and applications of this
ability (Witteman et al., 2012). Additionally, research detailing the moment-to-moment clinical
decision-making and clinical flexibility with trauma survivors could yield a more comprehensive
understanding of clinical decision-making with trauma survivors. Finally, future studies might
focus on clients’ experience of their own treatment, in order to identify early and ongoing
treatment decisions signifying successful outcomes.
Conclusion
This study highlights the dynamic, detailed, difficult, and rewarding work of treating
trauma survivors. The staying power and dedication of participants’ work with a difficult client
population does not go unrecognized. The clinical decision-making focus on reactivity explored
in this study included a careful attention to client stability, relationship considerations, pacing,
and the counselor’s own reactivity. The findings are consistent with prior research pointing to the
importance of paying attention to dysregulation in the therapy room (Briere, 2006; Dijke, 2008;
Weiss 2012). The results from this study reveal the distinct role client and counselor reactivity
plays in clinical decision-making with trauma survivors.
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Abstract

How do expert trauma counselors perceive, experience, and use countertransference? Evidence
suggests that using countertransference can increase therapeutic alliance and improve treatment
outcomes. Clients’ psychological and physiological reactivity, distrust, repetition of traumatized
behavior, and anger can trigger a range of counselor responses. However, these experiences need
not be problematic, adversely affecting therapy or the therapist. Much of the current literature on
experiences of countertransference with trauma survivors focuses on vicarious trauma, which
contributes to definitional confusion. Since there are few studies about the effective experience
and use of countertransference among expert trauma counselors, the potential benefits of using
countertransference with trauma survivors specifically may be neglected. Toward this end, ten
expert trauma counselors were interviewed over a two-year period, using three sets of semistructured interview questions. Transcribed interviews were analyzed using grounded theory
methodology. To generate a fully integrated theory, these participant interviews were
complemented by rigorous measures to ensure trustworthiness and an iterative process of
checking data against existing literature. The theory outlines participants’ process of self-inquiry
and use of countertransference. Four categories of distilled concepts emerged: self as instrument,
experiential analysis, engaging in management strategies, and leveraging reactions. Experiential
analysis emerged as the central category, interconnecting with all the other categories. The
findings contribute to the field of trauma research broadly and may specifically benefit trauma
survivors by assisting counselors, counselor educators, and clinical supervisors to think more
critically about countertransference.
Keywords: trauma, PTSD, qualitative, grounded theory, countertransference, expert
counselor
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Exploring Self: A Grounded Theory of Expert Trauma Counselors Encountering
Countertransference
The purpose of this grounded theory study is to understand how expert trauma counselors
experience countertransference with trauma survivors. Current literature often characterizes
countertransference with trauma survivors in terms of vicarious traumatization, compassion
fatigue, or secondary traumatic stress, which only serves to restrict the understanding and
experience of countertransference in trauma treatment. Outside of this lens of vicarious
traumatization, there are few studies on the experience and use of countertransference with
trauma survivors. Studying experts may provide insight into the experience and effective use of
countertransference in trauma treatment. Participants for this study are expert trauma counselors
treating clients who have diagnosable trauma- and stressor-related disorders. Throughout this
study, the terms counselor, therapist, and clinician are used interchangeably. Traumatic reactions
are defined as the physical, emotional, and mental symptoms, reactions, and adaptations to
unanticipated or even expected shocking and distressing occurrence(s).
There are a number of definitions of countertransference, each with a distinct view of the
client and counselor relationship and its impacts treatment. Countertransference began as a very
narrow, specific understanding. Initially, Freud coined the term countertransference in 1910 with
what is now considered the “classical” definition of countertransference. He described
countertransference as the analyst’s [therapist’s] unconscious, neurotic, and defensive reactions
to the client, which must be overcome (Freud, 1964). Beginning in the 1950s,
countertransference was seen from a broader, more totalistic perspective, including all counselor
reactions to the client that were conscious or unconscious, as well as neurotic and reality-based.
The third wave, termed “moderate” by Rosenberger & Hayes (2002), describes
countertransference as the counselor’s reactions to the client as a result of the counselor’s
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unresolved conflicts. Despite the definitional differences, most of the current perspectives steer
away from the rigidity of Freud’s original conceptualization. For the purposes of this study, a
moderate definition of countertransference is used. Fauth (2006), who assembles other authors’
moderate definitions, concludes that countertransference is the “therapists’ idiosyncratic
reactions (broadly defined as sensory, affective, cognitive, and behavioral) to clients that are
based primarily in therapists’ own personal conflicts, biases, or difficulties (e.g. cognitive biases,
personal narratives, or maladaptive interpersonal patterns" (p. 2). Fauth (2006) goes further to
declare that “the reactions can be conscious or unconscious and triggered by transference, client
characteristics or other aspects of the therapeutic situation (e.g. termination), but not extratherapy
factors” (p. 17). Using a more current, integrative definition allows for the understanding that all
counselors experience reactions to unresolved conflicts that can be beneficial to the counseling
process if used effectively, making this research more broadly useful and accessible to
counseling professionals.
The effective use of countertransference has been recognized in the literature for decades.
Paula Heimann (1950), using the totalistic definition of countertransference, contended that the
clinician’s emotional response is a significant tool in understanding the client, specifically
providing insight into the unconscious construction of the client. Racker (1953) declared that the
lack of attention to countertransference leads to repeating the destructive interpersonal cycle of
the client. More recently, Safran & Muran (2000) asserted that countertransference should not be
avoided or managed but instead used in order to more effectively understand the client. Paying
attention to the client’s interpersonal pull and the counselor’s own awareness of his or her
response to that influence provides critical information to the clinician to be investigated directly
and for researchers to examine more broadly. Countertransference, (Safran & Muran, 2000)
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argue should be not only acknowledged but collaboratively explored with the client. Theories of
countertransference can help guide counselors on how to manage and use countertransference
reactions effectively. Though the definition and indications for use have developed over time,
research too has evolved, but with limited conclusions.
Countertransference Research
Recognizing the need for an organizing theory of countertransference Hayes (1995)
conducted a study to integrate the countertransference literature. The findings from this study
resulted in a structural theory of countertransference focusing on the fundamental components of
countertransference (i.e. origins, triggers, manifestation, effects, and management). Hayes et al.,
(1998) furthered this research by conducting a qualitative study to evaluate therapists’ postsession reflections on countertransference. This study revealed patterns in countertransference
origins, triggers, and manifestations, opening the door for more empirical research. While both
of these studies provide a useful framework of countertransference, there is yet to be a study
focused on countertransference experience through the lens of expert trauma counselors.
Literature on countertransference has provided a strong sense of its value in therapeutic
practice. However, what about its use in clinical outcomes? Twenty-two published articles and
five dissertations addressing this area, ranging from 1958 to 2010, were analyzed. The metaanalysis included both qualitative and quantitative research. Hayes, Gelso, & Hummel (2011)
came to three important conclusions. First, the more resolved the therapist's conflicts, the more
the counselor can use those countertransference reactions therapeutically. Second, a purely
intellectual approach to managing countertransference is ineffective; using theory to understand
countertransference reactions in addition to the counselor’s own awareness of those reactions
makes for more effective management of countertransference reactions. Third, managing
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countertransference is seen as an admirable quality among therapist peers. Countertransference
management is positively related to controlling manifestations of countertransference and
possibly beneficial to treatment outcomes. Due to the connection between effective use of
countertransference, positive treatment outcomes, and current research in countertransference
reactions to trauma survivors, this study focuses on the unique experiences and beneficial use of
countertransference with trauma survivors about which relatively little is known.
Countertransference Research in Trauma Treatment
Effective trauma treatment is both imperative and difficult to provide due to trauma's
prevalence and potentially complex etiology and presentation. Countertransference adds to this
complexity. Survivors of interpersonal trauma can reenact their traumatic experiences, bringing
that trauma into the therapeutic relationship and thereby compounding the difficult nature of
treatment (Kessler & Goff, 2006; Kluft, Bloom, & Kinzie, 2000). Indeed, trauma survivors are
complex partners (Dalenberg, 2004). The trauma survivor, “by virtue of other symptoms that
tend to occur along with trauma history, will present the clinician with more than the usual
number of opportunities to sort through difficult transference-countertransference interactions”
(Dalenberg, 2000, p. 12). It has also been suggested that countertransference reactions with
trauma survivors are distinct from other mental health issues due to separation between the
counselor’s conditioned thoughts and beliefs about trauma and their perceptions of the client
(Dalenberg, 2000).
Pre-existing trauma beliefs held by the counselor contribute to countertransference
reactions. Dalenberg (2000) theorizes that “With the exception of purely physiological or
biologically based reactions of one individual presence to another, all human interactions are
based on interactions that come before and the conflicts and rewards that are associated with
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these relationships”. (p. 10). Some countertransference reactions brought to therapy are a shared
cultural norm, while other reactions will be comparatively distinct to the counselor (Dalenberg,
2000).
Research on Countertransference in Trauma Treatment is Skewed
Despite theories that countertransference can be both problematic and useful, trauma
research and literature has focused primarily on the problematic aspects. Treating trauma
survivors can be undeniably painful. Hearing the stories and witnessing the emotion of those
who have experienced trauma may leave counselors feeling drained, angry, hopeless,
overwhelmed, or traumatized themselves. Listening empathically to clients sharing their
traumatic experiences opens clinicians to vulnerability. Exposure to the retelling or reexperiencing of an event the counselor is not prepared for, even with a general understanding of
the trauma that occurred, can leave the counselor susceptible to any number of reactions (Shubs,
2008). The literature is saturated with information on vicarious traumatization as a reaction to
working with trauma survivors (Cohen & Collens, 2013; Figley, 1995; Fischman, 1991; Hesse,
2002; Iliffe & Steed, 2000; McCann & Pearlman, 1990). Research on countertransference with
trauma survivors is in this way skewed, indicating problematic reactions but dismissing other,
more beneficial, therapist responses and the potential use of those reactions. Extreme adverse
countertransference reactions are neither the only nor the inevitable reactions that occur (Shubs,
2008). On the contrary, the span of reactions the therapist may have to witnessing another’s
psychological effects of trauma can be within the normal range (Shubs, 2008). Clinically and in
the literature, countertransference and compassion fatigue are often referred to as the same
experience; however, they are uniquely distinct from one another and should be treated as
different phenomena (Berzoff & Kita, 2010).
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Research on Counselor Expertise
In order to understand ‘ideal’ processes, it is essential to study experts’ experiences.
However, a shared operational definition of expert performance remains elusive (Tracey,
Wampold, Lichtenberg, & Goodyear, 2014). Expertise in counseling is sometimes identified as
cognitive complexity, emotional maturity, and relational aptitude (Skovholt, Rønnestad, &
Jennings, 1997). Whereas, Miller, Hubble, & Duncan (2007) identified expertise in counseling as
counselors' ability to know their effectiveness baseline, obtain formal feedback from clients, and
engage in deliberate practice (including self-motivation and a distinct level of investment in the
practice of therapy). For the sake of simplicity, however, this study relies on Shanteau’s (1992)
definition of expertise as improved performance over time.
Since the 1980s, researchers have highlighted the value in researching counselor factors.
Specifically, research suggests that successful client outcomes have more to do with the
counselor than with any specific treatment or technique (Crits-Christoph et al., 1991; Luborsky,
McLellan, Diguer, Woody, & Seligman, 1997; Luborsky, McLellan, Woody, O’Brien, &
Auerbach, 1985; Miller et al., 2007; Najavits, 1994). Understanding expert counselor
experiences and processes through qualitative research provides a closer look at the counselor
and thus a better predictor of client outcomes.
Research Purpose and Question
This study adds to the growing body of research exploring expert counselors' experiences
rather than specific treatment approach. The purpose of this grounded theory study is to
understand how expert counselors experience countertransference with trauma survivors.
Additional research efforts are needed to allow for a more comprehensive representation
(Rosenberger & Hayes, 2002). The overarching research question is: How do expert trauma
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counselors perceive, experience, and use countertransference? Although exploratory in nature,
this study has implications for clinicians, counselor educators, and clinical supervisors. The
results from this study may help counselor educators guide new counselors in preparation for
working with trauma survivors. Additionally, this study may also help current counselors use
countertransference more effectively. Qualitative methods are used to explore expert trauma
counselor experiences.
Method
Qualitative approaches value the uniqueness of individual experiences instead of
reducing participants to a statistical mean (Creswell, 2007). Through interviewing participants,
their distinct experiences are more fully explored and recognized. The quality of
countertransference involves psychological, cognitive, and emotional processes that are
challenging to measure. Qualitative research is used to understand complex and detailed subject
matter, to understand the meanings participants make of their experiences, and to further grasp
the context of the participants’ experience (Creswell, 2007; Morrow, 2007). Capturing processes
and encounters openly from participants allows for the development of unprompted and
reflective responses to countertransference experiences appropriate to qualitative research.
Using grounded theory methodology, the present study explored expert trauma therapists’
perception, experience, and use of countertransference. This inquiry produced a detailed
structure describing participants’ perspectives. The intent of this present study is to represent
these complex experiences and develop a detailed, holistic participant description.
Research Lens
Researcher transparency is part of rigorous qualitative research. In selecting a paradigm,
the researcher sets the context for the study, guiding decisions from the beginning to the
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conclusion of the research (Ponterotto, 2005). The Constructivist-Interpretivist paradigm
suggests that there are multiple constructed realities and truths. These depend on the mutually
constructed meanings between participant and researcher, the researcher’s expectations and lens,
and giving voice to participants through widespread quotations (Fassinger, 2005). The
multifaceted nature of exploring the cognitive and intuitive processes of counselors lends itself to
this paradigm. To better capture a detailed understanding of the dynamic experiences of expert
trauma counselors, this study uses open-ended questions and semi-structured interviewing. As
Ponterottto (2005) states, these co-constructed realities are accessed through reflection and
interaction between researcher and participants, as exhibited in this study. My conditioning and
practices as a researcher informed my interpretation of the participants’ meanings from the
findings (Creswell, 2007).
Researcher Disclosure Statement
I have a curiosity for understanding why people, including myself, behave and think in
certain ways. I became keenly interested in the impact and treatment of psychological trauma
after collaborating with a dear friend and mentor who sought to reveal the story of a murder,
which shocked the community, of a local woman who died due to domestic violence. That
journey years ago coupled with other events led me to enter the counseling field. Both personal
and professional conditions made me acutely aware of issues of power, privilege, and social
justice. I hold a state license and certification as an EMDR therapist.
Researcher bias, values, and the researcher’s experiences are elements to acknowledge in
qualitative research. It is nearly impossible for researchers to do their studies effectively and
disregard their worldview, conditioning, and bias’. On the contrary, personal experience and
beliefs can in fact be used to gain insight and stimulate thinking about the findings and concepts
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(Corbin & Strauss, 2014). My assumptions and experiences were highlighted and acknowledged
prior to data collection and throughout the process of analysis to reduce the unintentional but
inevitable impact on the research. The following summarizes my beliefs about and experiences
with countertransference when working with trauma survivors:
•

Countertransference reactions and responses with trauma survivors do not equate
to negative counselor experiences.

•

Countertransference goes beyond the counselor’s conscious and unconscious
feelings including too, the conscious and unconscious behaviors of the counselor.

•

Countertransference, the meaning we make of those responses and how we do or
do not act on them can be a hindrance or a benefit to the work; however,
countertransference by itself is neutral.

•

Compassion fatigue and vicarious traumatization are conceptually distinct from
countertransference reactions. The field of trauma work often conflates these
terms. While those experiences can stem from unresolved issues, they are unique
concepts from one another and should not be considered as similar experiences or
used synonymously.

•

Collusions and ruptures can stem from poorly acknowledged and used
countertransference-transference interactions.

•

Supervision and consultation can help counselors recognize and use
countertransference more effectively.

Trauma work is difficult and rewarding, for both counselor and client. During the study, I
was attentive to my experiences, worldview, and preconceptions as much as one consciously can.
I honored the time and effort it takes to become an expert trauma counselor and learn to use
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countertransference effectively. Subjectivity is further addressed under the heading of
trustworthiness.
Sampling and Participants
Purposeful sampling, specifically chain, opportunistic, and maximum variation sampling
methods were used to identify potential participants (Creswell, 2007). Purposeful sampling is a
deliberate strategy to choose participants who will understand the subject matter and research
problem. Using chain sampling, I asked participants to suggest other potential participants who
met criteria for the study. The flexibility of qualitative research allowed me to engage
opportunistic sampling. In the early stages of recruiting and beginning interviews, I followed
natural and spontaneous information. This lead to a specific site to recruit participants, which
proved convenient. Finally, I used maximum variation sampling to obtain a broad scope of
participants with the aim of having diverse data for theory development. Counselors with a
minimum of five years of clinical experience who were identified by peers as someone to whom
they would refer a loved one who needed trauma treatment were considered expert trauma
counselors for this study. Additionally, the study parameters asked that participants to hold a
current caseload of at least one client with a diagnosable trauma disorder. In order to capture
more genuine experiences, selected participants were interviewed throughout the course of their
existing work with trauma survivors (Kessler & Goff, 2006).
Initial identification of potential participants was achieved by way of peer networks.
Through Internet searching and querying personal acquaintances, peers were identified and
contacted for recommendations of whom they viewed as expert trauma counselors and whom
they might recommend to a loved one. Jennings and Skovholt (1999) supported the use of peer
recommendation in sampling to assess for therapeutic expertise among professional mental
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health fields. Similarly, years of experience as an expertise marker shows a lack of discernment
has among expert characteristics, with research revealing more compelling characteristics to
evaluate expertise such as working alliance and personal qualities of the therapist (Lubrosky,
McClellan, Woody, O’Brien, & Auerbach, 1985; Skovholt, Ronnestad, & Jennings, 1997).
During recruiting, efforts were made to attract participants from a variety of work settings,
ethnicities, theoretical orientations, and clinical mental health professions (e.g., psychology,
counseling, marriage and family therapy). These efforts were successful. Study participants also
represent areas from the western United States to the Midwest to the East Coast. Initial contacts
were provided with study materials, including the researchers’ contact information, to forward to
those identified experts. Prospective participants were then given the option to continue with the
study. If they wished to do so, they were instructed by the study materials to contact the
researcher and were given informed consent information and participated in a screening
interview. Participants were also provided a study summary, informed consent form, and any
additional information they requested. After confirming suitability and consent for the study, an
initial interview was scheduled. Table 1 shows some demographics of the participants.
Table 1
Participant demographics
Participant

Work setting

Years in

Gender

Ethnicity

Profession

M

Declined to

Professional

respond

counselor

field
P1

Non-profit/Not-for
profit
(community agency)

32
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Private practice

71
10

F

Latina

Professional
counselor

P3

Private practice

36

F

Caucasian

Psychologist

P4

Non-profit/Not-for

7

F

Caucasian

Professional

profit
P5

Non-profit/Not-for

counselor
15

F

Caucasian

profit
P6

Higher Education

Addictions
counselor

30

F

Caucasian

Professional
counselor

P7

Private practice

22

F

Caucasian

Psychologist

P8

Private practice

23

F

Caucasian

Marriage &
Family Therapist

P9

Private practice

17

F

Caucasian

Marriage &
Family Therapist

P10

Private practice

10

F

Caucasian

Social Work

Data Collection
I collected interview data from ten participants over two years to gather evidence of
expert trauma counselors' experience of countertransference. This study’s findings are grounded
in the data—which consist of the participant interviews, offering a rich and descriptive
narrative—especially the meanings represented in the data (Polkinghorne, 2005). Data collection
procedures were developed using guidelines set forth by Corbin & Strauss (2014), Polkinghorne
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(2005), and Whiting (2008). Initial interview questions were developed based on trauma
treatment and countertransference literature, research, and personal reflection. The initial
questions included: (1) How do you experience countertransference? (2) How does
countertransference affect your decision-making? (3) How do you use countertransference with
trauma survivors? Participants were encouraged to respond directly to the question while also
allowing for unguarded thoughts and reflections that spontaneously occurred during the course of
the interviews. Subsequent interview questions were based on analysis of initial interview
responses.
Questions in later rounds of interviews encouraged participants to develop concepts
referred to in previous interviews. Theoretical sampling was used in this study to respond to the
data collected rather than beforehand, ensuring flexibility and openness throughout the process
(Corbin & Strauss, 2014). This method supplemented concept development and their
interactions. Interviewing continued until no new information added to new or elaboration of
existing categories and data analysis; three rounds of interviews occurred. Due to technical
difficulties resulting in lost data, two interviews repeated questions from prior interviews.
Interviews were conducted in-person or over the telephone; interviews lasted between 25 and 60
minutes, averaging 40 minutes. Each interview was audio recorded and then transcribed
verbatim. After the final interview, participants were encouraged to write any additional
reflections about their countertransference experiences. Participants were instructed to submit
their responses using a secure web portal within two weeks of their last interview. No journal
responses were submitted.
Data Analysis
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The aim of this study was to produce a theory from careful and thorough analysis of the
data, which consisted of the participant interviews. To gather rich data, I engaged with each
participant as presently and fully as possible. Charmaz (2004) described the importance of this
engagement:
Entering the phenomenon means being fully present during the interview and deep inside
the content afterward. Not only does this focused attention validate your participant’s
humanity, it also helps you to take a close look at what you are gaining. Entering the
phenomenon means that you come to sense, feel, and fathom what having this experience
is like... (p. 981)
Entering the participants' experience and remaining intimately involved with the data, naturally
influences the analysis (Charmaz, 2004). Data analysis and collection processes occur
concurrently, allowing for potentially relevant information to be captured in their entirety and in
a timely manner (Strauss & Corbin, 1990). Data were examined using procedures defined by
Corbin & Strauss (2014), including open, axial, and selective coding.
Beginning with open coding, transcripts were scrutinized to unearth concepts. These
concepts were then conceived, coded, and organized into similar categories and increasingly
abstract groupings. Axial coding further organized information related to the concepts,
categories, and properties identified in the open coding stage of analysis. As advised by Strauss
& Corbin (1990), categories were further scrutinized and compared to subcategories to uncover
relevant relationships. This process continued until categorical saturation occurred, that is, when
the data ceases to reveal new categories, properties, or variations in participant experiences
information and (Corbin & Strauss, 2014; Fassigner, 2005). I considered these relationships
tentative until verified against succeeding interviews, hence the zigzag process between data
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collection and analysis (Creswell, 2007). To create a substantive theory, the later stage of
analysis, selective coding, involves determining a “core” category that integrates all other
categories (Strauss & Corbin, 1990). Continual efforts were made to connect related categories
for inclusion in the final diagram.
Trustworthiness
Measures to promote trustworthiness were adhered to using procedures introduced by
Lincoln & Guba (1985) and Morrow (2005) including: credibility, transferability, dependability,
and confirmability were the criteria used. Lincoln & Guba (1985) and Morrow (2005)
recommend these strategies to maintain integrity throughout the research study. Also, to the
reader, these techniques can reinforce the authenticity of the participants’ experiences.
Credibility refers to the strength in quality that the conclusions are as faithful, to the
extent possible, to the participants’ experience. Lincoln and Guba (1985) recommend prolonged
engagement, peer debriefing, triangulation, member checking, and maintaining a reflexive
journal as activities the researcher should undertake to enhance credibility. Prolonged
engagement consists of taking the time needed to check for researcher and participant biases,
building trust, and learning the “culture” of the participants (Lincoln & Guba). Towards this end,
I aimed to enhance credibility through semi-structured interviewing (i.e. more adaptive and
flexible) encouraging thoughtful and spontaneous reflection, became acquainted with their work
settings, and completed multiple rounds of interviews. Next, I employed peer debriefing. This
criterion means revealing the findings to a “disinterested peer” in order to be critically
challenged (Lincoln & Guba). I consulted with a range of individuals to review the study’s
findings to test my biases and interpretations (Lincoln & Guba, 1985). Triangulation, the practice
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of referring to and checking with multiple sources was also implemented (Lincoln & Guba).
Study findings were reviewed against published literature.
To the extent that individuals can determine the study’s usefulness in their own
environment speaks to transferability. This criterion addresses the faithfulness of the data in the
time and place during which they were captured (Lincoln & Guba, 1985). Despite qualitative
research not aiming for generalizability, a “thick description” of the information is provided in
the appendices and supplemental section, which encourages the reader to examine said data
through the lens of their own experiences. In addition to notes, memos, and interview data, to
provide sufficient contextual data, I gathered participants’ employment settings, educational
backgrounds, and other demographic information for contextual data.
Dependability means the degree of consistency that the study’s findings could be
repeated; while confirmability refers to the extent others can arrive at similar findings, giving a
nod to objectivity and bias. To address these areas, I conducted an audit to increase transparency
and show evidence of my research process. Study findings can be verified through this audit trail
including residual records that were accumulated throughout the duration of the study (Lincoln
and Guba, 1985). These retained records include raw data, data analysis documentation, and
notes disclosing methods, biases, reactions, and findings.
With respect to the research, I used a reflexive journal to document the process, my
reactions, assumptions, feelings, and thoughts, in part to show the changing nature of the process
inherent in qualitative research. Additionally, member checking was conducted to add the
credibility of the study. According to Lincoln and Guba (1985), this process is the most critical
of the procedures to establish credibility. Participants were sent, via email, a copy of the study’s
findings, including the theory, categories, properties, their dimensions, and a diagram illustrating
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the theory. Participants were invited to consider the findings and report whether the
interpretations matched their intended communication. Nine of ten participants responded to the
member check and substantiated the study’s findings, confirming that the resulting theory
represented their experience. Recommendations for Future Research addresses a suggestion
based on participant feedback. Additionally, a modification was made to a category upon receipt
of participant feedback. Appendix N shows a record of the participants’ verbatim comments
generated from this process.
Results
Using the grounded theory methods outlined by Corbin and Strauss (2014), this section
details the study’s findings used generate a unified theory of countertransference experiences of
expert trauma counselors, grounded in the participants' own words. Over a two-year period, I
interviewed ten participants using three sets of semi-structured interview questions. Due to
technical difficulties resulting in lost data, two interviews repeated questions from prior
interviews. In addition to participant interviews, an iterative process of checking data against
existing literature coupled with rigorous measures to ensure trustworthiness resulted in an
integrated theory, which includes four categories of distilled concepts: self as instrument,
experiential analysis, engaging in management strategies, and leveraging reactions.
Theory
When working with trauma survivors, these expert trauma counselors experience a
process of self-inquiry in response to their reactions as they encounter dysregulation in their
clients. Client distrust, psychological reactivity, and accounts of injustice, all of which are
characteristic of the trauma sequelae, can be triggering. Knowing oneself and the nature of
reactivity is key to discerning countertransference reactions that are both separate from and
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contingent on the client. Once these reactions are understood in context, the counselor can then
determine whether, when, and how to use countertransference.
Participants outlined accumulated personal and professional experiences, coupled with
their own objective and subjective experience of the reactivity that distinguishes
countertransference with trauma survivors. In the context of working with trauma survivors,
participants described experiencing their client’s reactivity and their countertransference
responses, which helps in part to differentiate between a traumatic reaction from the client, a
personality pattern, or both. The center of this experience was identified as experiential analysis,
which describes the combination of participants’ intellectual investigation and present-centered
clinical experiences. This core category interconnects with two additional categories of similar
grouped distilled concepts: self as instrument, engaging in management strategies, and
leveraging reactions. The categories emerged as dependently originated experiences interacting
with one another. The subsequent sections describe the theory’s categories, properties, and their
interactions with variations paired along supporting participant data. Self as instrument, while not
the central category, is described first as this contextual category helps understanding of the
central and interacting categories.
Self as Instrument
Self as instrument refers to the participants’ experience of being conscious of and
recognize their internal and external reactions that surface in response to the dynamic nature of
dysregulation inherent to PTSD and other trauma-related disorders. Participant 1 describes the
importance of knowing and relying on oneself: “So, the instinct, I think, has as much to do with
what might be proper for me, in terms of my responses to my client, as it is for me to want to be
grounded in my own self….” Properties of this category include trusting self and noting
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reactivity. The property of trusting self ranges from personal to professional experiences, and
describes participants’ experiences of steadily relying on their collected wisdom and trusting
themselves enough to recognize their countertransference responses. Participant 8 described the
connection between doing one’s own work and attentiveness to countertransference: “I'm pretty
aware of my countertransference. It does come up less and less and less and less frequently. I
think that's because of work, work, work, work, work on myself.”
Participant 7 explained trusting self on the more personal end of the continuum:
So, yeah, I think it's definitely, my personal experiences definitely shape my investment
and affinity for trauma work. It just feels natural to me. I mean, at this point it's just
infused in the way that I see me in the world.
Participant 1 explained trusting self by giving weight to more professional experiences:
Yeah, early in my career, I was just completely afraid of trauma because it was right
around the whole self-memory era. You know, where people were all suggesting things
that caused families turmoil. There were lawsuits and everything. I thought, ‘You know,
I'm just going to avoid the whole thing.’ What I did instead, I think, was I made it a point
to understand the structure of treatment and to take the admonishment of those days
seriously… I went to some workshop trainings with Judith Hermann. I mean, it's like
anything, I guess. You feel like you're not winging it. You have some kind of an idea as
to what the roadmap looks like. I started to feel more comfortable with doing the work
and more grounded.
Ranging from personal to professional, these experiences support participants’ reliance upon
self-knowledge, which enables them to use themselves as an effective clinical tool (i.e.,
instrument) to note, manage, analyze, and use their reactivity.
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Noting reactivity is the second property of self as instrument. This is participants’
experiences of the physical, instinctual, or cognitive noting of their own reactivity. This property
ranges from noting familiar to unfamiliar reactivity. Participant 7 described noting her
countertransference responses:
Usually, I feel a sense of agitation or reactivity to a client. I'll get bored, or I'll get
impatient, or I will get overly concerned. Just any sort of magnification. Something
somebody will do, I'll find myself getting annoyed with a client, which is not typical for
me. I could also end up getting overly warm, like I love this client. This is my favorite
client. That kind of thing. Attachment or aversion, one of the two.
Participant 8 explained noting reactivity that is more easily recognizable, when a reaction is less
familiar:
…countertransference, absolutely I feel it in my gut, and I feel it in my stomach more
than any other thing, and so when I have kind of a stomach reaction to somebody it's
more likely to do with me, and so usually those are gonna have to do where I just usually,
sometimes I will think about those in the moment and they will be so familiar, I'll know
them and I'll just label it and go, okay, let it go.
Participants 6 further describes noting reactivity that is less familiar:
P6: …And if I saw something that is kind of out of the norm or surprises me, I really note
that. Like, where did that come from? And so then afterwards I ask those questions. So
and consult. And I still don't always know, you know. Sometimes I just make the best
guess I can make, you know?
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Based on their cumulative professional development and experiences with trauma survivors,
participants examine their internal and external reactions, often in response to client
dysregulation or an elicitation of empathy with clients’ experiences.
Experiential Analysis
Experiential analysis was identified as the central category through which all other
categories interact. This category defines the primary component of the participants' experience
of self-inquiry, in which participants distinguish and interpret their own reactions to increase
understanding of both self and client. Participants’ responded to common characteristics of
trauma survivors, including, but not limited to, psychological and physiological reactivity,
distrust, repetition of traumatized behavior, and anger, which can trigger a range of counselor
responses. Participant 9 summarized this process:
What I call that is the distinction between different types of countertransference. It's not
meaning to me that's something of them. So there's countertransference that is
generalizable, where a client has a pattern of relationships and evokes a similar kind of
response in different people. And there's a kind of countertransference that is more what
specific associations I have, what specific history I have, what specific relationship, even,
I have to that client and how vested I am in him or her responding a particular way. And I
would add to that a kind of third type where it's specific to the therapeutic or to a course
relationship projection and project interaction that evokes an often retraumatizing kind of
relational interaction.
The participant presents her perception of countertransference as she sorts through a variety of
countertransference reactions determined by her own knowledge and history as it relates to the
client and their clinical relationship.
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Properties of this category include distinguishing reactivity and interpreting reactivity.
Distinguishing reactivity is participants’ experience of a process that addresses the questions of
whom a reaction is about and whether there is a pattern to that reaction. It includes both reactions
that are independent and those that are dependent on the client. This discernment is important to
participants more fully understanding their countertransference reactions which positions
themselves to interpret and eventually determine possible action. Participant 2 described the
process that connects noting reactivity to her analysis: “What I found was if you listen and you're
quiet inside, you can hear the burrs, you can hear the bristles. Then, you can say, 'Is this about
me or is this about her?'" Participant 7 explains distinguishing reactivity that is more independent
from the client:
And so I'm definitely having strong reactions to it. It's not because these people are
evoking that intentionally. There's not some sort of interpersonal dysfunction for them.
And it's not necessarily a countertransference, per se, of like they are reminding me of a
family of origin issue that I need to then acknowledge and work through separately. It's I
am freaked out at their situation, right?
Participant 5 described those reactions that are more dependent on the client:
I also tend to have to remind myself that for many of the women that we're serving, their
experiences are so much their norm that their reaction may throw me off because it's not
my norm, and I might have a much more intense reaction, but that's because they may be
desensitized to what they're experiencing.
The participants offered their experiences of differentiating countertransference reactions. There
appears to be a distinct deciphering of reactivity that aids the participant in the next step of
analysis, interpretation.
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Interpreting reactivity addresses the question, what does this reaction mean? It represents
participants’ experiences of focusing on the later stage of analysis and ranges from intuitive to
rational interpretative processes, with many participants relying on a combination of the two.
Participant 1 explained this property using more rational forms of analysis:
I always have to ask myself the question: is this what other people in my client's life feel
like? Does this have to do with social skills, or does that have to do with therapeutic
resistance? If there's something defensive happening, I want to be able to bring that into
session, in some way, shape, or form.
Participant 9 explained interpreting reactivity using more intuitive forms of analysis:
…what can seem like clinical intuition may be a reenactment with a powerful
transference, countertransference. But it will usually hold up upon reflection, an insight
that is based on a kind of knowing that's not about the left-brain linear thinking. And that
can come from life experience and clinical experience.
Participants rely on their cumulative experiences working with trauma survivors acquired
through a combination of their formal training, conditioning of attending to their own reactions,
those of their clients, and what is happening in the relationship. For example, when faced with a
client who may blame herself for her assault or who may minimize the incident, the counselor
may experience strong feelings of wanting something other than what is. Participant 6 stated, for
instance, that “How I experience it is, I really want her to acknowledge that it was an assault.”
This desire on the part of the counselor for her client to respond in a certain way is familiar to the
counselor, in that she understands from her past experiences with clients and her knowledge of
trauma that acknowledging the trauma is part of the process of healing. She recognizes this
eagerness to have the client acknowledge the trauma, and she understands that this is her own
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(the counselor’s) reaction, distinct, but in response to the client’s experience. The counselor also
understands that her response is based in her subjective experience but also objective knowledge
of trauma treatment.
Engaging in Management Strategies
Engaging in management strategies refers to the experience of purposefulness with
which participants engage in methods to manage their reactions, which helps them cope with any
unfamiliar or unsettling reactions. Once effectively understood in context, the chosen strategy
complements their reaction. Participants may experience a disquieting reaction to a client’s
anger. Anger is used here as an example, as it can be a common reaction from trauma survivors.
Certainly, participants do not necessarily engage in management strategies every time they
encounter an angry client; however, in some cases, a participant may choose to consult with a
colleague, either to express strong emotions or gain support. Participant 8 describes managing
her own reactivity in the face of client anger:
You get used to dealing with your own countertransference about people's anger. You
can't go in your office and hide underneath your desk. You can't do that. You might have
been able to do that as a little kid, but you can't run and hide in your room. You end up
having to stay present, and then you have to work through your own emotional reaction
to that kind of anger.
Her portrayal signals an initial process of managing her reactivity after noting her own response.
Properties of this category include consulting with peers, which is participants’
experience of seeking consultation with peers ranging from casual to more formal consultation.
In situations where a countertransference reaction is unfamiliar or feels disjointed with what is
occurring in session, participants described either consulting to gain insight into what is
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happening or perhaps seeking suggestions on how to proceed. Participant 7 describes consulting
with peers in the more formal setting of a consultation group:
I just set up my first consultation group here, and we were deciding how we were going
to set it up. And I found myself saying the primary reason that I seek consultation is to
check my own countertransference. That's something I really pay a lot of attention to.
Participants 5 and 6 described connecting with peers in way that is more casual. They explain
regularly engaging in external reflection that fits their respective personalities, processing styles,
and work environments:
P5: I know where she's coming from. I just need to check myself, and I'm allowed to feel
annoyed because I'm a human being too and I'm involved in this relationship, but that
doesn't mean I take it out on the client. I just need to sometimes talk it out loud to a
colleague.
P6: ... I'm an external processor, so I talk out loud. I talk out loud. But I talk when I'm
thinking, which drives people crazy sometimes. So, what I do is I find people who will
listen while I talk while I'm thinking and don't need much feedback. But I like it. So, I'm
usually... My reflection is primary when I'm worried about someone ...
Many forms of reflective practice were mentioned by all participants. Depending on the
circumstances or the personality of the participant, the participant may engage in more formal or
informal consultation and be drawn to more external or more internal reflective practices.
Engaging in reflective practice is the second property, describing participants’ experience
of using reflective practices, ranging from routine to spontaneous reflection and taking the form
of internal or external reflection. Participant 4 explains a routine internal practice: “After a client
leaves, I always take time in between. I'll sit there and think about what we talked about.”
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Participant 8 described a similar internal response, but focuses her reflections when experiencing
an intense reaction: “When I have a really strong response, I will check in with myself, and I will
say, 'Okay, what might that be related to, and have you worked through that?'" Participant 5
described a more spontaneous or unplanned reflective process, again centered on a specific
strong response to a client:
I make sure, when I have a rough day, that I have one colleague who is also a supervisor,
but she's somebody who I can vent to and then go into like how do I solve this, as
opposed to just continuing a venting process, which isn't productive.
Participants described an increase in reflective practices when experiencing a heightened
countertransference response. These practices can happen spontaneously or be a planned, routine
part of their work. Ultimately, participants then determine what to do with their reaction.
Leveraging Reactions
Leveraging reactions describes participants’ experiences of transitioning from analysis
and management into strategic practice. This category illustrates the “how” in using
countertransference. There is great variety in how participants choose to leverage their
countertransference and what influences those decisions. Participant 9 explains her thinking
around determining the clinical usefulness of her countertransference: “I might choose there to
talk about it with the client, because it's helpful for them to know what their pattern is and the
particular kind of relationship.” Participants’ processing of their reactions and professional
experience, as well as the client’s level of self-awareness, relational patterns, and ability to selfregulate, help to determine whether, how, and when to use countertransference with trauma
survivors. This category includes the properties determining use and perceiving impact.
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Determining use represents the participants’ experience of the decision-making
considerations and influences taken into account to determine whether and how
countertransference will be used. These considerations result in countertransference being more
or less likely to be brought directly into the session. Participants suggested that the stronger the
countertransference reaction is, the more likely it is to be brought up in the room. Participant 8
explained holistic considerations in determining how to use her countertransference reactions:
If I'm going to do something in that moment, if I'm going to put it on the table, it depends
on how long I've been seeing this person and if I understand how they might accept my
feedback because of my own reaction.
Participant 1 described determining use when experiencing a strong reaction to trauma survivors:
I know for people who get very angry in session, I am reactive to that and kind of
regularly reactant to that. I've said to people that the message that they're delivering is
being obscured by the energy to which they're delivering it and that I really need them to
find a way to ground themselves and then give me the message in a calmer way.
Participant 4 described determining use when feeling a strong reaction:
I think, for me, it's probably because I'm ... I don't want to say I'm not. I'm really good
with confrontation, but it's harder for me to work when the energy is really intense. I've
totally reflected on this before. Sometimes I might do it more for myself. I bring them
down, so I can communicate better.
Determining use also includes not disclosing or bringing the countertransference into the session.
Participant 2 described a more neutral response and decision not to bring the reaction in the
room:
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Well, if it doesn't add to the therapeutic thing, then no. You don't. I say, what is this? I do
say it to myself. This is very similar to something I've done or I've experienced. What is
the value of me saying, ‘Oh, yeah, I've done that too’? I say, does it matter? No. I usually
don't.
These participants describe a range of decision making processes to determine how and if
countertransference reactions are used in session.
The second property, perceiving impact, refers to the participants’ experience of their
post-intervention evaluation or reflection. This property describes the perceived effects of
countertransference on the working alliance and/client’s symptomatology. Did it deepen the
relationship? Does the counselor understand the client more? How do they know? What was the
impact? Was the impact felt immediately or over the long term? How did this affect the client’s
presentation or symptoms? This property ranges from deepening to distancing the therapeutic
alliance. If the participants perceived some benefit to the client, it was understood that the
working alliance deepened, even if not immediately felt. Participant 6 describes how her
countertransference with trauma survivors could have a negative or distancing effect on the
therapeutic alliance: “How I deal with it, how it feels is, I feel anxious, and I find myself, if I'm
not careful, I can actually put pressure on clients.” Participant 3 explained an initial distancing
with the client that later developed into therapeutic change for the client:
I guess I'd been working with him for two years by then. In that context, maybe it doesn't
sound as bad, but I think at that particular session, a slice of that, the upside is the
vulnerability and the rawness that I was feeling and that came through, with some version
of maybe the right kind of kick in the ass that he needed.
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Participant 2 described using her countertransference reaction to better understand the client’s
perspective:
As she's saying that, I could feel what she's saying, because I had a similar experience. I
could feel what she is saying. Does that mean that I change how I respond to her? No.
Does it mean that I direct her in a different way? No. It means that I can listen to her
deeper. That's really what it means. That's how I use that information. Does that help
understand it better?
Due to the participants' professional and personal experiences, they are especially familiar with
the nuances of their countertransference reactions. They understand that trauma survivors are
more vulnerable to interpersonal challenges such as mistrust, poor boundaries, mood instability,
etc. These reactions contribute to the intricacies of experiencing and using countertransference
with this population.
Category Interaction
The core category, experiential analysis, represents the central component of the selfinquiry process of experiencing countertransference, described by participants. This process is
informed by the contextual category of self as instrument, which serves as a framework to the
process. This element recognizing that countertransference reactions are conditioned
experiences, occurring within the self (self as instrument). For example, participants shared that
prior experiences inform their ability to discern the level of familiarity of their reaction (trusting
self and noting reactivity). Once their reactions are recognized participants may engage in
management strategies, more so if their countertransference seems less familiar. However, if
more familiar and understood, participants may bypass consultation with peers or engaging in
reflective practices and go directly to analyzing their experience (experiential analysis). The data

EXPLORING SELF

89

showed that participants may reflect or connect with a peer before or after analyzing their
experience based on their noting of their reactivity and prior conditioning (trusting self).
Participants described shifting to experiential analysis. This is the crux of the self-inquiry
process. Through exploring their reactions, participants described distinguishing and interpreting
reactivity, using intuitive and rational processes. The data revealed participants contemplating
and determining the nature of their reactions. Prior experience (trusting self) and tuning into their
own reactions (noting reactivity) enables participants to determine if their countertransference is
generalized (e.g. irritable due to a situational private issue with the client) or of an interpersonal
nature (e.g. specific to the client-counselor relationship and possibly a habitual pattern the client
is playing out) (distinguishing reactivity).
Once the experience has been examined (experiential analysis), participants may return
to or initiate reflective or consultation strategies to help determine how to proceed (engaging in
management strategies). Participants gathered all of this knowledge to inform whether or how to
use that reaction in a clinically beneficial way (determining use) and then contemplate the
effectiveness of that decision (perceiving impact). Each component through this progression of
self-inquiry informs the decision-making process leading up to, and including the eventual use
and evaluation of countertransference (leveraging reactions). Participants described a range of
ways to use countertransference, including not bringing it into the session if no clinical benefit
has been determined (determining use). Regardless if the countertransference is brought up
directly with the client, data showed the evaluation of that use (or no use) is evaluated though the
lens of the therapeutic alliance (perceiving impact). Did this widen or tighten the working
alliance? Did this benefit client or clinical relationship in any way? Participants 1 and 5 highlight
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their overarching experience of countertransference with trauma survivors, centering on
experiential analysis.
P1: When I have a reaction to my client, a strong reaction of one sort or another, I have to
wonder, assuming I'm mindful enough to recognize as a moment. Even if I'm not, in
between sessions it occurs to me that this is what's going on for me, I would want to fold
that into my work in one way, shape, or form.
P5: So I actually used that in our session. I used how I was actually feeling because at
that point, I thought it would be beneficial for her to understand that because we have a
very long-term relationship at this point from her two different treatment go-rounds, so
she could understand that people that care about her, her using that language damages the
relationship, which I thought could be good for her in working on relationships and
trauma. For some clients who I wouldn't have the rapport with, I wouldn't necessarily call
it out right away, but I think that when I'm doing it for the right reasons.
Participants experience a self-inquiry process that supports a more thorough understanding of
countertransference enabling them to more effectively use their experience. This process might
seem linear or prolonged but these experiences can happen in quick succession, appear to occur
simultaneously or toggle between components based on the experience.
Discussion
Using the grounded theory methods outlined by Corbin and Strauss (2014), this study
developed an account of expert trauma counselors’ countertransference experiences with trauma
survivors. A dense narrative of participants’ experiences was developed from three rounds of
interviews to provide as much detail as possible, which may enable readers to better trust the
credibility of participants’ accounts (Creswell & Miller, 2000). Participant descriptions
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emphasized a unique process of self-inquiry in response to their countertransference as they
encountered emotional dysregulation in trauma survivors. Four categories emerged through
outlining this process. The distinctive process participants described is further explored in this
discussion, balanced with existing literature. The central category that emerged in the study,
experiential analysis, highlights the primary component of the participants' self-inquiry process:
distinguishing and interpreting their own reactions to better serve the client. Experiential
analysis refers to the deepening understanding and analysis of the participant’s reactions.
Considering the central research question—how do expert trauma counselors experience
countertransference?—four distinct key findings discovered in this study are worth describing in
further detail.
First, study results supported the clinical benefits of the thoughtful and deliberate use of
countertransference (Berman, 1949; Gelso & Carter, 1985; Hayes, Nelson, & Fauth, 2015;
Safran & Muran, 2000). While use of countertransference varied, all participants identified the
value of tuning into their own experience and the power such a process can have to benefit the
client. The findings of this study support the use of countertransference as an effective
therapeutic tool. Specifically, participants described grappling with their responses in
experiential analysis through distinguishing and interpreting their reactivity. Ultimately,
participants turn to leveraging their reactions by determining the use of countertransference and
evaluating the perceived impact of their decision.
Second, reliance upon personal and professional influences plays a significant role in
counselor expertise (Jennings, Goh, Skovholt, Hanson, & Banerjee-Stevens, 2003; Jennings &
Skovholt, 1999; Skovholt et al., 1997). Study results revealed similar findings in trusting self, to
the current literature on experts' reliance upon accumulated experiences. While the assessment of
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expertise and its connection to clinical outcomes are still being researched, a study by Hill et al.
(2017) supports the premise that prior experiences are called upon and used by expert
counselors. This is detailed in the range of personal to professional experiences in trusting self.
Nonetheless, it is important to keep in mind that expertise and experiences are not substitutes for
one another (Hill, Spiegel, Hoffman, Kivlighan, & Gelso, 2017).
Third, findings are consistent with previous research suggesting that the more awareness
clinicians have of their countertransference, the better position they are in to manage their
reactions (Hayes, Gelso, Van Wagoner, & Diemer, 1991). Additionally, anger or mood
instability (which can be frequent reactions for trauma survivors) can result in strong
countertransference reactions or “triggers” (Hayes et al., 1998). The findings from this study
confirm that trauma survivors can evoke strong countertransference reactions. The property
noting reactivity outlines the range of familiar to unfamiliar reactions participants experience and
eventually engaging in management strategies to better understand their responses if needed.
Fourth, this study supports the use of reflective practice as described in the property
engaging in reflective practice. Previous research has shown the importance of reflection for
practitioners (Cutts, 2012; Fisher, Chew, & Leow, 2015; Granello, 2010; Wainwright, Shepard,
Harman, & Stephens, 2010). Reflective practice was not a linear or one-time occurrence but was
instead woven throughout the process of self-inquiry and, once noted by participants, the use of
countertransference reactions. Reflection, whether routine or spontaneous, was revealed to help
participants better understand their own reactions and those of their clients, as well as how to
proceed with the information gathered.
Finally, the relationship remains critical in clinical work, and this study supports what has
been known in the field for decades: that the clinical relationship is the defining factor in
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successful therapeutic outcomes (Dalenberg, 2004; Gelso & Carter, 1985; Greenson, 1965). The
final category in the self-inquiry process, leveraging reactions includes the property perceiving
impact. This property defines the participants considerations of the effectiveness of how or if the
countertransference was used by way of evaluating the distancing or deepening of the clinical
alliance. The findings of this study strongly support the importance of the clinical relationship
and affirm previous research that identifies the importance of bringing countertransference into
the room for improved outcomes (Hayes et al., 2015).
These key findings offer a clear illustration of how participants perceive, experience, and
use countertransference with trauma survivors. Although awareness and thoughtful use of
countertransference reactions by participants identified as experts should come to no surprise to
readers, the experience of countertransference reactions outside of vicarious trauma reactions for
trauma counselors is one not often considered, limiting a practice that may be effective with
trauma survivors.
Limitations
The circumstances, participants, and researcher contribute to shaping the study results. It
is important to note that due to the uniqueness of the time and space in which the study occurred,
replication was not the aim. However, with multiple measures to promote trustworthiness,
researchers seeking to use this work for their own study may find similar results. Ironically, the
primary limitations to the study are also the primary source of the study: the participants
themselves. As is intrinsic to interviews, some participants may not have been able to recall or
may not have been willing to share certain information about their experiences; relying on
reflective recall may have resulted in restricted data to develop the theory. Threats to credibility
are inherent to qualitative research. Similarly, participants' responses to the member check may
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have been in good faith, but participants may have wanted to be “good” participants and not be
too disagreeable. In addition, participants may have struggled with the theoretical terminology
used or the abstract synthesis. Indeed, one participant commented, “… I have to work at
readjusting to academic language…”
Some interviews were done in person, while others were done over the phone. These
different means of communication may have altered participant and interviewer responses alike.
Most participants self-identified as female, while one participant self-identified as male, making
females disproportionally represented. Additionally, most but not all participants identified as
Caucasian. However, a wide range of counselor settings were included, including private
practice, higher education, and residential and outpatient treatment, as well as
community/agency-based mental health care. This variety of settings lent itself to a diverse range
of treatment modalities and client cases. Additionally, a range of time in the field lent itself to
diverse responses.
Finally, the sample size, ten, is small. To compensate for this limitation, there was
considerable effort to provide rich descriptions of the participants' experiences. This occurred by
way of prompting participants currently treating survivors to recall their own recent processes,
conducting three sets of interview questions, and interviewing in person when possible.
Implications
The study resulted in a unified theory of participants’ countertransference experiences
with trauma survivors. Implications may affect counselors, clinical supervisors, and counselor
educators. This study offers insight into front-line expert clinicians' experiences, constructing a
depiction of the how and what in countertransference with trauma survivors. Practitioners in the
field may find support for the importance of exploring their own countertransference reactions
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when working with trauma survivors. Is there a pattern to their countertransference reactions?
What do they typically do when experiencing a reaction? Additionally, echoing the wealth of
countertransference definitions in the field, the study also revealed a range of participants' own
definitions of countertransference. Since countertransference is a critical element to counseling
work, it seems important for practicing counselors to be able to articulate their own
understanding of countertransference in order to then recognize and use it. Finally, practicing
clinicians may also find support for incorporating reflective practice into their own
understanding of countertransference.
Clinical supervisors may be interested in using these results to encourage their
supervisees to tune in to their own reactivity with trauma survivors. Clinical supervisors may
also guide and encourage their supervisees in reflective practice as part of their clinical routine.
Additionally, clinical supervisors may be encouraged to ask their supervisees to determine the
dependent or independent nature of their countertransference reactions.
Finally, counselor educators may be able to use this research to help future clinicians
examine or even develop their own countertransference management strategies and options for
working with these reactions with trauma survivors. Based on this study’s findings, counselor
educators may also help identify the training and assessment needs of students. Most
importantly, counselor educators should emphasize the natural occurrences of
countertransference reactions and be cautious not to couch countertransference reactions in terms
of “negative” responses to their clients. The experience of countertransference is an ongoing
process of self-inquiry interwoven throughout the course of treatment, and an exclusively
negative characterization of that experience neglects its potential therapeutic benefits.
Recommendations for Future Research
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Results from this study suggest opportunities for continued research. Future research may
replicate this study, focusing instead on beginning practitioners’ experience of
countertransference with trauma survivors. Future research might focus on the clients’
experience of noting when their counselor discloses countertransference reactions. Participant
responses suggested possible research to explore the origin and interpretation of
countertransference among expert counselors. Participant feedback also noted the lack of
inclusion of “theoretical orientation and ongoing exposure to the body of scientific/clinical
research…” in the study’s findings. Indeed, this was not included and future research could take
into account participants theoretical lens and how it influences countertransference experiences.
Given that there are a number of countertransference definitions in the field and participants in
this study showed a wide range of perceptions, future research might explore expert clinicians'
understanding of countertransference, the source of that characterization, and any changes to it
over the course of clinicians' careers. Additional research detailing the types of clinical
occurrences (e.g. anger, abreactions, suicidality, praise) with trauma survivors that trigger
countertransference reactions could also yield a more comprehensive understanding on
countertransference.
Conclusion
This study highlights the dynamic, detailed, difficult, and rewarding work of treating
trauma survivors. The staying power and dedication of participants’ work with a difficult client
population does not go unrecognized. The findings are consistent with prior research pointing to
the importance of not only paying attention to but using countertransference in the therapy room.
The results from this study reveal the distinct processes of self-inquiry and use when counselors
experience countertransference with trauma survivors.
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CHAPTER 4: General Conclusions
This dissertation consists of two thematically linked manuscripts that use a grounded
theory methodology (Corbin & Strauss, 2014) to illustrate the experiences of expert trauma
counselors. The first manuscript (Chapter 2) asks, "What are the clinical decision-making
experiences and processes of expert trauma counselors?" Building on these accounts, the
manuscript develops a comprehensive theory of clinical decision-making processes in the
treatment of trauma survivors. The second manuscript (Chapter 3) builds upon these participants’
experiences to illuminate countertransference experiences in the treatment of trauma survivors.
Its central research question is, "How do expert trauma counselors perceive, experience, and use
countertransference?" This qualitative research allows for more robust and careful examination
of participants’ experiences.
Mental health professionals were identified and contacted via Internet search and through
personal associates for recommendations as to whom they know who may qualify for the study
and whom they would refer a loved one to for trauma counseling. Ten identified expert
counselors responded to three rounds of semi-structured interview questions. In order to garner
participant feedback about the results of the data analysis and thereby enhance the
trustworthiness of the study, participants also completed an additional member check via email.
Manuscript 1 (Chapter 2) Conclusions
Manuscript 1 explores clinical decision-making experiences of expert trauma counselors.
The interview responses reveal that the participants experience a distinct heightened awareness
consisting of three assessment processes centered on evaluating reactivity, the central category.
The theory describes that the participants' experience and use of this unique heightened
awareness treating trauma survivors. The final results show the importance of trust, evaluation,
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and reactivity management in participants’ clinical decision-making processes. This study may
assist practitioners, educators, and supervisors in more acutely examining and adjusting their
own level of awareness, that of their supervisees or students, and its influence on their work.
Manuscript 2 (Chapter 3) Conclusions
Manuscript 2 explores countertransference experiences of expert trauma counselors. The
final theory reveals a self-inquiry process consisting of four distinct actions centered on
experiential analysis, the central category. The interview responses detail this process and related
reactions as these expert counselors treat trauma survivors. The theory reveals the important role
that present experience, discernment, management, and evaluation of reactivity play in the
participants’ encountering countertransference. The final results may help practitioners,
educators, and supervisors to more acutely examine their own reactions, those of their
supervisees or students, and how those reactions can be leveraged in their work.
Thematic Connections
The study’s findings revealed an inextricable link between clinical decision-making and
countertransference. Specifically, the role of reactivity connects the two chapters to their core.
This makes sense, given that trauma symptomology includes psychological and physiological
dysregulation. It is well established in trauma literature that one role the clinician can play,
especially prior to trauma-focused work, is helping survivors learn distress tolerance and
emotional regulation skills (Briere, 2002). Both chapters highlighted the role reactivity plays in
experiencing, making decisions, and self-reflection. Simultaneously, both theories illustrate the
central role reactivity plays in the participants’ experience of clinical decision-making and
countertransference. Indeed, experiencing reactivity is the common thread that ties these
manuscripts together. Countertransference is based upon the recognition of one’s own reactivity
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in response to one’s client. Until this reactivity is acknowledged and examined, determining its
usefulness is nearly impossible.
Findings from both studies show a reliance on and confidence in the self, in both clinical
decision-making and countertransference experiences. Both studies highlight the importance of
self-awareness. In particular, this introspection is useful in examining one’s own responses to
help guide clinical decision-making, as well as fully examining reactivity in countertransference
reactions.
The strong influence of self also played a complementary role in each study’s findings, in
that both chapters also reveal the significant influence that personal and professional experiences
have on participants' work. This parallels existing literature which shows that reliance upon
personal and professional influences plays a significant role in counselor expertise (Jennings,
Goh, Skovholt, Hanson, & Banerjee-Stevens, 2003; Jennings & Skovholt, 1999; Skovholt,
Rønnestad, & Jennings, 1997). The participants in this study voiced the importance of calling
upon previous experiences (directly or indirectly) to better understand their own reactions and
those of their clients.
Both studies emphasized one final note of significance, albeit in distinct ways: the use of
intuitive and rational processes is a part of both clinical decision-making and countertransference
experiences. However, in clinical decision-making processes, trusting self was shown to call for
a reliance on intuition and reason, which provided context for the remaining categories. In
countertransference experiences, calling upon intuitive and rational processes is a central part of
the participants’ experience and interpretation of one’s own reaction. Indeed, participants
described actively and deliberately using rational and intuitive processes to interpret their
reactivity.
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While the studies reveal key connections, differences are also present. The clinical
decision-making processes and experiences demonstrated in Chapter 2 focused on evaluation and
management, which are more externally driven practices, primarily guided by the client’s
presentation and determined needs. The heightened awareness described by the participants
developed out of intuitive and rational knowledge of trauma and its treatment, gained through
personal and professional experiences. On the other hand, Chapter 3 findings reveal actions
focused on internal experiences that are less visible but still contextualized by personal and
professional experiences. Countertransference experiences also elicited a component of further
self-investigation through reflective practice or consulting with others. In contrast to clinical
decision-making practices, encountering countertransference appears to produce an emphasis on
managing reactions. This may be due to the participants' more advanced toolbox for clinical
decision-making process while encountering new or unfamiliar countertransference reactions.
Additional emerging concepts outside of the grounded theories can be found in Appendix Q.
General Implications
This study led to several implications for current and future mental health professionals
across a variety of roles. While participants were identified as expert practitioners, implications
can still be extended to novice practitioners or those not considered experts in the field of trauma
work, as well as counselor educators and supervisors.
Practitioners
This research increases the understanding of the complexity of the work expert trauma
counselors engage in with their clients. Practitioners may ask themselves about their own
reactivity in the context of trauma treatment. Does it mimic the client’s hypervigilance? Is there
fear or acceptance of the dysregulation often presented by trauma survivors? Additionally, given
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that trauma survivors and treatment itself can often go in unexpected, non-linear directions, it is
important for counselors to learn to balance long-term treatment decisions with the immediacy of
counseling interventions and flex in the moment. Counselors should consider each individual
client’s reactivity and their needs for safety and stabilization. Trauma survivors and their
symptomatology are multilayered, necessitating a thorough decision-making process by
clinicians viewing those decisions through the lens of client reactivity.
Counselor Educators and Supervisors
This research likewise, enriches the understanding of the complexity of the work trauma
counselors do. Clinical supervisors may be interested in using these findings to normalize or
reassure their supervisees’ experiences of heightened awareness and sense of cautious
equanimity treating trauma survivors. This support may extend to supervisors stressing the
importance of maintaining the moment-to-moment clinical flexibility necessary in serving
trauma survivors. Additionally, clinical supervisors are advised to ask specific questions to their
supervisees’ before, during, and after meeting with trauma survivors in order to identify any
parallel process and/or immediacy of the experience of which the supervisee may be unaware.
Counselor educators and supervisors need also to pay close attention to client stability, safety,
and stabilization methods. Counselor educators could use this research in helping future
clinicians examine or even develop their own decision-making strategies and better articulate
their practices with clients. Finally, counselor educators are advised to emphasize the importance
of reactivity in working with trauma survivors. The role of reactivity is not just to monitor for
safety; likewise, reactivity is not solely an end-goal but rather a long-term process woven
throughout the course of treatment.
Recommendations for Future Research
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Findings of this dissertation offer significant opportunities for continued research. While
the broad components of this dissertation (expert counselors, countertransference, trauma
treatment, clinical decision-making) are research areas that can be expanded upon in a number of
ways, the outcomes of this study indicate precise themes for future study.
Participant responses suggest possible research exploring the origin and interpretation of
countertransference among expert counselors. Given that there are a number of
countertransference definitions in the field and that participants in this study showed a wide
range of perceptions, future research might explore expert clinicians' understanding of
countertransference, the source of that characterization, and whether it changed over the course
of their careers. Additional research detailing the types of clinical occurrences (e.g., anger,
abreactions, suicidality, praise) that trigger countertransference reactions when treating trauma
survivors could allow clinicians to pay closer attention to their own reactions and learn alternate
ways to use their countertransference reactions.
Future research may aim to tighten the definition of clinical intuition, since the field still
offers varied understandings and applications (Witteman, Spaanjaars, & Aarts, 2012).
Additionally, research detailing the moment-to-moment clinical decision-making and clinical
flexibility necessary with trauma survivors could also facilitate a more comprehensive
understanding of clinical decision-making with trauma survivors. Participant responses in the
present study suggested the value of research exploring counselors’ understanding of trauma
itself and its impact on their work. The findings of this study could also be compared to decisionmaking practices of experts treating different populations.
Future research could replicate these studies in different populations, for example,
focusing on beginning practitioners’ experience of clinical decision-making or
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countertransference in the context of treating trauma survivors may enrich counselor educators’
and supervisors’ approach in working with novice counselors. Furthermore, future research
might focus on the clients’ experience of noting when their counselor discloses
countertransference reactions or when they observe a reaction from their counselor that remains
unspoken. Clients’ experiences of direction, pacing, collaborative nature, and/or overall
treatment decisions could also be further explored in detail. Research examining the clients’
experiences is one that should not be ignored. By studying clients’ experiences, professionals
may learn perspectives that may not be revealed by their own clients, but may be more readily
uncovered through an interview with a researcher who holds a more neutral position than the
client’s own counselor. Inquiries about what has been helpful or unhelpful in their treatment
work with their mental health practitioner is valuable, regardless of a novice or expert role.
Research into clients’ experiences is valuable. Given the powerlessness trauma victims can often
feel, it is important to allow clients the opportunity to be heard and acknowledged. The voices
and experiences of the survivors are not to be forgotten.
Conclusions
This dissertation addressed important aspects of treating trauma survivors. Both
manuscripts contribute to the literature on expert trauma counselors and the complexities of their
work. Participants’ experience of clinical decision-making resulted in a focus on reactivity,
detailing a distinct heightened awareness experienced by the counselor in response to the often
intensified psychological and physiological reactivity that are hallmarks of trauma-disordered
clients. Participants’ countertransference experiences resulted in a process of self-inquiry leading
to decisions about whether, when, and how to use countertransference as a clinical strategy. In
both studies, participants’ accumulated personal and professional experiences led to confidence
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in themselves and the work, ultimately allowing for steady navigation of both the clients’ and the
participants’ own reactivity.
Both manuscripts contribute to the professional literature for those practicing, training,
and supervising mental health practitioners treating trauma survivors. This dissertation offers
guidance to, and aid the work of, current and future professionals who treat trauma survivors,
ultimately positioning counselors to more fully and proactively respond to their clients' needs.

“Trauma is an indivisible part of the human existence. It takes many forms but spares no one”
(Epstein, 2013).
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Appendix B
Recruitment Materials
Dear Counseling Professionals,
My name is Rebekah Lancelin and I am a Ph.D. Candidate at Oregon State University
conducting a research study, “Experiences of Clinical Decision-Making and Countertransference
of Expert Trauma Counselors” to meet requirements for the completion of my dissertation. The
purpose of this qualitative study is to examine the clinical decision-making and
countertransference processes and practices of expert trauma counselors. Evidence suggests
using countertransference can aid in increased therapeutic alliance and improved treatment
outcomes. I am asking for your support in identifying participants who may qualify (see below
for eligibility) and whom you would refer a loved one to for trauma counseling. Participation
in this research project is strictly voluntary. If you believe you know any counselors who may
qualify, please forward the study announcement to them and have them contact me directly via
email at directly via email lancelir@oregonstate.edu or by calling me at: (541) 737-6431. Please
do not use your professional or personal influence to pressure any persons to participate in this
research.
The Principal Investigator is Deborah Rubel, PhD. This study has been approved by the Human
Subjects Board of Oregon State University and is study #7249. Participants will be asked
questions regarding their clinical decision-making and countertransference experiences.
Participants will take part in approximately three, 45-minute interviews at a convenient location
or via telephone over the period of six to eight months and be invited to document their clinical
experiences in a voluntary reflection journal outside of structured interview time. The total time
commitment should not exceed five hours over a period of eight months.
Participants eligible for this study:
• Must be over the age of 18
• Must have a minimum of five years clinical counseling experience working directly with clients with
diagnosable trauma-and stressor-related disorders.
• Must have a current caseload of at least one client with a diagnosable trauma-and-stressor related
disorder
• Must have an interest and willingness in exploring their experiences in clinical decision-making and
countertransference with trauma survivors

As stated previously, participation is this study strictly voluntary and if you know someone that
may be interested, please share this request for participants and/or have them contact me directly
via email lancelir@oregonstate.edu or by calling me at: 541-737-6431.
Thank you for your consideration,
Rebekah Lancelin
Oregon State University PhD Candidate
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Recruitment email to participants
Dear (counselor name),
My name is Rebekah Lancelin. I am a doctoral candidate in Counselor Education and
Supervision at Oregon State University. I am conducting a study “Experiences of Clinical
Decision-Making and Countertransference of Expert Trauma Counselors.” You may be eligible
to participate in this study, if you choose. Participating in this research study is strictly voluntary
and, if you qualify, it is up to you to decide if you would like to participate. If you believe that
you qualify and desire to be a part of this study, please contact me, the student researcher,
directly.
Briefly, to be eligible for this study you:
• Must be over the age of 18.
• Have a minimum of five years of clinical counseling experience.
• Must have a current caseload of a minimum of one client with a diagnosable trauma-and stressorrelated disorder
• Must have an interest in and ability to explore your experiences with clinical decision-making and
countertransference.

As stated previously, participation is strictly voluntary. If you are interested, you may contact the
student researcher, Rebekah Lancelin, directly via email at lancelir@oregonstate.edu or by
calling me at my direct phone number: (541)737-6431. Please include phone contact information
so that I might contact you to set up an initial screening interview. During the initial screening
interview, you will also have the opportunity to ask questions about the research. You may also
contact the principle investigator, Deborah Rubel, Ph.D. at deborah.rubel@oregonstate.edu or by
direct phone at (541)737-5973.
Thank you,
Rebekah Lancelin
Oregon State University PhD Candidate
Script: Initial Contact with Potential Participants
Dear Potential Participants:
This initial screening will begin by reviewing the eligibility criteria. In order to be eligible you:
• Must be over the age of 18
• Must have a minimum of five years clinical counseling experience
• Must have a current caseload of at least one client with a trauma-and-stressor related disorder
• Must have an interest exploring your experiences in clinical decision-making and countertransference
with trauma survivors
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After reading the criteria for participation, are you still interested in being considered for this
study?
If no, thank you for your time and I will destroy what information I have, (i.e. name and contact
information).
If yes, I will review the Verbal Consent Guide with you now. Thank you for consenting to
participate in this study, I will now review the criteria again, to establish your eligibility:
• Are you over the age of 18?
• Do you have a minimum of five years clinical counseling experience?
• Do you have at least one client on your current caseload who has a diagnosable trauma-and stressor
related disorder?
• Do you have an interest in and ability to explore your experiences of clinical decision-making and
countertransference?

If you answered yes to the above questions, we would like your assistance.
Under the supervision of Deborah Rubel, Ph.D., I (Rebekah Lancelin) am recruiting expert
trauma counselors. This study, “Experiences of Clinical Decision-Making and
Countertransference of Expert Trauma Counselors”
For this study, you will be asked to participate in three rounds of interviews. Each interview will
be approximately 45 minutes and will take place on dates and times convenient to you. You will
also be invited to document your experiences in journal should you choose to do so. In addition,
you will be asked to participate in a “member check” to reviews the researcher’s interpretations
to evaluate if they are congruent with your experiences. The total expected time commitment if
you agree to participate in this study would be approximately five hours.
• What questions can I answer for you?
• So that I am sure that you understand what the study involves, would you please tell me what you think
I am asking you to do?
• In your own words, can you tell me what the biggest risk might be if you enroll in this study?

Please do not hesitate to contact either one of us should you have any questions.
Rebekah Lancelin, Student Researcher
Email: lancelir@onid.oregonstate.edu
Telephone: (541)-737-6431
Deborah J. Rubel, Ph.D., Principal Investigator
Email: deborah.rubel@oregonstate.edu
Telephone: (541)-737-5973
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Appendix C
Verbal Consent Guide
Purpose.
The purpose for this study is to increase the understanding of the experiences of expert trauma
counselors’ clinical decision-making and countertransference. This research aims to address this
lack of holistic understanding by developing a theory and creating an understanding of the
experiences of currently practicing expert trauma counselors. Studying experts may help add
recommendations and insight into effective trauma treatment. This study is being conducted by a
student for the completion of a dissertation and will include interviews with up to twenty
participants.
Activities.
Participating in this study will involve completing a demographic questionnaire and three rounds
of interviews that will take approximately 45 minutes each. In the interviews, you will be asked
questions about your professional and academic experiences, primarily about your experiences
working directly with trauma survivors. The interviews will take place by in person, via phone,
or a HIPPA-compliant web platform on a date and time that is convenient for you. You will also
be invited to document your clinical experiences and insights in a journal format should you
choose to do so. A final “member check” will be conducted by email after all three interviews
are complete, data has been analyzed, and a theory has emerged. This will be an opportunity to
provide feedback about whether your particular views, feelings and experiences are represented
in the theory and congruent with the researcher’s interpretations. You will have seven days to
provide this feedback. If no feedback is provided the data will be used as recorded. Your total
time commitment to the study will be no more than five hours over a period of six to nine
months. All interviewing sessions will be audio recorded. The interviews will be transcribed and
checked for accuracy and the original recordings will be destroyed at the conclusion of the writeup of the research report. You are advised to not enroll in this study if you do not want to be
recorded. A copy of the interview transcripts, with all identifying information removed will be
emailed to you after the last interview has been transcribed. This will be an opportunity for you
to make comments, corrections, or remove any information you feel may identify you. You will
have seven days to let the researcher know by email, any comments you have or changes you
would like made. All information gathered in this study will be confidentially stored at Oregon
State University for at least three years.
Confidentiality.
The information you provide during this research study will be kept confidential to the extent
permitted by law. Research records will be stored securely and only researchers will have access
to the records. Federal regulatory agencies and the Oregon State University Institutional Review
Board (a committee that reviews and approves research studies) may inspect and copy records
pertaining to this research. Some of these records could contain information that personally
identifies you. If the results of this project are published your identity will not be made public
Risks.
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The interviews will cause no physical or economic risk to you. The interviews are confidential
and the information gained in the interviews will be reported in a way that minimizes risk of you
being identified. However, there is always a small chance that something accidental could risk
the limits of confidentiality. The security and confidentiality of information collected from you
online cannot be guaranteed. Confidentiality will be kept to the extent permitted by the
technology being used. Information collected online can be intercepted, corrupted, lost,
destroyed, arrive late or incomplete, or contain viruses. The greatest possible risk may be mild
psychological discomfort. This study requires a level of self-awareness and reflection. Feeling
extremely emotional is very unlikely. The interview questions will be general and focus on your
professional work. Because of this, you are not likely to feel extreme distress.
Benefits.
There are no known direct benefits to you in participating in this study. Your participation will
help to contribute to the counseling profession and trauma research. You will be contributing to
the body of knowledge about clinical-decision-making and countertransference in the area of
trauma counseling.
Voluntariness.
Participation in this study is up to you. Your decision to take part or not take part in this study
will not affect your employment or benefits, or your relationship with the researchers. If you
decide to participate, you are free to stop at any time without penalty. You will not be treated
differently if you decide to stop being a part of the study. If you choose to withdraw from this
project before it ends, the researcher may keep information collected about you. This information
may be included in study reports.
Contact information.
If you have any questions about this project, please contact the student researcher,
Rebekah Lancelin, at:
Ph: (541)737-6431
Email: lancelir@oregonstate.edu
You may also choose to contact the principal investigator, Deborah J. Rubel, Ph.D., at:
Ph: (541)737-5973
Email: deborah.rubel@oregonstate.edu
If you have questions about your rights or welfare as a participant in this study, please contact
the Oregon State University Institutional Review Board (IRB) Office, at (541) 737-8008 or by
email at IRB@oregonstate.edu
Sponsor.
There is no sponsor for this study.
Office of the Institutional Review Board
Oregon State University
A312 Kerr Administration Bldg.
Corvallis, OR 97331-2140
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Ph. (541) 737-8008
Fax (541)737-3093
IRB@oregonstate.edu
http://oregonstate.edu/irb
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Appendix D
Demographic Questionnaire
What is your gender? ___________
What is your ethnicity? ___________
Which of the following professions best describes your academic background?
a) Professional Counselor
b) Psychologist
c) Addictions counselor
d) Marriage and Family Therapist
e) Other _____________
Which of the following most accurately describes your PRIMARY professional activity?
a) Counseling/therapy and/or other clinical activities
b) Case Management
c) Supervisory/Administrative
d) Teaching and/or Research activities
e) Other ____________
Which of the following most accurately describes your clinical work setting?
a) Higher education
b) For-profit Agency
b) Non-/Not-for-Profit Agency
c) Hospital/Medical facility
d) Private Practice
e) Other _____________
Do you consider your clinical work to be PRIMARILY with traumatized clients?
a) Yes
b) No
How many hours per week are spent working directly with clients who have been
traumatized? _____________
How many years have you been doing clinical work including internship and practicum
experiences? _____________
Have you had any specialized training in working with traumatized populations?
a) Yes
b) No
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Please describe scope/areas of trauma training/practice? (e.g. Somatic Trauma Therapy,
EMDR Therapy, Seeking Safety, Mindfulness-based, Trauma-Focused CBT, etc.)
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Appendix E
Round One Interview Questions

1.

Describe your process when making clinical decisions with trauma survivors.

2. How are your clinical decision-making processes with trauma survivors different from clients
with different treatment issues?

3.

How do you experience countertransference?

4. How does countertransference affect your decision-making?

5. How do you use countertransference with trauma survivors?
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Appendix F
Round Two Interview Questions
1. How have your personal and professional experiences influenced your approach with
trauma survivors?

2. How do you determine when to let a client lead the session and when you take the lead?
What factors lead to those decisions?

3. Reflect on an experience in which your clinical decision-making proved unbeneficial. How
did you respond and adjust your approach?

3. How do you determine if your personal issues have been triggered by the client or if it a
more of a client driven narrative playing out in session? What influences your decision to
disclose your countertransference reactions?

4. What is your understanding of clinical intuition? How does your intuition guide your
professional judgement?
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Appendix G
Round Three Interview Questions
1. Talk about the uniqueness of your experience of trauma counseling versus treating other clinical
concerns.

2. Thus far, the data has emphasized that having a heightened presence or closely tracking a client in
session seems to be highly valued, while simultaneously, expert trauma counselors experience a
great deal of internal dialogue in session, be it questioning or anticipating a client response or
even one’s own response. Share your experience of balancing staying present with a client with
anticipating their response or even your own?

3. The data so far contains some evidence of experienced therapists having conditioned beliefs or
assumptions working with trauma clients. These thoughts appear to vary from ‘trained’ or
purposeful beliefs to reactions resulting from mainstream socialization. What are some of the
conditioned thoughts and beliefs you have about trauma [separate from your perceptions about
clients]?

4.

Many counselors shared that reflection is a routine part of their practice. Reflection seems to take
many forms from solitary contemplation to group consultation, occurring in the moment with a
client to anytime between sessions, spontaneously to anticipatory. Talk about your reflection
process. What prompts you to reflect? Describe any impact of your reflection process.
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Appendix H
Round One Key Memos
Beginning: November 5, 2016
Concept: Negotiating the agenda
Concept: Wanting something other (than what is)
There are many interesting phrases and portions of phrases used here. She was so easy to speak
with, she alluded to that in her interview – that, that is what her clients respond to. Some words
that caught my attention – assume, safety, “normalizing and education.” Phrases, “Willing to try
anything,” “always had the sense.” Where are the points at which something shifts and go into
that? What informs her decision making? Letting them lead, using their language. What if their
using language of avoidance, when would you shift that language if at all.
“Countertransference – I want to fix it for them and see justice done.” “Wanting to fight” seems
particularly interesting. On what level does she want to fight, fight for what? “I do reflection
outside of work by myself. “Holding her feelings for her” what does hold mean, look like, feel
like? I want to follow up on this. “Nature of the beast” what beast? If she doesn’t deal with her
CT than she tries to overcompensate. “I wanted to protect them. “CT with the system? How does
this affect your work? The concept of assuming seems prevalent. How do I pull this together?
There is the CT portion and the clinical decision-making. I need to keep these two distinct and
separate. Two concepts for each part.
Concept: Assessing ego strength, time machine, putting it on the table
Concept: Countertransference as reactivity (positive, negative, neutral)
If client does not have some basic emotional regulation/self-soothing skills this participant would
be reluctant to move ahead. Seems to also be a holistic view of clients – do they have support
outside of sessions, can they self-soothe. Seems to be a different approach between adult single
incident trauma vs. chronic, complex PTSD diagnosis. Assessing level of emotional regulation,
psychosis, resources, level of safety & stabilization first. Then it moves to assessing readiness, as
displayed by the client. Have a direct structured conversation with the client. If the client doesn’t
know what specifically to look on he’ll look at triggers. He used a phrase, “therapy distancing
bx’s” when I asked about avoidance. I am impressed with this participant’s use of here-and-now
techniques. How to decide if someone is unskilled in self-soothing?
When experiencing CT (a strong reaction), this participant asks “self” questions. Seems like
between session reflecting has some similarities between interviews. Has a very well-defined
understanding of CT. Relief and calm is also interpreted as CT as fear. Greatest insights come up
when writing notes.
Concept: Treating client as a whole
Concept: Countertransference as an empathetic tool
Starts with assessment and then moves on to stability, safety, emotional regulation skills and then
look at what is getting in their way then letting the client lead – asking the client for what
direction they would like to go. Here we have another holistic look at the client – brings in
sensory pieces, making healthy choices (water, good nutrition). Uses sensory items (touch, taste)
to bring the client back if she feels them drifting. Uses these items to bring the client back to the
present.
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Countertransference is natural. Uses it to better understand the client. Personally “sits with” the
feeling that surfaces within. Participant notices the feeling, remembers whatever memory
surfaced, then “moves on.” Does not share personally what occurred within, other than
generically, “Oh I remember that feeling,” or “yeah that does hurt.” Seems to use CT as a
reflection with the client and as tool for empathy
Concept: Mapping the trail/Weaving in experience
Concept: Combing intellect & energy
Has a very structured five-part process. 1) Trauma education 2) Emotional regulation 3)
Constructive-self-disclosure 4) Create a trauma narrative 5) Create a better belief system.
Teaches client a lot, gets rid of that “just world” belief that some people may have. Also labels
trauma, normalizes, uses self-disclosure, as part of the process – weaving all of this into the
treatment.
Very direct, gets triggered (CT) when clients express entitlement or victimhood or high drama or
suicidal. Mostly understands CT as negative. Pulls no punches with clients. Very straightforward. Participant doesn’t hide annoyance or seems to care about approval. Does use selfdisclosure – suicide example.
Concept: Letting the client lead
Concept: Connecting my own experience
Safety is number 1. Reduce stimuli – quiet office, calming location. Give clients choice – let
them take the lead, giving clients as much control as possible. Letting them lead the
conversation.
Can feel CT coming, experiences it as wanting to rescue or “it’ll be OK” or thinking about it
“too much” when leaving the office. Can feel CT internally. What is she feeling? Where? Will
consult after feeling something either with a colleague or with supervisor. May self-disclose to
help client normalize feelings. May want to jump in more, experiences it as anticipation.
Concept: Client’s own awareness as guide
Concept: Body awareness as instrument
I’m surprised after reading this transcript how much there is. When I was interviewing her,
seemed like one of the least forthcoming of the interviewees. Now looking back, there are some
very thoughtful responses. “Processing patterns” is an interesting phrase. Client’s verbal and
non-verbal responses informs clinical decision-making.
CT reactions: Feel it, “take a step back,” assess where I’m at. Sometimes I need to talk to a peer.
This is similar to other participant’s CT experience. “This isn’t about me” also a commonality
among interviews. “Using my relationship is a really good therapeutic tool when I’m doing it for
the right reason. This makes me think, “what are the wrong reasons?” A lot more intentional.
Education is also a big theme. Practical approach, less into the weeds with clients – a lot about
coping skills.
Concept: The push-pull dance
Concept: Desire for change
It appears there is a dance of pushing and pulling in session. This seems to be driven by a desire
for change and a desire to stay the same or retain what is familiar. Is this played out consciously?
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Early

Reaction

Action

High degree of empathy

Understanding type of
trauma/context/current level of
functioning
Build hope through use of trauma
education

Middle

Gut reaction of where to go
based on client
presentation and level of
desire to do trauma
recovery work

Eye contact
Build trust
Create structure to build sense of safety
Emotional regulation
Be more direct/balance of letting client
guide

End

Dependent on work
accomplished – could be
frustration or joy or a
combination

Refer if more work is needed
Continuity of symptom
management/reduction

Unconsciously? Both client and counselor are engaged. Maybe this comes down to change,
which is a critical in the field of counseling.
Round 1 CDM Initial identified categories
Assessing client readiness
Treading carefully
Unpacking nature of trauma
Counseling as teaching
Establishing safety & stabilization
Determining power balance
Changing client narrative
Building therapeutic alliance
Determining course of treatment
Professional considerations
Using trauma-informed principles/lens
Environmental considerations
Using here and now
Recognizing avoidance
Creating structure
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May 2017
CDM
These are my notes on the initial categories I gleaned from the first round of interviews. Some of
these categories will be changed to dimensions and properties.
1. Assessing client readiness

There are so many factors to consider in this. This happens as early as intake or phone
consultation throughout the course of treatment. This is a large category and may fit well with
determining course of treatment. However, the properties and dimensions seem quite lengthy, so
this category may be split again.
2. Treading carefully/Paying attention to pacing

The counselor is reading signals of the client, both physically and emotionally. The counselor is
tracking and will adjust the approach accordingly. This should go under assessing.
3. Unpacking nature of trauma

This speaks to assessing and will be combined with the assessing category. I can already see this
category getting quite large.
4. Counseling as teaching

I think this speaks to teaching. There seems to be a category of “technique” that is missing. I
think some of these can be combined as they speak to a specific or broad technique a counselor
may take with a client.
5. Establishing safety & stabilization

This seems important point of trauma treatment. This may not rise to the level of a category. This
seems to be a unique feature/point of focus with this population.
6. Determining power balance

I’m not sure “power” is the right word to use here. This referred to leading and not “power.” I
feel like it is too strong of a word. Could someone be leading without having power? Does
someone have power if they are not leading? I don’t think this is as black and white as it is
stated. I think there is more of a gray area. I will consider alternatives to the word “power.” It’s
too rigid, too black and white for the participants were talking about.
7. Changing client narrative

While not mentioned in frequency, it seems to be perhaps said in other ways – or at least alluded
to. Maybe this falls under technique and doesn’t rise to the level of a category. Worth noting
though.
8. Building therapeutic alliance

I believe building a therapeutic alliance is also part of establishing safety and stabilization and
creating structure. This category may be combined with safety and stabilization.
9. Determining course of treatment

This seems to be a critical category that should stand on its own.
10. Professional considerations

This category seems to nest well with “trauma-informed lens.” This category speaks to the
profession.
11. Using trauma-informed principles/lens
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This category seems to dovetail with “professional considerations.” I believe using a traumainformed lens is fairly apparent with trauma counselors. This term may be new within the last
decade but is now quite commonplace even for counselors who aren’t considered trauma experts.
12. Approaching client holistically

The properties under this category seems too broad and will be spread to other categories that are
more fitting. This category will be eliminated entirely. Much of what is under this category fits
under assessing.
13. Environmental considerations

This category can be combined with “treading carefully.” It seems that this is an area in which
the counselor is paying close and careful attention to stimuli so as to not trigger client reactivity
and build a safe space.
14. Using here and now

This category is also a teaching/technique approach, belonging in some type of technique
category. I will adjust this category to use the term immediacy. Immediacy may become a
property.
15. Recognizing avoidance

This seems like an important component, but will be combined in some sort of new category
around techniques.
16. Creating structure

This category seems to fit well with establishing safety. Part of safety is creating structure.
Open code

Properties

Distilled participant
examples

Assessing
client
readiness

Assessing willingness to talk
Assessing client reactivity
Determining client readiness
Meeting the client at their level of readiness
Assessing client awareness
Using stage in addiction to help inform trauma
readiness

Building
therapeutic
alliance

Making a therapeutic connection
Meeting someone for the first time
Reassuring client
Finding a common language
Having a good rapport
Raising client hope

Determining
course of
treatment

Using trauma-informed principles/lens
Choosing interventions
Changing client narrative
Using immediacy

P1
Looking at triggers
Assume everyone’s
experienced a trauma
P8
Social support
Avoidant strategies
P6
Willing to talk
Experiencing active symptoms
P1
have a direct, structured
conversation
something to put on the table,
work at the relationship
P4
Constructive self-disclosure
Generous person with my
clients
P1
Higher level of care
Avoidant
Processing can be jarring
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Recognizing avoidance
Using intuition
Asking questions
Being flexible
Quietly reflecting
Listening or questioning internally
Matching clinical approach to client
circumstances
Letting the client lead
Determining
Leading more at the beginning
power balance Leading more depending on type of client

Professional
Committing to the profession
considerations Participating in professional development
Engaging in supervision
Understanding the changing nature of the
profession
Being comfortable in role as counselor
Professional recognition of the impacts of
traumas
Unpacking
Assessing level/type/time of trauma
nature of
Identifying chronology of trauma
trauma
Differentiating between single-incident vs.
complex PTSD
Assessing symptomatology
Understanding client’s trauma response
Counseling as
teaching

Deciding how to include trauma education
Using language as education
Teaching clients to understand their own
emotional needs
Educating about trauma
Using a common language
Introducing concept of institutional trauma
Teaching long-term effects of high-anxiety
Teaching client actions in case of emergency
Teaching client their internal and external
resources available to them
Teaching client you don't have to relive that
experience to move past it

P8
Coping skills
Psychoeducation

P2
Decision is really the client's
P6
Use their language
P1
I let people lead
P4
I just take their lead first
Put as much control in their
hands
P4
It’s my job to let them know
the research
Trauma-informed approach
P6
Do any trainings I could and
read
P2
Look at the symptoms
Look at the assessment
P6
Identify if it’s a recent trauma
P1
More social skills training
Doing some education around
that ability to understand their
own needs, but also to
understand their resources, and
how to act on them
P4
Teach distraction
Teach breathing
P6
Trauma education
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Establishing
safety &
stabilization

Strengthening internal & external resources
Providing resources
Creating safety with client
Teaching emotional regulation skills
Regulating client anxiety
Establishing safety
Being sensitive to safety needs
Using safety as a touchstone
Talking indirectly about trauma at first
Reading client’s body language
Treating trauma is an iterative process
Slowing them down
Testing the waters of client reactivity

Changing
client
narrative

Turning client narrative on its head
Changing client’s worldview
Rewiring damaging belief systems
Weaving in client’s positive
experiences/beliefs
Increasing client’s belief that they can thrive
Adding to client narrative
Processing patterns
Shattering belief systems
Normalizing experience
Shifting client beliefs about therapy process
Creating a common narrative

Countertransference
Coutnertransference early notes after R1
1. Sensing something
a) Physical sensation
b) Intuitive sense
c) Experiencing emotions

2. Wanting something other than what is
3. Consulting/Reaching out
4. Reflecting
a) Between sessions
b) After session
c) Work in session

5. Techniques - the do
a) Using immediacy
b) Assessing for avoidance

6. Observing oneself/Monitoring self

P1
tread a little bit lighter
established that there is a
safety structure in our sessions
help my client find balance
to find a space and productive
way of talking about it
P2
Safety planning
Sense of calm and control
P4
Making sure their safe
P8
Stable enough so tx can begin
Make the determination that
we need to slow down a little
bit
P3:
Shattering belief systems
Create a trauma narrative
P8
have them provide me with the
narrative instead of having the
narrative supplied
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7. Making client observations/Assessing
8. Using Self disclosure
9. Finding balance/weighing options/maintaining balance/finding the fulcrum
10. Respecting the profession
11. Using Countertransference
12. Relationship considerations
1. Tuning into sensation (Category)
a) Physical sensation
b) Intuitive sense
c) Experiencing emotions

2. Wanting something other than what is (Category)
3. Consulting/Reaching out (Category)
4. Reflecting (Category)
a) Between sessions
b) After session
c) Work in session

5. Determining/Clarifying nature or quality of CT (Category)
Seems to be a distinction between determining the nature or flavor or authenticity of CT versus
what to do with it. This could be an overarching category of tuning into sensation.
6. Using CT /Choosing method or approach
a)
b)
c)
d)

Making client observations/Assessing (Category)
Using immediacy
Assessing for avoidance
Using Self disclosure

7. Monitoring the mind/observing the mind (Category)
Confusing relief with results
Monitoring the mind seems to fit under the category of reflecting in session or outside if
applicable/relevant
8. Finding balance (Category)
There seems to be something here. I get an image of a fulcrum teeter-totter, weight balance
something. I will keep this as a potential category, but it might not be enough so far to stand ion
its own.
9. Professional considerations (Category)
Many providers gave a nod to the mental health profession.
10. Respecting the profession (Category)
The foundation of the therapy is a good therapeutic relationship. This seems foundation in the
therapists’ use of
How is it experienced?
What do I do with it?
CT and determining
if it is CT and what
Anxiety
Analyze it between sessions
to do with it when it
Anger
Use it for self-disclosure
surfaces. I think
Sense of urgency
Use it to enhance empathy
this category will
Relief
Share it directly
most likely be
Resistance
Commiserate with colleagues
folded into
Annoyance
Shares it indirectly with clients
determining
Personal memory
use/approach or if it
Fear
is CT. This
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category could easily fit in either and doesn’t warrant enough to stand on its own. Seems to be
more of a property or dimension.
Open code

Properties

Distilled participant
examples

Determining nature of CT

Varying perceptions on what
CT is
Believing countertransference
points to inequality
Physical sensation
Intuitive sense
Experiencing emotion

P1
When I have a reaction to
my client
Join the client in denial
P9
Intellectually and also in my
gut
Get a reaction
Anticipate a reaction
It’s reactivity
P4
I have a super strong
reaction
P6
I get really anxious
P6
Wanting to fight
Take on client’s battle

Tuning into sensation

Wanting something other
than what is

Consulting
Reflecting on the work

Finding Balance

Wanting to rescue
Wanting to fix
Wanting something from the
client
Wanting to take on client’s
battle
Wanting to protect
With supervisor
With colleagues
Reflecting between sessions
Grasping it outside of the
session
Having insight when writing
case notes
Monitoring the mind
Reacting in parallel to client
Confusing relief with results
Doing the dialectic
Finding the balance
Honoring opposites
Finding balance versus
identifying with the pendulum
swing

P6
I do try to talk about it
I confess everything
P9
I’m not interested in
approval
P1
Between sessions it occurs
to me
P1
Confusing relief with
results
Doing the dialectic
Honor polar opposites
Find yourself in the balance
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Open codes

Axial code

Selective code

Determining nature of
CT

Understanding reactivity

Being self-aware
Having self-awareness
Engaging in meta cognition

Tuning into sensation

Noticing self

Reflecting on the work

Deliberate purposeful intentional

Consulting?

Checking self

Using CT/Choosing
method or approach
Themes to possible revisit
Urge for justice
No-nonsense/triggered by whining or playing the victim
Press for more
Did I press too much?
Frustration
How is it used?
Lots of mention of triggers
I’m envisioning a continuum
Getting a lot of what I need more how
Possible Thematic Overlap
Holistic approach
I obtained more information on what than how
Blend of intuition and reasoning
Dance of when to push when not to push
Need to ask more questions about sense of when counselor lead vs. when client leads
There is always “I start with…”, or overall theme to begin with
R1 Summarizing
There are many themes surfacing. Awareness, holistic approach, immediacy, gut feelings, body
sensations, taking the lead in a session – issues of authority?, and self-disclosure. These stand out
at this point. Two significant emerging themes are that of treading carefully and heightened
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awareness. There is a sense of approaching clients with kid gloves, walking on egg shells? No,
it’s not that– these participants are professionals and they expressed confidence. Some more
directly than others, but it was there throughout all the interviews. They don’t need to dance
around clients – but they are careful and wary with trauma survivors. Is it this that makes this
population so different from others? Is this what sets them apart? Is it possible to be wary and
confident at the same time? It may help to ask about their experiences of decision-making when
things went awry. When it was the ‘wrong’ decision? How do these experts adjust or bounce
back from a perceived misstep?
I am surprised at the amount of overlap of experiences between participants. It is an interesting
process to try and tease apart clinical decision-making and countertransference experiences.
There is quite a bit of interconnection between the two processes and practices. It seems there is
use of both intuition and rational thought. This could be a whole area of study in and of itself.
Sort of a blend between art and science? This is consistent with my view of the profession of
counseling. I think I need to ask about their background – what are the origins or influences of
their approach with trauma survivors? Initial responses indicate an awareness, a tuning in or
tuning with the client. There was mention multiple times about the use of immediacy. Already
there appears to be a varied understanding of countertransference – how is it defined? Not sure
how this impacts responses. Should I have provided a definition? Why did I get such varied
responses to countertransference?
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Appendix I
Round One Key Diagrams

“Lay out road map”
“Desensitize and process”
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Label trauma

Raise hope

Trauma
education

Normalize

Forgiveness

Regulate Anxiety

Constructive Self
disclosure

Create trauma
narrative

Client’s own level of awareness of trauma and willingness to do the work
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Listening and
empathy increases
with client in session

Countertrasference
as natural process

Client triggers
something in
counselor

Indirect self
disclosure ("Ouch
that hurts.")

Begins to empathize
with client

Counselor
memory/feeling
surfaces

Counselor reflects
silently to self
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Sadness
Annoyance
Tightness in body
Elation

Connect with colleagues
Sit with it for a period of
time

Inernal reflection
Outside of session

Bring it up with
client directly
Reflect empathy
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Appendix J
Round Two Key Memos
March 2017
I feel nervous talking to her. I wonder if that’s how her client’s feel when talking with her. I feel
like I did not know how to draw her out. She answers very quickly. She made many connections
between gut instinct, facial expressions, and body language. She seems self-aware and spoke to
that. She mentioned vicarious trauma, it must be a tough working environment. I imagine you
have to have very strong, firm boundaries while at the same time know when to self-disclose and
share your own emotional experiences. Self-awareness feels like it may be an emerging category
I didn’t “get” in the first round of interviews. How do I draw people out? I know how I would
approach that with clients. But with participants, I feel like I have a lack of authority. Curious.
May 2017
I am mesmerized by her brain. She mentioned the election and Trump. It was in context, but I
wonder what this will be like with this transcript living on as a document, what that will look like
in 20 years. Interesting. She also shared a lot about her personal life – to an extent, more so than
other participants. I think this is her personality. What makes her so good? Well, she provides,
details and examples, so on the technical side it helps my data. But she truly seems to be an
expert – I think its confidence that adds to it as well. Confidence. Years of experience, her
commitment to the work to her client to her profession. All admirable. And talking to her I’m left
feeling energized, not drained.
1.
2.

3.

4.

Assessing client readiness – what is ready and what is not? How do they know?
a. Observing
b. Assessing
Treading carefully/Paying attention to pacing - is there a not treading carefully? Is this
something they do all the time
a. Process focused
b. Connected to assessing client readiness? Pacing?
Unpacking nature of trauma –
a. Kind of contextual
b. Exploratory
c. Pre-dates assessing readiness.
Counseling as teaching
a. Psychoeducation as a part of treatment
b. Located temporarily later than assessment and nature and might be a consequence of the
latter.
c. Conceptually distinct from assessing, treading carefully, and unpacking trauma.

5.
Establishing safety & stabilization
6.
Determining power balance
7.
Changing client narrative
8.
Building therapeutic alliance
9.
Determining course of treatment
10. Professional considerations
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11.
12.
13.
14.
15.
16.

Using trauma-informed principles/lens
Approaching client holistically
Environmental considerations
Using here and now
Recognizing avoidance
Creating structure

Themes/concepts constructed from round 2
August 2017
CDM
Have an idea of the roadmap
Started to feel more comfortable with doing the work and more grounded
I wonder: Is a core concept of trauma counselors different by way of counselors having a
structure/roadmap (i.e. not winging it). Another core concept would be that trauma counselors
are “more grounded” (than counselors who don’t deal with trauma) more grounded mentally,
physically. These concepts could be one in the same.
Curiosity about the physiology of trauma
[Brain Training] allowed me to approach this technically
Giving clients plausible way of knowing themselves better
Try to establish the direction of our work
CT
Asking self many questions. Maybe the client’s feedback is correct. What might she be noticing?
Other
Clinical intuition in contrast to structure
Manualized work vs. intuition – blending of both
Needing to be grounded and patient for clients who are not, until they can become so
Learned to adjust after a negative client outcome occurred
CDM
Doing a lot of reading & training
It’s easier to empathize or understand that perspective because you've seen it.
Put pieces together to see patterns
Asking self questions – how does that function for them?
Starting to put different things together, where they make sense, because none of these things
that we learn in these little packages, in these little CEU things work. You have to put them
together. You have to integrate it, and then mesh it within the client.
Slow them down & redirect
I wonder: Is a core concept calibrating the window of tolerance
CT
If you listen and you're quiet inside Then, you can say, "Is this about me or is this about her?"
I use a different eye (to take myself out of the picture)
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Other
Strategy of where we need to go
I’m introspective, I constantly ask myself questions, I’m also wondering
I’m paying attention [to my internal reaction]
Intuition is about listening and being open
being observant, patient, and waiting
CDM
Training is confidence building
Creativity
Teaching my clients
Have capacity to build hope, confidence, and to stay put for/with my clients
Mutual construction of session
Meditating on clients before session for the day
I wonder: Is a core concept balancing research with intuition or research and gut – seems to be a
theme of balance
CT
Sometimes I have a super strong reaction – learned to pay attention
Seeing patterns
Became crystal clear to me yesterday in meditation
Physically different sensation for me
Other
Its science & art
If we can’t be scientist practioners we should be solid practitioners
Requirement for mutual engagement
Reflecting on clients at same frequency of friends or family
Describing how awareness works
I pay attention
Wish for clinicians to read the research and incorporate
CDM
Used humor that didn’t go over well
Has reflected on her on her own humor with clients
She is aware that she needs to shift the energy and may insert humor [more for herself]
Always let client lead unless she (counselor) has an agenda to address
Do a lot of MI
I wonder: I go back to reflecting. It seem to be such a critical piece.
CT
Does a lot of reflection, after every session

149
Trusting oneself to make decisions and being OK if it wasn’t right
Knowing, trusting oneself
CDM
holding the space properly so that the person can do their work
if the processing is stuck therapist takes the lead
I have an internal sense and I decide if I'm going to follow it.
Felt sense as synthesis of observation, history with client, and client’s history
Sense that something might not be acknowledged, something outside of awareness
Sense is refined and leads to better timing, can hold something in a way that is not controlling or
directing, but just in terms of what is happening.
Changed therapeutic approach when something didn’t feel right
Pushed clients too hard, need to be cautious
Going too deep too quickly can be overwhelming to some clients
I wonder: Is a core concept of this social justice work/background, foundation…
The other concept that surfaced is the therapist in role of witness
Role of providing hope seems to be a recurring theme
Theme of feeling and sensing then acting upon that.
Another theme that appears to be recurring is the thought of being in the present moment
CT theme: Ability to differentiate between general CT and interpersonal – matches with
Dalenberg
Diagram: Sense leads to thought
Diagram of synthesis of through, action, history, sense
Two participants have brought up “energy”
CT
Felt sense that comes from my core. It's not even a feeling. It's not a thought. It's a sense.
Connecting a thought with a sense look for intensity. And then I check
We can talk about therapist as tool and how that can be really useful to them. I really like that
when we can get to that point, and so on. It's less personal. You don't have to be identified with
what's happening, you know?
they were starting to feel discouraged, I was starting to feel discouraged
Use of immediacy – parallel process
primary reason that I seek consultation is to check my own countertransference
Check CT with client – asking questions checking and labeling
Differentiating between general CT and interpersonal CT
Defining CT as extremes – no reaction or strong reaction –look for intensity and then I check
I'll make a mistake and point out that I made a mistake
Other
You do social justice work, you're doing trauma work.
Trauma, social classes and social justice. Interweaves
Had great supervision
Teaching class to clients
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Labeled self as focusing on trauma
Trauma is any injury
Continuum of trauma
Organizing principle of trauma work
Training doesn’t translate into the real world
Had consultation
Witness to it
Role of cheerleader
Strong therapeutic alliance
I see it as part of my job to match
CDM Open codes for R2, new properties, and collapsed open codes from R1
Open code
Properties
Distilled participant
examples
Assessing client
Progress markers
P2
readiness
Assessing avoidance
Easier to empathize
Treading carefully
Put different things
Paying attention to pacing
together
Unpacking nature of the trauma
Nice for them to know
Creating structure
and feel the success of
Paying attention
that
P9
Basic soothing &
grounding practices
I’ve had to adjust what
I’m doing
Determining
Using trauma-informed principles/lens Choosing
P2
course of
interventions Counseling as teaching / Changing
Educational piece to add
treatment
client narrative / Using immediacy
Identifying what skills
techniques/interventions/method/practice/procedures are you [client] using
/Recognizing avoidance/using intuition/reading
P9
clients body language/asking questions/reflecting
Teaching about how to
client’s emotions/patterns back to client/being
be a good client
flexible enough to change course or direction of tx
Approach carefully
or adapting the approach/internal reflection or
Professional judgment
dialogue in session/quietly reflecting/listening or
based on intuition and
questioning internally/providing education/using
linear thinking
self-disclosure
P3
I’m open and I pay
attention
Label it that way
Normal reaction to
trauma
Constructive self
disclosure
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Managing
therapeutic dance

Letting the client lead/leading more at the
beginning/ leading more depending on type of client

P2
I tend to really let the
client lead
I’ll take the lead
Back it up and slow it
down
P9
Default is the client
leads
P3
Mutuality and the
construction of that
It really is a
collaborative thing
P6
Holding her feelings for
her

Engaging in the
profession

Reading research
Committing to the profession
Participating in professional development
Engaging in supervision

P2
CEUs and I've been
doing a lot of reading
EMDR has been my
most effective training
for me
P3
My wish would be that
clinicians would read a
lot of science, really
lean into that, study it,
and know it
Receiving the training is
definitely a different
impact. I think when
you give a training then
it reminds you,
P9
Trauma conference
Hakomi training
P2
I’ve been doing a lot of
reading
P6
Willing to try anything
that is considered
evidenced based
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CDM Axial code and selective code
Open codes
Axial code
Assessing client
readiness

Scaffolding treatment

Selective code
Being a client’s mirror

Determining course of
treatment
Managing therapeutic
dance

Matching clinical pace to client
state

Engaging in the
profession

Respecting the profession

CT Open codes for R2, new properties, and collapsed open codes from R1
Open code

Properties

Participant examples

Determining nature of CT

Confusing relief with results

Tuning into sensation

Physical sensation
Intuitive sense
Experiencing emotion

P1
Confusing relief with
results
P9
Distinction between
different types of CT
P9
I notice the client and
their body
Notice physical signs of
distress
Notice what I want to
convey isn’t getting across
P2
if you listen and you're
quiet inside

Wanting something other
than what is
(part of tuning into
sensation?)

Wanting to rescue
Wanting to fix
Wanting something from the client
Wanting to take on client’s battle
Wanting to protect
With supervisor
With colleagues
With self?

Consulting?

P2
I'm very much
introspective, and I'm
constantly asking myself
these questions
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Reflecting on the work

Between sessions
After session
In session

Using CT/Choosing
method or approach

Using immediacy
Assessing for avoidance
Having a good client relationship
Is it therapeutically beneficial for the
client?
Using Self disclosure
Using countertransference to increase
empathy
Making client observations/Assessing

P9
Meditating on my clients
P1
I’m always asking myself
P1
Bring that moment closer
and closer into the session

R2 Overview
The data is not gelling yet. There is an overriding theme of the sensations or reactivity involved
in this work. It seems to rule to work – or at least serves as a guiding force. I need more
information to determine if this is the case. I’ve been advised to focus on the uniqueness of this
population. How is it different from others? Is working with trauma survivors similar to a mine
field? Maybe going through a dangerous path but with soft slippers? There has been some
mention of empathy, but I haven’t focused on that. Is it necessary? There is a social justice
aspect to this work. Personal and professional influences really came through in this round. It
appears to be the groundwork, the stage or foundation for this work. How clients are approached
depends so much on how counselors were trained and what their personal experiences are.
Maybe this is true for every profession? Because of the interpersonal nature of counseling work,
it seems particularly important. I’m intrigued by this type of parallel process that emerged.
Clients are activated and so too are their counselors. The purpose different. Are both trying to
stay safe? CDM seems to be developing into a process driven by a distinct heightened awareness.
This awareness – or hypervigilance? is used to navigate the client’s reactionary minefield. There
seems to be a clear center of activity around navigating the client’s reactivity. I imagine a
counselor with a map looking out at the rocky, smooth, varied terrain of the client’s life and
setting out with the tools the counselor has acquired from personal and professional influences.
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Appendix K
Round Two Key Diagrams

Managing
Sensory
Sensitivity
Client

Integrating
past &
present

Balancing
the
therapeutic
dance
Counselor

Gauaging
sensory
reactivity
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Influencing processes
and outcomes

Gauging sensory reactivity

Counselor

Client

Attending to the power
dynamic

Managing sensory
sensitivity
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Deciphering
sensory
experiences

Detecting
sensory
reactivity
Influencing
clincial
processes &
outcomes

Engaging
Management
strategies
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Counselor

Client

Influencing
processes &
outcomes

Relationship

Deciphering
sensory
experiences
Client

Counselor

Investigating the
scope of reactivity

Detecting
sensory
experiences

Engaging in
management
strategies

158
Appendix L
Round Three Key Memos
1) Assessing client readiness/ Treading carefully/Paying attention to pacing/ Environmental
considerations /Unpacking nature of trauma Building therapeutic alliance /Establishing safety &
stabilization / Creating structure/ paying attention/present coping for stabilization
2) Determining course of treatment /Using trauma-informed principles/lens Choosing
interventions Counseling as teaching / Changing client narrative / Using immediacy
techniques/interventions/method/practice/procedures /Recognizing avoidance/using
intuition/reading clients body language/asking questions/reflecting client’s emotions/patterns
back to client/being flexible enough to change course or direction of tx or adapting the
approach/internal reflection or dialogue in session/quietly reflecting/listening or questioning
internally/providing education
3) Determining power balance Letting the client lead/leading more at the beginning/ leading more
depending on type of client
4) Professional considerations Devotion to the field/ Reading research/participating in professional
development/supervision

From Round 3:
Self-sense (intuition)
Confidence and the ability to handle/hear difficult cases
Tread lightly, (do not want to re-traumatize anyone)
Assessing readiness
Perception – how one perceives trauma, client
Rawness to client’s wounds, getting there faster, sooner, stronger, and slowing (pacing)
Stronger need to normalize
Awareness of body
Paying more attention
Pace and stabilization work
Difference with trauma work is the “sensitivity”/pacing/being careful
“Have to watch my own process”
Providing fearless stability/”tracking my own centeredness”
CORE category considerations:
1. Heightened awareness/senses (parallel to client experience)
•
•

Being present/tracking closely/vigilance
Tuning in

2. Anticipating uncertainty/the unexpected/Expecting the unexpected
Navigating mystery/variability/unknown, uncertainty
•
•
•

Adapting to/acceptance of the unexpected
Putting pieces together
Solving a mystery
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•

Revealing more as you go

3. Determining power balance/Managing therapeutic dance
•

Who leads/why and when

The risk/stakes of lack of awareness:
•
•
•

Agitate client
Traumatize client
Worsen client symptoms

Stable reactivity

Less directing/containing

Anticipated

Strategic/planned

rational knowledge

Evaluating reactivity

Relationship matters

Managing reactivity

Unstable reactivity

More directing/containing

Unanticipated

Engaging interventions

Spontaneous

Trusting self (and process)

intuitive sense
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Countertransference
1. Determining/Clarifying nature/quality of CT
Variety of perceptions of what CT is
2. Tuning into sensation
Property/dimension: knowing oneself, calming self, self-soothe
Physical sensation
Intuitive sense
Experiencing emotions
3. Wanting something [other than what is] (property or dimension of tuning into sensation?)
Wanting to rescue
Wanting to fix
Wanting something from the client
Wanting to take on client’s battle
Experiencing countertransference as wanting to protect
4. Consulting/Reaching out
Consulting with supervisor
Consulting with colleagues
5. Reflecting on the work
Between sessions
Reflecting on sessions between sessions
Grasping it outside of session
Having thoughts affecting you about the client
Trying hard maintain work/home boundaries
After session
Having insight post session
Insight when writing case notes
Work in session
Monitoring the mind/observing the mind or self
Confusing relief with results
Relying on how client responds to me
Connecting countertransference reaction to own family members
Becoming selfish
Experiencing countertransference as self-doubt
Responding to internal dialogue
6. Using CT /Choosing method or approach (property or dimension of clarifying nature of CT
or its own category?)
Using immediacy
Assessing for avoidance
Having a good client relationship
Is it therapeutically beneficial for the client?
Using Self disclosure
Using countertransference to increase empathy
Making client observations/Assessing
Giving client permission not to go there
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Believing countertransference points to inequality
8. Finding balance
Reacting in parallel to client
Confusing relief with results (in vivo)
Doing the dialectic
Finding the balance
Honoring opposites
Finding balance versus identifying with the pendulum swing
Recognizing intersection between substance use and mental health
CORE category considerations:
1. Tuning in
A. Bringing into awareness/consciousness
• Combining intuition and reason
B. Weighing with other information/determining parameters/cognizing
• Differentiating between general and interpersonal CT
C. Reflecting
• With others
• With self
• Note taking
• Thinking/meditating
• Reaching out/consulting
D. Decision-making
• Use in session

Conscious/known/distinguishable

Noticing reactivity

less conscious /unknown/vague

Low intensity, automatic Engaging in mgmt. strategies Higher intensity, deliberate/purposeful
Objec/general/reactions indep. of client

Distal outcome/intervention

Diff. reactions

Leveraging reactions

Subj./interpersonal/reactions dep. of client

Proximate outcome/intervention
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R3 Overview
While there are distinct themes coming forward I am having a difficult time narrowing down.
Working on a whiteboard helped immensely to organize my thoughts. I have so much data. My
work feels so disconnected due to the span of time between rounds of interviews that it feels
more difficult to make connections. This is all part of the process, though and I can accept that.
Primarily I am working with the reactivity and its role in both countertransference and clinical
decision-making. After meeting with my professor I feel some momentum to move forward.
When asked if I felt like I asked the right questions or if something is missing I feel confident
that I have a lot of data and good data. Maybe I could have gotten more specifics but I feel there
is so much to work with, that not having what I need isn’t the issue. I feel I’m getting lost in
grounded theory terminology and that is holding me back or leading me off the path. This
appears to be an exercise in adhering to methodological tools and terms and focused exploration,
which sometimes feels in contrast. I have referred back to Corbin and Strauss a number of times
as well as Dalenberg and other key authors in the field. I like this process, while at times this
research can feel isolating, I refer to these authors and feel like they are also on the journey with
me and my participants. It truly is an iterative process, truly. They are on my team.
Showed my diagrams to a “disinterested” party and I received very helpful feedback. It started
with, “I don’t even know where to begin?” I finally shared my work with someone who was not
in the mental health field. Descriptions of confusion points were shared and it helped shape the
diagrams focusing me on symmetry and clarity. One point made by this person pointed out a
category that eliminated because I couldn’t figure out the dimensionality and it just didn’t seem
to fit. In the countertransference diagram I excluded “evaluating effectiveness” after determining
use.” In a perfect aligning of feedback, one of my participants had the SAME comment.
“On the second graphic the Leveraging Reactions does not have a direction arrow that
feeds back into the response loop. I think it would feed back into the Engaging in
Management Strategies where it is looped back in or discarded as not appropriate with
the particular client.”
I will go back to the data and examining “evaluating effectiveness” more closely. Logically, it
makes sense to include it. After making a decision or “determining use” wouldn’t one engage in
some evaluative process of the intervention or action – was it effective? Did I imagine this part
of the process or is it in the data? Even though I asked participants about an ineffective clinical
moment, the focus of the interviews was really on moments that “worked” or experiences that
were effective or at least familiar. Here’s my sense of that part of the data: As an expert I have a
full toolbox and can pull out tools that I have used before and trust. I have a fair amount of
confidence in that will be effective because of my extensive experience – or “trusting self” that I
can rely upon. Therefore, the evaluation process is at a minimum because I am using tried and
true techniques. It doesn’t mean it’s not there though. I go back to the data.
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Appendix M
Round Three Key Diagrams
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Experiential reliance
personal and professional
experiences

Trusting self

Reason
Anticipated events in session

Trusting the process

Intuition
Unexpected events in session

Tuning into self

Lower counselor reactivity

Higher level of trust/safety

Evaluating Reactivity
Assessing the client
proportion of client reactivity to
emotional regulation skills

Higher counselor reactivity

Lower level of trust/safety

Managing Reactivity
Balance

Evaluating the relationship

Imbalance

More

Less

Managing the therapeutic dance

Immediacy

Adjusting the approach

long-term
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Self as Instrument
Trusting Self
Personal experiences – professional
experiences
Noting reactivity
Unfamiliar reactivity – familiar
reactivity

Distinguishing reactivity
Independent reactions – dependent
reactions
Counselo
r

Experiential analysis

Client

Interpreting reactivity
Intuitive processes – rational
processes

Engaging in Management Strategies
Engaging in reflective practice
Routine contemplation – spontaneous
contemplation
Consulting with peers
Formal consultation - informal consultation

Leveraging reactions
Determining Use
No use - Immediate interventions – prolonged
interventions
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Appendix N
Member Check
Email to participants introducing them to the Member Check process
Hello. I understand it has been quite some time since we last connected. This is one of the last
steps in the dissertation process. I am contacting you now for your comments on the data
analysis. To refresh your memory I am studying clinical decision-making and
countertransference experiences of expert trauma counselors. I have included a brief refresher
and instructions below. Please respond with your comments by Sunday, February 3. Let
me know if you need more time. I understand I am asking your for your time when I have no
doubt your incredibly busy.
A little bit about Grounded Theory and what you will see:
Grounded theory is a qualitative methodology that ultimately generates a theory derived from, or
grounded in participant experiences. The parts of the theory include a single core category,
additional categories, properties that describe those categories, as well as dimensions or ranges
that further describe the properties. An illustrative diagram for the theory is also a necessary
component of this approach.
Since there are two different but interrelated studies derived from the same interview questions,
you may see a fair amount of overlap. There are four documents attached. One set of documents
addresses the experience of countertransference and the other set describes the experience of
clinical decision-making. The documents include the theory itself, a description of the all of the
theories’ components, and working diagram showing a visual representation of each theory.
A reminder of the research questions:
1) What are the clinical decision-making experiences and processes of expert trauma counselors?
2) How do expert trauma counselors perceive, experience, and use countertransference?
What am I being asked to do?
This portion of the data analysis is called the “member check.” It is a critical aspect to the study
that participants respond to the study results. Take some time and review the attached documents
and diagrams. Keep in mind this is s condensed summary of the studies results. Please respond to
the following questions including any additional comments you wish to add. I am happy to
answer any questions you have or connect over the phone for a more in-depth conversation about
your response. Thank you for your time and insight.
(1) Does this, overall, seem consistent with your experience? Is there any particular
portion(s) seem consistent with your experience?
(2) Is anything missing, incorrect, or unclear?
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(3) Any other feedback that you would like to provide?
At the conclusion of this analysis I will follow up with a final thank you and note about how the
process went including any relevant comments from my dissertation committee. Thank you
again.
Member Check Results
1. Does this, overall, seem consistent with your experience? Is there any particular
portion(s) seem consistent with your experience?
“It looks good and pretty well sums up the processes with trauma clients.”
“I saw nothing that needed to be changed. Impressive work. I hope that we therapists are
actually as good in real life as your description of us makes us sound. Thanks for the work you
are doing here.”
“I agree with the summary of the concepts. All seem consistent with my experience. I do think
the more faith a therapist has in their own skills, then they are better able to respond to a client’s
needs.”
“It seems very consistent. I loved seeing what I do written out in scholarly form.”
“When reading the Countertransference with Trauma Survivors section, I found myself generally
agreeing with the descriptions as consistent with my own. Self as instrument is central to my
work with trauma survivors, and the experiential analysis well describes the moment-to-moment
tracking process of the therapeutic endeavor.
When reading the Clinical Decision Making with Trauma Survivors section, I found myself
writing "yes" next to every other paragraph, finding myself in the descriptions. It was an
affirming experience to see the process I engage in each day with clients laid out so clearly and
accurately. Evaluating reactivity, adjusting clinical strategy, evaluating the relationship are all
critical components to effective work with trauma clients, correlating to client reports of
improvement in their overall functioning, and perceived resolution of traumatic experiences. It
was like reading a good book that told the story of my professional life.”
“Yes, it seems very consistent with my experience. It's interesting to see it as a flow chart and
see an internal process externalized.”
“I think they summarize the process well, although reading them reminds me of the imprecision
in my work and what I aspire to do. In the countertransference document, the balance of
weighing out personal, familiar, and unfamiliar fits especially well.”
“Yes it seems consistent in all aspects. The charts that indicate the therapist client relationship
are most relate-able to my experience.”
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2.

Is anything missing, incorrect, or unclear?

“The clinical decision-making graphic implies that trusting self intuition and reason occurs
when there is higher counselor reactivity, greater imbalance, higher sense of trust and safety,
active direction and more immediacy, I am not sure these are either-or scaled opposites.”
“No”
“No”
“It is very clear. I love the diagrams, also.”
“I did find myself looking for something describing how theoretical orientation and ongoing
exposure to the body of scientific/clinical research serve as underpinnings to my work with
countertransference. There is reference to formal training and knowledge base, which I would
assume addresses this point, and that it would be thoroughly explored in your larger paper.”
“I cannot think of anything missing, incorrect or unclear.”
“Since I live in the clinical, non-academic world and enjoy reading Psychotherapy Networker more than
any other professional publication, I have to work at readjusting to academic language. I can follow the
descriptions and categories.”

“There doesn't appear to be anything missing or unclear.”
3. Any other feedback that you would like to provide?
“On the second graphic the Leveraging Reactions does not have a direction arrow that feeds back
into the response loop. I think it would feed back into the Engaging in Management Strategies
where it is looped back in or discarded as not appropriate with the particular client.”
“It is so inspiring to me to see this. It resonated, definitely!”
“Thank you for this work. It was a pleasure meeting with you and having someone so keenly
interested in the process of psychotherapy from the perspective of therapist internal
experiences. While I do not consider myself an expert, this experience has increased my
awareness and insight into my work, and I am grateful.”
“I'm sure these sections you sent are the basic outline. It would certainly have been easier to
understand had you given examples which I am sure are in your final draft.”
“Thank you for inviting me into this process. I hope that you will put this work into your own
practice of working with trauma survivors, wherever you choose to practice.”
“I don't have any other feedback to provide at this time.”
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Appendix O
Experiencing Heightened Awareness with Trauma Survivors (Figure 1)

higher

Evaluating Reactivity
Tuning into self (counselor reactivity)

imbalance

Assessing client stability (proportion of client
reactivity to emotional regulation skills)

weaker

more
immediacy

lower

balance

Managing Reactivity
Evaluating the relationship (working alliance)

stronger

Managing the therapeutic dance (active
direction)

less

Adjusting clinical strategy (interventions)

prolonged
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Appendix P
Process of Self-Inquiry When Encountering Countertransference with Trauma Survivors (Figure
2)
Trusting Self
Personal to professional
experiences
Self as Instrument
Noting reactivity
Unfamiliar to familiar reactivity

Distinguishing reactivity
Independent to dependent reactions
Experiential Analysis

Client

Counselor

Interpreting reactivity
Intuitive to rational processes

Determining Use
More to less direct use of countertransference
Leveraging Reactions
Consulting with peers
Formal to informal consultation
Engaging in Management Strategies
Engaging in reflective practice
Routine to spontaneous contemplation

Perceiving impact
Deepening to distancing therapeutic alliance
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Appendix Q
Other Emerging Concepts
Participants’ understanding of countertransference is unique and varies widely, similar to
that of the diverse definitions in the field. Participants expressed wide-ranging perceptions of
countertransference. A definition was not preemptively shared with participants prior to
interviews. Rather, participants were asked about their countertransference experiences, allowing
for their own meanings to surface without guiding them toward a specific set of responses. This
created a number of unique responses to questions about their countertransference experiences.
Interpretations ranged from primarily distressing reaction, to those also including affirmative
responses to all felt-sense reactions to client material and everything along the continuum. While
not included in the study’s final conclusions, participant responses support the range of
definitions identified in prior research (Fauth, 2006; Freud, 1964; Gelso, Latts, Gomez, &
Fassigner, 2002; Hayes et al., 1998). Hayes (2011) wrote that most empirical studies use a
definition that contains the “therapist’s unresolved conflicts” there still exists a “definitional
inconsistency” of countertransference. The characterization of countertransference among mental
health professionals from a variety of backgrounds and levels of experience may be one to
further explore to better understand the origin of their definitions and how it impacts their work
with clients, supervisees, or students.
Issues of social justice in trauma work and specific worldviews of trauma were prevalent
in participant interviews. Curiosity about what guided participants in this field and specialization
in particular appears to be another emerging area of study. Questions for this researcher that
emerged around this issue. What keeps them working with this population? How does their
worldview of trauma, traumatized people, and recovery impact their work? How does the
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counselor’s worldview of trauma impact interactions with their clients? There has been some
research into the exploration of counselor-client worldview (Donohue, 1990; Kim, Ng, & Ahn,
2005), but no research was found addressing counselor’s view of trauma in particular. The
intersection of counseling and social justice has been studied (Singh et al., 2010; Toporek, 2006;
Washington, 2018) but again, it may be worth researching through the lens of trauma counseling.
Finally, based on member check feedback, the connection between ongoing education,
or, “exposure to the body of scientific/clinical research” and how it may inform and influence
practitioners’ work with countertransference was suggested as an area this participant was
seeking. Participants shared their treatment modality, but specific ongoing education or exposure
to research did not rise in specific findings in this study. Some participants shared how science
informed their training and understanding of trauma and its influence on trauma treatment. It is
worth exploring if, what, and with what frequency and depth, exposure to research helps inform
trauma counselor’s work.

