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Abstract
Mental health counselors working with traumatized clients in community mental health
agencies may develop vicarious trauma resulting in job burnout which further results in
high turnover rates when counselors leave. High turnover results in high costs for the
organization in recruiting, hiring, and training new counselors and leads to a decrease in
the quality of care that clients receive. Reducing vicarious trauma and job burnout in
counselors by providing training in evidence-based trauma treatment modalities could
reduce these negative impacts. The purpose of this quantitative, cross-sectional study was
to examine whether there was a statistically significant impact on a counselor’s intent to
leave their community mental health organization based on the level of trauma training a
counselor has. Constructivist self-development theory formed the foundation of this study
as it explains the effects of burnout on mental health counselors and how training may
reduce the negative impact of turnover. Data was collected using survey methodology
including a demographic questionnaire and the modified MOAQ scale. A sample of 89
licensed and prelicensed mental health counselors, social workers, psychologists, and
marriage and family therapists was used. The results of a one-way analysis of variance
indicated that there was not a statistically significant difference across different trauma
training levels, F(2, 86) =.198, p = .821. Trauma training is just one factor for
community mental health agencies to consider when looking for ways to reduce turnover.
Other factors should be explored in addition to trauma training. This study contributes to
positive social change in that it encourages community mental health agencies to reduce

counselor turnover to better serve marginalized populations.
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Chapter 1: Introduction to Study

The nature of the work of mental health counselors will involve working with
traumatized individuals. With the rates of trauma ranging from 70% to 94% in
individuals seeking mental health treatment, mental health counselors will no doubt be
affected by their work (Foreman, 2018; Kumar et al., 2019). A significant effect of
working with traumatized clients is the development of vicarious trauma. Vicarious
trauma is defined as the cumulative effect of working with traumatized clients resulting
in the development of changes in the mental health counselor’s feelings, cognitive
schemas, and world view. Also affected are the counselor’s memories, self-efficacy, and
sense of safety (Edelkott et al., 2016; Pearlman & Saakvitne, 1995). Vicarious trauma
results in a transformation of the mental health counselor’s sense of self and
psychological well-being. Other results of working with traumatized clients include
secondary traumatic stress, compassion fatigue, countertransference, and burnout. The
challenging work with traumatized clients negatively influences the counselor which may
result in the counselor leaving the agency where they are employed.

In this study, | examined the impact of the level of trauma training (I have no
formal evidence-based trauma training, | have some basic training in an evidence-based
trauma intervention, and | hold a certification in an evidence-based trauma intervention)
on a mental health counselor’s intent to leave their organization. Training has been shown
to reduce the effects of vicarious trauma resulting in less burnout (Carmel et al., 2014;
Kumar et al., 2019). If it is determined that there is an impact on a counselor’s intent to

leave community mental health organizations based on the level of trauma specific



training (1 have no formal evidence-based trauma training, | have some basic training in
an evidence-based trauma intervention, and | hold a certification in an evidence-based
trauma intervention) community mental health agencies may be more willing to include
this type of training in their programs to reduce turnover.

In Chapter 1, | present background information on the problem and the need to
examine it. A discussion of the problem itself along with the theoretical framework for
the study, the purpose, nature, and significance of this study are also included.
Definitions of key concepts along with the research questions, hypothesis, assumptions,
and limitations are included in the discussion.

Background

Although not being addressed in this study, it is important to understand the role
that vicarious trauma, secondary traumatic stress, compassion fatigue,
countertransference, and burnout play in a counselor’s decision to leave their
organization. When working with trauma survivors, mental health counselors are at risk
of developing vicarious trauma, secondary traumatic stress, compassion fatigue,
countertransference, and burnout. This, in turn, often leads to these counselors leaving
their agencies. Vicarious trauma has been extensively studied in mental health counselors
since McCann and Pearlman (1990) coined the term. Vicarious trauma is unique to the
work of providing therapy to those affected by trauma. Vicarious trauma has been
defined as changes that occur in the counselor’s sense of self resulting from disruption of
the counselor’s schemas of identity, memory, and belief system (Pearlman & Mac lan,

1995; Trippany et al., 2004). The work environment has been identified as a factor that



could contribute to the development of vicarious trauma (Pearlman & Mac lan, 1995).
Organizational factors that contribute to the development of vicarious trauma include
poor supervisory alliance, a negative organizational culture, and high caseloads.
Vicarious trauma has been associated with the desire or intention to leave an organization
(Middleton & Potter, 2015). Intent to leave has been defined as the serious consideration
to leave one’s organization. When organizations support mental health counselors
through positive organizational culture, counselors experience higher job satisfaction and
lower levels of vicarious trauma (Williams et al., 2012). Vicarious trauma has also been
found to lead to job burnout (Beckerman & Wozniak, 2018). Training, especially training
related to trauma, has been recommended to avoid vicarious trauma and burnout, which
in turn, will decrease counselors’ decision to leave their organization.

Job burnout is related to turnover intent and actual turnover in community mental
health care providers (Fukui et al., 2020). Job stressors have been identified as emotional
exhaustion, work-life conflict, overall job satisfaction, time constraints and excessive
caseloads, and overtime work. Training in trauma-informed interventions could be a
factor that reduces intent to leave and actual turnover. It is important to note that
Middleton and Potter (2015) suggested that intent to leave is commonly used to predict
actual turnover as an outcome variable and suggests that individuals make conscious
decisions to leave before they leave an organization. Turnover intention is measured by
averaging how often participants considered leaving their organizations and how likely

they were to leave (Fukui et al., 2020).



There are studies that focused on the effects of turnover on client engagement in
services through community mental health agencies (Babar et al., 2018). Clients are more
likely to miss future appointments. In one study where there was high counselor turnover,
86% of clients were more likely to miss future appointments (Babar et al., 2018). High
counselor turnover in community mental health agencies may be used as a predictor that
clients may not be engaging in therapy on a consistent basis. Therapist turnover is
notoriously high in community mental health agencies with some predictions being
anywhere from 30% to 60% (Beidas et al., 2016). The costs of turnover can be high and
include a compromise in the quality of care, a decrease in the quality of services, and a
destabilization within the agency including lower staff morale (Beidas et al., 2016). Other
predictors of turnover (intent to leave) include burnout, level of training, the
implementation and participation in evidence-based practices, and organizational culture
and climate.

There is a high cost to community mental health organizations that must recruit,
hire, and train replacements. When counselors leave organizations, client care can be
compromised. There are few studies that measure whether the level of trauma training is
a factor that leads to counselors intending to leave their organizations. This study should
help fill the gap in determining how training in an evidence-based trauma modality
impacts a mental health counselor to leave community mental health services.

Problem Statement
The rates of trauma exposure are prevalent in 70% to 80% of the general

population worldwide (Kumar et al., 2019). Many individuals who have experienced



trauma will develop complex trauma symptoms including disturbances in the cognitive,
affective, somatic, behavioral, relational, and self-attributional domains (Kumar et al.,
2019). When mental health counselors work with high caseloads of traumatized clients,
they develop symptoms often associated with PTSD which leads to secondary traumatic
stress and compassion fatigue. Counselors may go on to develop vicarious trauma which
is a change in one’s sense of self (Pearlman & Mac lan, 1995). Burnout then occurs,
often resulting in counselors’ intent to leave their organizations. Risk factors often
associated with vicarious trauma, compassion fatigue, secondary traumatic stress, and
burnout include level of trauma training, years of counselor experience, caseloads, and
lack of supervision while protective factors include self-care practices, training in
evidence-based trauma interventions, and clinical supervision (Kumar et al., 2019;
Pearlman & Mac lan, 1995). The effects of vicarious trauma, secondary traumatic stress,
compassion fatigue, and burnout have been studied extensively regarding trauma work of
mental health counselors while few studies have focused on burnout of trauma counselors
in community mental health settings. The rates of burnout in community mental health
settings have been estimated to be between 21% to 67% (Swords & Ellis, 2017). The
negative consequences of clinician burnout include emotional distress, emotional
exhaustion, depersonalization, diminished sense of personal achievement, secondary
traumatization, and professional impairment (Lakioti et al., 2020; Salyers et al., 2015).
For community mental health organizations, clinician burnout leads to high turnover
resulting in poor service quality and poor client outcomes (Lakioti et al., 2020). The rate

of turnover for mental health providers has been estimated to be anywhere from 25% to



60% annually (Fukui et al., 2020). Fukui et al. (2020) suggested that high turnover in
community mental health services leads to provider shortages, reduced clinician well-
being, loss of accumulated provider experience, and the disruption on the continuity and
quality of care to clients. High turnover of mental health counselors is costly when these
organizations must recruit, hire, and train new counselors (Knudsen et al., 2008). In Ohio,
the cost per case manager turnover was estimated to be $3,836 or up to one-fourth the
employee’s annual salary (Bukach et al., 2015). For many community mental health
agencies, this puts considerable financial strain on the organization.

Between 82% to 94% of clients seeking treatment in community mental health
agencies have reported experiencing trauma (Foreman, 2018). Positive client outcomes
have been associated with the use of trauma-specific evidence-based interventions and
mental health organizations have been tasked with implementing evidence-based
programs (Beidas et al., 2016). Training in the recognition of vicarious trauma is often
received in counseling programs and has reduced the development of vicarious trauma in
clinicians (Kumar et al., 2019; Pearlman & Mac lan, 1995). Training in a specific
evidence-based trauma intervention often falls on the counselor and can be costly when
seeking thorough training. The cost of this training can be out of reach for newly
graduated counselors. If community mental health organizations invest heavily in the
training of evidence-based programs this could prevent the loss of counselors which is

costly both financially and the care provided to clients (Beidas et al., 2016).



Purpose of the Study
The purpose of this quantitative, cross-sectional study was to examine whether
there is an impact on a counselor’s intent to leave their community mental health
organization based on the level of training in a trauma-specific treatment modality (I have
no formal evidence-based trauma training, | have some basic training in an evidence-
based trauma intervention, and | hold a certification in an evidence-based trauma
intervention). The independent variable was the level of trauma training in evidence-
based trauma intervention. The level of training consisted of three levels: | have no
formal evidence-based trauma training, | have some basic training in an evidence-based
trauma intervention, and | hold a certification in an evidence-based trauma intervention,
and where training was received was measured through demographic questions. The
modified Intent to Leave Scale from the Michigan Organizational Assessment
Questionnaire (MOAQ) was used to measure a clinician’s intent to leave their
organization. This study is unique in that it addressed the relationship between the level
of trauma training and intent to leave in mental health counselors working in community
mental health settings.
Research Question
RQ: Is there a statistically significant difference in a counselor’s intent to leave
their position in a community mental health agency based on the level of trauma training
in an evidence-based treatment modality? The independent variable, level of training in

an evidence-based trauma treatment modality, was measured through a demographic



questionnaire and the dependent variable, intent to leave was measured by the modified
Intent to Leave Scale from the MOAQ.

Ho: There is no statistically significant difference in a counselor’s intent to leave

their position in a community mental health agency based on the level of training

in an evidence-based trauma treatment modality.

Ha: There is a statistically significant difference in a counselor’s intent to leave

their position in a community mental health agency based on the level of training

in an evidence-based trauma treatment modality.

Theoretical and/or Conceptual Framework for the Study

Much of the literature discussing trauma, vicarious trauma, secondary stress, and
compassion fatigue draws from the constructivist self-development theory (CSDT; Wang
et al., 2014). CSDT suggests that individuals construct their own realities through the
development of cognitive schemas which are the cognitive structures including personal
beliefs, assumptions, and expectations about self, others, and the world. As new
information is taken in from new experiences, these schemas evolve. If the new
information is incompatible with the counselors’ belief system and the counselor is
unable to assimilate this new information, the original schemas may become invalidated.
This is seen when counselors process their clients’ traumatic experiences. Vicarious
trauma is the result of the counselor’s schemas being modified in a way that increases
emotional distress, increases sensitivity to information that confirms negative beliefs
about safety, power, control, esteem, independence, and intimacy with others (Wang et

al., 2014). Vicarious trauma, along with secondary traumatic stress, countertransference,



and burnout are major contributors to a counselor’s intent to leave their organization.
Trauma training has been shown to alleviate the symptoms of vicarious trauma,
secondary traumatic stress, and countertransference thus reducing burnout. Trauma
training, in some form may then reduce the counselor’s intent to leave their community
mental health organization.
Nature of the Study

This study was a quantitative, nonexperimental study as there was no random
assignment of groups and no manipulation of variables. An analysis of variance
(ANOVA) was used to examine whether there is an impact on a counselor’s intent to
leave their community mental health organization based on the level of training (three
levels). The independent variable was the level of trauma-specific training with the levels
designated as | have no formal evidence-based trauma training, | have some basic
training in an evidence-based trauma intervention, and | hold a certification in an
evidence-based trauma intervention.

Demographic information was captured regarding whether a mental health
counselor works with trauma cases and the level of training received in an evidence-
based trauma modality as well as where they received that training. Other demographic
information collected included, race or ethnicity, age, gender, region of the United States
they are from, license type, education level, years in practice, and where trauma training
was received. Survey methodology was conducted using the modified Intent to Leave
Scale from the MOAQ to measure a clinician’s intent to leave their organization.

Participants included licensed mental health counselors, therapists, psychologists, and



10

clinical social workers who are currently working or have worked in community mental
health organizations and treated clients who have histories of trauma.
Definitions

Burnout: The psychological stress and strain of working with difficult populations
resulting from fatigue and apathy (Dunkley & Whelan, 2006). Maslach and Leiter
defined burnout as a negative result caused by the work environment (Ben-Porat &
Itzhaky, 2015).

Community mental health organization: Organizations, usually nonprofits, which
provide mental health services to community members. Services are usually evidence-
based (Cosgrove et al., 2018).

Intent to leave: Thoughts of leaving an organization that is used as a proxy
measure for actual turnover (Fukui et al., 2020).

Level of trauma training: For this study, the level of trauma training was | have
no formal evidence-based trauma training, | have some basic training in an evidence-
based trauma intervention, and | hold a certification in an evidence-based trauma
intervention.

Trauma: Any event or series of events or situations that an individual experiences
as physical or emotional harmful or threatening and has a lasting adverse effect on
functioning and physical, emotional, social, or spiritual well-being (Branson et al., 2014;

Trippany et al., 2004).
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Vicarious trauma: Extreme changes to the core of the counselor’s self, resulting
from the disruption of the counselor’s schemas of identity, memory, and belief system
(Pearlman & Mac lan, 1995; Trippany et al., 2004).

Assumptions

As | relied heavily on self-report measures for this study, | assumed that
participants would thoroughly complete the assessments and respond to the questions
truthfully. I also assumed that participants were counselors who work or have worked in
community mental health agencies. | assumed that all potential participants had access to
the Internet and could participate in an online survey. Finally, | assumed that the data
would fit the ANOVA model, and that data demonstrated normality, independence of
observations, normality, no outliers, and homogeneity of variances.

Scope and Delimitations

| sought to examine if there was a significant impact on a counselor’s intent to
leave their community mental health organization based on the level of trauma training.
Little research exists that explores whether training in an evidence-based trauma
intervention predicted whether a counselor would leave their jobs. The sample consisted
of licensed or prelicensed mental health counselors who are or have worked in a
community mental health agency. Recruitment was open to licensed professional
counselors, licensed clinical social workers, licensed psychologists, and licensed
marriage and family therapists as well as those who were prelicensed in these areas. The

scope of this study was opened to counselors throughout the United States.
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Limitations

A limitation for this study that is associated with self-report measures was social
desirability bias. Social desirability bias occurs when participants respond in ways that
put them in a more favorable light (Groves et al., 2009). For mental health counselors,
there may be a hesitancy to respond truthfully when asked about levels of trauma training
and that they are intending to leave their organization. There is the fear for participants
that their responses could affect their current employment or that their responses may
prevent future employment. To address these fears, all responses were kept completely
anonymous.

As this was a nonexperimental study, there was no random sampling. Without
randomization, questions might arise regarding generalizability. As | only sampled
prelicensed and licensed mental health professionals, generalizability may again be
questionable as graduate students as well as unlicensed nonclinical mental health workers
were excluded from this study. Another issue with generalizability was that the focus is
on those who work in community mental health agencies which excludes private practice
owners and those working in residential treatment facilities, schools, colleges, and other
mental health treatment facilities. A larger challenge was recruiting participants and
having enough participants in the study who are trained or certified in an evidence-based
trauma intervention. The MOAQ is shown to be valid and reliable and is a self-report
measure. Other potential limitations included the honesty of the respondents and whether

the information gathered will be able to answer the research questions.
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Significance

This study was significant as compassion fatigue, vicarious trauma, secondary
stress, and burnout have debilitating effects on the longevity of trauma counselors (see
Deblinger et al., 2020). These effects often result in many mental health counselors
leaving their organization. Mental health organizations are tasked with implementing
trauma specific evidence-based programs which requires a heavy investment in the
training of mental health counselors. Vicarious trauma and burnout leave a shortage of
skilled trauma counselors to care for clients who have been traumatized. To retain these
counselors, there is a need for mental health organizations to determine how to best train
and support those who work with traumatized clients. Organizations will need to ensure
appropriate training in evidence-based trauma interventions to reduce the prevalence of
vicarious trauma, secondary traumatic stress, compassion fatigue, and burnout as this has
an impact on the quality of care provided by trauma counselors.

Summary

Community mental health agencies experience negative outcomes when trained
mental health counselors intend to and eventually leave employment. Not only are there
high costs to recruiting, hiring, and training replacement counselors, clients are
negatively affected through a breakdown in consistency of care (Brandt et al., 2016;
Bukach, et al., 2017. Many studies identify vicarious trauma, burnout, and lack of
training as factors that contribute to a mental health counselor’s intent to leave their
organization. Many researchers have looked at actual turnover by reviewing actual

employment records. As this study was time limited, measuring the intent to leave has
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often been used as a proxy to actual turnover (see Fukui et al., 2020). There is limited
research that examines the level of trauma training on a mental health counselor’s intent
to leave community mental health organizations. A review of CSDT was done to
determine that this is the most appropriate theoretical framework to use to understand the
effects of working with trauma on mental health counselors.

In Chapter 2, | present a thorough literature review. This review includes studies
related to vicarious trauma, burnout, trauma, trauma training, community mental health
organizations, and intent to leave these organizations by mental health counselors. |
provide a thorough discussion on CSDT as this is the theoretical framework that I used

for this study. I included a literature review strategy.
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Chapter 2: Literature Review

The purpose of this study was to examine the impact on a counselor’s intent to
leave their community mental health organization based on the level of trauma training.
The prevalence of trauma in the general population is high with estimates ranging from
70% to 80% (Cook et al., 2017; Kumar et al., 2019). According to the National Center for
PTSD (2019), 60% of male adults and 50% of female adults have experienced at least
one traumatic event in their lives. Among children and teens, the prevalence is 15% to
43% of girls and 14% to 43% of boys who have experienced a traumatic event (National
Center for PTSD, 2019). Individuals who have experienced trauma seek mental health
treatment due to the cognitive, somatic, affective, behavioral, relational, and self-
attributional dysfunction that is typically seen with survivors of complex trauma.
Individuals who have experienced a traumatic event at some point in their life may seek
out the services of mental health counselors.

With the high prevalence of clients experiencing trauma, there is a greater chance
for mental health professionals to be exposed to the trauma narratives of clients. The
negative impact of listening to clients’ traumatic stories increases the likelihood that
mental health professionals will develop vicarious trauma and other disorders related to
working with traumatized clients (Rzeszutek et al., 2015). In turn, symptoms of these
disorders may lead to burnout which forces many mental health counselors to consider
leaving community mental health organizations and even the field itself. To prevent the
loss of mental health counselors, especially those who have experience in treating

traumatized clients, organizations are tasked with identifying the factors that may lead to
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a mental health counselor’s intent to leave and then take steps to make changes that will
see trained mental health professionals remain in the organization. One such factor is how
the level of trauma training in an evidence-based trauma intervention predicts the
counselor’s intent to leave their organization.

In this chapter, I discuss the literature search strategy. Research focusing on
CSDT and its relation to several key concepts in trauma work including vicarious trauma,
secondary traumatic stress, compassion fatigue, and countertransference are reviewed. |
provide a summary on the literature associated with trauma, vicarious trauma, secondary
traumatic stress, compassion fatigue, and countertransference vicarious trauma,
secondary traumatic stress, compassion fatigue, and countertransference, burnout, trauma
training, counselor turnover, intent to leave, and community mental health agencies.
These concepts contribute to a counselor’s decision to leave their organizations.

Literature Search Strategy

| conducted a focused literature search to locate key journal articles, books, and
resources. The initial search was broad and focused on the main topics related to this
study. Terms used in the initial search included vicarious trauma, compassion fatigue,
secondary traumatic stress, burnout, and trauma. A secondary search included other
topics related to the original search and included the following terms: counselor turnover,
intent to leave, community mental health services, evidence-based treatment, vicarious
trauma, secondary traumatic stress, compassion fatigue, trauma, constructivist self-
development theory, burnout and mental health counselors, burnout and social workers,

burnout and staff turnover, self-efficacy, job satisfaction, factors contributing to burnout,
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factors contributing to vicarious trauma, vicarious growth, trauma informed care, and
trauma training. The literature search was narrowed down further to include theories
related to vicarious trauma, secondary traumatic stress, and burnout, specific
interventions for trauma treatment, trauma training, and community mental health
services. Research specific to levels of trauma training, vicarious trauma, burnout,
counselor turnover, and community mental health services was included.

| conducted the literature search through the Walden University Library.
Databases included in this search were PsychArticles, PsychINFO, Mental Measurements
Yearbook, dissertation databases, and Thoreau. Google Scholar was used as an additional
source to find articles not found in Walden’s library. These sources were used to identify
peer-reviewed articles relevant to this study. The research parameters used were peer-
reviewed articles and books published within the past 5 years. Older peer-reviewed
articles and books were used to provide historical context for the concepts of vicarious
trauma, trauma, and burnout.

Theoretical Foundation

Introduced by McCann and Pearlman (1990) and Pearlman and Saakvitne (1995),
CDST provides a conceptual framework used for the understanding of vicarious trauma
(Dunkley & Whelan, 2006). There was a need for a theory of self to explain the impact of
trauma on self-development. Five areas of self that are affected by trauma are frame of
reference, self-capacities, ego resources, central psychological needs, and the perceptual
and memory system (Saakvitne et al, 1998). CSDT is a constructivist theory that

integrates constructs from psychoanalytic, constructivist thinking, cognitive development,
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and social learning theories to describe personality development as interactions between
core self-capacities and constructed beliefs and schemas that shape perception and
experience (Pearlman & Mac lan, 1995; Saakvitne et al., 1998). Originally developed to
explain the impact that trauma has on survivors, CSDT has been applied to therapists
who work with trauma survivors (Pearlman, 1997; Trippany et al., 2004). CSDT
identifies the specific ways that trauma therapists experience a disruption in the imagery
system of memory and their schema of self and others (McCann & Pearlman, 1990).
CSDT provides a way to understand that the experiences of those who experience trauma
vary as does the experiences of trauma therapists who are challenged with vicarious
trauma. Each therapist’s reaction to client trauma is based on a complex interaction
among the individual, the traumatic event, and the nature of the work.

The basic tenet of CSDT is that individuals construct their own reality through the
development of cognitive structures (McCann & Pearlman, 1990). These cognitions are
used to interpret events. Therefore, the trauma therapist will experience a disruption of
his or her cognitive schema in one or more of the fundamental needs: safety,
trust/dependency, esteem, control, and intimacy. In accordance with CSDT, safety is
defined as feeling safe from harm by self and others, trust/dependency is being able to
trust and depend on others and self-esteem is the need to feel valued by others and to
value others, control is the need to be able to manage one’s feelings and behaviors and to
manage those of others, and intimacy refers to the need to connect to others and to self.
CSDT emphasizes ego resources (resources to connect with others), self-capacities

(establishing a consistent sense of self), and frame of reference (the lens used to interpret
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one’s experience). One aspect of CSDT is the importance of the imagery system of
memory. Trauma therapists can incorporate clients’ painful stories into their own
memory, increasing the likelihood of developing symptoms associated with PTSD
including flashbacks, dreams, and intrusive thoughts. The result of listening to traumatic
stories is a change in identity, worldview, and spirituality as posited by CSDT (Saakvitne
et al., 1998). In a study of vicarious trauma and turnover in child welfare professionals, it
was determined that occupational stress of social workers serving traumatized clients has
an impact on retention of staff in social service organizations. Vicarious trauma changes
the cognitive schema of those in helping professions, CSDT can hold significant
importance in understanding organizational turnover. This would, by default, include
clinical mental health counselors (Middleton & Porter, 2015).

Over the decades, CSDT has been used frequently in vicarious trauma research.
When applied to vicarious trauma, CSDT provides an explanation as to the progressive
changes that occur when the perceived realities of the counselor result from listening to a
client’s trauma narrative and the counselor’s personal characteristics (Trippany et al.,
2004). As the counselor makes meaning of the client’s story, the counselor creates and
restructures his or her perceptions and realities. This is an adaptive process. The use of
CSDT has been used in several studies that examined the effects of vicarious trauma on
various aspects of the mental health counselor’s life as well as in other professionals
working with traumatized clients across different settings.

Vicarious trauma and the consequences resulting from vicarious trauma have been

studied in various professionals working with traumatized clients. These professionals
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include child welfare workers, judicial workers, and mental health counselors (Middleton
& Porter, 2015; Miller et al., 2010). CSDT has also been studied in those who work with
specific types of trauma, including intergenerational and cultural trauma, genocide, and
intimate partner violence (Mangassarian, 2016; McLeod et al., 2020; Pearlman, 2003).
Mental health counselors find themselves working with an increased immigrant and
refugee population and those who have experienced domestic violence. Working with
these populations can increase the chance of mental health counselors developing
vicarious trauma and burnout.

CSDT has been used to define how children affected by trauma will experience a
change in perception of self and the world (Evans & Graves, 2018). Understanding how a
child’s view of self and view of the world are changed by trauma is important for mental
health counselors who treat trauma in children. Mental health counselors must ensure that
continuity of care is trauma-informed and work to reduce the retraumatization of
children. CSDT is the theoretical framework used to understand trauma experienced by
both adults and children which shows that mental health counselors working with
traumatized children, many who are often seen in community mental health agencies, run
the risk of experiencing vicarious trauma and burnout (Evans & Graves, 2018).

CSDT has long been used as the theoretical framework for studying how
vicarious trauma affects mental health counselors and other professionals in all aspects of
their lives. Many mental health professionals often work with clients with a history of
trauma experiences and these professionals will be more vulnerable to experiencing

symptoms of vicarious trauma (Rzeszutek et al., 2015). Symptoms associated with
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vicarious trauma as identified in this study include intrusive imagery, avoidance
behaviors, arousal, and changes in cognitive schemas (Branson et al., 2014). CSDT
explains what happens to the behavioral health professional when exposed to clients’
trauma narrative and goes on to develop vicarious trauma which includes changes in the
behavioral health professional’s cognitive schema (Branson et al., 2014). Using a sample
of 163 mental health professionals, two scales were administered, the Secondary
Traumatic Stress Scale and the Hurlbert Index of Sexual Desire (Branson et al., 2014).
Results indicated that mental health professionals experiencing vicarious trauma may also
experience a decrease in sexual desire (Branson et al., 2014). This study is relevant in that
it shows that vicarious trauma can deeply affect those working with traumatized clients in
ways not related to the work environment.
Conceptual Framework

CSDT was developed by McCann and Pearlman (1990) and Pearlman and
Saakvitne (1995) to describe the experiences that counselors had working with
traumatized clients. This theory has been used to extensively study the effects of
experiences such as vicarious trauma, secondary traumatic stress, and compassion fatigue
on counselors treating trauma survivors. These experiences often lead to burnout and the
decision for counselors to leave their organizations. | used CSDT to answer the question
of whether the level of trauma training predicts the counselor’s intent to leave their
organization. Training has been shown to alleviate the effects of vicarious trauma,

secondary traumatic stress, and compassion fatigue (Trippany et al., 2004). CSDT
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provided a lens to explore how the level of trauma training in a specific evidence-based
trauma intervention predicts counselor intent to leave their organizations.
Literature Review Related to Key Variables and/or Concepts

Trauma

Trauma is defined as any event or series of events or situations that an individual
experiences as physical or emotional harmful or threatening and has a lasting adverse
effect on functioning and physical, emotional, social, or spiritual well-being (Branson et
al., 2014; Trippany et al., 2004). Statistics vary as to the prevalence of trauma in various
populations and mental health settings. The Substance Abuse and Mental Health Services
Administration in 2012 reported that between 84% of psychiatric inpatients, up to 82%
and 94% of outpatient clients, and between 60% and 90% of substance abuse clients have
a reported history of trauma (Branson et al., 2014). From data collected from the National
Survey of Children’s Health Survey in 2016, 22.5% of the children experienced
economic hardship and 21.9% of children experienced parental divorce or separation.
These were the two most common adverse experiences of children. These two factors
have been known to contribute to childhood disorders such as conduct disorder and
oppositional defiance. These trauma related disorders are frequently seen in community
mental health agencies (Crouch et al., 2019).

With an increase in specific trauma types such as childhood sexual abuse, war,
genocide, and rape, there is an increased demand for mental health services (Pearlman &
Mac lan, 1995). Multiple traumatic events or composite lifetime trauma which has been

defined as accumulated trauma of various types over the lifetime has been associated as a
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risk factor in non-suicidal self-injury (Thomas et al., 2015). Many individuals, both
adults, and adolescents, seek treatment for nonsuicidal self-injury which is usually treated
with evidence-based treatment interventions (Herzog et al., 2020). There is most likely a
history of trauma for individuals engaging in nonsuicidal self-injury. Dissociative
symptoms have been associated with trauma. Dissociative symptoms are categorized by a
disruption in the integrated functions of consciousness, memory, sense of perception,
emotions, and behavior that frequently occurs after a traumatic event (Herzog et al.,
2020). In a quantitative study of trauma-exposed United States veterans, results indicated
that 20.8% of these veterans reported mild to severe dissociative symptoms and were five
times more likely to have suicidal ideation and four times more likely to engage in
attempted suicide than those who did not report dissociative symptoms (Herzog et al.,
2020).

Several studies focused on trauma in various populations indicating that trauma is
experienced by all populations routinely seen in community mental health agencies.
Clinicians working in low-income urban community mental health agencies are more
than likely to encounter African American clients who have experienced high levels of
trauma, including domestic violence, and who will be at a higher risk for depression
(Hauff et al., 2016; Murphy et al., 2018). Sixty-nine percent of ethnic minority university
students experienced racial discrimination which in, turn has been associated with trauma
symptoms (Polanco-Roman et al., 2016). This statistic suggests that clinicians working in
community mental health agencies will treat traumatized racial and ethnic minorities who

have experienced discrimination (Polanco-Roman et al., 2016). Black and Hispanic
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adolescents reported higher levels of polyvictimization and positively predicted major
depressive disorder and PTSD diagnoses, lifetime delinquency, and lifetime substance
use compared to non-Hispanic White adolescents (Lopez et al., 2017). Again, this is
relevant in that many community mental health agencies service this population. This is
also a population that has less access to mental health services and will rely heavily on
non-profit community mental health agencies.

Trauma does not discriminate against age. In one study, 62% of participants with
an average age of 67 experienced adult trauma while 35% of participants experienced
childhood adversity (Burgin et al., 2020). Elder abuse has been identified as a source of
trauma symptoms. There is a need to look at elder abuse through a trauma-informed lens
to improve the care provided in agencies serving this population. Ninety percent of adults
receiving community behavioral health care settings reported at least one type of
traumatic event (Ernst & Maschi, 2018); it is imperative that mental health providers
provide appropriate care. Elder abuse includes financial exploitation including the loss of
the elder’s safety and support. Physical and sexual abuse are often a part of elder abuse.
Sexual abuse quite frequently leads to PTSD symptoms. Community mental health
providers must be aware of how dementia, functional impairment, and poor physical
health place the elderly at risk of trauma. (Ernst & Maschi, 2018).

PTSD is a common diagnosis for those who have experienced trauma. Fifty-eight
percent of adolescents who were referred for mental health treatment met criteria for
PTSD (Selwyn et al., 2019). This is significant in that community mental health agencies

will need to include PTSD screening in their assessments. Clinicians in this setting can be
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expected to work with adolescents with symptoms of PTSD (Selwyn et al., 2019). There

continues to be a need for trauma screening and clinicians working within communities
where violence is highly prevalent will be providing services to adolescents affected by
this violence (Butcher et al., 2015). Community mental health agencies may provide
services to homeless youth who have higher levels of traumatic experiences and often
meet the criteria for substance-abuse disorders (Thompson et al., 2015).

With the increase in the immigrant population and the rise of the events at the
United States-Mexico border, trauma occurs prior to immigration, during immigration,
and after immigration (Cleary et al., 2017). A study addressed the association between
trauma experienced in the various stages of migration and the mental health status of
Latinx youth 12 to 17 years old who have been in the United States for less than 3 years
(Cleary et al., 2017). Two-thirds of the youth experienced at least one traumatic event,
with 44% experiencing just one event and 23% experiencing two or more traumatic
events during the migration process. These traumatic experiences were associated with
significant mental health impairment including PTSD, anxiety, and depression (Cleary et
al., 2017). Of 157 adult Syrian refuges who participated in another study, 32.2% had
PTSD, 40.3% had anxiety, and 47.7% had depression (Cleary et al., 2017). These
numbers where related to trauma experienced by those refugees who were newly resettled
in the United States. Community mental health agencies will be providing services for the
continued influx of refugees entering the United States and being placed throughout the

country (Javenbakht et al., 2018).
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Another population frequently seen in community mental health service
organizations are children diagnosed with autism and other developmental disorders
(Hoch & Youssef, 2020). Seven thousand six hundred ninety-five cases seen by
community mental health providers were reviewed seeking to compare potentially
traumatic events and trauma-related diagnoses in children with autism spectrum disorder,
children with developmental disabilities, and children with other mental health diagnoses
such as depression (Hoch & Youssef, 2020). There was a lower percentage of trauma-
related diagnoses in children who had developmental disabilities and autism spectrum
disorder compared to children with other mental health diagnoses. It was theorized that
this could be due to the difficulty in seeing trauma symptoms in children with autism
spectrum disorder and developmental disabilities as well as parents not adequately
reporting traumatic experiences (Hoch & Youssef). Trauma exposure is often missed, and
trauma-related diagnoses are under-diagnosed in children diagnosed with autism
spectrum disorder and developmental delays (Hoch & Youssef, 2020).

For children in foster care, traumatic events are chronic and cumulative (Forkey et
al., 2016). Many of these children have experienced child abuse and neglect as well as
parental loss. These traumatic events often result in the removal of the child from their
home and placement into foster care which increases the effects of the trauma
experienced by the child (Forkey et al., 2016). As foster children experience cumulative
trauma, toxic stress is more likely to occur resulting in a multitude of mental and physical
health concerns. Mental health concerns include PTSD, attention deficit hyperactivity

disorder, oppositional defiant disorder, mood disorder, anxiety, substance abuse disorder,
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acute stress disorder, attachment difficulties, and general behavior problems. Many of
these children are seen in community mental health agencies for treatment due to mental
and behavioral health concerns (Forkey, et al, 2016).
Vicarious Trauma, Secondary Traumatic Stress, Compassion Fatigue, and
Countertransference

Vicarious trauma, secondary traumatic stress, and compassion fatigue have been
reported in counseling literature for several decades and have been identified as a
workplace factor affecting those in helping professions (Caringi et al., 2017). These terms
have been used interchangeably. The literature on vicarious trauma, countertransference,
burnout, compassion fatigue, and secondary traumatic stress is useful in understanding a
counselor’s intent to leave their organization and the need for trauma training. Clinicians
who listen to clients who share the details of their trauma often experience
countertransference in which mental health counselors experience parallel states of fear,
grief, and helplessness. Vicarious trauma is broader than countertransference in that
vicarious trauma is related to the characteristics of the mental health counselor but is also
related to the characteristics of the traumatic situation. Burnout refers to the
psychological strain that mental health counselors experience working with a challenging
population, in this case, trauma survivors which results in fatigue and apathy (Dunkley &
Whelan, 2006). Other symptoms of burnout include depression, boredom, cynicism,
discouragement, emotional exhaustion, loss of compassion, depersonalization, and
reduced feelings of accomplishment (Dunkley & Whelan, 2006). Similar symptoms are

present in vicarious trauma. Working with trauma survivors is distinct from working with
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other challenging populations. Whereas countertransference focuses on the mental health
counselor’s characteristics and burnout focuses on the characteristics of the stressor,
vicarious trauma focuses on the counselor’s responses to the client’s trauma story as
related to factors to the individual counselor and the characteristic of the situation
(Dunkley & Whelan, 2006).

Secondary traumatic stress and compassion fatigue are often used interchangeably
with vicarious trauma which has resulted in much confusion. Secondary traumatic stress
refers to behaviors and emotions resulting from wanting to or helping a trauma survivor
(Dunkley & Whelan, 2006). Symptoms are related to PTSD and include re-experiencing,
avoidance, or numbing reminders and persistent arousal (Gil, 2015; Quinn et al., 2019).
The focus of secondary traumatic stress is on observable symptoms as opposed to context
and etiology. Vicarious trauma places observable symptoms in context and places the
focus on the individual. Secondary traumatic stress can be operationalized as compassion
fatigue which is the natural consequence of working with trauma survivors (Dunkley &
Whelan, 2006). Compassion fatigue results from the helper listening to the client’s
experiences and the helper’s empathy for the client. Like vicarious trauma, compassion
fatigue relates to those who help trauma survivors and is called the “cost of caring”.
Compassion fatigue was defined as a syndrome that consists of a combination of
secondary traumatic stress and burnout resulting in emotional and physical fatigue that
mental health professionals experience when empathetically listening to the trauma
narrative of clients (Rzeszutek et al., 2015). Vicarious trauma is specifically related to the

work of mental health counselors who are traumatized by their clients’ trauma narratives.
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Vicarious trauma includes both intrinsic and extrinsic factors and considers the
individual. Vicarious trauma is unigque to trauma work and for this reason, vicarious
trauma will be the focus of this dissertation.

Vicarious trauma and secondary traumatic stress have similar diagnostic features.
The differences between the two are subtle. Vicarious trauma is a process that occurs
over time with symptoms that can appear quite suddenly (Birinci & Erden, 2016; Halevi
& Idisis, 2017). Another term, countertransference, has also been used when discussing
the effects of trauma narratives on mental health professionals. Countertransference has
commonly been defined as the totality of the therapist’s experiences within the
therapeutic relationship (Andahazy, 2019). Attending to the somatic reactions when
working with trauma survivors will allow therapists to be mindful of potential
countertransference. It will then be essential to include this self-awareness in training of
trauma therapists (Andahazy, 2019). It is the therapeutic relationship that determines the
outcomes when treating traumatized clients. The therapist’s sense of self is developed
over time through training and development. The therapist’s reaction to the client’s
traumatic story can potentially affect the therapeutic process. Specific training and
development for trauma therapists was needed to support these therapists in the work that
they do with trauma survivors (Merriman & Joseph, 2018).

The term vicarious trauma was introduced by McCann and Pearlman in 1990
(Caringi et al., 2017). Vicarious trauma has been defined as the extreme changes to the
core of the counselor’s self, resulting from the disruption of the counselor’s schemas of

identity, memory, and belief system (Pearlman et al., 1995; Trippany et al., 2004). These
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changes in schema have a devasting effect on the counselor’s personal and professional
life. Vicarious trauma has been defined as the change within the therapist because of
empathetic engagement with traumatized clients. Risk factors for vicarious trauma
include the therapist’s own trauma experiences, psychological style, interpersonal style,
professional development, and current stressors and supports. The work environment
itself has also been identified as a risk factor (Pearlman & Mac lan, 1995). There is a
need for trauma training and increased supervision and support to reduce vicarious
trauma (Pearlman & Mac lan, 1995). Because vicarious trauma develops gradually and
becomes more pervasive, mental health professionals must understand the ethics involved
when it comes to their competence in providing appropriate care to their clients (Igbal,
2015). Training in working with trauma survivors should be mandatory for any therapist
prior to working with these clients. Organizations can take on the role of providing
quality supervision for therapists who work with traumatized clients. With the high
prevalence of individuals experiencing traumatic events in their lives, most mental health
counselors will provide therapy to survivors of trauma (Igbal, 2015). There is much in the
literature on the effects of vicarious trauma in mental health providers working with
various populations.

A vicarious trauma model using CSDT as the theoretical basis, consisted of
factors that contributed to vicarious trauma in mental health counselors (Williams et al.,
2012). These factors included childhood trauma, personal wellness, supervisory alliance,
organizational culture, caseloads, and vicarious trauma. The model indicated that

childhood trauma and caseload would have a positive direct effect on vicarious trauma
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and organizational culture would have a negative direct effect on vicarious trauma, and
personal wellness and supervisory working alliance would have a partial negative
mediating effect on vicarious trauma (Williams et al., 2012). One hundred thirty-one
mental health counselors working in community mental health agencies were selected as
these agencies tend to expose counselors to traumatized clients (Williams et al., 2012).
These mental health counselors consisted of licensed professional social workers,
marriage and family therapists, professional counselors, psychologists, and unlicensed
professionals. Using a path analysis, results indicated that CSDT explained 46% of the
variance in vicarious trauma (Williams et al., 2012). CSDT failed to explain vicarious
trauma in mental health counselors. Childhood trauma and personal wellness fit the
model well while supervisory working alliance, caseload, and organizational culture did
not. This does not mean that the results did not have practical implications for mental
health counselors. The results showed that a strong supervisory working alliance may not
have mediated the effects of childhood trauma on vicarious trauma, it does give the
mental health counselor an avenue to explore the effects of the trauma narratives of
traumatized clients (Williams et al., 2012). High caseloads contributed to a higher
likelihood of developing vicarious trauma for mental health counselors. Positive
organizational culture led to higher job satisfaction and lower levels of vicarious trauma
(Williams et al., 2012). These results would indicate a need for organizations to address
these factors to retain trained mental health counselors.

There have been many mass shooting incidents over the years that have resulted

in trauma disorders who experienced those events. One such event was the shootings at
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Virginia Tech in 2007 (Day et al., 2017). Therapists experienced the shootings at Virginia

Tech through their response to the needs of the community. These mass casualty events,
in the United States and throughout the worlds, frequently result in shared trauma
experienced by those tasked with helping the community (Day et al., 2017). This involves
mental health counselors who step in to provide services to the communities affected.
Mental health professionals are more aware of their own experiences managing trauma,
the presence of countertransference, the need to set boundaries with clients and practice
self-care (Day et al., 2017). Mental health professionals are at an increased risk of
developing vicarious trauma when there is no clinical distance from the trauma
experienced by clients. Factors that contribute to vicarious trauma include educational
levels, professional experience, subjective exposure to the trauma, professional support,
and professional efficacy (Finklestein et al., 2015). Mental health professionals working
and living in communities where there is shared traumatic experiences will have an
increased likelihood of developing vicarious trauma.

There have been studies within other professions not related to mental health that
have shown the effects of vicarious trauma among professionals, including lawyers and
probation practitioners, indicating that professionals who are exposed to trauma material
have an increased chance of developing vicarious trauma (Lee, 2017; Maguire & Byrne,
2017). There is a connection between childhood abuse and trauma and criminal
engagement. Both professions spend time listening to trauma narratives of their clients.
Factors such as unsupportive environments and lack of trauma training increase the

likelihood of developing vicarious trauma. Organizational and personal strategies can
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reduce the chances for development of vicarious trauma. Self-care practices, effective
supervision, and adequate trauma-informed training would reduce the symptoms of
vicarious trauma (Lee, 2017; Maguire & Byrne, 2017).

Training and preparation for trauma work should be incorporated at institutional
levels to reduce vicarious trauma (Michalopoulos & Aparicio, 2012). Many of those who
are working in the mental and behavioral health fields have their own histories of trauma.
The role of personal trauma history, social support, and level of experience in the
development of vicarious trauma are factors that should be considered in licensed
professionals working with traumatized clients (Michalopoulos & Aparicio, 2012).
Training in vicarious trauma and high-quality supervision could reduce the development
of vicarious trauma in licensed professionals (Michalopoulos & Aparicio, 2012).
Vicarious trauma should be normalized as a natural consequence of working with trauma
survivors. The inclusion of training in vicarious trauma to sensitize new therapists to the
realities of working with trauma survivors would be an appropriate recommendation (Siu
and Padmanabhanunni, 2016).

One setting where vicarious trauma and sense of self has been studied is that of
inpatient treatment facilities (McCormack & Adams, 2016). One study was significant in
that therapists worked within a medical model framework for mental health interventions
in these settings (McCormack & Adams, 2016). The medical model approach does not
take into consideration the psychosocial complexities of trauma therapy and the
importance of the therapeutic relationship including empathy, unconditional regard,

compassion, and therapist congruence. Because of the incongruity between the medical
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model and the psychosocial traumatic experiences of clients, therapists working in this
inpatient setting experienced frustration and distress when working within the constraints
of the medical model. Once the medical model framework was redefined, the result was
positive changes of increased empathy and compassion. The study emphasized the need
for organizational support for therapists working in facilities that used a medical model
(McCormack & Adams, 2016).

There is much in the literature regarding counselor wellness and self-care.
Wellness and self-care have been identified as important factors in reducing the risk of
vicarious trauma in mental health professionals (Foreman, 2018). Wellness has been
defined as the actions that individuals take to integrate body, mind, and spirit to live a
fuller life (Foreman, 2018). Wellness was shown to be a factor in mitigating the impact of
vicarious trauma by decreasing the risk for vicarious trauma allowing counselors to
practice effectively and ethically. Training in the importance of wellness as well as the
effects of vicarious trauma are needed to prepare mental health professionals for working
with traumatized clients (Foreman, 2018).

Populations that have been a challenge for mental health counselors have been
victims of domestic violence, victims of torture, and sex offenders (Beckerman &
Wozniak, 2018; Edelkott et al., 2016). Variables that increase the development of
vicarious trauma and secondary traumatic stress when working with these populations
include the mental health professional’s personal history of trauma, the amount of
exposure to trauma narratives, supervision, workload, and education (Beckerman &

Wozniak, 2018; Edelkott et al., 2016). Recommendations for helping those experiencing
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secondary traumatic stress and vicarious trauma were: (a) effective clinical supervision,
(b) institutional policies that encourage self-care, and (c) education about trauma
practices and vicarious trauma and secondary traumatic stress and (d) vicarious resilience
should be included in training to increase counselor awareness that positive growth can
occur when working with traumatized clients (Beckerman & Wozniak, 2018; Edelkott et
al., 2016). Personal counseling, training, and supervision have a positive association with
vicarious post traumatic growth. Training can be used to increase skills needed for
working with traumatized clients, however, training may not be an effective means of
managing symptoms of vicarious trauma (Bach & Demuth, 2018; Cosden et al., 2016).
Symptoms of secondary traumatic stress (STS) are like those of PTSD (lvicic &
Motta, 2017). These symptoms include intrusive thoughts, re-experiencing the client’s
trauma, avoidance of trauma reminders, and being in a constant state of arousal. STS
refers to the behaviors and the emotions that a helping professional experience when
working with traumatized individuals (Caringi et al., 2017). The term “compassion
fatigue” is often used interchangeably with STS. Compassion fatigue is the emotional
cost of the emotional drain experienced by those who care for individuals with
disabilities and other impairments. Not everyone who works with or encounters a
traumatized person will develop STS (lvicic & Motta, 2017). In one study, the prevalence
among mental health professionals for STS was 22.7%. Results did not indicate a
relationship between the level of trauma exposure, quality of supervision, job satisfaction,
and STS. Agencies should provide therapeutic support to therapists similar to the support

being provided for clients (lvicic & Motta, 2017).
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The levels of secondary traumatic stress, compassion fatigue, burnout, and
compassion satisfaction among social workers were studied with a focus on
organizational structures that reduce the impact these conditions have on social workers
(Caringi et al., 2017). Results indicated that social workers experienced significant levels
of STS, burnout, and compassion fatigue. Age and time in the job were not significant
factors contributing toward burnout and compassion fatigue. Lower levels of job
satisfaction and intent to leave their current job were predictors of burnout and
compassion fatigue. Training in STS would be beneficial; however, the study did not
address how training in trauma specific interventions would affect the development of
STS, burnout, or compassion fatigue (Caringi et al., 2017).

Burnout

Burnout is defined as the psychological stress and strain of working with difficult
populations resulting from fatigue and apathy and is characterized by a depletion of
physical, emotional, and cognitive energies that contribute to negative physical and
psychological outcomes (Dunkley & Whelan, 2006). Maslach and Leiter defined burnout
as a negative result caused by the work environment (Ben-Porat & Itzhaky, 2015).
Burnout occurs in every job with stressful interpersonal relationships, is representative of
chronic dissatisfaction with the work environment, and positive changes in the work
environment will improve burnout (Birinci & Erden, 2016). Burnout is associated with
the experiences of emotional exhaustion, cynicism, detachment from work, and the
absence of accomplishment and effectiveness while performing one’s job functions (Ben-

Porat & Itzhaky, 2015; Rzeszutek et al., 2015). Burnout consists of three main
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components: emotional exhaustion, depersonalization, and reduced personal
accomplishment (Cieslak, 2016). Burnout differs from vicarious trauma in that it is the
feeling of being overloaded secondary to whether the client is a trauma survivor or not
(Trippany et al., 2004). Compared to vicarious trauma which occurs suddenly, symptoms
of burnout occur gradually. Burnout not only harms the mental health provider and the
organization but harms the client as well (Swords & Ellis, 2017).

In one literature review, results indicated that between 21-67% of mental health
workers may be experiencing symptoms of burnout (Morse et al., 2012). Community
social workers had higher levels of burnout than nurses and psychiatrists. Those working
in community based mental health services had higher levels of burnout than those
working in inpatient facilities (Morse et al., 2012). Consequences of burnout included
impaired emotional and physical health of employees, diminished sense of well-being,
depression, anxiety, poor sleep, impaired memory, and alcohol consumption.
Organizations were affected by the negative consequences of burnout which include
absenteeism and turnover, tardiness, reduced job commitment, higher use of sick level,
reduced fidelity to evidence-based interventions, and a decrease in the quality of care for
clients, and a decrease in continuity of care. Strategies for mediating burnout within
organizations include decreasing caseloads, increasing social support, educating
supervisors in effective communication and social skills, increasing employee autonomy,
involving employees in decision-making, reducing role ambiguity and employee conflict,

increasing supervision, and promoting and encouraging self-care as organizational culture
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(Morse et al., 2012). Studies show that these recommendations are frequently not
implemented (Morse et al., 2012).

In one study 145 participants of behavioral health programs were randomly
assigned to participate in a person-centered treatment planning workshop (Rollins et al.,
2016). Burnout was measured using the Maslach Burnout Inventory (Rollins et al., 2016).
Turnover was measured in two ways: intent to leave and actual turnover. Intent to leave
was measured by two questions: “How often have you seriously considered leaving your
job in the past six months” and “How likely are you to leave your job in the next Six
months” (Rollins et al., 2016). Those who participated in the workshop showed
statistically significant improvement in emotional exhaustion. Additional measures were
needed to address organizational issues that contribute to burnout (Rollins et al., 2016).
Counselors who are younger and have their own history of trauma are susceptible to
burnout (Ben-Porat & Itzhaky, 2015).

Another study indicated that 20% to 40% of psychotherapists fit the criteria for
burnout (Simionato & Simpson, 2018). Factors that contribute to burnout include job
control, work environment, work demand, and support. Psychotherapist factors that
contribute to burnout include mental health history with those with trauma history
reporting a higher incidence of burnout (Simionato & Simpson, 2018; Yang & Hayes,
2020). Other psychotherapist factors include countertransference, mindfulness,
psychological distress, self-efficacy and training, the use of coping strategies and
personality factors. The effects of burnout included psychotherapists’ decline in physical

and mental health, decreased job satisfaction, increased turnover, decreased effectiveness,
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decreased client engagement, and poor client outcomes (Simionato & Simpson, 2018;
Yang & Hayes, 2020). Managing and preventing burnout is needed to decrease staff
turnover to improve client care, Psychotherapists need to work on preventing burnout
while at the same time organizations must support psychotherapists and take steps to
decrease burnout (Simionato & Simpson, 2018; Yang & Hayes, 2020).

Burnout in medical advocates for rape survivors resulted more from not knowing
when they would receive a call, the level of difficulty of the call, the caseload, and their
sense of obligation (Long, 2020). Advocates reported that they often did not take breaks
even when they knew that they should. Organizations can provide appropriate training
which should include the hazards of working with traumatized clients. Organizations
should foster environments that encourage self-care and support advocates in their work
(Long, 2020).

Many community mental health agencies provide opportunities for graduate
students to engage in practicum and internships. Graduate students often experience a
high level of stress (Swords & Ellis, 2017). Fifty-nine percent of clinical psychology
students reported feeling psychological stress which leads to burnout harming both the
students and the clients they serve (Swords & Ellis, 2017). Of 203 health service
psychology doctoral students, 74.9% experienced burnout (Swords & Ellis, 2017). The
supervisory working alliance has a substantial impact on preventing burnout. It is
important for community mental health agencies that provide practicum and internship
opportunities to provide quality supervision as graduate students are prone to burnout

(Swords & Ellis, 2017). Unique considerations with graduate students and new
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professionals include the intensity of the learning environment, finding and completing
practicum requirements, exposure to traumatic material, working with challenging
clients, and working in community mental health (Cieslak, 2016). Several ways graduate
students and new professionals can mitigate burnout include seeking personal counseling,
peer support, consultation, and supervision, and practicing self-care (Cieslak, 2016).
Institutions and agencies can mitigate burnout by destigmatizing burnout, including
assignments that focus on burnout, ensure that well trained supervisors are part of the
practicum experience, and be mindful of students’ schedules and activities outside of
graduate school (Cieslak, 2016).

Staff turnover is associated with a decrease in the quality of care (Salyers et al.,
2015). Burnout and staff turnover has been shown to be costly to community mental
health organizations (Salyers et al., 2015). A new scale to measure the relationship
between burnout and quality of care among community mental health workers was
developed and tested in 156 staff members (Salyers et al., 2015). Measures included the
Health Services Provider version of the Maslach Burnout Inventory, a self-report Quality
of Care scale developed by the authors and an Intentions to turnover scale which
consisted of two questions: “Have you considered leaving your job in the past six
months?” and “How likely are you to leave your job in the next six months?” Mental
health workers with a higher sense of accomplishment had higher levels of client-
centered care (Salyers et al., 2015). There is a need for community mental health
administrators to address those factors related to burnout that affect staff turnover and the

quality of client care (Salyers et al., 2015).



41

Recent studies have focused on counselor burnout in relation to COVID-19 (Sklar
et al., 2021). The effects of work changes and burnout on counselor turnover have been
explored. Participants included 93 therapists and counselors who worked in outpatient,
home-based, and school-based settings from six community mental health agencies
across a Midwestern state (Sklar et al., 2021). Burnout was measured using the
Copenhagen Work Burnout Inventory while turnover intention was measured using the
Michigan Organizational Assessment Questionnaire (Sklar et al., 2021). This scale was
commonly used in community health service workers and nurses. Results indicated that
when work changes are high, burnout is high and to limit burnout, organizations should
limit task, setting, and work-related team settings (Sklar et al., 2021).

To improve quality of care, community mental health agencies have been
mandated to implement evidence-based interventions (Kim et al., 2018). One hypothesis
is that high workload and unfavorable organization climate were related to counselor
exhaustion which is a key component of burnout (Kim et al., 2018). A second hypothesis
suggested that the implementation of evidence-based interventions would be related to
lower exhaustion levels. Weekly work hours, caseload, and the number of evidence-based
interventions used were associated with increased emotional exhaustion (Kim et al.,
2018). Activities related to the implementation of evidence-based interventions including
consultation and supervision were not associated with emotional exhaustion. Therapists
trained and confident in the use of evidence-based interventions were less likely to

experience emotional exhaustion. There is a need for agencies to take action to prevent
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burnout and the associated therapist turnover that could affect the return on investment of
the implementation of evidence-based interventions (Kim et al., 2018).
Trauma Training

A review of the literature indicated that mental health professionals identify a lack
of appropriate training on preventative measures in the development of vicarious trauma,
secondary traumatic stress, countertransference, and burnout (Ireland & Huxley, 2018).
Those with less education and training are more vulnerable to the development of these
disorders (Ireland & Huxley, 2018). Trauma specific training would increase competency
in treating trauma and provide quality care to clients. Trauma specific training is often
reported as being a missing component of counselor training programs (Ireland &
Huxley, 2018). Trauma specific training is not usually found in many graduate level
training programs for mental health professionals. In the field of psychology, many
psychology programs provide minimal trauma training even though graduate
psychologists are increasingly treating trauma survivors (Simiola et al., 2018). Pre-
doctoral psychology internship sites reported some trauma training either as didactic
training or supervision (Simiola et al., 2018). About half (62.2%) reported they were
offering 1 to 3 hours of didactic training per week while 54.5% offered supervision-
specific training. 34.7% of sites offered training in evidence-based trauma modalities
including trauma-focused cognitive behavioral therapy, cognitive processing therapy, and
prolonged exposure (Simiola et al., 2018). The primary barrier to implementing trauma
training was reported to be meeting other program specific and specialty requirements.

Other barriers reported included lack of time and resources, interns feeling underprepared
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to work with traumatized populations from previous programs, limited interest in
expertise of faculty members, and safety concerns of interns (Simiola et al., 2018).

In the field of psychology trauma training is lacking in graduate programs while
there is a continued increase in the numbers of clients who have been exposed to
traumatic events (Cook et al., 2017). When considering doctoral programs in psychology
several considerations should be made. Does the program offer specific trauma training?
Avre there differences between graduate programs (including counseling programs) that
offered trauma training and those that did not? What are the steps and barriers to offering
trauma training in graduate programs? Do programs include evidence-based trauma
treatment training in programs? Are there differences in programs that offer practicums
and those that do not? According to one survey, one in five programs offered a trauma
psychology course and offered a practicum where students specifically worked with
traumatized clients (Cook et al., 2017). Barriers cited for including trauma courses
included limited capacity to include elective courses and limited time and resources.
These barriers could be overcome by incorporating trauma training into already
established courses. This lack of trauma training causes harm to traumatized clients in the
form of inadequate treatment plans, inappropriate diagnosis of trauma-related symptoms,
and inappropriate treatment (Cook et al., 2017). Graduate programs must find a way to
incorporate more trauma training in their programs (Cook et al., 2017). In one graduate
social work training program, all participants reported contact with clients with trauma
histories in field placement and coursework which resulted in re-traumatization

associated with secondary traumatic stress and burnout (Butler et al., 2017). Results
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indicated that there is a need for graduate programs to include trauma content in clinical
training and to include trauma-informed care within clinical training programs (Butler et
al., 2017).

Trauma training can reduce the effects of vicarious trauma, secondary traumatic
stress, countertransference, and burnout (Trippany et al., 2004). Appropriate trauma
training is effective in reducing therapists’ reactions to client stories. These cases
included sexual abuse and other clients who have a trauma history (Trippany et al.,
2004). Training focused on trauma has been shown to be effective in preventing PTSD in
counselors working with traumatized clients. There is a need for trauma training to be
included in graduate counselor education programs. This is especially true when
observing the effects of childhood trauma on clients (Trippany et al., 2004).

Barriers to providing trauma training to mental health clinicians working in
community mental health agencies include fewer training programs that consist of both
didactic training and supervision (Stuart et al., 2018). Most mental health counselors will
engage in continuing education to receive the training to gain the skills needed for
working with traumatized clients (Stuart et al., 2018). Training in evidence-based
interventions has shifted in the past decade from reading treatment manuals to workshop
attendance and on-going competency training. A combination of didactic training and on-
going supervision is the best method for skills training and changing clinician behavior to
adhere to evidence-based treatment modalities (Stuart et al., 2018). Agencies must make
an ongoing financial commitment to keep training programs available to new staff due to

staff turnover who either don’t complete the training programs or leave after receiving
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the training. It is not the training in evidence-based programs that results in turnover. The
training in evidence-based programs may lead to reduced counselor exhaustion and
reduced counselor turnover. There may be an increase in counselor burnout if the
expectation of the agency is for the counselors to be trained in multiple evidence-based
programs (Stuart et al., 2018).

Training in trauma-informed care often focuses on providing clinicians with
information on trauma-informed care and the concepts of safety, trustworthiness, choice,
collaboration, and empowerment (Williams & Smith, 2017). Training in trauma-informed
care can also include prevention of retraumatization of clients. One survey asked
participants to complete a Likert scale addressing the impact that the training had on the
clinicians’ knowledge of trauma-informed care, the extent to which clinicians
incorporated trauma-informed care into their work, the extent to which clinicians brought
about change within their practice, and factors that hindered the implementation of
trauma-informed practices (Williams & Smith, 2017). Clinicians had a positive attitude
toward trauma-informed care because of the training. Clinicians also reported a moderate
impact on individual practice, while there was little success in changing the culture of the
organization to incorporate principles of trauma-informed care (Williams & Smith,
2017). It is important that organizational leadership support training within the
organization to encourage and support clinical staff to implement the training. When the
organization is willing to change, then clinical staff will be more accepting of

implementing the training received (Williams & Smith, 2017).
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Academic training programs for mental health counselors and other professionals
do not typically involve comprehensive instruction in trauma and trauma-informed care
(Kumar et al., 2019). Mental health counselors often feel ill-equipped to work with
traumatized clients. To address gaps in current trauma training literature, the question of
how brief training in complex trauma for mental health counselors was considered
(Kumar et al., 2019). Participants took part in a brief trauma training program on
complex trauma consisting of 1-to-2-day workshops (Kumar et al., 2019). Participants
completed pre and post training self-report surveys which included questions regarding
previous trauma training. Sixty-eight percent pf participants reported feeling inadequately
trained to assess traumatized clients while 75% of participants felt inadequately trained to
treat traumatized clients (Kumar et al., 2019). Of the participants, 10% did not receive
any training in trauma while 30% of participants did not receive training in treating
dissociative symptoms often encountered in traumatized clients (Kumar et al., 2019).
There was a demonstrated increase after the brief training of participants’ level of
knowledge and competence after the training. Therapists who do not receive proper
training in the assessment and treatment of complex trauma are not providing ethical
treatment to their clients. Lack of proper training has been identified as a factor in the
development of both burnout and vicarious trauma (Kumar et al., 2019).

There is a high risk of burnout for clinicians working with clients diagnosed with
borderline personality disorder (Carmel et al., 2014). Dialectical behavioral therapy
(DBT) is an evidence-based treatment intervention frequently used for tor those with

borderline personality disorder. With a few studies that examined the role of dialectical
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behavioral therapy on burnout, one study sought to determine whether dialectical
behavioral therapy reduced burnout in counselors (Carmel et al., 2014). Counselors
participated in a 10-day comprehensive DBT training program. Participants showed
decreased levels of burnout after the training (Carmel et al., 2014). DBT clinicians can
use the skills that they teach their clients to reduce their own burnout. DBT clinicians
believed that DBT skills helped manage stress, perceived stress can be a predictor of
burnout, and DBT skills has been perceived to reduce burnout (Jergensen, 2018). This
study indicated that mental health counselors who are trained in evidence-based trauma
interventions are more likely to use the skills themselves to reduce vicarious trauma,
secondary traumatic stress, and countertransference.

Barriers exist in the formal implementation of evidence-based treatment
interventions in community mental health agencies (Oliver & Lang, 2018). One such
intervention often implemented and used in community mental health organizations is a
trauma-focused evidence-based intervention, trauma-focused cognitive behavior therapy
(TF-CBT) for children (Oliver & Lang, 2018). Barriers identified included lack of time
and secondary trauma that prevented the implementation of the intervention (Oliver &
Lang, 2018). Regarding secondary traumatic stress, this barrier was a concern more for
agency leaders as opposed to clinicians. Staff turnover was identified as a barrier due to
the greater time needed to implement TF-CBT and the effects of secondary traumatic
stress. There is a need to make sure that new staff can be appropriately trained, and this
may mean that community mental health agencies must make training more accessible to

staff (Oliver & Lang, 2018).
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Counselor Turnover and Intent to Leave

Staff turnover has been well-studied in the literature (Beidas et al., 2016; Fukui et
al, 2019; Fukui et al, 2020; Green et al., 2014). Factors that decreased the chance of
turnover have been identified as organizational commitment to investing in employees,
positive employee attitude toward job and organization, positive supervisor relationships,
and positive perception of the impact of the work environment on employee well-being
(Beidas et al., 2016; Fukui et al, 2019; Fukui et al, 2020; Green et al., 2014). The
literature shows that a strong organizational culture will contribute to lower turnover.

Clinicians working in community mental health agencies are at a higher risk for
burnout (Green et al., 2014). Clinician burnout affects patient well-being as well as
service quality and organizational functioning. Clinician demographics, work
characteristics, and organizational factors contributed to burnout in child and adolescent
mental health providers from community mental health agencies (Green et al., 2014).
Variables representing organizational climate and transformational leadership accounted
for the greatest amount of variance for clinician burnout (Green et al., 2014).

Turnover is high at 25% to 60% in the mental health field (Beidas et al., 2016).
High rates of turnover are costly to community mental health organizations (Beidas et al.,
2016; Fukui et al., 2019; Fukui et al., 2020). These costs are associated with recruitment,
hiring, and training including staff shortages, disruption of quality of care, and reduced
well-being of staff. The morale of remaining clinicians is decreased due to an increase in
caseloads. The quality of client care and reduced fidelity to evidence-based practices are

also affected by turnover (Beidas et al., 2016; Fukui et al., 2019; Fukui et al., 2020).
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Increased supervisory support decreased emotional exhaustion and in turn, reduced
turnover intent (Beidas et al., 2016; Fukui et al., 2019; Fukui et al., 2020).

Research on turnover in mental health settings continues to be lacking (Fukui et
al., 2020). To predict staff turnover, studies have commonly used turnover intention or
thoughts of leaving and these act as a proxy to actual turnover. Turnover intent to leave is
associated with reduced job commitment and decreased absenteeism. Mental health
providers who are disengaged and intending to leave are more prone to burnout. In one
study, actual turnover was measured 12 months after the study had been completed
(Fukui et al., 2020). Turnover intention and actual turnover were significantly correlated.
Turnover intention was more closely associated with job stressors including burnout
(Fukui et al., 2020). This would imply that measuring turnover intent is an appropriate
measure when conducting research with burnout as a factor (Fukui et al., 2020).

A model was developed to determine what organizational factors were related to
turnover in non-profit child welfare organizations (Auerbach et al., 2014). The Intent to
Leave Child Welfare Scale (ILCW) has been used as a proxy for actual turnover. This
scale has been validated to predict actual turnover (Auerbach et al., 2014). Using the
ILCW, one study showed that organizational factors leading to intent to leave included
job overload and organizational support (Claiborne et al., 2015). Job overload places a
heavy burden on clinicians causing them to feel too much pressure leading to emotional
exhaustion and the intent to leave the job. Organizational support, in this case

supervision, was shown to ameliorate emotional exhaustion (Claiborne et al., 2015).
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Clinical supervision could be used to prevent counselor turnover (Knudsen et al.,
2008). High rates of counselor turnover and emotional exhaustion have negative
consequences. These consequences included threats to the quality-of-care clients received
and high costs for community mental health organizations as they recruit, hire, and train
new counselors to replace those lost through turnover. Organizations are challenged as
they attempt to implement evidence-based interventions. Emotional exhaustion is a
significant contributor to burnout. Previous research using intent to leave as a proxy for
actual turnover suggests that intent to leave is the strongest predictor of actual turnover.
Intent to leave also avoids the methodological problems of valid retrospection of actual
turnover (Knudsen et al., 2008). Intent to leave has been used to measure turnover by
using an adaptation of the scale used by Walsh et al. (1985). Clinical supervision was a
protective factor in emotional exhaustion and counselor intent to leave (Knudsen et al.,
2008).

Staff turnover is responsible for reduced revenue due to the costs associated with
recruiting, hiring, and training of new staff (Brandt et al., 2016). For clients, staff
turnover is associated with a decrease in the quality of care, a decrease in client
outcomes, and the inability to receive services. One study sought to identify the effects of
staff turnover on treatment outcomes for clients who are inpatient at psychiatric facilities
(Brandt et al., 2016). Staff turnover was investigated using employment records. Results
indicated that higher staff consistency or the time without staff turnover improved
treatment quality. Agencies need to do what they can to alleviate staff turnover (Brandt et

al., 2016).
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The relationship between vicarious trauma and turnover should be considered. In
one study a scale to measure intent to leave the organization which was modified from
other employee retention scales (Middleton & Potter, 2015). The intent to leave scale
consisted of four questions including “I plan to leave this organization in the next 12
months” and “I have often thought about leaving this organization” (Middleton & Potter,
2015). Responses were based on a 6-point Likert scale ranging from Strongly Disagree to
Strongly Agree. While using this scale, it was determined that child welfare professionals
who have high levels of vicarious trauma are more likely to leave their organizations
(Middleton & Potter, 2015). The high turnover of child welfare professionals as well as
those working in social services and other human services is a concern for these
organizations. These positions are not easily filled in a timely matter affecting the
children and families engaged with these services. As clinical mental health therapists are
also prone to vicarious trauma, it could be hypothesized that turnover rates are similarly
high with the same effects on those engaged in mental health services. What is important
to note here as well is that measuring turnover is a challenge and measuring intent to
leave is commonly used to measure turnover as an outcome variable and suggests that
individuals make conscious decisions to leave before they leave an organization
(Middleton & Potter, 2015).

Factors that explain why mental health professionals intend to leave their jobs are
a concern. Survey data from 10,997 mental health professionals including psychiatrists,
psychologists, social workers, and psychiatric nurses from a previous study comparing

job satisfaction and turnover among mental health providers working in Veterans Health
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Administration was examined (Yanchus et al., 2017). Some factors including civility,
procedural justice, and autonomy predicted job satisfaction which then predicted
turnover. Psychological safety predicted turnover intent or intent to leave the agency. One
hypothesis suggested that emotional exhaustion was a mediator of turnover intention or
intent to leave (Yanchus et al., 2017).

Clinician turnover is a major concern in mental health organizations which invest
heavily in the implementation of evidence-based practices. Factors associated with
reduced clinician turnover during an organizational wide implementation of an evidence-
based treatment practice have been identified (Williams & Beidas, 2018). These factors
include proficient organizational culture, evidence-based practice implementation
climate, and how a change in these organizational characteristics relates to clinician
turnover. More proficient organizational cultures will have more supportive
implementation of evidence-based practices which will have reduced clinician turnover
(Williams & Beidas, 2018). Wages are a factor that needs to be investigated as increased
pay rates decrease turnover Bukach et al., 2017). Consideration of payroll, maximum
hourly rate, offered paid training, and offered career advancement opportunities are
factors that should be examined as ways to avoid clinician turnover. The financial burden
that is placed on mental health organizations is a challenge when it comes to factors to be
considered in alleviating high clinician turnover. This understanding is critical in that
there continues to be a need for community mental health services to provide necessary

trauma counseling and to keep well trained trauma therapists. Turnover affects the quality
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of care provided to an organization’s clients and can put a huge financial burden on
organizations as they work to replace lost clinicians (Bukach et al., 2017).
Community Mental Health Services

Community mental health services have long been tasked with providing clients
with evidence-based practices in the treatment of mental health disorders (Stuart et al.,
2018). As many community mental health providers are funded through insurance, the
requirements of the insurance providers are that evidence-based treatment be available to
clients served by community mental health agencies. Many factors have been identified
within community mental health agencies that contribute to high turnover rates of mental
health counselors. In rural areas such as those found in Australia and Canada, job
dissatisfaction is a major cause of clinician turnover (Cosgrove et al., 2018). Early career
mental health professionals identified factors such as developing a professional identity,
providing multidisciplinary care, working under conditions in which there is a lack of
resources, working with a demanding client population, and managing personal and
professional boundaries led to higher job dissatisfaction. There is a need for agencies to
identify strategies for improving working conditions to increase job satisfaction
(Cosgrove et al., 2018).

Mental health workers in community mental health agencies often encounter
heavy caseloads and few resources. Clinician perceptions of clients who were not
improving was associated with job burnout and increased turnover intentions (Hippel et
al., 2019). When there is a heavy caseload, clinicians believe that they do not have time

to provide quality services to their clients. This, in turn, causes clinicians to perceive that
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their clients are not improving, which causes burnout and quite often, intend to leave the
organization to alleviate the burnout.

Clinicians often work with youth who are also involved in the juvenile justice
system (Espinosa et al., 2020). These youth will often have histories of trauma which will
influence those mental health counselors working with them. Youth who had accessed
mental health services through community mental health services were more likely to be
placed out of the home with girls being detained for longer periods than boys (Espinosa
et al., 2020). Girls who had a history of trauma and who accessed services though
community mental health agencies had an even higher propensity for being placed out of
the home (Espinosa et al., 2020). There is a need for highly trained mental health
counselors in community mental health agencies who can provide clinical services and
therefore it is imperative that community mental health agencies retain these trained
clinicians (Espinosa et al., 2020).

As there is an increase in clients accessing trauma services, community mental
health services are tasked to provide these services. Providing services that do not re-
traumatize clients in a way that traditional therapy often does is important and must be
considered. Trauma-informed care is becoming more recognized as the standard of care
for mental health service providers. Trauma-informed care involves a well-trained
workforce, evidence-based treatment interventions, and collaborative organizational
practices. Many mental health professionals are hesitant to inquire about clients’ trauma
history or assess, screen, diagnose, or address trauma symptoms. A training gap exists at

the undergraduate level of most mental health professional programs (Palfrey et al.,
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2019). One study was conducted to evaluate a workshop designed to introduce mental
health professionals to trauma-informed care (Palfrey et al., 2019). Participants were
nursing, medical, and allied health professionals who complete pre and post workshop
evaluations. Participants showed an increase in self-reported confidence, awareness and
attitudes in trauma-informed care and a decrease in perceived barriers to working within
a trauma-informed care environment (Palfrey et al., 2019). In a follow-up study 12
months later, it was found that 81% of participants were screening for trauma and
engaging in training in trauma-focused evidence-based interventions (Palfrey et al.,
2019).

It is important to realize that healthcare staffing shortages in community mental
health services is a problem worldwide (Cosgrave et al., 2018). Factors that contribute to
these staff shortages include recruitment and retention problems (Cosgrave et al., 2018).
Retention problems are often attributed to job dissatisfaction which in turn leads to high
turnover, especially for professionals working in health and human services. Work
factors that negatively affecting rural healthcare professionals include large caseloads,
high levels of responsibility, increase of complex cases such as many clients affected by
trauma, and the need for extensive training to meet the demands of a diverse population
(Cosgrave et al., 2018). These challenges can be more intense for new graduates. Other
factors that can negatively or positively affect job satisfaction include the therapeutic
alliance, clinical effectiveness, teamwork, a multidisciplinary approach, receiving
appropriate orientation and training, and receiving effective supervision (Cosgrave et al.,

2018).
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There are implications of clinician turnover on client outcomes in community
mental health agencies. Clinician turnover resulted in high costs for community mental
health agencies and a decrease in the quality of care for the clients served by these
agencies. In one study of 328 clients, 24% experienced clinician turnover (Johnson-
Kwaochka et al., 2020). Clinician turnover was strongly associated with a decline in
outcomes for higher functioning and older clients (Johnson-Kwochka et al., 2020).
Therapist turnover was related to client non-attendance. Clients who experienced
counselor turnover were 86% more likely to miss future appointments. It is to be noted
that those without a PTSD diagnosis were more likely to miss than those with a PTSD
diagnosis (Babar et al., 2018).

Productivity demands are often part of working in community mental agencies.
Counselor pay has gone from salaried to being paid by the number of billable hours
worked (Hatchett & Coaston, 2018). The burden of missed appointments has shifted from
the agencies to the counselors. In addition to decreasing counselor pay, these policies
have been shown to decrease counselor morale, incentivize unethical behaviors.
discourages counselors from working with high-risk clients as this takes them away from
seeing more clients and shifts service costs from treatment agencies to other public
service providers (Hatchett & Coaston, 2018). This represents the fee-for-service model.
As such, fee-for-service clinicians receive no employment benefits, they are not paid for
missed appointments, and are not held in high regard by the agencies that hire them.
Salaried clinicians are also being evaluated based on billable hours (Hatchett & Coaston,

2018). The risk is not as high for salaried clinicians as it is for fee-for-service clinicians.
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Salaried clinicians are still affected by productivity requirements in the form of workload,
income, and job security. A work climate where the focus is on productivity often leads
to burnout of mental health counselors which further burdens community mental health
agencies when there is a need to recruit, hire, and train a new workforce (Hatchett &
Coaston, 2018).

Financial strain is associated with counselor turnover in community mental health
agencies. Between 30% and 60% of therapists leave their agencies in a year (Adams et
al., 2019). High rates of turnover are associated with a decrease in quality of care,
consistency of services, contribute to poor staff morale, reduced productivity, and
increased cost of training new staff (Adams et al., 2019). Clinician turnover also affects
organizations implementing evidence-based interventions. Financial strain is comprised
of the emotional, cognitive, and behavioral responses to economic hardship. Because
community mental health agencies are funded by Medicaid, they are reimbursed at a
much lower rate than private practice. Forty-one percent of clinicians left their agency
due to the low salary and poor fiscal climate of the agency (Adams et al., 2019).
Although financial strain predicted counselor turnover, turnover was much less in
clinicians who were trained in evidence-based interventions. Reducing financial strain
and increasing training in evidence-based interventions can help reduce turnover (Adams
etal., 2019).

Summary
The literature has shown that there is extensive research on the causes,

symptomology, risk, and protective factors of vicarious trauma as well as similar effects
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experienced by mental health counselors working with traumatized populations and
include secondary traumatic stress, compassion fatigue, and countertransference. These
conditions will often lead to burnout in mental health counselors, especially in those
working in community mental health agencies. There is significant research in the factors
related to burnout in mental health professionals, especially those working in community
mental health agencies. Research has identified that these agencies often place high
demands on mental health counselors including productivity requirements. These
requirements mean high caseloads and along with a lack of specific training in trauma,
and a lack of clinical supervision will lead to mental health counselors feeling burned out
and intending to leave their positions.

Extensive research exists on the high prevalence of trauma throughout many of
the populations seen in community mental health agencies including immigrants,
children, adolescents, those in foster care, those who have been adopted, the elderly,
domestic violence survivors, and those diagnosed with intellectual disabilities and autism
spectrum disorder. When mental health counselors leave their agencies, community
mental health agencies experience the loss of trained professionals, loss of quality of care
to clients, and high costs of replacing these counselors. There is a need for these agencies
to identify ways to stem the turnover of these trained professionals so that clients can
continue to receive much needed trauma services.

The objective of this study was to determine if there is an impact on a counselor’s
intent to leave their community mental health organization based on the level of training

in a trauma-specific treatment modality (I have no formal evidence-based trauma
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training, | have some basic training in an evidence-based trauma intervention, and | hold
a certification in an evidence-based trauma intervention). Identifying whether there is an
impact on a counselor’s intent to leave their community mental health organization based
on the level of trauma training will be the first step in bringing awareness to the need for
community mental health agencies to provide effective trauma training in evidence-based
practices for mental health counselors and to identify ways to alleviate both burnout and
vicarious trauma. This awareness then will allow community mental health agencies to
address the high turnover within the organizations and support mental health counselors
in the demanding work of trauma therapy.

In Chapter 3, | describe research design, methodology, and instrumentation. |
include a thorough discussion of the specific population studied. I further examine the
specific questionnaires, the administration of the questionnaires, data collection, and data

analysis and presentation for this study.
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Chapter 3: Research Method

Vicarious trauma has been extensively studied as this phenomenon affects mental
health counselors working with clients who have extensive trauma histories. Mental
health counselors often experience vicarious trauma which may then lead to burnout
(Pearlman & Mac lan, 1995). Burnout is prevalent among mental health counselors in the
community mental health setting. The rates of burnout in community mental health
settings have been estimated to be between 21% to 67% (Swords & Ellis, 2017). CSDT
has long been the established theoretical framework when studying vicarious trauma
(McCann & Pearlman, 1990; Pearlman & Saakvitne, 1995). Pearlman and Saakvitne
(1995) established this theoretical framework based on their research, experience
working with trauma clients, and interviewing other mental health professionals who
have worked with traumatized clients. Because burnout often results in mental health
counselors intending to leave the community mental health agencies in which they are
employed, community mental health agencies face staff shortages, increased expenses
when recruiting and hiring replacement mental health counselors, and a disruption of
client care (Morse et al., 2012; Salyers et al., 2015; Swords & Ellis, 2017).

The purpose of this quantitative study was to examine the impact on a counselor’s
intent to leave their community mental health organization where they are employed
based on a mental health counselor’s level of training. In Chapter 2, a literature review of
relevant research on this topic and the theoretical framework guiding this study was
provided. In Chapter 3, more detailed information about the methodology of this study is

provided. Chapter 3 includes a description of the design and the methodology of this
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research study. In the methodology section, I describe the population that was studied and
the method for choosing the study participants. The questionnaires used to gather data,
the procedures for analysis of the data, potential threats to the validity of this study, and
potential ethical issues are discussed.

Research Design and Rationale

This study was a quantitative, cross-sectional study where | used survey
methodology to collect data and ANOVA to analyze this data. ANOVA is an analysis
that aims to determine the impact of the effect of one independent categorical variable on
the continuous dependent variable (Wagner, 2017). ANOVA is used by researchers to
compare means of a continuous dependent variable across two or more groups in a
categorical independent variable. (Warner, 2013). In this study, the independent variable
was the level of trauma training (I have no formal evidence-based trauma training, | have
some basic training in an evidence-based trauma intervention, and | hold a certification in
an evidence-based trauma intervention) and the dependent variable was a counselor’s
intent to leave the community mental health agency in which they are currently or were
previously employed.

A cross-sectional study was used to take measurements at a single, fixed period
(Asiamah et al., 2021; Kesmodal, 2018). In cross sectional studies, researchers measure
outcomes of participants at the same time (Setia, 2016). Participants are selected based on
inclusion and exclusion criteria. Cross sectional studies can be done swiftly and are less
expensive to conduct. | used surveys to collect data from participants. Survey

methodology is an effective method of gathering information from a sample of
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participants for developing quantitative descriptors of the attributes being measured
(Groves et al., 2009). Surveys allow for the collection of data from a larger population.
Surveys have been used in multiple studies to measure intent to leave an organization
(Claiborne et al., 2015; Middleton & Potter, 2015). A web-based survey published on
SurveyMonkey was used because of its speed, low cost, and economies of scale (see
Dillman et al., 2014). Most people within the United States have access to and use the
Internet. These individuals are familiar with the use of computers and conduct most of
their business online. In addition, many adults within the United States have a
smartphone or other mobile device which makes access to online surveys much easier.
For this study, the level of trauma training was measured through demographic
information gathered and intent to leave was measured with a modified published survey.
The key constructs in this study were counselor intent to leave an organization and the
level of trauma training (I have no formal evidence-based trauma training, | have some
basic training in an evidence-based trauma intervention, and I hold a certification in an
evidence-based trauma intervention). Using CSDT as the theoretical framework, |
examined the relationship between a mental health counselor’s level of trauma training
and their intent to leave the mental health organization where they are employed. CSDT
is the theoretical framework that is applicable to vicarious trauma and to those mental
health counselors engaged in trauma work. CSDT was used to explain how the cognitive
schemas of mental health counselors working with traumatized clients will become

disrupted, leading to a feeling of distrust, lack of safety, inadequacy, and disconnection in
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themselves and in others as well a sense of powerlessness. This leads to vicarious trauma
and the eventual separation from their employment.

The impact of the level of training a counselor has in a trauma specific
intervention on a counselor’s intent to leave their organization was explored. The
construct of trauma training was defined and categorized as | have no formal evidence-
based trauma training, | have some basic training in an evidence-based trauma
intervention, and | hold a certification in an evidence-based trauma intervention. Mental
health counselors just beginning their careers in community mental health may not have
received any trauma training through course work in their master’s program or field
experiences. In 2011, Division 56 of the American Psychological Association and the
Association of Psychology Postdoctoral and Internship Center found that 21% of
postgraduate or graduate internship programs across the United States offered any
specialized trauma training (Kumar & Brand, 2019). Mental health counselors will
receive trauma training post-graduation by attending workshops, conferences, or reading
professional literature. For the newly graduated mental health counselor, this can be
costly. Organizations often provide very basic training in trauma-informed care and not
necessarily in a specific trauma-focused intervention.

The dependent variable in this study was the mental health counselor’s intent to
leave their organization. Intention to leave an organization is defined as those behaviors
that a mental health counselor engages in to seek employment elsewhere or leave the
profession entirely. Turnover in community mental health agencies results in counselor

shortage, decreased quality of client care, and high costs to replace those counselors



64
(Beidas et al., 2016; Fukui et al, 2019; Fukui et al., 2020). An exploration of the

relationship between the categorical level of training (three levels) and a counselor’s
intent to leave their organization was studied and therefore, ANOVA was found to be
appropriate for this study. ANOVA is a statistical method used to identify a relationship
between a categorical independent variable with two or more groups (level of trauma
training divided into three categories of | have no formal evidence-based trauma training,
| have some basic training in an evidence-based trauma intervention, and | hold a
certification in an evidence-based trauma intervention) and one continuous dependent
variable (Warner, 2013). In this study, the dependent variable was intent to leave an
organization. | examined the data to determine if there is a relationship between the
categorical level of trauma training and a counselor’s intent to leave their organization.

| analyzed the data using descriptive statistics, assessing model assumptions, and
ANOVA assessing statistical and practical significance to thoroughly answer the research
question. ANOVA analysis is used to test the impact of a categorical independent
variable of two or more groups on a continuous dependent variable (Warner, 2013). For
this study, the independent variable was the level of trauma training. Level of trauma
training was measured through the demographic questionnaire and asked whether the
respondent has no training in trauma, some basic trauma training, or a certificate in an
evidence-based trauma intervention. The dependent variable was the respondent’s intent
to leave their community mental health agency and was measured using the modified
Intent to Leave Scale from the MOAQ. This scale was modified by Michaels and Spector

(1982). Data analysis also consisted of descriptive statistics, testing model assumptions,
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and ANOVA to assess statistical significance to respond to the research question. In this
study, the research questions addressed the relationship between the level of trauma
training a mental health counselor and their intent to leave the community mental health
agency where they are or were employed.
Research Question and Hypothesis

RQ: Is there a statistically significant difference in a counselor’s intent to leave
their position in a community mental health agency based on the level of trauma training
in an evidence-based treatment modality?

Ho: There is no statistically significant difference in a counselor’s intent to leave

their position in a community mental health agency based on the level of training

in an evidence-based trauma treatment modality.

Ha: There is a statistically significant difference in a counselor’s intent to leave

their position in a community mental health agency based on the level of training

in an evidence-based trauma treatment modality.

Methodology

The methodology | used for this study was a quantitative ANOVA analysis. A
survey was used to gather demographic information which included the predictor variable
of level of trauma training (I have no formal evidence-based trauma training, | have some
basic training in an evidence-based trauma intervention, and I hold a certification in an
evidence-based trauma intervention) and the outcome variable of intent to leave. An

ANOVA analysis was then used to assess the impact of the level of trauma training on
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the intent to leave. The results of this analysis were then used to answer the research
question.
Population

Inclusion criteria for this study were master’s or doctoral level prelicensed and
licensed mental health counselors, marriage and family therapists, licensed psychologists,
and clinical social workers who provide mental health treatment to clients who have
experienced trauma while in the employment of community mental health agencies
throughout the United States. Participants were at least 18 years old and currently work
or have worked in a community mental health agency with a caseload of clients with
trauma histories. Recruitment of participants came from several professional
organizations including the American Counseling Association (ACA) the American
Mental Health Counseling Association (AMHCA), National Association of Social
Workers (NASW) and the International Association of Trauma Professionals (IATP). |
first thought that mailing lists could be obtained from these organizations. | thought that
using membership directories would allow for many potential participants in which to
recruit a representative sample. Each of the organizations has memberships in the
thousands from across the country. Adjustments had to be made as these agencies no
longer provide mailing lists and many had strict requirements for sending out unsolicited
emails. These organizations did have discussion forums that allowed for the posting of
recruitment for participants. In addition, two listservs, COUNSGRAD and CESNET-L,
were used along with social media such as Facebook. Survey Monkey, an online survey

administrator, was used to distribute the surveys and collect the data.
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Sampling and Sampling Procedures

| used nonprobability, purposive sampling with inclusive criteria that must be met
for participation. Nonprobability sampling was used for this study as there will be no
random sampling. Nonprobability sampling allows for the targeting of a specific
population (Galloway, 2005). The drawback of nonprobability sampling is that there is no
assurance that the sample is a true representation of the population being sampled.
Results may not be as accurate and may not be generalizable to the larger population of
mental health professionals working in community mental health agencies.

Purposive sampling was used as | targeted a specific group within the general
population (see Campbell et al., 2020). Inclusive criteria for this study were that
participants be at least 18 years of age, were to be master’s or doctoral level clinicians,
prelicensed or fully licensed in professional counseling, marriage and family therapy,
psychology, or clinical social work, and have worked or currently work in community
mental health agencies treating clients with trauma histories. | assumed that the sample
was representative of the larger population of therapists.

A priori power analysis was used to determine sample size. It is impossible to
conduct any research on the entire population being tested. It is more appropriate to select
a sample of the population of interest that is representative of the entire population
(Kang, 2021). According to Kang (2021), studies that use inappropriate sample size
(powers), will not provide an accurate estimate of the population. If the sample is too
small or too large, inaccurate information may be reported. An appropriate sample size

will reduce both Type 1 and Type 2 errors. A Type 1 error occurs when the null
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hypothesis is rejected when it is true, and a Type 2 error occurs when the null hypothesis
is accepted when it is false (Warner, 2013).

To estimate sample size, | used G*Power 3.1 software. This software is used to
calculate sample size for various statistical methods. G*Power 3.1 contains a calculator
for estimating sample size. For an ANOVA analysis, with power at 0.80, medium effect
size, and alpha set at 0.05 the total sample size needed to be 87 persons. The goal for data
collection was to collect 100 responses to assure that a sample size of 87 would be met.
Procedures for Recruitment, Participation, and Data Collection

To recruit participants for this study, an invitation to participate, approved by the
Walden University Institutional Review Board (IRB) was posted in several discussion
forums of ACA, AMHCA, NASW, and IATP. Invitations were also sent to the
COUNSGRAD and CESNET-L listservs. Social media such as Facebook was used to
send flyers to participants in groups associated with these organizations as well as groups
associated with counselors and clinical social workers. Social media groups that target
diverse counselors were included to increase the likelihood of a more diverse population
that is more representative of the population of counselors. The Walden University
Participant Pool was used to recruit participants. Participants choose whether they will
participate or not. The invitation to participate provided information regarding the
purpose of the study, informed consent information, and a link to Survey Monkey which
provided access for the participant to complete demographic information including the
level of trauma training (I have no formal evidence-based trauma training, | have some

basic training in an evidence-based trauma intervention, and I hold a certification in an
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evidence-based trauma intervention) as well as where they received any training and the
scale for measuring the intent to leave the organization. For those participants responding
from social media or the Walden University Participant Pool, information regarding the
study was provided along with a link to the survey.

Participants had the opportunity to self-select whether they participated in this
study. After reviewing the information about the study and reviewing and agreeing to the
informed consent, participants were given access to the surveys. The ACA 2014 Code of
Ethics (2014) states that potential participants have the right to decline to participate.
Section G.2.a. requires informed consent to include the purpose of the study, risks to
participants, benefits of participation, offers to answer all questions about the study,
describes any limitations to confidentiality, describes the audience to which the results
will be disseminated, and instructs participants that they can withdraw from the study at
any time (ACA, 2014).

SurveyMonkey (2021) is a survey platform that is easy to use, cost-effective, and
supports survey research. The platform assures confidentiality and is HIPAA compliant.
Data is protected using a wide range of security measures including 24/7 security
monitoring and data is stored in accredited data centers (Survey Monkey, 2021). All data
stored on Survey Monkey’s protected servers are password protected. Documents
uploaded to Survey Monkey included an informed consent, a demographic questionnaire
that included the participants gender, racial identity, state where they practice, the level of
trauma training of the participant and where they received any training. The instrument

(modified Intent to Leave Scale form MOAQ) used to measure the construct of intent to



70

leave the organization was uploaded to Survey Monkey. This measure was downloaded
from the website of one of the developers of the modified version, P. Spector. The
assessment was free of charge with the understanding that the results of the research will
be shared with Mr. Spector. Participants who clicked the link provided in the invitation
first reviewed the informed consent. They then clicked yes if they wish to participate and
no if they do not. Once participants clicked yes, they were taken to the surveys where
they completed the demographic questionnaire and the Intent to Leave instrument.
Participants had the option to exit the survey at any time.
Instrumentation and Operationalization of Constructs

Data on the independent and dependent variables was collected by several
methods. The level of training consisted of three levels: I have no formal evidence-based
trauma training, |1 have some basic training in an evidence-based trauma intervention, and
| hold a certification in an evidence-based trauma intervention and will be measured
through a demographic questionnaire. Demographic information included whether the
participant is licensed, the license type, degree type, and whether they work in a
community mental health organization. Other information on the demographic
questionnaire included gender, race, state where the participant practices, and where they
received any trauma training. No identifying information was asked for. Measurement of
the level of trauma training consisted of one question giving a choice of response. This
was a part of the demographic questionnaire. The question asked was “What is your level
of evidence-based trauma training?”” The choices were: “I have no training in evidence-

based trauma interventions.”, “I have some basic training in an evidence-based trauma
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intervention.”, I hold a certification in an evidence-based trauma intervention”. A
definition of evidence-based trauma training was included to assist participants in making
their choice. Examples of evidence-based trauma interventions include trauma-focused
cognitive behavioral therapy, parent-child interaction therapy, cognitive processing
therapy, eye movement desensitization and reprocessing, narrative exposure therapy,
prolonged exposure, and somatic experiencing. Included in the demographic
questionnaire was a question regarding where training was received. Response choices
included agency, online training/webinars, professional conferences, or in-person
nonagency training.

Intent to leave is operationalized as the mental health counselor’s intent to leave
their organization. | measured intent to leave using a three-item subscale from the MOAQ
which commonly measures the participant’s intent to leave their organization. Michaels
and Spector (1982) modified the subscale to be a 3-item scale measured on a 6-point
Likert scale where 1 indicated strongly disagree and 6 indicated strongly agree. Questions
on this scale included: 1. I often seriously consider leaving my current job, 2. | intend to
quit my current job, and 3. | have started to look for other jobs. Internal reliability was
established by Cronbach’s alpha of .83 to .89 (Armmer & Ball, 2015; Brasher & Chen;
1999; Michaels & Spector, 1982; Sklar et al., 2021). Scoring ranged from 3 to 21 with
higher scores indicating a participant is more likely to leave their organization in the
MOAQ scale. In Michael & Spector’s (1982) modified scale, scoring ranged from 3 to 18
with higher scores indicating a participant is more likely to leave their organization.

Permission to use the scale was listed on the developer’s website (see Appendix E).
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Data Analysis Plan

For this study, I collected data using SurveyMonkey and entered the data into
SPSS v. 27 for data analysis after downloading the data in the form of an Excel
spreadsheet onto a password protected laptop. | used SurveyMonkey to disseminate the
demographic questionnaire and the modified Intent to Leave Scale from the MOAQ.
Recruitment of participants continued until the target sample size was reached. | used
G*Power to determine the target sample (Faul et al., 2009). For an ANOVA analysis,
with power at 0.80, medium effect size, and alpha set at 0.05 the total sample size needed
to be 87 persons. SurveyMonkey provided a summary of the data. | exported survey
results to SPSS. The first step in the analysis process required data to be screened and
cleaned and surveys missing responses were excluded. A total of 103 responses were
obtained. After | screened and cleaned the responses, the final number of responses was
89. This fit the estimated sample size from G*Power. Once exported to SPSS, several of
the variables needed to be transformed as the responses were recorded as string variables.
The modified Intent to Leave Scale from MOAQ included three questions measured on a
Likert scale from 1 to 6, strongly disagree to strongly agree (Michaels & Spector, 1982).
Results from SurveyMonkey were reported as string variables. Using SPSS, |
transformed these variables to nominal variables with numbers 1 through six with 1
representing strongly disagree, 2 representing moderately disagree, 3 representing
slightly disagree, 4 representing slightly agree, 5 representing moderately agree, and 6
representing strongly agree. | totaled the scores from all three questions and then

transformed the totals to a scale variable, total intent to leave. Scores ranged from 3 to 18
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with higher scores indicating that the respondent is more likely intending to leave their
positions. | then examined the data for any outliers. An outlier is any score that is extreme
or unusual compared to the sample distribution (Warner, 2013). For this study, | used
boxplots to identify possible outliers. Any scores that lie outside of the outer fences of the
boxplot are considered outliers (Warner, 2013).

| then checked the assumptions of the model being used for analysis. The data
analysis model that was used in this study was ANOVA. The assumptions for ANOVA
are that (a) the dependent variable is continuous, (b) the independent variable is
categorical with at least two levels of independent groups, (c) there is independence of
observations, (4) there are no significant outliers, (5) dependent variables are
approximately normally distributed for each group of the independent variable, and (6)
homogeneity of variance (Warner, 2013). | verified that these assumptions were met prior
to data analysis. Variables that are non-normally distributed can distort relationships and
significance tests (Osborne & Waters, 2002). | used boxplots to identify outliers while Q-
Q plots were used to verify normality. The Levene’s test was used to check for
homogeneity of variance.

Step number three involved descriptive analysis. | reviewed the frequencies of
demographic information. Demographic data included age, gender, race/ethnicity,
geographical location, license type, education level, years in current position, level of
trauma training and where that training was received. | reviewed means and standard
deviation of all variables. This information provided a summary and description of the

characteristics of the data set.
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The final step in the analysis was to conduct an ANOVA analysis to determine the
existence of a relationship between the independent variable of level of trauma training,
and the dependent variable of the mental health counselor’s intent to leave their
community mental health agency. | used SPSS to complete the ANOVA analysis. An
ANOVA analysis was used to determine if the independent variable, level of trauma care,
impacts a counselor’s intent to leave their employment in a community mental health
agency. ANOVA compares the means across two or more groups of a categorical
variable across a continuous dependent variable (Laerd, 2024).

Threats to Validity

Threats to external validity in this study included the lack of randomization in
selecting participants for this study. This could cause a lack in generalizability about the
population of all mental health therapists working with traumatized clients in community
mental health agencies (Warner, 2013). As participants were master’s and doctoral level
clinicians, prelicensed or fully licensed in professional counseling, marriage and family
therapy, psychology, or clinical social work, and work or have worked in community
mental health agencies, this excludes other trauma providers with terminal degrees and
work in settings other than community mental health. Again, this limits generalizability
about the population of those working with traumatized clients. As this study was a cross-
sectional study, where measurement was made at a fixed period in time, the exact
determination of whether mental health counselors actually leave the community mental
health agencies could not be accurately measured. Because this is a short-term study, the

determination of whether a mental health counselor leaves could not be measured by
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examining employment records. An approximation, in this case, intent to leave served as
a proxy for measuring turnover as shown in short-term studies (Fukui et al., 2020;
Hopkins et al., 2010).

Threats to internal validity include the possibility of other factors that contribute
to a mental health counselors’ intent to leave their organization. This study only
examined the relationship between the level of trauma training and the mental health
counselor’s intent to leave. The use of self-report surveys could result in participants not
answering accurately and these surveys are at risk for respondent bias. It is possible that
participants may not understand questions as there is no way to ask for clarification.
Other errors related to survey methodology include coverage error, sampling errors,
nonresponse errors, and measurement errors (Dillman et al., 2014).

Ethical Procedures

| received ethical approval for this study from the Walden University IRB
(Approval number:12-04-23-0274669). The ACA (2014) provides ethical guidelines for
conducting research with human participants. In section G.1, research is conducted in an
ethical manner, abiding by state and federal laws, following institutional regulation, and
abiding by the standards of scientific research (ACA, 2014). All participants were
required to read and agree to or decline participation. The informed consent provided
participants with information regarding the nature of the research study including the
objectives of the study and the procedures of the study. Once participants selected

agreement, they were taken to the demographic questionnaire and the Intent to Leave
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questionnaire. Participants were able to leave the surveys at any time if they no longer
wished to participate.

The ACA Code of Ethics (2014) requires that researchers guard the
confidentiality of participants. Participants were not required to give a name. No
information given by participants would be used outside of this study. SurveyMonkey
(2021) was used for data collection. Data was protected through a range of security
measures including hosting of data within an SOC-2 accredited data center. Security at
this data center is monitored 24/7, cameras, visitor logs, and entry limitations. Data is
encrypted (SurveyMonkey, 2021).

Summary

The purpose of this quantitative, cross-sectional study was to examine the impact
of a counselor’s the level of training in a trauma-specific treatment modality (I have no
formal evidence-based trauma training, | have some basic training in an evidence-based
trauma intervention, and | hold a certification in an evidence-based trauma intervention)
on a counselor’s intent to leave their community mental health agency. The independent
variable was level of training, and the dependent variable is intent to leave. The level of
training consisted of three levels: | have no formal evidence-based trauma training, | have
some basic training in an evidence-based trauma intervention, and | hold a certification in
an evidence-based trauma intervention and was measured through demographic
questions. Turnover was measured using a three-question scale developed by Michaels
and Spector (1982) which is a three-item subscale from the MOAQ. Data collected from

the surveys were downloaded from SurveyMonkey to SPSS for final data analysis.
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Data collection involved a cross-sectional survey methodology uploaded to
SurveyMonkey (2021), a password protected, secure website. Demographic information
was collected and kept confidential. The level of trauma training in an evidence-based
trauma intervention (I have no formal evidence-based trauma training, I have some basic
training in an evidence-based trauma intervention, and | hold a certification in an
evidence-based trauma intervention) were included in the demographic questionnaire.
The Intent to Leave survey was uploaded to SurveyMonkey. All necessary permissions
were obtained for the Intent to Leave survey.

Participants included master’s and doctoral level mental health professionals who
are either prelicensed or licensed. Licenses include licensed professional counselors,
marriage and family counselors, psychologists, and licensed clinical social workers.
These providers worked primarily with clients who have trauma histories. Recruitment
consisted of invitations sent through listservs, social media, and through discussion
forums of the ACA, AMHCA, NASW, and the IATP.

Current literature continues to show that vicarious trauma and burnout continue to
be factors that lead to mental health counselors treating traumatized clients leaving
community mental health agencies (Morse et al., 2012; Salyers et al., 2015; Swords &
Ellis, 2017). Community mental health agencies frequently provide services to clients
with histories of trauma. The loss of these counselors often results in high costs to
community mental health agencies including recruiting, hiring, and training replacements
as well as a decrease in the quality of care to clients (Morse et al., 2012; Salyers et al.,

2015; Swords & Ellis, 2017). Recognizing the factors that are related to the desire for
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mental health counselors leaving community mental health agencies may allow the
leadership of these agencies to develop appropriate retention plans. The level of trauma
training was examined to see if a predictive relationship exists with the mental health

counselor’s intent to leave. | discuss the results of this study in Chapter 4.
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Chapter 4: Results

The purpose of this quantitative, cross-sectional study was to examine the impact
on a counselor’s intent to leave their community mental health organization based on the
level of training in a trauma-specific treatment modality (I have no formal evidence-
based trauma training, | have some basic training in an evidence-based trauma
intervention, and | hold a certification in an evidence-based trauma intervention). The
independent variable was the level of training a counselor has. The level of training
consisted of three levels: | have no formal evidence-based trauma training, | have some
basic training in an evidence-based trauma intervention, and I hold a certification in an
evidence-based trauma intervention, and where training was received will be measured
through demographic questions. The dependent variable, the clinician’s intent to leave
their organization, was measured by the modified Intent to Leave Scale from the MOAQ.
The sample for this study consisted of master’s and doctoral level prelicensed and
licensed mental health counselors, marriage and family therapists, licensed psychologists,
and clinical social workers who provide mental health treatment to clients who have
experienced trauma while in the employment of community mental health agencies
throughout the United States. A review of the literature supported a potential relationship
between the level of trauma training and a mental health counselor’s intent to leave their
organization. Those with less training in trauma may experience burnout, vicarious
trauma, secondary traumatic stress, countertransference, and compassion fatigue. This

often leads to leaving an organization. The research questions for this study include
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RQ: Is there a statistically significant difference in a counselor’s intent to leave
their position in a community mental health agency based on the level of trauma training
in an evidence-based treatment modality?

Ho: There is no statistically significant difference in a counselor’s intent to leave

their position in a community mental health agency based on the level of training

in an evidence-based trauma treatment modality.

Ha: There is a statistically significant difference in a counselor’s intent to leave

their position in a community mental health agency based on the level of training

in an evidence-based trauma treatment modality.

In Chapter 3, I discussed methodology and research design. A description of the
research design and methodology, the population to be studied, recruitment and data
collection methods and the data analysis plan was included. In Chapter 4, | provide a
detailed presentation of the results. | include a review of the data collection process
including recruitment procedures. Demographic information of the sample participants is
presented. A detailed summary of the data analysis and statistical findings will be
presented. Finally, I provide a review of the research questions and hypothesis for this
study along with an explanation of how the statistical findings relate back to the research
questions and hypotheses.

Data Collection

For this study, the intended population consisted of mental health counselors

within the United States who work in or have worked in community mental health

agencies and have had or currently have a caseload of clients with trauma histories. The
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sample consisted of prelicensed or licensed professional counselors, marriage and family
therapists, clinical social workers, or psychologists. Several professional organizations
were selected with the intent of obtaining mailing lists of members to send out invitations
to participate in the study. These organizations included the ACA, AMHCA, NASW, and
IATP. Upon contacting these organizations, mailing lists are no longer available.
However, opportunities to post the invitations in the discussion forums for these
organizations existed. These invitations were posted in multiple forums and then reposted
at 30, 60, and 90 days until an appropriate sample size was reached. Invitations were also
posted on several social media sites and listservs including Facebook groups, CESNET-L
and COUNSGRAD. Invitations included a link to the survey located on SurveyMonkey.

The survey included an informed consent and a demographics questionnaire. The
demographic questionnaire included questions related to the independent variable: level
of trauma training as well as information regarding the characteristics of the sample. The
survey also included the Intent to Leave Scale which measured the mental health
counselor’s intent to leave their organization.

Data was collected from December 10, 2023, until February 28, 2024, to achieve
an appropriate and adequate sample size. A total of 103 surveys were completed. Surveys
that were incomplete were eliminated. After eliminating incomplete surveys, the
remaining sample size was N=89. This sample size is appropriate based on a priori power
analysis using G*Power 3.1 which determined a sample size of 87.

The sample size for this study consisted of 89 professional mental health

counselors throughout nine different regions across the United States (see Table 1). Table
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2 includes information on the participants’ age, race, and gender. In Table 3, information
on participant education, licensure type, and number of years employed is presented.
Table 1

Regions of the United Sates

Frequency Percentage
New England 6 6.7%
Middle Atlantic 15 16.9%
East North Central 16 18%
West North Central 7 7.9%
South Atlantic 19 21.3%
East South Central 11 12.4%
West South Central 0 0
Mountain 5 5.6%

Pacific 10 11.2%
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Table 2

Gender, Age, and Racial ldentity

Frequency Percentage
Gender
Male 20 22.5%
Female 66 74.2%
Nonbinary 3 3.4%
Race or Ethnicity
Asian 1 1.1%
Black 13 14.6%
Native American/Alaska 2 2.2%
Native
White 65 73%
Two or more races 6 6.9%
Hispanic/Latino 3 3.4%
Race or ethnicity not listed 2 2.2%
Age
18-24 2 2.2%
25-34 23 25.8%
35-44 19 21.3%
45-54 21 23.6%
55-64 15 16.9%
65-74 8 9%

75 or older 1 1.1%
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Table 3

Education, License, and Years Employed

Frequency Percentage
Education Level
Master’s 74 83.1%
Doctorate 15 16.9%
License Type
Licensed clinical social 1 1.1%
worker
Licensed marriage and 2 2.2%
family counselor
Licensed professional 60 67.4%
counselor
Licensed psychologist 2 2.2%
Pre-licensed 24 27%
Years employed
Less than 1 year 16 18%
Between 1 and 3 years 22 24.7%
Between 3 and 5 years 6 6.7%
Between 5 and 10 years 22 24.7%

10 years or more 23 25.8%




Most participants in the sample (=53, 59.6%) had some basic training in an
evidence-based trauma intervention (see Table 4).
Table 4

Level of Trauma-Informed Training and how Trauma-Informed Training was Received

85

Frequency Percentage
Level of trauma-informed training
I have no formal evidence- 7 7.9%
based trauma training
| have some basic training 53 59.6%

in evidence-based trauma
intervention
I hold certification in 29 32.6%
evidence-based trauma
intervention

How trauma-training received

Agency/organization 17 19.1%
employed

Books, videos, podcasts 6 6.7%

In-person, 23 25.8%
nonagency/organization

training

Online training/webinars 30 33.7%

Professional conferences 11 12.4%

None 2 2.2%

Based on multiple sources including the Bureau of Labor Statistics and Census
Bureau information most mental health counselors are female (68.6%), most are White
(67%) with an average age of 40 (Zippia, 2024). Most mental health counselors have a
master’s degree (31%) and have been employed for between one to two years (34%).
These national statistics support the current sample in that the study population is

representative of the larger population.
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The independent variable in this study was the level of trauma training. The
dependent variable is the Intent to Leave score. Table 5 shows the descriptive statistics of
all variables.

Table 5

Descriptive Statistics for Independent and Dependent Variables

M SD n Min. Max.

Intent to Leave 8.45 5.063
I have no formal evidence-based 7.29 3.904 7 3 14
trauma training
| have some basic training in an 8.57 5.017 53 3 18
evidence-based trauma intervention
I hold a certification in an evidence- 8.52 5.494 29 3 18
based trauma intervention

Results

In this section, | provide a description of the data analysis process. The first step
in the process was data screening and analysis. This process will first be described. The
next step, a testing of the assumptions, was conducted, and this discussion is included.
For the last step an ANOVA analysis of the study data was conducted. Results from the
ANOVA analysis are presented, and a discussion of the study findings concludes this
section.

Data Screening and Cleaning

Data was collected using Survey Monkey. The first step was to download the data

to an Excel spreadsheet onto a secure laptop. Data was then screened and cleaned. Data

was examined for incomplete surveys and any surveys with missing data. Survey
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responses that were missing any data and were incomplete were eliminated from the final
data set. Once the data was cleaned, the data was downloaded into SPSS version 29.

The next step in the cleaning process was to check for outliers. The results of the
Intent to Leave Scale contained string variables which were transformed into numeric
variables. Boxplots were used to check for outliers. The box for Intent to Leave are
shown in Figure 1. The boxplots for the intent to leave across the independent variable
Level of Trauma Training showed no outliers in the data. No further analysis of outliers
was needed. All 89 responses were used in the analysis.
Figure 1

Boxplot of Intent to Leave across Level of Trauma Training

20

Total Intent to Leave

o

| have no formal evidence-based | have some basic training in an | hold a certification in an
trauma training evidence-based trauma evidence-based trauma
intervention intervention

What is your level of trauma-informed training?

Statistical Assumptions
The statistical test that was used to complete the analysis of data was the ANOVA
analysis. The first step in this part of the data analysis is to check the assumptions for the

model. Assumptions required of these models include (a) the dependent variable is
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continuous (b) there are two or more groups within the independent variable, (c) there is
independence of observations, (d) there are no significant outliers, (e) the dependent
variable should be approximately normally distributed for each group of the independent
variable, and (f) there is homogeneity of variances.
Assumption 1: The Dependent Variable is Continuous.

The dependent variable is intent to leave which was measured on the Intent to
Leave Scale, a three-item subscale from the MOAQ which was modified by Michaels and
Spector (1982). The modified scale was a 3-item scale measured on a 6-point Likert scale
where 1 indicated strongly disagree and 6 indicated strongly agree. Questions on this
scale included: 1. I often seriously consider leaving my current job, 2. | intend to quit my
current job, and 3. | have started to look for other jobs. In Michael & Spector’s (1982)
modified scale, scoring ranged from 3 to 18 with higher scores indicating a participant is
more likely to leave their organization. Therefore, the dependent variable is continuous,
and this assumption was met.
Assumption 2: There are Two or More Groups within the Independent Variable

The independent variable is the level of trauma training. | gathered this
information in the demographic questionnaire which consisted of one question with three
responses: | have no formal evidence-based trauma training, | have some basic training in
an evidence-based trauma intervention, and | hold a certification in an evidence-based

trauma intervention. Therefore, this assumption was met.
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Assumption 3: Independence of Observations

Independence of observations assumes that the value of one observation does not
change or affect another observation. There should be no relationship between the
observations in each group of the independent variable or between the groups of the
independent variable (Laerd, 2024). The demographic questionnaire allowed participants
to select only one response to the question: What level of trauma training do you have?
Therefore, participants could not select more than one group. This assumption was met.
Assumption 4: There are no Significant Outliers

An outlier is a data point that are further away from their predicted values (Laerd,
2024). Outliers will have a negative effect because they exert a large influence on the
mean and standard deviation for the group. This affects the statistical results. According
to Laerd (2024), these effects will be more evident with smaller effect sizes. Figure 1
shows the boxplot of Intent to Leave across the categorical variable Level of Trauma
Training. There were no outliers in the data, as assessed by inspection of the boxplot for
values greater than 1.5 box-lengths from the edge of the box. This assumption has been
met.
Assumption 5: The Dependent Variable Should Be Approximately Normally
Distributed Across Each Group of the independent Variable

For the ANOVA, the dependent variable must approximate normality for each
group (Laerd, 2024; Wagner, 2013). Some violation of this assumption can be tolerated
with the ANOVA model. To test for normality, | first used the Shapiro-Wilk test of

normality which was violated as two of the three categories had p-values that were
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statistically significant (p <.05). I then used the skewness and kurtosis values and
confirmed these results with Q-Q plots. Intent to Leave scores were approximately
normally distributed for | have no formal evidence-based trauma training with a skewness
of 0.782 (SE = 0.794) and kurtosis of -0.216 (SE = 1.587), for | have some basic training
in an evidence-based trauma intervention with a skewness of 0.572 (SE = 0.327) and
kurtosis of -1.029 (SE = 0.644) and for I hold a certification in an evidence-based trauma
intervention with a skewness of 0.612 (SE = 0.434) and kurtosis of -1.226 (SE = 0.845).
These results indicate mild to moderate skewness and platykurtic characteristics and can
be considered close to normality. The assumption of normality for Intent to Leave scores
was satisfied for all groups of Level of Trauma Training, as assessed by visual inspection
of Normal Q-Q Plots (see Figures 2 through 4). Therefore, | chose to continue the

analysis.
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Figure 3
Normal Q-Q Plot of Total Intent to Leave and | Have Some Basic Training in an

Evidence-Based Trauma Intervention

Normal Q-Q Plot of Total Intent to Leave

for Leveloftraumartraining= | have some basic training in an evidence-based trauma intervention
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Figure 4

Normal Q-Q Plot of Total Intent to Leave and | Hold a Certification in an Evidence-

Based Trauma Intervention

Normal Q-Q Plot of Total Intent to Leave

for Leveloftraumartraining= 1 hold a certification in an evidence-based trauma intervention

Expected Normal

0 S 10 15 20

Observed Value

Assumption 6: There is Homogeneity of Variances

The one-way ANOVA assumes that the population variances of the dependent
variable are equal for all groups of the independent variable (Laerd, 2024). If the
variances are unequal the result is a type 1 error. The Levene’s test is used to test for
homogeneity of variances. There was homogeneity of variances, as assessed by Levene's

test for equality of variances (p = .347). This assumption has been met.



94
Statistical Analysis

Demographic Information

A demographic questionnaire was used to collect data on who participants in the
study were. The sample size appeared to be representative of the population of
professional mental health counselors throughout nine different regions across the United
States. Most participants came from the South Atlantic states (21.3%; see Table 1). The
sample population consisted of 74.2% females, 22.5% males, and 3.4% who identified as
nonbinary (see Table 2). Most participants were between the ages of 25 and 34 (25.8%,
see Table 2). The sample population was predominately White (73%, see Table 2).

The sample consisted of mostly licensed professional counselors (67.4%, see
Table 3). Most participants (83.1%) held master’s degrees (see Table 3). Most counselors
(25.8%) were employed for 10 or more years (see Table 3). Reporting on the level of
trauma training participants received most participants in the sample (59.6%) had some
basic training in an evidence-based trauma intervention (see Table 4). In response to
where participants received their training, 33.7% received training from online trainings
or webinars (see Table 4).
Descriptive Statistics

The next step in the analysis was to characterize the data set using mean and
standard deviation) of the categorical independent variable (I have no formal evidence-
based trauma training, | have some basic trauma training in an evidence-based trauma
intervention, | hold a certification in an evidence-based trauma intervention) and the

dependent variable (Intent to Leave). The dependent variable for this study was Intent to
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leave as measured by the Modified Intent to Leave Scale. The Intent to Leave Scales is a
3-item scale measured on a 6-point Likert scale where 1 indicated strongly disagree and 6
indicated strongly agree. Questions on this scale included: 1. I often seriously consider
leaving my current job, 2. I intend to quit my current job, and 3. I have started to look for
other jobs. The higher the score, the more likely a counselor will leave their agency. The
maximum score was 18. The mean score was (M) = 8.45 and standard deviation was (SD)
=5.083. The minimum score was 3 and the highest score 18 (see Table 5). These results
suggest that many may be considering looking for other jobs and may not be actively
intending to leave.

The categorical independent variable included the categories of | have no formal
evidence-based trauma training, | have some basic trauma training in an evidence-based
trauma intervention, | hold a certification in an evidence-based trauma intervention. Of
these three categories, most participants had some basic training in an evidence-based
trauma intervention with n = 53 (59.6%, see Table 4) respondents, the next largest group
held a certification in an evidence-based trauma intervention was selected by n = 29
(32.6%, see table 4) respondents, and those with no training in an evidence-based trauma
intervention was selected by n =7 (7.9%, see Table 4) respondents. Intent to leave
increased from | have no formal evidence-based trauma training (n =7, M = 7.29,

SD =3.904), to | hold a certification in an evidence-based trauma intervention (n = 29,
M =8.52, SD = 5.494) to | have some basic training in an evidence-based trauma

intervention (n =53, M = 8.57, SD =5.017). See Table 5 for the means and standard
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deviations as well as minimum and maximum scores of the independent and dependent
variables.
ANOVA
For the final step in the analysis, | ran an ANOVA analysis to answer the research
question and test the hypotheses. The research question was: Is there a statistically
significant difference in a counselor’s intent to leave their position in a community
mental health agency based on the level of trauma training in an evidence-based
treatment modality? The null hypothesis and alternative hypothesis were:
Ho: There is no statistically significant difference in a counselor’s intent to leave
their position in a community mental health agency based on the level of training
in an evidence-based trauma treatment modality.
Ha: There is a statistically significant difference in a counselor’s intent to leave
their position in a community mental health agency based on the level of training
in an evidence-based trauma treatment modality.
Table 6

ANOVA

Total Intent to Leave

Sumof  df Mean F Sig.

Squares Square
Between Groups 10.334 2 5.167 198 .821
Within Groups 2245.689 86 26.113

Total 2256.022 88
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Table 7
ANOVA Effect Sizes
95% Confidence
Interval
Point Estimate | Lower Upper
Total Intent to Leave  Eta-squared .005 .000 .047
Epsilon-squared  -.019 -.023 .024
Omega-squared -.018 -.023 .024
Fixed-effect
Omega-squared -.009 -.011 .012
Random-effect

a. Eta-squared and Epsilon-squared are estimated based on the fixed -effect model
b. Negative but less biased estimates are retained, not rounded to zero

The null hypothesis stated that there were no statistically significant differences in
a counselor’s intent to leave their community mental health agency based on the level of
trauma training in an evidence-based treatment modality. A one-way ANOVA was
conducted to determine if a counselor’s intent to leave their community mental health
agency was different for groups with different levels of training in an evidence-based
trauma treatment modality. Participants selected one of three groups: | have no formal
evidence-based trauma training (n = 7), | have some basic training in an evidence-based
trauma intervention (n = 53), and | hold a certification in an evidence-based trauma
intervention (n = 29). There were no outliers, as assessed by boxplot; data was
approximately normally distributed for each group, as assessed by skewness and kurtosis
and observed Q-Q plots; and there was homogeneity of variances, as assessed by
Levene's test of homogeneity of variances (p = .347). Intent to leave increased from |

have no formal evidence-based trauma training (n =7, M =7.29, SD = 3.904), to | hold a
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certification in an evidence-based trauma intervention (n =29, M = 8.52, SD =5.494) to |
have some basic training in an evidence-based trauma intervention (n =53, M = 8.57, SD
=5.017). in that order, but the differences between these levels of trauma training groups
was not statistically significant, F(2, 86) =.198, p = .821. There were no statistically
significant difference in group means (p > .05) and, therefore, | cannot reject the null
hypothesis, and | cannot accept the alternative hypothesis. Due to the lack of statistical
significance, a post hoc analysis was not done.
Summary

The purpose of this quantitative, cross-sectional, ANOVA was to examine
whether there is an impact on a counselor’s intent to leave their community mental health
organization based on the level of training in a trauma-specific treatment modality (I have
no formal evidence-based trauma training, | have some basic training in an evidence-
based trauma intervention, and | hold a certification in an evidence-based trauma
intervention). | conducted an ANOVA analysis to determine if the level of trauma
training (1 have no formal evidence-based trauma training, | have some basic training in
an evidence-based trauma intervention, and | hold a certification in an evidence-based
trauma intervention) had an impact on a counselor’s intent to leave their position in a
community mental health organization. The ANOVA indicated that there was no
statistically significant difference between levels of trauma training on a counselor’s
intent to leave their community mental health organization. Therefore, the null hypothesis
for the research question was not rejected. | provide a more thorough discussion of the

findings in chapter 5.
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Chapter 5: Discussion, Conclusions, and Recommendations

The purpose of this quantitative, cross-sectional, ANOVA study was to examine
whether there is an impact on a counselor’s intent to leave their community mental health
organization based on the level of training in a trauma-specific treatment modality (I have
no formal evidence-based trauma training, | have some basic training in an evidence-
based trauma intervention, and | hold a certification in an evidence-based trauma
intervention). Conditions such as vicarious trauma has an impact on mental health
counselors working with clients who have extensive trauma histories. Mental health
counselors will often experience vicarious trauma which may then lead to burnout
(Pearlman & Mac lan, 1995). Burnout is prevalent among mental health counselors in the
community mental health setting. The rates of burnout in community mental health
settings have been estimated to be between 21% to 67% (Swords & Ellis, 2017). Because
burnout often results in mental health counselors intending to leave or leaving the
community mental health agencies in which they are employed, community mental health
agencies face staff shortages, increased expenses when recruiting and hiring replacement
mental health counselors, and a disruption of client care (Morse et al., 2012; Salyers et
al., 2015; Swords & Ellis, 2017). Exploring factors that might impact counselor turnover
or intent to leave is an important facet in determining what steps community mental
health organizations can take to reduce counselor turnover. One such factor is training in
an evidence-based trauma treatment intervention. According to Lee (2017) and Maguire

and Byrne (2017), adequate trauma-informed training would reduce the symptoms of
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vicarious trauma. Reducing vicarious trauma reduces burnout, which in turn reduces
turnover.

In my study, mental health counselors throughout the United States who were
currently working in or had worked in community mental health organizations were
recruited to complete a survey on whether they were considering leaving their
organizations. Through a demographic questionnaire, respondents replied to a question of
what their level of trauma training was: | have no formal evidence-based trauma training,
| have some basic training in an evidence-based trauma intervention, and | hold a
certification in an evidence-based trauma intervention. Based on the analysis of this
study, the level of trauma training did not significantly impact a counselor’s intent to
leave their community mental health agency where they are currently or were employed.
The remainder of this chapter will continue with the interpretation of findings, limitations
of the study, recommendations, implications for positive social change, and final
conclusion.

Interpretation of the Findings

The results of this study did not confirm nor contradict results from previous
studies. Although the findings of this study showed that there was no statistically
significant difference between levels of trauma training on a counselor’s intent to leave
their community mental health organization, it does not mean that training in an
evidence-based trauma intervention is not important. What these findings demonstrate are

that there are other factors that might have stronger predictive relationships in addition to
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trauma training that predict whether a counselor leaves their community mental health
agency.
Trauma

Trauma itself was not addressed in this study. Trauma is related to community
mental health agencies as many studies indicated that there is a high prevalence of clients
turning to these agencies who have experienced trauma (Branson et al., 2014; Crouch et
al., 2019; Hauff et al., 2016; Murphy et al., 2018). Children are often seen in community
mental health agencies and have a high prevalence of trauma (Forkey et al., 2016; Hoch
& Youssef, 2020). Participants in my study indicated that they currently worked or have
worked in community mental health agencies and therefore, the chances that they have
worked with clients who have experienced trauma is quite high.
Vicarious Trauma, Secondary Traumatic Stress, Compassion Fatigue, and
Countertransference

The concepts of vicarious trauma, secondary traumatic stress, compassion fatigue,
and countertransference were not specifically addressed in this study. With high rates of
trauma experienced by clients in community mental health agencies, the risk is high for
mental health counselors developing these disorders. Many counseling programs do
provide limited training on vicarious trauma, and it is highly recommended that mental
health counselors be trained in evidence-based trauma interventions to effectively treat

traumatized clients (Igbal, 2015; Michalopoulos & Aparicio, 2012).
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Burnout

Burnout was not measured in this study. It is an important concept to understand.
Between 21% and 67% of mental health workers experiencing symptoms of burnout and
many work in community mental health agencies (Morse et al., 2012). It is a factor that
often leads to counselor turnout in community mental health agencies. Lack of training
has been indicated as a reason for the development of burnout (Simionato & Simpson,
2018; Yang & Hayes, 2020). This training should include training in evidence-based
trauma interventions as most clients in community mental health agencies have
experienced trauma and these agencies do have high turnover related to burnout (Kim et
al., 2018; Long, 2020; Salyers et al., 2015; Swords & Ellis, 2017).
Trauma Training

The ANOVA analysis indicated that there was no statistically significant
difference between levels of trauma training on a counselor’s intent to leave their
community mental health organization. This does not confirm or contradict existing
research. It indicates that the level of trauma training alone does not impact a counselor’s
intention to leave their organization. In studies by Lee (2017) and Maguire and Byrne
(2017) factors such as unsupportive environments and lack of trauma training increase
the likelihood of developing vicarious trauma. Self-care practices, effective supervision,
and adequate trauma-informed training would reduce the symptoms of vicarious trauma.
Training in vicarious trauma and high-quality supervision are factors that could reduce
the development of vicarious trauma in licensed professionals thus decreasing the

likelihood of counselor intent to leave (Michalopoulos & Aparicio, 2012).
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Recommendations from multiple authors have been made for helping those experiencing
secondary traumatic stress and vicarious trauma and include (a) effective clinical
supervision, (b) institutional policies that encourage self-care, (c) education about trauma
practices, vicarious trauma and secondary traumatic stress and (d) vicarious resilience
(Beckerman & Wozniak, 2018; Edelkott et al., 2016). Personal counseling, training, and
supervision have a positive association with vicarious post traumatic growth. Training
can be used to increase skills needed for working with traumatized clients, however,
training may not be an effective means of managing symptoms of vicarious trauma (Bach
& Demuth, 2018; Cosden et al., 2016).

A lack of trauma training has been shown to leave counselors vulnerable to the
development of vicarious trauma, secondary traumatic stress, countertransference, and
burnout. Trauma specific training would increase competency among counselors treating
trauma and provide quality care to clients. Trauma specific training is often reported as a
missing component of counselor training programs (Ireland & Huxley, 2018). The
literature has shown that this trauma training does not usually come from graduate
programs (Butler et al., 2017; Cook et al., 2107; Ireland & Huxley, 2018; Simiola et al.,
2018). According to Trippany et al. (2004), training focused on trauma has been shown to
be effective in preventing PTSD in counselors working with traumatized clients. There is
a need for trauma training to be included in graduate counselor education programs.
Training in evidence-based programs may lead to reduced counselor exhaustion and

reduced counselor turnover (Stuart et al., 2018). This lack of proper training has been
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identified as a factor in the development of both burnout and vicarious trauma (Kumar et
al., 2019).
Counselor Turnover and Intent to Leave

Although the findings of this study did not confirm or contradict studies that
impacted counselor turnover in mental health counselors, it is important to note that
turnover is high at 25% to 60% in the mental health field (Beidas et al., 2016). High rates
of turnover are often seen in community mental health organizations, and therefore,
costly to these organizations. These costs are associated with recruitment, hiring, and
training including staff shortages, disruption of quality of care, and reduced well-being of
staff. The morale of remaining clinicians is decreased due to an increase in caseloads.
The quality of client care and reduced fidelity to evidence-based practices are also
affected by turnover. Increased supervisory support decreased emotional exhaustion and
in turn, reduced turnover intent (Beidas et al., 2016; Fukui et al., 2019; Fukui et al.,
2020).

In this study, intent to leave was measured using the modified Intent to leave scale
from the MOAQ. To predict staff turnover, studies have commonly used turnover
intention or thoughts of leaving as a method to predict turnover and act as a proxy to
actual turnover. Turnover intent to leave is associated with reduced job commitment and
decreased absenteeism (Fukui et al., 2020). Mental health providers who are disengaged
and intending to leave are more prone to burnout. Turnover intention and actual turnover
were significantly correlated. Turnover intention was more closely associated with job

stressors including burnout. This would imply that measuring turnover intent is an
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appropriate measure when conducting research with burnout as a factor (Fukui et al.,
2020). Factors that have been shown to reduce counselor turnover has been studied. More
proficient organizational cultures will have more supportive implementation of evidence-
based practices which will have reduced clinician turnover (Williams & Beidas, 2018).
Wages are a factor that needs to be investigated as increased pay rates decrease turnover.
Consideration of payroll, maximum hourly rate, offered paid training, and offered career
advancement opportunities are factors that should be examined as ways to avoid clinician
turnover. It is critical to understand that there continues to be a need for community
mental health services to provide necessary trauma counseling and to keep well trained
trauma therapists. Turnover affects the quality of care provided to an organization’s
clients and can put a huge financial burden on organizations as they work to replace lost
clinicians (Bukach et al., 2017).
Community Mental Health Services

The results of this study did not confirm or contradict the available research
regarding trauma training and intent to leave community mental health agencies. The
population for this study consisted of licensed professional counselors working in clinical
mental health agencies. Mental health workers in community mental health agencies
often encounter heavy caseloads and few resources. These factors have been associated
with job burnout and increased turnover intentions (Hippel et al., 2019). As there is an
increase in clients accessing trauma services, community mental health services are
tasked to provide these services. Trauma-informed care is becoming more recognized as

the standard of care for mental health service providers. Trauma-informed care involves a
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well-trained workforce, evidence-based treatment interventions, and collaborative
organizational practices. A training gap exists at the undergraduate level of most mental
health professional programs regarding teaching trauma-informed care practices (Palfrey
et al., 2019). Other factors that can negatively or positively affect job satisfaction include
the therapeutic alliance, clinical effectiveness, teamwork, a multidisciplinary approach,
receiving appropriate orientation and training, and receiving effective supervision
(Cosgrave et al., 2018).

Constructivist Self-Development Theory (CSDT)

CSDT was developed by McCann and Pearlman (1990) and Pearlman and
Saakvitne (1995) to describe the experiences that counselors had working with
traumatized clients. CSDT explains the impact of trauma on self-development. Five areas
of self that are affected by trauma are frame of reference, self-capacities, ego resources,
central psychological needs, and the perceptual and memory system (Saakvitne et al,
1998). CSDT identifies the specific ways that trauma therapists experience a disruption in
the imagery system of memory and their schema of self and others (McCann & Pearlman,
1990). CSDT provides a way to understand that the experiences of those who experience
trauma vary as does the experiences of trauma therapists who are challenged with
vicarious trauma. Each therapist’s reaction to client trauma is based on a complex
interaction among the individual, the traumatic event, and the nature of the work. This
theory has been used to extensively study the effects of experiences such as vicarious
trauma, secondary traumatic stress, and compassion fatigue on counselors treating trauma

survivors. These experiences often lead to burnout and the decision for counselors to
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leave their organizations. | used CSDT to answer the question of whether the level of
trauma training impacts the counselor’s intent to leave their organization. CSDT explains
the connection between vicarious trauma and burnout. Research has shown that burnout
leads to turnover. Training has been shown to alleviate the effects of vicarious trauma,
secondary traumatic stress, and compassion fatigue (Trippany et al., 2004). Although the
results of my study did not confirm or contradict the relationship between level of trauma
training and intent to leave, CSDT is an appropriate theory to explain how trauma
training prevents burnout resulting from vicarious trauma and provided an appropriate
theoretical framework for this study.
Limitations of the Study

| discussed the limitations for this study in Chapter 1. The first limitation is that
the Modified Intent to Leave scale was a self-report measure. One risk associated with
self-report measures is social desirability bias. Social desirability bias occurs when
participants respond in ways that put them in a more favorable light (Groves et al., 2009).
For mental health counselors, there may be a hesitancy to respond truthfully when asked
about levels of trauma training and that they are intending to leave their organization.
There is the fear for participants that their responses will affect their current employment
or that their responses may prevent future employment.

A second limitation is the generalizability of the study results. Without
randomization, questions might arise regarding generalizability (Warner, 2013). As this
study was only sampling pre-licensed and licensed mental health professionals,

generalizability may be questionable as graduate students as well as unlicensed



108

nonclinical mental health workers were excluded from this study. Another issue with
generalizability is that the focus is on those who work in community mental health
agencies which excludes private practice owners and those working in residential
treatment facilities, schools, colleges, and other mental health treatment facilities.

A sample size of 89 was used for this study. Recruiting participants was a
challenge when attempting to recruit from the various fields that represented mental
health counseling. Professional organizations no longer provide mailing lists for
members. | determined that one way to reach out to mental health counselors would be to
post recruitment requests in the organization’s discussion forums. Membership in the
organizations was required to gain access to these forums. This is a challenge of the
researcher is not a member of some of the organizations such as the NASW, the
American Psychiatric Association or the American Psychological Association. Reaching
a larger population from all professions that make up mental health counselors would
allow the study to be more generalized.

A final limitation was the measure for intent to leave. Intent to Leave was
measured using a three-item subscale from the MOAQ which commonly measures the
participant’s intent to leave their organization. Michaels and Spector (1982) modified the
subscale to be a 3-item scale measured on a 6-point Likert scale where 1 indicated
strongly disagree and 6 indicated strongly agree. Questions on this scale included: (a) |
often seriously consider leaving my current job, (b) I intend to quit my current job, and
(c) I have started to look for other jobs. Internal reliability was established by a

Cronbach’s alpha of .83 to .89 (Armmer & Ball, 2015; Brasher & Chen; 1999; Michaels
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& Spector, 1982; Sklar, Ehrhart, & Aarons, 2021). These three questions may not

accurately measure intention to leave. There currently is no measure specifically for
mental health counselors. Scales that examine thinking about looking for another job,
searching for another job and actions taken to obtain another job may be a more reliable
indicator. This was demonstrated in the Intent to Leave Scale which contained three
subscales for intent to leave (Auerbach et al. 2013). This scale demonstrated good content
validity.
Recommendations

The results of this study did not indicate a statistically significant difference
between levels of trauma training on a counselor’s intent to leave their community mental
health organization. This does not mean that trauma training is not an important factor for
community mental health agencies to consider when working to reduce counselor
turnover. This result indicates that the level of trauma training may not, on its own,
impact whether a counselor intends to leave their organization. Researchers have found
that other factors contribute to vicarious trauma and burnout and may result in a
counselor deciding to leave their organization (Williams et al, 2012). These factors
include the work environment, personal wellness, supervisory alliance, organizational
culture, caseloads, and vicarious trauma (Williams et al, 2012). | recommend that in
addition to trauma training, these factors be also considered in a study that addresses how
the organization plays a role in the counselors’ intention to leave the organization.

A second recommendation would be to select a larger population sample from a

broad range of mental health counselors and those providing counseling services.
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Licensed professional counselors are not the only ones providing mental health
counseling in community mental health settings. A larger sample of licensed professional
counselors, clinical social workers, psychologist, and psychiatrists would allow results to
be more generalized as the sample is larger and more demonstrative of the population.
Including other ways to reach participants such as through email may reach those who are
not members of professional organizations and who do not have access to those
discussion forums that were used to disseminate the invitation.

Finally, it may be useful to use a more robust intent to leave survey as well as a
more accurate way to collect information on how much trauma training participants have.
Addressing the three areas of thinking, looking, and acting when considering leaving an
organization may allow participants to reflect on behaviors that indicate intent to leave.
Providing a better definition of what constitute trauma training would also provide more
accurate choices for participation. What exactly constitutes trauma training, specifically
what is considered basic trauma training would operationalize the construct more
accurately.

Implications

Compassion fatigue, vicarious trauma, secondary stress, and burnout have
debilitating effects on the longevity of trauma counselors (Deblinger et al., 2020). Due to
high caseloads of traumatized clients in community mental health organizations, these
effects often result in many mental health counselors leaving their organization. High
turnover of counselors will result in higher costs associated with replacing mental health

counselors and reduce quality of care to clients (Deblinger et al., 2020). Mental health
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organizations are tasked with implementing trauma specific evidence-based programs
which requires a heavy investment in the training of mental health counselors. When
counselors are impacted by vicarious trauma and burnout, they are more likely to leave
their organizations, and this leaves a shortage of skilled trauma counselors to care for
clients who have been traumatized (Deblinger et al., 2020). To retain these counselors,
there is a need for mental health organizations to determine how best to train and support
those who work with traumatized clients. Organizations will need to assure appropriate
training in evidence-based trauma interventions to reduce the prevalence of vicarious
trauma, secondary traumatic stress, compassion fatigue, and burnout as this has an impact
on the quality of care provided by trauma counselors.

Although the results of this study did not indicate a statistically significant
difference between levels of trauma training on a counselor’s intent to leave their
community mental health organization, a greater understanding of the relationship
between training and turnover is important. The literature shows that training and
turnover are areas of concern. Addressing and investing in training in trauma
interventions will improve counselor retention and client care. A better designed study
would explore how much training contributed to intent to leave compared to the other
factors mentioned in this study.

Community mental health agencies provide a valuable service to community
members in that they provide affordable mental health services to those who are
marginalized and struggle with accessing services. Community mental health agencies

continue to have high counselor turnover which, therefore, reduces the quality of care for
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community members. To serve the community and marginalized populations, community
mental health agencies should be willing to invest in training as well as changes in
organizational cultures that promote counselor effectiveness and well-being. This in turn
reduces turnover and increases the likelihood of improved and consistent therapy
services.
Conclusion

The purpose of this study was to determine if there was a statistically significant
difference across three levels of trauma training on a counselor’s intent to leave their
community mental health organization. The results of this study showed that there was no
statistically significant difference between levels of trauma training on a counselor’s
intent to leave their community mental health organization. This does not mean that the
level of trauma training is not an important issue when it comes to reducing counselor
turnover. This study contributed to the literature in that it showed that trauma training
alone may not predict whether a counselor leaves their organization. There are other
factors that contribute to the intent to leave, and the level of trauma training is but one of
those factors. Comparing all these factors may be a more appropriate study. It is in the
community mental health agency’s best interest to reduce counselor turnover, to consider
not only the level of trauma training, but all factors that lead to counselor turnover and
make changes needed to assure quality therapeutic services to those who make use of

community mental health services.
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Appendix B: Invitation

There is a new study about trauma training and counselor retention in community mental
health agencies. You are invited to complete a 10-minute anonymous survey.

Seeking volunteers that meet these requirements:
e Prelicensed or licensed in professional, mental health, marriage and family
counseling or clinical social work.
e Have a master’s or doctorate.
e Work with a caseload of clients with trauma histories
e Work in a community mental health setting

This study is part of the doctoral program for Denise Takakjy, a doctoral student at
Walden University. The survey will be open until the end of February. Questions should
be directed to denise.takakjy@waldenu.edu.

Please click https://www.surveymonkey.com/r/XJYTJ6K to view the consent form and
begin the survey.
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Appendix C: Permissions

From: Conditions for Using These Assessments - Paul Spector
Conditions for Using These Assessments

All of the assessments in the Paul’s No Cost Assessments section of paulspector.com are
copyrighted. They were developed by me and my colleagues.

You have my permission for free noncommercial research/teaching use of any of the
assessments that are in the Paul’s No Cost Assessments section. This includes student
theses and dissertations, as well as other student research projects. Copies of the scale can
be reproduced in a thesis or dissertation as long as the copyright notice is included, as
shown in the downloadable copy of each scale.

For commercial uses there is a fee for using these scales. A commercial use means you
are charging someone a fee to provide a service that includes use of one or more of these
scales. Contact me at paul@paulspector.com to discuss fees for commercial use.

Translations

You are welcome to translate any of these scales into another language if you agree to
send me a copy of the translation. Word (.doc or .docx) is best, but .pdf is also
acceptable. Be sure to include the copyright statement on the translated version, as well
as credit the person who did the translation and the year.

Sharing Results

A condition for free use of these assessments is that you share results. The results | need
include:

1. Means per subscale and total score
2. Sample size

3. Brief description of sample, e.g., 220 hospital nurses. I don’t need to know the
organization name if it is sensitive.

4. Name of country where collected, and if outside of the U.S., the language used. |
am especially interested in nonAmerican samples.

5. Standard deviations per subscale and total score (optional)
6. Coefficient alpha per subscale and total score (optional)

Results can be shared by providing an e-copy of a published or unpublished research
report (e.g., a conference paper, dissertation, journal article, thesis, etc.) where one or
more of these assessments are used.


https://paulspector.com/assessments/pauls-no-cost-assessments/conditions-for-using-these-assessments/
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You can share the material with me via e-mail: paul@paulspector.com
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Appendix D: Demographic Questionnaire

What is your age?
1810 24
25t0 34
351044
45to 54
5510 64
65to 74
75 or older
What is your gender?
Female
Male
Nonbinary
Gender not listed here
What is your race or ethnicity?
Asian
Black or African American
Hispanic or Latino
Middle Eastern or North African
Multiracial or Multiethnic
Native American or Alaska Native
Native Hawaiian or other Pacific Islander
White
Another race or ethnicity, please describe below Self-describe below:
In which region of the United States do you live?
New England (Maine, New Hampshire, Vermont, Massachusetts, Rhode Island,
Connecticut)
Middle Atlantic (New York, New Jersey, Pennsylvania)
East North Central (Ohio, Indiana, Illinois, Michigan, Wisconsin)
West North Central (Minnesota, lowa, Missouri, North Dakota, South Dakota, Nebraska,
Kansas)
South Atlantic (Delaware, Maryland, District of Columbia, Virginia, West Virginia,
North Carolina, South Carolina, Georgia, Florida)
East South Central (Kentucky, Tennessee, Alabama, Mississippi)
West South Central (Arkansas, Louisiana, Oklahoma, Texas)
Mountain (Montana, Idaho, Wyoming, Colorado, New Mexico, Arizona, Utah, Nevada)
Pacific (Washington, Oregon, California, Alaska, Hawaii)
What is your license type?
Pre-licensed
Licensed professional counselor (includes licensed mental health counselor, licensed
clinical mental health counselor)
Licensed marriage and family counselor
Licensed clinical social worker
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What is your education level?

Masters

Doctorate
About how many years have you been in your current position?

Less than 1 year

At least 1 year but less than 3 years

At least 3 years but less than 5 years

At least 5 years but less than 10 years

10 years or more
What is your level of trauma-informed training? Examples of evidence-based
trauma interventions include trauma-focused cognitive behavioral therapy, parent-
child interaction therapy, cognitive processing therapy, eye movement
desensitization and reprocessing, narrative exposure therapy, prolonged exposure,
and somatic experiencing.

| have no formal evidence-based trauma training

| have some basic training in an evidence-based trauma intervention

I hold a certification in an evidence-based trauma intervention

Where did you receive your trauma training?

Agency/Organization where employed

Online training/webinars

Professional conferences

In-person, nonagency/organization training

Books, videos, podcasts
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Appendix E: Modified Intent to Leave Scale

El
Michaels and Spector 1982 3-1tem Scale

| Strongly disagree
™| Moderately disagree
! Slightly disagree
1 Slightly agree

<"l Moderately agree
| Strongly agree

| often seriously consider leaving my
current job.

=
N
w
N

(6]

(o3}

| intend to quit my current job.

| have started to look for other jobs. 1 2 3

Copyright Charles Michaels and Paul E. Spector, 1982, All rights reserved.
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