UNIVERSITY OF

WOLVERHAMPTON

The experiences of EMDR
therapists when working with PTSD

ltem Type Thesis or dissertation
Authors Smith-Lee Chong, Penelope Anastasia
Citation Smith-Lee Chong, P.A. (2016) The experiences of EMDR therapists

when working with PTSD. University of Wolverhampton. http://
hdl.handle.net/2436/601134

Download date 2026-01-18 19:27:46

Link to Item http://hdl.handle.net/2436/601134



http://hdl.handle.net/2436/601134

DOCTORAL PORTFOLIO IN

COUNSELLING

PSYCHOLOGY

by

Penelope Anastasia Smith-Lee Chong,
C. Psychol., AFBPsS, CSci.,
M.Sc., The University of Hull
B.Sc., (Hons.) The Open University
B.A. The University of Western Ontario

Thesis submitted in partial fulfilment of the requirements of the
University of Wolverhampton for the post-graduate degree of:
Practitioner Doctorate in Counselling Psychology

The following research has been conducted in line with the guidelines
presented for the module: Doctoral Portfolio, PS5018

July 2015



Declaration

The research dossier or any part thereof has not previously been in any form to the
University or to any other body whether for the purposes of assessment, publication
or for any other purpose (unless otherwise indicated). With the exception of any
express acknowledgements, references and/or bibliographies cited in the work, I
confirm that the intellectual content of the work is the result of my own efforts and
no other person beyond the role of my supervisors Dr. Victoria Galbraith and Dr.

Sarah Mills.

The right of Penelope Smith-Lee Chong to be identified as author of this work is

asserted in the accordance with ss.77 and 78 of the Copyright, Designs and Patents

Act 1988. At this date copyright is owned by the author.

Signature..........cccceveveeiienieeieenen.



Word Count Summary

The word count summary includes in-text references but excludes titles, tables and

diagrams.

Section Word Count
Preface 1,955
Academic Dossier
PS5004 Life Span Approach Essay 3,334
PS5009 Couple Therapy Essay 3,368

Therapeutic Development Dossier

PS5016 Supervised Practice Work Portfolio 3,887

PS5017 Professional Issue Reflective Essay 4,394

Research Dossier

Abstract 258
Chapter 1 — Literature Review 6,736
Chapter 2 — Empirical Study
- Introduction 1,873
- Method 4,931
- Analysis and Results 10,119
- Discussion and conclusion 4,286
Chapter 3 - Critical Appraisal 2,899
TOTAL Research dossier 31,102

TOTAL Portfolio 48,040




All work throughout this portfolio has been
appropriately anonymised and all identifiable
information removed so no participant can be

identified.



RESEARCH DOSSIER

The experiences of EMDR therapists when working with
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Abstract

Trauma therapists increasingly use EMDR when working with Posttraumatic Stress
Disorder (PTSD) and trauma clients as it is recommended by NICE guidelines (2005)
however until recently research focused on the negative impact of trauma work.
Posttraumatic Growth (PTG) appears to be the most commonly used term for ‘growth’
however attempts to define and measure it can be criticised for being reductionist in
approach as it reduced five factors into three outcomes based on the client’s growth.
Research on trauma therapists’ growth has relied on client definitions that is; Vicarious
PTG is based on PTG although there are a couple of studies which collaborate these

findings.

This study aims to address the literature and practitioner gap by exploring EMDR
therapists’ lived experiences of ‘vicarious growth’ when working with PTSD symptom
clients. Semi-structured interviews were used to collect data from a homogeneous sample
of six EMDR therapists who stated that they had positive experiences or experienced
growth (positive change) when working with PTSD symptom clients. Interpretative
Phenomenological Analysis (IPA) was used to analyse the data. Rich, detailed findings in
terms of how ‘growth’ is experienced emerged as four super-ordinate themes: A: Initial
struggles; B: Experiences of the “healing journey”; C: Growth through connecting and
D: Impact of growth on ‘self’. Implications of experiences of the therapeutic relationship
as a “healing journey” for therapists were discussed in terms of a potential power
imbalance where they might be viewed as ‘experts’. However, a better understanding of
how therapists experience ‘vicarious growth’ with their clients enables them to utilise this
knowledge to develop their own growth and self-awareness therefore supervision and
training to encourage self-awareness was also discussed. These Positive Psychology

(growth) findings such as self-belief in skills; use of ‘special set’ of clients; self-image as
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‘guide’ and the spread of growth to areas outside of therapy can be utilised to add Positive
Psychology (growth) into existing supervision and training (EMDR and trauma) thereby
enhancing existing models or creating new ones. Therapists growth and well-being may
lead to lower occupational risk than was previously thought working amongst trauma

clients and perhaps greater job satisfaction.

KEYWORDS: Eye Movement Desensitization and Reprocessing (EMDR), Posttraumatic
Stress Disorder (PTSD), Posttraumatic Growth (PTG), Vicarious Posttraumatic Growth
(VPTG), Vicarious Growth (VG), Interpretative Phenomenological Analysis (IPA);

EMDR therapists; Positive Psychology.
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1.1 What is Trauma?

‘Trauma’ (Oxford on-line dictionary, 2015) is defined broadly as [Def. 1] “a deeply
distressing or disturbing experience” and [Def. 1.1] “Emotional shock following a
stressful event or a physical injury which may lead to long-term neurosis the event is
relived with all the accompanying trauma”. This definition incorporates Shapiro’s
description where persistent problems in everyday life result from earlier trauma “...the
past is present” (Shapiro, 2001, p.4). Shapiro (2001) argues that ‘trauma’ does not not
only include the “big T” trauma (caused by an event where the outcome might be a
diagnosis of Posttraumatic Stress Disorder (PTSD) (see 1.1 below) but also the “small t”
traumas (for example a humiliating remark; the memory of which still brings up negative
self-attributions and physical sensations from when the memory was created). Therefore,
Shapiro (2001, p.43) uses a broad dictionary definition preferring to view ‘trauma’ as ...
any event that has had a lasting negative effect on the self or psyche is by its very nature

“traumatic.”

The American Psychological Association’s (APA) definition of “trauma” is narrower:

1t is an emotional response to a terrible event like an accident, rape or natural
disaster. Immediately after the event, shock and denial are typical. Longer term
reactions include unpredictable emotions, flashbacks, strained relationships
and even physical symptoms like headaches or nausea. While these feelings are

normal, some people have difficulty moving on with their lives. (APA, 2015).
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1.2 What is Posttraumatic Stress Disorder?

Posttraumatic Stress Disorder (PTSD) was first used to describe symptoms experienced by
war veterans from Vietnam but has been known by other names such as ‘shell shock’,
‘soldiers heart’, ‘combat stress’ and ‘posttraumatic stress syndrome (PTSS)’ (Marsh,
2014). PTSD was not recognised in the Diagnostic and Statistical Manual of Mental
Disorders (DSM) prior to 1980 (Voss Horrell, Holohan, Didion & Vance, 2011; Figley,
1995) and it was not until the publication of the DSM-IV (American Psychiatric
Association (APA), 1994) that diagnostic criteria 1A included ‘the person witnessed or
confronted’ the trauma (Bauwens & Tosone, 2010). In addition, PTSD was only recently
moved from categorisation as an Anxiety Disorder in the DSM-IV to a new chapter on
Trauma and Stress-or-Related Disorders in DSM-V-TR® (APA, 2013). This is a major
shift which reflects the growing recognition that the diagnosis is receiving due perhaps to

its’ prevalence not just with war veterans but also in the mainstream community.

Changes have been made to the categorisation of PTSD in The Diagnostic Criteria of the
DSM-V-TR® (APA, 2013). It states that the trigger to PTSD is exposure to actual or
threatened death, serious injury or sexual violation from one or more of four scenarios.
The restriction of two conditions having to be met in DSM-IV (APA, 1994) has been
reduced to just one. Implications follow that more people can now be diagnosed as having
PTSD which might lead to a greater need for treatment. The other aspect is that people
can have PTSD symptoms without a formal diagnosis and they also come forward for

treatment.

The first two scenarios of directly experiencing and/or witnessing the trauma were kept
and two more have been added. Therefore DSM-V-TR® (APA, 2013) now includes

indirect exposure to trauma: learning that the violent or accidental traumatic events
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occurred to a close family member or close friend and/or experiencing repeated or
extreme exposure to gruesome details of the traumatic events. The implication is that
trauma therapists can also be vicariously exposed if working where they are experiencing

repeated or extreme exposure to details of the trauma.

In addition, there are now four diagnostic clusters instead of three within the number of
symptoms to be identified. The clusters consist of ‘re-experiencing’ described as
spontaneous memories, associated recurrent dreams, flashbacks or intense or prolonged
psychological distress. ‘Avoidance’ is marked by distressing memories, thoughts, feelings
or external reminders. ‘Negative cognitions and mood' range from inability to remember
important aspects, persistent and distorted sense of blame of self or others to detachment
from others. The final cluster ‘arousal’ concerns aggressive, reckless behaviour,
hypervigilance and sleep disturbances. Distinction between acute and chronic phases of
PTSD have been eliminated and the diagnostic criteria now only requires the disturbance
to continue for more than one month to cause clinically significant distress and not be
attributable to substance misuse or any other medical condition (APA, 2013). The mental
health charity, MIND gives examples of traumatic events which may cause PTSD as
serious accidents, extreme violence or war, seeing people hurt or killed, traumatic
childbirth, being taken hostage, sexual or physical assault or a natural disaster (Marsh,

2014).

According to the National Institute for Health and Clinical Excellence (NICE) Guidelines
(2005) approximately 25 — 30% of those who experience a trauma may go onto develop
PTSD. However the majority of material on PTSD is from America and Australia with no
studies to date in the United Kingdom (UK) for prevalence in the community for adults or

children and the NICE guidelines are due for updating in June 2015. Even the APA’s
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(2004) inclusion of the March 2009 Guideline Watch which was not a formal update;
states that it is more than five years old, has not yet been updated with current knowledge
and practice and therefore it states that “in accordance with national standards including
the Agency for Healthcare Research and Quality’s National Guideline Clearing House
this guideline can no longer be assumed to be current.” (APA, 2010, p.1). This is serious
as it implies that neither in America or the UK is there relevant up-to-date research
literature in one place which can guide trauma therapists. This lack of guidance on how to
help PTSD clients is a mismatch to the new diagnostic criteria in the DSM-V-TR® (2013)
which may make it easier to be diagnosed with PTSD and therefore there may be a greater
demand for trauma services and a lack of understanding by therapists on best practice

guidelines.

NICE Guidelines (2005) recommend Trauma-Focused Cognitive Behavioural Treatment
(TF-CBT) where symptoms are present within 3 months of the trauma and TF-CBT and
Eye Movement Desensitisation and Reprocessing (EMDR) where symptoms of PTSD
have been present for more than three months. However, the NICE guidelines (2005) are
still based on the DSM-IV (1994) criteria of a 3 month waiting period and chronic versus
acute symptoms. The definition and categorisation of PTSD uses the medical model which

implies that it is an illness which needs to be treated (Blair, 2010).

1.3 Eye Movement Desensitisation and Reprocessing

EMDR is a specific, integrative psychotherapeutic approach which began as a treatment
specifically for PTSD clients (Shapiro, 2001). The APA Practice Guidelines (2010),
states that EMDR includes exposure-based therapy (with multiple, brief interrupted

exposure) and has eye movement, recall and verbalisation of the trauma.
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Shapiro and Laliotis (2011, p. 191) state that most therapists view mental health issues as
being partly based on past life experiences, for example TF-CBT considers cognitions and
emotions to be the source of pathology however, EMDR differs as it highlights a
neurobiological basis in that “the hallmark of EMDR therapy is the emphasis on the
physiologically stored memory as the primary foundation of pathology, and the
application of specifically targeted information processing as the primary agent of
change.” EMDR is based on the Adaptive Information Processing (AIP) model; (Shapiro,
2001; 2007) an information processing model which views much of psychopathology as
caused by disruption or maladaptive coding in the processing of traumatic experiences.
Pathology is therefore viewed as maladaptive networks where normal processing is
blocked and the memory of the trauma is ‘frozen’ or stored as it was experienced,
therefore the trauma event feels as though it is still ‘present’ (Shapiro, 2001). The AIP
model explains psychopathology, predicts successful outcomes of EMDR treatment and

guides clinical practice (Shapiro & Laliotis, 2011).

EMDR uses an eight-phase, three-pronged protocol which guides the therapist to identify
and target (access) dysfunctionally stored information in past experiences (which relate to
the present problem), present triggers and install future templates of adaptive experiences
into their lives, thereby facilitating the resumption of normal information processing and
integration of life experiences (Shapiro, 2007). The eight-phases include; one: client
history, two: preparation, three: assessment, four: desensitization (reducing the client’s
disturbance (when possible) to 0 on the subjective unit of disturbance (SUD) scale)
(Shapiro, 2001, p. 49), five: installation (to enhance the Positive Cognition (PC) and link
it to the original target issue/event), six: body scan, seven: closure. EMDR uses bilateral
stimulation (BLS) (eye movement, taps or tones) to facilitate reduction in subjective

distress (Shapiro, 2001; 2007). Shapiro (2001, p.19) states that EMDR:
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. is also consistent with the assumptions of the medical model, wherein
medications and interventions are used to unblock or accelerate the body's
natural healing properties. In the EMDR treatment of trauma, an analogous

healing is assumed if the information-processing mechanism is blocked.

This implies that EMDR is not a medical model per se but rather uses medicalised
language and healing to describe how it ‘treats’ trauma suggesting that it is an ‘illness’ to
be reduced or eliminated, however this paper suggests that the future template moves the

client towards ‘growth’.

EMDR therapists are trained not to intervene but to “Let whatever happens, happen.”
(Shapiro 2001, p. 172); therefore implying that if they are working with trauma clients
they might be exposed to extreme traumatic material because EMDR targets and accesses
stored dysfunctional material. Deighton, Gurris and Traue (2007, p. 63) agree that EMDR
is specifically developed for trauma and promotes “the controlled reactivation of the
traumatic memories.” In addition ‘abreactions’ occur when the client’s dysfunctional
information is stimulated as it is brought into some level of consciousness and may be
experienced by the client at a high level of disturbance (Shapiro, 2001). Shapiro (2001,
p.40) states that the associations clients might bring “cannot be completely predicted” and
that “there is no way of knowing if a channel contains dissociated material that will
emerge full-blown once the processing is started.” In this case the EMDR therapist will
be exposed to the abreaction which can be highly distressing. The only preparation
Shapiro (2001) gives seems to be one of caution: to use caution if practitioners are not
accustomed to handling abreactive responses, be prepared and have sufficient time to
process an event fully or return to a state of equilibrium. It could be argued that this seems

to be quite general advice which may or may not work and is reliant heavily on the EMDR
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training and or prior experience of the therapist. In any case the EMDR therapist may be

exposed to the traumatic abreactive material.

Therefore EMDR therapists are exposed to client’s traumatic material either through
listening to the client’s trauma narrative or witnessing abreactions. This does not imply
however that all EMDR therapists will experience vicarious traumatisation (VT) and also
this is not unique to EMDR as all therapists working with trauma will be vicariously
exposed. It must be noted that trauma clients do not need to discuss their trauma but only
need to think of them and processing will still occur (Shapiro, 2001). Therefore, if there is

no abreaction and no discussion of trauma the ‘vicarious’ experience would be limited:

Sometimes a client is unwilling to concentrate on a particular memory
because of shame or guilt. The clinician should reassure the client that
because the processing is happening internally, she need not divulge the
details of the memory; merely reporting the fact that she is withholding

something is sufficient. (Shapiro, 2001, p.132).

The Blind to Therapist (B2T) Protocol (Blore & Holmshaw, 2009), was developed to
accommodate the client’s preferences of non-disclosure either because they did not want
to or were unable to disclose trauma details (Blore, Holmshaw, Swift, Standart, & Fish,
2013). This is not the norm though as most clients will divulge trauma narrative in EMDR
sessions thereby exposing therapists to traumatic material. Also the therapist will use the
B2T protocol under certain circumstances for example; reassertion of control among
“executive decision makers”; “shame and embarrassment” and “minimizing potential for
VT’ (Blore, et al., 2013, pp. 97-98). It is noted that minimizing potential for VT is based

on a situation where the EMDR therapist brought to supervision that s’he was already

having intrusive images after having treated her/his client with EMDR therefore the B2T
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protocol was suggested for use during the therapist’s supervision as a means of
minimizing potential for further VT (Blore et al., 2013). Also the B2T Protocol does not
prevent client abreactions which if the EMDR therapist is exposed to can lead to VT. This
provides some evidence that VT can occur when working with trauma clients. This paper
argues that in the same way that EMDR therapists are exposed to clients’ traumatic
material they are also exposed to client’s resilience and growth stories as well (Hernandez,
Gangsei & Engstrom, 2007) however there is a paucity of research on this. Most of the
findings on vicarious growth (VG) in therapists was a result of research on exposure to
and the impact of traumatic rather than growth material (Arnold, Calhoun, Tedeschi &

Cann, 2005; Brockhouse, Msetfi, Cohen & Joseph, 2011; Bauwens & Tosone, 2010).

1.3.1Efficacy and scientific validity of EMDR

EMDR’s recognition and recommendation by NICE (2005) as a preferred treatment for
PTSD means that it holds allegiance to the medical model. As such NICE guidelines
(2005) emphasise ‘evidence-based’ practice that is; psychological interventions should be
informed by the best available evidence of effectiveness (Department of Health, 2001).
Research evidence therefore has a role in policy development and therapy choice for the
population thereby arguably upholding the medical model and categorisation of mental

health symptoms (Corrie, 2010; Hemsley, 2010).

Meta-analyses support the efficacy of EMDR as treatment for PTSD in adults: individual
EMDR as well as TF-CBT are considered to be effective in the treatment of chronic PTSD
in adults however the quality of the studies were deemed to be poor and the authors placed
a cautionary note on the interpretation of findings (Bisson, Roberts, Andrew, Cooper &
Lewis, 2013). EMDR, exposure therapy and Cognitive Therapy were deemed effective for

PTSD in adults yet identification for a single best treatment was difficult due to
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differences in study design and participant characteristics (Watts et al., 2013). However,
experts such as Russell and Figley (2013) continue to recommend EMDR not only for

PTSD in the normal population but also for military PTSD.

Comparative studies between EMDR and CBT show EMDR as more effective. A pilot
study conducted by Capezzani et al. (2013) found EMDR to be more effective than CBT
in that cancer patients no longer had a diagnosis of PTSD after eight sessions and
reduction of scores on the Impact of Event Scale — Revised (IES-R) (Weiss, 2004) and the
Clinician-Administered PTSD Scale (CAPS) (Blake et al., 1995) intrusive symptom scale
psychometric tests. However, almost all patients treated with CBT still had a diagnosis of
PTSD one month after treatment (Capezzani et al., 2013). Hogberg et al. (2008) found that
the outcome from his earlier study (Hogberg et al., 2007) where EMDR was used was
stable over time (35 months) with 83% of those who no longer had PTSD returning to full
working capacity. Nijdam, Gersons, Reitsma, de Jongh, and OIff (2012) compared brief
eclectic psychotherapy which is based on TF-CBT and EMDR; they found that EMDR
provided clients with faster recovery. There is now neurobiological evidence that EMDR
changes the brain with positive effects (Pagani, Hoberg, Fernandez, & Siracusano, 2013).
Much of the research literature and guidelines on EMDR and PTSD in adults is more than
five years old implying that more research is needed and guidelines need updating. Meta-
analyses reveal that the EMDR efficacy studies seem to be poor in quality with design and

or participant issues (Bisson, Roberts, Andrew, Cooper & Lewis, 2013).

EMDR’s efficacy and its scientific stance on ‘evidence-based’ practice has been
questioned as Norcross (2012) states and Murphy and Joseph (2013) agree that the most
common factor related with therapy outcome is the therapeutic relationship. Murphy and

Joseph (2013) question the validity of EMDR as well as TF-CBT arguing that they are
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based on an ‘illness ideology’ and therefore this undermines the therapeutic relationship.
In addition, Murphy and Joseph (2013) and Wampold et al. (2010) concluded from their
analysis of meta-analysis papers that a wide range of psychotherapies can be effective for
PTSD including non-trauma focused ones and do not view one treatment as superior to

others.

Although EMDR is ‘evidence-based’, the ‘scientist-practitioner’ (Blair, 2010; Strawbridge
& Wolfe, 2010; Bury & Strauss, 2006) debate is evident as Dworkin (2005) chooses to
highlight the importance of practitioner skills within EMDR rather than emphasise the
scientific, ‘evidence-based’ elements. Dworkin (2005) discusses in his book ‘EMDR and
the Relational Imperative’ the critical importance of the therapeutic relationship in
EMDR; that it is more than a ‘working alliance’ and necessary for effective EMDR
therapy and clinical outcome. He argues that a working alliance is not strong enough to
contain traumatised clients and therefore a therapeutic relationship is needed which is why
he calls EMDR “a two-person psychology” (Dworkin, 2005, p.3). This seems to be more
in keeping with a ‘human science model’ (theory of understanding of subjective
experience, meaning and culture) and the humanistic underpinnings of Counselling
Psychology (CoP) rather than a model of natural science (linked to empiricism and
positivism) (Strawbridge & Woolfe, 2010). The implication is that growth within the
client is not dependent on categorisation or scientific validity as each client is unique and
as such their response to therapy may be different (Hemsley, 2010) therefore client growth
in the practitioner’s therapeutic relationship occurs but seems difficult to study.
Strawbridge and Woolfe (2010) argue that research has been constrained by behavioural
science which is ill-equipped to study complex life situations. Therefore understanding the
meaning of trauma to the client in the therapeutic relationship is important. The impact of

growth (positive change) on the therapist and the therapeutic relationship has not been
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explored and this study will attempt to fill this research gap with a secondary research

question (see 2.1.5).

Having a therapeutic relationship involves the therapist being empathic and implies that
the client’s trauma is ‘shared’ with the therapist. Dworkin (2005) states that it is often
essential for the client to share traumatic images with EMDR therapists and these might
affect the therapist as the images can appear suddenly as their own internal images. He
stresses the importance of sharing client’s journeys, remaining open and having empathy.
Dworkin (2005, p.156) continues that EMDR therapists are in the position of helpless
witnesses to client trauma which he argues is traumatic “when we see our clients locked in
repetitive, self-destructive reenactments during therapy.” This again implies that EMDR

therapists are vulnerable to clients’ trauma narratives and abreactions.

1.4 Negative and Positive Change

“Change” (Collins on-line dictionary, 2015) is defined as a verb “fo make or become
different, alter” and as a noun to “the act or fact of changing or being changed”. Two
types of change are described in trauma research — negative and positive (Linley, Joseph,
Cooper, Harris & Meyer, 2003; Joseph 2011; Tedeschi & Calhoun, 2004). These two
terms are polarised and appear to be extreme opposites of each other. Polarisation can
indicate conflict and this is more noticeable within research on negative change because
medical language has traditionally been used indicating that it is an illness which needs
diagnostic tools and treatment (Joseph, 2009). Also, there still does not appear to be much
understanding about how positive and negative change work together. Perhaps this leads
to uncertainty within the trauma field on how to proceed within clinical practice as well as

research.
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Interestingly “growth” (Collins on-line dictionary, 2015) is defined as a noun “an
increase in size, number, significance”. Therefore, unlike “change” (Collins on-line
dictionary, 2015) there is an implication of an increase, direction or movement

forward/outward.

1.4.1 Negative Change: impact of trauma work on therapists

The focus of trauma research was on direct exposure on the victim in the 1970s and 1980s
whereas research on indirect exposure and the impact of trauma on the therapist began in
earnest in the 1990s (Arnold et al., 2005; Figley, 1995). As stated above, this is evident in
the diagnosis of PTSD as only recently was the definition expanded to include indirect
exposure to trauma in the DSM-V (APA, 2013) implying that therapists are indirectly
exposed when working with PTSD symptom clients. The problem with this research is
that it is focused only on the negative, damaging effects of trauma on therapists (Arnold et
al., 2005; Lindley & Joseph, 2009) rather than ‘growth’ or ‘positive changes’ which can

also result.

There is difficulty in describing trauma therapists’ negative experiences of trauma work.
Research encompasses many different definitions and conceptualisations which seem
confusing as though there is no real consensus within the field. The terms are also
sometimes used interchangeably yet having differences which are still not integrated
(Sexton, 1999). Figley (1995) proposed the reason was probably because the research
field was still young however 20 years on, today there still does not seem to be an

integrated definition of what therapists’ experience.

Figley (1995, p.1) states that “There is a cost to caring”; highlighting the negative aspect

of therapeutic work due to empathic engagement. Some of the terms used to describe
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negative effects within the therapeutic relationships are: countertransference, secondary
traumatic stress (STS), compassion fatigue (CF), burn-out and vicarious traumatisation
(VT) (Pearlman & Saakvitne, 1995; Figley, 1995). Stamm (2010) agrees that there are
issues with terminology describing negative effects and states that there seem to be three
accepted terms CF, STS and VT. CF mainly focuses on PTSD-symptoms whereas VT
need not include these but does include profound changes in the therapist’s schema which

negatively affects the way they view themselves and the world (Arnold, et al., 2005).

1.4.1.1 Vicarious Traumatisation

McCann and Pearlman (1990) first presented VT to describe the impact of working with
trauma clients on therapists. It differs from the other definitions of negative change in that
it is confined to exposure to traumatic material. VT is defined by Pearlman and Mac lan
(1995, p. 558) as “the transformation that occurs within the therapist (or other trauma
worker) as a result of empathic engagement with clients’ trauma experiences and their
sequelae.” They go on to describe that empathic engagement involves listening to graphic
descriptions of horrific situations, witnessing cruelty to people and witnessing and

participating in traumatic re-enactments (Pearlman & Mac lan, 1995).

McCann and Pearlman (1990) use a constructivist self-development framework to explain
VT as a process, shaped by the therapist’s own cognitive schemas and personality as well
as the (external) situation (McCann & Pearlman, 1990; Pearlman & Mac lan, 1995).
McCann and Pearlman (1990) hypothesised that VT would potentially affect all areas of
the therapist’s life by disrupting and changing the therapist’s cognitive schemas; be
cumulative as each trauma narrative would reinforce the negative change; and likely to be
permanent, lasting for months or years after working even if the therapist worked it

through. Negative change in cognitive schemas would affect the therapist’s beliefs,
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expectations, and assumptions about self and others leading to disruption and painful
effects in the areas of dependency/trust; safety; power; esteem; intimacy and frame of

reference (McCann & Pearlman, 1990).

Symptoms of VT are similar to PTSD but also include “...changes in frame of reference,
identity, sense of safety, ability to trust, self-esteem, intimacy and a semnse of control”
(Bloom, 2003, p.459); and “intrusive thoughts or images and painful emotional reactions”
(McCann & Pearlman, 1990 p. 144). Implications follow that these are pervasive, serious
long-term negative changes affecting the therapist’s whole life, thoughts, emotions and
relationships with others. McCann and Pearlman (1990) argue that whether or not the

therapist develops VT depends on the importance of these schemas to the therapist.

As VT was defined as a threat to therapists’ emotional, mental and relationship well-
being, research focused on risks of developing VT, therapist’s lack of coping and
prevention and protective factors, almost as if it was contagious. McCann and Pearlman
(1990, p. 136) quote Jung’s 1966 work that an “unconscious infection” might result from
working with clients with mental illness. This reveals how medicalised the thinking was at
the time. Research conducted by Pearlman and Saakvitne (1995) and Pearlman and Mac
Ian (1995) focused on therapist’s lack of awareness that they were experiencing VT and
how to increase awareness in therapists. McCann and Pearlman (1990); Pearlman and
Saakvitne (1995) and Steed and Downing (1998) revealed that therapists who have
personal experience of trauma experience higher levels of VT. Researchers continue to
warn about VT and its effects as Igbal (2015) suggests that it is difficult for Counselling
Psychologists to be held responsible for meeting Health Care Professions Council (HCPC)
and British Psychological Society guidelines if they are unaware that they are

experiencing VT.
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Research on prevention and protective factors against VT are numerous including
providing interventions within the workplace (Phelps, Lloyd, Creamer & Forbes, 2009);
patient/clinician factors such as level of training, experience and supervision for work
with trauma; personal trauma history; social support and self-care; and organisational
factors (Voss Horrell et al., 2011). Viviani (2011) also highlights the importance of

counsellors looking after their professional well-being.

McCann and Pearlman (1990) stress the importance of therapists acknowledging,
expressing and working through these painful experiences. This seems to go against their
constructivist self-development model which assumes the problem is a combination of
situational and personality (schema). Hernandez et al. (2007) agree with McCann and
Pearlman (1990) that VT is not seen to be solely inherent within the therapist yet McCann
and Pearlman’s (1990) advice places a lot of responsibility on the therapist to prevent and
to sort the problem out themselves. For example, McCann and Pearlman (1990, p.136)
assume that changes due to VT will be destructive unless the therapist is able to “engage
in a parallel process to that of the victim client, the process of integrating and

transforming these experiences of horror or violation.”

Although McCann and Pearlman (1990) suggest organisational recommendations, the
therapist seems to be viewed as a victim of their work. For example, therapists are seen to
need support from professional networking/support groups (McCann & Pearlman, 1990).
They further propose that VT is a normal reaction to working with trauma. Implications
might include that therapists may be wary or cautious of trauma work. Indeed, EMDR
Consultant and author Dworkin (2005) regards VT as an occupational hazard — a side-

effect of trauma work.
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1.4.1.2 Summary on Negative Change

Research on the effects of working with trauma began approximately 15 years ago and
focused on the negative, medicalised nature, highlighting the pervasive and long-term
nature and yet ignoring the positive. Even today, research continues to focus on risk,
protection and prevention of VT. Arnold et al. (2005) argue that most of the research to
date is anecdotal and therefore cannot be generalised. Ben-Porat and Itzhaky (2009) also
state that research conducted on secondary and vicarious traumatization among trauma
therapists has revealed inconsistent findings. The prevalence and permanency of VT and
its negative impact on trauma therapists should therefore be questioned (Ben-Porat &

Itzhaky, 2009).

1.5 Positive change

1.5.1 Positive Psychology and positive change

It took Martin Seligman as newly elected president of the American Psychological Society
(APA) in 1999 to introduce the concept of Positive Psychology (PP) (Joseph, 2011) in an
attempt to counterbalance the traditional focus in psychology on pathology. Seligman not
only attracted research in PP but he also made a political and economic stance to change
in the direction of psychological research from a focus on negative, mental illness and
endurance through hardship to one where the focus was on the positive as a means of
enabling people and society to flourish (Seligman & Csikszentmihalyi, 2000). Seligman
and Csikszentmihalyi (2000) argue that protection against and prevention of mental illness
would be a side effect of studying positive human traits. As a leader, Seligman seemed to
be spearheading positive change for psychology and also attempting to spread the change
across society and into the lives of the general population. This was a radical departure

from the role of traditional psychology.
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Similar to PP, CoP differs from clinical psychology and other traditional disciplines as
according to Woolfe (1990) it questions the medical model and facilitates well-being
rather than focusing on pathology and illness. In addition, CoP focuses on the importance
of the helping relationship and has humanistic underpinnings (Strawbridge & Woolfe,
2010). The humanistic underpinning owes much to Rogers’ (1961) theory of development
of ‘self” and personality where the individual seeks to grow or self-actualise and the
therapist aims to facilitate that process. Rogers (1961) suggests that therapists provide
three core conditions for growth, namely empathic understanding, unconditional positive

regard and congruence (see Mearns & Thorne, 2007).

Martin Seligman did not invent PP, as positive change following struggle has long been in
humanity’s existence for example in the literature and philosophy of Buddhism,
Christianity and some Islamic traditions (Calhoun & Tedeschi, 2006). Resilience or
recovery and growth are found to be more common than PTSD (Cordova, 2008; Lepore &

Revenson, 2006).

Similar to trauma, the taxonomy of growth or positive change appears complex and there
are different definitions in an attempt to capture the essence of growth/positive change.
Linley and Joseph (2004, p.11) quote some of the definitions of positive change as
“posttraumatic growth, stress-related growth, perceived benefits, thriving, blessings,
positive by-products, positive adjustment, and positive adaptation.” Yet Linley and Joseph
(2004) state that because the definitions all share struggle with adversity they refer to
them collectively as ‘adversarial growth’. At the same time posttraumatic growth (PTG) is

also differentiated from other types of positive change which is rather confusing.

The debate and divide continues between resilience and PTG. Resilience is quoted by

Hernéndez et al. (2007 p. 229) as “the way in which trauma survivors access adaptive
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processes and coping mechanisms to survive and even thrive in the face of adversity”.
This seems to indicate that survivors grow. Yet Joseph (2009; 2011) and Linley and
Joseph (2004) state that PTG is more than resilience and enable people to function at a
higher level than existed before the trauma. Zoellner and Maercker (2006) agree that
‘growth’ is something new, a kind of surplus after the trauma and argue that it is more
than recovery from trauma. Zoellner and Maercker (2006) discuss ‘growth’

interchangeably with PTG.

1.5.2 Posttraumatic Growth

Out of all of the definitions PTG seems to be the one most regularly used to describe
growth after trauma. It is defined in 1999 as “positive change experienced by the
individual as a consequence of the struggle with a traumatic event” (Calhoun & Tedeschi,
2013, p. 8). Zoellner and Maercker (2006) argue that PTG or growth has been neglected

from scientific literature on psychotherapy.

Tedeschi and Calhoun (1996) described their attempt to measure PTG through the
Posttraumatic Growth Inventory; a 21 item scale measuring five factors of PTG as new

possibilities, relating to others, personal strength, spiritual change and appreciation of life.

The five factors were further factored into three common areas of growth (Calhoun &
Tedeschi, 2013; Joseph, 2011). The first area was positive changes in the perception of
self where the individual feels strength and new possibilities (Calhoun & Tedeschi, 2006,
2013). Calhoun and Tedeschi (2006, 2013) discuss the paradoxical nature of PTG in that
the individual is “vulnerable yet stronger”. As discussed above, this paradox runs through
the nature of the relationship between negative and positive change. The second area
reported was improved relationships with others — bringing increased closeness and depth;

increased compassion for others, especially those who suffer (Bauwens & Tosone, 2010;
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Pearlman & Saakvitne, 1995). Finally, positive changes in philosophy of life were
reported where survivors change priorities having an increased appreciation for life and

spirituality.

Attempts to define and measure growth or PTG can be critiqued as they seem to be
reductionist, empiricist in approach and more in line with the medicalised model than a PP
or CoP approach. Also the research focus appears to be mainly on the client and not the

therapist.

1.5.3 Growth from Meaning-making of trauma

According to Tedeschi and Calhoun (2004) personal growth does not originate from the
event but from a process of struggle within the person with the event and its aftermath.
McCormack’s (2010) Interpretative Phenomenological Analysis (IPA) study found that
distress and growth need to co-exist and a social-supportive environment is needed to
facilitate positive change. Tedeschi and Calhoun (1996) and Linley and Joseph (2004) add
that positive change and growth come through vulnerability to distress which stimulates

search for meaning. This suggests that growth comes from meaning-making of trauma.

Intrusive thoughts are traditionally regarded as symptoms of PTSD however, they can also
be regarded as adaptive cognitive processing (Park, 2010) where they could be a signal of
people trying to rebuild their schemas about themselves in relation to the world (Joseph,
2009). For example, cancer survivors found positive meaning in their cancer experience
and the positive meanings they assigned to their traumatic experience helped moderate the
negative effects of intrusive thoughts (Park, Chmielewski & Blank, 2010). Implications
follow that EMDR therapists continue to work with trauma in the same way that cancer

survivors live with the possibility that their cancer might return. Park et al. (2010) suggest
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more research is needed to examine the buffering effects of PTG on intrusive thoughts.
They also suggest future research for the meaning of PTG in the broader contexts of
cancer survivor’s lives and the ways they process their experiences. There is still some
discussion as to how to determine whether intrusive thoughts are adaptive or not; it seems
to depend on timing and content (Park et al., 2010). Joseph (2009) argues that PTSD
symptoms are a normal and necessary part of adaptation to growth. It appears that growth

or positive change and trauma are inextricably linked as research on one finds the other.

1.5.4 EMDR and Growth

PP is recognised and acknowledged in EMDR as evidenced in David Blore’s (2012; 2014)
research on positive psychological changes or what he terms as “network growth” in
clients after road traffic accidents (RTA). Blore (2012; 2014) argues that research and
psychometrics do not take into account the positive growth that Phase 5 (installation) can
add to insights achieved in Phase 4 (desensitization) (see section 1.3 for description of
phases). Similar to Calhoun and Tedeschi (2013), Blore (2012; 2014) suggests that EMDR
therapists facilitate growth in their trauma clients. Blore (2014) promotes five rules as a
guide which include one: viewing mental health positively and taking a long-term
approach by looking for ‘potential’ in clients and two: utilising existing resources within
clients. Rule three includes: intentionally tiering positive cognitions (PCs) thereby making
more use of phase 5 and uptapping what he has named “network growth”. In his example
of a four-tiered positive cognition (Blore, 2012, p. 292), the client progresses from Tier 1
“I can learn to succeed” — (a PC established at phase 3) to Tier 2 “I am a success” — the
PC reassessed start of phase 5 to Tier 3 “I am wiser and successful” at the end of phase 5
(1% reassessment) and finally Tier 4 “I am wiser and can help others” which was the 2™
reassessment at the end of phase 5; ‘success’ became ‘wisdom’ and led to ‘focus on

others’. Rule four includes expecting positive change in clients following EMDR and rule
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five includes installing a ‘road map’ to PTG in the client. Blore (2012) also acknowledges
the relevance of Future Templates in “network growth”. The greatest application of
Blore’s (2012, 2014) work to promote growth seems to be tiering PCs as although the
‘road map’ appears to be a theoretical model it is not possible to generalise from the
findings of 12 participants as the methodology used was IPA nor does he give guidelines

on how to implement the model.

Practical applications of EMDR using a PP focus have been developed by Hartung (2009)
and also Foster and Lendl in 1995 (cited in Lendl and Foster, 2009) to facilitate
performance enhancement or peak performance of clients. Both models remain true to an
eight-phase EMDR script however focus largely on the present rather than the past and
more on positive possibilities. The aim of both models is to help clients achieve their
goals. Hartung (2009) views his model as a combination of coaching and psychotherapy.
Hartung (2009) includes important principles for example, language shapes behaviour and
success memories and memories of failure sustain present day triggers. Therefore, the
goal is stated in a positive way, clients are asked to talk about their successes (in past),
questions about the future and possible solutions are asked; clients are taught to speak in a
positive language; contextual words are noted and addressed along with failures and
triggers yet there is a return to a positive frame. In addition to performance enhancement,
this model has been applied to time limited work such as; emergencies, disaster work
where it is difficult to follow the standard EMDR protocol and desensitization; group
format for example; 300 participants after the tsunami in Sri Lanka; clients who do not
want to work through past issues and may chose to process past issues after increasing
self-confidence; clients with low affect tolerance who not ready to undergo EMDR

desensitization.
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Lendl and Foster (2009) state that their ‘EMDR Performance Enhancement Psychology
Protocol (EMDR-PEP)’ can help clients with performance anxiety, self-defeating beliefs,
posttraumatic stress and psychological recovery from injury for artists, employees and
athletes. It includes a full spectrum viewpoint (body, mind and spirit) regarding optimal
functioning at work and life. Special attention is given to performance elements for
example; ability, focus and motivation. Although adhering to Shapiro’s three-prong, eight-
phase protocol the emphasis is on performance and the future template (Lendl & Foster,

2009).

Foster (2012) discusses that the renamed ‘EMDR Peak Performance Protocol’ differs
from the standard protocol not only in its focus on a present target but also, instead of
resource development focusing on client safety its focus is on empowerment, possibilities
and realisation of goals utilising development of client skills. Foster (2012, p. 214) reports
on the use of “sport psychology performance enhancement techniques including goal
setting, managing arousal levels and imagining desired future states.” However, he also
argues for the inclusion of three PP techniques: identification of client strengths
(Seligman, 2002) for use in times of challenge, use of the Appreciative Inquiry method
(Cooperrider, Whitney & Stavros, 2008) to help the client notice what is working well in
his/her life to create a sense of possibility; help the client identify positive words to trigger
positive emotional states (Fredrickson, 2001). Foster (2012) adds that his protocol not
only aids higher functioning clients in overcoming performance anxiety and achieving
optimal performance but a focus on only peak performance might also reduce client
distress incurred in attempting to achieve his/her goals. Foster (2012) agrees that more
research is needed to compare the EMDR Peak Performance Protocol with CBT methods

and also with the Standard EMDR protocol. As can be seen in the above paragraphs,
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research on EMDR and growth has focused on the client leaving a gap on the literature on

growth in the therapist.

As discussed earlier, EMDR developed from a pathological, medicalised background with
a function to reduce distress. The EMDR Protocol guides reprocessing, that is; accessing
dysfunctionally stored memories, stimulating the processing system using BLS and
facilitating connections to more adaptive networks. Therefore, memory changes to more
adaptive solutions, that is; good mental health (Solomon & Shaprio, 2008; Shaprio, 2007).
This paper suggests that the AIP model may also predict and guide growth through use of
the Standard Protocol where not only the past and present are addressed but also the
future. Shapiro indirectly recognises this under-researched element of EMDR treatment

«“

leading to growth as she states “.... negative emotions were replaced by positive ones,

insights surfaced, body sensations changed, and new behaviors spontaneously emerged,

«“

along with a new sense of self.” (Shapiro, 2007, pp. 68-69). Traumas are “...transformed
into learning experiences that rapidly unfolded and strengthened the victim into survivor
and then into “thriver” (Shapiro, 2007, p. 69). These two examples appear to be ones of
growth or positive change and not just reduction in distress as the past is put into the past.
Shapiro (2007, p.69) states that the “...comcept of the transformation of the stored
experience through a rapid learning process” underlies the basis and application of
EMDR and its AIP model. The word “transformation” (Oxford Dictionary on-line, 2015)

means “a marked change in form, nature of appearance” and indicates that Shapiro

understands that growth is occurring in the client.

As seen above, the Standard Protocol has been modified to promote client growth by
intentionally tiering positive cognitions (PCs) thereby making more use of phase 5 (Blore

2012, 2014) and facilitating performance enhancement or peak performance (Hartung
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(2009); Foster & Lendl in 1995 (cited in Lendl & Foster, 2009) however to date there has
been no research on how the Standard protocol modified or in original form is
experienced by EMDR therapists when using it with their clients. This study seeks to
address this knowledge gap as it may form part of how ‘vicarious growth’ is experienced

by the therapist (see 2.2.5 Research Questions).

1.5.5 Growth (positive change): therapists working with trauma clients

Lindley and Joseph (2007) remarked that there is little research on the growth and
satisfaction therapists experience from working with trauma clients. Growth, through
working with trauma survivors in the 1990s was not labelled as ‘growth’ but as ‘personal
rewards’. This entailed personal meaning; greater social activism; enhanced empathy for
victims; increased self-esteem, hopefulness and a more realistic view of the world (Mc

Cann & Pearlman, 1990).

As discussed, similar to negative change, positive change also has issues with complexity
in taxonomy. Various definitions exist. Hernandez et al. (2007) proposed Vicarious
Resilience (VR) as a new concept where trauma therapists learn about overcoming
adversity from their clients’ stories of resilience where the clients are survivors of a
particular form of traumatic stress that is; political violence, kidnapping, torture.
Hernéndez et al. (2007) noticed that the psychotherapists working with these survivors
made specific mention to their inspiration and strength — calling them ‘heroes’. Voss
Horrell et al. (2011, p. 82) discussed VR as therapists working with trauma survivors
which caused the therapists to “reflect on humans’ capacity to heal and reassess the

significance of their own problems.”
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VR has been compared to PTG in that VR has similarities in 3 common areas of growth:
spirituality, personal strength and life philosophy (Engstrom, Herndndez and Gangsei,
2008) however there are also differences as Engstrom et al. (2008, p.19) stated that PTG
focused on the client whereas VR focused on therapists and stated “...that alone makes it
a different concept.” It is interesting that Engstrom et al. (2008) did not choose to compare
VR with Vicarious Posttraumatic Growth (VPTG) as both focus on the client and VPTG
had already been documented by Arnold et al. (2005). Perhaps it reveals the competitive
nature of the researchers or the confusion about taxonomy at that time. VR and VPTG
seem similar yet what is noticeable is that the research literature of VR is confined only to

trauma therapists working with torture whereas VPTG appears broader.

1.5.5.1 Vicarious Posttraumatic Growth

VPTG is defined as “psychological growth following vicarious brushes with trauma”
(Arnold et al. 2005, p.243). Arnold et al. (2005) state that their research was the first in
depth study of positive effects on therapists working with trauma survivors. The therapists
were chosen for working regularly with trauma clients. Seventeen of the 21
psychotherapists reported that they had experienced at least one traumatic event in their
lives. Naturalistic interviews were conducted however they did not focus on VPTG but
instead asked an open-ended question “How have you been affected by your work with
clients who have experienced traumatic events?” (Arnold et al., 2005, p. 245). Follow-up
questions about the positive and negative impact were asked. There were some
methodological problems with the study as these therapists did not work exclusively with
trauma survivors and therefore might have been at less risk of exposure and also the
therapists stated that it was difficult for them to differentiate the impact of trauma work

from non-trauma work (Arnold et al., 2005).
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VPTG is explained as being obtained as “a result of direct or indirect trauma exposure
while working with trauma survivors” (Larsen & Stamm, 2008, p. 284) from listening to
the life stories — accounts of heroic struggle and survival, clients’ experiencing growth in
some way from the struggle and the vulnerability of humans (Calhoun & Tedeschi, 2013).
The implication is that client stories are not only about horror but also survival and growth
as the trauma is worked through. Similarly, it is suggested that EMDR therapists are
exposed not only to trauma stories but also to survival and growth stories especially when
working through the trauma in processing and installing the Future template. This gives
rise to the question of how do EMDR therapists experience the EMDR Standard protocol
when being exposed to survival and growth stories. This study aims to explore this as a

secondary research question (see 2.1.5).

There is a lack of research on the influence of moderators such as empathy, the
therapeutic bond, personal therapy, supervision, coherence and perceived organisational
support in facilitating vicarious growth in therapists. The main findings are that empathy
is a positive predictor of growth (Brockhouse et al., 2011); the therapeutic bond is the best
predictor of positive therapist well-being; personal supervision and therapy facilitate the
therapist’s well-being (Linley & Joseph, 2007) and there was positive change in those
with longer therapeutic experience (Linley & Joseph, 2007). However, there were mixed
results for coherence as although a sense of coherence protected against negative change,
burnout and compassion fatigue (Linley and Joseph, 2007); there was no significant
association between scores on the PTG Inventory and sense of coherence (Linley, Joseph
& Loumidis, 2005) and coherence negatively predicted growth (Brockhouse et al., 2011).
In addition, organisational support did not predict growth (Brockhouse et al., 2011) and
similarly, growth occurred despite the absence of positive social support (McCormack,

2010). This study will attempt to explore the role of some of these moderators (empathy;
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personal therapy; supervision; values, beliefs and upbringing and organisational support)

as a secondary research question (see 2.1.5)

Descriptions of VPTG seem to be similar to the five factors outcome (Tedeschi &
Calhoun, 1996) and the three common areas of PTG (Calhoun & Tedeschi, 2013; Joseph,
2011). There are studies which confirm that VPTG is similar to PTG for example;
perceptions of growth in therapists obtained vicariously were very similar to those who
had direct exposure to trauma as the three categories of PTG outcomes: self-perception,
relationships and philosophy of life were reported (Arnold et al., 2005). Calhoun and
Tedeschi (2013) discuss the indirect growth in therapists VPTG which can come from
working with trauma clients as: realisation of own strength; vulnerability of humans to
tragedy and loss (paradoxical dialectic where the person is vulnerable but also stronger
than they thought through struggle); positive change in philosophy of life: challenging
core beliefs and schemas leading to positive change; growth from the therapist
questioning existential issues; re-evaluation and sometimes a shift in life priorities -
through confrontation of existential issues; increased appreciation for life and improved
relationships with others: to important people in own lives and to others, increased
compassion for others, especially those who suffer (Pearlman & Saakvitne,1995).
However, this paper suggests that research is still needed on VPTG to explore in greater
depth rather than matching outcomes to existing five factors (Tedeschi & Calhoun, 1996)
or three common factors of PTG (Calhoun & Tedeschi, 2013; Joseph, 2011). There could
be differences between outcomes of indirect versus direct exposure and or client versus
therapist which are yet to be discovered. This current study, explores the impact or
benefits of growth (positive change) on the therapist, others or relationships, spirituality,
the world and the job as an EMDR therapist thereby following the existing findings of the

five factors outcome (Tedeschi & Calhoun, 1996) and the three common areas of PTG
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(Calhoun & Tedeschi, 2013; Joseph, 2011). However, this study goes further than the
Arnold et al. (2005) research by exploring the impact and benefits of vicarious growth in
further depth as well as remaining open to the possibility of other benefits not yet

discovered (see 2.1.5 Research Questions).

1.5.5.2 Summary of Vicarious growth in trauma therapists:

Larsen and Stamm (2008) view Compassion Satisfaction (CS) as a very different type of
positive growth to VPTG as VPTG is a result of direct or indirect trauma exposure while
working with trauma survivors whereas CS is more to do about the work — the pleasure of
helping. The point being that CS does not require exposure to trauma. The differences
between VT and PTG seem to be less than what Joseph (2011) implies as both involve
hearing clients’ stories of resilience and trauma. In addition, the fact that VR obtained

similar outcomes to VPTG makes one wonder if the difference is merely on the surface.

1.6 Conclusion

As noted in section 1.1 ‘Trauma’ is broadly defined and even Shapiro (2001) uses this
breadth to extend the application of EMDR from the confines of a ‘big T’ trauma (an
event to diagnose PTSD) such as rape to also include ‘small t’ traumas as discussed
above. This current study uses a narrower definition of ‘trauma’; the PTSD definition as
outlined in the DSM-V (APA, 2013). The rationale for this decision is provided in the

Critical appraisal section 3.2.2.

The literature has focused on the negative aspects of trauma and only recently has the
focus shifted to growth. The Diagnostic Criteria DSM-V (APA, 2013) has revised its

definition of PTSD so that the likelihood is that more people will be diagnosed or coming
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forward for treatment with symptoms. Yet NICE Guidelines (2005) have not been
updated and are dependent upon American/Australian research. The implication is that
there is a gap within United Kingdom (UK) research on PTSD which means that UK
therapists have no up-to-date specific guidelines on how to provide therapy for these

clients.

There is confusion in the taxonomy of both trauma and growth definitions which makes
research difficult as comparisons with data cannot be easily made. Links between CoP and
growth research exist. The research gap within VG of trauma therapists has not been filled
and no research has been conducted about this type of growth within EMDR therapists

working with clients with PTSD symptoms.
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Chapter 2 — Empirical Study

The experiences of EMDR therapists when working with PTSD
symptom clients. A focus on ‘Vicarious Growth’.
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2.1 Introduction

This study explores EMDR therapists’ experience of ‘Vicarious Growth’ (VG) when
working with PTSD symptom clients. The study is important because working with
trauma clients is increasingly a part of a Counselling Psychologists’ (CoPs) role, yet
EMDR originated with a concern with pathology and seeking to reduce distressing
symptoms (Joseph & Linley, 2008). This has changed somewhat, as seen in the literature
review, Positive Psychology (PP) has been introduced into modified EMDR Protocols
(Hartung, 2009); (Lendl & Foster, 2009); (Foster, 2012) and Blore (2012, 2014) however
this research was based on clients therefore there is still research to be completed on
growth within therapists. CoPs have an interest in ‘growth’ as unlike the ‘medical model’
CoP seems quite akin to that of Seligman and Csikszentmihalyi’s (2000) Positive
Psychology (PP) seeking to enable individuals to flourish leading to their growth
(Strawbridge & Woolfe, 2010). This is because CoP has humanistic underpinnings
including Rogers (1961, p.351) ‘actualising tendency’ defined as “man’s tendency to
actualise himself, to become his potentialities.” Within CoP, the therapeutic relationship is
of utmost importance using empathy, acceptance and congruence (Rogers, 1961) and a
belief that “the client knows best” (Mearns & Thorne, 2007, p. 1) rather than reliance on

technique.

CoP is in a unique position as the counselling side has underpinnings in humanistic and
existential-phenomenological psychology and the psychology side has underpinnings in
the behaviourist part of psychology (Strawbridge & Woolfe, 2010). The discussion of
CoPs as ‘scientist-practitioner’ and how this translates in practice has implications for

CoPs using or training to use a model such as EMDR.
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Although a therapist’s work involves working with trauma it still seems to be some sort of
‘taboo’ subject that instils fear and worry. As seen in the literature review, this is
evidenced in the historical development of the research literature which traditionally
focused on the negative, medicalised effects of trauma on the client (Joseph, 2009;
Lindley & Joseph, 2007) and then moved to the therapist’s risk of VT and ‘lack of coping’
(Phelps, Creamer & Forbes, 2009). Eventually research did focus on positive effects,
however it was on the client and it has only been in the last 10 years that positive effects
on trauma therapists have been highlighted. Even still, information has been slow in
forthcoming and there is a paucity of qualitative research on VPTG in therapists (Sabin-

Farrell & Turbin, 2003; Lindley & Joseph, 2007).

EMDR therapists who treat trauma or PTSD symptom clients are exposed not only to the
trauma in the form of narratives of their client but also to abreactions (Shapiro, 2001) and
there is a risk of developing VT however there is also a chance of developing what this
paper names as VG also known as ‘positive change’. The impact of VG on trauma

therapists has been under-researched and this study aims to help address the literature gap.

As seen in the literature review, very little is known about the nature, prevalence and
impact of benefits and less still about the process of VPTG (Arnold et al., 2005). There is

little research on growth and satisfaction therapists’ experience (Lindley & Joseph, 2007).

The majority of studies for example, Dworkin (2005); Pearlman and Mac lan (1995);
Pearlman and Saakvitne (1995) and Figley (1995) show that empathy and the therapeutic
relationship has been looked upon as having a negative impact however there is less
research, for example the work of Brockhouse et al. (2011) and McCormack (2010) on its
role in positive change in therapists. Meaning-making has been limited in the past to

intrusive thoughts being maladaptive or disruptive and little attention was paid to the
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adaptive part of the process or the role that maladaptive intrusive thoughts have to play in
leading to adaptive thoughts or growth/positive change (Park, Chmielewski & Blank,
2010). As discussed above and in the literature review EMDR has acknowledged PP and

growth however more research is needed in this area especially on VG in therapists.

The description of VPTG is based on the client’s description of PTG — the Five Factor
Outcomes (Tedeschi & Calhoun, 1996) and three conceptual areas (Calhoun & Tedeschi,
2013; Joseph, 2011). Although there are some studies on VPTG such as Arnold et al.,
2005 which show that there is overlap between VPTG and PTG there may be some areas
still undiscovered such as differences between outcomes of indirect versus direct exposure
and/or client versus therapist. Calhoun and Tedeschi (2013, p. 144) encourage clinicians
to “identify, label, reinforce, and encourage posttraumatic growth in themselves, just as
they should be prepared to do so in their clients.” However, this paper argues that in order
to do this, therapists need to be able to correctly identify what they consider to be VG. As
seen in the literature review, the taxonomy of growth and VT is complex and confusing

indicating that more research to simplify and clarify yet gain depth and richness is needed.

Current qualitative research does not explore the meaning therapists’ make of growth or
positive change from working with PTSD symptom clients. The current study is an
opportunity to gain a better understanding of the VG (positive change) processes involved

for EMDR trauma therapists.

2.1.1 Theoretical and Methodological rationale for Interpretative Phenomenological

Analysis

A methodological gap currently exists within research on growth. The methodological

focus has been on quantitative analysis with standard psychometric tools for example,
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categorising and factorising growth to produce Five Factors (Tedeschi & Calhoun, 1996)
via reductionist methods and thereafter into three conceptual categories which implies that
richness and depth may have been lost. The appropriateness of using empiricist and
positivist measures from the model of science to measure both the natural and human
world has been questioned by Rogers (1961) and Humanistic Psychology (of which CoP
is part) (Strawbridge & Woolfe, 2010). An example includes a study which found that
positive benefits from survivors of physical life threatening illnesses had been neglected
from PTG and from current quantitative measurement tools (Hefferon, Grealy & Mutrie,
2009). According to Hefferon, Grealy and Mutrie (2010), the role of the body as facilitator

of the PTG process had been left out.

Large samples sizes were used in quantitative studies to enable generalisations to be made
however even qualitative research on growth such as Arnold et al. (2005) with naturalistic
interviews used large samples of 21 participants. Research is needed on “individual
attempts to navigate the aftermath of trauma to develop an overall appreciation for these
transformative processes” (Tedeschi & Calhoun, 2004, p. 15) and metaphorical and
narrative elements are viewed to be important to trauma survivors (Tedeschi & Calhoun,
2004). Others agree that “meaning is unique for each person” (Joseph, 2011, p.146) and
argue that more qualitative research is needed to understand experiences of vicarious
posttraumatic growth amongst therapists (Sabin-Farrell & Turbin, 2003; Lindley &

Joseph, 2007).

Interpretative Phenomenological Analysis (IPA) as a qualitative methodology best fills
this methodological gap to expand research on the uniqueness of growth and positive
change in trauma therapists. IPA will attempt to explore the unique lived experiences of

EMDR therapists’ perception of ‘VG or positive change’ when working with PTSD
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symptom clients. It will allow exploration of what these terms which they identify as
experiencing, mean to them thereby capturing uniqueness and richness. It is noted that not
all EMDR trauma therapists experience VT however this study asks them to only
participate if they feel that they have experienced ‘VG or positive change’ when working

with PTSD symptom clients. (See the Method section 2.2.3 for more detail).

2.1.2 Rationale for Interpretative Phenomenological Analysis as opposed to other
methodologies

Grounded theory was considered as a methodology for this study as both grounded theory
and IPA focus on meaning-making but it was dismissed as this study was interested in
focusing on the detailed experiences of participants ‘growth’ - allowing meaning to
‘emerge’ whereas although Grounded theorists also look to data that emerges they try “...
to generate a theoretical-level account of that particular phenomenon.” (Smith, Flowers
& Larkin, 2009, p.201). This is because Grounded theory is based in a realist, structural
epistemology therefore tries to accurately account for data which already exists
(Dickerson, 2010). Smith, et al. (2009) suggests that although there is overlap between
IPA and Grounded theory in their inductivist approaches, IPA is likely to produce more
detailed analysis of the lived experience of a small number of participants exploring the
convergence and divergence between them whereas Grounded Theory moves towards a
more conceptual, theory which can be generalised because of the larger sample size. The
researcher was interested in contributing to the interpretative process of the analysis by
using her existing knowledge and experiences as an EMDR therapist which is encouraged
in IPA as the researcher has an active role and interpretation is dynamic as a two

stage/double hermeneutic is involved (see method 2.2.2).
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Thematic analysis was also considered as used in Arnold et al. (2005) study however this
type of analysis required a larger sample size of +10, is nomothetic and focuses on
generalisability. This current study wanted to explore the richness of individual meanings
which thematic analysis would not have allowed. Discourse Analysis was considered to
look at the language participants used about their growth experiences however the
research question was focused on understanding participant’s cognitive and emotional
reactions in addition to the linguistic aspect and IPA was able to fulfil all of these

requirements (Smith et al., 2009).

2.1.3 Practical Rationale

CoP has not yet examined the practical implications of growth from working with trauma
clients using EMDR. More CoPs are working within the trauma field and presumably
being trained in EMDR as it is recommended by NICE Guidelines (2005) for PTSD.
Understanding the process of VG in therapists will help perhaps increase their
understanding of the therapeutic relationship and their place within it in relation to the

client which might increase the therapist’s awareness and insight.

There is scope for an understanding of the process of VG to be explored within therapists’
supervision. Farrell, Keenan, Knibbs and Jones (2013, p. 7) argue that clinical supervision
is one of the most important areas to develop and maintain EMDR therapeutic competence
especially as the current format of EMDR training is “relatively short and provides
training participants with a certificate of attendance rather than a certificate of
competence or knowledge check”. The EMDR Clinical Supervision Process Model
(Farrell, 2013; adapted from Hawkins & Shohet, 1989/2012 cited in Farrell et al., 2013)
with seven modes has been proposed as it arguably relates to all core attributes involved in

EMDR as a psychotherapeutic intervention. This current study can inform supervision as

47



it has implications for modes 3 and 4 of EMDR Clinical Supervision Process Model
(Farrell et al., 2013). The findings can help introduce an understanding of therapist growth
and PP into the EMDR Clinical Supervision Process Model. This is because mode 3
“focuses on the therapeutic process and relationship between client and the EMDR
clinician. This addresses issues around psychotherapeutic attunement and dyadic
regulation within EMDR.” (Farrell et al., 2013, p. 14). “Mode 4 — addresses the internal
experience of the EMDR clinician, addressing aspects such as transference, vicarious
trauma, competency, and professional and personal development.” (Farrell et al., 2013, p.
14). The current study can also help continue to enhance the EMDR model by developing
an understanding of VG of therapists in Phase 5 (Blore, 2012; 2014) and the Future
Template by including more PP elements such as an acknowledgment of therapists’
insight, awareness of their own growth and therapeutic relationship. It could also improve
current EMDR training as PP and growth material is currently not sufficiently covered.
Steffen, Vossler and Joseph’s (2015) paper calls for CoP to reconnect with PP and some
of their suggestions regarding inclusion of strength-based approaches and a PP perspective
into training of psychologists (Joseph & Wood, 2010) can also be applied to training

programmes for EMDR therapists.

Increased insight and awareness might result in greater effectiveness in the provision of
therapy for the client and job satisfaction for the therapist. As discussed in the literature
review, CoP’s are in a unique position with underpinnings of both humanistic as well as
scientific epistemology. CoP’s humanistic training on the provision of therapy may well
be in conflict with the scientific model of EMDR therefore this study is important as a
greater understanding of the process of growth when using EMDR with PTSD symptom
clients might help CoP’s to develop their epistemological stance in the scientist-

practitioner debate. Inclusion of PP into EMDR supervision, training and also into training
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of therapists working with trauma clients can aid movement away from a disease model
towards one of optimum functioning and growth thereby aiding therapist’s effectiveness

and job satisfaction with this client group.

2.1.4 Aims and Objectives of the study

A gap exists on the experience of VG in trauma therapists in current research literature on
growth or positive change. This study aims to extend research on VG (positive change)
by broadening our understanding of it within EMDR therapists. This will be done by
exploring its process, nature and benefits. It is hoped that perhaps positive changes which
are not currently included in existing scales of assessment for posttraumatic growth may
be discovered. The possible role of the EMDR Standard Three-pronged Protocol in
facilitating growth will also be explored. An increased understanding of the growth
processes involved for EMDR therapists when working with clients who present with
PTSD symptoms could assist in the training and supervision of professionals, perhaps

improve job satisfaction and effectiveness of treatment delivery in the future.

2.1.5 Research questions

The Primary Research question was: to explore the lived experiences of EMDR therapists
focusing on the meaning or how they make sense of ‘vicarious growth’ when working
with PTSD symptom clients. This question hopes to explore our understanding of
‘Vicarious Growth’ within EMDR therapists and to fill the gap which exists as seen in the

literature review above.
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In addition, there are three secondary questions:

1) What is the impact or benefits of growth (positive change) on the therapist,
others/relationships, spirituality, the world, the job as an EMDR therapist, any other
areas and how has the therapist made sense of this?

2) How is the EMDR standard protocol experienced by the therapist when using it with
clients and also experiencing positive change?

3) What is the influence of moderators such as personal therapy; supervision; values,

beliefs, upbringing or organisational support in facilitating the therapist’s growth?
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2.2 Method

2.2.1 Design

The literature review highlighted a gap in the research on positive change when working
with trauma clients. The research aim was therefore to broaden our understanding of VG
(positive change) within EMDR therapists by exploring its process, nature and benefits.
Hence the primary research question was to explore the lived experiences of EMDR
therapists focusing on the meaning or how they made sense of ‘vicarious growth’ when

working with PTSD symptom clients.

As a result of the research aim and primary research question, a qualitative rather than a
quantitative approach was deemed suitable because it is generally used to explore,

describe and interpret the personal and social experiences of participants (Smith, 2008,

p-2).

An Interpretative Phenomenological Analysis (IPA) methodology was chosen as
appropriate to fulfil the research aim and answer the primary research question as they
were focused on participants’ experiences, meanings and understandings of the
phenomena VG when working with PTSD symptom clients (Smith et al., 2009). IPA was
deemed a good fit for the social constructionism epistemology of the primary research
question. In addition, the aim and primary research question were exploratory and
‘ground-up’ - wanting to find out from the participants themselves rather than a top down

investigative study which would have been more suitable to quantitative methodology.

Smith and Eatough (2007, p. 36) suggest that because IPA studies meanings that
particular experiences hold for participants, it is “particularly well suited to exploring

topics within health, social and clinical psychology where there is a need to discern how
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people perceive and understand significant events in their lives”. The researcher believes
that this statement also applies to CoP as it also strives to understand meanings that events
hold for clients; and working with PTSD symptom clients can be viewed as a significant
event in trauma therapists lives especially when it can potentially cause VT, as outlined in

the literature review.

2.2.2 Epistemological Position

As discussed in the rationale (section 2.1.2), IPA was chosen over other methods because
it was consistent with social constructionism — the epistemological position of the primary
research question (Smith et al., 2009). Social constructionism views reality as subjective,
constructed from meaning and not objective therefore differing from the positivist-
empiricist paradigm of quantitative research (Gergen, 1985). Salmon (2002, p.24) argues
that an epistemological position cannot justify use of particular methods because the

13

epistemology only describes “...the use to which the methods can be put, not which
methods can be used.” Therefore, as Salmon (2003) and Smith et al. (2009) highlight, the
research question’s epistemology should determine which is the appropriate method

instead of the other way around (Smith et al., 2009). The theoretical underpinnings of IPA

are; Phenomenology, Idiography and Hermeneutics (Smith et al., 2009).

The Phenomenological underpinning of IPA helps the researcher understand /ived
experience of the EMDR therapists in its own terms and is therefore well-placed to answer
the primary research question. Adopting a phenomenological attitude Husserl cited in
Smith et al. (2009) requires reflexivity as the researcher adopts an open, non-judgemental
approach ‘bracketing’ off (putting to one side) prior assumptions/knowledge to turn the
focus on the researcher’s perception of the EMDR therapists’ world (Smith, 2004; Smith

et al, 2009). The researcher uses Husserl’s series of ‘reductions’ (different lenses) as a
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different way of thinking and staying close to the EMDR therapists’ experiences as cited

in Smith et al. (2009).

However, IPA also recognises the important role of the researcher in making sense of the
EMDR therapists’ experiences as well, therefore IPA is strongly connected to the
interpretative or Hermeneutic tradition which is Heidegger’s approach to phenomenology
(Smith, 2004; Smith et al 2009). There is a shift away from the descriptive experiences of
the participant (EMDR therapist) which are first order accounts to a greater emphasis on
interpretative meanings in relation to the context (social, cultural and theoretical) where
the researcher can be more critical and conceptual about the participants’ individual sense-
making experiences (Larkin, Watts & Clifton, 2006). This highlights the intersubjectivity
(shared, overlapping and relational elements) which is involved and acknowledged
through the researcher’s reflexivity (Smith et al., 2009). Smith (2004) states that IPA
involves a double hermeneutic that is; the participant trying to make sense of their
personal and social world and also the researcher trying to make sense of the participant
making sense of their personal and social worlds. IPA can therefore be described as a
form of cognitive psychology as it is concerned with sense-making of both participant and
researcher (Smith, 2004). However, IPA employs qualitative analysis whereas cognitive

psychology uses quantitative empirical measures.

The Idiographic underpinning of IPA suits this study as it enables the voices of each
participant experiencing a specific event, process or relationship to be heard (Larkin et al.,
2006). In the case of this study the voices of the EMDR therapists experiencing the
process of VG are captured. Capturing and understanding the participants’ sense-making
of VG was viewed as the first step as the literature review showed that little research

exists on growth experienced by therapists when working with trauma clients and none
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with EMDR therapists. IPA does this by detailed examination of one case at a time until a
degree of gestalt or closure has been obtained before moving onto the next case (Smith,
2004). A cross-case analysis will only be completed after each case has been examined in
detail separately then the table of themes can be checked for convergence and divergence.
Therefore, a good IPA study will be able to be parsed in two ways — it will enable the
reader to learn about the important generic themes in the analysis but also about the
individual participants who have told their life stories (Smith, 2004; Smith & Eatough,
2007). This means that a small number of participants are used and verbatim accounts are
usually collected via semi-structured interviews, focus groups, or diaries (Larkin et al.,
2006). The idiographic nature of IPA allows depth and richness to be captured thereby
differing from nomothetic psychology which seeks to generalize findings to the general

population and establish general laws of human behaviour (Smith et al., 2009).

2.2.3 Sampling and Recruitment Procedure

No contact, advertisement or recruitment of participants was conducted until a research
proposal was given a Code 1 — Pass by The University of Wolverhampton Chairs, Faculty
of Education, Health and Wellbeing Ethics Sub-Committee Board Committee (Appendix
1). Originally the proposal was given a Code 3 — Provisional Pass, Chair’s action therefore
the ethics approval form and revised ethical proposal was resubmitted with changed focus
as at first the study was going to explore trauma and growth however it was decided to

narrow the focus to the area of growth only (Appendix 2).

The aim was to find a fairly small number of EMDR therapists (between four and six)
who could provide insight into the growth experience of working with trauma clients
(Smith et al., 2009). Originally CoPs were going to be chosen however when the

researcher checked the EMDR Association UK and Ireland website very few CoPs were
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listed as EMDR therapists therefore for reasons of practicality the criteria included all
EMDR therapists. In an attempt to focus the research question and increase homogeneity
therapists had to provide EMDR therapy for PTSD symptom clients. As Smith and
Eatough (2007) suggest where the topic of research is under-researched as in this study
this defines the boundaries of the sample. Participants were all EMDR Europe Accredited
Practitioners (hereafter named as ‘EMDR therapists’) to aid homogeneity. The main
criterion used to try to obtain a homogeneous sample was that all participants had to
perceive that they experienced growth/positive change using EMDR to work with PTSD
symptom clients. All of the participants self-selected as having experienced positive
experiences or positive changes (henceforth termed ‘vicarious growth’ (VG) while using
EMDR to work with PTSD symptom clients. Participants did not have to experience VT
to have experienced VG. This is similar to and expanding on the methodology of Arnold
et al.’s (2005) study where therapists who worked with trauma were selected without

experiencing VT and the findings were defined as PTG.

A purposive, homogenous sample of six participants was chosen using the following
inclusion/exclusion criteria: EMDR UK & Ireland requirements for Basic training that is;
mental health professionals with current professional registration and have completed
basic accredited training (recognised EMDR Europe provider); a minimum of one year
post-training EMDR experience with five PTSD symptom clients (currently or in the past)
and have clinical and EMDR specific supervision (see critical appraisal 3.2.2 for
justification). As a secondary research question was on the possible impact of the
protocol on therapists’ growth, anyone without experience of all stages of the Standard

three-pronged protocol was excluded.
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Participants were contacted through opportunities as a result of the researcher being an
EMDR therapist, member of the EMDR Association UK and Ireland and having
knowledge of an on-line discussion ‘JISC’ group for EMDR therapists (Smith et al. 2009).
The Chair of the EMDR Association United Kingdom (UK) and Ireland was contacted via
email and provided with the advertisement letter (appendix 3) and participation
information sheet (appendix 4) requesting to contact EMDR therapists via the discussion
group. The Chair gave his approval and subsequently the advertisement letter (appendix 3)
and participation information sheet (appendix 4) were emailed to the group. As Smith et
al. (2009) suggests recruitment was reviewed as it was occurring. Due to the strict criteria
and limited population only four of the six participants were obtained from the JISC
discussion group. Two more participants were obtained from emailing all EMDR
Therapists listed on the EMDR Association UK and Ireland website with the
advertisement letter (appendix 3) and participation information sheet (appendix 4). There
were subsequently four viable replies of which the first two were chosen to bring the
sample size up to six in number. Smith et al. (2009) suggests use of the number of
interviews rather than participants as important suggesting between four to 10 and

warning against a higher number as analysis requires time, reflection and dialogue.

2.2.4 Participants Details

In total six participants were chosen from eight who met the strict criteria. The criteria
meant that the group was homogeneous in terms of number of years of training and
experience treating PTSD symptom clients with EMDR. All participants are accredited by
the UKCP, BABCP, BACP, AREBT, BPS and/or HCPC. Modalities used other than
EMDR ranged from positive psychology, CBT, experiential constructivism, integrative,

psychodynamic and person-centered; participants were trained in these before training in

56



EMDR. They appeared very willing to engage once recruited. Eatough and Smith’s (2007)
suggestion of pen portraits are provided so that the reader can obtain a holistic and

contextual view of the participants.

Pen portraits:

Alan is in his sixties, describes his profession as a psychotherapist and EMDR therapist
working in private practice. He has been a therapist working with PTSD symptom clients
for 27 years. Alan reported that he has 20 years of experience in using EMDR to help
clients with PTSD symptoms. His experience is evidenced as the number of clients he has
treated with PTSD symptoms is more than 2,500. EMDR is his main therapeutic modality
however he occasionally uses Cognitive Behaviour Therapy and states that he frequently
uses a Positive Psychology framework. Alan currently receives supervision for six hours

per year.

Brenda is in her forties. She refers to her profession as a CBT therapist and an EDMR
therapist working in the National Health Service (NHS) and privately. She has been
working therapeutically with PTSD symptom clients for 17 years and has 16 years of
using EMDR to work with PTSD symptom clients. Brenda reported that she has helped
100s of clients using EMDR. She currently receives supervision on a fortnightly basis and
receives therapy on a weekly basis (52 hours per year). Brenda reported that she felt that

being in therapy helped her with client trauma work to empathise with clients.

Charlotte is in her sixties. She reports her profession as a psychotherapist and works
privately. She has 14 years as a therapist working with PTSD symptom clients and 14
years of using EMDR to help those clients. She reports to have used EMDR on more than

300 PTSD symptom clients. Charlotte currently receives both generic supervision four to
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five sessions per year and EMDR specific supervision five to six sessions per year. She is
not currently in therapy but has been in the past and states that it has helped her with her
trauma work in that she reports learning practical skills such as affect regulation and self-
soothing. She also stated that most importantly, therapy helped give her a better sense of
“fundamental ok-ness” which helps her with the “ups-and-downs of doing EMDR,

especially with long-term clients.”

David also in his sixties, describes his profession as a psychotherapist. He has been
working as a therapist with PTSD symptom clients for 17 years. He has used EMDR for
nine years to help approximately 250 PTSD symptom clients. He currently receives
supervision for 4.5 hours a month (54 hours per year). David reports that although he is
not currently in therapy he has in the past and it has helped him with his trauma client

work in increasing his self-awareness, self-care tools and personal growth.

Elizabeth in her thirties is the youngest of the group describing her profession as a clinical
psychologist. She has been providing therapy for PTSD symptom clients for 12 years. She
has used EMDR to help those clients for eight years and has helped approximately 70
clients. Elizabeth currently receives supervision individually every six weeks and in a
group monthly. She does not have therapy currently but has in the past and reports that it
has helped her in her work with trauma clients by helping her to “feel focused, clear and

reflective.”

Frances is in her fifties and describes herself as a psychologist. Although her doctorate is
in counselling psychology she does not describe herself as a CoP. She reports that she has
been a therapist with PTSD symptom clients for 15 years. She has eight years of
experience using EMDR with PTSD symptom clients and has helped more than 100 of

them with EMDR. Frances states that she currently receives supervision on a monthly
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basis and in addition she has peer supervision and runs two EMDR supervision groups.
She does not currently have therapy but has in the past during her training as a CoP and

reports that it has helped her know how a client might feel.

Further demographic information on participants would have been included in the
appendix however because of the small community of EMDR therapists the decision was

made not to include it so that anonymity could be protected.

2.2.5 Development of Interview Schedule

A semi-structured interview was viewed to be the best means of data collection of the
detailed stories, thoughts and feelings of participants (Smith et al., 2009). Smith et al.
(2009) suggests that semi-structured interviews enable rapport to be built between
researcher and participant allowing the participant time to think, speak and be heard
thereby allowing the capture of rich, in-depth data. This is opposite to a structured
interview. It is also a flexible method allowing the researcher to follow up interesting
issues which come up in the interview in real-time (Smith & Eatough, 2007) Semi-
structured interviews were also chosen as they provide the closest fit with the theoretical
underpinnings of IPA’s ideography, phenomenology and hermeneutics where the
relationship between participant and researcher moves between detail in the participants’

experiences and interpretation by the researcher.

An interview schedule (appendix 5) was developed as a loose guide for the content of the
interview as although the interview was participant-led, the researcher wanted to capture
each participant’s detailed perception and feelings. Smith et al. (2009, p.58) suggests that

because the research question is often set at an abstract level this means that the question
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cannot be asked directly therefore the interview facilitates discussion of relevant topics

which enable the research question to be answered indirectly through the analysis.

Topic areas for the interview schedule were chosen based on the researcher’s own
perception of VG from working with PTSD symptom clients using EMDR and also from
a review of some of the literature on growth. However, as this study was a participant-led
(bottom-up) approach the aim was to gain insight into the participant’s world rather than
prove or disprove existing theory. Topic areas included (appendix 5): descriptive opening
questions (to put the participant at ease); positive experiences/change/growth (meaning,
feelings); impact of growth/positive change (areas and meaning); EMDR standard
protocol (meaning for facilitating growth) and the influence of moderators. Questions
were developed from suggestions for in-depth interview questions from Smith et al.
(2009), Smith and Eatough (2007) and reviewing past theses on-line. Open rather than
closed questions were developed to enable rapport to develop between researcher and
participant putting the participant at ease to be able to tell his story. Smith et al.’s (2009)
suggestions of between six and ten open questions were followed and ten questions along
with prompts were created. Questions moved from more descriptive experiences to

analytical or evaluative to put the participant as ease (Smith et al., 2009) (appendix 5).

The interview schedule allowed the researcher to plan ahead for any difficulties which
might have arisen such as; it was difficult to work using the topic of ‘growth’ as the study
required participants to discover for themselves that they had experienced ‘growth’,
therefore use of descriptive questions at the beginning helped. Prompts were used in the
schedule to guide the researcher if the participant became stuck. In this way the researcher
was able to be a more attentive listener and note nuances which made the data collection

even more rich and in-depth. This was particularly important for the researcher as she was
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a novice to IPA however she was not a novice to interviewing skills gained from her

previous job as an occupational psychologist.

2.2.6 Procedure for Interviews

Participants who decided to take part after reading the information sheet (appendix 4)
(information on the purpose of the study, informed consent, right to withdraw at any time
and length and style of interview) contacted the researcher and a time and venue were
arranged for the interview. Each participant was asked where they would like the
interview to take place with the researcher willing to travel. Due to participant’s requests
and practicality (distance) reasons, three of the six interviews were face to face and the

remainder were completed via skype.

A pilot interview was conducted with a former psychology colleague to enable
familiarisation of the interview schedule as suggested by Smith at al. (2009). Prior to each

interview, demographic (appendix 6) and consent forms (appendix 7) were signed.

At the start of each interview participants were given the opportunity to choose a
pseudonym starting with a letter according to the order they were interviewed. For
example, the first participant to be interviewed was asked to choose a name beginning
with the letter ‘A’. This allowed the researcher to know the order in which participants
were interviewed and gave the participants some choice. The proposed interview schedule
was offered to participants as suggested in Smith et al. (2009) however only two looked at
it before-hand. At the start of each interview a prepared brief was read to put the
participants at ease (appendix 5 — added to approved interview schedule). Each interview
took approximately 60 to 90 minutes to complete. The interview schedule was used in a

flexible manner with prompts and spontaneous probing questions such as why, how, how
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did that feel; in an attempt to get to deeper, richer levels (appendix 5). Verbal input from
the interviewer was kept to a minimum where possible in an attempt to be an active

listener (Smith et al., 2009) and participants were given time to answer.

At the close of the interview, participants were debriefed verbally and given a debriefing
information sheet (appendix 8) listing appropriate counselling services should they require

further support.

Subsequent to the interview the researcher made notes about the interview process,
feelings and observations as an aid to reflexivity for data collection, analysis, critical
appraisal and also to ‘bracket-off’ the researcher’s assumptions so that they would not

interfere with the phenomenology of the next case.

Interviews were audio recorded and later transcribed verbatim (including semantic

recording of significant pauses, physical gestures, tone of voice) by the researcher.

2.2.7 Data Analysis

Smith’s (2014) advice was taken and data analysis did not being until all interviews were
transcribed (personal communication, June 11, 2014) (appendix 9). Analysis was
conducted on a case by case basis before moving onto cross case analysis thereby keeping
with the Idiographic underpinning of IPA. Full immersion in the data was possible as the
researcher followed stages suggested by Smith et al. (2009) beginning with verbatim
transcription of the audio tape, then taking one case (David’s was used first as the
researcher found this to be the most complex), listening to the audio tape again and
several detailed readings so that the researcher began the process of entering into the

participant’s world staying close to the data.

62



Although Smith et al. (2009) describe the traditional method of use of a hard copy and
different coloured pens; they also suggest that researchers should use strategies which
work for them and discuss commenting and thematising on the computer. As the
researcher was more accustomed to the computer rather than writing she felt that this was
more comfortable and close to her normal working practice therefore after the first case
she opted to use word documents, different fonts and colours to code and thematise. The
next stage involved initial exploratory coding (appendix 10) of each line of each transcript
beginning with descriptive comments on the content — key words, phrases or explanations
used by the participant; followed by linguistic comments which focused on language use
such as metaphors, pronouns as well as non-verbal use such as laughter, pauses, hesitation
and finally conceptual, interrogative comments where the researcher began to question the
underlying meaning behind the participants experiences. This was the beginning of
interpretative engagement of the researcher with the material. The process was iterative
with interrogation leading back to the data for answers early into analysis and then leading
to interpretative psychological conceptions of the data. In this exploratory coding stage,
the researcher stayed close to the transcript using strategies of de-contextualization taking
a paragraph and reading it backwards one sentence at a time to help focus on the

participant’s words and meanings (Smith et al., 2009).

Development of Emergent themes (appendix 10) shifted the analysis from working with
the transcript and exploratory comments to a more interpretative level. Emergent themes
mapped interrelationships, connections and patterns into more specific themes at a
conceptual psychological level of the researcher’s own understanding of the participant’s
transcript. The Emergent themes (researcher’s interpretations) were then checked with the

transcript to ensure they captured the ‘lived’ experience of the participant. Emergent
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themes therefore reflected the participant’s lived experience and the researcher’s

interpretation.

Clusters of related themes for each case were developed by looking for connections
between emergent themes using Smith et al.’s (2009) suggestion of listing the themes
chronologically, printing and cutting them up so that they could be moved around to
explore the spatial representation. However, after the first case the researcher decided to
comment, thematise and cluster in word documents on the computer creating text boxes
and moving around the words then colour coding in a similar way to the traditional
method however the researcher felt that this process enabled patterns between themes to
be seen more easily and different versions could be kept to see where changes were made.
A Graphical representation of the emergent themes for each participant was developed.
(appendix 11). The other cases were analysed in the same manner except with experience

the researcher became better at the analysis. (See appendix 12 for more information).

The final stage was cross case analysis - looking for patterns across cases by examining
each participant’s Graphical representation and Summary Table of Clusters, leading to
reconfiguring and re-labelling of clusters into superordinate themes. The analysis
therefore became more abstracted with higher level concepts shared across cases. Similar
to working with individual cases, tables to identify recurrent themes was used to examine
convergence and divergence within the cross analysis and themes which were not present
in at least half of the sample were discarded or absorbed into other clusters (appendix 13
and 14). A Master Graphic representation (Fig 1 in Analysis 2.3.2) and Master Summary
Table with quotes (Appendix 15) were constructed showing connections for the group of
participants as a whole: four superordinate themes with one theme in the first

superordinate theme and three themes in each of the rest.
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2.2.8 Ethical Considerations

The British Psychological Society (BPS) Code of Human Research Ethics (2010) was
followed. As discussed in the Sampling section, ethical approval was obtained before
conducting this study. The research topic was changed to focus on growth not trauma
therefore lessening the chances of psychological risk or discomfort to any participant.
Participants were registered therapists who had a duty of self-care to have regular clinical
supervision and some also engaged in personal therapy. The researcher agreed to stop the
interview if the participant showed signs of distress and refer to counselling/support

websites/organisations using the debriefing sheet (appendix 8).

Sensitive information was considered as informed consent was obtained for participation
and inclusion of verbatim extracts in published reports. The participant’s right to withdraw
up to one month after the interview with opportunities to review the transcript for
accuracy and also to withdraw any comments which they did not wish to appear in the
public domain at any time was explained in the participant information sheet (appendix 4)
and again on the consent form (appendix 7). Oral consent was sought at the time of
interview for any unanticipated emerging sensitive information (Smith et al., 2009) and
documented in an auditable record by audio-recording (BPS Code of Human Research

Ethics, 2010).

Smith et al. (2009) state that confidentiality cannot be guaranteed in qualitative research
as others will see the research however anonymity can be offered. It was explained in the
consent form (appendix 7) and participant information sheet (appendix 4) that raw,
unedited data transcripts would be coded and only seen by those authorized persons
directly involved in the study such as the researcher, research supervisors and examiners.

Data for wider use was edited for anonymity as participants chose pseudonyms and
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identifying information such as location was edited out of the transcript and other
documents. This was particularly important due to the limited overall population of the
sample group EMDR therapists. Data was securely kept on a password encoded computer
in a locked office and transcripts and consent forms were kept in a locked safe.

2.2.9 Quality Considerations

An independent audit trail was created so that validity could be checked by the examiners
and other researchers (Smith et al., 2009). This involved filing the data in such a manner
that someone could follow the audit trail from initial documentation through to the thesis.
This has been completed and includes initial notes on the research question, research
proposal, interview schedule, annotated transcripts, tables and graphical representations of
themes, draft reports and the final thesis — most of this is in the appendices for one
participant, Charlotte (appendices 10 to 12), however audit trails exist for all participants.
Supervisors VG and SM have conducted mini-audits of this study by reviewing all of the
material and checking that the annotations in the transcript have validity in relation to the
text and the IPA approach. Quality considerations have been addressed by following

Yardley’s 2000 criteria (see Critical Appraisal 3.1).

2.2.10 Reflexivity

I am a 52-year-old, mixed race British female originally from Trinidad, Caribbean as a
first generation migrant having come to the United Kingdom 20 years ago. I became
interested in the research topic because of my own experiences as an EMDR therapist
working with PTSD symptom clients including war veterans and accident victims (motor
vehicular and industrial accidents). When working with clients I noticed that I was
affected by their stories of trauma as well as growth. I experienced changes within the
therapeutic relationship but did not understand the process or if it was also happening with

other therapists as well. As an occupational psychologist who had training in coaching,
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career counselling, Rational Emotive-Behaviour therapy (REBT) and EMDR I found that
the training did not seem to cover what I was experiencing working with EMDR.
Somehow working with the same PTSD clients using EMDR was different to working
with them using REBT. The clients seemed to ‘grow’ more and so did I as a therapist. The
experiences made me curious about my own growth, my client’s growth and I wanted to
learn more. I was also aware that I needed more training as the EMDR training had not

prepared me for these experiences in growth of ‘self’.

Beginnings of new self-awareness prompted me to enrol on the Practitioner Doctorate in
Counselling Psychology course which I knew had a research component to it. Originally I
wanted to focus on trauma and growth in the client and therapist as well as the
relationship between them however I realised that this was beyond the scope of the course
and on reviewing the literature I decided to focus on VG of therapists because of the
paucity of research in this area. I believed that research on growth within therapists may
help guide them to become better therapists delivering better quality care to PTSD
symptom clients and help CoP as a profession to understand more about the positive

impact of working within the trauma field on CoPs.

2.3 Analysis/Results

2.3.1 Overview

As can be seen from Figure 1 below, the growth narrative seems to follow a story-line.
Although the participants identified themselves as having experienced growth in their
therapeutic relationship with PTSD symptom clients, all but one included experiences of
struggles as part of their experience of growth. The participants spoke about their own as

well as the client’s growth within the therapeutic relationship. For purposes of this
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research the focus will be on the participant. In the following analysis we follow the
journey of six participants (EMDR therapists) and hopefully step into their shoes to
experience a rich descriptive analysis through an ideographic framework and also
experience some of the researcher’s contributions of higher level interpretations of the
participants and group as a whole. Each superordinate theme will be examined in the way
they appear to the researcher as contributing to the story of growth within EMDR
therapists. Quotes will be used to illustrate interpretations. As observed in Figure 1
below, four superordinate themes were found in the group of six EMDR therapists as a
whole: A. Initial struggles; B. Experiences of the ‘healing journey'; C. Growth through

connecting and D. Impact on ‘self’. Each superordinate theme is explored below.
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2.3.2 Figure 1: Master Graphic representation of Themes in Cross Case Analysis

The experiences of EMDR therapists when working with PTSD symptom clients. A focus

on ‘Vicarious Growth’.

B. Experiences of the ‘healing

journey’
C. Growth through connecting

* Interdependent and reciprocal
growth

=2 | ¢ nter-personal growth

* Intra-personal growth

* ‘Healing’ as a Cognitive function
* ‘Healing’ having an unbelievable or
magical quality

* Importance of guidance and safety

D. Impact of growth on ‘self’

A. Initial struggles e Confident self
* Struggle with ‘self’ * Enthusiastic and Creative self
* Sense of Whole self

2.3.3 A: Initial struggles

As stated above, five of the six participants included experiences of struggle with self as
part of their journey of growth which seems to have been realised when reflecting on their
past ‘self’ before growth. Their struggle with ‘self” presents itself in two ways: in identity
and within the therapeutic relationship. Identity struggles seem to be expressed in the

participant’s personal life and career as therapist.
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2.3.3.1 Struggle with ‘self’: Identity (personal life)

Alan describes the struggle in his personal life as a result of a traumatic event:

[...] T was going to have to take tablets for the rest of my life erm was

something I felt was very very bad indeed [...] (lines 235-239)

The serious nature is reflected in his repetition of ‘very’ and could have affected his
perception of himself especially if he compared himself to ‘healthy’ people therefore
although the struggle seems to be confined to his perception of himself it appears to be

relational as well.

David also experiences his struggle in his personal life as a result of a traumatic event
resulting in pain and loss of a big part of his identity as a husband. This is relational as it

includes the loss of his wife:

[...] they’ve been they’ve been very difficult indeed these [number of] years
and I’ve erm ... er ... you know to have gone through two divorces and three
house moves and the loss of er the the primary woman in my life and and and
so on you know if you list it all it looks pretty pretty pretty serious [...] (lines

1092-1098)

Similar to Alan, David seems to be comparing himself to others and thereby perhaps
reducing his sense of ‘self’ by using a check ‘list’ and counting the traumatic events which
have happened to him. The counting reflects the importance he places on his loss. His
sense of loss in ‘self’ could have caused a struggle and void which he could have been

trying to fill as shown in his insight:
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[...] this overlaps very powerfully with my personal story erm given that we
are building narrative and working through erm er narrative construction with
our clients and my own narrative is is is closely interwoven with my
experience of EMDR [breathes] erm 1 ... T ... the reason I became a
psychotherapist in the first place was because my marriage fell apart [...]

(lines 321-329)

David’s loss is personal and deep as shown in his hesitation in speech and having to take a
breath in — it could be argued that it takes his breath away talking about this subject. He
hints at perhaps EMDR filling the void in his personal life which is seen further along in
his storyline of growth. His use of words such as ‘building” and ‘working’ through
perhaps reflects the personal development work he has done on himself and the growth

which has taken place.

2.3.3.2 Struggle with ‘self’: Identity (career)

David provides a good example of this struggle in his career and identity as a therapist in

the early days:

So I'd I wasn't terribly competent but I was a fairly competent therapist thank
goodness and actually, if I look back at how I used EMDR erm it was not erm
erm... not perfect you'd say [mervous laugh] 1 didn't follow it through Past,
Present and Future and I completely forgot about Future, I completely forgot
about Future Template and I didn't know what to do, I didn't even do Present

Triggers [...]. (lines 119-127)

Here David shows that early into using EMDR, his perception of himself was not secure

as he viewed himself as not competent in EMDR. He appears to be lost in it all as seen in
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the deep-seated nature of this struggle as although he describes himself on the surface as a
“fairly competent therapist’, the nervousness in his laugh and use of language — repetition
and emphasis of ‘completely’, ‘erm’ and highlighting what he ‘didn’t do’ gives away the
emotion he may feel (perhaps embarrassment/guilt ) at a deeper level especially with the
passage of time as he is now an Accredited EMDR Practitioner and is responsible for
ensuring that rules are followed. Another element particularly with David is his
relationship with ‘rules’ — although he states that he forgot the rules, he later shows
uneasiness of following rules. This is seen throughout his story and also plays a part in his
own growth and development as he will appear to challenge the EMDR authority at a later

stage.

In his early days as a therapist Alan also appears to be lost and searching for his identity in

carcer:

I did think in the early days of CBT that you know “ah right I can really get
my teeth into this and this could be me and you know this is my hallmark™ but
I soon became really really disillusioned to be honest with you. [...] but as a
therapy to do it just isn’t me and I think that if you if a given therapy which
isn't you you need to be asking yourself questions as to whether you should be

doing that therapy. (lines 1562-1572)

Use of the metaphor “I can really get my teeth into this” shows just how enthusiastic Alan
was to find an identity as a therapist however his frustration in not finding a therapy which
“fit’ with his identity is evident in his repetition of the word ‘really’. One wonders if
Alan’s search for a therapy to ‘fit” his identity was about the ‘fit’ or more that he did not

really have an identity or know who he was at the time.
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2.3.3.3 Struggle with ‘self’: Therapeutic relationship

This struggle manifests itself not just in identity early in the career of therapists and in

their personal lives but also in their therapeutic relationship with clients:

[...] just listening, I often used to feel really quite lost “well what am I doing
now?” Yes, you trust the process eventually we’ll stumble our way through

the forest and we’ll find our way out [...] (David) (lines 1377-1382)

The passage reflects the confusion felt by David during therapy where he seems to be just
as ‘lost” as the client. The ‘forest’ as a metaphor seems to give insight into the client’s
trauma as somehow being dense and complex however this appears to have also become
David’s world as moving from use of singular ‘I’ to plural ‘we’ shows that client and
participant are both in the trauma together. Rather than David being the client’s therapist
instead he appears to be affected by the client’s trauma and unable to help. This highlights
the interdependent and reciprocal nature of the negative aspects of the therapeutic
relationship which later in the narrative turn out to be the polar opposite of

interdependent/reciprocal growth.

Charlotte experiences this struggle at a deeper level where the very appearance of her
client seems to be a terrifying experience and she seems to be ‘frozen’ or ‘stuck’ as in the

midst of a trauma:;

[...] he had these bulging eyes and I didn't know what to do! (lines 37-38)

Basic skills of each participant seem to have been momentarily frozen perhaps due to the
fight/flight/freeze response of stress or anxiety. It is almost as though the client triggered a

possible past fear or traumatic experience within Charlotte.
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Elizabeth experiences the therapeutic relationship as depleting her of energy which has a
similar effect as the other participants in depriving her of her ability to fully ‘be’ with the

client and perhaps even harming through vicarious traumatization:

I think the psychodynamic stuff, the depth of it was sometimes something that
I struggled with as a clinician because it was such it’s hard work to work in

that way; emotionally draining [...] (Elizabeth) (lines 392-396)

Most participants experienced some kind of struggle in ‘self’ early into or before their
careers as EMDR therapists. This struggle was expressed in their identity (personal and
career) and within the therapeutic relationship with the client. Although attempts have
been made in the preceding paragraphs to differentiate this struggle into personal, career
or therapeutic, the commonality is that all struggle is relational either within themselves,
others or with the client. The relational and social aspect of struggle implies that more
than self is affected by traumatic events. The importance of the relational aspects and

relationships will be highlighted later on within the growth section of this narrative.

2.3.4 B: Experiences of the ‘Healing Journey’

All participants except Alan and Frances use the term ‘healing’ to explain the recovery of
their client and the same four also use the term ‘journey’ to explain the course of recovery.
Three of the six that is; David, Brenda and Charlotte combine the two words into ‘healing
journey’. The term ‘healing’ appears to be used as a spiritual reference and there also
seems to be a medical reference as some of the participants appear to be doing something

‘to’ rather than ‘being with’ the client (see Brenda below).
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The participants appear to have three ways of making sense of the clients’ ‘healing
journey’, two of which appear to be contradictory to each other. A cognitive perception of
the need to make sense and shift forward in meaning seems contrary to a perception where
‘healing’ is viewed as unbelievable or magical. However, what appears to be conflictual
actually turns out to be complimentary to the ‘healing journey’. The third way of making

sense of the ‘healing journey’ is to provide guidance or safety.

2.3.4.1 Healing as a Cognitive function

All six participants use a cognitive approach to try to make sense of the ‘healing journey’.
Frances, Brenda and David illustrate how they try to make sense of their dealing with

trauma clients:

[...] maybe that’s for me that I need to know that actually although it felt like
it was terribly hard and I’m sending them away now in a state of you know
they’ve deal with they’ve brought all of this stuff up and had to, they’re
exhausted sometimes they can crawl from the room /little nervous laugh] erm

it if I thought that that negative session left them broken and it wasn’t in the

right direction, I don’t think I could keep doing it..[...] but the fact that I can
see that they have improved and they report that they are less distressed erm
then even though it was a negative session in terms of the content, it was a
positive session for me and I will feel good that I have taken them through a
very difficult but necessary negative if that makes sense. (Frances) (lines 770-

788)

There is a sense of guilt hinted at by Frances’ nervous laugh as she describes how the
EMDR process can leave her clients exhausted so that they ‘crawl from the room’ —

this metaphor conjures up a dying or injured person crawling away from danger and
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towards safety. This does not seem to fit with a layperson’s view of ‘healing’. The
sense-making reminds Frances that she is doing good work and that although exhausted
she can visually evidence her client’s improvement which seems to reassure her.
Frances even tries to convince the researcher of her sense-making. The cognitive sense-
making seems to be a vital part of the participant’s way of being able to continue her
job as understanding that the client is gaining from therapy is reassuring and possibly

also gives something positive to the participant.

Brenda illustrates that she has insight into her meaning-making of the client’s ‘healing

journey’:

Cause it helps me see as as a therapist ...it helps me .... understand that what
they’re going through maybe meant to be for a reason and you know maybe
they’ve chosen that for whatever reason and they’re doing that healing now
for this reason. It helps me in my head sort of like see their dilemma or their
trauma from different viewpoints, from a higher different viewpoint. (lines

1334-1341)

Needing to understand and find meaning is also important for Brenda — to find a purpose
for trauma. She also feels the need for her to communicate her understanding to the
researcher by the use of ‘you know’. The need to see from higher perspectives alludes to a
spiritual element which Brenda brings into her story and will be seen later in the analysis.
Brenda seems to need to separate herself from the client in order to make sense of their
trauma as seen when she splits her reasoning into ‘me’ and ‘their dilemma’. This
dichotomy is seen throughout the participants’ stories where the participant separates

him/herself from the client and yet also is within and part of the therapeutic relationship.
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David makes sense of his relationship with the client in a different manner:

[...] to have the distance to have the therapeutic perspective that I understand
what's happening...I'm not drawn into the counter-transference although the
counter-transference is useful because I feel extreme tenderness and warmth

towards this ...client but as I should as a parent [...] (lines 906-912)

His skills as a therapist are seen in his ability to keep a distance in terms of not getting
drawn into the risk of VT through counter-transference but also having the empathy
required to provide therapy. David’s cognitive sense-making seems similar to Brenda and
Frances also appears to be an important part of his growth and each participant seems to

be gaining some sense of closure with the client’s traumatic material.

Brenda, Charlotte and Frances try to decipher their own role within the client’s ‘healing
journey’ and in doing so realise that they also experience ‘healing’ and they recognise the

importance of the client in their ‘healing’. Brenda illustrates this:

No I’m not I’'m not looking at the lights no but it’s about meaning it’s about ...
there’s a part of me that gets healed as they are getting healed as well so if
there’s stuff in my life I blamed myself for, as I’'m using the cognitive
interweaves and as theirs is shifting I’m also shifting with them and I realise

I’m getting the same realisations that they are. [...] (lines 1456-1463)

Yes, it’s changing the meaning it’s that changing it’s that realisation of of the
changing the negative cognitions to to the I don’t like to call them Positive
Cognitions, I like to call them more Rational Cognitions, [...] (lines 1468-

1472)
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But yeh it’s that it’s that realisation, that’s the healing moment that healing bit
and yeh that’s that that happens to me every single session without fail, every
single session there’s a part of me that gets healed alongside them! (lines

1480-1483)

It is almost as though a light bulb has been switched on in Brenda’s head as the realisation
that she is also being ‘healed' is seen in the excitement in her speech and also use of
repetitions ‘of’, ‘to” and ‘changing’. It is interesting that she renames the cognitions from
‘Positive’ to her own preference ‘Rational’ and this empowerment continues as she then
appears to be able to create a process of how she thinks the ‘healing’ occurs which
involves the therapeutic relationship and EMDR. A new theme of growth as
interdependent and reciprocal emerges when she pauses and says “/...] there’s a part of
me that gets healed as they are getting healed as well [...]” and this connection seems to
be the next step towards growth. Her use of the word ‘shifting’ indicates some sort of
forward movement from negative to positive or what she prefers to call ‘rational
cognitions’ indicating the importance she places on the cognitive part of sense-making.
She will show later in the analysis that she is also influenced by the magical/spiritual side

of sense-making.

Frances also makes sense of the ‘healing journey’ as a ‘shift forward” which moves from
negative to positive experiences not only for the client but also for her so again there is a

hint of interdependent and reciprocal growth:

I felt helpless to start with I felt like “ohh can I really actually help this guy
can I move him forward” and so it for me it was a very positive thing that I’'m

able to to shift him forward [...] (lines 119-122)
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It changed to ...well I guess I became more hopeful, erm I think working with
him there was a sense of erm exploring the future with him, exploring you
know what else is out there for you so a lot of that stuff came up in the EMDR

processing [...] (lines 132-137)

Charlotte differs in her sense-making and one gets a sense of the personal and emotional

nature of it;

It left us carrying a rucksack and we didn't know we carried it that you know
these are also that also I think erm because often people carry a sense of
shame so I think what it did for me what's kind of reduced my own sense of

shame /she cries and uses a tissue] (lines 807-813)

There is a sense that she and her client’s trauma are entwined with the use of the plural
‘us’ and ‘we’ then moving to the singular ‘me’. Her therapeutic work seems to give her an

emotional release — a reduction in shame.

One can see that Charlotte’s sense-making connects on an emotional level which is

grounded in the body and not the mind:

Erm it's kind of interesting! Because it goes more it goes more through the
body yeh so it's but it is it is because it is really that sense of erm connection

which seems to be from here /points to heart] erm and so it's more that that’s

kind of so hard to pin that down but erm[...] it's more about the 'being' rather
than the 'doing' so it's the kind of in a sense the 'being' as one human with
another human which really is the deepest sense that we can connect so that

that's that’s er I'm not sure if something goes through your mind as well with a
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thought if we can share it but it it's kind of being touched at that level and no

more need be said really. (lines 459-474)

2.3.4.2 Healing having an Unbelievable or Magical quality

The same six participants who employed a cognitive, logical framework to make sense of
the ‘healing journey’ also have a completely different experience of healing as ‘magical or
‘spiritual’ and ‘unbelievable’ appealing to emotions rather than cognition, having little or
no structure and quick time frames. The magical quality seems a little removed from the
therapeutic relationship as if it is an outside intervention which does not make cognitive

sense and has a sense of power in its own right.

An essence of ‘power’ seems to underlie all six participants’ assumptions of the

unbelievable or magical nature of healing:

It was just really quite powerful to think about the impact and change in
somebody’s experiences of a traumatic, overwhelming memory could almost
sever that tie with it and help her to move on and I haven’t really seen that

with lots of the other work that I’ve done. (Elizabeth) (lines 86-91)

Elizabeth appears to be dumbfounded at the power and intensity of EMDR as seen in her
use of a powerful word ‘sever’. It appears that she needs to have evidence to believe and
here she illustrates that she has found the evidence she needs to satisfy herself that EMDR

is indeed powerful yet somehow she cannot explain or make sense of it.

All participants also use a sense of time to convey the unbelievable or magical quality:

[...] and then suddenly /[snaps fingers] it went! [snaps fingers] He looked up

at me and said “It’s gone!” I said “right”. (lines 467-469)
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[...] I said “[named person] [named person] you never guess what!” I said
“this is erm stunning!” right, She’d come out and she’d met the guy, headache
was still gone. We we had him kept back in over a few months — headache
never come back again! And that, it was that single session [...] (Brenda)

(lines 473-480)

Brenda relays quite a dramatic, theatrical touch to her story with the use of sound effects;
snapping her fingers giving a magical effect which also had the researcher enthralled.
Although she talks about her client rather than herself one can see that she is affected by
the quickness and dramatic nature of ‘healing’ of the client through use of excited speech
where even in the interview she seems caught up in the magic and spills it onto the

researcher.

I didn’t recognise her I went away and didn’t recognise her. All of that
defence had gone! .... all of that had gone and she’d sort of like it was like just
like a caterpillar transforming into a butterfly! It was amazing! (Brenda) (/ines

170-172...174-177)

The magical transformation of clients experienced by participants is seen in all six
participants. Here as shown by Brenda the transformation has had such an impact in her
use of the metaphor “a caterpillar transforming into a butterfly” that Brenda remembers it
even now. One wonders what impact seeing changes such as this have on the participants.
So although this excerpt is not about the participant directly, the excitement in Brenda’s

voice shows just how powerful an impact this had on her.

A spiritual component forms part of Brenda, David and Frances’ magical experience of

‘healing’.
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[...] 've seen the biggest shifts where there’s been almost an element of
spirituality erm [...] I love it! It’s amazing! It really makes me ... [breathes
out] I don’t know I can’t describe the feeling it’s wonderful! ... erm there was

a ... can I give you an example? (Frances) (lines 559-561...564-567)

The ‘breath out’ highlights Frances’ amazement and accompanying emotions leading her
to want to share through an example or possibly because it is a difficult concept to

explain.

The lack of understanding is seen with Brenda’s ‘heavy breath in’ which is the opposite
from a ‘breath out’ and seems to be heavy and burdensome accompanied by a struggle

with her words:

[breathes in heavily] It it well it’s just it’s how how I don’t know how it
works I don’t understand being cause sometimes I'm looking at the lights

sometimes I’'m not looking at the lights. (lines 1507-1511)

Although the magical or unbelievable quality of ‘healing’ appears to be not understood it
seems to have a power to ‘heal' and grow not only clients but also the participants as seen
from above. The two seemingly opposite ways of experiencing the ‘healing journey’ seem

to complement each other.

2.3.4.3 Importance of guidance and safety

All participants value the importance of guidance and safety in the therapeutic relationship
as well as for themselves. David illustrates the importance of safety or containment in the

therapeutic relationship:
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I'm putting my arms around [the client], I'm tapping [the client] on the
shoulders, [the client] crawled into my lap a few weeks ago, [the client]
literally crawled into my lap and I had to ...be able to hold that and not to be
frightened at all but also to be able to hold the adult boundary so ...you know
there’s a kind of deep, attachment repair taking place that in effect I actually

as the therapist ... I'm re-parenting. (lines 885-894)

Although not ‘typical’ EMDR, this type of attachment-focused EMDR shows how
vulnerable some of the clients are and what care needs to be taken with them. Use of the
words “crawled into my lap” is a metaphor which brings up pictures of a ‘baby’ in his
parent’s lap. It also highlights the relationship between David and his client — the
empathy, compassion and finely-tuned nature of his working relationship. David states
that he is ‘re-parenting’ perhaps as he appears to be very gentle and containing as a
therapist. David talks about “not to be frightened’ and “hold the adult boundary” but his
repetition of the word ‘hold’ appears to highlight that perhaps he was concerned about the
overwhelming aspect of this work. It appears that he saw a danger of being drawn into
counter-transference of taking on the role of parent in this work. Therefore, safety seems
to be important for the participant as well as the client. The relational aspect makes one
wonder if the ‘deep attachment’ and the empathy are reciprocal so not only experienced

by the client but also by the participant.

Containment is not only provided by David’s ‘use of self’ but he also acknowledges the

importance of EMDR itself:

when you’re doing EMDR effectively one of the profound benefits that I’ve
found both for the client and for myself is that it gives us a structure, it gives

us a containing structure, it’s a very very safe allowing structure and it also

83



allows me as the therapist and the client to approach maybe profound,
complex early developmental trauma erm piece by piece, so that rather than

trying to solve the whole thing (lines 1333-1341)

He is referring to his use of an EMDR protocol which he describes as ‘containing’ and
‘safe’. His description of the protocol as ‘allowing’ is contrary to his ideas about the
Standard Protocol as seen later in his narrative that he has moved towards a more flexible
protocol. Again the idea that safety is also important to the participant is reflected as
David prefers to break the trauma into components rather than deal with it as a whole

which might be dangerous and/ or frightening for the client.

Charlotte and Elizabeth experience guidance and safety differently to the other

participants as they seem to need more containment:

[...] but then there was something very ‘safe’ about that protocol, that I hadn’t
had as much containment before maybe something about containment. You
know these very clear steps and very clear reasons as to why you’re doing
what you’re doing whereas in psychodynamic stuff was a bit more woolie
you’d just sit and wait and see what came up and see what was talked about
and see what feelings came up with you and you were never quite sure what
path you were going to go down you know, with the EMDR it’s right you’ve
done your psycho-education, you’ve done your ‘safe place’, what’s the next

step in the manual if you like to do it. (Elizabeth) (lines 575-588)

I think what I'm much more able to do because I carry the 'special set' is I have
that absolute a bit like a marathon runner you keep going in spite of the pain

because I know I absolutely know deep down ... we will get there [...] I think
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really important for the client so that if I'm absolutely congruent about that
sense of, it is a healing journey and however tough it may be at times we will
get there so that is erm that is also I think really something that is ... I treasure

[...] (Charlotte) (lines 368-378)

Charlotte carries the ‘special set” — a group of prior trauma clients who she has a sense of
connection with and they seem to be her safety mechanism, giving her additional strength.
Her ‘special set’ seems to mean more than client success stories as they include the
therapeutic relationship experiences she has built with them and these give her hope and
determination. Her use of the metaphor ‘like a marathon runner’ describes the ‘healing
journey’ as one which is painful but with strength and determination is achievable. The
‘use of self” is seen in her being ‘congruent’ with her client — rather like a guide or role

model.

Alan also views his ‘use of self” in guidance as being a role model:

[...] it’s providing them with a role model I think ... I’'m always a bit nervous
of saying that I’'m a role model but I guess I guess it has given people a “role
model” it’s given people erm hope that there there is still life after all this and
it’s given it’s dramatically in some cases changed their optimistic view of life.

(lines 645-651)

One wonders what the impact of him being a ‘role model’ has had on his growth
especially after seeing his clients ‘dramatically’ changed their view of life for the better.
Interestingly his use of words “changed their optimistic view of life” seems to be a mistake
in his words as perhaps he should have stated ‘changed their pessimistic...’ leaving us to

wonder what is going on within his unconscious mind.
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The following self-image may have served as a protective and strengthening factor for

David:

[...] Sherpa Tenzing was only good because he’d been a lot, he’d been
climbing a lot, he lived at that altitude so he he hadn’t been up Everest either
before but he knew how to climb mountains, he knew how to look after
himself and he knew how to look after Edmund Hillary as well so, as a
therapist erm I see myself a little bit like Sherpa Tenzing [...] (lines 1467-

1476)

Protective factors for the participants also come from supervision as highlighted by

Frances and Brenda:

so supervision, supervision is really important ... erm in terms of helping you
get unstuck when you’re stuck, erm teaching teaching erm try this try this you
know different examples of variations of practice if you like and normalising
erm I actually think the EMDR training itself is very good but it it doesn’t
stand alone, you have to practice and you have to in the early days supervision

is paramount (Frances) (lines 873-883)

However, it appears that for all the participants’ safety for themselves and their client
comes from either themselves (‘use of self”) which would probably be from their prior

therapeutic training or making use of the therapeutic relationship.

Making sense of the ‘healing journey’ appears to be an important step for both clients and
participants. The traumatic material involved with the work implies that guidance and
safety are necessary for both client and participant. Participants seem to develop various

guidance and safety measures which include the use of imagination such as belief that
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they are a role model or Sherpa guide; ‘use of self’; and/or use of the protocol to provide

structure and supervision.

2.3.5 C: Growth through connecting

All participants appear to have recognised growth (possibly through their experiences of
the ‘healing journey’) within a connection with themselves (intra-personal); with others
(inter-personal) or as interdependent and reciprocal where they gained something from the
‘healing’ experience of the client. The greatest growth as demonstrated in the data and the
excitement from participants appears to be in interdependent and reciprocal growth hence

the reason for choosing this to discuss first.

2.3.5.1 Interdependent and reciprocal growth

All participants except Elizabeth seem to have grown from their interdependent and
reciprocal relationship. The growth ranges from an observable ‘feel good’ factor in terms

of laughter and joy as seen with Alan:

Oh it makes me feel quite good [laughs] and I hope it makes those people feel

really good as well. (Alan) (lines 99-101)

To a very emotional deeper level of enrichment which seems bitter-sweet and feels

privileged as seen with Charlotte:

[...] it worked extremely well for him and ... I’'m getting upset already /she

cries and laughs] because what was really wonderful /her voice breaks] |...]

(lines 56-59)
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[...] there's some some clients for for whatever reason who stands out and he's

part of my 'special set' really if that makes sense. (lines 86-88)

[...] we're kind of kick-starting the process and so I think it is a sense of
privilege but I also feel erm a a sense of that it's a kind of an enriching

experience [voice becomes emotional] on a personal level to see that people

can actually erm be healed [...] (lines 131-136)

[...] I feel that er having had the particular experience and subsequent er
people who are in that 'set' who I can still physically remember erm helps me
in in my EMDR practice as a clinician, it helps me as supervisor and also it is

a gift for me as a person! [...] (Charlotte) (lines 172-178)

The emotion in Charlotte’s voice highlights the connection she experiences with her
client’s ‘healing” which possibly leads to her own growth. It seems to be bitter-sweet as
even though it is a positive experience, there are mixed emotions (crying and laughter at
the same time) from the pain and joy of her clients ‘healing’. The reciprocal nature of
Charlotte’s growth is seen as she integrates specific clients who she regards as her ‘special
set’ and a ‘gift’ to her into her own ‘self’ as they help remind her that people can be

‘healed’ with EMDR.

There seems to be an integration of the client into the participant as a result of this
interdependent and reciprocal relationship as seen with Charlotte (above) and Frances and
David (below). The interdependence of client and participant is evident again in Frances’
speech; her excitement demonstrated by clapping of her hands and mixing up words
‘remember’ and ‘imagined’ shows just how caught up she is in her client’s growth
experience. It is difficult to tell where she ends and the client begins. It is almost as though
the client’s experiences are Frances’ experiences and the client’s joy is Frances’ joy:
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[...] he’s just overwhelmed with joy that he is in such a different place than he
ever remember imagined he could be I mean [claps her hands] just fabulous!

fabulous to see. (Frances) (lines 59-63)

David also shows interdependent growth from connecting to his client. He is so in tune
with his client that he speaks as though he is one with him or her and has integrated part of
the client into him ‘self” as seen in his being ‘moved’ emotionally by a client experience
from 10 years ago. One can see the power of EMDR within the interdependent
relationship as he says that this was a ‘seminal experience’ and he was ‘hooked

completely hooked’:

I just watched erm as her ... as tears started pouring down her cheeks and even
today when I tell the story, this is nearly 10 years ago, it moves me [...] she
found herself picking up her partner's body, laying it down on the bed, lying
down behind him spooning his body, his dead body and then his spirit comes
in behind her and lies down behind her, it still moves me /cries/ it really
moves me it's such a beautiful story [...] he's wearing his er favourite old
corduroy sports jacket and she plucks blossom off the spring trees cherry trees.
She's plucked blossom off these trees and stuffs it in his pockets ... it's just so
beautiful [...] she cried and for me either is was a seminal experience of er of
working with EMDR and I was hooked completely hooked. (David) (lines

184-226)

Frances and David view this interdependent relationship and gains as a privilege:

[...] It’s such a privilege if you like to, be part of that because this isn’t just

somebody getting better from a trauma, this is somebody developing, growing
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as a person, becoming erm all they can be, more than they ever imagined they
would be and and that for me is just ... I feel privileged! I feel it’s a gift.

(Frances) (lines 63-73)

This quote says it all- the participants feel that it is a “privilege’ to be sharing the ‘healing
journey’ and client’s growth experience with them. The experience seems to bring a kind

of headiness and excitement but also it hints at a sense of humility as well for Frances.

David gains not just from the positive elements but also from the stories of trauma and
also sees it as a privilege because it enables him to gain humility, trust and acceptance as a

therapist and a person:

[...] sitting with clients sitting with clients you know for hours a week...
working with them through their stories of of trauma and... disintegration
leaves what...it it enhances me enormously. It makes me feel very humble and

...if you observe the impact of that, I would call that 'growth'. (lines 638-644)

[...] the practice of EMDR and sitting with clients again and again and again
multiple times you experience this extraordinary transformation in the 'now’
which has given me a greater ability [laughs] than I ever had or God you
know, I still have a long way to go...and just talk to my wife about how
irritating I can be, but it's given me a much greater ability to sit with 'whatever

is' and 'trust' ... that things are unfolding [...] (lines 616-625)

So interestingly although talking about growth experiences David also talks about
gaining humility, trust and acceptance — all aspects of ‘growth’ from listening to the

client’s traumatic stories.
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Brenda views her enrichment as gaining empathy which might enable her to become more

effective in her work:

[...] nine times out of ten my caseload has been EMDR and going into these
these different worlds all day long with them with their different you know
erm traumas erm has developed in me an empathy that I didn’t have before
that last five years of working solidly with that erm yeh yeh. I think the
biggest personal growth that I’ve experienced with it is is the the development,

rapid development of empathy. (lines 968-977)

Brenda admits that although she was a therapist before it was not until using EMDR
that she developed this kind of empathy — the ability to travel into her clients’ traumatic
worlds. One wonders if this was something missing from her identity as a therapist

before EMDR.

The five participants have insight into the reciprocal nature of their growth:

I find that you know that people are incredibly even more interesting than I
thought they were! And er so I’d like more of it sort of thing you know? And
erm I think it rubs off and then clients ... it’s sort of reciprocates in some way

(Alan)

So at the same time I'm healing them, I’'m also healing myself! and that’s
what’s led to the ‘growth’ to my ‘growth’! That that’s it in a nutshell!

(Brenda) (lines 1429-1432)

sometimes you know you’re reconstructing someone’s whole personality
when you’re when you’re dealing with these complex cases cause ... you

know helping them make sense of who they are and their lives, at the same
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time you’re making sense of who I am and my life as well! Does that make

sense? (Brenda) (lines 1550-1553...1555-1558)

so it helps me also in in helping clients so kind of it's partly for them but it's

also partly for me ... (Charlotte) (Lines 151-153)

Interdependent and reciprocal growth seems to range from surface level visible
emotions such as laughter and joy to deeper levels of enrichment. Some participants
integrate the client experience and the accompanying power or confidence gained from
‘healing’ into them ‘self’. Participants seem to grow not only from positive
experiences but also from the traumatic experiences of their clients — perhaps growth is
not clearly divided but is rather messy. Participants have insight into the reciprocal

nature of their growth.

2.3.5.2 Interpersonal Growth

Five participants not including Alan talked about growth in their relationships with
others. These findings are separate to the therapeutic relationship. The main finding

was caring and sharing with others in the community:

... [1]t’s that being, that willingness to share information as well and everyone
being helpful to each other. It very much feels like you really are part of a
family, a community and and are very supported by that (Brenda) (lines 265-

269)

I have these people in my mind and in a sense I can share my own journey

with my supervisees (Charlotte) (lines 160-162)
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one of the big things I’'m doing now is giving supervision to groups to people
who have done some EMDR training and erm that’s something that’s really
quite positive and powerful, facilitating other people’s growth in EMDR and

building their confidence and skills (Elizabeth) (lines 1050-1056)

David is different as he expresses his interpersonal growth mainly in his relationship with

his family:

EMDR rescued our marriage or re re- instated our marriage (lines 461-462)

And it's also allowed my my wife and my children er and I and me to connect

at a very much deeper level (lines 561-563)

in a very very practical sense in terms of personal growth one of the most
important moments of my entire life was at an EMDR conference [laughs]
where my then ex-wife and I set out on the journey of her becoming my third

wife my first and third wife (lines 1728-1733)

However, his enthusiasm for EMDR (seen in his stumbling over words) and changes
within his personal life seem to have made him want to connect and spread the word

about EMDR as seen below:

a transformative experience the clients can have but we’re also po ... poster
children for er the impact the healing impact that EMDR er can have on the
practitioner so we are ... [laughs] we are an EMDR re-marriage is now my ‘ex
ex’ ... she was my ‘ex’... and now she's ‘my wife’ so ... she's my ‘ex ex’

(David) (lines 475-481)
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2.3.5.3 Intrapersonal Growth

All participants with the exception of Elizabeth seem to have developed a more
positive connection with ‘self” or intra-personal growth. Participants experience intra-
personal growth as a change in their internal belief system. This is expressed as an
increased sense of self, appreciation of life, self-care and acknowledgement of where

personal growth is needed.

Alan illustrates that he now sees himself as having a choice and he chooses to focus more
positively on his condition. He then goes on to talking about seeing himself as a role
model for his clients. This also shows how he views himself differently — his belief in
himself has changed. From reading Alan’s transcript beyond the quote, personal growth

and professional growth seem entwined:

it’s impacted on many areas, it’s impacted on my view of my condition
because I I think that erm there’s all too much known about the condition in
terms of negativity and not that much known about it in positive terms (Alan)

(lines 613-617)

The next quote suggests that Alan has also realised what is important in life. He seems to
value the meaning of life more and has greater insight into ‘self’, a closer relationship

with himself and further understands what is meaningful to him:

I T think I think it's definitely shown me that some things that I used to be
concerned about are totally irrelevant and er aren't worth the the airtime (Alan)

(lines 1417-1420)
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Charlotte’s awareness of self seems to have increased so that she is more aware of VT and
the level of care she needs to provide for herself. Self-care and loving oneself become

more important to her:

I think what it has does for me is er and that’s part of the validation of the self
and compassion towards self that er is really important that I take care of
myself in order to be able to carry on working as an EMDR therapist er but

that's the vicarious traumatisation (Charlotte) (lines 522-528)

With intra-personal growth for Charlotte the sense of connection is seen as the growth
extends beyond her ‘self’ in therapy and into her own personal world. She explains that
her increased self-belief within the therapeutic relationship has helped her connection with
her own ‘self” and therefore enables her to flourish and explore a more creative side of
‘self” in her personal life. Somehow connection within the therapeutic relationship has

filtered out into the therapist’s life:

[...] because I feel more ok with the person I feel much more connected with
my own creativity and my work as a [named creative field] has really grown

(Charlotte) (lines 554-557)

David also shows a sense of connection and greater sense of awareness as seen in his use
of words “lights to go on”. His sound of inhalation and exhalation also highlights the
importance of this moment of connection; almost using the sound of breath to signify the
breath of life as though he became aware at that moment. His connection to self is seen as

meaningful, perhaps signifying a change in his belief system (schema):

...[M]y goodness me [talks excitedly] what a contrast! It is so enriching and

so rewarding I absolutely love the work and that was a ... critical moment for
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me to for the lights to go on and for me to just /breathes] breathe in and

breathe out. (David) lines (295-300)

He shows an acknowledgement of where he needed to grow which in itself demonstrates

intrapersonal growth and increased self-awareness:

I would say 'growth' for me is very personal er where I needed to grow is

about humility. (David) /ines (585-587)

The main types of growth realised through connecting were interdependent and reciprocal
growth found from the therapeutic relationship with the client; inter-personal growth
where participants’ reached out and connected with others in the community or with

family and intra-personal growth.

2.3.6. D: Impact of growth on ‘self

Experiences of the ‘healing journey’ not only brought about growth through connecting
but this then seemed to have had a positive impact on participants’ sense of ‘self’: namely,
confident self; sense of whole self — relating to identity and belonging; and an enthusiastic
and creative self. The superordinate theme ‘Impact of growth on ‘self’ appears to be the
polar opposite of ‘Initial struggles’ and it is here that one can see the change and the
results of growth in the participants who have witnessed and been part of the therapeutic

relationship with PTSD symptom clients. The most prevalent was Confident self.

2.3.6.1 Confident self

All participants experienced growth in this area which seemed to be expressed in their
work and personal identities. Frances’ story will be highlighted to explore how she has
changed in this area:
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[...] it’s very fulfilling and very erm exciting as well when you don’t quite
know how a person will change, if they’ll change and when they do start to
change that is... it’s quite addictive actually ... I love my work, I really do.

(lines 123-127)

Using EMDR to work with clients seems to have become part of Frances’ work identity
where she describes it as ‘addictive’. One wonders if this addiction is the EMDR or the
addiction to the surprise of seeing the client grow and change. It seems to add passion and

motivation to her life. She goes onto acknowledge her growth:

[...] actually I have to acknowledge that it’s since doing EMDR that I’ve I've
flown really I’ve erm I’ve developed a service within a new service within the
[named service] which wasn’t here it’s an EMDR service and that’s the

service for [named client field] [...] (lines 196-201)

The metaphor used “I’ve flown really” brings to life an image of a bird taking off and
soaring into the sky which leads one to wonder what her life was like before. She lets us

know just how shy she was before using EMDR:

being able to speak out in the group and crack a joke in front of everybody...
just generally and I’ve always been quite a shy person, quite a reserved person
erm blush easily that sort of thing so to be able to feel more confident amongst

my peers I guess that’s good! (lines 447-452)

So drifting, drifting, drifting erm I’m quite a laid-back person so I guess that’s
sort of is my natural position but I I actually think that since the EMDR has
got good results and that’s that’s made me a little bit more erm driven so I've

been more driven and I have pursued. (lines 507-513)
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Here we glimpse into Frances’ personal world before the use of EMDR. Repetition of the
action word ‘drifting’ conjures up someone with no sense of purpose, no real identity,
searching for an identity or sense of ‘self’. A description of herself as ‘laid-back’ suggests
that she might have considered herself as a little too relaxed. She shows how she has made
sense of her change into someone who finally knows what she wants as she now has
found a ‘confident self’. Taking up EMDR as an approach appears to have helped Frances
believe in her abilities as a therapist. The links between personal and professional identity
seem interdependent as one seems to affect the other, rather similar to the relationship

between participant and client. Growth in one area leads to growth in the other.

Particularly David but also Elizabeth and Frances have had their confidence grow with
respect to now being able to question the EMDR system especially regarding how far they

are able to be flexible with the EMDR protocol and rules. David provides a good example:

[...] to to get away from this kind of rigid expectation that you have to do the
Protocol exactly as it is cause I don't do that anymore I use a Modified

Protocol and it's extremely effective (lines 740-744)

however as most of us who now use EMDR to any great extent erm one size
does not fit all and while you have the ... it’s important to have the protocol as
a kind of baseline and one which stands like the basic steps of a dance actually
in its practice ... I I'm now moved somewhere away from just doing the

protocol exactly in the order erm in which it’s laid down. (lines 1213-1221)

Insecurities of ‘self” and whether or not he had followed the protocol as a new EMDR
therapist have gone now that he is an experienced EMDR therapist. Instead he now

questions the inflexibility of the Standard Protocol and is able to modify it to suit his
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own identity instead of following someone else’s. This reveals how much David has

changed in his sense of ‘self’.

Elizabeth agrees:

I think that comes with the ‘confidence’ in in and experience of doing things a
little bit different of not sticking in that it’s not completely 100% set in stone
and you don’t want to be stepped back from what the patient’s experiencing

(lines 600-610)

She shows the difference in her reasoning that perhaps confidence enables her to take

more risks in their journey to help clients and try out new ways of working.

2.3.6.2 Enthusiastic and Creative self

When insecurities are no longer around then an ‘Enthusiastic and Creative self’ can
emerge. This as seen above seems to develop from confidence to take risks. All six

participants benefitted from this change in self:

I think it does enable me to be imaginative I think using the straightforward
Protocol works nicely with some people but quite often it doesn’t and you do
get stuck and therefore my ... gut feeling, my imagination wherever it might
come from they’ll be ideas that come forward in terms of how I work with this
person and it sometimes I’ll work with a person and they’ll shift and after the

session I’ll think “where did that come from?” “what made me do that?”

“where did that thought come from?” [laughs] (Frances) (lines 663-673)

Frances shows how growth into a creative self leads to change in the way a therapist can

work with her client. Moving from insecurity and not taking risks, to a position where
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because Frances knows her ‘self” she is able to more fully engage ‘use of self” within the

therapeutic relationship which is more effective for client and participant.

Alan and David see it more like an art form:

[...] you didn’t stick with a model, yes you had a ... quite rigid or at the time
an apparently quite rigid framework to work in; the eight phases but how you
applied them was much more like an art form I discovered over the years

(Alan) (lines 399-404)

I think I’'m much more effective now er where I'm ready to ‘dance’ with the

protocol and to with Laura Parnell to ... miss out the VOC, to miss out the

positive the PC [Positive Cognition] (David) (lines 1222-1226)

Both Alan and David see themselves as similar to artists with Alan in the application of
the model and David taking a larger step to use a modified protocol. David’s use of the
verb ‘dance’ highlights the importance of the therapeutic relationship to him as with a
dance every aspect has to be in tune to one’s partner therefore it shows his willingness to
be flexible with his client and himself. David also views his ‘self” as “more effective now”
which shows his reflection on his own growth and the effect on his job as an EMDR

therapist.

2.3.6.3 Sense of Whole Self

There is a sense of integration of ‘self’ and ‘others’ into a ‘whole self” with all of the

participants. Alan demonstrates his integration of ‘self’:
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[...] it was only when I started erm using EMDR in [date] that erm did I
suddenly start to discover that there ... it was possible to have me in that,

(lines 396-399)

How do I feel? erm I feel quite vindicated that that fits with my beliefs if you
like /laughs] 1 mean that's why I'm very erm enthusiastic about EMDR is that
it is me you know it's it's incorporated into me and it's also why I didn't find
CBT particularly comfortable because it wasn't me. (lines 1007-1013)
The first passage and emphasis on ‘me’ shows how important finding a therapy into
which Alan was able to integrate his ‘self” and therefore find more of a ‘whole self” or
self-acceptance is. The second passage reveals the effect finding ‘whole self” has on his

emotions — he seems joyful and motivated to use EMDR.

Charlotte shows just how separate her sense of ‘self” was before working

therapeutically with EMDR and PTSD symptom clients:

it’s that it's a little bit like being in the 'flow' in the 'zone' in terms of
performance you know erm so that whole there's a sense of of more
integration a more integrated me so not so much erm there's no split really
between the work part of me and another part of me that's that's really erm yeh
that's really the only way I can describe it [...] I think in terms of
disassociation then that would be you know kind of there's a part there but
there's also a part perhaps just just outside so it's it's feeling probably erm

more healed myself (lines 295-302)

Charlotte’s view is one which shows insight into her ‘self” and also probably the
amount of ‘healing’ and growth she has experienced. Her world before EMDR seemed

to be one where she split her professional self from her personal self as a way to not let
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past trauma infiltrate into client work. The growth experienced is a sense that she no
longer has to manage in this way. As seen above she also uses her ‘special set’ to give
her guidance and probably knowing that her relationship with her clients helps her to

grow continues to give her professional strength.

Brenda illustrates a sense of ‘whole self” differently:

I think from coming over here and and seeing an and being seen sort of very
much the ‘outsider’ with EMDR umh now that I’m sort of like their supervisor
[laughs] it’s sort of like you know I’ve become not only accepted but
respected more now because they understand now (lines 578-584)
To Brenda integration and acceptance is not within her ‘self” but she was searching for
acceptance from others and integration with others. This is portrayed by her perception
of herself before as an ‘outsider’ and the change is more that she feels as though she
belongs to part of a group. The change of her self-perception as an EMDR therapist
from an ‘outsider’ in the past to now being accepted seems quite ironic and is reflected
in her laugh. The laugh makes one wonder if she had to endure quite a struggle before

coming to this point of acceptance.

The impact of making sense of positive experiences from working with PTSD symptom
clients is perceived by all participants as growth in their ‘self’. A sense of increased
confidence in professional self is expressed with increased motivation and passion for
EMDR trauma work. This is also expressed and related to benefits in participants’
personal lives. Increased confidence in the workplace has also enabled the participants to
challenge the existing rules with examples seen in the form of modified protocols being
used and increased ‘use of self’ and intuition in therapeutic work. Increased creativity

follows where participants are able to put more of them ‘self” into their work changing the
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way in which they currently work from how they worked in the past pre-EMDR training
or as newly qualified EMDR therapists. Development of ‘whole self’ is experienced as
integration and acceptance of ‘self’ and also acceptance by others. These positive changes
in ‘self” seem to be a complete opposite to the superordinate theme ‘initial struggles’

which indicates that some form of growth has taken place within the participants.

2.3.7 Summary

The analysis has incorporated the lived experiences and the researcher’s interpretations of
EMDR therapists as they make sense of their positive experiences from working with
PTSD symptom clients. The group as a whole experienced the four super-ordinate themes
of A. Initial Struggles; B. Experiences of the ‘healing journey’; C. Growth through

connecting and D. Impact on ‘self’.

Most participants experienced initial struggles early into or before their careers as EMDR
therapists. Struggle with ‘self’ in personal, career or therapeutic relationship seems to

have relational aspects as well.

Experiences of the ‘healing journey’ appear to be important for clients and participants’
growth. Participants making sense of the journey seemed to have two different frames of
reference: Cognitive and Magical. These appear contradictory however they are both used
by participants to get through the journey. Guidance and safety were important to
participants to help clients and themselves. Participants developed two types of tools -

imaginative and structured (protocol and supervision).

Interdependent and reciprocal growth seemed to be the main development, realised
through connecting with the client in the therapeutic relationship. Inter-personal growth
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was also found where participants connected with others in the community or with family

in a way they had not done before.

Growth in ‘self” was discovered. A sense of increased confidence in self at work led to
increased motivation and passion for EMDR trauma work with knock-on benefits for
participants’ personal lives. Participants were seen to challenge or bend existing rules
using modified protocols and increase ‘use of self’ and intuition in therapeutic work.
Increased creativity was found as participants were able to change the way that they
worked and put more of their ‘self” in. Parts of self which might have been rejected or
those which participants struggled with before healing were integrated and accepted into a
‘whole self’. Participants also found that they were accepted by others whereas before
they felt rejected. Positive changes in the ‘Impact of Growth on Self” were found to be
polar opposites to ‘Initial Struggles’ indicating that some form of growth had occurred

within participants.

2.4 Discussion

2.4.1 Overview of Findings (Themes)

Although not all participants were CoPs, some of the findings are discussed with CoP in
mind based on the researcher’s professional training and the CoP doctorate research
learning outcome requirement. The most salient themes will now be discussed within the
framework of extant literature, and novel or unexpected themes will be discussed drawing
upon new literature in an attempt to explain them. Theoretical and clinical implications

together with suggestions for further research will also be discussed.

104



The main aim of the study was to extend research on VG (positive change) by broadening
our understanding of VG (positive change) within EMDR therapists. The findings
revealed four main ways of experiencing VG as seen in Figl and summarised above:
initial struggles, experiences of the ‘healing journey’, growth through connecting and

impact of growth on ‘self’.

Participants were asked to speak about their own growth but they also spoke of their
client’s struggles indicating that struggle is part of their experience of growth. This
finding is consistent with existing literature on definitions of growth sharing struggle with
adversity (Tedeschi & Calhoun, 2004, 2006; McCormack, 2010). Growth also seemed to
follow a narrative which started with struggle and then culminated in growth (see Fig.1)
(Tedeschi & Calhoun, 2004, 2006). Polarisations and the paradoxical nature between
struggle and growth were observed in the overall results (see Fig. 1) as discussed by

existing literature Calhoun and Tedeschi (2006, 2013).

2.4.2 A: Initial struggles

The reported struggle with personal and professional ‘self’ early in participants’ careers
cannot be considered consistent with McCann and Pearlman’s (1990) definition of VT as
it did not occur within a therapeutic relationship and was not due to indirect exposure to
trauma. However, participants did report experiencing a non-diagnosed personal struggle
with identity after traumatic events. Struggle with identity is only reflected within existing
literature in general terms as an outcome with respect to VT and changes to cognitive
schema impacting negatively on identity (McCann & Pearlman, 1990). However, these
participants stated that they did not suffer from VT therefore the reasons for struggle with

identity are unclear.
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Participants struggle with career identity seems to have been experienced as more of an
existential struggle for the meaning of life rather than because of exposure to trauma.
Literature from occupational psychology may give some insight as Miller and Rottinghaus
(2014) found that meaning in life was important in mediating career indecision and
anxiety using university students as a sample however literature could not be found on
therapists’ career choices or fit with identity. It appears that meaning-making is important
not only for struggles after VT or trauma but also in everyday important decisions such as
career choice. The relational element within the participant’s struggle seems to be an
important one which is not adequately covered by existing literature. Tedeschi and
Calhoun (2004) for example discuss that struggle is within the person however findings
suggest that although the struggle participants experienced was with ‘self’, it was also
relational (for example, comparing ‘self” to others, loss of relationship and therapeutic

relationship).

The interdependent and reciprocal nature of negative change is seen in the theme ‘initial
struggles’. This interdependent and reciprocal nature is also seen in the positive change of
the theme ‘growth through connecting’. The paradox is that struggle is part of growth

(Calhoun & Tedeschi, 2006; 2013).

2.4.3 B: Experiences of the ‘healing journey’

Participants reported experiencing their therapeutic work with clients as a ‘healing
journey’. The superordinate theme of ‘Experiences of the ‘healing journey’ was an
unexpected and interesting finding as the term ‘healing’ is not normally used within CoP
because of its relationship to either a medical model or spiritual understanding indicating
that something is wrong with the client and the person doing the ‘healing’ is likely to be

viewed as an expert who can ‘fix’ (Woolfe, 1990). This finding conflicts with the
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Humanistic perspective of CoP which views human-beings as in the process of what
Maslow named ‘self-actualizing (Strawbridge & Woolfe, 2010) and the role of the CoP is

to ‘be with’ rather than ‘do to’ the client. (Rogers, 1961) (see Brenda).

The term ‘healing’ assumes that the client is a ‘passive victim’ and receiving ‘treatment’
from the ‘professional rescuers’ (Strawbridge & Woolfe, 2010, p.18) whereas in CoP the
client is viewed as having his/her own sense of agency and determining factors: “the client
knows best” (Mearns & Thorne, 2007, p. 1). CoP principles raise the uncomfortable issue
of the power dynamic in the therapeutic relationship as the CoP seeks to equalise power
between him/herself and the client (Mearns & Thorne, 2007) whereas what appears to be
indicated in the participants’ experience is that the control of power lies with the therapist.
Speculation about the therapeutic relationship is created and questions about what type of
growth can occur within such a power dynamic are raised. The power issue within
EMDR seems similar to that addressed by CoP literature where Edwards (2013) discussed
working collaboratively with the client using CBT and concluded that the therapist is
pushed into positions of power however he suggests that CoPs can use CBT
collaboratively as long as they discuss and are more aware of power dynamics. EMDR
may be considered to be a directive form of therapy due to its standard protocols which
many clinicians follow, however, central to the work is the development of trust through
the therapeutic relationship and collaborative working as seen where Dworkin (2005)
discusses the importance of therapeutic relationship and use of empathy for the therapist

to be able to contain trauma clients within an EMDR session.

Existing research has not shown a connection between ‘healing’ and ‘growth’ or what the
term might mean to therapists. The findings discussed below add to existing research as

they highlight the participant’s understanding of the term ‘healing’ in the therapeutic

107



relationship and its relationship to growth. As discussed in the analysis, the ‘healing
journey’ or therapeutic relationship was experienced cognitively, having an unbelievable

or magical quality and as appreciating the importance of guidance and safety.

The therapeutic relationship or what the participants term ‘healing journey’ was
experienced cognitively as the participants tried to make cognitive sense of what they saw,
heard and experienced with trauma clients. Listening and observing the client’s struggle as
well as their shift forward (gain insight) perhaps into growth seemed to also help
participants cope and possibly grow. This implies that although participants use the word
‘healing’ perhaps they are ‘being with’ or congruent with the client and are using empathy
otherwise it is difficult to imagine them having such growth experiences (Mearns &
Thorne, 2007). In addition, ‘healing’ seems to mean a realisation by the participants that
their work with clients helps them experience positive change as their meaning-making
shifts along with the client’s. The implication is that this gives some insight into how
growth comes from the therapeutic relationship and the interdependence and reciprocal

nature of it.

There is no literature on this type of meaning-making of vicarious experiences however
existing literature on meaning-making of trauma indicates that adaptive cognitive
processing helps moderate negative effects of trauma (Park, 2010; Park, Chmielewski &

Blank, 2010). Tedeschi and Calhoun (1996) and Linley and Joseph’s (2004) research also

corroborate the findings that the search for meaning after distress is important for growth.

‘Healing’ seems to be interpreted and experienced by the participants as having a power
of its own so that it is ‘unbelievable or magical’ and even ‘spiritual’ in some cases. For
example, ‘healing’ appears to convey the impact of seeing client’s transformation within a

short space of time. This experience seems to shift the power away from both client and
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therapist and towards EMDR itself contradicting the humanistic principles of CoP
(Rogers, 1961) as although the ‘power’ does not lie with the participant it does not seem
to lie with the client either. It also seems to conflict with Dworkin’s (2005) argument for
importance of empathy and therefore equality of power in the therapeutic relationship in
EMDR. Implications follow that the growth participants experience might be from
witnessing changes or transformations in the client which they believe to be miraculous
and as a result of the technique EMDR and not as a result of the client’s agency. In
addition, the magical and spiritual elements of ‘healing” do not appear to be understood by
the participants and perhaps this is why they give the ‘power’ to EMDR. The polarisation
and paradox between the scientific rational cognitive sense-making and this element of

mystery appear to be similar to the paradox in growth (Calhoun & Tedeschi, 2006; 2013).

Within the ‘healing journey’ ‘guidance and safety’ as a theme seem to be more of the
participants ‘being with’ their clients on an equal level. Here participants experience of
‘use of self” and provision of empathy as necessary to contain client’s trauma material.
Examples include: participants use of memories of relationships, success stories with a
‘special set’ of clients, use of self-image or their own relationship with ‘self” viewing
themselves as role model. ‘Use of self’ requires participants to have self-awareness and
self-knowledge which is evident in the therapeutic relationship (Mearns & Thorne, 2007).
However, participants also experience the structure of EMDR itself as ‘safe’ and
‘containing’ not only for their clients but also for themselves. As discussed in the
literature review, modified versions of the Standard Protocol have been used to facilitate
client performance enhancement (growth) (Hartung, 2009; Foster & Lendl in 1995 (cited
in Lendl & Foster, 2009) and the existing Standard Protocol (Blore, 2012, 2014) however
these works focused on clients not therapists. Until now research has not yet examined

this link between the EMDR protocol, safety and its effect on the clients’ and therapists’
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growth. This study helps answer the secondary research question of how the EMDR
standard protocol is experienced by the therapist when using it with clients and also

experiencing positive change (see 2.1.5 Research Questions).

Relationship with ‘self’ is highlighted in humanistic literature on ‘use of self” (see Mearns
& Thorne, 2007) and is usually a fundamental component of CoP practice. Research on
use of relational experiences of working with clients for example; ‘special set’ has not
been documented but implications are that this could be very useful for therapists as it
seems to provide safety and protection from VT and also seems to be part of participants’
growth as it provides strength and determination, similar to the findings of Hernandez et

al. (2007) and Voss Horrell et al. (2011).

An unexpected finding is that although participants view supervision as important they
reported more experiences of guidance and safety either from their ‘use of self’, from
the therapeutic relationship (termed ‘healing journey’) or from the structure of the
EMDR protocol. This finding helps answer the secondary research question (see 2.1.5)
on the influence of moderators. It contradicts existing literature which argues that
personal supervision facilitates the therapist’s well-being (Linley & Joseph, 2007).
However, the literature seems to be divided as McCormack (2010) found that similar to
this study growth occurred despite the absence of positive social support. Participants’
experiences of guidance and safety seem to guide them towards growth whereas the
literature views social support (Voss Horrell et al., 2011) as necessary to prevent VT.
Perhaps the prevention of VT can be viewed as a by-product of ‘growth’ as Seligman

and Csikszentmihalyi (2000) suggest through use of PP and Humanistic underpinnings.
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2.4.4 C: Growth through connecting

Experiences of the therapeutic relationship or what the participants termed ‘healing
journey’ seemed to result in that all participants experienced growth through connecting.
This was either with themselves (intrapersonal), with others (inter-personal) or through
the therapeutic or what they termed ‘healing’ relationship with the client (interdependent
and reciprocal growth). This seems to be recognition of growth in participants perhaps
through experiencing the ‘healing journey’. CoPs Strawbridge and Woolfe (2010) discuss
William James’ suggestion that ‘self” is a product of relationships the person has with
others. This relates to findings within this study as ‘growth through connecting’ with
others seems to flow into growth on ‘self’. The findings of ‘growth through connecting’ at
an intrapersonal, inter-personal or interdependent and reciprocal levels provide answers to
parts of the secondary question (see 2.1.5) “What is the impact or benefits of growth
(positive change) on the therapist, others/relationships and how the therapist makes sense

of this” (see below).

‘Interdependent and reciprocal growth’ was given this theme name because of the
meaning of the words. “Interdependent” (Oxford dictionary on-line, 2015) is defined as
“(of two or more people or things) dependent on each other”. “Reciprocal” (Oxford
dictionary on-line, 2015) is defined as “given, felt or done in return”. These definitions
highlight the empathic part of the therapeutic relationship (Rogers, 1961) and suggest the

reciprocal nature of growth.

Findings of ‘Interdependent and reciprocal growth’ in participants expressed as increases
in humility, empathy, trust and acceptance seem to be similar to Rogers (1961) core
conditions and existing literature on empathy (Roger, 1961; Mearns & Thorne, 2007).

However, Rogers (1961) appears to be more focused on facilitation of client growth and
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therefore perhaps does not place as much emphasis on therapist growth. This study fills
this gap and adds to the answer of the secondary research question on the impact or
benefits of growth on relationships as it highlights the importance of the therapeutic
relationship (see 2.1.5) by giving rich descriptions of participants’ experiences of the
therapeutic relationship. The findings also agree with existing literature that empathy is a
positive predictor for growth (Brockhouse et al., 2011; McCormack, 2010). The
importance of empathy in EMDR is discussed in existing literature where Dworkin (2005)
states that the EMDR therapist is a ‘helpless witnesses’ as the client shares traumatic
images which can negatively impact therapists. Dworkin (2005) however does not address
VG which this paper argues can also come out of having empathy in the therapeutic
relationship and listening to the client’s growth narrative. This study is contributing to this

under-researched area.

Participants reported experiencing growth with others outside of therapy (inter-personal).
It ranged from caring and sharing in the community to re-establishing relationships with
family. This links in with existing research on PTG by Calhoun and Tedeschi (2013) and
Joseph (2011) especially growth in relationship with others. However, this study showed
participants with increased levels of enthusiasm and willingness to share knowledge and
experience of EMDR with others which is not picked up in the Calhoun and Tedeschi

(2013) research.

Participants reported experiencing ‘intra-personal growth’ that is; positive change in their
belief system. This finding is in agreement with the definition of growth as a surplus
(Zoellner & Maercker, 2006) and growth as a higher level of functioning than existed
before (Joseph, 2009; 2011; Linley& Joseph, 2004). The difference is that Joseph (2009;

2011) and Linley and Joseph (2004) confine this definition of growth to PTG whereas this
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paper agrees with Zoellner and Maercker (2006) that growth can be used interchangeably

with PTG as the definition seems to apply to both.

Intra-personal growth in participants included: increased appreciation of life leading to re-
prioritisation; increased self-belief; recognition of the importance of self-care and
increased self-awareness about areas in which growth was needed. These findings
corroborate with Calhoun and Tedeschi’s (2006, 2013) research on growth as positive
changes in philosophy of life and positive changes in perception of self. Also, the Arnold
et al. (2005) study confirmed that Calhoun and Tedeschi’s (2006, 2013) PTG is similar to
VPTG. Recognition of the importance of self-care and increased self-awareness are
discussed in existing literature but as a preventative measure from VT and not as a result
of growth (see Voss Horrell et al., 2011; Viviani, 2011) therefore these findings are new
within a growth context as they do not seem to be covered in the literature and add to
answering the secondary research question of the impact or benefits of growth on the

therapist (see 2.1.5).

Findings of positive changes in the participants’ belief system or schema is consistent with
existing literature in Park’s (2010) study on adaptive cognitive processing and Joseph’s
(2009) argument that people try to rebuild schemas about themselves. However, this
seems to be more than adaptation and rebuilding leading to a need for more research

within this area.

2.4.5 D: Impact of growth on ’self’

Growth through connecting and the previous experiences of the therapeutic relationship or
what participants termed ‘healing journey’ seemed to result in four types of ‘self’:

confident self; enthusiastic and creative self and sense of whole self. As discussed above,
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the paradox between the two superordinate themes ‘initial struggles’ and ‘impact of
growth on self’ is discussed in Calhoun and Tedeschi (2006, 2013). The findings on
‘impact of growth on ‘self’ addresses the secondary research question (see 2.1.5) on the

impact or benefits of growth on the therapist as discussed below.

Participants’ experiences of ‘confident self” seemed to be ‘before’ and ‘after’ stories of
practicing with EMDR. EMDR seemed to have helped in self-belief as a practitioner.
Links between growth in professional and personal identities are evident. Growth seems to
spread. Confidence extended to questioning rules and the EMDR protocol itself. This has
theoretical implications as although the EMDR protocol seems to be highly structured, the
impact of growth on ‘self’ and experience seems to enable the participants to become
more confident to challenge the rules and use the protocol creatively so that more ‘use of
self” is employed. This appears to be an overlapping relationship between two secondary
research questions: the benefits of growth on the therapist and how the EMDR protocol is
experienced by the therapist. Implications follow that full use of ‘self” and empathy in the
therapeutic relationship is probably greater in more experienced therapists who do not
need as much support from the protocol as more inexperienced therapists. Current
research on training of therapists focuses on knowledge, skills, supervision and reflective
practice of the relevant training body (see Bager-Charleson, 2010; Hawkins & Shohet,
2012). The impact of working with trauma clients in terms of development of growth in
self and a ‘confident self” are so far not contained in such training instead the focus is on
VT. In addition, so far EMDR training does not incorporate any material on impact of
growth on therapists (see Practical Rationale 2.1.3). However as seen in the practical
rationale (2.1.3) the EMDR Clinical Supervision Process Model (Farrell et al., 2013) has
been developed which incorporates PP. These findings of ‘impact of growth on self” have

particular bearing on Mode 4 which addresses the internal experience of the EMDR
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clinician (transference, vicarious trauma, competency, and professional and personal
development of EMDR) (see Clinical Implications 2.4.6) Existing literature which fits
with ‘confident self” is limited to Tedeschi and Calhoun (1996) and Calhoun and
Tedeschi’s (2006, 2013) factorisation of changes in perception of self and does not have
as rich a description as this study. This study also extends existing literature as it focuses

on growth in the therapeutic relationship which other studies have not done.

Participants report that their experiences of an ‘enthusiastic and creative self’ positively
change the way that they work with their clients. They experience engaging more fully
with ‘use of self’, using EMDR more as an art form than a prescribed model and an
increase in their level of what they perceive as effectiveness. Experiences of a sense of
‘whole self” were reported by participants as an integration of ‘self’ and ‘others’ of
‘personal’ and ‘professional’ identities. This links with Rogers (1961) theory on
development of ‘self’ and self-actualisation. Although Rogers (1961) focuses on the
client, his descriptions of persons who have grown from therapy appear similar to findings
in this study; for example: ‘openness to experience’ maps onto ‘enthusiastic and creative
self’; an ‘internal locus of evaluation’ maps onto ‘confident self” and perhaps ‘willingness

to be a process’ maps onto ‘whole self’.

This is the first detailed study of VG in the therapeutic relationship or what the
participants term ‘healing journey’. There appears to be a constant dichotomy/polarisation
or paradox running through the findings which are consistent to findings within growth.
Humanistic and PP theory have a lot to add to the literature on VG which helps explain
the findings. Although trauma and growth are entwined, this study has provided a rich,

detailed insight into participants’ perception of their own growth.
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2.4.6 Clinical Implications

In today’s society CoPs need to be keep up-to-date in the types of therapies they offer to
clients. As EMDR is one of the two treatments recommended by NICE Guidelines (2005)
for PTSD it seems appropriate that CoPs become trained in this type of therapy. However
clinical implications discussed in reference to CoPs can also be extended to EMDR

therapists.

Although these findings cannot be generalised due to the small sample size, practical
use can be made of the rich descriptions of growth. Implications for practice within
CoP are that a better understanding of how EMDR therapists experience VG when
working with PTSD symptom clients can assist in training CoP’s use of EMDR. This is
important especially for newly qualified and CoPs currently in training in EMDR
because of CoP’s Humanistic paradigm (Strawbridge & Woolfe, 2010). Knowledge
and application of the above findings to train CoPs in EMDR will help them be aware
of potential pitfalls in terms of the initial power imbalance in newly qualified EMDR
therapists as discussed in the ‘experiences of the healing journey’ above. The power
imbalance might make some CoPs feel that EMDR is not the right ‘fit’ for them. There
are also ethical implications as CoPs need to abide by the Code of Conduct and Ethical
Practice (BPS, 2009) and the Division of CoP Professional Practice Guidelines (BPS,
2005). There are currently no statistics for the number of therapists who stop using
EMDR however because of CoP’s alignment with humanistic psychology one can see

how use of such a highly structured therapy such as EMDR might be foreign to them.

This seems a similar challenge faced by CoPs who were working with first wave CBT
where Walsh and Franklin (2011) suggested that CoPs find a way to preserve some of

their relational elements. CoPs developed their own way of working with CBT using a

116



collaborative approach with clients for example, Sanders (2010, p. 126) uses “highly
individual formulation and highly individual therapy.” Similarly, Edwards (2013)
suggested that therapists discuss power dynamics in supervision and be self-aware within
the session. Therefore, the importance of training is not only for CoPs but also for their
supervisors. The view that EMDR as a technique might have ‘magical’ or ‘spiritual’
properties highlights the importance of CoP training to ensure that they are aware of their

epistemological stance and boundaries within the therapeutic relationship.

Clinical implications of this study are not limited to training but extend also to supervision
as noted in the practical rationale (section 2.1.3). The findings have implications for
modes 3 and 4 of the EMDR Clinical Supervision Process Model (Farrell et al., 2013).
The model can be adapted to include this studies findings, that is: experiences of the
therapeutic/’healing’ journey; ‘growth through connecting” which appear to map onto
mode 3 (the therapeutic process and relationship between client and the therapist) and
‘initial struggles’ and ‘growth of self” which appear to map onto mode 4 (the internal
experiences of the therapist). Thereby allowing therapists to appreciate and utilise aspects
of VG which can come from work with trauma clients. CoPs using EMDR should be able
to easily relate to the EMDR Clinical Supervision Process Model because it has been
adapted from Hawkins and Shohet’s (1989/2012) supervision model which is used in CoP
training as well as its emphasis on the Humanistic aspects of the importance of the

therapeutic relationship and internal experiences of the therapist.

Training and supervision can include some of the findings in this study for example; use
of a ‘special set’ or self-image as ‘guide’ as ways of growing CoPs’ sense of self-belief in
their skills. Therefore, rather than wait for the growth to occur through the therapeutic

relationship, aspects of growth learnt from this study can equip CoPs to become more self-
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aware so that they perhaps would not be as avoidant of trauma work and be prepared and

accepting of growth when it arrives.

The findings have illustrated that the relational elements of growth cannot only be
preserved but also flourish and new growth can spread into areas outside of the
therapeutic relationship through VG. Perhaps a manual or book can be developed for
CoPs which is specific to working with EMDR and instead of focusing on protective or
preventive factors to limit VT, instead growth can be encouraged within CoPs by asking
them to look out for signs of growth within their clients then they will hopefully be
encouraged by client growth and also grow even more or perhaps at a quicker pace. This
is similar to what Calhoun and Tedeschi (2013) suggest by asking the therapist to become
an ‘expert companion’. Although implications have focused on the practitioner side of
CoP training, CoPs as psychologists are also trained in the scientific model and although
there is debate about how much one is ‘scientist” versus ‘practitioner’ the aim of training
could be in raising CoP’s awareness of the underlying epistemological elements enabling
them to make more effective decisions in providing the therapeutic relationship and

therefore use evidence-based practice.

Training CoPs will be worthwhile to CoP as a profession as it will enable more of them to
be able to work within the trauma field with EMDR thereby expanding the presence of

CoP in the therapeutic world.

2.4.7 Suggestions for Future Research

Although the study focused on growth, struggle with identity was also experienced by
participants however they stated that they did not experience VT. Future research could
focus on these trauma therapists to find out what makes them different to therapists who

have experienced VT. The nature of meaning-making of struggle is still not understood.
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Further research could explore whether or not it has a motivating factor in helping EMDR
and other trauma therapists pursue careers in therapy and continue working with trauma
clients. Empirical research can try to determine if links exist between this kind of

motivation and VG.

Although this study captured some of what the term ‘healing” means to EMDR therapists
more research is needed in this area to fill some of the gaps which have emerged from this
study. For example; to determine how much EMDR therapists believe in EMDR as
‘magical’ or ‘spiritual’ technique versus the client having his own agency and their role as
therapists. It would be useful to use EMDR therapists from one discipline for example a
humanistic background for this. Another area would be to determine if EMDR therapists
view themselves as ‘healers’, the technique (EMDR) as the ‘healer’, the client, therapeutic
relationship or a combination. This research would have important implications in terms

of the power of balance in the therapeutic relationship.

The roles of cognition, magical or spiritual quality and safety in the therapeutic
relationship also require further research. The role of EMDR in therapists’ growth is
another area waiting to be explored however determination of whether therapists’ growth
is a result of the EMDR and/or the therapeutic relationship seems too complex to answer
via quantitative measures. Rogers (1961) descriptions of growth could also be compared

to current findings.

This study only focused on the VG of the therapist however findings about the therapeutic
relationship were discovered. Future IPA research could narrow the focus to growth
within the therapeutic relationship asking for experiences of the client as well as the
therapist to see if and how they differ or are similar. This would provide a triangulation of

the research. After exploratory research, future research could include grounded theory
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methodology to develop a theory of how growth develops within the therapeutic
relationship and perhaps generalise to the wider population however this might not be

possible due to the unique relationship each therapist has with their client.

2.5 Conclusion

This study aimed to extend research literature on VG experienced by trauma therapists
with a focus on EMDR therapists working with PTSD symptom clients. It has been able to
fulfill its objectives by adding rich, detailed descriptions in terms of how growth was
experienced cognitively, emotionally and linguistically as a journey through initial
struggles, experiences of the ‘healing journey’, growth through connecting and impact of

growth on ‘self’.

Although this research cannot be generalized, the richness of the data has enabled insight
into how therapists and CoPs can be trained and supervised to appreciate and recognize
growth within themselves. Trauma work as a ‘taboo’ subject and a negative aspect of
work can be perhaps challenged and changed with training and supervision to show that

this work is rewarding.

This study is important for CoP to start to make in-roads into the wider arena of trauma
work through working with EMDR and perhaps begin to change the negative medicalized

view of trauma.
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Chapter 3 — Critical Appraisal
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3.1 Critical Appraisal: Strength, limitations

Criticism has been directed at IPA by empirical scientists on its use of small sample sizes
unrepresentative of the general population however Yardley (2002) argues that large
sample sizes would not be able to be analysed in enough depth and the point is that IPA
was developed in response to a lack of focus on meanings, experiences and subjectivity

from other qualitative research methodology (Todorova, 2011).

This IPA study was developed using Smith’s (2011a, p.24) guidelines on “What makes a
good IPA paper?”, the “IPA evaluation guide” in Smith (2011a) and the chapter
“Assessing Validity” in Smith et al. (2009) in which he demonstrated how IPA could meet
Yardley’s (2000) criteria for assessing the quality of qualitative research. Smith’s (2011a;
2011b; 2009) papers were written in response to criticisms levelled at the quality of IPA
and qualitative research. Smith (2011a; 2011b) therefore developed stricter criteria to

ensure that IPA studies would be of rigour and quality.

One possible limitation of this study is that Smith’s (2011a) paper was read after the
questions were designed and approved therefore the study had one primary research
question and three secondary questions. This was a result of the researcher’s inexperience
with IPA methodology. Smith (2011a) suggests the use of one research question for a
clear focus of the study. However, this was not a major problem because as the interviews
were conducted it became clear to the researcher that the main research question was in
fact being answered. With each interview the researcher became more experienced and the
interview became more participant-led. Also Smith et al. (2009) suggest that an interview
schedule can be used and the topic areas divided into different areas especially for novice
IPA users like the researcher. This is similar to what was done in this study. The

secondary questions: the impact or benefits of growth (positive change); how the EMDR
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standard protocol is experienced by the therapist and the influence of moderators in
facilitating the therapist’s growth (see 2.1.5 for more detail) were topic areas for the
primary question of exploring the lived experiences of EMDR therapists focusing on the
meaning or how they make sense of ‘vicarious growth’ when working with PTSD

symptom clients.

Smith et al. (2009) suggests that these secondary theory-driven questions will only be able
to be answered at the more interpretative stage and due to the openness of data collection
might not be answered at all. He goes onto stress that these questions may engage with
theory but do not test it — they are not hypotheses. Another limitation which the researcher
has now learnt from is that the question on the standard protocol seemed difficult for
participants to answer as perhaps it was more of an investigating question rather than an
exploratory one. However, this did not seem to affect the quality of the material collected
on the main research question. The researcher is now more knowledgeable about design of

IPA research questions.

Smith (2011a) recommends good interviewing to obtain ‘strong’ data and this was a skill
which the researcher had to develop as she was new to IPA therefore perhaps the first
interview completed did not contain as rich material as later interviews. Smith et al.
(2009) discusses how difficult it is for novice interviewers to pick up on important cues
from the participant and dig deeper. As discussed in the method section 2.25, the
researcher was experienced in other types of interviewing from her previous job as a
research assistant, occupational psychologist and as a trainee CoP believed that she had
the necessary skills to obtain rich, detailed data. Therefore, rich data was obtained for

most of the six interviews.
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This study aimed to be rigorous, highlighting theme prevalence and attempting for the
corpus to be well presented in the analysis giving voice to all of the participants (see
analysis 2.3). A purposive sample of participants with strict criteria (see method 2.2.3)
were selected and made more homogenous by selecting only EMDR Practitioners.
Extracts were selected for the analysis to give an indication of the convergence and
divergence, representativeness and variability therefore giving the reader breadth and
depth of each theme (Smith, 2011a). This study adhered to Smith’s (2011a) suggestion of
providing extracts from half the participants as the sample size was between four to eight

participants. It also tried to draw on extracts from all of the participants.

Subsets of each theme were analysed thereby giving depth to each superordinate theme.
Attempts were made for the analysis to be interpretative and not just descriptive as
suggested by Smith (2004; 2011a). Patterns of convergence (similarity) and divergence
(uniqueness of the individual experience) were highlighted which according to Smith
(2011a, p.24) is the “hallmark of good IPA work”. Finally, the researcher tried to engage
the reader in the narrative with good writing as suggested by Smith (2011a) and to provide

a coherent argument as suggested by Yardley (2000).

Most of the criticism for IPA comes from Health Psychology probably because this is the
area IPA was first used. IPA’s focus on the individual’s lived experience has come under
criticism for not including social context (Yardley, 2000; Kaptein, 2011; Todorova, 2011).
Smith (2011b) agrees that social context would be a welcome extension of IPA studies.
This study’s findings of growth spreading out into the personal lives of therapist, the role
of supervision and the power imbalance was partly covering social context however future
research could be completed looking at how these socio-cultural factors impact the

therapists and vice versa. This study attempted to meet Yardley’s (2000) criteria for
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quality qualitative research according to Smith et al. (2009) guidelines. The researcher
tried to be sensitive to context through an awareness of the interview process, showing

empathy and recognition of potentials of power imbalance through her training in CoP.

An independent audit trail (see method 2.2.9) has been kept in accordance with Yin’s in
Smith et al. (2009) suggestions. This conforms to Yardley’s (2000) quality criteria for
transparency in the study. Another area which could be a limitation is the openness of the
research question which makes it difficult to know if the research has succeeded or failed
in its aim (Salmon, 2003). Smith et al.’s (2009) suggestion of identification of objectives
which once achieved helps to determine if the research question was answered was used
in the development of topic areas in the interview schedule and then comparing these to
the findings. This hopefully provided the study with more rigour. The study title was

changed at write-up to better reflect the data which emerged from the findings.

3.2 Critical Appraisal of Research Process

I aim to critically appraise my development as a researcher/ practitioner and I will use part
of the IPA process; that is Heidegger’s Hermeneutic Phenomenology (see Smith et al.,
2009) because of its emphasis on reflexivity to make sense of the experience and the
complex relationship between interpreter and interpreted. 1 will use the Hermeneutic
Circle to try to make sense of my experiences of the research process by critically
reflecting on the research process and where I am on the Hermeneutic circle (the dynamic
relationship between part and whole) (Smith et al., 2009). I kept a research reflections

diary over the last three years which will aid the process.
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3.2.1 Research Proposal development

As discussed in the Method section 2.2.10, my engagement with the research topic began
from my work as EMDR therapist with PTSD symptom clients for two years. I started to
become more aware of my client’s growth and could feel myself growing or changing for
the better. I felt that I had a stronger sense of ‘self” yet I also had many unanswered
questions about what this ‘growth’ entailed and how was I to utilise it for the betterment
of my clients and myself. I therefore embarked on the Practitioner Doctorate in CoP
course as I thought that I would be able to find answers to my questions. I also knew that
the course would be research-based and knew that I enjoyed applied research. I felt that
my research base was sound as I had completed an MSc in Occupational Psychology
which was 60% research, was employed as a research assistant in the psychology
department and published research on bullying in the workplace. However, all of this

happened 15 years ago, so I felt nervous and lacked confidence.

The development of my research topic started early into the doctorate in November 2012
as a qualitative research proposal for the Applied Research module. At first I wanted to
look at the impact of EMDR on trauma clients but when I conducted a preliminary
literature search I found that there was already literature on this topic whereas there was a
gap on trauma therapists and growth. I received good feedback on my research proposal
and felt quite pleased. On reflection, I realise that having been a research assistant gave

me an advantage in knowing how to look for gaps in the literature.

However, I was worried as I was not certain what would this topic would contribute to
CoP as at first my assumptions were that it was only applicable to EMDR therapists. On
reflection, this was because I did not have much knowledge or practice of what CoP was

at this point on the Hermeneutic circle. However, I did recognise that my interest in
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‘growth’ was linked to CoP’s Humanistic underpinnings (Rogers, 1961) and that the
negative focus of the literature (Pearlman & Saakvitne, 1995) was polarised from CoP. I
came across an early research objective in my research diary “to move the focus away
from the illness ideology towards a view as a ‘life event which is more natural and
therefore in keeping with growth of the person.” As I reflect, I realise that this was too
wide a research objective and perhaps more in keeping as an objective for CoP as a

profession however it reveals how my early thinking was linked to the ‘whole’ outcome.

3.2.2 Method

My epistemological stance is derived from social constructivism as I subscribe to
Gergen’s (1985) key assumptions. I have a critical stance towards knowledge viewing it
as ‘real’ including myself; viewing the way in which I understand the world as
historically and culturally situated; viewing knowledge as sustained by social processes
that is; people construct knowledge through social interaction especially language and that
each different construction of knowledge brings a different kind of social action so that
some are accepted and are sustained whereas others are excluded which implies that
power dynamics are involved (Gergen, 1985; Burr, 2003). On reflection, my
epistemological stance has been developed from influences of studies in history, a
Sociology degree and this CoP doctorate. However, there is another perspective in the
construction of ‘self” as I was also influenced by an empiricist, positivist Economics
degree and MSc. in Industrial Psychology. I view this paradox within my ‘self” as similar

to the scientist-practitioner as a CoP (Strawbridge & Woolfe, 2010).

My assumptions in how I view the world therefore affect formulation of research
questions, choice of method and data collection. The primary research question is driven

by a need to explore how participants make sense of their own experiences of growth,
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recognising that they understand their own experiences best and are expert. This ties into
the Humanistic underpinnings of CoP as the client understands his/her experiences and the
task of the CoP is to facilitate development of the client’s own agency. I also recognise
the dichotomy within my epistemological stance as the positivist/empiricist side of my
‘self” was also curious about the workings of the Standard Protocol and therefore the
secondary question was more theory-driven which is acceptable according to Smith et al.
(2009). However, as Smith et al. (2009) states the theory question might never be
answered as the overall focus was exploratory. I found that positivist side of myself
getting frustrated when I realised that this part was not going to be answered. I initially
thought that I was doing something wrong being unfamiliar to IPA and qualitative
research however realised that this was part of the hermeneutic circle as an iterative
process — viewing the part (the secondary question), going back to the whole (the primary
research question) and the part again but with a new understanding of how the part fits

into the whole.

The primary research question required an IPA method to best fit its social constructivist
epistemology and also to fit in with my epistemological stance (see method 2.2.2) of
wanting to understand participants from their perspective but also wanting to contribute to

the research using my own interpretations of participants’ experiences (see analysis 2.3).

The process of deciding upon the definition for ‘trauma’ to be used in the inclusion
criteria came as a result of my review of current peer-reviewed literature. I found that
most previous research on growth was on PTG therefore ‘trauma’ was defined in a
medicalised manner (possibly because it is the opposite of PTG); that is, PTSD as defined
in the DSM-IV or currently DSM-V. I wanted to ensure that the therapists understood the

inclusion criteria and 1 wanted this current study to follow peer review literature
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standards. 1 was also aware that the participant group needed to be as homogeneous as
possible as I had already decided that IPA was the best method to fit the social
constructivist epistemology (see above paragraph). Therefore, use of a narrower more
easily identifiable definition of trauma seemed to be a logical decision. However, as an
EMDR therapist I also recognised that often clients would have the symptoms of PTSD
but not be given a diagnosis of PTSD and although homogeneity was a factor I also
needed to ensure that participants would be able to be obtainable; that is participants
would not have the problem to ensure that all clients had a formal diagnosis of PTSD.
Therefore, after consultation with my supervisor VG, I decided to add the term
‘symptoms’ onto the PTSD definition to widen the inclusion criteria. Therefore, the
definition used in the inclusion criteria was “clients with PTSD symptoms” which
indicates that clients did not have to fufil the formal diagnostic criteria of DSM to suffer
from trauma. As part of the validation of this decision it was noted that the medical model

and use of ‘PTSD’ as a definition was not apparent in the interviews with participants.

My assumptions also informed the interviewing and data collection process. I assumed
that as an EMDR therapist, I would be treated as an equal and be accepted by the
participants. One of the advantages was that trust and rapport were quickly built. Yet
ethically I was aware that some of the participants might view my role as researcher and a
psychologist as ‘expert’ therefore I tried to ensure that I built rapport and put them at ease

(see method 2.2.5; 2.2.6).

As I left my research world and came round the hermeneutic circle to the participant’s
world, I realised that I became absorbed by their stories even picking up some of their
words such as ‘healing journey’ unconsciously as I later realised in the analysis. 1 felt

moved by their stories and empathised with their experiences of clients. A challenge for
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me was that sometimes the material was too closely related to my own experiences. I
therefore had to be self-aware and had hold back from asking questions based on my
assumptions. I found this quite difficult to do but learnt with experience to listen more and
hold back from the interpretative process until I passed around the hermeneutic circle after
the interview finished. This is the reason that I used my reflective diary to ‘bracket off’
my assumptions and ideas so that they would not influence the next interview (Smith et

al., 2009).

I knew one participant and this I found to be the most challenging interview — it was also
my first. This person was an expert in EMDR and on reflection I did not feel at an equal
level to him/her. I found that the person went off on a tangent to the question asked, did
not reflect on experiences but instead discussed theory and I found it difficult and
emotionally draining to bring them back. I left the interview frustrated that I had done it
all wrong. I now realise that this was part of my learning experience of doing qualitative
interviews and found that it was also part of the process as I had entered his/her world and

found it to be uncomfortable.

3.2.3 Analysis

I found analysis of the first transcript to be a very frustrating process as on reflection, I
eagerly embraced the idiographic element of IPA and was very absorbed and immersed in
each participants’ world — trying to capture every detail of the ‘part’ through descriptive,
linguistic and conceptual comments staying close to the participant’s words. However, |
then found it difficult to shift and try to make sense of the ‘whole’ (identify emergent
themes using my own interpretation) as this felt as though I was fragmenting and moving
further away from the participant’s story. The iterative process of returning to the ‘part’

again and then back to the ‘whole’ was tiring and I felt lost. I found comfort in Smith et
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al.’s (2009) book which explained that these feelings were a normal part of the
hermeneutic circle — the dynamic relationship of me and participant. After finishing the
first transcript I began to feel a little more comfortable with the process and my speed
increased as I realised that this was actually collaboration between me and the participant.
Upon reflection, my social constructivism and humanistic assumptions about development
of ‘self” became evident in my use of emergent themes which were directly related to

humanistic theory of growth (Rogers, 1961).

3.2.4 Discussion

I believe my epistemological stance and therefore my cultural, historical upbringing and
training as a CoP are evidenced within the research process through my use of Humanistic
theory and PP as well as the positivist, empirical part of my ‘self” which is observed in the
rigour of the research process as I tried to produce a quality IPA study with Yardley’s

(2000) and Smith’s (2011a; 2011b) quality criteria.

Implications for future research and practical applications have also been influenced by
my epistemological stance. The empiricist, evidence-based part of ‘self” has considered
future research into the influence of the standard protocol on the client’s and therapist’s
growth. Practical applications have been guided by the humanistic practitioner side of
‘self” to help guide CoP’s to become better therapists and increase working in the trauma

field.

I have come out of the hermeneutic circle at a different place from where I started because
the research has helped me realise that the two sides of my ‘self or differing
epistemological stances are not problematic and are similar to the differing stances within
CoP. I recognise that CoP as a profession ‘fits’ with my personality and epistemology.

The paradoxical element between struggle and growth is also similar to the struggle
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between the epistemologies of empiricism and social constructivism and this has taught
me that life has paradoxical elements which seem necessary for growth. I look forward to

continuing my growth as a CoP whilst being aware of and embracing paradox.
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Appendices

Appendix 1 — Ethical Approval Form

‘ UNIVERSITY OF
\/N WOLVERHAMPTON

KNOWLEDGE * INNOVATION = ENTERPRISE

Date 23™ January 2014

Penelope Smith-Lee Chong

Dear Penelope

Re: Eye Movement Desensitisation and Reprocessing (EMDR)
Therapists’ Meaning-making of positive experiences from working with
Posttraumatic Stress Disorder (PTSD) symptom clients. Focus on
Vicarious Posttraumatic Growth.

On review your Resubmitted Research Proposal was passed and given full
approval (Code 1 - Pass). You are free to continue with your study. We would
like to wish you every success with the project.

Yours sincerely

H Paniagua
Dr. H. Paniagua PhD, MSc, BSc (Hons) Cert. Ed. RN RM
Chair — School Ethics Committee

D Chadwick
Dr. D. Chadwick PhD, MSc, BA (Hons). PGCE
Chair — School Ethics Committee
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Appendix 2 — Revised Ethical approval form

Dr . H. Paniagua and Dr. D. Chadwick

Chairs, Faculty of Education, Health and Wellbeing
Ethics Sub-Committee Board

(Health Professions, Psychology & Social Care)
School of Health and Wellbeing

ML Building, Room ML110

Deanery Row, Off Molineux Street
Wolverhampton

WV1 1DT

17" December 2013

Re: Code 3 — Provisional Pass (Chair’s Action) ‘EMDR therapists’ meaning-making
of positive and negative experiences working with clients with symptoms of post-
traumatic stress disorder (PTSD)’ - submitted to the Faculty of Education, Health
and Wellbeing Ethics Sub-Committee Board (Health Professions, Psychology &
Social Care)

Thank you for your letter dated 18" November 2013 regarding submission of the above
proposal to the Ethics Sub-Committee Board. The concerns raised by the ethics committee
have been listed and responded to by describing how the application has been changed to
address the concerns (please see the attached table below). Changes made have been
highlighted in yellow where possible and page numbers provided.

Please note that after attending a Methodological Interpretative Phenomenological
Analysis course in London I have decided to narrow the focus of the study as
recommended by the experts as the amount of qualitative material generated would be
beyond the scope of a Practitioner Doctorate. The study will therefore focus on the
‘growth/positive change/experiences’ aspect and will not include negative experiences of
‘trauma’. This proposal has been amended to reflect these changes for example, more
literature on growth has been included (see highlights in Green and appendix 5 interview
schedule). These changes mean that participants will only be asked about growth/positive
change/experiences and therefore they should not suffer from as much distress as before
(if any).

I do hope that I have now fulfilled your requirements and will obtain full approval so that
I can proceed with my research. I await your response.

Yours sincerely

Penelope Smith-Lee Chong MSc., C.Psychol., AFBPsS, CSci
Registered Occupational Psychologist (HCPC)

Counselling Psychologist in Training

Practitioner Doctorate in Counselling Psychology
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cc: Table 1

Table 1: Concerns raised and how application has been changed

Concerns raised

How application has been changed — all amendments are
highlighted in yellow and numbered according to the
‘concerns raised’

1 All materials need to be
simplified and user
friendly language to be
used

Materials have been simplified and user friendly language
used as much as possible for example; a simplified version of
the project title has been used when viewed by the
public/participants in advertisements, participant information
sheet however acronyms such as EMDR and PTSD are well
known to trauma centres and are more user friendly than the
whole term therefore these acronyms have been left in. See
Appendix 1;

Please note: Inclusion criteria requires all participants/’users’
to be Eye Movement Desensitisation and Reprocessing
therapists who have experience working with clients with Post
traumatic Stress Disorder symptoms therefore they will be
recognised and accustomed to use of ‘EMDR therapist’ title —
this makes it more user friendly for them.

2. Sample letter for
organisation requires
reformatting

Reformatting completed. See Appendix 1

3. Please confirm
whether the mobile
telephone number
detailed is a personal one
or whether it has been
bought specifically for
this research. If personal
then please remove this
information

The mobile phone number has been removed from the
following appendices — 2; 4; 8

153




Table 1 (Cont’d)

Concerns raised

How application has been changed

4.Please remove
acronyms

Acronyms have been removed from the main proposal and
replaced with the full name however acronyms such as
‘EMDR’ have been left in the information sheet and the
consent forms because therapists who are qualified in the
EMDR training are known as and call themselves ‘EMDR
therapists’. In addition, inclusion criteria requires all
participants/’users’ to be Eye Movement Desensitisation and
Reprocessing (EMDR) therapists who have experience
working with clients with Post traumatic Stress Disorder
symptoms therefore they will be accustomed to use of ‘EMDR
therapist’ title and may feel offended or that the study is not
recognising them as such. In addition ‘EMDR’ has been left in
where it is used in the title of the organisation.

5. Letter to participants
requires clarification
regarding what the study
is about before they are
asked to consent

This has been done — see Appendix 2 — Letter/e-mail to
participants Also note that the letter to participants states that
it has enclosed Appendix 4- Participant Information Sheet
which explains what the study is about.

Appendix 4 — Participant Information Sheet

6. Standard format for
consent form and
information sheet to be
used with additional
spacing provided for
answers

Standard Format kept — see Appendix 3 Consent form

I am not clear on what additional spacing is needed for
answers for Consent form — Appendix 3 or Participation
Information Sheet — Appendix 4

Appendix 7 — Demographic Sheet — more space has been
left for answers

7. Debrief needs to be
more detailed

See Appendix 6 — Debrief - more information on the
rationale and how the participant has contributed to the
research is given.

8. Further detailed
information is required
regarding the research
study

Further detailed information is given in the Literature Review
and rationale and followed up in Appendix 4 — Participant
information sheet

9. Remove date of birth
and ask for age only

Date of Birth has been removed from Appendix 7 —
Demographic Information Sheet

10. Theoretical literature
background requires
clarification

Acronyms have been removed and more explanation given to
hopefully make clearer. A layperson was used to test out
understanding.

Highlights in Yellow: - how the application has been changed to address Ethics committee

concerns

Highlights in Green: - how the application has been changed to address narrow focus of

study

154




UNIVERSITY OF
‘/u WOLVERHAMPTON
KNOWLEDGE = INNOVATION = ENTERPRISE
Ethical Approval Form
Please complete and submit the three components, which together make up the
ethical approval form document — (i) The Researcher Checklists; (ii) Investigator,
Supervisor & Research project details; and (iii) your Protocol.

Researcher Check Lists (Part A)

Once you have answered all the questions below and the relevant documents have been included
please send this to your supervisor for submission.

Procedural Aspects Prompts

This is the first researcher checklist and aims to help ensure you have addressed all the salient
procedural aspects of the ethical approval process. It should be submitted completed as part of
your ethics application form. If you answer No to any of the items below, your submission is likely

to be returned to you without being reviewed.

1. Have you completed and included all three parts of the YesXI | No[] | NJ/AL]
submission document?

i. Researcher Checklists

ii. Researcher, Supervisor & Research Project details

iii. Your Research Protocol with Appendices

2. Does your project protocol include an electronic signature from Yes[ ] | No[] | NNAX

your supervisor? (For supervised projects only)

3. Is your proposal 1,500 words (+ or — 10%)? Yes[X] | No[] | NJAL]
4. Have you included ALL necessary Appendices documents? Yes[X] | No[] | NJ/AL]
i. Original letter of access and/or approval letter from organisation Yes[X] | No[] | NJAL]
ii. Letter/Email Inviting participants to take part Yes[X] | No[] | NJA[L]
iii. Consent form Yes[X] | No[] | NJAL]
Iv Consent form involving access to medical records Yes[ ] | No[] | NNAX
v. Participant information sheet Yes[X] | No[] | NJA[L]
vi. Debrief sheet Yes[X] | No[] | N/AL]
vii. Data Collection Materials & Procedures (e.g. questionnaires, Yes[X] | No[] | NJAL]

interview schedules, training/intervention details etc.)

' To complete the checklist boxes either double click and select checked or right click select
properties and then select checked. If you select the wrong box and cancel, rather than selecting
checked or unchecked, the box will disappear, undo to make the box reappear.
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Ethical Consideration Prompts
This is the second researcher checklist and aims to help ensure you have addressed all the
salient ethical issues. It also aims to help you to decide if your study is a category A or category B

project. It should be submitted completed as part of your ethics application form

1. Will you describe the main research procedures to participantsin | YesX] | No[] | N/A[]
advance, so that they are informed about what to expect?

2. Will you tell participants that their participation is voluntary? YesX] | No[ ] | N/AL]
3. Will you obtain written consent for participation? YesX] | No[ ] | N/A[]
4. Will you avoid coercion? YesX] | No[ ] | N/A[]
5. If the study involves observational data collection, will you ask Yes[ ] | No[] | NAX

participants for their consent to being observed?

6. Will you tell participants that they may withdraw from the research | Yes [X] | No [] | N/A[]
at any time without giving a reason and with no repercussions?

7. With questionnaires, will you give participants the option of Yes[ ] | No[] | NAKX
omitting questions they do not want to answer?

8. Will you tell participants who will have access to their data? Yes[X] | No[] | N/AL]
9. Will you tell participants that their data will be treated with full Yes[X] | No[] | N/AL]

confidentiality (detailing data protection and storage procedures)
and that, if published, data will be anonymised?

10. Will you debrief participants at the end of their participation (i.e. Yes[X] | No[] | N/AL]
give them a brief explanation of the study).

11. Will you provide participants with the option of receiving a lay YesX] | No[] | NJAL]
summary of the main findings?
12. Will your study involve deliberately misleading participants in Yes[ ] | NoX | NJAL]

any way? (Category B)

13. Is there any realistic risk of any participants experiencing either YesX] | No[] | NJAL]
physical or psychological distress or discomfort?

If Yes, give details in the ethical issues section of in Part B and/or in
your Protocol (Part C) and state how this will be handled (e.g. who
the participant can contact for help). (Category B)

14. Does your study involve work with animals? (Category B) Yes[ | | NoX] | NJA[]

15. Do participants fall into any | Schoolchildren (under 18 years of Yes[ ] | NoX | N/A[L]

of the following special groups? | age)

(Category B) People with learning or Yes[ ] | NoX | NNAL
communication difficulties

Note that you may also need to | Patients/Clients (including Yes[] | No[X | NJAL[]

obtain satisfactory CRB people with diagnosed

clearance (or equivalent for psychological of health

overseas students). conditions)
People in custody or offenders Yes[ | | NoX] | NJA[]
Other vulnerable groups (e.g. Yes[ ] | NoX | NAL]
victims, homeless people,
substance misusers, etc.)

16. Does your study involve collecting sensitive secondary data Yes[ ] | NoX | NJAL]
(e.g. records regarding cause of death, abuse, neglect etc.)
(Category B)

17. Is this study going to an external ethical review committee (e.qg. Yes[ ] | NoX | NJAL]
IRAS, REC, NOMS etc.), if so please give details below.

External Approval will be sought from:

You must bring to the attention of the Ethics Committee any additional
issues with ethical implications not covered by the above checkilist.
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Ethical Approval Form
Investigator, Supervisor & Research Project details (Part B)

Investigator’s Details (Must be completed)

Title: Mrs

Forename: Penelope

Surname: Smith-Lee Chong

Position: Counselling Psychologist in Training

Qualifications/Expertise of the investigator relevant to the submission: MSc. in
Industrial Psychology, Chartered Scientist (CSci), HCPC Registered Occupational
Psychologist

Email address: [redacted]

Address: [redacted]

Postcode: [redacted]

Telephone number: [redacted]

Alternative contact number: [redacted]

Supervisor’'s Name & Contact details: Dr. Victoria Galbraith

[e-mail address redacted]; Dr. Abigail Taiwo, [e-mail address redacted]
Are you as the Investigator or is your Supervisor a member of the ethics committee?:

NO

Title of the Research: EMDR therapists’ meaning-making of positive experiences
from working with Posttraumatic Stress Disorder (PTSD) symptom clients. Focus on
Vicarious Posttraumatic Growth.

Please indicate the type of submission (See Section 3 of Guidance Pack):
[] Category 0 Undergraduate project self-certification

[] Category 0 Other

[] Category A

X] Category B

Please indicate whether the study is:
[] Staff Research (Externally funded)
[] Staff Research (University funded)
X] Postgraduate student Project
Programme of study: Practitioner Doctorate Counselling Psychology
[] Undergraduate student project - Programme of study:
Programme of study:

How many words is your proposal: 1650 (including references in document)

Key Words: EMDR, PTSD, Vicarious PTG

Please LIST below the major ethical issues you have discussed in the attached
research protocol.

Psychological risk/discomfort

Sensitive information — informed consent for verbatim extracts; oral consent; data
collection

Anonymity

Protection of data




Research Protocol (Part C) -

Eye Movement Desensitisation and Reprocessing (EMDR) Therapists’ Meaning-
making of positive experiences from working with Posttraumatic Stress Disorder
(PTSD) symptom clients. Focus on Vicarious Posttraumatic Growth.

Theoretical and Literature Based Background

Eye Movement Desensitisation and Reprocessing is a specific, integrative
psychotherapeutic approach which began as a treatment specifically for Posttraumatic
Stress Disorder clients (Shapiro, 2001). Shapiro (2001) argues that ‘abreactions’ occur
when the client’s dysfunctional information is stimulated as it is brought into some level
of consciousness and may be experienced by the client at a high level of disturbance.
Therapists are trained not to intervene but to “Let whatever happens, happen.” (Shapiro
2001, p. 172); implying that therapists are vicariously exposed to traumatic material.
Posttraumatic Stress Disorder is currently diagnosed using the Diagnostic Criteria of the
DSM-V-TR® (American Psychiatric Association, 2013) as exposure to actual or
threatened death, serious injury or sexual violation where exposure must result from one
or more scenarios h The definition and categorisation
implies that it is an illness which needs to be treated. Prior research focused on medical,
negative elements of trauma (Joseph, 2009 and Lindley & Joseph, 2007), risk of vicarious
traumatisation and the impression of the therapist’s ‘lack of coping’ (Phelps, Creamer &
Forbes, 2009).

Linley and Joseph, (2006) stated that growth is more than resilience and exceeds levels of
functioning which existed before. Shapiro (2007) describes Eye Movement
Desensitisation and Reprocessing treatment leading to growth in that traumas are
“...transformed into learning experiences that rapidly unfolded and strengthened the
victim into survivor and then into “thriver.”

Therapists are Vicariously exposed to both traumatic and growth material through their use
of the standard Eye Movement Desensitisation and Reprocessing Three-Pronged Protocol
where the client’s ‘past’ trauma is processed first, followed by ‘present/current’ triggers
and finally the ‘future’ where growth may occur (Shapiro, 2001).

So far, research on growth has focused primarily on quantitative analysis using standard
sychometric tools
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Tedeschi & Calhoun, 2004 suggest that research is needed on
“individual attempts to navigate the aftermath of trauma to develop an overall
appreciation for these transformative processes” (p. 15) and view metaphorical and
narrative elements to be important to trauma survivors. Other researchers agree that
“meaning is unique for each person” (p.146 Joseph, 2011) and Sabin-Farrell & Turbin,
2003 along with Lindley & Joseph, 2007 argue that more qualitative research is needed to
understand experiences of vicarious posttraumatic growth amongst therapists. These
views are inconsistent with quantitative attempts to measure and categorise growth and is
better explored using qualitative methodology such as Interpretative Phenomenological
Analysis.

Research does not currently explore how EMDR
therapists’ of positive experiences“ from working with

symptoms of Posttraumatic Stress Disorder. The Eye Movement
Densitisation and Reprocessing Protocol provides an opportunity to study _

vicarious growth.

Rationale
Prior research has focused on negative experiences of trauma and risk of vicarious

traumatisation to the therapist. Research has also shown that exposure to trauma can result
in growth/positive change and
However

work, there is a paucity of qualitative research on vicarious posttraumatic growth
especially amongst therapists

There is a need for qualitative research to focus on individual, unique experiences
of vicarious posttraumatic growth

In Eye Movement Desensitisation
and Reprocessing therapy, therapists are exposed to both traumatic and growth material of

clients as a result of the Standard Protocol used however current qualitative research does
not explore the meaning therapists’ make of positive * working
with ﬁ symptoms of Posttraumatic Stress Disorder. This is an

opportunity to gain a better understanding of the
processes involved for Eye Movement Desensitisation and Reprocessing therapists.

Research question:
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How do Eye Movement Desensitisation and Reprocessing therapists’ make sense of
positive _ working with Posttraumatic Stress Disorder symptom
clients?

Aims:

(Appendix 5 — see Interview Schedule) — Explores:
How the EMDR therapist makes sense of positive experiences/-

Research Design/Approach

An Interpretative Phenomenological Analysis approach will be used to explore in detail
‘lived’ personal meanings .the therapist’s ﬂ - *

‘traumatic’/negative and ositive material of clients with Posttraumatic Stress

It will allow researchers to analyse recurring themes as they emerge. Eatough
& Smith in Lyons & Coyle (2007) state that using this approach does not aim to “...test a
hypothesis derived from extant work™ (p. 206) rather it allows the researcher to contribute
to the interpretative process of the analysis by using her/his existing knowledge, theory
and experiences as a therapist. This would not be allowed in Grounded Theory where the
role of researcher (realist epistemology) differs as s/he creates new theory from analysis
which accounts as accurately as possible for the data.

Recruitment, Sampling and Study Participants

A purposive, homogeneous sample of therapists who possess EMDR UK & Ireland
requirements for Basic training that is; mental health professionals with current
professional registration and have completed basic accredited training (recognised EMDR
Europe provider) will be recruited. They must have a minimum of 1 year post-training
EMDR experience with 5 Posttraumatic Stress Disorder symptom clients (currently or in
the past) and have clinical and Eye Movement Desensitisation and Reprocessing specific
supervision. As the research is also focused on the possible impact of the protocol on
therapists’ growth, anyone without experience of all stages of the Standard three-pronged
protocol will be excluded. Opportunities, referral and snowballing sampling will be used
to obtain potential participants. Private clinics, charity organisations and relevant groups
will be contacted (Appendix 9), sent a letter (Appendix 1) and asked to recruit and or
circulate an advertisement for potential participants. Private therapists will be contacted
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via e-mail/letter (Appendix 2). It is hoped most of the participants will be recruited from
the same trauma organisation/charity to aid homogeneity. The aim is to recruit between 4
to 6 participants to be interviewed once as Smith et. al. (2009) suggest the number of
interviews rather than participants is important suggesting 4 to 10 and warn against a
higher number as analysis requires time, reflection and dialogue.

Data Collection Method

The study will use semi-structured interviews to gather rich, detailed, in-depth accounts of
participants. The Interview Schedule (Appendix 5) is a tentative guide of topic areas as
Smith et. al. (2009) advise that the process is iterative because ideas may develop and
change during a well as after a pilot or first interview. Interviews 1 '2 hours in length will
be audio recorded.

Demographics will be collected (Appendix 7) on items known from the literature review
to possibly affect trauma and growth.

Data Collection Procedure

Six semi-structured interviews will be conducted over 3 consecutive months, 2 per month.
Participants will be interviewed preferably in person by the researcher at a place suitable
to them or via Skype.

A Participant Information Sheet (Appendix 4) will be sent to participants detailing
information on study purpose, procedure, confidentiality, results, interview and contact
details. Participants will receive a Consent Form (Appendix 3) allowing free informed
consent for participation, publication of verbatim interviews and right to withdraw or
withhold data without prejudice.

Interviewing: A digital audio-recorder will be used. Comfort and Timing - participants
will be reassured and made to feel comfortable as the researcher will explain that
participants can take their time to think and talk and the researcher will speak slowly and
clearly when asking questions. Participants will be told at the beginning of the interview
that the researcher is interested in them and their experiences in as much detail as they can

give and that there are no right or wrong answers. Interview style will be explained
(Aﬁﬁendix 4).

The audio-tapes will typed/transcribed verbatim by the researcher before conducting
another interview. The transcription process is estimated to take approximately 7 hours for
1 hour of interview.

Feedback will be arranged for participants.

Data Analysis
Interviews will be analysed using Interpretative Phenomenological Analysis following the

steps proposed by Smith et. al. (2009). The steps are as follows:
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Starting with the first case - most complex interview, researcher listens to audio recording,
reads and re-read

Initial noting

Develop emergent themes

Search for connections across emergent themes

Analyse other cases

Look for patterns across cases — develop a Master table of themes for the group

Ethical Considerations

The British Psychological Society Code of Human Research Ethics (2010) has been
adhered to.

Psychological Risk/Discomfort participants are registered therapists who will have a
duty of self-care to have regular clinical supervision and some will engage in their own
personal therapy. The researcher is a trainee counselling psychologist and will stop the
interview if the participant shows signs of distress and refer to counselling/support
websites/organisations (Appendix 6 - Debrief).

Sensitive information:

Informed consent - will be obtained for participation and inclusion of verbatim extracts in
published reports. Participants can withdraw up to one month after the interview and will
have opportunities to review the transcript for accuracy withdrawing comments the
participant does not wish to appear in the public domain (Appendix 3)

Oral consent will be sought at time of interview for any unanticipated emerging sensitive
information (Smith et al., 2009) and documented in an auditable record by audio-
recording (BPS Code of Human Research Ethics, 2010).

Anonymity — Smith et al. (2009) describe that confidentiality cannot be guaranteed in
qualitative research as others will see the research however anonymity can be offered.
Raw, unedited data transcripts will be coded and only seen by those authorized persons
directly involved in the study such as the researcher, research supervisors and examiners.
Data for wider use will be edited for anonymity for example by name change however sex
will need to be kept as this may be relevant in analysis of results. If any unanticipated
sensitive information is collected participants will have the option to review data extracts
from their interviews to choose what will appear within a public-domain document.

Security of data — data will be kept on a password encoded computer in a locked office
and transcripts and consent forms will be kept in a locked safe.

Potential Problems & Possible Solutions

Complicated study title leading to lack of understanding of what the study is about and
therefore affecting recruitment of participants. Possible solution: use a
simplified/layman’s title for the information and consent sheets and any advertising
material

Homogeneity of sample — difficulties obtaining participants with exact specifications
regarding training and number of clients seen. Possible solution: lower the requirements
keeping a minimum standard

Distress during interview. Possible solution: asking if ok to continue or if not stopping,
debriefing and giving access to support.
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Pilot Study
A full pilot will not be undertaken due to difficulties in finding samples and amount of

analysis however a Pilot Interview with colleagues will be undertaken so that the
interview schedule can be practiced and amended as necessary. A 2 day IPA course which
includes study design: construction of a suitable interview schedule; interviewing practical
exercises, data analysis: exploratory coding, emergent theme practical; development of
analysis write up will help pick up potential design and practical problems. A pilot test of
the information participation sheet and debriefing will also be conducted. (BPS Code of
Human Research Ethics, 2010).
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Appendix 3 -Advertisement for participants

UNIVERSITY OF

WOLVERHAMPTON

KNOWLEDGE = INNOVATION = ENTERPRISE

Advertisement for participants in research for EMDR

Simplified Title of study: How EMDR therapists’ make sense of positive experiences
from working with clients who present with symptoms of Posttraumatic Stress
Disorder (PTSD).

Aim of study: The study aims to explore how EMDR therapists’ make sense of positive
experiences from working with clients who present with symptoms of PTSD. The purpose
of the study is to broaden our understanding of Vicarious Posttraumatic Growth (positive
change) by exploring its process, nature and benefits through the individual, unique
experiences of therapists. It is hoped that positive changes which are not currently
included in existing scales of assessment for posttraumatic growth may be discovered.
The study will also explore the possible role of the EMDR Standard Three-pronged
Protocol on growth.

Method Used: The study utilises a qualitative research design of Interpretative
Phenomenological Analysis (IPA) which aims to analyse recurring themes as they
emerge.

Benefits of study: It is hoped that the findings of the study will enable a better
understanding of the processes involved for EMDR therapists when working with clients
who present with PTSD symptoms and take into account the possible role of the protocol.
An increased understanding could assist in the training of professionals and perhaps
improve job satisfaction and effectiveness of treatment delivery in the future.

How to qualify for participation: You would need to be mental health professionals with
current professional registration who have completed basic accredited training with a
recognised EMDR-Europe provider. In addition you must have a minimum of 1 year post-
training EMDR experience with 5 PTSD symptom clients (currently or in the past) and
have clinical and EMDR specific supervision. As the research is also focused on the
possible impact of the protocol on therapists’ growth, anyone without experience of all
stages of the Standard three-pronged protocol will not be able to participate in the study.

What’s involved: Completion of a Consent and Demographic form, followed by a one-off
semi-structured interview will be conducted either in person or via SKYPE taking 11/2
hours. You will receive feedback on the findings of the study in 2015.

What to do next: If you are interested please contact the researcher directly and you will
receive a Participant Information Sheet with further information and a Consent form.
Researcher: Penelope Smith-Lee Chong

Email: [e-mail address redacted]

164



Appendix 4: Participant information sheet

UNIVERSITY OF
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Participant Information Sheet
Date: 17" December, 2013
Version: 1.2

Simplified Title of study: How EMDR therapists’ make sense of positive experiences
from working with clients who present with symptoms of Posttraumatic Stress
Disorder (PTSD).

We invite you to take part in a research study. Before you decide it is important for you to
understand why the research is being done and what it will involve. Please take time to
read the following information carefully and discuss it with friends/relatives. Ask us if
there is anything that is not clear or if you would like more information. Take time to
decide whether or not you wish to take part. The British Psychological Society’s Code of
Human Research Ethics (2010) has been adhered to in the design of this study. Thank you
for reading this.

What is the purpose of the study?

This study aims to explore how EMDR therapists’ make sense of positive experiences
from working with clients who present with symptoms of PTSD. The study’s purpose is to
broaden our understanding of Vicarious Posttraumatic Growth (positive change) by
exploring its process, nature and benefits through the individual, unique experiences of the
therapists. It is hoped that positive changes which are not currently included in existing
scales of assessment for posttraumatic growth may be discovered. The study will also
explore the possible role of the EMDR Standard Three-pronged Protocol on growth.

I hope that the findings of the study will enable a better understanding of the processes
involved for EMDR therapists when working with clients who present with PTSD
symptoms and take into account the possible role of the protocol. An increased
understanding could assist in the training of professionals and perhaps improve job
satisfaction and effectiveness of treatment delivery in the future.

The study is expected to begin in January 2014 with interviews collected from February to
April 2014, analysis May to August 2014 and submission for viva in May 2015.

Why have I been chosen?

You have been identified as a mental health professional with current professional
registration who has completed basic accredited training (recognised EMDR Europe
provider). In addition, you have a minimum of 1 year post-training EMDR experience

with 5 PTSD symptom clients (currently or in the past) and have clinical and EMDR
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specific supervision. As the research is also focused on the possible impact of the protocol
on therapists’ growth, if you do not possess experience of all stages of the Standard three-
pronged protocol will be not be able to participate in the study.

Do I have to take part?

It is up to you to decide whether or not to take part. After you have read the information
sheet, if you do decide to take part you should contact the researcher at the details
provided below and I will provide you with a consent form and pre-paid envelope to
return to me. If you decide to take part you are still free to withdraw at any time without
giving a reason up to one month after the interview.

What will happen if I decide to take part?

If you decide to take part and you return the consent form, you will be asked to fill in a
demographic sheet to return to the researcher in a pre-paid envelope. The researcher will
then contact you to arrange a suitable time and place to conduct a semi-structured
interview. If the interview cannot be conducted in person then it will be completed via
SKYPE. The interview will last for approximately 1 2 hours during which you will be
given time to think and talk about your positive experiences of working with PTSD clients
using EMDR in as much detail as you can give. There are no right or wrong answers. The
researcher will say very little and some of the questions may seem to be self-evident but
this is because the researcher will be trying to understand your experiences from your
perspective.

The interview will be recorded via digital audio-recorder, kept in a locked safe, then typed
and transcribed verbatim by the researcher. After transcription of tapes, all data will be
coded to ensure anonymity.

What are the potential benefits and risks of taking part?

Potential Benefits: Although there are no direct benefits for you if you take part, you will
have an opportunity to discuss your experiences of using EMDR to work with PTSD
symptom clients. Your participation will enable a better understanding of the processes
involved for EMDR therapists in their work with clients who present with PTSD
symptoms and take into account the possible role of the protocol within growth of the
therapists. An increased understanding could assist in the training of professionals and
perhaps improve job satisfaction and effectiveness of treatment delivery in the future.

Potential Risks: We acknowledge that some of the issues under discussion are sensitive
and by taking part, you may remember things that you may find upsetting. If this occurs,
the researcher will ask you if you want to continue to participate in the interview. Any
decision you make will be respected. You will be provided with debriefing and also a
contact list of support websites and counselling organisations.

Will my taking part in the study be kept confidential?

Raw, unedited data transcripts will only be seen by those authorized persons directly
involved in the study such as the researcher, research supervisors and examiners. You will
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not be identifiable in any publication or report as all identifying information will be
changed.

What will happen at the end of the research study?

It is intended that the results of the study will be published around May 2015 as a thesis
for completion of the Practitioner Doctorate in Counselling Psychology. All participants
will be sent a summary of results. It is intended that results will be published in a peer
reviewed journal.

What if I have a problem or concern?

If you have a concern about any aspect of this study, you should ask to speak with the
researcher who will do their best to answer your questions. If you remain unhappy and
wish to make a formal complaint you can do this through the research supervisor
Dr. Victoria Galbraith at [e-mail address redacted]

Who has reviewed the study?

The study has been reviewed and approved by the Faculty of Education, Health and
Wellbeing Ethics Sub-Committee Board (Health Professions, Psychology & Social Care),
University of Wolverhampton to protect your safety, rights, wellbeing and dignity.

Contact for further information

If you require any further information about the study please do not hesitate to get in
touch.

Researcher: Penelope Smith-Lee Chong

Email: [e-mail address redacted]

Email is preferred means of contact.

Address for correspondence:

c/o Dr. Victoria Galbraith, HCPC registered Counselling Psychologist
Senior Lecturer and Programme Director for PsychD Counselling Psychology
School of Health and Well-being

University of Wolverhampton

City Campus — North

Nursery Street

Wolverhampton WV1 1AD

Email: [e-mail address redacted]

You will be given a copy of the information sheet and a signed consent form to keep.

Thank you for taking part in this study.
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Appendix 5: Interview Schedule
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Simplified Title of study: How EMDR therapists’ make sense of positive experiences
from working with clients who present with symptoms of Posttraumatic Stress
Disorder (PTSD).

Briefing

The interview will last for approximately 1 2 hours. Please take your time to think and
talk, I am interested in you and your positive experiences of working with PTSD clients
using EMDR in as much detail as you can give. There are no right or wrong answers. I
will say very little and some of the questions may seem to be self-evident but this is
because I am trying to understand your experiences from your perspective.

Minimal probes will be used in order to fully understand participants’ comments.

Tentative Interview Schedule:

Descriptive:

Can you think back to when you first had a positive experience from working with clients
who present with symptoms of Posttraumatic Stress Disorder (PTSD)? Tell me what that
was like for you?

Possible Prompts:
What happened? What did it feel like?

Positive Experiences/Change/Growth:

What does finding positive experiences from working with clients who present with
symptoms of Posttraumatic Stress Disorder (PTSD) mean to you?

Possible Prompts:

How have you made sense of the positive experiences?
Can you tell me more about....?

How did that make you feel?

Can you explain further?
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Appendix 5: Interview Schedule (cont’d)
Can you tell me what ‘growth’ means to you?

Possible Prompts:
Have you perceived a ‘positive change’?

Can you tell me about times when you feel you have experienced ‘growth/positive
change’ from working as an EMDR therapist with clients who present with symptoms of
Posttraumatic Stress Disorder (PTSD)?

Impact/Benefits of ‘growth/positive change’
Can you tell me about some of the areas the experiences of ‘growth/positive change’ have
impacted upon? How have you made sense of this?

Possible Prompts: in terms of: -
Yourself

Others, Relationships
Spirituality

The world

Your job as an EMDR therapist
Any other areas

EMDR standard protocol

Knowing that you have had positive experiences/changes, how do you make sense of your
use of the EMDR standard three-pronged protocol?

Prompt:
What do you perceive to be its’ role in your positive experience? What feelings came up
for you while using it? What do you perceive to be its’ role in facilitating the positive

experiences for your client?

Has your use of one particular part of the protocol impacted more upon your positive
experiences/changes than any other? What are your experiences of this part?

Prompt: Past, Present, Future
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Appendix 5: Interview Schedule (cont’d)
Influence of Moderators

What do you perceive to be the role of your client in your experience of growth/positive
change?

Possible Prompt: how have you made sense of your client within your experience of
growth/positive change?

Could you describe anything in your life during your practice as an EMDR therapist that
you perceive has helped you benefit from these positive experiences? What has been your
experience of these?

Possible Prompt:

Personal therapy
supervision

values, beliefs, upbringing
organisational support

Could you describe anything in your life before training to be an EMDR therapist that
you perceive has helped you benefit from these positive experiences? What has been your
experience of these?

Possible Prompt:

prior training, what was your prior training

Prior personal or professional exposure to trauma
Personal therapy

supervision

values, beliefs, upbringing

organisational support
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Appendix 6: Demographic Information Sheet
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Simplified Title of study: How EMDR therapists’ make sense of positive experiences

from working with clients who present with symptoms of Posttraumatic Stress

Disorder (PTSD).

Demographic Information Sheet

Participant Identification Code:

Number of years as a therapist treating clients with PTSD
SYMPLOMS.....ouvneenininnenenenannne

Years of experience of using EMDR...................

Months/Years of experience of using EMDR to treat clients with PTSD
Symptoms.....................

Number of clients with PTSD symptoms treated with EMDR......................

Do you currently receive supervision? Y/N

If Yes, howoften...........................
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Appendix 6: Demographic Information Sheet (cont’d)

Do you currently receive therapy? Y/N

If Yes,howoften............................

Have you received therapy in the past? Y/N

If Yes, do you feel that therapy has helped you with your trauma work? Y/N

If Yes, inwhat way? ..........coooiiiiiiiiiiiiiiiie,

Do you undertake work outside this position which involves clients with trauma histories?
If yes please give details.
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Appendix 7: General consent form and right to withdraw
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CONSENT FORM
Simplified Title of study: How EMDR therapists’ make sense of positive experiences
from working with clients who present with symptoms of Posttraumatic Stress
Disorder (PTSD).

Name of Researcher: Penelope Smith-Lee Chong

Please initial boxes

| confirm that | have read and understand the information sheet dated
27™ October, 2013 version 1.1 for the above study and have had
the opportunity to ask questions and have had these answered satisfactorily

I understand that | am to be interviewed about my positive experiences
from working with clients who present with symptoms of Posttraumatic Stress Disorder
(PTSD)

| understand that my participation is voluntary and that | am free

to withdraw without giving any reason, up to one month after the interview with
opportunities to review the transcript for accuracy and also to withdraw any comments
which | do not wish to be appear in the public domain

| understand that my data will be stored securely and anonymously
and that | will not be identifiable in any report or publication

I understand that the results of this study may be published and that
my anonymised verbatim extracts (quotations) may be reported within
the report, for which | give my permission

| agree for my interview to be audio-recorded and for the data to be
used for the purpose of this study.

| agree to take part in the above study.

Name of person taking Date Signature
consent (if different from researcher, state position)

Researcher Date Signature
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Appendix 8: Debriefing
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Simplified Title of study: How EMDR therapists’ make sense of positive experiences
from working with clients who present with symptoms of Posttraumatic Stress
Disorder (PTSD).

Debriefing

Thank you for participating in the study. As you know this study aims to explore how
EMDR therapists’ make sense of positive experiences from working with clients who
present with symptoms of Posttraumatic Stress Disorder (PTSD). The study’s purpose is
to broaden our understanding of Vicarious Posttraumatic Growth (positive change) by
exploring its process, nature and benefits through the individual, unique experiences of
therapists. It is hoped that positive changes which are not currently included in existing
scales of assessment for posttraumatic growth may be discovered. The study also
explores the possible role of the EMDR Standard Three-pronged Protocol on growth.

Your contribution today has helped extend the research and will hopefully enable a better
understanding of the processes involved for EMDR therapists like yourself when working
with clients who present with PTSD symptoms. An increased understanding may assist in
the training of professionals and perhaps improve job satisfaction and effectiveness of
treatment delivery in the future.

You have the option of receiving a summary of the main findings of the study if you wish.

Due to the sensitive nature of topics which may be discussed we have included the contact
details of national counselling services and support websites should you wish to discuss
with them any distress you have experienced following the interview.

Thank you for participating in the study.

Counselling services and support websites:

Anxiety UK

tel. 08444 775 774

web: anxietyuk.org.uk

Support, help and information for those with anxiety disorders (including post-traumatic
stress disorder).

ASSIST (Assistance Support and Self Help in Surviving Trauma)

helpline: 01788 560 800

web: www.assisttraumacare.org.uk

Support, understanding and therapy for people experiencing PTSD, and families and
carers.
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Appendix 8: Debriefing (cont’d)

British Association for Behavioural and Cognitive Psychotherapies (BABCP)
tel. 0161 705 4304

web: babcp.com
Can provide details of accredited therapists.

British Association for Counselling and Psychotherapy (BACP)
tel. 01455 883 300

web: bacp.co.uk

For Information about counselling and therapy. See website or sister
website, itsgoodtotalk, for details of local practitioners.

Combat Stress (Ex-Services Mental Welfare Society)

tel. 01372 58 7000

helpline: 0800 1381 619

text: 07537 404 719

email: combat.stress@rethink.org

web: combatstress.com

For members of all ranks of the Armed Forces or Merchant Navy.

The Compassionate Friends
helpline: 0845 123 2304

web: tef.org.uk
For bereaved parents and their families.

First Person Plural

web: firstpersonplural.org.uk

Support and information for people who experience complex dissociative distress
conditions, their family, friends and professional allies.

The Human Givens Institute

web: hgi.org.uk
Provides a list of therapists who use guided imagery and the ‘rewind’ technique.

Medical Foundation for the Care of Victims of Torture

tel. 020 7697 7777

web: freedomfromtorture.org

Provides survivors of torture with medical treatment, practical assistance and
psychotherapeutic support. Has access to language interpreters.

NICE (The National Institute for Health and Care Excellence)

web: nice.org.uk
Evidence-based guidelines on treatments.

Post traumatic stress disorder

web: ptsd.org.uk
For ex-servicemen and women, and anyone who has PTSD.

Trauma screening questionnaire
Downloadable questionnaire to help you assess whether you might need help for PTSD.
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Appendix 9 - Personal Communication: Email from Jonathan Smith — re: data
analysis advice

From: Jonathan A Smith [e-mail address redacted]

Sent: 11 June 2014 13:05

To: Smith-Lee Chong, Penelope

Subject: RE: transcription of all cases first before data analysis?

Hi penny

There isn’t a definite black or white answer but yes in general my advice is to transcribe all first
and then start analyzing the first one

Jonathan

From: Smithl Lee Chong, Penelope [e-mail address redacted]
Sent: 11 June 2014 12:13

To: [e-mail address redacted]

Subject: transcription of all cases first before data analysis?

| am a new member to the group. | am conducting IPA methodology for my thesis re:
Doctorate in Counselling Psychology and would appreciate some help please. My thesis is
entitled "EMDR Therapists' Meaning-making of Positive Experiences from working with PTSD
symptom clients". | have collected all of my data - 4 interviews 1 1/2 hrs long each with rich
data.

| have 1 question regarding transcription and data analysis: Does one transcribe all
interviews first before doing data analysis or do data analysis as you go along? | feel that
transcribing all interviews first enables one to be less likely to analyse and carry that analysis
into other cases. What is your experience of this?

Thank you

Kind regards

Penny
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Appendix 10: Coding example Charlotte

Table 2 Exploratory Coding and Emergent Theme example Charlotte

2) Emergent Themes

Transcript excerpt

Exploratory Coding

Importance of guidance
and safety (determination
and strength of therapist as
guide through healing
journey)

I think what I'm much
more able to do
because I carry the
'special set' is I have
that absolute a bit like a
marathon runner you
keep going in spite of
the pain because I
know I absolutely
know deep down .. we
will get there [...] I
think really important
for the client so that if
I'm absolutely
congruent about that
sense of, it is a healing

journey and however

tough it may be at
times we will get there
so that is erm that is
also I think really
something that is.. |
treasure [...]
(Charlotte) (lines 368-
378)

More able to persist with
EMDR and not give in to
the client’s pain. Did she
find this difficult to do
before EMDR? Did seeing
the client’s in pain affect
her? Courageous,
increased confidence and
belief in ‘self” — carrying
‘special set’ to motivate
her when working with
difficult clients. Special
set — is proof that she can
help clients overcome
their trauma and grow.
Metaphor ‘marathon
runner’ highlights the
endurance and strength.
Therapist is part of that
healing journey so not just
erowth of confidence.
Determination/strength of
therapist as guide through
healing journey. She needs

guidance and safety?

Key for Exploratory Coding:

Descriptive comments — normal text (right column)

Linguistic —italics (right column)

Conceptual, interrogative — underlined (right column)

Emergent Theme: Theme in bracket was original theme. Changes made when cross analysis conducted.

Coding sequence completed according to the numbers in the key and in the above table
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Appendix 11: Clustering emergent themes Charlotte

Version 2- Charlotte 05/03/15 Example of Graphic representation of clusters of related

themes

Experiences of the Healing Journey

Healing as a spontaneous
interdependent shift in meaning and
emotional release
Realisation/recognition of shift
necessary for growth
Containment/holding attachment and™
development of trust (providing &
experiencing safety
Determination/strength of therapist as
guide through healing journey

Depth of Healing with EMDR {EMDR
unique - reaching deeper with phase 4
(processing)}

Healing the Wounded healer

Growth through connection

Growth as
interdependent/reciprocal
Connecting and sharing with others
(inter-connectedness)

growth as experiencing an
intangible human connection
Connection at a deep human “felt’
intuitive level

Integration of client into therapist’s
‘self’

Obstacles to overcome

Insecure self
Organisational restraints of
EMDR (preventing growth?)

Results of Growth

* Gaining wholeness/whole self

* Growth of confident self
(empowered)

* Transformation — external and
internal

*  Growth (positive) as an
addition of something new
(good)
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Appendix 12: Additional information about analysis

A more traditional Summary Table was also created for each participant (appendix 12a).
The researcher also organised themes in more than one way thereby pushing analysis onto
a higher level (Smith et al., 2009). This was done by use of abstraction — putting like with
like and developing a new name for the cluster; subsumption — where an emergent them
acquired a super-ordinate status for example; ‘healing journey’; polarization —
oppositional relationships between emergent themes for example ‘struggle with self’
versus ‘confident self’ and numeration — the frequency which a theme was supported
(Smith et al., 2009). Numeration gave an indication of the theme’s importance to the
participant (appendix 12b). In addition analysis was aided by compiling transcript
extracts in word documents to make files of emergent themes for each participant
(appendix 12c) which helped examine internal consistency, relative broadness or

specificity of each emergent theme) (Smith et al., 2009).

First attempts at exploratory coding resulted in more than 100 + themes therefore themes
were examined for overlap and decisions were made to either cluster/collapse and/or
keep/discard themes. A record of decisions for each participant were kept on the computer
for auditing and analysis purposes. Themes eventually were reduced to approximately

twenty per participant.

The researcher tried to be open and ‘bracket off” ideas from analysis of previous cases.
The process was iterative and therefore involved returning to previous analysis to add new

themes emerging from new transcripts — themes were re-clustered and re-thought.
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Appendix 12a: Extract from Summary Table for Charlotte - (see diagram as well)

Cluster Emergent Themes Line | Quote/keyword
no
Obstacles to | Insecure self 37- | he had these bulging eyes and I didn't
overcome 38 know what to do!
Organisational restraints | 898- | is still a very small community there
of EMDR (preventing 899 | are certain issues I would not bring to
growth?) EMDR supervision
Experiences | Healingasaspentaneeus | 71- | he said "but but I have been a good
of the interdependentshiftin 73 parent" and it was so moving /she
Healing meaning-and-emetional continues to cry]...
Journey release
Healing as a shift
forward
Healing as a shift 807- | it left us carrying a rucksack and we
forward 813 | didn't know we carried it that you
know these are al so that also I think
erm because often people carry a sense
of shame so I think what it did for me
what's kind of reduced my own sense
of shame [she cries and uses a tissue]
Realisation/recognition-of | 434- | he said "I am coming back to myself
shiftnecessary-fergrowth | 438 | but in a new way" so that again is
Healing as a shift really erm erm moving because that's
forward fundamentally how we all were when
we were born.
Containment/holding 373- | I think really important for the client so
attachment and 378 | that if I'm absolutely congruent about

development of trust
(providing & experiencing
safety)

that sense of, it is a healing journey and
however tough it may be at times we
will get there so that is erm that is also
I think really something that is.. I
treasure
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Appendix 12b: Initial emergent themes Charlotte (22) —(see words removed file as well)

* (In
16-17, 32-35, 75, 86-88, 448-451

Transformation — external and internal (In
409-414, 419-427

Insecure self (In 28-32, 37-38, 716-722

NB:
(In 459-463, 467-470, 665-669

Growth of confident self (empowered) (In 46-
48;211-215, 870-877, 926-929

Healing the Wounded healer (In 502-507

Miraewlous{in-39-46moved to

interdependent/reciprocal as better fit (In 522-528, 554-557

* (In39- | NE-EMBPRurighe—reachinsdeeperwith
46-50, 56-59, 131-136, 144-149, 151-153, 172- | phase-4{processing)-{in673-677-684-686;

178, 199-202, 776-778

686-693-discarded from cross analysis-as not
answering research question

Increased belief/commitment in EMDR (In 53-
56, 109-111

Growth (positive) as an addition of something
new (good) (In 724-725

NB Healing as a spontaneous interdependent
shift in meaning and emotional release (In 71-
73, 81-84, 622-630, 807-813

NB Organisational restraints of EMIDR
(preventing growth?) (In 898-899, 902-906,
908-909, 917-920

Realisation/recognition of shift necessary for
growth (Ln 69-70, 227-231,434-438

(In 233-238, 240-241, 246-248

In 160-162, 170-171, 399-202;
336-340, 535-538, 893-895

gaining wholeness/whole self (In 284-285,
295-302, 307-312

Experiencing positive change enables
attachments/relationships (In 189-192

Containment/holding attachment and
development of trust (providing &
experiencing safety) (In 373-378, 647-654,
763-766, 769-772

Encourages enthusiasm/creativity/exploration
(In 204-207

Determination/strength of therapist as guide
through healing journey (In 150-151, 368-373,
387-390
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Appendix 12c — Table of emergent theme of ‘Determination/strength of therapist as guide

through healing journey (cross analysis — providing and experiencing guidance and safety)’ for

Charlotte

Ln# | Quote

150- | when the going gets tough, then I know that we will get to the end of the journey

151

368- | what I'm much more able to do because I carry the 'special set' is I have that

373 | absolute a bit like a marathon runner you keep going in spite of the pain because I
know I absolutely know deep down .. we will get there

383- | the the people who have been abused and neglected who where we spend a year or

386 | 18 months just getting them safe and stable then that's an entirely different
commitment to the work

387- | then it it really er has helped me as a therapist to have a sense of hope and

390 | unwavering belief that it's worth it and that it will happen for them
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Appendix 13: Cross Case Analysis - Identifying Recurrent Themes

Super-ordinate Alan | Brenda | Charlotte | David | Elizabeth | Frances | Present

themes in over
%
sample?

Experiences of YES NO YES YES YES YES YES

struggles/obstacles

Experiences of the YES | YES YES YES YES YES YES

Healing Journey

Gaining positive YES | YES YES YES YES YES YES

Meaning through

Connecting

Experiences of YES | YES YES YES YES YES YES

Outcomes of

Growth

Foundations (pre- NO YES NO NO YES NO NO

cursors) for growth

Note: ‘Foundations (pre-cursors) for growth’ Super-ordinate theme was Discarded as in less than

% sample however some of Emergent themes (e.g. safety, guidance) were absorbed into

‘Experiences of Healing Journey’ Super-ordinate Theme
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Appendix 14: Kept Cross case analysis themes

Cross analysis themes Alan | Brenda | Charlotte | David | Elizabeth | Frances | Present
in at
least %
sample?

Struggle with ‘self’ YES | NO YES YES YES YES YES

Emotional burden of YES | NO NO YES NO YES YES??

trauma

Healing having an YES | YES NO YES YES YES YES

unbelievable or magical

quality

Providing or experiencing | YES | YES YES YES YES YES YES

guidance and safety

Healing as a shift forwards | YES | YES YES YES NO YES YES

importance of YES | YES NO YES YES YES YES

defining/making sense

Intra-personal growth YES | YES YES YES NO YES YES

Inter-personal growth YES | YES YES YES YES YES YES

Interdependent/reciprocal | YES | YES YES YES NO YES YES

growth

Encourages creativity YES | YES YES YES YES YES YES

Confident/empowered YES | YES YES YES YES YES YES

self

Whole self (identity and YES | YES YES YES YES YES YES

belonging)
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Appendix 15: Cross analysis Master Table with illustration of the theme for each

participant

Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

A: Initial
Struggles

Struggle
with ‘self’

235-
239

Alan

[...] I was going to have to take tablets
for the rest of my life erm was
something I felt was very very bad
indeed [...] (Alan — identity personal

life)

1562-
1572

Alan

I did think in the early days of CBT that
you know “ah right I can really get my
teeth into this and this could be me and
you know this is my hallmark”™ but I
soon became really really disillusioned
to be honest with you. [...] but as a
therapy to do it just isn’t me and I think
that if you if a given therapy which isn't
you you need to be asking yourself
questions as to whether you should be
doing that therapy. (4/an — identity
career)

37-38

Charlotte

[...] he had these bulging eyes and |
didn't know what to do! (Charlotte —
therapeutic relationship)

28-32

Charlotte

monthly er peer support group
somebody coming up from [named
place] and I actually took this person
there once and got quite a negative
reaction so [ was a little bit like "oh I'm
kinda stuck with this person by myself"

1092-
1098

David

[...] they’ve been they’ve been very
difficult indeed these [number of] years
and I’ve erm ... er .. you know to have
gone through two divorces and three
house moves and the loss of er the the
primary woman in my life and and and
so on you know if you list it all it looks
pretty pretty pretty serious [...] (David —
identity personal)

1377-
1382

David

[...] just listening, I often used to feel
really quite lost “well what am I doing
now?” Yes you trust the process
eventually we’ll stumble our way
through the forest and we’ll find our way
out [...] (David- Therapeutic
relationship
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Superordinate | Theme Line | Participa | Quote
Theme No nt
A: Initial Struggle 392- | Elizabeth | I think the psychodynamic stuff, the depth
Struggles with ‘self” | 396 of it was sometimes something that |
struggled with as a clinician because it was
such it’s hard work to work in that way;
emotionally draining.. (Elizabeth —
therapeutic relationship)
118- | Elizabeth | | remember being on the training and
123 thinking “it’s all a bit evangelical,
everybody’s so positive about how it can
impact on people’s functioning” and not
quite believe in it | think that | probably
started off as a bit sceptical about it really
494- | Frances No no. In fairness | could have never seen
498 myself being a psychologist [Laughs] | was a
[technical job] and | never intended to ..
erm I've sort of drifted and | think that
maybe that’s the difference | always sort of
drifted
B: ‘Healing’ | 545- | Alan Here it was something that was central to
Experiences as a 548 something that | had to treat so erm it was
of the “healing | Cognitive important to understand what was going on
journey’ function
162- | Alan | think it is part of growth and and but it’s
164 what you do with that wisdom you know?
1334- | Brenda cause it helps me see as as a therapist ..it
1341 helps me ....understand that what they’re
going through maybe meant to be for a
reason and you know maybe they’ve
chosen that for whatever reason and
they’re doing that healing now for this
reason. It helps me in my head sort of like
see their dilemma or their trauma from
different viewpoints, from a higher
different viewpoint.
1456- | Brenda No I'm not I’'m not looking at the lights no
1463 but it’s about meaning it’s about.. there’s a

part of me that gets healed as they are
getting healed as well so if there’s stuff in
my life | blamed myself for, as I’'m using the
cognitive interweaves and as theirs is
shifting I'm also shifting with them and |
realise I'm getting the same realisations
that they are.
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Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

B:
Experiences
of the ‘healing
journey’

‘Healing’
asa
Cognitive
function

807-
813

Charlotte

it left us carrying a rucksack and we
didn't know we carried it that you know
these are also that also I think erm
because often people carry a sense of
shame so I think what it did for me
what's kind of reduced my own sense of
shame [she cries and uses a tissue]

459-
474

Charlotte

it's kind of interesting! Because it goes
more it goes more through the body yeh
so it's but it is it is because it is really
that sense of erm connection which
seems to be from here /points to heart]
erm and so it's more that that’s kind of
so hard to pin that down but erm [...]
it's more about the 'being' rather than the
'doing' so it's the kind of in a sense the
'being' as one human with another
human which really is the deepest sense
that we can connect so that that's that’s
er I'm not sure if something goes through
your mind as well with a thought if we
can share it but it it's kind of being
touched at that level and no more need
be said really

906-
912

David

[...] to have the distance to have the
therapeutic perspective that I understand
what's happening...I'm not drawn into
the counter-transference although the
counter-transference is useful because I
feel extreme tenderness and warmth
towards this ...client but as I should as a
parent [...]

1026-
1031

David

we are the Wizard of Oz and it’s the
journey that our clients undertake with
us or towards us er that is the ‘journey of
growth’ so that, the Wizard of Oz is to
me to me is a perfect metaphor for the
EMDR Healing Journey. [laughs]
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Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

B:
Experiences
of the ‘healing
journey’

‘Healing’
asa
Cognitive
function

760-
764

Elizabeth

feeling proud I suppose as well but you
you’ve facilitated that journey with the
patient. Cause it is a journey isn’t it?
and it is the two of you together though
facilitating it.

764-
771

Elizabeth

I couldn’t have done that on my own
because nobody to work with and the
patient couldn’t have done that on their
own because then they’ve been plodding
along for years without that so there’s
something about the way that the two gel
together and the journey that you can go
on together

770-
778

Frances

[...] maybe that’s for me that I need to
know that actually although it felt like it
was terribly hard and I’'m sending them
away now in a state of you know they’ve
deal with they’ve brought all of this stuff
up and had to, they’re exhausted
sometimes they can crawl from the room
[little nervous laugh] erm it if I thought
that that negative session left them
broken and it wasn’t in the right
direction, I don’t think I could keep
doing it..[...]but the fact that I can see
that they have improved and they report
that they are less distressed erm then
even though it was a negative session in
terms of the content, it was a positive
session for me and I will feel good that I
have taken them through a very difficult
but necessary negative if that makes
sense

119-
122

Frances

I felt helpless to start with I felt like
“ohh can I really actually help this guy
can I move him forward” and so it for
me it was a very positive thing that I’'m
able to to shift him forward [...]
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Superordinate | Theme Line | Participa | Quote
Theme No nt
B: ‘Healing’ 774- | Alan I was quite staggered by somebody a
Experiences as having 775 patient I had.
of the ‘healing | an
journey’ unbelievab
le or
magical
quality
1638- | Alan there’s something very positive about
1642 seeing people erm able to get better
rapidly erm especially when they’ve had
other erm psychotherapies other
conventions and really got nowhere at
all.
473- | Brenda [...] I said “[named person][named
480 person] you never guess what!” I said
“this is erm stunning!” right, She’d come
out and she’d met the guy, headache was
still gone. We we had him kept back in
over a few months — headache never
come back again! And that, it was that
single session [...]
170- | Brenda I didn’t recognise her I went away and
172 didn’t recognise her. All of that defence
17 had gone!...all of that had gone and
4-177 she’d sort of like it was like just like a
caterpillar transforming into a butterfly!
It was amazing!
39-46 | Charlotte | he was just talking non-stop and out of
desperation more than anything else I
did the Light Stream because I thought
"I've got to get him to stop talking" and
erm he came back the next week and he
he was amazed! He said "I was walking
back to the bus stop and for the first time
in 5 years erm I could feel that my
shoulders had dropped!"
277- | David I’d.. I'm hesitating to use the word
284 'magical' cause that does imply that

there's something ..not quite real about it
but it is ‘magical’, it is miraculous and
we go with the [named spiritual
community] definition of a miracle’ ...‘a
shift in perception’ then EMDR is
miraculous and I find this happening all
the time
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Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

B:
Experiences
of the ‘healing
journey’

Healing’ as
having an
unbelievab
le or
magical
quality

628-
632

David

amazing things can happen as has
happened in my personal life over the last
year and more. | mean complete miracles...
you couldn't put it in a novel for goodness
sake come on let's sort this in adult time

86-91

Elizabeth

It was just really quite powerful to think
about the impact and change in
somebody’s experiences of a traumatic,
overwhelming memory could almost sever
that tie with it and help her to move on and
| haven’t really seen that with lots of the
other work that I've done.

694-
698

Elizabeth

it was amazing within minutes how how
much that had changed and how she
thought “that’s ridiculous, that probably
would never happen” and her thoughts had
become adaptive really really quickly

559-
561...
564-
567

Frances

[...] 've seen the biggest shifts where
there’s been almost an element of
spirituality erm [...] I love it! It's amazing! It
really makes me ..[breathes out]l don’t
know | can’t describe the feeling it’s
wonderful! ...erm there was a...can | give
you an example?

609-
615

Frances

I've had multiple people where they’ve had
erm dad or mum come in and say you know
“you’ll be ok” or “this is what you need to
do” and then they’ve been alright and that
for me it just feels, it’s almost magical and
its gives me a real light feeling inside so... it
sounds a bit weird | know

Importance
of
guidance
and safety

645-
651

Alan

it’s providing them with a role model | think
... 'm always a bit nervous of saying that I'm
arole model but | guess | guess it has given
people a “role model” it’s given people erm
hope that there there is still life after all this
and it’s given it’s dramatically in some cases
changed their optimistic view of life.

1731-
1736

Alan

I’'m really well-tuned in with the client, and
this seems to happen with EMDR moreso
than any other therapies I've done erm
then | can pull things off that that you know
might be erm might not work in other
therapies.
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Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

B:
Experiences
of the ‘healing
journey’

Importance
of
guidance
and safety

1102-
1108

Brenda

Oh well it feels, you know with the
supervision, the JIST mail erm the Trust
supporting, paying for the supervision,
as well as supervision, it means that you
know I feel safe, my practice it feels safe
erm yeh and and encouraged to sort of to
grow and to and to and to keep going
forward with the EMDR the core
training I think and a therapeutic
whether it’s a psychiatry, psychology or
counselling I think is is absolutely really
invaluable

350-
355

Brenda

these sort of like big tough old soldiers
come in and to let them know they’re
not going mad and they not weak they’re
not and this is what’s happening in the
brain really really helps me and it helps
them to normalise it and sort like of this
is what the EMDR does

368-
378

Charlotte

I think what I'm much more able to do
because I carry the 'special set' is I have
that absolute a bit like a marathon runner
you keep going in spite of the pain
because I know I absolutely know deep
down .. we will get there [...] I think
really important for the client so that if
I'm absolutely congruent about that
sense of, it is a healing journey and
however tough it may be at times we
will get there so that is erm that is also I
think really something that is.. I treasure

763-
766

Charlotte

I1do also in a sense and it is our
responsibility as well it's a partnership
really so, I do say when we start working
"it will be my responsibility" but it's a
shared responsibility
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Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

B:
Experiences
of the ‘healing
journey’

Importance
of
guidance
and safety

885-
894

David

I'm putting my arms around [the client],
I'm tapping [the client] on the shoulders,
[the client] crawled into my lap a few
weeks ago, [the client] literally crawled
into my lap and I had to ...be able to
hold that and not to be frightened at all
but also to be able to hold the adult
boundary so ...you know there’s a kind
of deep, attachment repair taking place
that in effect I actually as the therapist
...I'm re-parenting.

1333-
1341

David

when you’re doing EMDR effectively
one of the profound benefits that I’ve
find both for the client and for myself is
that it gives us a structure, it gives us a
containing structure, it’s a very very safe
allowing structure and it also allows me
as the therapist and the client to
approach maybe profound, complex
early developmental trauma erm piece
by piece, so that rather than trying to
solve the whole thing

575-
588

Elizabeth

[...] but then there was something very
‘safe’ about that protocol, that I hadn’t
had as much containment before maybe
something about containment. You
know these very clear steps and very
clear reasons as to why you’re doing
what you’re doing whereas in
psychodynamic stuff was a bit more
woolie you’d just sit and wait and see
what came up and see what was talked
about and see what feelings came up
with you and you were never quite sure
what path you were going to go down
you know, with the EMDR it’s right
you’ve done your psycho-education,
you’ve done your ‘safe place’, what’s
the next step in the manual if you like to
do it.

565-
567

Elizabeth

confident, comfortable, erm control
controlled in a way cause I know the
protocols so, competence
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Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

B:
Experiences
of the ‘healing
journey’

Importance
of
guidance
and safety

873-
883

Frances

S0 supervision, supervision is really
important.. erm in terms of helping you
get unstuck when you’re stuck, erm
teaching teaching erm try this try this
you know different examples of
variations of practice if you like and
normalising erm [ actually think the
EMDR training itself is very good but it
it doesn’t stand alone, you have to
practice and you have to in the early
days supervision is paramount

C: Growth
through
connecting

Interdepen
dent and
reciprocal
growth

99-
101

Alan

Oh it makes me feel quite good /[laughs]
and I hope it makes those people feel
really good as well.

862-
867

Alan

I find that you know that people are
incredibly even more interesting than I
thought they were! And er so I'd like
more of it sort of thing you know? And
erm I think it rubs off and then clients
..it’s sort of reciprocates in some way

968-
977

Brenda

nine times out of ten my caseload has
been EMDR and going into these these
different worlds all day long with them
with their different you know erm
traumas erm has developed in me an
empathy that I didn’t have before that
last five years of working solidly with
that erm yeh yeh. I think the biggest
personal growth that I’ve experienced
with it is is the the development, rapid
development of empathy

1429-
1432

Brenda

So at the same time I’'m healing them,
I’m also healing myself! and that’s
what’s led to the ‘growth’ to my
‘growth’!

86-88

Charlotte

there's some some clients for for
whatever reason who stands out and he's
part of my 'special set' really if that
makes sense
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Superordinate
Theme

Theme

Line
No

Participa
nt

Quote

C: Growth
through
connecting

Interdepen
dent and
reciprocal
growth

172-
178

Charlotte

I feel that er having had the particular
experience and subsequent er people
who are in that 'set' who I can still
physically remember erm helps me in in
my EMDR practice as a clinician, it
helps me as supervisor and also it is a
gift for me as a person!

184-
226

David

I just watched erm as her ..as tears
started pouring down her cheeks and
even today when I tell the story, this is
nearly 10 years ago, it moves me |[...]
he's wearing his er favourite old
corduroy sports jacket and she plucks
blossom off the spring trees cherry trees.
She's plucked blossom off these trees
and stuffs it in his pockets.. it's just so
beautiful [...] picking up her partner's
body, laying it down on the bed, lying
down behind him spooning his body, his
dead body and then his spirit comes in
behind her and lies down behind her, it
still moves me /cries] it really moves me
it's such a beautiful story [...] she cried
and for me either is was a seminal
experience of er of working with EMDR
and I was hooked completely hooked.

616-
625

David

the practice of EMDR and sitting with
clients again and again and again multiple
times you experience this extraordinary
transformation in the 'now' which has given
me a greater ability [laughs] than | ever had
or God you know, | still have a long way to
go...and just talk to my wife about how
irritating | can be, but it's given me a much
greater ability to sit with 'whatever is' and
'trust' ...that things are unfolding

59-63

Frances

he’s just overwhelmed with joy that he is in
such a different place than he ever
remember imagined he could be | mean
[claps her hands] just fabulous! fabulous to
see
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C: Growth
through
connecting

Interdepen
dent and
reciprocal
growth

63-73

Frances

It’s such a privilege if you like to, be
part of that because this isn’t just
somebody getting better from a trauma,
this is somebody developing, growing as
a person, becoming erm all they can be,
more than they ever imagined they
would be and and that for me is just... I
feel privileged! I feel it’s a gift.

Inter-
personal
growth

265-
269

Brenda

...[I]t’s that being, that willingness to
share information as well and everyone
being helpful to each other. It very
much feels like you really are part of a
family, a community and and are very
supported by that

393-
400

Brenda

growth for me is about expansion of the
EMDR knowledge, it’s expansion into
the different disorders erm how can we
help each other do that, how can we all
as a community help each other expand
that knowledge and erm sort of so you
know on a personal level and on a
community level

160-
162

Charlotte

| have these people in my mind and in a
sense | can share my own journey with my
supervisees

461-
462

David

EMDR rescued our marriage or re re-
instated our marriage

561-
563

David

And it's also allowed my my wife and my
children er and | and me to connect at a
very much deeper level
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C: Growth
through
connecting

Inter-
personal
growth

1050-
1056

Elizabeth

one of the big things I’'m doing now is
giving supervision to groups to people
who have done some EMDR training
and erm that’s something that’s really
quite positive and powerful, facilitating
other people’s growth in EMDR and
building their confidence and skills

657-
660

Elizabeth

it’s just useful to draw on your

experiences of what you have tried and
what you have done and then share that
and pass that onto other people as well.

521-
527

Frances

so I’ve gone out and found more
business.../ trauma-focused public
service organisation], [another trauma-
focused public service organisation] erm
now sort of looking at maybe [another
trauma-focused public service
organisation]service so it’s
...organically growing

I’ve tried to erm sounds a bit religious
really ‘spread the word’ I’ve tried to get
more people trained in EMDR because I
think it’s what our clients need

476-
478

Frances

I do work extremely hard erm I see a
massive amount of clients and lots of
clients come through my door and I
think that maybe that’s good in terms of
they see my work ethic so maybe that
might help them; they both work very
hard both my /named sex of children] so
that’s good to see as well erm so |
suppose it’s a knock-on effect!

Intra-
personal
growth

613-
617

Alan

it’s impacted on many areas, it’s
impacted on my view of my condition
because I I think that erm there’s all too
much known about the condition in
terms of negativity and not that much
known about it in positive terms

1417-
1420

Alan

I I think I think it's definitely shown me
that some things that I used to be
concerned about are totally irrelevant
and er aren't worth the the airtime
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Superordinate | Theme Line | Participa | Quote
Theme No nt
C: Growth Intra- 1394- | Brenda so it’s really made me think about you know
through personal 1399 my practice and how it impacts on me and
connecting growth how it impacts on the patients you know on
on a different level this afternoon as well so
it’s been a really positive experience thank
you. [laughs]
1364- | Brenda I think my moods are quite stable and sort
1368 of not so anxious or depressed about things
cause | can sort of like you know see things
from different points of view different
levels
522- | Charlotte | think what it has does for me is er and
528 that’s part of the validation of the self and
compassion towards self that er is really
important that | take care of myself in order
to be able to carry on working as an EMDR
therapist er but that's the vicarious
traumatisation
554- | Charlotte | because | feel more ok with the person |
557 feel much more connected with my own
creativity and my work as a [named creative
field] has really grown
295- | David ..[M]y goodness me [talks excitedly]what a
300 contrast! It is so enriching and so rewarding
| absolutely love the work and that was a
...critical moment for me to for the lights to
go on and for me to just [breathes] breathe
in and breathe out.
585- | David | would say 'growth' for me is very personal
587 er where | needed to grow is about humility
690- | Frances There will be people that | get stuck with
694 erm and | might have to take that away and

n”n .

reflect on “what’s going on here” “what
might be blocking, what else could be
happening here, I'll take it to supervision
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D: Impact of | Confident | 346- | Alan You know and it’s almost like a one-
growth on self 347 man self-help group
‘self’
1728- | Alan when I’ve thought “crikey how did I
1731 carry pull that one off?”” and erm I’ve
thought well yes because I’'m confident
about that situation,
111- | Brenda I know I’m gonna get effective change
114 on that day for that person and I know
they don’t have to believe in it [ know
cause I believe in it and I know that it
will work!
444- | Brenda I was the only EMDR therapist on
447 [named place] and erm so I sort of did a
little bit of a campaign with my manager
to try and get sort of like EMDR
accepted to allow me to practice first of
all umh, now I supervise 17 people here
on [named place] with it! So I’ve done a
good job in five years in selling it into
the trust here
46-48 | Charlotte | so what it did for me as a kind of fairly
new person to EMDR it gave me a sense
of of confidence
211- | Charlotte | what’s really come from the EMDR in
215 the last er probably in the last 8 or 9
years er [interviewer’s name] is a sense
of er validation of myself which has
increased.
740- | David to to get away from this kind of rigid
744 expectation that you have to do the
Protocol exactly as it is cause I don't do
that anymore I use a Modified Protocol
and it's extremely effective
1213- | David however as most of us who now use
121

EMDR to any great extent erm one size
does not fit all and while you have the
...it’s important to have the protocol as a
kind of baseline and one which stands
like the basic steps of a dance actually in
its practice.. .I ’'m now moved
somewhere away from just doing the
protocol exactly in the order erm in
which it’s laid down.
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D: Impact of
growth on
‘self

Confident
self

600-
610

Elizabeth

I think that comes with the ‘confidence’
in in and experience of doing things a
little bit different of not sticking in that
it’s not completely 100% set in stone
and you don’t want to be stepped back
from what the patient’s experiencing

748-
751

Elizabeth

I suppose quite powerful you know you
though you don’t really like to see
yourself /laughs] in many ways as being
quite powerful for something

123-
127

Frances

it’s very fulfilling and very erm exciting
as well when you don’t quite know how
a person will change, if they’ll change
and when they do start to change that
is... it’s quite addictive actually .. I love
my work, I really do

196-
201

Frances

actually I have to acknowledge that it’s
since doing EMDR that I’ve I’ve flown
really I’ve erm I’ve developed a service
within a new service within the [named
service] which wasn’t here it’s an
EMDR service and that’s the service for
[named client field]

Enthusiasti
a and

creative
self

399-
404

Alan

you didn’t stick with a model, yes you
had a .. quite rigid or at the time an
apparently quite rigid framework to
work in; the eight phases but how you
applied them was much more like an art
form I discovered over the years

106-
109

Alan

it it spurs me onto try to find out erm
more and how does this happen and and
what defines it and how can it be
facilitated in treatment

400-
402

Brenda

it’s about sort of like you know what
next, where can we go with this next
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Enthusiasti
a and
creative

self

637-
642

Brenda

With Laura Parnell’s Modified I'd
actually being doing that again for years
before she came out and said about it
this year! [laughs] and it was like “oh
thank goodness for that!” it was sort of
like being ratified now. [laughter
continues]

204-
2074

Charlotte

it's also erm helped me with my interests
outside work erm particularly my
[named creative field] in in how I go
about that and what what is in the
material

1222-
1226

David

I think I’'m much more effective now er
where I’'m ready to ‘dance’ with the
protocol and to with Laura Parnell to
...miss out the VOC, to miss out the
positive the PC [Positive Cognition]

1777-
1778

David

it was utterly utterly inspiring it was a
most extraordinary experience and I just
couldn’t get enough of it was it was like
coming in off the desert erm arriving at
an oasis and just just gulping the water
down and feeling so enriched and
enlightened and inspired by by what I
was hearing by the lectures, by the
seminars, by the questions so the EMDR
structure has been er central.

631-
635

Elizabeth

if they get stuck in the processing then think
about what that might turn out to be, if the

SUD’s aren’t coming down think about what
that might be, ask the question ‘what’s that

about?
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D: Impact of | Enthusiasti | 638- | Elizabeth | that’s when I’'m thinking more creatively
growth on a and 640 into how we can work with this and how we
‘self’ creative can unblock the blocks that are making it
self stuck
663- | Frances | think it does enable me to be imaginative |
673 think using the straightforward Protocol
works nicely with some people but quite
often it doesn’t and you do get stuck and
therefore my .. gut feeling, my imagination
wherever it might come from they’ll be
ideas that come forward in terms of how |
work with this person and it sometimes I'll
work with a person and they’ll shift and
after the session I'll think “where did that
come from?” “what made me do that?”
where did that thought come from?”
[laughs]
725- | Frances it’s growth in terms of how | practice | guess
727 so that has evolved so it’s not so tightly
bound up in the protocol nowadays
Sense of 396- | Alan it was only when | started erm using EMDR
whole self | 399 in [date] that erm did | suddenly start to
discover that there ..it was possible to have
me in that
1007- | Alan How do | feel? erm | feel quite vindicated
1013 that that fit's with my beliefs if you like
[laughs] | mean that's why I'm very erm
enthusiastic about EMDR is that it is me you
know it's it's incorporated into me and it's
also why | didn't find CBT particularly
comfortable because it wasn't me
578- | Brenda | think from coming over here and and
584 seeing an and being seen sort of very much

the ‘outsider’ with EMDR umh now that I'm
sort of like their supervisor [laughs] it’s sort
of like you know I've become not only
accepted but respected more now because
they understand now
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D: Impact of
growth on
‘self

Sense of
whole self

1218-
1223

Brenda

I think it’s helped me grow on all levels
I think it’s helped me grow spiritually,
mentally. I think it’s helped me develop
not just empathy but patience erm I feel
more calmer and more solid within
myself these days

284-
285

Charlotte

greater sense of just being present erm
with erm fully present

295-
302

Charlotte

it’s that it's a little bit like being in the
'flow' in the 'zone' in terms of
performance you know erm so that
whole there's a sense of of more
integration a more integrated me so not
so much erm there's no split really
between the work part of me and another
part of me that's that's really erm yeh
that's really the only way I can describe
it

556-
560

David

cause the way we work is very humbling
and it happens again and again and again
so EMDR has certainly changed me. I
mean ['m an enlightened being but I'm a
little more enlightened than I was
[laughs]

1186-
1189

David

I have come to understand come to
embrace what I feel to be a mucher ...
er er more flexible and effective practice
to EMDR, a more holistic approach to
EMDR where it is about so much more
than the basic Protocol.

124-
129

Elizabeth

when I’ve sat with people and
experienced the change that just makes
me feel really good to think that you
know it’s my training that’s facilitated
that and it’s something new and different
that we’re doing that’s helping people to
move forward
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D: Impact of | Sense of 264- | Frances ‘growth’ personal growth it’s just since I
growth on whole self | 267 started to be a psychologist I’ve felt that
‘self’ I’ve grown as a person and I think that
EMDR has accelerated that. So I think
it’s gone faster
855- | Frances I have to say I’ve never really thought of
964 it in you know, but you’re making me

look at it [laughs] and so erm I’ve not
really looked at my own overall growth
but I know that I have become more
confident, more erm happy, positive and
I think that it is as a direct result of
improving the lives of other people I
guess so
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