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ABSTRACT

YOLANDA N. FOUNTAIN
IMPORTANT FACTORS THAT CONTRIBUTE TO THE PROFESSIONAL
QUALITY OF LIFE FOR REGISTERED PLAY THERAPISTS AND SUPERVISORS
Under the direction of Kevin Freeman, Ph.D.

Registered Play Therapists and Supervisors (RPT/S) often provide play therapy to
children, adolescents, and families who have endured complex grief, stress, abuse,
neglect, and trauma. As RPT/S explore how painful emotions and events impact the
well-being of their clients, it is equally important for research to explore how this
challenging, yet significant, work impacts RPT/S. The purpose of this research study was
to explore the professional quality of life (PQOL), including levels of compassion
satisfaction and compassion fatigue, of RPT/S along with significant factors that may
have impacted secondary traumatic stress.
The sample consisted o f 355 RPT/S across the U.S. Participants were recruited
by e-mail through the Association for Play Therapy’s membership database. Data was
collected via online survey, in which participants completed the informed consent, a
demographic questionnaire, and the Professional Quality of Life Scale (ProQOL). The
quantitative research design utilized descriptive and inferential statistics to test five

research questions. The first research question assessed the PQOL for RPT/S. The
second through fifth research questions (and subsequent null hypotheses) utilized
inferential statistics via four analysis of variances (ANOVAs) based on a .05 alpha (a)
level to measure the potential impacts of personal experience of traumatic events,
percentage of caseload with clients exposed to traumatic events, experience of client
violence, and duration of practice on secondary traumatic stress.
The results of this study revealed that the sample of RPT/S had high and average
levels of compassion satisfaction and low and average levels of burnout and secondary
traumatic stress. The inferential statistics indicated that there was a significant difference
on secondary traumatic stress with participants who reported a personal experience of
traumatic events (p .001 < a .05), a higher percentage of caseload with clients exposed to
traumatic events (p .012 < a .05), and an experience of client violence (p .027 < a .05)
but no significant difference regarding duration of practice (p 0.5 > a .05).
Recommendations for future research included modified replications of this study and the
investigation of how the provision of play therapy services itself may mitigate secondary
traumatic stress.

xiv

CHAPTER 1
INTRODUCTION
Registered Play Therapists (RPT) and Registered Play Therapist Supervisors
(RPT-S) (jointly denoted as RPT/S) are licensed mental health professionals who provide
clinical psychotherapy services via the powers of play to children, adolescents, and their
families (Georgia Association for Play Therapy, Inc., 2013). The health and well-being
of child and adolescent clients is increasingly being compromised due to issues of
neglect, abuse, trauma, and complex grief. Perry (2014a) elaborated on this in his
research by concluding the following: “The deterioration of public education, urban
violence, and the alarming social disintegration seen in some of our communities can be
linked to the escalating cycles of abuse and neglect of our children” (p. 2).
Every year in the United States (U.S.), there are more than 10 million children
that experience the trauma of abuse, violence, natural disasters, or other adverse events
(The National Child Traumatic Stress Network, 2011). Of that 10 million, nearly four
million are reports of child abuse cases, with 78.3% of the reported cases for neglect,
18.3% for physical abuse, 9.3% for sexual abuse, and 8.5% for psychological
maltreatment (U.S. Department of Health and Human Services, 2013). Additionally,
statistics of child abuse reports by age indicated the following:
•

33.6% were for children ages one to three years old,

•

24.6% were for children ages four to seven years old,
1
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•

18.7% were for children ages eight to 11 years old,

•

16.8% were for children ages 12-15 years old, and

•

5.8% were for children ages 16-17 years old (U.S. Department of Health and
Human Services, 2013).

Even more unfortunate is the notion that these statistics are an understatement, as most
abuse remains unreported and many cases are never investigated (Deblinger, ThakkarKolar, & Ryan, 2006).
The effects of traumatic events in childhood increase the risk of social (e.g., drug
use, school failure, victimization, anti-social behavior, teenage pregnancy),
neuropsychiatric (e.g., conduct disorder, dissociative disorder, posttraumatic stress
disorder [PTSD]), and physical health problems (e.g., asthma, heart disease, diabetes) and
death (Perry, 2014a). Mental health problems have affected one out of every 10 children
and adolescents for the past 20 years, and children who are diagnosed have an average of
three and a half diagnoses (U.S. Department of Health and Human Services, 2000; Weisz
& Hawley, 1998). Also, more than four children die every day as a result of child abuse,
and 70% of those children are under the age of four (U.S. Department of Health and
Human Services, 2013). These alarming statistics greatly impact the field of mental
health.
RPT/S are typically one of the first mental health professionals contacted to
address therapeutic issues regarding tragedies with children. Working with child
survivors of trauma can be an arduous task. It often requires intensive therapeutic
knowledge and skills, vigilant attentiveness, patience, congruence, a balance of
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responsibility, multicultural humility, the understanding of human pain, the ability to be
present with suffering, an understanding of how children communicate, and social
advocacy for the safety of children along with the prevention of trauma. With these tasks
in mind, RPT/S are not only challenged with effectively helping clients experience
growth and healing but also efficiently managing their own care and well-being
personally and professionally. Thus, it is important for RPT/S to explore how abuse,
trauma, and neglect impacts the well-being of children, adolescents, and families, and,
consequently, the professional work and quality of life for play therapists.
RPT/S are state licensed mental health professionals who have received additional
training, supervision, and education to earn a certification in play therapy (Association
for Play Therapy [APT], 2013). Play therapy techniques focus on the child’s language of
play and on using pre-verbal processing to assist the child with becoming a mental and
emotional survivor. With more victims courageously reporting abuse and seeking
services, RPT/S are increasingly being faced with helping children, adolescents, and their
guardians/families process traumas. This process is often highly stressful because RPT/S
are not only tasked with processing traumatic events with children, but they also bear the
responsibility of assisting parents with the stressors that the trauma brings to the family
system and, possibly, processing the parents’ own guilt and trauma histories.
In addition to processing trauma stressors with clients, RPT/S, like other mental
health professionals, also place themselves at risk for secondary traumatic stress
(McCann & Pearlman, 1990; Radey & Figley, 2007; Stamm, 2013). Working with
individuals who are traumatized “often exposes us to the pain and suffering that comes
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from observing the worst that human beings can do to each other” (Briere & Scott, 2006,
p. xiii). While working with clients who have experienced traumatic events, it is
especially important for RPT/S to be aware of their professional quality of life (PQOL)
because they are working with disrupted families and highly vulnerable children who
have trust and attachment issues (Van Hook & Rothenberg, 2009). PQOL explores the
clinician’s satisfaction with his/her work and factors that influence fatigue (Stamm,
2010). RPT/S are continually being exposed to stressful events in their pursuits to show
care to and help clients, including working with children/adolescents exposed to
traumatic events, grieving families, aggressive clients, and client stress that can lead to
emotional and physical exhaustion. This research study will aid in exploring important
factors that contribute to the PQOL for RPT/S with the hope that it will assist them in
continuing the important work that they do. As such, the first chapter is dedicated to
providing a statement of the problem, sharing the purpose and significance of the study,
introducing the research questions and hypotheses, providing relevant definitions, and
explaining the parameters, assumptions, and organization of the chapters.
Statement of the Problem
The PQOL of mental health workers is important. With an increasing amount of
clients revealing abuse and traumatic events, it is vital that research studies not only pay
attention to clients’ care and wellness but also to that o f the therapists who provide
services. Those who gravitate to the helping profession tend to gain esteem from helping
others and “the daily assault [of compassion fatigue] to one’s frame of reference and
identity as a therapist can have a cumulative effect” (O’Brien, 2006, p. 23). Secondary
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traumatic stress, vicarious traumatization, and compassion fatigue are all terms that have
been used to describe the therapist’s suffering or residual trauma encountered when
working with clients who have experienced trauma (Collins & Long, 2003b; McCann &
Pearlman, 1990; Radey & Figley, 2007; Stamm 2010; Trippany, Kress, & Wilcoxon,
2004). Figley (2002) stated the following:
“The conspiracy of silence among the profession about this compassion fatigue is
no different than the silence about family violence, racism, and sexual harassment
in the past... It is, therefore, up to all of us to elevate these issues to a greater level
of awareness in the helping profession. Otherwise, we will lose clients and
compassionate psychotherapists” (p. 1440).
Thus, it is critical for RPT/S to pay attention to their professional well-being and the
potential threats to it.
Purpose
An increasing amount of research is being dedicated to exploring secondary
traumatic stress among those in helping professions. However, there is sparse research
that focuses on RPT/S risks of compassion fatigue, which is critical for the continual
welfare of child clients and RPT/S clinicians. Due to the potential negative impact for
clients and therapists, RPT/S and other mental health professionals have an ethical
responsibility to take proactive steps to recognize and mitigate the symptoms of
compassion fatigue, secondary traumatic stress, and burnout (Jacobson, 2012).
The purpose of the study was to explore the PQOL for RPT/S and to identify
influencing factors of secondary traumatic stress. This research study examined levels of
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compassion satisfaction and compassion fatigue among RPT/S within the U.S. via the
Professional Quality of Life Scale (ProQOL) (Stamm, 2010). Statistical analyses were
used to describe and make inferences regarding the PQOL for RPT/S. Factors explored
to assess influences on secondary traumatic stress included personal experience of
traumatic events, percentage of caseload with clients exposed to traumatic events,
experience of client violence, and duration of practice.
Significance
This study is significant because it assessed compassion satisfaction, compassion
fatigue, and related constructs among RPT/S. As the RPT/S profession continues to
grow, it is vital that the care of therapists is given due attention. Therapists can enter into
the helping profession with ideals to provide care to others and, in the process, neglect to
care for themselves or succumb to organizational pressures that prevent care for the self.
Yet, caring for the self is essential to providing quality care to others. Thus, compassion
satisfaction becomes a secret treasure buried under layers of “I have to,” “Let me do this
first,” “I must,” and “I can’t.” When these irrational beliefs and expectations are placed
aside and self-care is found and valued, the personal and professional benefits become
immeasurable to the therapist. Walsh (2007) shared a helpful perspective in regards to
balancing care for self and clients so that therapists can effectively provide compassion
and care to those who have experienced traumatic events:
Mental health professionals cannot heal all the wounds suffered in tragic loss and
humanitarian crises. What we can do is create a safe haven for family and
community members to share both deep pain and positive strivings. Of value is

7
our compassionate witnessing... for their suffering and struggle, and our
admiration for their strengths and endurance. We can encourage their mutual
support and active strategies to meet their challenges. We can rekindle their
hopes and dreams for a better future, support their best efforts and actions, and
mobilize resources toward their aims (p. 224).
In essence, RPT/S play a vital role in helping clients and their families with
healing and surviving some of the most stressful and traumatic events. The satisfying
and rewarding work of RPT/S reinforces the understanding that survivors of trauma
“show us that human beings have the capacity to heal, to overcome enormous challenges,
and to grow” (Briere & Scott, 2006, p. xiii). Therefore, it is essential that RPT/S provide
this same grace and gift to themselves. The Play Therapy Best Practices (2012) and
2014 AC A Code o f Ethics (2014) both endorse the necessity of therapists monitoring their
effectiveness as professionals and engaging in self-care activities that promote their own
physical, mental, emotional, and spiritual well-being. By safely managing compassion
fatigue and increasing compassion satisfaction, RPT/S can effectively navigate the
challenging world of trauma with clients and within the self.
Research Questions and Hypotheses
This research study utilized five research questions to assess the PQOL for RPT/S
and to measure constructs that may have influenced secondary traumatic stress. The
constructs, which are the independent variables, in this study included personal
experience of traumatic events, percentage of caseload with clients exposed to traumatic
events, experience of client violence, and duration of practice. The dependent variables

were based on the PQOL and included compassion satisfaction, burnout, and secondary
traumatic stress. The five research questions and four null hypotheses are listed as
follows:
1. What is the professional quality of life (compassion satisfaction, burnout, and
secondary traumatic stress) for RPT/S in the U.S.?
2. Will there be a significant difference for personal experience of traumatic events
on secondary traumatic stress for RPT/S in the U.S.?
Hypothesis 1: There will be no significant difference for personal experience of
traumatic events on secondary traumatic stress for RPT/S in the U.S.
3. Will there be a significant difference for percentage of caseload with clients
exposed to traumatic events on secondary traumatic stress for RPT/S in the U.S.?
Hypothesis 2: There will be no significant difference for percentage of caseload
with clients exposed to traumatic events on secondary traumatic stress for RPT/S
in the U.S.
4. Will there be a significant difference for experience of client violence on
secondary traumatic stress for RPT/S in the U.S.?
Hypothesis 3: There will be no significant difference for experience of client
violence on secondary traumatic stress for RPT/S in the U.S.
5. Will there be a significant difference for duration of practice on secondary
traumatic stress for RPT/S in the U.S.?
Hypothesis 4: There will be no significant difference for duration of practice on
secondary traumatic stress for RPT/S in the U.S.
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Definitions
The definitions of relevant terms utilized throughout this research study are
provided for clarity. These terms include play therapy, Registered Play Therapist (RPT),
and Registered Play Therapist-Supervisor (RPT-S). Definitions are also provided for
professional quality of life (PQOL), compassion, compassion satisfaction, compassion
fatigue, burnout, trauma, primary trauma, and secondary traumatic stress.
Play Therapy
Play therapy is defined as “the systematic use of a theoretical model to establish
an interpersonal process wherein trained play therapists use the therapeutic powers of
play to help clients prevent or resolve psychosocial difficulties and achieve optimal
growth and development” (APT, 2013, f 1). Play therapy is a structured, theoretically
based, developmentally sensitive, and respected treatment modality that builds upon the
communicative and learning processes of children and adolescents (Allen, Folger, &
Pehrsson, 2007; APT, 2013; Bratton & Ray, 2000; Carmichael, 2006; Findling, Bratton,
& Henson, 2006; Landreth, 2002a; O’Connor & Schaefer, 1983). The counseling in play
therapy centers primarily on the act of play. As such, play therapy is founded on the
belief that play is the natural form of communication, language, and expression of
children (Kottman, 2003; VanderGast, Culbreth, & Flowers, 2010). Toys, art materials,
games, and other play media may be used to facilitate the communication to and from
clients in a safe and nurturing manner. This allows clients to explore and express
feelings, gain insights into their interactions with others, and learn and practice socially
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appropriate behaviors. In essence, while adults talk out problems, children play out
problems (Axline, 1974).
Registered Play Therapist (RPT). A Registered Play Therapist (RPT) is an
individual who has a masters or doctoral degree in a mental health field from an
accredited university, has an active individual state license, and has fulfilled the play
therapy specific educational, training, and supervision requirements by the U.S.
Association for Play Therapy, Inc. (Georgia Association for Play Therapy, Inc., 2014).
Such requirements include at least two years and 2,000 hours of supervised clinical work,
150 hours of play therapy specific instruction, 500 hours of play therapy sessions, 50
hours of play therapy supervision, and an additional 18 hours of play therapy specific
instruction every 36 months. RPT facilitate play in a safe environment so that clients can
systematically address, “play out,” and/or resolve emotional, behavioral, and
psychological difficulties (Georgia Association for Play Therapy, Inc., 2014). There are
over 1,000 RPT in the U.S. (APT, 2014).
Registered Play Therapist-Supervisor (RPT-S). A Registered Play TherapistSupervisor (RPT-S) is an advanced level RPT who is also a state-approved supervisor or
an individual who has at least 24 hours of supervision training (APT, 2014). RPT-S have
at least five years and 5,000 hours of supervised clinical work and 1,000 hours of play
therapy sessions. In addition to at least 18 hours of play therapy specific instruction
every 36 months, RPT-S also receive at least six hours o f supervision training for
credential renewal. There are over 1,000 RPT-S in the U.S., which totals more than
2,000 RPT/S in the profession (APT, 2014).
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Professional Quality of Life (PQOL)
Professional Quality of Life (PQOL) is the quality that a person feels in relation to
the negative and positive aspects of his/her work as a helper (Stamm, 2013). PQOL
includes characteristics of the work environment, the client’s environment, and the
therapist’s environment and personal characteristics that impact compassion satisfaction
or compassion fatigue (Stamm, 2010). Compassion fatigue and compassion satisfaction
are the two elements that measure PQOL.
Compassion. Compassion is defined as “a deep sense or quality of knowing or
awareness of the suffering of another coupled with the wish to relieve it” (Radey &
Figley, 2007, p. 207). Compassion in the counseling field is associated with feelings of
condolence and empathy. It involves an altruistic desire to understand and improve
humanity. Compassion is of enormous value for the therapist, as it permits the therapist
to understand another person by entering thoroughly, completely, and empathetically into
the client’s frame of reference (Rogers, 1961, p. 18). Being able to understand
compassionately invites change, and change invites benefits and risks.
Compassion Satisfaction. Compassion satisfaction is the positive aspect and
pleasure that a person derives from engaging in his/her work and helping others (Stamm,
2013). It often involves feeling pleasure by helping others through work, feeling
positively about colleagues, and contributing to the work setting or the greater good of
society (Stamm, 2010). In essence, compassion satisfaction is the protective mechanism
that helps to maintain the therapist’s well-being (Collins & Long, 2003a).
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Compassion Fatigue. Compassion fatigue involves the long-term negative aspects
of knowing the suffering of another coupled with the physical, emotional, and spiritual
exhaustion and acute emotional pain that occurs from the strong desire to relieve
traumatic stress and suffering (Radey & Figley, 2007; Stamm, 2013). Compassion
fatigue emphasizes “the costs of caring, empathy, and emotional investment in helping
the suffering... [Yet], in effort to view the world from the perspective of the suffering,
[the therapist] suffers” (Figley, 2002, p. 1433-1444). The components of compassion
fatigue include burnout, primary trauma, and secondary traumatic stress (Stamm, 2010).
Burnout. Burnout is “a syndrome composed of emotional exhaustion,
depersonalization, and a reduction of personal accomplishment” (Jenaro, Flores, & Arias,
2007). Burnout can include physical and emotional exhaustion, cynicism, decreased
perceived efficacy, and feelings of anger, frustration, and depression that stems from low
salaries, low social recognition, work shifts, demanding schedules, limited financial
resources, and difficult client behaviors (Jenaro et al., 2007; Lambert & Lawson, 2013;
Stamm, 2009). Burnout has a gradual onset and occurs when clinicians have negative
views of themselves or work and/or believe that their work is overbearing and no longer
beneficial, effective, or supportive (Alkema, Linton, & Davies, 2008; Stamm, 2013).
Burnout is generally described as work-related stress and is different from primary and
secondary trauma (Alkema et al., 2008).
Trauma. A trauma occurs when an event exposes an individual to “actual or
threatened death, serious injury, or sexual violence in one (or more) of the following
ways:
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1. Directly experiencing the traumatic event(s).
2. Witnessing, in person, the event(s) as it occurred to others.
3. Learning that the traumatic event(s) occurred to a close family member or
close friend. In cases of actual or threatened death of a family member or
friend, the event(s) must have been violent or accidental.
4. Experiencing repeated or extreme exposure to aversive details of the traumatic
event(s) (e.g., first responders collecting human remains, police officers
repeatedly exposed to details of child abuse)” (American Psychiatric
Association, 2013, p. 463).
Trauma is defined as an event that is psychologically overwhelming for the individual
(Briere & Scott, 2006). An event is deemed traumatic based on the severity of the event,
the proximity of the experience, the personal impact of the event, and the after-event
impact (e.g., lifestyle disruption) (Greenwald, 2007). There are two types of trauma,
including primary trauma and secondary traumatic stress (Stamm, 2010).
Primary trauma. Primary trauma occurs when there is direct exposure to a
traumatic event (American Psychiatric Association, 2013; Stamm, 2009). Types of
traumatic events include natural disasters, mass interpersonal violence (e.g., bombings,
terrorist attacks), large scale transportation accidents (e.g., airline crashes, train
derailments), house or other domestic fires, motor vehicle accidents, rape and sexual
assault (e.g., forced sexual penetration, alcohol/drug-facilitated sexual penetration,
abusive sexual contact, noncontact sexual abuse), physical assault (e.g., stranger physical
assault, partner battery, physical attack, robbery, mugging), childhood abuse (e.g., sexual,
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physical, emotional/psychological, neglect), torture (e.g., human sex trafficking), kidnap
and hostage situations, war, and emergency worker exposure to trauma (Briere & Scott,
2006). Primary trauma towards therapists can include those who are assaulted by clients
or those who serve as humanitarian/crisis aide workers.
Secondary traumatic stress. Secondary traumatic stress involves the secondary
exposure to extremely stressful or traumatic events (Stamm, 2010). The term, secondary
traumatic stress, was first introduced by Figley (1995) and is also known as secondary
traumatization (Saakvitne, 2002) and vicarious traumatization (McCann & Pearlman,
1990). While some literature attempts to distinguish between these terms, there is no
significant delineation, as they all describe the negative effects that can result from
secondary exposure to trauma (Collins & Long, 2003b; Devilly, Wright, & Varker, 2009;
Jenkins & Baird, 2002; G. Lawson & Myers, 2011; Stamm, 2010; Van Hook &
Rothenburg, 2009). Secondary traumatic stress is most closely aligned with therapists,
first responders, and caregivers who have experienced primary trauma, and,
consequently, may have experienced repeated or extreme exposure to aversive details of
a traumatic event (American Psychiatric Association, 2013). Secondary traumatic stress
is described as the “transformation of the inner experience of the therapist that comes
about as a result of empathetic engagement with client’s trauma material” (McCann &
Pearlman, 1990, p. 145). Specifically for therapists, this transformation of inner
experience can involve an interference with the therapist’s feelings, cognitive schemas,
memories, self-esteem, and sense of safety, trust, independence, and power (Hernandez,
Engstrom, & Gangsei, 2010; McCann & Pearlman, 1990). It is not a reflection o f the
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therapist’s inadequacy, the client’s toxicity, or a pathological process, but rather a “sort of
occupational hazard” and natural outcome from working with trauma material (Pearlman,
1999, p. 52; Salston & Figley, 2003; U.S. Department of Veterans Affairs, 2011).
Symptoms may include fear, sleep difficulties, intrusive images, and/or avoidance o f the
experience (Stamm, 2010). In essence, secondary traumatization is the residual trauma
that mental health therapists encounter while helping clients who have endured trauma.
Parameters
There are three parameters/delimitations of this study. First, this research focused
solely on the PQOL for RPT/S within the therapeutic community. There are multiple
research studies that have focused on other mental health professionals’ PQOL (Lambert
& Lawson, 2013; G. Lawson, 2007; G. Lawson & Myers, 2011; Newell & MacNeil,
2010; Sprang, Clark, & Whitt-Wossley, 2007), and it is important to extend this research
to the RPT/S community. Second, this research minimally discussed the effects,
influences, or research of burnout due to the extensive amount o f research devoted to
burnout (Ackerly, Burnell, Holder, & Kurdek, 1988; Devilly et al., 2009; Freudenberg &
Richelson, 1980; Lloyd, King, & Chenoweth, 2002; Maslach, 2003; Ohrt & Cunningham,
2012; Skovholt, 2001). As such, this research focused largely on the potential influencers
of secondary traumatic stress. Last, although some literature may attempt to delineate
between secondary traumatic stress, secondary traumatization, and vicarious trauma,
these terms were utilized synonymously to describe the residual trauma that may occur
when working with clients who have suffered due to insufficient evidence identifying any
substantial differences (Newell & MacNeil, 2010; Stamm, 2010).
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Assumptions
This research study makes three assumptions. First, it assumed that participants
had adequate insight into their own ability to answer the survey questions. Second, it
assumed that participants answered in an honest manner on the demographic
questionnaire and ProQOL, including those that assessed for experiences of traumatic
events. Last, the research was conducted under the assumption that it will aid in
enhancing the quality o f services that RPT/S provide despite the low risk related to
assessing for primary and secondary trauma, as their have been multiple studies regarding
ethics in trauma research that expressed how the benefits outweighed the risk for
researchers and participants (Becker-Blease & Freyd, 2006; Cromer, Freyd, Binder,
DePrince, & Becker-Blease, 2006; Decker, Naugle, Carter-Visscher, Bell, & Seifert,
2011; Legerski & Bunnell, 2010; Newman & Kaloupek, 2004; Ullman, 2007).
Organization of the Chapters
Chapter one presented an introduction to the study, a statement of the problem,
and the purpose and significance o f the research study. Constructs for the research
questions and null hypotheses were also introduced along with key definitions,
parameters, and assumptions of the study. This chapter concludes with a preview of
preceding chapters.
Chapter two provides a review of relevant literature with research on the
professional quality of life for mental health professionals and the use of play therapy
with children, adolescents, and families who have experienced traumatic events. Chapter
three outlines the methodology o f this study, including the research questions and

17
hypotheses, sample description, research design, instrumentation, data collection
procedures, and data analysis. Chapter four provides a comprehensive summary of the
data results, including descriptive and inferential statistical analyses regarding the
demographic and quantitative data presented in tables. Chapter five includes a discussion
of the results/statistical findings, limitations to the study, and recommendations for future
research and practice.

CHAPTER 2
REVIEW OF THE LITERATURE
This chapter reviews the literature via providing research on the current body of
knowledge related to important factors that contribute to the professional quality of life
(PQOL) for Registered Play Therapists and Supervisors (RPT/S). The review has two
foci, including the PQOL for mental health professionals and play therapy with child
trauma. It concludes by providing limitations of the current body of knowledge and a
summary of the literature review.
The Professional Quality of Life for Mental Health Professionals
For the purposes of this study, the examination of the PQOL for mental health
professionals includes compassion satisfaction and compassion fatigue. Compassion
fatigue consists of bumout and secondary traumatic stress. The Professional Quality of
Life Scale (ProQOL) was developed to measure each of these constructs (Stamm, 2010).
Compassion Satisfaction
Walking in sacred space with a client to develop a therapeutic bond is an
understudied, yet critical, area that involves satisfactions and risks (Hunter, 2012).
Compassion satisfaction involves finding joy in the ability to help others and is the
pleasure derived from doing the work well (Jacobson, 2012; G. Lawson & Myers, 2011;
Stamm, 2010). It incorporates “personal, professional, and spiritual growth as
professionals gain an increased respect for human resiliency following traumatic events”
18
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(Jacobson, 2012, p. 65). The elements of compassion and satisfaction in the therapeutic
relationship provide the balance needed to counter fatigue (G. Lawson & Myers, 2011).
Thus, compassion satisfaction is a cornerstone for continued professional work and
quality care that acts as a protective mechanism to maintain the clinician’s well-being
(Collins & Long, 2003a). Clinicians with high levels of compassion satisfaction over
time develop confidence, self-knowledge, meaning, spiritual connection, and respect for
human resiliency (U.S. Department of Veterans Affairs, 2011).
Research indicates that mental health professionals reported higher compassion
satisfaction levels than other professionals due to steps taken to reduce stress and to
sustain life and work satisfaction (American Counseling Association [ACA], 2012; G.
Lawson & Myers, 2011). The top five career sustaining behaviors endorsed by therapists
to enhance compassion satisfaction included maintaining a sense of humor, spending time
with loved ones, balancing personal and professional life, maintaining self-awareness,
and maintaining a sense of control with regards to work responsibilities (ACA, 2012; G.
Lawson, 2007). Strategies utilized by the most satisfied therapists included participation
in personal therapy, discussing work frustrations with friends, participating in peer
support groups, and receiving regular supervision. Additional strategies endorsed by
psychologists included varying work responsibilities, using positive self-talk, taking
regular vacations, turning to spiritual beliefs, maintaining a professional identity,
participating in continuing education programs, and reading literature to stay abreast
(Rupert & Kent, 2007; Stevanovic & Rupert, 2004).
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In addition to the researched strategies that enhanced compassion satisfaction, the
literature also proposed ways that mental health professionals could increase compassion
satisfaction while decreasing fatigue via self-care (Alkema et al., 2008). Professional
self-care is the “utilization of skills and strategies by workers to maintain their own
personal, familial, emotional, and spiritual needs while attending to the needs and
demands of their clients” (Newell & MacNeil, 2010, p. 62). Research identified five
critical self-care strategies. The first self-care strategy was for therapists to speak openly
about their struggles of compassion fatigue and compassion stress and to utilize available
resources to become educated (e.g., videos and books, compassion fatigue assessments)
(Figley, 2002). Second, therapists were to increase their positive affect and keep a
positive attitude towards clients (Hernandez et al., 2010; Radey & Figley, 2007). This
suggested method involved balancing the focus on disorders, psychopathology, problems,
and dysfunction with the qualities of altruism, compassion, resilience, and success. By
maintaining a high ratio of positivity, therapists were sustained through the sadness and
potential toxicity of working with those who suffered. It also included recognizing the
client’s resiliency, humanity’s capacity to heal, ways to regain hope, and ways to reaffirm
the value of therapy. Third, therapists were to identify ways to desensitize from
distressing memories, which included regular professional supervision, developing
work/life balance, maintaining professional networks, attending to spiritual needs, and
having a realistic tolerance of failure (Figley, 2002; Huggard, 2003). The last two
strategies involved therapists increasing resources to manage stress (e.g., personal
psychotherapy, deep breathing, yoga/grounding the self, working in an environment that
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is supportive and respectful) and increasing self-care that comes from finding inspiration
and happiness in life (e.g., exercising, eating healthy, taking time off, visiting with
friends and family, allowing time for self-reflection) (Huggard, 2003; Radey, & Figley,
2007). Utilizing stress management and self-soothing techniques assist therapists with
gaining mastery of distress. Thus, self-care strategies need to be holistic in nature via
focusing on the physical, mental, emotional, spiritual, social, and professional well-being
of mental health professionals to improve compassion satisfaction and minimize fatigue.
All of the aforementioned strategies assist mental health professionals with
increasing their satisfaction while providing sacred space for clients to share wounds,
trauma, and suffering. Achieving such a balance involves organizational prevention
programs and the therapist’s ability to modulate professional distress into transferable
energy through the use of a positive affect towards self and clients, the identification of
resources to manage stress, and the engagement in self-care (Radey & Figley, 2007;
Stamm, 2010). Yet, this is not an easy process. Although therapists are often in tune
with the needs of their clients and can often see the world from the point of view of the
distressed, they often neglect their own stress symptoms and fail to use healthy social
supports (Jacobson, 2012; Radey & Figley, 2007). Thus, as the therapist’s heart aligns
with the client’s through sustained compassion, the therapist’s heart can also give when it
encounters fatigue (Radey & Figley, 2007).
Compassion Fatigue
Empathy, which is the ability to understand another’s experience of joy or
suffering, is a precious quality within the therapeutic relationship that plays an integral
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role in a compassionate and caring therapy relationship (O’Brien, 2006). Yet, empathy
can be depleted if attention is not paid to replenish it. This cost of caring is known as
compassion fatigue (Alkema et al., 2008; Figley, 1995; Lambert & Lawson, 2013; G.
Lawson & Myers, 2011). Compassion fatigue is “a professional hazard for those who
choose to help others” (Alkema et al., 2008, p. 104). The risks of working in sacred
space with clients who have endured trauma include desensitization, questioned personal
relationships, low self-esteem, emotional and relational draining, and feelings of
inadequacy, decreased safety, and powerlessness (Hunter, 2012).
Mental health therapists who experience compassion fatigue are often limited in
their provision of empathy and bearing of others’ suffering and feel isolated, helpless,
and confused (Lambert & Lawson, 2013; O’Brien, 2006). Four main factors that increase
the risk of therapists developing compassion fatigue includes the therapist’s own
unresolved trauma, poor therapist self-care, an inability or unwillingness to control work
stressors, and a lack of satisfaction from work (Figley, 1995; G. Lawson & Myers, 2011;
Radey & Figley, 2007). Michenbaum (2007) reported that 50% of professionals who
worked with trauma patients reported feeling distressed, 30% of trauma psychotherapists
reported experiencing extreme distress, and 30% of psychotherapists experienced trauma
during their own childhoods. Additionally, research showed that therapists who work
with trauma content could be negatively impacted (R. E. Adams, Boscarino, & Figley,
2006; Jacobson, 2012). There are two primary risks of compassion fatigue, including
burnout and secondary traumatic stress (Stamm, 2010).
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Burnout. Burnout has been heavily researched in the mental health field and is
conceptualized as the negative impact o f chronic interpersonal stressors on the job
(Devilly et al., 2009; G. Lawson & Myers, 2011). It is the result of long-term
organizational stressors such as demanding workloads, role conflict, tense work
relationships with coworkers and supervisors, inadequate supervision, a lack of resources
to perform job duties, a lack of opportunities for advancement or salary increase, and
difficult client behaviors (Alkema et al., 2008; Jacobson, 2012; Van Hook & Rothenburg,
2009). Onset and progression of burnout is greatly influenced by the therapist’s response
to an imbalance of work demands and the resources available to deal with those demands
(Jenaro et al., 2007). As such, burnout often leads to emotional exhaustion,
depersonalization, negative self-worth, frustration, disconnection, and depression
(Substance Abuse and Mental Health Services Administration [SAMHSA], 2014). It can
manifest physically and emotionally and often leads to mental health professionals
continuing to stay in the field while ineffectively practicing with clients (G. Lawson &
Myers, 2011). O’Brien (2006) described the complex phenomena of increasing burnout
among mental health professionals with the following:
The mental health culture in the United States and Canada can stress competition,
as well as efficiency, cost-effective results, and an armor that admits to no fatigue
or weakness. It may be those individuals who thrive on taking on more and
working longer hours who are rewarded psychologically, while those who set
personal limits lose favor (p. 21).
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Thus, some therapists operate systematically and this leads to burnout while others may
set boundaries to care for themselves but face additionally complex workplace challenges
that lead to burnout.
The two main elements that aid in decreasing therapist burnout are working in a
compassionate work environment and engaging in meaningful and sustained connections
(O’Brien, 2006; Radey & Figley, 2007). These elements can be facilitated individually
(e.g., physical, emotional, mental, and spiritual self-care, ethical practice in relationships,
aligning personal mission with the company’s) and institutionally (e.g., ensuring
standards of practice, holding regular staff meetings, supervision, consultation, leadership
taking responsibility for the workplace well-being as well as honoring therapists’
contributions). Additionally, prevention methods for employees at risk of burnout
include therapists engaging in non-work activities on a daily basis to adequately recover
from work stressors and therapists approaching work demands with resilience and
positive engagement to focus on what is going well instead of what is going wrong
(Jenaro et al., 2007; Oerlemans & Bakker, 2014). Similarly, organizations need to
respect and care for their employees in the same way that they expect mental health
professionals to respect and care for clients (Huggard, 2003).
Secondary traumatic stress. Mental health professionals who process traumas
with clients also place themselves at risk for secondary traumatic stress (Hunter, 2012;
McCann & Pearlman, 1990; Radey & Figley, 2007; Stamm, 2013). While the exact
number of clinicians who are impacted by secondary traumatic stress is difficult to
determine (due to multiple terms utilized for it, no diagnostic criteria for it, and its
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overlap in previous literature with other forms of therapist impairment), it is much more
prevalent than most people would like to believe (Sommer, 2008; Vrklevski & Franklin,
2008). Secondary traumatic stress occurs when there is work-related, secondary
exposure to clients who have experienced extremely stressful or traumatic events
(Stamm, 2010). Essentially, extreme stress or trauma that clients experience can be
recreated in the therapy relationship via vicarious transference to clinicians. Stress is an
inherent part of the helping profession and is defined as “a dynamic interaction between
person and environment where certain environmental tasks or situations are perceived as
taxing, exceeding the person’s skills and abilities, or jeopardizing of his or her well
being” (Alkema et al., 2008, p. 102). Thus, high levels of stress may not only lead to
burnout but also secondary traumatic stress. Yet, when therapists are not aware of stress,
they risk taking it out on themselves, others, or even clients (O’Brien, 2006).
Unlike burnout, secondary traumatic stress can have a rapid onset and can be
related to one particular event or long-term exposure to many traumas or traumatic stories
(Alkema et al., 2008; Figley, 2002). It is also different from burnout because it is a direct
result of specific experiences in the helping profession and because PTSD symptoms
involve experiencing the trauma that clients have suffered or recalling the clinician’s past
trauma due to the exposure through clients (Alkema et al., 2008; Collins & Long, 2003a;
Pearlman & Saakvitne, 1995). Secondary traumatic stress is different from
countertransference in that countertransference is the clinician’s emotional reaction and
“chronic attachment associated with family of origin relationships” towards the client and
has much less to do with empathy toward the client that causes the trauma (S. A. Adams
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& Riggs, 2008; Figley, 2002, p. 1435-1436; McCann & Pearlman, 1990; Trippany et al.,
2004). Additionally, secondary traumatic stress symptoms may mirror those of PTSD,
including intrusive thoughts, traumatic memories/nightmares, insomnia, chronic angry
outbursts, fatigue, difficulty concentrating, avoidance, and/or hypervigilance (Johnson et
al., 2011; Newell & MacNeil, 2010).
Effects. Secondary traumatic stress often results in a negative transformation of
the therapist’s inner experience due to the empathic connection with the pain of the client
who has been traumatized (O’Brien, 2006; Pearlman & Saakvitne, 1995). “Repeated
exposure to the violence experienced by clients can create a shift in the therapists’
perceptions of the world and themselves and increases their sense of their own
vulnerability. It can disrupt the therapist’s sense of safety, trust, sense of self-esteem,
sense of control, and relationships with significant others” (Van Hook & Rothenberg,
2009, p. 39). Thus, in an attempt to direct the client’s exposure to trauma and extreme
stress, the therapist is changed by his/her exposure to the suffering (O’Brien, 2006).
Therapists who experienced secondary traumatic stress were often limited in their
provision of empathy and the bearing of others’ suffering and felt isolated, helpless, and
confused (Lambert & Lawson, 2013). Sadly, secondary traumatic stress resembles a
silent thief that attempts to rob the caring clinician of his/her health and well-being
(Vicarious Trauma Institute, 2012).
There are multiple emotional, physical, psychological, cognitive, and relational
effects of secondary traumatic stress. Emotional symptoms include fear, anxiety, anger,
sadness, prolonged grief, and depression, and physical symptoms include headaches,
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stomachaches, lethargy, and constipation (Perry, 2014b; SAMHSA, 2014).
Psychological symptoms include insomnia, somatic complaints, sleep difficulties,
addiction or compulsive behaviors, physiological arousal, impairment in social or
personal roles, decreased confidence, and avoidance of things that are reminders o f the
event (Alkema et al., 2008; Collins & Long, 2003b; Stamm, 2010; Yassen, 1995).
Cognitive symptoms include intrusive images and shifts in beliefs, expectations, and
assumptions (Collins & Long, 2003b). Such changes may include moving from
dependence/trust to chronic suspicion of others, safety to a heightened sense of
vulnerability, power to an extreme sense of helplessness, and independence to a loss of
personal control and freedom. Relational symptoms include detachment or distancing
oneself from trauma survivors, over-identification with trauma survivors, feeling
emotionally isolated in the work environment, withdrawal from personal relationships,
poor communication, and staff conflicts (Collins & Long, 2003b; Perry, 2014b; Yassen,
1995).
Mental health therapists who exhibit secondary traumatic stress symptoms are
also at a higher risk of making poorer professional judgments than those not affected
(Collins & Long, 2003a). On the job, affected clinicians may display absenteeism,
exhaustion, irritability, tardiness, irresponsibility, decreased quality, low motivation,
increased mistakes, perfectionistic standards, obsession about details, and frequent job
changes (Perry, 2014b; Yassen, 1995). Due to the potential negative impact on clients
and clinicians, clinicians have an ethical responsibility to take proactive steps to
recognize and mitigate the symptoms of secondary traumatic stress (Jacobson, 2012).
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Thus, it is the therapist’s responsibility to be honest about, understand, contain, and work
through their painful emotional reactions regarding the therapeutic process instead of
deny or avoid them as well as his/her colleagues’ responsibility to notice negative
influences/changes (O’Brien, 2006).
Risk factors. Because compassion fatigue may include primary and secondary
traumatic stress, it is important to understand risk factors indicated in research of both.
There are multiple factors that can increase an individual’s chances o f experiencing
primary trauma. These factors include the following: being a female (due to sexual
inequality), younger or older (due to vulnerability), or o f African American, Hispanic,
and non-Caucasian descent (due to racial inequality), having a lower socioeconomic
status (SES), experiencing previous psychological problems, using negative coping
styles, having a history o f family dysfunction, psychopathology, or trauma exposure,
having a hyper-reactive exposure system or genetic predisposition, or experiencing
greater stress at the time of the trauma or immediately afterwards (Briere & Scott, 2006).
There are personal and professional risk factors that can increase a clinician’s risk
of experiencing secondary traumatic stress. Personal factors include clinicians with a
personal history of unresolved trauma, a pre-existing anxiety or mood disorder, poor selfcare strategies, maladaptive coping skills in response to trauma work (e.g., emotional
suppression, client distancing, reenacting of abuse dynamics), or maladaptive defense
styles and those who are highly empathetic or who avoid personal treatment (S. A.
Adams & Riggs, 2008; Figley, 2002; Newell & MacNeil, 2010; The National Child
Traumatic Stress Network, 2011). Professional risk factors of secondary traumatic stress
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include clinicians having no experience with trauma survivors, clinicians having high
caseloads of traumatized clients (especially children), colleagues being reluctant to step
in when they see a therapist suffering, clinicians practicing in rural areas (in comparison
to urban areas), clinicians not being prepared by their graduate programs, and clinicians
not having ongoing professional support via treatment teams, clinical supervision, or peer
consultations (Cunningham, 2004; Figley, 1995; Huggard, 2003; Jacobson, 2012;
Johnson et al., 2011; Michenbaum, 2007; O’Brien, 2006; Sprang et al., 2007; Stamm,
2010; The National Child Traumatic Stress Network, 2011; Van Hook & Rothenberg,
2009). Additionally, one of the primary predictors for secondary traumatic stress is the
number of hours per week that a clinician spends working with traumatized people
(Shakespeare & Laffeniere, 2012; Trippany et al., 2004).
Coping. Because experiencing secondary traumatic stress can be inevitable for
some clinicians, Michenbaum (2007) provided five general guidelines. First, clinicians
need to understand that working with trauma survivors is not for everyone. Second,
clinicians need to focus on managing secondary traumatic stress instead of attempting to
avoid it. Third, emphasis needs to be on early identification and treatment of secondary
traumatic stress in order to reduce the negative long-term impact. Fourth, experiencing
secondary traumatic stress should be reffamed from one of shame and guilt to validation
and normalization of the clinician being a committed therapist. Last, clinicians need to
continuously engage in nurturing awareness, balance, and connections. This involves
clinicians taking good care of their well-being, including their physical (e.g., sleep, eat,
dance, exercise), psychological (e.g., self-reflect, pleasure read, say “no,” smile,
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mindfulness), emotional (e.g., laugh, cry, praise the self, use humor), and workplace
health (e.g., take breaks, set limits, get peer support and supervision, use vacation time)
(Perry, 2014b).
Protective factors and posttraumatic growth. Just as clients who endure trauma
are able to survive and thrive, so can therapists who experience secondary traumatic
stress when providing services to trauma survivors. Researched methods that aid
clinicians in preventing and/or reducing secondary traumatic stress include using
spirituality to explore meaning, socializing with others for balance, engaging in physical
activity, getting involved with creative activities that are restorative and provide a support
network, using humor, having a diverse caseload, engaging in self-care, engaging in a
safe and trusting supervisory relationship, and receiving trauma-specific education and
peer support (Bell, Kulkami, & Dalton, 2003; Cantanese, 2010; Shakespeare &
Lafreniere, 2012; Van Hook & Rothenberg, 2009). Protective factors that decrease the
risk o f secondary traumatic stress include the following: increased age, increased years of
professional experience, use of evidenced-based trauma practices, experience with
inpatient or outpatient trauma treatment centers, a sense of belonging, mindful selfawareness, optimism, holistic self-care, conscious expansion of a perspective that
embraces complexity, exquisite empathy with clear boundaries, meaning making, and
professional satisfaction (Harrison & Westwood, 2009; Sprang et al., 2007; The National
Child Traumatic Stress Network, 2011).
While some literature shared the risks o f clinicians experiencing secondary
traumatic stress, other research moved away from deficit models to propose that
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therapists can experience vicarious posttraumatic growth (Hunter, 2012; Linley &
Josephy, 2007; SAMHSA, 2014). Two synonymous terms regarding adaptive responses
for clinicians who have experienced secondary traumatic stress are posttraumatic growth
and vicarious resilience (Lambert & Lawson, 2013). Posttraumatic growth regards the
positive-meaning making, growth, and transformation in the therapist’s experience that
results from exposure to the client’s resilience during the therapeutic process of
addressing trauma recovery (Hernandez et al., 2010). Focus is placed on how clients’
trauma material sustains and empowers clinicians and influences them in positive ways in
the areas of sense of self, philosophy of life, and interpersonal relationships (Hunter,
2012; Linley & Joseph, 2007; Samios, Rodzik, & Abel, 2012; Tedeschi & Calhoun,
1996).
The research for posttraumatic growth postulates that working with clients who
have endured trauma is much more powerful than the potential negatives (Arnold,
Calhoun, Tedeschi, & Cann, 2005; Hunter, 2012). Posttraumatic growth is a cognitive
and emotional process that leads to an increase in psychological functioning and life
awareness as a result of the struggle with highly challenging or traumatizing life
circumstances (Tedeschi & Calhoun, 2004; Tedeschi, Park, & Calhoun, 1998). The
results may include increased appreciation of life, closer personal and professional
relationships, awareness of new possibilities, and spiritual change. Clinicians are
comforted by the importance of the work that they do and learn how to cope with
symptoms of bumout and secondary traumatic stress with increased experience (Carmel
& Friedlander, 2009). Collins & Long (2003b) expressed posttraumatic growth best with

32
the following statement: “Despite the risks associated with working with trauma which
can include direct personal exposure at the risks of work-related secondary exposure, it
would seem that the human spirit, while clearly breakable, is remarkably resilient” (p.
422). Thus, within the posttraumatic growth framework, clinicians treat compassion
fatigue as potentially positive energy that can culminate into compassion satisfaction
(Radey & Figley, 2007).
The ProQOL’s Use in Research
An increasing amount of research continues to be dedicated to exploring the
PQOL for mental health professionals (McCann & Pearlman, 1990; Radey & Figley,
2007; Stamm, 2013; Trippany et al., 2004). The Professional Quality of Life Scale
(ProQOL) was developed by Beth Hudnall Stamm (2010) and has been used often in
research to measure the quality that a person feels in relation to the positive and negative
(e.g., burnout, primary trauma, secondary trauma) aspects of his/her work as a helper
(Stamm, 2013; The National Child Traumatic Stress Network, 2011). The ProQOL can
also be used in regular intervals over time to track changes and assess strategies for
prevention and intervention (The National Child Traumatic Stress Network, 2011).
Currently, there is scarce research dedicated to assessing the PQOL for RPT/S.
Therefore, this literature review will focus on the ProQOL’s use with multiple mental
health professionals, and this dissertation research will contribute to and expound on the
previous body of knowledge by including RPT/S.
The ProQOL has also been utilized with a variety of helping professionals,
including nurses (Beck & Gable, 2012; Burtson & Stichler, 2010; Lauvrud, Nonstad, &
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Palmstiema, 2009; Potter et al., 2010), judges (Osofsky, Putnam, & Lederman, 2008),
first responders, military personnel, and volunteers (Figley, 2002). There are also a
multitude of research studies that have utilized the ProQOL to assess the PQOL of mental
health professionals, including generalists and trauma specialists (Stamm, 2010). Use
with the general population of mental health professionals has included substance abuse
counselors (Perkins & Sprang, 2013), marriage and family therapists (Hunter, 2012),
mental health providers in rural areas (Sprang et al., 2007), employee assistant program
(EAP) professionals (Jacobson, 2012), hospice workers (Alkema et al., 2008; SlocumGori, Hemsworth, Carson, & Kazanjian, 2013), and social workers in oncology (Joubert,
Hocking, & Hampson, 2013). Results of those studies suggested that compassion
satisfaction and vicarious resilience counter-balanced secondary traumatic stress, that
compassion satisfaction significantly correlated with emotional and spiritual care and a
balance between work and personal life, and that there were moderate to borderline high
levels of compassion fatigue with the following: those who were younger, had less
experience, engaged in less self-care, had frequent contact with mandated, child welfare,
or aggressive clients, were not adequately prepared by their education, or were denied the
opportunity to discuss negative or personal reactions regarding clinical experiences
(Alkema et al., 2008; Hunter, 2012; Jacobson, 2012; Jourbert et al., 2013; Knight, 2010).
Multiple research studies that utilized the ProQOL with professional counselors
showed higher compassion satisfaction subscale scores and lower burnout and
compassion fatigue subscale scores as compared to the national average (ACA, 2012; G.
Lawson, 2007; G. Lawson & Myers, 2011; Sprang et al., 2007). Its use with counselors
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who were members of the American Counseling Association showed statistical
significances between compassion satisfaction and work setting and compassion
satisfaction and clinician caseload (G. Lawson & Myers, 2011). Private practice
clinicians scored higher on the compassion satisfaction subscale than counselors in K-12
schools, higher education, and community agency settings and lower on the burnout
subscale than counselors in community agencies and K-12 schools. Another study with
professional counselors reported that sex, age, degree level, clinical experience, and
percentage of clients with PTSD affected compassion fatigue and bumout scores (Sprang
et al., 2007).
In addition to general mental health therapists, there have also been multiple
studies with trauma specialists and clinicians who have worked with trauma survivors.
Research has included professional counselors who assisted Hurricane Katrina and Rita
victims (Lambert & Lawson, 2013), trauma specialists treating torture survivors
(Deighton, Gurris, & Traue, 2007), clinicians who worked with sex offenders (Hatcher &
Noakes, 2010), substance abuse counselors who worked with trauma survivors (Fahy,
2007), air force chaplains (Levy, Conoscenti, Tillery, Dickstein, & Litz, 2011), clinicians
at a veteran’s hospital (Newell & MacNeil, 2011), rescue workers (Prati & Peitrantoni,
2010), social work students who worked with clients who were mandated, aggressive,
difficult to engage, or with histories of trauma (Knight, 2010), and trauma counselors
who worked with victims of armed hold-ups (Talbot, Manton, & Dunn, 1992). The
results regarding use o f the ProQOL with clinicians who work with traumatized
populations is varied. G. Lawson and Myers (2011) found that counselors who worked
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with trauma survivors and high-risk clients (actively or regularly dangerous to self or
others) garnered less satisfaction from their work and scored higher on the burnout
subscale. Collins and Long (2003 a) examined the effects o f the PQOL in a longitudinal
study with therapists who worked therapeutically with seriously traumatized people and
found that within one year, compassion satisfaction decreased and compassion fatigue
increased. Devilly et al. (2009) studied secondary traumatic stress amongst mental health
professionals and found that client’s traumatic material did not affect compassion fatigue.
Thus, working with traumatized populations may not be a sole indicator of increased
compassion fatigue and may, instead, include a combination of personal, professional,
and organizational factors as influencers.
It is also significant to note the ProQOL’s use with professionals who work
specifically with children, adolescents, and their families. “The development of
secondary traumatic stress is recognized as a common occupational hazard for
professionals working with traumatized children” (The National Child Traumatic Stress
Network, 2011, p. 2). Between six and 26% of professionals working with traumatized
populations are at a high risk of secondary traumatic stress (The National Child
Traumatic Stress Network, 2011). Interventions with traumatized children, adolescents,
and families are usually of high intensity and for a long period of time, which increases
the risk of clinicians developing secondary traumatic stress (Infant Mental Health
Promotion Project, 2004). Research showed that health professionals who were exposed
to pediatric medical trauma (McGarry et. al, 2013) and clinicians with high caseloads of
children who survived violent or human induced trauma (Creamer & Liddle, 2005;

36
Cunningham, 2003) were at a greater risk for secondary traumatic stress. Increased risk
for vicarious trauma was also identified in studies conducted with forensic interviewers
of children who were abused (Perron & Hiltz, 2006). There has also been research
conducted with residential treatment childcare workers that identified high levels of
compassion fatigue and vicarious traumatization (Conrad & Kellar-Guenther, 2006;
Eastwood & Ecklund, 2008; Horwitz, 2006; Pryce, Shackelford, & Pryce, 2007; Van
Hook & Rothenburg, 2009).
Child Trauma and Play Therapy
This section reviews the current literature on four critical areas. First, it explores
the literature on child-specific traumas and its impact and effects on children,
adolescents, and families. Second, it provides research on the development and efficacy
of play therapy with children who have experienced traumatic events. Third, it identifies
specific risks of secondary traumatic stress that can impact RPT/S due to their work with
children. Last, it reviews relevant research related to therapy risks associated with
working with clients who are aggressive.
Child Trauma
For children, a trauma is an event that is psychologically overwhelming to them
(Briere & Scott, 2006). Children experience traumatic events when they are exposed to
“actual or threatened death, serious injury, or sexual violence” via directly experiencing
the event, witnessing the event as it occurs to others, learning that a traumatic event(s)
has occurred to a close family member or friend, and/or experiencing repeated or extreme
exposure to aversive details of the traumatic event (American Psychiatric Association,
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2013, p. 463). Children are chronologically, developmentally, cognitively, and socially
vulnerable beings. Vulnerability is derived from the Latin word vulnerare, which means
to “wound” (Silva & Kessler, 2004). Unfortunately, children can be wounded prenatally
and during infancy. Infants can experience depression as early as four months of age,
and nearly 80% o f infants that enter into foster care are prenatally exposed to substance
abuse (Zero to Three Policy Center, 2004).
Child-specific traumas include child abuse (e.g., neglect, sexual abuse, physical
abuse, emotional/psychological abuse), torture (e.g., domestic minor sex trafficking,
enslavement, kidnap/hostage situations), the witness of domestic, community, or political
violence, natural disasters (e.g., tornadoes, floods, hurricanes, fires), motor vehicle
accidents, and mass interpersonal violence (e.g., bombings, terrorist attacks, school
shootings) (American Psychiatric Association, 2013; D. M. Lawson & Quinn, 2013;
Perry, 2007; Pynoos, Steinberg, & Goenjian, 1996). Additionally, high risk family
situations that can traumatically impact a child include the genetic or biological
conditions of the child (e.g., intrauterine exposure to alcohol and illicit drugs, repeated
hospitalizations, life-threatening medical illnesses), parental psychiatric conditions or
significant developmental disabilities (e.g., schizophrenia, maternal depression,
alcohol/drug addiction, borderline personality disorder), sociological or environmental
factors (e.g., extreme poverty, teenage pregnancy, family violence), and parental inability
to adequately nurture and respond to a child due to unresolved loss or trauma (e.g., child
abuse/neglect, harsh/anger interactions or discipline) (Infant Mental Health Promotion
Project, 2004). It is also important to note that other adverse life events can have a
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trauma-like impact on children, such a child’s response to a significant loss with
posttraumatic symptoms minus the hyperarousal (Greenwald, 2005).
Research development. Research on childhood trauma has greatly progressed
throughout the decades. “Early clinical descriptive studies had to overcome the scientific
and social reluctance to engage children directly” (Pynoos et al., 1996, p. 333). Early
research assisted with bringing attention to the heightened level of children’s mental
activity, complex functioning, and the seriousness of the distress during and after
traumatic exposure (Pynoos et al., 1996). The second stage of childhood trauma research
focused on organizing the complex phenomenology of child distress as PTSD. The third
stage and current focus o f research on childhood trauma encompasses three broad areas,
including the etiological and mediating factors of earlier studies (e.g., the role of parental
symptoms and responsiveness), factors beyond the singular focus on PTSD (e.g.,
comorbid conditions, serial traumatic experiences, moral development, familial
predisposition to PTSD), and the implementation of rigorous public mental health
intervention programs for children exposed to violence, disaster, and traumatic
bereavement (Pynoos et al., 1996).
Child trauma symptoms. Trauma symptoms in children can be categorized into
eight domains of impairment, including attachment, biology, affect regulation and
impulse control, dissociation, somatization, behavioral control, cognition/information
processing, and self-concept (Courtois & Ford, 2009; Dyregrov, 2010; D. M. Lawson &
Quinn, 2013; Silva & Kessler, 2004). Like adults who experience trauma, children may
deal with re-experiencing (e.g., flashbacks, nightmares, intrusive thoughts), engage in
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avoidance, display hyperarousal and hypervigilance, experience numbness, use avoidance
strategies like substance abuse, or have affect dysregulation (Greenwald, 2005). They
may also feel shame, guilt, anger, fear, hurt, helplessness, and sadness. However, unlike
adults, most children have not yet developed the cognitive or verbal skills to abstract the
information and talk about it (Dripchak, 2007). Therefore, children tend to outwardly
display their symptoms due to an inability to verbalize their internal experiences.
Child symptoms of trauma also include disruptive behaviors, poor frustration
tolerance, depression, anxiety, anger, poor concentration, a loss o f interest in
activities/goals, school absences, physical aggression, criminal behaviors, noncompliance
with medical treatment, and suicidal behaviors (Greenwald, 2005). Additionally, trauma
symptoms may show up as flashbacks in their drawings, stories, and play, repetitive
behaviors, trauma-specific fear, or limited future perceptions and expectations (Ogawa,
2004). Behaviors that indicate child trauma include developmental immaturity,
opposition and aggression, withdrawal and passivity, self-deprecation and selfdestruction, hypervigilance, sexual behaviors, and dissociation (White & Allers, 1994).
The extent of posttraumatic symptoms are often determined by the type of trauma (e.g.,
environmental, intrafamilial), the severity of the event, the duration of the trauma, the
proximity of the experience, the degree of personal injury to the child, the after-event
impact, and the child’s temperament, coping style, and sense of mastery in the world
(Dripchak, 2007).
Impact. A significant impact of trauma is that it interrupts child development.
Children develop at different rates, but all children have similar developmental
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milestones (Dripchak, 2007; Dyregrov, 2010). The child’s developmental age determines
how he/she perceives and responds to the trauma. Preschool to school aged children
learn how to differentiate between emotional states, which is a task dependent upon
caregivers (Dripchak, 2007). Trauma impacts this by compromising the child’s ability to
feel compassion/empathy or express strong emotions. Preschool aged children tend to
exhibit generalized fears, cognitive confusion, sleep disturbance, anxious attachment,
regressive behaviors, and fantasies. Young children who experience trauma may be
protected by their inability to see long-term consequences of traumatic experiences
pending that their parents remain calm and do not define them by the trauma. However,
school aged children understand traumatic events more and that they can reoccur. They
tend to be preoccupied with their reactions during the traumatic event, have specific fears
regarding abandonment and personal harm, have safety concerns, closely monitor their
guardians’ responses, and lack focus in school. Additionally, they may assume an adult
role that leads to isolation from friends and self-destructive behaviors to distract from
anxiety and painful memories. Older children are better able to verbalize their reactions
but often experience shame, guilt, detachment, acting out behaviors, abrupt shifts in
relationships, and vengeful ideation (Dripchak, 2007).
When a child experiences a traumatic event, it challenges the child’s beliefs about
the stability and safety of his/her world and can skew expectations about the world,
security, and sense of personal integrity (Perry, 2014a; Pynoos et al., 1996). Children
who exhibit posttraumatic symptoms learn that guardians and adults cannot be relied
upon for protection and that terrible things can happen (Greenwald, 2005). This leads to
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a shift in their worldview, as they begin to focus on keeping bad things from happening
instead of on common childhood concerns and activities. They are unable to “get over”
their traumatization because their memory and symptoms do not fade with time. Their
need to stay in survival mode may be repeatedly reinforced, which leads to increased
anxiety instead of a shift to safety and relaxation. Additionally, when children with
posttraumatic symptoms experience new challenges, strong reactions are exacerbated
(instead of managed in healthy ways) and the trauma memory is further suppressed
(Greenwald, 2005). The more memories of harm and defeat, the more likely it will
develop into a trauma burden that affects the child’s daily life. In essence, posttraumatic
symptoms serve to reinforce the perception that the world is still dangerous, that avoidant
behaviors provide a relief from fear and reinforce the perceived need to avoid, and that
new challenges serve to bring about more trauma-triggered implosive or explosive
responses.
The impact of trauma on children can often be seen by the behaviors that they
exhibit. Problem behaviors are a strong indicator that something traumatic may have
happened to a child and account for more than half of all child/adolescent mental health
referrals (Greenwald, 2005). Thus, it is important to understand the meaning behind the
child’s presenting behavioral problems. “Trauma can be an intensive experience that
teaches powerful, long-lasting lessons. These lessons - or negative beliefs about the self
and the world - are protected behind [a trauma] wall and may not be amenable to rational
intervention” (Greenwald, 2005, p. 23). Therefore, understanding the meaning behind a
child’s behavior is vital to treatment.
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Childhood trauma also significantly and negatively impacts the family. Parents
often have difficulty coping after discovering that their child has experienced abuse or
trauma. “Traumatic experiences can retard or accelerate crucial developmental
transitions” (Pynoos et al., 1996, p. 343). In the child-parent relationship, there becomes
a developmental imbalance related to roles, independent and dependent behaviors,
attachment with the parents and peers, or the efficacy of safety and protection (Dyregrov,
2010; Pynoos et al., 1996). Even parents who have been appropriately protective and
supportive may withdraw from their attachment relationship to some extent following the
child’s trauma (Greenwald, 2005). Trauma can become a major stressor on the family
system, especially if the parent has his/her own trauma history or there is intrafamilial
trauma (Dripchak, 2007). Considerable strain and distance is created when the abuser is
a family member. It is not uncommon that the child’s abuser may be the parent(s), as
81.5% of the perpetrators were one or both parent(s) in substantiated reports of abuse
against children (U.S. Department of Health and Human Services, 2013). Thus, trauma
and grief become a major treatment focus, as children must also process losing a parent,
changing caregivers, or remaining with the parent(s) who harmed rather than protected
them. Unfortunately, 30% of abused and neglected children will later abuse their own
children (ChildHelp.org, 2012). This continues the horrible cycle of family abuse and the
pattern of intergenerational trauma.
Diagnoses. The Diagnostic and Statistical Manual o f Mental Disorders Fifth
Edition (DSM-5) list three common diagnoses used for children who have experienced
severe or repeated trauma in the “Trauma-and Stressor-Related Disorders” section
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(American Psychiatric Association, 2013). The first is reactive attachment disorder
(RAD). RAD can occur in infancy or childhood and is categorized as a “pattern of
markedly disturbed and developmentally inappropriate attachment behaviors, in which a
child rarely or minimally turns preferentially to an attachment figure for comfort, support,
protection, and nurturance” (American Psychiatric Association, 2013 p. 266). The
second disorder is disinhibited social engagement disorder, which can occur between age
two through adolescence. Disinhibited social engagement disorder is characterized by a
pattern o f behavior that involves culturally inappropriate and overly familiar behaviors
with relative strangers (American Psychiatric Association, 2013).
The last disorder is posttraumatic stress disorder (PTSD) and can be applied to
individuals over the age of six per the DSM-5 (American Psychiatric Association, 2013).
PTSD is characterized by “the development of characteristic symptoms following
exposure to one or more traumatic events” (American Psychiatric Association, 2013, p.
274). Children who exhibit PTSD may present a combination of problems that lead to
misdiagnosis, may present different symptoms that are all PTSD-related, or may display
symptoms that look similar to other neuropsychiatric diagnoses like attention deficit
hyperactivity disorder (ADHD) or major depression (Perry, 2007). Thus, depending
upon the child’s age, symptomatology can vary. Although the DSM-5 does not diagnose
children under the age of six with PTSD, the U.S. Department of Veterans Affairs (2014)
identified symptoms as upset feelings when parents are not close by, difficulty sleeping,
and trouble with toilet training. Children over the age of six may display PTSD
symptoms that include repetitive play with themes associated with aspects of the trauma,
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frightening dreams without recognizable content, trauma-specific reenactment in play,
social withdrawal, irritable behaviors and angry outbursts, problems concentrating,
hypervigilance, and sleep disturbances (American Psychiatric Association, 2013).
Children ages 12 to 18 display PTSD symptoms more similar to adults, such as expressed
depression, anxiety, withdrawal, or destructive behaviors (e.g., substance abuse, running
away) (U.S. Department of Veterans Affairs, 2014).
Overall, diagnosing can assist children and parents with understanding ways to
address trauma symptoms and to offer hope and healing for growth. Yet, it is also
important not to allow the trauma or diagnosis to define the child. Saakvitne (2002)
expressed it best with the following: “A traumatized person is helped when offered
respect for his or her experience and adaptations, rather than a pathological label. The
process of healing is aided when he or she is given information about expectable
responses to traumatic events and about available resources” (p. 446).
Child trauma-informed care. As much as children are vulnerable, children are
also resilient, which is derived from the Latin word re (meaning “back”) and salir
(meaning “jump”) (Silva & Kessler, 2004). Thus, children have the ability to bounce
back after trauma and recover. There are several factors that contribute to the ability of a
child to heal after experiencing trauma. These factors include the context of the child’s
life, the availability of social support, the child’s temperament, whether new or repeated
problems and traumas occur, the child’s attachment style and sense of safety, and the
child’s ability to cope (Greenwald, 2005; Pynoos et al., 1996). After these factors are

45
assessed, it is important to provide treatment to the child utilizing trauma-informed care
practices.
The child trauma-informed care treatment approach has interventions, strategies,
and clinical skills organized around trauma theory and child development. It includes
safety assessment, evaluation and treatment planning, strength building, trauma
resolution, reevaluation, and helping the child in daily living (Courtois & Ford, 2009;
Greenwald, 2005). Also important to this treatment is the child’s caregivers’ (e.g.,
parent, therapist, case manager, teacher) ability to provide safety and security and to
assist the child with building a track record of success. Thus, it is the role of adults to
care for children, to not cause harm, and to initiate the appropriate care, concern, safety,
and time when a child is wounded.
Play Therapy with Children who Experience Trauma
As frequently as trauma occurs, it is inevitable that most clinicians will come into
contact with clients who have experienced trauma (Osofsky et al., 2008). RPT/S are
especially prone to working with children, adolescents, and families who have
experienced trauma. There are several models of treatment that have been developed to
address complex trauma in childhood. The three most commonly used and researched
trauma-focused treatment approaches for children who have experienced trauma include
trauma-focused cognitive behavioral therapy (TF-CBT), eye movement desensitization
and reprocessing (EMDR), and play therapy (Dripchak, 2007; Fitzgerald, Henriksen, &
Garza, 2012). Research revealed that all three treatments were developmentally
appropriate and that clinicians agreed on their effectiveness, focus on building a
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relationship, individualized treatments, integrative interventions, and resistance to
evidence-based talk therapy interventions (Dripchak, 2007). It is also common for these
treatments to be used in conjunction with each other. This study will focus on play
therapy, as “play nourishes every aspect of a child’s functioning, forming the foundation
of intellectual, social, physical and emotional skills necessary for life” (Foulkrod &
Davenport, 2010, pp. 144-145).
Development of play therapy. As mentioned previously, play therapy is the
“systematic use of a theoretical model to establish the interpersonal process in which
trained play therapists use the therapeutic powers of play to help clients prevent or
resolve psychosocial difficulties and achieve optimal growth and development” (APT,
2013, |6 ). Play therapy became an official therapeutic treatment option for children in
1947 after Virginia Axline published her book Play Therapy (Oe, n.d.; Stagnitti, 2009).
Axline developed eight basic principles for therapists who utilized play therapy with
children. They included the following:
1. The therapist must develop a warm, friendly relationship with the child, in
which good rapport is established as soon as possible.
2. The therapist accepts the child exactly as he [or she] is.
3. The therapist establishes a feeling of permissiveness in the relationship so that
the child feels free to express his [or her] feelings completely.
4. The therapist is alert to recognize the feelings the child is expressing and
reflects those feelings back to him [or her] in such a manner that he [or she]
gains insight into his [or her] behavior.
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5. The therapist maintains a deep respect for the child’s ability to solve his [or
her] own problems if given the opportunity to do so. The responsibility to
make choices and to institute change is the child’s.
6. The therapist does not attempt to direct the child’s actions or conversation in
any manner. The child leads the way; the therapist follows.
7. The therapist does not attempt to hurry the therapy along. It is a gradual
process and is recognized as such by the therapist.
8. The therapist establishes only those limitations that are necessary to anchor
the therapy to the world of reality and to make the child aware of his [or her]
responsibility in the relationship (Oe, n.d.).
All beginning RPTs are strongly encouraged to use these foundational principles before
using other play therapy approaches to fully understand from the perspective o f a child.
However, more experienced RPT/S may or may not incorporate the non-directive
principles listed above or may use a combination of non-directive and directive
approaches.
One of the greatest benefits of play therapy is that it was designed for use with
children. Play therapy has been recognized as a viable and respected modality for
providing therapy to children ages three through 12 and has also been shown to be
effective with infants, toddlers, teenagers, adults, families, and senior citizens (APT,
2012; Allen et al., 2007; Bratton & Ray, 2000). Most children below the age of 11 are
unable to engage in meaningful verbal expression or understand complex motives, issues,
and feelings due to a lack of a fully developed capacity for abstract thought (Lee & Jung,
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2014). Thus, play therapy is founded on the belief that play is the natural form of
communication and expression of children and that toys are symbolic of their words
(Kottman, 2003; Landreth, 2002a; VanderGast et al., 2010). While adults “talk out”
problems, children “play out” problems (Axline, 1974). Children often use inanimate
objects (instead of words) to safely express themselves and to project and understand
their feelings, beliefs, and perceptions about themselves and their world (Allen et al.,
2007). Toys, art materials, music, games, and other play media are used to
therapeutically communicate with clients in a safe and nurturing relationship so that
clients may explore and express feelings, gain insights into their interactions with others,
and learn and practice socially appropriate behaviors.
Clinicians who work with children gravitate towards the use of play therapy
techniques because children express themselves more naturally though play (Allen et al.,
2007; Landreth, 2002a). Play therapy has been used as a treatment of choice in schools,
mental health agencies, hospitals, and residential and recreational settings (APT, 2013).
Children can therapeutically play to expand their self-awareness, self-expression, selfactualization, and self-efficacy or to prevent and resolve psychosocial difficulties to
achieve optimal growth and development (APT, 2013; Landreth, 2002a). It also helps
clients with regulating emotions and behaviors, relieving stress, solving problems,
developing healthy interpersonal relationships, stimulating creative thinking and
exploration, and increasing self-esteem. Landreth (2012) wrote:
For children to ‘play out’ their experiences and feelings is the most natural
dynamic and self-healing process in which they can engage. Play is a medium of
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exchange, and restricting children to verbal expression automatically places a
barrier to a therapeutic relationship by imposing limitations that in effect say to
children, ‘You must come up to my level of communication and communicate
with words.’ The therapist’s responsibility is to go to the child’s level and
communicate with children through the medium with which they are
comfortable... A therapeutic working relationship with children is best
established through play, and the relationship is crucial to the activity we refer to
as therapy (p. 9-10).
Efficacy of play therapy for trauma. Play therapy is a ffontrunner when it comes
to processing trauma with children because it is the only therapy that uses the child’s
language of play. Play is used to pre-verbally process traumatic experiences and to assist
the child with becoming a mental and emotional survivor. Gump (2010) expressed the
following regarding the importance of treating trauma effectively based on the client’s
communication needs:
Trauma leaves a void that can be filled only by the revisiting of it, whether
through creative productions or through the presence of another: The film,
poetry, art, and the therapist make possible the registration of horror. To be
mastered, the unspeakable feelings evoked by trauma must find communicable
form, and a structure that gives them coherence and meaning (p. 46).
To increase expression of the trauma in non-verbal ways, the playroom offers a variety of
multicultural and trauma-specific toys that focus on themes of family (or the disruption
thereof), fear, aggression, and fantasy and uses mediums such as paint, crayons, markers,
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colored pencils, glue, clay, and news/construction paper (Kottman, 2003). Play therapy
can also address sensorimotor issues, as bodily movements may be incorporated to
reconnect the mind and body after disconnection due to trauma (APT, 2013). Play
therapy is especially useful with clients who are unable or unwilling to verbally process
their emotions or for clients in which using words to describe trauma is not enough. In
essence, play therapy techniques help children to feel in control and to do something
positive on their own behalf to reduce traumatization (Courtois & Ford, 2009). Thus,
play therapy is highly supported because trauma survivors are not dependent on linguistic
expression and, rather, are able to express painful thoughts and feelings though non
verbal mediums (Findling et al., 2006).
Research greatly supports the efficacy of play therapy with children experiencing
a wide variety of social, emotional, behavioral, and learning problems. This includes
children whose problems are related to life stressors, such as divorce, death, relocation,
hospitalization, chronic illness, abuse, domestic violence, and natural disasters (Reddy,
Files-Hall, & Schaefer, 2005). It has also been extensively researched specifically for its
use with children who have experienced the trauma of physical, sexual, and emotional
abuse and neglect (Chan & Leff, 1988; Hill, 2006; Lantz & Raiz, 2003; Mullen, 2002;
Norton, Ferriegel, & Norton, 2011; Ogawa, 2004; Reyes & Asbrand, 2005; Stein, 2002),
the witness o f violent attacks (Chazan & Cohen, 2010), torture (Daud, Skoglund, &
Rydelius, 2005), refugee trauma (Schottelkorb, Doumas, & Garcia, 2012), natural
disasters (Dugan, Snow, & Crowe, 2010), and parenting practices after trauma (Gewirtz,
Forgatch, & Wieling, 2008).
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Several research studies have also been conducted on posttraumatic play (PTP),
which is play utilized by children who have survived trauma (Chazan & Cohen, 2010;
Dripchck, 2007; Findling et al., 2006; Gil, 2006). Ordinary play for children is free
flowing, joyful, and changes over time. However, PTP is driven, serious, lacking joy,
frequently morbid, repetitive without resolve, regressive, and lacks defenses (e.g.,
identification with the aggressor, identification with the victim, displacement, undoing,
denial) (Chazan & Cohen, 2010; Dripchak, 2007; Gil, 2006). Two types of PTP are the
positive type, in which the child is able to gain mastery over his/her experience and feel
in control of his/her fantasy world, and the negative type, in which the child becomes
stuck in repetitive and constricted play. In their research, Chazan and Cohen (2009)
discovered three PTP patterns among young children who experienced violent attacks.
These included re-enactment with soothing (soothing play to overcome the traumatic
experience), re-enactment without soothing (soothing attributes but traumatic play failed
to modulate anxiety), and overwhelming re-enactment (paralysis of traumatic play). To
aid in addressing these patterns, the act o f play allowed the child to receive empathy,
attention, acknowledgement, and validation and to make the necessary reparations via
leaving and returning to and from play at their leisure.
Additionally, play therapy has been researched when used in combination with
TF-CBT, and research emphasized the effectiveness of both used together to provide
flexibility and creativity in clinical experience (Cavett, 2009). The combination of
directive and non-directive approaches can enhance processing of the trauma, assist with
better addressing cognitive distortions, and provide interventions that are
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developmentally engaging for improved communication between the therapist and the
client. Issues noted that could improve the efficacy of play therapy with traumatized
children include the need for more trained RPT/S due to play therapy’s vast growth and
the need to increase cultural responsiveness as the field grows globally (Homeyer &
Morrison, 2008).
Basic and trauma-specific play therapy models. Within play therapy, there are
multiple theoretical orientations that have been developed to address the wide range o f
child needs and symptoms related to trauma. However, “no matter the theoretical
orientation of the play therapist, the focus of treatment is always on helping the child to
heal, using the natural language o f play” (Jackson, 1998, p. 1). There are basic theories
of play therapy that allow for trauma processing with children, and there are traumaspecific theories of play therapy utilized to work specifically with children who have
experienced trauma.
Basic theories of play therapy that have been researched to be applicable to
children who have experienced trauma includes child-centered play therapy (Landreth,
2012), filial therapy and child parent relationship therapy (CPRT) (Bratton, Landreth,
Kellam, & Blackard, 2006; Homeyer & Morrison, 2008), Adlerian play therapy
(Kottman, 2003), Gestalt play therapy (Oaklander, 1992), and sandtray therapy (Homeyer
& Morrison, 2008). Child-centered play therapy, developed by Garry Landreth, is based
on Axline’s eight principles (discussed earlier) and is a non-directive approach to play
therapy. Filial therapy was designed by Bernard and Louise Guemey in 1964 to train
parents in basic child-centered play therapy skills. Gary Landreth later used Guemey’s
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work to develop a manualized 10 session model called CPRT, which is a structured, timelimited approach that trains caregivers to be an active participant and a therapeutic
change agent in their child’s life (Cames-Holt, 2012). It has also been used in
prekindergarten and elementary classroom settings (Homeyer & Morrison, 2008).
Adlerian play therapy uses the theoretical principles of Alfred Adler’s Individual
Psychology, which focuses on the child’s social interest, purpose and goals,
phenomenological perspective, and creativity (Kottman, 2003). Gestalt play therapy was
developed by Violet Oaklander and uses the principles and techniques of Gestalt therapy
(e.g., relationship, organismic self-regulation, contact boundary disturbances, awareness,
experience, resistance) during play therapy with the child (Blom, 2006). Sandplay was
developed by Dora Klaff, a Jungian therapist, in the 1950s and 1960s (Homeyer &
Morrison, 2008). Sandplay was combined with the theoretical principles of play therapy
by Linda Homeyer and Daniel Sweeny and called sandtray therapy to give children the
opportunity to speak through the scenes that they built with their hands.
Play therapy modalities created specifically to address trauma with children
include Ericksonian play therapy, flexibly sequential play therapy (FSPT) (GoodyearBrown, 2010), trauma-focused play therapy (TF-PT) (Gil, 2006), and play and art in
existential family trauma therapy. Ericksonian play therapy uses Milton Erickson’s
developmental model and non-directive and directive strategies to build upon the child’s
natural abilities, potentials, and resources to process traumatic experiences (Dripchak,
2007). FSPT is a flexible model that utilizes directive and non-directive approaches to
increase the child’s positive coping, ability to manage stress reactions, and navigation of
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his/her emotional life (Goodyear-Brown, 2010). TF-PT focuses on utilizing clinical
observation, documentation, facilitation, and initiation (e.g., the selection of toys,
encouragement) to elicit the gradual exposure of the child to the traumatic incident in
play (Gil, 2006). Play and art in existential family trauma therapy focuses on helping
children and their parents “hold, tell, master, and honor their trauma experiences and
trauma pain” to create existential meaning (Lantz & Raiz, 2003, p. 165).
Risks of Secondary Traumatic Stress for RPT/S
Not all mental health professionals desire to work with children, adolescents, and
families, especially with those who have experienced trauma. Fortunately, most RPT/S
do and are usually passionate about their work and find it rewarding. Regardless of their
choice to work with traumatized clients, RPT/S will eventually encounter stressful events
such as working with children/families that have experienced trauma, violence, complex
grief, or abuse/neglect, working with aggressive/volatile clients, reporting child abuse,
engaging in crisis intervention, or working with families to prevent or monitor out-ofhome placements (Osofsky et al., 2008; Van Hook & Rothenburg, 2009). As such, they
can experience several challenges during the therapeutic process.
There are four challenges identified in research regarding forming a relationship
with children who have been traumatized (Deblinger et al., 2006; Greenwald, 2005).
First, children who have been traumatized have had their primary attachment disrupted
and are cautious about trusting others and forming relationships. Second, they have been
profoundly disappointed and are reluctant to be hopeful. Because therapy invites hope
and they are accustomed to disappointment after hope, they resist investing in therapy.
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Third, they are skeptical about working towards a goal with the possibility that nothing
good will become of it. Last, therapy provides opportunities for children to address their
traumatic experiences. However, many children who are traumatized do not want to
address their trauma because of poor affect tolerance (which can lead to problem
behaviors) and being uncomfortable with feeling distressed.
Due to the aforementioned therapy difficulties with trauma cases, RPT/S have an
increased risk of experiencing secondary traumatic stress. Perry (2014b) identified six
reasons that professionals who work with children who were maltreated or traumatized
are at an increased risk of developing secondary traumatic stress. These include risks
associated with empathy, insufficient recovery time, unresolved personal trauma, children
being the most vulnerable members of society, isolation and systematic fragmentation,
and a lack of systematic resources. First, by empathizing with a child, RPT/S may
“become vulnerable via the internalization of the child’s trauma-related pain. Children
get better in therapy not because we talk to them or at them, but because we are
emotionally there for them” (Perry, 2014b, p. 11). Working with child populations often
requires particular detail to the creation of a strong therapy relationship, which involves
knowing about the client’s life and events that led to disequilibrium and, sometimes,
absorbing the pain associated with the client’s suffering (Newell & MacNeil, 2010). It
can be difficult and emotionally draining to see and hear about extremely disturbing and
traumatic events, become familiar with injustices, and attend to the emotional needs of
those generally overlooked on a regular basis (Cantanese, 2010; Salston & Figley, 2003).
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Thus, RPT/S can become confused or overwhelmed by the hosts of problems and pain or
helplessness that the child presents (Perry, 2014b).
Second, RPT/S may have insufficient time to recover when listening to similar
traumatizing stories over and over again with the same or different clients (Perry, 2014b).
In addition to treating multiple clients with trauma, RPT/S may schedule clients one after
another, and there can be little processing time to debrief from the previous session.
Third, some RPT/S may have begun working with children due to past trauma that they
incurred as a child (Perry, 2014b). Such trauma (e.g., loss or death of a significant
person, childhood abuse) may be unresolved and reactivated while working with clients
who are traumatized. Thus, there becomes a risk of the clinician experiencing triggers of
painful memories of their own trauma while working with clients who have been
traumatized. Fourth, children are vulnerable beings who rely on adults for physical and
emotional needs (Perry, 2014b). When adults harm children and do senseless or evil
things against them, it can create a strong reaction and even disrupt the therapist’s sense
of humanity. The suffering that children and their families encounter may not only place
RPT/S at risk for secondary traumatic stress, but also hinder the ability of RPT/S to
continue offering a warm, caring, and trustworthy relationship. Retention of quality
RPT/S is especially significant when providing therapy to “highly vulnerable children
who have important issues of attachment and trust as well as with troubled families who
need time to develop a trusting relationship” (Van Hook & Rothenburg, 2009, pp. 36-37).
Fifth, many RPT/S practice independently in private practice. This can place
RPT/S at risk for isolation and systematic fragmentation, which is a set up for high
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turnover, low support, and increased stress (Perry, 2014b). Independent practice may
also limit vacation time and economic flexibilities. Alternatively, group cohesion assists
clinicians with regulating individual stress reactions, with increasing feelings of value,
and with making provisions for support, respect, and care to aid the clinician in tolerating
extreme stressors. Last, some RPT/S may deal with resource-limited situations. “A lack
of economic and personnel investment in front-line services for high-risk children
exacerbate each of the problems listed above” (Perry, 2014b, p. 12). Due to the current
socio-political climate and a lack of public systems addressing secondary traumatic
stress, supervisors and program directors are left to create a positive and caring work
environment. Therefore, it is essential to understand factors that contribute to secondary
traumatic stress along with how RPT/S manage the residuals related to processing trauma
and crisis content with child, adolescent, and family clients.
Risks with Clients who Display Aggression
It is significant to mention the prevalence of clients who are aggressive towards
therapists, as this also increases the risk of therapists experiencing primary trauma and
secondary traumatic stress. The role o f a therapist often centers on helping hurting
people. Yet, clients who perceive that they have been physically and/or psychologically
injured are at an increased risk for committing violence against their therapists (Simon,
2011). Research indicated that, on average, about half of all mental health professionals
(e.g., psychiatrists, psychologists, professional counselors, social workers, marriage and
family therapists, nurses) are threatened, harassed, or physically attacked at some point in
their career by clients via unwanted calls, verbal and physical attacks, stalking behaviors,

58
or even murder (Arthur, Brende, & Quiroz, 2003; Koritsas, Coles, & Boyle, 2010; Lowe,
2011; Meichenbaum, 2007; Ringstad, 2009; Simon, 2011). Additionally, therapists who
work in psychiatric facilities and community settings are at a much higher risk of
experiencing assaults (Flannery, Farley, & Tierney, 2011; Flannery, Juliano, & Walker,
2006). RPT/S are not immune to the possibility of working with clients who are
aggressive, as child clients who have experienced trauma may project those wounds into
the therapy relationship.
Working with children who display aggressive behaviors is the most common
presenting problem seen by play therapists (Davenport & Bourgeois, 2008; Foulkrod &
Daavenport, 2010). While early childhood aggressive behaviors can be a part of normal
child development, repetitive aggressive behaviors into late childhood and adolescence
are indicative of conduct problems that can escalate overtime and present significant
costs to society if untreated (Cochran, Fauth, Cochran, Spurgeon, & Pierce, 2010; Ray,
Blanco, Sullivan, & Holliman, 2009). Research has shown effectiveness regarding the
use of play therapy with children and adolescents who displayed aggression, including
the use of child-centered play therapy with highly aggressive children and teenage boys
(Cochran, et.al., 2010; Ray et al., 2009), parent-child play with aggressive preschoolers
(Davenport & Bourgeois, 2008), and developmental play therapy with aggressive youth
(Karcher, 2002).
There are seven key interventions that play therapists use with children who
display aggression. These include limit setting (establishing rules inside and outside of
the session), the therapeutic relationship (use o f trust and rapport building), the child’s
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self-expression (of intense emotions to facilitate change), the therapist’s directiveness
(via a determination of when and how much the therapist and child leads the session),
parental involvement in the therapy process, the child’s pretend play (imaginary play to
express feelings and ideas), and interpretation of the child’s play by the therapist
(pointing out the perceived meaning of play behaviors) (Foulkrod & Daavenport, 2010;
Landreth, 2002b). Additionally, one of the few play therapy books devoted to this topic
is A Handbook o f Play Therapy with Aggressive Children (Crenshaw & Mordock, 2005).
This book provides a thorough understanding of key issues and practical interventions to
assist therapists who work with children who have been traumatized or display aggressive
behaviors.
While there is a multitude of literature on how RPT/S can best intervene with
children who display aggressive behaviors, there is limited research on how therapists
can care for themselves after becoming a victim of aggression. Children may exhibit
aggressive behaviors during play therapy sessions towards the playroom equipment or
even RPT/S themselves. Kim (2010) described play therapy with a child who displayed a
disorganized attachment style and described aggression towards the therapist and the
toys. Yet, the study focused only on the child’s response and did not address the
therapist’s internal processing after being targeted. Thus, there is a lack of attention in
research regarding RPT/S response and internal processing after being targeted by child
and adolescent clients.
Limitations o f the Current Knowledge

60
There are five limitations of the current body of knowledge. First, research on the
PQOL for RPT/S is limited despite the multiple risks of experiencing secondary
traumatic stress. Thus, the scarcity of research on the PQOL for RPT/S creates a gap in
the literature. Second, just as diverse is the issue of compassion fatigue, there is no one
solution to mitigate the negative effects o f working with victims of violence and trauma
(Shakespeare & Lafreniere, 2012). As such, there is a great need for a multifaceted
approach to the issue of compassion fatigue and secondary traumatic stress. “What is
clear from the literature is that vicarious trauma is a very real and complicated issue for
[therapists] and requires focused and dedicated attention in the areas of self-care, peer
and group supports, training and education, supervision, and organizational practice”
(Shakespeare & Lafreniere, 2012, p. 21; Vrklevski & Franklin, 2008). Hence, there is a
need for more empirical studies on how related variables (e.g., childhood traumatization,
personal wellness, training, supervisory experience, and organizational support) influence
secondary traumatic stress (Williams, Helm, & Clemens, 2012). Additionally, there is a
need for a standardized measure to assess both the symptomatic distress and cognitive
changes as a result of secondary traumatic stress (Vrklevski & Franklin, 2008).
Third, there is limited research regarding the supervision of secondary traumatic
stress as well as a lack of training programs to prevent its potential impact and to teach
strategies to counter it (Shakespeare & Lafreniere, 2012). While there is a growing body
o f research on how to adequately supervise trauma cases, there are very few studies that
provide details on effective, empirically based models to address secondary traumatic
stress in supervision (Sommer, 2008). Such provisions would allow supervisors and

61
educators to effectively prepare therapists for the effects of trauma and secondary
traumatic stress. Fourth, research that could improve the efficacy of play therapy with
traumatized children include more studies on the challenges and vicarious resiliency of
RPT/S when working with this population and more research on cultural responsiveness
as the field grows globally (Homeyer & Morrison, 2008). Last, there are a small number
of studies that address play therapy interventions for children with aggressive behaviors
and very few studies related to interventions and healthy responding when clients target
RPT/S with aggressive behaviors (Foulkrod & Daavenport, 2010). This is parallel to the
scarcity of research conducted on and for RPT/S themselves.
Summary
This literature review shared research regarding two main foci that relates to
important factors that contribute to the PQOL for RPT/S. The first area reviewed
literature regarding the professional quality of life (compassion satisfaction, compassion
fatigue, burnout, and secondary traumatic stress) for and the use of the ProQOL with
mental health professionals. Overall, research suggested that it is paramount that
therapists find satisfaction and compassion in their work to balance the risks and effects
associated with compassion fatigue. While a majority of studies suggested that mental
health professionals have increased levels of compassion satisfaction in comparison to
other professionals, therapists who worked in unsupportive work environments, who
worked with clients or children who have experienced extreme stress or trauma, or who
experienced trauma during their own childhood were at an increased risk for experiencing
compassion fatigue (including burnout and secondary traumatic stress). Research also
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reported that the use of self-care strategies, quality supervision and collegial support,
advanced trauma training and education, and a focus on vicarious resilience reduced the
effects of compassion fatigue.
The ProQOL is one of the most commonly used assessments to measure
compassion satisfaction and compassion fatigue and has been used with a variety of
helping professionals. While general mental health therapists scored higher on
compassion satisfaction and lower on compassion fatigue, trauma specialists and those
who had trauma cases had varied ProQOL results. While some studies indicated low
compassion satisfaction and high compassion fatigue, others indicated no significant
difference. However, results of the ProQOL with therapists who worked with children
who have experienced trauma consistently reported an increased level of secondary
traumatic stress.
The second area of this literature review explored the impact and effects o f childspecific traumas, the efficacy o f play therapy in treating children, adolescents, and
families who have experienced traumatic events, the risks of secondary traumatic stress
for RPT/S due to their work with children, and therapy risks due to RPT/S working with
children who are aggressive. Unlike adults, children who experience traumatic events
often do not have the verbal or abstract capacity to express themselves and process it.
Traumatic events in childhood can cause multiple emotional, behavioral, social, familial,
and mental health challenges. RPT/S often work with children who have experienced
trauma or who display aggressive behaviors. These identified areas all place RPT/S at an
increased risk for experiencing compassion fatigue and secondary traumatic stress. Thus,
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it is necessary to explore the PQOL of RPT/S to continue developing quality and
compassionate therapists to work with children who are wounded.

CHAPTER 3
METHODOLOGY
This chapter focuses on the methodology and procedures of the study. It
discusses the research hypotheses, sample description, research design, instrumentation,
data collection procedures, and data analysis. It concludes with a chapter summary.
Research Questions and Hypotheses
This quantitative research study utilized five research questions to assess the PQOL
for RPT/S and potential impacting factors of secondary traumatic stress. The research
questions are listed below along with four null hypotheses:
1. What is the professional quality of life (compassion satisfaction, burnout, and
secondary traumatic stress) for RPT/S in the U.S.?
2. Will there be a significant difference for personal experience of traumatic events
on secondary traumatic stress for RPT/S in the U.S.?
Hypothesis 1: There will be no significant difference for personal experience of
traumatic events on secondary traumatic stress for RPT/S in the U.S.
3. Will there be a significant difference for percentage of caseload with clients
exposed to traumatic events on secondary traumatic stress for RPT/S in the U.S.?
Hypothesis 2: There will be no significant difference for percentage of caseload
with clients exposed to traumatic events on secondary traumatic stress for RPT/S
in the U.S.

65
4. Will there be a significant difference for experience of client violence on
secondary traumatic stress for RPT/S in the U.S.?
Hypothesis 3: There will be no significant difference for experience of client
violence on secondary traumatic stress for RPT/S in the U.S.
5. Will there be a significant difference for duration of practice on secondary
traumatic stress for RPT/S in the U.S.?
Hypothesis 4: There will be no significant difference for duration of practice on
secondary traumatic stress for RPT/S in the U.S.
Sample Description
There were 2,274 RPT/S registered with the U.S. Association for Play Therapy
(C. Guerrero, personal communications, November 5, 2014). O f those, 2,175 RPT/S had
email addresses registered with APT (excluding the researcher). Participants were
contacted via email address utilizing the U.S. Association for Play Therapy’s
membership database. Thus, the sample population originated from 2,175 RPT/S within
the U.S., including 1,078 RPT and 1,097 RPT-S. Participants who were members of
APT but who did not hold the certification of RPT or RPT-S were excluded from this
study to better ensure consistency regarding a minimal level of training, education, and
licensure.
Research Design
The research design in this study utilized descriptive and inferential statistics.
Descriptive statistics were compiled via a survey to identify demographic data and the
PQOL scores for RPT/S. The dependent variables in the descriptive statistics consisted
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of three subscales on the ProQOL (compassion satisfaction, burnout, and secondary
traumatic stress). Inferential statistics were utilized to test the hypotheses via analysis of
variances (ANOVAs). An ANOVA is a parametric test that accesses the difference
between group means (LaFountain & Bartos, 2002). Thus, ANOVAs were utilized to
assess the interactive effects between the independent variables (personal experience of
traumatic events, percentage of caseload with clients exposed to traumatic events,
experience of client violence, and duration of practice) and the dependent variable
(secondary traumatic stress).
Instrumentation
Two data collection instruments were utilized in this research study with RPT/S.
The first instrument was a demographic questionnaire (Appendix A). The second
instrument was the ProQOL (Stamm, 2009), as listed in Appendix B. Permission to
utilize the ProQOL for this research study was requested and granted via the online
website http://www.proqol.org/Request_Use_Permission_WTRJ.html. A copy o f the
request and permission letter are listed in Appendix C. The instruments for this research
study are described below.
Demographic Questionnaire
The demographic questionnaire was designed for this study to describe the sample
and to gather general demographic information and additional information that related to
the PQOL for RPT/S. The 30 items on the demographic questionnaire were selected
based on a review of similar studies addressing PQOL (Deighton, et al., 2007; Eastwood
& Ecklund, 2008; Hatcher & Noakes, 2010; G. Lawson & Myers, 2011; Sprang et al.,
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2007; Stamm, 2010). Personal information requested included demographics such as
age, sex, nationality, education, spiritual/religious beliefs, and personal experience with
trauma. Professional information requested included items such as licensure and
certification, duration of practice, work setting, salary range, percentage of caseload with
clients who experienced traumatic events, experience of client violence, job satisfaction,
and vacation time.
Professional Quality o f Life Scale (ProQOL)
The Professional Quality of Life Scale (ProQOL) is the most widely used measure
of the positive and negative effects of helping individuals who have experienced trauma
or great sorrow (Knight, 2010; Stamm, 2013; The National Child Traumatic Stress
Network, 2011). It was designed for helping professionals to assess their compassion
satisfaction (the positive effects of their work) and compassion fatigue (the negative
aspects, including burnout and secondary traumatic stress, of their work).
History and development. The ProQOL was originally developed by Charles
Figley in the late 1980s and was called the Compassion Fatigue Self Test (Stamm, 2010).
In 1988, Figley and Beth Stamm collaborated, and this led to Stamm adding the concept
of compassion satisfaction in 1993. Stamm also changed the name of the measurement to
the Compassion Satisfaction and Fatigue Test. In the late 1990s, the measurement shifted
entirely to Stamm (after a joint agreement with Figley) and was renamed the Professional
Quality of Life Scale. The ProQOL was originally developed in English and has been
translated into multiple languages and utilized throughout the world (Stamm, 2010).
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Administration and examiner qualifications. The ProQOL can be administered
individually, in groups, or for research (Stamm, 2010). During individual administration,
the assessment can be self-scored, and the results are kept confidential unless the
participant shares them. During group administration, the ProQOL is provided to
multiple people at the same time and results are generalized unless the administrator
provides more specific feedback individually. If necessary, the administrator can provide
referrals for mental or physical health care. During research administration, the
ProQOL’s results are frequently “collected as a part of a survey packet in which the
participant receives no information regarding their answers” (Stamm, 2010, p. 15).
Researchers can request permission to utilize the assessment via their website
(www.proqol.org). Data is generally recorded and scored by a computer, and group
results are published.
There are no expressed examiner qualifications in the ProQOL’s manual (Stamm,
2010), as multiple professionals of all educational and training backgrounds have utilized
this assessment. However, Stamm does request that participants fully understand what
they are being asked to do and that administrators explain the logic of the measure and
provide the participants with the right to refuse to take the test if it is required as a
condition o f certain situations like employment. The ProQOL may be freely copied and
administered pending that the following three criteria are met: (a) the author is credited;
(b) no changes are made (unless otherwise noted in the request); and (c) it is not sold
except for in agreement specifically with the author (Stamm, 2010).
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Normative sample. The ProQOL’s normative data was produced from a database
of 1,289 cases created from multiple studies (Stamm, 2010, p. 19). The data is reported
across single demographics including gender, age, race, income, years at current
employer, and years in the field. No statistical differences were found among any of the
demographic categories with the exception of Whites reporting less burnout and
secondary traumatic stress in comparison to non-white groups (Stamm, 2010).
Scoring procedures and interpretation. The ProQOL consists of 30 items from
three subscales, including the compassion satisfaction subscale (10 items), burnout
subscale (10 items), and secondary traumatic stress subscale (10 items) (Stamm, 2010).
These three subscales assess respondents’ self-perception, reactions to/beliefs regarding
helping work, and experiences of traumatic symptoms due to their helping work. It uses
a five point Likert scale to rate the frequency of the respondents’ experiences (e.g., 1 =
never, 2 = rarely, 3 = sometimes, 4 = often, 5 = very often) (Stamm, 2009).
The ProQOL includes instructions for self-scoring with an explanation of each
component, including reversing some of the items’ scores, summing the items by
subscale, and converting the raw scores into t-scores (Stamm, 2010). The manual also
provided detailed instructions for computing raw scores utilizing the statistical software
Statistical Package for Social Services (SPSS). When the sum of the 10 items (per
subscale) is 22 or less, the converted t-score is 43 or less and in the “low” category.
When the sum of the 10 items (per subscale) is between 23 and 41, the converted t-score
is around 50 and in the “average” category. When the sum the 10 items (per subscale) is
42 or more, the converted t-score is 57 or more and in the “high” category. Table 1.
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ProQOL Conversion Scores displays the summary scores converted into t-scores and
categories (Stamm, 2009, p. 3).

Table 1
ProQOL Conversion Scores
Score Summary
22 or less
Between 23 and 41
42 or more

Converted Score
(t-score)
43 or less
Around 50
57 or more

Category
Low
Average
High

The average score on the compassion satisfaction subscale is 50 (Stamm, 2010).
Higher scores on this subscale represent a greater level of satisfaction for being an
effective caregiver on the job. Twenty-five percent o f people score higher than 57 on the
compassion satisfaction subscale, and 25% score lower than 44. The average score for
the burnout subscale is 50. Higher scores represent a higher risk for bumout. Twentyfive percent of people score above 56 (higher risk for bumout), and 25% score below 43
(lower risk for bumout). The average score on the secondary traumatic stress subscale is
also 50. Higher scores represent a higher risk for secondary traumatic stress. Twentyfive percent of people score above 56 (higher risk for secondary traumatic stress), and
25% score below 42 (lower risk for secondary traumatic stress). Table 2. ProQOL Cut
Scores displays the cut off scores to indicate relative risks or protective factors with a
potential Type I error, as they can be potentially overly inclusive (Stamm, 2010, p. 18).
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Table 2
ProQOL Cut Scores
Subscale
Compassion Satisfaction
Bumout
Secondary Traumatic Stress

Bottom Quartile
(25th Percentile)
44
43
42

Mean
(50th Percentile)
50
50
50

Top Quartile
(75th Percentile)
57
56
56

Validity and reliability. The ProQOL has well-established construct validity
(from over 200 peer reviewed articles) and alpha reliabilities of 0.87 for the compassion
satisfaction subscale, 0.72 for the bumout subscale, and 0.80 for the secondary traumatic
stress subscale (Alkema et al., 2008; Stamm, 2010). It has established internal
consistency coefficients of 0.84 for compassion satisfaction, 0.78 for bumout, and 0.80
for secondary traumatic stress (Stamm, 2010). It is also significant to note that there is
shared variance between the bumout and secondary traumatic stress subscales of 34%
due to the similarity of distress reflected in both constructs. However, distinctions of the
negative effects are clearly made, as the bumout subscale does not address fear but the
secondary traumatic stress subscale does.
Ethical and cultural considerations. The ProQOL has measured reliability for
various professionals across multiple demographic categories, including gender, age,
race, income, years at current employer, and years in the field. There was one statistical
difference found pertaining to race, in which Whites reported less bumout and secondary
traumatic stress in comparison to non-white groups. Additionally, the ProQOL has been
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used globally and translated into 20 languages, including Chinese, French, German,
Greek, Hebrew, Italian, Korean, Russian, Spanish, and Turkish.
Instrument assets. There are two notable assets of the ProQOL. First, multiple
research studies, 200 published papers, and 100,000 articles on the Internet have utilized
the ProQOL (Stamm, 2010). Additionally, the ProQOL has a databank that combines
results from other research data that used the ProQOL to increase its reliability and
validity. Second, results from the ProQOL can provide “a platform for change” to assist
individuals and organizations with enhancing personal and work environments (Stamm,
2010, p. 24). Because the ProQOL is a stable assessment, it can monitor change across
time and can be utilized repeatedly to see changes in the scores overtime, which may
reflect changes in participants. Reevaluations can aid individuals and organizations in
adjusting their self/group-care plans.
Limitations. There are three limitations of the ProQOL. First, this assessment is
based on self-reporting, which can lead to biased results. As such, reliability can be
decreased if participants have a distorted view of reality, are not honest, lack insight, or
present favorable or unfavorable impressions for the researcher (Leedy & Ormrod, 2010).
Second, the ProQOL is not diagnostic, as there are no formal diagnoses for compassion
fatigue, bumout, or secondary traumatic stress in the DSM-5 or the International
Statistical Classification o f Diseases and Related Health Problems 10th revision (ICD10) (Stamm, 2010). Last, a significant difference was found between Whites and non
whites on the bumout and secondary traumatic stress subscales. Thus, it is important to

73
note that there are racial differences, as Whites reported less bumout and secondary
traumatic stress in comparison to non-whites.
Data Collection Procedures
Mercer University’s Institution Review Board (IRB) approved this research study,
as listed in Appendix D. Additionally, a waiver of documented consent was obtained and
approved for research with human subjects, as listed in Appendix E: Certificates of
Completion of the CITI for the IRB. After approval by the IRB, anonymous surveys
were emailed to RPT/S via APT’s electronic database. Permission to use the mailing list
was obtained from APT, as documented in Appendix F.
To collect the data, a recmitment email (Appendix G) was sent to 2,175 RPT/S to
request their participation in this study. Participants who agreed to participate in the
study provided consent before continuing. The demographic questionnaire and ProQOL
responses were collected using an online survey tool via SurveyMonkey. Data collection
occurred over a two-month period from November 14, 2014 through January 10,2015.
Respondents were informed that the data collection would take approximately 15 minutes
and would include two instruments (the demographic questionnaire and ProQOL). After
one week, participants received a reminder email. Completed responses were collected
and viewed on a password-protected computer.
O f the 2,175 RPT/S, a small amount of emails (n=22) were returned
undeliverable, resulting in 2,155 RPT/S potential respondents. Three hundred and fiftyfive RPT/S consented to the informed consent, participated in the study, and completed
the demographic questionnaire and ProQOL. Thus, the sample size represented was
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15.6% (based on the population of 2,274 RPT/S). Of the 2,155 potential participants who
received an invitation via email, the 355 surveys that were completed resulted in a 16.5%
response rate.
Data Analysis
The research data was analyzed using Microsoft Excel (for coding) and SPSS
22nd ed. (for analysis). Data analysis included the use of descriptive and inferential
statistics. Descriptive statistics identified demographical characteristics of the sample
and answered the first research question. Inferential statistics were conducted for
research question numbers two through five and utilized ANOVAs to test the null
hypotheses.
Descriptive Data Analysis
The data obtained from the demographic survey and the scores on the ProQOL
were analyzed via descriptive statistics. Missing items on the ProQOL were replaced
using the item mean method, as this provided more reliability than assigning a score of
zero (which may underestimate the participant’s score) or eliminating the entire response
(which may reduce the power and accuracy of the analysis) (Downey & King, 1998). A
research study conducted by Downey & King (1998) showed that using the item mean or
person mean methods with missing items on Likert scales provided a good representation
of the original data with sustainable reliability when the number of items missing was
20% or less. In this study, each missing items’ score was calculated using the average of
the participant’s subscale score (the item mean method). One of the subscales had three
missing items, two of the subscales had two missing items, and the remainder of the
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subscales with missing data had only one missing item. There were a total of 50 missing
items (out of a total of 10,650 items) on the ProQOL. Thus, the missing rate was 0.47%,
which is well below the 20% maximum suggested by Downey & King (1998).
Responses on the demographic questionnaire were explained and illustrated via
sample size and percentile. Instructions provided by the ProQOL manual (Stamm, 2010)
were used to convert the raw scores. The aggregate scores of the ProQOL were
explained and illustrated via sample size, percentile, mean, median, range, standard
deviation, and a frequency table.
Inferential Data Analysis
Research questions two through five and the null hypotheses were tested using
inferential statistics via ANOVAs. Four ANOVAs were computed to statistically identify
significant differences between the means based on selected variables (LaFountain &
Bartos, 2002; G. Lawson, 2011). Two of the analyses were one-way ANOVAs to test the
mean differences for percentage of caseload with clients exposed to traumatic events and
duration of practice on secondary traumatic stress. The remainder two ANOVAs were
bivariate analyses to test the mean differences for personal experience of traumatic events
and experience o f client violence on secondary traumatic stress. Additionally, levels on
three of the independent variables in the demographic questionnaire were reduced in
order to construct a model for the inferential analysis. There were a large number of
categorical variables with limited variation between the categories, and this would have
reduced the power of the analysis. Thus, the levels for personal experience of traumatic
events were reduced from 23 categories to two. The levels for percentage of caseload
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with clients exposed to traumatic events were reduced from five to three. The levels for
duration of practice were reduced from seven to three.
Use of an ANOVA provided an F value, which allowed the calculation of a ratio
of the variation between the groups (Caldwell, 2010, p. 225). As such, F ratios (and the
subsequent p values to determine statistical significance) were obtained for each
independent variable, including personal experience of traumatic events, percentage of
caseload with clients exposed to traumatic events, experience of client violence, and
duration of practice to assist with testing potential influences on the dependent variable,
secondary traumatic stress. The larger the F ratio and variance between the regions, the
greater the probability that the null hypothesis would be rejected (Caldwell, 2010).
Additionally, a post hoc test was conducted after the data analysis to calculate the
statistical power based on an alpha (a) value of .05 with a 95% level of confidence.
Summary
In summary, the research questions and null hypotheses for this study were stated.
This chapter also described the instruments utilized to assess the PQOL for RPT/S,
including the demographic questionnaire and ProQOL. Additionally, it described the
sample, research design, data collection procedures, and data analysis.

CHAPTER 4
RESULTS
This chapter presents the analysis of the quantitative data obtained for the study.
The results of the data analysis are presented in two sections, which are descriptive
statistics and inferential statistics. The report of the descriptive statistics includes
statistical demographics of the sample and scores on the ProQOL. The section on
inferential statistics reports relevant analyses of the four hypotheses tested. The chapter
concludes with a summary of the analyzed data.
Descriptive Statistics
There were a total of 417 participants who marked “yes” on the informed consent
before beginning the study. O f the 417, six were excluded from the study due to
duplicate responses as indicated by the Internet Protocol (IP) addresses with parallel
answers. An additional 56 were non-responders, as they consented but did not complete
the demographic questionnaire or ProQOL. Thus, 355 total participants completed the
informed consent, demographic questionnaire, and ProQOL.
Demographic Characteristics
Personal, professional, and trauma-related demographical statistics were assessed
on the demographic questionnaire. Table 3 presents some of the demographic
characteristics for participants in the study (n=355) along with the correlating sample
numbers and percentages. Demographic characteristics represented in Table 3 include
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age, sex, nationality/ethnic background, highest degree earned, licensure type, duration of
practice, play therapy certification, years certified as an RPT/S, yearly income, primary
work setting, personal experience of traumatic events, percentage of caseload with clients
exposed to traumatic events, and experience of client violence. Additional
demographical statistics derived from the demographic questionnaire are also reported in
this section without being included in the table.

Table 3
Demographic Characteristics
Demographic
Age
18-30
31-40
41-50
51-60
61+
No Response
Sex
Female
Male
No Response
Nationality/Ethnic Background
African American
Asian / Asian American
Caucasian
Caribbean
Hispanic
Native American
Multi/Bi-racial

n=355
n

%

10
92
79
95
78

2.8
25.9
22.3
26.8
22.0

1

0.3

325
29
1

91.5
8.2

10
4

2.8
1.1
83.9
0.6
7.9

298
2
28
4
4

0.3

1.1
1.1
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Table 3 continued
Demographic Characteristics

n=355

Demographic
Nationality/Ethnic Background continued
Other

n

%

4

No Response
Highest Degree Earned
Master’s Degree

1

1.1
0.3

Specialist’s Degree
Professional/Doctorate Degree
Other
Licensure Type
Licensed Clinical Social Worker
Licensed Marriage and Family Therapist
Licensed Professional/Mental Health Counselor
Licensed Psychologist
Other
Duration of Practice
0-10 years
11-20 years
21+ years
Play Therapy Certification
Registered Play Therapist (RPT)
Registered Play Therapist-Supervisor (RPT-S)
Years Certified as an RPT/S
0-5
6-10
11-15
16-20
21-25
26-30
30+

257
22
71
5

72.4
6.2
20.0
1.4

103
50
203
22
10

29.0
14.1
57.2
6.2
2.8

142

40.0
35.5

126
87

24.5

148
207

41.7
58.3

168
82
49

47.3
23.1
13.8
8.7
3.9
2.5
0.6

31
14
9
2
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Table 3 continued
Demographic Characteristics

n=355

Demographic
Yearly Income
$0-25,000
$25,001-45,000

n

%

40
90

$45,001-75,000
$75,001+
No Response

147
69
9

11.3
25.4
41.4
19.4

Primary Work Setting
Community Mental Health Agency
Home-Based Services
Inpatient Care or Hospital Setting
Outpatient Setting
K-12 School
College or University
Private Practice
Other
No Response
Personal Experience of Traumatic Events
No
Yes
Caseload with Clients Exposed to Trauma
0-25%
26-50%
51+%
No Response
Experience o f Client Violence
No
Yes
No Response

58
4
4
23
20
22
204
19
1

2.5
16.3
1.1
1.1
6.5
5.6
6.2
57.5
5.4
0.3

86
269

24.2
75.8

139
94

39.2

121

26.5
34.1

1

0.3

276
76

77.7
21.4

3

0.8
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Personal demographical statistics included age, sex, nationality/ethnicity,
relationship status and satisfaction, number of children, spiritual consideration, and
religious preference. There were more participants aged 51-60 (26.8%) followed by
participants aged 31-40 (25.9%), 41-50 (22.3%), 61 and older (22%), and 18-30 (2.8%).
The sample was majority female (91.5%) with males representing 8.2%. The sample was
also majority Caucasian (83.9%) followed by Hispanic (7.9%), African American (2.8%),
Asian/Asian American (1.1%), Native American (1.1%), multi/bi-racial (1.1%), and
Caribbean (0.6%). The 1.1% that chose other included Greek, Polish/Russian, Semitic,
and Armenian/Romanian. In regards to relationship status, most participants were
married (76.3%) followed by never married (9%), divorced (7%), other/committed
relationship (3.9%), separated (1.7%), and widowed (0.6%). Relative to relationship
status, participants reported their relationship satisfaction level as extremely satisfied
(52.1%), satisfied (31.5%), neutral/indifferent (7.6%), dissatisfied (5.6%), and extremely
dissatisfied (2.3%). A majority of the sample had two children (33.8%) followed by no
children (26.5%), one child (19.2%), three children (13.5%), four children (3.7%), and
five or more children (2.8%). 88.2% o f participants reported that they considered
themselves spiritual and 11.3% reported that they did not. Lastly, the majority of
participants reported a religious preference of Christianity (68.7%) followed by agnostic
(5.9%), Judaism (4.8%), Buddhism (2.3%), and atheist (2%). Responses reported in the
“other” religious preference category were Catholicism, Theism, Unitarian, Jehovah’s
Witness, Native American, Greek Orthodox, Monistic Idealism, Pagan, Taoism, and
Universalism.
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Professional demographical statistics included participants’ highest degree earned,
licensure type, duration o f practice, play therapy certification, number of years certified
as an RPT/S, state practicing in, yearly income, primary work setting and area, hours per
week providing therapy services, average clients seen per week, and the primary ages of
clients with service provision. A majority of participants held a master’s degree (72.4%)
followed by a professional/doctoral degree (20%) and a specialist degree (6.2%). The
“other” category (1.4%) included participants who reported having an advanced graduate
certificate or being a doctoral candidate. 57.2% of participants were Licensed
Professional or Mental Health Counselors, 29% were Licensed Clinical Social Workers,
14.1% were Licensed Marriage and Family Therapists, 6.2% were Licensed
Psychologists, and 2.8% were Licensed Addiction Counselors, Psychiatric/Registered
Nurses, or Licensed Pastoral Counselors. Forty percent o f the sample had been licensed
for 1-10 years, 35.5% for 11-20 years, and 24.5% for more than 21 years. Registered
Play Therapist Supervisors (RPT-S) were 58.3% of the sample and 41.7% were
Registered Play Therapists (RPT). 47.3% had been licensed as an RPT/S less than five
years, 23.1% for 6-10 years, 13.8% for 11-15 years, 8.7% for 16-20 years, 3.9% for 2125 years, 2.5% for 26-30 years, and 0.6% over 30 years. The sample represented 46
states with a majority of the participants from Texas (13.8%), Georgia (5.4%), California
(5.1%), Missouri (4.8%), Michigan (4.2%), Florida (4.2%), Virginia (3.9%), Minnesota
(3.4%), North Carolina (3.4%), Pennsylvania (3.4%), Colorado (2.5%), Indiana (2.5%),
Louisiana (2.5%), Maryland (2.5%), New Mexico (2.5%), New York (2.5%), and
Oklahoma ( 2.0%). Most participants had an income between $45,001-75,000 (41.4%)

83
followed by $25,001-45,000 (24.5%), more than $75,001 (19.4%), and less than 25,000
(11.3%). More than half of the sample worked in private practice (57.5%), 16.3% in
community mental health, 6.5% in outpatient settings, 6.2% in a college/university
setting, 5.6% in K-12 schools, and the remainder in home-based, inpatient/hospital, pre
school, child advocacy, not-for-profit, state/county, Indian health, or faith-based
agencies. 47.3% of the sample worked in a suburban area, 29.3% in an urban area, and
22.5% in a rural area. The majority of participants provided therapy services per week
for 25-40 hours (36.9%), 9-24 hours (36.1%), less than 8 hours (18.3%), and more than
41 hours (7.3%) to 16-30 clients (46.8%), less than 15 clients (42.3%), 31-45 clients
(8.7%), 46-60 clients (0.3%), and more than 60 clients (1.1%). The top three aged groups
of service provision were to 6-10 year olds (94.4%), 0-5 year olds (64.2%), and 11-15
year olds (61.4%) with 15.5% providing services to clients older than 21 and 13.8% to
16-20 year olds.
Trauma-related demographical statistics included accessing participants’ personal
experience of traumatic events, formal training in trauma, percentage of caseload with
clients exposed to trauma, percentage o f caseload with clients who displayed high-risk
behaviors, experience of client violence, witness of client violence, average hours per
week with clients exposed to traumatic events, vacation time, and overall job satisfaction.
75.8% of the sample experienced at least one traumatic event, and 24.2% reported
experiencing no traumatic events. Of the 75.8% who experienced one or more traumatic
events, 76.3% reported child abuse/neglect, 38.9% reported adult abuse or assault, 33%
reported a major loss, abandonment, or suicide impact, 26.5% a reported disaster
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experience, 11.8% reported a violent or torture experience, 11.5% reported a life
threatening illness, and 7.6% reported another type of traumatic event (e.g., severe
bullying, spousal imprisonment, divorce). In regards to formal trauma training, 3.1% of
the sample reported having no training while the remainder reported attending a
workshop (78.3%), earning a certification (43.9%), using trauma-informed care in a
treatment center (27%), and taking a graduate course (22.3%). 39.2% of the sample
reported that 25% or less of their caseload had clients exposed to traumatic events, 34.1%
had more than 51%, and 26.5% had between 26% and 50%. Much of the sample (82%)
reported having 25% or less of their caseload with clients who displayed high-risk
behaviors, 10.4% having between 26% and 50% of their caseload with clients who
displayed high-risk behaviors, and 7.3% having more than 51% of their caseload with
clients who displayed high-risk behaviors. While 77.7% of the sample reported not being
a victim of a violent act by a client, 21.4% expressed experiencing violence by a client.
Additionally, 78.6% reported not witnessing violent acts between clients while 20.6%
reported witnessing it. A majority of the sample (54.9%) reported working 1-8 hours
with traumatized people while the remainder reported 9-24 hours (27.3%), 25-40 hours
(13.8%), no hours (2.8%), and more than 41 hours (0.6%). Regarding vacation time,
45.9% took a vacation less than three months ago, 34.4% less than six months ago, 11.2%
a year ago, 3.1% two years ago, 2.3% never, and 1.4% three years ago. Lastly, the
sample reported the following regarding job satisfaction: 51% satisfied, 42% extremely
satisfied, 4.8% neutral, 1.7% dissatisfied, and 0.6% extremely dissatisfied.
Research Question 1
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There were a total of 355 participants in the sample of RPT/S included in the
descriptive data analysis for the first research question, “What is the professional quality
of life (compassion satisfaction, bumout, and secondary traumatic stress) for RPT/S in
the U.S.?” Table 4. ProQOL Scores displays the aggregate results of the scores on the
compassion satisfaction, bumout, and secondary traumatic stress subscales.

Table 4
ProQOL Scores

Subscale
Compassion Satisfaction
Bumout
Secondary Traumatic Stress

Score 22 or less
(Low)

Score between 23
and 41 (Average)

n (%)
0
285 (80.3)
268 (75.5)

n (%)
137 (38.6)
70 (19.7)
87 (24.5)

Score 42 or more
(High)
n (%)
218(61.4)
0
0

On the compassion satisfaction subscale, 61.4% (n=218) of participants scored 42
or more and in the “high” category with a converted t-score of 57 or more. 38.6%
(n=137) of participants scored between 23 and 41 and in the “average” category with a
converted t-score of 50. There were no participants who scored 22 or less or in the “low”
category on the compassion satisfaction subscale. On the bumout and secondary
traumatic stress subscales, there were no participants who scored 42 or more in the
“high” category. On the bumout subscale, 19.7% (n=70) of participants scored between
23 and 41 and in the “average” category with a converted t-score of 50. The remainder of
participants, 80.3% (n=285), scored 22 or less and in the “low” category on the bumout
subscale with a converted t-score of 43 or less. A slightly higher amount of participants,
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24.5% (n=87), scored between 23 and 41 and in the “average” category on the secondary
traumatic stress subscale with a converted t-score of 50. The remainder of participants,
75.5% (n=268), scored 22 or less and in the “low” category on the secondary traumatic
stress subscale with a converted t-score of 43 or less.
Table 5. ProQOL Statistical Data provides the sample’s mean, standard deviation,
median, and range for each of the three subscales.

Table 5
ProQOL Statistical Data
Subscale
Compassion Satisfaction
Burnout
Secondary Traumatic Stress

Mean (SD)
42.6 (4.9)
19.2 (4.5)
19.2 (4.6)

Median
43
19
19

Range
29-50
10-33
10-36

On the compassion satisfaction subscale, the average of the scores was 42.6 (high
category), the median score was 43, and the range of scores was between 29 and 50. The
standard deviation was 4.9. Thus, 68% of participant scores on the compassion
satisfaction subscale fell between 37.7 and 47.5 (one standard deviation), and 95% of the
scores fell between 32.8 and 52.4 (two standard deviations). On the burnout subscale, the
average of the scores was 19.2 (low category), the median was 19, and the range o f the
scores was between 10 and 33. Participant scores within one standard deviation (4.5) of
the mean ranged from 14.7 to 23.7 and within two standard deviations of the mean
ranged from 10.2 to 28.2. Like the burnout subscale, the secondary traumatic stress
subscale’s average of the scores was 19.2 and the median was 19. However, the range
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for the secondary traumatic stress subscale slightly extended from 10 to 36, and its
standard deviation was 4.6. Participant scores within one standard deviation of the mean
ranged from 14.6 to 23.8 and within two standard deviations of the mean ranged from 10
to 28.4.
Inferential Statistics
Four research questions and null hypotheses were tested via ANOVAs to identify
the mean differences, standard errors (SE), F ratios, and ^-values in SPSS 22nd ed.
Subsequently, the statistical power was calculated via a post hoc test. A .05 alpha (a)
level was selected for the statistical analyses with a 95% confidence interval. The posthoc power analysis demonstrated that an ANOVA with a sample of 355 had 98% power
to detect an effect of 0.5 (f). This falls in the small range of effect size. Thus, this
research study had a sufficient sample size to correctly reject the null 98% of the time. It
had the probability of a Type II error at 0.2, which may occur when the investigator, after
making a test of significance, determines that the null hypothesis is true when in actuality
the null hypothesis is false (LaFountain and Bartos, 2002). Additionally, the post-hoc
power analysis met the recommended suggestions by Cohen (1988) of a minimal power
of 0.8 or above so that the likelihood of making a type II error is significantly reduced
(Craig & Sprang, 2010).
Four independent variables from the demographic questionnaire were selected
and tested to determine if there was a statistically significant difference on the dependent
variable, the secondary traumatic stress subscale scores on the ProQOL. The first
independent variable was personal experience of traumatic events, as a risk factor for
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compassion fatigue included the therapist’s own unresolved trauma (Radey & Figley,
2007). The second independent variable was percentage of caseload with clients exposed
to traumatic events, as multiple research studies reported that secondary traumatic stress
increased for professionals who worked with populations that were traumatized (R. E.
Adams et al., 2006; Figley, 2002; Hunter, 2012; Jacobson, 2012; McCann & Pearlman,
1990; Michenbaum, 2007; Shakespeare & Lafreniere, 2012; Stamm, 2013; Trippany et
al., 2004). The third independent variable was the therapist’s experience of client
violence, as there are risks related to working with clients who are aggressive and
traumatized (Cantanese, 2010; Flannery et al., 2011; Perry, 2014b; Salston & Figley,
2003). The final independent variable was duration of practice, as some literature
reported that less experience influenced secondary traumatic stress (S. A. Adams &
Riggs, 2008; Alkema, 2008; Knight, 2010).
Hypothesis 1
The second research question asked if there would be a significant difference for
personal experience of traumatic events on secondary traumatic stress for RPT/S in the
U.S. A bivariate ANOVA was employed to evaluate the effects of the independent
variable (personal experience of traumatic events via question number 11 on the
demographic questionnaire: “Please check if you have experienced any of the following
traumatic events: [answer choices]”) on secondary traumatic stress. The null hypothesis
stated that there would be no significant difference for personal experience of traumatic
events on secondary traumatic stress for RPT/S in the U.S. For this statistical analysis,
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23 categories were reduced to two. The results of this analysis are presented in Table 6:
Personal Experience of Traumatic Events.
Table 6
Personal Experience o f Traumatic Events
Category
No
Yes

n
86
269

Mean (SE)
17.7 (0.44)
19.7 (0.28)

F
11.7

P
.001

Participants who reported no personal experience of traumatic events on the demographic
questionnaire (n=86) had a mean score of 17.7 on the secondary traumatic stress
subscale. Participants who reported at least one experience of a traumatic event on the
demographic questionnaire had a mean score of 19.7 on the secondary traumatic stress
subscale. The significant effects were F= 11.7 and p = .001. The null hypothesis was
rejected because the analysis detected a difference between the variables, as the p value
was less than the alpha value ip .001 < a .05). Thus, personal experience of traumatic
events had a statistically significant influence on secondary traumatic stress.
Hypothesis 2
The third research question asked if there would be a significant difference for
percentage of caseload with clients exposed to traumatic events on secondary traumatic
stress for RPT/S in the U.S. A one-way ANOVA was employed to evaluate the effects of
the independent variable (percentage o f caseload with clients exposed to traumatic events
via question number 24 on the demographic questionnaire: “Approximately what
percentage of your caseload involves working with clients who have experienced or been
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exposed to traumatic events [e.g., childhood abuse, combat/war, fires, natural disasters,
life-threatening illness, physical, sexual, or emotional abuse, terroristic attacks,
transportation accidents, witness to someone begin seriously injured or killed]?”) on
secondary traumatic stress. The null hypothesis stated that there would be no significant
difference for percentage of caseload with clients exposed to traumatic events on
secondary traumatic stress for RPT/S in the U.S. For this statistical analysis, five
categories were reduced to three. Additionally, the sample size was n=354, as one
response was missing and was excluded from the analysis. The results of this analysis
are presented in Table 7: Percentage of Caseload with Clients Exposed to Traumatic
Events.

Table 7
Percentage o f Caseload with Clients Exposed to Traumatic Events
Category
0-25%
26-50%
51+%

n
139
94
121

Mean (SE)
18.3 (0.38)
19.7 (0.47)
19.8 (0.41)

F
4.5

P
.012

Participants who reported having no or less than 25% of their caseload with clients
exposed to traumatic events on the demographic questionnaire (n=139) had a mean score
of 18.3 on the secondary traumatic stress subscale. Participants who reported 26-50% of
a caseload with clients exposed to traumatic events on the demographic questionnaire
(n=94) had a mean score of 19.7 on the secondary traumatic stress subscale. Participants
who reported 51% or more of a caseload with clients exposed to traumatic events (n=121)
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on the demographic questionnaire had a mean score of 19.8 on the secondary traumatic
stress subscale. The significant effects were F= 4.51 and p = .012. The null hypothesis
was rejected because the analysis detected a difference between the variables, as the p
value was less than the alpha value ip .012 < a .05). Thus, a higher percentage of
caseload (more than 25%) with clients exposed to traumatic events had a statistically
significant influence on secondary traumatic stress.
Hypothesis 3
The fourth research question asked if there would be a significant difference for
experience of client violence on secondary traumatic stress for RPT/S in the U.S. A
bivariate ANOVA was employed to evaluate the effects of the independent variable (the
therapist’s experience of client violence via question number 26 on the demographic
questionnaire: “Have you ever been targeted, hit, assaulted, or been a victim of a violent
act by a client?”) on secondary traumatic stress. The null hypothesis stated that there
would be no significant difference for experience of client violence on secondary
traumatic stress for RPT/S in the U.S. For this statistical analysis, the sample size was
n=352, as three responses were missing and were excluded from the analysis. The results
of this analysis are presented in Table 8: Experience of Client Violence.

Table 8
Experience o f Client Violence
Category
No
Yes

n
276
76

Mean (SE)
18.9 (0.26)
20.2 (0.60)

F
5.0

P
.027
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Participants who reported no experiences of client violence on the demographic
questionnaire (n=276) had a mean score of 18.9 on the secondary traumatic stress
subscale. Participants who reported an experience of client violence on the demographic
questionnaire had a mean score of 20.2 on the secondary traumatic stress subscale. The
significant effects were F = 5.0 andp = .027. The null hypothesis was rejected because
the analysis detected a difference between the variables, as the p value was less than the
alpha value (p .027 < a .05). Thus, the therapist’s experience of client violence had a
statistically significant influence on secondary traumatic stress.
Hypothesis 4
The fifth research question asked if there would be a significant difference for
duration of practice on secondary traumatic stress for RPT/S in the U.S. A one-way
ANOVA was employed to evaluate the effects of the independent variable (duration of
practice via question number 13 on the demographic questionnaire: “How many years
have you been licensed in the profession?”) on secondary traumatic stress. The null
hypothesis stated that there would be no significant difference for duration of practice on
secondary traumatic stress for RPT/S in the U.S. For this statistical analysis, seven
categories were reduced to three. The results of this analysis are presented in Table 9:
Duration of Practice.
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Table 9
Duration o f Practice
Category
0-10 years
11-20 years
21+ years

n
142
126
87

Mean (SE)
19.3 (0.38)
19.4 (0.41)
18.7 (0.49)

F
0.69

P
0.5

Participants who reported zero to 10 years of licensed practice on the demographic
questionnaire (n=142) had a mean score of 19.3 on the secondary traumatic stress
subscale. Participants who reported 11-20 years of licensed practice (n=126) on the
demographic questionnaire had a mean score o f 19.4 on the secondary traumatic stress
subscale. Participants who reported 21 or more years of licensed practice (n=87) on the
demographic questionnaire had a mean score of 18.7 on the secondary traumatic stress
subscale. The significant effects were F = 0.69 andp = 0.5. This analysis failed to reject
the null hypothesis and did not detect a difference between the variables, as the p value
was greater than the alpha value (p 0.5 > a .05). Thus, duration of practice was not
considered a statistically significant influence on secondary traumatic stress.
Summary
The demographics were similar in the areas of gender, ethnicity, relationship
status, religious preference, degree earned, years certified as an RPT/S, primary work
setting, personal experience of trauma, and experience of client violence. The
demographics were diverse in the areas of age, licensure, duration of practice, yearly
income, location of practice, and percentage of caseload with clients exposed to trauma.

The analyses of the data collected on the ProQOL revealed that RPT/S had high and
average levels of compassion satisfaction and low and average levels of burnout and
secondary traumatic stress. Additionally, the data analyses indicated that there was a
significant difference on secondary traumatic stress with participants who reported a
personal experience of traumatic events, a higher percentage of caseload with clients
exposed to traumatic events, and an experience of client violence. There was not a
significant difference on secondary traumatic stress regarding duration of practice. A
complete discussion of these findings, including a summary of the results and limitations
of this study, along with recommendations for further study are discussed in chapter five.

CHAPTER 5
DISCUSSION AND RECOMMENDATIONS
This chapter provides a discussion of the research findings via providing a
summary of the results and integration. It also examines the limitations of the research
study. It concludes with recommendations for future research and practice.
Summary of Results and Integration
The purpose of this study was to explore the PQOL for RPT/S along with factors
that influenced secondary traumatic stress. This was achieved via a sample of RPT/S
who consented to the study and completed a demographic questionnaire and the ProQOL.
Statistical data was analyzed via Microsoft Excel and SPSS 22nd ed. to provide
descriptive results for demographic characteristics and the first research question and to
provide inferential results for hypotheses one through four.
Demographic Characteristics
In regards to the demographics of the sample, a majority were Caucasian, married
females who were aged 31 and older (which is consistent with other studies of therapists;
Lambert, 2013; Lawson & Myers, 2011; Sprang et al., 2007). More than half of
participants were extremely satisfied with their relationship status and had no or two
children. A majority of participants considered themselves spiritual and reported a
religious preference of Christianity. Professionally, a majority of participants had a
master’s degree, were licensed as Professional/Mental Health Counselors or Clinical
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Social Workers, and had practiced between six and 15 years. A majority of the sample
were Registered Play Therapist-Supervisors and had an RPT/S credential less than 10
years. Forty-six U.S. states were represented in the sample with a majority practicing in a
suburban area and in private practice. Most of the sample had an annual income of
$45,001-75,000, worked between nine and 40 hours, and provided services to less than
30 clients per week. Regarding trauma-related demographics, a majority of the sample
had at least one personal experience of a traumatic event, many had formal training to
provide clinical treatment for traumatic events via a workshop or certification, and most
had not witnessed or experienced violence from clients. A majority of the sample had
less than 50% of cases related to trauma, had less than 25% with clients who displayed
high risk behaviors, and worked less than 8 hours per week with people who were
traumatized. Lastly, a majority of the sample had taken a vacation within the last six
months and rated their job satisfaction as satisfied or extremely satisfied.
Research Question 1
The first research question focused on identifying the PQOL for RPT/S using the
ProQOL. The dependent variables were compassion satisfaction, burnout, and secondary
traumatic stress. Results reflected that RPT/S had high and average scores on the
compassion satisfaction subscale and average and low scores on the burnout and
secondary traumatic stress subscales on the ProQOL. These findings were consistent
with other research studies that utilized the ProQOL with mental health professionals
(ACA, 2012; G. Lawson, 2007; G. Lawson & Myers, 2011; Sprang et al., 2007). Higher
scores on the compassion satisfaction subscale with a combination of lower scores on the
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burnout and secondary traumatic stress subscales indicated that this sample derived
satisfaction from their work and did not feel overwhelmed by work environments or by
negative experiences characterized by fear. This was also consistent with research
regarding professional satisfaction aiding as a protective factor for decreased secondary
traumatic stress (Harrison & Westwood, 2009; Joubert et al., 2013), as 93% of the sample
RPT/S reported job satisfaction as “satisfied” or “extremely satisfied.”
The standard deviations for all of the subscale scores were relatively low and
indicated that participant scores had less variability, as there were no participants who
scored in the low range for compassion satisfaction or high range for burnout and
secondary traumatic stress. Participants who scored “high” on the compassion
satisfaction (61.4%) were in the top quartile/75th percentile, which is high in comparison
to the normative sample’s 25% (Stamm, 2009). Additionally, the aggregate scores on the
burnout and secondary traumatic stress subscales showed that there were high
percentages of participants who scored in the bottom quartile/25th percentage. In essence,
scores on the ProQOL showed that this sample of RPT/S derived high levels of pleasure
from the work that they do and low levels of compassion fatigue despite the risks of
many participants experiencing personal traumatic events (75.8% with only 24.2%
reporting none) or working with clients who had experienced traumatic events (97.5%
with only 2.5% reporting none).
Hypothesis 1
The second research question sought to detect a significant difference between
personal experience o f traumatic events and secondary traumatic stress. The null
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hypothesis was rejected, as the results of the ANOVA revealed that a significant
interaction occurred between personal experience of traumatic events and the secondary
traumatic stress subscale scores. The mean of participants who did not experience a
traumatic event (n=86) was 17.7. This was two points lower than participants who
reported at least one personal experience of a traumatic event (n=269; with a mean score
of 19.7 on the secondary traumatic stress subscale). It was surprising that 75.8% of the
sample had experienced at least one traumatic event, with an average of three traumatic
events per participant for those who reported traumatic experiences.
Radey & Figley (2007) identified clinicians’ unresolved trauma as a major factor
for compassion fatigue. Similarly, other research studies reported increased secondary
traumatic stress for clinicians who have a personal history of trauma (Cunningham, 2003;
Newell & MacNeil, 2010; Perry, 2014b; Salston & Figley, 2003). Yet, the results of this
analysis implied that despite high incidences of personal traumatic events and elevated
scores on the secondary traumatic stress subscale (in comparison to those who
experienced no traumatic events), the sample of RPT/S who reported personal traumatic
events continue to find meaning in their work while engaging in activities that lower the
impacts of secondary traumatic stress.
Hypothesis 2
The third research question sought to detect a significant difference between
percentage of caseload with clients exposed to traumatic events and secondary traumatic
stress. The null hypothesis was rejected, as the results o f the ANOVA revealed that a
significant interaction occurred between percentage o f caseload with clients exposed to
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traumatic events and the secondary traumatic stress subscale scores. The mean of
participants who had zero or less than 25% of their caseload with clients exposed to
traumatic events (n=139) was 18.3. Participants who reported more than 25% of their
caseload with clients exposed to traumatic events scored 19.7 (for 26-50%; n=94) and
19.8 (for 51+%; n=121) on secondary traumatic stress, which is one and a half points
more but still within the low category of secondary traumatic stress.
This finding is consistent with other studies that showed a statistically significant
difference on secondary traumatic stress when the percentage o f caseload increased with
clients exposed to trauma, including caseloads with children and families who
experienced abuse (Craig & Sprang, 2010; Creamer & Liddle, 2005; Cunningham, 2003;
G. Lawson & Myers, 2011; Newell & MacNeil, 2010; Osofsky, 2008; Shakespeare &
Laffeniere, 2012; Sprang et al., 2007; Trippany et al., 2004). The results of this analysis
implied that this sample of RPT/S had an increased risk for secondary traumatic stress
when their caseload had more than 25% of clients exposed to traumatic events. However,
similar to the tested analysis of personal experience of traumatic events, those who had
increased caseloads with clients exposed to traumatic events managed to lower the
potential impacts of secondary traumatic stress by not having any scores in the high
category.
Hypothesis 3
The fourth research question sought to detect a significant difference between the
therapist’s experience of client violence and secondary traumatic stress. The null
hypothesis was rejected, as the results of the ANOVA revealed that a significant
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interaction occurred between experience of client violence and the secondary traumatic
stress subscale scores. Participants who reported not experiencing client violence
(n=276) had a mean of 18.9 while participants who reported experiencing client violence
(n-76) had a mean of 20.2. Despite having a statistical significance, the mean score for
those who experienced client violence still fell in the low category of secondary traumatic
stress on the ProQOL.
Most literature regarding therapists who experienced client violence focused on
prevention, risks, and effective responses (Cantanese, 2010; Flannery et al., 2006;
Flannery et al., 2011; Perry, 2014b). There was extremely limited research regarding
identifying significant interactions between secondary traumatic stress subscale scores
and experience of client violence. There was, however, one study that conducted an
analysis with nursing staff who, despite a high exposure to violence in a psychiatric
institution, displayed a low prevalence of secondary traumatic stress symptoms (Lauvrud
et al., 2009). This study had similar results. Thus, the results of this analysis were
important because it declared that there was a significant interaction regarding therapists
who experienced client violence on secondary traumatic stress. As such, more attention
and quantitative research needs to be performed in this area.
Hypothesis 4
The final research question sought to detect a significant difference between
duration of practice and secondary traumatic stress. The null hypothesis was not rejected,
as the results of the ANOVA revealed that there was not enough evidence to conclude
that duration of practice made a difference on the secondary traumatic stress subscale
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scores. Participants who practiced less than 10 years (n=142) had a mean o f 19.3, while
participants who practiced between 11 and 20 years ( n ^ ^ ) and 21+ years (n=87) had
means of 19.4 and 18.7 respectively. Thus, participants who had less experience had a
mean in between those with more experience. This finding is different from some studies
that found that less experience in the profession resulted in greater levels of secondary
traumatic stress (Alkema, 2008; Knight, 2010). However, it is similar to the study
conducted by Craig and Sprang (2010), who found that years of professional experience
was not a significant predictor of secondary traumatic stress. Thus, the literature is
diverse regarding duration of practice having a statistical difference on secondary
traumatic stress, and this analysis did not detect a difference.
Summary of Conclusions
In summary, there are several conclusions that can be drawn from this study.
First, the demographical characteristics are homogenous in some areas and diverse in
others. Second, this sample of RPT/S scored higher in the area of compassion
satisfaction and lower in the areas of burnout and secondary traumatic stress, which is
consistent with other therapeutic communities. Third, although RPT/S are at risk for
secondary traumatic stress due to their work with children and constant engagement with
clients exposed to trauma, abuse, crises, and complex grief, they have mitigated those
impacts while maintaining higher levels of compassion satisfaction. Last, this research
study’s results are powerful in that the sample, despite personal experience of traumatic
events, working with clients exposed to traumatic events, and experience of client
violence, still scored low and average on the secondary traumatic stress subscale and
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average and high on the compassion satisfaction subscale. Overall, it is quite noteworthy
that although RPT/S encounter the impacts of trauma (whether personally or
professionally), their overall functioning and work satisfaction is high.
Limitations
This study offered several important findings to the literature. Yet, there are some
limitations to the study. First, this study may be limited by the nature of the sample itself.
There are currently 2,274 RPT/S in the U.S. Although the sample size is remarkable
(n=355 for 15.61% of the population), it is relatively small to make generalizations about
the entire population. Additionally, there were disproportionate numbers of females and
males (91.5% and 8.2%, respectively), and the sample was extremely homogeneous with
certain characteristics (83.9% Caucasian, 76.3% married, 68.7% Christian). Thus, the
degree of similarity among participants may have limited the generalizability of the study
results to other populations. Furthermore, there is a possibility of a potential response
bias. Those who chose to participate in the study may have been only those who were
self-motivated on a voluntary basis. Individuals who chose not to respond to the study
could have had increased levels of burnout and secondary traumatic stress. Yet, the
sample dynamics and results are still important because this is a population at high risk
for secondary traumatic stress due to their trauma work with vulnerable populations.
Second, data that determined the basis for this study was acquired through selfreported questionnaires. Self-reporting can influence bias or dishonesty, especially when
addressing sensitive subjects such as compassion fatigue and trauma. Also, due to
potential problems related to memory restrictions and perception differences with self
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reported data (Leedy & Ormrod, 2010), caution needs to be given when making
inferences regarding the population of RPT/S. Thus, a replication of the study is
recommended before inferences are made. Additionally, the ProQOL does not include a
lie scale. However, it does include reverse items to test for validity and similarly worded
items within different questions to increase internal consistency.
Third, social desirability may limit the research conclusions. Because mental
health professionals help clients increase general well-being, participants may have been
compelled to positively bias their reports of compassion satisfaction and minimize those
of compassion fatigue. The ProQOL has been utilized in many of the helping
professions, including a national study conducted by the American Counseling
Association (Lawson & Myers, 2011). Since 57.2% of this sample’s participants were
licensed as Professional/Mental Health Counselors, they may have been pre-exposed to
the assessment with the knowledge of how to respond favorably. However, it is also
important to mention that the ProQOL is a stable assessment that can monitor changes
across time and be utilized repeatedly to reflect changes in participants (although that was
not the purpose of its use for this study; Stamm, 2010).
Fourth, results of this study may have appeared favorable because more
participants were certified as supervisors (RPT-S). RPT-S have an advanced level of
expertise and are expected to better manage compassion fatigue and engage in activities
that build compassion satisfaction. Additionally, all of the participants were required to
have certifications as play therapists, indicating that they had to have a minimal level of
training, supervision, and practice in play therapy. Thus, others members of the
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Association for Play Therapy who were not certified were excluded to avoid covariance
but, if given the opportunity to participate, may have increased the diversity of the sample
and assessment results.
The final limitation of this study was that a total of 56 participants were excluded
from the study due to leaving all or a majority of the responses blank (n=38), completing
the demographic questionnaire but leaving the ProQOL blank (n=12), or giving duplicate
response after a reminder email was sent (n=6). Additionally, some participants left a
few items unanswered on the ProQOL, and those values were accounted for using the
items means method (Downey & King, 1998). Also, the researcher was excluded from
the study to eliminate biases or influences of the results.
Recommendations
The following recommendations are offered for future research and practice
regarding the PQOL for RPT/S. Included are three recommendations for future research
and three recommendations for future practice.
Future Research
The first recommendation for future research is for a replication of this study
using a larger and more diverse sample size. A larger and more diverse sample size may
assist with validating the results and adding to the scarce body of knowledge that exists
regarding the PQOL for RPT/S. It can also assist with identifying additional variables
that can impact PQOL and possibly allow for generalization of the results to the RPT/S
population.
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Second, future research may incorporate this study’s methodology with a different
research design. For example, the use of a quasi-experimental design would allow for the
comparison of certified play therapists with those who are a part of the play therapy
community but not certified. The expansion of this study to include all members of the
play therapy community can increase diversity of the results and allow for comparisons
regarding potential benefits of the certification (i.e., more training, supervised
experienced) in relation to personal and professional well-being. Also, use of a
multivariate analysis of variance (MANOVA) or multiple regression analysis may assist
with examining the interactive effects between independent variables and in predicting
variable influences that regard compassion satisfaction, burnout, and secondary traumatic
stress. Additionally, a longitudinal study would allow for the measure of the PQOL of
RPT/S over an extended period of time to monitor changing dynamics and to identify
additional variables and strategies to improve the PQOL of RPT/S.
Last, it is suggested that future research investigate whether the elements of play
therapy with children and the therapeutic use of creative activities (e.g., play, sandtray,
music, art) by RPT/S during the therapeutic process counters the impacts of secondary
traumatic stress (Van Hook & Rothenberg, 2009). There is a possibility that the act of
play therapy itself not only calms and soothes clients who have been exposed to traumatic
events but also therapists. As such, while clients use play to work through their trauma,
RTP/S may engage with them and, this, consequently, may abate secondary traumatic
stress from further development.
Future Practice
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The ProQOL appeared to be a quality assessment for play therapists, as the
length, reliability, and validity were appropriate for measuring the positive and negative
aspects derived from helping others as an RPT/S. Thus, the first recommendation for
future practice is that the use of the ProQOL be encouraged within the play therapy
community to consistently measure the PQOL of RPT/S overtime. “Maintaining
compassion for ourselves and others is of paramount importance as we explore our
trauma exposure response” (Lipsky & Burk, 2009, p. 13). Essentially, it will aid in the
provision of well counselors to develop well clients (Lawson & Myers, 2011).
It is also important that future practice focuses on providing quality supervision
and education for clinicians who are at risk for secondary traumatic stress. Because
RPT/S often work with children and matters of trauma, aggression, and grief, it is
imperative that educational institutions and supervision trainings focus on traumainformed care. It will also be important to identify specific strategies for recognizing,
preventing, addressing, and managing secondary traumatic stress while increasing
compassion satisfaction.
The last future practice recommendation is for RPT/S to teach beginning play
therapists, along with those outside of the play therapy community, ways to implement
self-care routines. Osofsky (2008) reported that many informed professionals, including
those who specialize in trauma, do not utilize self-care practices and that this can
influence secondary traumatic stress scores. Managing stress, increasing self-care,
engaging in supervision regularly, thinking affirmatively, and developing a supportive
workplace environment are critical factors that aid in increasing compassion satisfaction
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and decreasing secondary traumatic stress (Alkema, 2008; Huggard, 2003; Radey &
Figley, 2007; SAMHSA, 2014). Additionally, it is critical that new professionals and
those with lots of experience in the field continue to stay abreast of effective stress
management techniques, child development and psychopathology issues, and current
crisis intervention skills (Eastwood & Ecklund, 2008).
Conclusion
Chapter five discussed the results and limitations of the study with implications
for practice and recommendations for research and practice. The purpose of the research
study was to explore the professional quality of life for Registered Play Therapists and
Supervisors, including increasing knowledge regarding the levels o f compassion
satisfaction and compassion fatigue and identifying significant factors that impacted
secondary traumatic stress. The results of this study revealed that this sample of RPT/S
had a combination of high levels of compassion satisfaction with low levels of bumout
and secondary traumatic stress. The factors identified as having significant influences on
secondary traumatic stress included a personal experience of traumatic events, a higher
caseload of clients exposed to traumatic events, and an experience of client violence.
Regarding recommendations, the researcher suggested that a replication of the
study with a larger sample size be used in order to establish norms and to make
generalizations regarding this population. It was also recommended that future research
focus on the incorporation of various research designs to increase the body o f knowledge
and on investigating the role that the act of play therapy itself may play in mitigating
secondary traumatic stress. Future recommendations for practice included using the
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ProQOL as common practice, increasing quality supervision and education to decrease
secondary traumatic stress, and consistently implementing self-care routines to build and
maintain compassion satisfaction.
Essentially, RPT/S are noteworthy professionals who provide vital services to
vulnerable, yet important, clients. As such, RPT/S need to consistently monitor their
personal and professional quality of life while serving as trauma stewards, who are those
that “believe that both joy and pain are realities of life, and that suffering can be
transformed into meaningful growth and healing when a quality of presence is cultivated
and maintained even in the face of great suffering” (Lipsky & Burk, 2009, p. 11).
Overall, RPT/S need to continue striving to create a space for and honor the hardships
and suffering o f clients while acting with integrity by setting personal boundaries to
avoid assuming others’ pain as their own and by remembering the privilege and
sacredness of being called to help (Lipsky & Burk, 2009, p. 6).
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1. Do you agree to participate in this survey?
a. Yes, start the survey
b. No, stop the survey
2. Choose your age bracket.
a. 18-30
b. 31-40
c. 41-50
d. 51-60
e. 61+
3. What is your sex?
a. Female
b. Male
c. Transgender
4. What is your nationality / ethnic background?
a. African American
b. Asian American
c. Caucasian
d. Caribbean
e. Hispanic
f. Indian
g. Middle Eastern
h. Native American
i. Pacific Islander
j. Multi/Bi-Racial
k. Other:_______________________
5. What is your relationships status?
a. Never Married
b. Married
c. Separated
d. Divorced
e. Widowed
f. Other/Committed Relationship
6. How satisfied are you with your current relationship status?
1 (extremely dissatisfied)
2 (dissatisfied)
3 (neutral/indifferent)
4 (satisfied)
5 (extremely satisfied)
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7. What is your highest earned degree?
a. Undergraduate degree
b. Master’s degree
c. Specialist degree
d. Professional / Doctorate degree
e. Other:_______________________
8. Do you consider yourself spiritual?
a. Yes
b. No
9. Please indicate any religious preference / belief:
a. Atheist
b. Agnostic
c. Buddhism
d. Christian
e. Hinduism
f. Islamic
g- Jewish
h. Other:
10. How many children do you have?
a. 0
b. 1
c. 2
d. 3
e. 4
f. 5+
11. Please
a.
b.
c.
d.
e.
f.
gh.
i.
jk.
1.
m.

check if you have experienced any of the following traumatic events:
Adult emotional abuse
Adult physical abuse
Adult rape and sexual assault or abuse
Childhood emotional abuse
Childhood physical abuse
Childhood sexual abuse
Childhood neglect
Combat or war
House or other domestic fires
Extreme bullying
Large scale transportation accidents (airline crashes, train derailments)
Life-threatening illness
Major losses or abandonment
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n. Mass interpersonal violence (bombing, school shooting, terroristic attack,
human rights abuses by totalitarian regimes)
o. Natural disaster (earthquake, flood, tornado, wildfire)
p. Partner or domestic violence
q. Severe motor vehicle accident
r. Stranger physical assault
s. Torture or human/sexual trafficking
t. Violent crime
u. Witness of someone being seriously injured or killed
v. Other:_______________________
w. No traumatic events
12. What are you licensed as?
a. Licensed Clinical Social Worker
b. Licensed Marriage and Family Therapist
c. Licensed Professional Counselor / Licensed Mental Health Counselor /
Licensed Clinical Professional Counselor
d. Licensed Psychiatrist
e. Licensed Psychologist
f Other:_______________________
13. How many years have you been licensed in the profession?
a. 0-5
b. 6-10
c. 11-15
d. 16-20
e. 21-25
f. 26-30
g- 30+
14. Are you a Registered Play Therapist (RPT) or a Registered Play Therapist Supervisor
(RPT-S)?
a. RPT
b. RPT-S
c. Neither: Explain__________________
15. How many years have you had your RPT credential?
a. 0-5
b. 6-10
c. 11-15
d. 16-20
e. 21-25
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f. 26-30
g. 30+
16. What U.S. state(s) do you currently practice in ? _________________________
17. What is your primary work setting?
a. Community mental health agency
b. Home-based services
c. Inpatient care or hospital setting
d. Outpatient setting
e. K-12 school
f. College or university
g. Private practice
h. Other:_________________________
18. What area is your primary work setting in?
a. Rural
b. Suburban
c. Urban
19. What is your yearly income?
a. $0-25,000
b. $25,001 -45,000
c. $45,001 -75,000
d. $75,001 +
20. Primarily, what ages are the clients to whom you provide play therapy services? (You
may choose up to three).
a. 0-5
b. 6-10
c. 11-15
d. 16-20
e. 21+
21. How many hours do you work per week providing therapy services?
a. 0-8 hours
b. 9-24 hours
c. 25-40 hours
d. 4 1+ hours
22. How many clients do you see on average per week?
a. 0-15
b. 16-30
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c. 31-45
d. 46-60
e. 60+
23. Please indicate any formal training that you have had related to working with clients
who have experienced traumatic events (e.g., childhood abuse, combat/war, fires,
natural disasters, life-threatening illness, physical, sexual, or emotional abuse,
terroristic attacks, transportation accidents, witness to someone begin seriously
injured or killed):
a. None
b. Completed a graduate level course(s) in working with survivors of trauma
c. Earned a trauma-specific training certification (e.g., Eye Movement
Desensitization and Reprocessing (EMDR), Trauma Focused-Cognitive
Behavioral Therapy (TF-CBT), Prolonged Exposure (PE), Cognitive
Processing Therapy (CPT), Critical Incident Stress Debriefing)
d. Attended a workshop(s) on empirically based trauma treatments
e. Have experience working in an inpatient or outpatient trauma treatment center
that utilized trauma-informed care practices
24. Approximately what percentage of your caseload involves working with clients who
have experienced or been exposed to traumatic events (e.g., childhood abuse,
combat/war, fires, natural disasters, life-threatening illness, physical, sexual, or
emotional abuse, terroristic attacks, transportation accidents, witness to someone
begin seriously injured or killed)?
a. None (0%)
b. 1-25%
c. 26-50%
d. 51-75%
e. 76-100%
25. What percentage of your caseload involves working with clients who have higher risk
behaviors such as active or regularly suicidal, self-injurious, or otherwise a danger to
themselves or others?
a. None (0%)
b. 1-25%
c. 26-50%
d. 51-75%
e. 76-100%
26. Have you ever been targeted, hit, assaulted, or been a victim of a violent act by a
client?
a. Yes
b. No
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27. Have you ever observed or witnessed violent acts between clients?
a. Yes
b. No
28. On average, how many hours per week do you spend working with traumatized
people?
a. 0 hours
b. 1-8 hours
c. 9-24 hours
d. 25-40 hours
e. 41+ hours
29. When was the last time that you took a vacation while working as an RPT/S?
a. Never
b. Less than 3 months ago
c. Less than 6 months ago
d. 1 year ago
e. 2 years ago
f. 3 years ago
g. More than 3 years ago
30. What is your overall job satisfaction
1 (extremely dissatisfied)
2 (dissatisfied)
3 (neutral/indifferent)
4 (satisfied)
5 (extremely satisfied)
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COMPASSION SATISFACTION AND COMPASSION FATIGUE
(PROQOL) VERSION 5 (2009)
When you provide therapy to people, you have direct contact with their lives. As you
may have found, your compassion for those that you help can affect you in positive and
negative ways. Below are some questions about your experiences, both positive and
negative, as a Registered Play Therapist or Registered Play Therapist-Supervisor
(RPT/S). Consider each of the following questions about you and your current work
situation. Select the number that honestly reflects how frequently you have experienced
these things in the last 30 days.

l=Never

2=Rarely

3=Sometimes

4=Often

5=Very Often

1 .1 am happy.
2 .1 am preoccupied with more than one person I provide therapy to.
3 .1 get satisfaction from being able to provide therapy to people.
4 .1 feel connected to others.
5 .1jump or am startled by unexpected sounds.
6 .1 feel invigorated after working with those I provide therapy to.
7 .1 find it difficult to separate my personal life from my life as a therapist.
8 .1 am not as productive at work because I am losing sleep over traumatic experiences of
a person I provide therapy to.
9 .1 think that I might have been affected by the traumatic stress of those I provide
therapy to.
10.1 feel trapped by my job as a therapist.
11. Because of my providing therapy, I have felt "on edge" about various things.
12.1 like my work as a therapist.
13.1 feel depressed because of the traumatic experiences of the people I provide therapy
to.
14.1 feel as though I am experiencing the trauma of someone I have provided therapy to.
15.1 have beliefs that sustain me.
16.1 am pleased with how I am able to keep up with therapy techniques and protocols.
17.1 am the person I always wanted to be.
18. My work makes me feel satisfied.
19.1 feel worn out because of my work as a therapist.
2 0 .1 have happy thoughts and feelings about those I provide therapy to and how I could
help them.
21.1 feel overwhelmed because my case work load seems endless.
2 2 .1 believe I can make a difference through my work.
2 3 .1 avoid certain activities or situations because they remind me of frightening
experiences of the people I provide therapy to
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2 4 .1 am proud of what I can do to help.
25. As a result of my providing therapy, I have intrusive, frightening thoughts.
2 6 .1 feel "bogged down" by the system.
2 7 .1 have thoughts that I am a "success" as a therapist.
2 8 .1 can't recall important parts of my work with trauma victims.
2 9 .1 am a very caring person.
3 0 .1 am happy that I chose to do this work.
© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction
and Fatigue Version 5 (ProQOL). www.proqol.org. This test may be freely copied as
long as (a) author is credited, (b) no changes are made, and (c) it is not sold. Those
interested in using the test should visit www.proqol.org to verify that the copy they are
using is the most current version of the test.
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Request ProQOL Use Permission
Perm ission to U se th e ProQOL

If you would like to use the ProQOL: Compassion Satisfaction and
Compassion Fatigue for the standard permissions are {panted on the
measure Itself (see sidebar here). We understand that there are times
when a formal permissions doctrnent is helpful or necessary. If you
would Hke a formal permission to use from us, please complete the
form below. .
item whrdkig changes Most wording changes are options as specified on
the measire itself. The term “helper* and *helping* are generic and
may not fit with your organizational or ethno- cultural community. We
invite you to use terms that fit better far you. Most atteratinos are
quite simple. For example, "helper* might be changed to "teacher*.
Sometimes changes are more complicated and there may be more
issues involved than the standard word substitution. In those cases, use
the contact us form.
Perm issions for Translations o r EdRmg o f Existing Translations If you would
like to translate the ProQOL into a language other than English we are
delimited help you. We will work with you to assist with understanding
the intentions and nuances of items to help improve the translations.
We request that you donate a copy of the translation so that others can
use it. We recognize that translations improve over time. If you would
like to refine an existing translation, or help update it from the ProOQl.
IV, we are pleased to work with you.

other Perm issions If you would like to make changes other than those
allowed under the standard use permissions or identified above, please
use the contact us form and we will work with you to see how we can
meet your needs and the statistical needs of the measure.

Standard U se Perm issions

You may also use the ProQOL in
for-profit settings such as a
training course as long as the
course is the item sold, not the
ProQOL which may be used in the
course.
The ProQOL measure may be
freely copied as long as (a)
author is credited, (b) no changes
are made other than those
authorized below, and (c) it
is not sold. You may substitute
the appropriate target group for
/ [helper] / if that is not the best
term. For example, if you are
working with teachers, replace /
[helper] /with teacher.
Word changes may be made to
any word in italicized square
brackets to make the measure
read more smoothly for a
particular target group.
Additionally you are granted
permission to convert the ProQOL
into other formats such as a
computerized or taped version
for the visually impaired.
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Permissions Request
YOU WILL NEED TO PRINT
A COPY OF THIS FORM FOR YOUR
FILES. HAKE SURE YOU PRINT
BEFORE SUBMITTING.

To print, after you complete the form and BEFORE you submit
use your browser's print function. If you are using firefox,
go to the drop-down menu on the top left of the
browser and select print In Internet Explorer select
the printer icon an the tool bar. If you are still unsure,
check your browser’s help menu.

Starred * fields are required
Type o f perm ission
req u ested .
Please check
all th a t apply.

Permission
^ Permission
yj Permission
□ Permission

to Use
for Wording C hange
for Form at C hange
to T ranslate o r U pdate Translation

I would like permission to utilize the
ProQOL for my dissertation as a student
enrolled in Mercer University’s PhD
Counselor Education & Supervision Progra
Please tell us briefly
a b o u t y our project
(1-3 se n ten c es): *

Proposed w ording chan g e
(if appropriate):

Translation req u e st:
(if appropriate).
Please tell us w hat
language an d if you w an t
to c re a te a new translation
o r im prove an existing one.

I would like permission to occasionally
change the word "helper" to Registered
Play Therapist and Registered Play
Therapist-Supervisors (also indicated
by the acronym RPT-S)

None

I would like permission to change the
Type of Form at Change:

format from a paper version to an

online

version.

139
First or Given Name:

Y*ndi

Family o r Last Name:

Fauian

Organization (if appropriate):

Manw Ummi)

Address 1:

3001 Mmmt Uravani

Address 2:
City:

A tae

Postal Code:

3«341

Country: *

us

S tate or Provence:

fiw j*

email:
MAKE SURE TO PRINT BEFORE YOU SUBMIT

MM-n-aa

Ccpyngtit 2014. ProQOL org Al rights reserved.
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•'usintatona.' ?.n <#»■Board
For Rtzoarth !m ohung Human Saj'Vr:;

30-0ct-2014
Ml Yolanda Mcoia Fountain
Manoar Unhandy
pmrnma u m | i or wwcvr unMrwjf

Tift Col«t« of Education
Atlanta, 6A 30341
Itfc important Factors that CcwMbuta to tha ProfosdnnalO iw ltYof Ufo tor dailetarad Play Tharaphts and SupenAson (H141B28i)

Our Ml Fountain:
Yourappllcattonentitiod:important Factors that Contribute to the ProfaulonalQualitv of Ufa for Ifapjrtararl Play Therapists and Supervisors
(H14UB86) was reviewed by this Institutional Review Board for Human Subjects Research in accordance with Federal Reputations 21 CFR
56.llO ibl and 4S CFR46.llOfbi (far amedfcad reviewl and was approved under Cat—orv 7 oar 63 FR60364.
Your appfcation was approved for one year of study on » 9ct-20M . The protocol aspires 29-Qct-2015. If the study continues beyond one year, it
m uit ba rfrevabatod by tho W8 Commtttae.
lta n |i)fo p o N d
Maw Appdcatton with usa of onftw survey.
Please compiata tha survey for tho KB and the Offlea of Research Compdance. To access the survey, dkk on tho folowint
Ifok: https://www.survevmonkev.eom/t/K7CrT8R
Respectfudy,

&OLj£-£jLC2>
AvaChambfes-FUchardson, M.ED.,dP,ClM
Member
intuitional Review Board
Mercer University IRB4 Office of Research Compilanc*
Phono (473) 301-4101
Fax (478) 301-2329

ow;
1400 C o lem an Ave • ^vlacoxi, Georgia 3 12 0 ”
C-4TS ) 301-1101 • F-A2C i.-l^Sj 3 0_l-2 3 29
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CITI Collaborative Institutional Training Initiative
CITI Health Information Privacy and Security (HIPS) Curriculum Completion Report
Printed on 9/14/2012
Learner: Yolanda Fountain
Institution: Mercer University
CITI Health Information Privacy and Security (HIPS) for Students and Instructors:
This course, for Students and Instructors will satisfy the mandate for basic training
in the HIPAA. In addition other modules on keeping your computers, passwords
and electronic media safe and secure are included. Stage 1. Basic Course Passed on
09/13/12 (Ref # 8739511)
About the Course 09/12/12 1/1 (100%)
Privacy Rules: Introduction to Federal and State Requirements* 09/12/12 10/10 (100%)
Privacy Rules: Students and Instructors* 09/13/12 4/4 (100%)
Security Rules: Introduction to Federal and State Requirements* 09/13/12 4/6 (67%)
Completing the Privacy and Security Course 09/13/12 no quiz
Mercer University 09/13/12 no quiz
Research with archival data, laboratory specimens, genetics, surveys: No direct
contact with human subjects. Stage 1. Basic Course Passed on 09/13/12 (Ref #
8739510)
Students in Research 01/16/09 10/10 (100%)
History and Ethical Principles 09/13/12 5/6 (83%)
Informed Consent 09/13/12 4/4 (100%)
Records-Based Research 01/17/09 2/2 (100%)
Genetic Research in Human Populations 09/13/12 2/2 (100%)
Internet Research - SBR 09/13/12 5/5 (100%)
Research and HIPAA Privacy Protections 09/13/12 5/5 (100%)
Conflicts of Interest in Research Involving Human Subjects 09/13/12 2/5 (40%)
Mercer University 09/13/12 no quiz
Social & Behavioral Research Investigators: Choose this group to satisfy CITI
training requirements for Investigators and staff involved primarily in
Social/Behavioral Research with human subjects. Stage I. Basic Course Passed on
09/13/12 (R ef# 8739508)
History and Ethical Principles - SBR 09/13/12 4/5 (80%)
Defining Research with Human Subjects - SBR 01/17/09 5/5 (100%)
The Regulations and The Social and Behavioral Sciences - SBR 01/17/09 5/5 (100%)
Assessing Risk in Social and Behavioral Sciences - SBR 01/17/09 5/5 (100%)
Informed Consent - SBR 01/17/09 4/4 (100%)
Privacy and Confidentiality - SBR 01/17/09 4/4 (100%)
Internet Research - SBR 09/13/12 5/5 (100%)

146
Conflicts of Interest in Research Involving Human Subjects 09/13/12 5/5 (100%)
Mercer University 09/13/12 no quiz
Social and Behavioral Responsible Conduct of Research Course: This course is for
investigators, staff and students with an interest or focus in Social and Behavioral
research. This course contains text, embedded case studies AND quizzes. Stage 1.
RCR Passed on 09/14/12 (Ref # 8739509)
The CITI Course in the Responsible Conduct of Research 09/14/12 no quiz
Introduction to the Responsible Conduct of Research 09/14/12 no quiz
Introduction to Research Misconduct 09/14/12 no quiz
Research Misconduct 2-1495 09/14/12 5/5 (100%)
Mercer University 09/13/12 no quiz
Social and Behavioral Responsible Conduct of Research Course w/optional
modules: Stage 1. RCR Passed on 09/14/12 (Ref # 8739512)
Introduction to Research Misconduct 09/14/12 no quiz
Research Misconduct 2-1495 09/14/12 5/5 (100%)
Introduction to Conflicts of Interest and Commitment 09/14/12 no quiz
Conflicts of Interest and Commitment 1-1622 09/14/12 6/6 (100%)
Mercer University 09/13/12 no quiz
For this Completion Report to be valid, the learner listed above must be affiliated with a
CITI participating institution. Falsified information and unauthorized use of the CITI
course site is unethical, and may be considered scientific misconduct by your institution.
Paul Braunschweiger Ph.D.
Professor, University of Miami
Director Office o f Research Education
CITI Course Coordinator

APPENDIX F
ASSOCIATION FOR PLAY THERAPY’S CONSENT TO USE MAILING LIST

147

148
RE: A PTEm aaU rt

Cm) G u a m [flguemroOrtpborg]
V .ta M

YoUndr
A* (equated APT ii p n rid i* a B a d qxmfahect of f a APT US n n f a n f a t caacd W T a d RFT-S daigMjaa Sir yo«r ptey fa n p y m eock u veribd by

Mcrar IMpcndy 1KB^ponL
I t a c ■ t U ri o f 2,173 ncatdi o f KfT a d KFTS n g t m i w tt « u 8 addRMO.
Bcrtof hcfc on yoarm f cfc project
Cm I Qyamaa, CAP
OadafaKngOaadMor
AaaosMan far Play Thaapy
31MWtarAMiut«110
Own, CA9S812 USA
<588)29421»x1| Fax (558 294-2129

im litin la u k la

Qtoa the f t t of p l a y g M t oaxtlfeatM laailaMa at ABC * » tfa play tfcnoftat aa poor Holiday HaL

APPENDIX G
RECRUITMENT EMAIL

149

150
Dear Respondent,
My name is Yolanda Fountain. I am a doctoral candidate in the Counselor Education and
Supervision program at Mercer University in Atlanta, Georgia. I am also a Registered
Play Therapist (RPT), a Licensed Professional Counselor (LPC) in the state of Georgia,
and an Approved Clinical Supervisor (ACS). I am conducting a research study entitled
Important Factors that Contribute to the Professional Quality o f Life for Registered Play
Therapists and Supervisors to access valuable information regarding the beneficial and
challenging aspects of working as an RPT/S. I am emailing to ask if you would like to
participate by completing a survey for this research project. Mercer University’s IRB
requires investigators to provide informed consent to the research participants.
If you would be interested in taking this survey, please click on this link and provide your
consent to take the survey: https://www.survevmonkev.eom/s/NMC293Z
If you have any questions about the study contact the investigator Yolanda Fountain,
Fountain Y@mercer.edu. or the dissertation supervisor, Dr. Kevin Freeman,
Freeman K@mercer.edu.
Mercer University’s Institutional Review Board (IRB) reviewed study #H1410286 and
approved it on October 30, 2014.
Questions about your rights as a research participant:
If you have questions about your rights or are dissatisfied at any time with any part of this
study, you can contact, anonymously if you wish, the Institutional Review Board by
phone at (478) 301-4101 or email at ORC Research @,Mercer.edu.
Thank you in advance for your time and participation!
Yolanda Fountain, LPC, RPT, ACS
PhD Candidate, Mercer University
Fountain_y@Mercer.edu
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Title o f Project: Important Factors that Contribute to the Professional Quality o f Life for
Registered Play Therapists and Supervisors
Investigator Name: Yolanda Fountain
E-Mail Contact Information: Fountain Y@mercer.edu
You are invited to participate in an online survey for a research project conducted through
Mercer University. Mercer University’s IRB requires investigators to provide informed
consent to the research participants.
The purpose o f this online research study is to examine important factors that contribute
to the professional quality of life for Registered Play Therapists (RPT) and Registered
Play Therapist-Supervisors (RPT-S). Your participation in the study will contribute to a
better understanding o f the levels of compassion satisfaction and secondary traumatic
stress of RPT/S. You must be at least 18 years old to participate.
If you agree to participate
The survey will take approximately 15 minutes of your time. You will complete a
demographic questionnaire and the Professional Quality of Life (ProQOL) scale. You
will not be compensated.
Risks/Benefits/Confidentialitv of Data
There is a minimal level of risk to participate. You may or may not experience a small
degree of discomfort, as you will be asked about personal traumatic events and clinical
work with clients who have experienced traumatic events. There will be no costs for
participating. Although your participation in this research may not benefit you personally,
it will help us understand RPT/S as professionals and ways to improve the quality of care
for RPT/S. Your name and email address will not be kept during the data collection
phase. A limited number of research team members will have access to the data during
data collection. No identifying information will be collected and all responses will be
treated as confidential.
Participation or Withdrawal
Your decision to participate or decline participation in this study is voluntary. You may
decline to answer any question and you have the right to withdraw from participation at
any time. Withdrawal will not affect your relationship with Mercer University in anyway.
If you do not want to participate, click on the “stop survey” arrow or close the browser
window.
If you do not want to receive any more reminders, you may email us at
Fountain Y@mercer.edu.
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Contacts
If you have any questions about the study contact the investigators Yolanda Fountain by
sending an email to Fountain Y@mercer.edu or Dr. Kevin Freeman by sending an email
to Freeman K@mercer.edu. Mercer University’s Institutional Review Board (IRB)
reviewed study #H1410286 and approved it on October 30, 2014.
Questions about your rights as a research participant
If you have questions about your rights or are dissatisfied at any time with any part o f this
study, you can contact, anonymously if you wish, the Institutional Review Board by
phone at (478) 301-4101 or email at ORC_Research @Mercer.edu.
Thank you in advance for your time and participation!
Please do not forward this e-mail to others.
Please print a copy of this document for your records.

