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Introduction

The decision to write this paper has meant making public the sharing of the intimate testing out of a friendship, the sharing of private concerns and placing on the agenda the examination of the private and the professional in a public sphere. 

For both of us however, the decision has been validated by the response from our colleagues as they have heard about our discussion paper. For many of our colleagues it had been the first time they, like us had been able to share their private concerns about how their work with child trauma impacted on their clinical practice and how in turn their clinical practice impacted on their roles as mothers, fathers and partners.  It appeared that many of our colleagues had wondered privately and yet rarely in supervision about the same issues that we will be presenting today.

During our early discussions we attempted to find research to help inform our own clinical practice. Our literature searches produced as expected papers that spoke of therapists’ vicarious trauma, but we were not able to locate any literature which addressed how work with child trauma had an impact on the therapist as parent, or on therapists’ partners and children.

We are not presenting a research paper today, but rather a discussion paper. Our paper chronicles our journey; the exploration of the impact our work has had on ourselves, our partners and children and the development of strategies to help us and other therapists find balance in their professional and personal lives.  We do not mean to exclude those therapists who are not parents as we are aware that all experiences of being parented, or assisting in the parenting of friend’s or relative’s children also has resonance in our professional work. However it is the experience of the therapist as parent that is the primary focus of today’s paper.

Background

We met while both working in child protection. Kate, as a child sexual assault psychologist and Louise as a PANOC (Physical Abuse and Neglect of Children) social worker on the far south coast of NSW. We were both in sole positions and though working for different organizations had begun meeting to implement a case management approach that Kate had been part of when working in a large child protection team. 

Our journeys to our current jobs had amazing parallels. We had both worked with NSW Health in Wollongong, a large industrial multicultural city one hour south of Sydney, but had not met. Louise moved to the south coast with her family in 1999 and Kate and her family arrived 2 years later. Our family supports were four hours drive north and we had partners who frequently drove to Sydney or Wollongong for work, requiring several nights away.  Kate has two daughters; the eldest was 7 and the youngest 3 when they arrived. Louise has two boys, who were 3 and 2 when she arrived and then had twin daughters 9 months later.  We had chosen full lives in a beautiful part of the world but we had also introduced an array of stresses into our lives. Did this help us empathise with, or over-identify with, or become more critical of, our clients? What would help us sift through this conundrum?

Over a number of desperately needed good lattes (which we did actually find on the far south coast of NSW) we began to tiptoe around our concerns and anxieties over what we saw as our parenting stuff ups and inadequacies. We spoke of being constantly alert to the danger of saying the damaging comment or becoming angry or even out of control, frequently checking and examining every interaction with our children for fear of some parenting transgression   We would sometimes even wonder whether our actions might in some way have brought us too close to perpetrating some sort of child abuse. Were we emotionally abusing our children too, were we neglecting them in any way, and when angry, tired and frustrated were we capable of physically hurting our children as our clients had.  Would we ever let our children go to sleep-overs without grilling their friend’s parents, vetting the videos, checking they had net-nanny, reviewing our children’s understanding that no adult or other child could touch their bottoms as they were private, checking and rechecking their protective behaviour.

And what about our partners? Could we dare speak of their attitudes to our parenting, their at times extreme (according to our standards) ways of disciplining and the arguments that ensued? As we talked we began to wonder whether they had a point – could we possibly be a tad over the top when it came to our ideas about acceptable child rearing intervention and how much was this to do with the influences of our work?

Then of course there are our children – do we admit when one of them does something considered to challenge the bounds of normal behaviour and more importantly do we risk the possible judgements that come with it.  Are we raising “normal” children, are we “good enough” parents?  Then again we want to be better than that.  What is good enough any way? Has our definition become skewed by the work we do?

We began to realise that unless we dealt with the impact of our work we were at risk of reducing the efficacy of our clinical practice as well as our roles as mothers and partners.

The impact of working with child trauma on ourselves

1. Hyper-criticism

Before we had our own children the high moral ground came naturally to us. This translated for us as “we will never smack our children”; “we will never say hurtful things to our children”; “we will never fight in front of our children”; “we will never scream at our children”; “we will never use emotional blackmail on our children”. Ah, how we set ourselves up. As Kate’s partner Steve says, “never say never and always avoid always”.

In our early work before having children, we were confronted and challenged by the endless traumatic real life stories of the children we worked with. Childrens’ parents that had purposely or accidentally hurt them; parents that would not or could not protect them;

parents that at times simply didn’t seem to care or parents that failed to act; and children’s parents who themselves had experienced traumatic childhoods without any opportunity to heal.

At this time in our lives we were asking ourselves how any parent could hurt the ones they were supposed to love - their children who were so vulnerable and dependent. Of course we had the theoretical understanding of why parents came to do the things they did, which helped us make sense of the parents’ actions - actions that seemed truly shocking, abhorrent and far removed from anything we imagined “normal” parents were capable of doing.  But at this stage we had never come close to experiencing any of the situations that might lead to wrong and harmful actions. We believe at this point we were unable to empathise with the parents.  

Once we had children this changed. Every one of our interactions with client parents involved the client holding up a mirror to our own lives.  We began to experience an emotional shift from understanding the theoretical to empathizing with how some parents could end up abusing or neglecting their children.  However seeing our clients’ realities was also a chance to inform our own parenting and began to highlight our own anxieties.

Many mornings we had arrived at work despairing of the way we had cajoled, badgered threatened and eventually screamed at the kids in order to get ourselves to work on time to then be confronted by a family seeking our wise council regarding positive, constructive ways to parent. As we ventured to disclose our doubts to each other and to share these with some other trusted colleagues we realised how difficult it was to admit the degree to which we questioned our own parenting.

Was our anxiety about our parenting linked to our work? Or would we have parented like this regardless of having both spent years working in sexual assault and child protection and acute hospital settings.

2. Shame

Our work takes us into a world of extreme stress and often terrifying ways of treating children. The parents we engage with often do not have the skills and resources to make positive, constructive interventions in their children’s lives. When working with “parental flaws “on a continuous basis we can have the tendency to set ourselves up in contrast to these, which when taken to its extreme leaves us trying to be the perfect parent. Thus we raise the bar of expectations on our own parenting to unachievable heights.  The internal dialogue can become one of “I’m worse than the worst parent I’ve worked with because with my training and experience ‘I SHOULD KNOW BETTER’". This can be reinforced by friends and family who, while usually not ill-meaning, are directly or indirectly giving us the messages that we, as child therapists, should be able to come up with the correct intervention at just the right time.

In our discussions with each other about these processes, we began to explore how we can end up feeling a deep sense of shame.  We found that this shame was associated with the possibility that we in turn could be judged as “bad parents”. At its most extreme it is the fear that even our own children could be reported to the authorities for being at risk of harm. Our discussions with other colleagues revealed that they’d experienced similar feelings about being judged and ashamed of those times when they didn’t parent as well as they had hoped but had imagined they always would.

This was played out for one of us when the child care staff of the preschool her daughter attended, called to say that her daughter and another child had been found open-mouth kissing and that when this had been raised with the child, she had stated, that her older sister makes her do it. The staff discussed the incident with the mother who in turn discussed it with her daughter knowing that it was highly unlikely her older sister would have been kissing her anywhere, let alone “sloppy kissing” on the mouth, as she called it. However what this incident highlighted for us was the conflicting feelings of protectiveness and concern about why she was doing this combined with feeling embarrassed that it was MY child – the child of a sexual assault worker for heaven’s sake!

McCann & Pearlman (1990) discuss how the impact of the failure to live up to one’s own expectation can leave the worker feeling incompetent. Do we, as workers in child protection, experience feelings of inadequacy in regards to our parenting along with our work when the job is becoming too much to bear?  We believe the sense of professional and personal inadequacies exacerbates our shame around any perceived parenting failures.

3. Hyper-vigilance

McCann and Pearlman (1990) note that therapists who work with clients with histories of child abuse, who have had their trust violated, can themselves develop difficulties around trust. As a consequence of this work therapists in turn may become less trusting and more suspicious of other people and their motives. In relation to this, it is our experience that at times we are hyper-vigilant when it comes to allowing our children to visit with other families, or play unsupervised.

In discussion with sexual assault workers we have learned that, like us, many have introduced the learning of protective behaviours early to their children.  Our children all knew the correct name for their vaginas and penises and that they are private.  They were also able to engage in discussions clarifying anomalies such as why sometimes doctors, with mum or dad present, could touch their genitals.  They knew it all before school had a chance to teach them! 

Were we becoming hyper-vigilant like our child clients had had to become? Was this fair to our own children and our partners? How could we bring balance and avoid seeing the world as fraught with risk, hurt, violation and damage? 

What do we have to do to allow our children to be safe but enjoy the sense of accomplishment and mastery around risk taking? The challenge for us working in child protection is finding balance so that we can trust the world enough so that the child can experience life.

4. Countertransference

Countertransference literature suggests that professionals working with trauma may experience some of the same feelings of the people they work with due to the workers own unresolved issues.

When speaking with other colleagues we discovered that like us, there were times when they over-identified with the client’s experience. This was more likely to occur when a situation had resonance with a client’s experience. For example, for one of us it was the despair at having to care for small children without the hoped-for support of extended family. The despair and the distress felt by the worker one evening brought a flooding image of a client’s experience of despair at being unsupported and of her fear of hurting her baby. Both the therapist and the client had been pregnant at the same time, with the client re-referred following the birth of another child. 
McCann & Pearlman (1990) suggest that we are more likely to hold onto our client’s experience if it is closely aligned to the therapist’s own life experiences and when the therapist doesn’t have the opportunity to talk about it.

5. Minimising own needs

Another risk is the tendency for many therapists to minimise their own needs. For the therapist described above, her flashback and intrusive thoughts brought with it the shame of not coping.  Though her reality was of many small children to care for on her own and without family support, her reality was not that of her client who had experienced extreme domestic violence from her partner, neglect as a child and sexual abuse as a young woman. Thus by comparing herself to her client she undermined her own experience of stress and her actual need for support and assistance.

The impact of working with child trauma on our client work

It is possible that when therapists in this field become parents, the necessity of a child centred focus can become compromised if we begin to identify too strongly with the parents.  On the other hand we are also at risk of losing the perspective of the parent altogether and becoming so child focused that we neglect to see the significance of the child-parent relationship. So how does becoming a parent impact on the work we do with our clients?

1. Frames of reference 

McCann & Pearlman (1990) highlight the fundamental need for humans to create meaningful frames of reference for their experiences. They suggest that therapists may try to gain understanding of reasons why a person experiences trauma and in so doing may become victim-blaming. Can it be that in trying to understand the reasons for abusive parental behaviour we can become parent-blaming?  Do we struggle to find frames of reference when the abusive behaviour falls way outside our field of experience? For example, the prolonged and intended torture of a child by their parent is outside many workers’ experience. On the other hand do we run the risk of being too empathic if the frame of reference is closely aligned to our own experience? For example, when a parent admits to smacking their child when at the end of their tether? To what extent does a worker’s close identification with the client’s experience influence their responses to the client because their interpretation of the incident is coloured by their own experiences? 

2. Boundaries

The need for clear boundaries has been extensively discussed in the field of child protection and rural practice, Green & Mason  (2002). We have found that the greatest test of boundary resilience has come through our dual role as parents and therapists in a small community.  Boundary confusion can occur when we are referred clients who go to school with our children, attend the same sporting club or belong to the same network of friends. Often when there are concerns about a potential client’s violent history, and when that client knows our children, the decision to decline a referral is informed by fears for our family’s safety and protection. This is reinforced by the difficulty in retaining the anonymity of therapists’ residential addresses in small communities. The juxtaposition of professional and personal roles is always a potential challenge in our line of work, but all the more so in small communities. This boundary issue is at times a reason for declining service, in which case we must be able to refer to other therapists. 
Figley notes that therapists with unacknowledged vicarious trauma can re-traumatise clients and harm them overtly or subtly if the therapist’s emotional and psychological needs are not being addressed in appropriate ways. The therapist’s needs can become more important than the clients need, leading to boundary violations such as forgotten appointments, failing to return phone calls and inappropriate contact with clients. 
The impact of working with child trauma on our families

1. Compassion fatigue
There is a real risk in this field of work for the worker to become emotionally distant. This is more likely to occur when we feel exhausted and overwhelmed by the stories we hear, which can result in us not being able to be compassionate. By us trying so hard to avoid compassion fatigue, do our families miss out? In fact we realise that as we endeavour to ensure our children receive our full and devoted attention, we end up with little time and energy for our partners.

2. Partner fatigue 

Feedback form our partners has been similar. Both have identified us becoming over- controlling, hypersensitive, hyper-vigilant or over-critical when it comes to our parenting, their parenting and the safety of our children. One of our partners describes how our anxieties over such things as occasionally yelling at the children is considered normal in the “world out there” and not going to permanently damage our children compared with the chronic and disabling behaviour shown by some clients.

Each partner gave examples where a simple parental intervention by them was misconstrued by the ever-vigilant child protection worker/mother into a dramatic case of poor parenting that risked permanent disabling of the helpless child. This was often followed immediately by a half-hour lecture to the partner on child protection issues and a further hour spent healing the broken child who usually hadn’t taken the slightest notice of the intervention until we focussed on it.
In our ‘child protection roles’ at home we risk becoming hyper-vigilant of our partners’ behaviours and pressuring them to also become hyper-vigilant to anything that can be vaguely seen as sexual, such as rough and tumble play or cuddles. One partner described how he finds himself at times becoming self-conscious and losing his spontaneity with his children. Similarly, given our supposed expertise in helping children, we can find ourselves becoming over-sensitive if our partners make a critical comment about our parenting, leading to us sinking into a six-month reactive depression whenever we realise we might actually have got it wrong! Hardly surprising then if our partners decide it is safer to remain silent and avoid any discussions on child-rearing or commenting on our parenting. 
Another partner commented that if the workplace does not provide regular support and supervision that they, the partner, end up providing the shoulder for the non-disclosing debriefing, offloading and dumping.  This in turn risks confusing the role of partner and lover with that of a defacto-supervisor. 

3. Child self monitoring/censoring

We have both experienced the consequence of our hyper-vigilance with our children. As our children age we have come to experience examples of self monitoring comments from our children – such as their gentle reminder to us that they are old enough to walk to soccer training on their own in the afternoon and that they have the contingency plans for bus breakdown, wet weather, mother’s motor vehicle breakdown or unsolicited attention from strangers.

If one of our children alludes to or says something sexual they then pick up on our “on point reaction” and our need to gently question anything they might say which flags the possibility of harm to them or being in harms way. 

Does this then lead to them not speaking about anything, because they are terrified they will be over-questioned about it? For example, when being questioned about being on the end of some possible bullying behaviour, one of our children responded with a firm “back off mum!”  

One of our colleagues spoke about how her teenage daughters censor what they share with her – apparently tired of the “grilling” they receive about risk taking behaviour; unprotected sex; the risk of sexual assault; the possibility of  boyfriends physically, sexually or verbally abusing them; revisiting every weekend the gentle reminder regarding spiked drinks, the use of condoms. The daughters respond by reminding their mother that not all boys plan to sexually assault them, hurt them or behave in a sexist manner towards them. 

The positive side for these young women is that they are aware of the risks that may present to them or their friends, and thanks to their mother’s diligence have the skills to deal with difficult situations. They also quietly enjoy being able to blame their child protection /sexual assault worker mother for refusing them permission to attend parties they were uneasy about attending anyway!

Strategies

So how do we seek balance in our professional and personal lives?  The cost to organisations when staff members leave due to burnout or vicarious trauma is huge. Delays in recruitment and retraining translate to delays in our ability to provide counselling to our clients. For therapists who leave, some carry with them the sadness and despair at a perceived professional failure. For others it presents a turning point where decisions are made about changes in career direction.

From our own experiences and from conversations with other therapists and supervisors, we have identified the following strategies that may assist therapists who work with child trauma find balance in their work as therapists and in their personal lives as parents and partners.

1. Supervision

Supervision of therapists working with child trauma should include regular checking of how clinical practice is impacting on the therapist as parent and partner and the issue should be included in their supervision contracts. Supervision needs to be sensitive to whether the supervisee is experiencing burnout or the consequences of vicarious trauma.  

The contract should also name the requirement to report any disclosure that suggests child abuse has occurred. Through our discussion we found that even with the determinants of child abuse on hand, we tended to place even the smallest indiscretion into the realms of child abuse. Though we were clear about physical abuse we tended to feel hesitant and doubting about what constituted emotional abuse. It was often through informal discussion with each other that we were able to provide the reality check of what could be considered abuse.

We propose that supervision can provide therapists with the opportunity to place in context in the first instance questions and concerns about how our work is impacting on our parenting and family relationships.   Of course, as with any supervisory relationship, the supervisee should be referred on for counselling if their own therapeutic needs are identified. 

John Merrick, the senior forensic counsellor with the Department of Forensic Medicine for 12 years and currently working at the Office of the NSW Coroner, spoke in June 2003 at the annual Joint Investigation Response Team Conference on the fundamental differences between burnout and vicarious trauma. He noted that burnout occurred as a result of workplace issues; the actual job; management issues; and the work environment as compared to the vicarious trauma experienced as a secondary stress derived from clinical case work. Secondary stress can occur as a consequence of an overload of empathy (in our view, an over-identification with the client, especially their sense of being a victim); insufficient recovery time; unresolved personal trauma; and the fact that children are one of the most vulnerable groups in our society.

If we were to bring to supervision any changes in our way of parenting, especially around our vigilance regarding our children being with others, we could then explore whether this is becoming symptomatic of burnout or vicarious trauma. As Merrick proposes, this places the potential impacts of the professional on the personal as issues for supervision. Our professional work grapples with highly personal issues and experiences and, to varying degrees, impacts on our own lives. Supervision has to acknowledge this for it to be worthwhile. This is not to suggest that it becomes a defacto counselling – clearly they are very different roles responding to different needs. What we are alluding to here is the need to be honest about difficult issues affecting workers in our field and to be genuine enough to address them in supervision.
John Merrick also recommends regular defusing and debriefings. For those of us who work in isolation from our supervisor there must be the opportunity to participate in telephone defusing or debriefing. Alternatively we must seek funding for locally based supervision.

We have found that our strategy of seeking each other out reflected Merrick’s suggestion to seek out our ‘own kind’. By reading, attending courses and keeping up to date on relevant professional issues and practice we can be confident with our skills and best prepared to respond to the clinical demands and expectations of our work.

Supervision can also provide the space to explore the possibility that it might be appropriate and timely to work in another clinical area or alternatively to address those concerns before moving to work in child trauma.

2. Clinical Variety

We propose that it is imperative that therapists working with child trauma have the opportunity to work in other clinical areas. John Merrick recommended work with non-victims.  In our work areas this has meant recommending that the child protection social worker spend time co-facilitating a prenatal group in the hospital.  We also recommend seeking opportunities for joint work, to help ease the professional isolation and provide opportunities for peer review and allocation of individual therapists for parent and child.

We also recommend participating in work that celebrates and supports children. This can be through joining with other workers in collaborative projects such as Families First, supported playgroups and education programs such as “yarn with me”, a local multi-media project encouraging parents to communicate and interact with their children.

3. Environment

We also believe it is important to create beautiful, welcoming and safe spaces to work with our child clients.  If that is not possible in our work spaces we suggest seeking counselling spaces at schools or other services that do provide comfortable, inviting counselling spaces.

4. Activism

For some of us, being involved in political change at a community, local, state or federal level helps sustain optimism about future changes to the way our society nurtures and cares for our children. The problems we work with are highly political and can, to some degree at least, be addressed by political decisions.

5. Staff education

Through our experience in co-presenting mandatory child protection training for NSW Health staff, we found it imperative that we named the impact the training may have on participants.  We acknowledged that participants may have experienced trauma as a child or that the information we were to present would perhaps challenge their own values around parenting. By naming these issues we found participants were more open to the information and more willing to participate.

6. Parenting courses
When we ran parenting groups we chose to share some of our own challenging parenting experiences. We found that participants were then more prepared to share some of the difficulties they were experiencing. This in turn allowed for a more realistic examining of potential harm to their children and more relevant ways for them to interact with their children.  

Feedback had been positive as participants realised with relief that we were not setting ourselves up as infallible, expert parents. However some people spoke of being disappointed that there was not a magic wand (we saw this as good thing!).

7. When the situation is serious, it can help to be silly

Sometimes humour can be the best way out of even the most traumatic experiences. There is increasing evidence that humour and laughter can have a therapeutic impact on psychological, social and even medical problems. Increasingly, humour is being used as a therapeutic technique with clients, so can we apply it to ourselves as an anti-burnout or detraumatisation self-care technique?

One humour therapy technique is to lampoon or ridiculously exaggerate dysfunctional, self-statements, such as “I am useless” or “I am a failure”, to emphasise and help the client see how absurd the statements really are. We can use this to highlight when we are being ridiculous in our self-assessments around our parenting, or in working with supervisees, satirically translating self-statements into, for example: “Despite all my training, I’m still worse than the worst parent” or “I should be dangled by my toenails in public for what I just said to my daughter/son”. There are times when we can lampoon ourselves by making explicit what would otherwise be implicitly troublesome, such as: “listen to me I’m a child therapist, I know what I am talking about”.

Interestingly, given the work we do, humour may potentially be a creative way to speak the unspeakable – a non-threatening way to counter silence and secrecy. This can become a way to make explicit what is so often implicit.

Humour can be a vibrant tool to help us recognise when we are “abnormalising” what is really normal, “terribilising” the trivial, or “chronic-alising” the fleeting and otherwise very forgettable.

Conclusion

To work with child trauma requires both therapeutic skill and empathy.  Child trauma work also requires skill in placing in context the effect this often distressing work has on us as individuals who may also be parents and partners.  Not to examine the impact of this work on ourselves means we put at risk not only our clients but ourselves and our relationships with our children and partners. We need to be aware of when and how our work is affecting our role as parent and to be given the opportunity to raise this in a safe and trusting environment. We advocate that supervisors in the field of child trauma need to be aware of the potential hazards for their workers who are also parents and be willing to explore this with them in a supervisory context. Keeping our perspective and maintaining balance is imperative to the health of us, our families and our clients. We believe this is an issue that undermines the confidence of people working with childhood trauma particularly when they are themselves parents. As with so much with what we work with, secrecy and silence render the problem insidious, perhaps at times insurmountable. We need the courage to raise it with our peers and to deal with it in supervision whether as supervisor or supervisee.
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