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Abstract
This article addresses the impact of psychological trauma on organisations. The paper was informed by a study
conducted with 13 organizations dealing with victims of extreme trauma such as torture, political, ethnic and religious
persecution, domestic violence, and sexual abuse. 72 members of staff were interviewed to address repetitive patterns
and clusters within their organisations. Interview analyses were combined with observations of team dynamics
identifying informal structures of organisations that highlight the discrepancies between the outside appearance and the
inside life of organizations.
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1. Introduction
Psychotrauma is a fairly new field. In the past 30
years many trauma centres have emerged all over
the world. They were mostly built outside traditional
structures of health care as grass roots organizations
and in the founding years all the participants rolled up
their sleeves to start building the organization with a
lot of idealism. After a couple of years the enthusiasm
of the “honeymoon”-period of the organization usually
comes to an end when the team cohesion crumbles
and conflicts arise about pay, increasing caseload,
uneven distribution of workload, competition, power,
leadership, decision making, funding, profile in public,
politics. These conflicts often escalate dramatically into
splitting, faction fighting and people resigning abruptly.
A report from a co-founder of the early years of a
trauma center may highlight this: Working hours were
extended into evenings, nights and weekends. Overtime
and leave days were left to expire. Transitory periods
of euphoric hyperactivity were followed by breakdowns
of a ‘hysterical’ nature. Feelings of powerlessness
and despair were ventilated by hostile exchanges and
accusations. This kind of staff behavior generated anxiety
in young interns of becoming mentally ill. Funding cuts
resulted in colleagues ‘disappearing’ overnight while
remaining staff was haunted by phantasies of war and
persecution within the organization (Gurris 2002).
The leading question for this study was to identify
the causes of these phenomena, whether they are
personality bound, inherent in trauma work or due to
organizational shortcomings.
McCann and Pearlman (1990) were among the first
to describe how the client’s “contagious” traumatic
experience can be transmitted to the therapist and
called this phenomenon vicarious traumatization.
Most subsequent studies have also examined vicarious
traumatization at the individual level of the dynamics
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between client and therapist (Danieli 1988, Chresman
1995, Figley 1995, Stamm 1999) but have excluded, or
only peripherally touched upon, environmental factors
such as the structure and culture of the organization,
team dynamics, and the relationship between the
organization and the outside world. In a critical
analysis of studies of vicarious traumatization (VT),
Sabin-Farell and Turpin (2003) maintain that evidence
of VT in trauma therapists is meager and question the
validity of the term vicarious traumatization. They
state that the distinction is blurred between VT and
burnout and hat the terms compassion fatigue (Figley
1995), secondary traumatic stress (Stamm 1999), and
vicarious traumatization (McCann and Pearlman 1990)
are tautological and overlapping. The data from this
study provide ample evidence that the after effects of
work-related stress manifest themselves in trauma-like
phenomena. However, it may be questioned whether
this can be termed a disorder, similar to PTSD, or
whether it is an inevitable contagious effect of working
with trauma clients, considering that caregivers in
well structured institutions report considerably fewer
symptoms. The approaches developed by McCann
and Pearlman, Figley and Stamm were very useful in
formulating the initial hypotheses of our study that
“vicarious traumatization” can affect entire teams
and organizations. We suspected causing factors in
structural deficiencies of organizations such as lack of
professional management and leadership and diffusion
of roles and competence. The process of collecting and
analyzing our data made us discover a wide variety of
structural problems and so took us beyond the concept
of vicarious traumatization.

2. Methodology
The notions of this paper are derived from the
author’s research and his experience as caregiver,
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director of a trauma centre, clinical supervisor and
organizational consultant. A key part is based on a
qualitative analysis of 13 organizations dealing with
victims of extreme trauma such as torture, political,
ethnic and religious persecution, domestic violence,
and sexual abuse. Eighty-two members of these
organizations were contacted for interviews, the 72 of
whom agreed to be interviewed. 47 were caregivers
with direct client contact, 10 were supervisors, 7
were experts in trauma, and 8 were people working in
advocacy for victims. The participants were between
33 and 75 years of age; 52.8% were women, 47.2 %
men. The average age was 53; that is, these were
predominantly people with long-term professional
experience. The professions involved were physicians
(45.8 %), psychologists (23.6 %), social workers (12.5
%), nurses, and teachers. Of the 47 interviewees with
client contact, 48.9 % were in leadership functions;
66.6 % had been trained in psychotherapy, and one
third (33.3 %) had no therapeutic training. Fifty-seven
of those interviewed were from Western countries
and 15 from non-Western countries in transition from
dictatorship to democracy. Further data were collected
from the authors’ own observations in numerous trauma
clinics and networks; from annual reports, publications,
and organigrams; and from organizational analyses
and capacity assessments carried out by external
consultants hired by donors or legal bodies to monitor
the organizations’ performance and efficiency (Pross
2009, Pross and Schweitzer 2010).
Interviews were conducted on the basis of “problemcentered interviews” (Witzel 2000). In this type of
interview, the interviewer continuously develops new
hypotheses and proofs or revises them in response to
the ongoing dialogue. The interviews were transcribed
and analyzed, together with the other sources, using
qualitative data analysis in accordance with “grounded
theory” (Strauss and Corbin 1998) with the help of
ATLAS-ti, a computer-based data analysis program
(Muhur and Friese 2001). By comparing interviews
with other interviews and with data from other sources,
we were able to identify repetitive patterns and clusters
and subsume them under specifying codes. The steps
of coding—open, axial, and selective—eventually
led to the formulation of progressively higher levels
of abstraction, culminating in a theory explaining the
observed phenomena.
The data collected from all these sources enabled us
to compare formal with informal organigrams of the 13
organizations during different phases of organizational
development. Formal organigrams show the official
surface structure of an organization as it presents itself
to the outside world. Informal organigrams show the
subsurface, the deep structure that reveals the real
dynamics of the institution: personal alliances, hidden
agendas, and informal power holders (Malik 1989). By
combining the data from interviews with leaders and
staff and from observations of team dynamics, we were
able to identify the informal structures and show the
discrepancies between the outside appearance and the
inside life of organizations.

3. Models of group development
The phenomena we found in trauma teams are
reflected in theories about the formation of groups,
such as Bion’s model of “dependency, fight/flight and
pairing” groups (Bion 1970) and Tuckman’s model
of “forming-storming-norming-performing” in group
development (Tuckman 1965). In the early pioneer or
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honeymoon phase of trauma centers, the teams resemble
the dependency or the forming group. The group feels
unified in a common feeling of insecurity and depends
on the leader to protect it from the hostile outside world
(dependency group, Bion). This is a period of getting
to know each other, a feeling of togetherness, agreeing
on goals and tasks, and forging a minimum consensus
(forming group, Tuckman). Later, team members begin
to discover the differences between them and to compete
and fight over differing ideas and aims (storming group,
Tuckman). The group exhibits regressive behavior and
splits into competing factions, with some siding with
the leader and others attacking him or escaping from
the group (fight/flight group, Bion). This phase can be
very unpleasant, painful, and destructive. Yet it is a
necessary part of group formation. It is followed by a
period of adjusting to each other and agreeing on rules,
values, professional standards, working tools, and
methods (norming group, Tuckman). The dangers of
the fight or flight conflict culture make the group seek
an integrative leadership figure— often a male–female
pair of leaders—who secure the survival of the group,
which is a sign of maturation (pairing group, Bion).
Tuckman adds a fourth stage: performing. The team
is able to function effectively as a unit; members are
interdependent, motivated, and knowledgeable. Dissent
is expected and allowed as long as it is channelled in
acceptable ways. The teams we examined all more or
less went through these stages. Some became bogged
down in the storming or fight or flight stages. Some
were blocked in an overly rigid norming culture,
which hampered individual creativity and created
“groupthink”. Some groups went through these
stages over and over again, while in others, elements
of forming, storming, and norming overlapped and
occurred simultaneously.

4. Case example
The organizational chart in slide 1 shows the formal
organigram of a national alliance of trauma centers with
staff from different nationalities and cultures. Each
center elects a representative into the alliance assembly
which is the policy making body. The alliance assembly
elects an alliance board who appoints and controls the
director of the bureau. The latter and his staff are in
charge of the daily management in funding, advocacy
and center support issues. The bureau also channels
funds to invidual centers by assisting in application
procedures and lobbying with various donors. There
are two important bodies at the fringe of the formal
organigram: the main donor, who officially does not
interfere in the policy and the management of the
organization and there are the founders of the network
who officially only play a honorary and representative
role.
The organizational chart in slide 2 shows the informal
organigram of the alliance with the de facto power
structure, as it was extracted from the interviewees
descriptions and several external consultant reports.
The informal center of power is not the assembly nor
the board or the director but the old boys network of
the founders who interfere on all levels of the assembly.
In the first couple of years the founders
simultaneously were management executives and
members of the controlling board. The bureau director
was not only a board member but also married to an
influential member of the board. In this nepotistic
setting director and board had virtually unlimited power
over the organization and nobody controlling them. Yet
Clinical Neuropsychiatry (2014) 11, 1
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Slide 1

Slide 2

there was a myth in the organization, that everybody
was equal and all staff and alliance members were
comrads fighting for a common cause. Fuelled by the
external successes, public acknowledgement, generous
funding, a high profile in the media and fast growth
of the alliance the founders developpend a delusion
of grandour, that they would be able to put an end to
violence in mankind all together. They showed a kind of
fanatic obsession about the topic of violence and abuse.
In the early years one therapeutic strategy based on a
crude interpretation of the Latin American model of
“testimonio” was to “expose” patients, to make them talk
about their traumatic experience as much as possible. If
they didn’t talk they would be shown fotographs and
pictures of cruel, violent scenes to make them talk.
The same strategy was applied in public relations work.
In slide shows and videos violent scenes were shown
Clinical Neuropsychiatry (2014) 11, 1

with screaming victims. At one public event victims
happened to be in the audience who suffered from
acute flashbacks when seeing the slides and had to be
carried out of the hall. The philosophy was: considering
that there is so much evil, misery and suffering in the
world, one had to relentlessly fight, not show any signs
of exhaustion or doubt, sacrifice oneself for the cause
and refrain from the trivial joys of life. The work ethic
promoted by the founders put enormous pressure on
staff and alliance members to dedicate their whole life
to the mission of the organization.
The founders believed to be indispensable, they
created an aura of infallibility around them and they
seemed to be driven by an insatiable hunger for fame.
They took a patronizing attitude in terms of “we know
what is good for you” and showed very little sensitivity
towards staff members and patients from other cultures.
9
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The outside world would be depicted as hostile, other
organizations were depicted as competitors instead of
partners. Dissenters inside and outside the organization
would be ostracized. Over the years several staff left
the alliance, sometimes a complete team left and
founded a new organization, which was then ardently
persecuted as renegades. Staff and alliance members
were split into „bad“ and „good“ boys, „friends“ and
„enemies“, the work climate in the alliance on all
levels was characterized by extreme tension, suspicion,
hostility, faction fighting and shifting coalitions. The
daily working procedures were chaotic, there was no
clear strategy, there were no clear definitions of tasks
and responsibilities. Activities seemed to follow a day
to day accidental and arbitrary agenda, decisions were
made impulsively and not on the basis of long-term
considerations and planning. The organization was
paralyzed over long periods of time. Compared to the
enormous ressources of the organization the output and
professional quality was fairly low.
Eventually the internal problems of the alliance
became known to some donors, who hired an external
consultant for an evaluation and organizational analysis.
As sources of the problems the consultants identified:
• Some staff’s double roles of board members and
employees
• Formation of the organization around the top
management with lack of a departmental structure,
which was described as a characteristic of first
generation organizations headed by founding
leaders
• Lack of evaluation of treatment outcome
• Insufficient documentation
• Lack of formalised guidelines for working
procedures
• High turnover of staff and recruitment of young and
inexperienced new staff which makes it difficult to
retain experience
As a consequence the consultants recommeded the
following changes:
• Successful transition from from a first to a second
generation organisation
• Members of the board should not be involved in
in daily management and organisation and not be
employed as staff members or consultants
• To improve relationship between management and
staff a liason committee should be established
• External evaluation of treatment models and
research should be carried out
• All staff should have job descriptions
• Organisational structure should be changed so
that the decision-making authority, control and
responsibility are delegated more downwards in
the organisation.
Formally the founders stepped back into nonexecutive positions as consultants, fund-raisers and
external representatives. A new bureau director was
appointed, who hired a supervisor for the bureau team
to better cope with the heavy work related stress.
He also called the board for implementing all the
recommendations of the consultant report concerning
the restructuring of the organization. However the
founders after initially cooperating with the new director
started sabotaging his efforts to a degree that he left in
frustration and anger. This pattern repeated itself over
and over again. Every time a new director was hired by
the board he initially was praised by the old boys. But
as soon as he developped his own ideas and started to
implement changes they started sabotaging his work.
Informally the old boys continued to pull the strings in
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subtle but very effective ways. They thwarted decisions
by the board and the director, they influenced elections
by denigrating dissenters to get a majority of allies in
the assembly and the board. They undermined their
authority through informal communication channels
to bureau staff and to individual centers. Their most
effective tool of power were their close personal ties to
the main donor, who funds about 40% of the alliance’s
budget. Slide 2 shows the informal organigram of the
alliance during the term of the 4th generation director
at the height of a chaos of mobbing and intrigues. At
this point a conflict resolution consultant was hired,
who tried his best but failed. He detected a lot of
anxiety, confusion and disorientation among staff
and management. Some staff felt drawn into very old
conflicts by the old boys, which were not theirs. The
battles seemed to go on forever after the warriors left,
and rearise with new actors, as if they were „hidden
in the walls“ of the institution. Rumours and paranoid
phantasies circulated, who was intriguing against
who, people suspected that their phones were tapped,
their mails checked, they would lock their doors so
that nobody could overhear their conversations. Staff
revealed to the consultant, that they felt like they were
watched and controlled by the “secret police”. Some
staff suffered from psychosomatic complaints and
nervous break-downs and were absent on sick leave
for long periods of time. At this stage to an outside
observer the organization made the impression of a
severely traumatic place in which the traumatic world
of the clients seemed to be reenacted in the workplace.
It finally came to an end when a concerned
strong faction within the assembly of centers and the
remaining independent members in the board hired
a strong experienced new director who in a long
strainful process restructured, reshaped and restaffed
the organisation.. One factor for this change was that
the most influential of the old boys managed to bite
the bullet and decided to back the new leader. This
marked the turning point of a long lasting agony of
internal conflict, permanent crises with a high wearout
of leaders and competent staff along with an erosion
and decline of the quality of work. According to the
categories of group development this organization got
bogged down in the pioneer “storming” period for a very
long time (see chapter 3. and 5.2.). This case example
demonstrates the importance of strictly separating the
roles of board, management and staff, i.e. of having a
board of independent external experts who are in no
way personally, institutionally or financially involved
and thus have no conflict of interest in performing
their mandate of monitoring the organization and its
leadership (Pross 2009, Pross and Schweitzer 2010).

5. Work related stress in trauma centres
5.1. Studies on environmental and
organizational factors
Our study on trauma centers show that the
sociopolitical environment, as well as structural
and organizational shortcomings, are an important
source of work related stress (Pross 2009, Pross and
Schweitzer 2010) and they suggest that organizational
transformation can improve motivation and
performance of caregivers. It is echoed by Smith et al.
who identified organizational factors as one source of
work-related stress, yet they do not specify them. In a
comparative study of trauma therapists and therapists
Clinical Neuropsychiatry (2014) 11, 1
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in other fields, they found no difference in the level of
work related stress. Therapists do in fact experience the
effects of the confrontation with interpersonal violence
that their patients went through. Yet these effects seem
to be normal assimilative and accommodative reactions
rather than destructive processes (Smith et al. 2000). In
a survey of 129 trauma therapists Smith et al. found a
high degree of emotional stress related to anxiety levels
and severity of PTSD symptoms in patients. However,
burnout seems to be related more to organizational
factors than client related ones; that is, emotional
stress is particularly related to feelings of anxiety
and ambiguity, to vagueness in connection with tasks
and responsibilities. The authors see little evidence
that work-related stress leads to secondary traumatic
stress or vicarious traumatization. They conclude that
preventive measures should be aimed at a reduction
of anxiety in difficult situations, an increase in team
support, and more clarity of tasks and responsibilities
(Smith et al. 2001). In a more recent study Smith
found a high degree of (over)identification in trauma
therapists, as we did in our study. She found that work
with traumatized refugees evoked a combination of
high involvement and overwhelmed and negative
feelings, whereas borderline patients evoked distancing
(Smith 2009).
In a quantitative survey of caregivers in clinics for
traumatized refugees (N = 101), Gurris (2005, Deighton
et al.2007) identified the main source of burnout and
vicarious traumatization to be the limitations of a
successful trauma therapy, due to both the fragile status
of clients who were mainly asylum seekers and the high
level of team conflict in most clinics. Having to struggle
for asylum for their clients and the therapists’ failure
to work through traumatic events with their clients was
related to high symptomatology. Therapists with this
combination showed more compassion fatigue, burnout,
and distress. This is confirmed by Smith (2009), who
compared therapists in the Netherlands working with
traumatized refugees and asylum seekers with therapists
working with victims of the World War II. She found a
higher level of emotional stress in the former than in
the latter. In a survey of 25 caregivers, Birck (2001)
found that the most stress-producing factors were not
the exposure to contents of the patients’ traumatic
material. but the permanent burden stemming from the
asylum situation, including the threat of deportation
and conflict-ridden team dynamics. Munroe (2006) and
Walkup (2002) have identified structural flaws in large
humanitarian organizations as a source of secondary
traumatization, which they label “organizational PTSD”
or “self-deceiving organizations”.

5.2. Culture of trauma centers and structural
problems
Trauma centers are often founded by groups
of highly dedicated human rights activists and
professionals. The founders tend to be very strong
charismatic personalities, pioneers in a new field with
entrepreneurial skills and a missionary sense, which
enable them to build and defend their organizations
against reluctant bureaucracies and the prevailing
attitude of denial and indifference in society. Without
their passion, zeal, enthusiasm and endurance, these
centres would never have succeeded. These types
of founders do not care much about traditional and
passed-down rules and formalities regarding how to run
an organization in their societies. On the contrary, as
dissidents and rebels they reject these and invent new
Clinical Neuropsychiatry (2014) 11, 1

models. The pioneer, grass roots spirit, the idealism and
enthusiasm of the “honeymoon” period is marked by a
friendly, buddy-like work climate, informal relationships
and little focus on monitoring and accountability. This
“honeymoon” can last and function fairly well, as long
as the organization keeps its original small size and
program (Pross 2009, Pross and Schweitzer 2010).
Sociologists Heimerl-Wagner et al. have found in their
studies on non-profit organizations that organizational
growth and a diversity of tasks require at some point
more division of labour and management skills in an
organization. This inevitable transition from pioneer
culture to professional management culture is usually
very painful and is accompanied by crises (HeimerlWagner and Meyer 1999, Zauner and Simsa 1999).
The above mentioned charismatic founders’ qualities
which were essential in the creation of the organization
can turn into obstacles because they consider
management issues a nuisance. For them, these issues
belong to the evil world of established – repressive
and alienating – institutions and state bureaucracies.
Raised in a fight against state repression, they reject any
hierarchy and create a dichotomy between a culture of
“cold management” in the external world, and a culture
of “the bleeding heart” in the inner world of the human
rights movement. Rules and standard procedures
mean, for them, coercion and a loss of autonomy. For
these reasons, they often obstruct transforming their
organization into a professionally managed health care
institution (Pross 2009, Pross and Schweitzer 2010).
Although they carry democracy and equality on
their banners, some of the charismatic founders have
problems with dissent. They are fighters, utterly
convinced of themselves and their mission, and
possessing a degree of self-importance and a sense of
uniqueness which makes them show little tolerance for
doubts or critique from within their own ranks.
This highlights a specific problem which is typical
for human rights organizations. One of the bonding
patterns of founders of human rights organizations and
trauma centres is the fight against hierarchy originating
from the struggle against despotism and dictatorship.
Thus, in their perception, any kind of hierarchy,
exertion of power, and leadership itself, is something
dangerous, bearing the stain of abuse and repression.
Yet what was, and is, a natural and positive driving
force in the political struggle may not be appropriate
in a health care and therapeutic environment. In each
group of human beings hierarchies emerge: older ones
versus younger ones, professionally more trained and
experienced ones versus beginners, academics versus
non-academics, etc. After some time in the apparently
free space of an egalitarian team, informal power
holders inevitably emerge; for example, those being
more eloquent, speaking louder and longer than the
more silent and modest ones. Informal power emerging
in a hierarchy-free environment carries a higher risk of
abuse than formal power in a structured environment
with a defined set of rules and roles. Informal power
operates in the dark. It is untouchable, non-transparent,
not embedded in a system of rules, and not accountable
to independent bodies such as a board or a controlling
agency. Therefore, abuse of informal power is much
more difficult to detect and expose than abuse in an
environment of publicly controlled formal power. The
myth of an environment without hierarchy ignores the
fact that a benign hierarchy has a protective function,
in the sense of good parenting. Parents protect younger
children against their older siblings, as a leader protects
weaker or younger team members against dominant or
older ones (Pross 2009, Pross and Schweitzer 2010).
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Another problem inherent to this field is a tension
originating from the extreme polarization between
perpetrator and victim. In trauma work, one is dealing
with an extremely vicious and powerful external enemy
– the perpetrator. In every counselling and therapy
session the shadow of the perpetrator is more or less
present. This can have a strong impact on teams and
organizations. One the one hand, the external enemy
is a strong bonding force within the organization.
However, it can foster a black and white view of the
world, a tendency to see the external world as bad and
hostile and idealize the internal world of the team as
harmonious and good (“them” versus “us”). In this
setting, internal dissent is easily targeted as a threat
and betrayal. This may be a reflection of the caregiverpatient relationship. The misery and suffering of
a victim provoke strong feelings of empathy in a
caregiver. These feelings are connected with high
moral expectations in a caregiver to expect oneself to
side with the victim (to be “good”). Selfish (“bad”)
impulses, like striving for a career, demanding a good
salary, taking full vacation and avoiding working
overtime, which go without saying in other fields,
tend to be split off and suppressed. There is a strong
pressure to identify with the victim and the cause. Yet
victims/patients can be over-demanding, aggressive
and exploitative towards caregivers. In transference
and countertransference processes during therapy,
the patient can shift into the position of a perpetrator
and the caregiver into the position of a victim. This
can be mirrored in a parallel process in a caregiver’s
team at times when internal conflicts are dealt with
and interpreted along the perpetrator/victim stereotype
(for example: powerful, guilty (“bad”) leader against
helpless, innocent (“good”) employee and vice versa).
Accusing someone of behaving like a perpetrator
in a team conflict – which does not happen rarely –
can seriously harm and ostracize this person. Table 1
shows the most common structural shortcomings as
sources of work related stress (Pross 2009, Pross and
Schweitzer 2010).

5.3. Caregiver trauma – resource and risk,
countertransference reactions
31.1% of the interviewed caregivers in our study
(Pross 2009) reported a history of trauma. Similar
figures were found by Gurris (Deighton et al. 2007,
Gurris 2002). Our data suggest that an unresolved
caregiver trauma carries a high risk of producing stress
and dysfunction. Many trauma centres have been built
by victims of trauma themselves. It is only natural and
human that those who suffered will be most motivated
to help their fellow victims. Their personal experience
is a strong motive and driving force for this work. They
have a particular sensitivity and deep understanding
for their clients, who frequently and justly complain
about the ignorance and lack of empathy of “normal”
people. On the other hand, survivor-caregivers risk
getting enmeshed and over-identified with clients,
losing professional objectivity and transmitting their
own trauma on the client and colleagues, unless they
have worked through their personal history in some
kind of self-awareness process while in therapeutic
training and are able to distance themselves from the
trauma of their clients. In this case the personal history
of trauma can be a strong resource (Pross 2009, Pross
and Schweitzer 2010).
Wilson and Thomas (2004) found in a survey of
345 therapists that 54% had a personal history of
trauma. Of these, 88.5% were treating the same types
of abuse and trauma as the therapists had endured.
According to the authors, these data are open to many
interesting interpretations. For example, therapists
may have a conscious or unconscious desire to “work
through” their own personal trauma by involvement
with patients suffering similar traumas. Kassam-Adams
(1999) found that 60% of therapists (n = 100) in centres
for victims of sexual abuse had a history of childhood
trauma and 66% a history of adult trauma. They found
a correlation between childhood trauma and PTSD
symptoms in therapists. These types of therapists
may be more empathetic than the “unaffected” ones.

Table 1. Structural shortcomings in organizations with high stress and conflict level
Failure to maintain boundaries
Over-identification with clients, lack of professional distance
Lack of professional management and good leadership
Informal leaders involved in turf battles
Myth of egalitarian team
Awkward, lengthy decision making processes
Diffusion of roles and competence
“Ambulance chasing” or hectic, uncoordinated interventions and activities
Lack of professional quality standards
Insufficient or no therapeutic training
Lack of therapeutic concept
Clinical supervision non-existent or only sporadic
Re-enactment of the traumatic world of the clients
No coaching for leaders
Workaholism, self-sacrifice, self-care, insufficient or non-existent
No board, or amalgamation of board, management and staff, leading to conflict of interest
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Munroe (1995) argues that these hypotheses have
not been proven empirically and the opposite can be
argued: that affected therapists risk getting enmeshed
and over-identified with clients, losing professional
objectivity and transmitting their own trauma on clients
and colleagues.
A valuable insight into the patient–caregiver
dynamic is provided by Wilson and Lindy (1994), who
see the source of dysfunction in countertransference
reactions by therapists, who exhibit either too much
distance and lack of empathy, or lose distance by
enmeshing themselves in confluent and overprotective
behavior with the patient, resulting in mutual
dependence. Hafkenscheid (2005) does not see the
source primarily in the destructive material transmitted
by the patient and critically discusses the empirical
evidence and clinical utility of the concept of event
countertransference and vicarious traumatization.
He suggests that therapists may too eagerly embrace
these perspectives as a cover-up for their own failures.
In overidentifying with the patient, therapists fail to
provide meta-communicative feedback to patients
about their dysfunctional interpersonal communication
patterns stemming from war and persecution. Instead,
they enter into an alliance with the patient in a “we are
all victims of your trauma” myth.
The phenomena in centres with high stress and
conflict levels described in our study can in fact
be explained as countertransference reactions or
enactments by caregivers of their own unresolved
conflicts, as well as enactments induced by patients
who project their experience of abuse onto the therapist,
who then acts in the same pathological fashion as
the patient, a pattern described by Gabbard (2001).
Holloway (1995) observed similar countertransference
phenomena in supervisor–supervisee relationships and
terms them parallel processes. They occur when the
central dynamic process of the counselling relationship
is unconsciously acted out by the trainee in the
supervision relationship.
These enactments are inevitable and a valuable source
for understanding the patient’s problems. Caregivers or
the organization must find a middle ground in tolerating
partial enactment while simultaneously preserving the
capacity for reflective thought—in clinical supervision,
for example, so that the interaction can be explored
(Gabbard 2001) (see chapter 6.6).

5.4. Re-enactment of trauma, intercultural
conflict
The atmosphere in organizations with the above
mentioned structural shortcomings is shaped by a reenactment of the traumatic world of the clients, creating
a general atmosphere of fear and persecution, fantasies
about the presence of the secret service, perpetratorvictim relationships, obsession with violence and
splitting behaviour (ex. categorizing colleagues in terms
of good and bad, friends and enemies). Moreover, an
atmosphere of intolerance and dogmatism resembling
a sectarian culture can be found, along with abusive
relationships with denigration, slander, victimization,
scapegoating and expulsion of dissidents. A chaotic,
unstructured, unpredictable environment in the
organization reflects the traumatic world of clients with
a total absence of structure and control, resembling the
one that exists when a victim is at a perpetrator’s mercy
(Pross 2009, Pross and Schweitzer 2010).
Slides 3-8 show a case example from our study
of a re-enactment of trauma in a team of caregivers.
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The trauma center was in the pioneer phase with an
egalitarian culture as described in chapter 5.2. The
director’s and the staff’s roles and responsibilities were
not clearly defined. They all were rather unexperienced
in treating severely traumatized patients and had little
intercultural communication skills. Client A had been
member of the secret police torturing dissidents (B) in
jail. After his country was invaded the dissidents (B)
gained power, put him in jail and tortured him. A escaped
to a safe country where he was treated in a center for
refugee trauma by therapist T1 (Slide 3). In the course
of the treatment T1 felt confused and threatened by A‘s
violent behaviour, double identity as perpetrator and
victim and he had difficulties dealing with A‘s cultural
codes of honour and patriarchal family values. In an
effort to protect T1 his colleague therapist T3 who was
from the same cultural background as client A urged
T1 to refer his client to another institution. T1 did
not accept T3‘s advice as an act of support. Instead he
felt deeply devalued in his professional competence
by T3 and accused him during a team supervision of
collaborating with the secret service of A‘s country of
origin (Slide 4). For T3 , who was himself a political
refugee from A’s home country, T1‘s accusation was
a fundamental attack on his personal integrity. The
conflict split the team in two irreconcilable factions
with therapists T2 and T5 siding with T1 and therapist
T4 and the director L siding with T3 (Slide 4). The
conflicted risked to totally disrupt and destroy the
center, it escalated to a point where L, the director, saw
no other choice than firing T1 to protect the team and the
organization from breaking apart. The team supervisor
who also had no experience with intercultural teams
and trauma work resigned. A period of relative peace
and stability followed. Yet from the outside T1 kept
fighting by involving a vulnerable patient of his into the
conflict and spreading the message that his dismissal
was an act of torture. He made intimidating phone calls
to team members threatening that the center would
“explode.” He approached the main donor, journalists
and influential public figures of the center’s support
network with denigrating allegations against the
director. At the end of a long legal dispute he refused
to accept a compromise settlement and enforced his
re-employment. His comeback caused a lot of anxiety
and instability in the team. The resurging conflict then
haunted the center for several more years. The dynamics
between the players followed a constant shifting of
roles between perpetrator, victim and saviour. These
dynamics can be highlighted by Karpman‘s drama
triangle (1968). When client A started treatment in the
center he was in the position of the victim of the rulers
in his home country (B) with therapist T1 as his saviour
(slide 5). In the course of treatment the roles shifted,
T1 felt threatened by A, i.e. T1 was in the role of the
victim and A in the role of the perpetrator, whereas
T3 took the role of the saviour by trying to protect T1
(Slide 6). When T1 violated T3’s personal integrity
during the team supervision he shifted to the role of the
perpetrator, T3 found himself in the role of the victim
and the director L in the position of T3’s saviour by
firing T1 (Slide 7). After this action L found himself
in the position of the perpetrator, victimizing T1 while
his colleagues T2 and T5 were in the position of his
saviours by siding with him in the split between the two
team factions (Slide 8). The story finally came to an end
when a highly respected and influential member of the
board persuaded T1 to leave the center voluntarily.
One of the sources of this conflict lay in the fact
that both T1 and T3 and some of their colleagues had
an unresolved personal history of trauma which they
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Client A had been member of the secret police torturing dissidents (B) in jail. After his
country was invaded the dissidents (B) gained power, put him in jail and tortured him.
A escaped to a safe country where he was treated in a center for refugee trauma.
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origin. The conflict split the team and escalated to a point
where L, the director, fired T1 to protect the organization.
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projected on clients and colleagues. They had no or
no sufficient psychotherapeutic training with selfawareness, they had very little introspection, were unable
to keep a professional distance and reflect upon their
behaviour from a bird‘s eye view in case conferences
and supervision. All players including the director
and the team supervisor didn‘t have enough skills and
experience in handling such a difficult situation. They
were overhelmed by the violent irreconcilable nature
of this clash of cultures. On top of that the structural
weaknesses of the center did not provide the necessary
stable framework and healing environment to contain
the destructive dynamics of the conflict (Pross 2009).

such as literature, theatre, movies, music, art, dancing,
nature, sports, or cooking, and preserving a sense of
humour as an antidote to the intrinsically dark content
of this work.
In low stress and conflict level institutions, leaders
support and encourage these self-protective strategies.
Table 2 shows resources and means of prevention of
work related stress caregivers have developed to cope
with the challenges in their work (Pross 2009, Pross and
Schweitzer 2010). Saakvitne et al. (2000) have created
training modules for self-care strategies based on many
of the same resources. Similar concepts were developed
by Reddemann (2003).

Table 2. Caregivers resources and framework for self-care
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Learn how to protect oneself against being misled by malingerers
Time for hobbies, leisure
Time for family and friends
Music, art, literature, movies, theatre
Preserve sense of humour
Sports, Nature
Playing games
Meditation, relaxation techniques
Spiritual and philosophical perspectives
Beware of drugs - alcohol, caffeine, smoking
Team culture, parties, joint cooking, weekend trips
Protection and care by leaders with good parenting
Social recognition by society, support by “celebrities“ such as artists and opinion makers
Avoid overwork
Limit caseload
Keep a balance between empathy and professional distance
Not carry on work at home
Regular time off, “mental health days“
Share work related problems with colleagues, a supervisor or a coach
Team retreats where new projects and long term strategies can be discussed
Realistic aims, pragmatism - less idealism and grandiose „saviour of the world“ fantasies
Advocacy and political work
Priority of professionalism over politics
Continuing professional education
Opportunities for research and training sabbaticals

6. Prevention of work related stress –
Recommendations
6.1. Caregiver resources
Although some of the above mentioned sources of
stress are an intrinsic element of trauma work there are
ways of containing them and coping with them, in order
to reduce stress levels. Caregivers name a whole range
of resources and rewarding activities that enable them
to cope with the challenges of this work.
The following resources and coping strategies
are often mentioned by therapists: personal history
of trauma (worked through in therapeutic training),
empathy with clients, struggle against injustice, political
activism, advocacy, media work, fund raising, job
satisfaction in client work, peer support and exchange,
continuing professional training, research, publishing,
teaching, realistic aims, pragmatic approach, no
dogmas, freedom from moral pressure. As specific selfcare strategies, they mention reducing commitment to
a part time job, rotating into other professional fields,
“mental health days,” sabbaticals, shielding private life
from work related issues, spending time with family,
children and friends, leaving space to foster hobbies
Clinical Neuropsychiatry (2014) 11, 1

6.2. Standards for structure
In our study we found that one of the key tools of
prevention of work related stress is a solid structure
of the organization. The following standards for
organizational structure can serve as a guideline (Pross
2009, Pross and Schweitzer 2010):
Table 3. Standards for structure of a trauma centre
•
•
•
•
•
•
•
•

Clearly entitled good leadership according to the
good parenting principle
Delegation of tasks and responsibilities
Clear definition of roles and competence
Transparent lines of decision-making and
accountability
Staff participation according to professional
competence
Regular case conferences
Fixed working hours, service schedule, time
management
Fixed channels for exchange of information,
internal communication system
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Table 3. (Continued)
•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•

Statutes and internal rules of procedure, job
descriptions
Regular management appraisals of staff
Maintaining boundaries
Balance between empathy with clients and
professional distance
Clear intake procedures
Limitation of case-load
Explaining possibilities and limits to the client
– working with transparency and with informed
consent reduces the frustration caused by too high
expectations
Careful selection of new staff
and leaders
(considering character and professional credentials)
“Affectedness” i.e. personal history of trauma is not
a qualification by itself
Therapeutic training for caregivers including selfawareness
Extensive ongoing professional training (learning
new methods)
Common treatment philosophy, therapeutic concept
External clinical supervision
Coaching and management training for leaders
Care for caregivers program
Board monitoring the organization and the leader,
consisting of independent experts who have no
conflict of interest

6.3. Qualification of caregivers
Another tool of prevention of work related stress
is a careful procedure of recruiting staff. It is difficult
– if not impossible – to find out whether an applicant
for this work is qualified and suitable in one interview.
The best credentials, training certificates, an exemplary
gapless perfect professional career do not necessarily
tell you whether a person is a good caregiver. Therefore
a probation period of at least half a year should be part
of the labour contract. The strongest and most important
asset and working tool of a caregiver/therapist is his/her
personality, because s/he serves as a role model to the
client, and because the therapeutic relationship is first
and foremost a human relationship. So beyond one’s
professional skills and experience it is important to look
at a candidate’s character: is he or she warm-hearted,
sensitive, empathetic, solid, balanced? Does he or she
have resources in his or her personal life, a normal life
outside the job, a sense of humour, a capacity to rest
and relax, does he or she value pleasure? Workaholics,
fanatics and narcissists who centre their lives around
this work and need it to feed their big ego can often
impress their peers by enormous dedication, zeal and
achievements in advocacy and politics, yet they usually
prove not to be good caregivers, one of the reasons
being that they do not take good care of themselves
(Pross 2009, Pross and Schweitzer 2010).
In many centres there is a lack of psychotherapists.
Much of the therapeutic work is done by lay people
and volunteers. Some of the staff are only medically,
and not psychologically, trained. Yet there are simple
and easy-to-learn methods of psychotherapy that
include self-awareness in their training curriculum:
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e.g. transactional analysis (ITAA), dynamic therapy
according to Horowitz (1974) to name only two. Most
psychotherapeutic methods and techniques are basically
Western oriented and have to be adapted to the culture,
context and education level of caregivers and clients –
just to name a couple of examples: narrative exposure
therapy (Schauer et al. 2005) and psychoeducative
work (Liedl et al. 2010). In non-Western countries
very effective original and traditional helping and
therapeutic methods have been developed like
testimony therapy in Chile (Cienfuegos and Monelli
1983, van Dijk et al. 2003), therapeutic storytelling in
oriental cultures (Ahmad 2001) or traditional healing
methods in Mozambique (Boia 2007). Above all group
therapy approaches have proven to be effective (Curling
2005, Drozdek and Wilson 2004, Manneschmidt and
Griese 2009). For therapeutic training one does not
necessarily need an academic degree in medicine or
psychology. It can be learned by people with other
professional backgrounds like social workers, nurses,
physiotherapists and teachers.
In some cultures it is common to recruit family
members and friends for positions because they are
family. This can work if they are legitimately qualified
for the job and don’t take advantage of their kinship.
Nevertheless it always carries the risk of nepotism
and corruption. It can harm the team spirit and work
motivation when, for example, a staff member who turns
out not to be qualified for the job maintains his or her
position because he or she is the cousin of the director.
A director has to be just and treat everybody equally,
keeping always in mind that the first responsibility of a
centre is to provide appropriate care. In the hypothetical
case of this cousin’s malfunctioning, the director’s
hands will be tied and he or she will be placed in an
awkward position of dual loyalty (Pross 2009, Pross
and Schweitzer 2010).

6.4. Qualification of leaders
An equally important element of prevention which
we found in our study is good leadership. Natural born
leaders are very rare. People working in the health and
human rights field usually do not have management
skills, yet this can be learned in special training. A
trauma centre needs a clearly authorized leadership.
There should be a clinical director in charge of client
services and an administrative director in charge of
finances and organizational issues. Leadership requires
some elementary properties like talent for listening,
modesty, level-headedness, maturity, life experience,
stability, persistence, assertiveness and wisdom. All
these properties resemble those of a good father and
mother, so the style of leadership should follow the good
parenting principle. Leading a trauma centre is a special
challenge because one serves as a projection screen for
all the negative and destructive energy that comes along
with this work and which the leader has to contain. A
good leader carries his or her role without blurring
functional hierarchy, is prepared to endure “bad-boss”
projections and carry through unpopular decisions. At
the same time, he or she must encourage creative ideas
and initiatives from staff, let others grow and blossom
instead of seeing them as competitors, not abuse his
or her power, and work with transparency to staff and
accountability to the board. The leader must monitor
staff members’ performance and do regular appraisals
with them. He or she should work with reinforcement
and praise but must also be capable of telling somebody
who turns out not to be qualified to undergo additional
Clinical Neuropsychiatry (2014) 11, 1
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training or look for another job. It is impossible to
carry all these challenges and responsibilities alone. “It
is lonely at the top” is a common complaint one hears
from leaders. Indeed they cannot share the problems
connected with their role with staff, they cannot be
everybody’s darling and it is asking too much from
them to expect them to always have a big heart and
understand everybody’s problems and complaints.
They have their boundaries like every human being
and they have to respect those boundaries. Therefore
they need peer group exchanges and consultation with
other leaders and regular coaching by an independent
external leadership coach (Pross 2009, Pross and
Schweitzer 2010).
The leader is an important role model for the team of
caregivers as well as for clients. A chaotic undisciplined
leader will foster chaos and sloppiness among staff. A
choleric leader who cannot control his or her anger will
spread fear and intimidation instead of containing it. A
workaholic self-sacrificing leader who does not take
good care of him or herself will not encourage care for
caregivers among staff. The leader must also serve as
conflict resolution moderator. If he or she is part of the
problem, the board or an external mediator must take
this role (Kets de Vries 1993).

6.5. Board, patron
Our study shows as demonstrated in the case
example that the failure to overcome dysfunction,
tension and conflict is often due to a missing or a
malfunctioning board. A trauma centre should have a
board that represents the legal body of the organization,
be it a foundation, a charity or non-profit association.
The board should ideally consist of independent experts
from various backgrounds – medicine, academia, law,
finance, business, politics, arts, media etc., who usually
work on a voluntary basis. They should be influential
people, figureheads who have a standing in society,
and who can thus give the centre moral and political
support. This is particularly important in countries with
a repressive regime where such board members can
protect a centre against threats and assaults from state
authorities. Board members should have no stakes in
the company to avoid conflict of interest, i.e. no mixing
and fusing of roles and levels such as director or staff
members serving simultaneously on the board. The
board appoints and dismisses the director, monitors and
controls the performance of staff and director, approves
budget and controls spending. It also must serve as a
conflict moderator in case a conflict cannot be handled
on the staff’s and director’s level (Pross 2009, Pross and
Schweitzer 2010).
In some countries it is uncommon to have a board
and it is difficult to find independent experts who
are prepared to sacrifice time and energy for this kind
of voluntary commitment. In this case some kind of
patron, an experienced external professional – possibly
from abroad - may be able to support and protect the
organization.

6.6. Supervision
Clinical supervision is another key element of
prevention. It is a must in trauma work. Listening to tales
of trauma survivors is a challenge that no caregiver can
or should carry on his or her shoulders alone. It needs
to be shared with others: with colleagues on a daily
basis and from time to time with an external clinical
Clinical Neuropsychiatry (2014) 11, 1

supervisor. What is clinical supervision? Supervising
in the original Anglo-Saxon sense of the word means
monitoring, controlling, directing and is associated with
the function of a leader. A clinical supervisor is not a
director, not an executive but an external consultant,
usually an experienced therapist, who advises and
helps caregivers (the supervisees) to improve the
quality of their work. Supervision facilitates the
development of persons and organizations, looks at
personal interactive and organizational aspects and
helps improve communication and cooperation in a
team of caregivers. It is a shared reflection on problems
arising during therapy and teamwork and it is a joint
search for solutions. Supervision is not instruction,
training and education of a supervisee by a supervisor.
Individual supervision
The setting is one-to-one. One supervisor and
one supervisee, or a couple of supervisees, such as a
social worker and a psychologist who look after the
same client. The supervisee presents his or her case,
and a problem he or she is seeking advice for from a
supervisor. In addition to case supervision, one can
also provide individual coaching as a support for
work stress related to the organization and personal
professional development.
Case group supervision
Group supervision is best for caregivers who
work independently from each other, e.g. doctors,
psychologist, nurses, social workers, who work with
different clients and come from different organizations.
The ideal size of a group is 4-7 caregivers. An advantage
of group supervision is mutual support of supervisees
as a peer group, which makes them less dependent
on a supervisor. It also allows for the application of
multifunctional techniques such as role plays and
mirroring. One can also apply this kind of supervision
in a team.
Team supervision
In team supervision, the supervisor consults in one
institution with a team of caregivers who want to work
on problems of communication, cooperation, tensions
and conflicts in the team. The focus is less on discussing
cases but rather on interpersonal relationships between
team members, work climate, hierarchies, competition,
alliances, turf and faction fighting. Team supervision
can help to develop a culture of creative and productive
conflict resolution.
Organizational consultation
In this case the leader of an organization hires a
consultant to work with the team and management
on issues concerning structure and culture, aims
and strategies as well as corporate identity. Focus
is on clarifying and improving division of labour,
assigning tasks and competence, operating procedures,
decision and communication lines, clear definition
of hierarchies, what is the authority of the director,
who is accountable to whom. Problems which arise in
individual, group or team supervision are often related
to structural shortcomings and can partly be solved
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by organizational transformation with the help of a
specialized consultant.
Basic rules of supervision, coaching and consultation
The supervisor must be an independent external
specialist, who has no personal connection to the
supervisees and is in no way dependent on the
organization e.g. as a permanent employee. Only from
the position of an impartial outsider can he or she
professionally judge and monitor the arising problems
and processes in supervision. A director or a staff
member cannot simultaneously be a supervisor of his or
her colleagues, with whom he or she is closely related,
both personally and professionally.
All issues shared in supervision are strictly
confidential, because they may touch upon sensitive
medical and psychological data of clients as well
as personal problems of caregivers. Supervision
requires mutual trust and acceptance of supervisees
and supervisor. Therefore, in the beginning some
probationary sessions should be held, in which both
sides can freely decide whether they match and want to
work with each other.
Supervisees and supervisor shall treat each other
respectfully and attentively with mutual appreciation of
their work. Suggestions and critique are not expressed
in a derogatory or punishing way, there is no absolute
“right” or “wrong”, and the aim is a shared reflection
and learning.
Agreement upon the rules of the frequency and
duration of supervision, the supervisor’s mandate, and
the honorarium for the supervisor, should be set out in a
contract between the hiring organisation, the supervisor
and the supervisees (Holloway 1995, Lansen and Haans
2004).

7. Concluding remarks
Many of the above mentioned difficulties in teams
and organizations dealing with trauma are inherent to
this work. These difficulties tend to emerge suddenly
and unexpectedly upon a happy and rewarding
euphoric pioneer period. This causes feelings of shock,
anxiety, setback and disillusionment. The transition
from the informal, family-like, pioneer culture to a
more professionally managed institution is usually
accompanied by friction and turbulence and does not
necessarily lead to the decline and breakup of the
organization. It is a necessary and inevitable part of
organization building and development. Every crisis
offers an opportunity. Keeping this in mind may
reduce anxieties and enhance one’s stress resistance
and patience. Team- and case-supervision, as well as
organizational consultation, and training by external
consultants can help in solving these problems, get
the organization back on track and make work more
rewarding and satisfactory.
Trauma centres are supposed to be places of
refuge, safe havens for clients who have undergone
horror and destruction and seen the total disruption
of their familiar environments. Victims of human
atrocities, such as torture and sexual violence, often
have lost their basic trust in mankind. For them, there
is no longer anything benign in the world. Being at a
perpetrator’s mercy, they have experienced extreme
arbitrariness, the complete absence of structure, and
the total impossibility of controlling or predicting
18

what would happen to them, leading to insecurity,
anxiety and disorientation. The individual therapist
cannot repair all the damage within the client-therapist
relationship alone. He/she needs the support of a team of
empathetic colleagues, and protection and support from
a competent and experienced leader and an external
clinical supervisor. A certain amount of re-enactment
of trauma by caregivers and teams is inevitable and
can be a valuable source for understanding patients’
problems. Of equal importance, the organization as a
whole must provide a healing atmosphere of support,
safety and protection for its clients. It must give them
the chance to regain control over their lives. This is
why the stability and clarity of the structure of a trauma
centre are of vital importance for the well-being of
both patients and caregivers. Lack of structure and a
chaotic environment, however, foster stress and conflict
in teams, and disrupt an organization. Moreover, they
impair the helping capacity of caregivers, which is
ultimately detrimental to the clients.

References
Ahmad S (2001). The Healing Power of Storytelling. In
Graessner S, Gurris N, Pross C (Eds) At the Side of Torture
Survivors. The Johns Hopkins University Press, Baltimore,
p.112-125.
Bion WR (1970). Experiences in groups. Tavistock, London.
Birck A (2001). Secondary Traumatization and Burnout
in Professionals Working with Torture Survivors.
Traumatology 7, 2, 87-91.
Boia EJ (2007). Psychotherapie mit Kindersoldaten in
Mosambik: auf der Suche nach den Wirkfaktoren. Aachen:
Shaker Verlag, pp. 245. Doctoral Dissertation Universität
zu Köln, ISBN: 978-3-8322-6024-8
Chrestman KR (1995). Secondary exposure to trauma and self
reported distress among therapists. In Stamm BH (Ed)
Secondary traumatic stress: self-care issues for clinicians,
researchers, and educators, pp. 29-36. Sidran Press, Lutherville, MD.
Cienfuegos J, Monelli C (1983). The testimony of political
repression as a therapeutic instrument. American Journal
of Orthopsychiatry 53, 43-51.
Curling P (2005). The effectiveness of empowerment
workshops with torture survivors. Torture 15, 9-15
Danieli Y (1988). Psychotherapists’ participation in the
conspiracy of silence about the Holocaust. Psychoanalytical
Psychology 1, 23-42.
Deighton RM, Gurris N, Traue H (2007). Factors Affecting
Burnout and Compassion Fatigue in Psychotherapists
Treating Torture Survivors: Is the Therapist’s Attitude to
Working Through Trauma Relevant? Journal of Traumatic
Stress 20, 63-75.
Drožđek B, Wilson JP (2004). Uncovering: trauma-focused
treatment techniques with asylum seekers. In: Wilson
JP, Drožđek B (Eds) Broken spirits: the treatment of
traumatized asylum seekers, refugees, war and torture
victims, pp. 243-276. Brunner-Routledge, New York.
Figley CF (Ed.) (1995). Compassion Fatigue, Coping with
secondary traumatic stress disorders in those who treat
the traumatized. Brunner-Routledge, New York.
Gabbard GO (2001). A Contemporary Psychoanalytic Model
of Countertransference. Psychotherapy in Practice 57, 8,
983-991.
Gurris N (2005). Stellvertretende Traumatisierung und
Behandlungseffizienz in der therapeutischen Arbeit mit
traumatisierten Flüchtlingen. Unpublished Dissertation.
Med. Biol. Diss. Universität Ulm.
Gurris NF (2002). Überlegungen zur stellvertretenden
Traumatisierung bei Therapeuten in der Behandlung von
Clinical Neuropsychiatry (2014) 11, 1

Cultural competence and trauma in the organisations
Folterüberlebenden. Psychotraumatologie 3, 45
Hafkenscheid A (2005). Event countertransference and
vicarious traumatization: theoretically valid and clinically
useful concepts? European Journal of Psychotherapy,
Counselling and Health 7, 159-168.
Heimerl-Wagner P, Meyer M (1999). Organisation und NPOs.
In Badelt C (Ed) Handbuch der Nonprofit Organisation.
Strukturen und Management, pp. 209-240. SchäfferPoeschel Verlag, Stuttgart.
Holloway EL (1995). Clinical Supervision. A Systems Approach
(pp. 97-98). Sage Publications, Thousand Oakes.
Horowitz MJ (1974). Stress response syndromes: Character
style and dynamic psychotherapy. Archives of General
Psychiatry 31, 768-781.
ITAA- International Transactional Analysis Association.
http://www.itaa- net.org/resources/
Karpman SB (1968). Fairy Tales and Script Drama Analysis.
Transactional Analysis Bulletin 7, 26, 39-43.
Kassam-Adams N (1999). The risks treating sexual trauma:
Stress and secondary trauma in psychotherapists. In
Stamm BH (Ed.), Secondary Traumatic Stress. Self-Care
Issues for Clinicians, Researchers and Educators, pp. 3448. Sidran Press, Luthersville MD.
Kets de Vries MFR (1993). Leaders, Fools and Impostors.
Essays on the Psychology of Leadership. Jossey Bass, San
Francisco, CA.
Lansen J, Haans AHM (2004). Clinical Supervision for trauma
therapists. In: Wilson JP, Drožđek B (Eds.), Broken spirits:
the treatment of traumatized asylum seekers, refugees, war
and torture victims, pp. 317-353. Brunner-Routledge, New
York.
Liedl A, Schäfer U, Knaevelsrud C (2010). Psychoedukation
bei Posttraumatischen Störungen: Manual für Einzel- und
Gruppensetting. Schattauer, Stuttgart. ISBN 978-3-79452727-4.
Malik F (1989). Strategie des Managements komplexer
Systeme (p. 492). [Management strategy of complex
systems]. Haupt, Bern/Stuttgart, Germany.
Manneschmidt S, Griese K (2009). Evaluating psychosocial
group counselling with Afghan women: is this a useful
intervention? Torture 19, 41-50
McCann L, Pearlman LA (1990).Vicarious Traumatization: A
Framework for Understanding the Psychological Effects
of Working with Victims. Journal of Traumatic Stress 3,
1, 131-149.
Muhr T, Friese T (2001). Computerunterstützte qualitative
Datenanalyse. In Hug T (Ed) Wie kommt Wissenschaft zu
Wissen? Band 2: Einführung in die Forschungsmethodik
und Forschungspraxis, pp. 380-399. [Computer based
qualitative data analysis. In Hug T (Ed) How does science
acquire knowledge? Volume 2: Introduction to research
methodology and practice]. Schneider Verlag, Hohengehren, Germany.
Munroe JF (1995). Ethical Issues Associated With Secondary
Trauma in Therapists. In Stamm BH (1995/1999)
Secondary Traumatic Stress. Self-Care Issues for
Clinicians, Researchers and Educators, pp. 211-229. The
Sidran Press, Luthersville MD.
Munroe J (2006). Secondary Trauma: Denial, Transmission
and Organizational PTSD. Presentation at the IX. IRCT
International Symposium on Torture, Berlin, 12-10-2006.
Pross C (2006). Burnout, Vicarious Traumatization and its
Prevention. Torture 16, 1-9

Clinical Neuropsychiatry (2014) 11, 1

Pross C (2009). Verletzte Helfer – Umgang mit dem Trauma:
Risiken und Möglichkeiten sich zu schützen. Klett-Cotta,
Verlag Stuttgart.
Pross C, Schweitzer S (2010). The Culture of Organisations
Dealing with Trauma - Sources of Work related Stress and
Conflict. Traumatology 16, 97-108.
Reddemann L (2003). Einige Überlegungen zur Psychohygiene und Burnout-Prophylaxe von TraumatherapeutInnen. Erfahrungen und Hypothesen. Zeitschrift für Psychotraumatologie und Psychologische Medizin 1, 1, 7985.
Saakvitne KW, Gamble S, Pearlman LA, Lev BT (2000). Risking Connection. A Training Curriculum for Working with
Survivors of Childhood Abuse, pp. 157-187. The Sidran
Press. Luthersville MD.
Sabin-Farell R, Turpin G (2003). Vicarious traumatization:
implications for the mental health of health workers?
Clinical Psychology Review 23, 449-480.
Schauer M, Neuner F, Elbert T (2005). Narrative Exposure
Therapy: A Short-Term Intervention for Traumatic
Stress Disorders After War, Terror, or Torture. Hogrefe,
Göttingen/Cambridge.
Smith AJM (2009). Listening to Trauma. Therapists’
countertransference and long-term effects related to
trauma work. Proefschrift (PhD thesis), Heemstede.
Smith AJM, Kleijn WC, Stevens JA (2001). De posttraumatische
stress-stoornis: bedrijfsrisico voor behandelaars? Een
onderzoek naar werkstress bij traumatherapeuten.
Tijdschrift voor Psychiatrie 43, 7-19.
Smith AJM, Klein WC, Stevens JA (2000). ‚...en wir
proberen te luisteren...’ Reacties van therapeuten op
traumatische ervaringen van hun patienten. Tijdschrift
voor Psychotherapie 26, 289-307.
Stamm BH (1999). Secondary Traumatic Stress. Self-Care
Issues for Clinicians, Researchers and Educators. Sidran
Press, Luthersville.
Strauss A, Corbin J (1998). Basics of qualitative research.
techniques and procedures for developing grounded
theory. SAGE, Thousand Oaks, CA.
Tuckman BW (1965). Developmental sequence in small
groups. Psychological Bulletin 63, 6, 384-399.
van Dijk JA, Schoutrop MJ, Spinhoven P (2003). Testimony
therapy: treatment method for traumatized victims of
organized violence. Am J Psychother 57, 3, 361-73.
Walkup M (2002). Humanitarianism at risk: From threatened
aid workers to self-deceivingorganizations. In Danieli Y
(Ed) Sharing the front lines and the back hills: International
protectors and providers, peacekeepers, humanitarian aid
workers and the media in the middle of crisis, pp. 353-359.
Baywood Publishing Company, New York.
Wilson JP, Lindy JD (1994). Countertransference in the
Treatment of PTSD. Guilford Press, New York.
Wilson JP, Thomas RB (2004). Empathy in the Treatment of
Trauma and PTSD, pp. 158ff. Brunner-Routledge, New
York.
Witzel A (2000). Das problemzentrierte Interview. Forum
qualitative Sozialforschung 1, 1. Available from http:
Hostname: qualitativeresearch.net Directory: fqs-texte
File: 1-00/1-00witzel-d.htm
Zauner A, Simsa R (1999). Konfliktmanagement in NPOs.
In Badelt C (Ed) Handbuch der Nonprofit Organisation.
Strukturen und Management, pp. 405-418. Schäffer-Poeschel Verlag, Stuttgart.

19

