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ABSTRACT

KEITH J. MYERS

EXPLORING TRAUMA THERAPISTS’ PERCEPTIONS ABOUT PROTECTIVE 

FACTORS AND RISK FACTORS OF SECONDARY TRAUMATIC STRESS 

Under the direction of W. David Lane, Ph.D.

Trauma therapists are required to provide counseling and mental health services 

to individuals who have endured traumatic events that include war, sexual assault, natural 

disasters, childhood abuse/neglect, physical assault, and other highly stressful events. In 

the course of providing this care to survivors of trauma, trauma therapists are exposed to 

the traumatic narratives of clients and bear witness to these horrific experiences. This 

professional exposure can have a cumulative effect upon trauma therapists and is known 

as Secondary Traumatic Stress (STS).

The purpose of this study was to explore trauma therapists’ perceptions about the 

risk factors and protective factors related to STS. This study clarified issues related to 

how STS is experienced among trauma therapists, which protective factors were 

perceived as being most important or effective in order to prevent or mitigate the onset of 

STS symptoms, and which risk factors were perceived as placing trauma therapists most 

at risk for the onset of STS symptoms. By examining perceptions and beliefs related to



these factors, trauma therapists received empirical insight about ways to protect against 

the impact of STS and thereby bridge a gap in the trauma literature. Due to the lack of 

empirical research and theory concerning trauma therapists’ perceptions on this topic this 

study, in-depth semi-structured interviews with trauma therapists were utilized. 

Transcripts were analyzed using open coding, axial coding, and constant comparison 

methods. Five emerging themes were extracted from the data and discussed. 

Recommendations for future counseling practice and future research were discussed 

along with limitations of the study.



CHAPTER 1 

INTRODUCTION

Trauma therapists, therapists who specialize in working with trauma populations, 

are consistently required to help survivors of childhood abuse, war and terrorism, 

domestic violence, violent crime, natural disaster, and other traumatic events (Herman, 

1997; Bride 2004; Van der Kolk, 2015; Briere & Scott, 2015). In the course of providing 

mental health services to traumatized populations, trauma therapists must often share the 

emotional burden of the trauma, bear witness to horrific past events, and acknowledge the 

existence of terrible and traumatic events in the world (Figley 2002, Pearlman & 

Saakvitne, 1995; Bride 2007).

The lifetime prevalence of exposure to traumatic events (e.g. highly stressful life 

events such as war, childhood abuse, interpersonal violence, natural disaster, etc.) in the 

United States ranges from 40 percent to 81 percent, with 60.7 percent of men and 51.2 

percent of women having been exposed to one or more traumas and 19.7 percent of men 

and 11.4 percent of women reporting exposure to three or more traumatic events 

(Breslau, Davis, Peterson, & Schultz, 1997; Bride, 2007). It would appear that exposure 

to traumatic events is high in the general population, but it seems to be extremely high in 

subpopulations to which mental health professionals are likely to provide services. For 

example, 84 percent of psychiatric inpatient clients have experienced at least one 

traumatic event, and between 82 percent and 94 percent of outpatient mental health 

clients reported a history of exposure to traumatic events (Bride, 2007). Bride (2004) 

reported that from those outpatient mental health clients who have experienced a

1



2

traumatic event, approximately 31 to 42 percent fulfill criteria for symptoms of 

Posttraumatic Stress Disorder (PTSD). These examples illustrate that mental health 

therapists face a high rate of professional interaction with people who are traumatized.

Statement of the Problem 

Trauma therapists, as well as others involved in the helping professions, are 

routinely exposed to their client’s traumatic experiences through their work. This 

exposure to other’s traumas, whether through counseling, interviewing, or other 

interventions associated with trauma survivors, has a cumulative psychological impact 

upon the therapists (Figley, 1995; Briere & Scott, 2015; Knight, 2010; Trippany, Kress,

& Wilcoxon, 2004). Over the last two decades, an increasing amount of attention by 

researchers has addressed this harmful impact of working with trauma upon therapists 

and others within the helping professions (Jenkins & Baird, 2002; Pearlman & Saakvitne, 

1995; Figley, 1995; Figley, 2002; McCann & Pearlman, 1995; Bride, 2007; Newell & 

MacNeil, 2010). Figley (2002) further described this impact of trauma work upon the 

therapist as an occupational hazard of doing trauma therapy with trauma survivors. This 

occupational hazard is also referred to as the cost of caring when working with trauma 

survivors (Figley, 1995; McCann & Pearlman, 1990). Secondary traumatic stress, 

vicarious trauma, and compassion fatigue are all terms that have been used to describe 

this hazard and phenomenon, the therapist’s suffering or residual trauma encountered 

when working with clients who have experienced trauma (Stamm, 2010; Fountain, 2015; 

Knight, 2010).

Although there is often overlap between these concepts underlying the terms in 

the literature (Baird & Kracen, 2006), specific differences also exist. Secondary
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traumatic stress (STS) refers to a set of symptoms that parallel those of PTSD as defined 

in the Diagnostic and Statistical Manual for Mental Disorders, 5th edition (DSM-5), by 

the American Psychiatric Association (2014). In other words, a trauma therapist who 

experiences the symptoms of STS experiences symptoms that mirror PTSD (e.g. intrusive 

traumatic thoughts, hypervigilance, avoidance of the trauma) that are based in the client’s 

traumatic experience without having experienced the trauma directly (Bride, Radey, & 

Figley, 2007). A more in-depth definition for both STS and PTSD will be discussed later 

in this chapter. Vicarious trauma (VT) refers to long-term internal changes, with a 

specific emphasis on cognitive schemas that become negatively altered due to repeated 

exposure to client’s traumatic content (McCann & Pearlman, 1990; Figley, 1995). 

McCann and Pearlman (1990) posited that through repeated exposure to traumatic themes 

and imagery, trauma therapists experience disruptions in their views of the world, views 

of self, and views of others. Compassion fatigue (CF) is a more user-friendly term 

describing STS, which is nearly identical to PTSD, except that it applies to those 

emotionally affected (e.g. trauma therapist) by the trauma of another (Figley, 2002; 

Nimmo & Huggard, 2013). Figley (2002) stated, “Compassion fatigue is the latest in an 

evolving concept that is known in the field of traumatology as secondary traumatic stress. 

Most often this phenomenon is associated with the ‘cost of caring’ for others in emotional 

pain” (p. 2). Despite the variance in terms and definitions, there has been an increasing 

recognition that therapists, particularly trauma therapists who specialize in trauma work, 

endure a heavy burden for choosing to engage in therapeutic relationships with 

individuals who have experience traumatic events (Bride, 2007; Briere & Scott, 2015; 

Newell & MacNeil, 2010; Knight, 2013; Collins & Long, 2003; Devilly, Wright, &
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Varker, 2009; Hernandez, Engstrom, & Gangsei, 2010). This study was derived from 

gaps of knowledge stated within the professional literature (Bride, Radey, & Figley,

2007; Boscarino, Adams, & Figley, 2010; Sexton, 1999; Thomas & Wilson, 2004; 

Tavormina & Clossey, 2015; Briere & Scott, 2015; Robinson-Kellig, 2014; Wang, 

Strosky, & Flete, 2014) in the trauma field.

Even though there has been increasing attention in the literature about the impact 

of trauma work upon the therapist, most of this literature is anecdotal or conceptual in 

nature (Bride, 2004). This is particularly true when exploring the protective factors and 

risk factors for STS among trauma therapists. Trauma experts have posited several 

protective factors that may mitigate the effects of STS (Baird & Kracen, 2006; Knight, 

2013; Munroe, 1995). These protective factors include the following: self-care strategies, 

trauma-based supervision, reduction of trauma caseload, length of time working in the 

trauma field, trauma-based education, organizational support, personal therapy, and other 

coping strategies (Jordan, 2010; Figley, 2002). Many of those same experts have also 

proposed that the following risk factors increase the chances that trauma therapists will 

be affected by STS: a personal history of trauma, high percentage of trauma clients on 

clinical caseload, length of time working in the profession, lack of self-care activities, 

lack of organizational support, lack of coping skills, or lack of healthy work-life balance 

(Sabin-Farrell & Turpin, 2003; Knight, 2010; Wang, Strosky, & Fletes, 2014).

However, these proposed protective and risk factors were largely based on 

anecdotal opinions of the authors. Significant gaps in the literature exist regarding the 

empirically based exploration of trauma therapists’ perceptions of the protective factors 

and the risk factors related to STS, and multiple authors have recommended additional
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research in this area (Collins & Long, 2003; Cohen & Collens, 2013; Newell & MacNeil, 

2010; Baird & Kracen, 2006, Sabin-Farrell & Turpin, 2003; Jordan, 2010; Knight, 2010; 

Wang, Strosky, & Fletes, 2014).

Rationale

Due to the aforementioned gaps in the literature and calls for additional research 

regarding STS protective factors and risk factors, the need for this study and its 

exploration of these factors was evident. By exploring trauma therapists’ perceptions of 

the protective factors and the risk factors related to STS, trauma therapists are better 

equipped to mitigate these effects. Being knowledgeable of these factors help trauma 

therapists both prevent and address these symptoms should they arise, and this empirical 

knowledge assists those therapists attain greater wellness in order to better serve their 

trauma clients while contributing to the trauma literature (Figley, 2002).

Purpose

The purpose of this study was to explore trauma therapists’ perceptions about the 

risk factors and protective factors related to STS. In other words, this study clarified 

issues related to STS, particularly which protective factors were perceived as being most 

important or effective in order to prevent or mitigate the onset of STS symptoms, and 

which risk factors were perceived as placing trauma therapists most at risk for the onset 

of STS symptoms. Due to the lack of empirical research and theory concerning trauma 

therapists’ perceptions on this topic (Collins & Long, 2003; Cohen & Collens, 2013; 

Newell & MacNeil, 2010; Baird & Kracen, 2006), a qualitative social grounded theory 

methodology was utilized for this study (Creswell, 2005). In-depth semi-structured 

interviews of trauma therapists were utilized. Transcripts were analyzed using open



6

coding, axial coding, and constant comparison methods (Bazeley, 2013). Five emerging 

themes were extracted from the data and are presented in chapter four.

Significance

This importance of this study was demonstrated by assessing the perceptions of 

trauma therapists related to the protective factors and risk factors of STS symptoms. Due 

to significant gaps in the trauma research with regards to this topic (Baird & Kracen, 

2006; Knight 2010), this study provided a vital contribution to the trauma literature 

conversation. As the trauma profession continues to grow and its research expands, it is 

important that the care of trauma therapists is given the proper attention (Figley, 2002; 

Knight, 2010; Newell & MacNeil, 2010; Bride, Radey, & Figley, 2007; Fountain, 2015). 

While there is great personal meaning derived from trauma work, great costs can also 

exist (Figley, 2002; McCann & Pearlman, 1990; Newell & MacNeil, 2010). Therapists 

can enter into specializing in trauma work with the altruistic motivation to help survivors 

heal from trauma’s devastating effects, but in the process neglect to care for themselves 

by forgetting to be vigilant about the hazard of STS while prioritizing rejuvenating self- 

care practices (Figley, 1995; Briere & Scott, 2015; Collins & Long, 2003; Figley, 2002; 

Fountain, 2015). However, clinical work that started with great intentions and 

beneficence can ultimately result in doing more harm than good (Herman, 1997; Van der 

Kolk, 2015), and the American Counseling Association (AC A) Code o f Ethics (2014) 

requires counselors to practice ethical values that avoid doing harm to clients. This study 

provided trauma therapists with empirically based knowledge that will help mitigating 

the effects of STS. This knowledge empowers the trauma therapist to practice with the 

highest ethical standard and competence.
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Research Questions and Hypotheses 

This research study incorporated two research questions to explore trauma 

therapists’ perceptions about the protective factors and risk factors related to STS. This 

study utilized a qualitative social grounded theory methodology; therefore, no specific 

hypotheses were formed in advance of the data collection (Glaser & Strauss, 2008). 

However, throughout this study, the following research questions were examined:

1. What are trauma therapists’ perceptions of the risk factors related to Secondary 

Traumatic Stress?

2. What are trauma therapists’ perceptions of the protective factors related to 

Secondary Traumatic Stress?

Definitions

The definitions of relevant terms used throughout this study are provided for 

clarity and ongoing reference. These important terms include trauma, PTSD, primary 

trauma, secondary traumatic stress, trauma therapists, compassion fatigue, vicarious 

trauma, burnout, countertransference, and Constructivist Self-Development Theory.

Trauma. The DSM-5 (American Psychiatric Association [APA], 2013) defines a 

trauma as the following:

Exposure to actual or threatened death, serious injury, or sexual violence in one 

(or more) of the following ways: 1) Directly experiencing the traumatic event(s); 

2) witnessing, in person, the event(s) as it occurred to others; 3) learning that the 

traumatic event(s) occurred to a close family member or close friend -  in cases of 

actual or threatened death of a family member or friend, the event(s) must have
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been violent or accidental; 4) experiencing repeated or extreme exposure to 

aversive details of the traumatic event(s).

Briere and Scott (2015) added that trauma is psychologically and emotionally 

overwhelming for the individual. There are two major types of trauma, including 

primary trauma and secondary traumatic stress (Stamm, 2010). In order for a person to 

qualify for a Posttraumatic Stress Disorder (PTSD) diagnosis according to the DSM-5, 

that person must first have experienced the trauma as described above.

PTSD. Now that the definition of trauma has been established, the definition of 

Posttraumatic Stress Disorder will now be discussed. The diagnosis of PTSD not only 

includes someone who has experienced a trauma, but that person must also experience 

the following symptoms: intrusive symptoms, persistent avoidance, negative alterations 

in cognition and mood, and significant levels of arousal and reactivity. Particularly, 

intrusive symptoms can refer to recurrent, involuntary, and distressing memories and/or 

dreams related to the traumatic event. Other intrusions can include flashbacks (e.g. 

feeling like one is reliving the event) or strong physiological reactions in the body (e.g. 

intense physiological sensations). Persistent avoidance is related to any reminders or 

stimuli related to the trauma. This avoidance can include any people, places, activities or 

situations that remind someone of the traumatic event. Negative alterations in mood can 

include experiencing strong emotions such as horror, anger, guilt, or shame. Negative 

alterations in cognition involve negative exaggerated beliefs about oneself (e.g. “I’m not 

good enough” or “It’s all my fault”). Significant levels of hyperarousal would include an 

exaggerated startle response, high levels of irritability, or sleep problems (APA, 2013).
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Primary Trauma. Primary trauma refers to a direct exposure to a traumatic event. 

Briere and Scott (2015) posited that the major types of trauma include the following: 

child abuse, mass interpersonal violence, natural disasters, large-scale transportation 

accidents, motor vehicle accidents, rape and sexual assault, physical assault, intimate 

partner violence, sex trafficking, war, witnessing the suicide or homicide of another 

person, life-threatening medical conditions, emergency worker exposure to trauma, and 

torture.

Secondary Traumatic Stress. Secondary Traumatic Stress (STS) is defined as 

“natural consequent behaviors and emotions resulting from knowing about a traumatizing 

event experienced by a significant other -  stress resulting from helping or wanting to help 

a traumatized person” (Bride, Robinson, Yegidis, & Figley, 2004, p. 28). Therefore, STS 

is defined as a syndrome of symptoms nearly identical to those of PTSD, including 

symptoms of intrusion, avoidance, and hyperarousal. The only difference with STS is 

that the helper with the symptoms did not directly experience the traumatic event but was 

affected through a relationship by the primary trauma survivor.

STS was first introduced by Figley (1995) and is also referred to by some as 

secondary traumatization (Saakvitne, 2002) and vicarious traumatization (McCann & 

Pearlman, 1990). While some literature attempts to distinguish between these terms, 

there is no significant delineation, as they all describe the negative impact that can result 

from secondary exposure to trauma (Stamm, 2010; Collins & Long, 2003; Devilly, 

Wright, & Varker, 2009; Cieslak et al., 2014). STS is also described as the 

“transformation of the inner experience of the therapist that comes about as a result of 

empathetic engagement with client’s trauma material” (McCann & Pearlman, 1990, p.
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145). For trauma therapists, this transformation of inner experience can include an 

interference with the therapist’s cognitive schemas, memories, feelings, and sense of 

safety, trust, power, and independence (McCann & Pearlman, 1990; Hernandez, 

Engstrom, & Gangsei, 2010). This transformation is not a reflection of the therapist’s 

inadequacy or lack of competence, even though some therapists may feel ashamed about 

experiencing these symptoms (Figley, 2002). For the purpose of this study, the writer 

focused on STS and trauma therapists’ perceptions related to it.

Compassion Fatigue (CF). Compassion Fatigue is at times used interchangeably 

in the literature with both STS and VT, and is best defined as a syndrome consisting of a 

combination of the symptoms of STS and professional burnout. Other times in the 

literature CF is synonymous with only STS (Figley, 2002). CF recently emerged as a 

more general term describing the overall experience of emotional and physical fatigue 

that mental health therapists experience due to the chronic use of empathy when treating 

survivors of trauma (Newell & MacNeil, 2010). CF is a term that can be used by those 

who feel uncomfortable with STS (Thomas & Wilson, 2004; Figley, 2002).

Vicarious Trauma (VT). Pearlman and McCann (1990) originally introduced the 

term Vicarious Trauma as a phenomenon that occurred in therapists as a result of their 

reactions to clients’ traumatic material; they stated that VT can be understood as “related 

both to the graphic and painful material trauma clients often present” and produces both 

short-term and long-term changes to the therapist’s “unique cognitive schemas or beliefs, 

expectations, and assumptions about self and others” (p. 131). VT is based in the 

Constructivist Self-Development Theory (CSDT), which asserts that individuals 

construct their realities through the development of cognitive schemas or perceptions and
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this facilitates their understanding of surrounding life experiences. CSDT supports the 

concept that changes in these cognitive schemas occur as a result of interaction among 

clients’ traumatic stories and counselors’ personal characteristics (Trippany, Kress, & 

Wilcoxon, 2004; Collins & Long, 2003). Other authors do not distinguish between VT 

and STS conceptually, but include them all under the umbrella of the same phenomenon 

(Knight, 2010; Bride, 2004). For the purpose of this study, STS was used as the primary 

term to conceptualize the impact of trauma work upon trauma therapists.

Trauma therapist. A therapist refers to any mental health professional that has 

received graduate-level training, education, and supervision in counseling, psychology, 

psychotherapy, psychiatry, social work, marriage and family therapy, etc. A trauma 

therapist is a therapist who has chosen to specialize in the discipline of trauma therapy. 

This specialization’s requirements can vary from discipline to discipline but usually 

includes some additional certification, education, training, or supervision in addition to 

the graduate degree. For the purpose of this study, trauma therapists were defined as 

those who specialize in trauma work and see a minimum of five trauma clients per week 

in their clinical context (e.g. inpatient hospital, outpatient agency work, private practice, 

etc.).

Burnout. Because of the nature of this study exploring the impact of work upon 

trauma therapists, burnout needs to be reviewed. Devilly, Wright, and Varker (2009) 

described burnout as a psychological syndrome in response to chronic interpersonal 

stressors on the job. They described burnout from Maslach, the one who originally 

introduced and studied this concept, as impacting the following three dimensions: 

overwhelming exhaustion or feeling depleted of one’s emotional and physical resources,
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feelings of cynicism and detachment from the job, and sense of ineffectiveness and lack 

of accomplishment. McCann and Pearlman (1990) posited that burnout refers to the 

psychological strain of working with difficult populations. Symptoms of burnout can 

include depression, boredom, discouragement, and feelings of incompetence. Jordan 

(2010) explained that burnout differs from VT or STS in that it does not impact the 

therapist’s symptoms related to STS or issues related to the therapist’s sense of trust or 

intimacy.

Countertransference. Countertransference is a traditional term referring to the 

activation of the therapist’s unresolved or unconscious conflicts or concerns that arise 

when doing therapy work with clients (McCann & Pearlman, 1990). This phenomenon 

can be understood as the therapist response to a particular client and all that client 

represents to the therapist, including the client’s material, presentation, and feelings 

transferred to the therapist, and the therapist’s feelings transferred to the client. This 

concept is to be differentiated from both VT and STS (Pearlman & Saakvitne, 1995; 

Figley, 2002; Knight, 2010; McCann & Pearlman, 1990).

Constructivist Self-Development Theory (CSDT). CSDT is a cognitive theory 

built upon a constructivist foundation. The underlying premise is that humans construct 

their own personal realities through the development of complex cognitive structures that 

are used to interpret events. These schemas include beliefs, assumptions, perceptions, 

and expectations about self and world that enable individuals to make sense of their 

experience (McCann & Pearlman, 1990). This theoiy integrates psychoanalytic theories 

with social cognitive theories to provide a developmental framework for understanding 

the experiences of trauma survivors (Pearlman & Maclan, 1995; Cohen & Collens,
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2013). In other words, with regards to VT and STS, this model helps explain why the 

trauma therapist’s inner experience, emotional systems, and beliefs are impacted by 

working with the trauma survivor (Figley, 2002).

Parameters

There were at least three parameters/delimitations of this study. First, this 

research focused largely on the trauma therapists’ perceptions related to the protective 

factors and risk factors of Secondary Traumatic Stress. This is because most of the 

literature related to this area is strictly theoretical and anecdotal in nature (Knight, 2010; 

Newell & MacNeil, 2010; Stamm, 2010). Therefore, this qualitative research was the 

first of its kind in the trauma literature and thereby a significant contribution to the 

scholarly conversation. Second, although some literature may attempt to differentiate 

between the concepts of secondary traumatic stress, vicarious trauma, and compassion 

fatigue, these terms were used synonymously to describe the residual or secondary 

impact of symptoms upon trauma therapists when working with clients who have 

survived trauma due to insufficient evidence identifying any major differences (Stamm, 

2010; Newell & MacNeil, 2010). Third, this study’s use of the term trauma therapists 

referred to any mental health professional with a graduate level degree that specializes in 

trauma therapy while seeing a minimum of five trauma clients per week in clinical 

practice. Therefore, if a trauma therapist was not seeing five trauma clients per week, 

they were excluded from the research.

Assumptions

This study made three assumptions. First, it was assumed that the participants 

had adequate competence and insight into their ability to answer the semi-structured
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questions during the interviews. Second, this research was conducted under the 

assumption that the results assisted in advancing the quality of therapeutic services for 

trauma therapists in the field who review trauma literature. Third, it was also assumed 

that the research participants answered the questions in an honest manner.

Organization of the Chapters 

Chapter one presented an introduction to the study, a statement of the problem, 

the purpose and significance of the study, and the research questions. Key definitions, 

parameters, and assumptions of the study were also discussed. Chapter two provided a 

review of the literature on constructs related to the secondary trauma experienced by 

trauma therapists. Specifically, this chapter focused on the protective factors and risk 

factors related to secondary trauma. Chapter three outlined the qualitative methodology 

of the study, including the research questions, sample description, research design, data 

collection procedures, and data analysis. Chapter four presented a comprehensive and 

detailed summary of the data results, including descriptive statistical analyses concerning 

the demographic and qualitative data and the five central themes that emerged from the 

data. Chapter five included a discussion of the results, limitations to the study, and future 

recommendations for counseling practice and research.



CHAPTER 2 

REVIEW OF THE LITERATURE 

Many trauma therapists and other mental health professionals working with 

trauma survivors are routinely exposed to hearing traumatic narratives (Briere & Scott, 

2015; Bride, 2007; Herman, 1997; Van der Kolk, 2014; Bercier & Maynard, 2015). This 

exposure to others’ recounting of traumatic memories can have a significant cumulative 

impact upon the trauma therapist and is considered a cost of caring when facilitating 

therapy with those whom have experienced trauma (Figley, 2002; Knight, 2013; Figley, 

1995; McCann & Pearlman, 1990). The following literature review will examine the 

phenomena that describe the ways in which trauma therapists are impacted by facilitating 

therapy with trauma survivors. Additionally, the protective factors and risk factors 

related to the impact of trauma work will be reviewed in depth, and significant gaps in 

the literature will be discussed.

The Impact of Trauma Work 

Burnout. Regarding the impact of professional work upon therapists, burnout is 

the oldest of the constructs being reviewed (Maslach, 1982; Lawson & Myers, 2011; 

Maslach, 2003). Burnout is defined as a psychological syndrome in response to chronic 

interpersonal stressors on the job (Figley, 2002; Jenkins & Baird, 2002). Multiple 

dimensions of the syndrome include the following: overwhelming exhaustion on an 

emotional or physical level (Devilly, Wright, & Varker, 2009), feelings of powerlessness 

or frustration (Figley, 2002; Jordan 2010), feeling cynical or a sense of detachment from

15
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the job (Cieslak et al., 2014; McCann & Pearlman, 1990), and a sense of ineffectiveness 

or lack of accomplishment (Collins & Long, 2003, Figley, 2002). Burnout comes as a 

result of long-term organizational stressors such as demanding workloads, inadequate 

supervision, a lack of resources to perform job duties, role conflict, and working with 

difficult client populations (McCann & Pearlman, 1990; Alkema, Linton, & Davies, 

2008). Consequently, burnout often leads to therapists and other professionals continuing 

to practice in the field while ineffectively practicing with clients; therefore, these 

professionals might be doing harm to clients (Lawson & Myers, 2011). Burnout has the 

potential to impact trauma therapists in a general sense, but it is not a phenomenon that is 

specific to the trauma work itself like the other concepts that will be reviewed (Jordan, 

2010; Cieslak et al., 2014). McCann and Pearlman (1990) further explained that the 

potential effects of working with trauma victims are distinct from general burnout; this is 

because the trauma therapist is also exposed to the emotionally shocking images of horror 

and suffering that are characteristic of trauma work.

Two main ways that assist in decreasing therapist burnout are working in a 

supportive work environment and maintaining meaningful self-care activities (Radey & 

Figley, 2007; Fountain, 2015). These ways can be utilized on an individual and 

institutional basis. For example, on an individual basis, workers might engage in 

physical, emotional, and spiritual activities such as exercise, personal therapy, yoga, or 

meditation. On an institutional basis, companies may support workers by providing free 

personal therapy, holding regular consultation for staff, or maintaining substantial 

standards regarding vacation time or personal leave (O’Brien, 2006; Fountain, 2015).
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Across several studies examining burnout, Morse et al. (2012) concluded that 

between 21-67% of mental health professionals may be experiencing high levels of 

burnout. For example, Webster and Hackett (1999) found that 54% of mental health 

workers experienced high levels of emotional exhaustion and 38% reported high 

depersonalization rates, but most identified high levels of personal accomplishment. 

Siebert (2005) examined a state chapter of social workers, and of the 751 participants, 

36% scored in the high range of emotional exhaustion. Prior studies within the United 

Kingdom reviewed by Oddie and Ousley (2007) also reported a range of 21% to 48% of 

general mental health workers as having high emotional exhaustion.

Vicarious Trauma. Vicarious trauma (VT), originally developed by McCann and 

Pearlman (1990), refers to a transformation of therapists’ inner experience resulting from 

empathic engagement with the trauma narratives of clients (Pearlman & Saakvitne, 1995; 

Figley, 2002; Sexton, 1999). This transformation comes as a direct result of exposure to 

clients’ graphic accounts of traumatic events, which often include stories about war, 

childhood abuse, natural disaster, domestic violence, and sexual assault (Pearlman & 

McCann, 1995; Trippany, Kress, & Wilcoxon, 2004). This transformation leads to a 

long-term cognitive shift in the way therapists experience themselves and the world, 

affecting areas of trust, safety, intimacy, meaning, interpersonal connection, and other 

beliefs about the world (Jordan, 2010; Devilly, Wright, & Varker, 2009; Knight, 2013). 

Branson, Weigand, and Keller (2014) found that a significant inverse relationship was 

found between vicarious trauma and sexual desire. McCann and Pearlman (1990) 

concluded from their research that VT would be the expected result for all trauma 

therapists and that they would experience both short-term effects and permanent and
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lasting alterations in their cognitive schemas, having an impact on multiple areas of life 

functioning (Collins & Long, 2003).

However, much of the literature regarding VT is conceptual in nature (Bride,

2007; Knight, 2013), and significant gaps in the literature exist regarding empirical 

evidence substantiating VT as a phenomenon (McCann & Pearlman, 1990; Devilly, 

Wright, & Varker, 2009; Trippany, Kress, & Wilcoxon, 2004). For example, Bride 

(2004) reviewed 15 studies examining VT and its effects and concluded that only five of 

those studies investigated disruptions in cognitive schema. Sabin-Farrell & Turpin

(2003) concluded from reviewing the literature that there was little consistent evidence 

for VT. While some researchers discovered an impact on cognitive schemas (Pearlman 

& Maclan, 1995; Birck, 2001), Chrestman (1999) concluded that there were no 

significant differences in cognitive schema when comparing therapists who had been 

exposed to client traumatic material. Other debates exist about the operational definition 

or construct of VT (Sabin-Farell & Turpin, 2003; Bride, 2004). Particularly, a few 

authors identify VT as being a component of Compassion Fatigue or Secondary 

Traumatic Stress (Jordan, 2013; Bride, 2004) while many others carefully distinguish VT 

from STS or Compassion Fatigue (Figley, 2002; Collins & Long, 2003; Pearlman & 

Saakvitne, 1995; Trippany, Kress, & Wilcoxon, 2004; Devilly, Wright, & Varker, 2009; 

Adams, Boscarino, & Figley, 2006). Therefore, several authors have recommended 

future research to better operationally define the boundaries of the concept of VT and 

how it differs from STS and other stress from the workplace (Robinson-Kellig, 2014; 

Sabin-Farrell & Turpin, 2003; Baird & Kracen, 2006; Adams, Boscarino, & Figley,
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2006). Improving this lack of conceptual clarity would assist when conducting future 

research.

Hunter & Schofield (2006) concluded that most studies examining Vicarious 

Trauma and Secondary Traumatic Stress employ quantitative methodology and that this 

could be a major limitation of these studies. Their conclusion appears to recommend the 

need for employing qualitative methodology when studying these important constructs in 

order to explore trauma therapists’ experiences and perceptions about these constructs. 

Examining these experiences and perceptions were helpful in order to provide empirical 

data and insights around what therapists can do in order to avoid the impact of STS.

Secondary Traumatic Stress or Compassion Fatigue. Secondary Traumatic Stress 

(STS) is a term used to describe reactions and symptoms observed among trauma 

therapists that run parallel to those observed in people directly exposed to trauma (Figley, 

2002; Stamm, 2010). When facilitating trauma therapy, a trauma therapist runs the risk 

of absorbing the sounds, images, smells, and feelings of the traumatic stories that are told 

in detail by the trauma survivor (Wang, Strosky, & Fletes, 2014; Knight, 2010).

Therefore, the trauma therapist is vulnerable to experience the traumatic symptoms of the 

survivor even though the therapist has never directly experienced the traumatic event 

(Figley, 1995; McCann & Pearlman, 1990). These STS symptoms are nearly identical to 

those who experience a diagnosis of PTSD (Bride, Robinson, Yegidis, & Figley, 2004). 

Knight (2010) concluded the following after a review of the literature:

Research indicates that common symptoms of STS include preoccupation with 

thoughts of clients outside the session, re-experiencing clients’ trauma in 

recollections and dreams, hyperarousal, and hypervigilance. As those who
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struggle with PTSD, clinicians who experience STS are also likely to defend these 

symptoms through denial, disbelief, and detachment in the working alliance, (p. 

226)

Defining these constructs has been challenging due to a lack of conceptual clarity 

within the literature (Baird & Kracen, 2006; Knight, 2010). For example, another term 

that emerges is Compassion Fatigue. Compassion Fatigue (CF) is a more user-friendly 

term for STS (Figley, 1995; Figley, 2002), and it is regularly used interchangeably in the 

literature with STS (Bride, 2007; Bride, Robinson, Yegidis, & Figley, 2004; Thomas & 

Wilson, 2004). On the other hand, a few authors defined CF as a general term describing 

the overall experience of emotional and physical fatigue that is a combination of both 

STS and burnout (Newell & MacNeil, 2010). Others believe that these terms partially 

overlap with each other (Cieslak et al., 2014). However, if this author uses Compassion 

Fatigue as a construct within this review or study, it will be considered synonymous with 

Secondary Traumatic Stress. Additionally, while some authors try to include STS as a 

part of Vicarious Trauma (Collins & Long, 2003; Devilly, Wright, & Varker, 2009), 

several authors clearly distinguish STS as a distinct phenomenon from VT and that STS 

mirrors PTSD in trauma therapists (Horrell, Holohan, Didion, & Vance, 2011; Figley, 

1995; Figley, 2002; McCann & Pearlman, 1990; Knight, 2010; Adams, Boscarino, & 

Figley, 2006; Cieslak et al., 2014; Trippany, Kress, & Wilcoxon, 2004; Baird & Kracen, 

2006; Berceir & Maynard, 2015). For the purpose of this study, this author classified 

STS as a separate and distinct phenomenon among trauma therapists.

STS can be a significant problem for trauma therapists, but the estimates of 

prevalence are difficult to determine due to mixed results from the limited empirical
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evidence (Bride, Robinson, Yegidis, & Figley, 2004; Bride, 2004). Bride (2004) 

reviewed 17 studies, and concluded that every one of the studies’ authors found the 

presence of traumatic stress symptoms in mental health providers who work with 

traumatized populations, but he stated that the degree of symptom prevalence varied 

widely across studies. For example, Birck (2001) observed high level of STS among 

therapists who work with torture survivors, and Kassam-Adams (1999) found that nearly 

half (n=100) of psychotherapists in her study reported levels of traumatic stress that 

suggested the need for clinical intervention. On the other hand, Meldrum, King, & 

Spooner (2002) studied STS and concluded that lower, sub-diagnostic levels of STS 

symptoms were found in only 18% of case managers working in community mental 

health settings.

STS can also have a far-reaching impact upon trauma therapists on multiple 

levels. Robinson-Kellig (2014) found the higher levels of STS symptoms showed an 

association with lower relationship satisfaction, lower social intimacy, less use of 

constructive communication, and more use of avoidance communication. Additionally, 

Collins and Long (2003) concluded that there was a positive correlation between STS 

reactions and reduced longevity of career, large caseloads of trauma clients, and 

increased contact with clients, general psychological distress, relational disturbance, and 

longer working hours.

Concerning STS and gaps in the literature, most of the literature examining the 

impact of STS is based on anecdotal reports (Devilly, Wright, & Varker, 2009; Knight, 

2010; Knight, 2013; Cieslak et al., 2014; Baird & Kracen, 2006). For example, Bride

(2004) found that only 17 studies qualified for his review. Since the empirical evidence
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related to the construct of STS is still in its infancy (Baird & Kracen, 2006; Bride, 

Robinson, Yegidis, & Figley, 2004; Cieslak et al., 2014), additional research is required 

to fully examine this construct. Furthermore, there is an even greater scarcity of studies 

utilizing qualitative methodology (Bride, 2007; Bride, 2004). Due to the overall lack of 

empirical evidence related to STS and the lack of evidence related to the impact of STS 

upon trauma therapists, follow-up studies that employ qualitative methodology in order to 

explore trauma therapists’ perceptions surrounding the protective factors and risk factors 

related to STS would be helpful (Bride, Robinson, Yegidis, & Figley, 2004). Risk factors 

and protective factors related to STS will now be discussed.

Risk Factors of STS

Since STS may include risk factors related to both primary trauma and secondary 

traumatic stress, it is important to understand risk factors indicated in both. Multiple risk 

factors can increase a person’s chances of experiencing primary trauma (Van der Kolk, 

2014; Herman, 1997; Briere & Scott, 2015). These risk factors involve the following: 

being African-American, Hispanic, or non-Caucasian ethnicity, being female, having a 

lower socioeconomic status, experiencing a preexisting mental illness or psychological 

problem, surviving a prior traumatic exposure, using negative coping styles, or 

experiencing greater stress at the time of the trauma or immediately afterwards (Briere & 

Scott, 2015).

Regarding risk factors related to secondary traumatic stress, at least two major 

categories of risk factors emerge from the trauma literature; these include professional 

factors and personal factors (Cieslak et al., 2014). Professional risk factors that increase 

the likelihood of a trauma therapist experiencing STS include the most experienced and
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least experienced therapists (Knight, 2010; Hunter & Schofield, 2006). Furthermore, 

Pearlman and Maclan (1995) concluded that newest trauma therapists have the most 

difficulties with STS symptoms. On the other hand, Figley (2002) posited that senior 

trauma therapists were at significant risk of STS. Several authors agree that another 

significant professional risk factor for STS is a high percentage of trauma clients on the 

caseload of the therapist (Newell & MacNeil, 2010; Wang, Strosky, & Fletes, 2014; 

Pearlman & Maclan, 1995). However, not all authors agree that a high caseload has a 

significant impact as some research has exhibited mixed findings (Bride, 2004; Devilly, 

Wright, & Varker, 2009).

Another professional risk factor is the level of trauma exposure experienced by 

the therapist. For example, Baird and Kracen (2006) found that the amount of trauma 

exposure to traumatic material increased the likelihood of STS symptoms. However, 

debate exists about this factor (Devilly, Wright, & Varker, 2009); Cohen and Collens 

(2013) concluded that studies failed to find a connection between level of exposure and 

STS. Other professional risk factors include the following: lack of organizational support 

(Pearlman & Maclan, 1995; Knight, 2010), lack of trauma-informed supervision (Knight, 

2013), severity of trauma symptoms in clients (Wang, Strosky, & Fletes, 2014), lack of 

peer support (Pearlman & Maclan, 1995), overidentification with the abused child client 

(Herman, 1997; Pearlman & Maclan, 1995), inadequate training in trauma therapy and 

evidence-based interventions (Wang, Strosky, & Fletes, 2014; Pearlman & Saakvitne, 

1995), working as a disaster mental health worker (Figley, 2002), and experiencing job 

burnout (Devilly, Wright, & Varker, 2009).
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Personal risk factors related to STS include the trauma therapists’ personal trauma 

history (Pearlman & Maclan, 1995; Figley, 2002; Herman, 1997; Newell & MacNeil, 

2010; Baird & Kracen, 2006). However, other authors (Bride, 2004; Devilly, Wright, & 

Varker, 2009; Pearlman & Saakvitne, 1995; Cohen & Collens, 2013) debate whether a 

personal trauma history is a factor as other empirical findings have had either mixed 

results or found that there is not a significant correlation. Another personal risk factor is 

female gender (Kassam-Adams, 1999; Pearlman & Maclan, 1995; Figley, 2002), which 

can increase the likelihood of intrusive symptoms, hypervigilance, anger, and irritability. 

However, the degree of risk among female therapists will vary according to the nature of 

the trauma exposure and other mediating factors (Fountain, 2015). Other personal risk 

factors include the following: preexisting mental illness, maladaptive coping skills 

(Newell & MacNeil, 2010), level of personal distress (Hunter & Schofield, 2006; 

Pearlman & Saakvitne, 1995), client’s attachment style, client’s perceptions of 

therapeutic alliance, and counselor’s attachment style (Hunter & Schofield, 2006).

Given that research is still in its infancy with regards to examining risk factors 

related to STS (Baird & Kracen, 2006; Knight, 2010; Cohen & Collens, 2006; Newell & 

MacNeil, 2010; Figley, 2002; Devilly, Wright, & Varker, 2009), as well as most of the 

literature on this topic is anecdotal (Cieslak et al., 2014; Bride, 2004; Bercier & Maynard, 

2015), additional research is needed on risk factors of STS before any definite 

conclusions can be made. Therefore, by utilizing qualitative methodology and 

examining trauma therapists’ perceptions of STS risk factors and protective factors, this 

study contributed to the ongoing conversation in the trauma literature on this topic.

Protective Factors of STS
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Just as some authors have examined the risk factors of STS, other authors have 

explored the protective factors of STS. Protective factors refer to factors that might 

provide a degree of protection or mitigate the effects of STS for trauma therapists who 

work with traumatized clients (Ninmo & Huggard, 2013; Robinson-Kellig, 2014).

Within this literature review, three categories of STS protective factors emerged; those 

categories are personal factors, professional factors, and organizational factors.

Personal protective factors of STS include a variety of self-care strategies 

(Horrell, Holohan, Didion, & Vance, 2011; Jordan, 2010; McCann & Pearlman, 1990; 

Newell & MacNeil 2010; Cohen & Collens, 2013; Trippany, Kress, Wilcoxon, 2006; 

Boscarino, Adams, Figley, 2010). Several trauma authors have identified the following 

self-care strategies that could help mitigate the effects of STS: balancing personal and 

professional life (Alkema, Linton, & Davies, 2008; Hunter & Schofield, 2006; Pearlman 

& Saakvitne, 1995; Knight, 2013; Cohen & Collens, 2013), practicing relaxation and 

meditation (Newell & MacNeil, 2010), facilitating close relationships, social activities, 

and social support (Bride, 2004; Boscarino, Adams, Figley, 2010, Jordan, 2010), 

participating in physical exercise (Figley, 2002), using coping strategies (Trippany,

Kress, Wilcoxon, 2006; Baird & Kracen, 2006), and participating in leisure activities 

(Figley, 2002; Jordan, 2010). Other personal mitigating factors are participating in 

individual personal therapy (Pearlman & Saakvitne, 1995; Collins & Long, 2003; Wang, 

Strosky, & Fletes, 2014), tending to spiritual needs (Trippany, Kress, & Wilcoxon, 2006), 

using Cognitive-Behavioral Therapy techniques (Newell & MacNeil, 2010; Knight,

2013), limiting exposure to traumatic material outside of therapy such as movies 

(Pearlman & Saakvitne, 1995), identifying meaning from trauma work (McCann &
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Pearlman, 1990), participating in creative arts (Newell & MacNeil, 2010), and using 

humor (Cohen & Collens, 2013).

Professional protective factors of STS include additional knowledge or 

specialized trauma education (Hunter & Schofield, 2006; Figley, 2002, Collins & Long, 

2003; Knight, 2013; Knight, 2010). For example, Ortlepp and Friedman (2002) 

concluded that individuals with specialized trauma training were less likely to develop 

STS compared with those without the specialized training. It is the experience of this 

author that specialized trauma training has impacted his overall competence when 

working with trauma survivors and that this helps mitigate the effects of STS. Another 

professional protective factor is increased years of experience in the profession (Pearlman 

& Maclan, 1995; Hunter & Schofield, 2006). For instance, Cunningham (2003) found 

evidence suggesting that the number of years of professional experience with trauma 

populations reduce the risk of STS. Other professional protective factors involve creating 

pre-session, within-session, and post-session rituals for soothing, containment, and 

relaxation purposes (Figley, 2002; Hunter & Schofield, 2006). Other professional 

protective factors of STS discussed in the literature include the following: Limiting work 

hours (Figley, 2002; McCann & Pearlman, 1990; Jordan, 2013), limiting the percentage 

of trauma clients (Trippany, Kress, & Wilcoxon, 2006; McCann & Pearlman, 1990; 

Jordan, 2010; Figley, 2002; Bride, Robinson, Yegidis, & Figley, 2004), receiving trauma- 

focused supervision (Pearlman & Saakvitne, 1995; Baird & Kracen, 2006; Collins & 

Long, 2003; Jordan, 2010; Hunter & Schofield, 2006), having instructors in graduate 

programs who specialize in trauma training (Pearlman & Saakvitne, 1995; Knight, 2013; 

Pearlman & Maclan, 1995; Figley, 2002), engaging in social advocacy work with clients
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(McCann & Pearlman, 1990), and identifying positive aspects within self as a result of 

trauma work (Hernandez, Engstrom, & Gangsei, 2010).

Organizational protective factors of STS include providing a supportive work 

environment for trauma therapists who are working with trauma survivors (Horrell, 

Holohan, Didion, & Vance, 2011; Knight, 2013; Collins & Long, 2003). Pearlman and 

Saakvitne (1995) explain how organizations can be more supportive of their trauma 

therapists:

Organizations can help by developing resources often needed in the treatment of 

adult survivors, such as access to experienced medical professionals for 

medication and physical-health consultation; self-help groups, newsletters, books, 

and films for survivors; and access to specialized inpatient, partial hospital, and 

outpatient treatment services (including therapy groups, expressive therapies, and 

body work). Groups of therapists can share information about resources and 

opportunities so that each therapist does not have to do his or her work all alone, 

(p. 170)

Another important organizationally based protective factor of STS is providing trauma- 

informed supervision to all therapists (Briere & Scott, 2015; Baird & Kracen, 2006; 

Pearlman & Maclan, 1995; Jordan, 2010; Trippany, Kress, & Wilcoxon, 2006). For 

example, Morrison (2007) reported that allowing therapists who work with traumatized 

clients to express their feelings and fears to supervisors and colleagues serve as a 

protective factor for STS.

Other mitigating factors that are organizational in nature include the following: 

providing a formal or informal debriefing (Hunter & Schofield, 2006), giving therapists
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some control over case assignments (Knight, 2013; Figley, 2002), allowing time off for 

self-care (Wang, Strosky, & Fletes, 2014), regular staff meetings for acknowledging 

feelings and thoughts (Knight, 2013), providing trauma counseling services to staff 

(Trippany, Kress, & Wilcoxon, 2006), offering trauma training and education on site 

(Figley, 2002; Knight, 2013), encouraging wellness and spiritual practices, maintaining 

policies for caseloads of trauma therapists (Figley, 2002; Trippany, Kress, & Wilcoxon,

2006), screening workers for STS symptoms and resilience (Figley, 2002), and practicing 

evidence-based therapies (Horrell, Holohan, Didion, & Vance, 2011). By providing 

organizational support and mitigating the effects of STS among employees, trauma 

therapists will be able to function more effectively in the agency setting and thereby 

better help clients recover from the effects of trauma. Though there are multiple and 

diverse protective factors discussed in the literature, most of these protective factors are 

based on anecdotal opinions of the authors and not rooted in empirical studies (Knight, 

2013; Bride, 2007; Cieslak et al., 2014). Therefore, a large gap in the literature remains 

concerning protective factors for STS. By examining trauma therapists’ perceptions of 

STS protective factors, this study bridged the gap in the trauma literature and provided 

helpful strategies for trauma therapists in their work. Limitations of current literature will 

now be further examined.

Gaps in the Current Literature 

At least three significant gaps exist within the current literature when examining 

the effects of trauma work upon trauma therapists. The first major gap includes the 

conceptual confusion between the terms STS, VT, and CF (Sabin-Farrell & Turpin, 2006; 

Pearlman & Saakvitne, 1995; Cieslak et al., 2014). All three constructs are defined as
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collections of symptoms that arise in therapists who work with traumatized clients. 

McCann and Pearlman (1990) first described the term VT as a long-term condition 

arising from engaging in trauma work with traumatized populations. Figley (1995) 

described STS in some of the same terms, but placed a greater emphasis on the sudden 

onset of symptoms that mirror PTSD. Later Figley (2002) deemed CF as a more user- 

friendly term that replaced STS. While there is some overlap between the constructs, 

significant differences exist between the constructs explaining the impact of trauma work 

upon the trauma therapist (Bride, Robinson, Yegidis, & Figley, 2007; Cieslak et al.,

2014). This study examined STS and what trauma therapists believed they do to mitigate 

those effects and what placed them at risk. Therefore, this study provided additional 

empirical clarity to the construct of STS.

The second gap within the current literature is that this research about the impact 

of trauma work upon the therapist is still considered in its infancy (Bride, Robinson, 

Yegidis, & Figley, 2007; Cieslak et al., 2014; Bercier & Maynard, 2015). Furthermore, 

the majority of this literature is anecdotal in nature and not based on empirical study 

(Devilly, Wright, & Varker, 2009; Knight, 2010; Wang, Strosky, & Fletes, 2014; 

Boscarino, Adams, & Figley, 2010; Knight, 2013). The vast majority of studies utilize 

quantitative methodology, and some authors have called for additional research utilizing 

qualitative methodology in order to fill this methodology gap and to explore trauma 

therapists’ experiences and perceptions (Sabin-Farrell & Turpin, 2003; Cieslak et al., 

2014; Devilly, Wright, & Varker, 2009; Baird & Kracen, 2006). This study utilized 

qualitative methodology (e.g. social grounded theory) by interviewing trauma therapists 

and added to the empirical base of the impact of trauma work.
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The third gap within the current literature is the lack of empirical basis for the 

protective factors and risk factors related to STS. Several authors have called for 

additional research examining the protective factors and risk factors (Knight, 2013; Baird 

& Kracen, 2006; Jordan, 2010; Knight, 2010). Additionally, Bercier and Maynard (2015) 

concluded that there was no rigorous evidence found to inform how to intervene most 

effectively with mental health workers who experience STS. Furthermore, out of the 20 

qualitative studies that qualified for the review by Cohen and Collens (2013), none of the 

studies explored trauma therapists’ perceptions about the risk factors and protective 

factors of STS. Therefore, this author’s qualitative study was the first of its kind and 

filled a significant gap in the trauma literature about the risk factors and protective factors 

related to STS. This study contributes to the ongoing conversation about the impact of 

trauma work upon trauma therapists and helps inform trauma professionals with 

empirical insight to the field.

Summary

This literature review examined the wide impact of trauma work upon the trauma 

therapist. Particularly, it defined the major constructs of Burnout, Countertransference, 

VT, STS, and CF, and discussed the similarities and differences of those constructs. This 

review also explored in depth the protective factors and risk factors related to STS. Three 

major gaps in the literature were also discussed, and this study offers a pathway to 

address those gaps in the literature. By exploring trauma therapists’ perceptions related 

to the impact of their work and what they believed either mitigates or increases their 

likelihood of experiencing STS symptoms, this completed study provided a significant 

contribution to the trauma literature while bridging those gaps.



CHAPTER 3 

METHODOLOGY

This chapter focuses on the methodology and procedures of the completed study. 

It discusses the research questions, sample description, research design, data collection 

procedures, data analysis, trustworthiness, and limitations. It concludes with a chapter 

summary.

Research Questions

This qualitative research study utilized two research questions in order to explore 

trauma therapists’ perceptions about the risk factors and protective factors related to STS. 

The research questions are listed below:

1. What are trauma therapists’ perceptions of the risk factors related to Secondary 

Traumatic Stress?

2. What are trauma therapists’ perceptions of the protective factors related to 

Secondary Traumatic Stress?

Paradigmatic Assumptions 

Constructivist Self-Development Theory (CSDT) is a cognitive theory built upon 

a social constructivist foundation and may be used in social grounded theory research 

designs (Hays & Wood, 2011; Charmaz, 2006). The underlying premise is that humans 

construct their own personal realities through the development of complex cognitive 

structures that are used to interpret events (Glaser & Strauss, 2008; McCann & Pearlman, 

1990). These schemas include beliefs, assumptions, perceptions, and expectations about 

self and world that enable individuals to make sense of their experience (McCann &

31
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Pearlman, 1990). This theory integrates psychoanalytic theories with social cognitive 

theories to provide a developmental framework for understanding the experiences of 

trauma survivors (Pearlman & Maclan, 1995; Cohen & Collens, 2013). In other words, 

with regards to VT and STS, this model helps explain why the trauma therapist’s inner 

experience, emotional systems, and beliefs are impacted in working with the trauma 

survivor (Figley, 2002).

Research Design

Grounded theory design is one of the most influential research traditions in the 

social sciences and education today (Creswell, 2007; Patton, 2002; Bogdan & Biklen, 

2003). It is a design that is taken from the qualitative research tradition. Bazeley (2013) 

further explained the major focus of qualitative research within this design, “Researchers 

engaging in a qualitative study focus on observing, describing, interpreting, and 

analyzing the way that people experience, act on, or think about themselves and the world 

around them” (p. 4). The purpose of grounded theory is to generate data that are rooted 

in participant experiences or perspectives with the ultimate goal of theory development 

when nonexistent or limited theories exist about a phenomenon (Glaser & Strauss, 2008; 

Bazeley, 2013). Counseling researchers seek to describe a particular phenomenon and its 

processes, sequences, conditions, and actions (Corbin & Strauss, 2008). Grounded 

theorists mostly use an inductive approach, constructing categories to move from simple 

to more complex understandings of a phenomenon (Hays & Wood, 2011).

Hays and Wood (2011) further describe and apply the grounded theory research 

design within a counseling context:
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Counseling researchers using grounded theory engage in fieldwork activities that 

allow them to remain close to the data and intentional in exploring, describing, 

predicting, and explaining phenomena for local (for a particular context/setting) 

or grand (across multiple contexts/settings) theories. Researchers initiate data 

collection with purposive samples and generate hypotheses for a construct that are 

tested through additional rounds of data collection using participants who can 

provide rich accounts for particular theoretical constructs...counseling researchers 

work toward uncovering a core category or central idea that can both unite 

constructs and account for variation of a phenomenon, (p. 290)

Participants and their individual perspectives and experiences are valued above their 

answers to a predetermined survey. In the qualitative research process, the data 

collection consists of using general, open-ended questions to permit the participants to 

generate their own individual responses.

This study utilized grounded theory by exploring trauma therapists’ perceptions 

surrounding the phenomenon of STS and particularly its risk factors and protective 

factors. By exploring trauma therapists’ perceptions around what mitigates the effects of 

and increases the risk of STS, five specific themes emerged from the data.

Sample Description

In qualitative research, information-rich cases are the basis for the power of the 

method (Bazeley, 2013). Participants were selected using purposive sampling and 

snowball sampling techniques (Glaser & Strauss, 2008; Bazeley, 2013; Hays & Wood, 

2011). Since this study utilized social grounded theory design, approximately 10-20 

trauma therapists were the targeted sample size for this study (Bogdan & Biklen, 2003;
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Bazeley, 2013, Creswell, 2005). Maximum variation sampling was utilized in this study, 

which means the author attempted to recruit across various disciplines among trauma 

therapists (e.g. psychologists, social workers, professional counselors, etc.).

Trauma therapists, for the purpose of this completed study, were therapists who 

attained a minimum of graduate level training, education, and supervision in counseling, 

psychology, psychotherapy, social work, marriage and family therapy, etc. Additionally, 

a trauma therapist in this study was a therapist who specializes in the discipline of trauma 

often by achieving additional post-graduate training, education, or certification. Another 

aspect of this sample is that these trauma therapists were currently working with a 

minimum of five trauma clients per week in a clinical setting. Drawing from various 

local, state, and national trauma therapist databases, organizations, and networks, 

participants were contacted via email, mail, or phone for potential recruitment in this 

study.

Data Collection and Storage Procedures 

Mercer University’s Institutional Review Board (IRB) approved this study. This 

author completed the required ethical training (e.g. CITI) in order to submit proposals to 

the IRB. After obtaining approval by the IRB, this writer began emailing trauma 

therapists via association databases, professional contacts, and other appropriate 

recruitment methods. An informed consent and IRB approval letter was included in the 

recruitment emails. Once participants responded with a willingness to participate, this 

author contacted them via phone to ascertain whether they qualified for the study based 

on the delimitations cited earlier. Once they were approved as a participant, this author 

scheduled a time to conduct the in-person interviews.
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This study incorporated semi structured interviews and observations among 

trauma therapists. Broad, open-ended questions were utilized in order to elicit rich 

information from the participants (Hunt, 2011; Bazeley, 2013). Semi structured 

interviews were used in order to explore further with the participant when something 

significant was revealed (Bogdan & Biklen, 2003; Glaser & Strauss, 2008). This author 

used an audio recording device to record the interviews while making notes of 

observations during the interviews. In addition to the initial interview, a second follow- 

up interview was utilized with the participants in order to clarity meaning and member 

check concerning the open categories.

Before any data was analyzed, proper storage of data was secured. This author 

used a combination of strategies in order to store the qualitative data. First, the data was 

stored on an audio recorder and then transcribed into an electronic word processing 

document. Then a spreadsheet was used in order to store a third location of the data, 

which was helpful in analyzing the data (Corbin & Strauss, 2008). Once some initial 

categories were established within the data, the data was printed out in hard copy and 

organized into categories within a file folder system (Bazeley, 2013). Therefore, the data 

was housed in four separate locations in different electronic, audio, and paper formats. 

Codes were used for each participant in order to remove identifying demographic 

information and protected the confidentiality while storing and analyzing the data.

Data Analysis

After interviews and observations were collected and stored, this author 

transcribed the audio recordings and transferred all of them together into a single word 

document. Then as this author read and reread the transcriptions, he identified general
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categories that were present in the data (Corbin & Strauss, 2008). These categories were 

then placed into a codebook that was stored in both spreadsheet and hard copy form. The 

aforementioned process is referred to as open coding (Hays & Wood, 2011; Glaser & 

Strauss, 2008). This codebook was revised using constant comparison method. Constant 

comparison method is a process of analyzing data in search of the same or different 

categories, using coding structures from previous rounds of analysis to inform future data 

analysis (Creswell, 2005; Bazeley, 2013; Hays & Wood, 2011).

As additional data were collected to revise the codebook, open codes were 

collapsed into larger categories based on relationships among them; this new category of 

codes is referred to as axial coding (Bazeley, 2013; Corbin & Strauss, 2008). During this 

process of analyzing the data, this author incorporated reflexive journaling in order to 

write down any thoughts, feelings, reactions, or observations. By keeping a journal, this 

technique enhanced the trustworthiness of the data analysis process and will be further 

discussed (Hunt, 2011; Bazeley, 2013).

While continuing to read and reflect on the data, selective codes were created to 

capture sequences, patterns, and relationships among axial codes. As coding proceeded 

from open coding to axial coding to selected coding, this author identified factors 

impacting a phenomenon, ways participants respond to causal conditions, and emerging 

themes from the data (Hays & Wood, 2011). Once a saturation of data was achieved (e.g. 

where there are no new data to build or refute a particularly theory), the data analysis was 

concluded (Corbin & Strauss, Bazeley, 2013; Hays & Wood, 2011; Bogdan & Biklen, 

2003).

Instrumentation and Role of the Researcher
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While qualitative studies do not typically use research-validated surveys or 

instruments in the collection of data, Morrow (2005) posited that the qualitative 

researcher is the human “instrument” in the data exchange between participant and 

researcher. In other words, qualitative researchers believe that they are the “instrument” 

in the study and take a subjective and biased approach when conducting and analyzing 

data (Bogdan & Biklen, 2003; Creswell, 2005). Furthermore, all research, whether 

quantitative or qualitative, is influenced by the researchers. Kline (2008) explained that 

researcher assumptions could be a product of the literature review, their direct 

experiences with the phenomenon being examined, their personal biases and beliefs, and 

even with the specific qualitative design. As a result, researchers need to be clear to 

readers about their roles in the study, including describing their assumptions and potential 

biases and how those were addressed in the study (Hunt, 2011; Bazeley, 2013).

Therefore, this author’s interest in pursuing this study is due to his professional 

experience in the trauma therapy discipline. For example, at different times this writer 

has had several anecdotal conversations with other trauma therapists who report that they 

have also experienced STS symptoms. Since this author has had these conversations with 

other therapists, this experience remains a bias for this researcher. Furthermore, while 

this writer wondered if self-care strategies will be a protective factor that trauma 

therapists perceive as mitigating the effects of STS since these strategies have been 

helpful to others. However, he attempted to bracket his biases through daily reflexive 

journaling and avoided the assumption that other trauma therapists will also have this 

perception about self-care.

Trustworthiness
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Trustworthiness, which refers to the credibility, transferability, and rigor of the 

study, allows readers to assess the quality of the research (Creswell, 2007; Hunt, 2011; 

Morrow, 2005; Bazeley, 2013). Hunt (2011) asserted that the rigor of qualitative 

research can stand on its own, without being compared with qualitative research (e.g. 

generalizability), and researchers are responsible for showing readers the specific steps in 

ensuring quality and trustworthiness.

For this study, at least four procedures were utilized in maintaining 

trustworthiness and quality. A primary procedure included the triangulation of data 

through the technique of member checking (Creswell, 2007). Member checking refers to 

seeking agreement from participants regarding the conclusions you have reached 

(Bazeley, 2013; Hays & Wood, 2011). Another trustworthiness procedure included a 

level of transparency of process through critical daily self-reflection by keeping a 

reflexive journal. This journal recorded personal thoughts, reactions, biases, and 

emotions that are experienced during the research (Bogdan & Biklen, 2003; Creswell,

2007). Using this journal enhanced the credibility and trustworthiness of the study 

(Bazeley, 2013; Glaser & Strauss, 2007). A third procedure to improve trustworthiness 

and triangulation of the data compared findings with those reported in the literature and 

see how they overlap or are disparate (Bazeley, 2013). A fourth procedure to improve 

trustworthiness and triangulation of the data included prolonged engagement in the field, 

which included a second follow-up interview with participants to clarify meaning or to 

obtain further data (Hays & Wood, 2011; Hunt, 2011; Bazeley, 2013).

Limitations



There were a few limitations with this study and its methodology. First, 

interviews were based on self-reporting by the trauma therapists. This self-reporting can 

lead to biased results. Trustworthiness and reliability can be decreased if participants are 

not honest about their perceptions, lack appropriate insight, or want to be perceived as 

favorable by the researcher. This study did not utilize any quantitative measures that 

might identify potential social desirability. Also, this study examined perceptions from 

11 trauma therapists and is therefore not exhaustive. These results are not able to possess 

generalizability that is found in quantitative studies.

Summary

While limitations existed in this study, the benefits overshadow those limitations 

as no published qualitative study has explored trauma therapists’ perceptions about the 

protective factors and the risk factors related to STS. This social grounded theory design 

provided a theoretical explanation rooted in the data that fills a gap in the trauma 

literature and continue the research conversation surrounding the deep impact of trauma 

work upon the trauma therapist.



CHAPTER FOUR 

RESULTS

This chapter presents the analysis of the descriptive and qualitative data obtained 

for this study. The results of the data analysis are presented in two sections, which 

include descriptive statistics (e.g. demographic information) and five central themes 

derived from the open and axial coding of the data.

Descriptive Statistics 

There were a total of 16 participants who said “yes” to the informed consent 

before beginning the study. However, of the 16, two were excluded from the study due 

to not meeting the criteria, two were not available for the interviews, and one declined 

after reporting that she experienced a recent traumatic event and did not feel comfortable 

participating due to the content of the interview. Therefore, a total of 11 participants 

were included in this study. Recommendations by qualitative researchers when utilizing 

social grounded theory methodology support that number of participants as being 

sufficient for this research; for example, Balkin & Kleist (2017) recommend between six 

and 12 participants while Creswell (2007) recommend 10-20 participants.

Demographic Characteristics

Professional, personal, and trauma-based demographical statistics were included 

in the demographic survey. Table 1 presents demographic characteristics for participants 

in this study (n=l 1), including sample numbers and percentages. These demographic 

characteristics include: age, sex, nationality/ethnic background, highest degree earned,

40
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licensure type, practice experience, spirituality/religion, personal trauma history, number 

of trauma clients per week, and overall job satisfaction. The chapter concludes with a 

summary of the analyzed data.

Table 1

Demographic Characteristics n=ll

Demographic n %

Sex

Age

18-30

31-40

41-50

51-60

61+

Female

Male

Nationality/Ethnicity

African American 

Asian/Asian American 

Caucasian 

Caribbean 

Hispanic 

Native American 

Multi/Bi-racial

4

4

1

0

8

3

0

0

9

0

1

0

1

18.18

36.36

36.36

9.09 

0

72.7

27.2

0

0

81.81

0

9.09 

0

9.09
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Table 1 continued

Demographic Characteristics n=l 1

Demographic n %

No response 0 0

Highest Degree Earned

Master’s Degree 8 72.72

Specialist’s Degree 0 0

Doctorate Degree 3 27.27

Licensure Type

Licensed Clinical Social Worker 2 18.18

Licensed Marriage & Family Therapist 1 9.09

Licensed Professional/MH Counselor 7 63.63

Licensed Psychologist 1 9.09

Other 0 0

Practice Years of Experience

0-10 years 5 45.45

11-20 years 5 45.45

21+years 1 9.09

Primary Work Setting

Community MH Agency 1 9.09

Inpatient Care or Hospital Setting 0 0

Outpatient Setting 3 27.27

Private Practice 7 63.63
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Table 1 continued

Demographic Characteristics n=l 1

Demographic n %

College or University 0 0

K-12 School 0 0

Other 0 0

Personal Traumatic Experience

No 0 0

Yes 11 100

Caseload of Trauma Clients

0-25% 0 0

26-50% 3 27.27

51-75% 4 36.37

76-100% 4 36.37

Personal demographical statistics included age, sex, nationality/ethnicity, and 

personal traumatic experience. Eight (72.72%) of the 11 participants were age 31-40 

(n=4; 36.36%) or 41-50 (n=4; 36.36%), followed by participants aged 18-30 (18.18%) 

and 51-60 (9.09%). The sample was majority female (72.72%) followed by male 

(27.27%). The sample was also majority Caucasian (81.81%) followed by Hispanic 

(9.09%) and Biracial (9.09%).

Professional demographic statistics included participants’ highest degree earned, 

licensure type, years of experience, primary work setting, and the percentage of trauma
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clients on clinical caseload. A majority of participants held a master’s degree (72.72%) 

followed by a doctoral degree (27.27%). A majority of the sample (63.63%) was 

licensed as Licensed Professional Counselors or Mental Health Counselors, 18.18% were 

Licensed Clinical Social Workers, and 9.09% were Licensed Psychologists. 45.45% of 

participants had 0-10 years of practice experience, 45.45% had practiced 11-20 years, and 

9.09% had practiced for 21+ years. The majority of participants worked in private 

practice (63.63%), followed by 27.27% employed in outpatient settings, and 9.09% 

worked in a community agency setting.

Trauma-related demographical statistics included personal traumatic experience, 

formal training in trauma, and percentage of trauma clients on caseload. Concerning 

participants who experienced a prior personal traumatic experience, 100% of the sample 

reported that they had experienced at least one traumatic event. 100% of the sample had 

received formal trauma training (e.g. evidence-based trauma treatment, certification, etc.) 

in addition to their graduate level degree. 27.27% of the sample reported that 26-50% of 

their current caseload were trauma clients, followed by 36.37% reported that 51-75% of 

their caseload were trauma clients, and 36.37% reported that 76-100% of their caseload 

were trauma clients. This unexpected finding appears to refute earlier research stating 

that a prior personal trauma history is a risk factor for STS Pearlman & MacIan, 1995; 

Figley, 2002; Herman, 1997; Newell & MacNeil, 2010; Baird & Kracen, 2006).

Central Themes

Analysis of the data resulted in five central themes: a) therapist development, b) 

work boundaries, c) self-care, d) trauma supervision and consultation, and e) support 

system. Pseudonyms to protect confidentiality are provided in the following sections.



45

Therapist Development

The first theme, therapist development, speaks to the overall growth and influence 

of both personal and professional factors in the life of the therapist. Properties of this 

theme include a) individual therapy, b) personal trauma history as a resource, and c) 

increased competence via additional trauma training. All participants regularly 

acknowledged that their development as a person and as a professional played a 

significant role in their perceptions about the protective and risk factors related to STS. 

For example, Tracy, a 38-year old, female, Licensed Professional Counselor (LPC) who 

has practiced for 12 years, spoke at length about the importance of the trauma therapist 

doing his/her own work in therapy. She said, “Personal therapy is vital. If you have not 

done work before you start doing trauma work with other people, that’s going to be bad. 

I’ve seen four or five therapists since I’ve started doing this for whatever is going on in 

my life.” Another participant, Mary, a 42-year old LPC who had practiced for over five 

years, explained its importance, “Individual therapy, I couldn’t do without it. I need a 

safe place to process some of my experiences.” 63.63% (n=7) of participants identified 

participating in individual therapy was a protective factor against developing symptoms 

of STS.

Furthermore, 10 participants identified the importance of participating in 

individual therapy before working with trauma survivors and also as an ongoing practice. 

Regarding individual therapy, eight of the participants stated that engaging in therapy 

was important because it helped them deal with their own personal trauma history, which 

is a second property of the overarching therapist development theme. Ingrid, a 41-year
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old, Hispanic, Licensed Clinical Social Worker (LCSW) who’s practiced for eight years, 

captured the essence of these two overlapping properties in the following statement:

More often than not, I see this a lot with my students that I’m supervising is that 

they have unresolved trauma histories. Like for me, I went to therapy for like five 

years working on all my stuff after I left home, ‘cause I was like I can’t you 

know, you know all this, all the baggage I had from my mom was.. .and then 

some of the other things that had happened throughout my life. I was always the 

first to jump into therapy, ‘cause I don’t want to suffer. I don’t believe in 

suffering unnecessarily.

Laney, a doctoral-level trained LPC and counselor educator, also spoke to the importance 

of individual therapy in her personal and professional development: “I try to practice 

what I preach, so I definitely go.. .1 put myself back in therapy, and I really believe that 

being in therapy as a therapist, even quarterly, you know, even if it’s not every week. It’s 

just every couple of months that you’re checking in with a therapist just to have an 

objective person to talk to that’s not connected to your life, not your mentor, not your 

husband, not your you know, mom, whatever.” Another participant spoke about how her 

individual therapy directly contributed to her development as a trauma therapist working 

with homeless women. Edward, a 38-year old Caucasian, Licensed Marriage and Family 

Therapist (LMFT) who’s been practicing for two years, continued, “So many people 

choose to work with what wounded them or what they struggle with, and if you don’t do 

your own work around it, it’s going to be catastrophic. There’s going to be secondary 

trauma. It’s going to be inadvertent, or unavoidable rather.”
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All 11 participants stated that they had experienced at least one prior traumatic 

event (seven participants reported multiple traumas), and all of them stated that they saw 

this personal trauma history was a positive resource when working with trauma clients. 

Also, 100% of participants regarded this personal trauma history as important in their 

development as a trauma therapist. Participants spoke about their history provided them 

with increased empathy and a firsthand ability to relate to their trauma clients. For 

example, Liz, a 28-year old, Caucasian female LPC who’s been practicing five years with 

trauma clients, explained:

I think for the most part, it (personal trauma history) has more frequently been 

positive, because I think it gives me a framework for trying to meet and 

understand where somebody’s at and where they’re coming from. I’m not totally 

shocked by their victim responses or the way that they continue to, to spiral after 

something happens, and so I think that has definitely allowed me to have kind of 

broader spectrum. Kind of just even understanding it from my own perspective. 

Tracy also talked about how she is not shocked by things trauma clients say during a 

therapy session and how her personal trauma history is an asset working with trauma 

clients. Tracy continued:

1 don’t see much negative in it (personal trauma history)...! feel like, I can’t 

remember which client it was, this was maybe six months ago. Someone told me 

something that would have been really shocking to someone who hadn’t 

experienced any kind of violence before...I’m so desensitized to some of that 

stuff, not only from my own life but hearing about things similar to it for 12 

years...I’m pretty open with my clients about what my background is. I don’t give
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them all the nitty gritty details, but they know I have a domestic violence history 

if that’s what they came in here for. It becomes pretty apparent when I start 

talking about it that I must have been through something or because I wouldn't 

know some of the things that I know unless I experienced it firsthand.

Lynn, a 32-year old, Biracial LCSW who has worked in private practice for three years, 

further spoke to this firsthand experience as a resource working with trauma clients: 

Through my own trauma and healing from my own trauma, I have gained a 

picture of kind of what it is like to be there um, and sometimes I wonder if I work 

harder than therapists who have not been through trauma. That is a speculation. I 

do not know that or have never asked anybody. Um, but sometimes I can sit with 

clients and I can think about, oh I remember being there. Um, in that moment and 

I can think about, okay how did I get through that moment? And, I just pick up 

and go on with this is how I did it.

Ingrid also discussed that her personal trauma history was an asset in her trauma work, 

“And so many people are afraid to, to kind of look in that mirror and say- kind of for me,

I look at my trauma history as such a benefit for the work I do.” The aforementioned 

data speaks to the importance that all participants believed that their personal trauma 

history was a resource or asset in working with trauma survivors. Eight participants 

believed that their personal trauma history was a protective factor against experiencing 

STS symptoms. For example, Edward explained, “None of trauma work freaks me out, so 

even when we get into the clinical aspects of dissociation, parts work.. .none of that is 

disconcerting as well, so I think it (personal trauma history) has enabled me to sit very, 

very comfortably with really acute trauma survivors.”
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Another important property of therapist development included the additional 

trauma training and the increased competence that followed. Nine participants spoke 

about the importance of receiving additional trauma training such as Eye Movement 

Desensitization Therapy (EMDR), which resulted in a perceived increased competence 

when working with trauma survivors. For instance, Tracy stated, “I just felt like I didn’t 

have enough in my toolbox. So I am not just using it (EMDR) now for sexual abuse but 

for people who’ve been in car wrecks, verbal abuse from their parents that’s impacting 

them from 40 years ago, that kind of stuff. I’ve been using EMDR for one and a half 

years now, so that’s been great.” She continued, “I have people that I think, one person 

I’m thinking of that I feel like she’d still be in therapy had we not used EMDR...she was 

like ‘I’m good now.’ She kept coming in, ‘I’m good. I’m good!’ Ok, call me when you 

need me! That was really cool to see somebody who’s been inpatient level of care, and 

EMDR was the cherry on the top that sent her on her way.” Mary also reflected on her 

experience after trying to “wing it” with trauma clients and being unsuccessful,

I felt like I had learned something (EMDR) that really helped people and gave 

them relief and saw real change in my caseload, especially in the private practice. 

So when I came back and implemented EMDR, I started immediately like they 

told us in training, so I did it. I went back and did it with all the clients that were 

willing, and um, people started to make significant changes. And, um, it was 

exciting for me and actually really enhanced my practice and made me feel like a 

more confident therapist.

Nick, a 52-year old, male psychologist who has worked over 20 years in the profession, 

also expressed having felt more confident after obtaining training in EMDR therapy in
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his work with trauma clients. He explained, “It was a real turning point for me. Before I 

was just trying out different things and only a few things worked. Now I use EMDR and 

it has been a big difference in my work with clients and in my confidence as a trauma 

therapist. I’ve been using EMDR since the 1990s.” In addition to EMDR therapy, two 

participants spoke of utilizing other therapies, techniques, and practices with trauma 

clients that included narrative therapy, play therapy, mindfulness, equine-assisted 

therapy, and other expressive therapies and that these additional skills and training 

enhanced their competence level when working with this population.

This theme of therapist development was emphasized as all 11 participants 

highlighted its importance on both on a personal and professional level. Furthermore, 10 

participants said that individual therapy was important to their development while 11 

participants reported perceptions that their personal trauma history was an asset or 

resource in their work. Receiving additional trauma training that enhanced competence 

was another important task in their development as a therapist.

Work Boundaries

The second theme that emerged from that data was work boundaries. Eight 

participants talked about the important of establishing work boundaries as a way to 

mitigate the impact of STS symptoms. In other words, they believed that this was a 

significant protective factor against developing STS. For instance, Tracy said, “I stopped 

taking my work home with me.. .it was after I left the inpatient psychiatric hospital...1 

know that cause everything was so intense there. It was like you couldn’t not take it 

home. I was so overworked that I don’t think my brain had time to think...now that I 

don’t take it home it really helps me doing trauma work and me being as affected.” Six
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participants spoke about not taking work home and setting boundaries around work 

schedules, taking time off, and setting limits around work email or other work intrusions 

once leaving the office. Laney stated, “I turn my phone off when I’m with my husband 

so I have like one person at the practice now who knows how to get in touch with my 

husband if there’s an emergency, and our family knows to call my husband. And I turn 

the phone off and put it in the glove compartment, and I don’t have it on the entire 

vacation.” Liz explained that she was strict with her work schedule and never agreed to 

schedule a client “based on solely the client’s convenience.” Eight participants believed 

that setting work boundaries provided a tangible way to compartmentalize the trauma 

work and was a protective factor against experiencing STS. Balancing or limiting one’s 

trauma caseload was also mentioned by nine of the participants as being a protective 

factor. Ingrid stated,

I work a lot but on the other hand, I balance out my caseload where it’s like okay 

I have only a few that have horrible, horrific trauma and then have I other ones 

that have kind of the chronic trauma, the complex trauma, but not, not a huge 

significant event that we’re working on so that it’s you know in my face kind of 

thing. So I try to balance out when I, when I look at my caseload.

Edward also spoke about the importance of balancing caseload when he stated, “On my 

caseload, my supervisor has been there from day one, we sit down at least quarterly and 

go through my client load and figure out how many people have complex trauma related 

to childhood sexual abuse.. .and she will say I don’t want you to take any more clients in 

this area.” However, Lynn reported that she did not think balancing caseload placed her 

at risk of STS. She stated, “I would be content to have an entire caseload of trauma right
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after another. And so I often wonder if that comes from my own trauma.. .1 mean right 

now I have close to 20 cases of trauma clients and I’m like bring them all in. I’m good. 

Let’s do it. Time to go to work.” Concerning participants’ perceptions with regards to 

risk factors, seven participants spoke of how the lack of utilizing work boundaries placed 

them at risk for experiencing STS. Nick spoke about this, “I know that if I haven’t taken 

time off work recently or have been overscheduling clients or not finding a balance of 

work and family, then that places me at risk of experiencing the client’s trauma.” Four 

participants spoke to the importance of planning regular vacations and taking time off 

work in order to prevent STS.

Self-Care

The third theme was self-care. All 11 participants spoke about the importance of 

self-care, especially in a trauma therapist’s life. Tracy explained, “Self-care is huge. 

Cause if I come in here worn out and someone tells me a huge story that’s happened to 

them.. .their huge story. And I’m not in a place where I can hear it. Number one, I’m not 

going to feel good about that and they’re not going to get what they need.” Lynn stated, 

“Self-care is paramount in a counselor’s life. Self-care takes care of you. You have to 

put yourself first when doing trauma work.” Properties of this self-care theme included 

a) an ethical obligation, b) spiritual and religious activities, and c) health and leisure 

activities. Eight of the participants believed that self-care played a significant role in 

both protecting against experiencing STS and that a lack of self-care increased risk of 

STS when doing trauma therapy with clients. Six participants believed that participating 

in self-care was a fulfillment of an ethical duty. Laney stated, “Self-care, yes, it’s so 

important. It’s in our ethical code. We’re not helpful to people when we aren’t taking
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care of ourselves, and I just feel like we need to have...we need to know what’s out there 

in order to help us um prevent or mitigate trauma’s effects. I mean this is tough work 

we’re doing.” Nina, a 29-year old LPC who works in a private mental health agency, 

agreed that self-care was an ethical obligation when she said, “Often therapists are not 

doing what they need to do to take care of themselves. They aren’t getting a massage, 

and they don’t have enough time or make enough time for self-care. They end up hurting 

clients because they’re not fully engaged and healthy. Self-care is an ethical mandate 

that we receive from our profession. And this is more true for us doing trauma.” Edward 

also said that self-care was his “life source” as a trauma therapist and believed that to be 

the more significant protective factor in experiencing STS symptoms; he also remarked, 

“Self-care must be the thing that we never drop because mostly we owe it to our clients 

but also as an ethical obligation to the profession of counseling.”

In addition to self-care being an ethical obligation, the second property within this 

theme of self-care included spiritual or religious activities. Eight participants spoke 

about how their self-care included their spiritual or religious practices. For example, 

Mary referenced the importance of incorporating her religious practices as daily self-care: 

It’s about how you sit with such evil and darkness when people are sharing, and 

you take that in. Without another place to empty that out such as Scripture or that 

personal religious relationship...you know it’s hard for me to put that into words 

what that means to me, but it makes a huge difference. It’s not going to church or 

small group or Bible study, because I don’t always get to do that, which is really 

hard. But for me it’s about nurturing my own spiritual life. Even when you’re 

experiencing all this darkness, my faith roots me. This is my self-care.
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Nina also talked about her religious practices being her self-care and that this guards 

against experiencing STS. She said,

Spirituality, hands down! I don’t know how you can be an excellent clinician 

without a higher power...and the practice of confession, receiving my assurance 

in Christ, and yeah just moving forward in fullness helps me, too, when I’m 

sitting with clients. When I’ve just received things from clients when I feel like 

I’ve received some icky things from clients, I just sort of feel like a presence. The 

trauma feels gross. So I pray, ‘Lord, I just pray that you can take that.’

Lynn also stated that she has a “spiritual religion” that she participates on a weekly basis 

that this helps her protect against STS. Nick also stated that his religious practices of 

prayer, journaling, and religious community attendance helped him “stay fresh when 

hearing such evil and dark things doing trauma work.” Laney said that she has felt a 

darkness or a “spiritual attack” at times during sessions with trauma clients who have 

been survivors of religious cult abuse and that her faith helped her sit with clients in the 

midst of suffering while holding hope for the client. Edward said, “My faith sustains me 

when doing trauma work. It’s kind of a self-care in a session. It helps me avoid 

experiencing secondary PTSD.”

The third property within this theme of self-care includes health and leisure 

activities. Seven participants referred to utilizing health and leisure activities as a part of 

their weekly self-care routines. For instance, Tracy said, “Other self-care is exercise, and 

I actually build my day around my workout cause of my kids. They go to school, and I 

do my workout, shower, eat breakfast, get coffee, come to work, and I’m here the full 

time that I’m here. But I’m gone when I’m gone.” Nina stated, “Yeah I care about
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nutrition and health, and I like to have good food to eat. Cooking a good meal is self- 

care. And I was an athlete growing up, so I love exercise. My husband is a cyclist. We 

love hiking and we love the outdoors. So those things are super important for me.”

Three participants said that they received massages on a monthly basis. Nick said that he 

regularly gets outside and connects with nature through walking or hiking. Liz stated, 

“There’s definitely a benefit of just getting to go for a walk or to laugh or to take pictures 

or just experience the beauty in life.” She continued, “Making sure I am actually 

sleeping and practicing my own self-care strategies of making sure I get my exercise.” 

Two other participants referred to getting enough rest as being a part of their wellness 

and self-care plan.

Nine participants viewed self-care as an important protective factor against STS, 

and those nine participants also believed that lack of self-care was also a risk factor for 

STS. Particularly, three participants said that if they were not practicing healthy self-care 

in their lives, they could feel the impact when working with trauma clients and believed 

that this could place them at risk for STS symptoms. Lynn stated that when she was not 

participating in her self-care plan that she would be “less balanced and more vulnerable” 

to experiencing STS. Kaley, a 45-year old Caucasian LPC who has worked with trauma 

for over 10 years, also used the metaphor of natural disaster training when referring to the 

importance of self-care in trauma work; she said, “If you’re being trained to help during 

an earthquake, you need to make sure you are safe before helping others. My self-care is 

the same. Take care of me so that I can be of help to trauma survivors.”

Trauma Supervision and Consultation:
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The fourth theme extracted from the data was trauma supervision and 

consultation. Three properties from this theme included a) initial trauma-informed 

supervision, b) ongoing consultation, and c) debriefing. Nine participants spoke at length 

about the value of having initial trauma-informed supervision and how this was a 

protective factor against developing STS symptoms. When asked what she believes are 

protective factors against experiencing STS, Tracy explained:

Having a good supervisor even if you have to pay for it, but I had a wonderful 

supervisor who was a trauma therapist. I would go to her with those kind of 

things. She had so much empathy around sitting in the room and hearing trauma 

stories, yet she was somebody who was seasoned and that stuff doesn't really 

affect her anymore. So now I’m one of those people and I hope I can pass that on 

at some point. So supervision.

Mary spoke about having the “safe place” in trauma supervision when she said, 

“Definitely the things I’ve realized that are key if you’re working with trauma all the 

time, is having support whether it’s supervision, consultation, coworkers. Almost like 

having a safe place to talk about it and just process it. That’s a big thing.” Five 

participants said that supervision was a protective factor but that a lack of good 

supervision was also a risk factor for experiencing STS. For example, Ingrid stated,

I still go to supervision once a month. Like for me, I still need to talk to about my 

clients. I still need to talk about my own feelings and thoughts and you know what 

the heck am I doing? So that’s another protective factor as well is getting the 

necessary supervision and,and um consultation around what’s going on...but 

there’s so many people I see that I said are working in the field that are walking
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wounded and don’t prioritize it (supervision), and I think those are the ones that 

are really susceptible to the secondary trauma.

Six participants stressed the importance of ongoing consultation when working 

with clients. For example, Laney said, “It doesn’t happen that often but maybe once a 

year or every two years, I still have that question and call that supervisor, who is my 

friend at this point.. .1 need someone to bounce a case off of. And even though I don’t 

have to keep going to EMDR consultation, I’m doing another year of it because that’s 

what a good trauma therapist does.” Missy, a 46-year old, female LPC who has worked 

for seven years with trauma clients, also explained the importance of having ongoing 

consultation with mentors in the field, “I have mentors, a lot of them, and when things 

happen with clients, I call them. I have a kind of network like a team that I call and get 

that reality check. I have different people available for consultation depending on the 

client issue. This helps keep me grounded in trauma work.”

Seven participants talked about the importance of having colleagues around to 

debrief about a client or a difficult case when necessary. For instance, Liz said, “I think 

it’s a huge benefit of the counseling center of having other counselors that also work with 

trauma and at times being able to walk out of a session and if there was something 

impactful or just feeling off.. .being able to say, hey, can I talk for a second? Flaving this 

on-the-fly consultation or debriefing is worth a lot.” Nick also said that having trauma 

therapists available to consult on a daily basis was a huge benefit of working in a group 

practice setting. Nick continued, “Having seasoned trauma therapists to talk to after a 

difficult case where I'm really feeling heavy is so important to my ability to guard against 

secondary trauma.” Nina reported, “I feel such safety in being able to debrief with my
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colleagues here in doing trauma work. It’s a buffer for how much my trauma work can 

affect me, me being able to immediately talk with someone else who gets this type of 

work.” Edward spoke to this protective factor by saying, “So between sessions it is 

constantly sticking your head in somebody else’s office and there’s a lot of laughter 

among us all. There’s a lot of hey can I step in here? I just had a really intense session 

and just tag in for a minute or two with each other.”

Support System

The fifth theme that appeared in the data was support system. Two properties 

within this theme included a) personal support and b) professional support. Eight 

participants spoke about the importance of having supportive people in their lives such as 

family members, spouses, and friends who supported them in their work and personal 

lives. Laney reported, “I try to make time to go to lunch with a friend every week. I try 

to be really intentional with these things. Also, spending time with my kids has a way of 

filling me up and I know I’m less susceptible to secondary trauma as a result.” Liz 

stated, “I think friendships are hugely valuable in not continuing to carry the work of 

what I see in the counseling room. Getting filled up, maybe it’s from mentors...then I 

oftentimes realize I’m more grounded, and what I'm hearing doesn’t feel like it sticks 

quite as much.” Nina also reported, “Having roommates who I could just come home to, 

and even though they weren’t practicing clinicians, they were accountants actually, so not 

always the most emotionally attuned folk but um but great girlfriends. And so just being 

able to say hey guys, like I’ve had a really hard day. Can we go do something fun?”

Three participants talked about how helpful it was to feel supported by their 

partner or spouse. Furthermore, Tracy said, “I think it’s important for people to go home
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and have dinner with their family. You’ve both been at work and school all day. You 

need to connect with the kids and husband at least for a couple of hours before everyone 

goes to bed and their separate ways...and gets up and does it all over again. It’s 

important for me to have the down time and not talking all the time. That support from 

him fills me up.” Nick also said, “Getting support from my wife is restorative. I can 

come home and talk about my day in general terms, and she listens and validates me.” 

Concerning professional support, six participants talked about how having 

colleagues in the field was an important level of support and helps mitigate the effects of 

trauma work. Kaley said, “I have people that support me and both professionally and 

personally. Like, hey, this happened today. And I have different people based on what 

the situation is so I have like academic friends, then I have my clinical friends, that I call 

on for professional and personal support.” Mary also talked about having a group of 

friends who are also colleagues in the field that she meets with on a weekly basis for peer 

support. Three participants also talked about how having the support of the agency 

director was a protective factor against experiencing STS. Laney said, “It’s nice having 

the support of your director. You can go to him and say, hey, I need to get additional 

training or cut down on trauma clients or take some time off and he’s like sure anything 

you need. Feeling supported by your agency is huge.” Nick stated that having daily peer 

support at his group practice is the “biggest protective factor against secondary trauma.” 

These eight participants considered personal and professional support a protective factor 

against developing STS.

Summary
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11 participants qualified for this study and were interviewed. Professional, 

personal, and trauma-based demographic information was collected via demographic 

survey. This study produced five central themes that were extracted directly from the 

interview data. The first central theme included therapist development, which consisted 

of three major properties: individual therapy, personal trauma history as a resource, and 

increased competence via additional training. The second theme was work boundaries. 

The third theme was self-care, which included properties of an ethical obligation, 

spiritual and religious activities, and health and leisure activities. The fourth theme was 

trauma supervision and consultation, which involved properties of initial trauma 

supervision, ongoing consultation, and debriefing. The fifth theme was support system, 

which included properties of personal support and professional support. Based on these 

results, the following chapter consists of discussion, limitations, and recommendations.



CHAPTER 5 

DISCUSSION AND RECOMMENDATIONS 

This chapter provides a discussion of the research findings, the limitations of the 

study, and recommendations for future research and counseling practice. The purpose of 

this study was to explore trauma therapists’ perceptions about the risk factors and 

protective factors related to STS. In other words, this study helped clarify issues related 

to STS, particularly which protective factors are perceived as being most helpful in order 

to prevent or mitigate the onset of STS symptoms, and which risk factors are perceived as 

placing trauma therapists most at risk for the onset of STS symptoms.

Research Question 1

The first research question focused on trauma therapists’ perceptions of the risk 

factors related to STS. Results reflected that most participants believed that the risk 

factors related to STS were the opposite of the protective factors of STS. Several of the 

risk factors included the following: lack of work boundaries with trauma clients, lack of 

self-care, lack of a support system, not having participated in individual therapy, or lack 

of trauma-informed supervision. Most studies that study STS have been quantitative in 

nature though some authors have called for a more detailed examination of trauma 

therapists’ perceptions around the risk factors of STS (Munroe, 1995; Baird & Kracen, 

2006; Knight, 2013). This research helps bridge this gap in the qualitative literature and 

fulfills some of those recommendations by providing a more detailed examination of 

those perceptions by therapists working in the trauma field.

61
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Research Question 2

The second research question examined trauma therapists’ perceptions of the 

protective factors related to STS. Participants provided practical strategies that they 

believe mitigate or even prevent the effects of STS symptoms among trauma therapists. 

These strategies include the following: individual therapy, receiving additional trauma 

training, setting work boundaries, self-care strategies, trauma supervision or consultation, 

and accessing a personal and professional support system. Furthermore, trauma 

therapists believed that their own development as a therapist—professional and personal 

development such as individual therapy or personal trauma history—played a significant 

role in protecting them against experiencing STS.

This study provided rich qualitative data concerning trauma therapists’ 

perceptions surrounding the protective factors and risk factors of STS. This research is 

one of a kind given that no published qualitative study has examined the specific research 

questions. For example, out of the 20 qualitative studies that qualified for the review by 

Cohen and Collens (2013), none of those studies explored trauma therapists’ perceptions 

about the risk factors and protective factors of STS. Therefore, this study provides 

trauma researchers with an empirical basis to add to the trauma literature conversation 

about the effects of STS and how therapists can mitigate its effects while being mindful 

of its risk factors.

One interesting finding is that all 11 participants believed their personal trauma 

history was a resource in working with trauma survivors. Additionally, eight participants 

believed that their personal trauma history was a protective factor against experiencing 

STS symptoms. This finding contests previous authors who have concluded that personal
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trauma history was a risk factor for STS (Pearlman & Maclan, 1995; Herman, 1997; 

Figley, 2002; Baird & Kracen, 2006), and aligns with other researchers who conclude 

personal trauma history is not a risk factor for developing STS (Bride, 2004; Devilly, 

Wright, & Varker, 2009; Cohen & Collens, 2013). Additional qualitative and 

quantitative research is needed in this area before any final conclusions can be made 

about this finding.

Limitations

While this study is encouraging and helps address a significant gap in the trauma 

literature, a few limitations exist. Though the maximum variation sample did contain a 

diversity of participants (e.g. different professions, some ethnic diversity, etc.), the 

variation was limited since only two participants (18.18%) were an ethnic minority, only 

two (18.18%) were male, and a majority (54.54%) identified as Christian. By increasing 

the ethnic, religious, and gender diversity of the sample, the results could have been 

different. Another limitation is that the data determined for this study was obtained 

through the self-reporting of a survey and in-person interviews. Self-reporting can 

influence bias or dishonesty, especially when addressing sensitive subjects such as 

trauma and STS (Fountain, 2015). A third limitation could involve social response bias 

by participants. In other words, those who consented to participate in the study may have 

done it because they have been impacted by the symptoms of STS. A fourth potential 

limitation is the social desirability of participants. Because trauma therapists tend to 

value wellness and health, participants may have felt the need to minimize the negative 

effects of STS. Since this was a qualitative study, no quantitative measures were used to 

assess for socially desirable responses. Another potential limitation of the study was that
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36.36% of participants were not LPCs. However, this is an accurate professional 

representation of the southeastern state in which the data was collected. In other words, 

over half of mental health professionals are represented by LPCs in this state; therefore, 

this majority representation of LPCs seems accurate for this area.

Recommendations

Based on this study’s results, the following recommendations are presented for 

future counseling research and future counseling practice regarding trauma training, STS, 

and its protective and risk factors.

Future Counseling Research

The first recommendation is that researchers create a psychometric survey that 

measures the protective factors and risk factors of STS while incorporating some of these 

results. While Bride, Robinson, Yegidis, and Figley (2004) created a psychometric scale 

for actual STS symptoms, this author could not locate a specific validated instrument 

measuring the protective factors and the risk factors of STS. By creating an instrument 

for these factors, therapists could be more easily assessed concerning whether they are 

implementing things in their professional and personal lives that help prevent STS. The 

second recommendation is to recreate this study with these research questions that 

incorporates more diversity for an enhanced maximum variation sampling. While this 

study did possess some demographic and professional diversity, additional variation 

could be improved. The third recommendation for future research includes exploring 

these questions with trauma therapists who do not have a personal trauma history. 

Surprisingly, all 11 participants in this study reported a personal trauma history, and all 

11 said that they believe their personal trauma is a protective factor against experiencing
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secondary trauma. This interesting and unexpected finding contradicts earlier 

conclusions by researchers stating that prior trauma history was a risk factor Pearlman & 

Maclan, 1995; Figley, 2002; Herman, 1997; Newell & MacNeil, 2010; Baird & Kracen, 

2006). What about trauma therapists who have not been directly traumatized? This 

researcher suspects that studying trauma therapists who have not experienced a personal 

trauma history may have an impact on these results. However, this would need to be 

verified by exploring any differences with trauma therapists who do not have a personal 

trauma history.

Future Counseling Practice

Given the prevalence of trauma among the U.S. population and the high 

prevalence of trauma among clients in community and mental health contexts (Bride, 

2004; Bride, 2007), counseling training programs should provide additional coursework 

and training concerning trauma prevalence, evidence-based trauma treatments, STS, and 

the protective and risk factors related to STS. This could mean infusing all program 

curriculum with trauma content including information on constructs such as Vicarious 

Trauma, STS, Burnout, and Compassion Fatigue. This author believes that all graduate 

level mental health programs should include a minimum of one required trauma course 

for all clinical mental health counseling students and school counseling students.

Infusing all curriculum with trauma-informed content along with a required course would 

be a significant step in the right direction. This infusion would be similar to the infusion 

of multicultural counseling content into all counseling courses that has taken place over 

the years; this cultural infusion fulfills the requirement by the AC A Code o f Ethics 

(2014). Similarly, this infusion of trauma-informed content into all counseling courses
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would fulfill the accreditation requirements taken from the 2016 Council for 

Accreditation of Counseling and Related Educational Program (CACREP) standards that 

requires that all clinical mental health counselors be knowledgeable about the “impact of 

crisis and trauma on individuals with mental health diagnoses” (p. 23).

Another recommendation is that counseling programs consider mandating 

individual or group counseling as a requirement for all incoming counseling students.

Not only would it helpful for students to experience therapy as a client before they 

become a counselor, but they also need to participate in therapy since most of this study’s 

participants believed that individual therapy was a protective factor against STS. In order 

for this to be a requirement for all incoming students, all faculty members and 

administration would need to be educated about trauma prevalence, STS, and STS 

protective factors and risk factors since they would be creating the policies about therapy 

attendance by incoming students.

A last recommendation would be for community agency leaders such as 

supervisors and clinical directors, as well as therapists who serve in community, clinical, 

or school counseling settings to be educated about STS and the psychological impact of 

trauma work. It is the suspicion of this writer that many therapists who do not specialize 

in trauma therapy may not be aware of STS as a phenomenon and could be in a 

vulnerable position due to lack of knowledge. Therefore, providing supervisors and 

counselors in leadership positions with trauma-informed workshops and conferences in 

local communities, informing them about the risk factors and protective factors of STS 

and other trauma-related concepts, could be helpful on a wide scale within the profession. 

Additionally, educating internship directors and agency supervisors about the importance



67

of setting limits on trauma caseloads for therapists and counseling students might be 

necessary. Along with providing community education about trauma, STS, and STS 

protective and risk factors, a need exists for agencies and community resources to provide 

trauma-informed supervision, ongoing consultation, and debriefing to their employees 

who provide mental health services to trauma clients.

Conclusion

Chapter five discussed the results of the findings, limitations of the study, and 

recommendations for research and counseling practice. Regarding this study’s findings, 

five central themes emerged from the qualitative data and included therapist 

development, work boundaries, self-care, trauma supervision and consultation, and 

support system. These themes resulted from the perceptions or beliefs of trauma 

therapists about the risk factors and protective factors of STS. Additionally, within the 

theme of therapist development, properties of this theme were individual therapy, 

personal trauma history as a resource, and increased competence via additional trauma 

training. Furthermore, the theme of self-care produced additional properties of an ethical 

obligation, spiritual and religious activities, and health and leisure activities. The fifth 

theme of support system included two properties of personal support and professional 

support.

Significant gaps in the literature exist regarding the empirically based exploration 

of trauma therapists’ perceptions of the protective factors and the risk factors related to 

STS, and multiple authors have recommended additional research in this area (Collins & 

Long, 2003; Cohen & Collens, 2013; Newell & MacNeil, 2010; Baird & Kracen, 2006, 

Sabin-Farrell & Turpin, 2003; Jordan, 2010; Knight, 2010; Wang, Strosky, & Fletes,
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2014). This study and its findings helps contribute to the trauma literature conversation 

by fulfilling an empirical examination of therapists’ perceptions related to the protective 

and risk factors related to STS. This is helpful because much of the literature concerning 

these factors is anecdotal or conceptual in nature (Bride, 2004; Bride, 2007).

Limitations of this study included the lack of diversity in the sample, self- 

reporting by participants, potential social response bias, and potential social desirability. 

Recommendations for future counseling research involved developing a psychometric 

survey for measuring the protective factors and risk factors of STS, enhancing the 

diversity of the sample, and duplicating this study with trauma therapists who have not 

experienced a personal trauma history. Recommendations for future counseling practice 

included the infusion of trauma-related content into all counseling curriculum along with 

a mandated trauma-counseling course, mandated individual or group counseling for all 

incoming graduate level counseling students, and providing community mental health 

agencies and counseling leadership with psychoeducation and training about STS and its 

protective and risk factors along with trauma-informed supervision and consultation for 

all mental health employees.
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APPENDIX A 

DEMOGRAPHIC QUESTIONNAIRE

1. Do you agree to participate in this survey?

a. Yes, start the survey

b. No, stop the survey

2. Choose your age bracket.

a. 18-30

b. 31-40

c. 41-50

d. 51-60

e. 61+

3. What is your sex?

a. Female

b. Male

c. Transgender

4. What is your nationality/ethnic background?

a. African American

b. Asian American

c. Caucasian

d. Caribbean

e. Hispanic

f. Indian
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g. Middle Eastern

h. Native American

i. Pacific Islander 

j. Multi/Bi-Racial

k. Other:__________________________

5. What is your relationship status?

a. Never Married

b. Married

c. Separated

d. Divorced

e. Widowed

f. Other/Committed Relationship

6. What is your highest earned degree?

a. Undergraduate degree

b. Master’s degree

c. Specialist Degree

d. Doctorate/Professional degree

e. Other:___________________

7. Do you consider yourself spiritual?

a. Yes

b. No

c. Not sure

8. Please indicate any religious preference/belief:
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a. Atheist

b. Agnostic

c. Buddhism

d. Christian

e. Hinduism

f. Islamic

g. Jewish

h. Other:______________________

9. Please check if you have directly experienced any of the following 

traumatic events:

a. Adult emotional abuse

b. Adult physical abuse

c. Adult rape or sexual assault or abuse

d. Childhood emotional abuse

e. Childhood physical abuse

f. Childhood sexual abuse

g. Childhood neglect

h. Combat or war

i. House or other domestic fires 

j. Extreme bullying

k. Large-scale transportation accidents (i.e. airline crashes, train 

derailments)

1. Life-threatening illness
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m. Major losses or abandonment

n. Mass interpersonal violence (i.e. bombing, terroristic attack, school 

shooting, human rights abuse by totalitarian regimes)

o. Natural disaster (i.e. earthquake, flood, tornado, hurricane) 

p. Partner or domestic violence 

q. Severe motor vehicle accident 

r. Sex trafficking 

s. Stranger physical assault 

t. Torture

u. Violent crime

v. Witness of someone being seriously injured or killed

w. Other:_____________________________

x. No traumatic events

10. As a professional, you are licensed as a

a. Licensed Clinical Social Worker

b. Licensed Marriage and Family Therapist

c. Licensed Professional Counselor/Licensed Mental Health 

Counselor

d. Licensed Psychologist

e. Licensed/Board Certified Psychiatrist

f. Other:________________________

11. How many years have you been licensed in the profession?

a. 0-5
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b. 6-10

c. 11-15

d. 16-20

e. 21-25

f. 26-30

g. 30+

12. In what U.S. state(s) do you currently practice?___

13. What is your primary work setting?

a. Community mental health agency

b. Home-based services

c. Inpatient care or hospital setting

d. Outpatient setting

e. K-12 school

f. College or university

g. Private practice

h. Other: _____ __________________

14. In what area is your primary work setting?

a. Rural

b. Suburban

c. Urban

15. How many clients do you see on average per week?

a. 0-10

b. 11-20



c. 21-30

d. 30-40

e. 41+

16. Please indicate any formal or professional training you completed that is 

related to working with clients who have experienced traumatic events 

(e.g. childhood abuse, combat/war, natural disasters, life-threatening 

illness, physical/sexual/emotional abuse or neglect, terrorism, 

transportation accidents, witness to someone being seriously injured or 

killed):

a. None

b. Completed a graduate level course(s) that focused on working with 

trauma survivors

c. Earned a trauma-specific certification or intensive training (e.g.

Eye Movement Desensitization & Reprocessing (EMDR), Trauma- 

Focused Cognitive Behavioral Therapy (TF-CBT), Prolonged 

Exposure (PE), Cognitive Processing Therapy (CPT), Critical 

Incident Stress Debriefing, etc.)

d. Attended a workshop(s) on empirically based trauma treatment(s)

e. Have experience working in an inpatient or outpatient trauma 

treatment center that utilized trauma-informed care practices

17. Approximately what percentage of your caseload includes working with 

clients who have experienced or been exposed to traumatic events (e.g. 

childhood abuse, combat/war, natural disasters, life-threatening illness,
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physical/sexual/emotional abuse or neglect, terrorism, transportation 

accidents, witness to someone being seriously injured or killed)?

a. None (0%)

b. 1-25%

c. 26-50%

d. 51-75%

e. 76-100%

18. On average, how many hours per week do you spend working with 

traumatized people?

a. 0 hours

b. 1-8 hours

c. 9-24 hours

d. 25-40 hours

e. 41+ hours

19. Have you ever been targeted, hit, assaulted, or been a victim of a violent 

act by a client?

a. Yes

b. No

20. What is your overall job satisfaction in your clinical work?

a. 1 (extremely dissatisfied)

b. 2 (dissatisfied)

c. 3 (neutral/indifferent)

d. 4 (satisfied)
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APPENDIX B 

SEMI-STRUCTURED INTERVIEW QUESTIONS

1. Tell me about your trauma work.

2. Describe some experiences when you have personally felt the impact of doing 

trauma work with clients?

3. Have you directly experienced a traumatic event(s) in the past? If so, do you 

believe that it has impacted (positively or negatively) your work with trauma 

survivors? Tell me more.

4. Has there ever been a time when you have experienced secondary trauma 

symptoms (i.e. intrusive thoughts, nightmares, avoidance, irritability, 

hypervigilance, etc.) related to the traumatic narratives of your clients? If so, 

which symptoms did you experience? Tell me more about that.

5. What do you believe helps protect against the impact of secondary trauma upon 

you as the therapist?

6. What do you believe increases the risk of secondary trauma upon you as the 

therapist?

7. What do you believe about self-care concerning the risk factors or protective 

factors related to secondary trauma?

8. Is there anything else that would be helpful to know concerning secondary trauma 

and your work as a trauma therapist?
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APPENDIX C 

INFORMED CONSENT

Informed Consent

Exploring Trauma Therapists’ Perceptions about Protective Factors and Risk 

Factors of Secondary Traumatic Stress

You are being asked to participate in a research study. Before you give your consent to 

volunteer, it is important that you read the following information and ask as many 

questions as necessary to be sure you understand what you will be asked to do. 

Investigator

Keith J. Myers, MA, LPC, NCC, ACS 

Mercer University

Department of Counseling and Human Sciences (Penfield College)

3001 Mercer University Dr.

Atlanta, GA 30342 

Ph: 770-656-4676

Email: keith.j.myers@live.mercer.edu 

Faculty Advisor
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David Lane, PhD, LPC, NCC, CPCS, AAMFT 

Mercer University

Department of Counseling and Human Sciences (Penfield College)

3001 Mercer University Dr.

Atlanta, GA 30342 

Ph: 678-547-6301 

Email: lane_wd@mercer.edu 

Purpose of the Research

This research study is designed to explore trauma therapists’ perceptions about the 

protective factors and risk factors of Secondary Traumatic Stress (STS).

The data from this research will be used to add to the trauma counseling literature about 

the self-care of the trauma therapist. This will also complete my Ph.D. studies at Mercer 

University.

Procedures

If you volunteer to participate in this study, you will be asked to participate in a 60 to 75- 

minute, one-time semi-structured interview with investigator. This interview will be 

recorded using an audio device

If you volunteer to participate in this study, you will be selected from local and regional 

networks of trauma therapists. You will be invited to participate in an interview with the 

primary investigator.

Potential Risks or Discomforts

mailto:lane_wd@mercer.edu
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There are no foreseeable risks associated with the study.

If you have agreed to participate in this study, then you are agreeing for investigator to 

audio record the interview session for the purpose of this research and any future 

publications. However, your identifying information (i.e. name, address, personal 

information, etc.) will be kept confidential.

Potential Benefits of the Research

By participating in this research, you will help add to the greater trauma literature about 

the risk factors and protective factors related to Secondary Traumatic Stress. This will 

also provide a contribution to the counseling literature as a whole. By providing your 

perceptions about these factors, you will be helping fill a gap in the literature about this 

topic and assisting trauma therapists improve their self-care.

Confidentiality and Data Storage

All information obtained and/or medical records will be held in strict confidentiality and 

will only be released with you permission. The results of this study may be published but 

your information such as your name and other demographic information will not be 

revealed. The results of this study will be kept in a locked file within [State where the 

office is located] for 3 years in W. David Lane’s office.

Protected Health Information (PHI)
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The privacy law, Health Insurance Portability & Accountability (HIPAA), protects my 

individually identifiable health information (protected health information). The privacy 

law requires me to sign an authorization (or agreement) in order for researchers to be able 

to use or disclose my protected health information for research purposes in the study 

entitled (place the title of study).

I authorize (Please fill in) and his research staff to use and disclose my protected health 

information for the purposes described below. I also permit my doctors and other health 

care providers to disclose my protected health information for the purposes described 

below.

My protected health information that may be used and disclosed includes:

• Demographic information includes things such as my ethnicity, length o f time 

working in the profession, marital status, professional training, type o f degrees 

earned, etc.

My protected health information will be used for:

• The purpose o f the research includes examining trauma therapists ’ 

perceptions related to the protective factors and risk factors o f Secondary 

Traumatic Stress. The data collection procedure will include administering 

semi-structured, hour-long interviews with the participants. Each interview 

will be collected via a single audio recording o f about an hour in length.

Those recordings will be transcribed and data will be analyzed.

The Researchers may use and share my health information with:
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• Mercer University Institutional Review Board/Office of Sponsored 

Programs

• Government representatives, when required by law

• Hospital or Mercer University representatives

Once my health information has been disclosed to anyone outside of this study, the 

information may no longer be protected under this authorization. The researchers agree 

to protect my health information by using and disclosing it only as permitted by me in 

this Authorization and as directed by state and federal law. I do not have to sign this 

Authorization. If I decide not to sign the Authorization: It will not affect my treatment, 

payment or enrollment in any health plans or affect my eligibility for benefits. I may not 

be allowed to participate in the research study.

After signing the Authorization, I can change my mind and not let the researcher disclose 

or use my protected health information (revoke the Authorization). If I revoke the 

Authorization, I will send a written letter to Keith Myers, 3001 Mercer University Dr. 

Atlanta, GA 30342 and inform him/her of my decision. If I revoke this Authorization, 

researchers, may only use and disclose the protected health information already collected 

for this research study. If I change my mind and withdraw the authorization, I many not 

be allowed to continue to participate in the study.

If I have not already received a copy of the Privacy Notice, I may request one. If I have 

any questions or concerns about my privacy rights, I should contact Mr. Jim Calhoun,
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Mercer University’s Privacy Officer at (478) 301-2300. This authorization expires on 

May, 31, 2017.

Incentives to Participate

There is no monetary incentive to participate in this study.

Participation and Withdrawal

Your participation in this research study is voluntary. As a research subject you 

may refuse to participate at anytime. To withdraw from the study please contact:

Keith J. Myers, MA, LPC, NCC, ACS 

Mercer University

Department of Counseling and Human Sciences (Penfield College)

3001 Mercer University Dr.

Atlanta, GA 30342 

Ph: 770-656-4676

Email: keith.j.myers@live.mercer.edu

David Lane, PhD, LPC, NCC, CPCS, AAMFT 

Mercer University

Department of Counseling and Human Sciences (Penfield College)

3001 Mercer University Dr.

Atlanta, GA 30342 

Ph: 678-547-6301

mailto:keith.j.myers@live.mercer.edu
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Email: lane_wd@mercer.edu 

Questions about the Research

If you have any questions about the research, please speak with

Keith J. Myers, MA, LPC, NCC, ACS 

Mercer University

Department of Counseling and Human Sciences (Penfield College)

3001 Mercer University Dr.

Atlanta, GA 30342 

Ph: 770-656-4676

Email: keith.j.myers@live.mercer.edu

David Lane, PhD, LPC, NCC, CPCS, AAMFT 

Mercer University

Department of Counseling and Human Sciences (Penfield College)

3001 Mercer University Dr.

Atlanta, GA 30342

Ph: 678-547-6301

Email: lane_wd@mercer.edu

ADDITIONAL ELEMENTS ONLY WHEN APPROPRIATE 

Reasons for Exclusion from this Study

One may not participate unless that person is an adult at least 18 years of age.

mailto:lane_wd@mercer.edu
mailto:keith.j.myers@live.mercer.edu
mailto:lane_wd@mercer.edu
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One may not participate if he/she does not possess a minimum of a graduate level 

(Master’s Degree or higher) mental health degree and is currently practicing as a 

therapist. Those with only a bachelor’s level degree will not be included in this research. 

If participants are not seeing a minimum of five trauma clients per week, then they will 

be excluded from the study.

In Case of Injury

It is unlikely that participation in this project will result in harm to subjects. If an 

injury to a subject does occur, all expenses associated with care related to that 

injury will be the sole responsibility of the participant and his/her insurance.

This project has been reviewed and approved by Mercer University’s IRB (IRB 

Approval #H1609225). If you believe there is any infringement upon your rights as 

a research subject, you may contact the IRB Chair, at (478) 301-4101. I have been 

given the opportunity to ask questions and these have been answered to my satisfaction.

Authorization

I authorize die release of my medical records and health information related to this study, 

including my signed consent form and this addendum, to the sponsor and its representatives, 

die FDA, the Mercer University IRB, and other regulatory agencies as described above.

By signing this form, I have not given up any of my legal rights as a research participant I 

understand that I will receive a signed copy of this authorization for my records.
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Please return one copy of this consent form and keep one copy for your records. [If

audio/video taping and/or names will be used, add a statement about also agreeing to be 

taped and/or named.]

I


