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Abstract
By helping individuals after traumatic experiences, the helper is also exposed to 
the consequences of trauma. The aim of this study was to determine the predictors 
of consequences of secondary exposure to trauma among clergymen and therapists 
(N = 140) helping victims of trauma in Poland. Symptoms of secondary traumatic 
stress (STS) were identified in 22.9% of the clergymen and 8.6% of therapists, and 
secondary posttraumatic growth (SPTG) in 61.4% of the clergymen and 42.9% of 
therapists. STS and SPTG predictors were identified based on regression models. In 
the case of clergymen, regret is a determinant of STS, and positive cognitive restruc-
turing of SPTG. Research findings highlight the need to increase awareness of expo-
sure to secondary trauma among the clergy, and for them to acquire greater skills for 
coping with stress.

Keywords Clergymen · Secondary traumatic stress · Vicarious posttraumatic 
growth, Empathy · Cognitive processing

Introduction

Two Faces of Secondary Traumatization

Many people experience traumatic events in their lives, ranging from injuries 
and traffic accidents to violence and life-threatening disease. In such situations, 
they usually seek help from the emergency services, and over a longer period, by 
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professionals such as therapists, social workers, probation officers, or carers. For 
many sufferers of trauma, a significant source of moral support is the clergyman.

Studies suggest that helpers may also experience changes in their psyche and 
behavior by providing constant help, empathic engagement, and support. The 
earliest findings, dating from the 1970s, reported the occurrence of burnout in 
the nursing profession. Later studies found those in the caring professions to 
be more susceptible to a unique form of burnout, known as compassion fatigue 
(Abendroth, 2011). McCann and Pearlman (1990) found helpers to significantly 
change or reform their beliefs concerning themselves and the world after working 
with trauma survivors; these changes, later defined as vicarious traumatization, 
appeared to arise because of empathic involvement with those who had experi-
enced trauma. Such changes usually developed over many years of working with 
traumatized clients or patients, and often had long-lasting effects. Figley (1995) 
coined this state of indirect traumatic experience as secondary traumatic stress 
(STS) and defined the symptoms as “the natural consequent behaviours and emo-
tions resulting from knowing about a traumatizing event experienced … by a per-
son” (p. 7). These symptoms are almost identical to posttraumatic stress disorder 
(PTSD), which is known to occur following direct exposure to traumatic experi-
ence, and is characterized by intrusion, avoidance, negative changes in cognition 
or mood and increased arousal and reactivity.

STS is commonly observed among various professions working with trauma sur-
vivors. It is particularly common among social workers (Manning-Jones et al., 2017; 
Ogińska-Bulik & Juczyński, 2020; Ogińska-Bulik et al., 2020) and medical person-
nel (Ogińska-Bulik et al., 2021).

A sizable body of research into secondary trauma has been performed on thera-
pists, and most of the findings suggest it occurs at low or moderate intensity in this 
group. The prevalence has been found to range from 9% among studied therapists 
(Daniels, 2006), 8% of American therapists, where it occurred at high or very high 
intensity (Froman, 2014) to 14% of therapists working with trauma victims, among 
whom it was observed at high intensity (Ogińska-Bulik et al., 2020). This relatively 
low prevalence of high intensity STS among therapists can result from their exper-
tise in dealing with stress, and hence from their qualifications and experience as 
therapists. Indeed, a study of five occupational groups recorded the lowest level of 
STS among therapists (7.5%) (Ogińska-Bulik & Juczyński, 2020).

Even though mental health typically falls within the professional domain of 
qualified specialists, clerics also represent an equally important source of advice 
and moral support, especially for believers in God. It has been demonstrated that 
in critical, difficult times, clergymen are often the first source of help for many peo-
ple. Clergymen have played an important role providing support in crisis situations 
caused by natural disasters (Chinnici, 1985), terrorist attacks (Flannelly et al., 2005), 
violence, and other social crises (Everly, 2000). Following such crises and signifi-
cant events, many people experiencing trauma are forced to seek, discover, and con-
front their spiritual beliefs. However, such profound needs require the clergyman 
to go beyond the moral support usually offered to parishioners, and thus become 
exposed to negative effects. In fact, the stress reported by clergymen is like that 
reported by professionals dealing with mental health (Holaday et al., 2001).
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A key aspect of the everyday work of the clergyman is to act as an advisor. One 
study of a representative sample of the population of the USA found that a quarter 
of those suffering from mental distress and seeking help for it first turned to a cler-
gyman (Lount & Hargie, 1997). Their findings revealed that pastoral activities in 
hospitals in New York and Connecticut involved solving a wide range of problems 
ranging from sorrow, death and dying, depression and alcohol and drugs, to domes-
tic violence, severe mental disorders, HIV/AIDS, and suicide. It is worth noting 
that clergymen involved in pastoral activities felt more self-confident while dealing 
with death and dying compared to other problems (Moran et al., 2005). Galek et al. 
(2011) identified a high level of STS among chaplains, and report that the number of 
hours the chaplains spent per week with traumatized persons was positively related 
to the degree of STS.

However, many decades of research indicates that, together with its negative 
consequences, traumatic experience can also foster positive posttraumatic changes, 
reflected in posttraumatic growth (PTG). Similar changes may occur among peo-
ple exposed to secondary trauma, a phenomenon defined as vicarious posttraumatic 
growth or secondary posttraumatic growth (SPTG). SPTG is defined as the expe-
rience of growth following indirect exposure to trauma; it is believed to relate to 
the perception of oneself, one’s relations with others, and one’s philosophy of life 
(Arnold et  al., 2005). Helping traumatized people can lead to beneficial changes 
in the personality of the helper, such as increased sensitivity, compassion and 
insight, greater self-confidence, tolerance, and empathy: in fact, Arnold et al. (2005) 
emphasize that following their work with traumatized clients, some of the surveyed 
therapists began to appreciate their lives more and tried to draw more from them. 
Although some also noted an increased awareness of the negative consequences of 
this type of work, this awareness led to a deeper understanding the complexity of the 
entire spectrum of human functioning.

SPTG has also been recorded among healthcare professionals (Shiri et al., 2008), 
especially those employed in the social service sector and those dealing with men-
tal health (Cieślak et  al., 2016). In a study comparing five helping professions 
(Ogińska-Bulik & Juczyński, 2020), the greatest prevalence of high SPTG levels 
was observed among therapists (47.5%) and the least among social workers (25.3%). 
However, no such studies have been performed on the prevalence of SPTG among 
clergymen.

The Mechanisms of Secondary Posttraumatic Changes—The Role of Empathy 
and Cognitive Processing

Although the mechanism of development of secondary traumatization remains 
poorly understood, a few theoretical models have been proposed, and these have 
been chosen as the basis of the present study. While PTSD models take a cogni-
tive approach to understanding secondary exposure to trauma, the Trauma Trans-
mission Model developed by Figley (Figley, 1995; Ludick & Figley, 2016), and 
Empathy-based Stress by Rauvola et  al. (2019) emphasize the role of empathy 
in STS development. According to Figley (1995), increased empathy, expressed 
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in a form of empathic concern, elicits empathic responses; over time, such con-
stant empathic responses can have a numbing effect and elicit STS symptoms. 
While Ravuola et al. (2019) also highlights the role played by empathy, they also 
indicate that other factors can hasten the development of the negative effects 
of secondary exposure to trauma. They define such empathy-based stress “as a 
stressor–strain-based process of trauma at work, wherein exposure to secondary 
or indirect trauma, combined with empathic experience, results in empathy-based 
strain and additional outcomes (i.e., other occupational health/strain outcomes; 
work affect, behaviors, and cognitions)” (p. 299).

The role of cognitive activity in the development of both the negative and posi-
tive effects of secondary exposure to trauma is underlined by Cohen and Collens 
(2013). According to the authors, both behavioral and cognitive coping efforts are 
primarily related to the search for organizational support and the use of personal 
resources. In this sense, the cognitive activity undertaken in response to exposure 
to traumatic situations can account for its resulting negative and positive effects.

Tedeschi and Calhoun (2004) propose that the psychological processes accom-
panying the occurrence of negative effects of traumatic experience also lie at the 
core of posttraumatic growth, and that growth occurs in situations when individu-
als change their ways of perceiving themselves and the world. These changes rely 
on a deeper insight and an ability to give meaning. As a result, experiencing loss 
is transformed into an important value. Moreover, this deeper insight into oneself 
and the surrounding reality allows people to deal successfully with adversity in 
future; such growth not only allows them to survive such difficulties, but also to 
triumph over them.

Cohen and Collens (2013) outline that VPTG stemming from empathic engage-
ment in helping leads to changes within the cognitive schemas of the helping pro-
fessional. They emphasize that these changes are both positive and negative, and 
that the two can co-occur. This model illustrates VPTG as more than simply posi-
tive emotions, but rather a cognitive change conducive for self-actualization.

The above-mentioned conceptualizations emphasize the involvement of empa-
thy and cognitive processing in the occurrence of the negative and positive effects 
of secondary exposure to trauma. Empathy can be regarded as having two com-
ponents: the ability to perceive the emotional conditions of other people (emo-
tional empathy), and the ability to adopt their way of perceiving reality (cognitive 
empathy). The former enables individuals to maintain emotional contacts with 
others, and then to respond emotionally to their suffering, while the latter allows 
them to understand a particular situation, and to behave in a way which expresses 
concern about others. It is important to distinguish between knowing that some-
body is suffering (cognitive empathy) and understanding that someone is feel-
ing that person’s pain (emotional empathy) (Bloom, 2017). While working with 
trauma survivors, the empathy felt by the helper may contain one or both above-
mentioned elements; however, while the presence of emotional empathy has been 
associated with increased vulnerability to the symptoms of STS, the cognitive 
component is believed to increase the probability of SPTG.

The aim of the conducted research is to:
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• identify the effects of secondary exposure to trauma in the form of secondary 
posttraumatic stress (STS) and growth (SPTG) among clergy and therapists,

• identify the relationship between empathy and coping strategies, and the conse-
quences of secondary exposure to trauma in the form of STS and SPTG,

• determine the predictors of STS and SPTG in the compared groups.

Method

Sample and Procedure

The study comprised two groups. The first group comprised Roman Catholic clergy-
men helping, supporting, or accompanying people who had personally experienced 
traumatic events. The participants were providing pastoral care in hospitals, vari-
ous specialist centers, hospices, health care centers, prisons, resocialization centers, 
and penitentiary institutions in Poland. They were supplied questionnaires, either in 
paper form or as a link to an electronic version, by persons coordinating their work, 
after obtaining the consent of superiors. The second group, treated as a comparative 
group, was composed of qualified psychotherapists, most of whom had completed 
a psychological education and had spent at least half of their working time helping 
trauma survivors.

In total, 70 correctly completed questionnaires were received from the clerics, 
60% of which were online. Similarly, 70 completed questionnaires were received 
from therapists. The clergymen participating in the study were aged from 28 to 
66 years old, and their mean length of professional practice was 18.80 years. The 
main differences between the compared professional groups concern gender. While 
all clergymen are men, almost 90% of the group of therapists are women. The main 
differences between the compared professional groups concern gender. While all 
clergymen are men, almost 90% of the group of therapists are women. More details 
are presented in Table 1.

All procedures performed in the study involving human participants were under 
the ethical standards of the Institutional Research Committee of the institutions 

Table 1  Baseline characteristics of respondents

Study groups Clergymen Therapeuts

Sex
Men N (%) 70 (100.0) 9 (12.9)
Women N (%) 0 (0.0) 61 (87.1)
Age Mean (SD) 46.19 (9.9) 37.47 (7.8)

Range 28–66 26–58
Seniority (in years) Mean (SD) 18.80 (9.9) 9.27 (6.4)

Range 2–35 1–25
Personal trauma experiences N (%) 39 (55.7) 16 (22.8)
Country participating in the study Poland Poland
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employing the authors of the study. The survey was anonymous and did not require 
providing any personal data.

Measures

The following measurement tools were used in the research:
Secondary Traumatic Stress Inventory (STSI) is a modification of the adapted 

PTSD Checklist, developed by Weathers et  al. (2013). The STSI consists of 20 
statements, evaluated on a five-point Likert scale, concerning assistance provided 
to people after traumatic experiences (Ogińska-Bulik et  al., 2018). In addition to 
the overall result, the inventory includes four basic criteria for PTSD. Factor analy-
sis (exploratory and confirmatory) confirmed the four-factor structure of the scale: 
Intrusion, Avoidance, Negative alterations in cognition and mood, and Alterations 
in arousal and reactivity. Internal consistency is good, with a Cronbach’s α score of 
0.95. For differential diagnosis, a cut-off point of 33 points was determined.

Secondary Posttraumatic Growth Inventory (SPTGI), developed by Ogińska-
Bulik and Juczyński (2020), is used to measure the positive changes deriving from 
secondary traumatic stress. It consists of 12 items, evaluated on a six-point scale. 
Factor analysis identified four factors: New challenges and competences, Changes 
in spirituality, Changes in self-perception and Increased acceptance and actions for 
other. The tool demonstrates satisfactory internal consistency for total score and 
stability (Cronbach’s alpha coefficients 0.90; test–retest 0.78). A score of 38 points 
(lower limit of 7 sten) was set as the cut-off point for a high level of positive post-
traumatic change. Raw scores are converted into units standardized on the sten scale.

Empathetic Sensitivity Scale (ESS) is a modification the Interpersonal Reactiv-
ity Index, based on Davis’s theory of empathy (Davis, 2006). The ESS contains 28 
items evaluated on a five-point scale and measures three components. Based on an 
exploratory and confirmatory factor analysis, a three-factor model was adopted. The 
scale of Empathetic concern captures the tendency to be compassionate with people 
who have failed; the Personal distress scale measures the tendency to experience 
anxiety, distress, or discomfort in response to strong negative experiences of other 
people, and the Perspective taking scale measures the ability to "go beyond self" 
when communicating with other people. The first two refer to emotional empathy, 
and the third to the cognitive aspect (Kaźmierczak et al., 2007). Internal consistency 
is good, with a Cronbach’s α score of 0.74 to 0.78. Raw scores are converted into 
units standardized on the sten scale.

Cognitive Processing of Trauma Scale (CPOTS), originally developed by Wil-
liams et al. (2002). The Polish adaptation by Ogińska-Bulik and Juczyński (2018) 
consists of 17 items assessed on a seven-point scale. The CPOTS measures five 
strategies used to cope with STS. Three of these strategies reflect the positive pro-
cessing of trauma (adaptive strategies): Cognitive restructuring refers to the ability 
to see the positive side of a negative event; Resolution/acceptance involves solving 
or accepting a problem, and Downward comparison attempts to regard the situation 
as being not as bad as that faced by other people. The remaining two reflect the nega-
tive processing of trauma (non-adaptive strategies): Regret, associated with thinking 
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that nothing could be done and blaming oneself for what happened, and Denial, i.e., 
pretending it did not really happen. Factor analyzes confirmed that the tool has a 
five-factor structure, like that of original version, but with a changed order. The reli-
ability and accuracy of the scale are satisfactory; Cronbach’s alpha coefficients for 
individual strategies range from 0.56 to 0.89.

Data Analysis

Data analyses were carried out using the SPSS statistical package (version 20). 
The distributions of the variables were checked for normality based on skewness 
and kurtosis (values less than ± 1). No significant differences in the STS and SPTG 
scores were found between the “paper–pencil” test and the on-line survey. The 
Hedge’s g  statistic was used to measure the effect size for the difference between 
means (STS on-line: M = 23.00; SD = 14.01; “paper–pencil”: M = 21.86; SD = 13.65; 
g = 0.08; SPTG on-line: M = 41.80; SD = 9.45; “paper–pencil”: M = 38.14; 
SD = 9.27; g = 0.39). Descriptive statistics were calculated, and effect sizes for para-
metric data were calculated using Pearson’s correlation coefficient (r). The models 
were verified using linear regression analysis (step method).

Results

Descriptive Analysis—Comparison of Study Groups

The clergymen participating in the research demonstrated greater intensification 
of secondary traumatic changes than therapists (Table  2). Although this situation 
applies to both the negative and positive symptoms, more significant differences 
were noted for the negative ones. The analysis of variance indicated a greater inten-
sification of avoidance symptoms among clergymen. In addition, regarding second-
ary posttraumatic growth (SPTG), the two groups demonstrated significant differ-
ences regarding changes in spirituality (p < 0.001).

A diagnosis of secondary traumatic stress (STS) can be made based on the sen-
sitivity and specificity of results; in this case, a score of 33 points was taken as the 
cut-off point, i.e., the threshold value. Regarding SPTG, a score of ≥ 7 sten is con-
sidered an indicator of high growth (Ogińska-Bulik & Juczyński, 2020). Based on 
these adopted cut-points for the tools measuring STS and SPTG, our findings sug-
gest that the risk of STS was 22.9% for clergymen and only 8.6% for therapists, 
while the chance of a high level of SPTG was 61.4% for clergymen and 42.9% for 
therapists.

The intensification of the secondary traumatic changes was analyzed with regard 
to different aspects of empathy and cognitive coping strategies. Among the three 
aspects of empathy, personal distress was found to be significantly higher among the 
clergymen (p < 0.001). This aspect measures the level of personal suffering, anxiety 
and discomfort in response to the serious negative experiences, i.e., the suffering, of 
other people.
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It is believed that the consequences of secondary exposure to trauma depend 
mainly on the cognitive processes involved in dealing with traumatic experience. 
As shown in Table  2, the two groups differ very significantly (p < 0.001) for all 
strategies, except for resolution/acceptance. Interestingly, while the downward 
comparison strategy prevails in therapists, the others are much common among the 
clergymen.

Predictors of Secondary Traumatic Stress and Secondary Posttraumatic Growth

The main aim of the research was to confirm whether empathy and the cognitive 
processing of trauma, i.e., strategies for coping with stressful events caused by expo-
sure to secondary trauma, determine the consequences of secondary exposure to 
trauma. The relationships between negative and positive posttraumatic change, and 
empathy and coping strategies are given in Table 3.

Much greater differentiation of dependencies can be seen between the two 
groups regarding the occurrence of secondary posttraumatic growth (SPTG). 
While the severity of SPTG is associated with only one aspect of empathy, i.e., 

Table 2  Descriptive analysis—Comparison of study groups

t—Student test; p—significance level; ns—non significance

Variables Clergymen 
(N = 70)

Therapists 
(N = 70)

t p

M SD M SD

Secondary Traumatic Stress—total score 22.43 13.98 12.34 11.84 4.61  < .001
Intrusion 1.08 0.89 0.68 0.62 3.08  < .01
Avoidance 1.31 1.00 0.49 0.63 5.81  < .001
Negative alterations in cognitions 1.07 0.73 0.56 0.59 4.49  < .001
Alterations in arousal and reactivity 1.16 0.90 0.67 0.81 3.35  < .001
Secondary Posttraumatic Growth—total score 39.97 9.36 32.26 12.48 − 4.14  < .001
New challenges and competences 3.32 0.96 2.95 1.15 2.05  < .05
Changes in spirituality 3.25 0.97 1.28 1.33 9.97  < .001
Changes in self-perception 3.67 1.44 3.31 1.35 1.49 ns
Increased acceptance and actions for other 3.09 0.96 3.20 1.37 − 0.57 ns
Empathy:
Empathic concern 2.78 0.49 2.89 0.44 − 1.38 ns
Personal distress 3.58 0.57 2.77 0.68 7.61  < .001
Perspective taking 3.67 0.41 3.66 0.55 0.17 ns
Cognitive coping strategies:
Downward comparison 2.53 1.38 5.55 1.00 − 14.84  < .001
Cognitive restructuring 2.64 1.13 1.48 1.15 6.00  < .001
Resolution/acceptance 4.74 1.74 4.23 1.67 1.75 ns
Regret 2.10 1.47 1.07 1.14 4.66  < .001
Denial 1.40 1.17 0.46 0.65 5.92  < .001
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personal distress, among the clergymen, it appears to be associated with two 
other aspects, in therapists: concern for empathy and perspective taking. Gener-
ally, positive changes are associated with adaptive coping strategies; however, 
these changes were only associated with cognitive restructuring in the case of the 
clergy, but cognitive restructuring and resolution /acceptance in therapists. These 
relationships are statistically very significant (p < 0.001).

As the phenomenon of multi-collinearity may occur when the independ-
ent variables are too strongly correlated with each other, the inter-correlations 
between the variables were checked separately, i.e., within the group of clergy-
men and within the therapists (Table 4). Among the clergymen, empathic concern 
was found to co-relate with perspective taking and with two non-adaptive coping 
strategies; in contrast, in the group of therapists, all three components of empathy 
correlate with each other, as do all three adaptive strategies of coping with stress.

Table 3  Correlation coefficients 
between empathy, cognitive 
coping strategies and STS, 
SPTG

Significance level: * < .05; ** < .01; *** < .001

Variables Clergymen 
(N = 70)

Therapists 
(N = 70)

STS SPTG STS SPTG

Empathy:
Empathic concern .33** .03 .36** .28*
Personal distress − .01 .30** .45*** .08
Perspective taking .07 .24* .29** .44***
Cognitive coping strategies:
Downward comparison .08 .30 .21** .18
Cognitive restructuring − .30** .38*** .07 .49***
Resolution/acceptance − .34** .12 .07 .46***
Regret .52*** .08 .42*** .17
Denial − .21 − .08 .35** .04

Table 4  Correlations between explanatory variables in the study groups: data above (therapists) and 
below (clergymen) the diagonal line

Significance level: * < .05; ** < .01; *** < .001

Variables 1 2 3 4 5 6 7 8

1 Empathic concern .56*** .56*** .14 .13 .22 .29* .00
2 Personal distress − .00 .32** .19 .08 .05 .37** .24*
3 Perspective taking .40*** .21 .03 .27* .40*** .17 .17
4 Downward comparison − .01 .11 .15 .41*** .42*** − .02 .34**
5 Cognitive restructuring − .17 .01 − .22 .17 .55*** − .12 .12
6 Resolution/acceptance − .11 .08 .23 .26* .36** .08 .00
7 Regret .31** .10 .13 .13 − .19 − .29* .17
8 Denial .37** − .01 .13 .24* .11 .19 .15
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As the two groups demonstrated such differences in correlation coefficients, 
separate regression analyses were conducted for clergymen and therapists. Four 
regression models were built, i.e., for STS and SPTG, separately for clergymen 
and therapists. Only the variables relating to three aspects of empathy and five 
strategies of coping with stress, i.e., those which statistically significantly corre-
lated with STS or SPTG, were entered into the model. Because the three aspects 
of empathy correlate strongly with each other, the one most strongly associated 
with STS, i.e., emphatic concern in the clergymen group and personal distress in 
the therapist group, was entered into the regression model. The multi-collinear-
ity was estimated by calculating two parameters for each of the predictors, i.e., 
the tolerance index and the VIF parameter. The basic assumptions regarding the 
use of multiple linear regression were satisfied. The tolerance index was within 
0.51–0.90, and VIF value close to 1.

The results of the multiple regression analysis (stepwise regression) for STS 
prediction are given in Table 5, and those for SPTG prediction in Table 6. Both 
tables include the results of all the variables that remained in the final model. 
Variables whose index of determination  (R2) explains less than 5.0% of the vari-
ance are considered insignificant.

The best predictor of the severity of STS symptoms among clergymen was 
found to be the use of the regret strategy, which plays the greatest role in explain-
ing total variability (R2 = 27.0%). However, among the therapists, who are gen-
erally characterized by a lower intensity of STS than the clergymen, the main 
determinants were personal distress (R2 = 20.0%), and to a lesser extent, the cop-
ing strategies regret and denial; the Beta coefficient values are positive, indicating 
that with an increase in regret strategy or personal distress, the intensity of STS 
increases. Regret is a non-adaptive strategy of dealing with stressful events; how-
ever, personal distress measures the tendency to experience fear or discomfort in 

Table 5  Predictors of secondary 
traumatic stress

R2—coefficient of determination; Beta—standardized regression 
coefficient
B—unstandardized regression coefficient

Predictors R2 Beta B t p

Clergymen ns
Constant value 7.52 0.79 ns
Regret .27 .43 1.36 4.03  < .001
Cognitive restructuring .04 − .19 − 0.60 − 1.88 ns
Empathic concern .02 .16 0.41 1.48 ns
R2 = .33; F (3,66) = 11.02; p < .001
Therapists
Constant value − 6.76 -1.34 ns
Personal distress .20 .29 0.73 2.66  < .001
Regret .08 .27 0.94 2.56  < .01
Denial .05 .24 1.07 2.78  < .05
R2 = .33; F (3,66) = 10.81; p < .001
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response to the severe negative experience of others (item from ESS: What fright-
ens me is being in a situation of emotional tension).

The predictors of SPTG among clergymen are the cognitive restructuring strat-
egy and two aspects of empathy (perspective taking and personal distress). These 
explain 30.0% of the total variance.

What is the value of the presented models? In a well-fitted regression model, it 
is assumed that any resulting residual errors in predicting the actual value of the 
dependent variable based on the created regression model are independent of each 
other; in other words, their distribution is random. This assumption can be estimated 
using the Durbin-Watson test to detect autocorrelation in the residuals from a regres-
sion analysis. The statistic was found to be 2.18 for STS and 2.04 for SPTG among 
the clergymen, and 2.33 (STS) and 2.29 (SPTG) among the therapists. Values from 
2 to 4 indicate negative autocorrelation.

Discussion

Clergymen have a long history of helping in times of grief, crises, and trauma. 
While mental health is the focus of qualified professionals, many believers turn to 
the clergy for support; indeed, it is part of their pastoral responsibility to help and 
care for those who have experienced trauma (Mathews, 2007).

It was found that every fifth priest helping trauma victims is exposed to the nega-
tive consequences of STS; this number is much higher than that found among thera-
pists, who also deal with trauma victims (almost 9%). The regret strategy proved to be 
the best predictor of the severity of STS symptoms among clergymen. This suggests 
that the intensification of STS symptoms in this group is determined by a maladap-
tive, and thus ineffective, coping strategy in the form of grief; in such cases, the clergy-
men would seem to blame themselves, at least partially, for the pain and suffering of 
others, which can increase susceptibility to the occurrence of STS. However, on the 

Table 6  Predictors of secondary 
posttraumatic growth

Predictors R2 Beta B t p

Clergymen
Constant value -7.56 -0.72 ns
Cognitive restructuring .14 .44 3.65 4.16  < .001
Perspective taking .11 .28 6.54 2.64  < .01
Personal distress .05 .23 3.89 2.24  < .05
R2 = .30; F (3,63) = 9.61; p < .001
Therapists
Constant value -2.24 -0.27 ns
Cognitive restructuring .24 .31 0.85 3.69  < .001
Perspective taking .10 .29 6.59 2.71  < .01
Resolution/acceptance .02 .17 0.42 1.37 ns
R2 = .36; F (3,66) = 12.36; p < .001
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other hand, such an experience of regret may inspire the search for answers to existen-
tial questions, including the meaning of life, and thus may facilitate the occurrence of 
SPTG, although to a lesser extent than positive cognitive strategies.

Meanwhile, the main determinant of STS in therapists is an aspect of empathy: 
personal distress, i.e., the tendency to experience fear or discomfort in response to the 
severe negative experience of others. This suggests that the main factor determining 
the occurrence of STS in therapists are aspects of personality, including empathy, espe-
cially its emotional aspect. Additionally, clergymen were found to differ significantly 
from therapists regarding the cognitive processing of trauma. In difficult situations, 
therapists use mainly a downward comparison strategy to present their situation in a 
better light.

It is worth noting that the two professions differ in their training. The therapists, typ-
ically with a background in psychology, have had more training in human behavioral 
mechanisms and competence in coping with stress. In turn, clergymen appear to pre-
sent deficits in efficient coping with trauma experienced by others. This difference may 
account for the observed differences between clergymen and therapists.

The clergy surveyed in the present study serve as chaplains in hospitals, hospices, 
crisis intervention centers, prisons, and the army, where their role is to support and help 
people struggling with difficult living conditions; in such cases, their duties seem to be 
of a therapeutic nature. Similar tasks are performed by therapists working with peo-
ple who have experienced trauma. Both professions require empathy associated with 
emotional co-expression, compassion, and concern for the other person, as well as an 
understanding of their feelings and point of view. Without empathy in the midfielder, 
there can be no STS or emotional resonance (Figley, 2002); in addition, there is little 
chance of a therapeutic change or effective help for people experiencing trauma. Thus 
arises the paradox of empathy: while empathy is necessary to increase work efficiency, 
it can be harmful and a source of secondary traumatization in the helper.

Numerous studies in the field of psychotraumatology have found trauma to be 
“Janus-faced,” as STS symptoms have been found to be accompanied by secondary 
posttraumatic growth (SPTG). Such positive changes were observed among the most 
clergymen (61.0%), with a much higher prevalence than among therapists (43.0%); 
these changes were particularly apparent regarding spirituality.

The use of a cognitive restructuring strategy and empathy in the form of perspec-
tive taking appeared to be the best predictors of SPTG among both clergymen and 
therapists. This strategy reflects the tendency to adopt spontaneously someone else’s 
point of view in everyday situations. Such an ability to see positive sides to a traumatic 
experience and express cognitive empathy involves the conveyance of understanding; 
this approach allows emotional balance to be maintained and for positive change to be 
stimulated, while keeping affective distance.

Practical Implications

The present study examines both the negative and positive effects of secondary 
exposure to trauma. Few publications have examined both STS and SPTG. Our 
results suggest that the occurrence of negative posttraumatic symptoms is somehow 
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necessary for the occurrence of positive change. Clergymen, like many other profes-
sions helping trauma survivors, are not sufficiently aware of this natural but poten-
tially harmful aspect of their role. Comparatively little research has addressed the 
intangible cost to the clergymen of exposure to secondary traumatization (Hendron 
et  al., 2014). Pearlman and Saakvitne (1995) warn that therapists who ignore the 
long-term influence of their work on their physical and mental wellbeing, and who 
do not take care of themselves in this regard, are prone to harmful effects such as 
burnout and vicarious traumatization. Figley, a specialist in compassion fatigue, 
suggests adding to the Hippocratic Oath, primum non nocere, the second clause for 
caregivers: first do no SELF harm.

Support should be provided to clergymen involved in helping trauma survivors, 
people suffering from severe or incurable illnesses or personal tragedies; such sup-
port is particularly valuable, as they find it difficult to achieve support in their com-
munity. Despite their good intentions, those helping others may not be fully pre-
pared to deal with secondary consequences of trauma. Any such provider of support 
should be provided access to training to increase their competences in this area, as 
their activities have a strong influence on maintaining mental health.

In general, clergymen do not have the psychological qualifications or therapeu-
tic preparation that would formally authorize them to conduct therapy, counseling, 
interventions, or other relief activities. As such, they should be encouraged to sup-
plement and deepen their competences to be able to better support those experienc-
ing trauma.

Limitations and Future Directions

Our research has several limitations. First, the research is of a cross-sectional nature 
and is not a representative sample for Catholic clergymen. However, when devel-
oping a research plan on the secondary traumatization of clergy, we expected dif-
ficulties in reaching this group; therefore, we used trusted intermediaries and first 
obtained the consent of the clergy superiors. When inviting clergy to participate in 
the study, we described the main goal, which was to try to identify the risk of sec-
ondary traumatization, and then to prepare tools that would allow for self-monitor-
ing of this risk.

In total, we received 70 completed tools. Such a low amount may be due to the 
fact that the clergy appear generally reluctant to talk about their own professional 
experiences. Such behavior may be caused by a sense of shame related to emo-
tions that are difficult to control (Hendron et al., 2014). Future studies should there-
fore employ different approaches to reach respondents; perhaps through organized 
national meetings of clergymen working in institutions such as hospitals or pris-
ons. A lecture on the issues raised and possible consequences could help overcome 
resistance and encourage greater participation in the research.

In addition, our study only analyzed the use of cognitive strategies for coping 
with stress and did not include equally significant behavioral strategies. No other 
personality-related properties, such as self-efficacy, were considered, nor was the 
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importance of perceived social support. Finally, the traumatic experiences of the 
participants themselves were not considered.

Conclusion

The mental health of helpers would be better protected if, rather than living by 
the emotions of their patients or clients, they were encouraged to understand their 
charges and express their willingness to help. We believe that our research repre-
sents a step toward a better understanding of the consequences of secondary trauma 
acquired by clergy as part of their duties. A positive aspect of the research may be 
the finding that exposure to secondary traumatization is largely compensated by the 
occurrence of positive growth. Clergymen who help others provide a good example 
of how their activities positively affect their spiritual development and self-confi-
dence, as well as their appreciation of life and acceptance of helping others.

Previous studies published on the cooperation of clergymen and psychologists 
indicate the need for the clergy to broaden their knowledge about mental health, cri-
sis interventions, counseling, and psychological therapy. Unfortunately, poor com-
munication in this area is often seen as an obstacle to better cooperation (Oppenhe-
imer et al., 2004; Weaver et al., 1997).

Declarations 

Conflict of interest The authors declare that they have no conflict of interest.

Ethical approval All procedures performed in studies involving human participants were in accordance 
with the ethical standards of the institutional and/or national research committee and with the 1964 Hel-
sinki declaration and its later amendments or comparable ethical standards.

Ethical governance permissions were received from Ethics Committee of Academy of Social Sciences in 
Lodz and conducted according to the Declaration of Helsinki.

Informed consent Informed consent was obtained from all individual participants included in the study.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, 
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as 
you give appropriate credit to the original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other third party material in this article 
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is 
not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen 
ses/ by/4. 0/.

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


1240 Journal of Religion and Health (2022) 61:1226–1241

1 3

References

Abendroth, M. (2011). Overview and Summary: Compassion Fatigue: Caregivers at Risk.  OJIN. The 
Online Journal of Issues in Nursing,  16(1). https:// ojin. nursi ngwor ld. org/ MainM enuCa tegor ies/ 
ANAMa rketp lace/ ANAPe riodi cals/ OJIN/ Table ofCon tents/ Vol- 16- 2011/ No1- Jan- 2011/ Overv iew- 
and- Summa ry- Compa ssion- Fatig ue. html

Arnold, D., Calhoun, L. G., Tedeschi, R., & Cann, A. (2005). Vicarious posttraumatic growth in psy-
chotherapy. Journal of Humanistic Psychology, 45, 239–263. https:// doi. org/ 10. 1177/ 00221 67805 
274729

Bloom, P. (2017). Against empathy: the case for rational compassion. Bodley Head.
Chinnici, R. (1985). Pastoral care following a natural disaster. Pastoral Psychology, 33(4), 245–254. 

https:// doi. org/ 10. 1007/ BF010 77438
Cieślak, R., Benight, C., Rogala, A., Smoktunowicz, E., Kowalska, M., Zukowska, K., Yeager, C., & 

Łuszczyńska, A. (2016). Effects on internet-based self-efficacy on secondary traumatic stress and 
secondary posttraumatic growth among health and human service professionals exposed to indirect 
trauma. Frontiers in Psychology. https:// doi. org/ 10. 3389/ fpsyg. 2016. 01009

Cohen, K., & Collens, P. (2013). The impact of trauma work on trauma workers: a metasynthesis on 
vicarious trauma and vicarious posttraumatic growth. Psychological Trauma: Theory, Research, 
Practice, and Policy, 5(6), 570–580. https:// doi. org/ 10. 1037/ a0030 388

Daniels, J. (2006). Sekundäre Traumatisierung. Kritische Prüfung eines Konstruktes. Dissertation, Biele-
feld: Universität Bielefeld. http:// nbn- resol ving. de/ urn: nbn: de: hbz: 361- 10175

Davis, M. H. (2006). Empathy. In: J. Stets, & J. Turner (eds). Handbook of the Sociology of Emotions. 
Handbooks of Sociology and Social Research. Springer, Boston, MA. https:// doi. org/ 10. 1007/ 978-
0- 387- 30715-2_ 20

Everly, G. S. (2000). The role of pastoral crisis intervention in disasters, terrorism, violence, and other 
community crisis. International Journal of Emergency Mental Health, 2(3), 139–142.

Figley, C. R. (1995). Compassion fatigue as secondary traumatic stress disorder: an overview. In C. R. 
Figley (Ed.), Compassion fatigue: Coping with secondary traumatic stress disorder in those who 
treat the traumatized (pp. 1–20). New York: Brunner Routledge.

Figley, C. R. (2002). Compassion fatigue: psychotherapists’ chronic lack of self-care. Journal of Clinical 
Psychology, 58, 1433–1441. https:// doi. org/ 10. 1002/ jclp. 10090

Flannelly, K. J., Roberts, S. B., & Weaver, A. J. (2005). Correlates of compassion fatigue and burnout 
in chaplains and other clergy who responded to the September 11th attacks in New York city. The 
Journal of Pastoral Care & Counseling, 59(3), 213–224. https:// doi. org/ 10. 1177/ 15423 05005 05900 
304

Froman, M. (2014). A mixed methods study of the impact of providing therapy to traumatized clients: 
vicarious trauma, compassion fatigue, and vicarious posttraumatic growth in mental health thera-
pists. A Dissertation submitted to the faculty of the University of Minnesota. https:// hdl. handle. net/ 
11299/ 165355

Galek, K., Flannelly, K. J., Greene, P. B., & Kudler, T. (2011). Burnout, secondary traumatic stress, and 
social support. Pastoral Psychology, 60, 633–649. https:// doi. org/ 10. 1007/ s11089- 011- 0346-7

Hendron, J., Irving, P., & Taylor, B. (2014). Clergy stress through working with trauma: a qualitative 
study of secondary impact. Journal of Pastoral Care and Counseling, 68(4), 1–14. https:// doi. org/ 
10. 1177/ 15423 05014 06800 404

Holaday, M., Lackey, T., Boucher, M., & Glidewell, R. (2001). Secondary Stress, Burnout, and the 
Clergy. American Journal of Pastoral Counseling, 4(1), 53–72. https:// doi. org/ 10. 1300/ J062v 
04n01_ 05

Kaźmierczak, M., Plopa, M., & Retowski, S. (2007). Skala Wrażliwości Empatycznej [Empathetic Sensi-
tivity Scale]. The Review of Psychology, 50(1), 9–24.

Lount, M., & Hargie, O. D. (1997). The priest as counsellor: An investigation of critical incidents in the 
pastoral work of catholic priests. Journal of Counselling Psychology Quarterly, 10(3), 247–259. 
https:// doi. org/ 10. 1080/ 09515 07970 82541 77

Ludick, M., & Figley, C. R. (2016). Toward a mechanism for secondary trauma induction and reduction: 
reimagining a theory of secondary traumatic stress. Traumatology. https:// doi. org/ 10. 1037/ trm00 
00096

Manning-Jones, S., de Terte, I., & Stephens, C. (2017). The relationship between vicarious posttraumatic 
growth and secondary traumatic stress among health professionals. Journal of Loss and Trauma, 
22(3), 256–270. https:// doi. org/ 10. 1080/ 15325 024. 2017. 12845 16

https://ojin.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Vol-16-2011/No1-Jan-2011/Overview-and-Summary-Compassion-Fatigue.html
https://ojin.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Vol-16-2011/No1-Jan-2011/Overview-and-Summary-Compassion-Fatigue.html
https://ojin.nursingworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofContents/Vol-16-2011/No1-Jan-2011/Overview-and-Summary-Compassion-Fatigue.html
https://doi.org/10.1177/0022167805274729
https://doi.org/10.1177/0022167805274729
https://doi.org/10.1007/BF01077438
https://doi.org/10.3389/fpsyg.2016.01009
https://doi.org/10.1037/a0030388
http://nbn-resolving.de/urn:nbn:de:hbz:361-10175
https://doi.org/10.1007/978-0-387-30715-2_20
https://doi.org/10.1007/978-0-387-30715-2_20
https://doi.org/10.1002/jclp.10090
https://doi.org/10.1177/154230500505900304
https://doi.org/10.1177/154230500505900304
https://hdl.handle.net/11299/165355
https://hdl.handle.net/11299/165355
https://doi.org/10.1007/s11089-011-0346-7
https://doi.org/10.1177/154230501406800404
https://doi.org/10.1177/154230501406800404
https://doi.org/10.1300/J062v04n01_05
https://doi.org/10.1300/J062v04n01_05
https://doi.org/10.1080/09515079708254177
https://doi.org/10.1037/trm0000096
https://doi.org/10.1037/trm0000096
https://doi.org/10.1080/15325024.2017.1284516


1241

1 3

Journal of Religion and Health (2022) 61:1226–1241 

Mathews, M. (2007). An investigation of Singaporean clergy treatment models for mental problems. 
Journal of Religion and Health, 46(4), 558–570.

McCann, I. L., & Pearlman, L. A. (1990). Vicarious traumatization: A framework to understanding the 
psychological effects of working which victims. Journal of Traumatic Stress, 3(1), 131–149. https:// 
doi. org/ 10. 1007/ BF009 75140

Moran, M., Flannelly, K. J., Weaver, A. J., Overvold, J., Hess, W., & Wilson, J. C. (2005). A study of 
pastoral care, referral, and consultation practices among clergy in four settings in the New York City 
Area. Pastoral Psychology, 53(3), 255–266. https:// doi. org/ 10. 1007/ s11089- 004- 0556-3

Ogińska-Bulik, N., & Juczyński, Z. (2018). Cognitive processing of trauma–polish adaptation of the cog-
nitive processing of Trauma Scale. The Review of Psychology, 61(2), 171–187.

Ogińska-Bulik, N., & Juczyński, Z. (2020). Kiedy trauma innych staje się własną. Negatywne i pozytywne 
konsekwencje pomagania osobom po doświadczeniach traumatycznych. [When the trauma of others 
becomes their own. Negative and positive consequence of helping people after traumatic experi-
ences]. Warszawa: PWN. ISBN: 978–83–01–211783

Ogińska-Bulik, N., Juczyński, Z., & Michalska, P. (2020). The mediating role of cognitive trauma pro-
cessing in the relationship between empathy and secondary traumatic stress symptoms among 
female professionals working with victims of violence. Journal of Interpersonal Violence. https:// 
doi. org/ 10. 1177/ 08862 60520 976211

Ogińska-Bulik, N., Gurowiec, P., Michalska, P., & Kędra, E. (2021). Prevalence and determinants of sec-
ondary posttraumatic growth following trauma work among medical personnel: a cross sectional 
study. European Journal of Psychotraumatology, 12, 1876382. https:// doi. org/ 10. 1080/ 20008 198. 
2021. 18763 82

Ogińska-Bulik, N., Juczyński, Z., Lis-Turlejska, M., & Merecz-Kot, D. (2018). Polish adaptation of 
PTSD Checklist for DSM-5–PCL-5. A preliminary communication. The Review of Psychology, 
61(2), 287–291.

Oppenheimer, J. E., Flannelly, K. J., & Weaver, A. J. (2004). A comparative analysis of the psychologi-
cal literature on collaboration between clergy and mental-health professionals–perspectives from 
secular and religious Journals: 1970–1999. Pastoral Psychology, 53, 153–162. https:// doi. org/ 10. 
1023/B: PASP. 00000 46826. 29719. 8d

Pearlman, L. A., & Saakvitne, K. (1995). Trauma and the therapist: Countertransference and vicarious 
traumatization in psychotherapy with incest survivors. W.W. Norton.

Rauvola, R. S., Vega, D. M., & Lavigne, K. N. (2019). Compassion fatigue, secondary traumatic stress, 
and vicarious traumatization: a qualitative review and research agenda. Occupational Health Sci-
ence, 3, 297–336. https:// doi. org/ 10. 1007/ s41542- 019- 00045-1

Shiri, S., Wexler, I. D., Alkalay, Y., Meiner, Z., & Kreitler, S. (2008). Positive psychological impact of 
treating victims of politically motivated violence among hospital-based health care providers. Psy-
chotherapy and Psychosomatics, 77, 315–318. https:// doi. org/ 10. 1159/ 00014 2524

Tedeschi, R. G., & Calhoun, L. G. (2004). Posttraumatic growth: Conceptual foundations and empirical 
evidence. Psychological Inquiry, 15, 1–8. https:// doi. org/ 10. 1207/ s1532 7965p li1501_ 01

Weathers, F., Litz, B., Keane, T., Palmieri, P., Marx, B., & Schnurr, P. (2013). The PTSD Checklist for 
DSM-5 (PCL-5). The National Center for PTSD. https:// www. ptsd. va. gov/ profe ssion al/ asses sment/ 
adult- sr/ ptsd- check list. asp

Weaver, A. J., Samford, J. A., Kline, A. E., Lucas, L. A., Larson, D. B., & Koenig, H. G. (1997). What do 
psychologists know about working with the clergy? An analysis of eight APA journals: 1991–1994. 
Professional Psychology: Research and Practice, 28(5), 471–474. https:// doi. org/ 10. 1037/ 0735- 
7028. 28.5. 471

Williams, R. M., Davis, M. C., & Millsap, R. E. (2002). Development of the cognitive processing of 
trauma scale. Clinical Psychology and Psychotherapy, 9, 349–365. https:// doi. org/ 10. 1002/ cpp. 343

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published 
maps and institutional affiliations.

https://doi.org/10.1007/BF00975140
https://doi.org/10.1007/BF00975140
https://doi.org/10.1007/s11089-004-0556-3
https://doi.org/10.1177/0886260520976211
https://doi.org/10.1177/0886260520976211
https://doi.org/10.1080/20008198.2021.1876382
https://doi.org/10.1080/20008198.2021.1876382
https://doi.org/10.1023/B:PASP.0000046826.29719.8d
https://doi.org/10.1023/B:PASP.0000046826.29719.8d
https://doi.org/10.1007/s41542-019-00045-1
https://doi.org/10.1159/000142524
https://doi.org/10.1207/s15327965pli1501_01
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
https://doi.org/10.1037/0735-7028.28.5.471
https://doi.org/10.1037/0735-7028.28.5.471
https://doi.org/10.1002/cpp.343

	Empathy and Cognitive Processing as Factors Determining the Consequences of Secondary Exposure to Trauma Among Roman Catholic Clergymen
	Abstract
	Introduction
	Two Faces of Secondary Traumatization
	The Mechanisms of Secondary Posttraumatic Changes—The Role of Empathy and Cognitive Processing

	Method
	Sample and Procedure
	Measures
	Data Analysis

	Results
	Descriptive Analysis—Comparison of Study Groups
	Predictors of Secondary Traumatic Stress and Secondary Posttraumatic Growth

	Discussion
	Practical Implications
	Limitations and Future Directions

	Conclusion
	References




