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SECONDARY TRAUMA: HOW WORKING WITH
TRAUMA SURVIVORS AFFECTS THERAPISTS
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ABSTRACT: Secondary trauma, a relatively recent topic that has emerged
in the field of social work, includes the emotional and psychological effects that
working with traumatized clients has on therapists. Secondary trauma can seri-
ously impact therapists’ personal and professional well-being. Trauma therapists
face major ethical dilemmas if their reactions to being traumatized enter into the
therapeutic relationship, exposing clients to psychological harm or possibly re-
traumatization. As many graduate programs in social work and social service
agencies are still unaware of this phenomenon, recommendations are made for
how to introduce the topic as priority and how to cope with and prevent secondary
trauma.
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INTRODUCTION

Personal Case Vignette

As a social work student at a nationally recognized child protection center
in the Bronx, one of my major assignments was to screen the women caretakers
of the children evaluated at the center to assess their history of and current
experience with domestic violence. It took me many weeks to feel comfortable and
confident approaching the women caretakers in the waiting area, introducing
myself, asking them to join me in a private room for a few minutes, and then
explaining to them the nature of the questionnaire and the center’s concerns
about their safety and that of their families. One afternoon I approached a young
woman in the waiting area who was sitting with a young man and two small
children. I introduced myself to her and the young man and asked if I could speak
with her alone in the back for a few minutes. She looked at him, looked at me,
and asked if he could join us. I said that this part of the interview was just for
mothers and that it would only take a few minutes. She looked back at him as if
to ask for permission, and he said to her, “Go ahead, I’ll wait here with the boys.”
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While explaining to her the purpose of the screen in a private room, the
woman was very quiet. During the course of the 40-question screen, the woman
admitted that she had been emotionally and physically abused recently. When
asked by whom, she refused to say. Slowly I came to realize that her abuser was
the man sitting out in the waiting area. When I gently presented this question
to her, she told me that it was indeed he who was abusing her. A sense of shock
overcame me, as I had never encountered such a situation in the few months that
I had been screening women. About halfway through the screen, she asked to
stop and became visibly upset. I asked if it was safe for me to give her a packet
of information with useful phone numbers and resources that could help her and
she nodded. She took the envelope, folded it up very small, and shoved it in her
back pocket. I thanked her and saw her back to the waiting room.

My heart was racing and my head was telling me that something more needed
to be done to ensure this woman’s safety. I alerted the manager of social services
and met with the treatment team who was working with the family. They all
agreed that a social worker needed to speak with her about her safety and options.
The team also noted that it was difficult to separate the young woman from the
man, since he wanted to be included in every part of the children’s interview, and
often spoke for her and the children. They agreed that, since I was successful at
separating the woman from the man once already, I should do it again because
I was a familiar face, and it would not seem suspicious to him. Immediately, I
felt incredibly fearful and panicky. My heart was racing and my palms became
sweaty. I was initially afraid for myself—would this man become suspicious and
possibly become angry or upset and try to hurt me? Sensing my trepidation, the
manager of social services reminded me that the real concern for the team was
what may happen to the woman when she returned home with him.

There was some confusion in the hallway and ultimately, the manager of
social services was able to separate the young woman from the man. All three of
us went into a private room, and the manager spoke with the woman about what
I had learned during the screen, whether she felt she was in imminent danger,
and what her options were. The woman maintained that she was not ready to
deal with her own abuse. We emphasized our ability to help her when she was
ready. After the children’s evaluations were complete, she left with them and the
young man.

I left the center shortly after this incident to go home. On my way home, I
stopped at the grocery store. As I was shopping, I kept turning my head to see
who was around me. I felt extremely anxious and hypervigilant. I finished my
shopping quickly and rushed home. Once inside my apartment, I locked the door
and broke down crying. Later that night, as I was explaining the incident to a
close friend, I sobbed uncontrollably. For weeks, I could not talk about what
happened, not even to my field instructor, because I feared it would make me too
upset.

What was my reaction all about? For the next several weeks, I kept
asking myself why this incident affected me so strongly. In the end, from
a social service point of view, I did all that I could do to help this young
woman—I quickly assessed her situation, identified the danger to her,
offered her resources, and ultimately, deferred to an experienced social
worker who could provide a more skillful intervention. I could not find a
hard and fast explanation for the feelings of fear and anxiety that the
situation invoked in me.
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When I was finally able to process the situation with my field instruc-
tor, she explained to me that somehow the trauma that this woman had
experienced by being in an abusive relationship and the feeling I had
that she was in imminent danger had, in effect, traumatized me. This
phenomenon—that working with clients who have suffered from trauma
can cause therapists to become traumatized themselves—is most often
referred to as secondary or vicarious traumatization. This idea was not
new to me in theory; I had learned about it during my first year field
placement in a trauma-focused program. However, it occurred to me that
students of social work were not being taught in the classroom about this
very serious and inevitable effect of working with trauma survivors. The
more I asked around, the more I learned that not only were students not
aware of what secondary or vicarious traumatization is, but also that
many faculty members and agency workers were also not aware of the
term and what it means.

Secondary or vicarious traumatization is a relatively recent topic that
has emerged in the field of mental health work with survivors of trauma.
In the wake of the recent terrorist attacks on our nation, secondary trauma
desperately needs to move to the forefront of American consciousness, as
hundreds of rescue workers and mental health providers who have worked
with traumatized victims have undoubtedly been victims of secondary
trauma themselves. This paper will focus on two primary areas of concern:
practice considerations, including manifestations of secondary trauma on
both mental health workers and clients; and coping with and preventing
secondary trauma on both an individual (micro) level and an organiza-
tional (macro) level. Close attention will be paid throughout this paper
to ethical concerns regarding secondary trauma. Key observations will be
noted and recommendations will be made for continuing to study and
raise awareness of secondary trauma and its effects on social workers
and clients.

DEFINITIONS AND DISTINCTIONS

Trauma and Post-Traumatic Stress Disorder

There are several different terms in the literature on trauma that
describe its effects on therapists. In order to understand them, it is best
first to understand what trauma is and whom it affects. A traumatic event
typically involves the actual or threatened death or injury to one’s self or
others, around which feelings of fear, helplessness, or horror were present
(Baldwin, 1995). These events can include things like war, natural disas-
ters, accidents, rape or sexual assault, physical or emotional abuse, or
the death of a loved one, to name only a few. No person is immune to



296

CLINICAL SOCIAL WORK JOURNAL

experiencing traumatic events; they can affect people regardless of age,
race, sex, ethnicity, sexual orientation, religious affiliation, or educational
level. Likewise, anyone experiencing these events can and often do develop
Post-Traumatic Stress Disorder (PTSD), which consists of a range of emo-
tional, behavioral, and cognitive symptoms that result from such events
(Conrad & Perry, 2000). The most common symptoms of PTSD include
intrusive thoughts, often in the form of flashbacks or nightmares, in which
the traumatic event is re-experienced; avoidance, when the person tries
to deny or reduce exposure to people or things that might elicit painful
feelings; and hyperarousal, which includes physiological signs of hypervig-
ilance or increased startle response (Baldwin, 1995). These symptoms
are outlined more thoroughly in the DSM-IV. Furthermore, the DSM-IV
specifies that in order for a person to be diagnosed with PTSD, the symp-
toms need to be present for more than one month and have to cause
serious impairment to daily functioning (Maxmen & Ward, 1995).

Trauma’s Effects on Mental Health Workers

Researchers have compared the effect of a client’s trauma on his or
her mental health worker to the symptoms of PTSD described above
(Conrad & Perry, 2000). Most agree that working with clients who have
been traumatized has inevitable, long-lasting, and often detrimental ef-
fects on therapists (Herman, 1992), and that these reactions may occur
regardless of race, gender, age, or level of training (Edelwich & Brodsky,
1980). However, the researchers examining this issue do not all agree on
what to call this phenomenon or how to define it. Charles Figley (1993a)
defines secondary traumatic stress as “the natural consequent behaviors
and emotions resulting from knowing about a traumatizing event experi-
enced by a significant other—the stress resulting from helping or wanting
to help the traumatized or suffering person.” Figley (1995) suggests the
term “compassion fatigue” as an alternative name for secondary traumatic
stress that is the equivalent of PTSD. Some researchers believe that
secondary trauma can result from exposure to a single traumatic experi-
ence (Conrad & Perry, 2000). Many use the terms “secondary trauma”
and “vicarious trauma” interchangeably to mean the effects on a therapist
of any work with traumatized clients, and throughout this paper both
terms will be used. However, Pearlman and Mac Ian (1995) define vicari-
ous traumatization as the cumulative effects on a therapist of engaging
in therapeutic relationships with trauma victims. According to Pearlman
and Saakvitne (1995), long-term empathic engagement with traumatized
clients can transform the therapist’s ways of experiencing the self, others,
and the world.

Many researchers assert that secondary or vicarious traumatization
should not be confused with burnout or countertransference. Courtois
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(1993) posits that vicarious traumatization overlaps to some degree with
burnout and countertransference. Burnout is defined as “a state of physi-
cal, emotional, and mental exhaustion caused by long-term involvement
in emotionally demanding situations” (Pines & Aronson, 1988). Burnout
may include exhaustion, depersonalization, and a reduced feeling of ac-
complishment (Conrad & Perry, 2000); it can become progressively worse,
is fairly predictable, and can often be remedied by a vacation or changing
jobs (America’s Continuing Education Network, 1999). Although trauma
workers can experience burnout, secondary or vicarious trauma differs
from burnout in that it specifically involves exposure to emotionally trying
images and descriptions of suffering (McCann & Pearlman, 1999). It also
involves patterns of reexperiencing clients’ trauma, avoidance, and numb-
ing, and persistent arousal (America’s Continuing Education Network,
1999). Although burnout is a gradual effect of emotional exhaustion, sec-
ondary trauma can emerge rapidly with little warning and can cause
helplessness and confusion (Figley, 1995).

Countertransference is also closely associated with secondary or vicar-
ious traumatization. Although countertransference and secondary trauma
can both involve a therapist’s emotional reactions to material presented
by a client, countertransference has traditionally been viewed as the
therapist’s reaction to or distortion of client material based on unconscious
or unresolved conflicts from the therapist’s own life experiences (Freud,
1959; McCann & Pearlman, 1999). Although some admit that secondary
or vicarious traumatization can include or be considered a special form
of countertransference, most also agree that secondary trauma is a unique
situation in which there may be no pre-existing personal characteristics or
unresolved psychological conflicts to explain therapists’ reactions (Figley,
1995; Courtois, 1993; McCann & Pearlman, 1999). According to McCann
and Pearlman (1999), vicarious traumatization also differs from counter-
transference in that it can seriously alter the therapist’s ‘cognitive schema’
and have long lasting effects on the therapist’s feelings, relationships,
and life.

PRACTICE CONSIDERATIONS

Researchers have shown that hearing stories or re-enactments of multi-
ple clients’ traumatic incidents can cause many of the same symptoms
as post-traumatic stress disorder, including disturbed sleep, anger, fear,
suppression of emotions, nightmares, flashbacks, irritability, anxiety, alien-
ation, feelings of insanity, loss of control, and even suicidal thoughts (Hodg-
kinson & Shepherd, 1994; O’Rear, 1992). The therapist may become increas-
ingly serious or cynical, develop an increased sensitivity to violence, or be
overcome by grief and despair (Pearlman & Saakvitne, 1995). It is not hard
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to see how such changes in a therapist can seriously affect his or her
therapeutic relationships and even cause harm to clients. In order to under-
stand the full implications of secondary trauma on clients and the ethical
issues involved, it is first important to see exactly what happens to a
therapist who is exposed to accounts of trauma on a daily basis.

Manifestations of Secondary Trauma on Therapists

Understanding the reactions of therapists who work with trauma-
tized populations has its foundation in a model called constructivist self-
development theory (CSDT) (McCann & Pearlman, 1991b). CSDT states
that human beings construct their own personal realities that develop into
ever-evolving and complex cognitive structures, which Piaget described as
‘schemas.’ These schemas include beliefs, assumptions, and expectations
about the self and the world and enables people to make sense of both.
McCann and Pearlman (1991a) hypothesize that a traumatic experience
can cause serious disruption of certain aspects of a person’s schema,
and that working with trauma survivors can have the same effect for
therapists. The beliefs, assumptions, and expectations that are disrupted
or changed are different for each therapist, and depend on two factors:
aspects of the work and aspects intrinsic to the individual therapist.
Aspects of the work include that nature of the clientele, specific facts of
the event, organizational factors, and social/cultural issues. Aspects of
the therapist include personality, personal history, current personal cir-
cumstances, and level of professional development. Pearlman and Saak-
vitne (1995) base their understanding of vicarious traumatization on their
own research and personal experiences working with trauma survivors,
on established research in the field, and on discussions with trauma
therapists and others who work with trauma victims (police, journalists,
emergency room personnel, etc.).

Seven major schema have been identified as the most prone to being
altered by experiences with trauma: 1) frame of reference about the self
and the world; 2) trust; 3) safety; 4) power and control; 5) independence;
6) esteem; and 7) intimacy. An individual’s frame of reference refers to
his or her identity, world view, and spirituality. Vicarious traumatization
causes trauma therapists to question their own identity, role, and self
worth (“Am I competent enough to do this work?”). Preoccupation with
client’s traumatic material often interferes with a therapist’s ability to
be fully conscious and involved in his or her own life experiences—causing
dissociation from the self and creating distance from others. As the thera-
pist hears tales of horrific incidents or re-enactments, his or her view of
the world and values change. He or she can become extremely cynical
and lose a sense of hope and optimism in humanity (“Why are people so
cruel?”). The emotional numbing that can occur as a result of feeling grief,
shock, anger, or terror can affect a therapist’s spirituality. Awareness of
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oneself and of something beyond oneself become closed off as the therapist
experiences these profound feelings and loses hope in the self and the
world around the self. As the therapist experiences trauma second-hand,
defenses such as denial, intellectualization, isolation of affect, dissocia-
tion, and projection are employed. These defenses serve to protect the self
from harmful material, but can also seriously alter a therapist’s identity,
world view, and sense of spirituality (Pearlman & Saakvitne, 1995;
McCann & Pearlman, 1999).

Therapists who work with trauma survivors may also learn of other
people’s acts of cruelty, deception, betrayal, or violation of trust towards
their clients. This can cause therapists to have their own serious issues
of trust, making them cynical, suspicious of people’s motives, or perceiving
others as untrustworthy. This can affect therapists’ personal lives by
causing them to view intimate partners, friends, and family with the same
mistrustful eye. In addition, just as a trauma survivor almost always
feels a loss of safety, the therapist’s sense of vulnerability and fear for
themselves and others may also increase. Therapists in this situation
may become hypervigilant, expect to be victimized, or lose trust in their
instincts. Along with this vulnerability comes a sense of helplessness as
clients share stories of incidents in which they had little or no power or
control. Trauma therapists may feel that they have to have control over
the client’s recovery, which is an unreasonable expectation. This can
sometimes lead therapists to give clients advice instead of helping clients
understand their reactions to situations. The need for power and control
in the face of feelings of helplessness that come with hearing about trauma
on a daily basis also leads therapists to try to control their own personal
relationships. This can backfire and cause even more distress and dysfunc-
tion in the therapists’ social systems. Victims of trauma as well as trauma
therapists may also feel a loss of independence as a result of feeling
personally vulnerable and out of control (Pearlman & Saakvitne, 1995;
McCann & Pearlman, 1999).

Other effects of vicarious traumatization include loss of esteem, both
of the self and of others. In addition to devaluing, criticizing, and being
cynical about the capabilities of others, the therapist may question self-
worth (“What good am I if I can’t help other people?”). In the extraordinarily
difficult world of trauma therapy, progress often comes slowly and the
therapist may feel they are doing more harm than good. The loss of faith
in humanity that leads a trauma therapist to become cynical also leads
him or her to block against feelings of intimacy with oneself and others.
Therapists may become emotionally unavailable from him or her self or
others as a result of feeling too emotionally invested in lives of traumatized
clients (Pearlman & Saakvitne, 1995; McCann & Pearlman, 1999).

In addition to these cognitive schema that are most often affected by
vicarious traumatization, Pearlman and Saakvitne (1995) discuss other
effects on the therapist, including impairments in self-capacities (the
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ability to maintain a positive sense of self and an inner sense of connection
with others), ego resources, and the sensory system. Changes in self-
capacities include an inability to maintain positive self-esteem while mod-
ulating strong affect. This leads to numbing and behaviors that promote
numbing, including alcohol consumption, overeating, overspending, over-
working, etc. Vicarious traumatization can also impair certain ego re-
sources, most commonly, the ability to make sound judgments, to be
introspective, and to maintain boundaries. As in impairments to self-
capacities, difficulties with managing ego resources can lead to overwork-
ing or becoming overly absorbed in the trauma work; decision-making
difficulties; a lack of insight into process in therapeutic relationships; and
a lack of interest in others needs (Pearlman & Saakvitne, 1995). These
effects can be particularly harmful to the client as well as the therapist,
as will be discussed in a later section.

Therapists suffering the effects of vicarious traumatization quite often
become haunted by the imagery of the client being involved in the traumatic
event. These intrusive thoughts can stay with the therapist long after the
session and can emerge at the most unexpected times. For example, a trauma
therapist working with a survivor of rape or sexual assault may be flooded
with painful thoughts about the incident. Just as a rape survivor may have
flashbacks of the incident during later sexual experiences, so the therapist
may find that these images are interrupting his or her own moments of
intimacy. It is also not uncommon for therapists to experience strange,
painful, or unfamiliar physical sensations, such as numbing or sharp pains
in certain body parts. Certain noises or smells may also trigger intrusive
imagery in the therapist and client alike (Pearlman & Saakvitne, 1995).

Special attention must be given to trauma therapists who are them-
selves trauma survivors. If the therapist is still recovering from his/her
own traumatic experience, there are risks of overidentifying with clients
or confusing personal healing with clients’ healing (Yassen, 1995). This
may be harmful to both the therapist and the client (harm to the client
will be discussed later). Studies have shown that survivor therapists are
at a higher risk for vicarious traumatization; Pearlman and Mac Ian
(1995) found much higher rates of psychological disturbance in the 60%
of therapists who stated they had a history of trauma. Survivor therapists
may hear a client’s experience and relive memories and feelings associated
with their own traumatic experience. Trauma therapists who have gone
through similar experiences as their clients may begin to dissociate during
sessions, causing serious disruption in the therapeutic process (Pearl-
man & Saakvitne, 1995).

Manifestations of Secondary Trauma on Clients

If material that clients present to trauma therapists can cause such
a range of painful experiences and feelings for these therapists, it seems
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logical to infer that such feelings will emerge in the therapeutic relation-
ship. Even well-trained and skilled therapists may not be able to remain
empathic towards clients if they are suffering from secondary trauma.
Reactions to secondary trauma that are manifested in sessions as counter-
transference pose a serious ethical dilemma for therapists, as clients can
actually be harmed or possibly even re-traumatized by such reactions
(Pearlman & Saakvitne, 1995).

A therapist whose identity as an effective helper has been challenged
by vicarious traumatization may have many potentially harmful counter-
transferential reactions. He or she may project shame onto clients who are
“narcissistically vulnerable”—that is, clients who point out the therapist’s
shortcomings directly or with symptoms of depression or despair. Thera-
pists in such situations may inappropriately seek praise from clients as
a way to restore his notion that he is a competent therapist. Trauma
therapists who feel incompetent as a result of vicarious traumatization
may have feelings of guilt, shame, or envy that may lead him or her to
accept clients’ negative transference as truth. Alternatively, if clients
idealize the therapist whose identity and self-esteem are impaired, the
therapist may fail to perceive this or work through it. Therapists who
feel incompetent also sometimes try new, often inappropriate treatment
modalities without fully understanding the modality or the client. If the
therapist is not trained in a modality and how to identify clients suited
to it, the treatment may be harmful to the client (i.e. cause flooding of
emotions, flashbacks, etc.) (Pearlman & Saakvitne, 1995).

A therapist who overidentifies with a client’s experiences can, for
example, express so much rage for the client’s perpetrator that the client
avoids mentioning possible positive experiences with the perpetrator or
times that the client was abusive towards her own children (Pearlman &
Saakvitne, 1995). The therapist whose world view has been changed as
a result of vicarious traumatization may blame the victim or join together
with the client to avoid working through the trauma (Astin, 1997). The
therapist may fail to hear or allow clients to speak about things that
challenge the therapist’s beliefs about the world or people. On the other
hand, the therapist may unwittingly prompt the client to discuss that
which will restore his or her “shattered” world view, but may not allow
the client to express and process his or her own feelings or views of the
world (Pearlman & Saakvitne, 1995). These defenses against vicarious
traumatization used by therapists to seek protection or to rebuild their
compromised identities can be self-serving, and can cause clients to with-
hold material. This may seriously inhibit the treatment process and the
clients’ ability to heal from trauma.

Other ways that secondary trauma affects clients is when the thera-
pist tries to avoid feelings or topics that produce anxiety, anger, fear, or
other strong feelings in him or her. The therapist may become authoritar-
ian, adversarial, or argumentative with clients, which can confuse or hurt
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the client, causing him or her to disconnect from the therapist. If the
therapist’s self-capacities become impaired, the therapist may become
emotionally unavailable to a client at a crucial time when the client for
some reason feels the need to distance him or herself from the therapist.
This point in the treatment is critical to helping survivors gain trust in
the therapist, become connected with others, and work through traumatic
material. If the therapist cannot be empathic towards a client, he or she
can retraumatize a client by failing to notice attempts to distance him or
herself. The therapist may further withdraw from the client by canceling
appointments, not returning calls, responding irritably, or tuning out
during sessions (Pearlman & Saakvitne, 1995).

When a therapist begins to lose trust in his or her professional capabil-
ities as a result of vicarious trauma, he or she may over-medicate or
over-hospitalize clients who evoke feelings of anxiety in the therapist.
Conversely, if the therapist begins mistrusting others, he or she may not
make use of helpful referral sources, supervision, or consultation with co-
workers and encourage the client to only trust the therapist. The most
harmful trust scenario is when a therapist blames the client for the trau-
matization and views him or her as manipulative rather than placing
trust in the client. As a result, the therapist rejects or encourages the
client’s dependency needs, and may retraumatize the client.

Therapists whose sense of control has been altered due to secondary
trauma may reject or be unable to tolerate client’s “out of control” feelings.
The therapist may try to give the client directives that are inappropriate,
or may establish unreasonable or rigid boundaries. These attempts to
gain some form of control on behalf of the therapist takes the essential
technique of self-exploration out of the therapeutic relationship. The ther-
apist who has been secondarily traumatized may also have boundary
difficulties; for instance, he or she may seek intimacy within the therapeu-
tic relationship since their personal intimate relationships may have suf-
fered due to secondary trauma. The most severe and unethical form of
this boundary violation is when a therapist enters into a sexual relation-
ship with a client. While this kind of intimacy may help alleviate thera-
pists’ and possibly clients’ pain, it is extremely unprofessional and can
deeply hurt or confuse clients (Pearlman & Saakvitne, 1995).

The National Association of Social Workers’ Code of Ethics (1996)
reads, “social workers should be alert to and avoid conflicts of interest
that interfere with the exercise of professional discretion and impartial
judgment,” and, “social workers should not take unfair advantage of any
professional relationship or exploit others to further their personal, reli-
gious, political, or business interests” (p. 9). Therapists who are affected
by vicarious traumatization quite often do not realize the potentially
harmful, destructive, and traumatic effects they can have on clients. Many
of the defenses mentioned above prevent therapists from using their “pro-
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fessional discretion” and therapists may not realize that they are “taking
unfair advantage” of the “professional relationship” to protect or heal
themselves from the trauma that they are experiencing. The Code of
Ethics also states “social workers should not allow their personal prob-
lems, psychological distress . . . or mental health difficulties to interfere
with their professional judgment and performance or to jeopardize the
best interests of people for whom they have a professional responsibility”
(p. 23). Social workers who provide treatment to traumatized individuals
and who subsequently become traumatized have a moral and ethical
imperative to acknowledge and address the secondary trauma before they
“jeopardize the best interests” of clients.

COPING AND PREVENTION

Individual Methods

Almost all researchers in the area of secondary or vicarious traumati-
zation agree that individual therapists’ coping and prevention tactics
should include a balance of work and ‘play’ (Yassen, 1995; Pearlman &
Saakvitne, 1995; Conrad & Perry, 2000; Astin, 1997). Physical and psycho-
logical self-care is key to working with trauma victims, whether as a way
to cope with existing symptoms of secondary trauma, or as a way to
prevent it. Some personal tactics for preventing secondary trauma include
making adequate time for rest and relaxation; eating right and exercising,
common ways of reducing stress and improving overall health; and taking
time for self-reflection and creative expression, such as writing, drawing,
painting, sculpting, dancing, or cooking (Conrad & Perry, 2000). Yassen
(1995) suggests that having regular contact with nature, including taking
trips to the park, hiking, boating, camping, or even simply caring for pets
or plants, can be restorative and help us consider the entire world and
our place in it.

Several researchers suggest spirituality as a way of regaining mean-
ing, hope, and awareness. Examples of becoming spiritually connected
include meditation and yoga, becoming part of a religious group, or partici-
pating in community activities or revitalization projects (Pearlman &
Saakvitne, 1995; Yassen, 1995). Spending time with friends and family
is critical to remaining connected to one’s identity. In addition, Conrad and
Perry (2000) emphasize spending time alone, praising yourself, allowing
yourself to cry, and finding things to laugh about.

Another excellent way of dealing with the effects of secondary or
vicarious traumatization is seeking personal psychotherapy. “Psychother-
apy is a way of understanding and nurturing oneself, a gift one can give
oneself whose benefits also ripple outward to family, friends, clients, and
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colleagues” (Pearlman & Saakvitne, 1995). Yassen (1995) considers get-
ting professional help a sign of personal strength on the part of the trauma
therapist—that any therapist who is willing to process the effects of
traumatic stress will be a more responsible, effective helper to his or her
client. Trauma therapists who are themselves survivors of trauma can
benefit tremendously from psychotherapy and support groups for survi-
vors, in which they can safely explore feelings, reactions, and experi-
ences—a necessary part of healing and of continuing to work with clients
who have been traumatized.

In addition to developing a healthy personal life outside of work,
trauma therapists need to pay equal attention to professional strategies
of coping with and preventing secondary trauma. Perhaps the most impor-
tant step is recognizing and accepting that secondary or vicarious trauma
is a normal part of doing trauma work (Pearlman & Saakvitne, 1995). If
a trauma therapist is ashamed, embarrassed, or in denial of painful feel-
ings that emerge when hearing clients’ stories, he or she is not likely to
take measures that can reduce the pain or stress. As illustrated earlier,
vicarious trauma that goes untreated can be dangerous for the mental
health of both the therapist and the client.

Most experts agree that one of the easiest ways of preventing second-
ary trauma in the workplace is by limiting exposure to traumatized clients
(Cerney, 1995; Yassen, 1995; Pearlman & Saakvitne, 1995; Conrad &
Perry, 2000). This can be done in a number of ways: by ‘diversifying’ a
caseload (including some non-trauma clients); or, if it is not possible to
see non-trauma clients, then by limiting one’s caseload. If the therapist
only sees clients who have experienced trauma, then other tactics include
leaving as close as possible to the agreed upon time, taking regular breaks,
taking a full hour for lunch, and taking regular vacations (Yassen, 1995;
Conrad & Perry, 2000). Pearlman and Saakvitne (1995) note that, when
a trauma therapist overworks, he or she sends the conflicting message
to their clients that they need to set limits in relationships, but that the
therapist does not need to do so. In addition, many agree that it is crucial
for therapists to ‘know their limits’—that is, for therapists to understand
that no amount of work is going to permanently ‘erase’ the trauma for
the client. Maintaining a realistic view of which goals are achievable with
which clients helps the therapist appreciate progress at any level and
restores faith in his or her ability to be helpful (Cerney, 1995; Yassen,
1995; Pearlman & Saakvitne, 1995).

Maintaining professional connection is another key way to cope with
and prevent secondary trauma. Professional training or development, staff
or peer support groups, supervision and consultation can help any social
worker grow as a professional and process the effects of the daily work.
Pearlman and Saakvitne (1995) emphasize that trauma therapists need
to be trained in both trauma and non-trauma issues so that they can
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remain connected both to their present field of work and also to broader
areas of therapeutic training. Yassen (1995) mentions membership and
participation in professional affiliations or associations as another way
for trauma therapists to feel connected and feel like they are affecting
change.

Regular and adequate supervision can help the trauma therapist
discuss his or her reactions to client material and pay closer attention to
how his or her feelings may be affecting the therapeutic relationship.
Conrad and Perry (2000) state that supervisors can be a primary way to
cope with and prevent secondary trauma if they can recognize and accept
the phenomena, while effectively handling their own stress. Understand-
ing and supportive supervisors can also play a key role in modifying
caseloads and assisting workers in setting limits and establishing bound-
aries in their professional and personal lives. Cerney (1995) stresses the
importance of group supervision as a way of providing added insight and
learning. Astin (1997) asserts that having other trauma therapists and
colleagues to speak with informally about how she is being affected by
clients’ stories is the most powerful and important way she handles sec-
ondary trauma. Group methods of dealing with secondary trauma will be
further explored in the following section.

Organizational Methods

Any social worker should make conscious efforts to safeguard their
worldview, as well as their professional and personal identity. The tactics
suggested previously are especially important for the therapist whose
physical and emotional resources have been tapped or depleted as a result
of secondary trauma. Trauma therapists who work in organizations and
are affected by secondary trauma should not be alone in the areas of
coping and prevention. In addition to having understanding and support-
ive supervisors, agencies that deal with issues of trauma need administra-
tors who not only recognize and accept that secondary trauma exists
among their workers, but that there are steps that can be taken by the
organization to help prevent it. On the most simplistic level, this means
providing therapists with safe, private, and comfortable space in which
to have sessions (Pearlman & Saakvitne, 1995; Yassen, 1995). An exten-
sion of this would be for agency leaders to decorate or to allow their staff
or clients to decorate the common areas of the office in a way that is safe,
attractive, and comforting. In addition, administrators should ensure that
therapists have adequate benefits, staff development opportunities, and
the chance to express themselves in staff meetings or by implementing
an open-door policy in which administrators are accessible to staff (Pearl-
man & Saakvitne, 1995; Yassen, 1995). Some organizations in which I
have worked have made it a point to celebrate staff birthdays, taking
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some time out of the day every month or so to eat some cake and socialize
with other staff. Creating a climate that is warm, friendly, and supportive
sends the message to both therapists and clients that they are valued
and respected. As illustrated above, when therapists feel valued and con-
nected to others, their identity and self-esteem is restored and they are
less likely to suffer from secondary trauma.

There are several organizational and team approaches to coping with
and preventing secondary trauma. Catherall (1995) developed a five step
plan for institutions to use in dealing with secondary trauma that includes
1) identifying staff level of exposure to secondary trauma, 2) developing a
plan with the staff for dealing with secondary trauma, such as highlighting
avenues for discussion and staff responsibilities, 3) psychoeducation for
staff on secondary trauma, 4) handing out a “preparedness structure” to
staff that highlights the agency’s philosophy and plan in dealing with
secondary trauma, and 5) evaluating the effectiveness of the plan and
making necessary changes. Other approaches are treatment team ori-
ented and involve “identifying and altering trauma engagement patterns”
(Munroe et al., 1995). In their team treatment model, Munroe et al. (1995)
posit that there are 3 basic tenets to dealing with secondary trauma
in a team setting: 1) acceptance of the reality of secondary trauma, 2)
acceptance of the fact that secondary trauma is a “natural and valuable
process,” rather than a defect, and 3) that others can accurately observe
workers’ responses to secondary trauma. “A community absorbs the trau-
matic experience of an individual by diffusing its effects among many
people and demonstrating that the survivor’s feelings are understood”
(Munroe et al., 1995). This team approach involves regular meetings to
cover administrative and clinical issues, with particular emphasis on
commitment to attendance, participation, and confidentiality. Team mem-
bers help each other consider their feelings about traumatic material,
clients, and other team members (Munroe et al., 1995). According to
McCann and Pearlman (1999), group approaches to dealing with second-
ary trauma help normalize therapists’ reactions and provide a safe envi-
ronment for therapists to diffuse painful or disruptive feelings.

CONCLUSION

“Just as no survivor can recover alone, no therapist can work with
trauma alone” (Herman, 1992). With this in mind, how can we ‘manage’
secondary trauma? First, further research needs to be conducted and
widely published that fills in the gaps on secondary trauma. The more that
professionals in the field know about how secondary trauma specifically
affects them and their clients, with consideration given to factors such
as particular types of trauma, or to factors such as race, age, gender, sexual
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orientation, or disability, the more prepared they will be to appropriately
address these issues.

Organizations can become involved in social action that works to end
or decrease our clients’ victimization, increasing the rights of victims,
developing community education programs, and working to raise aware-
ness of trauma issues (Pearlman & Saakvitne, 1995). These measures
would serve to support trauma therapists in their work. In addition,
policies can be written that provide benefits and rights to workers who
experience secondary trauma—for example, organizations can provide
insurance coverage that would include mental health issues, so that work-
ers are encouraged to address the effects of secondary trauma. Govern-
ment institutions that provide large grants to mental health or non-profit
agencies can adopt policies whereby grant recipients must either provide
or seek out training on the issues associated with secondary trauma. By
helping workers understand how their work can be affected and made
more effective through prevention, this would increase the accountability
of the institutions making the grants and of the organizations providing
the services.

Education is key to raising awareness about what secondary trauma
is and how professionals can deal with it. This kind of education should
ideally begin in the undergraduate and graduate programs where trauma
workers receive their primary training. It seems inevitable that every
social worker will, at some point in their careers, encounter clients who
have experienced trauma. Secondary trauma and its effects on therapists
and organizations should be included as part of the curriculum of the
foundations of social work course or any of the first level practice method
courses—casework, groupwork, community organizing, administration,
or research. In addition, organizations should be committed to providing
ongoing training and supervision that deals with issues of secondary
trauma, as mentioned earlier.

It is no wonder that many people ask, “How can you do this work?”
When I tell friends and family members who are in the corporate or blue-
collar world about my work in the fields of child abuse and domestic
violence, many of them shake their heads, cringe, or ask me how I do it.
My response is, “how can I not?” Trauma work, although often the most
difficult work, can also be the most rewarding form of help and support
we can give to clients. The connections trauma therapists make with
clients who have experienced trauma are often the strongest that people
make, involving an intimacy and a trust that our clients may have lost
as a result of the trauma. When trauma therapists witness even minor
transformations in their clients’ identification of their needs, feelings,
judgments, and choices, hope in the therapeutic process can be strength-
ened or restored. Their belief in their ability as therapists and in the
world in general is also renewed. Trauma work can provide therapists
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with a chance to grow personally and professionally in a way that few
other professions can. For therapists, organizations, and institutions, the
key to successfully working with trauma victims is understanding second-
ary trauma and the risks associated with hearing traumatic material and
finding ways to process and cope with it. Addressing secondary or vicarious
trauma is, without a doubt, in the best interests of the recipients of our
services—our clients.
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