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When social workers empathically engage with their clients’ traumatic recollections,

they sometimes experience strong emotional reactions, such as grief or rage. These

reactions may reflect secondary traumatic stress, i.e. negative emotional reactions

resulting from knowledge of traumatizing events experienced by others. Many clinical

social workers in New York City who provided counseling, debriefing and support to

9/11/01 witnesses, survivors, victims’ family members, and rescue workers were at risk

for developing secondary traumatic stress, with such risk elevated by their personal

experiences of stress during and following the terrorist attacks. This study explored

predictive factors of secondary traumatic stress for social workers assisting 9/11/01

clients, including extent of exposure to traumatized clients, and protective factors that

were tested as direct and interactive (buffering) influences. These effects were tested

controlling for demographic factors (age, marital status, income, hours per week in the

field, and years in the field). Data, in which Doctoral and MSW level members of the

Manhattan Chapter of the NASW (N=1257) were surveyed, were drawn from the Post

9/11/01 Quality of Professional Practice Survey (Tosone & Moore, 2007), yielding a

38% return rate (N=481). The primary independent variable, exposure to trauma in
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practice was measured by a block of three indicators: being 9/11/01 mental health

provider/total work hours of exposure to 9/11/01 related events, percent of time working

with traumatized clients generally, and number of different types of trauma client

worked with. Hierarchical multiple regressions of secondary traumatic stress symptoms

included a block of controls, the exposure block, and additional protective variables

(receiving supervision, peer support, family and friend support, disaster training before

and after 9/11/01) examined separately for their direct and interactive effects with

exposure. The results indicated that social workers’ level of exposure to traumatized

clients significantly increased secondary traumatic stress. Also, peer support marginally

buffered the negative consequences of trauma exposure. Further, older and more

experienced social workers had somewhat lower levels of secondary traumatic stress, at

least in part because they had less exposure to traumatized clients; older and more

experienced workers may have been more negatively impacted by exposure to

traumatized clients. The results have implications for all direct providers who may

experience secondary traumatic stress symptoms: administrators and practitioners in

social agencies, clinics, and hospitals; the findings also apply to students in schools of

social work who need to learn how to effective treat traumatized clients.
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1.0. Introduction
1.1. Problem Statement

According to the Code of Ethics of the National Association of Social Workers (NASW,
2008), the social work profession is committed to the needs of populations who are vulnerable,
oppressed, and disadvantaged. Many of the populations served by social workers have
experienced some form of trauma, either resulting from witnessing or directly experiencing an
event that involves actual or threatened death or serious injury, or other threat(s) to one’s
physical integrity (American Psychiatric Association, 2000). Such traumatic events include being
a victim of various types of disaster (man-made disasters such as war or terrorist attacks or
natural disasters such as hurricanes or tornadoes), child abuse and neglect, domestic violence, or
sexual assault (American Psychiatric Association, 2000). Part of a social worker's job is to assist
traumatized populations in discussing their experience and working through their feelings. When
social workers empathetically engage with their clients' traumatic stories or materials, the social
workers may at times re-experience these images as clearly as their own internally generated
ones (Canfield, 2005). After repeatedly hearing about the torture, humiliation, and betrayal
people perpetrate against one another, the social workers might react with grief or rage. These
strong emotional reactions can lead to occupational stress symptoms such as secondary traumatic
stress, vicarious trauma, compassion fatigue, countertransference, or burnout.

While all helping professionals are vulnerable to the symptoms of occupational stress,
research indicates that “secondary traumatic stress” is emerging as a challenge for those dealing
with traumatized populations. According to Figley (1999), secondary traumatic stress is “the
natural, consequent behaviors and emotions resulting from knowledge about a traumatizing event

experienced by a significant other” (p.10). Secondary traumatic stress shares many of the same
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characteristics as those of Post Traumatic Stress Disorder (PTSD): intrusion, avoidance, and
arousal (Figley, 1999; American Psychiatric Association, 2000).

Those social workers with secondary traumatic stress face psychological health problems if
their stress is not recognized and dealt with quickly and appropriately. These health issues range
from minor emotional disruptions to more serious suicidal ideation (Harris, 1995). Furthermore,
secondary traumatic stress may prevent social workers from working effectively (Harris, 1995).
As a result, secondary traumatic stress may lead to a high turnover in the workplace, thereby
leaving organizations functioning with inadequate staffing (Baird & Jenkins, 2003; Beaton &
Murphy, 1995; Harris, 1995). By lowering the incidence of secondary traumatic stress symptoms,
organizations may be able to recruit and retain more experienced staff and, therefore, better serve
traumatized populations (Sexton, 1999).

The development of secondary traumatic stress resulting from contact with traumatized
clients turns social workers into indirect victims of trauma (Figley, 1995) or “hidden victims” of
trauma (Stewart & Hodgkinson, 1990). According to the Occupational Safety and Health Act
(OSHA of 1970), social workers have a right to work in conditions conducive to good physical
and mental health. Without proper protection, some of these social workers may experience an
increase in their stress symptoms, leading to job turnover and a lack of support for the
traumatized populations (Bearon & Murphy, 1995; Canfield, 2005; Gentry, Baranowsky, &
Dunning, 2002; Harris, 1995).

The terrorist attacks of 9/11/01, exemplify the syndrome of secondary traumatic stress. In this
man-made disaster, terrorists hijacked jets crashed into the Twin Towers of the World Trade
Center and the Pentagon, killing an estimated 3,000 people (more than 250 were passengers on

the doomed flights) (Saltonstall, 2001). The results of the 9/11/01 attacks, far more catastrophic
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than any chemical bomb planted in the buildings might have been (Woodward, 2001), affected
all Americans, especially those living in New York City. Direct witnesses to the attacks
experienced a range of emotions: shock, fear, grief, disbelief, lingering hope, and a burning
desire for revenge (Freedy & Donkervoet, 1995; Maeder, 2001).

To assist the witnesses and survivors of 9/11/01 required the efforts of many clinical social
workers in New York City. These health professionals provided counseling, debriefing, and
support to witnesses, survivors, family members of victims, and rescue workers (Boscarino,
Figley, & Adams, 2004; Naturale, 2007). Because the social workers in New York City had been
exposed to the same disaster as their clients, they faced unique challenges in supporting their
clients. Hearing their clients’ traumatic experiences awakened within the clinicians their own
traumatic stress and concerns about the 9/11/01 event. Those social workers who may have
suffered from occupational stress symptoms, such as secondary traumatic stress, may have
become ineffective in their jobs; some may also have resigned, leading to job turnover.

An examination of the social workers in New York City provides a better understanding of
secondary traumatic stress since most of the social workers in New York City might have
assisted those victims of the 9/11/01 events. Therefore, this study 1) explored the predictive
factors of secondary traumatic stress for the social workers in New York City and 2) used those
factors to suggest preventive strategies to be implemented in the field of social work.

1.2. Social Work Relevance

Due to the nature of their job, social workers tend to meet with traumatized populations in
their everyday practices. These populations include survivors of war and terrorism, natural
disasters, childhood abuse, domestic violence, and violent crime (Bride, 2007). To help this

population who has suffered some kind of trauma, social workers often provide therapy or
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counseling, advocacy services, provision of shelter resources, and ways to gain public assistance.
The more exposure social workers have to traumatized individuals, the more likely they are to
experience secondary traumatic stress. Data dealing with the New York social workers after
9/11/01 validate this theory. A study of New York City social workers with an MSW degree or
higher shows that about 70% of the social workers were moderately to extensively involved with
counseling people affected by the 9/11/01 event, while approximately 40% were moderately to
extensively involved with the recovery efforts after the 9/11/01 event (Boscarino, Figley and
Adams, 2004). Therefore, secondary traumatic stress can now be considered a critical issue in
social work practice, in particular for social workers in New York City.
1.3. Purpose of the Study

The current study focuses on one of the most recent traumatic man-made disasters, the
9/11/01 event, which has led to an increasing interest of secondary traumatic stress within the
mental health field. Specifically, the purpose of the current study is to identify the factors
associated with secondary traumatic stress that affected those social workers in New York City.
Social workers with secondary traumatic stress might show a decrease in psychological well-
being and job effectiveness; constant work with victimized clients can also lead to job turnover
(Sullivan, 2003). To decrease the incidence of secondary traumatic stress for a social worker, it is
essential for researchers to identify the factors associated with secondary traumatic stress. In my
research, therefore, | address the following three questions: a) What are the risk factors
associated with an increased level of reported secondary traumatic stress for social workers in
New York City? b) What are the protective factors of decreasing the level of secondary traumatic
stress for social workers assisting the victims of 9/11/01? and ¢) How do the protective factors

contribute to buffering those risk factors that decrease the level of secondary traumatic stress for
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social workers who assisted the victims of 9/11/01? This study has an explanatory research
purpose based on the theories of psychological trauma, stress and coping, and social support.
Since this current study uses a sample of social workers in New York City to identify the factors
associated with secondary traumatic stress, it is hoped that the study will be useful for
administrators in social agencies, clinics, or hospitals who not only continue to assist the victims
of 9/11/01, but who also help individuals victimized by any other type of man-made or natural
act of violence. This research is also relevant for 1) social workers who want to learn self-care
strategy to prevent secondary traumatic stress and 2) agencies that want to create and implement

secondary traumatic stress preventive policies and programs.



Secondary Traumatic Stress

2.0. History and Literature Review on Secondary Traumatic Stress
2.1. History of Trauma and Occupational Stress in Helping Professionals
2.1.1. Recognition of Trauma: 1860s-1890s

Although the term trauma appeared as early as the 1860s, it initially only applied to cases of
physical trauma. John Erichse, a British physician (1866, 1886), was the first to identify the
trauma syndrome in victims suffering from the fright of railway accidents. Herman Oppenheim
(1889), a German neurologist, also used the term “traumatic neurosis” as a way to describe the
symptoms related to undetectable organic changes in the brain. Physicians and others in the
healthcare industry have used the term trauma to better understand psychic injury. In particular,
psychological explanations for traumatic neuroses helped describe the frequent occurrence of
cardiovascular symptom, called “cardiac neurosis, irritable heart, and soldiers’ heart” (Myers,
1870; Da Costa, 1871), in combat soldiers. In 1881, American neurologist James J. Putnam
developed the notion of psychic traumatization as an illness by perceiving this traumatization as
a functional regression toward earlier and more simple, reflective, and automated modes of
functioning (Putnam, 1898).

Based upon traumatic stress studies, Pierre Janet and Sigmund Freud, both psychiatrists in the
late 1800’s, coined the term “trauma” as a psychic injury (Janet, 1889; Masson, 1985).
Specifically, Pierre Janet found an association between a childhood traumatic experience and
what was termed “hysteria” in women (Janet, 1889). In addition, Janet was the first to investigate
the relationship between dissociation and psychological trauma based on his observation of
alterations in consciousness in hysterical patients (Janet, 1889). Janet described those people who
experienced traumatic events as having the symptoms of dissociation, abreaction, avoidance, and

emotional arousal due to strong emotions; the inability of such individuals to integrate the
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traumatic event forms the basis of current trauma theory (Janet, 1889).

Freud, influenced by the research of Janet, also studied women with hysteria. As a result of
his study, he asserted that child sexual abuse causes neuroses. Freud defined these early
childhood sexual abuse experiences as trauma that can lead to hysteria. After listening to his
female clients report histories of sexual abuse, particularly from their fathers, Freud then
postulated that his female patients’ neuroses resulted from this childhood sexual violence and
abuse. Claiming that childhood sexual abuse histories formed the cause of hysteria, Freud
developed “the seduction theory” based on these clinical reports. In 1886, Freud revealed these
findings through his paper presented at the Society for Psychiatry and Neurology. However,
whether because of adverse public opinion or the need to salvage his fledgling career as a
psychiatrist, within 18 months Freud denied his seduction theory and instead posited that his
female patients’ reports of child sexual abuse were repressed wishes and/or flights of sexual
fantasy; he called this the “Oedipal Theory.” Because this approach was more acceptable to his
colleagues, the study of sexual trauma and its psychological effects lay under a collective shadow
until the middle of the 20™ century (Davies & Frawley, 1994; Masson, 1985).

2.1.2. Appearance of Countertransference: 1900s-1950s

To describe those clinicians experiencing feelings due to their patients’ influence on their
unconscious, Freud (1910) also developed the concept of countertransference. Freud (1910,
1913) viewed countertransference as more of a barrier to effective psychoanalysis and as a
reflection of the analyst’s life experience; he acknowledged that people have their own
unconscious that allows them to interpret the utterances of the unconscious of other people
(Freud, 1910, 1913). From the 1930s-1950s, other researchers supported Freud in considering

countertransference as a therapist’s unconscious, pathological, and interpersonal reaction to a
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client with psychological trauma or life difficulties; they further viewed countertransference as a
formidable obstacle to overcome (Fleiss, 1953; Reik, 1937). Since the 1950s, extensive
conflicting literature has emerged on countertransference. Heimann (1950), for instance,
challenged the classical Freudian view, arguing that countertransference was a therapist’s total
response, both conscious and unconscious, to the client and a vital analytic tool in understanding
unconscious and interpersonal issues in the client’s everyday life.
2.1.3. Trauma Studies: 1900s-1950s

Despite researchers like Janet and Freud who continued to investigate and discuss
dissociation and trauma at the turn of the century, a period of disinterest on trauma occurred,
resulting in little study on the topic. In the beginning of the 1990s, only a few trauma studies
were conducted (Van der Kolk, McFarlane, & Weisaeth., 1996; Herman, 1992; Hilgard, 1986).
Edouard Stierlin, the Swiss psychiatrist and the first researcher in disaster psychiatry, studied
earlier calamities such as an earthquake in Messina, Italy, in 1907, which killed 70,000 of the
town’s inhabitants (Stierlin, 1909, 1911, cited in Van der Kolk, Weisaeth, & Van Der Hart, 1996).
He found that a substantial proportion of the victims from the earthquake developed long-lasting
Post Traumatic Stress Disorder (PTSD) symptoms, while 25% of the survivors suffered from
sleep disturbances and nightmares. After World War 11, several trauma investigations studied the
long-term effects of trauma in survivors of World War 1l (Archibald & Tuddenham, 1956;
Ferenczi, 1955; Freud & Burlingham, 1944; Helweg-Larsen et al., 1952; Strecker & Appel,
1945). For example, a study by Freud and Burlingham (1944) provides anecdotal material about
young children exposed to the trauma of World War 1l in England. These researchers found that
children, either shocked by bombings and living in shelters or shocked by the dissolution of their

families due to the loss of a parent, experienced such negative psychological reactions as anxiety
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or mental maladjustment. Archibald and Tuddenham (1956), who studied survivors of Japanese
concentration camps in World War 11, found similar occurrences of stress. The survivors of the
concentration camp had extreme trauma which resulted in severe biological, psychological,
social, and existential consequences, including a diminished capacity to cope with both
psychological and biological stressors later in life.

2.1.4. Appearance of DSM I and I1: 1950s-1960s

To counteract the dearth of studies on trauma, a United States Public Health Service and the
American Psychiatric Association developed the 1952 Diagnostic and Statistical Manual, Mental
Disorders (DSM-1). DSM-I frequently used the term “reaction” to reflect the psychoanalytic
belief that many psychiatric diseases were reactions to environmental stresses. Based upon the
experiences of psychiatrists and their work with World War 11 soldiers whose symptoms subsided
once they left combat, the DSM-I conceptualized trauma symptoms as neurotic conditions and
categorized trauma as “Gross Stress Reaction” (APA, 1952). This category recognized that an
identifiable stressor could generate reactions and symptoms in a normal person under conditions
of great or unusual stress. The first edition of the DSM focused on two particular stresses
specified as (1) combat and (2) civilian catastrophe (fire, earthquake, exposition, etc.) (APA,
1952).

The American Psychiatric Association published the second edition of the Diagnostic and
Statistical Manual, Mental Disorders (DSM-II) in 1968 at the height of the Vietham War’s Tet
Offensive. During that historic period, mental health professionals were beginning to see delayed
stress reactions within the Vietnam War veterans (Boulanger, 1985). However, the DSM-II
removed “gross stress reaction” from its nomenclature. Scott, a sociologist, attributes this

omission to the military psychiatrists’ lack of input or representation on the APA committee that
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wrote the DSM-II draft. While some specialists asked the APA committee to recognize the
“delayed” and “chronic” symptoms of gross stress reaction of concentration camp survivors,
others claimed that the delayed and chronic symptoms by the survivors represented just one of
many ‘“adjustment reactions to adult life” (Scott, 1993). Therefore, although psychiatrists
recognized that returning Vietnam veterans suffered from sleep disturbances, startle reactions, or
flashbacks, these veterans did not receive benefits from the government because they had not
been diagnosed as having a combat-related disorder based on DSM-I1 (Scott, 1993). Members of
other medical professions and the general public attacked those psychiatrists who argued against
the status quo for their radical diagnostic techniques. Since the Vietnam veterans with combat
reactions could not get adequate treatment by mental health professionals, many of the veterans
became addicted to drugs and alcohol to cope with their combat reactions (Williams, 1980).
However, by perceiving a degree of delayed stress and an extremity of action that had not been
reported in previous wars (Figely & Leventman, 1990), many psychiatrists, despite the absence
of a listing in DSM-II, still considered war neurosis with its gross stress reaction as
diagnostically valid and useful. In 1969, Dr. John Talbott, who had served in Vietnam as a
psychiatrist, critiqued DSM-II and recommended that the future editors of DSM-III reintroduce
the gross stress reaction listing.
2.1.5. Increase of Interest in Trauma and Appearance of Burnout: 1970s

The 1970s saw an increased interest in trauma due to those Vietnam War veterans who
returned home with reports of hyperarousal, intrusive recollections, and other stress-related
symptoms (Haley, 1974, 1978; Figley, 1978). However, President Richard Nixon and his
administration were not particularly interested in the problems of these veterans. The GI Benefits

(Education Assistance Programs by the Department of Veteran Affairs) had a smaller budget
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when compared with the financial situation after World War 11. In constant dollars, therefore, the
benefits paid to Vietnam veterans were less than half of those alotted to World War Il veterans
through the GI Bill (Moskos, 1981). Post-Vietnam America saw crowded hospitals that made the
successful treatment of veterans and their symptoms almost impossible. As a result, in the late
1970s, many veterans filed claims that led to a series of important court cases demanding more
educational benefits for the Vietnam veterans (Phillips, 1990). The veterans also formed veteran
activist groups that worked to stop the war and treat the wounded. These veteran activist groups
faced civil lawsuits concerning compensation for damage to veteran health and/or ability to work
and veteran access to proper medical treatment, benefits, and legal resources. Many veterans who
became involved in healthcare issues turned their attention to developing a uniform description
of mental disorders suffered by Vietnam veterans; not only did they work on including the war-
related stress for the DSM-111, but they also provided scientific data to justify the diagnosis.

The same period experienced the second wave of the Women’s Movement in the United
States. Feminism increased the attention paid to sexual assault as well as trauma resulting from
sexual assault and abuse. In 1974, Ann Burgess and Linda Holstrom first described the “rape
trauma syndrome,” noting that women viewed rape as a life-threatening event; some of the
victims’ symptoms resembled those previously described in combat veterans. Because of
feminism, researchers began documenting (Herman, 1992) women’s traumatic responses to
childhood abuse, sexual violence (including incest) (Herman & Hirschman, 1977), and domestic
violence (“battered women syndrome”) (Walker, 1977).

In the 1970s, researchers also began paying attention to the occupational stress experienced
by those staff members working in such fields as crisis intervention; this stress results from the

interaction between the staff and the traumatized or difficult clients. Researchers recognized this
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occupational stress as burnout, a term Freudenberger (1974) introduced after observing his staff
working in crisis intervention institutions, free clinics, and self-help groups. Freudenberger
described symptoms of exhaustion and fatigue accompanied by a variety of somatic complaints,
quickness to anger, suspicion, excessive rigidity, negative attitude, and depression
(Freudenberger, 1974). After Freudenberger (1974), Maslach (1976) operationalized burnout in
her studies of human service workers and daycare providers (Maslach & Pines, 1977). Pines and
Maslach (1978) noted that burnout most commonly occurs in demanding work that requires
intense care for clients. Maslach (1978) further described burnout as a syndrome that could result
in psychological and physical fatigue, as well as disengagement from and disillusionment in a
chosen field of work.
2.1.6. Development of Concepts of Burnout and PTSD: 1980s

In the late 1980s, Maslach (1982) elaborated on the nature of burnout by defining burnout as
“a syndrome of emotional exhaustion, depersonalization, and reduced personal accomplishment
that can occur among helping professionals. Burnout is a response to the chronic emotional strain
of dealing extensively with other human beings, particularly when they are troubled or having
problems” (p.3). Maslach and Jackson (1981) developed the Maslach Burnout Inventory (MBI),
a measure of burnout that consists of three primary features of the burnout construct: emotional
exhaustion, depersonalization, and reduced perceptions of personal accomplishment (Maslach
and Jackson, 1981). Maslach and Jackson (1981) found a strong correlation between difficult
client problems and the time spent in the direct care of clients with increased burnout.
Researchers agree that the most salient features associated with burnout are client problems,
including chronicity, acuity, and complexity, which are beyond the coping abilities of the

professional (Freundenberger, 1974, 1975; Maslach, 1976, 1982; Maslach & Jackson, 1981).
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However, other researchers later argued that burnout seemed to be much more related to
environmental stressors like role ambiguity and workload than to stressors related to clients
(Duquette, Kerouac, Sandhu, and Beaudet, 1994; Firth, McKeown, Mclintee, and Britton; 1986,
1987). For instance, Firth et al (1986, 1987), who studied 200 nurses from medical units in
general, psychiatric, and mental handicap hospitals within one health district in the United States,
found that role ambiguity correlated positively with burnout in nurses.

Just as researchers focused on burnout, so did they begin to investigate Post Traumatic Stress
Disorder (PTSD). With Vietnam veteran activist groups demanding better medical treatment and
benefits and supporters of the Women’s Movement demanding equality, Post Traumatic Stress
Disorder entered the Diagnostic and Statistical Manual of Mental Disordesr-3 Edition in the
1980s (DSM-III) (Herman, 1992). After considerable research, PTSD was recognized as a
common psychological consequence of the trauma of military combat among Vietnam veterans
and the trauma of sexual assault among female victims of rape and battering (Astin, Lawrence,
& Foy, 1993; Herman, 1992; Wilson, 1989).

These changes led to DSM-III, which was more developed as a whole than DSM-II and more
rooted in empirical evidence. For instance, whereas the DSM-II was based on the traditional
division of neuroses and psychoses and focused on theoretical reasons for the disorder, the
diagnostic categories in DSM-III were based on criteria sets and focused on observation of a
patient’s physical and psychological symptoms and an assessment of the severity of stressors.
Although DSM-I1 conceptualized trauma symptoms as neurotic conditions (APA, 1980), DSM-III
classified PTSD as an anxiety disorder. The DSM-III transformed notions of stress,
acknowledged that stress responses were no longer restricted to acute responses, and recognized

that traumatic events can lead to long-term changes in people and also negatively interact with

13



Secondary Traumatic Stress

other forms of distress, such as depression (Brett, 1996). While the earlier diagnosis of Gross
Stress Reaction defined the stressors producing the symptoms as only combat or civilian
catastrophe, DSM-I1I expanded the definition of the stressors to include rape or assault, military
combat, natural disasters (floods, earthquakes), accidental man-made disasters (car accidents,
airplane crashes, large fires), or deliberate man-made disasters (bombing, torture, death camps)
(APA, 1980).

In 1987, the revisions of DSM-III led to DSM-III-R (1987) with its more sophisticated
language, more precise definitions, and more specific reactions to trauma. In DSM-III, the most
common trauma involved one of the following: 1) serious threat to one’s life or physical
integrity; 2) serious threat or harm to one’s children, spouse, or other close relatives and friends;
3) sudden destruction of one’s home or community; or 4) seeing another person who has recently
been, or is being, seriously injured or killed as the result of an accident or physical violence.
DSM-I11-R extended the definition of trauma to include those cases in which a person learns
about a serious threat or harmful act done to a close friend or relative, e.g., that one’s child has
been kidnapped, tortured, or killed (APA, 1987). In terms of duration of the disturbance, DSM-
I11-R clarified that the diagnosis should not be made if the disturbance lasts less than one month.
While DSM-III distinguishes acute and chronic PTSD, the revised edition, DSM-III-R, erases the
distinction. In addition to focusing on PTSD, DSM-III-R deals with “Brief Reactive Psychosis”
(one set of psychotic symptoms lasting at least a few hours but less than a month and with an
eventual return to a premorbid level of functioning).

2.1.7. Appearance of Traumatic Stress for Trauma Workers: 1980s
As the studies of direct exposure to trauma increased, researchers in the 1980s began to

recognize the unique effects that direct exposure to traumatic events have on therapists (Figley,
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1983 & 1988; Sparks, 1982). Figley (1983) indicated that therapists who provide direct service to
families traumatized by the victimization of a family member can experience traumatic stress
symptoms similar to those of the traumatized victims; Figley later called this secondary
traumatic stress/compassion fatigue. The more this problem is recognized, the more researchers
have begun to investigate how this phenomenon impacts the personal and professional aspects of
the lives of therapists who work with trauma survivors (Coutois, 1988 & 1993; Figley, 1988).
2.1.8. Revision from DSM-IIIR to DSM-1V: 1990s

When DSM-III-R was further revised in the 1990s, it created the definition of the traumatic
event that is now in DSM-IV (1994). DSM-IV included more detailed definitions about
traumatic events such as child-specific events, witnessed events, or events experienced by others.
Also, DSM-IV specified the onset and duration of the symptoms of PTSD in terms of acute,
chronic, or delayed. Furthermore, DSM-IV replaced DSM-IIIR’s “Brief Reactive Psychosis”
with “Brief Psychotic Disorder” and included “Acute Stress Disorder” (the development of
anxiety, dissociative characteristics, and other symptoms that occur within one month after
exposure to an extreme traumatic stressor) as another disorder type from a stressor (APA, 1994).

Although the concept of trauma shares similarities with the diagnosis of PTSD, trauma differs
from PTSD in terms of diagnosis. The Diagnostic and Statistical Manual 1V (APA, 1994)
recognizes PTSD with Acute Stress Disorder and Brief Psychotic Disorder; all include the
occurrence of a stressor as part of the diagnosis. However, trauma exposure may or may not
result in PTSD. Unlike other anxiety disorders, a diagnosis of PTSD requires that 1) the
individual experience a traumatic or catastrophic event that involves threat of death or serious
injury to self or others (APA, 1994) and 2) the person’s response at the time of the trauma

involves intense fear, helplessness, or horror (APA, 1994, p.428). These two requirements
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comprise the Criterion A component of PTSD. Additional criteria for the diagnosis are separated
into three clusters: Criterion B — intrusive symptoms that involve re-experiencing the traumatic
event; Criteria C - withdrawal symptoms that involve avoidance and numbing responses; and
Criteria D - symptoms of arousal. To meet the criteria for PTSD, one or more intrusive
symptoms, three or more withdrawal symptoms, and two or more arousal symptoms must be
present. DSM-I1IIR also described Criteria E as the duration of the disturbance (symptoms in B,
C, and D) of at least one month. While DSM-1V incorporated DSM-IIIR’s Criteria A-E, it added
Criterion F (the disturbance must cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning).
2.1.9. Interest in Burnout for Trauma Workers: 1990s

The decade of the 1990s saw an increase in the number of studies focusing on occupational
stress in those helping professionals working with such trauma victims as Holocaust survivors,
Vietnam veterans, and sexual assault survivors (Bergmann & Jucovy, 1990; Courtois, 1993;
McCann & Pearlman, 1990; Pearlman & Saakvitne, 1995). Burnout research revealed that
helping professionals who work with trauma survivors are unique in terms of their distribution of
burnout subscale scores. The studies indicated that although personal accomplishment scores
remained stable, emotional exhaustion and depersonalization scores were higher and more
compact than the normative human service sample; thus, burnout might be unique among those
who provide services to trauma survivors (Edwards & Miltenberger, 1991; Savicki & Cooley,
1994). Also, other evidence suggested that a client’s unresolved trauma, auditory witness to the
details of traumatic client material, and global emotional reactions to abuse appear to increase
the worker’s vulnerability to burnout (Aguilera, 1995; Brown & O’Brien, 1998; Maslach and

Leiter, 1997; Neumann & Gamble, 1995; Savicki & Cooley, 1994).
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2.1.10. Interest in Traumatic Countertransference: 1990s
In addition to exploring burnout in those helping professionals working with trauma survivors,

researchers in the 1990s also studied the countertransference process specific to trauma treatment
(Herman, 1992; McCann & Pearlman, 1990; Pearlmann & Saakvitne, 1995). These later studies
are rooted in earlier ones. For example, Danieli produced a groundbreaking study (1981, 1984)
on therapists’ reactions to clients who had survived the Holocaust. Through an interview with 61
clinicians working with Holocaust survivors, Danieli (1981, 1984) found that the clinicians with
the Holocaust survival experience more frequently defended themselves against listening to the
Holocaust experiences of their clients when compared to the clinicians with non-victim
experience of the Holocaust; these clinicians reported 49 countertransference themes such as
defensiveness, numbing, denial, avoidance, and overidentification in response to the survivors’
stories. In another study, Benedek (1984) focused on the countertransference feelings of the
clinicians’ work with victims of natural and human disasters. He (1984) found that common
therapist responses to working with the victims were crying, rage, shame, guilt, fear of offering
premature interpretations or unrealistic recommendations, and activation of a therapist’s own
unresolved trauma. In his study on therapists working with Vietnam veterans suffering from
PTSD (1987), Lindy (1987) found similar countertransference themes as Danieli’s Holocaust
countertransference themes (1981, 1984) in the clinicians working with Vietnam veterans
suffering from PTSD. For instance, Herman (1992) provided a comprehensive look at “traumatic
countertransference.” After describing the contagious effect that results from the therapist
hearing a client’s traumatic story and the resultant challenge to the therapist’s basic beliefs,
Herman emphasized the inevitability of countertransference reactions, especially in therapists
working with traumatized patients. Herman (1992) described how the therapist’s identification

with the victim’s rage may disempower the client by preempting the client’s anger with the
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therapist’s own.

Also, Wilson and Lindy (1994) asserted that trauma survivors evoke special
countertransference responses in their therapists; a client with PTSD unconsciously relates to the
therapist in ways that involve unresolved aspects of the traumatic event. The researchers noted
several different elements of trauma countertransference in trauma therapists: objective
(cognitive and affective reactions in response to the trauma story of the clients) and subjective
(personal reactions from the therapist’s own life experiences or unresolved issues). The objective
or subjective reaction triggers a defensive style of either avoidance (denial or detachment) or
over-identification (idealization or guilt) based on the clinician’s unique characteristics.

Several other trauma researchers (Davies & Frawley, 1994; Figley, 1995; Maroda, 1991;
Pearlman & Saakvitne, 1995; Sexton, 1999) outlined trauma specific reactions similar to these
writers’ description of defensive reactions; they asserted that these types of reactions can lead to
empathetic strain. Through those studies of trauma specific contertransference, Pearlman and
Saakvitne (1995) defined countertransference as having two components: 1) “affective,
ideational and physical responses therapists have to their client, their clinical material,
transference and reenactments,” and 2) “therapists’ conscious and unconscious defenses against
the effects, intrapsychic conflicts, and associations aroused by the former.”

2.1.11. Development of Concepts of Traumatic Stress: 1990s

Despite the usefulness of Maslach’s burnout construct for assessing burnout or
countertransference, other tools are needed to determine the occupational stress unique to those
helping professionals who work with traumatized populations. Research findings have indicated
that many of the effects observed in professionals resembled the traumatic stress effects reported

by the survivors with whom they worked (Courtois, 1993; McCann & Pearlman, 1990; Pearlman
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& Saakvitne, 1995). McCann and Pearlman (1990) and Pearlman and Saakvitne (1995)
suggested that all therapists who work with survivors of various types of victimization are at risk
for experiencing work related stress reactions. Therefore, once researchers found new ways to
assess occupational traumatic stress specific to helping professionals working with traumatized
populations, they then created the term and the scale of vicarious trauma, compassion fatigue, or
secondary traumatic stress.
Appearance of Vicarious Trauma

McCann and Pearlman (1990) coined the term vicarious trauma as one type of traumatic
stress specific to trauma workers. Vicarious trauma is defined as “disruptions to important beliefs
that individuals hold about themselves, other people, and the world, and the process through
which the trauma therapist’s cognition and inner experience is negatively transformed as a result
of empathetic engagement with the clients’ traumatic material” (McCann & Pearlman, 1990;
Pearlman, 1999; Pearlman & Saakvitne, 1995); it includes accounts of violence, rape, or
childhood sexual abuse (Herman, 1997). Vicarious trauma results when disruptions to cognitive
schemas manifest in five areas, each of which represents a psychological need: safety, trust,
esteem, intimacy, and control (Canfield, 2005; Pearlman & Saakvitne, 1995). Trauma researchers
described pervasive changes in those cognitive schemas that occur within clinicians over time as
a result of working with clients who have experienced trauma (McCann and Pearlman, 1990;
Pearlman & Saakvitne, 1995). The symptoms of vicarious trauma include the following: safety
concerns, sensory imagery disruptions, difficulties with relationships, distrust of others, changes
in world-view, and tendencies to withdraw from primary relationships (Harris, 1995; Pickett,
1999; Van der Water, 1996). The Constructivist Self-Development Theory of McCann and

Pearlman (1990) was used to create the Trauma Stress Institute Belief Scale (TSI Belief Scale)
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(PearlIman and Mac lan, 1995; Pearlman, 1996); this scale measures vicarious trauma,
disruptions in cognitive schemas, or beliefs about self and others, in five psychological need
areas (safety, trust, esteem, intimacy, and control) affected by trauma. In a major vicarious
trauma study, Pearlman and Maclan (1995) administered a self-report questionnaire to a non-
random sample of 788 self-identified trauma therapists obtained through recruitment at
professional conferences and local graduate programs. The researchers found that less time on
the job and participation in personal therapy to address trauma work contributed significantly to
lower scores on the TSI Belief Scale. Sixty-percent of the respondents with a personal trauma
history were showed greater disruptions in cognitive schemas than the group without a trauma
history (Pearlman and Mac lan, 1995). In another major vicarious trauma study, Schauben and
Frazier (1995) examined a sample of female psychologists and rape crisis counselors. They
found that the percentage of survivors on the therapist is caseloads significantly correlated with
self-reported accounts of vicarious trauma and higher scores on the TSI.
Appearance of Secondary Traumatic Stress/Compassion Fatigue

In 1995, Figley (1995) introduced the terms secondary traumatic stress and compassion
fatigue. Although the term compassion fatigue had already appeared in literature to describe the
experience of nurses exposed to trauma in their work (Joinson, 1992), the term secondary
traumatic stress/compassion fatigue gained recognition with the publication of “Compassion
Fatigue: Coping with Secondary Traumatic Stress Disorder in Those Who Treat the Traumatized”
by Figley (1995); since then, the term has appeared frequently in the literature. Figley (1995)
defined secondary traumatic stress/compassion fatigue as the behaviors and emotions that
naturally result from knowing about the trauma experienced by another and caring for or wanting

to help the suffering individual. Figley (1995) believed that individuals exposed to secondary
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traumatic stress/compassion fatigue, like those with PTSD, suffer from intrusive thinking,
periods of avoidance and/or numbing, and persistent arousal. The symptoms of secondary
traumatic stress are nearly identical to the symptoms of PTSD, except that secondary traumatic
stress applies to negative emotional reactions affected by the trauma of another, such as a client
(Figley, 1995). Therapists with secondary traumatic stress/compassion fatigue may avoid hearing
traumatic materials, may experience traumatic imagery related to the traumatic materials, and
may suffer from physical symptoms in the form of sleep disturbances, headaches, gastrointestinal
problems, or heart palpitations (Clark & Gioro, 1998; Figley, 1995). All of these symptoms,
identical to those of PTSD, result from indirect exposure to a traumatized client (Figley, 1995).
Therefore, the main difference between secondary traumatic stress and PTSD is that secondary
traumatic stress/compassion fatigue involves exposure to the traumatic stories or materials of
others, such as client, whereas PTSD involves exposure to the actual trauma (Figley, 1995).
Additionally, secondary traumatic stress/compassion fatigue is thought to be less severe than
PTSD and to involve a much faster rate of recovery than PTSD (Figley, 1995). Figley (1995)
developed the Compassion Fatigue Self-Test for Psychotherapists (CFST), an instrument to
measure secondary traumatic stress/compassion fatigue. This self-report test has two sub-scales
that work to explain the dimensions of compassion fatigue and burnout (Figely, 1995).

In addition to Figely (1995), Schauben and Frazier (1995) found that therapists who had a
high percentage of sexual violence survivors in their caseloads reported more PTSD-like
symptoms than therapists who saw fewer survivors (Schauben & Frazier, 1995). Moreover,
Chrestman (1995) and Kassam-Adams (1995), who surveyed trauma therapists to test secondary
traumatic stress, discovered that the level of exposure to trauma survivors’ stories was associated

with increased symptoms of intrusion and avoidance.
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The studies on secondary traumatic stress/compassion fatigue in the 1990s often measured the
symptoms by using the Impact of Events Scale (IES; Horowitz, Wilner, & Alvarez, 1979; IES-R;
Weiss & Marmar, 1997). This scale of subjective distress, based on commonly reported
experiences of PTSD symptoms, was used in clinical studies or the Compassion Fatigue Self-
Test (CFST) (Figely, 1995).

Differences between Secondary Traumatic Stress and Compassion Fatigue

Figley (1995), who used the terms secondary traumatic stress and compassion fatigue
interchangeably, suggested that the two concepts refer to the same phenomenon. Because
secondary traumatic stress syndrome (STSD) primarily refers to the symptoms activated by the
onset of compassion fatigue, Figley preferred compassion fatigue as a reference term because it
has a more accessible framing and connotation (Baranowsky, 2002; Figley, 1995, 2002).
Although Figley (1995) stated that compassion fatigue more aptly describes the stress and
fatigue that a compassionate professional may feel from functioning in his/her line of work, the
literature commonly references both terms.

In contrast, Stamm (1997) argued that secondary traumatic stress and compassion fatigue are
different constructs. From Stamm's perspective, compassion fatigue is a more general term
describing the overall emotional and psychological fatigue that helping professionals experience
due to their chronic use of empathy when treating suffering clients (Figley, 1995, 1999). For
helping professionals who treat victims of trauma, secondary traumatic stress may contribute to
the overall feeling of compassion fatigue; however, the professionals who treat populations other
than trauma victims (such as the mentally ill) may also have compassion fatigue without
experiencing secondary traumatic stress (Newell, 2008). Compassion fatigue, a term with

broader definitions than secondary traumatic stress, includes the symptoms of both secondary
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traumatic stress and burnout (Newell, 2008; Stamm 1997).
2.1.12. Differentiation between Secondary Traumatic Stress and Other Similar Concepts:
1995-2000s

Since the term secondary traumatic stress emerged in 1995, researchers have explored other
concepts that shed insight on the effect trauma survivors have on trauma therapists: burnout,
countertransference, and vicarious trauma. As with the terms secondary traumatic stress and
compassion fatigue, a disparity exists between secondary traumatic stress and other similar
negative effects in trauma therapists resulting from working with trauma survivors.
Differences between Secondary Traumatic Stress and Burnout

The key difference between secondary traumatic stress and burnout lies in the cause. Burnout
not only includes those persons working with the traumatized, but it also results from any
interaction with difficult clients (Canfield, 2005; Iliffe & Steed, 2000; Schauben & Frazier, 1995).
Burnout can arise from large caseloads, the isolation of the work, lack of control, insufficient
rewards, unfairness, and other bureaucratic factors (Maslach & Leiter, 1997). While secondary
traumatic stress is an acute response, burnout may be the “final common pathway of continual
exposure to traumatic material” (p.134) (McCann and Pearlman, 1989) and a gradual process
that may increase in intensity over time (Figley, 1995). Moreover, secondary traumatic stress,
which is more specific than burnout (Kebler & Figley, 1995), is not related to workplace
conditions (Figley, 1995), unlike burnout keeps Figley (1995), a “collection of symptoms
associated with emotional exhaustion” in relation to the workplace (p.11). Another major
difference between the two concepts is that secondary traumatic stress is based on the diagnostic
conceptualization of PTSD (Pearlman & Saakvitne, 1995), but burnout does not usually lead to

such PTSD symptoms as intrusive imagery. In fact, some empirical evidence supports the
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differentiation of the constructs of secondary traumatic stress and burnout. For example, in a
study of counselors of survivors of sexual violence, Schauben and Frazier (1995) found that
while counselors who had a higher percentage of sexual violence survivors in their caseloads
reported more symptoms of secondary traumatic stress, working with survivors was not related
to counselor burnout.
Differences between Secondary Traumatic Stress and Countertransference

Trauma researchers have focused on explaining the difference between secondary traumatic
stress and countertransference (Pearlman and Saakvitne, 1995). First, secondary traumatic stress
is a “long-term negative reaction to a client’s traumatic materials, whereas countertransference is
a “short-term” response (McCann & Pearlman, 1990). Traumatic stress, which takes place over
time and is cumulative from numerous therapeutic relationships, will emerge through
countertransference (Pearlman & Saakvitne, 1995) Secondly, unlike countertransference, a
reaction that should only occur within the context of psychotherapy (Figley, 1995; Sexton, 1999),
secondary traumatic stress may occur in any person involved in a relationship with a traumatized
person (therapist, family member, friend, and co-worker) and is not limited to therapeutic
interactions, which is the case with psychoanalysis (Newell, 2008). Third, secondary traumatic
stress occurs when working with victims of primary trauma; however, countertransference may
occur in the process of insight-oriented treatment with an individual suffering from any type of
mental illness and is not limited to trauma victims (Newell, 2008). Lastly, countertransference
from working with trauma clients does not necessarily lead to conditions of secondary traumatic
stress in clinicians (Pearlman and Saakvitne, 1995).
Differences between Secondary Traumatic Stress and Vicarious Trauma

Since the term of secondary traumatic stress first appeared in 1995, trauma researchers have
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discussed the differences between secondary traumatic stress and vicarious trauma. The
definition of secondary traumatic stress by Figley (1995) has strong similarities with the
definition of vicarious trauma offered by MaCann and Pearlman (1990); however, differences in
the conceptualization of the two concepts exist. Figley’s conceptualization of secondary
traumatic stress does not specifically focus on cognitive symptoms, such as vicarious trauma, as
conceptualized by Pearlman; instead, Figley placed more emphasis on psychological and
behavioral symptoms (Figley, 1995) that directly link with the symptoms of PTSD (Baird &
Kracen, 2006). In contrast, Pearlman’s conceptualization and framework for vicarious trauma
involves both a psychodynamic and cognitive perspective (McCann & Pearlman, 1990; Pearlman,
1998; Pearlman & Saakvitne, 1995). Therefore, secondary traumatic stress, which is grounded in
the field of traumatology, emphasizes clinically observed DSM-1V, PTSD-based symptoms of
relatively sudden onset, whereas vicarious trauma, a theory-driven construct, emphasizes more
gradual, covert, and permanent changes in cognitive schema (Baird & Jenkins, 2003; Figley,
1995).

The following summarizes the differences between secondary traumatic stress and other
similar concepts. First, unlike burnout, secondary traumatic stress does not stem from the
workplace conditions. Burnout occurs not only from working with traumatized individuals but
also from working with any difficult clients or in any stressful working conditions. Burnout does
not usually lead to PTSD symptoms. Second, unlike countertransference, which only occurs
within the context of psychotherapy, secondary traumatic stress appears in any relationship with
traumatized individuals. While secondary traumatic stress is associated with the traumatized
population, countertransference can arise in any treatment process without being limited to

situations of trauma. Third, unlike vicarious trauma, which focuses on cognitive symptoms,
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secondary traumatic stress symptoms focus on behavioral symptoms that directly link with PTSD

symptoms. Lastly, unlike compassion fatigue, which includes the symptoms of both secondary

traumatic stress and burnout, secondary traumatic stress has a narrow definitions; compassion

fatigue can also result from treating a diversity of populations, not just those individuals who

have suffered some kind of trauma.

2.1.13. Revision of DSM-1V and Increase of Secondary Traumatic Stress Studies: 2000s
In the 2000s, DSM-IV-TR (APA 2000, p. 463) established the definition of trauma, basing it

on the DSM-IV criteria for PTSD (APA, 1994); this is the most widely accepted definition in the

field. The DSM-IV-TR defines a traumatic stressor as:
“Exposure to an extreme traumatic stressor involving direct personal experience
of an event that involves actual or threatened death or serious injury, or other
threat to one’s physical integrity; or witnessing an event that involves death,
injury, or a threat to the physical integrity of another person; or learning about
unexpected or violent death, serious harm, or threat of death or injury experienced
by a family member or other close associate” (APA 2000, p. 463).

This newly revised definition of traumatic stressor has created an increasing number of studies

on secondary traumatic stress/compassion fatigue as compared with the past. Most academic

studies have used the term secondary traumatic stress rather than compassion fatigue to describe

occupational traumatic stress specific to workers assisting with traumatized populations. The

secondary traumatic stress study of 2000 yielded three trends.

Areas of Literature Related to Secondary Traumatic Stress Studies in 2000s

The first area indicates that many recent empirical studies have been conducted on the

secondary traumatic stress reactions of helping professionals, including rescue or mental health
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workers from disasters such as the 9/11/01 attack in New York and Hurricane Katrina in
Louisiana. For instance, Creamer and Liddle (2005) examined various factors of secondary
traumatic stress reactions for 81 mental health (DMH) workers who responded to the 9/11/01
victims. In addition, Naturale (2007) reported empirical case studies of social workers
responding to disasters, the course of their secondary traumatic stress responses, and their
struggles to overcome secondary traumatic stress.

The second area of the secondary traumatic stress literature involves that psychometric studies
to create and validate the scale of secondary traumatic stress. Bride, Robinson, Yegidis, and
Figley (2004) created the new secondary traumatic stress scale (STSS). Bride et al (2004) used
data from 287 social workers in a southeastern state in the United States to test and validate the
scale of STSS. The results reported high levels of internal consistency reliability and evidence of
convergent, discriminant, and factorial validity in the STSS. Ting, Jacobson, Sanders, Bride, and
Harrington (2005) conducted psychometric analyses on the STSS. Using a national sample of
275 mental health social workers, they examined the internal reliability and validity of the STSS
and the factor structure through a confirmatory factor analysis. These researchers found that the
internal reliability for the total STSS 17-items and Intrusion/Avoidance/Arousal subscale was
high; their findings provided support for the three factor structure (Intrusion/Avoidance/Arousal)
of the STSS through a confirmatory factor analysis (CFA) of the STSS.

The third area of the secondary traumatic stress study has identified the phenomenon of the
secondary traumatic stress symptoms of social workers, using a larger quantitative study of a
sample. Bride, Robinson, Yegidis, and Figley (2004) found that of 287 social workers in a
southeastern state in the United States, more than half (53.3%) acknowledged the effects of

secondary trauma stress on their personal and professional lives. Bride (2007) investigated the
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prevalence of secondary traumatic stress in 282 master’s-level social workers licensed in a state
in the southern United States; he did this by examining the frequency of individual symptoms
and the severity of secondary traumatic stress levels. Bride’s results indicated that 70.2% of the
social workers experienced at least one symptom in the previous week, and 55 % met the criteria
for at least one of the core symptom clusters. The intrusion criterion was endorsed by nearly half
of the social workers, whereas the avoidance and arousal criteria were each endorsed by one-
quarter of the social workers.

The majority of the secondary traumatic stress empirical studies are based on quantitative
methods, using self-assessment scale designs and samples of adult psychotherapists. Few studies
have used qualitative methods, which are conducted with small samples of psychotherapists who
discussed their work with clients (Canfield, 2005). However, since research into secondary
traumatic stress as a field of inquiry is only about 10 years old, many of the studies are still
exploratory in nature. In particular, only a few studies have examined secondary traumatic stress
for professional social workers in the field of man-made disasters. Furthermore, these studies
have rarely focused on only professional social workers. Although the empirical studies on
secondary traumatic stress in the field of man-made disasters specific to professional social
workers remain rare, this new millennium, especially the years following the terrorist attacks of
9/11/01, has witnessed more researchers paying attention to the study of secondary traumatic
stress among professional social workers who treat the victims of man-made disasters. Unlike
compassion fatigue, the term secondary traumatic stress is a better and more accurate way to
describe the trauma stress specific to “trauma workers” assisting with “traumatized populations.”

Therefore, | used secondary traumatic stress since the term focuses on trauma workers.
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2.2. Literature on Risk and Protective Factors Affecting the Development of Secondary
Traumatic Stress for Helping Professionals
Most of the research related to secondary traumatic stress has examined the factors which
contribute to the development of secondary traumatic stress in helping professionals. The salient
factors of secondary traumatic stress can be divided into two categories: 1) individual
characteristics of practitioners and 2) environmental/work-related characteristics surrounding
practitioners. This history includes the following: 1) age of practitioners (Creamer & Liddle,
2005; Ghahramanlou & Brodbeck, 2000; Good, 1996; Nelson-Gardell & Harris, 2003;
VanDeusen & Way, 2006); 2) marital status of practitioners (Byrne, 2006); 3) practice experience
of practitioners (Badger, Royse, & Craig, 2008; Birck, 2002; Chrestman, 1999; Creamer &
Liddle, 2005; Good, 1996); 4) personal support received by practitioners (Pulido, 2005;
Rogentine,1996); and 5) training of practitioners (Chrestman, 1995; Lepore, 2004; Perrin et al,
2007). Environmental or work-related factors associated with secondary traumatic stress among
practitioners include: 1) level of exposure to traumatized clients (Brady, Guy, Poelstra, &
Brokaw, 1999; Creamer & Liddle, 2005; Myers & Cornille, 2002; Pinsley, 2000; Simonds, 1996;
Wee & Myers, 2002); 2) different type of traumatized clients (Baird & Kracen, 2006; Creamer,
2002; Cunningham, 2003; Good, 1996; Kassam-Adams, 1995; Pinsley, 2000); and 3) degree of
workplace support (Baird & Jenkins, 2003; Dickes, 1998, 2001; Hodgkinson & Shepard, 1994;
Lybeck-Brown, 2002; Naturale, 2007; Pearlman & Maclan, 1995; Perron & Hiltz, 2006; Randall,
Altmaier & Russell, 1989; Slattery, 2003).
2.2.1. Individual Factors Associated with Secondary Traumatic Stress

Age

Several studies have recognized age as a risk factor associated with secondary traumatic
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stress. Age is proffered as the reason that older people tend to have better coping skills that
would render it easier for them to deal with external stress symptoms and to reduce their level of
stress symptoms than younger people (Creamer & Liddle, 2005; Ghahramanlou & Brodbeck,
2000; Nelson-Gardell & Harris, 2003). Ghahramanlou and Brodbeck (2000) conducted a study
that focused on sexual assault trauma counselors and found that the age of the counselors had a
significant association with the intensity of secondary traumatic stress symptoms. A higher age
possibly acted as a buffer against the tendency to develop secondary traumatic stress symptoms.
Ghahramanlou and Brodbeck (2000) also reported anecdotal experiences of monthly staff
meetings during which younger counselors were more likely to report detailed accounts of their
client contacts, recollections of specific assault characteristics, and expressions of anger,
frustration, disappointment, and helplessness toward their victimized clients’ painful experiences.
Also, based on a sample of 166 child welfare workers in two southeastern states, Nelson-Gardell
and Harris (2003) found that age significantly predicted secondary traumatic stress symptoms
(measured using the Compassion Fatigue Self-Test for Psychotherapists (Figely, 1995) when the
regression controlled for the therapist’s trauma history. One part of the sample included the entire
staff of a state child welfare agency that participated in the training, while an additional part of
the sample came from a self-selected set of professionals who attended identical training on
different dates at a professional conference.

Therefore, empirical survey studies have found that the age of helping professionals (sexual
trauma counselors and child welfare workers) working with traumatized populations (such as
victims of sexual assault and child abuse and neglect) has a direct impact on professionals’ level
of secondary traumatic stress symptoms. The older professionals tend to have less secondary

traumatic stress symptoms than the younger professionals. Age can be recognized as a protective
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factor that decreases secondary traumatic stress symptoms because older social workers are more
likely to have acquired more effective coping skills that help them reduce their work stress.
Marital Status

Researchers have increasingly recognized that marital status plays a protective role against
psychological stress and secondary traumatic stress. For instance, Byrne (2006) studied 467 child
welfare social workers in 10 area offices, five from the southeast region and five from the
northeast region of the Massachusetts Department of Social Services. The study participants
were recruited at monthly area office staff meetings. Byrne examined the social workers’
resilience factors by levels of secondary traumatic stress/compassion satisfaction (measured by
the Professional Quality of Life Scales (ProQOL; Stamm, 2002). The evidence indicated that
household status strongly and inversely affects secondary traumatic stress/compassion fatigue
with burnout. According to the study results, the household status of living with others appeared
to be a significant protective factor against secondary traumatic stress/compassion fatigue.
Therefore, marital status can be recognized as a protective factor that decreases secondary
traumatic stress symptoms because social workers who live with their partners have the
opportunity to reduce their levels of secondary traumatic stress by talking with their partners
about their work.
Practice Experience

Several secondary traumatic stress studies (Badger, Royse, & Craig, 2008; Chrestman, 1999;
Creamer & Liddle, 2005; Good, 1996) provide evidence that those helping professionals who
have less practice are more at risk to develop secondary traumatic stress symptoms than those
with a great deal of practice. Good (1996) administered a survey to 257 participants (art

therapists, social workers, and other mental health professionals with a master’s degree and high)
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by handing the survey questionnaires to the participants of the American Art Therapy Association
Conference in San Diego and by mailing the surveys to eight public and private mental health
agencies in California, Florida, Georgia, Kansas, New York, New Mexico, Mississippi, and
Pennsylvania. He found that therapists who had more years of experience in practice showed
lower secondary traumatic stress symptoms (measured using the Compassion Fatigue Self-Test
for Psychotherapists by Figley [1995]). Chrestman (1999) mailed a survey methodology to
therapists belonging to the International Society for Traumatic Stress Studies (ISTSS), the
International Society for the Study of Multiple Personality and Dissociation (ISSMP & D), and
the American Association of Marital and Family Therapists (AAMFT). Through his quantitative
study of adult therapists working with traumatized populations, he discovered that increased
professional experience in the therapists was associated with a decrease in trauma (secondary
traumatic stress) symptoms (measured by the Impact of Event Scale [Horowitz, Wilner, &
Alvarez, 1979]) and the Trauma Symptom Checklist (Elliot & Briere, 1991)).

Badger, Royse, and Craig (2008) studied hospital social workers through the use of a
descriptive, cross-sectional survey design and a sampling frame of social workers employed in
one of five trauma centers (offering a range of medical and psychiatric services to children and
adults) located in the Midwest to explore the relationship between secondary traumatic stress
(measured by the Secondary Traumatic Stress Scale (STSS) by Bride et al (2004) and years of
experience in social work with hospital social workers. Their sample consisted of 121 trauma
center social workers who were predominantly master’s-level prepared women. The survey was
distributed at a staff meeting or team meetings at each hospital. Badger, Royse, and Craig found
that a greater number of years of experience in social work was associated with fewer reported

symptoms of secondary traumatic stress, although the level of the association was weak.
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Therefore, previous empirical survey studies have found that helping professionals (therapists
and social workers) with more professional practice experience working with traumatized
populations tend to have decreased levels of secondary traumatic stress symptoms. The length of
practice experience as a professional social worker can be recognized as a protective factor that
decreases secondary traumatic stress since those social workers with more years of professional
experience might have acquired more effective coping skills that help them reduce their work
stress. However, some studies have found the opposite to be true: more practice experience
related to increasing level of secondary traumatic stress symptoms (Baird & Jenkins, 2003;
Landry, 1999; Meyers, 1996). The discrepancies in the results of these studies suggest the need
for future investigation.

Personal Support

Evidence suggests that social workers who receive more support from their family and/or
friends tend to handle their stress better than the ones who receive less support (Pulido, 2005;
Rogentine, 1996). For instance, using an hour-long semi-structured interview, Rogentine (1996)
explored the impact of continual exposure to child abuse and neglect, including secondary
trauma (whose theme is defined as the experience of symptoms of PTSD in response to viewing
or hearing about another’s trauma), in workers from 12 Child Protective Service (CPS) Agencies
Alameda and Contra Costa counties in Northern California. She found that the CPS workers who
appeared to cope better with their stress had a strong network of family and friends. Therefore,
social workers who deal with traumatized clients, such as victims of child abuse and neglect, will
have fewer symptoms of secondary traumatic stress if they receive support from their family
and/or friends. Personal support can be recognized as a protective factor that decreases secondary

traumatic stress since those social workers with more emotional support from their family
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members or friends have the opportunity to reduce their levels of secondary traumatic stress by
talking about their work and receiving positive feedback.
Training

Because previous evidence has linked training in the health care and social service arena with
a decrease in worker stress and the retention of staff (Bennett et al., 1996; Ewalt, 1991; Frazer &
Sechrist, 1994; Haviland et al., 1995), secondary trauma researchers have explored whether
training might decrease the level of symptoms of secondary traumatic stress/compassion fatigue
experienced by helping professionals (Chrestman, 1995; Lepore, 2004). For instance, Lepore
(2004) studied the secondary traumatic stress symptoms of 206 crisis intervention workers
selected from four different crisis intervention fields (personal care/nurses’aides, disaster relief
workers, police officers, and professional counselors). Scores on the Compassion Fatigue
subscale of the Compassion Satisfaction and Fatigue Test measured the symptoms of the
secondary traumatic stress (Stamm & Figley, 1998). Although Lepore hypothesized that adequate
training might reduce the level of secondary traumatic stress symptoms in crisis intervention
workers, his study results did not support this theory. However, other evidence indicated that
training did decrease the secondary traumatic stress symptoms. For example, Chrestman (1999)
mailed a survey methodology to therapists belonging to the International Society for Traumatic
Stress Studies (ISTSS), the International Society for the Study of Multiple Personality and
Dissociation (ISSMP & D), and the American Association of Marital and Family Therapists
(AAMFT) to conduct a quantitative study of adult therapists working with traumatized
populations. His study reported that the clinicians with more Continuing Education Units (CEUS)
had decreased avoidance symptoms, which are closely related to secondary traumatic stress

symptoms (measured by the Impact of Event Scale [Horowitz, Wilner, & Alvarez, 1979]) and by
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the Trauma Symptom Checklist (Elliot & Briere, 1991) as a result of their exposure to
traumatized clients. In addition to the result by Chrestman (1999), Perrin et al (2007) found that
training contributed to decreasing the symptoms of secondary traumatic stress (measured via the
PTSD Checklist-Civilian Version by Weathers, Litz, Herman, Huska, & Keane, 1993) for
workers assisting the victims of the September 11, 2001, attacks (in the next section, | will
describe the details of this study). Training can be recognized as a protective factor that decreases
secondary traumatic stress because those social workers who receive training on how to work
with traumatized populations develop the skills to more effectively deal with traumatized
populations. Since the examination of the effect between training and the symptoms of secondary
traumatic stress has yielded two contradictory research results, further evidence is needed to
validate the role training plays in the development of secondary traumatic stress.

The above studies acknowledge that age, marital status, practice experience, personal support,
and training could be recognized as individual risk and protective factors that affect the
occurrence of secondary traumatic stress symptoms resulting from working with traumatized
populations. However, these individual factors also cause controversy since some studies have
failed to examine the association between these individual factors and the level of secondary
traumatic stress symptoms. Therefore, further research is needed to ascertain these individual
factors and secondary traumatic stress.

2.2.2. Environmental/Work-Related Factors Associated with Secondary Traumatic Stress
Exposure to Traumatized Clients

Previous studies have demonstrated that the amount of exposure helping professionals have to

the clients' traumatic material increases the likelihood of secondary traumatic stress (Brady et al.,

1999; Creamer, 2002; Myers & Cornille, 2002; Pinsley, 2000; Simonds, 1996; Wee & Myers,
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2002). Exposure variables can be divided into current risk and cumulative risk. Current risk
includes the following exposure variables: the number of current clinical hours spent with trauma
survivors; the percentage of trauma survivors in the therapist’s current caseload; and/or the
perceived level of exposure to graphic details with current clients. The exposure variables for
cumulative risk include the number of months or years working with trauma survivors and/or the
number of clinical hours spent with survivors over the course of social worker’s career.

The following three studies focus only on the exposure variables of current risk. First,
Chrestman (1995) mailed a survey methodology to therapists belonging to the International
Society for Traumatic Stress Studies (ISTSS), the International Society for the Study of Multiple
Personality and Dissociation (ISSMP & D), and the American Association of Marital and Family
Therapists (AAMFT) to conduct a quantitative study of adult therapists working with
traumatized populations. He found that a higher percentage of time spent with trauma clients in
general clinical activities led to increasing avoidance symptoms of the secondary traumatic stress
symptoms (measured by the Impact of Event Scale (IES), Horowitz, Wilner, & Alvarez, 1979
and by the Trauma Symptom Checklist (Elliot & Briere, 1991). In the same study, an increased
percentage of trauma clients in the caseload predicted increasing levels of dissociation, traumatic
symptoms, and intrusion. In her sample, Chrestman found that the therapists with a higher
percentage of trauma clients in their caseloads reported a decrease in their children’s activities
away from home and less communication with family and friends. Second, Lee (1995) assessed
the degree of secondary traumatic stress among 175 marriage and family therapists randomly
selected from the population of national marriage and family therapists listed in the 1992
AAMFT Directory of Clinical Members and Approved Supervisors through a mail survey. She

found that the more hours a therapist spent listening to a client’s traumatic material, the greater
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the therapist’s intrusion score, one of the secondary traumatic stress symptoms (measured by the
Impact of Event Scale [Horowitz, Wilner, and Alvarez, 1979]). Third, Cornille and Meyers
(1999) administered a survey to assess secondary traumatic stress symptoms (measured by the
Impact of Event Scale-Revised [IES-R]; Weiss & Marmar 1997, and by the Brief Symptom
Inventory [BSI]; Derogatis, 1975) among a sample of 183 participants from child protective
services (CPS) who had worked for more than one year with abused and neglected children in a
southern state. They found that the level of work exposure with victims of child abuse and
neglect was strongly associated with the presence of secondary traumatic stress symptoms in the
CPS workers.

The following four studies took into account both current and cumulative exposure variables.
First, Pinsley (2000), using a convenience non-probability sample, conducted a mail survey of
163 therapists working with sexual assault survivors in community mental health programs and
university or hospital-based crisis programs and private practice within the five boroughs of New
York City or Long Island. After studying therapists with caseloads comprised of 50% or more
rape and incest survivors over the previous year, she found that the sampled therapists reported
more intrusive and avoidant symptoms of secondary traumatic stress symptoms (measured by the
Impact of Event Scale) associated with trauma distress than those therapists whose caseloads had
fewer than 50% of such clients.

Second, Meyers and Cornille (2002) administered a mail survey to 205 Child Protective
Service (CPS) workers, recruited though contact with the directors of the Family and Children’s
Services in 92 counties in a large southern state, who responded to abused and neglected children.
The study indicated that the CPS workers who had worked with abused children for longer

periods of time experienced more severe secondary traumatic stress symptoms (measured by the
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Impact of Event Scale-Revised by Weiss and Marmar, 1996) than those with fewer years of
experience. For example, CPS workers with five or more years experience with abused children
reported more severe obsessive-compulsive and anxiety symptoms, including panic attacks and
feelings of terror. Also, CPS workers who worked 40 hours per week or more reported
experiencing more anger, irritability, jumpiness, exaggerated startle response, trouble with
concentration, hyper-vigilance, nightmares, and intrusive thoughts and images than those who
worked less than 40 hours per week. Furthermore, CPS workers putting in longer hours reported
feeling more distressed, depressed, anxious, hostile, suspicious, paranoid, and delusional than
their counterparts with a reduced schedule.

Third, Wee and Myers (2002) conducted a mail survey to 74 crisis counselors, employed by
the Oklahoma Department of Mental Health and Substance Abuse Services or contract agencies
who provided disaster mental health services following the bombing of the Alfred P. Murrah
Federal Building in Oklahoma City. They found that respondents who had worked more months
with bombing survivors had higher mean distress scores than those working fewer months. The
amount of time working with bombing survivors was significantly associated with compassion
fatigue, which is related to secondary traumatic stress symptoms, as measured by the
Compassion Fatigue Self-Test for Helpers (Figley, 1995).

Therefore, previous empirical studies have found that more exposure to traumatized
populations (victims of child abuse and neglect, and sexual assault, and victims of disaster)
contributes to a higher level of secondary traumatic stress symptoms for helping professionals
(general therapists, marriage and family therapists, child protection workers, and disaster mental
health workers). The more recent studies, which have examined both current and cumulative

exposure variables, have found a significant correlation between exposure variables and
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secondary traumatic stress.
Different Type of Traumatized Clients

The following evidence shows that the level of secondary traumatic stress for helping
professionals differs, depending on the type of trauma caseload they experience. First, some
researchers have found that workers who treat victims of human-induced violence and crime,
such as sexual assault or domestic violence, experience more severe secondary trauma than those
workers who treat victims of naturally occurring trauma, such as cancer or natural disasters
(Cunningham, 2003; Kassam-Adams, 1995). Cunningham (2003) gave two reasons for this: 1)
Although working with both populations causes stress, those clinicians who worked with clients
who were sexually abused were exposed to the clients’ account of trauma induced at the hands of
another human. Human-induced trauma such as sexual abuse “massively and mercilessly”
exposes caregivers to the “potential boundlessness of human evil and ugliness” (Danieli, 1994,
p.31) that creates anger, helplessness, and other negative feelings within helping professionals;
and 2) Clinicians working with sexual abuse survivors and the clinicians working with victims of
naturally caused trauma like cancer might exhibit different symptoms due to the different nature
of the exposure. Clinicians who work with victims of sexual abuse might be more likely to have
a long-term relationship with the same client by providing individual psychotherapy over several
months; this would give those helping professionals to more traumatic stories or materials.
However, Kassam-Adams (1995) raised questions about this study and its results. She conducted
her own study by administering surveys to 100 psychotherapists (all master’s or doctoral level
therapists) in out-patient counseling agencies and sexual assault centers in central Virginia and
central Maryland. The results of her self-report mail survey yielded no evidence that exposure to

a difficult case type , such as sexual abuse, was associated with the intrusion and avoidance
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symptoms of secondary traumatic stress measured by the Impact of Event Scale (Horowitz,
Wilner, & Alvarez, 1979).

Second, some researchers have discovered that helping professionals who treat children have
higher levels of secondary traumatic stress than those who treat adults. For example, one study;,
recruiting primarily via the Disaster Mental Health List (Creamer, 2002), used a quantitative mail
study of 80 mental health professionals affiliated with various disaster relief organizations (e.g.,
American Red Cross, Green Cross, Salvation Army) who served as disaster mental health
(DMH) workers in response to the attacks of 9/11/01. This study found a higher degrees of
secondary traumatic stress (measured by the Impact of Event Scale [Horowitz, Wilner, & Alvarez,
1979]) in workers who spent more time with child clients, who discussed more morbid or
graphic material, and who dealt with sensory-related material. Facing victimization in children
would make clinicians feel more vulnerable and helpless since children have less power and
control over abuse than adults.

Third, other types of difficult cases, such as clients with psychosis, have been recognized as
contributors to increasing the secondary traumatic stress symptoms of helping professionals.
Good (1996) administered a survey to 257 participants (art therapists, social workers, and other
mental health professionals) by handing the survey questionnaires to the participants of the
American Art Therapy Association Conference in San Diego and by mailing the surveys to eight
public and private mental health agencies in California, Florida, Georgia, Kansas, New York,
New Mexico, Mississippi, and Pennsylvania. She examined the participants’ level of secondary
traumatic stress symptoms (measured using the Compassion Fatigue Self-Test for
Psychotherapists by Figley [1995]) and other salient factors. Good found that therapists who

work with dissociative clients had significantly higher incidences of secondary traumatic stress.
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Therefore, previous empirical studies have shown that a certain type of caseload (including
clients who are victims of sexual assault, victimized children, and psychotic clients) increases the
professionals’ level of secondary traumatic stress symptoms. Because some controversy remains
about the results, these studies require further research.

Workplace Support

Previous literature has identified workplace social support, the level of received supervision,
or co-worker coherence in the workplace (Baird & Jenkins, 2003; Dickes, 1998; Pearlman &
Maclan, 1995; Randall, Altmaier, & Russell, 1989) as a protective factor in the field of working
with traumatized clients. Dershimer (1990) emphasized employer support as a critical factor for
helping professionals who work with traumatized populations. Also, Valent (1995) suggested that
the experiences of secondary traumatic stress needed to be processed in treatment teams, in
consultations with colleagues, and in debriefing meetings in order to effectively integrate them.
The following major studies assessed the relationship between secondary traumatic stress and
workplace support.

Hodgkinson and Shepard (1994) studied 73 social workers who provided psychological
support to primary victims of two major British disasters: the Piper Alpha North Sea oil
production platform explosion (July 1988) and the Clapham Rail crash (December 1988).
Through the use of mail surveys, they found that the support of supervisors was a predictive
factor for preventing secondary traumatic stress (measured by the Hopkins Symptom Checklist
[Derogatis, Lipman, Rickels, Uhlenhuth, & Covi,1974]) among disaster social workers. Dickes
(2001), who was also interested in examining the relationship between workplace support and
secondary traumatic stress symptoms (measured by the Impact of Event Scale [Horowitz, Wilner,

& Alvarez, 1979]), conducted mail surveys with 219 psychologists from the American
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Psychological Association’s Clinical Psychology and Clinical Child Psychology directory with
random sampling. He found a similar association between the level of workplace support and the
degree of secondary traumatic stress in those therapists who treated sexually abused clients. In
the beginning of the 2000s, Lybeck-Brown (2002), conducting a qualitative study with 10
therapists, found that supervision played a key role in explaining the impact of working with
traumatized clients on professionals. After surveying the psychological symptoms of 79 domestic
violence advocates (predominantly employed in community health centers, courts and other legal
settings, crisis and counseling centers, domestic violence service agencies, hospitals, shelters,
and social service organizations referred by program administrators from domestic violence-
related organizations) in Massachusetts through a mail survey, distribution of surveys at meetings,
and via a website, Slattery (2003) found that a higher level of co-worker cohesion and quality of
clinical supervision in the work environment led to fewer reported PTSD (post-secondary
traumatic stress) symptoms (measured using the PTSD Checklist [PCL-S; Weathers, Litz,
Herman, Huska, & Keane, 1993]).

With the use of internet-based research, Perron and Hiltz (2006) studied secondary traumatic
stress (measured using Secondary Traumatic Stress Scale by Bride et al., 2004) among 66 female
forensic interviewers of abused children at child abuse evaluation centers across the United
States (through contacting 301 child abuse evaluation centers listed on the National Children’s
Alliance [NCA] website). They collected the data using a cross-sectional survey design via an
online survey. Perron and Hiltz found that organizational satisfaction had a small but statistically
significant relationship with secondary traumatic stress. Organizational factors may serve to
increase or buffer the impact of this stress over time. Also, through case studies of disaster, with

an emphasis on those social workers who suffered from secondary traumatic stress responses in
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the midst of their fieldwork, Naturale (2007) found that in the workplace, supervision and
organizational supports decreased the stress that had triggered one of the worker’s (among the
case studies) secondary traumatic stress symptoms. These interventions helped mitigate potential
secondary traumatic stress from occurring in those staff members who interacted with the social
worker experiencing the strain of disaster circumstances.

Therefore, some previous empirical studies have found that receiving workplace support in
terms of supervision and co-worker coherence greatly contributes to reducing the level of
secondary traumatic stress symptoms for helping professionals (disaster social workers,
psychologists, therapists, domestic violence advocates, and child welfare workers) who work
with such traumatized populations as victims of disaster, sexual abuse, domestic violence, and
child abuse and neglect. Workplace support, including supervision and co-worker cohesion, can
be recognized as a protective factor that decreases secondary traumatic stress. Those social
workers who receive supervision from their supervisors or work in environments in which peers
get along have more opportunities to talk and share with their supervisors and peers about their
trauma work. The advice and support they receive contributes to reducing their levels of
secondary traumatic stress.

The above empirical studies have described how environmental/work related factors,
exposure to traumatized clients, type of trauma caseload, and degree of workplace support can
affect the levels of secondary traumatic stress within those helping professionals who work with
traumatized populations. The majority of the studies listed above empirically prove that exposure
to traumatized clients and contact with a certain type of client are risk factors for experiencing
secondary traumatic stress symptoms; adequate support from supervisors and coworkers in the

workplace emerges as a protective factor against experiencing secondary traumatic stress
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symptoms.

Studies that investigate the risk and protective factors of secondary traumatic stress have been
carried out since the end of the 1990s, when Figley (1995) created the term of secondary
traumatic stress. Most studies on secondary traumatic stress and its salient factors have been
based on a large quantitative survey since this survey method with its scale measurement is more
convenient for assessing the level of secondary traumatic stress for helping professionals.
However, most of the previous studies have several limitations in terms of measurement, samples,
and procedures to identify the salient factors.

First, each previous study measured secondary traumatic stress by using a different scale: the
Hopkins Symptom Checklist (HSCL; Derogatis et al., 1974), the Brief Symptom Inventory (BSI;
Derogatis, 1975), the Impact of Event Scale (IES; Horowitz, Wilner, & Alvarez, 1979, IES-R;
Weiss and Marmar, 1996), Trauma Symptom Checklist-40 (TSC-40 by Briere & Runtz (1989),
the PTSD Symptom Scale (PTSDSS; Foa, Rothbaum, Riggs, & Murdoch, 1991), the PTSD
Checklist (PCL-S; Weathers, Litz, Herman, Huska, & Keane, 1993), the Compassion Fatigue
Self-Test for Psychotherapists/Helpers (Figley, 1995), the Compassion Fatigue Subscale of the
ProQOL-CSF-R-I1I; Stamm, 2003), and the Secondary Traumatic Stress Scale (STSS; Bride et al,
2004). As a result, the lack of a standardized secondary traumatic stress scale makes it
impossible for researchers to compare the results from different studies.

Second, few secondary traumatic stress studies have only focused on professional social
workers who were trained in a school of social work. Instead, most of the previous secondary
traumatic studies have explored a wide-range of professionals: nurses and psychiatrists who are
trained in the medical field, mental health workers/therapists who are trained in the field of

psychology, law enforcement professionals, and professional social workers. Therefore, it is
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necessary to study secondary traumatic stress specific to social workers in general and to
professional social workers with social work degrees in particular. This emphasis would enable
researchers to examine the levels of stress specific to professional social workers and to identify
the unique characteristics that occur within the social work context.

Third, very few studies use random sampling; most of the secondary traumatic studies are
based on a convenient sample. Therefore, it is important to study the relationship between

secondary traumatic stress and its salient factors using random sampling.

2.3. Literature on Secondary Traumatic Stress for Workers Assisting Victims of
9/11/01

After the tragedy of 9/11/01, secondary traumatic stress received a great deal of attention from
researchers interested in how the attacks affected the workers assisting the victims (Adams,
Boscarino, & Figley 2006; Boscarino et al., 2004; Colarossi, Heyman, & Phillips, 2005; Creamer
& Liddle, 2005; Naturale, 2007; Pulido, 2007). Working with clients who had 9/11/01 related
issues was complex due to the unique nature of this terrorist attack. For example, the workers
assisting victims of the 9/11/01 attack in New York City had been exposed to the same disaster as
their clients (Pulido, 2007). Therefore, hearing their clients’ stories might heighten their
secondary traumatic stress symptoms. The following section describes previous studies which
examined the symptoms of secondary traumatic stress for these 9/11/01 workers.

In his study, White (2001) focused on the certified traumatologists from the Green Cross
Projects who helped the trauma victims of the 9/11/01 World Trade Center disaster. Specifically,
he studied the symptoms of secondary traumatic stress (compassion fatigue) for eight mental

health professionals who joined in the project. The symptoms were measured by the Compassion
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Fatigue and Satisfaction Self-Test for Helpers (Figley, 1995; Stamm,1997). White discovered
that three participants showed signs of secondary traumatic stress (compassion fatigue), two
were at high risk, and one was in the extremely high risk range.

Between May and August of 2003, approximately 24 months post-September 11, Boscarino,
Figley, and Adams (2004) assessed the prevalence of secondary traumatic stress/compassion
fatigue (measured by Compassion Fatigue Scale Revised, Gentry et al, 2002) among 236 social
workers who cared for victims of the 9/11/01 attack in New York City. All the participants had a
Master’s Degree in Social Work or higher and were current members of the National Association
of Social Workers (NASW). The study, which was conducted via a mail survey with the social
workers through random sampling, controlled for demographic factors, years of counseling, and
personal trauma history. The results showed that the more involvement the social workers had
with assisting the victims of 9/11/01, the higher level of secondary traumatic stress/compassion
fatigue they experienced. Those social workers with a supportive work environment had a lower
level of secondary traumatic stress/ compassion fatigue.

Beaton, Murphy, Johnson, and Nemuth (2004) assessed symptoms of secondary traumatic
stress for 261 professional firefighters employed in an urban fire department in the Pacific
Northwest through a survey either prior to or in the days and weeks following the events of
9/11/01. The Impact of Events Scale (Horowitz, Wilner, & Alvarez, 1979) measured secondary
traumatic stress. The study found that those firefighters who completed the surveys at one-week
post-9/11/01 experienced acute secondary traumatic stress symptoms to the events of 9/11/01.

Creamer and Liddle (2005) examined secondary traumatic stress symptoms (measured using
the Impact of Event Scale by Horowitz, Wilner, & Alvarez, 1979) for 80 disaster mental health

workers in 28 states, the District of Columbia, and Alberta, Canada, who responded to the
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terrorist attacks of 9/11/01. The researchers used a mail survey (recruited via disaster mental
heath and mental health-related lists or the American Psychological Association [APA] Disaster
Response Network Coordinators). The study found a relationship between higher levels of
secondary traumatic stress and a higher percentage of trauma caseload, fewer years of
professional experience (since licensure), younger age, and personal treatment (social workers’
discussion of their own trauma or trauma work). Those disaster mental health workers who had
higher levels of exposure with children, firefighters, or clients who spoke about morbid material
from the context of 9/11/01 and who had accumulated a greater number of trauma client cases
throughout their careers reported higher levels of secondary traumatic stress symptoms.

Simon, Pryce, Roff, & Klemmack (2006) examined the associations between alcohol use and
symptoms of secondary traumatic stress (although Simon et al [2006] referred to it as PTSD
symptoms, | will refer to it as secondary traumatic stress since it was measured via the Impact of
Events Scale-Revised [IES—R]) within 779 Red Cross workers, including paid and volunteer
staff, who responded during the first three months after the 9/11/01 event. They conducted a mail
survey through random sampling from a mailing list provided by The American Red Cross (The
Red Cross is a non-governmental organization with a Congressional mandate and history of
responding to disasters in the United States by Jacobs, 1995). All of the staff joined in the
disaster relief operations in response to the 9/11/01 attack. The study results indicated that Red
Cross workers who reported increasing or decreasing alcohol use had a higher level of secondary
traumatic stress symptoms than those who maintained their normal rate of alcohol consumption,
though effects were stronger for increased alcohol use. Age also played a role: younger Red
Cross workers experienced higher secondary traumatic stress symptoms and greater alcohol

consumption.
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Pulido (2005) studied 26 mental health workers who were indirectly exposed to the 9/11/01
victims to investigate the association among indirect exposure, personal trauma history, and
coping strategies and the development of symptoms of secondary traumatic stress. Pulido
conducted this study using a mixed methodological approach, with a qualitative interview as the
primary information gathering method. The study participants were recruited via mailing a letter
to an extensive list of executive directors, clinical program directors, and mental health
counselors at organizations in New York City that participated in 9/11 relief efforts. According to
the study results, almost half of the participants scored “moderate” to “extreme” on the
symptoms of secondary traumatic stress (measured by the Impact of Events Scale-Revised (IES—
R)) 30 months after the 9/11/01 event. The evidence also showed that levels of secondary
traumatic stress were high among those mental health workers who responded to clients with
9/11/01 issues. Furthermore, the study found that those who used the support of family, friends,
and colleagues as their coping strategies protected themselves from experiencing high levels of
secondary traumatic stress.

Elhai et al (2006) examined secondary traumatic stress symptoms (although Elhai et al, 2006,
called it PTSD symptoms, | refer to is as secondary traumatic stress symptoms since it was
measured by the IES-R [Weiss and Marmar, 1996]) and the extent of mental health services used
by 3,055 national disaster relief workers from the American Red Cross who responded to the
attacks both before (lifetime) and one year after the 9/11/01 event. The Red Cross disaster
workers included volunteers and paid staff members assigned to any disaster relief operation in
response to the 9/11/01 event during the first three months of operations. They were studied one
year after 9/11/01 by using a crosssectional, self-report, and retrospective survey. The results

indicated that workers with pre-9/11/01 mental health treatment histories were less likely to use
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mental health services in the year since the 9/11/01 event, whereas those without prior mental
health treatment histories were more likely to use mental health services. The findings also
indicated that those individuals who had higher intrusion or hyperarousal symptoms were
younger, and were either divorced/widowed had a greater likelihood of using a mental health
service after the attacks.

Adams, Figley, and Boscarino (2008) examined the predictive power of secondary trauma and
burnout on the psychological health of 236 social workers living in New York City 20 months
following the 9/11/01 attack on the World Trade Center. All of the social workers (selected
through random sampling) had a Master’s degree or higher in social work or higher and were
current members of the National Association of Social Workers (NASW). Secondary traumatic
stress was measured with burnout by the 30-item Compassion Fatigue Scale—Revised (Gentry,
Baranowsky, & Dunning, 2002). The study found that exposure to the victims of 9/11/01 was
related to secondary trauma within social workers, but it did not find a relationship with burnout.

The above studies focused on secondary traumatic stress for those workers, such as mental
health workers, social workers, fire fighters, and disaster relief workers (both paid and volunteer),
who assisted the victims of 9/11/01. The symptoms of secondary traumatic stress were measured
by the Compassion Fatigue and Satisfaction Self-Test for Helpers (Figley, 1995; Stamm, 1997),
the Compassion Fatigue Scale Revised (Gentry et al, 2002), and the Impact of Events Scale
(Horowitz, Wilner, & Alvarez, 1979). Each of the study samples had a diverse type. The size of
each sample also varied, ranging from eight workers to 3,055 workers. Furthermore, the time
period when each previous study was conducted differed: one week post-9/11/01, during the first
three months after 9/11/01, one year after 9/11/01, 20 months following 9/11/01, and 30 months

post-9/11/01. All of the previous studies identified that the majority of the workers had secondary
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traumatic stress symptoms or had a higher risk for getting secondary traumatic stress symptoms.
The factors of secondary traumatic stress for 9/11/01 works mirrored those described in the
previous section: individual factors including age, marital status, personal support, and years of
professional experience; and environmental/work-related factors including level of exposure to
traumatized clients, type of trauma caseload, and workplace support.

None of the previous literature regarding the secondary traumatic stress symptoms in the
disaster workers in New York in the aftermath of the 9/11/01 event described the continuing
effects of this type of trauma beyond six years, even though many helping professionals continue
to work with survivors and their families. The study by Boscarino, Figley, and Adams (2004),
which examined the workers’ secondary traumatic stress symptoms two years post-9/11/01, did
not provide enough information regarding the longer-term effects on workers. The literature
(Daly, Gulliver, Zimering, Knight, Kamholz, & Morissette, 2008) did yield evidence that
psychological symptomatology in mental health workers increased after 9/11/01. Therefore,
more research is needed to find the workers’ level of secondary traumatic stress symptoms in
long-term recovery time frames.

Moreover, the previous studies have explored secondary traumatic stress symptoms for
different kinds of workers, such as mental health workers, social workers, fire fighters, and
disaster relief workers (both paid and volunteer). The previous studies focused on more varied
disciplines of the population. This approach could be problematic since each type of worker was
doing a different task to assist the victims of 9/11/01. In particular, the mental health workers
(including social workers) who provided counseling/therapy might have experienced more
negative psychological symptoms than others since they tended to repeatedly hear the traumatic

stories of their clients; these stories also bore a similarity to the mental health workers’ own
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traumatic experiences concerning the 9/11/01 event. As a result, researchers need to examine the
mental health workers separately from the fire fighters, police, or other workers. However, only a
few studies focus solely on social workers, although evidence from the New York State Office of
Mental Health indicates that social workers made up approximately 50% of the crisis counselors
in New York following 9/11/01 (New York State Office of Mental Health, 2005). Even through
Colarossi, Heyman, and Phillips (2005) have examined workers in the social work field, their
study sample primarily consisted of social worker students (i.e. 642 of the 777 in the total
sample). This makes it very difficult to generalize to the general population of professional social
workers with more experience. There is a need for a study which examines secondary traumatic
stress symptoms specific to those social workers who assisted the victims of the terrorist attacks.

As a result, for this study, | decided to use the data from an already collected data set
investigated by Carol Tosone and Robert Moore in 2007 to examine the symptoms of secondary
traumatic stress (measured utilizing a Compassion Fatigue Subscale of the Professional Quality
of Life Scale (the ProQOL R-111) validated by Figley and Stamm (1996)) in a sample of
Manhattan-based social workers (all members of the National Association of Social Workers
(NASW)) six years post 9/11/01. Using a mail survey, Tosone and Moore examined social
workers in private practice who had provided counseling to 9/11/01 clients. They got their
sample of 481 from a random sampling of current NASW member social workers (excluding
students and BSWs) who were classified as mental health practitioners at the time of the survey
and who identified themselves as living or working in an area highly affected by the 9/11/01
event in Manhattan, New York.

A summary of the previous section (2.2) and this section (2.3) shows the significance of using

the data. First, section 2.2 refers to the limitations of the previous research of secondary
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traumatic stress for helping professionals. Although the Scale of Secondary Traumatic Stress
yielded fewer agreements, the measure of the Compassion Fatigue Subscale of the Professional
Quality of Life Scale (the ProQOL R-I11) by Figley and Stamm (1996) has been increasingly
used in previous literature to assess secondary traumatic stress symptoms. Therefore, analyzing
the data used by this measure might prove reliable. Second, due to the paucity of studies devoted
solely to professional social workers, the data garnered from a study that focuses only on the
secondary traumatic stress experienced by professional social workers trained in the school of
social work would be valuable. Third, because the data includes a larger sample of 481 collected
through a random sampling, it will be easier to appropriately generalize the data results. Lastly,
the data could be used to examine how social workers who have provided counseling to
survivors of the 9/11/01 disaster over an extensive period of time continue to suffer from their
stress symptoms almost nine years later. Few studies have looked at the potential long-term
psychological effects of trauma work in disaster counselors. In particular, no studies have been
found that evaluate secondary traumatic stress symptoms in disaster mental health staff beyond
the forty-eight months post-incident period. Therefore, exploring this data set would be valuable.
Previous Findings and Significance of the Study

Naturale (2009) defined the risk factors for secondary traumatic stress and PTSD symptoms
as 1) exposure to 9/11/01 victims (participation in 9/11/01 mental health counseling and longer
periods of time spent on counseling), 2) 9/11/01 witness experience (direct exposure to the World
Trade Center disaster), and 3) 9/11/01 loss experience (experiencing a major personal loss
associated with the 9/11/01 event). Naturale (2009) also examined the association between these
risk factors and the symptoms of secondary traumatic stress and PTSD. Based on her results,

only participation in 9/11/01 mental health counseling was associated with increasing symptoms
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of PTSD; the remaining risk factors were neither associated with PTSD symptoms nor linked to
an increase in secondary traumatic stress.

Naturale (2009) defined the protective factors of secondary traumatic stress and PTSD
symptoms as increased levels of education, increased years of professional work experience,
degree of participation in disaster specific training, and degree of participation in supervision
during work with 9/11/01. Again, she found no association between these protective factors and
the symptoms of secondary traumatic stress and PTSD. Moreover, Naturale (2009) found that
demographic factors such as being married and having a higher gross annual income were
associated with lower scores on PTSD symptoms, but not on secondary traumatic stress
symptoms.

Based on the literature review in this second chapter, | hypothesize that the level of secondary
traumatic stress symptoms for social workers stems from the interaction effect between the risk
factors and the protective factors. Therefore, | will follow the above results of Naturale (2009),
who conducted the only analysis of the direct effects of protective factors, including social
support and training, on the occurrence of secondary traumatic stress symptoms with PTSD
symptoms. However, | will also conduct a more complex analysis that examines how the
interaction effect between the risk factors (exposure to traumatized populations, including the
victims of 9/11/01) and the protective factors (social support and training) might be associated
with the level of secondary traumatic stress symptoms.

Furthermore, 1 will refine the primary independent variable of exposure to traumatized
populations to include not only the social workers’ level of exposure to 9/11/01 victims but also
the level of their exposure to general trauma clients excluding 9/11/01 victims. Social workers in

New York City may counsel victims of 9/11/01 as well as victims of other types of trauma from
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serious life experience (sexual assault, child abuse and neglect, domestic violence, and elder
abuse, etc.) that might contribute to increasing the therapists’ level of secondary traumatic stress
symptoms. Therefore, this predictive analysis study on the symptoms of secondary traumatic
stress for the 9/11/01 related social workers incorporates the following two risk factors as
independent variables: percentage of caseload with all form of traumatized clients and number of
different types of traumatized clients in a caseload.

As mentioned in the previous section (2.2), the literature review yields evidence that
recognizes peer support in the workplace and personal support from family and friends as
important protective factors for predicting the symptoms of secondary traumatic stress within
social workers. It might be valuable, then, to include these protective variables as moderators in
the analysis of predicting the symptoms of secondary traumatic stress for the 9/11-related social

workers.
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3.0. Policy for Workforce Issues of Social Workers Assisting Victims of Disaster

This section describes the policies related to workforce issues, including occupational stress
(i.e., secondary traumatic stress), for social workers assisting victims of disaster. The first half of
the section focuses on two policies related to occupational hazard and stress administered by the
federal government and the National Association of Social Workers (NASW). The latter half of

the section explains the disaster policies, including a federal law and the NASW disaster policy.

3.1. Policies for Occupational Hazard and Stress
3.1.1. Federal Policy: The Occupational Safety and Health Act (OSH Act) of 1970

In 1970, the United States enacted the Occupational Safety and Health Act (OSH Act),
Sections 20 (a) and 21 (a), 29 U.S. Code 669 (a) and 670 (a), a federal policy that helps prevent
the occupational hazards and stress for every American worker (U.S. General Services
Administration, 2008). Two regulations in the Act emerge as the most important. First, the Act
imposes two complementary duties on an employer. To comply with the occupational safety and
health standards endorsed by this Act, all employers must furnish their employees with a
workplace that is free from recognized hazards likely to cause death or serious physical harm to
employees. This regulation is known as the “General Duty Clause” of the OSH Act. Furthermore,
the legal obligation mandates that all employers must comply with specific health and safety
standards after a notice-and-comment rule-making by the Occupational Safety and Health
Program (OSHA) authorized under the OSH Act (Kenworthy, 2004; U.S. Department of Labor,
n.d.). Second, the Act forces all employers to follow its requirements through governmental
inspections and investigations of the workplace. Any employer who violates the requirements of

the Act receives a citation and/or penalty. Citations are given for such conditions as 1) the
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employer fails to keep his workplace free of a “hazard” and 2) the recognized hazard causes or is
likely to cause death or serious physical harm (Kenworthy, 2004; U.S. Department of Labor,
n.d.).
Administrative Feasibility of the OSH Act for Helping Professionals

The OSH Act, which promises a better quality of life for every worker in every workplace in
the United States, includes such helping professionals as social workers. While the enactment of
the OSH Act should provide social workers with better health and safety protection in their
workplace, the data show that the OSH Act has failed to improve the working conditions of
helping professionals like social workers (Akin & Grissett, 2007; Chavez, 2003; De Croon, E.,
Sluiter, J., Broersen, J., Blonk, R., & Frings-Dresen, 2004; Lord, 2001; Soderfeldt, Soderfeldt, &
Warg, 1995). Since the OSH Act came into being as a response to the increasing number of
workers killed or injured due to industrial disasters during the 1960s, the main populations who
advocated for enactment of the OSH Act were rank-and-file workers, including industrial
workers (such as miners) who suffered injuries due to workplace accidents or occupational
diseases/illness from chemicals or other substances. Because the OSH Act applies to employers
engaged in a business affecting commerce or industry, the OSH Act has primarily focused on
workers in those fields (Kenworthy, 2004). Specifically, the OSH Act has made regulations
affecting the construction industry, railroad industry, trucking operations and buses, mining and
quarrying, and marine activities (Kenworthy, 2004).

Therefore, the priority of health and safety issues for “the industrial workers” by the OSH Act
might have led to a delay in improving health and safety issues for helping professionals such as
social workers. The regulations of the OSH Act do not include any descriptions specific to social

workers and other helping professionals. Although the OSH Act has recently prepared “The
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Guidelines for Preventing Workplace Violence for Health Care and Social Service Workers” to
reduce the number of victims of workplace violence in the heath care and social service fields
(U.S. Department of Labor, 2004), it is more advisory in nature than a regulation; thus, it has not
been effective (Arnetz & Arnetz, 2001; Chavez, 2003; Kinross, 1992; Lord, 2001). Above all, the
OSH Act has not even offered any guidelines for preventing secondary trauma from occurring
within helping professionals. This might be due to the Act's lack of focus on helping
professionals as well as the OSH Act's ignorance concerning the relationship between secondary
trauma and helping professionals.
3.1.2. Policy of the National Association of Social Workers (NASW): Professional
Impairment

The National Association of Social Workers (NASW) has issued Policy Statements (2006) in
the section of Professional Impairment (NASW, 2006) that deal with work impairments. In the
section, the NASW recognizes that social workers might experience distress because they work
daily with inadequate resources and very difficult clients. It is likely that the existence of these
stressors places social workers at a high risk for work impairment. The NASW, therefore, has
responded to social workers and their risk for work impairment. According to the NASW policy
statements, statewide chapters of the NASW have begun to establish programs to address the
needs of their colleagues who suffer impairments due to work. This effort began in 1978 when
the NASW established services for colleagues afflicted with alcoholism and/or alcohol-related
problems (NASW, 2003, 2006). In 1987, the NASW created “A Colleague-Assistance Program,”
a national policy statement on professional impairment (NASW, 1987); this policy was renamed
“The Impaired Professional” in 1993. In 1994, the NASW put the sections on Professional

Impairment into its Code of Ethics (NASW, 1994, 1996).

57



Secondary Traumatic Stress

In its Policy Statement to prevent problems of professional impairment from occurring, the

NASW suggests the following:
a) “Social work education programs should incorporate material about student and
professional impairment, and ethical responsibilities related to impairment, into their
coursework.
b) Individual and group support should be available for both social work students and
practitioners as a means to discuss job site and work stressors that may lead to the
physical and psychological problems often found among those employed in social work
settings.
c) Agencies that employ social workers should ensure that working conditions should be
conducive to services delivery in an effort to minimize environmental stress which
places social workers at risk of impairment”.
(NASW, 2006, p 298-299)
For identification and treatment of professional impairment, the NASW recommends creating
colleague-assistance confidential programs that identify colleagues who are impaired, advise
them on obtaining appropriate treatment, and encourage their recovery and their return back to
the workplace (NASW, 2006).

Although the policy statement identifies those social workers with addiction issues as one
case of professional impairment (substance abuse is recognized as the most frequent cause of
impairment in the policy statements) (NASW, 2003, 2006), it might be problematic that it does
not describe the issue of secondary trauma for social workers, especially because social workers
have experienced a high rate of secondary traumatic stress symptoms (Refer to Chapters One and

Two).
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3.2. Disaster Policies Related to Social Workers’ Issues
3.2.1. Federal Policy: The Robert T. Stafford Disaster Relief and Emergency Assistance Act
(the Stafford Act)

The Robert T. Stafford Disaster Relief and Emergency Assistance Act (the Stafford Act)
(Pub.L. 100-707), a 1988 amended version of the Disaster Relief Act of 1974 (Pub.L. 93-288), is
a federal law designed to bring an orderly and systemic means of federal disaster assistance for
state and local governments in carrying out their responsibilities to aid citizens. Because of this
Act, a Presidential disaster declaration of an emergency triggers financial and physical assistance.
Specifically, The Stafford Act gives the Federal Emergency Management Agency (FEMA),
established by President Jimmy Carter in 1979, the responsibility for coordinating all federal
disaster relief programs (Office of the Federal Register National Archives and Records
Administration, 2008; Turner, 2007; U.S. General Services Administration, 2008). FEMA
provides the following assistance/services to individuals and households: crisis counseling
programs, emergency transportation, communications, emergency food distribution and mass
care, housing, direct financial assistance, emergency medical care, etc. (FEMA, 2007; Myers,
1994; Office of the Federal Register National Archives and Records Administration, 2008; U.S.
General Services Administration, 2008). Congress amended the Stafford Act by passing the
Disaster Mitigation Act of 2000 (DMA2K) (Pub.L. 106-390); this change incorporates pre-
disaster mitigation, the mitigation of multiple hazards into a single plan, and high levels of
community involvement into the planning process. Although the focus of DMA2K is still on
natural hazards, FEMA strongly recommends that the different jurisdictions should address such
human-made hazards as terrorist attacks (FEMA, 2007; Turner, 2007).

Crisis Counseling Assistance and Training for Disaster Workers:
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The Stafford Act includes Section 416, also referred to as the “Crisis Counseling Assistance
and Training Section” (42 U.S.C.5183) (Office of the Federal Register National Archives and
Records Administration, 2008). This law authorizes the President to financially assist state or
local agencies as well as private mental health organizations in providing counseling and support
to disaster workers and/or victims of disasters in order to relieve mental health problems caused
or aggravated by such disaster or their aftermath (FEMA, 2007; Office of the Federal Register
National Archives and Records Administration, 2008; U.S. General Services Administration,
2008). The same section of the Act specifies the following for the training of disaster crisis
counseling staff: “The crisis counseling project staff or consultants to the project are eligible for
the specific instruction that may be required to enable them to provide professional mental health
crisis counseling to eligible individuals™ (Office of the Federal Register National Archives and
Records Administration, 2008, p 476).

Implications of the Act:

The Stafford Act does not include adequate regulations to protect those workers who deal
with victims of disasters. Only Section 416 of Crisis Counseling Assistance and Training for
Disaster Workers includes such rules (Office of the Federal Register National Archives and
Records Administration, 2008). Although disaster workers tend to have more exposure to
traumatized victims of disaster, it is disturbing that Section 416 does not describe the workforce
issues of occupational stress or secondary trauma for these workers.

3.2.2. Policy of National Association of Social Workers (NASW): Disaster

The Policy Statements of the NASW (2003, 2006) includes Disasters as a topic area. The

NASW supports participation in disaster recovery and advocates for programs and policies that

serve individuals and communities involved in this process. In terms of disaster social workers,
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the NASW supports the following in the Policy Statements:
1) “Giving attention to the special training needs, stress management techniques,
and support needs of first respondents and other disaster workers, and
2) Educating social workers and social work students in the specialized knowledge
and methods of trauma response”.
(NASW, 2006, p 91)

The above sections of the Policy Statements describe training approaches and the acquisition
of coping skills such as stress management. Both of these areas play critical roles in preventing
those social workers who deal with disasters from experiencing occupational stress or secondary
traumatic stress. Based on the Policy Statements, every chapter of the NASW should make an
effort to set up programs that train social workers and teach them coping skills in order to
decrease the occurrence of occupational stress or secondary traumatic stress within these social
workers. However, it is troubling that the Policy Statements do not describe any specific terms of
secondary traumatic stress, despite the recent social phenomenon of disaster trauma workers’
secondary trauma (Refer to Chapters One and Two).

This chapter has described the policies related to the workforce issues of those social workers
in the United States who assist victims of disasters. Federal policies include the OSH Act and the
Stafford Act, while the NASW policies relate to professional impairment and disaster social work.
The policies of both the federal government and the NASW are supposed to deal with ways to
respond to the issues of occupational stress, including secondary trauma for social workers who
deal with disasters. However, as previously mentioned, these policies might not be effective in
preventing these social workers from having secondary trauma. In fact, the regulations of the

OSH Act and the Stafford Act do not include any descriptions of secondary trauma for helping
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professionals such as social workers. Also, the policy statements by the NASW (2006) exclude
the specific term of secondary trauma; this is a severe omission since secondary trauma is a
critically important term for all social workers, especially those who assist traumatized disaster
victims. The reason for this oversight might stem from the minimum amount of research on
secondary trauma for social workers. With more empirical evidence from large-scale research on
secondary trauma for social workers, the federal government and the NASW might then
incorporate specific terminologies on secondary trauma for social workers into their policies.
Such large-scale research, therefore, is necessary for the implementation of guidelines and

regulations concerning secondary trauma.
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4.0. Theoretical Framework
This section presents a description of the three theories that frame this study: psychological
trauma theory, stress and coping theory, and social support theory. It discusses the use of these
theories to explain how those social workers who assisted the victims of 9/11/01 may have

experienced an increase in their level of secondary traumatic stress.

4.1. Psychological Trauma Theory

This study turns to psychological trauma theory to better understand the relationship between
the level of exposure to traumatized clients by social workers in New York City and the social
workers’ degree of secondary traumatic stresS. Psychological trauma theory is based on the
notion that people react to the routine events in their lives in an adaptive manner; they utilize
existing abilities to cope with a situation and to integrate the experience (Figley, 1985). However,
when an event overwhelms the workers’ adaptive capacities, the workers might develop
traumatic symptoms that decrease their ability to function normally. Psychological trauma theory
explains the mechanisms through which external events (including direct personal experience of
an event that involves threatened death, actual or threatened serious injury, or another threat to
one’s physical integrity; or witnessing an event that involves death, injury, or a threat to the
physical integrity of another person according to DSM-IV-TR (APA, 2000)) can overwhelm ego
capacities and undermine the ability to function (Herman, 1992; Horwitz, 1998).

People can be traumatized directly by being physically harmed or threatened with harm as
well as indirectly by learning about a traumatic event (APA, 1994; APA, 2000; Figley, 2002;
Pearlman & Saakvitne, 1995; Sexton, 1999; Stamm, 1999). According to DSM-IV-TR (APA,

2000), the essential feature of PTSD is the development of characteristic symptoms following
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either the direct traumatic experience of an event or the indirect traumatic experience (learning
about an unexpected or violent death, serious harm, or threat of death or injury experienced by a
family member or other close association).

Psychological trauma theory proposes that people who see and/or listen to traumatic
materials/narratives can exhibit the symptoms for a PTSD diagnosis similar to those outlined in
DSM-IV-TR (APA, 2000); when this occurs, the traumatized individuals experience a decrease
in functioning. Because helping professionals tend to interact with traumatized populations, such
as victims of disaster, violence, and crime, they often see/listen to traumatic materials/narratives
in the process of assisting these victims. As a result, helping professionals are more susceptible
to PTSD-like symptoms. According to psychological trauma theory, this decrease in adaptive
capacities and diminishing abilities makes helping professionals less able to assist the
traumatized populations (Herman, 1992; Horwitz, 1998; Newman, Kaloupek, & Keane, 1996).

Psychological trauma theory further asserts that social workers, one of the helping
professionals, also might suffer traumatic, PTSD-like symptoms due to seeing/listening to
traumatic materials/stories in their caseload with traumatized clients (Horwitz, 1998). Exposure
to the traumatic events in the lives of their clients can negatively impact social workers by
decreasing the social workers’ ability to function on an emotional and/or practical level. As a
result, social workers might try to protect themselves by either minimizing or ignoring their
intense feelings due to exposure to their clients’ traumatic events. This emotional numbness can
help social workers complete a task which might otherwise impede their normal job functioning.
However, psychological trauma theory warns that the feelings or memories social workers push
away can still invade their consciousness and disrupt their ability to function on both a

professional and personal level (Horwitz, 1998).
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Furthermore, the social workers’ response to their clients’ traumatic materials/stories might be
affected by the social workers’ personal vulnerabilities, perhaps due to sharing a similar parental
or marital status, age, race, or gender with their clients. According to psychological trauma
theory, those social workers who identify with their clients’ trauma have an increased risk for
suffering traumatic effects (Horwitz, 1998). Such personal vulnerabilities as past events, coping
style, and/or current life situation might also be related to the social workers’ level of traumatic
symptoms (Horwitz, 1998).

Therefore, according to psychological trauma theory, those social workers in New York City
who assisted the traumatized victims of 9/11/01 might exhibit PTSD-like symptoms, also
referred to as secondary traumatic stress symptoms, through seeing/listening to the victims’

traumatic materials/stories.

4.2. Stress and Coping Theory

Stress and coping theory (stress appraisal model of coping), as described by Lazarus and
Folkman (1984), provides a theoretical framework for analyzing the process of the social
workers’ strain (exposure to traumatized populations) and the social workers’ level of secondary
traumatic stress. This theory recognizes stress as an emotion that results from perceiving the
environment as threatening or by exceeding one’s coping resources (Lazarus & Folkman, 1984).
The theory posits that people manage their environmental demands by evaluating their coping
resources and choosing the appropriate coping strategies (Lazarus & Folkman, 1984). However,
this theory argues that those people who do not possess the available coping resources and
coping strategies experience an increase in stress (Lazarus, 1998; Lazarus and Folkman, 1987).

Lazarus and Folkman’s (1984) stress and coping theory involves three phases of an appraisal
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process that mediate the person-environment interaction: 1) primary appraisal, 2) secondary
appraisal, and 3) reappraisal. The appraisal process is an evaluative process that categorizes
events based on each individual’s preferred coping styles, coping success, function, and
adaptation (Costa et al., 1996; Lazarus, 1998; Lazarus & Folkman, 1984; Lazarus & Folkman,
1987).

Primary appraisal: In the phase of primary appraisal, people evaluate the meaningfulness of
events based on whether and how much that event is a) relevant, b) benign-positive, or c)
stressful (Lazarus & Folkman, 1984, 1987). The individuals’ beliefs, commitments, ideals, and
goals influence how people judge which events have meaning and the degree of that meaning to
their lives (Lazarus & Folkman, 1984).

Secondary appraisal: In the phase of secondary appraisal, people evaluate their coping
resources, the consequences of using them, and their likelihood of achieving successful outcomes
via personal and environmental resources, demands, and constraints (Lazarus & Folkman, 1984;
Lazarus & Folkman, 1987). In this phase, people determine who or what is responsible for
causing an event, whether they have resources available to cope with the situation, and whether
their outcome expectations of different coping strategies are acceptable (Lazarus & Folkman,
1984).

Reappraisal: In the phase of reappraisal, people use additional and significant information
following the prior cognitive evaluations to assess the meaningfulness of events and their coping
strategies they applied to those events (Lazarus & Folkman, 1984). This phase in the process
repeats the primary and secondary appraisal phases based on the passage of time and new
information (Lazarus & Folkman, 1984; Lazarus & Folkman, 1987).

When the three phases of stress and coping theory are applied to the process of strain and
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stress for social workers assisting traumatized populations in New York City, the following
occurs: 1) In the first phase of primary appraisal, the social workers who listen to their clients’
traumatic stories evaluate that exposure as stressful; 2) In the second phase of secondary
appraisal, the social workers determine whether they have the available resources to cope with
the stressful situation; they might share their work stress with their peers; and 3) In the third
phase of reappraisal, the social workers who select talking about their work stress with their
peers might subsequently share their work stress with their supervisors if their peer support is
insufficient.

Based on stress and coping theory, coping resources and strategies in the second and third
phases are critical components in determining an individual’s stress response; they can be
recognized as moderating variables which buffer an individual’s stress in the research context.
Researchers (Foa, Hembree, & Rothbaum, 2007; Horowitz, 1986; Victorson et al., 2005) have
theorized that traumatized populations who cannot find their appropriate coping resources or
strategies might attempt to cope with their traumatic memories through persistent oscillations
between hypervigilance and avoidance of PTSD symptoms. Thus, the utilization of certain
coping strategies predicts their level of PTSD symptoms. In fact, evidence has indicated that
those helping professionals who seek social support may experience fewer PTSD symptoms
arising from traumatic secondary exposure (Ptacek, Patterson, Montgomery, & Heimback, 1995).

Therefore, according to stress and coping theory, those New York social workers who
experienced stress from their exposure to traumatized populations, including 9/11/01 victims, can
buffer their level of secondary traumatic stress symptoms by utilizing coping resources or
strategies. Such strategies and resources might include receiving supervision, seeking peer

support and/or support from family and friends, and increasing their clinical skills (i.e., receiving
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training). However, those social workers who cannot find appropriate coping resources or
strategies to deal with their stressful work conditions might experience an increase in their level

of secondary traumatic stress symptoms.

4.3. Social Support Theory

Social support theory provides a sound framework for examining the social workers’ stressors
(exposure to traumatized populations) and the social workers’ level of secondary traumatic stress.
Social support refers to the comfort, assistance, and/or information people receive through
formal or informal contacts with other individuals and groups; it includes the qualitative
dimension of the individual’s social network and the degree of available and reciprocal
interpersonal environmental resources (Flannery, 1990; Wallston, Alagna, Devellis, & Devellis,
1983). Based on the previous literature, social support theory proposes that social support
contributes to better health, speedier recovery from illness and loss, higher morale within the
workforce, greater self-esteem for the individual, and a stronger, more resilient nature in times of
stress and crisis. Individuals with a strong social support system should be better able to cope
with stress than those with little or no social support. According to this theory, people with secure
support systems have lower levels of physical and psychological symptoms than their
counterparts who lack these support systems (Germain, 1982).

Previous literature offers two interpretations of social support theory. First, the literature
suggests that social support directly contributes to reducing stress in the individual’s daily life;
during times of heightened distress, social support can serve as a direct protective function from
physical illness and psychopathology (Cronin-Stubbs & Brophy, 1985; Brown, 1998; Hogan,

Linden, & Najarian, 2002; Ross, Altmaier, & Russell, 1989; Savicki & Cooley, 1987; Schaefer,
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Coyne, & Lazarus, 1981; Sullivan, 2003; Turnipseed, 1998; Van Dierendonck, Schaufeli, &
Buunk, 1998; Van Y Peren, Buunk, & Schaufeli, 1992). For example, Sullivan (2003) studied
322 AIDS workers (consisting of social workers, case managers, health care providers, etc.) who
provided direct services to patients with HIVV/AIDS in AIDS service organizations in New York
City. He examined whether the type of staff development activity (social support, training, and
education) reduced such negative outcomes as staff burnout and turnover. The self-administered
questionnaire was distributed through the delivery of a two-hour workshop offered at each AIDS
service organization. Sullivan found that social support and training were related to burnout and
turnover.

The literature also asserts that social support provides buffering effects that shield the
individual from the adverse consequences of stress exposure (Dean & Lin, 1977; Etzion, 1984,
Koeske & Koeske, 1989, 1990; Lepore, 1992; Lepore, Evans, & Schneider, 1991; Lin, Woelfel,
& Light, 1985; Lind, 2000; Thoits, 1982; Tohru, Kondo, & Sakihara 2006). For instance, Tohru
et al (2006) studied 4,558 middle-aged (ages 40-69) residents (males=2,333, females=2,225) in
Rokunohe, a town in northern Japan that has witnessed a recent rise in suicides. The researchers
explored the association between depression with the buffering effects of social support in mid-
life crisis and gender differences. Through the placement method using a self-administered
questionnaire, the study found a stress-buffering effect of social support on the depressive
symptoms occurring in middle age only for male participants.

Researchers and theorists in the area of social support focus on the following five basic
concepts as the elements that comprise the social support theory: 1) emotional support, 2)
informational support, 3) appraisal support, 4) instrumental support, and 5) social integration or

network support (Cutrona & Russell, 1990; George, Reed, Ballard, Colin, & Fielding, 1993,
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Lazarus, 1991; Lind, 2000; Walton, 1997).

1) Emotional support: Emotional support, which is viewed as the sharing of feelings with
others who can listen empathetically and the ability to turn to others for comfort and security
during times of stress, leads the person to feel that he or she is cared for by others (Folkman,
Schaefer, & Lazarus, 1979; Gore, 1978; Schaefer et al., 1981).

2) Informational support: Informational support is defined as providing the individual
with education, advice, or guidance regarding possible solutions to a problem; it delivers specific
facts that help the individual resolve a life stress or recognize the limitations of the resolution
(Cassel, 1976; Cohen & Wills, 1985; Cutrona & Russell, 1990; Flannery, 1990; Wallston et al.,
1983; Weiss, 1974).

3) Appraisal support: Appraisal support (esteem support), which represents the bolstering
of a person’s sense of competence or worth by others, focuses on the interactions taking place
within social relationships and the person’s evaluation of whether such interactions are helpful
and meaningful (House & Kahn, 1985). For instance, this type of support includes the receipt of
positive feedback of the individual’s skills and abilities to cope with a stressful situation (House
& Kahn, 1985).

4) Instrumental support: Instrumental support (tangible aid) refers to the concrete
assistance that gives an individual in a stressful situation the necessary resources, including
information, money, and services, to cope with the stressful event. Instrumental support may be
transferred through the provision of training and education services as well as opportunities to
share in organizational activities (Cohen & Wills, 1985; Dean & Lin, 1977; Flannery, 1990;

Wallston et al., 1983).
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5) Social integration or network support: Social integration or network support is
recognized as the individual feeling a part of a group whose members share the same interests
and concerns. The type of the relationship created through network support includes more casual
friendships in which an individual can engage in social and recreational activities (Cutrona &
Russell, 1990; Lind, 2000).

In this study on the level of secondary traumatic stress for social workers in New York City,
four of the previously mentioned concepts of social support theory might play a critical role: 1)
emotional support, 2) informational support, 3) appraisal support, and 4) instrumental support
First, those social workers assisting the victims of 9/11/01 might need emotional support,
including empathetic understanding from supervisors, peers, family, and friends, to reduce their
level of stress from working with their traumatized clients. In fact, previous literature suggests
that by sharing their experience with co-workers, family, and friends through a discussion of
their reactions to the work, helping professionals might mitigate the effects of the emotional
drain and stress from their work, sustain their interest in their work, and continue to provide
quality care (Barbour, 1994; Gabriele, 1996; Healton, Haviland, Weinberg, Messeri, & Aidala,
1995; Horsman & Sheeran, 1995). Second, those social workers assisting the victims of 9/11/01
might need informational support. The acquisition of knowledge and clinical skills on how to
assist victims of disaster and the participation in disaster-specific training could lead to a
reduction of work stress within those helping professionals who work with traumatized
populations. Previous literature indicates that knowledge helps mediate stress reactions for
helping professionals, empowers them, and enhances their role as a resource for the organization
(Healton et al., 1995). Third, those social workers assisting the victims of 9/11/01 might need

appraisal support. By receiving a direct review by supervisors and feedback from co-workers on
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job performance, helping professionals can enhance their self-efficacy and decrease their
secondary traumatic stress symptoms. Fourth, those social workers assisting the victims of
9/11/01 might need instrumental support, which includes supervisory and co-worker guidance in
problem- solving or instruction from a colleague on how to work with traumatized clients.
Therefore, emotional support, informational support, appraisal support, and instrumental support
emerge as key elements that create a productive and healthy workplace for those social workers

assisting the victims of 9/11/01.

4.4. Summary and Integration of Theoretical Approaches

This chapter has described psychological trauma theory, stress and coping theory, and social
support theory in order to explain the process of strain (exposure to traumatized populations) and
secondary traumatic stress within those social workers in New York City who assist traumatized
populations, including the victims of 9/11/01. In addition to each of the three theories, the
following social phenomena shed insight on the social workers in New York City. First, based on
psychological trauma theory, when social workers see/listen to traumatic materials/narratives in
the process of assisting traumatized populations, including 9/11/01 victims, they might develop
PTSD-like symptoms similar to their clients’ symptoms; as chapter two explains, those
symptoms are referred to as secondary traumatic stress symptoms. Second, social support theory
suggests that those social workers who receive more social support from supervisors, peers,
family, and/or friends, and more knowledge and skills through training (in particular, training
specific to the 9/11/01 event) might experience a lower level of stress. Third, based on stress and
coping theory, social workers who have more exposure to traumatized populations, including

9/11/01 victims, might experience more stress symptoms. However, social workers can reduce
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their level of stress symptoms by 1) receiving supervision, peer support, and/or support from

family and friends and 2) increasing their clinical skills and knowledge through training.

4.5. Purpose, Research Questions, and Hypotheses

The purpose of this study, then, is rooted in the assumption that the combination of all three
theories might allow for a greater explanation and understanding of the relationship between the
level of exposure to traumatized populations, including victims of 9/11/01, for the social workers
in New York and the level of secondary traumatic stress symptoms that these social workers
experience. Using a combination of the three theories -- psychological trauma theory, stress and
coping theory, and social support theory-- this dissertation then tested the following research
questions:

1) What are the risk factors associated with an increased level of reported secondary traumatic
stress for New York City social workers assisting traumatized populations?

2) What are the protective factors for decreasing the level of secondary traumatic stress for
NewYork City social workers assisting traumatized populations?

3) How do the protective factors contribute to buffering those risk factors that decrease the level
of secondary traumatic stress for New York City social workers assisting traumatized
populations?

To answer the above research questions, I tested the following three hypotheses based on the
research model that comes after the description of each hypothesis (See Figure 1 on page 77 and
Figure 2 on page 78). Using previous research, all of the forthcoming hypotheses were controlled
for individual demographic factors including age, marital status, income, hours of providing

direct practice, and years of practice experience. As mentioned in the second chapter, previous
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evidence indicates that age is a predictive factor of secondary traumatic stress symptoms for
helping professionals; older professionals tend to have acquired better coping skills that reduce
their level of stress symptoms than the younger professionals (Creamer & Liddle, 2005;
Ghahramanlou & Brodbeck, 2000; Nelson-Gardell & Harris, 2003). Marital status (being
married/household status of living with others), also mentioned in the second chapter, has been
recognized as a protective factor against stress symptoms such as secondary traumatic stress,
burnout, or PTSD (Boscarino, Figley, & Adams, 2004; Byrne, 2006; Naturale, 2007). A higher
income also emerges as a protective factor that shields helping professionals from stress or other
PTSD symptoms (Dhooper & Byars, 1989; Naturale, 2007). Research indicates that helping
professionals with more hours of direct contact with clients have higher rates of stress symptoms
such as secondary traumatic stress or burnout (Baird & Jenkins, 2003; Pines, 1993). Finally, the
second chapter presents studies that show that helping professionals with fewer years of
professional practice experience are more likely to have secondary traumatic stress symptoms
than those with more years of experience (Badger, Royse & Craig, 2008; Chrestman, 1999;
Creamer & Liddle, 2005; Good, 1996). Also, the following hypotheses are based on empirical
data from various studies as mentioned in the 2" chapter as well as theories suggesting and
grounding the prediction.

Research Hypotheses

Hypothesis 1: Hypothesis one, based on psychological trauma theory, suggests that a greater
exposure to traumatized populations results in more secondary traumatic stress symptoms.
Those social workers more involved with traumatized populations, including 9/11/01 victims,
will be at greater risk for secondary traumatic stress.

Hypothesis 2: Hypothesis two, based on stress and coping theory and social support theory,
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focuses on the direct effects of social support and training and the occurrence of secondary
traumatic stress symptoms for the social workers assisting 9/11/01 victims.

Hypothesis 2-1: Those social workers assisting victims of 9/11/01 with more support from
supervisors will be at less risk for secondary traumatic stress.

Hypothesis 2-2: Those social workers assisting victims of 9/11/01 with more support from peers
will be at less risk for secondary traumatic stress.

Hypothesis 2-3: Those social workers assisting victims of 9/11/01 with more support from
family and friends will be at less risk for secondary traumatic stress.

Hypothesis 2-4: Those social workers assisting victims of 9/11/01 with more knowledge and
skills through participating in disaster-specific training will be at less risk for secondary
traumatic stress.

Hypothesis 2-5: Those social workers assisting victims of 9/11/01 with more knowledge and
skills through participating in 9/11/01 specific training will be at less risk for secondary
traumatic stress.

Hypothesis 3: Hypothesis three, based on a combination of the three theories (psychological
trauma theory, stress and coping theory, and social support theory), asserts that social support and
training will buffer the negative impact of exposure to traumatized populations, including
9/11/01 victims, secondary traumatic stress symptoms.

Hypothesis 3-1: Those social workers more involved with traumatized populations, including
9/11/01 victims, will be at greater risk for secondary traumatic stress, but those with more
support from supervisors will be more protected from secondary traumatic stress than those with
less supervisor support.

Hypothesis 3-2: Those social workers more involved with traumatized populations, including
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9/11/01 victims, will be at greater risk for secondary traumatic stress, but those with more
support from peers will be more protected from higher levels of secondary traumatic stress.
Hypothesis 3-3: Those social workers more involved with traumatized populations, including
9/11/01 victims, will be at greater risk for secondary traumatic stress, while those with more
support from family and friends will be more protected from secondary traumatic stress than
those workers with less support.

Hypothesis 3-4: Those social workers more involved with traumatized populations, including
9/11/01 victims, will be at greater risk for secondary traumatic stress, but those with more
knowledge and skills through participating in disaster-specific training will be protected relative
to those with less disaster-specific training.

Hypothesis 3-5: Those social workers more involved with traumatized populations, including
9/11/01 victims, will be at greater risk for secondary traumatic stress, but those with more
knowledge and skills through participating in 9/11/01 specific training will be protected relative

to those not participating in 9/11/01 specific training.
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Figure 1: Predictors of Secondary Traumatic Stress for Social Workers in New York City
(Research Model 1)

Control Variables Independent Variables Dependent Variable
- Age - 9/11 versus non-9/11
- Marital status providers
- Income - Percentage of caseload Secondary
- Hours per week with all form of Traumatic
in the field traumatized clients Stress
- Years in the field - Number of different (STS)
types of traumatized
clients in caseload
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Figure 2: Predictors of Secondary Traumatic Stress for Social Workers Assisting 9/11/01 Victims
(Research Model 2)

Control Variables Independent Variables Other Predictors/ Dependent
Moderators Variables
- Age - Hours of 9/11/01 Supervision
- Marital status traumatized clients
- Income - Percentage of caseload
- Hours per week with all form of Peer support
in the field traumatized clients
- Years in the field - Number of different Secondary
types of traumatized Personal Traumatic
clients in caseload support Stress
(STS)
Disaster
specific
training
9/1101 specific
training
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5.0. Methodology
This chapter focuses on the following: the source of the data used in the dissertation, research
participants, data collection procedures, research design, variables, instrumentation, and data

collection procedures.

5.1. Data Source: Post-9/11/01 Quality of Professional Practice Survey (PQPPS)

I conducted a secondary data analysis from an already collected data set, the Post-9/11/01
Quality of Professional Practice Survey (PQPPS) (See Appendix A). The principal investigator
of the study was Carol Tosone, and the co-investigator was Robert Moore (New York University
IRB protocol number HS ID #5613, approved September 22, 2006). The time period of the study
was from June through August 31, 2007. The PQPPS, a single occasion, cross-sectional, self-
administered survey, consisted of demographic questions, 9/11/01 experiences, and professional
practice-related information. The data set through the PQPPS explored how professional social
workers dealt with the personal and professional stress of trauma in the post 9/11/01 practice
environment. Before the original data were collected, the survey was piloted to 12 social work
professionals with Master’s and Doctoral degrees; ten lived in the tri-state area around
Manhattan, while two resided in surrounding states. Minimal editing was made to the wording on
several questions for clarification, but no major problems were reported as a result of the pilot.

The survey completion time ranged between 30-45 minutes (Naturale, 2009).

5.2. Sampling Procedure
The PQPPS study employed a stratified random sampling for its sampling procedure. InFocus

has the ability to draw a random sample of up to 5,000 NASW members per request from the
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organization's membership list. The sample was drawn from a sampling frame with the following
characteristics: 1) social workers 18 years or older; 2) understanding of written English at a sixth
to eighth grade level; 3) current member of NASW (excluding students and BSWs); 4)
classification as mental health practitioners at the time of the survey; and 5) identified in the
NASW database as having a Manhattan-based zip code, the area most affected by the 9/11/01
terrorists. The sampling list of 1,297 addresses (plus one dummy for InFocus quality purposes)
was forwarded by InFocus to the investigator as a set of mailing labels corresponding to the
members who were selected. In addition to the original 1,297addresses provided by InFocus,
three social workers who learned about the study from colleagues and who met the selection
criteria but were not on the InFocus list were added, bringing the total number of addresses in the

sample to 1,300 (Naturale, 2009).

5.3. Data Collection Procedures

In June 2007, 1,300 postcards were mailed to inform potential study participants that they
would shortly receive a survey. Within two weeks of the postcard mailing, the Post-9/11/01
Quality of Professional Practice Survey was sent to the same sampling list (minus any returned
postcards) along with a personalized cover letter and a self-addressed, stamped envelope. By the
end of July 2007, 1,275 surveys had been successfully delivered. Four weeks after the initial
mailing, a follow-up letter was sent with a second survey and another stamped, self-addressed
return envelope. Before the August 31, 2007, cut-off date, 507 postcards, a 40% return rate, had
been received. Because 26 of the 507 surveys came from retired social workers, they were

deemed unusuable, leaving 481 useable surveys.
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5.4. Sample

This study included a total of 481 participants for analysis. The power of the sample size was
identified through a statistical power analysis. A sample size of (N) 481 had the power of
over .995 to detect a correlation of medium effect size (.30) at a .05 significance level. The two
regression research models described in chapter four were used to conduct an analysis on the two
samples. The first regression research model used a total sample number of 481. However, the
actual total number of the sample for the regression analysis decreased to 373 due to listwise
deletions and missing responses in 1) the demographic variables (the missing number: 53), 2) the
trauma exposure variables (the missing number: 64), and 3) the secondary traumatic stress
variables (the missing number: 26). Also, the second regression research model used a subsample
of 293 social workers who reported they had provided direct services to 9/11/01 victims.
However, due to listwise deletion and missing response in the demographic variables (the
missing number: 29), trauma exposure variables (the missing number: 24), presumed protective
variables (the missing number: 25), and secondary traumatic stress (the missing number:14), the

actual total number of the sample for the regression analysis became 225.

5.5. Operationalization of Variables
Descriptions of the variables in this dissertation study were operationalized using data
collected by various measures in the Post-9/11/01 Quality of Professional Practice Survey
(PQPPS). This dissertation study used only a subset of variables from the overall PQPPS.
Dependent Variable
The dependent variable was secondary traumatic stress, as operationalized by a subscale

(Compassion Fatigue/Secondary Traumatic Stress) from the Professional Quality of Life Scale,
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Revision IV(ProQOL R-1V [Stamm, 2005]). Figley (1995) originally developed the scale, basing
it upon his clinical experience. He used the subscale of Compassion Fatigue/Secondary
Traumatic Stress from the ProQOL R-1V to measure the level of secondary traumatic stress. The
ProQOL R-IV has 30 items, each of which has a six-step scale of 0 to 5. The ProQOL R-IV
consists of three subscales: Compassion Satisfaction, Compassion Fatigue/Secondary Traumatic
Stress, and Burnout. Each of these three subscales has 10 items. The original study by Tosone
(2009) (the Post 9/11/01 Quality of Professional Practice Survey) did not use the burnout
subscale. The Compassion Satisfaction Subscale (See Question 2 (b,d,h,k,I,m,n,p,r,t) in Appendix
A) and the Compassion Fatigue/Secondary Traumatic Stress Subscale (See Question 2
[a,c.ef,0,i,},0,0,5] in Appendix A) were used in the original study. This dissertation only used the
Compassion Fatigue/Secondary Traumatic Stress subscale to measure secondary traumatic stress
and compassion fatigue (See Question 2 (a,c,e,f,g,i,j,0,q,5) in Appendix A). Stamm (2005)
reported a reliability of .80 for the Compassion Fatigue/Secondary Traumatic Stress. In a study
by Tosone (2009), the reliability of the Compassion Fatigue/Secondary Traumatic Stress was .76.
The question items included the following: | am preoccupied with more than one person | help; |
feel as though | am experiencing the trauma of someone | have helped; I avoid certain activities
or situations because they remind me of the frightening experiences of the people I help; and, As
a result of my helping, I have intrusive, frightening thoughts.
Primary Independent Variable: Exposure to Traumatized Clients

There were three indicators of exposure: the amount of exposure to 9/11/01 victims, the
percentage of the caseload involving traumatized clients, and the total number of different types
of traumatized clients in the caseload.

(1) Amount of exposure to 9/11/01 victims

82



Secondary Traumatic Stress

For the latter subsample, the amount of exposure was measured based on the following
question: “If you provided volunteer or paid mental health services at the time of the 9/11/01
event, how many total hours did you work on 9/11/01-related events?” (See Question 31 in
PQPPS, Appendix A). I recoded the reported hours using the following categorization: 1-10
hours=1, 11-20 hours=2, 21-30 hours=3, 31-40 hours=4, 41-50 hours=5, 51-60 hours=6, 61-70
hours=7, 71-80=8, 81-90=9, 91-100 hours=10, 101-150 hours=11, and more than150 hours=12.
This recoding was intended to provide an approximate normal distribution for the amount of
exposure to 9/11/01 victims based on hours reported by the social workers who participated in
the survey. For the full sample (N=481), the social workers’ exposure to 9/11 victims was
operationalized dichotomously by coding the social workers’ reporting any exposure to 9/11/01
victims as “yes” and those without exposure to 9/11/01 victims as “no”.

(2) Percentage of caseload with all forms of traumatized clients

The second measure of exposure (scoreable for all respondents) involved any type of
traumatized clients, based on the question: “About what percentage of your time per week is with
clients addressing trauma?” (See Question 24 in PQPPS, Appendix A). To achieve an
approximately normally-distributed scoring of this variable, the reported percentages were
recoded so that 0%=0, 1-10 %=1, 11-20%=2, 21-30%=3, 31-40%=4, 41-50%=5, and more than
50%=6.

(3) Number of different types of traumatized clients in caseload

The third exposure measure (scoreable for all respondents) was the number of different types
of traumatized clients in the total caseload, based on the item: “Please check all trauma-related
areas or client populations with whom you currently work.” The 16 populations listed included

the following: Adult Survivors of Childhood Sexual Abuse, Domestic/Partner Violence, Child
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Physical Assault Survivors, and Elder Abuse (See Question 23 in the PQPPS, Appendix A). The
possible score range for the measure was 0 to 16.
Other Predictors/Moderator Variables

The following five predictors/moderator variables were measured for the section of the
PQPPS answered only by those who reported working with 9/11/01 victims: 1) receiving
supervisory support was based on the question, “During your work in the 9/11/01 event, did you
receive supervision?”, coded 0=no, 1=yes (See Question 34 in the PQPPS, Appendix A); 2)
receiving peer support from colleagues in the workplace was addressed with the question,
“During your work with the 9/11/01 event, did you receive peer support from colleagues (i.e.,
others who understood the work you were doing and offered understanding/listening)?”, coded
0=no, 1=yes (See Question 35-a in the PQPPS, Appendix A); 3) personal support (support from
family members and friends) was addressed by, “During your work with the 9/11/01 event, did
you receive personal support (i.e., family members, friends)?”, coded 0=no, 1=yes (Question 35-
b in the PQPPS, Appendix A); 4) the receipt of Disaster-Specific Training prior to the 9/11/01
event was measured by “Prior to the 9/11/01 event, did you have any disaster-specific training?”,
coded 0=no, 1=yes (See Question 32 in the PQPPS, Appendix A); and 5) the receipt of 9/11/01
Specific Training received during the event was based on the question, “During your work with
the 9/11/01 event, did you at the time receive adequate training for the job?”, coded 0=no, 1=yes

(See Question 33 in the PQPPS, Appendix A).

Control Variables

Control variables were measured based on information provided in the demographic section
of the survey. These included years of age, marital status, income, hours per week in the field

(“Approximately how many hours do you spend each week in direct practice with clients?”
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(Question 21 in the PQPPS, Appendix A), and years in the field (“How many years have you
worked in the field post MSW?” (Question 19 in the PQPPS, Appendix A). Marital status was
recoded as currently married=1 or non-married=2. Income was reported in the following
categories: <$19,000=1, $20,000-$39,000=2, $40,000-$59,000=3, $60,000-$79,000=4, $80,000-

$99,000=5, and $100,000 or more=6.

5.6. Data Analysis Plan

Data analysis was conducted through a series of three steps. First, frequency distributions and
percentages for key variables were obtained to describe the sample. Using the Statistical Package
for the Social Sciences (SPSS/PC), descriptive statistics and frequencies were garnered in order
to create a profile of the respondents.

The second step in the data analysis process involved testing whether demographics,
independent variables, and other variables were significantly related to secondary traumatic
stress. This step used a Pearson product-moment correlation coefficient.

In the final step, multiple regression analyses were conducted to test elements of the research
model. The analysis plan included a multiple regression analysis of the full sample (N=373)
designed to test the relationship between exposure to traumatized populations and secondary
traumatic stress (See Figure 1 on page 77) and a test of the full model on a subsample of 9/11/01
providers (N=225) designed to test the buffering effects on secondary traumatic stress (See
Figure 2 on page 78). The analysis plan of the multiple regression to test the hypotheses was
divided into the following two parts: Part | and Part 11.

Regression Analysis Part |

In this part of the analysis plan, a multiple regression analysis was conducted to evaluate the
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of the exposure to traumatized populations on secondary traumatic stress for all survey

respondents (N=373), controlling for the respondents’ demographic variables. This multiple

regression analysis tested Hypothesis one (See page 74), but also employed all available cases.

Exposure to 9/11/01 victims in this analysis was measured dichotomously as any exposure

(coded 1) or no exposure (coded 0).

| conducted the regression analysis by using the following two steps:

1)

2)

In the first step, the set of variables entered into the regression consisted of the
demographic variables (age, marital status, income, hours per week in the field, and years
in the field).

In the second step, the independent variables (any or no exposure to 9/11/01 victims,
percentage of caseload with all form of traumatized clients, and number of different types
of traumatized clients in caseload) were entered. The criteria of the significance in the
regression analysis was a p value less than .05; the criteria of the marginal significance

was a p value less than .1.

Regression Analysis Part 11

In

the second part of the regression analysis, | tested Hypotheses one-three (See pages 74-76)

on the subsample of 9/11/01 providers (N=225).

Ic

onducted the regression analysis by using the following four steps:

1) In the first step, the set of variables entered into the regression consisted of the
demographic variables (age, marital status, income, hours per week in the field, and years
in the field).

2) In the second step, all of the protective variables (supervision, peer support, personal

support, disaster-specific training, and 9/11/01 specific training) were entered.
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3) In the third step, the independent variables (hours of contact with 9/11/01 traumatized
clients, percentage of caseload with all forms of traumatized clients, and number of
different types of traumatized clients in caseload) were entered.
4) In the fourth step, the three interaction products of each protective variable (supervision,
peer support, personal support, disaster-specific training, and 9/11/01 specific training) and
the independent variables (hours of 9/11/01 traumatized clients, percentage of caseload
with all form of traumatized clients, number of different types of traumatized clients in
caseload) were entered separately (the above same steps 1-3 will be repeated whenever
each of the interaction products of each protective variable and independent variable is
entered).
Therefore, the multiple regression analysis was conducted five times because five moderators
(the interaction products of protective variables and the independent variables) were examined
separately through the above steps 1-4. The criterion of the significance in the regression analysis

was a p value less than .05; the criteria of the marginal significance was a p value less t.
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6.0. Results
6.1. Descriptive Statistics
6.1.1. Demographic Characteristics

The demographic characteristics of the social workers in New York City (N=481) are
described as follows.

As displayed in Table 1, the mean age for the social workers in New York City was 60-years-
old (SD=9.3). Almost half of the respondents reported being Jewish (45%; N=213). Another
19% reported no religious affiliation (N=90), while 18% (N=86) identified as Christian (a group
of combined Catholic, Protestant, and other Christian denominations). Most of the social workers
in New York City (94%; N=443) were living in Manhattan, while only 4% (N=19) of the social
workers were living in other places such as the Bronx, Brooklyn, Queens, or Staten Island.
Thirty-seven percent (N=175) of the social workers in the total sample (N=481) witnessed the
9/11/01 event in person; more than half of the social workers (63%; N=300) did not. Ten percent
of the social workers (N=47) experienced some major loss due to the events of 9/11/01, while the

majority of the social workers (90%; N=428) did not.

Table 1. Demographic Characteristics

Variable n %
Age 473
20-39 14 3.0
40-49 39 8.2
50-59 154 32.6
60-69 213 45.0
70-79 43 9.1
80-89 10 2.1
Gender 477
Female 383 80.3
Male 94 19.7
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Variable n %
Religion 471
Christian 86 18.3
Jewish 213 45.2
None 90 19.1
Buddhist 14 3.0
Atheist 28 5.9
Other 40 8.5
Race 474
Asian or Pacific Islander 3 0.6
African-American/Black 6 1.3
White 446 94.1
Hispanic or Latino 9 1.9
Mixed Race 7 1.5
Other 3 0.6
Marital Status 472
Never Married 84 17.8
Married 271 57.4
Separated 9 1.9
Divorced 81 17.2
Widowed 27 5.7
Living Arrange 477
In a relationship, living apart 43 9.0
Cohabiting with a partner 302 63.3
Living with others than family 6 13
Living with family (not partner) 27 5.7
Living alone 99 20.8
Borough of Residence 472
Manhattan 443 93.9
Other 29 6.1
9/11/01 Witness Experience 475
Having witness experience 175 36.8
None 300 63.2
9/11/01 Loss Experience 475
Having loss experience 47 9.9
None 428 90.1

Note. (N=481) N is less than 481 due to missing values

89



Secondary Traumatic Stress

6.1.2. Professional Characteristics
The professional characteristics of the social workers in New York City (N=481) are
displayed in the following Table 2.

Table 2. Professional Characteristics

Variable N %
Education 473
MSW 335 70.8
MS/MA 15 3.2
Ph.D./DSW 69 14.6
Other Degree 15 3.17
2 or more degrees 39 8.25
Income 464
$ 19,999 or less 5 1.1
$20,000-539,999 13 2.8
$40,000-559.999 53 114
$60,000-$79,999 82 17.7
$80,000-$99,999 85 18.3
$100,000 or more 226 48.7
Providing 9/11/01 Mental Health Service 481
Providing service 293 609
None 188 39.1
Supervision 478
Currently Receiving 246 515
Not Receiving 232 485
Individual Supervision 244
Yes 136 55.7
No 108 443
Group Supervision 242
Yes 91 37.6
No 151 62.4
Peer Group Supervision 241
Yes 86 357
No 155 64.3
Discussion of 9/11/01 Reactions with Supervisors 429
Discussing 173  40.0
Not discussing 256 60.0
Supervising Others 476
Yes 269 56.5
No 207 43,5

Note. (N=481) N is less than 481 due to missing values.
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As displayed in Table 2, since the sample was drawn from the lists of Manhattan Chapters of
the National Associations of Social Workers (NASW) with the condition of having a Master’s
degree or doctorate, a majority of the responders (71%; N=335) had the MSW degree; 3 % of the
social workers (N=15) had master degrees in other field besides social work; 15% of the social
workers had a Ph.D. (N=69) in Social Work. Eight percent of the social workers had two or more
degrees. Although about 30 % of the social workers had earned other degrees in addition to or
besides the MSW degree, all of the social workers were licensed members of the NASW.

The New York City social workers” income ranged from less than $ 19,999 to over $100,000.
Almost half of the sample (48.7%) earned $100,000 or more, with only 15.3% earning less than
$60,000.

The average weekly hours of direct practice with clients by the New York City social workers
was about 23 (SD=11.14), with the range of one hour to 65 hours.

The average number of years working in the field post-MSW for the New York City social
workers was about 26 years (SD=9.77) with a range of two years to 60 years.

As Table 3 shows, the New York City social workers worked with a variety of client types.
The top five client population categories include the following: adult survivors of childhood
sexual abuse (72%; N=339); substance abusers (64%; N=303); individuals with eating disorders
(58%; N=273); 9/11/01 victims, workers, family members, and/or witnesses (54%; N=254); and
individuals who experienced multiple traumas (48%; N=228). Nearly 40% of the social workers
responded to rape survivors (39%; N=185) or victims of domestic/partner violence (38%;

N=180).
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Table 3. Case Type

Variable N %
473
Adult Survivors of Childhood Sexual Abuse
Yes 339 71.7
No 134 28.3
Child Sexual Abuse
Yes 91 19.2
No 382 80.8
Domestic/Partner Violence
Yes 180 38.1
No 293 62.0
September 11th victims
Yes 254 53.7
No 219 46.3
Survivors of Natural Disasters
Yes 45 9.5
No 428 90.5
Rape Survivors
Yes 185 39.1
No 288 60.9
Adult Physical Assault Survivors
Yes 129 273
No 344 72.7
Child Physical Assault Survivors
Yes 89 18.8
No 384 81.2
Substance Abusers
Yes 303 64.1
No 170 36.0
Eating Disorders
Yes 273 57.7
No 200 423
Multiple Traumas
Yes 228 48.2
No 245 51.8
Elder Abuse
Yes 29 6.1
No 444 939
Holocaust Survivors
Yes 87 18.4
No 386 81.6
Accident Victims
Yes 84 17.8
No 389 82.2
Neglect
Yes 120 254
No 353 74.6
Other Trauma Survivors
Yes 94 19.9
No 379 80.1

Note. (N=481) N is less than 481 due to missing values.
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Two hundred ninety-three (61%) of the social workers had experience as 9/11/01 volunteers
or paid mental health service providers, while 188 (39%) of the social workers did not assist the
victims.

The majority of the social workers in New York City (85%; N=411) worked in a private
practice. As Table 4 illustrates, a sole practitioner in private practice averaged 21 hours per week
of work (SD=11.54).

Table 4 also shows that one-half (52%; N=246) of the New York City social workers received
supervision or consultation. More than half of the social workers in New York City (57%;
N=269) took the role of supervising others in their workplace. The social workers averaged two
hours per week (SD=8.73) as providers of supervision.

Table 4. Mean Scores of Length in Practice and Supervision

Variable N M (SD) Observed Range

Hours of Direct Practice with Clients 474  22.83 hours (11.14) 1 hour - 65 hours
Hours of Private Practice as Solo Practitioner 411 21.32 hours(11.54) 1 hour - 55 hours
Hours of Supervising Others 464 2.24 hours (8.73) 0 hour -180 hours
Years of Field Experience Post-MSW 469 26.35 years (9.77) 2 years - 60 years

Note: (N=481) N is less than 481 due to missing values.

6.1.3. Levels of Exposure to Traumatized Clients
As Table 5 illustrates, the average percentage of time per week with clients addressing trauma
per week was 27 % (SD=22.83), with a range from 0 % to 100 %. The average of the percentage
of time of contacct with traumatized clients per week for the social workers assisting victims of
9/11/01 was 29 % (SD=23.01), with a range from 0 % to 100 %.
On average, 5.26 types of trauma-related cases or traumatized populations (SD=3.11) were

reported, with the range from 0 to 14 types. On average, the social workers assisting the victims
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of 9/11/01 responded to 5.63 types of trauma-related cases or traumatized populations (SD=3.02),
with a range from 0 to 14 types.

Among the 293 social workers who assisted the victims of 9/11/01, 250 of the social workers
indicated the number of hours they spent providing mental health services to the victims of
9/11/01. The median number of hours of contact with the 9/11/01 victims through 9/11/01
mental health services was 30.00 hours, with a range from 0 hour to 10000 hours.

Table 5. Mean Scores of Exposure to Traumatized Populations

Variable N Mean/Median (SD) Observed Range
A. % of Time with Trauma Clients per Week 419 26.74 % (22.83) 0%-100%
B. % of Time with Trauma Clients per Week for
9/11/01 Mental Health Providers 269 28.56% (23.01) 0%-100%
C. Number of Current Trauma Case Types 481 5.26 Types(3.11) 0 type -14 type
D. Number of Current Trauma Case Types for
9/11/01 Mental Health Providers 293 5.63 Types (3.02) 0 type -14 type
E. Hours of Contact with 9/1101 Victims for
9/11/01 Mental Health Providers 250 30.00 hours(739.42) Ohour-10000 hours

Note: Variable A & C>(N=481). If N is less than 481, it is from missing values.
Variable B,D, & E=>(N=293). If N is less than 293, it is from missing values.
Variable E->The median is provided for Hours of Contact with 9/11/01 Victims for 9/11/01 Mental
Health Providers due to the highly skewed distribution for this variable.
6.1.4. Levels of Social Support and Training for 9/11/01 Trauma Workers
Table 6 indicates the levels of social support and training received by the social workers who
assisted the victims of 9/11/01 (N=293). One hundred-twenty social workers (42 %) received
supervision during their work in the 9/11/01 event. As Table 6 further shows, less than half
(40%; N=173) of the social workers with supervision discussed their 9/11/01 reactions with their
supervisors.
Also, most of the social workers (89%; N=254) who assisted the 9/11/01 victims received

peer support from colleagues during their work. Most (89%; N=254) received personal support

from their family members or friends (See Table 6).
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Only a few social workers (25%, 72 social workers) had disaster-specific training prior to the
9/11/01 event. Also, 69% of the social workers did not receive adequate training for the job

during their work with the 9/11/01 event (See Table 6).

Table 6. Social Support and Training for 9/1101 Mental Health Providers

Variable N %
Supervision for 9/1101 mental health Answered 284
providers Receiving 120 42.3
Peer Support during 9/11/01 Event Answered 286
Receiving 254 88.8
Personal Support during 9/11/01 Event Answered 284
Receiving 254 89.4
Disaster Training before 9/11/01 Answered 289
Receiving 72 24.9
Answered 278
Adequate Training during 9/1101 Receiving 86 30.9

Note: (N=293) N is less than 293 due to missing values.

6.1.5. Levels of Secondary Traumatic Stress

The overall mean score for secondary traumatic stress for the total sample (N=481) was 12.24
(SD=5.35). According to Stamm (2009), who created the Professional Quality of Life Scale
(PROQL), including the scale of secondary traumatic stress which this study used, a combined
score on secondary traumatic stress less than 22 is considered low; scores between 23 and 41 are
average; and scores above 42 are high. Therefore, the average score range for the social workers
in New York City was low. The overall mean score for secondary traumatic stress for the social
workers assisting victims of 9/11/01 victims (N=293) was 12.47 (SD=5.42), also in the low

range.
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Table 7. Summary of Descriptive Results in All of the Non-Dichotomous Variables

Hours

per Hours of

Week | Years Assisting | % of | Number of | Secondary

in the | in the | 9/1101 Trauma Trauma Traumatic

Age Income | Field Field Victims Caseload Case Types | Stress

N 473.00 | 464.00 | 474.00 | 469.00 250.00 419.00 481.00 455.00
Mean 59.83 496 | 2280 | 26.35 180.12 26.70 5.26 12.24
Median 61.00 5.00 | 22.50 | 26.00 30.00 20.00 5.00 12.00
Mode 64.00 6.00 | 20.00 | 30.00 20.00 10.00 5.00 13.00
Std.Deviation 9.30 1.24 11.14 9.77 739.42 22.83 3.11 5.35
Skewness -0.38 | -0.96 0.21 0.20 10.56 1.17 0.34 0.34
Kurtosis 1.35 0.02 -0.20 0.11 130.43 0.84 -0.40 0.08
Minimum 26.00 1.00 1.00 2.00 0.00 0.00 0.00 0.00
Maximum 89.00 6.00 | 65.00 | 60.00 | 10000.00 100.00 14.00 32.00

The above table 7 summarizes the descriptive results for all of the non-dichotomous variables
among the test and control variables used in this study. The frequencies are very skewed in the
variables of income, hours of assisting 9/11/01 victims, and percentage of trauma caseload
(income:-0.96 and 0.02; hours of assisting 9/11/01 victims:10.56 and 130.43; percentage of
trauma caseload: 1.17 and 0.84). Therefore, in order to do the analyses of correlations and
regression, | fixed the three variables for their normal distribution through recoding or log-
transformation. Specifically, recoding changed the values of the skewness and kurtosis for
income to 0.05 and -2.01, and the ones for the percentage of trauma caseload to 0.59 and -0.91.
Through log-transformation, the values of the skewness and kurtosis for the hours of assisting

9/11/01 victims came to be 0.63 and 0.53.
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6.2. Bivariate Correlations for Test and Control Variables
6.2.1. Correlations for Secondary Traumatic Stress and Trauma Exposure, Protective, and
Demographic Variables

In this study, I first examined the association between secondary traumatic stress and the
following four factors: 1) independent variable, 2) exposure to 9/11/01 victims, 3) percentage of
trauma caseload, and 4) number of trauma cases). As Table 8 suggests, being a 9/11/01 mental
health provider did not increase the level of secondary traumatic stress for social workers (r=-.05,
p=>.10, N=455). Also, the 9/11/01 mental health providers with more hours of assisting 9/11/01
victims did not exhibit an increase in secondary traumatic stress (r=-.05, p>.10, N=236). As
expected, social workers with the greatest percentage of contact time with traumatized clients did
experience the most secondary traumatic stress (r=.21, p<.001, N=398). A greater number of
trauma cases also led to a higher degree of secondary traumatic stress (r=.11, p=.022, N=455).

Secondly, I examined how presumed protective variables (supervision, peer and personal
support, and training before and after 9/11/01) would contribute to decreasing the level of
secondary traumatic stress for the subsample (9/11/01 mental health providers). The social
workers receiving supervision tended to have a higher level of secondary traumatic stress (r=.11,
p=.08, N=271) than those who did not receive supervision; this result contradicted the
expectation that supervision would decrease the level of secondary traumatic stress. Also
contrary to expectation, more peer support did not decrease the level of secondary traumatic
stress in social workers (r=.001, ns, N=272); even more personal support from family
members/friends did not lower the social workers’ level of secondary traumatic stress (r=.10,
p=.11, N=270). The social workers with more disaster training before the 9/11/01 event did not

experience a lessening in their levels of secondary traumatic stress (r=.04, ns); the social workers
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with more adequate training during the 9/11/01 event did not notice any reduction of their
secondary traumatic stress level (r=-.04, ns).

Third, | examined whether or not demographic variables would have an effect on the level of
secondary traumatic stress. Older social workers reported less secondary traumatic stress (r=-.10
p=.045, N=448). Being single did not significantly increase the social workers’ level of
secondary traumatic stress (r=-.07, p=.16, N=446). Higher income had no correlation with
lowering the social workers’ level of secondary traumatic stress (r=-.05; p=.27, N=438). Social
workers with more hours of direct contact with clients did not experience a significant increase
in their level of secondary traumatic stress (r=.03, ns, N=449). However, the more experienced
social workers (social workers with longer years in the field) did notice a decrease in their level

of secondary traumatic stress (r=-.14, p=.004, N=444) (See Table 8).
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Table 8. Bivariate Correlations for Test and Control Variables

Variable N 1 2 3 4 5 6 7 8 9 10 11 12 13 14
1. Secondary

Traumatic Stress 455
2.9/11/01 Mental
Health Providers or 481 .05
None
3. Hours of
Assisting 9/11/01 250 -.05
Victims
0,
4.% of Trauma 417 21%%%  11%* 09
Caseload
Trauma Case Types ) ) ’ ’
6. Supervision 284 A1 27**¥* 07 J15%*
7. Peer Support 286 .00 .05 -.06 14** .05
8. Personal Support 284 .10 .05 .08 14%* .08 38¥**
9. Disaster Training
2 .04 2T7X** 21%E* 1e** i .04 .
before 9/11/01 89 0 6 0 0 06
10. Adequate
Training during 278 -.04 .09 -.01 .02 28**F* 02 -.02 L18***
9/1101
11. Age 473 -.10%* .05 -.02 SATHEER S 4%Fk* _ q%* -.02 -.04 .04 .01
12. Marital
arital Status g1 Lo7 .02 04 -03 03 -09 .03 .08 05 -00 .05

(Single vs Married)

13. Income 464 -.05 .09* -.00 -.06 -.02 -11%* 13 .07 -.04 - 13%* J10** 23¥E*
14. Hours per
Week in the Field
15. Years in the
Field

474 .03 .05 -.05 JA9¥Ex 30*** 02 .02 15** -.06 -.04 - 17%* .04 18*k*

469 -14*** 01 .08 S15%* L 7FRx _19%*F* 04 -.08 12%* .05 59%*F% 03 22%%*% 05

*p<.10, **p<.05, ***p<.01
Note: 1,2, 4,5, 11-15 variables=>Analysis in total sample (N=481)
3, 6-10 variables—>Analysis in subsample (N=293)
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6.2.2. Correlations among Trauma Exposure Variables

In this study, | examined the inter-correlations of the following independent variable
indicators: service as a 9/11/01 mental health provider; hours of assisting 9/11/01 victims;
percentage of trauma caseload; and number of trauma cases. Being a 9/11/01 mental health
provider increased the social workers’ exposure to trauma, percentage of trauma caseload (r=.11,
p=.03, N=417), and number of trauma cases (r=.15, p=.001, N=481) for social workers (total
sample). The 9/11/01 mental health providers with more hours of assisting 9/11/01 victims did
not experience an increase in the percentage of their trauma caseload (r=.09, p=.16, N=231), but
did experience an increase in the numbers of trauma case types (r=.19, p=.002, N=250). A
greater percentage of trauma caseload led to an increased number of trauma cases for social

workers (r=.49, p<.001, N=417).

6.2.3. Correlations between Trauma Exposure and Protective and Demographic Variables
| examined what correlation would exist between the independent variables in this study, as

well as the degree of traumatized populations (hours of assisting 9/11/01 victims, percentage of
trauma caseload, and number of trauma cases), and receiving such protective factors as
supervision, peer and personal support, and training before and after 9/11/01. First, as Table 8
illustrates, the 9/11/01 mental health providers with more hours of assisting 9/11/01 victims
received more supervision (r=.27, p<.001, N=242) and disaster training before the 9/11/01 event
(r=.27, p<.001, N=246). Second, the 9/11/01 mental health providers with a higher percentage of
trauma caseload received more disaster training before the 9/11/01 event (r=.21, p=.001, N=264).
Third, the 9/11/01 mental health providers with a greater number of trauma case types received

more supervision (r=.15, p=.01, N=284), more peer support (r=.14, p=.02, N=286), more
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personal support (r=.14, p=.02, N=284), and more disaster training before the 9/11/01 event
(r=.16, p=.01, N=289).

Furthermore, I examined how social workers’ demographics (age, marital status, income,
hours per week in the field, and years in the field) would affect the social workers’ level of
trauma exposure (being a 9/11/01 mental health provider/hours of assisting 9/11/01 victims,
percentage of trauma caseload, and number of trauma cases). First, younger social workers
responded to a higher percentage of trauma cases (r=-.17, p<.001, N=411); social workers with
more hours of direct contact with their clients responded to a higher percentage of trauma cases
(r=.19, p<.001, N=416); less experienced social workers (social workers with fewer years in the
field) responded to a higher percentage of trauma cases (r=-.15, p=.003, N=411). Second,
younger social workers responded to a greater numbers of trauma case types (r=-.24, p<.001,
N=473); social workers with more hours of direct contact with their clients responded to greater
numbers of trauma case types (r=.30, p<.001, N=474); less experienced social workers
responded to greater numbers of trauma case types (r=-.17, p<.001, N=469).

As Table 8 illustrates, some demographics for the 9/11/01 mental health providers
significantly influenced how much supervision, peer and personal support, and disaster training
before and after 9/11/01 event (presumed protective variables) the social workers received.
Social workers with more supervision tended to be younger (r=-.12, p<.05, N=279) and have
fewer years of field experience (r=-.19, p=.001, N=279). Social workers with a higher income
tended to receive more peer support (r=.13, p<.05, N=276) and less adequate training during the
9/11/01 event (r=-.13, p<.05, N=267). Social workers with more hours of direct contact with

their clients tended to receive more personal support (r=.15, p=.01, N=282).
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6.3. Multivariate Analyses
6.3.1. Test of Research Model 1: Regression of Secondary Traumatic Stress on Trauma
Exposure and Demographics for Total Sample

As the previous method chapter describes, this regression model used a total sample number
of 373. The total number of social workers for this regression analysis decreased from 481, the
original total of study participants, to 373 due to the number of non-responding participants in
terms of trauma exposure variables (64), secondary traumatic stress (26), and demographic
variables (53). Table 8 shows that a multiple linear regression analysis was employed to predict
the degree of secondary traumatic stress that the social workers in New York City experienced
due to their level of exposure to traumatized populations. A regression model was constructed
based on the two research models described in the previous chapter. Regression analyses on the
first research model (See Figure 1) were used to determine how the social workers’ level of
exposure to traumatized populations and the social workers’ demographic characteristics together
contributed to their secondary traumatic stress symptoms for the total sample.

In the original research model in Figure 1, the regression model was designed to test
demographic variables (age, marital status, income, hours per week in the field, and years in the
field) and the level of trauma exposure as independent variables (being a 9/11/01 mental health
provider, percentage of caseload with all forms of traumatized clients, and number of different
types of traumatized clients in caseload) for the total sample (N=373).

As Table 9 shows, the trauma exposure block explained a significant amount of the variance
in the level of secondary traumatic stress (F(3, 364)=4.74, p<.01, R2=.037). The demographics
block did not explain a significant amount of the variance in the level of secondary traumatic

stress (F(5, 367)=.993, p>.01, R?=.013). Therefore, controlling for all demographics (age, marital
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status, income, hours per week, and years in the field), the level of exposure to traumatized
clients predicted the degree of secondary traumatic stress experienced. In particular, one of the
independent variables-the percentage of caseload with all forms of traumatized clients (p=.17,
p=.003)-made the only statistically significant contribution to the model. Having a high
percentage of traumatized clients contributed to higher levels of secondary traumatic stress.
None of the other variables made significant contributions in predicting secondary traumatic
stress.

Table 9. Regression of Secondary Traumatic Stress on General Trauma Exposure and
Demographics (N= 373)

Trauma
____________________________________________________ Demographics | Exposure
Model 1 Model 2
B(r) B(r)
_Demographics | (R?=0.013) | |
Age -0.01(-0.06)
Marital Status -0.07(-0.07)
Income 0.01(-0.03)
Hours per Week in the Field 0.01(0.01)
Years in the Field -0.08(-0.09)
TraumaExposure (R*=0.037***) | | .
Being a 9/11/01 Mental Health Provider 0.03(0.05)
Percentage of Trauma Caseload 0.17(0.19)***
Number of Trauma Case Type 0.04(0.12)

*p<.10, **p<.05, ***p<.01
Note: R?is the variance explained by the block.

Because none of the demographic variables in block 1 in the above regression analysis
predicted secondary traumatic stress and because inclusion of the demographic variables
produced a loss of 25 cases, | re-ran the same regression analysis, excluding the demographic
block. Without the demographic block, the regression analysis showed that the trauma exposure

block explained a significant amount of the variance in the level of secondary traumatic stress
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(F(3, 394)=6.12, p<.01, R2=.045); This result is almost the same as the above regression analysis

for the total sample (N=373) with the demographic block (F(3, 364)=4.74, p<.01, R?=.037).

6.3.2. Follow-up Analysis for Research Model 1: Buffers of Demographic Variables

I conducted this analysis to explore whether or not the predicted effect of trauma exposure
might be present or more pronounced for some demographic characteristics (Ex: younger social
workers versus older social workers). This follow-up analysis, based on the above regression
model (in 6.3.1.), examined whether each demographic variable (age, marital status, income,
hours per week in the field, and years in the field) might moderate a quality of the relationship of
the level of secondary traumatic stress and amount of exposure to traumatized clients. Possible
moderation by these demographic variables was explored by running separate regressions for age
subgroups (social workers younger than 61-years-old versus social workers 61-years-old or
more), marital status subgroups (single versus married), income subgroups (lower-income
workers earning less than $100,000 versus higher-income workers earning $100,000 or more),
subgroups of hours per week in the field (workers with fewer than 23 hours versus workers with
23 hours or more), and subgroups of years in the field (less experienced workers with fewer than
27 years versus more experienced workers with 27 years or more). Each of these demographic
variables was divided into dichotomous variables whose proportion of lower and higher value
came to the half (Ex: the proportion of the younger social workers was 49.9% and the one of the
older social workers was 50.1%).

As Table 10 illustrates, the findings in the subgroup tests show that the following
demographic variables might act as moderators: age, income, hours of direct practice per week,

and years in the field. In particular, the results show the most difference in terms of the social
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workers' age and years of experience based on the betas of the percentage of trauma caseloads.
Older and more experienced social workers are more vulnerable to experiencing greater levels of
secondary traumatic stress. | re-ran the same regression follow-up analysis by selecting the cases
of the following three types of age categories: social workers younger than 49-years-old (N=47),
middle-aged social workers between 50- and 59-years-old (N=123), and social workers older
than 60-years-old (N=203). According to the results, trauma exposure for only the oldest social
workers significantly contributed to increasing their levels of secondary traumatic stress
(F(3,195)=4.24, p<.01, R?=.059), whereas trauma exposure did not affect either the youngest
social workers (F(3,39)=0.53, p=.67, R?=.035) or the middle-aged social workers (F(3,115)=.77,
p=.51, R?=.019). Social workers with more income and less hours of direct contact with their
clients are also more vulnerable to experiencing greater levels of secondary traumatic stress,
although the levels of income and hours of direct contact with clients showed less differences
based on the betas of the percentage of trauma caseloads. However, given the possibility of the
buffering roles of age and years in the field, it makes sense that income and hours of direct
contact with traumatized clients would also buffer the level of secondary traumatic stress
experienced by older, more experienced social workers. Due to their supervisory positions, these
older and more experienced social workers might have more income and fewer hours of direct
contact with their clients. Further, | explored the possibility of the moderation effect on marital
status by running separate regressions for cohabiting social workers (N=241) and non-cohabiting
social workers (N=137). The results indicated that the cohabiting social workers might be more
impacted by trauma exposure (F(3,233)=2.94, p<.05, R2=.035) compared with the non-

cohabiting social workers (F(3,129)=1.75, p=.16, R?=.039).
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Table 10. Subgroup Analyses based on Demographic Variables on Research Model 1

Younger Social Workers (N=191)

Older Social Workers (N=182)

Trauma Trauma
R I Demographics | Exposure eeeeieeooo._..__._| Demographics | Exposure __|
Model 1 Model 2 Model 1 Model 2
B(r) B(r) B(r) B(r)
Demographics Demographics
(R=0018) (R?=0.036) ||
Marital Status -0.04(-0.05) Marital Status -0.12(-0.10)
Income -0.04(-0.04) Income 0.08(-0.01)
Hours per Week in Hours per Week in
the Field 0.11(0.10) the Field -0.11(-0.10)
Years in the Field -0.05(-0.06) Years in the Field -0.13%(-0.11)
Trauma Exposure Trauma Exposure
(R=0025) (R?=0.059"%) ]
9/11/01 Mental 9/11/01 Mental
Health Providers 0.04(0.06) Health Providers 0.00(0.04)
Percentage of Percentage of
Trauma Caseload 0.13(0.17) Trauma Caseload 0.23(0.22)***
Number of Trauma Number of Trauma
Case Types 0.05(0.13) Case Types 0.03(0.10)

F(3, 183)=1.61, p=.19;

*p<.10, **p<.05, ¥**p<.01
Note: R? is the variance explained by block.

Single Social Workers (N=161)

F(3,174)=3.78, p=.01; *p<.10, **p<.05, ***p<.01
Note: R? is the variance explained by block.

Married Social Workers (N=212)

Trauma Trauma
R I Demographics | Exposure | | | Demographics_ | | Exposure |
Model 1 Model 2 Model 1 Model 2
B(r) B(r) B(r) B(r)
Demographics Demographics
(R?=0009) (R?=0.048™%) |l
Age -0.08(-0.03) Age 0.05(-0.09)
Income 0.06(0.07) Income -0.04(-0.08)
Hours per Week in Hours per Week in
the Field -0.01(0.01) the Field 0.03(0.02)
Years in the Field 0.07(0.03) Years in the Field -0.23(-0.21)***
Trauma Exposure Trauma Exposure
(R?=0046%) (R?=0.027) ]
9/11/01 Mental 9/11/01 Mental
Health Providers 0.06(0.09) Health Providers -0.01(0.01)
Percentage of Percentage of
Trauma Caseload 0.16(0.20)* Trauma Caseload 0.16(0.19)**
Number of Trauma Number of Trauma
Case Types 0.08(0.13) Case Types 0.02(0.11)

F(3, 153)=2.48, p=.06;

*p<.10, **p<.05, ¥***p<.01
Note: R? is the variance explained by block.
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Higher-Income Workers (N=173)

Trauma Trauma
S I Demographics | Exposure | | | Demographics |  Exposure
Model 1 Model 2 Model 1 Model 2
B(r) B(r) B(r) B(r)
Demographics Demographics
AR=0010) ] L (R*=0.071**) |
Age 0.06(0.04) Age -0.11(-0.19)
Marital Status -0.01(-0.01) Marital Status -0.14(-0.15)*
Hours per Week in Hours per Week in
the Field 0.09(0.08) the Field -0.08(-0.06)
Years in the Field -0.01(0.01) Years in the Field -0.13(-0.19)
Trauma Exposure Trauma Exposure
AR=0029) L] L (R*=0.050**) | ol
9/11/01 Mental 9/11/01 Mental
Health Providers 0.06(0.09) Health Providers -0.03(0.01)
Percentage of Percentage of
Trauma Caseload 0.15(0.16)* Trauma Caseload 0.20(0.23)**
Number of Trauma Number of Trauma
Case Types 0.02(0.09) Case Types 0.06(0.16)

F(3, 192)=1.94, p=.12;

*p<.10, **p<.05, ***p<.01
Note: R? is the variance explained by the block.

Less-Hours Workers (N=191)

F(3,165)=3.10, p=.03; *p<.10, **p<.05, ***p<.01
Note: R? is the variance explained by the block.

More-Hours Workers (N=182)

Trauma Trauma
S Demographics | Exposure | | | Demographics | __Exposure
Model 1 Model 2 Model 1 Model 2
B(r) B(r) B(r) B(r)
Demographics Demographics
ARP=0039) L (R?=0.039) | .l
Age 0.13(0.02) Age -0.22(-0.15)**
Marital Status -0.09(-0.07) Marital Status -0.05(-0.08)
Income 0.07(0.03) Income -0.08(-0.09)
Years in the Field -0.21(-0.13)** Years in the Field 0.13(-0.04)
Trauma Exposure Trauma Exposure
(R=0059*%) L R=0018) | |
9/11/01 Mental 9/11/01 Mental
Health Providers 0.07(0.11) Health Providers 0.02(-0.01)
Percentage of Percentage of
Trauma Caseload 0.19(0.23)** Trauma Caseload 0.15(0.15)*
Number of Trauma Number of Trauma
Case Types 0.07(0.16) Case Types -0.03(0.07)

F(3, 183)=4.02, p=.01;

*p<.10, **p<.05, *¥**p<.01
Note: R? is the variance explained by the block.
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More Experienced Workers (N=174)

Trauma
Demographics | Exposure
Model 1 Model 2
B(r) B(r)
Demographics
(R?=0003) ]
Age 0.02(0.01)
Marital Status -0.04(-0.03)
Income 0.04(0.04)
Hours per Week in
the Field -0.00(0.00)
Trauma Exposure
(R=0014) |
9/11/01 Mental
Health Providers 0.00(0.02)
Percentage of
Trauma Caseload 0.10(0.10)
Number of Trauma
Case Types 0.04(0.06)

Percentage of
Trauma Caseload
Number of Trauma
Case Types

Trauma
Demographics Exposure
Model 1 Model 2
B(r) B(r)
Demographics
AR?=0.025)
Age -0.10(-0.11)
Marital Status -0.11(-0.11)
Income -0.03(-0.05)
Hours per Week in
the Field 0.03(0.03)
Trauma Exposure
AR?=0.078%*)
9/11/01 Mental
Health Providers 0.02(0.08)

0.27(0.29)***

0.03(0.16)

F(3, 191)=.89, p=.45;

*p<.10, **p<.05, ***p<.01
Note: R? is the variance explained by the block.

F(3, 166)=4.78, p=.00; *p<.10, **p<.05, ***p<.01
Note: R? is the variance explained by the block.

6.3.3. Test of Research Model 2: Regression of Secondary Traumatic Stress on

Demographics, Protectors, Trauma Exposure, and Interaction Effects for Subsample

| employed a multiple linear regression analysis to predict the degree of secondary traumatic

stress that the subsample of 225 New York City social workers (who provided mental health

services to the victims of 9/11/01) experienced due to 1) level of exposure to traumatized clients,

2) presumed protective factors, such as supervision or peer support, that reduce traumatic stress

symptoms, and 3) interaction of protective factors with trauma exposure. The main effects of the

interaction predictions were done by controlling for demographic factors. Regression analyses on

the second research model in the previous chapter (See Figure 2) were used to determine how the

9/11/01 mental health providers’ level of exposure to traumatized clients and their demographic

characteristics together contributed to their secondary traumatic stress symptoms as well as to

how social support and training received by the 9/11/01 mental health social workers might
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buffer their level of secondary traumatic stress.

The original regression research model (Figure 2 in previous chapter) was designed to test
demographic variables (age, marital status, income, hours per week in the field, and years in the
field), independent variables (hours of assisting 9/11/01 victims, percentage of caseload with all
forms of traumatized clients, and number of different types of traumatized clients in caseload),
and presumed protective variables (supervision, peer support, personal support, disaster-specific
training, 9/11/01 specific training) for the subsample of the social workers (N=225) in relation to
secondary traumatic stress. However, | decided to exclude the variable of hours of assisting the
9/1101 victims from the trauma exposure set because it was not significantly related with
secondary traumatic stress in the bivariate correlations; specifically, the direction of the
correlation was opposite to expectation (r=-.05). In addition, the total subsample of the social
workers decreased from 293, the original total of the social workers responding to the 9/11/01
victims, to 225 due to the number of non-responding participants in terms of trauma exposure
variables (24), secondary traumatic stress (14), demographic variables (29), and presumed
protective variables (25). The regression model also tested whether or not the presumed
protective variables would moderate the relationship between the level of exposure to
traumatized clients and the level of secondary traumatic stress (block 4).

According to the results of the regression analysis, trauma exposure (the percentage of
trauma caseload and the number of trauma case types) by the 9/11/01 mental health providers
(N=225) did not predict the social workers’ level of secondary traumatic stress after controlling
all of the demographics and potential moderators (F(2,212)=1.69, p=.19, R2=.015). Peer support,
the only factor of the five potential moderators including supervision, personal support, disaster

training before 9/11/01, and adequate training during 9/11/01, marginally moderated the
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relationship between the level of exposure to traumatized clients and the level of secondary
traumatic stress after controlling all of the demographics for the 9/11/01 mental health providers
(N=225) (F(2, 210)=2.36, p=.097, R2=.021). In particular, the number of trauma case types
(B=.57, p=.04) and the interaction of the number of trauma case types and peer support (f=-0.64,
p=.04) made a statistically significant contribution to the model (See Table 10).

Because none of the demographic variables in block 1 in the above regression analysis
predicted secondary traumatic stress and because cases were lost due to missing values on
demographics, | re-ran the same regression analysis, excluding the demographic block (N=238).
Without the demographic block, the regression analysis showed that the interaction of peer
support and trauma exposure variables marginally predicted the level of secondary traumatic
stress (F(2, 228)=2.55, p=.08, R?=.021). This result was almost same as the above regression
analysis with the demographic block (F(2, 210)=2.36, p=.097, R?=.021).

Table 11 does not show the non-significant protective moderators. The following protective
variables were not moderators for buffering the level of secondary traumatic stress experienced
by the subsample of social workers exposed to traumatized clients: supervision (F(2, 210)=0.01,
p=.99, R?=.000); personal support (F(2, 210)=0.17, p=.85, R?=.002); disaster training before
9/11/01 (F(2, 210)=0.64, p=.53, R?=.006); and adequate training during 9/11/01 (F(2, 210)=1.42,

p=.25, R?=.013).
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Table 11. Regression of Secondary Traumatic Stress on Trauma Exposure, ALL Protectors,
Interaction Effects of Peer Support and Trauma Exposure, and Demographics (N=225)

Demographics

Model 1
B(r)

Protectors

Model 2
B(r)

Trauma
| Exposure

Model 3
B(r)

Interaction

Model 4
B(r)

Marital Status

Income

Hours per Week in the Field
Years in the Field

-0.05(-0.09)
-0.12(-0.13)*
-0.04(-0.07)
-0.002(-0.01)
-0.05(-0.09)

_Protectors (R?=0.012) |
Supervision
Peer Support
Personal Support
Disaster Training before 9/11/01

Adequate Training during 9/11/01

0.08(0.09)
-0.03(-0.02)

0.06(0.06)
-0.002(0.00)
-0.07(-0.04)

Trauma Exposure (R?=0.015)

Percentage of Trauma Caseload
Number of Trauma Case Types

0.11(0.15)
0.04(0.10)

Interaction of Trauma Exposure & BRI

(R=0021%
Interaction of Percentage of Trauma
Caseload & Peer Support

Interaction of Number of Trauma Case Types

& Peer Support

0.17(0.10)

-0.64(0.03)**

*p<.10, **p<.05, ***p<.01
Note: R? is the variance explained by the block

In addition, | examined whether the index formed by combining the protective variables (the

Buffering Resource Index, BRI) would buffer the level of secondary traumatic stress for the

9/11/01 mental health providers (N=242), but the regression result indicated that the sum of all of

the presumed protectors (BRI) was not a significant moderator (F(2, 231)=0.20, p=.82, R?=.002).

It is important to note, however, that the main effect of trauma exposure (reflected in the

percentage of traumatized clients in the caseload) was significant in this analysis that controls for

the protective factors as well as the demographic variables (F(2, 233)=2.99, p=.05, R?=.024) (See

Table 12).
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Table 12. Regression of Secondary Traumatic Stress on Trauma Exposure, BRI, Interaction
Effects of BRI and Trauma Exposure, and Demographics (N=242)

Trauma
R I Demographics | Protectors | | Exposure _ | Interaction
Model 1 Model 2 Model 3 Model 4
B(r) B(r) B(r) B(r)
_Demographics (R*=0.020) |l
Age -0.06(-0.08)
Marital Status -0.10(-0.11)
Income -0.03(-0.06)
Hours per Week in the Field -0.01(-0.02)
Years in the Field -0.04(-0.07)
_Protectors (R*=0.001) |l
Buffering Resource Index (BRI) 0.03(0.04)
_Trauma Exposure (R*=0.024%) | Ll
Percentage of Trauma Caseload 0.13(0.17)*
Number of Trauma Case Types 0.06(0.12)
Interaction of Trauma Exposure & Peer
Support (R*=0.002)
Interaction of Percentage of Trauma
Caseload & BRI 0.08(0.15)
Interaction of Number of Trauma Case Type
& BRI -0.15(0.09)

*p<.10, **p<.05, ***p<.01

Note: R? is the variance explained by the block.

6.3.4. Subgroup Analysis in Peer Support Group (N=225) versus No-Peer Support Group

(N=27)

To examine whether or not peer support acted as a buffer, | conducted a subgroup regression

analysis, examining separate cases of those social workers with peer support (peer support group,

N=225) versus those social workers without peer support (non-peer support, N=27). As Table 13

illustrates, the peer support group and no-peer support group had differences in the zero-order

correlations of each trauma exposure variable and secondary traumatic stress. The zero-order

correlations of each trauma exposure variable and secondary traumatic stress for the peer support

group were .17 (percentage of caseload with all forms of traumatized clients) and .06 (number of

different types of traumatized clients in caseload), while the zero-order correlations for the no-
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peer support group were .23, and .43, respectively. As expected for the no-peer support group,
the zero-order correlations showed stronger relationships of exposure with secondary traumatic
stress. Therefore, social workers with no peer support tend to be more affected by trauma
exposure and to have greater levels of secondary traumatic stress than the social workers with
peer support.

Table 13. Regression of Secondary Traumatic Stress on Exposure to Traumatized Clients in Peer
Support Group (N=225) versus Non-Peer Support Group (N=27)

Peer Support Group No-Peer Support Group
Mode 1: Trauma Exposure Model 1: Trauma Exposure
(R2=.03**) r (R2=.19*%) r
Percentage of Trauma Caseload | 0.17 Percentage of Trauma Caseload | 0.23
Number of Trauma Case Types 0.06 Number of Trauma Case Types 0.43

*p<.10, **p<.05, ***p<.01
Note: R? is the variance explained by the block.
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7.0 Discussion and Conclusion
7.1. Introduction and Research Question

This study 1) explores the risks and protective factors of secondary traumatic stress for social
workers assisting traumatized populations, with a special emphasis on those New York City
social workers who helped the victims of 9/11/01 and 2) uses those factors to suggest which
preventive strategies should be implemented into the field of social work. Specifically, the study
aims at determining how the protective factors of secondary traumatic stress contribute to
buffering the risk factors and decreasing the level of secondary traumatic stress for the social
workers. The major findings of this study for secondary traumatic stress experienced by social
workers in New York City through the two research models are as follows:
a) Social workers who respond to different types of trauma (for total sample of 373) tend to have
higher levels of secondary traumatic stress when they are exposed to more traumatized clients.
b) Peer support marginally buffers the level of secondary traumatic stress experienced by those
mental health social workers assisting 9/11/01 victims (for sub-sample of 225).
c) Older and more experienced social workers who respond to different kinds of traumatized
populations (for total sample of 373) had somewhat lower levels of secondary traumatic stress, at
least in part because they had less exposure to traumatized clients; those older and more
experienced workers may have been more negatively impacted by exposure to traumatized

clients, a possibility that may be explored in subsequent investigation.

7.2. Level of Secondary Traumatic Stress and Participants’ Characteristics
The average age of the sample for this study was 60-years-old. The social workers in New

York City might be older compared with a median age of 51 for the 2004 NASW Practice
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Research Network (PRN [2005]) survey, that was randomly administered to 2,000 NASW
regular members in 2005. The majority of the social workers were Caucasians living in
Manhattan. Almost half of the social workers earned $100,000 or more; their income was much
higher than the median annual income ($47,200) of NASW members in the 2004 NASW
Practice Research Network (PRN [2005]) survey. Furthermore, due to the condition of sampling
in this study (having a MSW degree or doctorate), the New York social workers for this study
analysis were highly educated; the majority of the social workers in this study have a Master’s
degree or Doctorate. Most of the social workers had longer periods of field experience as
professional social workers since they averaged 26 years of working in the field post MSW; that
is longer than the average years (16 years) of social work experience for the typical NASW
regular member after earning her/his first social work degree (NASW Practice Research
Network , 2005). In addition, the New York City social workers’ average hours of direct practice
with clients might be lower (about 23 hours per week) compared with the hours logged in by
other state social workers (30.88 hours per week) in a secondary traumatic stress study (Bride,
2007). This statistics might relate to the fact that most of the New York City social workers
supervised others. Because of their administrative roles, these New York City social workers
might have had less direct contact time with traumatized clients, thereby leading to lower levels
of secondary traumatic stress.

However, the New York City social workers averaged about 30% of trauma work in their
weekly caseload. They also had experience with 5.26 types of trauma-related cases or
traumatized populations. The majority of the social workers had assisted traumatized victims of
childhood sexual abuse, while about half of the social workers had responded to victims of

multiple trauma, rape, or domestic violence. Despite a regular contact with traumatized
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populations, these social workers experienced lower levels of secondary traumatic stress. One
explanation for this finding might stem from the fact that older, more experienced social workers,
like those in the sample population, spent less direct time with traumatized clients. The
subgroups analysis (see 6.3.2.) in the previous chapter has indicated that age and years in the
field seemed to moderate the effect of trauma exposure. Because the older, more experienced
social workers in this study tended to have fewer hours of direct contact with their clients, they
might also have less secondary traumatic stress; however, if they have more hours of direct
contact with their clients, they might have greater levels of secondary traumatic stress. According
to psychological trauma theory, individuals exposed to more incidents of trauma experience an
increase in stress (Herman, 1992; Horwitz, 1998; Newman, Kaloupek & Keane, 1996). If older
social workers with a higher degree of field experience have more exposure to traumatized

clients, their levels of secondary traumatic stress would increase.

7.3. Risk Factors of Secondary Traumatic Stress

7.3.1. Different Types of Trauma Exposure and 9/11/01 Trauma Exposure

Exposure to different types of traumatized clients for the social workers in New York City
(for total sample of 373) contributed to increasing the social workers’ level of secondary
traumatic stress. In the first regression research model (see chapter six), the level of exposure to
traumatized clients predicted the degree of secondary traumatic stress with and without
controlling all demographics (age, marital status, income, hours of work per week, and years in
the field). Since my primary interest lies in testing hypotheses, the small effect size in my study
would be less important in this study. This regression significant result was consistent with the

conclusions of the psychological trauma theory, which indicate that people who see and/or listen
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to traumatic materials/narratives tend to exhibit the symptoms of secondary traumatic stress
(APA, 2000; Horwitz, 1998). The results, also consistent with the majority of the studies listed in
chapter two, show that the amount of exposure helping professionals have to their clients'
traumatic material increased the likelihood of these professionals experiencing secondary
traumatic stress (Brady et al., 1999; Creamer, 2002; Myers & Cornille, 2002; Pinsley, 2000;
Simonds, 1996; Wee & Myers, 2002).

In contrast, the mental health providers (sub-sample of 225) who worked with the traumatized
clients of 9/11/01 did not experience an increase in their level of secondary traumatic stress when
exposed to different types of traumatized clients. As the second regression research model (see
chapter six) suggests, the level of exposure to traumatized clients did not predict the degree of
secondary traumatic stress when such demographic variables (age, marital status, income, hours
of work per week, and years in the field) and presumed protectors (supervision, peer support,
personal support, disaster training before and after 9/11/01) (see Table 10 on page 110) were
controlled. Although the level of exposure to traumatized clients marginally predicted the degree
of secondary traumatic stress using the Buffering Resource Index (BRI) as the presumed
protectors (see Table 11 on page 111), its effect was not large enough to achieve statistical
significance at the .05 level.

In fact, these 9/11/01 mental health providers did not experience higher levels of secondary
traumatic stress. Being a 9/11/01 mental health provider had no correlation with the degree of
that social worker’s secondary traumatic stress. This finding is consistent with the ones already
shown by Naturale (2009) who analyzed the same data. However, it is not consistent with the
results of previous studies which found that greater involvement with assisting the victims of

September 11, 2001, resulted in a higher level of secondary traumatic stress (Boscarino, Figley,
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and Adams, 2004; Creamer and Liddle, 2005). Based upon the psychological trauma theory
(which correlates social workers who identify with their clients’ trauma with an increased risk
for suffering traumatic effects (Horwitz, 1998)), | assumed that those New York City social
workers who assisted the victims of 9/11/01 would have a heightened level of secondary
traumatic stress. Since most of the social workers in this study lived in Manhattan, they shared
the victimization experience with their clients.

One of the reasons for the discrepancy between this study and previous ones might come from
the number of hours the social workers spent with the victims. The 9/11/01 mental health
providers in the current sample test spent an average of 30 total hours with victims; this
relatively small amount of time might have reduced the social workers’ level of secondary
traumatic stress. Furthermore, more than half of the social workers did not witness the 9/11/01
event in person, and a majority of the social workers did not experience any major personal loss
due to the events of 9/11/01 (see chapter two). Therefore, due to less direct exposure to the event
and its victims, the New York City social workers of 9/11/01 might have had an easier recovery
from the trauma; they might have also lessened their stress by discussing the terrorist attacks
with their colleagues, family members, or friends. Because of the public nature of the 9/11/01
attacks, social workers would have had an easier time finding people to listen to them and
support them than in the more private cases of rape, child abuse, or other traumas.

7.3.2. Social Workers’ Demographics: Age, Years in the Field, Marital Status, Income, and
Hours of Direct Contact with Clients

The bivariate correlation analysis in this study indicated that older social workers reported

fewer secondary traumatic stress symptoms than younger social workers. This result reinforces

the conclusions of previous studies (Creamer & Liddle, 2005; Ghahramanlou & Brodbeck, 2000;
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Nelson-Gardell & Harris, 2003). American Red Cross workers who responded to the victims of
9/11/01 (Lindsay, Gray, Grubaugh, et al, 2006; Simon, Pryce, Roff, & Klemmack, 2005) also
showed that the age of the social worker was related to a reduction in secondary traumatic stress.
Previous studies (Creamer & Liddle, 2005; Ghahramanlou & Brodbeck, 2000; Nelson-Gardell &
Harris, 2003) suggest that older people have had the time to acquire better coping skills to reduce
their level of stress symptoms than younger people.

The bivariate correlation analysis in this study found an association between more years in the
field after earning an MSW and a lower level of secondary traumatic stress. This study result is
consistent with the findings of previous studies (Badger, Royse & Craig, 2008; Chrestman, 1999;
Creamer & Liddle, 2005; Good, 1996) that also indicated that those helping professionals with
less field practice were more at risk for developing secondary traumatic stress symptoms.

Previous studies (Byrne, 2006; Lindsay, Gray, Grubaugh, et al, 2006) have recognized marital
status as playing a protective role against psychological stress and secondary traumatic stress;
they have shown that the household status, such as living with others, was a significant
protective factor against secondary traumatic stress. However, this study found no correlation
between the social workers” marital status and degree of secondary traumatic stress. In addition,
this study does not yield a correlation between income or hours of direct contact with clients and
the social workers’ level of secondary traumatic stress.

Therefore, while the bivariate correlation analysis in this study did not find a relationship
between marital status, income, or hours of direct contact with clients and the occurrence of
secondary traumatic stress, it did suggest that the age of the social worker and the number of
years in the field (professional experience) were related to lower secondary traumatic stress.

Older, more experienced social workers, however, also had less exposure to traumatized clients.
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In this study sample, then, work conditions, including less direct contact with traumatized
populations, may perhaps account for a lower level of secondary traumatic stress symptoms.
7.4. Buffers (Protective Factors) against Secondary Traumatic Stress

As described in chapter six, among the five potential moderators (supervision, peer support,
personal support, disaster training before 9/11/01, and adequate training during 9/11/01), only
peer support marginally contributed to buffering the effect of trauma exposure on secondary
traumatic stress (although peer support was not directly correlated with the level of secondary
traumatic stress). Previous literature (Baird & Jenkins, 2003; Dickes, 1998; Pearlman & Maclan,
1995; Pulido, 2005; Randall, Altmaier & Russell, 1989; Slattery, 2003) has described the
effectiveness of peer support in reducing secondary traumatic stress. Social support theory,
which posits that social support enriches the individual’s physical and psychological well-being,
also suggests that peer support acts as a buffer against stress (Germain, 1982).

Contrary to previous literature (Chrestman, 1999; Perrin et al, 2007; Pulido, 2005; Rogentine,
1996) and theories of stress and coping and social support, this study showed no correlation
between disaster training before the 9/11/01 event and adequate training during the 9/11/01 event
and the social workers’ level of secondary traumatic stress. Because these factors did not create
buffers between stress and the social workers, they were not found to be protective factors.
Similarly, supervision was not a protective factor, a finding that is inconsistent with previous
literature (Hodgkinson & Shepard, 1994; Lybeck-Brown, 2002; Naturale, 2007). Previous studies
found that more supervision reduced the degree of secondary traumatic stress; in this study,
however, supervision was slightly but significantly related to higher secondary traumatic stress
symptoms in the bivariate correlations. One interpretation of the results suggests that those social

workers exposed to more traumatized clients having more secondary traumatic stress symptoms
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might have a great likelihood of receiving supervision.

Furthermore, | conducted a follow-up analysis in the first regression research model (see
chapter six) to explore whether or not the predicted effect of trauma exposure might be more
pronounced for some demographic characteristics. As a result, the data show significant
differences in the betas of the percentage of trauma caseload for age (younger social works:
B=.13; older social workers: f=.23) and years of field experience (less experienced social
workers: f=.10; more experienced social workers: p=.27). Based on the results from the follow-
up analysis on the first regression model, therefore, splitting the sample into two groups on a
possible moderator (see chapter six) shows that age and years of field experience might qualify
as factors in the trauma exposure-secondary traumatic stress relationship. The results of this
study seem to suggest that older workers were less exposed to traumatized clients, thereby
showing lower secondary traumatic stress overall; when these older workers were exposed to
more traumatized clients, they showed increased traumatic stress. Generally, older people might
be less resilient compared with younger people (Heisel, 2006); therefore, older social workers
might have more difficulty in addressing their secondary traumatic stress symptoms. Also, the
bivariate correlation analysis indicated that older social workers tend to receive fewer
opportunities of supervision than younger social workers. According to this study, the level of
secondary traumatic stress was higher for younger social workers, who had a great deal of
exposure to traumatized clients, than for older social workers. However, older social workers
who supervise others and receive fewer opportunities of receiving supervision might be more at
risk for developing secondary traumatic stress. In addition, including cohabiting workers with
those married did not alter the pattern shown in the analysis regarding the potentially moderating

effect of marital status (living with a partner).
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7.5. Limitations of Study

This study has four limitations. First, the study only focuses on New York City social
workers. In particular, the sample population reflects older social workers with higher levels of
education, higher incomes, and more experience. The New York City social workers in this study
were primarily Caucasians living in Manhattan; they had an average age of 60. Not only did
most of these social workers have a Master’s degree or higher, but they also earned more than the
general American population. In addition, most of the New York City social workers had
experience as supervisors; therefore, they spent fewer hours of direct contact with clients
compared with the average practitioners. The unique characteristics of this study sample make it
more challenging to generalize and interpret the current phenomena of the levels and predictors
of secondary traumatic stress for all social workers in the United States.

Second, although the study began with a survey population of 481, that number dropped due
to some missing responses. Specifically, the study lost numbers in terms of the question items on
dependent variables and independent variables: the levels of secondary traumatic stress and
exposure to traumatized populations. This loss may have slightly reduced the power for the
regression data analysis in this study and may have possibly affected the estimates of the effects.

Third, the study uses weak measures for presumed “protective variables” such as supervision,
peer support, personal support, and training before and after the 9/11/01 event. For this study
analysis, the presumed protective variables have been measured as a “yes or no” answer item. By
not including “good” or “adequate” options, the study does not convey whether or not the New
York City social workers received an effective degree of workplace support and training. The
study assumes, however, that social workers need quality workplace support and training, not

minimal workplace work and training, in order to reduce their secondary traumatic stress
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symptoms.

Fourth, the study does not measure the presumed protective factors in relation to how much
exposure the social workers had to victims of different kinds of trauma. This could partially
explain why these protective factors had non-buffering effects on secondary traumatic stress.
The survey questionnaire measured supervision and other presumed protective factors (such as
peer support, personal support, and training before and after the 9/11/01 event) only in relation to
the social workers’ exposure to the 9/11/01 victims, not to the social workers’ exposure to
victims of different kinds of trauma. Therefore, the protective factors that played a role in the
social workers’ exposure to the 9/11/01 victims and the occurrence of secondary traumatic stress
might not have a significant effect on those social workers exposed to a variety of trauma
victims. Further research is needed to measure those presumed protective factors and to
determine whether or not they buffer the level of secondary traumatic stress for social workers

dealing with a diversity of trauma cases and victims.

7.6. Implications Based on Study Results
7.6.1. Need of Rotation System
The current study indicates that social workers who generally worked with a higher
percentage of different types of traumatized clients (such as traumatized victims of childhood
sexual abuse, rape, or domestic violence), not only with the traumatized victims of 9/11/01,
experienced higher levels of secondary traumatic stress. In particular, a social worker’s
percentage of caseload with all forms of traumatized clients strongly predicted that social
worker’s level of secondary traumatic stress. This recommendation for more preventive
measures would apply to social workers nationwide, not just those in New York City. One such

preventive measure involves administrators more carefully monitoring each social worker’s
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caseload and then rotating social workers out of particularly tough assignments to reduce the
degree of exposure to traumatized clients and severe cases.
7.6.2. Need of Peer Support Group

The majority of the New York City social workers in this study received peer support from
colleagues during their work in the 9/11/01 event. The current study finds that peer support
marginally buffered the level of secondary traumatic stress experienced by the social workers
assisting the 9/11/01 victims in New York City. Because of this finding, peer support might be
the most accessible way of reducing secondary traumatic stress for the 9/11/01 mental health
providers. The survey in this study did not include any question item that asked social workers
whether or not peer support might buffer their level of secondary traumatic stress caused by
assisting different types of traumatized clients. However, given that peer support marginally
buffered the level of secondary traumatic stress for the 9/11/01 mental health providers, it can be
assumed that peer support might also act as a buffer for reducing the level of secondary traumatic
stress by those social workers meeting with different type of traumatized clients. As mentioned in
chapter two, Valent (1995) suggested that social workers needed to process the experiences of
secondary traumatic stress through treatment teams, consultations with colleagues, and
debriefing meetings in order to effectively integrate these experiences. Therefore, this study
suggests that peer support might be effective in reducing the level of secondary traumatic stress
for social workers exposed to traumatized clients. Administrators in those organizations that
assist traumatized populations can initiate a conversation among social workers that focuses on
the stress caused by trauma work.

7.6.3. What Administrators Can Do?

Dershimer (1990) recognized employer support as a critical factor for helping professionals
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working with traumatized populations; similarly, there is a crucial need for administrative
support for social workers assisting traumatized populations. Administrators in organizations
assisting traumatized populations can monitor every social worker to ensure that she/he receives
adequate levels of workplace support. For instance, administrators can suggest that supervisors
test their supervisees’ level of secondary traumatic stress and then discuss with these social
workers the definition of secondary traumatic stress, their personal trauma related to their clients’
experiences, or their work trauma.
Setting up Formal Peer Support Groups

In the current study, peer support might have played a positive role in maintaining the mental
health of the social workers. Administrators in those organizations that assist traumatized
populations can not only create formal peer support groups or treatment teams, but they can also
coordinate debriefing meetings so that social workers have the opportunity to discuss their stress
caused by trauma work with their peers inside the organization. At the same time, the
administrators should manage the organization so that peers work in a caring, tension-free
environment. According to the social support theory mentioned in chapter two, network support
(the individual feeling a part of a group whose members share the same interests and concerns) is
necessary for buffering the individual’s stress (Cutrona & Russell, 1990; Lind, 2000). By
providing their social workers with this type of network support, administrators would help their
social workers deal more effectively with their secondary traumatic stress. In practice, this type
of network support, including more casual friendships, tends to be created through social and
recreational activities. The administrators, for instance, could sponsor some organizational events
such as group lunches or theatre parties.

As mentioned in chapter three, the National Association of Social Workers (NASW), in the
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section on Professional Impairment, issued a Policy Statement that deals with work impairment
and that on social workers (NASW, 2006). In this document, the NASW suggests that
“individual and group support should be available for social work practitioners as a means to
discuss job site and work stressors that may lead to the physical and psychological problems
often found among those employed in social work settings.” The NASW policy also suggests
creating colleague-assistance confidential programs that identify colleagues with some form of
impairment and advise those individuals about how to obtain appropriate treatment (NASW,
2006). Furthermore, in the area of Disasters, the NASW Policy Statement (2003, 2006)
advocates “giving attention to the special and critical training, stress management, and support
needs of disaster workers in all capacities, from administrative to field staff, and the need to
respond to their circumstances as victims and survivors.” The NASW should stress these current
policy statements toward social workers nationwide via the internet, publications, and NASW
national conferences and meetings. In addition, the NASW should define the work stress social
workers get from meeting with traumatized clients and should endorse the establishment of
colleague-assistance programs or stress management teams. It is the job of the NASW to make
those administrators who assist social workers dealing with traumatized populations more aware
of the significance of secondary traumatic stress issues.
Setting up Supervisory Services for Social Workers in Any Positions

The current study finds no evidence that supervision was effective in reducing the level of
secondary traumatic stress experienced by the New York City social workers involved in the
9/11/01 event. On the contrary, the bivariate correlation result indicated that more supervision
was related to a higher level of secondary traumatic stress, although this minimal relationship

was even less and not significant in the multivariate analysis. This result contradicts the findings
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in the majority of the previous literature on secondary traumatic stress that assert a correlation
between a higher degree of supervision and a lower level of secondary traumatic stress for
helping professionals (Creamer and Liddle,2005; Hodgkinson and Shepard,1994; Lybeck-Brown,
2002; Naturale, 2007; Slattery, 2003). Several factors may explain why the current study shows
that more supervision was related to more secondary traumatic stress.

The bivariate correlation results in the study recognize that the majority of the New York City
social workers received personal support from family members and/or friends and peer support
from colleagues during the 9/11/01 event. The social workers might have received inadequate
supervisory support and relied more on the support from family members, friends, or peers. Also,
the current study indicates that more than half of the New York City social workers did not
discuss their 9/11/01 reactions with their supervisors. As previously stated, almost half of the
social workers in this study did not receive supervision, most likely due to the fact that most of
the social workers in this study sample held supervisory positions. Yet, even those administrative
social workers, who were presumably older and more experienced social workers, still needed
supervisory support since they also met with traumatized clients or heard traumatic stories
through their supervisees. In addition, older social workers might have less resilience in dealing
with their stress compared with younger social workers (Heisel, 2008). In fact, the current study
has indicated that older and more experienced social workers exposed to a greater number of
trauma clients were at risk for higher levels of secondary traumatic stress, whereas those social
workers in this study sample had lower levels of secondary traumatic stress due to less exposure
to traumatized clients.

The most important finding of this study shows that the bivariate correlation results indicate

that age has a negative correlation to both supervision and secondary traumatic stress, while the
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number of trauma case types has a positive correlation to both supervision and secondary
traumatic stress. Therefore, controlling age and trauma exposure, including the number of trauma
case types, might cause a non-significant positive co-relationship between supervision and
secondary traumatic stress.

Based upon the previous literature that supports the effectiveness of supervision and based
upon the results of the current study that question both the effectiveness of supervision and the
significant positive relationships between supervision and secondary traumatic stress, it would be
important for administrators to establish supervisory services for social workers in any position.
In this way, social workers will have the opportunity to discuss their trauma work and/or their
trauma stemming from the experiences of their clients with their supervisors.

Setting up Training for Trauma Work

This current study finds that only a few social workers had disaster-specific training before
the 9/11/01 event. Also, more than half of the social workers did not receive adequate training for
the job during their work with the 9/11/01 event and its aftermath. According to this study,
disaster training (either before and/or after the 9/11/01 event) was not a buffer that protected the
New York City social workers from developing secondary traumatic stress. However, according
to previous studies (Bennett et al., 1996; Chrestman, 1999; Ewalt, 1991; Frazer & Sechrist, 1994;
Haviland et al., 1997; Perrin et al, 2007), training generally leads to better mental health
outcomes for social workers. Perhaps the New York City social workers in this study did not
benefit from disaster training due to the shoddy quality of the training they received. As a result,
even those social workers with training would not experience a reduction in their symptoms of
secondary traumatic stress.

The previous literature findings have suggested that training might be a protective factor of
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stress. Therefore, it would be beneficial for those administrators supporting traumatized
populations to develop adequate levels of training on how to work with these populations.
However, the current study results indicate that training did not buffer the level of secondary
traumatic stress for the 9/11/01 mental health providers exposed to traumatized clients. One
explanation for this finding stems from the fact that the majority of these social workers did not
receive adequate training for dealing with traumatized populations. For training to serve as a
buffer, it needs to be well-organized and rooted in trauma theory and practices. Therefore, it
could be suggested that administrators in organizations assisting traumatized populations should
institute in-service training sessions that teach social workers the skills needed to treat secondary
traumatic stress. In its section on Disasters, the NASW Policy Statement (2003, 2006)
recommends “educating social workers in the specialized knowledge and methods of trauma
response and critical incident stress debriefing” (NASW, 2003, 2006, p 83). Because the NASW
Policy Statement does not specifically mention secondary traumatic stress, the NASW could be
encouraged to add this specific term to any discussion on the relationship between disaster events
and social workers.

As mentioned in the third chapter, the federal Occupational Safety and Health Act (OSH Act)
has also insisted that all employers must furnish their employees with a workplace that is free
from recognized hazards and stress (U.S. General Services Administration, 2008). The
Occupational Safety and Health Administration (OSHA) developed the Guidelines for
Preventing Workplace Violence for Health Care and Social Service Workers (OSHA, 2004).
Similar to its workplace violence guidelines, OSHA could make an effort to reduce secondary
traumatic stress symptoms for healthcare and social service workers by preparing a mandatory

guide that includes such preventive measures as supervision, peer support groups, and training;

129



Secondary Traumatic Stress

OSHA could distribute this guideline to administrators in organizations that assist traumatized
clients.

The third chapter of this study also refers to the Robert T. Stafford Disaster Relief and
Emergency Assistance Act (the Stafford Act), a federal law that offers disaster assistance to aid
citizens. Section 416, titled “Crisis Counseling, Assistance, and Training,” authorizes the
President to financially assist state or local agencies, as well as private mental health
organizations, in providing counseling and support to disaster workers in order to relieve mental
health problems caused or aggravated by disasters or their aftermath (FEMA, 2007; Office of the
Federal Register National Archives and Records Administration, 2008; U.S. General Services
Administration, 2008).

Therefore, administrators in those organizations that assist traumatized populations such as
disaster victims have a legal and moral obligation to provide workplace support and disaster
training to their social workers. These administrators and organizations would need to implement
uniform standards on measuring the quality of supervision, on determining the effectiveness of
official support groups, and on assessing the benefits of in-service training; furthermore, federal
and professional policies are needed to evaluate these programs and to ensure that they are
properly administered.

7.6.4. What Schools of Social Work Can Do?

Social work education plays a critical role in preparing students for assisting traumatized
populations and in teaching these students how to protect themselves from secondary traumatic
stress. Currently, both the BSW and MSW programs in most schools of social work educate
students on trauma and PTSD; however, these programs also need to include classes on indirect

trauma and secondary traumatic stress. For instance, foundation courses could introduce the
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concept of secondary trauma through such required classes as Direct Social Work Practice or
Human Behavior and Social Environments. Also, field directors and/or advisors could organize
field education seminars in which they discuss secondary trauma with their students.

As mentioned in chapter three, the NASW, through its Policy Statement in the section on
Professional Impairment (NASW 2006), suggests that “social work education programs should
incorporate material about student and professional impairment, and ethical responsibilities
related to impairment, into their coursework.” The issues of secondary traumatic stress
symptoms should be considered as one type of professional impairment since secondary
traumatic stress could lead to turnover in the workplace (Baird & Jenkins, 2003; Beaton &
Murphy, 1995; Harris, 1995). However, the fact that the NASW Policy Statement does not
include the specific term of secondary traumatic stress might lessen the urgency of social work
schools to address this problem. Therefore, not only should the NASW Policy Statement
specifically refer to secondary traumatic stress, but the Council on Social Work Education should
also add secondary traumatic stress to its publications and/or presentations.

7.7. Conclusions and Recommendations for Future Research
7.7.1. Contribution Areas of Research

Because previous studies have focused on secondary traumatic stress in a diversity of
professional caregivers (social workers, psychologists, psychiatrists, nurses, therapists,
counselors, etc.), I chose to do secondary analyses of data which focused on the secondary
traumatic stress experienced by social workers trained in a school of social work. Furthermore,
because past studies have not explored the long-term psychological effects of trauma work in
disaster workers, the data in my study cover a nine-year-range, beginning with the event of

9/11/01 and its effect on social workers and continuing to the present.
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| expanded the primary independent variable of exposure to traumatized populations to
include not only the social workers’ level of exposure to 9/11/01 victims but also their level of
exposure to different types of trauma clients; such an approach is unique to this study. As a result
of the regression analysis on secondary traumatic stress and the level of general trauma clients,
my analysis showed that a greater exposure to general traumatized populations increased the
levels of secondary traumatic stress for social workers in New York City (sub-sample of 373).
This is a significant finding because it indicates that social workers tend to develop their levels of
secondary traumatic stress from consistently working with many kinds of trauma (sexual assault,
child abuse and neglect, domestic violence, elder abuse, etc.) and victims over a period of time,
not from responding to such extraordinary events as the attacks of 9/11/01.

7.7.2. Recommendations for Future Research

The next logical step for a study on secondary traumatic stress would be to expand my
research to the national level and to involve social workers from across the field. As | mentioned
in the previous section (7.1.2.), my study sample only included social workers from the
Manhattan Chapter of the NASW; these social workers had unique characteristics compared with
the average social workers. Also, my study primarily focuses on examining the level of
secondary traumatic stress for disaster social workers who have more exposure to victims of a
man-made disaster. By expanding the sample to include all social workers across the field and
their levels of secondary traumatic stress, future research will perhaps shed insight on the more
generalized conditions of the social workers’ level of secondary traumatic stress symptoms and
the predictive factors needed to reduce and/or prevent this stress. Furthermore, the current study
has indicated that age and years of field experience might qualify the effect of exposure on the

level of secondary traumatic stress; however, since the study sample were older and more
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experienced than the average social workers, it is valuable to explore whether age and years of
field experience would also be a risk factor of secondary traumatic stress for all social workers
exposed to traumatized populations.

In addition, a future secondary traumatic stress study should include questions to measure
presumed predictive factors (workplace support and training) in relation to exposure to different
kinds of traumatized clients since the measurements for the protective factors in the current study
included only exposure to the 9/11/01 victims. A future study could yield non-significant results
to determine whether workplace support and training were protective factors.

Finally, a study of national samples of social workers may examine which traumatic cases
increase the levels of secondary traumatic stress and which social workers are most vulnerable to
experiencing greater levels of secondary traumatic stress. As mentioned in chapter two, some
researchers have found that workers who treat victims of human-induced violence and crime,
such as sexual assault or domestic violence, experience more severe secondary trauma than those
workers who treat victims of naturally occurring traumas, such as cancer or environmental
disasters (Cunningham, 2003; Kassam-Adams, 1995). Some researchers (Creamer, 2002; Good,
1996) have discovered that helping professionals who treat children exhibit higher levels of
secondary traumatic stress than those social workers who treat adults. Based on the previous
study findings, social workers across the field could be surveyed. Then, a comparison between
the levels of secondary traumatic stress within social workers assisting victims of human-induced
violence and crime with the levels of secondary traumatic stress within social workers assisting
victims of naturally occurring trauma could be made. The differences between working with
traumatized children and working with traumatized adults could also be compared to better

understand the development of secondary traumatic stress within social workers. The results
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might be significant enough to play a role in the creation of national preventive measures against
secondary traumatic stress specific to each field.

As mentioned in chapter three, the NASW policies, the OSH Act, and Section 416 of the
Stafford Act do not describe the workforce issues of occupational stress or secondary trauma for
helping professionals. The limited amount of national large-scale research on secondary
traumatic stress for social workers may cause this omission. Any empirical evidence garnered
from a national large-scale research study would result in better definitions of the terminologies
associated with secondary traumatic stress for social workers. Therefore, conducting a national
large-scale empirical study on secondary traumatic stress for social workers might lead to the
development of policies that protect the well-being of social workers in the workplace.

To organize a national study on secondary traumatic stress, the directory from the NASW
would first be purchased in order to conduct a random sampling. Then, my survey on secondary
traumatic stress could be expanded to include national samples of more general social workers in
a diversity of fields.

Furthermore, a qualitative study on secondary traumatic stress would be used to explore the
quality of presumed protective variables (supervision, peer support, and training) since the
current study, with its quantitative survey approach, does not clarify the following questions: 1)
Why did the majority of the social workers not receive supervision and/or training? and 2) Why
was peer support the only beneficial buffering factor? Interviews with social workers will
indicate how social workers receive supervision and training and why these factors have not
played significant roles in reducing the social workers’ levels of secondary traumatic stress.
Which kinds of peer support may help reduce secondary traumatic stress symptoms might also

be examined. Based on the current study that correlates a higher degree of trauma exposure with
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an increased level of secondary traumatic stress for social workers, qualitative interview
research would result in a better understanding of how trauma exposure produces greater levels
of secondary traumatic stress for social workers.
7.7.3. Conclusion

The current study primarily shows that the amount of exposure to traumatized clients
increases the level of secondary traumatic stress for social workers who responded to different
types of trauma and that the degree of peer support served as a protective factor that lowered or
eliminated the level of secondary traumatic stress for the 9/11/01 mental health providers. Since
society focuses more on assisting victims of direct trauma, little attention has been given to the
indirect trauma endured by social workers. Therefore, social workers might be the hidden
victims of society (Stewart & Hodgkinson, 1994). However, the federal Occupational Safety and
Health Act (OSH Act) of 1970 helps prevent the occurrence of occupational hazards and stress
for every American worker (U.S. General Services Administration, 2008). Based upon this Act,
social workers have the right to work in a safe and healthy environment that contributes to their
general well-being. To comply with the OSH Act, all employers must furnish their employees
with a workplace that is free from recognized hazards that can cause either serious physical harm
or death to employees. In those organizations that assist traumatized populations, administrators
and supervisors must take care of their workers by creating supportive networks inside the
workplace. Schools of social work also have the responsibility of educating social work students
about secondary traumatic stress to help these students better prepare for their future work as
professional social workers. Achieving a more positive working environment for social workers
requires a national large-scale empirical study on secondary traumatic stress. Such a study should

make the issue of secondary traumatic stress an integral part of federal policy, agency policies,
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and educational policies (such as CSWE policies) in order to improve the work conditions of
social workers.

Assisting traumatized populations is not easy. When interacting with traumatized clients,
social workers often relive their own past traumatic events and, therefore, face the risk of
developing secondary traumatic stress symptoms. To succeed in their profession, then, social
workers need to recognize their strengths and limitations both as helping professionals and as
human beings. They need to have a strong educational background, knowledge both of theory
and practice, essential skills, and social support. The more awareness social workers have of their
own traumatic life issues, the more effective they will be in communicating with and assisting a

diversity of traumatized individuals.
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Appendix A

The Post 9/11/01 Quality of Professional Practice
Survey (PQPPS)
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i A Post 9/11/01 Quality of Professional Practice Survey
(PQPPS)

1. Please indicate how much you agree with the following statements as they apply to you over the last month. If
a particular situation has not occurred recently, answer according to how you think you would have felt.

Not true Rarely Sometimes  Often  True nearly
atall | True True True  all the time

a. |am able to adapt when changes occur.

b. I have at least one close and secure relationship which
helps me when | am stressed.

c.  When there are no clear solutions to my problems, some-
times fate or God can help.

d. |can deal with whatever comes my way.

L, E——

Past successes give me confidence in dealing with new
challenges and difficulties.

©

f. ltry to see the humorous side of things when | am faced
with problems.

g. Having to cope with stress can make me st}ongen 7 |
h.  Itend to bounce back after illness, injury, or other hardships. )

i. Goodorbad, | bﬁlieve that most tljings happeq for a reason.

i give my best effort, no matter what the outcome may be.r A

5

k. Ibelieve | can achieve my goals, even if there are obstacles.

l. Even when things look hopeless, | don't give up. !
~m.  During times of stress/crisis, | knc\{y where to turn for help.

n.  Under pressure, | stay focused and think clearly.

o. | preferto take the lead in solving problems, rather than
letting others make all the dec@ns.

©

| am not easily discouraged by failure.

g. | think of myself as a strong person when dealing with life's
challenges and difficulties. |

| can make unpopular or difficult decisions that affect other
people, if it is necessary.

™~

| am able to handle unpleasant or painful feelings like sad-
ness, fear, and anger.

n

In dealing with life’s problems, sometimes you have to act
on a hunch, without knowing why.

-

u. 1have a strong sense of purpose in life.

vo | feelin control of my life.

w. |like challenges.

x. | work to attain my goals, no matter what roadblocks | en-
counter along the way.

y.  |take pride in my achievements.
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Helping people puts you in direct contact with their lives. As you probably have experienced, your compassion for
those you help has both positive and negative aspects. We would like to ask you questions about your experiences,
both positive and negative, as a helper.

2. Consider each of the following questions about you and your current situation. Write in the
number that honestly reflects how often the statement has been true for you in the last 30 days.

O=Never 1=Rarely 2=A Few Times 3=Somewhat Often 4=0Often 5=Very Often

| am preoccupied with more than one person | help.

. | get satisfaction from being able to help people.

.| have more energy after working with those | help.

a

b

¢. | jump or am startled by unexpected sounds.
d

e. |find it difficult to separate my personal life from my lifeas a helper.

f. 1think that | might have been “infected” by the traumatic stress of those | help.
g. Because of my helping, | have felt “on edge” about various things.

h. Ilikemyworkasahelper._____

i. |feel depressed as a result of my work as a helper.

| feel as though | am experiencing the trauma of someone | have helped.

x =

| am pleased with how | am able to keep up with helping techniques and protocols. _____

I. My work makes me feel satisfied.

. | have happy thoughts and feelings about those | help and how | could help them. _____
| believe | can make a difference throughmy work.

3

1 avoid certain activities or situations because they remind me of frightening experiences of the people | help.
I am proud of what | can do to help.

2 T o 3

As a result of my helping, | have intrusive, frightening thoughts.

PR

| have thoughts that | am a “success” as a helper.

»n

| can't remember important parts of my work with trauma victims.
t. 1am happy that | chose to do this work.

w

. The statements below concern how you typically feel in emotionally intimate relationships in general. Keep in
mind that there are no right or wrong answers. Respond to each statement by checking the box to indicate how
much you agree or disagree with each statement.

Strongly ) Strongly
Disagree Agree
1 2 3 4 5 6 7
a. I find it relatiye!y easy to get @5@ to gthers. e
[ b i I'm not very comfortable having to depend on other people.
¢ Im comfortable having others depend on me. ' i
d. | I rarely worry about being abandoned by others.
e | | don't like people g»eitg'rphtgg close tome.
f.7 | I'm somewhat uncomfortable being too close to others. L
9 | find it difficult to ;rggt_gthers completely.
h. | I'm nervous whenever anyone gets too close to me.
2
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Strongly
Disagree
1

Strongly
Agree

'éthers often want me to be more intimate than | feel comfort-
) able being.

4 5 6 7

Others often are reluctant to get as close as | would like.

| often worry that my partner(s) don't really love me.

| rarely worry about my partner(s) leaving me.

m.

n.

| often want to merge completely with others, and this desire

sometimes scares them away.

our relationship.

0. ' lusually want more closeness and igtimacy than others do.

I'm confident others would never hurt me by suddenly ending

p.

The thought of being left by others rarely enters my mind.

a.

I'm confident that my partner(s) love me just as much as | love

them.

4. Listed below are a number of difficult or stressful things that sometimes happen to people. For each event, check
a box to the right to indicate that: (a) It happened to you personally, (b) you witnessed it happen to someone else,
(c) you learned about it happening to someone close to you, (d) you're not sure if it applies to you, or (e) it doesn’t
apply to you.
Mark only one box next to each stressful event. If more than one box fits an event, choose the one that fits best.

Be sure to consider your entire life (growing up, as well as adulthood) as you go through the list of events.

Event
Natural disaster (for example, flood, hurricane,

' tornado, earthquake)

Happened
Tome

- Witnessed it

Learned
about it

Doesn't

Not Sure Apply

Fire or explosion

Transportation accident (for example, car ac-
cident, boat accident, train wreck, plape crash)

Serious accident at work, home, or during recre-

ational activity

Exposure to toxic subsfance (for example, danger-
ous chemicals, radiation)

Physical assault (for example, being attacked,
hit, slapped, kicked, beaten up)

Assault with a weapon (for example, being shot,

i stapbed, threatengd with a knife, gun, bomb)

Sexual assault (rape, attempted rape, made to
perform any type of sexual act through force or
threat of harm)

Other unwanted or uncomfortable sexual expe-
rience

. Combat or exposure to a war-zone (in military
or as a civilian)

Captivity (for example, being kidnapped, ab-

{ gqgted, held hostage, prisoner of war)

Life-threatening illness or injury

Severe human suffering

Sudden, violent death (for example, homicide,
suicide)

NA
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Happened Learned | Doesn't
) Event Tome  Witnessedit  aboutit | Not Sure Apply
0. | Sudden, unexpected death of someone close to
~_you - i B i i
p.  Serious injury, harm, or death you caused to (Check here
someone else if you were
directly
involved)

g.  Any other stressful event or experience

5. Have you ever been in psychotherapy? ] Yes [ No
6. If Yes, have you ever talked about any of these events in psychotherapy? ! Yes :/ [No

7. Below is a list of problems and complaints that people sometimes have in response to stressful experiences.
Please read each one carefully, put an X in the box to indicate how much you have been bothered by that
problem in the past month.

Notatall Alittlebit Moderately Quitea bit i Extremely
a. Repeated, disturbing memories, thoughts, or images of |
a stressful experience? |

b VRepggtred. QIsturbing dreams of a strersvslhilgygqii@g?
c.  Suddenly acting or feeling as if a stressful experience
were happening again (as if you were reliving it)?
d. Feeling very upset when something reminded you of a
) stressful experience? N
e.  Having physical reactions (eg. heart pounding, trouble
breathing, sweating) when something reminded you of a
stressful experience? o
. Avoiding thinking about or talking about a stressful
experience or avoiding having feelings relatedtoit?
g. Avoiding activities or situations because they remind
you of a stressful experience?

h.  Trouble remembering important parts of a stressful
experjence?

i. | Loss of interest in activitiés that you used to enjoy?
je ! Feeling distant or cut off from other people?

k.  Feeling emotionally numb or being unable to have Ibv-
ing feelings for thosg f:lose to you?

. Feeling as if your future will somehow be cut short?

m Trouble falling or staying asleep? v ) -
n.  Feeling irritable or having angry outbursts?
o Having difficulty concentrating?

P Being “super-alert” or watchful or on guard? B
a. ' Feeling jumpy or easily startled? '
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Demographics

10.

12.

13.

14.

. Gender: «~ Female [ Male

. Age:

Which of the following best describes you?

[ Asian or Pacific Islander 4 Hispanic or Latino
2| African American/Black (non-Hispanic) s American Indian or Alaskan Native
3| White (non-Hispanic) s  Mixed Race (specify)

[ Other (specify)

. Marital Status (please check one):

[ Never Married

2| Married

sl Separated

«[ Divorced

s|  Widowed

Living arrangements (please check one):

[ Inarelationship, living apart

:[_ Cohabitating with a partner/spouse

s Live with other(s) who are not family members
4L Live with family member (not partner/spouse)
s[_ Live alone

Religious Affiliation

[ catholic [~ Muslim ;) Buddhist
2[" Protestant s~ None | Atheist
[ Christian s Jewish o_| Other (please specify)

Gross Annual Income
[ <$19,999 . ] $20,000-$39,999 s $40,000-$59,999 . $60,000-$79,999

s| 1 $80,000-$99,999 ¢/ $100,000 or more

. Borough of current residence:

[T Manhattan 2 ™ [Bronx s[ Brooklyn 4 Queens s ! StatenlIsland

. Are you a provider for the Red Cross or the 9/11/01 Mental Health and Substance Abuse Program?

1_'Yes 2| No

a. If Yes, about how long have you been a provider: Years _ Months
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The following section pertains to your direct practice and educational experience.
Please answer the following questions regarding your current direct practice experience:
17. Years of Education (check the highest):
1| Completed Master’s Degree 2| Some Doctoral Courses s |Completed Doctoral Degree
18. Highest degree attained
1 IMsw »IMS/MA s | PhD/DSW + L Other Degree:
19. How many years have you worked in the field post MSW? years
20. Have you had any institute training? + ' Yes .  No

a. If Yes, how many years of institute training? years Please specify type

21. Approximately how many hours do you spend each week in direct practice with clients
hours per week
22. Your average hours per week of work in:

agency practice private practice as a solo practitioner

23. Please check all trauma-related areas or client populations you currently work with:

a. Adult Survivors of Childhood Sexual Abuse
b.  Child Sexual Abuse
c Domestic/Partner Violence
d.____ September Tith victims, workers, family members, and/or witnesses
e Survivors of Natural Disasters
f. Rape Survivors
g. Adult Physical Assault Survivors
h. __ Child Physical Assault Survivors
i. Substance Abusers
j- Eating Disorders
k. Multiple Traumas
. Elder Abuse
m.__ Holocaust survivors
n._ Accident Victims
o. Neglect (please specify)
p. Other trauma survivors (please specify)
24. About what percentage of your time per week is with clients addressing trauma? %
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25. Your primary theoretical orientation (Check One):

1 Psychoanalytic/psychodynamic

2 Cognitive-behavioral

s _ Integrative/Eclectic (pleasevidentify) . S

4 Family Systems

s Systems (general)

s Other (please write in orientation) e uw
26. Have you received any clinical supervision since receiving your MSW? [ Yes .| No

a. If Yes, what are the number of years that you have received clinical supervision/consultation post MSW?

years

27. Are you currently in supervision/consultation? i Yes . |No
If Yes, check all that apply:
a.»_lIndividual .l Group s[_ Peer Group
b. Hours per week currently spent in each supervisory experience:

1 _Individual 2 Group 3 Peer Group

28. Do you supervise others?
1| Yes 2 No
a. If Yes, are you a clinical supervisor for any of the following (check all that apply)?
1__ MSWstudents 2| MSW/PhD graduates s _ Analytic training candidates

« others (please specify)

29. How many hours per week do you provide supervision?

Hours Per Week

30. How many hours of your supervisory time per week is spent working with supervisees who deal with trauma-
related material?

____Hours Per Week

If you were involved in the mental health response to the 9/11/01 event, either as a volunteer or through your
- work, please answer the following questions. If not, please skip to question 36

31. At the time of the 9/11/01 event, did you provide volunteer or paid mental health services? [ Yes : |No

a. If Yes, how many total hours did you work on 9/11/01 related events? _Hours
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32. Prior to the 9/11/01 event, did you have any disaster-specific training?
11 Yes 2 No
a. If Yes, how many total hours? Hours

33. During your work with the 9/11/01 event did you, at the time, receive adequate training for the job?

v | Yes 2 | No s Notsure
34, During your work in the 9/11/01 event, did you receive supervision?
1 Yes 2] No
If Yes,

a. Please note approximately the total number of hours of supervision you received in each of the modalities
during your work with the 09/11/01 event.

) # of hours of individual supervision
2 _# of hours of group supervision
3 __# of hours of peer group supervision.

b. Do you feel that you had adequate:

Individual supervision? 1] Yes 2| No s Notsure LIN/A
Group supervision? 1] Yes »_| No s Notsure L IN/A
Peer group supervision? 1| Yes 2| No s Not sure 4 N/A

35. During your work with the 9/11/01 event, did you receive:

a. Peer support from colleagues (e.g. others understood the work you were doing and offered
understanding/listening)

i Yes 2] No
b. Personal support (e.g. family members, friends)

1[ Yes IE No

The following questions are about your personal experience in individual psychotherapy or psychoanalysis

36. Are you currently in individual treatment? _|Yes : | No
37. Did you obtain individual treatment specific to the events of 9/11/01? _Yes 2[_No

38. Indicate the total amount of time you have been in individual treatment to date
(including both current and all previous treatment).

Years Months
39. Are you currently in group treatment? 1 [Yes 2! No
40.Did you obtain group treatment specific to the events of 9/11/01? 1 |Yes . | No

41. Indicate the total amount of time you have been in group treatment to date
(including both current and all previous treatment).

Years Months
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The following questions are about your experience with the 9/11/01 event.

42. If you were to guess, how likely is it that an event similar to 9/11/01 will occur in the U.S. in the next two years? '
(Circle One)

Highly Somewhat Not Too Not at All
Likely Likely Likely Likely
1 2 3 4 5 6 7

43, In regards to the event of 9/11/01, how much does it currently affect you?

Very Not
Much Somewhat A Little at All
1 2 3 4 5 6 74

44.Did you witness (see firsthand) the 9/11/01 event in person (not on television)?
1" Yes 2 No

a. If Yes, about how many blocks or miles away were you when you witnessed the event? If you were very
close, please estimate the number of blocks, else the number of miles:

_ Blocksor _ Miles
45, Did you experience any major loss due to the events of September 11, 2001? .| | Yes 2 |No
46. Did you discuss your reaction to the 9/11/01 event with any of your clients? . _ Yes 2| No
47. If you provicie(d) supervision to others, did you discuss your reaction to the 9/11/01 event with any of your
supervisees?

1 Yes 2| No s|_| N/A (Did not provide supervision)

48. If you were or currently are in supervision as a supervisee, did you ever discuss your 9/11/01 reaction with
your supervisor?

i Yes 2 No s[ ] N/A (Not in supervision)

49, Has your approach to providing therapy or direct practice changed since September 11, 2001?
i Yes 2| 'No 3/ ] N/A (Not providing therapy or in direct practice)

a. If Yes, was the change due directly to the events of 9/11/01?

i Yes 2l No

50. Has your approach to providing supervision changed since September 11, 2001?

i Yes 2[ No s[ 1 N/A (Do not provide supervision)

51. Have other aspects of your life changed due to the events of September 11, 2001?

1 Yes 2[ 'No
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52. Thinking about the September 11th experience as a whole, what, if any, educational and training
recommendations would you suggest for students and professionals in the social work and other
mental health fields? Please specify.

53. Please feel free to add any additional comments you choose related to your personal and professional
September 11th experiences. (Please use the back of this page if you need more room to write.)

Thank you for your thoughtful and complete responses to the
Post 9/11/01 Quality of Professional Practice Survey. 10
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