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Helping those who have experienced trauma exposes the helpers to secondary traumatization. The me-
chanisms of its development are most often explained using the cognitive model of trauma processing. 
The aim of the research is to determine how disturbances of core beliefs and cognitive processing in 
the form of coping with stress are associated with secondary traumatic stress (STS) and secondary 
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the four subgroups. Two significant discriminant functions were significant, each identifies different 
beliefs and coping strategies. The first is associated with the disruptions of core beliefs about the world 
and cognitive processing in the form of a non-adaptive strategy; the second—with disturbed beliefs 
about oneself and adaptation strategies. Our results show a much greater exposure of social workers to  
the negative consequences of secondary traumatic stress disorder. A system of constant monitoring 
should be introduced, and the principles of prevention and therapy should be implemented.
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When the Trauma of Others Becomes One’s Own

Trauma caused by road accidents, sexual crimes, or other acts of violence, as 
well as life-threatening diseases is a common phenomenon. These events are asso-
ciated with extreme stress, and cause changes in the psyche and behavior of people 
who have experienced them, and the victims in many cases require professional help. 
Such help is provided by various emergency services as well as other employees of 
various assistance professions.

Most studies on psychological trauma focus on the people who directly expe-
rience it. Meanwhile, through engaging in frequent contact with traumatized cli-
ents, listening to reports about experienced events and providing help and support, 
helpers may begin to look at the world through the eyes of their victims, and feel 
and manifest similar emotions and behaviors. In other words, the trauma of others 
becomes their own. 

This kind of traumatization, referred to as secondary (vicarious or indirect), 
is defined by the disruptive and painful psychological symptoms that result from 
exposure to clients’ traumatic memories although the helper has not experienced 
the trauma directly. Figley (1995) defines it as “the stress deriving from helping 
others who are or wanting to help a traumatized or suffering person” (p. 7). The 
latest version of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
5, American Psychological Association, 2013) includes this concept as a potential 
etiological origin within its definition of posttraumatic stress disorder (PTSD). 
Secondary traumatic stress (STS), which is also called Secondary Traumatic Stress 
Disorder (STSD), resemble the symptoms of PTSD disclosed by direct trauma 
victims. These symptoms, according to the new classification DSM-5 include intru-
sions, avoidance, negative changes in cognition and emotions, as well as increased 
reactivity and arousal.

On the other hand, it turns out that helping others after traumatic experiences can 
also be a source of positive changes, manifested in the form of secondary posttrau-
matic growth (SPTG). This phenomenon is derived from the posttraumatic growth 
concept developed by Tedeschi and Calhoun (1996) and is just beginning to arouse 
the interest of researchers and practitioners. SPTG involves positive cognitive, emo-
tional, interpersonal, and spiritual changes arising as a result of vicarious traumatic 
exposure (Arnold et al., 2005).

It is also emphasized that positive posttraumatic changes coexist with nega-
tive changes. The conducted research provided data confirming the positive rela-
tionship between secondary stress and secondary growth in professionals working 
with people after traumatic experiences (Cohen & Collens, 2013; Ogińska-Bulik 
& Juczyński, 2020; Rhee et al., 2013). This means that people helping trauma vic-
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tims may show symptoms of both secondary stress and post-traumatic growth at  
the same time. This suggests the need to study simultaneously the negative and 
positive consequences of secondary exposure to trauma.

Previous studies have provided data confirming the occurrence of STS symp-
toms in professionals working with trauma victims (Choi, 2011; Molnar et al., 2017; 
Ogińska-Bulik & Juczyński, 2020; Ogińska-Bulik et al., 2021a). A review of stud-
ies by Molnar and colleagues (2017) confirms the high risk of STS among social 
workers. In one of them, involving a group of licensed social workers, it was shown 
that 40.9% of the respondents met the PTSD criteria, assessed using the Secondary 
Traumatic Stress Scale. The research by Ga-Young Choi (2011) showed that among 
154 social workers involved in helping victims of trauma related to violence, STS 
occurred in 21% of the respondents, and 65% revealed at least one symptom falling 
within the scope of STS. A meta-analysis of 38 studies (Bride et al., 2007) found 
that 34% of child protection professionals reported STS, including 15.2% of licensed 
social workers, and 55% reported at least one STS symptom. The results of research 
conducted among three groups of professionals, i.e., therapists, social workers and 
probation officers working with people after experiencing violence (Ogińska-Bulik 
et al., 2022), provided data indicating that social workers revealed a higher severity 
of STS compared to therapists and probation officers.

Data obtained from a study among five professional groups (nurses, doctors, 
psychologists, social workers, counselors) indicate that the highest intensity of STS 
was found in social workers, and the lowest in psychologists (Manning-Jones et al., 
2017). A similar result indicating the lowest severity of STS among therapists was 
obtained in a Polish study of 5 groups of professionals working with people after 
traumatic experiences, including therapists, medical rescuers, nursing staff, so-
cial workers and probation officers (Ogińska-Bulik & Juczyński, 2020). In turn,  
social workers were characterized by a higher severity of STS than therapists, but 
slightly lower compared to paramedics and the nursing team.

At the same time studies have confirmed the presence of positive effects of 
secondary exposure to trauma among professionals working with trauma victims 
(Arnold et al., 2005; Manning-Jones et al., 2017; Ogińska-Bulik et al., 2021b; Sui & 
Padmanabhanunni, 2016). Comparative studies of 5 groups of professionals work-
ing with people after traumatic experiences, including therapists, medical rescuers, 
nursing staff, social workers, and probation officers (Ogińska-Bulik & Juczyński, 
2020) revealed little variation between the groups in terms of SPTG. Therapists and 
nursing staff had the highest scores, while social workers had the lowest scores. The 
research covering three groups of professionals, i.e., therapists, social workers and 
probation officers working with victims of violence (Ogińska-Bulik & Michalska, 
2022), shows that therapists obtained the highest intensity of SPTG, social workers 
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the lowest—although the differences, albeit statistically significant, were relatively 
small.

There are many factors that can determine the occurrence of negative and pos-
itive consequences of secondary exposure to trauma among professionals work-
ing with people after traumatic experiences. These are e.g. environmental and 
organizational variables, such as e.g. workload, years of service, the number of 
clients, received social support, individual variables, including the gender and age 
of professionals, personal resources, such as self-efficacy or resiliency, undertaken  
remedial activity (Ogińska-Bulik & Juczyński, 2020). However, a special role in the 
occurrence of secondary stress and secondary growth is attributed to the cognitive 
processing of trauma.

Cognitive Processing of Trauma as a Mechanism Explaining  
the Consequences of Posttraumatic Changes

Most of the helpers exposed to vicarious trauma can cope effectively with this 
type of stress. As Figley (1995) notes, stress is for the helpers “a normal and natural 
additional effect of working with people after trauma” (p. 573). For some it even 
becomes a source of positive changes. So, what determines the susceptibility or 
resistance to the negative consequences of exposure to secondary trauma? Several 
theories try to explain this phenomenon.

One of the best known theories is the Shattered Assumptions Theory, developed 
by Janoff-Bulman (2004). According to this theory, the person tries to understand 
and explain an experienced event, which results in verification of their beliefs or 
assumptive world. The actions taken by the individual are aimed at achieving a cog-
nitive adaptation to the existing situation. To this end, various cognitive operations 
are performed to adjust existing beliefs to the changed reality, or to maintain them 
unchanged. Foa and Rothbaum (1998) also point to the role of beliefs in posttrau-
matic adaptation. The importance of negative cognitive schemas in the development 
of PTSD symptoms is also emphasized by Ehlers and Clark (2000).

People who have experienced a traumatic event try to adapt to the new situation 
through cognitive processing. The cognitive efforts of a person exposed to traumatic 
events, both directly and indirectly, can be reflected in the form of various cogni-
tive coping strategies. Their purpose is to give the experienced event a sense and 
meaning, and thus adapt to the new reality. This approach refers to the well-known 
concept of cognitive adaptation developed by Taylor (1983) and leads to the cogni-
tive distortion of reality (“illusions that allow life”).
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The role of coping efforts, both behavioral and cognitive, is considered by  
the Cohen and Collens (2013). According to the authors, these efforts are primarily 
related to the search for organizational support and the use of personal resources, 
mainly optimism and spirituality. Generally, a cognitive activity undertaken because 
of exposure to traumatic situations can be understood as a mechanism explaining 
the effects on an individual exposed to trauma, both negative and positive (Ehlers 
& Clark, 2000; Tedeschi & Calhoun, 2004). 

Available research appears to confirm that disruptions of beliefs and cognitive 
processing play significant roles in the occurrence of negative effects of secondary 
trauma; however, these studies are still few in number. Changes to cognitive sche-
mata regarding world views have been observed in working with bank employees 
who had been exposed to a bank robbery (Ortlepp & Friedman, 2002). It has also 
been shown that assessing the incident experienced by the client in terms of danger 
increases the likelihood of STS in helpers (Lerias & Byrne, 2003). One of the few 
studies in this area was conducted among prison psychologists. Studies have shown 
a negative relationship between the symptoms of STS and the nature of beliefs about 
the goodness of the surrounding world and its intelligibility (Malkina-Pykh, 2017).

The Current Study

The aim of the study was to determine the occurrence of consequences of sec-
ondary exposure to trauma in psychologists and social workers working with vic-
tims of trauma. Since the data presented in the literature indicate the possibility 
of coexistence of negative and positive consequences of secondary exposure to 
trauma (Cohen & Collens, 2013; Manning-Jones et al., 2017; Ogińska-Bulik & 
Juczyński, 2020), the coexistence of both negative post-traumatic symptoms and 
positive changes was assessed. Social workers help people deal with problems in 
their daily lives and solve personal and family problems. As a result of frequent 
interactions with clients who have experienced a frequent trauma, these workers are 
prone to burnout, secondary traumatic stress, and vicarious trauma (Singer et al., 
2020). Psychologists—as it was assumed—due to their education and professional 
practice, should have a better insight into the mechanisms and factors protecting 
against the phenomenon of secondary traumatization. The main aim of the study 
was to determine how disruptions of basic beliefs about the world and about self and 
preferred ways of cognitive processing of trauma are related to the consequences of 
secondary exposure to trauma. An answer was sought to the questions: Do beliefs 
and coping strategies make it possible to predict the consequences of secondary 
exposure to trauma? Are they therefore related to mental health?
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METHOD

Sample

The sample consisted of psychologists (N = 120) and social workers (N = 120), 
working with trauma victims. All were employed at centers for trauma prevention 
and therapy, social service offices or at shelters for trauma victims in the central part 
of Poland. The criterion for inclusion in the research was permanent employment, 
consisting in helping people after traumatic experiences. Among the traumatic events 
experienced by the clients were accidents, violence, chronic somatic disease, and 
death of a loved one. The age of the subjects ranged from 24 to 65 years (M = 39.11, 
SD = 9.86). Most of the participants were women (89.0% and only 11.0% men), their 
average length of service was 14 years (SD = 10.28) and on average they worked 
with traumatic clients 24 hours a week (SD = 13.40). Psychologists have completed 
5-year university studies and hold various certificates confirming the acquisition 
of appropriate skills important for their job. On the other hand, the qualifications 
of social workers can be obtained by graduating from a post-secondary college of 
social service workers, or by obtaining a first- or second-degree diploma in social 
work.1bTaking into account the average length of service in the surveyed group  
(14 years), it can be assumed that at least half of the employees have higher educa-
tion in social work.

The research was conducted in 2019, by establishing individual contact in all 
cases. In total, about 10% refused to participate in the research for various rea-
sons. Tests were managed individually. All of the respondents were informed about  
the purpose of the research and their anonymity; they were also informed of the 
voluntary nature of the study and ensured that neither individuals nor organizations 
would be identified. The study was approved by the Ethics Committee of the Insti-
tutional Research Committee of the institutions employing the authors of the study.  
The survey was anonymous and did not require any personal data.

Instruments 

The Secondary Traumatic Stress Inventory (STSI)

The STSI is a modified version of the PTSD Checklist for the DSM-5 (PCL-5) 
developed by Weathers et al. (2013) and adapted by Ogińska-Bulik et al. (2018). 

1 Act of 12 March 2004 on Social Assistance, and Act of 16 February 2007 Amending the Act 
on Social Assistance.
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The modification of the tool consisted in supplementing the instructions with infor-
mation on the occurrence of the subject’s reactions in connection with the assistance 
provided to a person who experienced trauma. The inventory contains 20 statements/
reactions about traumatic events. Each reaction is rated on a 5-point Likert scale. In 
addition to the overall result, the inventory includes four of the basic PTSD criteria. 
The internal consistency of STSI in the study group is very good, with a Cronbach’s 
α score of 0.91.

The Secondary Posttraumatic Growth Inventory (SPTGI)

The SPTGI was developed by Ogińska-Bulik and Juczyński (2022) and is used 
to measure the degree of the positive changes deriving from secondary traumatic 
stress. It consists of 12 items evaluated on a 6-point scale. Factor analysis identified 
four factors. The internal consistency for the total score has been reported as satis-
factory (Cronbach’s α coefficients .92). 

The Core Beliefs Inventory (CBI) 

The CBI originally developed by Cann et al. (2010), adapted by Juczyński and 
Ogińska-Bulik (2018), consists of nine statements concerning disruption of core 
beliefs. The respondent assesses the extent to which the event has led to changes 
based on a 6-point scale. The sum of all the points indicates the rate of disruption of 
beliefs, with a higher score reflecting a greater inclination to change their previous 
beliefs. Cronbach’s α coefficients range from .62 to .79.

The Cognitive Processing of Trauma Scale (CPOTS)

The CPOTS was originally developed by Williams et al., (2002), adapted by 
Ogińska-Bulik and Juczyński (2018), consists of 17 items assessed on a 7-point 
scale. The scale was designed to evaluate the processing of trauma captured in 
cognitive coping strategies (adaptive and non-adaptive). Cronbach’s α coefficients 
for individual strategies range from .62 to .82 and are higher for the strategies of 
positive than for negative strategies. 

Data Analytic Strategy

Analyses were conducted using PASW Statistics 18.0. The differential diag-
nosis based on the results of STS and SPTG measurements allowed to distinguish 
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four types (subgroups) of consequences of secondary exposure to a trauma. In such  
a situation, it is not possible to use classical regression techniques for prediction.  
The most frequently used method is discriminant analysis, the aim of which is to 
find the optimal configuration of predictors explaining the differences distinguishing  
the subgroups. As the grouping variable splits the respondents into four subgroups, 
the discriminant analysis distinguishes three discriminant functions (Radkiewicz, 
2010).

RESULTS

Consequences of Secondary Exposure to Trauma:  
One- and Multi-Dimensional Approach

Most often, the negative and positive consequences of secondary exposure to 
trauma are assessed separately. The results for the two examined groups are pre-
sented in Table 1. Student’s t-test was used to investigate the differences between 
groups. The social workers, compared to psychologists, demonstrated a significantly 
higher total score and higher component scores in the STS (p < .001; average effect 
size, rbi = .45). In contrast, the group of psychologists demonstrated a higher level 
of positive changes, although the difference is not as significant as in the case of 
secondary stress (p < .05; small effect size = .15). The greatest differences concern 
increased acceptance and actions for other people and new challenges and profes-
sional competences, which were significantly higher among psychologists. The 
differences between the groups are statistically significant (p < .01 to < .001; effect 
size ω2 = .15 to .40 is small to average). 

Relationships between STS and SPTG scores with age, seniority and workload 
with trauma victims were also established, separately in both groups. On the basis 
of the median, the groups were divided into younger and older; with shorter and 
longer seniority and more or less burdened with helping victims of trauma. Only 
the last two criteria differentiate in a statistically very significant way the inten-
sity of secondary traumatic stress in the group of social workers. Greater helping 
burden (above 50%, M = 28.60, SD = 11.89; below 59%, M = 14.77, SD = 12.33, 
p < .001) and longer seniority (over 10 years, M = 21.96, SD = 12.44; under  
10 years, M = 16.30, SD = 12.87, p < .005) are associated with greater severity 
of STS symptoms. However, none of the above-mentioned criteria differentiates  
the overall SPTG score, neither in the group of psychologists nor social workers.
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Table 1
STS and SPTG—Comparison of Study Groups 

Criteria
Psychologists

(N = 120)
Social workers

(N = 120)

M  SD M SD t p

Secondary Traumatic Stress: 
Total score 11.51 10.83 25.92 13.63 –7.86 < .001

Intrusion 3.19 2.88 7.06 4.20 –7.20 < .001

Avoidance 0.96 1.19 2.94 1.95 –8.26 < .001

Negative alterations in cognitions 3.62 3.82 7.89 5.27 –6.22 < .001

Alterations in arousal and reactivity 3.74 4.45 8.03 5.08 –6.03 < .001

Secondary Posttraumatic Growth: 
Total score 33.28 12.31 28.98 11.80 2.39 < .050

New challenges and competences 9.01 3.33 6.91 3.28 4.26 < .001

Changes in spirituality 4.22 4.03 5.37 4.00 –1.91 < .050

Changes in self-perception 10.26 3.85 9.43 4.21 1.37 ns

Increased acceptance and actions for 
others 9.79 4.11 7.27 3.77 –4.29 < .001

A diagnosis of secondary traumatic stress (STS) can be made based on the 
sensitivity and specificity of results; in this case, a score of 33 points was taken  
as the cut-off point (i.e., the threshold value). Regarding SPTG, a score of ≥ 7 sten is 
considered as indicative of high growth (Ogińska-Bulik & Juczyński, 2022). Based 
on these adopted cut-points for the tools measuring STS and SPTG, our findings 
suggest that the risk of high STS was 6.7% for psychologists and 35.0% for social 
workers. In turn, the probability of a high level of secondary posttraumatic growth 
can be determined for 41.7% of psychologists and 28.3% of social workers.

Above are presented results of one-dimensional approach to consequences of 
secondary exposure to trauma. Meanwhile, we usually deal with the coexistence  
of negative and positive changes. It is true that in the studied groups the relation-
ship between STS and SPTG is low (.10; higher in the group of social workers;  
.26, p < .01), but in fact each of the individual respondents manifested both STS and 
SPTG changes, but of varying intensity.

Based on the above-mentioned thresholds values for both tools, four types of 
consequences were established, i.e.: 1. “no stress and growth” (52.1%); 2. “growth 
without stress” (27.1%); 3. “stress without growth” (12.5%); and 4. “with stress and 
growth” (8.3%). 
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Disruptions in Core Beliefs and Coping Strategies Determining   
Consequences of Secondary Exposure to Trauma

The examined variables differentiate statistically significantly among the 4 types 
of consequences of secondary exposure to trauma (Table 2). Employees included in 
the group without consequences or well-adjusted to work (types 1 and 2), compared 
to the other two groups (types 3 and 4), are younger in age and seniority (p < .01, 
small effect size, ω2 = .15). The biggest differences are in beliefs about the causal-
ity of events and the two coping strategies, i.e., downward comparison and denial. 
Both of these strategies are much less used in the first two groups (“no stress and no 
growth” and “growth without stress”). The greatest disruptions in core beliefs and 
the frequent use of both the adaptive (resolution/acceptance, cognitive restructuring) 
and the maladaptive coping strategies (denial, regret) are observed in the group “with 
stress and growth”. The differences between the groups are statistically significant 
(p > .01 to > .001; effect size small to average). 

Table 2 
Means and Standard Deviations for Four Types of Consequences of Secondary Exposure to Trauma 

Variables
Type 1

(N = 125)
Type 2

(N = 65)
Type 3

(N = 30)
Type 4

(N = 20)

M SD M SD M SD M SD F
Beliefs about: 

relationships with 
other 5.87 3.63 7.43 3.26 9.23 3.64 10.20 3.69 13.72***

causality of events 5.39 3.48 6.38 3.55 8.97 3.34 10.55 2.50 19.00***

the meaning of 
own life 3.29 3.63 5.17 4.15 5.50 3.75 9.50 3.47 17.27***

Coping strategies:

downward com-
parison 17.8 3.01 17.70 3.35 20.10 3.26 20.10 3.26 07.50***

cognitive restruc-
turing 6.20 3.74 8.30 4.42 6.60 4.97 10.10 3.70 08.07***

resolution/accept-
ance 12.60 4.95 14.60 4.19 11.90 4.93 15.50 3.86 04.93**

regret 3.82 3.49 4.32 3.41 5.73 3.96 7.00 4.47 05.84***

denial 3.95 3.72 3.37 3.87 5.73 4.65 7.80 5.36 07.73***

Age 41.14 10.28 43.85 11.0 47.63 9.72 45.00 11.04 03.66**

Seniority (in years) 12.14 9.25 14.46 9.98 17.75 11.35 19.17 12.89 04.62**

Time in work (in %) 55.53 31.06 59.97 29.29 65.60 27.90 73.50 27.15 02.61

Note. *p < .05, **p < .01, ***p < .001.
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Predictors of the Consequences of Secondary Exposure to Trauma 

Another statistical analysis was performed to identify which of the independ-
ent variables is best suited to discriminating among the four types (subgroups), 
representing combinations of secondary stress and growth. First, the assumptions 
required in the discriminant analysis regarding normality of distribution, homogene-
ity of variance and redundancy were verified. The input model included three types  
of beliefs and five cognitive coping strategies. Additionally, the age of the respond-
ents, seniority and time spent in work with trauma victims were taken into account.

Discriminant Function Analysis Summary

Ultimately, in the model revealed nine predictors (Table 3): two concerning be-
liefs and four related to cognitive coping strategies, and three variables, i.e., age, time 
spent working with clients, and beliefs about relationships with others, which turned 
out statistically nonsignificant. The mean values of the discriminatory function in 
all groups reveal moderate differentiation (Wilks’ lambda: .55, F[27,67] = 5.53, 
p < .001). The variables remaining in the model explain 45% of variance for conse-
quences of vicarious traumatization.

Table 3
Discriminant Function Analysis Summary: Variables in the Model

Wilks’
lambda

Partial
lambda

F-remove
(3,228) p Toler. 1-Toler. 

(R2)

Beliefs about causality of events .58 .95 4.29 < .005 .43 .57

Cognitive restructuring .58 .95 3.69 < .01 .61 .39

Downward comparison .60 .93 5.89 < .001 .63 .37

Beliefs about the meaning of life .58 .96 3.45 < .02 .50 .50

Denial .57 .96 2.72 < .05 .85 .15

Resolution/acceptance .57 .96 2.83 < .05 .70 .30

Age .57 .98 1.85 ns .96 .04

Time in work (in %) .56 .98 1.10 ns .90 .10

Beliefs about relationships with 
other .56 .99 1.04 ns .61 .39



ZYGFRYD JUCZYŃSKI, NINA OGIŃSKA-BULIK252

A discriminant analysis was performed to find the optimal predictor config-
uration explaining the differences between the four subgroups. In this case, each 
person is located in relation to the three discriminatory outcomes. We used stepwise 
discriminant function analysis to determine some combinations of optimal variables, 
so that the first function provides the best overall discriminating group, the second 
provides the second most discriminating, and so on. The functions are independent, 
that is, their contributions to discrimination between groups do not overlap.

In the case of discriminant analysis involving more than two groups, the stand-
ardized coefficients (β) and the structure matrix for each variable for each function 
should be taken into account. The first discriminant function (β values in Table 4) is 
dominated by a disruption in beliefs about the causality of events (.61), followed by 
downward comparison (.41) and denial (.32) strategies. The relationships of these 
variables with the first function confirm strong correlations in the structure matrix 
(.81; .49 and .49, respectively). The second discriminant function is dominated 
by positive effects of beliefs regarding the meaning of life (.66) and strategies of 
positive cognitive restructuring (.63) and resolution/acceptance (.50), confirmed by 
strong correlations in the structure matrix (.46; .55 and .50, respectively). The third 
function is not statistically significant and can therefore be omitted.

Table 4
Standardized Canonical Discriminant Function

Canonical discriminant  
function coefficients (β) Factor structure coefficients

1 2 3 1 2 3

Beliefs about:

causality of events .61 –.41 .53 .81 .08 .33

the meaning of life .25 .66 –.26 .69 .46 .00

Coping strategies:

downward comparison .41 –.65 .25 .49 –.18 .13

cognitive restructuring –.01 .63 .39 .30 .55 .19

resolution/acceptance –.11 .50 –.34 .12 .50 .02

denial .32 –.11 –.93 .49 –.08 –.79

Eigenvalue .36 .23 .02

Cumulative proportion .60 .97 1.00

The nature of discrimination for each discriminant (canonical) function can 
be determined by examining the mean for these functions in groups. Undoubtedly,  
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the dimension of secondary traumatic stress is associated with the first discriminato-
ry function, which is determined by a disruption in beliefs about justice, control, and 
causality of events (example from CBI: item 2, “Because of the event, I seriously 
examined the degree to which I believe things that happen to people are controlla-
ble”). Such beliefs stimulate the stress coping strategies of downward comparison 
(CPOTS, no. 11, “Other people have had worse experiences than mine”) and denial 
(no. 3, “I say to myself this ‘this isn’t real’”).

The second discriminatory function is associated with the dimension of sec-
ondary posttraumatic growth. In this case, the disruption in beliefs relates to beliefs 
about the meaning of one’s own life, spiritual beliefs and one’s own value as a person  
(CBI, no 7, “Because of the event, I seriously examined my beliefs about the mean-
ing of my life”). Strategies for positive cognitive trauma processing are preferred, 
such as positive cognitive restructuring (CPOTS, no. 16, “I have been able to find  
a ‘silver lining’ in this event”) and resolution/acceptance (e.g., item 4, “I have moved 
on and left this event in the past”).

Model Effectiveness Assessment

Both discriminatory functions set dimensions that can additively increase the 
distance between the four groups identified. The eigenvalue (see Table 5) expresses 
the percentage of total intergroup variance explained by the function. Eigenvalues 
and their percentage share in the overall intergroup variance identify the functions 
which have significant empirical significance (p < .001). These estimates are sup-
ported by the coefficients accompanying the eigenvalues of the function. 

Table 5
Statistics of Discriminant Functions

 Eigenvalue Canonical R Wilks’
lambda Chi-square df p

Function 1 0.36 .52 .59 124.56 18 < .001

Function 2 0.23 .43 .80 51.97 10 < .001

The effectiveness of the model can also be assessed by analyzing the classifica-
tion results. The ability of the classification functions to predict group membership 
is usually assessed using a classification matrix that shows the number of cases that 
were correctly and incorrectly classified. In the analyzed studies, overall, 58.3%  



ZYGFRYD JUCZYŃSKI, NINA OGIŃSKA-BULIK254

of people were correctly classified into four types of consequences of vicarious 
traumatization (83% to type 1), which can be considered a satisfactory result.

DISCUSSION

Most published studies focus on the negative consequences of secondary ex-
posure to trauma and, if positive changes are also assessed, secondary stress and 
growth are assessed separately (Cohen & Collens, 2013; Manning-Jones et al., 
2017; Ogińska-Bulik et al., 2021a, 2021b). Meanwhile secondary traumatic stress 
and growth can be seen as opposite ends of the same continuum, which implies  
a negative relationship between outcomes. Alternatively, it can be assumed that 
growth can coexist. For example, Solomon and Dekel (2007) confirm that greater 
growth is associated with greater stress. In addition, growth may also occur as an in-
dependent outcome, which may be the reason why some studies have not confirmed 
any significant relationship between growth and stress (Joseph et al., 1993). Molnar 
et al. (2017) distinguish negative, neutral and positive consequences of exposure to 
secondary trauma. According to the authors people who represent the neutral type 
are resilient, healthy workers. 

We examined two groups of professionals working with trauma victims, i.e., 
psychologists and social workers. Social workers assist people by helping them cope 
with issues in their everyday lives, deal with their relationships, and solve personal 
and family problems. As a result of frequent interaction with clients who have often 
experienced trauma, these workers are susceptible to burnout, secondary traumatic 
stress, and vicarious trauma (Singer et al., 2020). On the other hand, psychologists, 
as it was assumed—due to their education and professional practice—should have 
better insight into the mechanisms and factors protecting against the phenomenon 
of secondary traumatization. 

In our study we used a multi-dimensional approach distinguishing four different 
types of changes. Type 1 represents adapted workers who show no significant con-
sequences of secondary exposure to trauma. This group included most respondents 
(52.1%). Type 2 represents employees who are well-adjusted to their profession 
(27.1%; there are twice as many psychologists as social workers). Type 3 represents 
maladjusted workers with severe symptoms of stress (12.5% of all respondents, 
mostly social workers). Finally, type 4 includes maladapted workers who face both 
the negative and positive consequences of secondary exposure to trauma. In this 
least numerous group (8.3%) social workers were more often represented (13.3%).



CONSEQUENCES OF SECONDARY TRAUMATIC STRESS      255

The discriminant analysis of the variables remaining in the model revealed 
two statistically significant discriminant functions. The first is dominated by a dis-
ruption in beliefs about justice, control, and causality of events. It is accompanied 
by significant effects associated with coping strategies in the form of downward 
comparison and denial. In turn, the second discriminant function is dominated by 
disruptions of core beliefs about the meaning of one’s life and self-worth as a person 
and strategies of coping with stress in the form of positive cognitive restructuring 
and resolution/acceptance.

In summary, these two functions characterize different beliefs and coping strate-
gies: in the former—disruptions in core beliefs about the world while in the latter—
disruptions in beliefs about oneself. Moreover, the first function is dominated by the 
maladaptive downward comparison and denial strategy, and the second function is 
dominated by the adaptive positive cognitive restructuring and resolution/acceptance 
strategies. 

The data obtained indicate that 6% of psychologists and as many as 35% of 
social workers are at high risk of secondary posttraumatic stress disorders. On the 
other hand, almost half of psychologists (41.7%) and only a quarter of social workers 
(28.3%) confirms the occurrence of posttraumatic growth. The obtained results are 
generally consistent with the data presented in the literature. Molnar et al. (2017) 
indicate that the prevalence of STS is 34% among child protection service workers 
and 40.9% among licensed clinical social workers. In studies of five groups of 
specialists working with trauma victims, it has been shown that the highest degree 
of STS and SPTG occurs in social workers and the lowest in psychologists (Man-
ning-Jones et al., 2017).

Social workers are differently educated than psychologists and they have lower 
competences that would help them cope with stress, hence they are more likely to 
experience negative consequences of their work. In turn, most psychologists have 
professional qualifications and certificates of psychotherapists. Most of them qualify 
toneutral or positive types of consequences of vicarious traumatization. Certainly, 
training can help provide suitable skills for professional work. The starting point 
of increasing the resilience is work on cognitive schemas concerning the world and 
oneself, which as a result of contacts with trauma victims are subject to a process 
of changes. The next task is to change cognitive activity, acquiring new know-
ledge of consequences of secondary exposure to trauma and skills to prefer coping 
strategies that allow professional persons working with trauma victims to adapt to  
the changed reality.
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Limitations and Strengths

The study has some limitations. First, errors in self-selection may have affected 
the results; employees who felt they were suffering from stress at work could opt 
out of the study. Secondly, most respondents were women. Thirdly, the study is of  
a cross-sectional nature, and any conclusions regarding causality should be drawn 
with caution. Moreover, the analysis of the results did not take into account the 
type of clients the assistants worked with (usually different ones), or what traumatic 
events they had experienced, nor did it examine the history of trauma experienced 
by the respondents themselves. Finally, a post hoc forecast was made, and a clas-
sification built using the beliefs and cognitive processing of trauma, on which the 
classification functions were calculated. It would therefore be advisable to verify 
the operation of the classification functions on new material.

The value of the presented work is that it shows cognitive mechanisms behind 
the development of STS and SPTG in a situation lacking any clear conceptualization 
of the nature of these phenomena, and more importantly, it provides an insight into 
the mechanisms of STS and SPTG symptoms developing. They are associated with 
disruptions of core beliefs about the world and oneself and in the cognitive process-
ing of trauma leading to the appearance of intense emotional reactions. Of special 
importance is the use of a new measurement tool, developed to assess secondary 
positive posttraumatic changes among professionals working with trauma victims.

This approach used in the presented work has additional justification in the 
latest APA classification of mental disorders (DSM-5). The pathognomy symptoms 
of PTSD were complemented by negative changes in the cognitive sphere, which 
appear or become intense after the traumatic event. The development of PTSD 
is associated with the presence of persistent and excessively negative beliefs and 
expectations about oneself, others and the world, manifested in the views of the 
individual; it also derives from a permanently distorted view of the causes or con-
sequences of a traumatic event. 

Social service workers, including social workers, should be aware of daily ex-
posure to secondary traumatic stress that affect quality of life and health. A better 
understanding of the consequences of secondary exposure to trauma, especially the 
mechanism of their development, is important both from a cognitive and practical 
point of view. Firstly, it can help prevent the occurrence of STS and promote the oc-
currence of SPTG, and thus improve the work efficiency of professionals. The more 
so because cognitive processing therapy underscores the importance of improving 
the cognitive processing of trauma survivors, as it has a substantial importance on 
how they view their self and the world, which ultimately affects their mental health 
(Nalipay et al., 2015).
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It is the first comparative study of occupational groups to consider both the neg-
ative and positive consequences of secondary exposure to trauma. Our study results 
indicate that social workers are particularly vulnerable to secondary traumatization. 
Its consequences are manifested in the deterioration of mental health, which may 
result in lower productivity at work. There is a need to raise the social awareness 
of employees and their superiors. A system of continuous monitoring, prevention 
and therapy should be developed for social workers who experience negative con-
sequences of their work. 

There is compelling evidence of psychological effects of working with trauma 
victims although no rigorous evidence meeting eligibility criteria was found to in-
form how to intervene most effectively with mental health workers who experience 
symptoms of STS. Therefore, as noted Bercier and Maynard (2015) in order to pro-
vide effective interventions, we need to do even more to intensify our efforts to as-
sess the results of current and developing practices. Future research should focus on 
implementing longitudinal designs as well as preventive and curative interventions.

CONCLUSIONS

1. Professional help to victims of trauma is associated with the risk of second-
ary traumatization. Our research shows that a significant increase in intensity STS 
disorders occurs among social workers (35%) and a few psychologists (6.7%). In 
turn, the occurrence of secondary positive changes (SPTG) is confirmed by almost 
half of psychologists and a few social workers.

2. The occurrence of STS symptoms is associated with disruption of core beliefs 
and the use of maladaptive coping strategies for exposure to secondary trauma, such 
as denial. Meanwhile, adaptive coping strategies, such as cognitive restructuring and 
acceptance, favour the occurrence of positive changes (SPTG).

3. The moderating variables in the group of social workers turned out to be 
seniority and time spent on helping. More than 10 years of work experience and 
spending more than half of the working week to helping trauma victims are associ-
ated with a greater severity of secondary traumatic stress. 

4. The risk of secondary trauma should be monitored, especially among social 
workers, and provided with appropriate help and support in the workplace. 

5. Awareness of secondary traumatization should be raised, and prevention 
programs implemented among professionals to help trauma victims. Such activities 
are aimed not only at understanding the phenomenon of secondary traumatization, 
but above all at increasing competence in coping with secondary trauma and pro-
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tecting and strengthening one’s own mental health, which in turn can increase work 
efficiency.
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