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Abstract
Background: Mental health professionals including rehabilitation counselors are often exposed to vicarious trauma, while they
work with traumatized clients.
Objectives: The current study aimed at explaining the experiences of exposure to vicarious trauma and its consequences for rehabilitation counselors as well as the experience of vicarious growth.
Methods: The current study employed a collaborative autoetnographic approach to describe the experiences of working with traumatized clients. Collaborative autoethnography is a type of qualitative research method that allows two or more researchers to utilize ethnography and autobiography collaboratively to explain similar experiences. In this method, researchers collect data from
their own life stories and analyze the data using various types of qualitative analyses. To analyze the current study data, a thematic
analysis approach was employed.
Results: It was found that lack of experience in working with difficult cases, lack of access to supervision, and a lack of vicarious
trauma-related knowledge were major contributors to the experience of vicarious trauma. On the other hand, journal writing, visiting a counselor, peer support, and gaining knowledge were useful to overcome this stress. The next findings showed that although
visiting traumatized clients may lead to experiencing vicarious trauma, it can also lead to experiencing vicarious growth. Vicarious
trauma helped to be more mindful about life and death, cherish the family and friends, and experience growth.
Conclusions: Rehabilitation counselors might experience both vicarious trauma and vicarious posttraumatic growth. The experience of vicarious trauma has a negative effect on counselors and they should employ self-care strategy to mitigate the negative
results of exposure to traumatic experiences of others and if they wish to experience vicarious growth.
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1. Background
Trauma work can be traumatic (1). Some researchers argue exposure to trauma and trainings. Munger et al. (2)
also found that lack of attention to vicarious trauma might
disrupt the ability to show empathy and decrease the quality of care and treatment.
Vicarious trauma (VT) is one of the many concepts constructed in an attempt to conceptualize the negative impact of working with traumatized clients. This concept was
introduced by McCann and Pearlman and is the transformation that occurs within the therapist (or other trauma
worker) as a result of empathic engagement with client’s
trauma experiences and their sequel (3). VT changes the
suffering of other people and may lead to burnout, secondary stress, compassion fatigue, and vicarious traumatization; all of these are considered as hazards of help-

ing professions (4-7). Iqbal (5) in ethical considerations of
counselling posed several questions about the ethical issues of working with clients by counsellors that were vicariously traumatized, but did not receive vicarious-trauma
training. VT changes the perception of the therapist towards the self, others, and the world. Strong emotional
reactions, intrusive thoughts, a disruption in belief about
the self, others, and the world are some of the alerting
signs of this concept (3).
Research about vicarious trauma attracted considerable attention in recent years. This phenomenon is mostly
researched by members of helping professions such as social workers (8, 9), medical staff (10), mental health professionals (11), and service providers to refugees and survivors
of torture (12, 13). Research shows that people working with
traumatized clients may experience cognitive, emotional,
physical, and behavioral changes after listening to trau-

Copyright © 2018, Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution-NonCommercial 4.0 International License
(http://creativecommons.org/licenses/by-nc/4.0/) which permits copy and redistribute the material just in noncommercial usages, provided the original work is properly
cited.

Corrected Proof

Naghavi A and Salimi S

matic narratives. These professionals may face negative
changes in their cognitive schemas about world safety (14),
existential questions (15), experience increasing awareness
of vulnerability, and a feeling of being at risk (16). They
would also experience emotional signs such as anger, frustration and hopelessness (17), sadness and shock (18), and
feelings of detachment (16).
Although vicarious traumatization is one of the effects
of trauma work, it is not the only impact of it. One important concept around trauma work is the positive aspect of
this work under the concept of vicarious post-traumatic
growth (VPTG). This concept can be explained within the
framework of post-traumatic growth (PTG) introduced by
Tedeschi and Calhorn (19). Based on PTG theory, survivors
of traumatic events can experience positive changes in interpersonal relations, self-perception, and philosophy of
life. This growth occurs in five aspects of life: a better
relationship with others, more personal strength, positive spiritual changes, appreciation of life, and discovering new possibilities. These changes are not limited to
the clients; professionals also may vicariously experience
growth as a consequence of their work with traumatized
clients experiencing PTG.
Arnold et al. (20) developed the concept of PTG into
VPTG as a process in which the therapists may experience
changes in self, spirituality, their life-view, their evaluation
of life, and their evaluation of fundamental human nature
similar to survivors of traumatic experiences.
Studies show similar findings that support the model
by Arnold et al. (20) of VPTG. For instance, Hyatt-Burkhart
(21) found that mental health professionals experienced
some positive changes including the ability to better adapt
to their lives. Social workers in a hospital in Melbourne reported that apart from vicarious trauma, they also found
positive aspects of their work such as more growth as consequences of accepting death as a worldwide phenomenon
(22). Certified nurse-midwives (23), nurses (24), psychiatrist nurses (25), mental health nurses (21), and interpreters for refugees (18), all reported they had experienced
growth, while working with traumatized clients. The Iranian study of vicarious trauma and vicarious growth is in
its early steps.

2. Objectives

The current study aimed at explaining the experiences
of exposure to vicarious trauma and its consequences for
rehabilitation counsellors as well as the experience of vicarious growth.
2

3. Materials and Methods
A collaborative autoethnography approach (CAE) (26)
was employed to collect and analyze the data for the current study. Autoethnography is an autobiographical genre
of writing and research (27). Autoethnography is an opportunity for professionals to scientifically explore, explain,
and analyze their own experiences. Autoethnography is an
incorporation of auto, ethno, and graphy that places the
self (auto) in a sociocultural context (ethno) and explains
(graphy) it (28). Collaborative autoethnography approach
is a type of autoethnography in which a team of two or
more researchers use their experiences around an issue.
Chang et al. (26) define collaborative autoethnography approach as “a qualitative research method that is simultaneously collaborative, autobiographical, and ethnographic” (p.17). In collaborative autoethnography approach, every researcher has her voice in harmony with others to explain a phenomenon. Autoethnography can be emancipating and healing for both authors and other people in similar situations. Freidan (28) in 1960s found that many American housewives do not talk about their experiences of being trapped in housework and they thought that they were
alone in this experience. She started to write and share
these experiences and her writings were healing for many
females, and a starting point for many cultural movements
around females’ rights. Although autoethnography can be
written by only one participant that is the author (29-31),
according to Chang et al. (26), sample size in collaborative
autoethnography can be as few as two and as many as 11 researchers and two-person autoethnography is more common. In the current study the most common type of collaborative autoethnography sample size, which is the twoperson method, was employed.
3.1. Data Collection
Autoethnography uses common methods of data collection in qualitative research. The most common type of
data in autoethnography is personal narratives and autobiographical contents. Data from external sources such as
family, friends, and colleagues, and documents such as diary writings can also be analyzed as data. Application of
other means of data collection such as self-reflection and
interviewing each other is also recommended. In collaborative autoethnography, researchers should have multiple
discussions around these data and in an iterative process
collect and analyze data. The current study followed suggestions by Chang et al. (26), around data collection. Both
of the authors wrote their narratives around the counselling experiences in Isfahan, Iran, covering the last ten
years of work as counsellors. Then, in a six-month iterative
process, authors had several discussion sessions around
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these writings to clarify their points. In these sessions both
of them talked through their experiences in details and
clarified what they meant by their writings. The process of
data collection and analysis concurrently happened during these sessions.
Muncey (32) states that since autoethnography is the
study of self, in many academic institutions there is not a
need to get a formal ethics approval from an ethics committee; however, this does not mean that it is not needed
to follow ethical considerations in autoethnography and
CAE. To ensure ethics, as Ellis (33) suggested, no names or
identifiers for other people that played a role in the narratives were used. Authors were selective about what to include and what to omit in the final report to preserve the
privacy of involuntary participants.
3.2. Data Analysis
A thematic analysis approach was employed to identify
themes from the data. Coding of the data occurred during
data collection by both authors independently and a professor in counselling checked the quality of the first round
of coding. There were regular sessions to talk about open
codes, categories, and findings of the primary themes; in
case of disagreements, issues were resolved through discussions. The major concluded themes were structural factors relating to vicarious trauma, coping strategies, and vicarious growth.
4. Results
4.1. The Start of a Journey
As Teunissen et al. (34) stated, the first finding in an autoethnography research is the narrative itself. To explain
these narratives, a first person voice was employed for the
first author and a third person voice for the second author.
Structural factors such as lack of experience of working
with traumatized clients and a limited access to supervisor
were some of the major structural categories found.
The first author’s experience of vicarious trauma did
not start suddenly, nor did it replicate any major trauma
history in her life. Research findings around the relationship between a history of trauma and vicarious trauma had
contradictory results (10, 35). In line with findings that
show no relationship between the two, the first author did
not have any major trauma in her life or did not remember. The first and most traumatic event in the first author’s
life happened vicariously when working as a young counsellor after graduating from Masters in counselling and visited a traumatized school child that was repeatedly sexually abused by a relative. At that time there was not a formal supervision program for Iranian counselling graduates. The first encounter with a traumatized child was just
Iran J Psychiatry Behav Sci. 12(4):e62687.

out of my empathic ability. “I could do nothing”, I repeated
to myself during the session. I felt misery. At the end of
the session I referred him to a psychiatrist. The next child
abuse cases had the same impact on me and I had the same
reaction: avoidance of working with them. I just kept referring them to others.
In contrast to my history, Samaneh, the second author of this paper narrated some stories that she perceived
them as traumatic. Samaneh was just 11 when the school
principal asked her to talk to a sad and lonely classmate.
Samaneh says:
She was a short girl with beautiful sad eyes. Her hands
were full of scars. One day the principal told me in private:
“you should talk to your friend. She has some problems, but she
does not trust me. She had said to a teacher that you are the
only person she wanted to talk to”.
Samaneh proudly went to do her mission and in the
next class time, both of them were allowed to go out and
talk. The principle asked Samaneh to start with some general questions about her friend’s family and then ask her
about her problems. But Samaneh made up her question
and suddenly said:
I’d like to be a pilot, what about you? “I’ll be paralyzed”,
the girl said.
Samaneh was shocked by this answer and did not know
how to proceed with the conversation. She found out that
the girl’s mother and uncle were paralyzed due to an illness. The girl surely thought that she would not be able
to walk when she got older. After listening to her friends
for two hours she panicked to lose her ill mother. She ran
all the way to home with intrusive thoughts and fear about
her mother’s health. Samaneh considers this event as her
first traumatic event; “I was too young to be a counsellor. It
was not fair to me”, she said.
The rest of Samaneh narrative was similar to mine. We
both were young counsellors who had to face difficult cases
without enough trauma knowledge or professional support.
4.2. What’s Wrong with Me?
Lack of vicarious trauma-related knowledge was another structural factor found to be related to the negative
effects of experiencing vicarious trauma. Both of us experienced intrusive thoughts, avoidance and a change in our
ideas about the self, others and the world, but we had no
clue what was happening to us.
For example, for a long time after meeting some sexually abused children, I had nightmares about the details of
the events and would also daydream about the pain and
suffering they went through.
Samaneh also experienced intrusive thoughts when
her client’s mother passed away. She mourned just like her
3
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client and condemned God for his unfair actions. She had
intrusive imagery of herself with an amputee hand and
had nightmares about losing her body parts and burying
them.
Both of us experienced anxiety in our work with traumatized clients or people with disability. We faced death,
mortality, and the human’s shaking status in the world in
our practice. Both of us experienced anger towards the
world, pessimistic approach towards others, a lower value
for our “self”, ruminations about the traumatic events we
had heard, feeling of vulnerability, hopelessness, helplessness, lack of power, lack of self-confidence in counselling,
sleep disturbance, and even physical fatigue without a
known reason.
Both of us decided to leave our jobs at some points of
our career; I decided to stop visiting clients for a while and
focus on teaching and continue my studies, Samaneh also
though about leaving her counselling job, but we could
never quit helping others altogether. Samaneh said: “Many
people suggested me to quit working with hard clients, but I
thought I had to continue, I felt like a wounded pilot that knows
she must not fall”.
4.3. So What Should I Do?
Reviewing or written reflections helped us to identify how we could overcome negative effects of vicarious
trauma, hence, the second themes we have found in our
data was coping strategies. Journal writing, yoga, meditation, visiting a counsellor, peer support, and learning
about vicarious trauma were some of the self-care strategies we employed. These techniques were recommended
to us both in formal situations such as counselling sessions
or in informal situations by peers. Some of these self-care
strategies also came from our readings in the field of vicarious trauma.
4.4. Rebuilding a Shattered Life-View
Another major theme we found in the discussions was
that working with traumatized clients does not always
lead to negative feelings and thoughts. It seems that both
of us experienced some personal changes emerging from
approaching resilient and strong clients. During our practice, we think we deeply changed and evolved from a vulnerable individual to an empowered person.
Samaneh wrote: “Thinking about mortality gave me existential anxiety. This anxiety, however, leads me to think that I
do not have enough time to enjoy being with others so I have to
make the most out of it”.
We both started to appreciate what we had, our families, friends, health and security. Watching our clients’ resilience and observing their strengths to get back on track
4

with all their difficulties, trauma and disabilities helped us
to be more aware of the human’s strength. “If they could
make it, I can make it”; I thought.
During our exposure to traumatized clients, our philosophy of life changed dramatically. We saw people whose
self-concept was not dependent on external variables such
as family, wealth, or even health. We are more mindful
about the symptoms and signs we are experiencing, and
know that there is no end to this story.

5. Discussion
Studies show that members in helping careers, such
as mental health workers, medical staff, social workers
and rehabilitation professionals may experience vicarious
trauma. Vicarious trauma, which is considered an occupational hazard, may lead to a disruption in building an
empathic relationship (13); a disruption in cognition about
self, negative belief about self, a disruption in self-esteem
as well as experiences in changing the view towards self,
others, and the world. However, researchers found that
workers in helping professions can also experience growth
as a consequence of facing and working with traumatized
clients (3).
Similar to the findings of Finklestein et al. (11), the
authors’ experiences of VT were mostly related to the education and lack of professional supports. Both of us
started to work with difficult cases early in the career while
had no enough expertise and formal and structured professional supervision. Meeting traumatized people and
clients with disability took a toll on our emotional wellbeing and on our cognition and made us vulnerable to emotional distress. This shows the importance of adding vicarious trauma knowledge and supervision for young practitioners.
The current study found vicarious trauma and VPTG
as Cohen and Collens (36) found in their meta synthesis:
“growth can occur, while still feeling some level of distressing
emotions” (p.577). The authors experienced both concepts
at the same time.
While working as rehabilitation counsellors authors
experienced change in their life philosophy and meaning.
It was in line with Barrington and the Shakespeare-Finch
(13) findings that showed therapists experienced some
changes as a consequence of their engagement in working with refugees and victims of torture. Observance of
resilience and growth among clients brought the authors
hope and optimism as Splevins et al. (18), and Cohen and
Collens (36) also mentioned in their studies.
In line with other research, seeking help and support
from others especially supervisors and counsellors and
Iran J Psychiatry Behav Sci. 12(4):e62687.
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peers (18), being mindful about illness and death and accepting these facts (22), meaning making for the work (13),
more experience over time, and (10) using self-care behaviors including yoga and meditation (18, 35) were some of
the coping strategies that the authors employed in order
to overcome vicarious trauma.
5.1. Conclusion
The current study provided an opportunity to a deeper
understanding of the experiences of two counsellors working with traumatized clients or people with chronic illnesses or some kind of disabilities. In line with previous
research, the current study found that working with traumatized clients or people that need rehabilitation can lead
to vicarious trauma for counsellors and it may negatively
affect them. People may use different coping strategies
to overcome these negative effects and authors employed
strategies such as using formal and informal supports. It
was also found that listening to traumatic events and how
people overcome the aftermath of trauma may lead to vicarious growth as well.
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