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Vicarious Trauma: The Impact of Working with Survivors of Trauma
Dr. Sharon Lambert, School of Applied Psychology, University College Cork
Practitioners who work in the criminal
justice services, both statutory and
voluntary, have long known that a huge
number of the people they come into
contact with have long histories of
challenging life circumstances. While in
Ireland we have limited data regarding the
breadth and depth of traumatic
experiences in the lives of people who are
incarcerated, we are aware that most
emerge from situations of marginalisation,
poverty, mental health and addiction 1,
(Kennedy et al., 2005). There is growing
recognition that early life experiences,
particularly
adverse
childhood
experiences, have a direct role in the
development of later negative events and
behaviours (Taylor et al., 2008: Fellitti et
al 1998). The public often lacks empathy
for those who commit crime (Schissel,
2016) as too can professionals (Kjelsberg
et al., 2007).
However, the client
blameworthy perspective is being
challenged by advances in research,
particularly public health, neuroscience
and developmental psychology. This new
evidence indicates that people who have
been exposed to chronic stress and
trauma in childhood are not engaged in
‘bad behaviour’ but ‘adaptive behaviour’
(Lambert & Gill-Emerson, 2017). Adverse
structural changes occur in the developing
brain due to exposure to adverse

childhood experiences (Teicher & Samson,
2013). This conference paper will discuss
the impact on front line staff of working
with vulnerable people and ways in which
organisations can respond to improve
outcomes for service users, staff and the
whole organisation.
In order to
understand the impact on staff we must
first understand the types of trauma
presenting.
Psychological trauma can be understood
as exposure to primary trauma (i.e.
directly exposed to a traumatic event) and
secondary trauma (indirect exposure to
traumatic events from exposure to others
stories). It is important to not assume
that all clients present with primary
trauma and that all staff are impacted by
secondary trauma. However, to act as if
there is a trauma history maximises the
safety of the worker and client by
reducing the likelihood of further retraumatisation (SAMSHA, 2014). There
are many variables at play in human
services organisations. As workers we
bring with us our own life experiences and
some of us will have been exposed to our
own
personal
trauma
histories.
Additionally workers can face primary
trauma experiences through their work,
such as exposure to threats and violence,
finding a person deceased etc. (McGinley
& Lambert, 2018). It is important to be
cognisant of our own stories and how this
may make us more vulnerable to hearing
the stories of others.

1

Oberstown Children’s Detention Campus (2018).
Key characteristics of young people in detention.
https://www.oberstown.com/wpcontent/uploads/2018/06/Key-Characteristics2018.pdf
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Trauma can be classified and includes
developmental trauma, intergenerational
trauma, and one off trauma events such
as illness or accident. The last ten years
has seen an increased interest in Adverse
Childhood Experiences (ACEs) and their
impact on later life outcomes.
The
original ACE study conducted by Fellitti et
al. (1998) utilised a ten item scale
recording a range of traumatic events in
childhood such as abuse, neglect and
household dysfunction (e.g. loss of a
parent, exposure to addiction, mental
health and domestic violence). This study
had been replicated many times and the
findings indicate that exposure to early
life adversity increases the risk for poor
physical and mental health and poor
social functioning (Lambert & GillEmerson, 2017; Bethell et al., 2014), even
in the absence of health risk behaviours
(Fellitti et al., 1998). The original study
revealed that exposure to adverse
childhood experiences is common with
almost 40% of the general population
experiencing two ACEs. However this
decreases to 12.5% for four or more ACEs.
It has been argued that four ACEs are
clinically significant and that each
additional ACE has a dose response for
increasing the likelihood of illness and
dysfunction (SAMSHA, 2018).
For
example a score of 4 increases the risk for
attempted suicide 23.2 times (WHO,
2014).

emerging and on-going but it is argued
that epigenetic changes occur in the
presence of consistent toxic stress
(Meaney, 2010 ).
Advances in
neuroscience have revealed that exposure
to toxic stress or trauma in childhood
impacts on the ways in which the
developing brain hard wires with very
serious consequences for later life
functioning (Shonkoff et al., 2009; Danese
et al., 2012). The adult brain is not fully
formed until the 25th year of life and
undergoes many changes throughout
childhood and adolescence (Johnson,
Blum & Giedd, 2009). Experiences of a
warm responsive caregiver and exposure
to a range of educational experiences
facilitate healthy brain development
(Gunner, 1998). However, exposure to
toxic stress or developmental trauma can
cause synaptic pruning or the death of
neural connections at just the time when
the brain should be forming and growing
(Schore, 2001)2. Individuals exposed to
high levels of stress have highly
responsive fight or flight systems (Danese
& McEwen, 2012).
Arousal of the
sympathetic
nervous
system
has
consequences for thinking and behaviour
(Perry et al., 1995); individuals whose
systems are set on flight or fight
experience both their internal and
external world as threatening (JanoffBullman, 1989).
The behavioural
manifestation of this stress response can
range from aggression to withdrawal
(Kisiel et al., 2014).
Often these
behaviours are viewed as challenging

Is this then simply a case that having a bad
childhood means you engage in bad
behaviour? Not necessarily, and the
research reveals that it is much more
complicated than that.
Research is

2

https://developingchild.harvard.edu/resources/tox
ic-stress-derails-healthy-development/
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when in fact the impacted individual has
little control over these automatic
systems. The ‘challenging’ behaviours
presenting may well have once been
required for survival in childhood.

of high risk behaviours, social dysfunction
and risk of early death (Fellitti et al., 1998;
Lambert & Gill-Emerson, 2017)
An ACE study was conducted in a Cork
based homelessness organisation.
A
collaboration
between
Applied
Psychology, UCC, the HSE Adult Homeless
Integrated Team and Cork Simon
Community, the study collected ACE and
other data from fifty service users. The
results indicated very high levels of
exposure to early childhood adversity and
demonstrated the stark differences
between the childhoods of those
experiencing homelessness and those
from the general public (See figure below:
courtesy of Cork Simon Community).

Research advancements have improved
our understanding of the impact of
trauma. In terms of understanding the
implications of this for a criminal justice
context one must consider the profile of
those passing through the systems.
Within the criminal justice system there
are a disproportionately higher number of
former care leavers, mental health
sufferers, and people experiencing
homelessness, people from impoverished
and deprived backgrounds and those who
are socially excluded. High levels of
childhood trauma have been identified in
all of these cohorts. There can be no
dispute but that the most vulnerable and
marginalised amongst our community are
those who end up incarcerated. Exposure
to childhood adversity with limited or no
intervention leads directly to the adoption

The evidence suggests that many people
transitioning through the criminal justice
system have high levels of trauma and
researchers would argue that there is a
potential for trauma contagion (GillEmerson, 2015). Trauma contagion refers
to the concept that working with trauma
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survivors may increase the risk for
vicarious trauma, secondary traumatic
stress and burnout for some. The terms
are at times used interchangeably in the
literature. According to Pearlman & Mac
Ian (1995) vicarious trauma occurs
following long-term exposure to the
stories of traumatised service users and
may cause decreased motivation and
empathy. An additional feature of this is a
risk of a ‘distorted world view’ (McCann &
Pearlman, 1990). The experiences of
workers in front line services represent a
small minority of the general population
as a whole. However if a worker develops
vicarious trauma they may perceive their
world as more unsafe than the actual
statistical risk.
Staff may isolate
themselves from others who do not work
in front line services as they no longer
hold similar views of risk, danger and
trauma and may tend to gravitate more
towards others who share similar
occupational experiences.
Secondary
trauma stress differs to vicarious trauma
in that it does not change a person’s
world view. It has instead been described
as a syndrome among staff working with
trauma survivors that mimics posttraumatic stress disorder (Figley, 1995).
This can be as a result of exposure to
service users’ trauma stories or it can
occur suddenly as a direct result of
exposure to a stressful incident such as
violence or finding a service user dead
(Baird & Kracen, 2006; McGinley &
Lambert, 2018). It must be noted that not
all staff in front line services are impacted
by secondary or vicarious trauma and
many report feeling satisfaction with their
ability to offer care and develop a

connection with service users (Jacobson,
2006). Burnout occurs when the demands
outweigh the resources and results in
physical and emotional fatigue that may
also result in disengagement from work
and the depersonalisation of service
users. This is an adaptive response where
the stress becomes so overwhelming that,
in order to continue to function, the
worker needs to disengage from
empathising with service users in order to
protect one’s own mental health; this
usually occurs over a period of time and
may be an unconscious process for the
worker. Other symptoms of burnout may
include feelings of helplessness and
despair, insomnia, health risk behaviours
(e.g. over eating, misuse of substances),
difficulties within personal relationships
etc. (Baker et al., 2007; McGinley &
Lambert, 2018). It can become systemic
in that a whole organisation can be
impacted.
Vicarious and secondary
trauma have been described as
‘occupational hazards’ for those who work
in front line services, therefore the
organisations have a “practical and ethical
responsibility to address this risk” (Bell,
Kulkarni, & Dalton, 2003, p. 465). There
are a number of ways that an organisation
can respond to their staff needs; regular
and effective supervision that is separate
and distinct from line management, the
focus is on the impact of the work.
Reflective practice in supervision is an
effective way to reduce the impact of the
work on staff (O’Sullivan, 2018). A work
environment that demonstrates good
practice in relation to self-care is vital.

33

ICJA Conference 2018 - “Toward a Trauma-Responsive Criminal Justice System - Why, How and What Next?”

Addressing the trauma needs of both
service users and staff results in a range of
benefits for the organisation such as
decreased incidents, increased morale
and staff retention to name but a few.
Many organisations that provide services
to vulnerable and marginalised groups
now recognise the importance of adopting
a trauma informed work environment. A
trauma informed environment is one that
understands the impact of trauma on
both service users and staff and makes
changes to policies, procedures and
practices (SAMSHA, 2014). A trauma
informed service does not necessarily
treat trauma using clinical interventions.
It does however recognise the levels of
trauma within its organisation and
responds to these (Lambert & GillEmerson, 2017).
Workspaces have
become increasingly focused on output,
risk management and paperwork. Taking
the focus away from the people, both
staff and service users, increases the risk
for all involved including the organisation
itself. Workplaces need to invest in
understanding trauma and its impact in
order to maximise the safety of all within
that organisation.
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