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Abstract: Addiction workers play a crucial role in addressing the complex interplay between trauma
and addiction, often navigating empathic connections with clients who have trauma histories. This
study delves into the phenomena of vicarious trauma (VT) and vicarious post-traumatic growth (VPG)
among addiction workers, exploring (counter)transference dynamics and the trauma–addiction nexus.
Thematic analysis was conducted on narratives provided by six experienced addiction workers (mean
age = 33 years, SD ≈ 5.86), comprising 33.33% men and 66.67% women. The analysis identified
key themes including boundary dilemmas, therapeutic victories, defensive responses, and potential
risk factors. The study highlights the detrimental effects of trauma on addiction workers while also
revealing coping mechanisms and avenues for personal growth. Understanding the impact of trauma
on addiction workers is vital for developing effective support strategies. By acknowledging both the
risks of vicarious trauma and opportunities for vicarious post-traumatic growth, organizations can
better support addiction workers and improve client care.

Keywords: addiction workers; vicarious trauma; vicarious post-traumatic growth; trauma–addiction
nexus; coping mechanisms

1. Introduction

The relationship between addiction workers and their clients is both deeply interactive
and complex. Nevertheless, it serves as an essential foundation, vital for both the client’s
well-being and the overall health of the therapeutic relationship [1]. As a deep empathic
connection is established, caregivers working with individuals who have experienced
trauma are vicariously exposed to their patients’ traumatic experiences themselves [2].
This phenomenon, termed Vicarious Trauma (VT), is defined as a transformative process
experienced by professionals who assist trauma survivors, initially studied and defined
by Pearlman and Saakvitne (1995) [3]. It entails shifts in the therapist’s self-perception,
interpersonal relationships, and worldview, resulting from exposure to their clients’ trauma.
While these changes are considered normal, predictable, and inevitable, failing to address
this process can have significant negative effects on the therapist, both personally and
professionally [3].

Symptoms of vicarious trauma mirror those of post-traumatic stress disorder (PTSD),
including emotional numbing, low self-esteem, and cynicism [4], potentially impacting
professional performance and leading to errors in judgment [5]. A wealth of studies has
established a robust link between trauma and addiction [2,6,7]. For instance, in a previous
study conducted by Bride et al. (2009), 75% of substance abuse counsellors experienced
at least one symptom of PTSD in the previous week [8]. This suggests a high likelihood
of coexisting trauma among individuals seeking addiction treatment in various settings.
Indeed, studies show a high incidence of childhood trauma among people who suffer from
substance abuse, often leading to post-traumatic stress disorder (PTSD) and subsequent
substance abuse disorders [9]. Trauma, particularly sexual abuse, significantly increases
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the risk of substance dependence in adulthood [10]. Research has consistently shown high
prevalence rates of vicarious trauma among healthcare professionals, with between 40%
and 85% reported as experiencing it [11]. As previously discussed, there is ample evidence
linking trauma and addiction [12]. Consequently, individuals affected by addiction often
constitute a highly traumatised population. This high prevalence of vicarious trauma
among addiction workers is a direct result of this connection.

On the other end of the spectrum, Tedeschi and Calhoun proposed the concept of
vicarious post-traumatic growth (VPTG), wherein addiction workers may experience posi-
tive outcomes and behavioural changes secondary to their patients’ trauma [4]. Vicarious
post-traumatic growth is defined as positive psychological changes experienced by health-
care professionals as a result of exposure to trauma in their clients [2]. This is thought to
counteract the effects of VT and lead to more optimal outcomes like increased resilience,
improved mental well-being, and greater satisfaction with life [13–15].

Indeed, recent studies suggest that a significant proportion of individuals in treatment
experience traumatic events, with direct exposure correlating to higher rates of substance
use disorder [16]. Childhood adverse experiences often lead to long-term physical and
mental health issues, increasing the likelihood of substance abuse [17]. Various theories,
including self-medication, negative reinforcement, emotional dysregulation, and neuro-
physiological factors, explain the link between childhood trauma and addiction.

Limited studies in Ireland explore addiction and trauma, with researchers attributing
increased drug abuse to socio-economic crises. Studies indicate a high prevalence of trauma
among addiction service users, particularly childhood trauma, significantly increasing
the risk of substance abuse [17]. As such, the routine assessment of trauma or PTSD in
addiction workers should be considered standard practice, especially because symptoms of
VT often mirror PTSD [18]

Although considered normal and predictable in healthcare settings, unaddressed VT
can have severe adverse effects on addiction treatment professionals, both personally and
professionally. This phenomenon is particularly acute for professionals working with
individuals exhibiting addictive behaviours, as they are more exposed to their patients’
traumatic experiences, heightening the risk of developing VT or VPTG [2].

Despite the potential for both vicarious trauma and growth, addiction workers must
actively engage in self-care activities to mitigate the negative impacts of trauma exposure.
Strategies such as supervision, self-nurturing, and seeking connection have been shown to
alleviate symptoms of vicarious trauma and promote vicarious post-traumatic growth [1].
Additionally, an awareness of individual factors such as trauma history, adequate training,
and support availability are crucial in addressing and preventing vicarious trauma [19].

Various studies have highlighted a significant positive association between vicari-
ous trauma and vicarious post-traumatic growth [20]. While numerous investigations
have explored potential outcomes for healthcare workers engaging with trauma survivors,
less attention has been paid to those working with individuals exhibiting addictive be-
haviours [21]. Given the interconnectedness of trauma and addiction, it is essential to
understand how vicarious trauma and growth manifest in this context.

Overall, while healthcare professionals may experience both vicarious trauma and
growth in their work with trauma survivors, fostering resilience and prioritizing self-care
are essential in navigating the complexities of secondary trauma exposure.

Despite the variety of previous studies, the exact understanding of how some health-
care professionals experience PTG over VT is unclear. Therefore, this paper focuses on
exploring the dynamics of vicarious trauma and post-traumatic growth among addiction
treatment workers, assessing their vulnerability, coping mechanisms, and the impact on
patient care in the context of trauma and addiction.

The aims of this research were the following:

• Explore the connection between vicarious trauma and vicarious post-traumatic growth
in addiction treatment and addiction treatment workers.
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• Investigate the vulnerability of addiction workers to VT and VPTG due to their patients’
trauma history and addiction-related trauma.

• Examine the potential impact of VT and VPTG development on addiction workers’
personal lives and the quality of care provided to patients.

• Investigate coping mechanisms employed by addiction workers in addiction treatment
to prevent the onset of VT through qualitative research and literature review.

2. Materials and Methods
2.1. Rationale for Using Qualitative Methods

The utilization of qualitative research methods in this study is apt due to the intricate
and multifaceted nature of the intersection between addiction and trauma. Qualitative
methods are particularly suited for exploring such complexities because they prioritize
depth over breadth, allowing for a detailed and nuanced examination of the participants’
lived experiences. This approach is essential in understanding the subjective realities and
diverse perspectives of addiction workers, whose roles and experiences are deeply personal
and context-dependent [21].

Given the complexity and subjective experiences involved, qualitative methods offer
a nuanced exploration that quantitative methods may not capture. Through open-ended
interviews, we can gather rich, detailed narratives that reveal the inner workings of par-
ticipants’ thoughts, emotions, and behaviours [21]. This approach allows for an in-depth
understanding of how addiction workers perceive and cope with vicarious trauma and
vicarious post-traumatic growth, which are phenomena characterized by their deeply
personal and often variable nature.

Qualitative research facilitates a comprehensive understanding of the dynamics of
vicarious trauma, vicarious post-traumatic growth, and workers’ responses in addiction
treatment settings. It allows researchers to uncover the meanings and interpretations that
participants attach to their experiences, providing valuable insights into their coping mech-
anisms and strategies. This method is particularly effective in capturing the complexity of
human experiences, where numerical data might fall short in representing the full scope of
participants’ emotional and psychological landscapes.

Furthermore, qualitative methods enable the identification of patterns and themes
that might not be immediately apparent through quantitative analysis. By engaging in a
dialogic process with participants, this study probed deeper into specific areas of interest,
clarified ambiguities, and explored unexpected findings. This iterative process helped to
build a more holistic and empathetic understanding of the challenges and triumphs faced
by addiction workers, thus contributing to a more comprehensive and empathetic body
of knowledge.

2.2. Methods
Population and Sample

The participants were chosen from a group of professional workers who work in
the addiction field in Ireland. The study recruited six professional workers from the
addiction field in Ireland, chosen from a purposive sample (see Table 1). This study used
the qualitative standard proposed by both Sandelowski and Morse [22], whereby sample
sizes should be large enough to provide a richly textured understanding of the phenomenon
but small enough to allow for deep, case-oriented analysis. Given the focused nature of
this study, the quality of data collected, and the time and resource constraints typical of
a master’s thesis, it was determined that six interviews would be sufficient to achieve
data saturation without overburdening the analytic process. The inclusion criteria for
participation in this study were as follows:

• The sample included individuals with at least two years of working experience in the
field of addiction. Curtis et al. (2009) highlighted that the average time spent in social
work professions was estimated to be less than eight years (for work-related stress
reasons), with no studies found on the average for addiction workers [23].
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• Both male and female participants were included, as little information was found in
the literature regarding differences in exposure to secondary trauma based on gender.

• Participants were required to be English-speaking addiction workers.
• Only consenting adults, who had signed ethical consent forms, were included in

the study.

Table 1. Sample demographics.

Participant
Number/Name Gender Age Range Profession Highest Education

Level

Years of
Experience in the

Field

Regular
Supervision?

Number 1: Peter M 46/55 Mental health nurse Degree 26 No

Number 2: Clark M 30/45 Former addiction worker Degree 12 No

Number 3: Carol F 29/35 Nurse/nurse prescriber BScN certificate in
nurse prescribing 12 Yes

Number 4: Sonja F 25/35 Case manager/team
leader Higher diploma 11 Yes

Number 5: Natasha F 25/35 Project worker Level 8 5 Yes

Number 6: Diana F 25/35 Mental health nurse Diploma 12 No

The exclusion criteria for participation in this study were as follows:

• Individuals known personally to the researcher or working colleagues, as their in-
volvement could potentially raise ethical concerns and bias the data collection process
due to existing personal relationships.

• Workers with less than two years of experience in the field were excluded.

Several people who worked in different treatment centres, or who were working in
places who take care of people with addiction problems (methadone clinics, GP practice,
accommodations for people experiencing homelessness, etc.), were contacted to participate
via email. A total of 10 participants were interested in the study. After that, a list of
people was drawn up, and 6 people out of the interested 10 were randomly selected
so that the members of the list had an equal chance of being selected. All participants
worked at the time with people with addictions except for one participant, who was a
former addiction counsellor, but who had to stop because of the emotional involvement
in working with people with addictions. Using 6 participants in this study was justified
by the principle of data saturation, aiming to capture diverse perspectives until no new
information emerged, while also balancing resource constraints and ensuring an in-depth
exploration of individual experiences within the research context. In the sample, there were
3 nurses (50% of the participants), a project worker, a case manager, and a former addiction
counsellor. Including a former addiction worker who experienced drug relapse but was in
recovery at the time of the interview and no longer working in the addiction field added
valuable insight into the challenges and emotional toll of working in addiction treatment,
highlighting the need for support systems. The choice to include them enhances the
diversity of perspectives within the study, contributing to a comprehensive understanding
of the experiences and dynamics within the addiction treatment field. Four participants
(66.6%) were between 25 and 36 years of age, one participant was in the age range of
46 to 55, and one was between 36 and 45 years of age. Four participants (66.6%) were
female and two were male (33.2%). It was highlighted in the literature how supervision
is an essential prerequisite for avoiding the development of vicarious trauma or negative
emotions. But nevertheless, 50% of the interviewees did not receive regular supervision
from their managers or their jobs, while the other half received regular supervision.
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2.3. Materials and Data Analysis
2.3.1. Materials

Semi-structured face-to-face interviews were used to explore the pertinent topics of
vicarious trauma and vicarious post-traumatic growth while allowing for flexibility and
depth in participant responses. This methodological approach, as advocated by Wengraf
(2001) [24], enables the researcher to navigate between predetermined questions and emer-
gent themes, fostering a dynamic exchange of information. Before initiating the interviews,
questions were developed and piloted by K.N.A and G.D. This collaborative process aimed
to enhance the validity and reliability of the data collection instrument. Conducted in
various locations across the Dublin area, the interviews prioritized participant comfort and
convenience. The researcher adopted a flexible approach to scheduling, accommodating
participants’ preferences regarding time and venue. Such considerations are essential for
establishing rapport and fostering open dialogue, as emphasized by the literature on quali-
tative research methodologies [21]. The interviews, ranging from 30 min to an hour and
a half, were characterized by their open-ended nature and detailed exploration of topics.
Participants were encouraged to share their experiences freely, contributing to the richness
of the qualitative data. This approach aligns with recommendations for conducting semi-
structured interviews, which emphasize the importance of eliciting in-depth responses
while maintaining a conversational tone [22]. While a structured framework provided
a foundation for each interview, the conversational flow was responsive to participants’
narratives and unique contexts. This adaptive approach allowed the researcher to delve
deeper into specific topics of interest, uncovering nuanced insights and perspectives.

2.3.2. Data Analysis

Thematic analysis, as outlined by Braun and Clarke (2006) [25], was employed to
identify patterns and themes within the collected data. The transcription of the interviews
was conducted verbatim, preserving not only the spoken words but also non-verbal cues
and gestures. This meticulous approach to data management ensures the integrity and
reliability of the qualitative findings [21]. Beyond textual scrutiny, considerable attention
was devoted to deciphering non-verbal communication, recognized as a rich reservoir of
information elucidating participants’ emotional states and interpersonal dynamics. This
incorporation of a multimodal analytical lens lent depth and richness to the research out-
comes, uncovering both overt and covert dimensions of the participant experience [22].
This multimodal approach to data analysis enhances the comprehensiveness of the research
findings, capturing both explicit and implicit dimensions of the participant experience.
The analysis of the interviews was conducted iteratively, with themes and patterns iden-
tified through a systematic coding process managed by hand. This iterative approach,
as recommended by Bagnasco et al. (2015), allows for the refinement and validation of
emerging themes, ensuring the robustness of the qualitative analysis [26]. This process
culminated in the identification of overarching themes, which were further distilled into
specific categories, forming the basis of the findings chapter. By adhering to rigorous
methodological practices, the study aimed to capture the depth and breadth of participant
experiences, enriching our understanding of the phenomena under investigation.

2.4. Ethics Form and Consent

Ethical approval was given by the Dublin Business School Psychotherapy Research
Ethics Committee REF: DBS03.18 in line with the Declaration of Helsinki, and all the
participants gave informed consent to take part in the study. Detailed ethics forms were
distributed, and consent was obtained prior to interviews. Participants were informed of
their right to withdraw at any time, and anonymity was guaranteed.

3. Results

During the interviews, participants shared candidly about their experiences working
with individuals facing substance misuse and trauma, yielding rich insights. Thematic
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analysis unveiled four key themes: “Tough Love or Soft Love”—Boundary conflicts; “Small
Wins”—Therapeutic success and relationships; “A System Built Up to Fail You”—Defence
wall; and “The God Complex”—Risk factors. These themes were further explored through
various subthemes, highlighting the complexities of addiction counselling and emphasizing
the importance of anonymity for participant confidentiality (see Table 2). Each theme title
was extracted directly from direct quotes from the participants.

Table 2. Themes and subthemes in findings.

Theme 1 Theme 2 Theme 3 Theme 4

“Tough Love or Soft
Love”—Boundary Conflicts

“Small Wins”—Therapeutic
Success and Relationships

“A System Built Up to Fail
You”—Defence Wall.

“The God Complex”—Risk
Factors

Individual personality and quality
of care

Challenges to build and
maintain relationships Dehumanisation Realistic expectations

Coping mechanisms Clients’ resilience Trauma of the clients and
personal trauma “We are all humans.”

Reconnection “Don’t want to be seen weak” and
reaching the limits Right to self-determination

Theme 1: Boundary Conflicts
A recurrent theme among the participants was that of managing boundaries and their

personal coping mechanisms in an attempt to keep a professional level of relationship with
this particular group of clients. When Sonja, a young woman that worked 11 years in the
field of addiction, talked about her relationships with clients, she stated that “. . . I always
trying to make it relaxed. Say. . . it’s tough love or soft love. . . sometimes you have to balance it. . .”.
Work in the field of addictions has always been highly analysed from the point of view
of relations with the client and boundary management. Constructing a relationship with
clients who have suffered different traumas has been considered by the participants to be
difficult to obtain and maintain, often because the boundaries are too narrow or too soft.
Many participants were very firm on the management of their boundaries, such that the
clients did not even question the existence of strong boundary control:

Sonja: “. . .but that’s why you need to be confident with your boundaries. . . most of staff
is scared of boundaries. . . because they think that boundaries is to put some rules in place. . . if
you are confident. . . and the experience too (. . .) I know the boundaries and the clients know the
boundaries. . . (. . .) I didn’t have to go out shaking the keys and saying I am staff. . . do you know. . .
and I much aware of my boundaries. . .”.

It can be noted, by this contribution, that this participant clearly has her own bound-
aries and does not question her own relationship of transference and countertransference
with the clients.

One of the participants, Clark, who was an addiction counsellor but no longer worked
on the front line with addictions as he suffered a severe “burn out” and had relapsed into
addictions himself, expressed that the following:

Clark: “as the years went on. . . I struggled to manage my relationships with the. . . the
clients. . . um. . . in the beginning. . . um the boundaries (. . .) were set pretty tight. . . I had pretty
good boundaries but then as the years went in. . . and there was a bit of burn out there as well. . .
that. . . I kind found myself to give a bit more about myself. . . do you get me. . . to the clients. . .
um. . . I suppose . . . that is what worked for me. . . I could identify with the staff. . . (. . .) so. . . to
me retrospectively, looking at me. . . I started to give too much about myself and my professional
boundaries. . . slipped. . .”.

Clark admitted during the interview that the main challenge of this field is “(. . .) not
the client himself. . . but your personal boundaries. . .”.

The participants were well aware of the risk of not maintaining boundaries and the
consequences of “. . . letting the boundaries slip” (Clark). In this contribution, it can be clearly
seen that undefined boundaries can put the professional at risk of developing vicarious
trauma, being open to strong emotional empathy.
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Diana, with 12 years working in mental health and addiction departments, explained
the benefit of the limits for the clients themselves. Diana: “you have to keep your boundaries. . .
its important for the clients that you have boundaries. . . because they need them as well as you do. . .
especially in recovery. . . humans always will try to push it and sometimes it’s trying to maintain
that. . .”.

Therefore, from what is reported by the participants, one of the reasons that working
in the field of addictions can be considered difficult and of high risk for the development of
vicarious trauma is because of boundaries and the challenges related to them.

Subthemes of Theme 1: Individual personality and quality of care and
coping mechanisms

In this research, participants described the profile of addiction workers and empha-
sized the importance of qualities beyond professional boundaries for providing quality
care. Peter, with 26 years of experience, attributed his longevity in the field to a blend of
personality and training, maintaining professionalism throughout. Emotional qualities
such as empathy were highlighted by Natasha and Clark, indicating its significance in
forming connections with clients. However, empathy was also recognized as a potential
precursor to vicarious trauma, emphasizing the need for establishing healthy boundaries.
Participants suggested qualities like sincerity, relaxation, and self-worth as essential for
fostering positive relationships with clients. Diana: “I am just very relaxed about everything. . .
(. . .) I am quite appreciable”. These qualities, coupled with self-care practices, were seen as
vital for personal and professional growth.

Regarding coping mechanisms, participants discussed various strategies to mitigate
the impact of work-related stressors. Natasha emphasized self-preservation and self-care:
“I have good bit of a walk on the way home so listen to my music and I don’t talk to anyone. . . that’s
my time. . .”. This underscores the necessity for addiction treatment professionals to have
personal debriefing sessions to alleviate the burdens of the day. Peter advocated for staying
informed and participating in training to combat potential trauma. Although supervision
was not universally available, those who received it praised its value in providing support
and guidance. Natasha said that “. . . We get it (supervision) every six weeks, which is great!
And the manager is fantastic and very supportive. . . and that is so important. . .” and “I have an
amazing support . . . my boss will text me. . . she text me one or twice a week anyway. . .”. However,
Clark, who unfortunately had to step back from the field of addictions for reasons related
to the job itself, stated that “. . . (supervision) in the public sector. . . there is nothing. . . you know
what I mean. . . (. . .) and that contributed towards my. . . decay. . .”.

Maintaining connections with family, friends, and colleagues was another common
coping strategy mentioned by participants, highlighting the importance of strong social
support networks. A significant aspect, moreover, was to switch off when the shift was
over. This has been clearly stated by several participants such as Carol, who confirmed
that “(not bringing work at home) is really important. . . not to have a work phone on and things
like that. . . leaving your work at work. . . and having people that you can hand things over to. . .”.
However, excessive reliance on coping mechanisms, such as emotional dissociation, was
acknowledged as potentially harmful, underscoring the delicate balance required for
maintaining mental well-being in this demanding field. Overworking and taking work
home has been considered a risk factor to develop vicarious trauma. The ability to detach
completely from work, on the contrary, has shown a development in vicarious growth.
Sometimes, the decisions of using a coping mechanism could perhaps be quite extensive,
so much so that, for example, Diana explained that at times, the best way to protect herself
was to forget about the horrific stories that she heard.

Diana “. . . you (i.e., people in general) have no idea the reality of the actual fact of the stories. . .
the horrendous. . . and I will ever. . . and I think I forgot quite of it. . . I forgot as a. . . like a defence
mechanism. . . because I don’t want to remember. . . what she did to her children (talking about a
previous client) . . . it was horrific. . . as defence mechanism I just forgotten about it. . .”.

This defence apparently does not seem to be the healthiest mechanism for the well-
being of the worker and the client, as sometimes the coping mechanisms used are not to be
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considered the best escape routes, because too much detachment from the client and the
emotions can lead to emotional dissociation. Clark’s experience (“I used to have. . . friends. . .
that I used to go with. . . every week. . . I had my identity based on where I worked. . . and. . . I tried
mindfulness. . . I have done early courses in mindfulness but I didn’t really like them. . . felt into a
rope and then it went bigger. . . I read for a long time and then it just stopped. . . everything just
stopped.”) illustrated the challenges of relying solely on coping mechanisms, suggesting the
need for comprehensive support systems to prevent burnout and vicarious trauma.

Theme 2: “Small Wins”—Therapeutic Success and Relationships
Participants emphasized the significance of “small wins” when discussing positive

outcomes in their work with clients who suffer from addiction. They highlighted the
importance of realistic expectations, focusing on incremental progress rather than the
classical ideology of complete abstinence. Carol described positive outcomes as “the small
little thing. . . the small wins. . . um. . . seeing people doing well. . . that’s always my favourite. . .”
or, as Sonja stated, “. . . a small thing can be a positive outcome. . . I don’t expect massively big
things. . . for me positive outcome is like someone turning up to an appointment that he hasn’t
turned up in months. . . that is the success. . .”.

One of the most significant therapeutic successes identified by the participants was
establishing a meaningful relationship with their clients. However, they also acknowledged
the particular challenges inherent in forging such connections. The difficulty stemmed
from the unique nature of relationships that individuals in dependency often have with
others. Despite these challenges, participants actively contemplated methods to attain,
sustain, and foster stable relationships, as revealed in their interviews. Sonja emphasized
the importance of consistency in building these connections:

Sonja: “(. . .) and the thing is that I am very consistent. . . I have built relationship with the
clients because I brought consistency in the relationship with them. . . If you care about someone you
find the way to help them in any capacity. . .”.

Carol expressed that what gives meaning to her work with clients in addiction is her
affinity for working with individuals whom others find challenging to manage: “I like
making relationship with them (the clients).(. . .) those are the things that I hold dear and that gives
me some kind of. . . I guess self-worth. . .”.

Subthemes of Theme 2: Challenges to build and maintain relationships, clients’
resilience, and reconnection

Challenges in maintaining relationships were acknowledged, especially with clients
exhibiting complex needs.

Carol: “(. . .) there are obviously people that are more challenging to connect with. . . or if you
have a particularly needy. . . client. . . he needs a lot of reassurances. . . or need a lot of support and
at time there are people with challenges with unstable personality disorder. . . and they need that
constant kind of reassurance. . . that can be very challenging. . .”.

The interviews revealed that relationships can also be compromised by continuous
exposure to distressing stories and the concurrent presence of severe mental health is-
sues among clients. Despite the difficulties, participants admired the resilience of their
clients, who continue to strive for improvement despite adversity. Natasha: “(. . .) and
those people are trying. And they always try. It’s phenomenal! It’s great.”. Witnessing client
resilience appears to have a positive impact on the participants. Carol further affirmed that
despite the traumas they endure, individuals struggling with addiction can be perceived as
remarkably resilient.

Carol: “some of the women I worked with have experienced domestic abuse, sexual abuse. . .
multiple sexual assault. . . very very traumatic sexual assault . . . under ages. . . you know. . . they
have been through care system . . . have had their own children taken off them. . . and I don’t know
how they survived everything. . . really. . . they are such a completely fragile. . . but the same time
they are so strong. . .”.

Some participants indicated that they have a certain esteem for people with a traumatic
past and wondered whether if they were in the same position, they would be able to be
as strong as their clients. Sonja “I see it every day. . . every day I am at work. . . everyone talks



Psychol. Int. 2024, 6 659

about a trauma that they had. . . you know. . . and I think. . . if I had the trauma that they had. . . I
wouldn’t be surprised to be in the same position that they are. . .”.

It is not surprising that individuals grappling with drug addiction often lose contact
with family, friends, and loved ones. Another aspect highlighted by the research respon-
dents, which they found meaningful in their work, is facilitating the reconnection of clients
with their families and reintegrating them into society. Clark reported “I loved when people
got reconnected with the family” as the main satisfaction in his work. The reconnections with
families, friends, and society was, according to the participants, what could be considered
one of the greatest results that can be obtained in the field of addictions.

For Sonja, reconnection is such an important factor that he repeated it several times in
the interview: “. . . and like I said just to see them back with their family. . . that’s. . . that was the
biggest part for me. . .”.

Clark: “it’s about that reconnection. People talk about recovery. . . which is important. . .
but I think that most of it is from a social interaction. . . our emotional stuff. . . Reconnection with
family. . . is essential”. Overall, participants recognized that therapeutic success often lies
in the accumulation of small victories and the restoration of meaningful relationships
and connections.

Theme 3: “A System Built Up to Fail You”—Defence Mechanisms
Another aspect that could be viewed as a defence mechanism against traumatic

external factors is the metaphorical wall that professionals erect to shield themselves. Many
participants discussed the “system” as a challenging factor and a major source of dislike in
their field. Often, this barrier serves as a solid shield to conceal vulnerabilities and prevent
others from exploiting them. Sonja shared that her approach to work has likely evolved
since the beginning of her career. She acknowledged having a protective mechanism that
she is aware of, which shields her and enhances her sense of safety.

Sonja: “probably I have changed. . . my family would probably say that I changed. . . um. . .
maybe it takes longer for people to know me. . . because I know there is a wall there now. . . and I
much well aware of my wall, and is more a protection wall. . .”.

The bureaucratic system, seen as a barrier to client recovery, drew frustration for the
majority of participants. Carol: “(what I) dislike is around the gaps and the blocks and the
gaps in the services. . . and I think every. . . every health system . . . and every social health system
have spots. . . but if you could design a system to exclude the most vulnerable. . . that would be it.”.
Another participant, Natasha, expressed the same frustration resulting from the blocks of
the system, stating “the system is giving. . . inappropriate resources for their needs. . . because the
system is built up to fail them”.

Subthemes of Theme 3: Desensitization, trauma of the clients and personal trauma,
“Don’t want to be seen weak”, and reaching limits.

Given the empathetic nature of this work, a significant theme emerged regarding
the changes experienced by clinicians in managing their emotions and the continuous
exposure to clients’ traumas. An intriguing shift confirmed by many participants is the
feeling of becoming more desensitized over time. This could be interpreted as an evolution
of the emotional barrier that healthcare professionals often feel compelled to create as a
means of protecting themselves from the traumatic narratives of their clients. Carol: “I
don’t feel affected anymore. . . and it takes a long time. . . and I feel grateful that I don’t get affected
by it anymore”.

Participants highlighted the challenge of maintaining empathy while hearing trau-
matic stories, with Clark suggested that desensitization is inevitable. Clark: “(. . .) whether
you want it to admit it or not. . . you would become desensitized to it (the horrific stories of the
client’s trauma) . . . without. . . you get me. . . in the . . . in the dark humour of the addiction service. . .
its forgotten about when. . . you go home. . .”.

For others, the impact of clients’ trauma on workers was profound, leading some to
hide their own struggles. Clark: “. . .you lose the tools. . . it’s very ego dripping. . . you know. . .
the addiction service. . . you don’t want to seem weak. . . you just want to be seen doing a great job. . .
(pause) bull shit!”.
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Sonja also shared her experience in the field of traumatic stories, and admitted that
you get used to it:

Sonja: “. . . I had a client that have been following me for the last 10 years. . . so I was very
used to his story. . . I heard them and used to them. . . and every time that I hear him something else
comes out even more horrific than I would have ever imagined. . . and I just get used that this is how
is going to be every time. . . I see it every day. . . every day I am at work . . .”.

The type of desensitization of which the participants talked about was not the same
as emotional dissociation. It was not considered by participants as a negative aspect but
simply as a protective aspect. Carol explained her point of view:

Carol: “I think I am desensitized. . . um. . . definitely. . . and I think that would be a word for
lots of people that I would work with um. . . maybe. . . if you are desensitized that’s ok because you
can separate the emotions you know. . . the relationships. . . but you can be desensitized in really bad
ways. . . you know where you are burned out. . . and you stop really to care about. . . you know. . .
even trying with somebody. . . I think that that’s specifically has been difficult. . . especially as a
healthcare professional. . . I think you kinda have to accept things how they are. . . and move on. . .”.

In a field fraught with trauma, workers often encounter situations and emotions that
defy conventional logic and language norms. Despite desensitization, participants shared
the emotional toll of hearing clients’ traumatic stories. Clark recounted the prevalence of
trauma, attributing drug use to a cycle of repeated trauma. Constant exposure to such
stories can lead to feelings of sadness and disillusionment, as expressed by Natasha, who
questioned societal values.

Natasha: “It makes me feel very sad. . . and hearing it over and over again. . . I didn’t realize
that each of those individual had experienced a trauma in their life, until I met each one of them and
each one of them told me story. . . and they were so traumatic. . . each one of them. . . and it’s really
hard to hear. . . over and over again. . . it kind of crushing your faith in society. . . and it is hard to
bring it home either. . . you know at some point you go like ‘enough is enough’. . . you know when
they talk about abuse. . . or whatever . . . is hard to hear it. . .”.

One participant, Diana, particularly emphasized the stark contrast between the har-
rowing reality of listening to traumas firsthand and the public fascination with such stories.
While the firsthand experience of trauma can be deeply distressing, individuals outside
the field often exhibit a curiosity for the most traumatic stories, readily consuming them
through television, newspapers, and daily news reports: “. . .I had to listen to the story of
this particularly lady, who was in addiction, and she had three children who she abused in the most
horrific ways. . . and I had to listen to that a lot. . . (. . .) They were pretty horrible. . . I mean if you
are listening to it especially. . . but you know what make me struggle now? . . . you know in the
newspaper when they write about murders. . . and stuff. . . people love it! They love to watch all
that stuff. . .. Like. . . you have no idea the reality of the actual fact of the stories! the horrendous. . .
(pause). . .”.

The direct exposure to clients’ traumas can be overwhelming, leading to a struggle for
workers who don’t want to appear weak. Clark’s admission that the job “nearly killed me”
underscores the severity of the impact. Participants like Sonja and Diana felt pressure to
maintain composure and resist showing vulnerability, even when facing personal struggles.
Sonja mentioned that a traumatic event happened while at work, and she expressed the
feeling of “getting upset at work” but that she felt that she could not say anything at work
because “I couldn’t show the weakness at work. . . (. . .) I couldn’t ask for support. . . (. . .) my boss
has to move me if I can’t (do my job)”. This persistence, driven by pride and dedication, reveals
a complex interplay between professional expectations and personal well-being, raising
questions about the true cost of resilience in this challenging field.

The pressure to appear strong despite internal struggles revealed a complex dynamic
between personal pride and the well-being of both clients and workers.

Theme 4: “The God Complex”—Risk Factors
Two-thirds of participants identified the presence of a “God Complex” among health

professionals as a prevalent issue. This complex, characterized by a sense of omnipotence
and responsibility beyond one’s role, often leads to burnout, especially in the early stages
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of a career. Clark reflected on his own experience, admitting to feeling elevated above
his duties:

Clark: “I worked with people that unfortunately when they were working in the services their
ego became too big. . . they went out. . . and they are dead now. . . staff members think at time that
they are heroes. . . that can save people all the time. (. . .) For my own experience. . . I think . . .
unconsciously I put myself up to a pedestal. . . and then when I felt. . . my God that was so hard to
get back up. . .”.

This sense of power can lead to unrealistic expectations, with many participants
admitting to initially believing they could “save” or “fix” clients. Natasha acknowledged
her own naivety: “. . . when I was younger and I was hearing those stories (i.e., problems and
traumas) I was more like ‘how can I fix this? I want to fix it right now’.”.

In the working experience of Diana, when she found herself facing three suicides by
clients in a short period of time, she suffered what she calls “a reaching of her limits” and
admitted that she felt in that period responsible for those dead, attaching to herself the
God complex:

Diana: “(. . .) 5 years ago. . . where we had three suicides in a short period of time. . . young. . .
one was particularly young. . . she was only 31. . . and it was just like . . . ‘I can’t do this anymore. . .I
can’t. . . everyone is just fucking dying. . . I can’t do this anymore’. And then I got the ‘god complex’
I was like ‘I could have saved them! (. . .) I should have done something different!’ but obviously I
couldn’t. That was very arrogant for me to think. . .”.

Subthemes of Theme 4: Realistic expectations, “We are all humans”, and right to
self-determination.

Maintaining realistic expectations emerged as a crucial strategy to mitigate the risk of
the God Complex. Carol emphasized the importance of client-centred care and avoiding
personal expectations:

Carol: “(. . .) also I think one thing that you do need to learn is that it is not about you. It
is about the service users. . . a lot of people can come in and say that is a client centred and. . .
service users focused. . . you there to work with the person. . . not for the person. . . just not having
expectation of people. . .”.

Participants also highlighted the need to recognize the humanity of both clients and
workers, acknowledging that everyone is susceptible to addiction and trauma. Peter
suggested that the field of addiction is a particular place to work in and that without
realistic expectations, a worker would not be able to deliver the right care:

Peter: “I was told years ago that. . . and I will always remember, when you are going to
work in addiction, you have to go in knowing that it’s a job where you get far more failure than
successes. I want to help people but without being. . . without having unrealistic expectations”. At
this juncture, he was asked why, despite experiencing at least an 80% failure rate among
clients, he continued to work in the field of addictions. His response was poignant: “Because
that 20% are like diamonds.”.

Sonja emphasized the importance of breaking down barriers between staff and clients:
“I think you have to take that barrier off you of being staff. . . and clients. . . because they will see you
as staff. . . because you are staff. . . you can’t own that over them. . .”. This understanding fosters
a non-judgmental approach, as expressed by Natasha: “not to be judgmental of the person. . .
but just see them the way they are. . .”.

One aspect that all participants agreed upon was the deep understanding that clients
and workers were divided only by different life choices, past traumas, and addiction, and
that, as Sonja expressed, “they are all genuine good people that have been affected by some horrible
instant in their life. . .”. From this theme derives a respect and a non-judgemental behaviour
on the part of the worker. Peter, as well as other participants, expressed the following
idea: “Always make it crystal clear with addicts that people are all the same. Some people fall into
addiction, some people don’t.”.

Additionally, the right to self-determination is a theme that has been seized in setting
the threshold of realistic expectations. Carol was the first participant who mentioned this
right in a direct way:
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Carol: “the person rights to self-determination. . . . I think as healthcare professionals we need
to respect that people are adults and they have the rights to choose what they want to do and. . . they
have the right to drink themselves to death if they want to do that.”.

Sonja repeated the same thought, where forcing people to do anything is out of the
control of the worker’s scope: “the clients have to be wanting to work with you. . .it’s no point to
set up work with a client that doesn’t want to work with you. . . like there is just no point. . . if they
don’t want to be there. . . you can’t force that. . .”.

Peter, with 26 years of experience in addiction, suggests how the worker should work
to achieve success with their own well-being and that of clients: “the smart addiction worker
knows to work with them at the point where they are at, at that point. You may have aspiration
that ‘oh I would love to see him drug free’, but that is not your call . . . your call is based on your
assessment of where they are now and what they need now.”

Overall, participants recognized the risks associated with the God Complex and
stressed the importance of realistic expectations, empathy, and respect for client autonomy
in maintaining a healthy therapeutic relationship.

4. Discussion

The primary aim of this research was to understand the impact of clients’ trauma on
addiction workers, particularly in relation to vicarious trauma and vicarious post-traumatic
growth. Drawing from an extensive international literature, this study explored these
concepts in depth. Through interviews with six participants, four main themes emerged, re-
flecting the research objectives. The analysis revealed a range of emotions and perspectives
among the participants. One significant finding was the profound emotional involvement
experienced by addiction workers, leading to shifts in perspective and cognitive patterns,
which aligns with McCann and Pearlman’s explanation of the negative changes experienced
by those exposed to secondary trauma [27]. Participants acknowledged the importance of
maintaining well-defined boundaries to prevent vicarious trauma and promote vicarious
post-traumatic growth. Despite their dedication to client well-being, a majority expressed
feelings of desensitization, highlighting the complex and challenging nature of therapeutic
relationships [1].

The first theme, “Tough Love or Soft Love—Boundary Conflicts”, revolved around the
complexities of establishing and maintaining boundaries in the context of addiction work.
Addiction workers often find themselves grappling with the balance between compassion
and professionalism, navigating the fine line between offering support and maintaining
appropriate boundaries. The literature highlights the importance of boundaries as essential
for preventing the development of vicarious trauma [28]. Corey’s (1996) delineation of
therapeutic boundaries based on principles of beneficence, non-maleficence, autonomy,
loyalty, and justice serves as a guiding framework for addiction workers [29]. However,
participants in the study emphasized the nuanced nature of boundary-setting, recognizing
the need for flexibility and adaptation in response to individual client needs and therapeutic
contexts. Coping mechanisms such as supervision, self-care, and personal connections
emerged as vital strategies for navigating boundary conflicts and mitigating the risk of
vicarious trauma. This aligns with the literature, as early research by Pearlman and
Saakvitne (1995) had already shown the importance of defence mechanisms for workers [3].
Other studies repeated that self-care strategies including processing with a supervisor,
exercise, and spending time with family were also important mechanisms to decrease
the chances of developing burn out, compassion fatigue, and vicarious trauma [13]. This
theme underscores the intricate dance that addiction workers must perform in negotiating
boundaries, balancing empathy and professionalism to ensure both client well-being and
personal resilience.

The second theme, “Small Wins—Therapeutic Success and Relationships”, explored
the central role of relationships in addiction work and the profound impact of therapeu-
tic success on both clients and addiction workers. Drawing from Freud’s (1895) concept
of transference and countertransference, this theme highlights the intricate dynamics at
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play in client–worker relationships. Successful relationships not only facilitate therapeutic
progress but also contribute to addiction workers’ personal fulfilment and sense of accom-
plishment. However, the theme also underscores the challenges inherent in managing
countertransference, with participants sharing experiences of feeling overwhelmed by
clients’ traumatic experiences [30]. Participants also reported positive outcomes, includ-
ing developing healthy relationships with their clients, feeling gratified by their clients’
resilience, and re-establishing connections between clients and their families and loved
ones. This secondary gratification derived from clients’ resilience has been documented in
previous studies [31,32], highlighting its rewarding nature for addiction workers. Over-
all, the theme emphasizes the profound interplay between therapeutic success, relational
dynamics, and personal fulfilment in addiction work.

The third theme, “A System Built Up to Fail You”—Defence Wall”, delves into the
defence mechanisms employed by addiction workers to cope with the emotional challenges
of their work. Hochschild’s (1983) concept of emotional labour is particularly relevant
here, as addiction workers navigate the tension between authentic emotional expression
and professional expectations [33]. Participants in this study shared experiences of feeling
desensitized to clients’ traumas, highlighting the emotional toll of addiction work. From
the literature and studies, this refers to an excessive mode of detachment from others and
cynicism. It usually occurs as a consequence of emotional exhaustion and, at least initially,
can represent a form of defence [34,35]. Additionally, in alignment with the literature,
the notion of “surface acting” emerged in this study as a coping strategy employed by
some addiction workers to manage their emotions and present a facade of composure [36].
However, this theme also underscores the potential pitfalls of emotional inauthenticity,
with participants acknowledging the toll of suppressing genuine feelings on their well-
being. Overall, this theme highlights the complex interplay between defence mechanisms,
emotional labour, and the risk of vicarious trauma in addiction work.

The fourth theme, “The God Complex—Risk Factors”, delves into the psychological
phenomenon of the “God Complex” among addiction workers, wherein they may uncon-
sciously adopt overly grandiose expectations of their own abilities to save or cure clients.
This complex, also referred to as delusion of omnipotence or superiority complex, can
manifest as a belief that one possesses exceptional powers to intervene in clients’ lives and
overcome any obstacle [37]. Participants’ narratives illustrated instances where they felt an
overwhelming sense of responsibility for their clients’ outcomes, expressing sentiments
such as “I could have saved them!” (Diana). Such unrealistic expectations not only burden
addiction workers with undue pressure but also set them up for disappointment and
emotional distress when they inevitably fall short of these lofty goals. This phenomenon
has also been highlighted in the literature. Pepper (1996) explained that when a healthcare
worker practices outside their boundaries, believing themselves to be ethically superior to
their clients, they jeopardize both the client relationship and their own well-being. This
complex, regarded as countertransference, must be recognized as a potential danger for
therapists [38]. The failure to meet overly high expectations can lead to emotional and
professional decline for the healthcare worker [39].

The origins of the God Complex lie in the inherent desire to exert control and mastery
over challenging situations, particularly in the context of healthcare professions [38]. Ad-
diction workers, faced with the complexities of treating substance abuse and trauma, may
succumb to this temptation to assert their authority and competence beyond reasonable
limits. The consequences of this phenomenon can be profound, leading to emotional
burnout, diminished job satisfaction, and compromised client care [39].

Furthermore, the God Complex poses a significant risk to the therapeutic relationship
between addiction workers and their clients. When addiction workers perceive themselves
as superior or all-powerful, they may overlook the importance of collaboration and mutual
respect in the therapeutic process [39]. Clients may feel disempowered or alienated by
the imposition of unrealistic expectations, undermining the trust and rapport essential
for effective treatment outcomes [40]. Additionally, addiction workers who operate from
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a place of superiority may be less inclined to seek supervision or support, believing
themselves to be beyond the need for guidance or assistance [39].

5. Limitations

The study’s findings may be limited by the self-awareness and self-care mechanisms
exhibited by participants, suggesting that their reactions may be more unconscious than
consciously driven by training. Additionally, the reliance on defence mechanisms and
coping strategies reported by participants often occurs instinctively rather than as a result
of deliberate training. Implementing training programs could potentially alleviate the
emotional burden on workers and foster personal growth. However, the study’s scope
was restricted to six professionals in the Irish addiction field, and the limited time and
number of participants may constrain the generalizability of the findings. Future research
employing mixed methods and involving a broader sample across multiple countries is
recommended to provide more comprehensive insights into the complex dynamics of
vicarious trauma and vicarious post-traumatic growth in addiction workers.

6. Conclusions

In conclusion, this research sheds light on the intricate dynamics of addiction work,
particularly regarding the impact of clients’ trauma on addiction workers. Through in-
depth interviews and a thorough review of the literature, this study has uncovered several
significant themes that provide valuable insights into the experiences and challenges faced
by addiction workers. The findings of this research have important practical implications
for addiction professionals, policymakers, and organizations involved in providing support
and care for individuals struggling with addiction and trauma. First, the identification
of boundary conflicts as a prominent theme highlights the critical importance of estab-
lishing and maintaining clear boundaries in addiction work. Addiction workers must
navigate the delicate balance between compassion and professionalism, recognizing the
need for flexibility and adaptation while prioritizing both client well-being and personal
resilience. Implementing strategies such as regular supervision, self-care practices, and
seeking support from peers can help mitigate the risk of vicarious trauma and promote
healthier therapeutic relationships.

Second, the emphasis on therapeutic success and relationships highlights the central
role of relational dynamics in addiction work. Building strong, supportive relationships
with clients not only facilitates therapeutic progress but also contributes to addiction
workers’ personal fulfilment and sense of accomplishment. However, it is essential to
acknowledge and manage the challenges of countertransference effectively to prevent emo-
tional overwhelm and burnout. By fostering empathy, establishing healthy boundaries, and
prioritizing self-care, addiction professionals can enhance the quality of their therapeutic
relationships and promote positive outcomes for clients.

Moreover, the exploration of defence mechanisms and the God Complex underscores
the need for addiction workers to cultivate self-awareness and humility in their prac-
tice. Recognizing and addressing maladaptive defence mechanisms such as emotional
detachment and the God Complex is crucial for maintaining emotional authenticity and
preventing professional decline. Additionally, organizations should prioritize creating a
supportive work environment that encourages open communication, ongoing training, and
access to resources for self-care and professional development.

Overall, this research highlights the complexity and challenges inherent in addic-
tion work while also offering practical recommendations for enhancing the well-being of
addiction workers and improving the quality of care provided to clients. By addressing
issues such as boundary conflicts, relational dynamics, defence mechanisms, and the God
Complex, stakeholders can work towards creating a more supportive and sustainable
framework for addiction treatment and support services.

Moving forward, future research could delve deeper into the specific strategies and in-
terventions that effectively aid addiction workers in managing their emotional complexities.
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This could involve exploring evidence-based practices for boundary setting and mainte-
nance, such as role-playing exercises or mindfulness techniques tailored to the unique
challenges faced by addiction workers. Furthermore, investigating the long-term impacts
of vicarious trauma on addiction workers’ well-being and job performance could provide
valuable insights into the necessary support systems and resources needed to promote
resilience and prevent burnout. Longitudinal studies tracking addiction workers over time
could offer a nuanced understanding of how their emotional experiences evolve and the
factors that contribute to their ability to cope effectively.

Moreover, assessing the impact of organizational support structures, such as access to
counselling services, debriefing sessions, and peer support groups, on addiction workers’
ability to cope with VT could provide valuable insights into best practices for workplace
interventions. Understanding the barriers to seeking support for VT and identifying
strategies to overcome them could inform organizational policies aimed at promoting
addiction workers’ well-being.

Additionally, investigating the potential for post-traumatic growth among addiction
workers could offer a more holistic understanding of the psychological outcomes associated
with this line of work. Identifying factors that contribute to post-traumatic growth, such as
perceived social support, sense of meaning, and coping strategies, could inform interven-
tions aimed at promoting positive psychological outcomes among addiction workers.

Overall, by integrating a focus on VT into research on addiction workers’ emotional
complexities, future studies have the potential to enhance our understanding of the unique
challenges they face and inform the development of targeted interventions to support
their well-being.

Author Contributions: Conceptualization, K.N.A. and G.D.; methodology, K.N.A.; software, K.N.A.;
validation, K.N.A., A.M.N. and G.D.; formal analysis, K.N.A.; investigation, K.N.A.; data curation,
K.N.A.; writing—original draft preparation, K.N.A. and A.M.N.; writing—review and editing, G.D.;
visualization, K.N.A.; supervision, G.D.; project administration, K.N.A., A.M.N. and G.D. All authors
have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Human Research Ethics Committee of Dublin Business School.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data are contained within the article.

Acknowledgments: This study was conducted as part of a Master’s project at Dublin Business School.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Berman, C.W.; Bezkor, M.F. Transference in Patients and Caregivers. Am. J. Psychother. 2010, 64, 107–114. [CrossRef]
2. Cosden, M.; Sanford, A.; Koch, L.M.; Lepore, C.E. Vicarious Trauma and Vicarious Posttraumatic Growth among Substance

Abuse Treatment Providers. Subst. Abus. 2016, 37, 619–624. [CrossRef]
3. Pearlman, L.A.; Saakvitne, K.W. Trauma and the Therapist: Countertransference and Vicarious Traumatization in Psychotherapy with

Incest Survivors; W.W. Norton & Company: New York, NY, USA, 1995; p. 451.
4. Tedeschi, R.G.; Calhoun, L.G. The Posttraumatic Growth Inventory: Measuring the Positive Legacy of Trauma. J. Trauma Stress

1996, 9, 455–471. [CrossRef]
5. Arnold, D.; Calhoun, L.G.; Tedeschi, R.; Cann, A. Vicarious Posttraumatic Growth in Psychotherapy. J. Humanist. Psychol. 2005,

45, 239–263. [CrossRef]
6. Engstrom, D.; Hernandez-Wolfe, P.; Gangsei, D. Vicarious Resilience: A Qualitative Investigation Into Its Description. Traumatology

2008, 14, 13–21. [CrossRef]
7. Walsh, K.; Resnick, H.S.; Danielson, C.K.; McCauley, J.L.; Saunders, B.E.; Kilpatrick, D.G. Patterns of Drug and Alcohol Use

Associated with Lifetime Sexual Assault among US Women. Am. J. Public Health 2010, 100, 720–727.
8. Bride, B.E.; Hatcher, S.S.; Humble, M.N. Trauma Training, Trauma Practices, and Secondary Traumatic Stress among Substance

Abuse Counselors. Traumatology 2009, 15, 96–105. [CrossRef]

https://doi.org/10.1176/appi.psychotherapy.2010.64.1.107
https://doi.org/10.1080/08897077.2016.1181695
https://doi.org/10.1007/BF02103658
https://doi.org/10.1177/0022167805274729
https://doi.org/10.1177/1534765608319323
https://doi.org/10.1177/1534765609336362


Psychol. Int. 2024, 6 666

9. Coffey, S.F. Trauma and Substance Abuse: Causes, Consequences, and Treatment of Comorbid Disorders; American Psychological
Association: Washington, DC, USA, 2008.

10. Rich, S.L.; Lynch, S.; McKinney, L.; McCauley, E. The Impact of Abuse Trauma on Alcohol and Drug Use: A Study of High-Risk
Incarcerated Girls. J. Child Adolesc. Subst. Abus. 2016, 25, 194–205. [CrossRef]

11. Mathieu, F. Vicarious Traumatization: The Impact on Therapists Who Work with Sexual Offenders. In Handbook of Stress, Trauma,
and the Family; Baker, A.J.L., Heitkemper, L.E., Monahan, P.J., Eds.; Routledge: New York, NY, USA, 2012; pp. 247–263.

12. Farley, M.; Golding, J.M.; Young, G.; Mulligan, M.; Minkoff, J.R. Trauma History and Relapse Probability among Patients Seeking
Substance Abuse Treatment. J. Subst. Abus. Treat. 2004, 27, 161–167. [CrossRef]

13. Killian, K.D. Helping Till it Hurts? A Multimethod Study of Compassion Fatigue, Burnout, and Self-Care in Clinicians Working
with Trauma Survivors. Traumatology 2008, 14, 32–44. [CrossRef]

14. Mols, F.; Vingerhoets, A.J.J.M.; Coebergh, J.W.W.; van de Poll-Franse, L.V. Well-Being, Posttraumatic Growth and Benefit Finding
in Long-Term Breast Cancer Survivors. Psychol. Health 2009, 24, 583–595. [CrossRef]

15. Taku, K. Relationships among Perceived Psychological Growth, Resilience and Burnout in Physicians. Pers. Individ. Dif. 2014,
59, 120–123. [CrossRef]

16. Belfrage, A.; Mjølhus Njå, A.L.; Lunde, S.; Årstad, J.; Fodstad, E.C.; Lid, T.G.; Erga, A.H. Traumatic Experiences and PTSD
Symptoms in Substance Use Disorder: A Comparison of Recovered Versus Current Users. Nord. Alkohol Nark. 2023, 40, 61–75.
[CrossRef]

17. Lambert, S.; Gill-Emerson, M. Childhood Trauma and Substance Misuse: A Review of Prevalence, Risk Factors, and Implications
for Treatment. J. Subst. Use 2017, 22, 416–425.

18. Fahy, A. The Unbearable Fatigue of Compassion: Notes from a Substance Abuse Counselor Who Dreams of Working at Starbuck’s.
Clin. Soc. Work J. 2007, 35, 199–205. [CrossRef]

19. Bober, T.; Regehr, C. Strategies for Reducing Secondary or Vicarious Trauma: Do They Work? Brief Treat. Crisis Interv. 2005, 5, 1–9.
[CrossRef]

20. Huggard, P.; Law, R.; Newcombe, D. Vicarious Trauma and Posttraumatic Growth in Addiction Professionals: Qualitative
Research on the Impact of Working with Trauma. J. Subst. Use 2017, 22, 542–547.

21. Richards, L.; Morse, J.M. Readme First for a User’s Guide to Qualitative Methods, 3rd ed.; Sage Publications: Thousand Oaks, CA,
USA, 2013.

22. Sandelowski, M. Sample size in qualitative research. Res. Nurs. Health 1995, 18, 179–183. [CrossRef]
23. Curtis, L.; Moriarty, J.; Netten, A. The Expected Working Life of a Social Worker. Br. J. Soc. Work 2010, 40, 1628–1643. [CrossRef]
24. Wengraf, T. Qualitative Research Interviewing: Biographic Narrative and Semi-Structured Methods; Sage: Thousand Oaks, CA, USA, 2001.
25. Braun, V.; Clarke, V. Using Thematic Analysis in Psychology. Qual. Res. Psychol. 2006, 3, 77–101. [CrossRef]
26. Bagnasco, A.; Tolotti, A.; Rosa, F.; Torre, G.; Sasso, L. The Methodological Support in the Qualitative Research: A Focus on the

NVivo Software. Nurse Educ. Today 2015, 35, e1–e4. [CrossRef] [PubMed]
27. McCann, L.; Pearlman, L.A. Vicarious Traumatization: A Framework for Understanding the Psychological Effects of Working

with Victims. J. Trauma Stress 1990, 3, 131–149. [CrossRef]
28. Donaldson-Pressman, S.; Pressman, R.M. The Narcissistic Family: Diagnosis and Treatment; Jossey-Bass: San Francisco, CA, USA, 1997.
29. Corey, G. Theory and Practice of Counseling and Psychotherapy, 5th ed.; Thomson Brooks/Cole Publishing Co: Belmont, CA, USA, 1996.
30. Hafkenscheid, A. Event Countertransference and Vicarious Traumatization: Theoretically Valid and Clinically Useful Concepts?

Eur. J. Psychother. Couns. Health 2005, 7, 159–168. [CrossRef]
31. Grant, L.; Kinman, G. Emotional Resilience in the Helping Professions and How It Can Be Enhanced. Health Soc. Care Educ. 2014,

3, 23–34. [CrossRef]
32. Nugent, N.R.; Sumner, J.A.; Amstadter, A.B. Resilience after Trauma: From Surviving to Thriving. Eur. J. Psychotraumatol. 2014,

5, 25339. [CrossRef]
33. Hochschild, A. The Managed Heart: Commercialization of Human Feeling; University of California Press: Berkeley, CA, USA, 1983.
34. Schauben, L.J.; Frazier, P.A. Vicarious Trauma: The Effects on Female Counselors of Working with Sexual Violence Survivors.

Psychol. Women Q. 1995, 19, 49–64. [CrossRef]
35. Robinson, J.R.; Clements, K.; Land, C. Workplace Stress among Psychiatric Nurses. J. Psychosoc. Nurs. Ment. Health Serv. 2003,

41, 32–41. [CrossRef]
36. Rafaeli, A.; Sutton, R.I. Expression of Emotion as Part of the Work Role. Acad. Manag. Rev. 1987, 12, 23–37. [CrossRef]
37. Hammer, R. The God Complex. Acad. Med. 2012, 87, 775. [CrossRef]
38. Pepper, R.S. The Omnipotent Clinician: A Potential Source of Iatrogenesis. J. Contemp. Psychother. 1996, 26, 287. [CrossRef]
39. Maslach, C.; Leiter, M.P. Understanding the Burnout Experience: Recent Research and Its Implications for Psychiatry. World

Psychiatry 2016, 15, 103–111. [CrossRef] [PubMed]
40. Lundin, R.W. Alfred Adler’s Basic Concepts and Implications; Routledge: New York, NY, USA, 2015.

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1080/1067828X.2015.1007197
https://doi.org/10.1016/j.jsat.2004.06.006
https://doi.org/10.1177/1534765608319083
https://doi.org/10.1080/08870440701671362
https://doi.org/10.1016/j.paid.2013.11.003
https://doi.org/10.1177/14550725221122222
https://doi.org/10.1007/s10615-007-0094-4
https://doi.org/10.1093/brief-treatment/mhj001
https://doi.org/10.1002/nur.4770180211
https://doi.org/10.1093/bjsw/bcp039
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1016/j.nedt.2015.01.017
https://www.ncbi.nlm.nih.gov/pubmed/25660266
https://doi.org/10.1007/BF00975140
https://doi.org/10.1080/13642530500183804
https://doi.org/10.11120/hsce.2014.00040
https://doi.org/10.3402/ejpt.v5.25339
https://doi.org/10.1111/j.1471-6402.1995.tb00278.x
https://doi.org/10.3928/0279-3695-20030401-12
https://doi.org/10.2307/257991
https://doi.org/10.1097/ACM.0b013e31825359be
https://doi.org/10.1007/BF02307591
https://doi.org/10.1002/wps.20311
https://www.ncbi.nlm.nih.gov/pubmed/27265691

	Introduction 
	Materials and Methods 
	Rationale for Using Qualitative Methods 
	Methods 
	Materials and Data Analysis 
	Materials 
	Data Analysis 

	Ethics Form and Consent 

	Results 
	Discussion 
	Limitations 
	Conclusions 
	References

