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Abstract
Vitality is an understudied protective mechanism within the psychotherapy literature. This study explored the impact of 
vitality on the relationship between a counselor’s past traumatic experiences on their compassion fatigue. The sample con-
sisted of 113 licensed counselors from a variety of disciplines (e.g., social workers, professional counselors, and marriage 
and family therapists) and represented an international sample. Findings showed that vitality is significant as a protective 
mechanism for the development of compassion fatigue for counselors with a history of trauma. The ego depletion hypothesis 
is provided as a context to describe this relationship and the role vitality plays. Implications for the practicing clinician are 
provided within this context.
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The professional life of a mental health counselor is not rou-
tine, linear, nor consistent. The array of clients a counselor 
encounters across their career is vast, with clients bringing 
forth a variety of experiences (Knight 2015; Lawson 2007; 
Rosenberg and Pace 2006) and emotions (Hensel et al. 2015; 
Thompson et al. 2014). While clinicians often bring hope, 
energy, empathy, and life to the individuals and families they 
work with (Skovholt 2012), counselors frequently experi-
ence exhaustion and emotional depletion through their inter-
actions with clients (Sadler-Gerhardt and Stevenson 2012; 
Figley 2002). Over time, this work with clients takes a toll 
on the vitality (i.e., the energy available to oneself; Ryan and 
Deci 2008), rigor, and effectiveness of the therapeutic work 
(McKim and Smith-Adcock 2014; Craig and Sprang 2010; 
Figley 1995, 2002). The exhaustion and emotional depletion 
counselors may experience can also impact their self-esteem 
and self-perceptions (Lawson et al. 2007). These personal 

and therapeutic difficulties are likely to lead to the develop-
ment of compassion fatigue.

Compassion fatigue is a consequence of caring for others 
and is a form of caregiver burnout from encountering the 
consistent suffering of others (Figley 2002). Compassion 
fatigue contrasts with typical burnout because of the asso-
ciated feelings of helplessness and confusion, compounded 
with a greater sense of isolation from supports (Figley 
2002). While research has found inconsistencies in the 
symptomology of therapists and the impact their past has on 
current symptoms (Adams et al. 2001; Dunkley and Whelan 
2006), more recent investigations suggest that counselors’ 
past trauma does affect current wellbeing and clinical work 
(Hensel et al. 2015; Williams et al. 2012). Clinicians with a 
history of trauma may be at an increased risk for compassion 
fatigue (Hensel et al. 2015). Figley and Figley (2017) more 
recently developed a model of compassion fatigue resilience 
and found that there are a variety of protective factors that 
may prevent or alleviate compassion fatigue. Vitality is the 
positive feeling of being alive and energetic (Ryan and Fred-
erick 1997) and has been noted as a fundamental mechanism 
to cope with life’s challenges (Rozanski 2005). Given that 
counselors with traumatic pasts may gravitate towards the 
helping profession, they must possess an inner strength, or 
resilience, pushing and motivating them toward their con-
tinued professional pursuit. A sense of energy, or vitality, 
may be the catalyst for this continued motivation towards 
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professional practice and a potential mechanism to decrease 
the negative impact of clinical work. Within the compassion 
fatigue resilience model (Figley and Figley 2017), subjec-
tive vitality is therefore assumed to be positively associated 
with a sense of satisfaction and self-care while manifest-
ing in practice as empathic ability and a sense of perceived 
autonomy (Deci and Ryan 1987).

Vitality is a subjective experience based on one’s under-
standing of the self as autonomous, competent, and engaged 
(Ryan and Deci 2008). Vitality as a subjective state, is a 
source of energy a counselor feels (Ryan and Deci 2008). 
To be a mental health clinician, one must summon up the 
energy to be focused while engaging with clients on a recur-
rent basis. A counselor must also be able to maintain energy 
throughout the session to be mindful, present, and regulated. 
Ultimately, perceived subjective vitality reflects individual’s 
well-being (Ryan and Frederick 1997; Ryan et al. 2010). It 
is the feeling of being really “alive,” and the opposite of 
feeling drained.

Research tends to focus on negative effects that affect 
human behaviors; however, the field of positive psychol-
ogy has prompted a resiliency-based examination of psy-
chological processes (Seligman 2008). Using a strengths-
based approach, vitality is a mechanism that may contribute, 
in part, to counselors’ ability to continue providing focus, 
attention and empathy to difficult cases, and, may serve as 
a protective factor against a counselor’s susceptibility to 
compassion fatigue. To date, little scholarship, has focused 
on these buffering effects of vitality between a counselor’s 
experiences with personal trauma and their perceived com-
passion fatigue. Such research may help stem-the-tide and 
allow clinicians who have a history of trauma to work more 
effectively with and for the clients they serve. Therefore, the 
purpose of this study, is to investigate vitality as a protective 
mechanism to the relationship between a counselor’s history 
of trauma and compassion fatigue.

Literature Review

The Influence of Trauma on Compassion Fatigue

We are all a product of our history. Past experiences impact 
future wellness in many ways (Elliott and Guy 1993; Thom-
ason and Marusak 2017). With counselors, it is through 
experiences with clients, that the past can be brought to the 
surface when triggered in therapy sessions through transfer-
ence and counter-transference (Sharpless and Barber 2015). 
Counselors battle with internal struggles that may be exac-
erbated when they work with people with trauma (Ghahra-
manlou and Brodbeck 2000; Pearlman and Mac Ian 1995; 
Thompson et al. 2014; VanDeusen and Way 2006). These 
internal struggles may reflect past emotions and feelings as 

a result of a counselor’s personal experiences dealing with 
similar stressors or experiences. Working with clients with 
a similar past can further intensify emotions and feelings 
within the counselor (Follette et al. 1994). This counter-
transference experience of the clinician’s trauma projected 
on to the client’s experiences can impact the therapeutic and 
clinical work; potentially creating withdrawal, boundary 
issues, and other vulnerabilities in the therapeutic process 
(Canfield 2005). Specifically, emotional boundary issues 
may develop, where a counselor may not know when their 
emotions and feelings are their own, an over identification 
with the client’s experience and related emotions, and, as a 
result, the counselor may struggle with distinguishing their 
emotions from their client’s emotions (Zepf and Hartmann 
2008). Counselors carrying their own afflictions may find 
it difficult to differentiate between being empathetically 
engaged and experiencing countertransference. This line 
may easily be crossed. It is through this dichotomy of coun-
ter-transference and empathetic engagement that compassion 
fatigue may emerge.

Clinicians bring their experiences with them to sessions 
(Figley 1995). It is not uncommon for a counselor’s inter-
est in this profession to derive from past experiences and 
many therapists may gravitate towards the field of social 
services due to traumatic experiences from their past (Esaki 
and Larkin 2013). These traumatic experiences can lead cli-
nicians to work with a specific population because of their 
own history. Interacting with clients that trigger personal 
experiences further prompt counter-transference in the 
therapeutic relationship (Dunkley and Whelan 2006; Hen-
sel et al. 2015; Nelson-Gardell and Harris 2003), potentially 
compounding the counselor’s emotions and feelings related 
to the client experiences (Valent 2002). Interest in helping 
others, focused empathy, and intense compassion may trig-
ger a counselor to become compassion fatigued (Figley and 
Figley 2017).

Perceived Subjective Vitality and Compassion 
Fatigue

Ancient Native American teachers revealed to their healers 
that, “each time you heal someone, you give away a piece 
of yourself, until, at some point, you will require healing” 
(Stebnicki 2007, p. 317). Counselors are healers. During a 
therapy session, clinicians provide safety, connection, empa-
thy, reflection, non-judgement, all of which are imperative 
for the healing process. These healing abilities take energy. 
Vitality then, is the energy summoned by counselors, despite 
the presence of negative emotions and experiences, to con-
tinue to do therapeutic work with clients. Vitality is both a 
process and a product (Ryan et al. 2010), meaning that vital-
ity can be developed and is the result of intentional invest-
ment. Perceived vitality in one’s daily functioning is related 
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to wellbeing, self-esteem and satisfaction of life (Ryan and 
Frederick 1997). Likewise, vitality can also be a result of 
being mindful (Brown and Ryan 2004; Canby et al. 2015; 
Grossman et al. 2004). Subjective vitality is shown to relate 
to one’s sense of agency, self-actualization and personal 
well-being, and is an indicator of a person’s health of spirit 
(Ryan and Frederick 1997). Additionally, vitality is related 
to motivation, both intrinsic and extrinsic (Nix et al. 1999), 
and this may have an impact on one’s experiences of being 
either drained, depleted, or conversely, feeling alive or hav-
ing vitality.

Perceived subjective vitality can be considered the antith-
esis of compassion fatigue, or a compassion fatigue resil-
ience mechanism. Vitality is energy sustained, rather than 
compassion fatigue being the depletion of caring energy. 
Ryan and Frederick (1997) described vitality as a specific 
psychological experience of possessing enthusiasm and 
spirit. Vitality, as a subjective self-construal, may also be 
related to a perspective shift. In many cases, moods are more 
important than events in determining perspective, and one’s 
mood determines whether they may enjoy a particular event, 
or not (Thayer 2001). Mood systems reflect vitality, which 
reflects one’s physical and psychological wellbeing (Thayer 
2001). Therefore, vitality is a mechanism by which a coun-
selor may begin to establish and utilize coping skills. The 
opposite may also be true. If a sense of one’s vitality and 
energy are deficient, coping through life and work stressors 
may be extra challenging. This relationship between vital-
ity and compassion fatigue, and the impact of the absence 
of vitality, could potentially further predispose a counselor 
towards compassion fatigue.

People vary in their subjective experience of vitality as 
a consequence of life situations, either physical influences 
(illness and exhaustion) and psychological factors (being 
complimented, finding a partner), and because of this, fluc-
tuations in energy are common, not only as a component of 
general illness, but also as an aspect of psychological well-
being (Ryan and Frederick 1997). To our knowledge, there 
has been an absence of research that has explored perceived 
subjective vitality with mental health clinicians, so under-
standing the function of such self-perceptions as it relates to 
a mental health counselor’s experience with personal trauma 
and compassion fatigue is needed.

Compassion Fatigue

The concept of compassion fatigue was introduced in the 
literature to explicitly address the struggle and strain of 
caregiving on the caregiver (Figley 1995, 2002). Although 
the term compassion fatigue was not fully defined at the 
time, it has now been studied as it relates to a variety of 
helping professions, specifically mental health counselors 
(Figley 2002; Thompson et al. 2014). Compassion fatigue 

describes the fatigue of the empathic and compassionate 
work that encompasses being a counselor. In the systems 
literature compassion fatigue and its related concepts have 
been referred to as systemic traumatic stress (Goff and 
Smith 2005), implying the relational aspect to catching 
the trauma. The symptoms of compassion fatigue parallel 
many of the symptoms of PTSD, such as anxiety, depres-
sion, withdrawal, avoidance, exhaustion, preoccupation 
with trauma, self-harm, and suicidal thoughts (Bride et al. 
2007; Figley 2002). Compassion fatigue can include expe-
riencing the client’s traumatic event and thus avoidance of 
reminders of the client and their traumatic event (Figley 
2002). Therefore, compassion fatigue is a byproduct of 
the journey therapists experience as they walk along the 
path of suffering with their clients. Compassion fatigue is 
described as the combination of burnout and secondary 
traumatic stress (Figley 2002; Stamm 2002, 2010). Figley 
and Figley (2017) stress that compassion fatigue originates 
as a self-monitoring deficit in clinician’s interactions with 
clients. This lack of self-monitoring results in a build up of 
secondary traumatic stress that is moderated by clinician’s 
memories of past trauma, their accumulative exposure to 
other’s suffering, as well as their own unanticipated expo-
sures to direct sources of stress.

Literature in this field has shed light on the occurrence 
of mental health counselors manifesting compassion 
fatigue symptoms (Figley 1995; Canfield 2005; Devilly 
et al. 2009; Craig and Sprang 2010). The extant research 
has explored a variety of factors that may be further 
impacting a clinician’s experience with compassion fatigue 
such as engaging in self-care practices (Venart et al. 2007; 
Thompson et al. 2014), the impact of workplace environ-
ments, including coworker supports (Knudsen et al. 2008; 
Thompson et al. 2014) and supervisor supports (Knud-
sen et al. 2013). Additionally, length of time engaging 
in practice as a counselor has been found to impact com-
passion fatigue, with younger therapists reporting higher 
burnout than more seasoned counselors (Craig and Sprang 
2010). Given the probability and prevalence of compassion 
fatigue among clinical professionals, counselors also need 
to be aware of their own personal histories of trauma and 
how these histories may compound the effects of compas-
sion fatigue (Williams et al. 2012). More recently, Figley 
and Figley (2017) have proposed a compassion fatigue 
resilience model (CFRM) to understand the risk factors 
associated with compassion fatigue as well as the protec-
tive factors for compassion resilience. According to their 
model, a counselor that has higher compassion fatigue 
resilience is more likely to endure the suffering of clients. 
Subsequently, we propose that perceived subjective vital-
ity may operate as a compassion fatigue resilience mecha-
nism in counselor’s interactions with clients.
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The Moderating Role of Perceived Subjective Vitality

Within the work environment, there are a variety of stress-
ors and demands that impact feelings and functioning, and 
thus, one’s vitality. Counselors experience burnout further 
with the demands of therapeutic work, which include long 
periods of inactivity, paperwork, large caseloads, and their 
perceived autonomy in their work and practice (Lent and 
Schwartz 2012; Thompson et al. 2014). Researchers have 
remarked on the importance of vitality in understanding 
motivation and wellness (Nix et al. 1999; Ryan and Fred-
erick 1997; Rozanski 2005). Previous studies have found 
that vitality may be an important protective factor towards 
wellness (Ryan and Frederick 1997). Though vitality has 
not been explored directly with counselors, studies show 
that there is a positive relationship between vitality and self-
esteem, self-actualization and personal wellbeing (Ryan and 
Frederick 1997; Van Dierendonck 2004). Vitality then is an 
important variable to consider with counselors due to the 
paradoxical experiences of why some counselors are able 
to sustain in their profession, and not succumb to compas-
sion fatigue, and why other counselors are not. Vitality is a 
potentially important variable to explore that may impact 
counselors’ susceptibility to compassion fatigue, especially 
among those with a traumatic past.

Limited research has placed emphasis on protective 
mechanisms, such as vitality, that could offset the rela-
tionship between trauma and compassion fatigue. Vitality 
is complex and requires further exploration to understand 
more fully its impact on counselors and their compassion 
fatigue. One hypothesis that may describe the importance 
of vitality and its impact on compassion fatigue is the ego 
depletion hypothesis (Baumeister et al. 1998). Derived from 
Freud’s work on the psychic energy available to the self, 
Freud explored energy within his patients and described that 
a patient’s energy was drained by conflicts and repression 
(Freud 1923; Ryan and Deci 2008). Ryan and Deci (2008) 
further described that the ego depletion hypothesis suggests 
that self-regulation is a muscle, and that regulation requires 
work to modulate emotions and feelings. Baumeister et al. 
(1998) argued that humans have a limited ability for choices. 
Self-regulation and self-control require energy and regula-
tion of behavior requires energy that is depleted by this 
effort. We may have desires for certain acts or decisions; 
however, we are not able to act on everything we wish. 
They posit that constant engagement in self-regulation 
and self-control, are depleting and result in ego depletion 
(Baumeister et al. 1998).

Applying this model to counselors provides a rationale 
and possible explanation for why counselors with a past 
history of trauma may encounter increased susceptibility 
for compassion fatigue. Counselors engage with clients 
in an intimate setting. This intimate setting requires that 

the counselor is vulnerable with their emotions in order 
to engage in empathetic attunement with the client. It is 
through this empathetic attunement that emotions and feel-
ings on the part of the counselor, described as counter-trans-
ference, may arise. Counselors must be in constant attune-
ment with themselves to regulate their own emotions and 
feelings, differentiating them from the client’s emotions and 
feelings. Counselors engaging in constant regulation of the 
mind and body in therapy sessions, checking in with them-
selves, moment-by-moment, modulating and suppressing 
feelings, may be entangled in the energy depletion behavior, 
increasing susceptibility to compassion fatigue.

The purpose of the present study is to investigate whether 
vitality moderates the relationship between a clinician’s 
trauma history and compassion fatigue, both burnout and 
secondary traumatic stress. Though there are a variety of 
defenses (i.e., physical activity, journaling, family support, 
personal counseling, among others) counselors possess that 
may be impactful in decreasing compassion fatigue, this 
study examines the role of vitality as a protective factor for 
counselors with a history of personal trauma and the impact 
on compassion fatigue.

The Current Study

This study examined the impact of vitality on a counselor’s 
experience of compassion fatigue. Additionally, counselor’s 
vitality was examined as a moderator between a counselor’s 
personal history of trauma and their experience of compas-
sion fatigue. Based on review of the literature, we hypoth-
esized that:

H1 Trauma would positively impact compassion fatigue 
(burnout and secondary traumatic stress)

H2 Vitality would show a negative relationship with com-
passion fatigue (burnout and secondary traumatic stress)

H3 Vitality would moderate the relationship between past 
and recent trauma and compassion fatigue (burnout and sec-
ondary traumatic stress)

Method

Participants

Participants were recruited through email with a link to an 
online survey. Local and national professional association 
listservs were utilized to elicit participation (e.g., American 
Association of Marriage and Family Therapy [AAMFT], 
National Counsel of Family Relations [NCFR], and the 
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American Counseling Association [ACA]). In the recruit-
ment email we requested that recipients forward the email to 
others that may be interested in participating. Upon interest 
in participating, in accordance with the Institutional Review 
Board (IRB) ethics committee standards, participants were 
provided informed consent and acknowledged their consent 
before participating in the online survey.

The sample consisted of 113 counselors, with the major-
ity of therapists living within the United States (91%) and 
the remaining 9% living outside of the United States (e.g., 
Italy, Beirut, United Arab Emirates, France, India, Iran, 
New Zealand, Brazil). Participants were predominately 
female (77%), their ages ranging between 24 and 76 years 
of age (Mage=44.06, SD= 13.83), and the majority identi-
fying as non-Hispanic white (69%), with the next largest 
demographic group identifying as Hispanic/Latina(o) (16%). 
Several licensures were represented in the sample, with 
licensed Marriage and Family Therapists representing nearly 
half of the sample (47%). Almost half of the counselors 
(40%) reported that they are in private practice. Counselors 
reported an average of 11.15 years of practice experience, 
they worked 35.81 h per work week on average, and had an 
average a caseload of 17.06 clients. Descriptive statistics, 
associated alpha levels (Cronbach’s α), and a correlation 
matrix of main analytic variables are found in Table 1.

Procedure

Using an online survey format, subjects took a 140-ques-
tion survey. We utilized online survey data with prior 
studies comparing online survey formats to written survey 
formats having shown minimal differences in participants’ 
responses to questions (Beck et al. 2014). Moreover, some 
have reported that responses on more sensitive questions, 
such as trauma, observe less social desirability bias (Wang 
et al. 2005). Participants were asked to respond to ques-
tions assessing professional quality of life, attention and 
awareness, vitality, past experiences and well-being. This 

study focused specifically on past experiences, vitality and 
professional quality of life.

Measures

Childhood Trauma

The Childhood Trauma Questionnaire (Pennebaker and 
Susman 2013) was used to assess for therapist’s history of 
traumatic experiences. This questionnaire uses two meas-
ures, with a total of 13 main questions. The first measure is 
a past traumatic events scale (i.e., a traumatic experience 
before the age of 17) which includes 6 questions about 
past traumatic events. Participants reported an average of 
2.11 (SD= 1.53) traumatic experiences before the age of 
17. The second measure is a recent traumatic events scale 
(i.e., a traumatic experience within the last 3 years) and 
included 7 questions about recent traumatic events. Par-
ticipants reported an average of 1.87 (SD= 1.20) traumatic 
experiences within the past 3 years. Example questions 
include: prior to the age of 17, did you have a traumatic 
sexual experience (raped, molested, etc.)? and Within the 
past 3 years, did you have a traumatic sexual experience 
(raped, molested, etc.)? Questions yielded a yes or no 
response.

Professional Quality of Life Scale (ProQOL)

The Professional Quality of Life Scale (Stamm 2010) was 
used to measure compassion fatigue (burnout and sec-
ondary traumatic stress). The original measure includes 
30 questions that assessed burnout, secondary traumatic 
stress, and compassion satisfaction. Only the burnout and 
secondary traumatic stress subscales were used. Questions 
from this scale are presented on a 5-point-likert-scale, 
from never (1) to very often (5). The burnout subscale 
included 10 questions (sample item: “I feel overwhelmed 
because my caseload seems endless”). These ten items 
were summed to reflect higher composite scores of burn-
out (Cronbach’s α = .79). Counselors in this study reported 
an average score of 21.35 (SD = 5.29) for burnout. The 
secondary traumatic stress subscale utilized 10 questions 
(sample item: “I find it difficult to separate my personal life 
from my life as a helper”). These ten items were summed 
to reflect higher composite scores of secondary traumatic 
stress (Cronbach’s α = .81). Therapists reported an aver-
age score of 21.57 (SD= 5.32) for secondary traumatic 
stress. The psychometric properties of the Professional 
Quality of Life Scale have been widely researched and 
have shown both high internal consistency and convergent 
validity (Stamm 2010).

Table 1  Descriptive statistics and correlations among primary study 
variables

*p < .05; **p < .01; ***p < .001

Variable 1 2 3 4 5

1. Past trauma –
2. Recent trauma .30** –
3. Vitality .07 − .16 –
4. Burnout .02 .07 − .71** –
5. Secondary traumatic stress .11 .08 − .33** .70** –
M 2.11 1.87 4.38 21.51 21.57
SD 1.53 1.20 1.22 5.34 5.32
α .89 .79 .81
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Subjective Vitality Scale (VS)

The Subjective Vitality Scale was used to assess counse-
lors’ subjective feelings of being alive and energetic (Ryan 
and Frederick 1997). One cannot directly measure energy 
available to the self, so vitality is explored as a subjective 
variable. This 7-item scale assesses clinicians state of feeling 
energy using a six-point Likert scale, from not at all true (1) 
to always true (5) (Ryan and Frederick 1997). Studies have 
shown this scale to be psychometrically sound (Cronbach’s 
α = .84) (Bostic et al. 2000; Ryan and Frederick 1997). Sub-
jective vitality scores have shown good psychometric prop-
erties including internal consistency and convergent valid-
ity (Ryan and Frederick 1997). Responses were summed to 
reflect high composite scores of subjective vitality (Cron-
bach’s α = .89). Counselors in this study reported an average 
vitality score of 4.35 (SD= 1.29).

Data Analysis Strategy

Preliminary Data Analysis

Prior to conducting the main analyses, preliminary analyses 
were conducted to assess for outliers and missing data using 
SPSS v.23.0. The missing was less than 5% for any item, and 
there were no evident patterns in the missing data observed. 
We addressed the missing data by using a chained imputa-
tion approach (Allison 2002). Following this, descriptive 
statistics, alpha level reliabilities (Cronbach α) and a bivari-
ate correlation matrix were examined (see Table 1). Based 
on the designed parameter ranges for variance inflation fac-
tor (VIF ≤ 10) and tolerance (> 0.2) (Field 2013), there were 
no observed issues of multicollinearity and univariate skew 
and kurtosis were within normal distribution ranges.

Main Analytic Procedures

Main analytic procedures were carried out using SPSS v. 
23.0. Multiple linear regression analyses were used to assess 
the direct influence of past and recent trauma on compas-
sion fatigue, both burnout and secondary traumatic stress. 
Potential controls such as gender, age, and years in practice 
were assessed due to previous findings having shown these 
variables as significant covariates with main analytic vari-
ables (Craig and Sprang 2010; Killian 2008; Thomas and 
Otis 2010). Significant relationships were not found with the 
main analytic variables. Therefore, these were not retained 
as controls for subsequent analyses.

The first multiple linear regression analyses (see 
Table 2) assessed the direct influence of past and recent 
trauma with burnout (Block 1). Block 2 then incorporated 
the moderating effect of vitality on past and recent trauma 

on burnout. Significant interaction effects were plotted 
using Preacher’s online utility (Preacher et al. 2006). The 
second multiple linear regression analyses (see Table 3) 
assessed the direct influence of past and recent trauma on 
secondary traumatic stress (Block 1). Block 2 incorporated 
the moderating effect of vitality on past and recent trauma 
on secondary traumatic stress. Again, significant interac-
tion effects were plotted using Preacher’s online utility 
(Preacher et al. 2006).

Table 2  Predicting burnout (N  = 113)

*p < .05; **p < .01; ***p < .001

β SE R2 ΔR2

Past trauma
 Block 1 .49 .49***
  Past trauma .07 .24
  Vitality − .70*** .29

Block 2 .52 .03**
 Past trauma .89 .24
 Vitality − .70*** .28
 Past trauma × vitality − .17** .20

Recent trauma
 Block 1 .47 .78***
  Recent trauma .001 .31
  Vitality − .69*** .29

 Block 2 .50 .03**
  Recent trauma .01 .30
  Vitality − .73*** .29
  Recent trauma × vitality − .18** .23

Table 3  Predicting secondary traumatic stress (N = 113)

*p < .05; **p < .01; ***p < .001

β SE R2 Δ  R2

Past trauma
 Block 1 .13 .13**
  Past trauma .13 .31
  Vitality − .34*** .37

 Block 2 .19 .06**
  Past trauma .15 .30
  Vitality − .34*** .36
  Past trauma × vitality − .24** .25

Recent trauma
 Block 1 .11 .11**
  Recent trauma .04 .40
  Vitality − .33*** .37

 Block 2 .13 .02
  Recent trauma .05 .40
  Vitality − .36*** .38
  Recent trauma × vitality − .14 .31
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Results

Descriptive statistics and bivariate correlations for the vari-
ables used in these analyses are reported in Table 1. Before 
conducting hypothesis testing, descriptive statistics were 
computed on measures of traumatic events, vitality, and 
compassion fatigue—both burnout and secondary traumatic 
stress. Correlations were observed between recent and past 
trauma, as well as between burnout and vitality (all correla-
tions were at p < .01).

Main Analyses

Separate block analyses were conducted for both past and 
recent trauma on compassion fatigue, both burnout and sec-
ondary traumatic stress, when moderated by vitality. Our 
first goal was to examine the direct effects of past trauma on 
burnout, moderated by vitality. Standardized beta weights 
are presented. Results indicate that past trauma did not have 
an effect on burnout (β = .07, p = .29); however, vitality 
negatively predicted burnout (β = − .70, p < .001). In Block 
2, past trauma continued to have no effect on burnout, with 
vitality holding constant (β = − .70, p < .001). The interac-
tion term of vitality moderating past trauma was added in 

Block 2 as well (see Table 2). Results show significant mod-
eration was present (β = − .17, p < .001) (see Fig. 1), mean-
ing that vitality buffers the effect of past trauma on levels 
of burnout.

Next, the effects of both recent trauma and vitality were 
examined on burnout. Results indicated that while recent 
trauma had no effect on burnout (β = .001, p = .98), vital-
ity had a significant effect (β = − .69, p < .001). In Block 2, 
recent trauma continued to have no effect on burnout, with 
vitality holding constant (β = − .73, p < .001); however, vital-
ity was found to moderate and reduce the effect of recent 
trauma on burnout (β = − .18, p = .01). See Fig. 2 for mod-
erating effects. These results indicate that these counselors 
experiencing vitality were less likely to experience burnout, 
even in the presence of past/recent trauma.

Similarly, separate block analyses were conducted for the 
impact of past and recent trauma on secondary traumatic 
stress when moderated by vitality (see Table 3). Results indi-
cate that past trauma has no effect on secondary traumatic 
stress; however, vitality negatively predicted secondary trau-
matic stress (β = − .34, p < .001). In block 2, past trauma 
continued to have no effect on secondary traumatic stress, 
with vitality holding constant (β = − .34, p < .001); however, 
vitality was found to moderate and reduce the effect of past 
trauma on secondary traumatic stress (β = − .24, p = .006). 

Fig. 1  Past trauma and vitality 
in relation to burnout

Fig. 2  Recent trauma and vital-
ity in relation to burnout
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See Fig. 3 for moderating effects. These results provide 
some evidence that counselors with vitality were less likely 
to experience secondary traumatic stress, even in the pres-
ence of past trauma.

Next, the effects of both recent trauma and vitality were 
examined on secondary traumatic stress. Results show that 
while recent trauma had no effect on secondary traumatic 
stress, vitality had a significant effect (β = − .33, p < .001). 
In Block 2, recent trauma continued to have no effect on 
secondary traumatic stress, with vitality holding constant 
(β = − .36, p < .001). There were no moderating effects.

Discussion

The purpose of this study was to examine the relationship 
between counselors’ history of trauma, the impact that 
trauma has on their compassion fatigue, and how subjec-
tive vitality may play an important preventative role. As 
expected, results supported the hypothesis that perceived 
subjective vitality would operate as a moderator for the rela-
tionship between trauma and compassion fatigue; specifi-
cally, vitality showed a significant interaction effect on the 
relationship between past and recent trauma and burnout, 
and past trauma and secondary traumatic stress. Subjective 
vitality also played an important role in attenuating the like-
lihood that prior trauma will eventually lead to a clinician’s 
experience of compassion fatigue. These results corrobo-
rate with the existing literature on vitality as a factor that 
promotes positive outcomes (e.g., Allen and Kiburz 2012; 
Ryan and Frederick 1997). While our findings did not show 
a direct relationship between trauma and either aspect of 
compassion fatigue, this study did show that vitality affected 
compassion fatigue, and more importantly, moderated the 
effect between trauma and burnout and secondary traumatic 
stress. Hence, findings from this investigation contribute to 
the growing literature on compassion fatigue and adds the 
possible impact perceived subjective vitality may play as an 
important mechanism to further explore and understand how 

it relates to clinicians’ development of compassion fatigue 
resilience.

With family therapists representing close to half of the 
sample in this study, it is important to understand vitality 
within a systems lens. Bowens concept of differentiation 
(Bowen 1978) provides a context to understand vitality. 
Differentiation of self is the ability to balance separateness 
and togetherness (Bowen 1978) and the ability to do this 
can greatly impact psychological wellness (Bowen 1978; 
Skowron et al. 2009). Family clinicians emphasize the treat-
ment of families which means that oftentimes there is more 
than one client within the session, the family is the client. 
Working with more than one person in the session may 
increase feelings of burnout for the clinician (Rosenberg 
and Pace 2006). Additionally, the family is an emotional 
system (Bowen 1976) and the complexity of providing fam-
ily therapy may take an extra toll on the vitality of a family 
clinician if not attuned to; thus, the system in which the cli-
nician works within can impact perceived vitality (i.e., burn-
out contagion; Bakker et al. 2001). The counselor can be 
impacted emotionally by the multiple family members in the 
room and the counselor’s energy can impact their clients in 
session as well (Shamoon et al. 2017). Considering clinician 
vitality within a systems lens requires further exploration.

Limitations and Future Research

The design of the current study limits our ability to fully 
understand the relationship between trauma and compassion 
fatigue and the impact of vitality; whereas a longitudinal 
design would allow for a clearer understanding of how sub-
jective vitality operates as a resiliency factor in preventing 
compassion fatigue. Therefore, the research and implications 
should be considered with the following limitations in mind.

The modest sample size and the demographics suggests 
limitations in generalizability of findings. For example, a 
large proportion of the counselors (41%) disclosed being 
in private practice, whereas the remaining 59% worked 
at an agency. Differing environmental contexts may have 

Fig. 3  Past trauma and vitality 
in relation to secondary trau-
matic stress
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impacted experiences with vitality and compassion fatigue. 
Another limitation for this study is that most of the partici-
pants were women (77%), 69% of the overall sample identi-
fied as White, and nearly half were family counselors. With 
these limitations in mind, studies should focus on incorpo-
rating a larger and more diverse sample of clinicians. Future 
research should also intentionally explore vitality for both 
individual and family clinicians.

Another limitation is the trauma questionnaire asked 
about traumatic experiences through retrospective self-report 
assessment and did not include the evaluative component 
of the questionnaire to allow the clinician to describe their 
subjective construal of the impact of the disclosed traumatic 
event. The trauma questionnaire we utilized addressed major 
and significant traumas and did not address chronic trauma 
or less significant traumas occurring over time. It is possible 
that chronic trauma or events not disclosed through use of 
this questionnaire may influence a counselor’s development 
as well, therefore the conclusions drawn are specific to the 
traumatic experiences measured by the questionnaire only.

Likewise, a further limitation with the traumatic events 
questionnaire is that this study did not assess for specific 
daily lifestyle stressors that have been noted previously as 
variables impacting compassion fatigue such as: family 
supports, family dynamics, work-related supports, specific 
financial stressors, income levels, specialized training, age 
and years of experience, or other forms of social support 
(Sprang et al. 2007; Killian 2008; Craig and Sprang 2010). 
Future research should explore a variety of compounding 
variables that affect stress to further understand the relation-
ship between trauma and its impact on compassion fatigue.

Finally, this study explored perceived subjective vitality, 
which is thus impacted by the therapist’s subjective experi-
ence and not by objective observations. Previous research 
has yet to explore therapists’ subjective vitality and its place 
with practicing mental health clinicians. Future research 
should explore ways that clinicians can engage in self-care 
strategies that can enhance their feelings of vitality, creating 
opportunities for establishing energy sustaining behaviors 
and to assist in further understanding what creates a vital 
therapist would be important.

Implications for Practice

This study was prompted by the curiosity surrounding 
counselor’s compassion fatigue and the potential protective 
mechanisms curtailing the relationship between a counse-
lor’s personal trauma history and the degree to which they 
experience compassion fatigue. Compassion fatigue is per-
vasive in the helping professions, and thus, understanding 
protective factors for therapists further pushes our under-
standing of therapist resilience and strength.

Nix et al. (1999) argue that perceived vitality is related to 
motivation and that motivation may have an impact on one’s 
experience of being either drained, depleted or on the other 
hand, feeling a sense of vitality. Nix et al. (1999) explored 
these factors and results suggested that engaging in autono-
mous or self-regulated activities maintained or enhanced 
subjective vitality. As this article suggests, understanding 
the mechanisms of restorative environments is imperative 
in better understanding vitality (Nix et al. 1999). Therefore, 
subjective vitality and its relationship to compassion fatigue 
should be understood within the context of the clinician’s 
environment and the degree to which they feel they have 
control within their environment, and thus, motivation. 
Counseling agencies can apply this to the workplace envi-
ronment of counselors by finding ways for clinicians to have 
autonomy in their environment. Agencies can think about 
ways to create spaces for structured freedom and flexibility. 
Additionally, agency supervision may include engaging cli-
nician’s emotionality through use of Emotionally Focused 
Therapy (EFT) interventions aimed at understanding clini-
cian’s emotional experiences and the impact this has on their 
subjective vitality (Soloski and Deitz 2016).

Using the ego depletion model as the context (Ryan and 
Frederick 1997), subjective vitality is impacted by repres-
sion. Within the therapy setting, counselors may experience 
repression and suppression, consistently regulating emotions 
due to counter-transference within the session. Past trau-
matic experiences may prompt further thought suppression 
and regulation within the counselor (Ryan and Frederick 
1997). The more one is free from conflict and repression, 
the more access they have to their energy source. There-
fore, therapists should be mindful of the impact consistent 
back-to-back sessions can have on their feelings of vitality 
due to the nature of the need for suppression of thoughts 
and emotions. In order to work towards feelings of vitality, 
implementing a self-care practice that incorporates feelings 
of autonomy and freedom of expression would be beneficial. 
This form of self-care can include art, personal therapy, and 
journaling, using a specific method called the expressive 
writing paradigm developed by Pennebaker (2004). Expres-
sive writing, writing about emotional upheavals and related 
thoughts and feelings have been explored as a process for 
wellbeing (Pennebaker and Chung 2011) and can be a cata-
lyst for expression for counselors experiencing compassion 
fatigue. Additionally, supervisor use of the Satir model for 
self-of-the-therapist development is one model to be con-
sidered in supervision to process hidden unresolved issues 
with developing clinicians or clinicians experiencing com-
passion fatigue (Lum 2002). This model promotes height-
ened awareness and can provide useful tools to further train 
and supervise clinicians (Lum 2002). Overall, counselors 
should be encouraged to process countertransference and 
any related thought suppression or suppression of emotions 



417Contemporary Family Therapy (2019) 41:408–419 

1 3

with a supervisor or colleague in order to limit the internali-
zation of thoughts and feelings.

As a final implication, family counselors should be 
attuned to the additive impact that perceived subjective 
vitality and self-care practices play in building compassion 
fatigue resiliency. This critical form of resiliency, when 
maintained, enhances their capacity to empower families 
(Rappaport 1981) through strength-based, enabling, family 
focused and systems-oriented practices (Dunst et al. 1988). 
Frequent sessions with more than one person may increase 
the susceptibility of compassion fatigue and impact the 
therapeutic process (see Dunst et al. 1988; Shamoon et al. 
2017 for employing strategies that may decrease fatigue sus-
ceptibility as well as decrease decay of therapeutic efficacy).

Conclusion

Limited research has explored vitality in the counseling lit-
erature. This study was intended to begin to fill the gap and 
begin a conversation about the role vitality plays as a protec-
tive factor to clinicians, specifically those with a personal 
history of trauma. Findings suggest that vitality is signifi-
cant in moderating a clinicians’ experience with compassion 
fatigue overall; and, is worth continued exploration in future 
research with clinicians, and more specifically with fam-
ily clinicians. Understanding the mechanisms of restorative 
environments is imperative in better understanding vital-
ity (Nix et al. 1999). This study may be pointing to a very 
important role subjective vitality plays in attenuating a clini-
cian’s susceptibility to compassion fatigue while enhancing 
their practice of career sustaining behaviors.
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