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SUMMARY 
Traditionally, research has been focused on the development of symptoms in direct trauma survivors. However, during the last 

two decades researchers and clinicians have started exploring the way individual traumatic stress exposure affects trauma victims’ 
spouses, children and professional caregivers. Studying trauma within the family is a part of what is called systemic traumatology, a 
study of groups, institutions and other human systems that show stress reactions directly caused by a traumatic event or series of 
events. The effect of an individual’s traumatic stress on family members and on persons in direct contact is conceptualized as 
secondary traumatisation. In its narrow sense, secondary traumatisation involves a transfer of nightmares, intrusive thoughts, 
flashbacks and other Posttraumatic Stress Disorder symptoms, which are typically experienced by individuals suffering from PTSD, 
onto their immediate surroundings. In its broader sense, the term refers to any kind of distress transfer from a trauma victim to their 
immediate surroundings, and includes a broad spectrum of distress manifestation along with that resembling Posttraumatic Stress 
Disorder. Beyond that, a family member’s PTSD is potentially transferable to subsequent generations, interfering with the 
psychological development of children. 
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Introduction 

The need for systematic study and treatment of 
trauma and its consequences has been conditioned by 
many factors including the growing public and 
professional awareness of long-term consequences of 
traumatic events. Many regard the publication of the 
third edition of Diagnostic and Statistical Manual of 
Psychiatry-DSM-III, 1980 a milestone in the progress of 
research within this area of medicine. This edition gives 
credibility to different theories and research findings on 
psychological trauma founded on research of long-term 
effects of war, hostage situations, rapes, family 
violence, natural disasters, accidents and deaths of 
beloved ones. Namely, DSM-III formally included the 
diagnosis of Posttraumatic Stress Disorder (PTSP) and 
since then, for the first time, the common symptoms 
experienced by a broad spectrum of traumatised persons 
have been regarded as a valid psychiatric disorder that 
can be diagnosed and treated. This has contributed to an 
increase in the number of experts working with 
traumatised persons as well as the amount of empirical 
research that has tried to illuminate and validate this 
disorder. However, while the direct effects of 
psychological trauma have been extensively studied, the 
secondary effects of living with a PTSD sufferer 
remains a less studied field of research. During the last 
three decades research has however recognized the 
effects of PTSD on family members as well as the fact 
that the families of PTSD veterans were essentially 
different from those not having a PTSD member (Figley 

1998, Galovski & Lyons, 2004). Since one of the main 
protective factors in posttraumatic recovery is the 
family itself, the destruction and functional damaging of 
this protective factor, and above all the partnership, 
enables further pathology to develop from posttraumatic 
distress in both partners (Goff & Smith 2005, Klarić et 
al. 2008, 2011, 2012). 

 

Family and PTSD 

PTSD is a chronic, disabling disorder marked by a 
spectrum of long-term symptoms often resistant to 
treatment. Many of them have direct effects on the 
behaviour of the sufferer, and the symptoms that 
interfere with the social relations of the sufferer have a 
most relevant nature (McFarlane 2009, Harkness & 
Zador 2001). Avoidance, psychic numbing, withdrawal, 
distancing, withheld affect and loss of interest for 
activities which were once enjoyed are the symptoms 
that endanger the ability to retain the intimacy of family 
life (Riggs et al. 1998). Symptoms of hyper-vigilance 
including increased irritability and hostility can result in 
significant problems with aggression control, which in 
turn leads to anger outbursts, rage, hostility and even 
domestic violence or physical abuse. In addition, many 
PTSD sufferers experience diminished sexual drive and 
problems in sexual functioning (Kotler et al. 2000, 
Letourneau et al. 1997). Many of them have difficulties 
in functioning outside their homes, socially and 
professionally, which results in high unemployment 
rates (Kulka et al. 1990, Solomon 1993). 
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Development of the Concept of  
Secondary Traumatic Stress 

Although the criteria for a traumatic event 
(Criterium A) in the DSM-III and DSM-III-R 
(Diagnostic and Statistical Manual of Psychiatry-DSM-
III, 1980; 1987), and particularly in DSM-IV and ICD-
10 (Diagnostic and statistic manual of mental disorders, 
1996), clearly suggest that people can be traumatised 
directly and indirectly, a small number of experts 
explicitly recognize this conceptual point. In their 
trauma-related article review report, quoted in 
Psychological summaries, Blake et al. (Blake et al. 
1992) have corroborated the viewpoint that since PTSD 
concept development, trauma-related literature has 
significantly increased. However, Blake’s report, as 
well as most other contemporary reports, suggested the 
fact that even after more than a decade of use, the 
diagnosis of PTSD has been mainly used for people 
exposed to one of many types of traumatic events, 
excluding those who were vicariously or indirectly 
traumatised. Among the first ones to emphasize that the 
number of “victims” of violent crimes, accidents and 
other traumatic events was grotesquely underestimated, 
because the victims’ families and friends were excluded, 
was Charles R. Figley (Figley, 1995). However, it took 
more than a decade of PTSD concept usage and two 
DSM revisions to create such a framework and to bring 
into consideration the least studied and understood 
aspect of traumatic stress, the Secondary Traumatic 
Stress (STS). Nowadays, the term secondary trauma-
tisation in its narrow sense refers to the transfer of 
nightmares, intrusive thoughts, flashbacks and other 
symptoms of posttraumatic stress disorder that are 
typically experienced by traumatised individuals 
suffering from PTSD onto their immediate sur-
roundings. In its broad sense, the term secondary 
traumatisation refers to any kind of distress transfer 
from someone who experienced trauma to those in their 
surroundings, and includes a broad spectrum of distress 
manifestation along with that resembling Posttraumatic 
Stress Disorder (Dekel & Solomon 2006). 

 
Social Aspect of the Development of Secondary 
Traumatic Stress Disorder (STSD) 

Different sources have confirmed that social support 
is one of the strongest resources for dealing with stress 
and trauma, and that it plays a major role in the healing 
process (Lincoln et al. 2005, Neria et al. 2008, Bisson et 
al. 2007, Klarić et al. 2008). Social support implies 
natural support coming from the family, friends, and 
acquaintances that care for the primary trauma victim 
(Figley 1998, Compton et al. 2005, Walsh 2007, 
MacGeorge 2007). In the middle of the seventies Mileti 
et al. noted that disasters not only affect the individual 

but also other levels of human systems (family, narrow 
and broad community) (Mileti et al. 1975), while Figley 
was among the first ones to examine the family system 
in a situation of single member traumatisation (Figley 
1986). Figley analysed the social support factors 
(emotional caring, comfort, love, encouragement, 
counselling, company and specific help) and concluded 
that they work as an “antidote” to stress disorders. He 
also noted that the family members and other helpers 
become vulnerable through their empathy and that they 
could develope Secondary Traumatic Stress Disorder 
(STSD).  

 

Forms/Models of  
Secondary Traumatisation  

In order to describe the negative effects of secondary 
traumatisation on individuals close to primary trauma 
victims, this phenomenon was referred to differently in 
the last quarter-century. These terms are often related to 
the “cost of caring” for others in emotional pain (Figley 
1995). Among dozens of works in this general field this 
phenomenon is called secondary traumatisation (Figley 
1983, 1989), co-victimisation (Hartsough & Myers 
1985), indirect victimisation (McCann & Pearlman 
1989), traumatic counter-transfer (Herman 1992), and 
contact victimisation (Courtois 1988). In an attempt to 
describe the effects that traumatic work could have on 
psychotherapists, McCann and Pearlman coined a term 
"vicarious traumatisation"(McCann & Pearlman 1989). 
Other concepts that appear to overlap with Secondary 
Traumatic Stress (STS) or Secondary Traumatic Stress 
Disorder (STSD), and are related to persons close to the 
traumatised individual, include: war veterans’ closeness 
effect on their partners (Verbosky & Ryan 1988), family 
crisis related to rape (White & Rollins 1981), "rescuer 
syndrome" (NiCathy et al. 1984) and trans-generational 
trauma transfer (Danieli 1985). Although these terms 
weren’t able to capture all aspects of the problems of 
close relationship with the traumatic events victims, 
they do acknowledge some of the specific effects of 
secondary traumatisation (McCann & Pearlman 1989, 
1991). Four terms have become conventional and 
popular: burnout, secondary traumatisation, fatigue, and 
vicarious traumatisation.  

 

Burnout 

Based on the search of PsycINFO, it seems that 
burnout is the oldest of these concepts that was 
introduced into scientific literature by Herbert J. 
Freudenberger in 1974 in his classical study of staff 
burnout ("Staff Burnout") (Freudenberger 1974). 
Shortly after that, Christina Maslach, a socio-
psychologist, published the first in a series of studies 
aiming to divide and refine the meaning and measuring 
the concept of burnout (Maslach 1976). 
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Burnout was most commonly related to the 
accumulation of stressors destroying an individual’s 
high ideals, motivation and dedication to a certain area, 
profession, or career. According to Pines and Aronson, 
burnout is a state of physical, emotional and mental 
exhaustion caused by long-term engagement in 
emotionally demanding situations (Pines & Aronson 
1988). Burnout is more of a process than an 
unchangeable state, which gradually begins and 
progressively deteriorates. In a vast review of empirical 
research on burnout symptoms, Kahill (Kahill 1998) 
identified five symptom categories:  
 Physical symptoms (fatigue and physical exhaust-

tion, sleeping problems, certain somatic problems 
such as headaches, gastric-bowel disorders, 
immunity decrease);  

 Emotional symptoms (irritability, anxiety, de-
presssion, guilt, helplessness);  

 Behavioural symptoms (aggression, cold-hearted-
ness, pessimism, defensiveness, cynism, substance 
abuse);  

 Work-related symptoms (poor work performance, 
often sick leave, constant tiredness, break-time 
abuse at work, quitting jobs);  

 Relational symptoms (superficial communication 
with..., inability to concentrate and focus on..., 
withdrawal from...., and then dehumanizing, 
intellectualizing etc.). 
 

Secondary Traumatisation 

Secondary traumatisation emerges as a result of 
close emotional connection with and caring for someone 
showing PTSD symptoms, or as a result of knowing 
about or witnessing a traumatic event suffered by a 
significant other (Figley 1995). Secondary Traumatic 
Stress (STS) is defined as natural consequence of 
behaviour and emotions that result from knowing about 
a traumatizing event experienced by a significant other, 
or the stress resulting from helping or wanting to help a 
traumatized or suffering person (Figley 1993, 1995, 
1998). In contrast to burnout which emerges gradually 
and is a result of emotional exhaustion, STS can emerge 
suddenly and without warning. Accumulating STS that 
leads to emotional exhaustion and emotional burnout 
represents Secondary Traumatic Stress Disorder (STSD) 
which was summarized by Figley with the term «cost of 
caring» (Figley 1995). STSD is manifested by 
symptoms similar to PTSD, including re-experiencing, 
constant vigilance, memory avoidance, as well as 
numbing in emotions and actions. It is a moment in 
which family members withdraw emotionally or 
physically (or both) for a period of time. The most 
dramatic burnout effect on families is the disruption of 
the family relationship due to abandonment, separation 
or divorce, which results in poor or nonexistent mutual 
contact (Figley 1995, 1998).  

Compassion Fatigue 

Although STS and STSD are the latest and most 
exact descriptions of what has been observed over 
hundreds of years with the sufferers’ helpers, according 
to Figley, the most friendly term for this phenomenon is 
compassion fatigue (Figley 1995). This term was first 
used by Joinson in 1992 discussing burnout among 
nurses, not excluding other persons who experience STS 
and STSD in their profession (Joinson 1992). The 
Croatian Encyclopaedic Dictionary defines compassion 
as feeling sorry for the person struck by suffering or 
misfortune, and sharing his sorrow and grief (Anić et al. 
2002). Antonyms of this term are and "mercilessness" 
and "indifference". 

At the crux of the theory and concept of fatigue 
occurrence is empathy and exposure to the suffering of 
others. If there is no empathy towards others, or if we 
do not expose ourselves to traumatised people, we do 
not have reason to worry about compassion fatigue 
occurrence. Groups at particular risk for developing 
compassion fatigue are caregivers and professionals 
working with traumatised people on a daily basis 
(Figley 1995; 1998, Matsakis 2009). This particular 
vulnerability can be attributed to many reasons, most of 
which are related to the fact that caregivers and 
therapists are always surrounded by extremely intensive 
factors causing trauma. As a result, regardless of how 
much they try to avoid it, the helpers are being drawn 
into that intensity. 

 

Vicarious Traumatisation (VT) 

Vicarious traumatisation (VT) characterises the 
cumulative effect of working with trauma survivors, in-
cluding the victims of rape, incest or domestic violence 
(McCann & Pearlman 1991). VT is a framework for 
emotional, physical and spiritual transformations expe-
rienced by people (therapists, researchers, social wor-
kers, lawyers) working with traumatised persons. Rela-
ted terms include loss of compassion and Secondary 
Traumatic Stress (STS) (Campbell 2002, Figley 2002).  

Working with traumatised clients can affect workers 
in many obvious and subtle ways. Persistent feelings of 
fear and vulnerability, difficulties in trusting others, 
violent and intrusive thoughts, inability to make change 
in their clients’ lives, as well as cynical worldview are 
the examples of this transformative process (McCann & 
Pearlman 1991, Pearlman & Saakvitne 1995). Workers 
and victims often experience parallel emotional 
reactions (Figley 1995, 1998). 

 
Understanding Secondary  
Traumatic Stress of Spouses 

The couple is a corner stone of the family and 
represent a basic unit of reproduction, intimacy and love 
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(Blumstein & Schwartz 1983). Due to the especially 
close, often emotionally intense nature of spousal 
relationships, spouses are usually at a high risk of STS 
effects. The interactive nature of spousal relationship, 
cultural norms, expectations, and feelings of obligation 
all contribute to the susceptibility of the spouse to the 
stress of the other. In contrast to direct experience of 
traumatic stress, STS results from the spouse’s need to 
make sense of and “emotionally connect” with the 
primary trauma victim” (Matsakis 2009, Figley 1995, 
1998). 

Research findings that describe how supporting a 
person who suffered a traumatic experience can have 
strong and stressful effects on the supporter are 
convincing (Dekel & Solomon 2006, Matsakis 2009, 
Frančišković et al. 2007, Klarić et al. 2010a, 2012, Kira 
2004, Dirkzwager et al. 2005). Spousal contact during 
manifestation of PTSD symptoms can take its toll and 
decrease the abilities of the other spouse (Calhoun et al. 
2002, Goff et al. 2006, Klarić et al. 2010b, 2012). The 
partner who experienced the traumatic event might be 
unwilling to talk about it with the spouse, and act 
moody and unpredictable. Also, the supporder may 
experience PTSD symptoms without understanding 
their cause. The outcome may be that the PTSD disrupts 
the relationship with the supporting spouse, leaving the 
supporting spouse ultimately burned out, psycho-
logically weakened and dissatisfied (Matsakis 2009). 

In a national study of Vietnamese veterans and their 
partners, Kulka et al. noted that partners of Vietnamese 
veterans with PTSD have more problems than partners 
of Vietnamese veterans without PTSD (Kulka et al. 
1990). They stated that they were not very happy and 
satisfied, had more general distress, even feelings of an 
imminent nervous breakdown. They also stated more 
social isolation and higher domestic violence. In 
Maloney’s qualitative study of partners of Vietnamese 
veterans, six women stated that their panic episodes had 
similar triggers to those of their spouses, such as the 
sound of a helicopter, sudden noises, shooting, the smell 
and sound of spring rain, view of the fog, meeting 
oriental persons, and the smell of strong moisture 
(Maloney 1988).  

Patience Mason used her own experience as well as 
the experience of other Vietnamese veterans’ spouses in 
describing the accompanying long-term symptoms of 
the spouses of Vietnamese veterans with PTSD (Mason 
1990). The most common symptoms were: anger 
towards the spouse or the army; somatic ailments such 
as back pain or headache; mistrust; hyper-vigilance, 
particularly in relation to something that could disturb 
their husbands; depression and suicidal thoughts; feeling 
overwhelmed, i.e. unable to perform; emotional num-
bing and guilt. She also noted that those women had 
difficulty falling asleep, and when they did, they had 
nightmares about being in Vietnam or witnessing 
horrible things happening to their family members, 

especially children. Matsakis also identified women in 
her support groups having PTSD symptoms such as 
insomnia, and fearfulness and dreaming about being in 
Vietnam (Matsakis 2009). These women felt isolated, 
helpless and overly cautious near their violent husbands, 
especially in the context of protecting their children. 
Coughlan and Parkin noted that spouses of Vietnamese 
veterans with PTSD imitate their partners’ symptoms 
(Coughlan & Parkin 1987). These symptoms empha-
sised other problems and prevented women from 
resolving their own stress reactions and supporting their 
husbands. Solomon also noted that Israeli soldiers had 
problems with family reintegration upon returning from 
the battlefield, which resulted in additional spousal 
stress and decreased the ability to provide support 
(Solomon 1988; 1993). Similar results were found in 
spouses of WWII veterans (Bramsen et al. 2002, Dekel 
& Solomon 2006,), as well as in spouses of B&H and 
Croatian Homeland war veterans (Klarić et al. 2010, 
2011, 2012, Zalihić et al. 2008, Frančišković et al. 
2007). 

 
Effect of Combat Exposure and  
PTSD on Parenthood  

PTSD sufferers can have significant difficulties in 
relationships with their children due to their own 
emotional difficulties and behavioural patterns 
(McFarlane 2009, Galovski & Lyons, 2004, Klarić et al. 
2008). Although PTSD veterans often report that their 
children are their only link to and source of meaning in 
their lives, they lack either the patience or the will to 
deal with them in a proper manner. Veterans can have 
difficulties recognising the degree of child agression 
that is appropriate to the child's age or in coping with 
such behaviour. This can result in avoiding interactions 
with children, overreacting or overprotecting. Harkness 
determined that veterans' parenting is characterised by 
controlling, overprotective and demanding relationships 
with their children (Harkness 1993). The development 
of such close, enmeshed relationships between veterans 
and their children has been cited in several studies 
(Rosenheck & Thomson 1986, Harkness 1993). An 
uncontrolled and retrospective study by Rosenheck 
(1986) pointed out the variability in individual family 
situations, child/father relationships, and resultant 
symptomatology (Rosenheck & Thomson 1986). In that 
study Rosenheck interviewed a sample of 12 adult 
children of five WWII, PTSD veterans. None of the 
children had any idea that their fathers were suffering 
from sequelae of the war until adolescence. However, 
they estimated that four of the five veterans’ daily 
family lives centred around the veterans’ irritability, 
aggressiveness, depression, and withdrawal. Adult 
children recalled their fathers’ nightmares, emotional 
outbursts, crying spells, and displays of erratic 
behaviour. These symptoms were largely unintelligible 
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in their childhood and contributed to a family 
atmosphere of fear, caution, and guilt. The family 
members felt as if they were walking on edge. The 
descriptions of their emotional relationship with their 
fathers ranged from embroiled and highly emotional to 
aloof and distanced. In a study by Davidson and Mellor 
(Davidson & Mellor 2001) it was shown that the PTSD 
veterans’ children assessed their families to be at a 
clinical level of dysfunction, which was not the case in 
veterans without PTSD. In a study of Vietnamese PTSD 
veterans Ruscio et al. (Ruscio et al. 2002) suggested that 
avoidance, detachment and numbing symptoms impair 
veterans' ability to engage in normal interactions with 
their children, which is necessary for the development 
of a meaningful relationship. The results confirm that 
PTSD symptoms directly affect veterans’ ability to 
parent which definitely impacts the development 
process of their children. (McFarlane 2009, Galovski & 
Lyons, 2004). 

 

Veterans PTSD Effect on  
Psychosocial Development of Children  

For a variety of reasons in the traumatized family 
system, children represent an especially vulnerable 
population (McFarlane 2009, Cash 2006). Many studies 
have established that in comparison with children of 
combat veterans without PTSD, the children of combat 
veterans with PTSD have more frequent and more 
serious developmental, behavioural, and emotional 
problems (Galovski & Lyons, 2004, Kulka et al. 1988, 
Jacobsen 1993, Beckham et al. 1997, Klarić et al. 2008, 
Ancharoff et al. 1998, Caselli & Motta 1995, Harkness 
1991). Some of them also have specific psychiatric 
problems (Davidson 1989). 

Interviews with spouses and partners of combat 
veterans revealed that children of veterans with PTSD 
have more behavioural problems (Kulka et al. 1988) and 
more frequent problems with authority, depression, 
anger, hyperactivity, and personal relationships (Jacob-
sen 1993, Ancharoff et al. 1998, Caselli & Motta 1995) 
than children of veterans without PTSD. They are also 
more aggressive, use opiate drugs more often (Beckham 
et al. 1997), and have learning difficulties and problems 
with dyadic relations and emotional regulation (Hark-
ness 1991). However, Harkness (Harkness 1991, 1993) 
did not find a significant association between the 
intensity of PTSD symptoms in veteran fathers and the 
behaviour of their children. On the other hand, it seems 
that the children of Vietnam War veterans did have 
behavioural problems, with veterans’ PTSD being a 
possible indirect factor in this association (Rosenheck & 
Fontana 1998a). It is assumed that direct war experience 
may disrupt the capacity of veterans to function as 
parents, leading to difficulties in the development and 
behaviour of their children (Harkness 1993, Rosenheck 
& Fontana 1998a). 

Transgenerational Trauma Transfer  

Research on people surviving mass traumatisation 
such as the Holocaust and theVietnamese war, and the 
phenomenon of the so called “selected trauma”, has 
spurred thoughts on if and how a traumatic experience 
can be transferred to next generations (Dekel & 
Goldblatt 2008, Volkan 2006, 1999). It is certain that 
growing up in a traumatic environment, which often 
kept a family secret, leaves a mark even if the trauma 
did not cause psychopathology in parents (Volkan 1999, 
Steinberg 1998). The mark is imprinted in childrearing 
models used by parents but also in the fantasies 
developed by a child about the causes of “something 
important and unsaid” inside the family. Research has 
shown that parental PTSD affects childrearing processes 
making them more vulnerable to traumatic events later 
in their lives (McFarlane 2009, Caselli & Motta 1995, 
Rosenheck & Fontana 1998). 

Modified by the disorder, the attachment that 
children of PTSD parents receive and develop, certainly 
leaves an imprint in the emotional memory of the chil-
dren (Hartsough & Myers1985, Dekel & Goldblatt 
2008). By revealing epigenetic effects of traumatic expe-
rience on gene expression patterns, and the ways in 
which childrearing can be modified by trauma, neuro-
scientific research today is paving the way for a better 
understanding of trauma transmission through genera-
tions (McLeod et al. 2001, Connor 1997, 2003). The 
phenomenon of mirror neurons shows that parental 
trauma cannot go undetected (Connor 2003) and that the 
children “recognise” it without words. Indeed, when 
something that is important “cannot” be said and 
explained to children, it can have an even more 
significant developmental impact (Galovski & Lyons, 
2004, McFarlane 2009). 

 

Conclusion 

Due to the extensive health, social, and economic 
consequences, trauma and PTSD are an increasing global 
public health concern. Even though research has tradi-
tionally focused on the development of symptoms in 
direct trauma victims, more recently an increasing 
amount of research points to the interpersonal effect of an 
individual’s trauma on members of the family. Studying 
trauma within the family is a part of what is called 
systemic traumatology. Empirical research findings 
clearly indicate that living in a family with a PTSD 
member can have a deep impact on other members of the 
family, the family dynamics, and the family system in its 
entirety. Traumatised families cope with the manifest-
tation of the family member's posttraumatic symptoms 
within the family dynamic, with Secondary Traumatic 
Stress, burnout, or compassion fatigue as a consequence. 
In addition, the PTSD of a family member has the poten-
tial to be transferred to subsequent generations, thus inter-
fering with the psychological development of the children. 
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