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ABSTRACT
Neonatal Intensive Care Unit and Pediatric Intensive Care Unit social
workers are a particularly vulnerable group of professionals due to their chronic
exposure to trauma. Current research has overlooked how social workers
specifically can adopt certain strategies and coping mechanisms to prevent the
symptoms associated with primary trauma, secondary trauma stress,
compassion fatigue, and burnout. Thus, the study that follows was designed to
explore the strategies and coping mechanisms utilized by NICU and PICU social
workers. Data for this project was collected through the use of open-ended
questions in an electronic survey format and analyzed through a conventional
content analysis approach. Seven participants fully completed the survey and
thus only their responses were considered in the analysis. Results of this study
indicate the need for NICU and PICU social workers to gain additional education
and training on primary trauma, secondary trauma stress, compassion fatigue
and burnout so that they can actively participate in prevention. NICU and PICU
social workers reported a range of strategies and coping mechanisms including
the awareness of personal and professional barriers, consultation, exercise,
among others. This study provides crucial information to an understudied area of
research, provides a foundation for future research, and promotes the use of
positive strategies and coping mechanisms by NICU and PICU social workers so
that they can continue to provide the best services possible for the patients they
serve.
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CHAPTER ONE
INTRODUCTION

Problem Statement
Social workers within the neonatal intensive care units (NICU) and
pediatric intensive care units (PICU) are a particularly vulnerable group due to
the chronic exposure to trauma that they face in their everyday work. The
responsibilities of a social worker in the NICU and PICU range from providing
individual and group counseling, assisting families in finding community
resources and support, providing crisis intervention, assisting in communication
and education among families and the health care professionals working with
their children, case management, planning, assistance with navigating the health
care system and so much more. Although social workers are not medically
trained, they are a part of the interdisciplinary team involved with ensuring the
care of infants, children, and their families. Research has been done on the
mental health and trauma faced by infants, children, and families that are
hospitalized; however, minimal research has been done on the strategies and
coping mechanisms used by social workers to prevent mental health symptoms
from affecting their abilities to provide proper care to their clients (PeeblesKleiger, 2000).
According to Xu, Kockanek and Bastian (2016) as reported through the
Centers for Disease Control and Prevention (CDC) there was a total of 3,988,076
births in the United States. Of those births, there was 23,440 neonatal deaths,
1

4,068 deaths for children one to four years of age, and 5,340 deaths for children
aged five to fourteen (Xu et al., 2016). These deaths not only touch the lives of
the families who are suffering from them, but also the professionals working with
them (Peebles-Kleiger, 2000). For those admitted to the NICU and PICU that do
not die (e.g. burn victims, cancer patients, children of abuse, accidental injury)
there are still significant traumatic experiences faced by all those involved in their
care (Peebles-Kleiger, 2000). Social workers within NICU and PICU departments
are often responsible for a high –acuity and high volume of caseloads in a fastpaced environment that does not always leave time for them to accurately cope
with the traumas they are exposed to daily (Badger et al., 2008). Furthermore, as
the health field has advanced so has the life span of infants and children with
chronic illnesses which leads to prolonged exposure to suffering and dying
patients (Meadors & Lamson, 2008). This prolonged exposure as well as
providers not effectively coping with their own feelings leads to negative mental
health consequences. It is crucial that social workers in this setting take care of
themselves so that they can effectively address the needs of their clients;
however, many have endured unresolved traumas and exposures which impact
their personal and professional lives (Badger et al., 2008; Bride, 2007; Meadors
& Lamson, 2008).
Research has shown that individuals who work in a setting where they are
repeatedly exposed to traumatic experiences or work with individuals who face
traumatic experience are more likely to develop primary trauma (PT), secondary
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traumatic stress (STS), compassion fatigue (CF), and burnout (Badger et al.,
2008; Bride, 2007; Meadors & Lamson, 2008). Trauma levels are determined by
proximity, duration, and intensity of the exposure to trauma (Meadors & Lamson,
2008). Therefore, a social worker may experience primary trauma if the medical
event itself is traumatizing to the social worker or they may experience secondary
traumatic stress if they are affected by the individual facing the primary trauma
(Meadors & Lamson, 2008). The symptoms of the trauma impact the social
worker’s personal relationships, professional work and other areas until it is
adequately addressed (Badger et al., 2008; Bride, 2007; Meadors & Lamson,
2008). If social workers do not cope well with the trauma they faced then they are
more likely to develop compassion fatigue (Meadors & Lamson, 2008). This
means that the social worker has a decreased level of compassion for their
current and future clients (Bride, 2007; Meadors & Lamson, 2008; & Ray et al.,
2013). Furthermore, the traumatization and fatigue lead to decreased workplace
productivity, increased errors, decreased quality of care, increased number of
sick days taken, and higher turnover rates due to burnout (Bride, 2007; Meadors
& Lamson, 2008). Therefore, it is critical that social workers in the NICU and
PICU actively practice using their coping skills to provide the services necessary
for the families facing such a difficult time.
In a study done by Sage L. Nottage (2005), it was found that social work
services are the most frequently used non-medical support services in the NICU.
They also concluded that parents who feel supported by the staff and
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environment are more likely to have improved interactions with their child and
involvement in their medical care (Nottage, 2005). Given that the goal of the
social worker is to assist the infant, children and families through such a difficult
process, it is important that they take the time to process their feelings and grieve
so that they can provide effective services to their clients. Social workers who are
suffering from the symptoms of primary trauma, secondary traumatic stress,
compassion fatigue and burnout are more likely to cost hospitals more money as
well as prevent infants, children, and families from receiving the services they
deserve (Meadors & Lamson, 2008).

Purpose of the Study
The purpose of this study is to explore the various coping mechanisms
used to prevent primary trauma, secondary traumatic stress, compassion fatigue
and burnout by medical social workers in the neonatal intensive care unit (NICU)
and pediatric care unit (PICU) of hospitals. The existing literature confirms that
hospital social workers are at increased risk for the development of primary
trauma, secondary traumatic stress, compassion fatigue, and burn out (Aparicio,
Michalopoulos, & Unick, 2013; Badger et al., 2008; Bride, 2007; Meadors &
Lamson, 2008; Peebles-Kleiger, 2000; & Ray et al., 2013). The literature is
focused on proving the existence of these psychological stressors in this
population and the population of other health care providers. However, the
research has overlooked how social workers specifically can adopt certain
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strategies and coping mechanisms to prevent and combat the symptoms
associated with these psychological stressors.
Badger et al., (2008) indicated in their study that additional research is
needed to understand the variables contributing to the development of STS
especially in hospital social workers. Additional research on STS has found that
individuals who take care of their self needs and maintain balance in their lives
are less likely to suffer from STS symptoms (Yassen, 1995). Moreover, Meadors
and Lamson (2008) specifically state that additional research needs to be
conducted to obtain further information on the specific coping strategies used to
prevent compassion fatigue due to the gap in current literature. Research done
by Alkema, Linton, and Davis (2008) on self-care in health care professionals in a
home hospice setting showed that those who had higher rates of self-care had
appeared to be protected from the impact of compassion fatigue.
Given that there is little research on social workers in the NICU and PICU
departments, additional research is required to assist these professionals in
acquiring effective strategies and coping mechanisms so that they can prevent
primary trauma symptoms, STS symptoms, CF, and burnout. The following
research will be addressed through an exploratory study. The study design will
be qualitative as open-ended surveys will be electronically sent to NICU and
PICU social workers within the Inland Empire of California. Follow-up calls will be
done if necessary for clarification of responses in the survey. This design was
chosen to be the most appropriate in addressing the proposed research question
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because it allows for NICU and PICU social workers at various locations to
provide input, thus increasing generalizability. Furthermore, the electronical
distribution and submission of the survey will be most feasible given the time
restraints of the study. This research does not require the collection of numerical
data, but rather focuses on exploring the types of coping mechanisms used by
NICU and PICU social workers.

Significance of the Project for Social Work Practice
Social workers must be aware that when working in a field such as the
NICU and PICU, there is a high probability that they will experience trauma,
compassion fatigue, and potentially burnout and therefore they must be proactive
rather than reactive in combating the problem when it arises (Peebles-Kleiger,
2000). Social workers must have strategies in place to foster the use of positive
coping skills to nurture oneself and relationships, and to prevent emotional build
up (Peebles-Kleiger, 2000). Therefore, this study will aid in exploring the coping
mechanisms used by current NICU and PICU social workers in preventing these
psychological consequences so that current and future social workers in this area
of practice will be able to provide exceptional services to their clients. If more
social workers in the NICU and PICU can effectively prevent these psychological
consequences then the quality of their services will increase, there will be less
staff turn-over, increased numbers of experienced staff, and increased personal
satisfaction. Therefore, the following study will attempt to fill in these gaps in
present day literature as well as add empirical research to an area that is
6

understudied. As a result, the field of social work will benefit from more effective
social workers, more experienced social workers in the NICU and PICU
departments, and more respect will be gained for the social work profession as
other professionals observe the increased quality and effectiveness of care
provided to clients.
The results of this study will provide information that aligns with the
generalist intervention process. First, hospital policy for NICU and PICU social
workers may be re-evaluated or implemented to ensure certain measures are
taken so that their social workers are receiving proper education and training on
coping and self-care. Second, social workers can use the results of this study to
become more proactive and mindful of their responsibility to take care of
themselves. Third, the results of this study will impact the quality of care provided
to clients through NICU or PICU social workers. More specifically, if social
workers are taking the proper measures for self-care then they will be able to
provide exceptional service to their clients from the time they come into contact
with them to the time they terminate with them.
More research needs to be done on NICU and PICU social workers
especially when it comes to their self-care. Thus, the research to follow will
address this important question: What strategies and coping mechanisms are
social workers using to prevent primary trauma, secondary traumatic stress,
compassion fatigue, and burnout when working in neonatal and pediatric
intensive care units?
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CHAPTER TWO
LITERATURE REVIEW

Introduction
This chapter is a review and examination of the current available research
related to NICU and PICU social workers. The first section will discuss the
limitations in current literature and will contain subsections related to primary
trauma, secondary trauma, compassion fatigue and burnout respectively. The
second section is dedicated to discussing the theories guiding conceptualization
with subsections that include Ecosystems Theory and Professional Quality of Life
Model. Given that this population of social workers has not been studied as
thoroughly as others, then this review will provide support for the need of the
study to follow.

Gaps in Current Literature
A thorough investigation has been done on current literature in relation to
NICU and PICU social workers. This investigation has found that minimal
research has been done on this unique population despite its increased risk for
the development of primary trauma, secondary traumatic stress, compassion
fatigue, and burnout (Aparicio, Michalopoulos, & Unick, 2013; Badger et al.,
2008; Bride, 2007; Meadors & Lamson, 2008; Peebles-Kleiger, 2000; & Ray et
al., 2013). There has been some research conducted showing the presence of
these psychological consequences among social workers in general, but little
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research has been done on the effectiveness of coping strategies and
mechanisms used to prevent these symptoms. As a result of the limited
literature, there was no conflicting findings noted. Further examination on the
gaps and limitations in this literature will provide evidence for the importance of
additional research among this population of social workers.
Primary Trauma
According to the American Psychiatric Association’s Diagnosis and
Statistical Manual of Mental Disorders, fifth edition (DSM-5) an individual is at
risk for the development of a trauma-related disorder such as post-traumatic
stress disorder or an acute stress disorder if they directly experience a traumatic
event, witness a traumatic event, or experience repeated exposure to the details
of a traumatic event (DSM-5, 2013). Current research confirms that many
families and friends of children in NICUs and PICUs are at risk for the
development of a trauma related disorder; however, minimal research has been
done to show how social workers in the NICU and PICU are also at high-risk for
developing a trauma related disorder (Peebles-Kleiger, 2000). Social workers
assist families of the NICU and PICU which places them in close proximity to
traumatic stressors. When a serious illness, injury, or death of an infant or child
occurs, a social worker is not exempt from the natural feelings and emotions that
arise from these events. Studies show that exposure to a traumatic stressor does
not always result in a trauma related disorder, but there are approximately 17 to
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23 percent of individuals who will develop PTSD after exposure to a traumatic
event (Breslau et al., 1991; Peebles-Kleiger, 2000; Resnick et al., 1993).
The development of primary stress among NICU and PICU staff has been
shown to further increase if individuals draw an emotional connection between
the NICU/PICU child and their own children or if the circumstances of the
hospitalizations bring up personal memories (Peebles-Kleiger, 2000).
Furthermore, the professional may question their own competence when they
feel that their efforts to assist the child are unsuccessful (Peebles-Kleiger, 2000).
As a result, social workers are a vulnerable population and the chronic exposure
to traumatic stressors without proper attention to self-care can cause negative
psychological consequences (Peebles-Kleiger, 2000). The gap in literature
among social workers in the NICU and PICU departments in relation to primary
trauma is vast (Peebles-Kleiger, 2000) and although it is understood that there is
a need for self-care, there is no evidence provided on what coping skills and
strategies are most effective in combating primary traumatization in this
population of social workers.
Secondary Trauma Stress
Secondary Traumatic Stress (STS) has been defined as “the natural
consequent behaviors and emotions resulting 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, 1995). Professionals
in the helping services have reported secondary traumatic stress symptoms that
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include flashbacks, avoidance behaviors, irritability, dissociation, and sleep
disturbances (Badger et al., 2008; Bride, 2004; Dane & Chachkes, 2001;
McCann & Pearlman, 1990).
Research conducted by Bride (2007) focused on social workers due to
their frequent exposure to clients facing trauma. He found that 97.8 percent of
social workers in his study had clients who had experienced trauma in their life
time and 88.9 percent of social workers professionally address trauma concerns
in practice (Bride, 2007). Furthermore, Bride (2007) found that 15.2 percent of
the social workers who reported having clients who have faced trauma or who
were addressing trauma related concerns met the criteria for the diagnosis of
post-traumatic stress disorder (PTSD) while additional social workers met some
of the criteria for a PTSD diagnosis due to their exposure to others facing trauma.
This study’s findings are limited since the survey was sent to multiple fields of
social workers in the southern part of the United States and there was only a 47
percent response rate which impacts generalizability (Bride, 2007). Bride (2007)
postulated that those who did not respond may have been experiencing STS
symptoms and those symptoms may have been triggered through their
participation. Although this study was on STS symptoms among different fields of
social work, it provides a foundation into understanding that hospital social
workers are at risk for the development of trauma related symptoms.
Findings from research by Badger et al., (2008) show that high levels of
occupational stress contribute to the depletion of internal resources of social

11

workers which negatively impacts their ability to emotionally separate from their
clients. In fact, those social workers who experience STS symptoms often
reported that the stressors impacted their ability to meet their own personal
needs which led to changes in coping and emotional stress over time and
ultimately left them feeling emotionally drained and overwhelmed (Badger et al.,
2008). Badger et al., (2008) concluded that social workers must find ways to
proactively differentiate themselves from their clients in order to protect
themselves while simultaneously exhibiting compassion. This study neglected to
report what strategies and coping mechanisms were used by participants in order
to prevent STS and instead provides a general statement that social workers
should develop effective coping mechanisms. This study was also limited due to
its cross-sectional design and self-selecting sampling method which limited its
generalizability (Badger et al., 2008).
Compassion Fatigue
According to Joinson (1992), compassion fatigue is defined as “a natural
consequence of working with those who have experienced a trauma or another
stressful event.” This term is relatively new and has been used to describe
populations that are at risk of developing primary and secondary trauma due to
their work environment (Figely, 1995). The result of compassion fatigue has been
noted to result in care providers’ decreased levels of compassion due to their
repeated exposure to trauma which ultimately impacts the quality of care
provided to their clients (Meadors & Lamson, 2008). Although the impacts of
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compassion fatigue has been researched in populations of care providers such
as doctors and nurses (Pfifferling & Gilley, 2000), there has been little research
conducted on hospital social workers specifically in the NICU and PICU units.
Furthermore, there appears to be even less research on the coping skills social
workers are using in this environment to prevent compassion fatigue given that
they are repeatedly exposed to clients dealing with traumatic events.
The debilitating symptoms of compassion fatigue result in high turnover
rates for providers in critical care units which again affects patient care and
impacts hospital resources (Meadors & Lamson, 2008). Research done by
Meadors and Lamson (2008) revealed that participants with high levels of stress
in intensive care units had statistically significant criteria met for the development
of compassion fatigue. In contrast those who had lower levels of stress were less
likely to develop compassion fatigue despite repeated exposure to trauma in the
workplace (Meadors & Lamson, 2008). However, this study did not evaluate the
strategies and coping mechanisms that were used by members with lower stress
levels to prevent high stress levels and ultimately compassion fatigue. Moreover,
the study was limited in its generalizability due to the sampling size of
participants being primarily female, participants being primarily nurses, and there
was more participation from NICU staff compared to PICU staff (Meadors &
Lamson, 2008). Research conducted by Inbar and Ganor (2003) posed that
professionals should be more self-aware of work place fatigue, daily routines,
and time management in order to reduce compassion fatigue. Again, this
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research neglects to discuss what strategies and coping mechanisms are useful
and effective in decreasing compassion fatigue especially among social workers.
Burnout
According to Johnson and Stone (1987), the term burnout has been
defined as “a state of exhaustion resulting from involvement with people in
emotionally demanding situations.” Burnout has also been linked to three critical
components including: personal efficacy, emotional exhaustion, and cynicism
(Leiter, Harvie, & Frizzell, 1998; Leiter & Maslach, 2004; Ray et., al. 2013). The
focus on burnout in social workers has been primarily focused on those in the
child welfare system (Daley, 1979 & Harrison, 1980); however, research
conducted by the National Association of Social Workers (NASW) showed that
hospital social workers are among those with the highest levels of stress and
report the highest level of stress-like symptoms (Sze & Ivker, 1986). The burnout
experienced by hospital social workers eventually leads to employment changes
and thus decreases the number of experienced professionals in the field (Oktay,
1992). In an effort to prevent burnout and high rates of turn-over among hospital
social workers, especially those in the NICU and PICU, further research
needs to be conducted on the effective strategies and coping mechanisms for
this population given that there is no literature on this current topic for this
population of social workers.
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Theories Guiding Conceptualization
The present day literature and research on or related to the topic of this
research predominantly uses the theoretical frameworks of Ecosystems Theory
and the Professional Quality of Life Model. These frameworks will continue to be
used in this study.
Ecosystems Theory
Ecosystems theory is a term used in social work practice to describe the
combination of concepts from Systems Theory and the Ecological perspective
(Zastrow & Kirst-Ashman, 2013). This theory predominantly focuses on the
concept of person-in-environment which is the foundation to social work practice
(Zastrow & Kirst-Ashman, 2013). This theory recognizes the complex nature of
the human experiences and describes how factors such as environment or other
systems impact one another. In systems theory, the key is to remain in a state of
homeostasis (Zastrow & Kirst-Ashman, 2013). However, the research that has
been discussed shows that professionals exposed to trauma are at risk of
psychological consequences. Thus, they are at higher risk for disequilibrium and
as a result their output, interface and entropy are impacted which is seen through
their work performance. Furthermore, the concepts of the ecological perspective
place high emphasis on social environment, transactions, energy, interface,
adaptation, interdependence, and coping (Zastrow & Kirst-Ashman, 2013). This
theoretical concept provides a framework for understanding human behavior as
well as the unique dynamics of the hospital setting.
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Present day literature on social workers and primary trauma, secondary
traumatic stress, compassion fatigue, and burnout has used ecosystems theory
as a theoretical framework guiding practice. The current literature primarily
discusses how the use of empathy impacts systems (Meadors & Lamson, 2008).
This theory will also be used as a framework in the following research because of
its incorporation of individuals in the environment which is crucial in
understanding how social workers in the NICU and PICU are impacted by their
environment and how they in turn impact the environment in which they practice.
This framework also incorporates the key component of coping which is what is
being explored in the following study.
Professional Quality of Life Model
The Professional Quality of Life Model (PQL) was designed by Beth
Hudnall Stamm (2010) to address the professional quality of life experienced by
care providers, especially those who are excessively exposed to trauma. The
model takes into account that the care giver can possess either compassion
satisfaction or compassion fatigue with effects of burnout, primary trauma, and
secondary trauma (Stamm, 2010). This model is complex and varied depending
on a multitude of aspects such as personal characteristics, work environment,
and level of exposure to trauma (Stamm, 2010). This framework takes into
account how emotions, in particular fear, can negatively impact an individual
which compromises them professionally and leads to the development of trauma
symptoms or burnout (Stamm 2010 & Ray et al., 2013). It is also important to
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note that these negative symptoms tend to come on gradually, but care
professionals that are at higher risk are those who practice empathy, those with
unresolved trauma, those with a past traumatic experience, and those who work
with children experiencing trauma (Baired & Kracen, 2006; Figely, 2001; Ray et
al., 2013).
The Professional Quality of Life model has been used in present day
literature to examine and understand the effects of primary trauma, secondary
traumatic stress, compassion fatigue, and burnout (Ray et al., 2013). This model
is also crucial in understanding the effects that these same psychological
stressors have on social workers. This model will be used in the following
research because it provides evidence of how these psychological stressors
professionally impact the quality of care provided by social workers. Social
workers in the NICU and PICU departments are particularly vulnerable and thus
this model provides a map into understanding their unique circumstances as well
as how to help this population develop compassion satisfaction through the use
of effective strategies and coping mechanisms.

Summary
In summation, this literature review provides support for the need of
additional research in this area. Since the field of social work prides itself on
practicing through empirically based evidence, then it is crucial that the gap in
current literature be resolved so that the field can benefit from the results found.
The study to follow seeks to explore the strategies and coping mechanisms used
17

by NICU and PICU social workers in hospital settings so that appropriate
measures can be taken to prevent the negative consequences discussed in this
section. The study will continue to utilize both the Ecosystem Theory and The
Professional Quality of Life model as they have been proven to be effective and
appropriate in understanding the framework surrounding the population under
study.
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CHAPTER THREE
METHODS

Introduction
This study was designed to explore what strategies and coping
mechanisms social workers in the Neonatal Intensive Care Unit (NICU) and
Pediatric Intensive Care Unit (PICU) of hospitals are using to prevent primary
trauma, secondary trauma stress, compassion fatigue and burnout. This chapter
specifically, was designed to discuss how this study was carried out. The chapter
is divided into sections which include the study design, sampling, data collection
and instruments, procedures, protection of human subjects, and data analysis.

Study Design
The following research was designed to answer the question: What
strategies and coping mechanisms are social workers using to prevent primary
traumatization, secondary traumatic stress, compassion fatigue, and burnout
when working in neonatal and pediatric intensive care units? The type of study
that would best answer this research question is an exploratory study. An
exploratory study is specifically designed to explore an area where there is little
known information. Since the specified topic area has been shown to have scant
information as seen in the literature review, then this was determined to be the
most appropriate method. A qualitive method was used to collect data as it was
the most appropriate method to address the research question. This research did

19

not require the collection of numerical data, but rather focused on exploring the
types of coping mechanisms used by NICU and PICU social workers.
Support for using this study design was to allow for participants to voice
their own personal strategies and coping mechanisms that they have developed
over their professional careers in these unique hospital departments. The use of
open-ended questions in an electronic survey format allowed the participants to
elaborate on their responses rather than being restricted through the use of
researcher provided answers. A survey method was utilized to allow for
participants in varying geographical areas as well as those with unpredictable
caseloads to participate in the study. When needed, the researcher followed up
with participants via phone to ask clarification questions or follow-up questions
based off the responses provided in the survey.
An electronic survey was used to access a higher rate of participants, but
this was also a limiting factor to the study. Ultimately, a focus group would have
been the be most effective in providing collaboration and exploration of the
various techniques and strategies for coping; however, it was not feasible for the
participants of this study who are in varied geographical locations with
unpredictable caseloads. An electronic survey could prevent participants in fully
explaining their responses, thus the researcher attempted to correct this by
contacting participants via phone to gather any additional data as necessary.
Furthermore, an exploratory/qualitative study does not provide support for the
effectiveness that these strategies and coping mechanisms have on the NICU
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and PICU social work population as a whole. Therefore, the findings of this study
are intended to provide further exploration and discussion of this topic as well as
provide a foundation for future research in this area.

Sampling
The sampling method that was utilized in this study was a non-random
purposive sample. Thirty social workers specific to the NICU and PICU
departments in a hospital setting were invited to participate in the study. The
NICU and PICU social workers who participated in this study came from
hospitals in the Inland Empire of Southern California. Participants of this study
were required to have a MSW degree or LCSW certification with a minimum of
six months of experience within the NICU or PICU departments. The sample was
chosen for convenience and time restraints for this project. Of the thirty social
workers invited to participate, seven participants completed the survey and three
participants only completed some questions and thus their responses were
removed from the data set. Additional demographic information on participants
were collected and will be provided in the following chapter.

Data Collection and Instruments
Data collection was obtained from the use of Survey Monkey an online
survey program that is user friendly, easily accessible, and has built in
confidentiality measures. Survey Monkey allowed the researcher to design studyspecific questions on a survey format for participants to answer at their
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convenience. Participants were first asked basic demographic information such
as age, gender, ethnicity, education level, and time employed in the NICU or
PICU departments. Once the demographic data was completed, participants
moved on to the research specific survey. Each question was presented in an
open-ended format to allow participants to elaborate on their responses in the
way they felt appropriate. Furthermore, the researcher asked for participant
permission to contact them via phone for any necessary clarification questions or
follow up questions. The researcher used the Automatic Call Recorder App for
Android phones to record phone conversations. The recorded conversations
were immediately transferred to an electronic Dropbox file that remained
password protected. Once the phone conversations were transferred
electronically to Dropbox, the researcher deleted the telephone recording from
their phone.
The instrument that was used for this study was developed by the
researcher and was be approved by Dr. Rosemary McCaslin prior to
administration. The questions that were asked in the survey include: Have you
received any education or training on primary trauma, secondary trauma stress,
compassion fatigue or burnout as a professional? If yes, please explain. What is
your perception of primary trauma? What is your perception of secondary
trauma stress? What is your perception of compassion fatigue? What is your
perception of burnout? Have you ever experienced symptoms of primary trauma,
secondary trauma stress, compassion fatigue or burnout? If so, please explain
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what symptoms you developed. How do you feel that these [primary trauma,
secondary trauma stress, compassion fatigue, and burnout] symptoms impact
the work of NICU or PICU social workers? What strategies or coping
mechanisms do you use to prevent primary trauma symptoms from impacting
your work as a NICU or PICU social worker? What strategies or coping
mechanisms do you use to prevent secondary trauma stress symptoms from
impacting your work as a NICU or PICU social worker? What strategies or coping
mechanisms do you use to prevent compassion fatigue symptoms from
impacting your work as a NICU or PICU social worker? What strategies or coping
mechanisms do you use to prevent burnout as a NICU or PICU social worker? In
your experience, have you been actively involved in preventing primary trauma,
secondary trauma stress, compassion fatigue and burnout symptoms or do you
feel that you engage in your strategies or coping mechanisms after you notice
the onset of these symptoms? If yes, please explain your experience. Have you
sought out educational resources or adapted your current strategies or coping
mechanisms if/when you noticed your current methods were not working? If yes,
please explain.
The instrument that was used in this study was developed to specifically
answer the research question. An already established research tool was not
found to be appropriate in fully addressing the topic at hand. Each of the
questions asked in the survey were checked for clarity, tested for reliability, and
approved by the researcher and Dr. Rosemary McCastlin. A limitation of this
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newly developed instrument was that it is not evidence based. A strength in using
this tool was that it is most appropriate in answering the research question posed
by this study. Furthermore, the instrument allowed for open-ended responses
from the participants and allowed for participants to voice their understanding
and experience with primary trauma, secondary trauma stress, compassion
fatigue and burnout.

Procedures
An email was sent to the NICU and PICU social workers who met the
minimum criteria for the study at the hospital sites participating in this research
project. The email discussed the purpose of the research, the approximate time
that will be needed to complete the survey (about 30-60 minutes), and requested
the participation of the social workers for the study. Embedded in the email was a
Survey Monkey link to participate in the study. Participants were asked for their
permission to contact them via phone if the researcher required clarification or
had follow-up questions based on their survey responses. Participants were
made aware that they can answer the questions at their leisure, but that survey
would be closed on a scheduled date and time. Participants were also made
aware that their responses will remain anonymous and confidential. A debriefing
statement was provided at the end of the survey. Those who participated in the
study were sent a thank you card and $5 gift card to Starbucks to show
appreciation for their participation in the study.
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Protection of Human Subjects
All survey data remained confidential and password protected. Only the
researcher had access to the results provided by the participants. Each
participant was informed electronically of their rights to confidentiality. The
hospitals that each participant works at also remained anonymous for protection
of the agency as well as for the protection of the participants. Survey data was
destroyed at the completion of the research project. Participants were informed
of the hospital approval for the research, the IRB approval for the research, and
were provided a debriefing statement at the close of the survey.

Data Analysis
The researcher of this project took a conventional content analysis
approach to analyze the data gathered from this project. Conventional content
analysis is the most appropriate method because it has been shown to work for
qualitative studies that have limited research and the data is derived from open
ended questions (Fang-Hsieh & Shannon, 2005). Once data was collected the
researcher developed a transcript of the data, second the researcher read and
re-read the transcript to develop themes, third the researcher used Atlas.ti, a
program designed to consolidate and analyze qualitative data, to assist with the
coding of themes and sub-themes gathered from the data. The researcher
anticipates themes related to: training as a professional, perceptions of primary
trauma, secondary trauma, compassion fatigue and burnout, symptoms, impact
on the social worker, coping mechanisms, prevention, and self-care.
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Furthermore, Survey Monkey was utilized for the descriptive statistics derived
from this study.

Summary
A qualitative approach was taken to explore the strategies and coping
mechanisms used by NICU and PICU social workers in preventing primary
trauma, secondary trauma stress, compassion fatigue and burnout. The
researcher provided participants with an electronic survey through the use of
Survey Monkey so that social workers in different geographical locations and
who have unpredictable caseloads could participate at their own convenience.
Follow-up calls were placed to participants to ask clarification questions or follow
up questions as needed. Participants were assured of their confidentiality and
anonymity. Those who participated were rewarded with a $5 gift card to
Starbucks. The researcher took a conventional content analysis approach to
analyze and code data for this study. The data gathered from this survey brought
insight into this understudied topic and can serve as a foundation for future
research.
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CHAPTER FOUR
RESULTS

Introduction
This chapter is dedicated to discussing the results found from the NICU
and PICU Social Workers who completed the electronic survey from March 3,
2017 to March 15, 2017. Ten participants attempted to complete the study;
however, three participants did not fully complete the study disqualifying their
responses from the data set. The results of this study sought to explore the
strategies and coping mechanisms NICU and PICU social workers use to prevent
primary trauma, secondary trauma stress, compassion fatigue and burnout. The
researcher utilized Atlas.ti to assist in coding the data and five themes became
apparent during the analysis of the participant’s responses.

Presentation of Findings
Demographics
Ten total participants attempted the study; however, only seven
participants completed the study and their demographic information is as follows.
There were 5 responses (71.43% of the responses) from female participants and
2 responses (28.57% of the responses) completed by male participants. Of these
seven participants, 2 participants (28.57% of the responses) reported an age
range of 18-29 years-old while 5 participants (71.43% of the responses) reported
an age range of 33-44 years-old. In reference to ethnic identity and race, 3
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participants (42.86% of the responses) identified as White, 2 participants
(28.57% of the responses) identified as African-American, 2 participants (28.57%
of the responses) identified as Hispanic, and 1 participant (14.29% of the
responses) identified as Asian.
The professional credentials of the participants included 2 participants
(28.57% of the responses) who only have a Master in Social Work degree and 5
participants (71.43% of the responses) who are Licensed Clinical Social
Workers. Five of the participants (71.43% of the response) only have experience
in the Neonatal Intensive Care Unit (NICU), 1 participant (14.29% of the
responses) only has experience in the Pediatric Intensive Care Unit (PICU), and
1 participant (14.29% of the responses) had experience in both the NICU and
PICU departments. Three participants (42.86% of the responses) indicated
working in a NICU or PICU department for 6 months-1 year, 2 participants
(28.57% of the responses) indicated 1 year to 5 years within a NICU or PICU
department, 1 participant (14.29% of the responses) indicated 5 years-10 years
within a NICU or PICU department, and 1 participant (14.29% of the responses)
indicated 10 plus years of experience within a NICU or PICU department.
Theme 1: Education and Training
Question 1 of the study was geared toward understanding what education
and training participants have had in relation to primary trauma, secondary
trauma, compassion fatigue and burnout. Participant #1 indicated that they have
not had any education or training in relation to these categories as a
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professional. Participant #6 indicated that they had received minimal training on
compassion fatigue and burnout in their Master of Social work program, but
denied any training in primary trauma or secondary trauma. Participants #2 & #5
reported only receiving education and training in compassion fatigue while
participant #3 reported education only on the side effects of burnout during her
educational career. Participants #4 & #7 indicated that they have had ongoing
education and training in these areas.
Theme 2: Perceptions
Questions 2-5 were designed to grasp the perceptions of each of the
participants on primary trauma, secondary trauma stress, compassion fatigue
and burnout. These terms were not defined for the participants, as the researcher
wanted to gain insight into each participant’s current understanding of these
terms. Participants were asked about each of their perceptions individually so
that the researcher was better able to understand their view on each of the
specific terms.
Primary Trauma Perceptions. The perceptions of primary trauma varied
among the participants with only some participants recognizing that they
themselves can also be affected by primary trauma as a professional. Participant
#1 indicated their perception as “Something you experience.” Participant #2
indicated their perception as “Primary trauma is the stressor the patient
encounters.” Participant #3 indicated their perception as “Primary Trauma occurs
when a person is directly exposed/witnesses a traumatic event. Medical
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Professionals/Staff can experience Primary Trauma while working with
patients/families during hospitalizations.” Participant # 4 indicated their
perception as “stress/ burnout.” Participant #5 indicated their perception as “it
can have profound impact on an individual's functioning.” Participant #6 indicated
their perception as “I perceive trauma as experiencing a distressing, disturbing,
or life threatening event.” Participant #7 indicated their perception as “crisis for pt
and pt's family.”
Secondary Trauma Stress Perceptions. Participant responses in their
perceptions of secondary trauma stress were far more congruent compared to
their perceptions of primary trauma. Participants agreed that secondary trauma
stress was something the professional could experience when indirectly exposed
to a traumatic event after caring for another or their situations (Participants #1,
#2, #3, #4, & #6). Participant #4 specified that secondary trauma stress could be
a result of stress and burnout brought on by shared experiences. Participant #5
indicated that STS “can have profound impact on an individual's functioning.”
While participant #7 acknowledged that it [STS] could happen to a professional
and reported that professionals “need to be aware of countertransference
issues.”
Compassion Fatigue Perceptions. Participant #3 indicated their perception
of compassion fatigue as “Compassion fatigue can occur when a person is very
invested in caring/helping other individuals, but makes little to no time in meeting
their own needs/doing activities that benefit their own physical, emotional, mental
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well-being.” Participants #2 and #6 also indicated a similar perception as
participant #3. Participant #1 indicated their perceptions as “When you can no
longer be empathetic to your patient’s” whereas participants #4, #5 and #6 linked
their perceptions of compassion fatigue to burnout. Participant #7 indicated that
“it [compassion fatigue] happens more often than not. Boundaries and selfawareness are important.”
Burnout Perceptions. A majority of the participants agreed on their
perceptions of burnout with the overall indication that burnout includes decreased
motivation, decreased investment, exhaustion, stress, and impacts a
professional’s work, personal relationships and professional relationships
(Participants #1, #2, #3, #4, & #5). Participant # 1 specified that burnout could be
“shown physically, emotionally and psychologically” and participant #2 specified
“work is just a job and is often done without feeling.” Participants #4 and #6
linked burnout to being “overworked” or to “lack of control over your job and
caseload.” Participant #7 indicated “in this field it [burnout] happens often. Selfcare is important.” Participant #5 indicated “Hopefully with education and
proactive techniques burnout could be prevented.”
Theme 3: Personal Experience
Questions 6 and 7 related to the participant’s personal experience with
primary trauma, secondary trauma stress, compassion fatigue and burnout and
how their symptoms impacted their work. One participant specifically indicated
that they have experienced secondary trauma stress with subsequent burnout,
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one participant specifically indicated experiencing symptoms of compassion
fatigue and burnout, four participants were non-specific in what they experienced,
but listed symptoms, and one participant denied experiencing any symptoms of
primary trauma, secondary trauma stress, compassion fatigue or burnout. All of
the participants discussed how their symptoms impacted their work or how the
symptoms could impact a NICU or PICU social worker’s professional
performance.
Symptoms Experienced. Those participants who listed symptoms they
experienced included physical, psychological and emotional symptoms. The
most common physical symptoms reported included headaches, body tension,
and physical exhaustion. The most common psychological symptoms reported
included depression, anxiety, insomnia, and mood changes. As for emotional
symptoms, participants most often reported feelings of frustration, feeling
apathetic, feeling emotionally exhausted, experienced times of self-doubt, lack of
motivation, and experienced episodes of crying.
Impact on Work. All participants agreed that the symptoms they
experienced or the symptoms that could be experienced by NICU or PICU social
workers could negatively impact the services they provide to their patients. In
general, the participants indicated most often that experiencing symptoms of
primary trauma, secondary trauma stress, compassion fatigue and burnout
makes the social worker “less effective” leading to a reduced ability to
appropriately assess and intervene (Participants #1, #2, #3, #4, #5, #6, & #7).
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Participants specified that symptoms affect the professional’s ability to connect
with or work with parents of the patients and other professionals due to issues of
transference, judgment, feeling overwhelmed or anxious in the workplace
(Participants #1, #3, #5 & #6). Furthermore, participants specified that symptoms
could impact the attendance of NICU and PICU social workers (Participants #2 &
#6).
Theme 4: Strategies and Coping Mechanisms
Questions 4-11 were utilized to indicate what specific strategies were used
to prevent primary trauma, secondary trauma stress, compassion fatigue and
burnout. Participants were asked what strategies and coping mechanisms they
utilized to prevent each of the topic areas individually so that the researcher
could see if different strategies were utilized to prevent experiencing primary
trauma, secondary trauma stress, compassion fatigue and burnout. Although
some participants utilized different methods for each topic area, other
participants utilize the same strategies and coping mechanisms.
Prevention Strategies and Coping Mechanisms for Primary Trauma. The
most common strategy utilized in preventing primary trauma included
consultation with social work colleagues and supervisors (Participants #2, #3, #4,
#5, #6, & #7). The second most common strategy included setting and being
aware of personal and professional boundaries (Participants #1, #4, #6, & #7).
The third most common strategy included participating in physical
activities/exercise (Participants #2, #3, & #6). Other strategies and coping
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mechanisms reported included participating in breathing exercises (Participant
#6), relying on spiritual belief system (Participant #2), and spending time with
family and friends (Participant #3).
Prevention Strategies and Coping Mechanisms for Secondary Trauma
Stress. The most common strategies reported in preventing secondary trauma
stress included being self-aware and recognizing personal and professional
boundaries (Participants #2, #4, #5, #6 & #7). Participant #5 specified that they
attempt to not get “overinvolved” and are learning that they “cannot always help
everyone.” Three participants indicated consultation and/or clinical supervision as
preventative strategies (Participant #1, #2, & #3). Three participants indicated
exercise as a preventative strategy and coping mechanism (Participant #2, #4 &
#7). Two participants indicated participation in “self-care” as a strategy and
coping mechanism, but did not specify how they define self-care (Participants #4
& #5). Participants also discussed the use of counseling services (Participant #1)
and religious faith (Participant #2) as strategies and coping mechanisms.
Prevention Strategies and Coping Mechanisms for Compassion Fatigue.
Three participants reported participating in self-care as a preventative strategy
and coping mechanism, although they did not specify what self-care means to
them (Participants #4, #5, & #7). Three participants reported the use of personal
and professional boundaries as a preventative strategy (Participants #1, #4, &
#7). Three participants reported exercise as a useful strategy and coping
mechanism (Participants #2, #4, & #5). Two participants reported the use of
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consultation with colleagues as a preventative strategy (Participants #2 & #3).
Two Participants indicated early recognition of symptoms as an effective
preventative strategy and coping mechanism (Participants #1 & #5). While other
less common reported strategies and coping mechanisms included utilizing selftalk (Participant #3), relying on religious belief system (Participant #2) and taking
a day off of work or changing work assignments (Participant #6).
Prevention Strategies and Coping Mechanisms for Burnout. The most
common strategy and coping mechanisms for burnout as reported by the
participants included participation in physical activities and exercise (Participants
#2, #3, #5, & #6). Three participants reported the participation in non-specific
self-care methods (Participants #4, #5, & #7) as preventative strategies or coping
mechanisms. Three participants indicated consultation and/or clinical supervision
as a preventative strategy and coping mechanism (Participants #2, #3, & #6).
Two Participants indicated awareness of personal and professional boundaries
as a helpful strategy (Participants #1 & #7). Two participants indicated healthy
eating habits as a preventative strategy (Participants #5 & #6). Other strategies
and coping mechanisms reported included prioritizing workloads (Participant #1),
changing work assignments (Participant #2), self-talk (Participant #3), listening to
music (Participant #3), spending time with family and friends (Participant #3),
relying on spiritual belief system (Participant #2) and taking time for self
(Participant #6).
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Theme 5: Active Involvement in Prevention
Questions 12 and 13 were designed to discuss the participant’s current
active involvement in attempting to prevent primary trauma, secondary trauma
stress, compassion fatigue, and burnout. Question 13 specifically asked if
participants have independently sought out education or resources or adapted
strategies and coping mechanisms if they noticed their current methods were not
working.
Two participants indicated that they are not actively involved in preventing
symptoms (Participants #1 & #7), two participants reported that they utilize their
strategies and coping mechanisms after the onset of symptoms (Participant #3 &
#6), two participants indicated that they are always utilizing their strategies and
coping mechanisms for prevention (Participant #2 & #5), and one participant
reported that they had not experienced symptoms and did not specify if it was
due to their active involvement in preventative strategies or coping mechanisms
(Participant #4).
Of the 7 total participants, 4 indicated that they had sought out educational
resources or adapted strategies and coping mechanisms when theirs were
insufficient. Participants #5, #6, and #7 reported reviewing educational
literature, training materials and other personal research on coping while
participant #2 indicated changing work assignments. Participants #1& #3
reported that they have not sought out additional resources or adapted strategies
or coping mechanisms in preventing primary trauma, secondary trauma stress,
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compassion fatigue or burnout. Participant #4 indicated that this question was not
applicable to them.

Summary
In summation, a total of five themes emerged through analysis of the
participant’s responses, with multiple sub-themes also present. According to the
data, the seven participants had varying perspectives on what primary trauma
means to them as a professional; however, there was congruency among their
perceptions revolving around secondary trauma stress, compassion fatigue and
burnout with the exception of personal specifiers. Furthermore, the educational
background and training on these subject areas varied widely among the
participants with only two of the seven participants reporting ongoing education
and training.
Six of the seven participants reported experiencing negative symptoms as
a result of their experiences in the NICU or PICU and all participants agreed that
experiencing these symptoms impact a social worker’s performance. However,
each of the participants reported numerous coping strategies and coping
mechanisms that they utilize to combat the onset of the negative physical and
psychological symptoms. Although there are similarities in the strategies and
coping mechanisms reported, there were some methods that participants
reported that worked more in combating specific symptoms for primary trauma,
secondary trauma stress, compassion fatigue, and burnout. Of the strategies and
coping mechanisms reported, the most common included consultation,
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awareness of personal and professional boundaries, exercise or participation in
physical activities, and other non-specific self-care methods. Despite the
strategies and coping mechanisms reported, participant’s active involvement in
preventing the negative symptoms associated with primary trauma, secondary
trauma stress, compassion fatigue and burnout has room for improvement.
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CHAPTER FIVE
DISCUSSION

Introduction
Medical Social Workers, especially those who work in the Neonatal
Intensive Care Units (NICU) and Pediatric Intensive Care Units (PICU) are a
vulnerable population at risk for developing negative symptoms associated with
primary trauma, secondary trauma stress, compassion fatigue, and burnout. The
acquisition of these symptoms has the ability to negatively impact the social
worker’s personal and professional life. This specific population of social workers
has been understudied and thus this researcher attempted to fill in the gaps in
current literature to provide more comprehensive data on the subject.
More specifically, this study was designed to understand what strategies
and coping mechanisms social workers in the NICU and PICU are currently using
to prevent primary trauma, secondary trauma stress, compassion fatigue, and
burnout. It is in the best interest of the social worker, the hospital employing
these professionals, as well as the patients that the professional engage in
preventative self-care strategies rather than reactive self-care or no care at all.
Therefore, this study sought to analyze how NICU and PICU social workers
engaged in preventative care. This specific chapter is designed to discuss the
results found from the study, the limitations observed, and the recommendations
for social work practice, policy and research.
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Discussion
Before analyzing the strategies and coping mechanisms utilized by the
unique group of social workers sampled, the researcher felt it best to understand
what their level of education, training and perceptions of the terms were in order
to better assess the strategies and coping mechanisms reported. What became
apparent, was the fact that a majority of the participants reported little to no
education or training on the subjects with some participants acknowledging only
receiving some training on one or two of the areas being discussed in this study.
This information is crucial in understanding participant responses as well as
brought up the importance of additional research in this area. If NICU and PICU
social workers have received minimal training in the area, how can they be
expected to fully understand the importance of preventative self-care and coping
strategies let alone fully participate in it.
Proper education and training in primary trauma, secondary trauma stress,
compassion fatigue, and burnout is a crucial component when discussing
prevention. Participants in this study reported that they did not believe that they
are actively involved in preventing the negative symptoms associated with
primary trauma, secondary trauma, compassion fatigue, and burnout while others
reported that they engaged in self-care only after noticing the onset of these
negative symptoms. Out of those who completed the survey, only two
participants reported that they felt they are continuously engaged in self-care to
prevent symptoms. However, participants were resourceful as they reported
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seeking out materials such as empirical research and training materials when
they felt as though their current strategies and coping mechanisms were
insufficient in combating the negative symptoms they had acquired as a result of
their work.
As made clear by these participants, there are numerous negative
symptoms that could be acquired due to primary trauma, secondary trauma
stress, compassion fatigue, and burnout. Participants reported physical
symptoms, psychological symptoms as well as emotional symptoms. A majority
of these participants acknowledged experiencing these negative symptoms, but
one might ponder if these symptoms could have been prevented if these
participants had a more comprehensive education and training on each of the
terms discussed. As stated in the literature, primary trauma, secondary trauma
stress, compassion fatigue, and burnout are distinct experiences; however, the
researcher was able to observe through responses that terms such as
compassion fatigue and burnout were linked in the eyes of the participants.
Although one may lead to another, creating a domino effect, participants should
have the basic understanding of each term so that they can be more self-aware
when recognizing symptoms and participating in self-care.
The strategies and coping mechanisms reported by the PICU and NICU
social workers were insightful in addressing the research question posed in this
study by the researcher. Throughout observation of the electronic survey
responses and follow up phone calls it became clear that some participants felt
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as though they utilized the same strategies and coping mechanisms while other
participants reported different ones. Unfortunately, three of the seven participants
requested they not be contacted for follow up which did not allow the researcher
to gain additional insight into their responses; however, the information they
provided was still influential in the analysis process. When discussing primary
trauma and secondary trauma stress it appeared that participants are more likely
to use strategies such as consultation with staff or clinical supervisors or by being
aware of their personal and professional boundaries. Although other strategies
were voiced such as engaging in physical activity, relying on spiritual belief
system and reaching out to loved ones, there appeared to be less strategies and
coping mechanisms reported compared to the ones associated with compassion
fatigue and burnout.
Participants did report the use of consultation and self-awareness of
personal and professional boundaries in combating compassion fatigue and
burnout; however, other strategies and coping mechanisms were vocalized or
utilized more often. Participants were also more generic in reporting the use of
non-specific self-care methods. The researcher recognizes that self-care is
unique and individual to the participants; however, it appeared that participants
were unable to report or vocalize what self-care met to them. This was interesting
as this could be due to the lack of education and training participants have
received in regards to this subject. It is possible that participants would benefit
from education and training on what self-care can look like and the techniques or
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resources available to them. The researcher anticipated to acquire a more
extensive list of the strategies and coping mechanisms utilized by PICU and
NICU Social Workers; however, there was consistency among the responses
that were provided by the participants and are useful in providing a foundation for
future research in the area.

Limitations
When looking into the limitations of the study, there are some important
points to consider. The most prevalent limitation observable in the study was the
small sample size. Although the researcher anticipated more responses, the
reality of the possible participant’s workloads largely impacted their time and
availability to participate in the study. Overall, this sample size does not make the
findings in this study generalizable to all NICU and PICU social workers;
however, it does establish a starting point to which additional research can build
from. Additional limitations include the disproportion of male to female
participants as well as participants in the NICU departments and the PICU
departments. Furthermore, the use of an electronic survey was not ideal in
conducting a qualitative study. The researcher had hoped that this limitation
could have been minimized with the addition of phone conversations as needed;
however, some participants requested they not be contacted to clarify their
responses. This left the researcher with some generic responses and no way to
explore the responses further. Despite the limitations of this study, great insight
was received as far as the need for additional education and training in the area
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as well as a list of strategies and coping mechanisms that are currently being
utilized by NICU and PICU social workers attempting to prevent the symptoms
brought on by primary trauma, secondary trauma stress, compassion fatigue,
and burnout.

Recommendations for Social Work Practice, Policy, and Research
When taking into consideration the literature review as well as the
information gathered from the study conducted by this researcher it is abundantly
clear that further education and training is required in understanding primary
trauma, secondary trauma stress, compassion fatigue, and burnout especially in
relation to how each of these can impact the professional. As discussed by
Newell and Nelson-Gardell (2014) education in social work programs in relation
to professional self-care is often overlooked, yet should be a requirement in
program curriculum in order to create a comprehensive social work education.
Given participant responses, this researcher completely agrees with the need for
programs to require the implementation of self-care into their curriculum in order
to assist future social workers in preventing the onset of negative symptoms
caused by primary trauma, secondary trauma, compassion fatigue, and burnout.
Furthermore, it would be beneficial on behalf of the hospitals employing NICU
and PICU social workers to implement continuous training revolving around
these subject areas. A majority of professional training takes place at the start of
employment with some trainings to follow; however, this researcher postulates
that the implementation of continued training in the area including providing
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updated research or information to employees as well as having frequent and
open communication on the topics would further benefit the professionals
working in these departments.
As stated in the literature review and by the participants in this study, the
symptoms experienced by NICU and PICU social workers can be physical,
psychological and emotional all of which was agreed upon to make social
workers less effective in their work. Without proper education, training, strategies
or coping mechanisms to implement then it is not only the social worker who
suffers, but everyone else with whom they interact with. If a NICU or PICU social
worker is suffering symptoms of primary trauma, secondary trauma, compassion
fatigue, or burnout then they open up the possibility of liability concerns for the
hospital they work for. If social workers are less effective there is a possibility that
they neglect to provide their patients or their families with adequate services. For
example, a social worker who is experiencing primary trauma, secondary trauma,
compassion fatigue, or burnout may not be as effective in conducting
assessments which could lead to missing out crucial information impacting
patients, such as the presence of child abuse which may have resulted in the
need for the hospitalization. According to Richardson (2002) a hospital and
employee create a master-servant relationship thus any negligence that takes
place within the scope of a professional’s employment can leave the hospital
liable for the negligence. This alone provides the urgency for hospitals to employ
ongoing education and training to their employees, further assisting in preventing
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these negative symptoms from impacting their employees as well as impacting
the patients serviced by the hospital.
Aside from the educational and professional trainings that could be utilized
to assist these NICU and PICU social workers, it is also important for the
professionals themselves to engage in a variety of self-care strategies and
coping mechanisms as well as adjust them when necessary. As stated
previously, some participants found it difficult to define what self-care meant to
them; however, they maintained that they engage in self-care. Additional
research revolving around self-care methods and coping strategies would go a
long way in providing NICU and PICU social workers, among other professionals,
with strategies that are most effective in combatting specific symptoms or mental
health crisis. Furthermore, it may open these professionals up to methods that
they had not considered in the past or strategies that are easy for them to
integrate into their everyday practice which will assist in preventing the onset of
symptoms to begin with. Acquiring the negative symptoms associated with the
topics discussed in this study are difficult to avoid and can impact anyone
especially those working in the NICU and PICU departments due to their
repeated exposure to trauma; however, additional research on preventative
strategies would go a long way in increasing the efficiency of staff, increasing the
quality of care provided to patients and their families as well as create a happy
and healthy workforce of social workers.
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Conclusion
This research study was designed to explore the strategies and coping
mechanisms utilized by NICU and PICU social workers in preventing primary
trauma, secondary trauma stress, compassion fatigue, and burnout. Thirty
participants from hospitals in the Inland Empire of California were emailed
requesting their participation, ten participants attempted the study, but only seven
completed the study. Only the responses from those who completed the study
were used in the qualitative data analysis. Participants reported a range of
strategies and coping mechanisms such as consultation, self-awareness of
personal and professional boundaries, physical exercise, healthy eating, reliance
on spiritual belief systems, self-talk, deep breathing, spending time with loved
ones, among other non-specific self-care methods. However, it also became
clear that participants would benefit from additional education and training on
primary trauma, secondary trauma stress, compassion fatigue, and burnout.
Furthermore, additional research and encouragement geared toward
preventative measures are key in ensuring that there are effective social workers
practicing in the NICU and PICU departments of hospitals.
It is an ethical responsibility on behalf of educational programs,
professional agencies, and the professionals themselves to consistently seek out
information geared at aiding individuals in self-care methods. It is not sufficient to
send students out of school into highly trauma saturated professions without
providing them with the resources to properly care for themselves. Moreover,
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employers must not assume that their social work employees have been
educated on this and must find time within the chaos to continue to train and
discuss the importance of self-care and prevention on a regular basis. Individual
social work professionals are not exempt from also educating themselves and
taking responsibility for engaging in preventative care. The social work profession
has an ethical responsibility to the patients served and thus the NICU and PICU
social workers have an obligation to ensure they are doing everything in their
power to combat the symptoms that they are subjected to given the nature of
their work.
Prevention and/or early intervention through strategies and coping
mechanisms are crucial in ensuring that current and future NICU and PICU social
workers are efficient in their work, have decreased errors, increased workplace
productivity, decrease in sick days taken, decrease in turnover rates and
ultimately have a happier and healthier personal and professional lives. The
behaviors, attitudes and personas given off by social workers who may be
experiencing negative symptoms not only impact that professional, but also the
patient’s families they serve as well as the hospital or agency they represent. It is
critical that attention be paid in the form of additional research to further explore
the preventative strategies that NICU and PICU social workers can use in
preventing these negative symptoms from occurring. In reality, due to the nature
of their work, it is not completely avoidable to acquire such symptoms; however,
it is the responsibility of all those involved to do their best in preventing the onset
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of symptoms as much as possible. Only with additional research in this
understudied area will we be able to fully educate and assist current and future
generations of NICU and PICU social workers so that they can continue to
provide services for those who truly need them.
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