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ABSTRACT

The main purpose of this quantitative study was to examine the role of
difficulties in emotion regulation on the association between empathy and
secondary traumatic stress among the mental health workers who work with
trauma victims with varying intensity in Turkey. The research was conducted with
an online survey using a snowball sampling with a total of 214 mental health
workers from non-governmental, governmental organizations and mental health
clinics located in different cities of Turkey. The online questionnaire included the
informed consent form, demographic information form, Professional Quality of
Life Scale (ProQOL IV), Interpersonal Reactivity Index (IRI) and Turkish version
of Difficulties in Emotion Regulation Scale-Brief Form (DERS-16). In this study,
it was first aimed to examine the relationship between difficulties in emotion
regulation and secondary traumatic stress, burnout, and compassion satisfaction.
Moreover, it was also aimed to investigate the effect of the dimensions of
empathy, perspective taking, fantasy, empathic concern, and personal distress on
secondary traumatic stress, burnout and compassion satisfaction. Finally,
moderation effect of difficulties in emotion regulation on the association between
empathy and STS was examined. The results revealed that there was a significant
medium, positive correlation between secondary traumatic stress and difficulties
in emotion regulation. Similarly, a significant medium positive correlation
between burnout and difficulties in emotion regulation was also found. A
significant, medium negative correlation was found between compassion
satisfaction and difficulties in emotion regulation. While fantasy and personal
distress as dimensions of empathy significantly predicted traumatic stress, the
other two dimensions of empathy that were perspective taking and empathic
concern did not. Personal distress as an empathy dimension was found to be

significant predictor for burnout. Also, perspective taking as an empathy



dimensions significantly predicted compassion satisfaction. The moderating effect
of difficulties in emotion regulation was not found on the relationship between
empathy and secondary traumatic stress. There was a tendency towards
moderating effect of difficulties in emotion regulation on the relationship between
empathic concern and secondary traumatic stress, although the results did not
reach the conventional levels of significance. Lastly, limitations, strengths,

clinical implications and future research suggestions of this study were discussed.

Keywords: Secondary traumatic stress, vicarious traumatization, empathy,

emotional regulation, mental health workers
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OZET

Bu niceliksel arastirmanin temel amaci, moderatér olarak duygu
diizenleme giicliigliniin empati ve ikincil travmatik stres arasindaki iligkiye
etkisini Tiirkiye’de degisik seviyelerde travma ge¢misleri olan danisanlara hizmet
eden ruh sagligi calisanlari lizerinde arastirmaktir. Arastirma internet lizerinden bir
anket ¢alismasi ile yapilmustir. Tirkiye’nin gesitli sehirlerindeki kamu, kamu
olmayan ve 0Ozel kliniklerde calisan 214 kisinin dahil edildigi caligmada
katilimcilara kartopu yontemi ile ulasilmistir. Anket paketinde onam formu,
demografik bilgi formu, Calisanlar i¢in Yasam Kalitesi Olgegi (ProQOL 1V),
Kisiler Aras1 Tepkisellik Olgegi (IRI), Duygu Diizenleme Giigliigii Olcegi-Kisa
Formu (DERS-16) yer almigtir. Bu calismanin ilk hedefi duygu diizenleme
giicliigii ile ikincil travmatik stres, tilkenmiglik ve esduyum tatmini arasinda
iliskiyi incelemektir. Ikinci olarak, empati degiskeninin perspektif alma, fantezi,
empatik diisiince, kisisel rahatsizlik alt boyutlarinin ikincil travmatik stres,
tikenmislik ve esduyum tatmini {izerindeki yordayici etkisi incelenmistir. Son
olarak, duygu diizenleme giicliigliniin, empati ve ikincil travmatik stres arasindaki
iliskiye moderatdr olarak etkisinin incelenmesi hedeflenmistir. Oncelikle sonuglar
ikincil travmatik stres ve duygu diizenleme giicliigli arasinda anlamli ve orta
diizeyde pozitif bir iliski oldugunu gostermistir. Ayrica tilkenmislik ve duygu
diizenleme giicliigii arasinda da anlamli ve orta diizeyde pozitif bir iligki
bulunmustur. Esduyum tatmini ve duygu diizenleme giicliigii arasinda da anlamli
ve orta diizeyde negatif bir iliski bulunmustur. ikinci olarak fantezi ve kisisel
rahatsizlik degiskenlerinin ikincil travmatik stres degiskenini anlamli bir sekilde
yordadigi, perspektif alma ve empatik diisiincenin ise ikincil travmatik stresi
yordamadigi gozlenmistir. Empatinin kisisel rahatsizlik boyutunun tiikenmisgligi
yordadig1 gozlenmistir. Ayrica, perspektif alma boyutunun esduyum tatminini

anlamli diizeyde yordadigi gozlenmistir. Uciincii olarak, duygu diizenleme

Xii



glicliigiiniin, empati ve ikincil travmatik stres arasindaki iliskiye anlamli bir
diizeyde moderator olarak etki etmedigi gbzlenmistir. Ancak istatistiksel agidan
kabul edilebilir diizeyde olmasada bir egilim oldugu gbézlenmistir. Son olarak, bu
aragtirmanin gliglii yonleri, kisithliklari, klinik uygulamalara ve gelecek

arastirmalara yonelik Oneriler tartigilmstur.

Anahtar kelimeler: Ikincil travmatik stres, dolayli (iistlenilmis) travma,

empati, duygu diizenleme, ruh saglig1 caliganlar
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CHAPTER 1

INTRODUCTION

The word ‘trauma' has its roots from Greek and it literally means wound.
Besides its medical use indicating a physical injury, it also refers to a
psychological injury and the events causing it (Courtois & Ford, 2009). A widely
recognized definition of trauma is presented by the American Psychological
Association as "any disturbing experience that results in significant fear,
helplessness, dissociation, confusion, or other disruptive feelings intense enough
to have a long-lasting negative effect on a person's attitudes, behavior, and other
aspects of functioning. Traumatic events include those caused by human behavior
(e.g., rape, war, industrial accidents) as well as by nature (e.g., earthquakes) and
often challenge an individual's view of the world as a just, safe, and predictable
place" (VandenBos, 2007; https://dictionary.apa.org/trauma). As it is clearly stated
in this definition, traumatic events may have serious impacts on the well-being of
people. While the effects of trauma may not be visible on the outside, people with
the experience of trauma often experience serious physical and emotional
reactions (Courtois & Ford, 2009). Kessler and his colleagues (2017) revealed that
over 70% of respondents from 24 countries from six continents reported a
traumatic event at least once in a lifetime. This is a very striking result that shows
us the impact of psychological trauma on the mental health of the general human

population all over the world. This is one side of the coin.

On the other side of the coin, there are indirect sufferers of a traumatic
event. Trauma does not affect only those who directly experience it but also
individuals who are in close proximity to the trauma survivor such as their
children, spouses, other family members and even the mental health workers who
provide help to the trauma victims (Horesh & Brown, 2018). Posttraumatic stress

disorder (PTSD) is one of the psychiatric disorders that can be diagnosed in



people who experienced or witnessed a traumatic incident. The fifth edition of
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) has introduced a
broader definition of PTSD to include indirect exposure: "Exposure to actual or
threatened death, serious injury, or sexual violence in one (or more) of the
following ways: directly experiencing the traumatic event(s); witnessing, in
person, the traumatic event(s) as it occurred to others; learning that the traumatic
event(s) occurred to a close family member or close friend (in case of actual or
threatened death of a family member or friend, the event(s) must have been
violent or accidental); or experiencing repeated or extreme exposure to aversive
details of the traumatic event(s)" (American Psychiatric Association, 2013, p.271).
Mental health professionals who work with trauma victims such as clinical
psychologists, psychologists, psychiatrists, psychiatry nurses, social workers,
trauma workers and even the translator of mental health workers are at risk of
experiencing emotional, mental, and physical exhaustion as a result of engaging
empathically with traumatised children and adults (Figley,1995; McCann &
Pearlman, 1990; McCann & Saakvitne, 1995; Pearlman & Maclan, 1995). Many
studies have investigated both positive and negative impacts of being exposed to
trauma of others (Bell, Kulkarni & Dalton, 2003; Salston & Figley, 2003; Bride,
2007;). In particular, the impacts of being exposed to others trauma has been
conceptualised and examined as compassion satisfaction, compassion fatigue,
burnout, and secondary traumatic stress (Ludick & Figley, 2016). These concepts
have been established since the seminal and leading work of Figley (1995). Since
then, his influential work inspired many scholars to understand and explore
further negative and positive effects on professionals who dedicate their time and
energy to help suffering people. In the beginning, most of the researches were
mainly focused on clarifying the prevalence of compassion satisfaction and
compassion fatigue in various caregiving settings (Salston & Figley, 2003;
Boscarino, Figley & Adams, 2004; Bride, 2007). Empirical studies were also

conducted to understand the vicarious traumatization as a psychological difficulty



of trauma therapists and its relation to personal trauma history, exposure to
trauma, type of traumatic events (Pearlman & Mac lan, 1995; Salston & Figley,
2003). Empirical, theoretical and review studies in the last decade include other
intra-psychic concepts such as empathy, detachment, emotion separation,
mindfulness, emotion/affect regulation in order to have a better understanding of
secondary traumatic stress and to reach a substantial theoretical background
(Sabin-Farrell & Turpin, 2003; Robins, Meltzer & Zelikovsky, 2009; MacRitchie
& Leibowitz, 2010; Thomas & Otis, 2010; Ludick & Figley, 2017).

This study mainly focuses on the psychological experiences of mental
health professionals who are exposed to trauma indirectly which is often defined
as secondary trauma, compassion fatigue or vicarious traumatization (Simpson &
Starrkey, 2006). Specifically, this thesis aims to investigate a possible relationship
between emotion regulation difficulty, secondary traumatic stress, burnout and
compassion satisfaction level of mental health workers. There are significant
amount of studies suggesting a relationship between emotion regulation
difficulties and PTSD ( Cloitre, Miranda, Stovall-McClough, & Han, 2005; Tull,
Barrett, McMillan, & Roemer, 2007; Ehring & Quack, 2010; Bonn-Miller,
Vujanovic, Boden, & Gross, 2011). Negative emotions such as guilt, shame,
outrage, hatred, and disgust has been associated with PTSD as well as disability to
effectively regulate these emotional states (McLean & Foa, 2017). Symptom
similarities between PTSD and STS directed the researchers attention into a
possible association between difficulties in emotion regulation and STS (Mairean,
2016; Lockwood, Seara-Cardoso & Viding, 2014; Gleichgerrcht & Decety, 2013).
Although there are limited empirical studies examining the relationship between
difficulties in emotion regulation and STS, existing ones indicate that they are
related constructs (Mairean, 2016). For instance, cognitive reappraisal as positive
emotion regulation skill was found negatively correlated with STS and expressive

suppression as a negative emotion regulation skill was found positively correlated



with STS (Mairean, 2016). These findings hint us the importance of developing
helpful emotion regulation skills in preventing and healing STS in mental health
workers who work with traumatized clients. Certainly, this is an area that requires

more empirical research in order to reveal more robust associations.

In this study, it was also aimed to explore the relationship between
emphatic response level and secondary traumatic stress level of trauma workers.
As a common factor in the psychotherapy field, emphatic understanding ability of
a mental health worker is highly related to the positive outcome of the healing
process of clients regardless of the therapeutic approach of the treatment (Lambert
& Barley, 2001). Even though empathy is one of the most important
characteristics for a mental health provider in order to build a better relationship
with clients, some argue that high levels of empathy places mental health
providers at risk for secondary traumatization (Figley, 1995; Saakvitne &

Pearlman, 1996).

The last focus of this study is to explore the effect of the difficulties in
emotion regulation on the relationship between the empathic approach of mental
health professionals and their secondary traumatic stress level. We argue in this
thesis that difficulties in regulating ones emotions may have a substantial effect on
the complex relationship between empathy and secondary traumatic stress. In the
literature there are two apparently contradictory views. In the first view, empathy
was considered to be an initial and triggering mental state for STS (Figley, 1995;
Saakvitne & Pearlman, 1996; Lambert & Barley, 2001), hence is considered to be
a negative factor. In the second view, however, empathy was claimed to be a
protective factor for STS rather than a risk factor (Wagaman, Geiger, Shockley &
Segal, 2015; Irving & Dickson, 2004). According to the second view, the sense of
satisfaction and feelings of worth which are drawn as a consequence of
emphatizing others and understanding their sufferings may support the mental and

physical well-being of trauma workers (Hansen et. al., 2018). In our opinion,



these apparently contradictory findings may hint at the presence of a latent factor
that seems to determine if a trauma worker is susceptible to STS. We will refer to
this latent factor as difficulties in emotion regulation. Our opinion in this thesis is
that difficulties in emotion regulation accompany empathy and contribute to the
development of STS as a consequence of working with traumatized patients.
Emotions provide information from the outside world to motivate our behavior in
order to be adaptive to the demands of various situations (Izard & Ackerman,
2000). They seem to come and go unexpectedly, but people still have control over
their emotions. Emotion regulation generally refers to internal and external
processes associated with monitoring, evaluating and modulating the emotional
responses in order to reach to a certain goal (Thompson, 1994). Being able to
regulate ones emotions can be accepted as an ability as well as a process of
initiating an emotional state, identifying the emotion, accepting and maintaining
that particular emotional state, processing and finally modulating or changing by
down-regulating the arousal (Tull, Barrett, McMillan, & Roemer, 2007;
Eisenberg, Fabes, Guthrie, Reiser, 2000). The lack of any or all of these skills
would point out to difficulties in emotion regulation, also called emotion
dysregulation (Gratz & Roemer, 2004). Having difficulties in emotion regulation
may play a role to adjust the level of empathy during stressful inter-relational

situations in order to maintain self-other distinction (Decety & Jackson, 2004).

Significant amount of literature that supported the predictions of the
current study were accumulated from both international and Turkish sources.
Mental health professionals especially trauma workers have been playing a crucial
role for the public mental health especially after The Great Marmara Earthquake
(1999) probably more than ever (Altekin, 2014). Unfortunately, it may not be
possible to claim that there is a period without any traumatic event such as a
natural disaster, major loss, war or explosion in Turkey's recent history. Today,

Turkey hosts more than 3 million Syrian refugees suffering from disastrous effects



of war (Republic of Turkey Ministry of Interior, 2019). Trauma workers,
psychotherapists, social workers, child protection officers, rescue team members
are more involved in the trauma intervention processes both in refugee camps and
community centers. There is an unavoidable and growing interest in studies
investigating the possible effects of helping trauma victims on mental health
caregivers in Turkey. Yilmaz (2006) examined the post-traumatic stress symptoms
and post-traumatic growth in search and rescue teams and found that education,
marital status, and past trauma history were related to post-traumatic stress
symptoms of the participants. Additionally, marital status, previous traumatic
background and effective coping style were identified as predictors of
posttraumatic growth in search and rescue teams. Altekin (2014) investigated the
risk and protective factors of vicarious traumatization of trauma workers in
Turkey. The results revealed that the level of education, profession, emotional
burnout, and active coping ways were statistically significant predictors of
vicarious traumatization. Zara and I¢dz (2015) also found a high level of
secondary traumatic stress in mental health professionals who work especially in
Eastern and South-Eastern parts of Turkey. Trauma workers with personal
traumatic background presented higher secondary traumatic stress level (Zara and
I¢c6z, 2015). In a more recent study, Kahil (2016) found that mental health workers
report a higher level of secondary traumatic stress than volunteers. Additionally, it
was found that trauma workers with 11 to 15 years of work experience presented
higher levels of secondary traumatization than less experienced trauma workers.
Personal traumatic history was also found to be associated with a high level of

secondary traumatic stress symptoms in Kahil's (2016) study.

What makes this present research different than the ones in Turkish
literature is its scope. Most of the studies conducted on Turkish samples aimed to
discover the prevalence of secondary traumatic stress and to clarify the role of

past trauma history, trauma exposure, perceived social support, year of experience



in the field, age, gender and other demographics (Yilmaz, 2006; Altekin, 2014;
Zara & 1¢dz, 2015; Kahil, 2016). The claim of these studies is that all of these
factors could be instrumental for the emergence of STS. This study is targeted to
fill a gap in understanding the association between secondary traumatic stress,
empathy, and difficulties in emotion regulation and to provide a contribution
supported with an empirical analysis to this field for better understanding the
secondary traumatic stress process. In studies carried out in Turkey (Yilmaz,
2006; Altekin, 2014; Zara & I¢6z, 2015; Kahil, 2016), empathy has been accepted
as an essential ingredient in the emergence and the development of STS, however
this assumption seems to have never been systematically studied and tested. Our
first contribution in this study is considering empathy as a multidimensional
construct and systematically investigating its role in the development of STS. Our
second contribution is to examine the relationship between emotion regulation
difficulties and STS of mental health workers. To our knowledge, this relationship
has also not been studied directly in the national and international literature

before.

1.1. Secondary Traumatic Stress and Related Concepts
1.1.1. The Definition of Secondary Traumatic Stress

Mental health professionals including clinical psychologists, counsellors,
psychiatrists, trauma workers, child protection workers or social workers often
find themselves listening to very graphic details and traumatic stories of their
patients. These patients could be a victim of domestic violence, a refugee who has
been forced to escape from his own country or a sexual abuse victim. In order to
help their patients and provide a better healing process, mental health
professionals open up their heart and soul, consciously and intentionally listen,
care and engage emphatically with their clients. According to Figley (1999, p.10),

STS is "the natural consequent behaviors and emotions resulting from knowledge



about a traumatizing event experienced by a significant other- it is the stress
resulting from helping or wanting to help a traumatized or suffering person." In
other words, STS 1is a result of being exposed to traumatic tales. Close family
members and mental health caregivers of trauma survivors are the most well-
known populations who are exposed and negatively affected by the traumatic
events by witnessing and listening to the details of traumatic stories of others
(Bell, Kulkarni & Dalton, 2003). STS impacts the social functioning and work
performance of a caregiver negatively and leads to mental and somatic disorders,
such as depression, insomnia, anxiety, substance, and alcohol abuse (Pearlman &

Saakvitne, 1995).

1.1.2. The Symptoms of Secondary Traumatic Stress

Before examining the possible associations between empathy, difficulties
in emotion regulation and STS, it is crucial first to understand the symptoms that
define STS. Secondary traumatic stress is a mental health condition most alike to
PTSD among all the other mental health disorders although it is not an
independent diagnostic disorder in DSM-5 (American Psychiatric Association,
2013). STS may have physical, emotional, cognitive and social impacts on the
overall mental health of caregivers. These impacts represent themselves as cluster
of the symptoms that can be listed under the categories of re-experiencing,
avoidance, and negative thoughts and beliefs as identical to signs of PTSD
(American Psychiatric Association, 2013). Having know these symptoms would
be beneficial to diagnose whether a mental health carer experiences STS or not.
Re-experiencing refers to spontaneous thoughts and memories of a traumatic
event, having recurrent dreams, flashbacks and thoughts as if the event is
happening again, having increased heart rate, intense feelings about the event,
shallow breathing or sweating when recalled of a event (Newell & MacNeil,
2010). Avoiding distressing thoughts, memories, feelings, conversations and

reminders of traumatic event can be listed as the symptoms of avoidance (Newell



& MacNeil, 2010). Hyperarousal symptoms represent themselves as presenting
outburst of anger and feelings of irritable, having sleep disturbances, lack of
concentration, feeling easily startled, showing aggressive, careless and self-
destructive behaviour (Newell & MacNeil, 2010). Finally, symptoms related to
negative thoughts and beliefs can be listed as persistent self blame and feeling
distant from people, difficulty to remember parts of the traumatic event,
diminished interest in important and once positive activities (Newell & MacNeil,

2010).

1.1.3. Related Concepts: Vicarious Traumatisation, Burnout,
Compassion Fatigue, Compassion Satisfaction and

Countertransference

The reactions of therapists and more generally of trauma workers to the
traumatic materials of their clients were described by using several different terms
in history. These reactions are named in roughly chronological order as
countertransference, burnout, vicarious traumatization, compassion fatigue,
secondary traumatic stress or secondary traumatic stress disorder in the literature
(Altekin, 2014). Although these concepts include overlapping symptoms, it is
important to present the differences in order to understand the nature of the STS.

Table 2 summarises the meanings of these concepts.

Vicarious traumatization (VT) is a term first introduced by McCann and
Pearlman (1990). Later on, its definition was refined by Perlman and Saakvitne
(1996) as "as a process that occurs when the worker's sense of self and world view
is negatively transformed through the worker's empathetic engagement with
traumatic disclosures from clients". What makes VT different from STS is that the
impact of VT on mental health professional is cumulative, long-lasting and
irreversible if neglected (Devilly, Wright & Varker, 2009). Moreover, trauma

workers' cognitive constructs such as their self-belief system and world view are



transformed as if they have experienced a traumatic event (Saakvitne and
Perlman, 1996). For instance, a social worker who works in a domestic violence
shelter may start to believe that there is no healthy relationship. On the other
hand, STS emerge all of a sudden after experiencing a single incident of listening
a traumatic story but do not have an cumulative impact as same as VT (Devilly,

Wright & Varker, 2009).

Burnout (BO), another condition related to STS, was first defined by
Freudenberger (1974) as " a set of symptoms that includes exhaustion resulting
from work's excessive demands as well as physical symptoms such as headaches
and sleeplessness, "quickness to anger" and closed thinking". Maslach and Leiter
(2016) also define burnout as a ‘syndrome of emotional exhaustion and cynicism'
that usually appears among professionals who spend time with people as a part of
their job, have a close encounter with them and feel chronic tension and stress.
Maslach (1993) later on conceptualized burnout as a three dimensional process
rather than a single syndrome: "(a) emotional exhaustion; (b) depersonalization,
defined as a negative attitude towards clients, a personal detachment, or loss of
ideals; and (c) reduced personal accomplishment and commitment to the
profession" (Bell, Kulkarni & Dalton, 2003). Recent studies indicate that burnout
and STS are highly correlated conditions and have overlapping symptoms
(Adams, Boscarino & Figley, 2006). However, while STS is a consequence of
over-identification with trauma victim's PTSD syndrome, burnout represents
overwhelming psychological and physical exhaustion (Everal & Paulson, 2004).
Perceived lack of professional support, work overload, role conflict and role
ambiguity in professional settings have been considered to be essential

antecedents of burnout (Devilly, Wright & Varker, 2009).

The term compassion fatigue (CF) was first introduced by Johnson (1992)
to discuss burnout in nurses who were exposed to traumatic work-related

experiences (Salston & Figley, 2003, p.169). It is based more on a passionate
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connection between a help-giver and a client. Later on, compassion fatigue was
defined by Figley (1995) as the result of working with a significant number of
traumatized people in combination with a strong empathic orientation. CF is
conceptualized by Salston and Figley (2003) as a combination term indicates both

burnout and secondary traumatic level of caregivers.

Compassion satisfaction (CS) is about feeling positive and pleasant as a
result of helping people who suffer from traumatic experiences or need care. The
positive approach of the caregivers may be related to their colleagues, to their
ability to be helpful in a work environment or even to contribute to a better

society (Salston and Figley, 2003).

Originally invented by Freud in 1910, the concept of countertransference
(C) has been defined in various ways. Some writers described it as all sorts of
psychological response of analyst to the analysand (Racker, 1957). The more
recent perspectives accept countertransference as spontaneous or evoked reactions
of mental health workers towards the information, and emotions of clients who

experienced psychological trauma (Salston & Figley, 2003).

In this study, STS will be the main focus among all of the concepts listed
in Table 1. However it is important to be able to differentiate between all these

concepts related to the mental and physical well-being of trauma workers.

Table 1

Secondary Traumatic Stress and Related Concepts

STS ... work-related, secondary exposure to people who have experienced
extremely or traumatically stressful events (Stamm, 2010, p.13)

VT  “....worker’sense of self and world view is negatively transformed
through the worker’s empathetic engagement with traumatic
disclosures from clients” (Pack, 2016, p.52).
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BO  “... psychological exhaustion, over-involvement with clients and
overwork, emotional distress, and potential exploitation of clients.
” (Everal & Paulson, 2004, p.26).

CF “...a state of exhaustion and dysfunction — biologically,
psychologically, and socially — as a result of prolonged exposure to
compassion stress” (Figley, 1995, p. 253).

CS  “...the sense of fulfillment or pleasure that therapists derive from doing
their work well” (Larsen and Stamm, 2008, p. 282).

C “...positive or negative, conscious or unconscious response of a
therapist and it effects the therapeutic relationship between client and
therapist” (Neuman & Gamble, 1995, p.341)

Note. STS = Secondary Traumatic Stress, VT = Vicarious Traumatisation, BO =
Burnout, CF = Compassion Fatigue, CS = Compassion Satisfaction, C =

Countertransference.

1.1.4. Risk Factors

Mental health professionals such as therapists and psychiatrists who are
working in trauma field are especially at risk for developing secondary traumatic
stress (Altekin, 2014; Sodeke-Gregson, Holttum & Billings, 2013). However
growing amount of research indicates that mental health workers are not the only
risk groups. Secondary traumatic stress was also reported in social workers
(Newell & MacNeil, 2010), forensic interviewers, emergency department,
oncology, pediatric and hospice nurses (Beck, 2011), first responders such as
firefighters, police officers, search and rescue personnel, emergency and
paramedic teams (Greinacher, Derezza-Greeven, Herzog & Nikendei, 2019),
domestic violence advocates (Slattery & Goodman, 2009), child welfare workers
(Sprang, Craig & Clark, 2012) and even school personnel (Borntrager, Caringi,
van den Pol, Crosby, O’Connell, Trautman, & McDonald, 2012). Bride (2007)
mentioned that 70% of social workers present at least one STS symptom. Another

research reported that 42% of social workers suffered from STS (Adams,
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Boscarino, & Figley, 2006). Also, Conrad and Kellar-Guenther (2006) found that
approximately 50% of child protection workers severely suffered compassion
fatigue. Finally, 19% of substance abuse counselors (Bride, Smith Hatcher &
Humble 2009) and 39% of juvenile justice education workers reported STS
symptoms (Cieslak et al., 2013). In light of this information, it could be accepted
that STS is becoming an occupational hazard of caregiving to traumatized people
(Bride, 2007). Looking at a broad range of professional group that suffers from
STS draws attention to a question: What could be the common potential risk

factors of STS?

Risk factors of STS came to the forefront can be listed under two
categories such as organizational and personal factors. While work overload of the
caregiver, the degree of exposure to traumatic material and the type of traumatic
events exposed are accepted as some of the organizational risk factors, personal
traumatic history of the therapist, emphatic approach of the professional, being
inexperienced as a trauma worker, gender and age are accepted as personal risk
factors (Hensel, Ruiz, Finney & Dewa, 2015). A meta-analysis of 231 studies
shows that factors related to burnout such as higher work demands, lower
autonomy, and job control and lower job satisfaction are highly associated with

STS (Alarcon, 2011).

Several studies have also mentioned that the type of traumatic event also
appears to be a predictor for STS. Zara and i¢6z (2015) stated that human-made
traumatic events are more likely to contribute to STS in caregivers than natural
disasters. Ben-Porat and Itzhaky (2009) indicated that professionals who help
victims of domestic violence demonstrated moderate signs of STS compare to

exposure to other types of trauma.

Personal traumatic history of the therapist as a personal risk factor for STS

was a topic of several studies. Although the results of recent studies testing the
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link between STS and personal traumatic background of the caregiver are still
under debate, there are findings that show it as a contributing risk factor (Baird &
Kracen, 2006; Jenkins & Baird, 2002; Zara & I¢dz, 2015). For instance, lifetime
personal background of trauma, but not recently experienced trauma exposure was

positively associated with STS in child welfare workers (Bride et al., 2007).

Finally, emphatic engagement as an important characteristic for caregivers
contributes to STS in mental health personnel. While empathy in the form of
‘perspective taking’ and ‘empathic concern’ is helpful and essential, it becomes
unhealthy and responsible for stress and burnout in the form of ‘personal
distress” (Abendroth & Figley, 2013). Although there are several supporting
studies found for the link between empathy and STS, some found no significant

association (Crumpei & Dafinoiu, 2012; Kilpatrick, 2016).
1.1.5. Protective Factors

In the STS Iliterature of compassion satisfaction, social support,
professional supervision and consultation, self care of mental health caregiver,
continuous training related to the profession, limiting caseload, balancing
empathy and distance to clients, and caregiver' awareness of the impacts of STS
appear to be the main preventing factors for STS (Salston & Figley, 2003). The
literature on STS emphasize social support as a significant protective factor for
STS (MacRitchie & Leibowitz, 2010; Galek, Flannelly, Greene & Kudler, 2011).
However, the findings are inconsistent about the predictive power of social
support on STS (Cieslak et al., 2013). Source of social support can be from the
organization, family and friends. Organizational support such as informational and
clinical supervision seems to be an essential preventing factor for STS (Creamer
and Liddle, 2005). Interestingly, Michalopoulos and Aparicio, (2012) found that
low levels of perceived social support were not significantly predictive for

vicarious traumatization. However, the interaction effect of social support and
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personal traumatic history of the trauma worker reported being significant

(Michalopoulos & Aparicio, 2012).

Self-care appears to be an important protective factor for secondary
traumatic stress, vicarious traumatization and compassion fatigue of mental health
professionals. Self-care is defined as the use of the abilities and methods by the
caregivers to manage their own individual, familial and emotional needs and
rights while paying attention to the needs of their patients (Figley, 2002a).
Koéverovd and Réaczova (2017) investigated compassion satisfaction, burnout,
secondary traumatic stress as well as emotional well-being and performed self-
care among the mental health professionals who work with orphans in East
Slovakia. Emotional well-being and physical self-care activities were appeared to
be predictors for the levels of compassion satisfaction, burnout, and secondary
traumatic stress. Setting realistic professional goals related to client care and
workload, giving different types of breaks as much as possible, having enough
rest and relaxation and moreover staying connected with friends and families are

suggested to prevent burnout and secondary traumatic stress (Maslach, 2003).

In the contemporary psychotherapy training process, supervision is
considered fundamental to therapeutic effectiveness regardless of the theoretical
framework of the therapy. Either the caregiver is a trained psychotherapist or a
social worker, supervision influences the therapist's competence to be effective
(Barrett & Barber, 2005). In addition, responsible, sensitive, supportive and
respectful supervision provides emotional support for the mental health
professionals who are at risk of STS (Bell, Kulkarni & Dalton, 2003). Among the
social workers who work with traumatized, peer supervision was found to be a
significant predictor of STS (Kanno, Kim & Constance-Huggins, 2016). Creamer
and Liddle, (2005) also provided evidence that supervision as a form of

professional support reduces STS symptoms (Cieslak et al., 2013).
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1.1.6. Theoretical Background

In this section, our main goal will be discussing the background theory and
a model of secondary traumatic stress and compassion fatigue resilience. As both
concepts were initially introduced to the psychological literature from the systems
theory, we will first provide an overview of the systems theory and then the

closely related bioecological systems theory.

1.1.6.1. Systems Theory

General Systems Theory (GST) was originally proposed by biologist
Bertalanffy (1968) in order to examine the biological organisms as a whole rather
than a single entity. Bertalanfty suggested that the organisations and their
interactive relationships made the living organisms unique. He considered an
organism as a system open to its environment and that interacts with its
surroundings. Their interactive nature allows organisms to evolve and to organize
their relationships with others continuously rather than as an entity. An organism
as a system is never in a steady, balanced state. By its constant dynamic process of
movement from equilibrium to non-equilibrium, a system is always in an
energetic state (Hammond, 2010). In summary, he proposed that all systems share
similar characteristics that regulate the relationship between parts of the system in
order to maintain stability. GTS approach soon became a key concept for
researchers from not just biology but also, mathematics, physics, philosophy,

cybernetics, and behavioural and social sciences (Hammond, 2010).

Cybernetics as a view at the heart of systemic family therapy was first
introduced by diverse group of thinkers and researchers in 1940s and 1950s
including mathematicians, physicians, psychologists and anthropologists such as
Gregory Bateson and Margaret Mead (Winek, 2009). Instead of linear causation

and effect view, cyberneticists use circular causality of feedback loops to explain
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how families operate. Cybernetics focused on (1) family rules as the families’
homeostatic range, (2) negative feedback process to implement those rules such as
punishment or guilt, (3) chain of family interaction as feedback loop, and (4)
alternative response when the adapted feedback is ineffective (Nichols, 2013).
Originated from cybernetics, systemic family therapy perspective can be applied
to any kind of psychological problem. For instance, an individual with depression
can be understood with a systemic family approach that views age, gender,
genetic background, family of origin, socioeconomic status, substance or alcohol
use, social support system, nutrition, exercise, physical and psychological trauma
history as contributing factors all together interactively. Making any change in one

or more of the factors may trigger a change in the whole system. (Winek, 2009)

Secondary traumatic stress, burnout, compassion satisfaction of mental
health workers and their associations with empathy and difficulties in emotion
regulation can also be understood with Bronfenbrenner's Ecological Systems
Theory (EST). This theory views the development of a child within the context of
the systems that constitute his/her environment (Pack, 2013). Recently, this theory
renamed “bioecological systems theory” in order to emphasize the child’s own
biological environment that nourish his/her development (George & Engel, 1980).
According to EST, a child interacts with five environment systems during his/her
developmental process. These five layers of environment are named as
microsystem, mesosystem, exosystem, macrosystem, and choronosystem
(Paquette & Ryan, 2011). Microsystem refers to the institutions closest to the
child and it contains structures such as family, school, neighbourhood, childcare
service, and peers. Mesosystem refers to the interactions between the structures of
the microsystem of the child such as relationships between family and teachers or
parents and peers (Berk, 2000). Ecosystem involves institutions like social
services, neighbours, local politics, mass media and it links the child’s immediate

surrounding to a social context which child does not have an active role.
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Macrosystem describes the cultural context in which a child live and it includes
socioeconomic status, poverty, ethnicity, and attitude and ideology of culture.
Choronosystem contains the dimension of time and its connection to the

environment of the child (Paquette & Ryan, 2011).

This conceptual framework can be adopted to understand the development
of STS in the mental health workers who help to traumatized people and to
consider interventions needed on the layers of micro, meso, exo and macro
systems (Pack, 2013). This perspective allows us to focus on the mental health
professionals simultaneously as individuals, their environment, and their mutual
interactions in the systems that they are in (Mizrahi & Davis, 2012). The
relationship between mental health worker and client takes place in the
microsystem level that refers to their therapeutical alignment, individual well-
being of therapist and the traumatized client, therapists awareness as a practitioner
in terms of STS (Pack, 2013). The mesosystem indicates to relations with the
microsystems and the groups surrounding the trauma worker such as training
programmes, mentoring and clinical supervision that could determine the severity
of STS, burnout and compassion satisfaction of the trauma worker (Berscheit,
2013). The exosystem, in other words organisational level refers to the culture of
institution that the mental health professional works (Pack, 2013). If the
workplace normalizes STS by introducing crises debriefings, peer supervisions,
teamworks and non-hierarchical joint decision making processes, the interaction
of these components may act as a “safeguard” to STS and burnout (Sexton,1999).
Finally, the macrosystem in this study refers to the supervisors of the trauma
worker, the professional associations that they are member of, educational
institutions, conferences they attend to, legal and ethical boards and in some case
court orders (Berscheit, 2013). Perhaps reforming the language of the policies and

procedures in terms of STS at the macro level would help to maintain the
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psychological and physical well-being of mental health workers and reduce the

impact of STS.

In the current study, the effects of empathy and difficulties in emotion
regulation on secondary traumatic stress was investigated. From the perspective of
ecological systems theory, empathy and difficulties in emotion regulation is
considered as individual, and internal psychological processes related to the

development of STS and burnout on mental health professionals.

1.1.6.2. Model of Secondary Traumatic Stress and Compassion

Fatigue Resilience

The term secondary traumatic stress was first introduced to the literature
by Figley (1982) from the systems theory. Initially, Figley (1982) defined
secondary traumatization as secondary victimization and later on as secondary
traumatic stress and compassion fatigue. Although STS and CF have some
distinctive features, they both indicate the same type of symptoms which are very
similar to PTSD symptoms. Since 1995, Figley has been working to establish a
model that comprised the possible components contributing to the development of
secondary traumatic stress in trauma therapists (Figley, 1995). However, it was
crucial to include professionals other than therapists such as search and rescue
workers, child protection workers, court workers, victim advocates, funeral
directors, journalists, researchers, physicians, nurses, firefighters, police officers,
and trauma students as risk groups for secondary traumatization. What makes
them comparable is that they all listen to or read traumatic material and are
influenced by the trauma of others directly or indirectly (Figley, 2003). Expanding
the research population has undoubtedly contributed to clarifying the working

mechanism of secondary traumatization, in general terms compassion fatigue.

Ludick and Figley (2016), set nine theoretical stipulations before

proposing a theory in order to understand the mechanism of trauma induction and
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reduction process for secondary traumatic stress. First, STS is a complex and
unavoidable condition while working with traumatized people. Second, STS
emerges when a certain level of exposure to traumatic material exists. This
exposure could be direct contact with a trauma victim or videotapes, photographs
or recordings of traumatic materials. Third, STS increases as soon as the empathic
reactions of caregiver emerge for the necessity of their job. Moreover, prolonged
exposure to materials remindful of the original trauma elevates STS. STS also
rises when the personal traumatic experiences are remembered by the caregiver.
Furthermore, increased level of compassion satisfaction and perceived social
support from fellow workers, management of the institution reduces the level of
STS. Finally, STS is directly related to other life demands outside of work such
as financial difficulties, changes in social status and illness (Ludick & Figley,
2016). Figure 1 is adapted from Ludick and Figley's (2016) refined Model of
Secondary Traumatic Stress and Compassion Fatigue Resilience (CFR). In this
model, each of the 13 variables predicts CFR level collectively. These variables
also interact with each other as a part of a system and determine the risk level of

STS and desirable level of CFR.

Figure 1. Model of Secondary Traumatic Stress and Compassion Fatigue

Resilience (Adapted from Ludick & Figley, 2016).
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Empathic Stance as a first sector includes the variables of exposure to
suffering, empathic concern, and empathic ability which are crucial for explaining
the quality and quantity of the empathic response level of the trauma worker.
Exposure to suffering is the initial pathway for developing STS and degree of
exposure the determines the effect size. However, some studies indicated that
workers with less exposure to traumatic material such as attorneys were more
vulnerable to STS due to less supervision, no trauma education and counseling
(Levin & Greisberg, 2003). Empathic concern, another crucial condition for STS,
represents the interest and level of compassion to help people. While emphatic
concern, capacity and motivation increase the level of personal distress also
increases. On the other hand without emphatic interest, the risk of STS
diminishes, but also emotional connection with patient and effective therapeutic
service decrease in working with trauma victims (Figley, 2002a). Empathic
ability refers to a trauma worker's capability and predisposition to notice
discomfort and suffering in others. (Figley, 2002a). Trauma workers deliver an
empathic response to their clients with an emotional and empathic concern and
this process places them in a vulnerable position for STS. However, paradoxically,
emphatic concern, ability, and response can be protective for trauma workers by
improving their sense of satisfaction, gratification and compassion fatigue

resilience (Lamothe, Boujut, Zenasni, & Sultan, 2014).

Secondary Traumatic Stress (STS) as the second sector in the model
contributed by the traumatic memories and other life demands of the mental
health workers. Traumatic memories attribute to both caregiver's own traumatic
memories and accumulated traumatic memories of clients (Figley, 2002a).
Although the researches were varied, MacRitchie (2006) stated that caregivers
with unresolved traumas have found to be more vulnerable to STS. Trauma
workers were also reported that they felt more distressed if the traumatic

experiences of their clients resembled their own traumatic memories (Ludick,

21



2013). Other life demands such as unexpected events, financial difficulties, health

problems may also induce STS especially in exhausted workers (Ludick & Figley,
2016).

Finally, Compassion Fatigue Resilience Sector is accepted as the opposite
position of STS and allows the trauma worker to be confident, coping, satisfied
and competent professional and person. Self-care, detachment, sense of
satisfaction and social support are the crucial variables which empower the
trauma-exposed worker to be more resilient and less vulnerable for developing
STS (Ludick & Figley, 2016). Self-care refers to learned activities and practices to
improve the psychical and psychological well-being of people (Nelson-McEvers,
1995). It was found that more self-care activities reduce the risk of STS (Kulkarni,
Bell, Hartman, and Herman-Smith, 2013). Detachment as a second resilience
improver was found positively correlated with wellbeing, positive emotions and
low fatigue (Sonnentag and Bayer, 2005). It can also be defined as the ability to
disengage, to let go of the client and leave the clients traumas behind effectively
(Figley, 2002a; Ludick, 2013). Detachment provides relief in the short-term.
However, it is very important for trauma workers to process the traumatic events
consciously and regularly in order to prevent denial and temporary disengagement
(Held, Owens, Schumm, Chard & Hansel, 2011). Sense of satisfaction, in general
terms compassion satisfaction was also found highly remedial for trauma
caregivers no matter how challenging their work was. Finally, social support plays
a crucial role to elevate STS and boost CFR if trauma workers engage with
supportive, caring and understanding relationships with friends, co-workers,
administrators and family members (Michalopoulos & Aparicio, 2012; Ludick,

2013).

From systemic family therapy perspective, Figley and Figley (2009)
argued trauma as an interpersonal and a systemic entity. Trauma as a sudden and

life risking experience affects not just the victim himself/herself but also close

22



friends, family members, colleagues, including definitely their psychotherapists.
Traumatic memories are often co-constructed by the interaction with close
members of surroundings. This is a part of the healing process. Figley and Figley
(2009) accepted systemic meaning-making as a crucial element for treatment of
trauma. Accordingly, the meaning-making process for a primary trauma victim
arises through sharing, reflecting and reassessing traumatic memories within a
relational and intimate environment such as family or psychotherapy settings.
Psychotherapists get involved with the life of their patient by listening to their
most traumatic stories. They empathize with their clients to understand better and
heal their wounds. In some cases the trauma of the victim becomes the trauma of
the therapist. This very attuned relationship between therapist and patient
transforms both therapist and the patient. In short, the psychotherapist becomes a
part of the trauma victim’s support system. Of course there is a cost of emphatic
concern of a therapist and that cost is the secondary traumatic stress. Every
individual therapist is affected by being exposed to trauma at some level. Ludick
and Figley (2016) included various ingredients that trigger the emergence of
secondary traumatic stress reactions of a caregiver. From a systemic point of view,
interaction of these elements determines the degree of a secondary traumatic
stress level of mental health worker. As it was broadly discussed before, some of
these elements tend to increase the compassion fatigue resilience level of a mental
health worker which is a protective state for STS. These factors are self-care,
detachment, sense of satisfaction and social support. The other factors such as
exposure to traumatic material, empathic stance and response, prolonged exposure
to suffering, traumatic background of therapist and other life demands appear to
have an escalating effect on STS. These factors interact with each other in
systemic patterns. Understanding the nature of STS can be possible by
discovering those patterns. Therefore, systems theory was accepted as the main
perspective of this study in order to understand the cognitive, emotional and inter-

relational dynamics of secondary traumatic stress of mental health professionals.
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1.2. Empathy and Its Relation to Secondary Traumatic Stress

What makes us unique as a human being is the ability to understand the
mental and emotional states of our species. As social beings, we communicate and
interact with each other, but also predict the behaviors, motives, and emotions of
others. But mostly, our ability to empathize with others becomes salient when we
are disappointed as a result of being misunderstood (Singer & Lamm, 2009). Our
emotional feedbacks facilitate the awareness of other people about the
misunderstanding. As a consequence of sharing our emotions with each other, we
develop a realization of present and future mental states and behaviors of others.

(Singer & Lamm, 2009).

Empathy could be one of the most popular and commonly used concepts
in psychology regardless of any theoretical approach or study fields of
psychology. However, most of the theoretical and empirical studies were
conducted by developmental and social psychologists (Feshbach, 1975; Batson,
2009; Hoffman, 2000; Eisenberg & Strayer 1987; Davis, 1980; Davis, 1983). It
would not be wrong to claim that there are as many definitions of empathy as the
number of researchers (Singer & Lamm, 2009). Sullivan views empathy as a
"form of communion" (Feshbach, 1975). From a psychoanalytic-self psychology
perspective Kohut (1971, p.82) defined empathy as "the capacity to think and feel
oneself into the inner life of another person" in his book, The Analysis of the Self
(Wilson & Thomas, 2004). Hoffman defined empathy from a developmental
perspective as "the involvement of psychological processes that make a person
have feelings that are more congruent with another's situation than with his own
situation" (Hoffman, 2000, p.30). Rogers also defined empathy as "accurate
understanding of the client's world as seen from the inside to sense the client's
private world as if it were your own, but without ever losing the ‘as if* quality" is

studied as one of the factors associated with STS (Rogers, 1961, p.284).
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Researchers were focused on possible associations between empathy and
altruism (Batson, Ahmad, Lishner & Tsang, 2016), prosocial behavior (Decety,
Bartal, Uzefovsky, & Knafo-Noam, 2016), criminal behaviors (Mariano et. al.,
2017). Empathy has also attracted the attention of social neuroscience more than a
decade ago. Consistent findings were reported that the neural structures were
activated both during the original experience of a feeling as well as in the

condition of sharing the emotions (Singer & Lamm, 2009).

From the perspective of social psychology, Davis (1983) argued empathy
as a multidimensional construct rather than a single personality trait or a set of
skills. He categorized emphatic reactions of individuals as cognitive and
emotional empathy. As a cognitive empathy process perspective taking evaluates
the tendency to accept the psychological standpoint of others; fantasy, another
cognitive empathy process, represents the people's identification with the
emotions and behaviors of fictitious characters from books or films. Empathic
concern, as an emotional empathy process represents interests, concerns, and
sympathy for help-seeking people, Finally personal distress as an emotional
empathy process includes self-oriented distress and anxiety in stressful
interpersonal settings (Davis, 1983). A substantial amount of study focused on the
relationship between empathy and secondary traumatic stress (Figley, 1995),
vicarious traumatization (Saakvitne & Pearlman, 1996). Ludick and Figley, (2017)
placed empathic concern, empathic ability, and empathic response into their
secondary traumatic stress model as a crucial triggering condition. Without
emphatic concern and empathic approach, it is hard to imagine to create a
therapeutical alliance between a therapist and his/her clients and an effective
healing process in the clinical settings (Figley, 1995; Saakvitne & Pearlman,
1996). Gleichgerrcht and Decety (2013) studied to understand the role of clinical
empathy care-giving behavior of 7584 practicing physicians. They found a strong

relationship between compassion satisfaction and empathic concern, perspective
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taking and altruism. Also, they have indicated that burnout and secondary
traumatic stress was more closely associated with personal distress and
alexithymia. Interestingly, participants with higher compassion fatigue and low or
no compassion satisfaction showed the highest level of personal distress scale of

empathy and alexithymia.

It was also found by Robins, Meltzer, and Zelikovsky (2009) that various
components of empathy were associated with compassion fatigue and burnout
level of caregivers at a children's hospital. These findings showed that caregivers
other than mental health professionals were also at risk of burnout and
compassion fatigue due to the high level of exposure to traumatic events.
MacRitchie and Leibowitz (2010) investigated the relationship between the level
of secondary traumatic stress and empathy, traumatic exposure and level of
perceived social support in trauma workers in South Africa. The findings
indicated that perceived social support and empathy are highly associated with
secondary traumatic stress. Moreover, empathy appeared to have a moderating
effect on the relationship between secondary traumatic stress and personal
traumatic history of trauma workers. What this finding means that being a victim
of a violent crime in their past leads the trauma workers more empathetic towards
their clients. As a result of increased level of empathy in trauma workers, their

level of STS increases (MacRitchie & Leibowitz, 2010).

However, studies that do not support the claims of the above conclusions
also exist (Crumpei & Dafinoiu, 2012; Wagaman, Geiger, Shockley & Segal,
2015; Kilpatrick, 2016). Wagaman et. al., (2015) suggested that higher levels of
empathy components may prevent or decrease burnout or STS and empathy
should be included in trauma trainings for trauma workers. Additionally,
Kilpatrick (2016) could not present a significant correlation between cognitive
empathy (perspective taking) and STS but a weak positive correlation between

emotional empathy (personal distress) and STS. There seems to be some
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indication that empathy has two faces. Cognitive empathy may play a preventing
and protecting role on the development of STS among trauma workers. On the
other side, emotional empathy, especially personal distress may be harmful to the

well-being of mental health professionals.

In this study, Davis's (1983) empathy measure, Interpersonal Reactivity
Index (IRI) was used to investigate the probable associations between the
empathy and secondary traumatic stress level of mental health professionals who
work with suffering people. Multidimensional nature of Davis's empathy index
allowed this study to clarify those apparently differentiated findings. In the
literature, there is an ongoing discussion about whether empathy was a protecting
factor or a harmful risk element for the development of secondary traumatic
stress. In this research, it was aimed to examine the relationship between the
cognitive and emotional components of empathy and STS. Additionally, in
Turkey, the literature is lacking studies that directly focus on the role of empathy
as a risk factor for STS. Therefore, this study aims to fill this gap and to provide
empirical support for the possible associations between empathy, secondary

traumatic stress and emotion regulation in a Turkish sample.

1.3. Emotion Regulation and Its Moderating Role on the Relationship

Between Empathy and Secondary Traumatic Stress

Emotions seem to appear and disappear whenever and however they want.
But people have control over which emotions to have, how to experience and how
to express (Gross, 2001). Emotion regulation is generally described as the ability
to determine, evaluate and adapt the experience and interpretation of affect (Gratz
& Roemer, 2004). Various terms were used and studied similar to emotion
regulation such as affect regulation, emotion regulation difficulty, self-control,
mood dysregulation, or hyperarousal (Reyes, 2013). It is accepted that the skills

such as "identifying, accepting, processing and down-regulating arousal" are

27



efficient controlling mechanisms when emotional reactivity level of trauma
victims rises (Tull et al., 2007). However, the most well-accepted definition of
emotion regulation or affect regulation was ‘the process of initiating, maintaining,
modulating, or changing the occurrence, intensity, or duration of internal feeling
states and emotion-related physiological processes, often in the service of
accomplishing one's goals' (Eisenberg et al., 2000, p. 137). In the development of
ER, both parental caregiving attitudes and biologic factors play an important role.
Parental caregiving practices may heighten or reduce the temperamental situations
and emotion-related behaviors in the early childhood periods (Turliuc & Bujor,
2013). However, it was also reported that early temperamental characteristics such
as personality traits, increased reactivity, and hypersensitivity were considered to
be the elements associated with the emotional process (Turliuc & Bujor, 2013).
Fonagy (2018) also emphasized the important role of affect-mirroring for the
development of the capacity of affect regulation. Accordingly, infants calm down
and feel less agitated through attuned facial and vocal interactions with their

parents (Fonagy, 2018).

While emotion regulation refers to monitoring, understanding, and
accepting emotions and engaging in goal oriented behaviours when emotionally
active state of mind (Gratz & Roemer, 2004), emotion regulation difficulty
represents emotional intensity, lack of understanding of emotions, negative
reactivity to emotional situation and difficulty managing emotional states
(Mennin, Heimberg, Turk & Fresco, 2005). There are limited studies examining
the link between emotion regulation difficulties, empathy, and STS. However
existing ones indicated promising findings that emotion regulation may be a
contributing variable for explaining the STS process. Mdirean's (2016) research
found that cognitive reappraisal as a positive emotion regulation strategy was
negatively related to STS. Another study showed that self-compassion as a

protecting factor for STS negatively predicted emotion regulation difficulties and
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moreover, moderating effect of emotion regulation was found on the relationship
between self-compassion and job-related stress symptoms for psychologists
(Finlay-Jones, Rees & Kane, 2015). In a parallel line of research revealed that
physicians who report difficulties to identify and regulate their negative feelings
showed a tendency for exhaustion, detachment and a low sense of achievement
(Gleichgerrcht & Decety, 2013). Finally, a research with a very similar scope with
the present study revealed that cognitive reappraisal as an emotion regulation
strategy moderated the relationship between affective empathy and prosocial

tendencies (Lockwood, Seara-Cardoso & Viding, 2014).

In the light of the findings mentioned earlier in this study, we can claim
that trauma workers are particularly at risk of presenting secondary traumatic
stress and vicarious traumatization similar to PTSD symptoms as a result of
trauma exposure and their emphatic stance (Perlman & Saakvitne, 1995; Figley,
2003). Re-experiencing intrusive and undesirable memories of a traumatic
experience, flashbacks, nightmares and emotional and physiological reactivity to
reminders of the original traumatic event have been accepted as the main
symptoms of PTSD (American Psychiatric Association, 2013). Badour and
Feldner (2013) suggested that two emotion regulation strategies, in particular,
may be related to the maintenance of PTSD symptoms: non-acceptance of
negative emotions and avoidant regulation strategies. Non-acceptance of negative
emotions such as shame and guilt which are related to the original trauma usually
accompany each other (Badour & Feldner, 2013). Ehring and Quack (2010) also
found a strong relationship between the variables of emotion regulation and PTSD

syndrome severity.

Therefore, investigating difficulties in emotion regulation would provide a
significant contribution to the efforts to understand secondary traumatic stress.
Moreover, empathy is claimed to have a paradoxical effect on the process of

secondary traumatization in the literature. While high empathy helps the therapist
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to be optimally attuned, responsive and sensitive to the patient, also puts the
therapist in a vulnerable state for STS (Figley, 1995; Ludick & Figley, 2016). On
the other hand, a therapist with low empathic approach can be characterized as
minimally attuned, distant and dissociated (Wilson & Thomas, 2004). As it was
argued earlier cognitive empathy may play a positive role in the aftermath of a
traumatic event, but affective empathy may potentially contribute STS negatively
(Dekel, Siegel, Fridkin & Svetlitzky, 2018). Emphaty has already earned a name
of “double-edge sword” because of its both positive and negative contribution on
STS of mental health workers (Russell & Brickell, 2015). This apparently
conflicting nature of empathy naturally leads us to conjecture that a hidden factor
may be also present that effects the relationship between empathy and STS. In
this study, we suspect that this hidden variable is the difficulties in emotion
regulation. Mental health workers with higher empathic ability who can not
facilitate appropriate emotion regulation strategies such as identifying, accepting,
processing and down-regulating their arousal may be inevitably more vulnerable
to STS. Examining the moderating effect of difficulties in emotion regulation on
the association between empathy and secondary traumatic stress may provide a

clarification on that matter.

1.4. The Current Study

In this study, it was first aimed to investigate and understand the
relationship between the level of secondary traumatic stress and the level of
difficulties in emotion regulation in the mental health workers in Turkey from a
systemic perspective. This one of the unique contributions of the current study to
the literature. We assumed that mental health workers who lacks or could not
employ useful emotion regulation strategies under stressful conditions requiring
human relationship and helping behaviour are highly likely to develop STS.
Burnout and difficulties in emotion regulation were also considered to be

positively related in this study. On the other hand, compassion satisfaction as a
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protective and very positive emotional condition that contributes to the
psychological well-being of mental health workers in a good way, we suspected

that they would be negatively related to each other.

The second purpose of this thesis was to investigate the role of empathy as
a predictive variable for secondary traumatic stress level of mental health
professionals. Since empathy was considered as a multidimensional cognitive and
emotional states of self rather than a simple and single personality trait in this
study, four differentiated sub-dimensions of empathy (perspective taking, fantasy,
empathic concern, and personal distress) were used as predictive variables for
secondary traumatic stress. The effect of empathy on burnout and compassion
satisfaction was also explored in this study. Exploring the possible role of the
empathy as predictor of STS, burnout and compassion satisfaction is another

original contribution to this field especially in Turkish.

The last purpose of this thesis was to examine whether the difficulties in
emotion regulation played a moderating role on the relationship between the sub-
dimensions of empathy and secondary traumatic stress. The model tested in
hypothesis 3 was demonstrated in Figure 2. Various demographic variables such
as age, gender, marital status, profession, year of experience, city of work,
supervision, traumatic exposure level and personal traumatic history of the trauma
workers were also examined regarding their association with secondary traumatic
stress, burnout and compassion satisfaction. From a systemic perspective, all these
factors refer to individual, environmental, familial and organisational
characteristics of the mental health carer. We assume that all of these factors
interact with each other and determine the conditions that lead to the development
of STS. Again, adopting the systemic view in this study, provides us the liberty to
question these characteristics of trauma worker as a collaborating units in a
system rather than independent variables. Empathy and difficulties in emotion

regulation variables represent two different individual and intra-psychic
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characteristics which are considered to be influential interactively in the process

of STS.

Figure 2.
The Model Tested in Hypothesis 3: Moderation Effect of Difficulties in Emotion

Regulation.

STS of trauma
worker

A 4

Empathy 1

Difficulties in
emotion
regulation

1.4.1. Predictions

Hypothesis 1a. Higher secondary traumatic stress is correlated with

higher difficulties in emotion regulation.

Hypothesis 1b. Higher burnout is related to higher difficulties in

emotion regulation.

Hypothesis 1c. Higher compassion satisfaction is correlated with

lower difficulties in emotion regulation.

Hypothesis 2. The dimensions of empathy, perspective taking,
fantasy, empathic concern, and personal distress predict secondary
traumatic stress, burnout and compassion satisfaction of mental

health workers.
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Hypothesis 3. Difficulties in emotion regulation moderates the

association between the empathy and secondary traumatic stress.

33



CHAPTER 2

METHOD

2.1. PARTICIPANTS

The participants of this study were mental health professionals with
various professional backgrounds practicing in Turkey with no other restrictions.
A total number of 363 individuals attempted to take the online survey. After
removing the participants who either did not complete or left the survey without
responding to any of the items, 236 individuals remained in the sample. Two other
participants were excluded since they were detected as outliers (See section Data
Analyses). Out of 234 participants, only 214 participants were included in the
correlation analysis due to unanswered items of the main scales of the study
Professional Quality of Life Scale (ProQOL IV), Interpersonal Reactivity Index
(IRI) The Turkish version of Difficulties in Emotion Regulation Scale-Brief Form
(DERS-16). Of the 214 participants, 212 indicated their gender with 184 (86.8%)
of them being women and 28 (13.2%) being men. The age of the participants
ranged from 22 to 66 (M = 31.93 SD =7.294). When the participants’ marital
status was examined, it was found that 86 (40.6%) were single, 82 (38.7%) were
married, 30 (14.2%) were in a relationship, 14 (6.6%) were divorced and only 2 of

them left the question unanswered.

Regarding the title of profession, of 214 participants, 54 (25.2%) named
themselves a psychologist, 92 (43%) as clinical psychologists, 21 (9.8%) as
counsellor,15 (7%) as psychiatrist, 10 (4.7%) as social worker, 2 (0.9%) as
volunteer and 3 (1.4%) as translators. One hundred eighty-nine of them (88.3%)

reported that they had additional professions as couples and family therapist, child
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psychiatrist, a graduate student of clinical psychology, psychoanalyst, art

therapist, and sociologist.

The years of work experience as a mental health profession ranged from
less than a year to 40 (M= 6.82, SD= 6.35) years. Both governmental and non-
governmental organisations were reported as workplaces with 81 (37.85%)
participants working in private practice clinics, 37 (17.289%) of them in hospitals,
26 (12.149%) of them in governmental organizations, 24 (11.22%) of them in
various universities, 20 (9.34%) of them at schools and 19 (8.87%) of them in
varying civil society organisations. Participants with no response were only 7

(3.27%).

Out of 214, 48 participants reported their current job as psychologists, 21
of them as psychotherapist, 11 of them as social worker,10 of them as doctors, 10
of them as school counsellor, 8 of them as academics, 6 of them as child and
adolescent therapist, 3 of them as couples and family therapist and 2 of them as

translator.

Reports of the participants showed that they had varying levels of
experience with 207 (88.5%) indicating 5 years of experience in their current job.
Seventy people (32.7%) reported that they had been working in their current jobs
between 1 and 3 years; 56 (26.2%) between 3 and 6 years; 25 (11.7%) between 6
and 12 months; 19 (8.9%) between 6 and 10 years; 16 (7.5%) between 3 and 6
months and 11 (5.3%) of them reporting fewer than 3 months, and finally 10

participants (4.7%) reported that they had more than 10 years of experience.

The results suggested that participants were 19 different cities of Turkey
with the majority of them coming from Istanbul (N = 145; 67.75%). The
remaining participants were from Antalya (N = 11; 5.14%), Ankara (N = 4;
1.86%), Bursa (N = 4; 1.86%), Mersin (N = 4; 1.86%), Balikesir (N = 3; 1.4%)

and Kocaeli (N = 3; 1.4%). There were 21 participants who reported being from
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urban or rural areas instead of what city they were from. The participants who
reported living in urban areas were 18 (8.4%) and 3 (1.4%) of them were from
rural areas. The remaining 13 participants (6.07%) were from various cities in
Turkey including Samsun, Urfa, Aydin, Bayburt, Bolu, Diyarbakir, iskenderun,
Mugla, Tunceli, Adiyaman, and Liileburgaz. There were only 2 (0.9%)

participants who did not report what city they lived in.

Out of 214 participants, 133 (62.1%) reported having supervision and 80
of them (37.4%) as not having supervision. In terms of hours of supervision
received, 68 (31.8%) participants reported having supervision between 1 and 2
hour per week, 54 (25.2%) as less than an hour, 12 (5.6%) as between 2 and 3
hours per week and 9 (4.2%) more than 3 hours per week. Of the 214 participants,

71 (33.2%) individuals had no response for the hours of supervision.

Of 214 participants, 202 (94.4%) of them reported that they were exposed
to traumatic materials in their job and 11 (5.1%) of them said that they were not
exposed to traumatic materials. Remaining 1 individual did not respond to this
question. When the participants were asked about their personal trauma histories,
153 (71.5%) reported that they experienced at least one traumatic event once in
their lifetime. Participants with no personal traumatic experience were 60 (28%).

Only 1 (0.5%) participant did not provide an answer to this question.

Table 2

Demographic Characteristics of Participants

Variables N % M SD
Gender

Female 184 86.8

Male 28 13.2

Total 214 100
Age 31.93  7.29
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Marital Status

Profession

Years of work
experience

Workplace

Years in current job

Single
Married,
In relation

Divorced

Psychologist

Clinical
Psychologist

Counselor
Psychiatrist
Social worker
Volunteer

Translator

Private Practice
Hospitals,
Governmental
Universities
Schools

Civil society

Less than 3
months

3-6 months

6-12 months

37

86
82
14
14

54
92

21

10

81
37
26
24
20
19

11

16
25

40.6
38.7
6.6
6.6

25.2
43

9.8

4.7
0.9
1.4
6.82

37.85
17.28
12.14
11.22
9.34
8.87

5.1

7.5
11.7

6.35



City of work

Supervision

Trauma cxposure

Personal trauma

1-3 years
3-6 years
6-10 years

More than 10

years

Istanbul
Antalya
Bursa
[zmir
Mersin
Ankara
Balikesir
Kocaeli
City Center
County
Other

Yes

Yes

No

Yes

70
56
19

145

~ b~ B~ b

(98]

18

13

133
80

202
11

153
60

32.7
26.2
8.9
4.7

67.75
5.14
1.86
1.86
1.86
1.86

1.4
1.4
8.4
1.4
6.07

62.1
37.4

94.4
5.1

71.5
28
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2.2. MEASURES

The participants were presented an online survey package including The
Demographic Information Form to gather the background information about
them, Professional Quality of Life Scale (ProQOL 1V) in order to measure their
secondary traumatic stress level, Interpersonal Reactivity Index (IRI) to measure
the dimensions of empathy and finally Difficulties in Emotion Regulation
Scale-Brief Form (DERS-16) in order to measure the level of difficulties in

emotion regulation.

2.2.1. The Demographic Information Form

The Demographic Information Form (see Appendix B) was produced by
the researcher and includes questions about the participants’ gender, age, marital
status, profession, years of experience in this profession, current workplace, job
title in the current workplace, the years of employment in the current work place,

supervision hours, traumatic exposure level, and personal traumatic history.

2.2.2. Professional Quality of Life Scale (ProQOL IV)

Professional Quality of Life Scale (ProQOL IV), as presented in Appendix
C, was originally developed by Stamm (2010) to measure the positive and
negative impacts of working with individuals who have survived traumatic and
stressful life experiences. In this study, the Turkish version of ProQOL IV adapted
by Yesil and his colleagues (2010) was used to measure the secondary traumatic
stress level of trauma caregivers next to burnout, compassion fatigue, and
compassion satisfaction. ProQOL IV is a 30-item, self-administered 5-point
Likert- type questionnaire raging from “Never” to “Very Often”. Every 3 sub-
scales of ProQOL IV consist of 10 questions. The first sub-scale, Compassion
satisfaction (CS) is related to feel pleasure and satisfaction to professionally help

people who needed. Burnout is one aspect of Compassion Fatigue (CF) which is
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also accepted as the negative effects of care giving to others. The second sub-scale
Burnout is also related to feelings of hopelessness and complications while
dealing with work or effective job performance. Burnout is usually associated
with a non-supportive work environment with high workload. Finally, the third
sub-scale, Secondary Traumatic Stress (STS) is also a part of Compassion Fatigue
(CF). STS measures the level of work-associated, secondary exposure to
traumatic and extremely stressful life events of caregivers of trauma survivors.
(Stamm, 2010). The Cronbach’s alpha values of the subscales of the Turkish
version of ProQOL IV are .87 for CS, .72 for BO and .80 for STS (Yesim et al.,
2010). The Cronbach’s alpha value is calculated 0.85 for CS, 0.67 for BO and
0.84 for STS in the current study. Item 3 “I get satisfaction from being able to
[help] people” is an example for CS. Item 8 “I am not as productive at work
because I am losing sleep over traumatic experiences of a person I [help]” is an
example for burnout. Finally, item 5 “I jump or am startled by unexpected
sounds” is an example for STS. The higher scores imply having higher level of

CS, BO, and STS in this questionnaire.

2.2.3. Interpersonal Reactivity Index (IRI)

In this study, empathy was measured by the Turkish version of Davis’s
(1980) Interpersonal Reactivity Index (IRI) (see Appendix D) which was adapted
by Engeler and Yargi¢c (2007). The IRI is a self-administered, 5-point Likert-type
questionnaire with 28-item ranging from “Does not describe me well” to
“Describes me very well”. It measures cognitive and emotional empathy and
consists of four separate subscales measuring different dimensions of empathy.
The sub scale scores vary from 0 to 28. Each subscale containing 7 items are
named: perspective taking (PT), fantasy scale (FS), empathic concern (EC), and
personal distress (PD). Due to an error in the online survey 3 items were missing
from the survey. These were one item from FS, one item from PD and item from

PT. Internal consistencies of all four subscales of the Turkish version of IRI were
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satisfactory [.60-.76]. The Turkish adaptation of the IRI index had a test-retest
correlation in the acceptable range [.66-.80] (Engeler & Yargig, 2007). The
Cronbach’s alpha value is calculated 0.69 for PT, 0.80 for FS, 0.72 for EC and
0.74 for PD in the present study. The perspective taking (PT) scale is used to
determine the tendency to spontaneously take the psychological point of view of
other people. The fantasy scale (FS) assesses the tendency of the responders to
transpose themselves in fictional stories and imagine themselves in the same
situations as fictional characters. The empathic concern (EC) scale assesses
sympathy and concern for other people. Finally, the personal distress (PD) scale
assesses the “self-oriented” feelings such as anxiety and uneasiness which
prevents helping others (Davis, 1983). The higher scores imply having higher
level of empathy for perspective taking, fantasy, emphatic concern, and personal

distress scales in this measure.

2.2.4. Turkish Version of Difficulties in Emotion Regulation Scale-

Brief Form (DERS-16)

DERS-16 was originally developed by Bjureberg et al. (2016) as a brief
form of DERS (Gratz and Roemer 2004). The Turkish version of Difficulties in
Emotion Regulation Scale-Brief Form (DERS-16), as presented in Appendix E,
was adapted by Yigit and Yigit (2017) and was administered to measure the
emotion regulation difficulties of the participants in this study. The Turkish
version of DERS-16 is a five-factor-structured scale which measures Clarity (e.g.,
“l am confused about how I feel”), Goals (e.g., “When I am upset, I have
difficulty focusing on other things”), Impulse (e.g., “When I am upset, | become
out of control”), Strategies (e.g., “When I am upset, I believe that I will remain
that way for a long time”’), and Non-acceptance (e.g., “When I am upset, 1 feel
ashamed with myself for feeling that way”). Self-report questionnaire DERS-16
consists of 16 items and it is a 5-point Likert scale ranging from 1 (almost never)

to 5 (almost always). Higher scores show greater emotion dysregulation. The
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internal consistency of The Turkish version of DERS-16 is excellent (o0 = .92)
(Yigit and Yigit, 2017). The Cronbach’s alpha of the scale of DERS-16 is found
0.92. The higher scores imply experiencing higher level of difficulties in emotion

regulation in this measure.

2.3. PROCEDURE

Data collection process began after receiving the approval from the Ethics
Committee Board of Istanbul Bilgi University. All the data were gathered using an
online data collection platform (www.surveymonkey.com). The online data
collection link was shared via e-mail and social media posts. After receiving
permissions from the organizations to access their mental health personnel, the
participants were contacted based on the procedure organizations require such as
list-serves, e-mail groups, and in-person meetings. First, participants were
introduced to the study with an Informed Consent Form (Appendix A) in order to
explain the main purpose and the subject of the study. The participants were also
informed about the confidentiality of the data, voluntary nature of the study,
expected completion time and their right to withdraw from the survey at any time.
The Informed Consent Form also included contact information of the researcher
in case the participants wanted to consult about any questions and/or concerns
related to the survey. Second, The Demographic Information Form was presented
to the participants. Finally, the Professional Quality of Life Scale (ProQOL IV)
Interpersonal Reactivity Index (IRI) and Difficulties in Emotion Regulation Scale-
Brief Form (DERS-16) were introduced to the participants. The last three
questionnaires were introduced randomly by the survey software for each

participant. Approximately 15 minutes were needed to complete the whole survey.
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2.4. DATA ANALYSES

Before conducting any statistical analysis, all the data were downloaded
from the online survey software into an SPSS program. Participants who
participated in the study yet did not complete the measures were removed from
the data. Additionally, after calculating Mahalanobis distance, 2 multivariate

outliers were excluded from the sample of the study (& = 0.001, df = 8, x2 =
32.88, %2 = 28.92). After all the necessary eliminations, the data included 214

participants and the results were analyzed using IBM Statistical Package for
Social Sciences (SPSS) and PROCESS v 3.3 (Hayes, 2019). The data analysis
consisted of several steps. First, reliability analyses, descriptive and frequency
analysis of the measures and demographic variables were conducted. Moreover,
independent t-tests were conducted in order to examine gender differences based
on all the measures of this study including secondary traumatic stress, burnout,
compassion satisfaction, perspective taking, fantasy, empathic concern, personal
distress, and difficulties in emotion regulation. The independent t-test analyses
were conducted in order to compare the means of the measures based on
supervision, trauma exposure, and personal traumatic background levels of the
participants. Second, Pearson Correlations were used to calculate intercorrelations
between all of the variables including empathy (perspective taking, fantasy,
empathic concern and, personal distress), secondary traumatic stress (compassion
satisfaction, burnout and secondary traumatic stress) and difficulties in emotion
regulation. Third, a hierarchical regression analysis was conducted to analyze if
the subdimensions of empathy (perspective taking, fantasy, empathic concern and
personal distress) predict secondary traumatic stress, burnout, and compassion
satisfaction. The demographic factors such as gender, age, traumatic exposure,
and personal traumatic background were also tested in the model. Finally,

moderation analysis was conducted by using PROCESS v3.3 in order to calculate
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if emotion regulation difficulties moderated the relationship between empathy and

secondary traumatic stress.
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CHAPTER 3

RESULTS

3.1. Preliminary Analysis

In this section, reliability analysis, descriptive statistics of the measures,
independent t-tests for gender differences, supervision, trauma exposure, and
personal traumatic background levels of the participants based on all the measures
of this study including secondary traumatic stress, burnout, compassion
satisfaction, perspective taking, fantasy, empathic concern, personal distress, and

difficulties in emotion regulation were presented.

3.1.1. Reliability Analysis of the Measures

Initially, the internal consistency scores of each of the measures were
calculated. All measures of this study showed moderate to high reliability
coefficients. Only the Cronbach’s alpha level of burnout (BO) and perspective

taking were low. The reliability coefficients are listed in Table 3.

Table 3
The Reliability Coefficients of the Measures of the Study

Measures Cronbach’s Cronbach’s
alpha (original) alphas of the study

ProQOL IV

CS 0.87 0.85

BO 0.72 0.67

STS 0.80 0.84
IRI

PT 0.73 0.69

FS 0.76 0.80
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EC
PD

DERS-16

0.66
0.60
0.92

0.72
0.74
0.92

Note. ProQOL IV = Professional Quality of Life IV. CS = Compassion Satisfaction. BO =
Burnout. STS =Secondary Traumatic Stress. /Rl = Interpersonal Reactivity Index. PT

=Perspective Taking. FS = Fantasy. EC = Empathic Concern. PD = Personal Distress.

DERS-16 = Difficulties in Emotion Regulation Scale-16.

3.1.2. Descriptive Statistics for the Measures

Findings of the descriptive statistics of Compassion Satisfaction (ProQOL

IV), Burnout (ProQOL IV), Secondary Traumatic Stress (ProQOL IV),

Perspective Taking (IRI), Fantasy (IRI), Empathic Concern (IRI), Personal

Distress (IRI) and Emotion Regulation (DERS-16) were presented in Table 4.

Table 4

Descriptive Characteristics of the Measures in the Current Study

Measures

ProQOL IV

CS
BO
STS
IRI
PT
FS
EC
PD
DERS-16

N

211
211
214

202
202
202
202
197

M

3.97
2.35
2.11

2.75
2.41
2.92
1.58
1.98

SD

0.53
0.51
0.63

0.63
0.81
0.60
0.73
0.62

Min Max
2.4 5
1.2 3.6
1.0 4.2
0.5 4
0.16 4
0.85 4
0 33
1 4.18

Note. ProQOL IV = Professional Quality of Life IV. CS = Compassion Satisfaction. BO



= Burnout. S7S =Secondary Traumatic Stress. IR/ = Interpersonal Reactivity Index. PT
=Perspective Taking. FS = Fantasy. EC = Empathic Concern. PD = Personal Distress.
DERS-16 = Difficulties in Emotion Regulation Scale-16.

3.1.3. Gender Differences for the Measures

In order to examine gender differences on the measures of secondary
traumatic stress, burnout, compassion satisfaction, perspective taking, fantasy,
empathic concern, personal distress and difficulties in emotion regulation, eight
independent samples t-tests were conducted. First, results of this analysis show
significant differences in terms of secondary traumatic stress scores between
female (M = 2.16, SD =.64) and male (M = 1.79, SD = .45 ) participants #(210)=
2.90, p = .004. According to the results, female participants have higher level of
secondary traumatic stress than male participants. Another results of this analysis
show significant differences in terms of personal distress scores between female
(M =1.63, SD = .72) and male (M = 1.11, SD = .62 ) participants #210)=,p <.
001. These results mean that female participants have a higher personal distress
level than male participants. Men and women were not significantly different on
the scales of burnout, compassion satisfaction, perspective taking, fantasy,

empathic concern and difficulties in emotion regulation.

3.1.4. Differences Based on Supervision

In order to examine the differences based on supervision on the measures
of secondary traumatic stress, burnout, compassion satisfaction, perspective
taking, fantasy, empathic concern, personal distress and difficulties in emotion
regulation, eight independent samples t-tests were conducted. There were no
significant differences between the means of the participants in terms of having

supervision and not having supervision.

47



3.1.5. The Role of the Trauma Exposure

One section of the demographic information form was presented to the
mental health workers in order to determine the level of traumatic exposure they
had based on their experiences within the last 3 months. The questions about
exposure to traumatic exposure were administered as 10-item, 4-point Likert -type
scale ranging from “Never” to “Often”. The scale provided information on how
often the participants listened to traumatic events from their clients. The traumatic
event types were listed included a serious accident, sudden loss of a close one,
natural disaster, domestic violence, sexual abuse, rape, serious health problems,
torture, captivity, war. Participants were also asked to report if they have
experienced exposure to other traumatic events other than the ones listed. Table 5

summarizes the exposed traumatic events of the participants of this study.

Table 5.

Exposed Traumatic Events of The Participants

Traumatic Events N M SD Min-Max Score
Sexual Abuse 206 2.32 .90 0-3
Domestic 202 2.19 .94 0-3
Violence

Sudden Loss 201 1.85 .85 0-3
Torture 204 1.66 93 0-3
Rape 204 1.34 1.05 0-3
Serious Accident 196 1.30 .94 0-3
Health Problems 201 77 .90 0-3
Natural Disaster 198 1 78 0-3
Other 205 55 91 0-3
Captivity 201 43 75 0-3
War 201 34 .66 0-3
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3.1.6. The Role of the Personal Traumatic Background

Personal traumatic history was also asked the participants with a list of
traumatic events. The participants were able to choose more than 1 traumatic
event. Table 6 presents the percentages of the personal traumatic events that were

reported by the participants of this study.

Table 6
Traumatic Background of the Participants (V=214)

Traumatic Events N %

Sudden Loss 82 38.3
Physical and Emotional Abuse 64 29.9
Domestic Violence 42 19.6
Natural Disaster 42 19.6
Sexual Abuse 35 16.4
Serious Accident 27 12.6
Surgery 27 12.6
Health Problems 25 11.7
Rape 7 33

War 4 1.9
Torture 3 1.4
Captivity 1 5

Eight independent samples t-tests were conducted in order to see the
differences in terms of the traumatic background of the participants on the
measures of secondary traumatic stress, burnout, compassion satisfaction,
perspective taking, fantasy, empathic concern, personal distress and difficulties in

emotion regulation. There were no significant differences observed between the
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means of participants who experienced personal traumatic event and participants

who did not experience a personal traumatic event.

3.2. Correlations

In order to test the hypotheses 1a, 1b, and 1¢ Pearson Correlations were
conducted. The hypothesis la was confirmed. A significant positive, medium
correlation between secondary traumatic stress and emotion regulation difficulty
was found. The hypothesis 1b was also confirmed. A significant positive, medium
correlation between burnout and difficulties in emotion regulation was observed.
Furthermore, the hypothesis lc was also confirmed. A medium, significant
negative correlation was found between compassion satisfaction and difficulties in

emotion regulation is found (See Table 7).

For exploratory purposes, Pearson Correlations between all 8 variables
compassion satisfaction, burnout, secondary traumatic stress, perspective taking,
fantasy, empathic concern, personal distress and difficulties in emotion regulation
were calculated. Table 8 presents all of the correlation coefficients. Correlations
among compassion satisfaction, burnout and secondary traumatic stress were
found consistent with the literature (Conrad, & Kellar-Guenther, 2006; Sodeke-
Gregson, Holttum, & Billings, 2013). A large, negative correlation between
compassion satisfaction and burnout was found. A small, negative correlation
between compassion satisfaction and secondary traumatic stress was also found.
Also, Aa large, positive correlation between secondary traumatic stress and

burnout was found (See Table 7).

It also was observed that there was a positive medium correlation between
secondary traumatic stress and fantasy variable of empathy. Although small,
secondary traumatic stress was also found positively correlated with empathic
concern. At last, a positive medium correlation was found between secondary

traumatic stress and personal distress. There was however, not found a significant
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correlation between secondary traumatic stress and perspective taking.
Furthermore, a positive medium relationship between burnout and personal
distress measure of empathy was observed whereas the relationship between

burnout and perspective taking, fantasy and empathic concern were not significant

(See Table 7).

While a medium, positive correlation was observed between compassion
satisfaction and perspective taking measure of empathy, no significant correlations
were found between compassion satisfaction and fantasy as well as between
compassion satisfaction and empathic concern. On the other hand, a negative
significant medium correlation was found between personal distress and
compassion satisfaction. Another significant negative medium relationship was
observed between compassion satisfaction and difficulties in emotion regulation.
Finally, a significant positive large correlation was found between difficulties in

emotion regulation and personal distress (See Table 7).

Table 7

Pearson Correlation Matrix Among The Variables

Variables 1 2 3 4 5 6 7 8
1.CS -

2.BO -.59%* -

3.STS -22%% o3k -

4. PT 23%% -0l .07 -

5.FS .003 A2 34%x 17 -

6. EC A1 03 27%x  38Fx 44%x

7. PD =22%%  p5kx 39wk 7k 200 10 -

8.DERS-16  -23%*  42%%  49** .07 4% 13 47 -

Note 1. *p <0.05. **p <0.01.
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Note 2. CS = Compassion Satisfaction. BO = Burnout. S7S = Secondary
Traumatic Stress. PT = Perspective Taking. FS = Fantasy. EC = Empathic
Concern. PD = Personal Distress. DERS-16 = Difficulties in Emotion Regulation
Scale-16

3.3. Hierarchical Regression Analysis of the Study

In order to test the second hypothesis of this study, a two-step hierarchical
regression analysis was conducted to examine whether the dimensions of empathy
predict STS of mental health workers in Turkey. Control variables (age, gender,
trauma exposure and personal trauma) were entered at step one and empathy
variables (perspective taking, fantasy, empathic concern and personal distress)
were entered at stage two of the hierarchical regression analysis. In step one,
control variables of age, gender, trauma exposure and personal trauma were
significant predictors of secondary traumatic stress, F(4, 192) = 3.175, p = .015,
explaining 6% of the variation in STS. At step two, introducing perspective
taking (PT), fantasy scale (FS), empathic concern (EC), and personal distress
(PD) increased the model's strength and explained 26% of the variation in

secondary traumatic stress, F(4, 188) = 12.242 p <.001.

Particularly, fantasy (FS) as an empathy variable significantly predicted
secondary traumatic stress, f = .16, t = 2.83, p < .05. Also personal distress (PD)
as an empathy variable predicted secondary traumatic stress, f=.29,t=4.61,p <
.001. On the other hand, perspective taking and empathic concern did not make a
significant contribution to the hierarchical regression model. Gender was no
longer a significant predictor in step 2. Table 8 presents the summary of
hierarchical regression analysis for variables predicting secondary traumatic

stress.
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Table 8
The Summary of Hierarchical Regression Analysis for Variables Predicting

Secondary Traumatic Stress

Variable B SE  Beta t R RZ AR?
Step 1 252 .06 .06
Age -.007  .006 -.08 -1.07
Gender -.34 13 -.18  -2.58%*
Trauma exposure A5 .20 .05 73
Personal trauma -.18 09 -13  -1.83
Step 2 5060 26 .19
Age -001  .006 -.01 -.18
Gender -.18 A2 -01  -1.44
Trauma Exposure .06 .19 .02 31
Personal Trauma -.16 .09 -11  -0.79

Perspective Taking .08 .07 .08 1.13
Fantasy .16 .06 20 2.83%*
Empathic Concern .09 .08 .09 1.13
Personal Distress .29 .06 33 4.61%*

Note. a. Predictors: (Constant), Age, gender, trauma exposure, personal trauma
b. Predictors: (Constant), Age, gender, trauma exposure, personal trauma,
perspective taking, fantasy, empathic concern, personal distress.

c. *p<.05,**p<.001

A two-step hierarchical regression analysis was also conducted to evaluate
whether the empathy variables, perspective taking, fantasy scale, empathic
concern, and personal distress predict burnout level of mental health workers as a

dependent variable. In step one, the model was not significant F(4, 190) = .857, p
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= 491, suggesting that the control variables of age, gender, trauma exposure and
personal trauma were not significant predictors of burnout. When perspective
taking, fantasy scale, empathic concern and personal distress were included in the
second step of the hierarchical regression analysis, the model's strength increased
and explained 26% of the variation in F(4, 186) = .857 p = .044 (See Table 9).
Particularly, personal distress as an empathy variable significantly predicted

burnout, f = .16, t = 2.78, p = 0.006.

Table 9

The Summary of Hierarchical Regression Analysis for Variables Predicting Burnout

Variable B SE Beta t R R? AR?
Step 1 32 .02 .02
Age -.006 .005 -08  -1.11
Gender -.14 A1 -10  -1.30
Trauma exposure -.01 .16 -.01 -.07
Personal trauma -.02 .08 -.01 -.19
Step 2 26 .07 .03
Age -.002 .005 -.03 -.46
Gender -.08 A1 -.05 -.70
Trauma Exposure -.02 .16 -.01 -.11
Personal Trauma -0.02 0.08 -0.02  -0.30
Perspective Taking  0.05 0.07 0.06 75
Fantasy 0.05 0.05 .08 1.03
Empathic Concern -0.05 .07 -06  -.69
Personal Distress .16 .06 22 2.78*

Note. a. Predictors: (Constant), Age, gender, trauma exposure, personal trauma
b. Predictors: (Constant), Age, gender, trauma exposure, personal trauma,
perspective taking, fantasy, empathic concern, personal distress.

c. *p<.05
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A two-step hierarchical regression analysis was also conducted to evaluate
whether the empathy variables, perspective taking, fantasy scale, empathic
concern, and personal distress predict compassion satisfaction level of mental
health workers as a dependent variable. In step one, the model was not significant
F(4, 190) = 1.36, p = .25, with an R? = .028 suggesting that the control variables
of age, gender, trauma exposure and personal trauma were not significant
predictors of compassion satisfaction. At step two, introducing perspective taking,
fantasy scale, empathic concern, and personal distress increased the model's

strength and explained 11% of the variation in secondary traumatic stress, F(4,

186) =4.07, p = .003 (See Table 10).

Particularly, perspective taking (PT) as an empathy variable significantly

predicted compassion satisfaction, f=.17,¢t=2.5, p =014.

Table 10
The Summary of Hierarchical Regression Analysis for Variables Predicting

Compassion Satisfaction

Variable B SE Beta t R RZ AR?
Step 1 A7 .03 .007
Age -.004 .005 .05 75
Gender .16 115 .10 1.36
Trauma exposure 28 A7 12 1.71
Personal trauma -.04 .08 -.03 -.48
Step 2 33 11 .07
Age 001 .005 .02 .20
Gender 13 A1 .08 1.15
Trauma Exposure 32 16 14 1.99

Personal Trauma -0.01 0.08 -0.01 -0.15
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Perspective Taking 17 .07 .20 2.5%

Fantasy -.04 .05 .06 =72
Empathic Concern .07 075 .076 .89
Personal Distress -.09 .06 -.12 -1.6

Note. a. Predictors: (Constant), Age, gender, trauma exposure, personal trauma
b. Predictors: (Constant), Age, gender, trauma exposure, personal trauma,

perspective taking, fantasy, empathic concern, personal distress.
3.4. Moderation Analysis

In order to test the hypothesis 3, moderation analysis using PROCESS
method was conducted to investigate whether the level of emotion regulation
difficulties had a moderating role on the relationship between empathy and
secondary traumatic stress. The variables of empathy (perspective taking, fantasy,
empathic concern and personal distress) were placed as an independent variable
one by one in the moderation analysis. STS was the dependent variable and
DERS-16 was the moderator in this model. The hypothesis 3 was not confirmed.
Although the results did not reach the conventional levels of accepted
significance, the results indicated that there was a tendency towards moderating
effect of difficulties in emotion regulation on the relationship between empathic
concern and secondary traumatic stress (See Table 11). This suggests that when
difficulties in emotion regulation was low, relationship between emphatic concern
and secondary traumatic stress seemed to disappear. When difficulties in emotion
regulation was high, on the other hand, there seems to be a tendency towards a

stronger relationship between emphatic concern and secondary traumatic stress.
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Table 11

Summary of Hierarchical Regression Model that Examining Moderator Role of
Difficulties in Emotion Regulation on the Relationship Between Emphatic Concern

and Secondary Traumatic Stress

Predictor B SE t p 95% CI R R? AR?
Model 1 5429 .29
EC 22 .07 3.51 .0006 10, .37
DERS-16 46 .07 7.42 <.001 .35, .61
Model 2 S5 .30 .01
EC 21 .07  3.21 .0016 .08, .35
DERS-16 47 .06 730 <.001 .34, .60

EC x DERS-16 .18 .09 1.83 .07 -.01, .37

Note. EC = Empathic Concern. DERS-16 = Difficulties in Emotion Regulation
Scale-16

A graph for interaction between empathic concern and difficulties in

emotion regulation can be seen in Figure 3.
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Figure 3. Graph for Interaction Between Empathic Concern and Difficulties

in Emotion Regulation
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CHAPTER 4

DISCUSSION

The main purpose of this study was to investigate the role of the emotion
regulation on the association between empathy and secondary traumatic stress
among the mental health workers who work with trauma survivors in Turkey.
First of all, it was expected to find a positive relationship between secondary
traumatic stress and difficulties in emotion regulation. It was also hypothesized
that higher burnout was related to higher difficulties in emotion regulation.
Moreover, it was expected to see a negative relationship between compassion
satisfaction and difficulties in emotion regulation. Second of all, it was proposed
that perspective taking, fantasy, empathic concern, and personal distress as the
sub-dimensions of empathy predicted secondary traumatic stress of mental health
workers. Finally, it was proposed that difficulties in emotion regulation moderated
the relationship between empathy and secondary traumatic stress. In this chapter,
the findings related to preliminary analyses, correlational, hierarchical regression,
and moderation analyses will be presented and discussed in terms of their
consequences and in relation to relevant literature. Later, the strengths,
limitations, and clinical implications of this study will be presented. Finally, future

research possibilities will be suggested.

4.1. The Findings Related to Preliminary Analysis

In general, as we examine the means, standard deviations, minimum and
maximum scores of this sample, it seems that the level of secondary traumatic
stress 1s not very high. The mean of STS is rather closer to the minimum scores of
the measure. Additionally, this sample did not represent a high level of burnout.
The mean of burnout is closer to the minimum levels of burnout. We can conclude

from that secondary traumatic stress and burnout as the negative components
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which consist compassion fatigue is low in this study’s sample. On the other hand,
the level of compassion satisfaction observed to be high in this sample. This
means that the sense of fulfilment or satisfaction of therapists derived from

working with traumatized is high.

A robust body of research showed that the mental health workers reported
moderate to high levels of secondary traumatic stress and burnout relative to the
general population (Richardson et. al., 2016; MacRitchie & Leibowitz, 2010;
Marmaras, 2001; Altekin, 2014; Sodeke-Gregson, Holttum & Billings, 2013). One
explanation for the low levels of STS and burnout in our sample can be related to
the characteristics of the sample. In the beginning of the study, it was aimed to
reach a group of trauma workers who worked with severely traumatized clients in
refugee centers located in several regions of Turkey. However, the sample of this
study consists of mostly psychologists and clinical psychologists who work in
private clinics in Istanbul. Also, 62% of the participants of this study reported that
they have access to professional supervision which can be considered as a
proactive factor for STS. Being able to have supervision support may have a

reducing effect on the levels of secondary traumatic stress and burnout.

One of the theoretical stipulations of Ludick and Figley’s (2016)
theoretical approach is related to the association between secondary traumatic
stress and compassion satisfaction. They stated that when the worker experiences
incidents of compassion satisfaction that increases sense of worth and purpose,
STS is lowered. This statement was supported by various research findings.
Conrad and Kellar-Guenther (2006) indicated that a sense of fulfilment from
helping others undoubtedly alleviated STS in child protection workers. Ludick
(2013) reported that workers who presented higher compassion satisfaction as a
protective factor exhibited fewer negative symptoms. Similarly, compassion
satisfaction found to be highly ameliorative in hospice palliative care workers,

trauma workers, and front-line mental health care professionals (Burnett and
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Wahl, 2015; Slocum-Gori, Hemsworth, Chan, Carson & Kazanjian, 2013; Ray,
Wong, White & Heaslip, 2013). These concurrent findings highlights the
protective power of compassion satisfaction. Low levels of STS and burnout in

this study can be explained by the high levels of compassion satisfaction.

As we examined the levels of empathy in this study, we observed that the
means of cognitive empathy components, perspective taking and fantasy seemed
closer to the maximum score of the measures. It could be concluded that the
cognitive empathy level of this sample is medium to high. Davis and his
colleagues (1987), stated that there were two main differences between cognitive
and emotional empathy. While emotional empathy (empathic concern and
personal distress) was consistently related to negative feelings, cognitive empathy
(perspective taking and fantasy) showed a strong relation to positive feelings
(Davis, Hull, Young & Warren, 1987). The effect of having high levels of
perspective taking and fantasy may also contribute as a protective factor for

mental health workers against secondary traumatization (Davis et. al., 1987).

Differences in the measures in this study based on gender, supervision,
traumatic exposure, and traumatic background of the sample were investigated.
Among all the other variables, only secondary traumatic stress and personal
distress dimension of empathy showed difference based on gender. Female
participants presented higher level of secondary traumatisation and personal
distress. Gender is an issue mostly ignored in the studies of STS even though it is
one of the most common information gathered. Baum (2015) systematically
reviewed very limited amounts of published studies in order to see a clear picture
of the issue of gender differences in STS. It was found that there was a great
tendency to have higher STS among female clinicians who treat traumatized
clients (Baum, 2015). Apparently, this finding does not mean that male clinicians
are not affected by their traumatized patients. At this point, we can turn our focus

into PTSD literature in terms of gender differences in order to develop and
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understanding why female are more prone to develop STS. Findings in general
stress literature showed that gender differences in primary appraisal existed, with
females more likely to present threat and loss appraisals than males (OIff,
Langeland, Draijer, & Gersons, 2007). In other words, women are more likely to
evaluate events as stressful and to report higher loss of control and lack of coping
strategies under stressful conditions (OIff et. al., 2007). Also, women seem to
report more acute emotional responses than men including intense fear,
helplessness, horror, intrusive thoughts, avoidance, panic, and anxiety (Brunet et
al., 2001). Moreover, among women and men reporting peri-traumatic
dissociation, women were over seven times more likely to develop PTSD (Olff et.

al., 2007).

4.2. The Findings related to the Correlational Analysis

The first hypothesis focused on the relationship between secondary
traumatic stress and difficulties in emotion regulation. It was hypothesized that
secondary traumatic stress would be positively correlated to difficulties in
emotion regulation. As it was hypothesized, a medium level of positive correlation
was found between secondary traumatic stress and difficulties in emotion

regulation.

Imagine a clinical psychologist who works with refugee Syrian families in
a community center in a remote neighbourhood of Istanbul. The responsibilities of
this psychotherapist as part of her job are very diverse: Getting know every single
member of the Syrian families in that neighbourhood, discovering their economic,
physical, educational and psychological needs, providing support for their
communication with governmental institutions such as schools, hospitals and
child protection agencies, designing and running group therapy sessions both for
refugees and workers of the community centre and on top of all, giving individual

psychotherapy help for those in need and report all of these activities regularly to
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the organisation. Force your imagination further and think of this therapist in a
group session with a group of Syrian woman. Suddenly one of them starts to
scream and cry because her brother is killed in a bombing back in her country
right at that moment. All the other members of the group coin the sorrow and
mourn all together. The therapist transforms the group therapy session into a crisis
intervention session with the help of other trauma workers in the refugee center all
of a sudden. What would be the feelings and reactions of that psychologist in this
scenario from the beginning until the end? Shocked, overwhelmed, sadness, rage,
helplessness, confusion, numbness or wishing to empathize, understand and help?

As a witness to this real story, I would say all of them.

Helping the traumatized requires a willingness to listen, understand,
identify with the sufferings of others. This is the way to reach out the suffering
people, create an attuned relationship with them and present them an effective
therapeutical help. Psychotherapy, especially with traumatized people, is a
transformation for the therapist emotionally and mentally. We, therapists, find
ourself listening to the very detail of our client's trauma, we feel their pain, we
carry their traumata, we dream about them and sometimes we remember our own
traumatic memories resembling those we listen. As a result of encountering the
traumata of others, trauma workers are particularly at risk of secondary traumatic
stress. What distinguishes the trauma workers who are more vulnerable than the

more resilient ones in terms of secondary traumatic stress?

Emotion regulation strategies can be effective tools for trauma workers for
coping the negative psychological effects of indirect traumatisation. Gratz and
Roemer (2004) proposed an assessment for emotion dysregulation in six domains:
“nonacceptance of negative emotions, inability to engage in goal-directed
behaviors when distressed, difficulties controlling impulsive behaviors when

distressed, limited access to emotion regulation strategies perceived as effective,
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lack of emotional awareness, and lack of emotional clarity” (Bjureberg et. al.,

2016).

In the literature there is a limited number of studies that focuses on the
direct relationship between secondary traumatic stress and difficulties in emotion
regulation (Mairean, 2016). However, it is possible to find ones linking PTSD and
difficulties in emotion regulation (Badour & Feldner, 2013). Since secondary
traumatic stress shares the similar categories of symptoms such as re-
experiencing, avoidance, hyperarousal and negative thoughts and beliefs, it would
be reasonable to be inspired by the PTSD literature to understand the link between
secondary traumatic stress and difficulties in emotion regulation. (American
Psychiatric Association, 2013). Badour and Feldner’s (2013) study provided us
valuable support that two emotion regulation strategies named non-acceptance of
negative emotions and avoidant regulation strategies were related to the PTSD
related emotions like shame and guilt. Ehring and Quack (2010) were also found
that PTSD symptom severity was significantly related to all variables assessing
emotion regulation difficulties, particularly the wvariable “lack of clarity of
emotions”. Mairean’s (2016) research also presented supporting findings for the
first hypothesis of this study. Cognitive reappraisal as a positive emotion
regulation strategy found to be negatively related to secondary traumatic stress

(Mairean, 2016).

Another focus of the first hypothesis was the relationship between burnout
and difficulties in emotion regulation. As it was expected in this study, a medium
effect level positive correlation between burnout and difficulties in emotion

regulation was observed.

Burnout is a continuous condition that is not just related to
psychotherapists but also other professional settings such as emergency workers,

rescue team members, nurses and social workers. Although there are limited
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studies examining the direct link between burnout and emotion regulation
difficulties in the field of STS, existing ones from different fields present findings
that support our study. In their study with teachers, Mearns and Cain (2010)
indicated that negative mood regulation expectancies of teachers predicted their
burnout level. Burnout could be provoked by the overload of work related
responsibilities, the conflict between colleagues, a sense of losing control over the
work demands, feelings of not being rewarded emotionally and financially,
feelings of disconnected within the work environment and feelings of not being
respected in professional settings (Salston & Figley, 2003). Consequences of
burnout can be devastating. Burnout manifests itself as physical, emotional and
behavioral responses. While physical responses include hypertension, exhaustion
and headaches, emotional reactions include depression and anxiety (Salston &
Figley, 2003). Burnout also has occupational consequences such as job
dissatisfaction, long term and short term sickness absenteeism and even some
severe cases disability pensions (Salvagioni et al., 2017). In this study, it was also
found that burnout and secondary traumatic stress were highly correlated. In the
literature, it was reported several times that burnout and STS contribute to
compassion fatigue hand in hand. The current study result gives us the
opportunity to emphasize the role of emotion regulation strategies in order to

prevent burnout in mental health professionals.

The relationship between compassion satisfaction and difficulties in
emotion regulation was also examined in this study. It was found that increased
level of compassion satisfaction was related to decreased level of difficulties in
emotion regulation. As we discussed earlier, compassion satisfaction was related
to positive emotional states such as high sense of fulfilment, high job satisfaction,
and feelings of worth (Ludick & Figley, 2016). On the other hand, experiencing
difficulties in emotion regulation indicates failure to control negative feelings and

to cope with the emotions under stressful relational settings. Although there are

65



few studies investigating the relationship between compassion satisfaction and
difficulties in emotion regulation, the existing ones supported that there is a
negative correlation between them. For instance, Mairean (2016) investigated the
associations between emotion regulation strategies, secondary traumatic stress,
and compassion satisfaction among healthcare providers. The results suggested
that cognitive reappraisal as an emotional regulation strategy was positively

related to compassion satisfaction (Mairean, 2016).

4.3. Findings Related to the Hierarchical Regression Analysis

The second aim of this study was to investigate whether the dimensions of
empathy, perspective taking, fantasy, empathic concern, and personal distress
predicted secondary traumatic stress of mental health workers. According to the
results of this study, fantasy and personal distress variable of empathy
significantly predicted the secondary traumatic stress level of mental health
workers. On the other hand, perspective taking and empathic concern did not

predict the secondary traumatic stress in this study.

In this study, empathy was considered as a multidimensional construct
rather than a single personality trait or a set of skills. Empathy was defined in two
categories: cognitive and emotional empathy (Davis, 1983). While perspective
taking and fantasy refer to cognitive part of empathy, emphatic concern and
personal distress represent emotional face of empathy. As a cognitive empathy
process fantasy refers to the people's identification with the emotions and
behaviours of characters from books or films. Personal distress on the other hand
as an emotional empathy involves self-oriented distress and anxiety under
stressful relational situations. Personal distress refers to a tendency to feel pain
when the therapist exposed to the suffering of others. It can be concluded that
both cognitive and emotional empathy dimensions contributed to the process of

developing secondary traumatic stress in mental health workers in this study.
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There are also studies in the literature that support our findings. For instance, the
study of Marmara's (2001) showed that personal distress was strongly predictive
for disruptions of cognitive schemas of trauma therapists as a symptom for
vicarious traumatization. Another study also detected an association between STS
and perspective taking, fantasy and personal distress levels of clinical and non-
clinical workers in a public health clinic (Barrett, 2016). However, there are
doubts whether personal distress measures other-oriented empathic tendencies or
an aversive self-oriented attribute (Kim & Han, 2018). In their study, Kim and
Han (2018) found that personal distress is highly positively correlated with self-
focused ruminative coping, dysfunctional self-focus, neuroticism, depression,
self-criticism, and negative self-concept, and that negatively related to
extroversion, agreeableness, conscientiousness, and openness to experience.
These findings suggests that personal distress indicates the negative side of
emotional empathy and could block empathic interaction rather than enhancing it
(Kim & Han, 2018). In the current study, personal distress was also found to be
significantly positively correlated with STS and difficulties in emotion regulation.
These connections, all together support the role of personal distress as a predictor

for secondary traumatic stress.

In the current study, empathy was also examined as a possible predictor for
burnout. Our model first tested age, gender, trauma exposure and personal
traumatic background as predictors of burnout. Perspective taking as an empathy

dimension was found to be significant predictor for burnout.

Zenasni, Boujut, Woerner & Sultan, (2012) proposed and discussed three
hypotheses about the relationship between burnout and empathy. They approached
burnout as an empathy killer, empathy as a creator of burnout, and empathy as a
preventing factor for burnout. They have suggested that when burnout defined as
depersonalisation, it decreased the level of empathy in a group of physicians. It

was also suggested that when emotional empathy is high, burnout could be high
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too. It was also stated that emotional engagement may create better therapeutic
efficacy and higher sense of work satisfaction and self-accomplishment (Zenasni,
Boujut, Woerner & Sultan, 2012). Finally, Wagaman et. al., (2015), emphasized
that empathy may reduce or increase burnout depending on the empathy
dimensions and that compassion satisfaction should be considered as a protective
factor for burnout. In the light of these findings, we could claim that the
relationship between empathy and burnout dependent upon other factors such as
compassion satisfaction or the type of empathy. Thomas (2013) was found
personal distress as a significant predictor of burnout. Research findings reveal
that some people react to suffering of others with a prosocial concern and tend to
help them, others have avoidant, aversive and self-focused response and aim to
relief their own negative feelings rather than helping sufferers (Thomas, 3013). It
was also found that personal distress and burnout were both highly related to a
personality trait of neuroticism in Dutch anaesthesiologists (van der Wal, Bucx,
Hendriks, Scheffer & Prins, 2016). Burnout was also found closely related to
personal distress in Gleichgerrcht and Decety’s (2013) study. These findings
support the observations of the current study related to the the effect of personal

distress on burnout as a predictor.

In summary, the findings related to the predictions and correlations of this
study introduces us an interesting picture. As we discussed earlier, STS and
burnout were found related to difficulties in emotion regulation. Moreover,
personal distress appeared to be significantly related to STS and burnout.
Furthermore difficulties in emotion regulation was found positively correlated to
personal distress. More interestingly, personal distress was found to be a predictor
for both STS and burnout. Finally, perspective taking was also found to be
significant predictor for compassion satisfaction and negatively correlated with
personal distress. All these intercorrelations hint us that empathy may follow two

paths. The first path may leads to adopt the perspective of others in order to help
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them with compassion satisfaction and self fulfilment. Identifying with others
psychological states is necessary to understand and evaluate the needs of others,
and response them in caring manner. Also compassionate people may approach
other’s pain and needs with warmth and love and at the same time they may
regulate their negative emotions (Klimecki & Singer, 2012). The second path may
lead to personal distress which refers to self-related emotions, negative emotions
such as stress, burnout, poor health, withdrawal from people, and less compassion
satisfaction from their caring work (Klimecki & Singer, 2012). This sort of
empathy is not helpful to understand, identify and help people who are in need of
psychological care. Trauma worker with a high personal distress may experience
overwhelming negative emotions as a result of listening trauma of others and may
no longer observe the trauma victim. Personal distress may lead to blurred self-
other distinction for trauma worker and he/she would most likely attempt to
reduce these negative feelings and may escape from the difficult situation in order
to regulate his/her emotions (Klimecki & Singer, 2012). The most important
findings in terms of the predictions are that while fantasy and personal distress
predict STS, only personal distress predicts burnout. These findings tell us that
STS and burnout should be approached differently in terms of their assessment,
understanding and prevention in order to protect trauma workers against the STS
and burnout. Mental health workers can be trained about the difference between
STS and burnout and interventions for both may differ in order to reduce the
negative impacts resulting from working with traumatized people. Promoting
perspective taking and compassion satisfaction, reducing personal distress level of
trauma workers and gaining more adaptive emotion regulation skills instead of

withdrawal may be preventive for secondary traumatic stress and burnout.

4.4. The Findings Related to the Moderation Analysis

The third aim of this thesis was to investigate the possible moderating

effect of difficulties in emotion regulation on the relationship between empathy
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and secondary traumatic stress. However, difficulties in emotion regulation was
not found to be a moderator on the relationship between empathy and STS. The
results indicated that there was a tendency towards moderating effect of
difficulties in emotion regulation on the relationship between empathy and
secondary traumatic stress, although the results did not reach the conventional

levels of accepted significance.

In the literature of STS, although there are very few studies investigating
the role of emotion regulation difficulties on the process of secondary traumatic
stress. However, some recent findings supported that positive emotion regulation
strategies such as cognitive appraisal reduces the risk of secondary traumatic
stress (Mdirean, 2016). Cognitive reappraisal was also found to have a significant
moderating effect on the relationship between emotional empathy and prosocial
tendencies in another study (Lockwood, Seara-Cardoso & Viding, 2014). This
study may not reveal a piece of strong evidence for the moderating role of
difficulties in emotion regulation, there are still promising clues for the possible

associations.

One possible explanation for this finding can be related to the sample size.
As a result of power analysis in this study, moderation analysis required
participants between 200 and 400. In this study, although it was reached more
than 300 participants, the final sample size included 214 due to missing items.
Having reached a bigger sample size would have an effect the results of the study
in terms of moderation analysis. Another explanation can be related to the level of
difficulties in emotion regulation and compassion satisfaction. This sample group
reported lower means of difficulties in emotion regulation. This suggests that the
mental health professionals in this study are able to employ effective, positive
strategies when they are in stressful relational settings. Similarly, compassion
satisfaction means of the sample group was found to be higher than STS and

burnout means. In summary, low levels of difficulties in emotion regulation and
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high levels of compassion satisfaction would be protective factors in the sample

of this study.

4.5. The Strengths of the Study

Our approach can be distinguished by its systems theory perspective.
Adopting the systems theory in general, Ecological Systems Theory and
Secondary Traumatic Stress and Compassion Fatigue Resilience Model in specific
allowed us to investigate the possible associations among STS, burnout,
compassion satisfaction, empathy and difficulties in emotion regulation at a very
comprehensive level. Systemic perspective provided us the liberty to investigate
mental health professionals who work with traumatized clients as a part of their
ecosystems. There is an increasing interest in the field of secondary traumatic
stress and burnout in mental health workers in Turkey. The studies examined
secondary traumatic stress in Turkish population mostly focused on its
relationship with the variables such as severity of traumatic stress, personal
traumatic background of the therapist, year of experience, perceived social
support and other demographics (Yilmaz, 2006; Altekin, 2014; Zara and i¢oz,
2015; Kahil, 2016). Our aim in this study was to provide in-depth analysis of a
connection between empathy and secondary traumatic stress and the possible
moderating effect of difficulties in emotion regulation. That seems to have been
neglected in Turkish literature. Another original aspect of our study is that all the
variables in our study are multidimensional reflecting the nature of the variables
that are involved. Multidimensional nature of empathy, for instance, gave us the
opportunity to have a better understanding of its role on secondary traumatic
stress. Difficulties in emotion regulation is a relatively new concept that is studied
based on its relation to STS, burnout, and compassion satisfaction. Including
difficulties in emotion regulation in this study is also one of the unique

contributions to the literature. These aspects of the problem make this study
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significantly more challenging than previous studies that were investigating the

correlates of STS.

4.6. Limitations and Future Research Suggestions

There are some limitations to this study. First, the current study can not
claim that there is a cause and effect relationship between the variables of this
study due to its cross-sectional design. This study analyzed correlation, prediction
and moderation effect between variables. Another limitation is related to the
sample utilized in this study. The convenience sampling was used in this study.
The population of this study consisted mostly of female psychologists and clinical
psychologists with an average age of 31 who live in Istanbul. Additionally, mental
health workers in this study reported that they mainly work in private practice. At
the beginning of this study, it was aimed to reach mental health workers who work
mainly severely traumatized clients in two major refugee centers in Turkey. Due
to the organizational obstacles in the process of permission, trauma workers who
extensively in contact with trauma victims could not be approached. Furthermore,
the sample of this reported year of work experience in the present work between 1
and 6 years. Less experienced and highly experienced trauma workers are not well
represented in this study. Therefore the results of the present study can not be
generalized to the whole population of mental health workers. Another limitation
of this study is that the self-report nature of its design. Since there is a possibility
that mental health professionals may have answer the measures as they have
idealized themselves but not according to the objective situations, the results may
not reflect the actual negative impacts of working with traumatized people.
Finally, due to a technical mistake one item for the scales of fantasy, personal
distress and perspective taking was not administered in the survey package.
Although the reliabilities of these subscales were not differentiated from their

original ones, this should be noted as another limitation of the current study.
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This study aimed to investigate the possible associations between the
variables of secondary traumatic stress, burnout, compassion satisfaction,
empathy and emotion regulation. First of all, future studies can measure the same
variables with a more representative sample. This study included mostly
psychologists, clinical psychologist, and counselors. Future researches can be
conducted with other professionals who are exposed to traumatic experiences of
others including psychiatrists, nurses, rescue teams, emergency personnel, social
workers, child welfare workers. For instance, although attorneys are not trauma
workers like mental health professionals, they are highly exposed to different
types of traumatic stories of their clients such as child abuse, domestic violence,
graphic or bloody evidence, human trafficking, homelessness or sexual assault
(Levin et. al., 2011). The source of the traumatic exposure could be social service,
court, police reports, and client interviews. There are indications that attorneys
practicing in the public defender showed symptoms of PTSD, secondary trauma,
burnout and low level of compassion satisfaction. (Kessler et al., 1994). Studies
focusing on different profession group in terms of STS, burnout, compassion
satisfaction, empathy, and difficulties in emotion regulation may expand the

understandings in this field.

Moreover, a higher number of participant can make a difference in terms
of the findings related to the moderation effect of emotion regulation. It may also
be possible to gain more information how experience changes STS in long term
through longitudinal work. Also phenomenological research can be conducted in
order to understand the experiences of mental health workers who work with
trauma victims. In-depth interviews and direct observations may allow trauma
workers to reflect their actual experiences more openly with in an
phenomenological study. Finally, effectiveness studies can be conducted for
alternative prevention workshops, treatment programs and intervention programs

for enhancing emotion regulation strategies.
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4.7. Clinical Implications

It is important to accept that secondary traumatic stress and burnout are
avoidable work-related mental health conditions for trauma workers,
psychotherapists or social workers. Beyond all sorts of precautions, it is crucial to
create a reasonable organizational atmosphere if the work includes trauma
exposure. Burnout an STS are occupational hazards and the organizations are
responsible to protect their workers from the harmful consequences of working
with traumatized clients in the first place. Creating a supportive workplace is one
of the liabilities of an organization whether it is a battered woman shelter or a

refugee center.

Prevention of STS and burnout is possible (Salston & Figley, 2003).
Trauma education, voluntary crises intervention programs for the trauma workers,
regular group and individual supervision support, enhancing individual self-care
of trauma worker can be very helpful prevention activities. The risk of STS can be
reduced by taking trauma-related educations. Gaining information about trauma
and naming possible effects of working with traumatized is helpful to develop
awareness for mental health workers. Being prepared for the stressful situations in
advance may reduce the stress of workers. Steed & Downing (1998) highlighted
the need to educate therapists about the potential impact of vicarious
traumatisation and possible coping strategies in their phenomenological study.
Supervision is also fundamental for prevention and healing process of both STS
and burnout (Yassen, 1995). Trauma workers would benefit weekly group
supervisions that allow them to share and process their emotional burden due to
working with traumatized. Individual prevention and treatments such as
relaxation, assertiveness training, keeping a balance in life, exercise, seeking
professional support, asking for help from friends and family should be

considered to be protective for STS (Yassen, 1995).

74



There are some interventions have been designed specifically to heal
secondary traumatic stress, burnout and vicarious traumatizarion such as
Accelerated Recovery Program (ARP) (Gentry, Baranowsky & Dunning, 2002).
The ARP is a five-session protocol that offers trauma workers the opportunities to
learn by experiential participation and brief treatment procedures for negative
arousal reduction resulting from secondary traumatic stress and vicarious
traumatisation (Bercier & Maynard, 2015). The ARP has features gathered from
Narrative Therapy, EMDR, CBT, Time-limited Trauma Therapy, NLP,
hypnotherapy, Thought Field Therapy and burnout interventions. In this program,
professionals are challenged to develop five primary skills to cope with secondary
traumatic stress. These are named “resiliency skills, self-management and self
care, connection with others, skills acquisition, and internal and external conflict

resolution” (Gentry, Baranowsky & Dunning, 2002).

Finally, it is important to choose a prevention or treatment approach which
is most suitable for the trauma worker group. Above all, it is crucial to embrace a
systemic perspective for assessing, preventing and treatment of secondary

traumatic stress in mental health workers.
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CHAPTER 5

CONCLUSION

This study explored the role of difficulties in emotion regulation on the
association between empathy and secondary traumatic stress among the mental
health workers who work with survivors of trauma in Turkey. First, the possible
relationship between secondary traumatic stress and difficulties in emotion
regulation, burnout and difficulties in emotion regulation and then compassion
satisfaction and difficulties in emotion regulation were investigated. A significant
medium, positive correlation between secondary traumatic stress and difficulties
in emotion regulation and similarly, a medium positive correlation between
burnout and difficulties in emotion regulation were found in this study. A
significant medium negative correlation was found between compassion
satisfaction and difficulties in emotion regulation. There are very limited studies
in the literature that examine the associations between difficulties in emotion
regulation and STS, burnout and compassion satisfaction. For that reason, this
study presents a unique contribution to the literature. Second, it was proposed that
the dimensions of empathy, perspective taking, fantasy, empathic concern, and
personal distress would predict secondary traumatic stress of mental health
workers. Fantasy as a cognitive empathy and personal distress as emotional
empathy significantly predicted secondary traumatic stress. Perspective taking and
empathic concern, on the other hand, did not predict secondary traumatic stress.
While personal distress was found as a significant predictor for burnout,
perspective taking predicted compassion satisfaction. Empathy was never studied
as a multidimensional factor regarding its effect on STS, burnout and compassion
satisfaction in Turkish sample. This is also another uniqueness of this study.
Finally, the present study aimed to find a moderating effect of difficulties in
emotion regulation on the relationship between empathy and secondary traumatic

stress. Difficulties in emotion regulation was not found to be significant
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moderator on the relation between empathy and secondary traumatic stress. The
results of this study provided a contribution by investigating the associations
between secondary traumatic stress, burnout, compassion satisfaction, empathy,
and difficulties in emotion regulation from the systems theory perspective.
Reducing personal distress level of trauma workers and promoting perspective
taking, compassion satisfaction and more adaptive emotion regulation skills
instead of withdrawal may be preventive for secondary traumatic stress and

burnout.
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APPENDICES
Appendix A

The Informed Consent Form
(In Turkish)

Bilgilendirilmis Onam Formu

Sayin katilimet,

Bu arastirma Istanbul Bilgi Universitesi Klinik Psikoloji Yiiksek Lisans
programi biinyesinde Dr. Ogr. Uyesi Umit Akirmak danismanhginda, Asli Cigdem
Cemgil tarafindan yiirtitiilmektedir. Bu calismanin amaci ruh sagligi alaninda
caligan bireylerin duygusal, biligsel ve fiziksel anlamda ne tiir deneyimler
yasadiklarini incelemektir. Bu ¢aligmaya katilmanin size dogrudan bir faydasinin
olmas1 beklenmemekle birlikte, ruh sagligi alaninda calisanlarin deneyimlerini
anlamak ve olas1 koruyucu faktorlerin ortaya koyulmasi agisindan faydalarinin

olacag diisiiniilmektedir.

Bu arastirmaya katilim tamamen gonilliiliik esasina dayanmaktadir ve
dilediginiz zaman hi¢bir gerek¢e bildirmeden bu calismadan ¢ekilebilirsiniz.
Ancak, calismanin amacina ulasabilmesi icin sizden, biitiin sorulari eksiksiz
cevaplamaniz beklenmektedir. Anketin tamamlanmasi yaklasik 13 dakika
siirmektedir. Sorularin dogru ya da yanlis bir cevab1 yoktur; bu sebeple, sorulari
ictenlikle ve sizi en iyi yansitacak sekilde cevaplamaniz énemlidir. Bu arastirma
anketinin hi¢bir asamasinda kimlik bilgileriniz ya da kisisel olarak taninmaniza
yol agacak bilgiler sorulmayacaktir. Yanitlarimiz arastirmacilar disinda hig

kimseyle paylasilmayacak, her bir katilimcidan toplanan veriler birer arastirma
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numarast verilerek degerlendirmeye alinacaktir. Toplu halde degerlendirilecek

veriler sadece bilimsel anlamda yayin ya da konferanslarda kullanilabilecektir.

Arastirmayla ile ilgili herhangi bir sorunuz oldugunda Psk. Asli Cigdem

Cemgil’e acozsoy@yahoo.com e-posta adresinden ulagabilirsiniz.

Yukarida verilen bilgiler dogrultusunda, bu calismaya katilmay1 kabul

ediyorum.
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Appendix B
The Demographic Information Form
(In Turkish)
Kisisel ve Mesleki Bilgi Formu

Yonerge: Asagidaki sorular bu aragtirmaya katilan her katilimcinin genel
Ozelliklerini daha iyi anlayabilmek i¢in size yonlendirilmektedir. Liitfen size

verilen bosluklara cevaplarinizi yaziniz.
1. Cinsiyetiniz: Kadin (....) Erkek (....) Belirtmek istemiyorum (...)
2. Yasiniz (giin-ay-yil): ......... [oviiinnn. [oviinninn,

3. Medeni durumunuz: Bekar(...) Evli(...) Bosanmus(...) Iliski icinde(...)
Ayrilmis(...) Diger (liitfen belirtiniz) .........

4. Mesleginiz: Psikolog (...) Klinik Psikolog (...) Psikolojik Danigsman (...)
Psikiyatrist (...) Sosyal Hizmet Uzmani (...) Goniillii (...) Cevirmen (...)

Diger (Liitfen belirtiniz. . ........oouoiiiiiiii e )

8. Su anda calistiginiz kurumda ne kadar siiredir ¢alistyorsunuz?
3 aydanaz 13wyl 10 yildan fazla

__3-6ay 36yl
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_ 6-12ay _ 6-10y1l
9. Calistiginiz yerlesim yerinin ad1 (il/ilge/kOy)........cooeviiiiiiiii,

10. Halen calistiginiz kurumda ya da kurum disinda siipervizyon (vaka ¢alismalari

destegi) altyor musunuz? Evet (...) Hayir (...)

11. Eger siipervizyon (vaka ¢alismalar1 destegi) aliyorsaniz, bu destegi haftada

kac saat aliyorsunuz?
1 saatten az _ 2-3 saat
~ 1-2 saat 3 saatten fazla

12. Calistiginiz kurumda yardim verdiginiz kisilerden travmatik nitelikte olaylar

dinlediniz mi? Evet (...) Hayir (...)

13. Cevabiniz evet ise asagidaki travmatik olaylar1 hangilerini son ii¢ ayda
danisanlarinizdan ne siklikta dinlediniz.? Ne siklikta dinlediginizi asagida verilen

skalay1 kullanarak, yanlarindaki bosluga belirtiniz.

Higbir zaman Nadiren Ara sira Sik sik Her zaman

____Ciddi bir kaza veya yaralanma

____ Ani yaki kayb1 (Or:Intihar, kaza, hastalik)
___Dogal afet (deprem, sel vs.)

___Aile igci veya iliski ici siddet

___ Cinsel istismar

Tecaviiz
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____Ciddi bir saglik sorunu veya ameliyat
_ Iskence
_ Tutsak kalma

_ Savasg

14. Travmatik olarak degerlendirdiginiz kisisel bir deneyiminiz oldu mu?
Evet (...) Hayir (...)

15. Cevabiniz evet ise asagida belirtilen durumlarin hangilerini deneyimlediginizi

yanlarindaki bosluga isaretleyiniz. Birden fazla isaretleme yapabilirsiniz.
____Ciddi bir kaza veya yaralanma

____Ani yakin kaybi (Or:Intihar, kaza, hastalik)

____Dogal afet (deprem, sel vs.)

___Aileigi veya iliski ici siddet

__ Fiziksel ve/veya duygusal istismar

____ Cinsel istismar

_ Tecaviiz

___Ciddi bir saglik sorunu veya ameliyat

_ Ciddi bir saglik sorunu

_ Iskence
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_ Tutsak kalma

___Savas

~ Diger (Liitfen belirtiniz. . .........o.oiiii i
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Appendix C
Professional Quality of Life Scale (ProQOL IV)
(In Turkish)
Calisanlar I¢in Yasam Kalitesi Olcegi

Yaptigimiz igin veya meslegin geregi olarak insanlara yardim etmek, onlarin
yasantisiyla dogrudan temasa ge¢cmemizi saglar. Duygularimiz ya da yasanilan
acty1 paylasabilmemiz ve hissedebilmemiz yardim ettigimiz kisinin olumlu ve
olumsuz yasantilarindan veya durumundan etkilenecektir. Mesleginizin
Ozelliklerinden kaynaklanabilecek olumlu ve olumsuz deneyimleriniz hakkinda
sorular sormak istiyoruz. Liitfen, her soruyu i¢inde bulundugunuz durumu goz
oniine alarak degerlendiriniz. GECTIGIMIZ SON BIR AYDAKI duygu ve
diistincelerinizi dikkate alarak iginde bulundugunuz durumu ne kadar siklikla
yasadiginizi 1 ile 5 arasindaki rakamlardan herhangi birini secerek yanitlaymiz.

Katkilariniz i¢in tesekkiir ederiz.

1=Higbir zaman 2=Nadiren = 3=Bazen 4=S1k Sik 5=Cok Sik
1. Kendimi mutlu hissediyorum.

2. Yardim ettigim kisiler zihnimi asir1 mesgul ediyor.

3. insanlara yardim edebiliyor olmaktan memnun oluyorum.

4. Bagkalanyla iliski kurabildigimi hissediyorum.

____ 5. Ani ya da beklenmedik ses duyunca sigriyor ya da tirkiiyorum.

6. Bagkalarina yardim ettikten sonra kendimi daha gii¢lii hissediyorum
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7. Yardim eden roliimle kendi 6zel hayatimi birbirinden ayirmakta

zorlaniyorum.

8. Yardim ettigim kisinin yasadig1 ¢cok ac1 bir olay uykumun bozulmasina

neden oluyor.

9. Yardim ettigim kisilerin yasadigi stresin bana de gegebilecegini

diistiniiyorum.
10.Yardim eden olarak kendimi kapana sikigmig gibi hissediyorum.

I1. Yardim i¢in yaptigim g¢aligmalarimdan dolay1r zaman zaman kendimi

zorda hissediyorum.
12. Isimi seviyorum.
13. Yardim eden olmamin sonucunda kendimi ¢okkiin hissediyorum.

14. Yardim ettigim kisilerin baslarindan gegen cok aci yasantilart sanki

kendim yasiyormus gibi hissettigim oluyor.
15. Bana gii¢ veren inanglarim var.

16. Bildigim yardim yontemlerini ne kadar ¢ok kullanabilirsem o kadar iyi

hissediyorum.

____17. Her zaman olmak istedigim gibi bir insanim.
____18. Isim beni tatmin ediyor.

____19. Kendimi tiikkenmis hissediyorum.

20. Yardim ettigim kisiler ve onlara yaptigim yardimlarla ilgili olumlu

diisiince ve duygular tagryorum.
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21. Yaptigim isin yogunlugu veya yardim ettigim kisilerin ¢oklugu gibi

nedenlerle kendimi tiikenmis hissediyorum.
22. Isimde yaptiklarimla bir fark yaratabilecegime inantyorum.

23. Bana, yardim ettigim insanlarin korku verici yasantilarini hatirlattigi i¢cin

cesitli etkinlik ve durumlarda bulunmaktan kagintyorum.

24. Yardim edebildigim durumlardan gurur duyuyorum.

25. Yardim etmemin sonucu olarak sikinti verici veya korkutucu

diisiincelerim oluyor.
26. Calisma sisteminden dolay1 kendimi ¢ikmaza girmis gibi hissediyorum.
27. Yardim eden olarak kendimi “basarili” hissediyorum.

28. Travma magdurlariyla yaptifim c¢alismalarin 6nemli bdliimlerini

hatirlayamiyorum.
29. Cok hassas bir insanim.

30. Bu isi sectigim i¢in mutluyum.
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Appendix D
Interpersonal Reactivity Index (IRI)
(In Turkish)

Kisiler Aras1 Tepkisellik Indeksi

Asagidaki ifadeler sizin degisik durumlardaki diisiincelerinizi ve duygularinizi
sorusturmaktadir. Her bir maddenin sizi ne kadar iyi tanimladigin1 sayfanin
basindaki cetveldeki uygun rakamlari (1-2-3-4-5) secerek belirleyiniz. CEVAP
VERMEDEN ONCE HER BIR MADDEYI DIKKATLICE OKUYUNUZ.

Olabildigi kadar diiriistce cevap veriniz. Tesekkiirler.

1 2 3 4 5

1 1 1 1 1

Beni Beni

1yi bir sekilde 1yi bir sekilde
tanimlamiyor tanimliyor

____ 1. Bagima gelebilecek olan seyler hakkinda, zaman zaman hayaller ve

fanteziler kurarim.

____ 2. Benden daha talihsiz insanlar i¢in genellikle merhametli, alakali hisler

duyarim.

___ 3. Olaylar “bir baska kisinin” bakis agisindan gérmeyi zor bulurum.

___ 4. Baska kimselerin problemleri oldugunda, onlar i¢in fazla {iziilmem.
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___ 5. Bir romandaki karekterlerin duygularini ger¢ekten igimde hissederim.
6. Acil durumlarda, vesveseli ve rahatsiz hissederim.

____ 7. Bir piyes veya film izlerken genellikle tarafsizimdir ve siklikla kendimi

ona tamamen kaptirmam.

____ 8. Bir karara varmadan 6nce digerlerinin anlasamadig1 yonlerden olaya

bakmaya caligirim.

____ 9. Birinden yararlanildigin1 gérdiigiimde, ona karst koruyucu oldugumu

hissederim.
___10. Cok heyecanli bir durumun i¢inde oldugumda c¢aresizlik hissederim.

___11. Arkadaslarimin bakis agisindan olaylarin nasil goriindiigiinii géziimde

canlandirarak onlar1 daha iyi anlamaya gayret ederim.

___12. Iyi bir kitaba veya filme son derece kapilmak benim igin bir parca nadir

bir durumdur.
__13. Birinin incindigini gordiigiimde, sakin kalma egilimindeyimdir.

_14. Baska kimselerin talihsizlikleri genellikle beni biiyiik dl¢tlide rahatsiz

etmez. R

____15. Bir seyde hakli oldugumdan eminsem, bagkalarinin fikirlerini dinleyerek

fazla zaman harcamam.

____16. Bir piyes veya filmi gordiikten sonra, karekterlerlerden biriymisim gibi

hissetmisimdir.

____17. Gergin duygularin oldugu bir ortamda olmak beni korkutur.

109



_18. Birine haks1z davranildigini gordiigiimde, onlar i¢in bazen ¢ok fazla

acima hissetmem.
___19. Genellikle acil durumlarin iistesinden gelmekte ¢ok becerikliyimdir.
_20. Gordiigiim seyler bana oldukca dokunur.

____21. Her sorunun iki yonii olduguna inanirim ve her iki yonden de bakmaya

calisirim.
_22.Kendimi olduk¢a yumusak kalpli bir kisi olarak tanimlarim.

23, lyi bir film seyretttigimde, kendimi ¢ok kolaylikla bas karakterin yerine

koyabilirim.
24, Acil durumlarda kontrolii kaybetmeye egilimliyimdir.

___25. Birine kizdigimda, genellikle bir siire i¢in kendimi onun yerine koymaya

calisirim.

__26. Ilging bir hikaye veya roman okudugumda, hikayedeki olaylar benim

basima gelse neler hissedecegimi gdziimde canlandiririm.

_27. Acil bir durumda ¢ok yardima ihtiyaci olan birini gordiigiimde, param

parca olurum.

28. Birilerini elestirmeden dnce, onlarin yerinde olsam nasil hissedecegimi

g0zlimiin 6niinde canlandirmaya ¢aligirim.
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Appendix E
Difficulties in Emotion Regulation Scale-Brief Form (DERS-16)
(In Turkish)

Duygu Diizenleme Giigliigii Olgegi-Kisa Form (DDGO-16)

Asagidaki ifadelerin size ne siklikla uydugunu, her ifadenin yaninda yer
alan 5 dereceli Olgek iizerinden degerlendiriniz. Her bir ifadenin altindaki 5
noktali Olgekten, size uygunluk yiizdesini de dikkate alarak, yalmzca bir tek

rakami yaziniz.

1 2 3 4 5

Hemen hemen Bazen Yar1 yartya  Cogu zaman Hemen hemen
hig her zaman
(0-10%) (11-35%) (36-65%) (66-90%) (91-100%)

_____1.Duygularima bir anlam vermekte zorlanirim.

____2.Ne hissettigim konusunda karmasa yasarim.

_ 3.Kendimi kotii hissettigimde islerimi bitirmekte zorlanirim.
4. Kendimi kotii hissettigimde kontrolden ¢ikarim.

_ 5. Kendimi kotii hissettiimde uzun siire boyle kalacagina inanirim.

6. Kendimi koétii hissetmenin yogun depresif duyguyla sonuglanacagina

inanirim.

7. Kendimi kotii hissederken bagka seylere odaklanmakta zorlanirim.
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_ 8. Kendimi kotii hissederken kontrolden ¢iktigim korkusu yasarim.
9. Kendimi koétii hissettigimde bu duygumdan dolay1 kendimden utanirim.
__10. Kendimi kétii hissettigimde zayif biri oldugum duygusuna kapilirim.
_11. Kendimi kétii hissettigimde davraniglarimi kontrol etmekte zorlanirim.

12. Kendimi kotii hissettigimde daha iyi hissetmem i¢in yapabilecegim higbir

sey olmadigina inanirim.

13. Kendimi kotii hissettigimde boyle hissettigim i¢in kendimden rahatsiz

olurum.

14, Kendimi kotii hissettigimde kendimle ilgili olarak ¢ok fazla

endiselenmeye baslarim.
15. Kendimi kotii hissettigimde baska bir sey diisiinmekte zorlanirim.

16. Kendimi kotii hissettigimde duygularim dayanilmaz olur.
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