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Abstract

Title of Dissertation: Compassion Fatigue Among Employee Assistance Program Coimselors. 

Jodi M. Jacobson, Doctor of Philosophy, 2004

Dissertation Directed by: Frederick DiBlasio, Ph.D., Professor, School of Social Work

Compassion fatigue, compassion satisfaction, and related constructs have not been 

empirically studied among Employee Assistance Program (EAP) counselors. Prior research m 

the area of secondary traumatic stress has focused on psychotherapists and emergency services 

personnel. EAP counselors also are exposed to trauma as they are often the first mental health 

professional to hear a client’s traumatic story through initial assessment and short-term 

counseling, as well as often being the first mental health professional to respond to workplace 

critical incidents. Compassion fatigue among mental health counselors has been identified as an 

‘occupational hazard’ and has been linked to negative psychological outcomes for the therapists 

as well as the client. This study assessed the prevalence and severity of compassion fatigue, 

compassion satisfaction, and burnout among EAP counselors. This study also explored the 

relationships between individual and work-related characteristics as they predict or mediate EAP 

counselors’ reactions to working with traumatized individuals and groups.

A random sample of 325 EAP counselors from across the United States were surveyed 

using an anonymous mailed questionnaire during summer 2003. Results indicated that EAP 

counselors, on average, reported experiencing moderate levels of risk for compassion fetigue, low 

levels of risk for burnout, and high levels of potential for compassion satisfaction. A predictive 

model based on the literature was developed and used in this study to predict risk for compassion 

fatigue and burnout and potential for compassion satisfaction. Subsequent multiple regressions 

were completed using the model for each of the outcome variables of interest.

The results indicated that the predictive model, including coping style, was able to 

account for 21.5% of the total variance for risk for compassion fetigue; 30.7% of the total
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The results indicated that the predictive model, including coping style, was able to 

account for 21.5% of the total variance for risk for compassion &tigue; 30.7% of the total 

variance for risk for burnout; and 35.1 % of the total variance for potential for compassion 

satisfaction. The coping style sub-scales were developed using principal components analysis 

(PCA) on the Brief COPE (Carver, 1997). Results from the PCA strongly suggest the existence 

of three separate subscales for coping style: positive coping, passive coping, and negative coping. 

Another finding from this research indicated that specific types of personal trauma experiences, 

measured using the Stressful Life Experiences Scale (SLES-S, Stamm et al., 1996) were related 

to compassion fatigue and related constructs. Implications for future research, theory, clinical 

practice, and policy are discussed.
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Chapter One: Introduction

Problem Statement and Purpose o f Study

This study examined compassion fatigue along with compassion satisfection and bumout

among Employee Assistance Program (EAP) counselors. Some questions of concern included

how EAP counselors react to working with individual clients and organizations in crisis and/or

experiencing trauma; what coping mechanisms are most commonly utilized and most effective in

helping EAP counselors manage the stress related to their jobs; and, what educational or training

needs exist to prepare new counselors for entering the EAP field.

A number of researchers have measured the positive and negative effects of working with

clients experiencing crisis or traumatic experiences (Figley, 1995,2002; Pearlman & Saakvitne,

1995; Stamm 1995, 1999). These reactions have been identified in the literature by the following

terms: ccmipassion fatigue, compassion satisfaction, secondary traumatic stress, vicarious

traimiatization, and bumout. The majority of research studies have assessed reactions among

mental health ther^ists, typically, psychologists and psychotherapists, as well as among

emergency response workers (Dunning & Silva, 1980; Everly & Mitchell, 1999a; Figley, 1983,

1995a; Gold & Nemiah, 1993; Pearlman & Mac Ian, 1995; Pearlman & Saakvitne, 1995;

Schauben & Frazier, 1995; Stamm, 1999).

The concept that counselors who work with traumatized individuals and/or groups can

assume symptoms of trauma themselves is relatively new and has not been well studied.

1

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Researchers have found that mental health professionals exposed to traumatic material through 

clients, may experience the same array of traiunatic stress symptoms as those reported by the 

victims of the traumatic events (Beatcm & Murphy, 1995; Dunning & Silva, 1980; Dyregrov & 

Mitchell, 1992; Gersons, 1989; Hodgkinson & Shephard, 1994; Horowitz, 1976). EAP 

counselors, often the first mental health professionals exposed to woridng with traumatized adults 

in the workplace, have been all but ignored in the study of compassion fatigue and secondary 

traumatic stress. Many EAP counselors in the U.S. have an educational background in social 

work (Maiden, 2001; Tanner, 1991); therefore, it is important that social workers lead the study 

of potential occupational hazards of EAP work in an effort to better xmderstand trauma-related 

work with EAPs and to prepare future graduates for their EAP careers, which typically include 

working with traumatized individuals or individuals in crisis, and responding to workplace 

critical incidents.

Given the current knowledge about compassion fiitigue and related ccmstructs among 

mental health coimselors, this study’s purpose and aims included:

1. To assess the influence of multiple fectors that place EAP counselors at risk for 

compassion fatigue and potential for compassion satisfaction.

2. To develop an understanding of how compassion fetigue impacts EAP counselors and 

how counselors cope with the negative effects of compassion fetigue to assist in the 

development of guidelines and methods for prevention, as well as contributing to overall 

improved levels of clinical services for EAP clients and organizations.

The specific research questions for this study included:

1. What is the prevalence of risk for compassion fetigue and bumout among a national 

sample of EAP counselors? What is the potential for ccmpassion satisfection among a 

national sample of EAP counselors?

2. Do fectors such as the EAP counselor’s primary role, total number of clinical hours per 

week, total number of Critical Incident Stress Debriefings (CISDs) offered, training to
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offer individual crisis intervention services to traumatized clients, training to offer 

Critical Incident Stress Management (CISM) services, stressful life experiences, reported 

work-related stress in the past year as a result of working with traumatized individuals 

and/or groups, and gender predict the level of compassion fiitigue, compassion 

satisfaction, and bumout among EAP coimselors?

3. Which coping methods are associated with higher levels of compassion fatigue, 

compassion satisfection, and bumout? Do factors such as coping style, training to offer 

individualized crisis intervention and group CISM services, degree discipline, stressful 

life experiences, total number of clients on caseload, and gender predict the level of 

compassion fetigue, compassion satisfection, and bumout among EAP counselors?

4. Are specific types of stressful life experiaices associated with increased levels of 

compassion fetigue, compassion satisfection, and bumout?

5. How do EAP counselors differ on the subscales of the Professional Quality of Life Scales 

(ProQOL, Stamm, 2002) with respect to gender, marital/living status, degree discipline, 

primary role (clinician or other), stressful life experiences, training completed to work 

with traumatized individuals, training completed to offer CISM services, training to offer 

CISM services obtained prior to responding to first workplace critical incident, currently 

receiving mental health services, reported work-related stress in the past year as a result 

of working with traumatized individuals and/or groups, and whether or not the EAP 

counselor’s EAP provides services to cope with work-related stress?

6. Do EAP counselors who experience direct exposure to responding to workplace critical 

incidents as compared to secondary or indirect exposure report higher levels of 

compassion fetigue, compassion satisfection, or bumout?
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Relationship to the Social Work Profession

Social workers have had a long history of being involved with the delivery of human 

services in the workplace. “Occupational social work was one of the earliest domains of practice 

in social work in the United States” (Maiden, 2001, p. 120). The earliest roots of social work in 

the workplju:®, or occupational social workers, can be traced to the beginnings of industrialization 

in the United States (Googins, 1987; Lewis, 1990; Maiden). Early U.S. capitalists offered social 

welfare benefits to their employees and the employees’ femilies. These employers hired 

individuals, the forerunners of present day occupational social workers, to oversee and monitor 

the benefit programs (Googins) as well as to help socialize a new workforce, composed of many 

immigrants, to the norms of the industrial workplace (Googins & Godfrey, 1985). During the 

industrial revolution, U.S. onployers hired occupational social workers to help socialize 

employees working in factories as well as to oversee programs developed to provide assistance to 

working femilies in the areas of housing, education, healfii care, recreation programs, and other 

social welfare concerns (Googins). The ‘settlement house’ movement in the U.S. represented a 

time whoi social workers, along with other social welfere reformers, joined with laborers and 

public health activists in various areas of industry and larger communities to help bring about 

changes in urban working and living conditions (Lewis, 1990).

Perhaps the first occupational social worker was Ms. Aggie Dunn. She was hired in 1875 

by H.J. Heinz as a “social welfere secretary” (Maiden, 2001). Thiroughout her career, Dunn 

offered services, primarily to female employees, helping them address medical needs, nutrition 

and childcare concerns, financial planning, leisure activities, and other work and family topics 

(Maiden). An article written on the topic of welfare services noted the work done by welfare 

secretaries included offering assistance with, but not limited to, housing, recreation and leisure, 

education, finances, job training, medical prevention and curative work, and citizenship training 

for immigrants (Fleisher, 1917). By 1906, there were 27 welfare secretaries working in the U.S.
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This number grew to over 400 welfare secretaries by 1925, according to the Southern Textile 

Social Service Association, a trade organization for welfere workers (Brandes, 1976).

Excqpt for a few notable excq)ti(Mis, social work^s did not remain actively employed in 

the workforce for decades following the decline of the welfere capitalist movement. One 

exception was Ms. Bertha Reynolds, who worked with the Maritime Union during World War II 

(WWII) as a social worker, helping seaman and their femilies cope with death and other losses 

(Reynolds, 1951). Social workers during WWII “not cmly helped pe< l̂e adjust personally to the 

e&cts of the war but also enabled them to be more productive during a time when production 

was a critical common goal” (Masi, 1982, p. 6). Macy’s Department stores had a Department of 

Social Services that employed occupational social workers who offered caseworker services in 

the workplace. The department helped identify problems among ^plc^ees requiring assistance 

and linked employees and their femilies to appropriate resources (Evans, 1944).

Occupational socid workers, for the most part, did not re-emerge with any force in the 

workplace until the 1970’s, when according to Masi (1992, 2000b), EAPs evolved from the 

Occupational Alcdiolism Programs (OAPs). The OAPs were started in the 1940’s and OAP 

counselors worked to identify, confront, and offer interventions to employees dealing with 

alcohol addicticHi, while the addicted employes were still employed in the workplace (Midanik,

1990). These programs were based on the premise that employers should not try to hide the 

employee’s problem; rather they should confront the employee and offer intervention while he or 

she was still actively employed (Masi, 1992). The passage of the Hughes Act (Public Law 91 - 

616) in 1970 and the establishment of the National Institute for Alcoholism and Alcohol Abuse 

(NIAAA) helped support the work of OAPs. NIAAA granted fimding for each state to hire two 

occupational prc^ram consultants to develop workplace programs in both the private and public 

sectors. In the mid to late 1970s, OAP counselors realized that they should not just treat 

employees’ alcohol problems, but also needed to address the employees’ families as well as other 

problems that affected the workplace, such as emotional issues, family problems, and relationship
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difficulties (Masi). Early in 1970, OAP employees formed the Association of Labor- 

Management Administrators and Consultants on Alcoholism (ALMACA), which was renamed in 

1989, the Employee Assistance Professionals Association (EAPA). This name change was 

significant in recognizing that EAPs had broadened their services to address work-family issues 

in addition to alcoholism (Masi) and that they had gained recognition as a profession (EAPA, 

2002).

Over the past three decades, occupational social workers have assumed employment 

positions with EAPs in significant numbers and social work is considered by many to be the 

“profession of choice” in staffing worlqplace programs, such as EAPs (Maiden, 2001; Tanner,

1991). While not all EAP counselors have social work educational backgrounds. Schools of 

Social Work house the majority of EAP training programs, with the University of Maryland, 

Baltimore hosting the largest (Masi, 2000b). Many of the services offered by occupational social 

workers and EAP counselors fell within the “domain of traditional social work functions -  such 

as direct counseling to employees” (Straussner, 1990, p. 2).

Present-day EAP counselors offer much more than just substance abuse and mental 

health services in the workplace. The ‘broad-brush’ model of EAP that is utilized in the U.S. 

provides:

professional assessment, referral, and/or short-term counseling 
service offered to employees with alcohol, drug, or maital health 
problems that may be affecting their jobs... also include 
managerial/supervisory consultations, supervisory and union 
steward training, anployee orientations, childcare, eldercare, 
critical incident stress diebriefings, and employee education 
(Masi, 1994, p. 13).

One service in particular offered in the workplace is the EAP counselor’s respcoise to a 

workplace critical incident. Critical incidents in the workplace are defined as any event or series 

of events in a workplace setting that result in emotional or psychological traumatic stress 

reactions among people exposed to Ihe incident, either directly or indirectly, resulting in critical 

incident stress (Mitchell, 1983). These traumatic events or critical incidents are of interest to this
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study; specifically, the EAP counselor’s perscHial and professional reactions to working with 

individuals, groups, and entire organizations who are experiencing a critical incident or traumatic 

stress. Some of the more common workplace critical incidents that EAP counselors experioice 

and respond to include, but are not limited to, robberies, sexual assaults, natural and man-made 

disasters, criminal incidaits, workplace accidents, femily violence, and workplace violence. In 

addition to responding to critical incidents, EAP counselors provide a great deal of crisis 

intervention arid counseling services to individual emplt^ees and femily members who have 

experienced traumatic events. In feet, the types of problems which EAP clients are presenting 

with in the EAP continues to increase in severity as stated by Masi (2000a), “EAPs are now 

seeing serious cases that would ordinarily be referred out and handled by mental health services,

i.e. violaice, sexual abuse, incest, eating disorders, and severe substance abuse” (p. 5). These 

types of clients would historically have been referred out of the EAP and to a mental health 

provider in the community or they would have gone directly to an outside maital health provider 

for assistance. However, as a resxJt of the changes stemming from managed care, EAPs are now 

offering more comprehensive assessmait and short-term counseling services. EAP counselors 

“are expected to be able to assist with virtually any problem that presents itself’ (Sweeney, 

Hohenshil, & Fortune, 2002, p. 51). A study designed to assess the level of psychological 

severity among employees aged 20 to 62 years found that a large percentage of employees who 

reported experiencing work-related stress and then used their EAP had serious mental health 

symptoms and psychological needs (Arthur, 2002). This increase in severity of clinical cases, 

along with the more comprehensive supportive services offered by EAP counselors, is 

contributing to the increased secondary exposure EAP counselors experience in regards to crisis 

andtraiuna.

The findings from this research study are important to both the fields of social work and 

EAPs. TTie University of Maryland, Baltimore, School of Social Work, has been particularly 

interested in supporting the exploration of EAP and social work concerns, as they are currently
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the largest University-based program that prepares graduates for EAP-related careers. In 2001 

U.S. News and World Reports ranked the University of Maryland EAP Specialization program as 

one of their top graduate programs in the Unit^ States. As a leading educational prcgram, the 

search for increased knowledge to contribute to the field and help prepare future graduates is an 

ongoing endeavor.

Rationale for the Research Study

As the field of traumatic stress continues to grow, it has become increasingly apparent 

that the effects of trauma and crisis extend fer beyond individuals who are directly exposed to the 

traumatic or critical incident (i.e. primary exposure). This concept of indirect or secondary 

exposure to a critical incident or traumatic event has recently been adcnowledged and included in 

the Diagnostic and Statistical Manual’s (DSM-IV-TR) definition of Post Traumatic Stress 

Disorder (PTSD; American Psychiatric Association, 2000). Criterion A for PTSD requires for 

diagnosis that the person exposed to the traumatic event experience both of the following: “(1) 

the person experienced, witnessed, or was confronted with an event or events that involved actual 

or threatened death or serious injury, or a threat to the physical integrity of self or others, and (2) 

the person's response involved intense fear, helplessi^s, or horror” (American Psychiatric 

Association). This definition includes learning about traumatic events fi'om others; such is the 

case when a mental health counselor hears about traumatic material by working with a 

traumatized client or group of clients. The counselor may beccane subsequently traumatized by 

indirect or secondary exposure. Trauma therapists have been identified as a group of helping

professionals who are at high risk for experiencing compassion fatigue, secondary traumatic

stress, or vicarious traumatization as a result of their clinical work with traumatized clients 

(Figley, 1995, 2002; Munroe et al., 1995; Pearlman, 1999; Stamm, 1999). The actual number of 

counselors and therapists who may be suffering from the negative effects of compassion fiitigue is
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curreaitly unknown. In the general population, the prevalence of PTSD has been reported as low 

as 1 % to 2%, and as high as 30% or more in observers and rescuers after serious accidents and 

disasters (Breslau, Davis, Andreski, & Peterson, 1991; Briere & EUiott, 2000; Duckworth, 1986). 

Further, certain occupational groups including “military, fire suppression, law enforcement, and 

emergency medicine” are considered to be at higher for developing PTSD due to their often 

prolonged exposure to trauma in their work environments (Everly, Flannery, Eyler, & Mitchell, 

2001, p. 1). Estimates of PTSD for these high-risk groups have ranged fircan 10% to 30% 

(Everly, Flannery et al., 2001).

Rudolph, Stamm, and Stamm (1997) studied organi2ational self-care domains o f mental 

health providers and found that secondary traumatic stress was a common experience reported 

among trauma providers and 50% of providers were at high risk for developing bumout. 

Compassion fatigue has been hypothesized as one of the primary reasons so many human service 

professionals, including those working in EAPs and other workplace settings, leave the profession 

prematurely (Figley, 1999). Beaton and Murphy (1995) identified short-term and long-term 

emotional and physical disorders, strains on interpersonal relationships, substance abuse, and 

bumout, as direct costs associated with not attending to secondary traumatic stress among 

professional helpers. An area of research noted in the hterature as being important to policy 

planners and administrators in the health and mental health fields is to study the early predictors 

of bumout in the trauma field, such as compassion fatigue (Raftery, 1997).

Mental health professionals, including EAP counselors, who offer psychological and 

social support to the workplace through the fecilitation of individual assessment and counseling 

services as well as psychological debriefing and support services after a workplace traumatic 

event or critical incident, spend the majority of their time donumstrating apathy and concem for 

individuals and groups of individuals who are directly impacted by the traumatic incident. These 

necessary attributes of the helping relationship place the EAP coimselor in a vulnerable position
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of hearing and attending to oftentimes detailed accounts of events leading up to a traumatic event 

or critical incident, details about the incident itself, and details regarding the client’s response and 

reacticais. A normal reacticoi to hearing such traumatic material would be to have a strcHig 

emotional reaction. Vicki Thai, an indq)endent EAP practitioner who responded to the attacks on 

the World Trade Caiter on Sept^iber 11,2001, was quoted as saying, “We debriefers go through 

stages similar to those who have experienced traumatic loss” (Nash, 2001, p. 20). How the 

counselor copes with hearing and processing these ‘trauma stories’ will in part determine how he 

or she is able to intervene with and support the individual client or group of clients in need.

There are ethical considerations for individual professionals, supervisors, prt^ram 

administrators, and educators to consider related to the prevention, identification, and intervention 

of compassion fetigue among trauma professicmals, in and outside of the workplace. Traumatized 

professionals, who may be suffering from unattended secondary traumatic stress symptoms, can 

become ineffective or even detrimental in their clinical work with traumatized clients due to an 

inability to attend to traumatic material. For example, these impaired professicaials may 

discourage clients fr̂ om exploring issues related to their traumatic experiences (Munroe, 1999). 

Further, the impaired therapist may join clients in their plight to avoid confronting painfel issues. 

Ihis joining has been referred to as “collusive resistance” (Fox & Carey, 1999). Friedman (1996) 

discusses this potential loss of “therapeutic neutrality”, potentially resulting in secondary 

traumatizaticm (e.g. intrusive thoughts, nightmares, guilt, feelings of powerless, etc.).

Compassion fetigue is believed to contribute to the possibility that the impaired professional will 

respond inappropriately to the client, encouraging the client’s use of avoidance or numbing 

reactions to cope with traumatic stories (Figley, 2002). Secondary effects of trauma exposure 

often parallel the primary symptcsns of tratuna exposure as identified in clients (i.e. avoidance, 

intrusion, and arousal). Without early recognition and intervention of these symptoms of 

compassion fatigue among professionals, the mental health intervention is likely to be 

compromised.
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Professional ethical guidelines currently exist to deal with ‘impaired therapists’

(Carbonell & Figley, 1996), but the definition of an impaired therapist does not usually include 

the therapist who may be suffering from compassion fiitigue or secondary traumatic stress. “The 

drug- or alcohol-addicted practitioner is readily seen as impaired, but the therapist with a murder 

or suicide in the femily may not be, and the latter may in many ways be quite different except for 

the feet that their current life circumstances impacts their professional behavior” (Carbonell & 

Figley, 1996, p. 55).

Research supports that while health care workers tend to be ‘in-tune’ with the needs of 

others, they tend to ignore their own symptoms of stress and not utilize social supports (Shalev, 

Schreiber, & Galai, 1993). The same is thought to be true among mental health professionals and 

EAP counselors. Munroe (1999) has studied therapists in relation to their sense of self-awareness 

about danger in working with trauma clients and found that there is no reason to assume that 

therapists are able to predict which clients will affect them or if their personal reactions to the 

traumatic stories will negatively impact the client (Munroe). There is an issue of personal 

responsibility on the part of the mental health professirmal to take a proactive role in the 

recognition of secondary traumatic stress and compassion fetigue as well as making a conscious 

and sustained effort to prevent secondary traumatization through self-care activities, monitoring 

of case loads, setting boundaries, engaging in regular clinical supervision, and establishing a 

support network or support structure to address the potential problem (Freidman, 1996).

Additional reasons to study this phenomenon, identified by Munroe (1999) include a 

need to minimize multiple relationships between clients and impaired professionals. This occurs 

when the client becomes aware of the therapist’s stress level, well before the therapist may be 

aware, and the client tries to protect the therapist from the potentially harmfid effects of his or her 

trauma experience. This results in the roles within the therapeutic relationship becoming 

reversed, resulting in an unethical ‘dual relationship’ (Mimroe). When the therqjist views 

himself or herself as vulnerable to certain issues that a client may bring into therapy, that therapist
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has the potential to compromise the therapy and may have an ethical obligation to discuss these 

issues with the client as soon as possible as to not encourage denial or numbing during the 

clinical sessions (Munroe).

The ‘cost of caring’ (Figley, 1982,1989) is not as well understood and increased 

knowle(%e on the tq)ic could help researchers and clinicians learn new methods for prevention, 

intervention, and better quality care for clients and counselors. By acknowledging trauma-related 

work as an occupational hazard, many supervisors and administrators would consider themselves 

to have an ethical obligation to inform EAP counselors about the dangers of working with 

traumatized individuals, as well as the methods for early identification and intervention (Munroe 

et al., 1995). For example, Chrestman (1994) foxmd that therapists who had smaller caseloads 

with varied assignmoits, experienced reduced levels of overall trauma exposure.

With regards to professional training and continuing education programs, Figley (1999) 

notes thM compassion fetigue is an ‘occupational hazard’ among caring service providers and he 

states that professionals have an obligation to educate students and trainees about the potential 

negative effects of working in the trauma field. Yassen (1995) suggests that self-care practices be 

included in trauma therapist training programs. Munroe (1999) has encouraged educational 

programs and professional associations to offer continuing education for ther^ists currently 

practicing in the field who may not realize or know the potential negative or detrimental effects of 

working with traumatized clients.

No studies could be located that have focused on studying reactions to working with 

clients in crisis among EAP counselors, who are the primary providers of mental health and crisis 

intervention services in the workplace. The findings Irom this study have implications for 

administrators of EAPs, businesses who contract with EAPs, professional organizations, and 

schools that prepare individual counselors to enter the EAP field.
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Chapter Two: Background and Literature Review

Definition of Terms

The concept of compassion fetigue has been discussed in the research literature using a 

variety of names, including secondary traumatic stress, vicarious traumatization, and burnout. It 

is important to clearly define compassion fatigue and differentiate it from other terms used in the 

literature, so that its meaning will be imderstood in this research study. A Glossary of Terms has 

been provided in Appendix A, highlighting some of the more important terms used in this paper.

Compassion Fatigue. Compassion fatigue, as it is known in the trauma literature, was

originally conceptualized and defined by Figley (1995). While Figley initially referred to the

phenomena of compassion fetigue as ‘secondary traumatic stress disorder’, he later changed the

name to compassion fetigue, realizing that compassion fetigue is a “more user-fnendly term for

secondary traumatic stress disorder, which is nearly identical to posttraumatic stress disorder,

except that it applies to those emotionally affected by the trauma of another” (Figley, 2002, p. 3).

Compassion fetigue has become a term used to describe the cumulative effects of working with

traumatized individuals and experiencing incidents that contribute to secondary traximatic stress.

It is believed that compassion fatigue is a natural result of working with individuals in crisis or

traumatized clients. Compassion fatigue develops as a result of the helping professional’s

exposure to hearing clients’ traumatic material in combination with the professional’s sense of

13
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empathy for the cliemt. There is a theoretical linear relaticmship between the need for the therapist 

to increase his or her level of empathy and becoming more vulnerable to developing compassion 

fatigue (Figley, 2002). Compassicm fetigue has primarily been studied within the fields of 

psychotherapy and emergency medicine; however, as the concept has recently been better defined 

and studied, the impact of compassion fetigue is now believed to be fer more reaching to other 

populations who offer counseling interventions to traumatized individuals. Over the last decade, 

compassion fetigue has been recognized among the research oHnmunity as a major risk for 

mental health counselors and other trauma helpers (Figley, 1995, 2002; Munroe, 1999; Pearlman 

& Mac Ian, 1995; Stamm, 1997b, 1999; Visionary Productions, 1994).

Some common characteristics of compassion fatigue among counselors and other helping 

professionals include; decreased level of concem and anpathy for clients, decreased positive 

feelings for clients, physical and emotional exhaustion, increased levels of job dissatisfaction, and 

feelings of hopelessiKss related to the job and spilling over into other areas of the individual’s life 

(Figley, 1995, 2002; Leon, Altholz, & Dzieielewisld, 1999; Maslach, 1976; Pines & Kafiry, 1978; 

Valnet, 1995; VisicMiary Productions, Inc., 1994) (See Appendix B for additional characteristics).

Counselors who are suffering the negative effects of coirq)assion fetigue are often 

reluctant to admit to any problems related to compassion fetigue or secondary traumatic stress 

because they view themselves as being “there for the victims” and they tend to deny any need for 

help related to the distress of hearing and smnetimes watching stories of trauma, hurt, disaster, 

and loss (Boss, 1999). To the degree that the counselor may “share fete” with the client, such as 

the response to the attacks on the World Trade Center and the Pentagon on September 11* the 

risk for compassion fetigue is thought to increase due to both the primary and seccoidary exposure 

to trauma (White, 2001).

Compassion fatigue is a term used to describe how and why therapists, while not directly 

traumatized, become traumatized as a result of working with traiunatized clients. The natural 

characteristics o f most therapists, including, “empathic sensitivity, sense of personal integrity.
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and belief in humanity” put ther^ists at great risk for being vulnerable to compassion fetigue 

(Fox & Carey, 1999, p. 190). Helping people during crisis, as an EAP counselor for example, 

involves a certain level of perscmal risk in terms of the possible pain that is experienced resulting 

from exposure to hearing about other peoples’ traumatic material (Figley, 1999). Working with 

traumatized clients has been found to negatively affect the professicaial’s ‘personal functioning’ 

(Veer, 1998), which has been linked to the concepts of burnout (Maslach, 1982a) and vicarious 

traumatization (Figley, 1995; McCann & Pearlman, 1990). Munroe (1995) ferther described this 

negative effect from working with traumatized individuals as an ‘occupational hazard’ or natural 

consequence resulting among human service providers.

Meldrum, King, and Spooner (1999) studied mental health case managers and concluded 

that compassirm fetigue was not a symptom of pathology; rather they presorted a more holistic 

view of compassion fetigue, describing it as a representation of normal work stress. The more 

serious negative effects of compassion fetigue (i.e. depression, hqpelessness, alienation from 

friends, colleagues, and family, professional impairment, and other psychological problems), may 

contribute to the coimselor unknowingly re-traumatizing the client by focusing <m personal needs 

more than the d ie t ’s needs (Pearlman & Saakvitne, 1995). Professional helpers’ emotional 

well-being plays a significant role in their ability to work effectively with clients. Due to the lack 

of processing and examining persmial reactions to trauma stories, professionals may discourage 

their clients from fiilly exploring feelings related to trauma (Rosenbloom, Pratt, & Pearlman,

1999). Furthermore, professional helpers may join with the client’s feelings of anger, 

helplessness, and other feelings related to traumatic reactions which can cause the helper to lose 

contact with his or her own sense of hope and helpful ‘third party’ distance (Rosenbloom, et al., 

1999, p. 66).

Hodgkinson and Shepherd (1994) found that social workers reported commonly 

experiencing thoughts about their clients’ experiences, feelings of helplessness, intrusive 

thoughts, role ambiguity, role conflict, and overload in reaction to traumatic stress work.
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Problems with role were correlated with poor psychological and overall outcomes of well-being.

A few participants reported experiencing problems that resulted in disturbances for their personal 

lives (Hodgkinscm & Shepherd).

Munroe (1991) conducted a study of therapists working with combat veterans and found 

that as therapists’ exposure to clients with PTSD increased, their rq>orted levels of intrusion and 

avoidance also increased (two common eharacteristics of PTSD). Kassam-Adams (1995) found 

similar results among therapists working with sexually traiunatized clients. Chrestman (1994) 

also found that exposure to trauma clients was significantly related to increased levels of 

intrusion, avoidance, dissociation, and sleep disturbance among therapists.

Compassion Satisfaction. Working with traumatized individuals and groups can have 

both positive and negative effects. Stamm (1999) developed the notion that along with feelings 

of distress brought on by helpii^ victims of trauma, there are also feelings of satisfection that 

develop from partaking in trauma work. Compassion satisfaction has recently been referred to as 

the positive results of feeling satisfied with one’s abihty to offer care and to connect with another 

person using empathy (Stamm, Higson-Smith, & Hudnall, 2001). In a positive sense, the 

counselor’s awareness about potential dangers in the world is increased and therefore, personal 

and professional safety is potentially secured. Stamm’s scale of compassion satisfaction, 

incorporated into the Professional Quality of Life scales, “helps identify the positive effects of 

caregiving and may lead toward a clearer understanding of the relationship between the positive 

and negative aspects of ccunpassion” (Stamm, 2004, p. 2). A few other researchers have begun to 

measure the positive aspects of working with traumatized clients and found that coimselors, after 

working widi trauma clients, often rqK>rt positive growth, increased soise of spirituality and 

hope, and an increased respect for human resiliency (Kassam-Adams, 1995; Schauben & Frazier, 

1995). In a study of social workers. Bell (2003) found that many social workers (over 40%) 

reported a positive effect from working with trauma survivors. For example, many of the social
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workers reported feelii^ “they had become more compassitmate, more grateful, and less 

judgmental as a result” (Bell, p. 516).

Secondary Traumatic Stress. Figley (1999) defined seomdary traumatic stress as “the 

natural, consequent behaviors and emotions resulting from knowledge about a traumatizing event 

experienced by a significant other,” (p. 10) and in this research study, EAP counselors. “It is the 

stress resulting from helping or wanting to help a traumatized or suffering person” (Figley, p. 10). 

Working with traumatized individuals and groups can be emotionally draining and the impact of 

working in the trauma field over time can have a cumulative effect on the professional’s personal 

and professional life (Figley, 1995, 2002; Mitchell, 1983; Stamm, 1999). Munroe (1999) found 

that as a result of secondary exposure to trauma, therapists experience some of the same 

symptoms their clients’ experience, resulting from primary trauma exposure. Figley’s (1995) 

theory of secondary traumatic stress suggests that persons who work directly with or have direct 

exposure to trauma victims on a regular basis are just as likely as primary victims to experience 

traumatic stress symptoms and disorders.

Higher levels of secondary tramnatic stress may contribute to more serious negative 

effects regarding the counselor’s ability to be effective during counseling sessions and (tebriefing 

groups. For example, Baranowsky (1997) and Danieli (1984) described a phenomenon called the 

‘Silencing Response’ that refers to a therapist’s inability to hear and attend to the stories and 

experimces of his or her chents due to secondary traumatic stress. This type of respmise leads to 

the redirecting of clients to discuss material that is less distressing for the professional; however, 

clinical efficacy is seriously weakened when clients are prevented from telling their trauma 

stories in entirety. Additionally, with higher levels of secondary tmumatic stress, professionals 

are thought to be at a higher risk level for making poor judgments r^arding treatment plan, 

appropriate interventions, and diagnosis (Munroe, 1999; Pearlman & Saakvitne, 1995; Rudolph et 

al., 1997; WiUiams & Sommer, 1995).
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Symptoms of secondary traumatic stress include the same symptoms that are often 

identified in clients who have been exposed to traumatic events. In a study of child protective 

service workers, prevalaice of secondary traumatic stress symptoms was found amcmg 37% of 

the respondents at a clinical level of emotional distress (Comille & Woodard Meyers, 1999). 

Examples of secondary traumatic stress symptoms reported by the sample included distress 

related to interpersonal relationships, depression, phobic anxiety, paranoid ideation, hostility, and 

somatiziation. In a similar study of secondary traumatic stress symptoms among sexual assault 

trauma counselors, moderate levels of traumatic distress were reported (Ghahramanlow & 

Brodbeck, 2000). Additionally, predictors of psycholc^ical distress including personal trauma 

history, coimselor age, and job satisfaction were found to be related to secondary traumatic stress 

(Ghahramanlou & Brodbeck). Specifically, younger age was associated with increased 

psychological stress. The sample ranged in age from 20 to 63 years with a mean age of 33.8 (SD 

= 10.9) and overall. Regarding personal trauma, the sanqile was measured using a one-question 

item that asked ‘Have you ever experienced any extremely stressful, life-threatening, or traumatic 

event such as serious physical injury, rape, assault, combat, or seeing scnneone badly hurt or 

killed?” (p. 232). This single question was used to determine whether or not participants had a 

personal trauma history. Finally, job satis&ction was measured using questions created by the 

researchers, specifically asking One distinguishing characteristic of secondary traumatic stress is 

that it often involves a “sudden adverse reactions people can have to trauma survivors whom they 

are helping or wanting to help” (Jenkins & Baird, 2002, p. 424). Arvay’s (1998) qualitative study 

on therapists experiencing secondary traumatic stress iikaitified the following themes: “struggling 

with changing beliefs; intrapsychic struggles; struggling with the therapeutic relationship; work- 

related struggles; struggling with social support; struggling with power issues; and struggling 

with physical illness” (p. xxiv-xxv).
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Vicarious Traumatization. Vicarious traumatization represents a transformation among 

therapists that results from the cumulative effect of working with traumatized individuals over 

time and by the observation and/or hearing about trauma and pain felt told by clients over time 

(McCaim & Pearlman, 1990; Pearlman, 1999; Pearlman & Saakvitne, 1995). Vicarious 

traumatization is particularly salient among counselors who work with victims of violence, 

especially clients who have been sexually assaulted or survivors of incest (Jenkins & Baird, 

2002). Vicarious traumatization represents a process of change within therapists’ cognitions, 

beliefs, expectations, and assumptions about oneself and the world. These changes are 

considered to be permanent and thought to be an inevitable by-product of doing trauma therapy 

work over time (McCann & Pearlman, 1990). Symptoms of vicarious traumatization include 

social withdrawal, fe^, anger, anxiety, depression, intrusive images, and numbing or avoidance. 

Pearlman and Saakvitne have further identified fectors that commonly contribute to vicarious 

traumatization, including work aspects (i.e. organizational, social, and cultural contexts) and 

therapist characteristics (i.e. personal histories and professional development). Vicarious 

traumatization may manifest itself through symptcans of intrusive imagery and painfiil affect as 

well as disruptions in cognitive schemas or basic assumptions. These disruptions in a therapist’s 

fiame of reference can include disturbances in one or all of the following areas: world view, 

identity, and spirituality (Jenkins & Baird; Pearlman & Saakvitne).

Burnout. Burnout has beai defined as “a syndrtMne of emotional exhausticm, 

depersonalization, and reduced personal accomplishment... as a result of the chronic emotional 

strain of working extensively with other human beings particularly when they are troubled” 

(Maslach, 1982b, p. 3). Burnout as a construct is much better developed in theory and validated 

in terms of measurement tiian compassion fatigue and vicarious traumatization (Jenkins & Baird, 

2002). Maslach (1976) found that professionals who were suffering from burnout, “lose all 

concem, all emotional feelings for the persons they work with, and come to treat them in
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detached or even de-humanized ways.” (p. 16). Moore and Cooper (1996) suggest that mental 

health professionals may be subjected to higher levels of organizational stress than other workers. 

They also surest that stressors intrinsic to the job itself include increases in workload and 

administration, problems with time management, and inappropriate referrals and safety issues 

concerning potentially violent and suicidal clients. Pines and Aaronson (1988) define burnout as 

“a state of physical, emotional and mental exhaustion caused by long term involvement in 

emotionally demanding situations” (p. 9). Pines (1983) found that burnout was negatively 

associated with different support functions (i.e. listening, technical support, emotional support, 

emotional challenge, and sharing social reality). Further, Salston and Figley (2003) state that 

biunout is not just one specific event, but rather a process over time, “The concept of burnout is 

far too vague to be usefiil in understanding and helping those pecqile who work with traumatized 

people” (p. 169). Burnout has often been characterized as an “organizational problem, not an 

individual problem” (Nelson-Gardell & Harris, 2003, p. 9).

Differmtiation of Terms. The four major terms that need to be differentiated from each 

other include compassion fetigue, secondary traumatic stress, vicarious trauamtization, and 

burnout. The four terms are similar in that they are all a result of “exposure to emotionally 

engaging clients via interpersonally demanding jobs, and represent debilitation that can obstruct 

providers’ services” (Jenkins & Baird, 2002, p. 425). It is believed that vicarious traumatiziation 

and compassion fetigue are conceptually a part of, or result of varying levels of secondary 

traumatic stress. Both include potential permanent changes in practice and cognitim; whereas, 

secondary traumatic stress is a natural reaction to working with people who have been 

traumatized or are currmtly experiencii^ crisis. Secondary traumatic stress occurs suddenly, 

acutely, and unexpectantly. However, most traumatic stressful reactions are manageable and do 

not result in serious and debilitating conditions (Pickett, Brennan, Greenberg, Licht, & Worrell,

1994).
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Bumout may results as a consequence of cumulative secmdary traumatic stress or 

compassion fatigue. Compassion fatigue is a form of secondary traumatic stress, however, it 

differs from vicarious trauamtization in that it has a rapid and unexpected onset of work-related 

posttraumatic stress symptoms (Figley, 1995,1995b; Stamm et a l, 2001). Vicarious 

traumatization is similar to secondary traumatic stress and compassion fatigue, but it goes beyond 

these two concepts by taking into account and focusing on the permanent changes in cognitive 

schemas and belief systems (Pearlman & Saskvitne, 1995). Bumout differs from compassion 

fatigue, secondary traumatic stress, and vicarious traumatization, in that it is not specific to the 

field of traumatology. In all reactions to trauma, the counselor experiences some level of 

emotional exhaustion, which, in addition to other symptoms can contribute to bumout. However, 

in the trauma field, the counselor also experiences a change or d rall^ e to his or her ‘world 

view’ and fundamental assumptions about personal safety (Catherall, 2001).

There continues to be disagreement in the empirical literature regarding the best term to 

use to describe the reactions of counselors to working with traumatized individuals. This study 

uses the term compassion fetigue to define the cumulative traumatic stress reacticms that may be 

experienced by EAP counselors as a result of working with traumatized clients and responding to 

workplace critical incidents. To view a diagram illustrating the relationships between the terms 

described in this section, see Appendix C.

Workplace Critical Incidents and Critical Inddait Stress

The following section focuses on critical incident stress and responses to critical incidents 

in the workplace; however, responding to critical incidents is only one way in which an EAP 

counselor is exposed to traumatic material. It is essential to remember that working with 

individuals through traditional EAP clinical models of assessment, referral, and short-term 

counseling is only another way EAP counselors are exposed to traumatic material. In feet, the 

presenting problems of EAP clients continue to increase in severity as stated by Masi (2000a)
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earlier in this p ^ r . Working with sudi serious cases, EAP counselors often lack appropriate 

referral options; causing them to work witii the clients longer than would be expected. This 

increased level of counseling subsequently exposes the EAJP counselor to additional traumatic 

material through the client’s stories.

Critical incidaits are events “which serve as a perceived threat or challenge to one’s well 

being” (Flannery, 1999, p. 77). In the workplace, critical incidents may range from an armed 

robbery to the sudden death of a co-worker. Workplace critical incidents also include natural 

disasters such as earthquakes, fires, or floods, or man-made disasters, such as acts of terrorism, 

on-the-job accidents, or other human-caused catastrophes. Ihe primary distinction between a 

critical incident in the workplace and a critical incident that occurs in another setting is that the 

workplace incident occurs in a place of employment where victims are employees, managers, and 

supervisors, and sometimes customers; all of whom are typically unprepared and untrained to 

respond to a crisis. Additional examples of critical incidents affecting the workplace include the 

terrorist attacks on the World Trade Center and the Pentagon on September 11, 2001, the on

going threats of anthrax following the September 11* attacks, hostage situations, serious illness 

of a co-worker, massive or on-going layoffs, assaults, incidents of stalking, drug-related crimes or 

arrests, worksite homicides, property damage, and media or high-profile negative events. All of 

these incidoits can seriously affect both the psychological and physical well being of employees, 

employers, organizations, and surrounding communities. This study was particularly interested in 

measuring fiie reactions reported by the EAP counselor, the typical mental health professional 

who responds to organizations, employers, and employees who have experienced a workplace 

critical incident. In order to understand the EAP counselor’s reacti(Mis to responding to critical 

incidents in the workplace, the following section will further define ‘critical incident’ and 

describe the typical role assmned by the EAP counselor in a workplace response to a critical 

incident.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



23

The negative effects of unresolved critical incident stress in the workplace can contribute 

to lower levels of overall productivity, poor performance, increased absenteeism, increased use of 

health and mental health benefits, increased worker’s compoisatitMi claims, early turnover, higher 

rates of alcohol and other substance misuse, and lower overall employee satisfiiction and morale 

(Hiebiniak & Alutto, 1972; Ivancevich & Matteson, 1980; Lewis, 1994; 2002). Critical incident 

stress may be expressed by individual employees as anxiety, moodiness, irritability; difficulty 

concentrating, making decisions, or thinking clearly; avoidance of the incident setting (i.e. the 

workplace), calling in sick to work, difficulty working alone, psychosomatic complaints, and 

other psychological problems (Everly & Mitchell, 1999b, 2000; Mitchell, 1983; Lewis, 1994, 

2002). The effects of a workplace critical incident can be devastating, often leaving permanent 

scars on employees and entire organizations that are either directly or indirectly impacted by the 

incident in terms of their ability to function and perform long after the incident has occurred.

EAP counselors are often the first mental health professionals called by an organization 

following a workplace critical incident. EAP counselors typically respond to critical incidents by 

providing immediate crisis intervention, supportive counseling, and Critical Incident Stress 

Management (CISM) services -  which often includes offering Critical Incident Stress Debriefings 

(CISDs). The stress endured by offering this type of intense professional response to critical 

incidents has been referred to in the trauma research field as compassion fatigue, vicarious 

traumatization, and secondary traumatic stress. These terms all relate to the stressful reactions 

among the helping individuals (in this case, EAP counselors) who work directly with individuals 

and organizations experiencing a critical incident or traumatic event. This type of indirect result 

of working with people in crisis has been recently studied in the fields of disaster mental health, 

child sexual abuse, and humanitarian aid workers, but has not focused any att^tion to the stress 

endured by EAP counselors in the workplace.

The model for offering critical incident stress management (CISM) proposed by Mitchell 

and Everly (Everly & Mitchell, 1999b; Mitchell, 1983) and taught by the International Critical
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Incident Stress Foimdation (ICISF) is “generally recognized as the most widely used in the world 

and is used across the greatest diversity of settings and operational applications”, including EAPs 

(Everly & Mitchell, 1999b, p. 84; Maggio, 2002). Critical Incident Stress Debriefings, or CISDs, 

are only one part of a larger, multi-component management system for preventing and responding 

to eritical incidents (Everly, Flannery, & Eyler, 2002; Everly & Mitchell, 1999b, 2000). Other 

types of crisis debriefing groups described in the literature include psychological debriefings 

(D5n-egrov, 1989; Raphael, 1986), conmnmity crisis response teams (Young, 1991), and the 

multiple stressor debriefing model (Armstrong, O’Callahan, & Marmar, 1991). All these models 

for psychological debriefing share the common featore of focusing on the use of a psycho- 

educational group meeting that allows individual group members to process the tragic event, learn 

about normal reactions to stress and coping methods, and foster group support (Regdn & Hill, 

2000).

Prevalence of Workplace Critical Incidents. A large m^ority of critical incidents in the 

workplace are caused by the increasing rates of workplace violence in the United States.

According to the United States Bureau of Labor Statistics Census of Fatal Occupational Injuries 

(CFOl) there were 674 workplace homicides during the year 2000. These homicides accounted 

for 11% of the total 5,915 fatal work injuries in the entire United States (Bureau of Labor 

Statistics, 2001). It is difficult to estimate the exact costs of workplace violence in the United 

States because many incidents of assault and harassment do not get reported. The United States 

Department of Justice, Bureau of Justice Statistics (July, 1994), estimated that costs to the 

workplace due to assaults impact about a half million employees; 1,751,100 days of work each 

year; or an average of 3.5 lost workdays per erime. This time lost Ifom work equates to over $55 

miUicMi aimually in lost wages, not including the days covered by sick and annual leave (Jacks,

2000). An estimated additional 6 million workers in the United States are threatened on their job 

and 18 million are harassed each year, contributing to the $1.8 million lost workdays and $55
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in lost wages each year (Jacks). Workplace violence is strcmgly associated with 

substance abuse, another costly fector to the workplace. Taken together, the observable and 

hidden costs of violence and substance abuse in the workplace are sta^ering (Masi, 1999).

Friedman, Framer, and Shearer (1988) found that the average cost affiliated with 

emplc^ee claims of posttraumatic stress disorder (PTSD), in which early intervaition was made 

available, totaled $8,300. The average cost for cases seen later in time increased to $46,000. 

Employees who received early intervention and treatment for PTSD after e?qperiencing a 

traumatic event averaged 12 weeks recovery time prior to returning to work and had lower 

incidents of permanent disability as compared to employees who received delayed treatment, who 

averaged 46 weeks recovery with more sig?iificant long-term negative effects (Friedman, et al., 

1988).

Miller (1999) concluded that companies are often reluctant to make psychological 

referrals after traumatic incidents at work, fearing that such referrals will lead to increased 

healthcare claims or excessive disability payments. Miller challenges this belief by explaining 

that in reality, ccxnpanies who make referrals initially and appropriately following a critical 

incident, save money in terms of healthcare costs for mental tealth treatment and disability 

payments long term. Additionally, with proper intervention and referral after a traumatic event or 

critical incident, the traumatized employee is less likely to develop prolonged and costly 

problems associated with trauma including, substance abuse, depression, scMnatization, or other 

traumatic disability syndrome, such as PTSD (Albrecht, 1996; Kinney, 1995; Labig, 1995; 

M antell* Albrecht, 1994; Miller, 1999; Yandrick, 1990).

Respcaises to Workplace Critical Incidents. Immediately fdlowing a critical incident in 

the workplace, employers must consider both the short-term and long-term consequences of 

critical incidents or traumatic events in the workplace, while simultaneously identifying and 

responding to potential and real risks. The minimal expense for planning an EAP response to a
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critical incident in the workplace is far outweighed by the significant costs resulting from 

companies who iail to plan or even worse, ignore the seriousness of critical incidents. This 

ignorance can result in poor performance, reduced productivity, lost loyalty and commitm^t, 

increased absenteeism, retention challenges, and increased costs due to health care and worker’s 

compensation claims (Hoffman, 2001). Additionally, companies may be held liable if an 

employee sues his or her employer, following a critical incident, claiming the company’s 

perceived or real failure to provide a safe and healthful workplace.

Professional interventions, such as critical incident stress debriefings and other 

psychological support services offered by EAP counselors have been mentioned in the literature 

as methods that are being used to address issues of occupational stress, employee health and well

being, and organizaticml costs associated with malpractice litigation (Spitzer & Burke, 1993). It 

is common for the EAP counselor’s first contact with an organization who has experienced a 

critical incidait to occur over the phrnie with a manager or supervisor who is requesting 

assistance from the EAP in terms of ‘fixing the problem’ or ‘helping employees return to normal’. 

After an assessment of the situation, the EAP counselor usually respcaids by sliding a counselor 

to the workplace to offer CISM services, often a CISD or other type of crisis intervention service. 

EAP counselors who respond to critical incidents by providing ‘on-site’ immediate assistance risk 

becoming traumatized themselves, either through primary or secondary exposure. The United 

States Office of Personnel Management (U.S. 0PM) recommends that post-incident responses to 

workplace violence, the most common type of workplace critical incident, include some type of 

trauma-crisis counseling; critical incidait stress debriefing; and/or use of an EAP to assist victims 

(U.S. 0PM, 1998). Further, the Mitchell (1983) model for critical incident stress management is 

the most comm(»ily utilized method curraitly available (Rick & Briner, 2000). These 

recommendations extend from the Office of Safety and Health Administration (OSHA) Act of 

1970 that discuss the extent o f an employer’s obligation to address workplace violence, which is 

governed by the General Duty Clause (Section 5(a)(1) of the OSH Act, or P.L. 91-596).
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Mental health efforts in the workplace are directed toward helping normal people respond 

to abnormal events (i.e. the critical incident). These people are not clients who come to the 

attention of the EAP counselor or mental health provider seeking counseling or therapy. Many 

times the employees who are exposed to trauma through a workplace critical incident are resistant 

to the idea of asking for assistance or admitting that die critical incident may have resulted in 

physical, psychological, or emotional reactions. Due to the stigma surroimding the mental health 

field, especially in the workforce, the EAP counselor’s view of resptMiding to a critical incident 

cannot be one that is ‘disease-oriented’; rather, it must be rooted in empathy, understanding, and 

respect. Tliese concepts direcdy parallel the pranise of die social worker-client relationship and 

are essential in working to form rapport with traumatized individuals or groups. These same 

coimseling attributes can be harmfid to the EAP counselor, by increasing his or her level of 

Aoilnerability and potential for experiencing trauma as a secondary victim.

Critical Incident Stress Management. As critical incicfcnts, such as incidents of 

woriqplace violence, continue to occur at increasing rates, companies are relying on their EAP 

counselors more thai ever, to plan, coordinate, and execute their organizational and 

psychological responses. Critical incident stress management (CTSM) represents “a 

prc^ammatic ^proach to reducing the fi'ajueaicy, duration, severity of, and impairment fi’om, 

psychological crises” (Everly & Mitchell, 1999b, p. xiii). There are ten core elements of CISM, 

including; pre-crisis preparation, demobilizaticms and staff consultation, crisis management 

briefing, defusing, critical incident stress debriefing -  CISD, individual crisis intervention 1:1, 

&mily CISM, ccanmiuiity and organizational consultation, pastoral crisis intervention, and 

follow-up/referral (Everly & Mitchell). The collective goals of CISM are “to reduce the 

incidence, duration, and severity of, or impairment from, traumatic stress arising from crisis and 

disaster situations, and to facilitate access to formal mental health assessment and treatment, if 

needed” (Everly & Mitchell, p. 72).
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Critical incidmt stress debriefing (CISD) is “a structured posttrauma group intervention 

explicitly desired for the mitigation of posttraumatic stress” (Everly, 1995, p. 278). Mitchell 

(1983) developed the process of CISD as a means of mitigating posttraumatic stress in high-risk 

occupational groups, such as emergency service personnel, law enforcement, and firefighters. It 

is essential to remember diat CISD is caily one intervention that is offered as part of a larger, 

multi-component CISM program. CISD was never intended to be used as a stand-alone 

intervention (Everly & Mitchell, 1999b). CISDs are designed to be offered immediately 

following or soon after the traumatic event has ended with the goals of reducing employee 

distress, encoiuaging emotional expression and social support, offering an c^portunity to discuss 

the experience with other coworkers to reduce self-blame, restoring adaptive levels of 

fimctioning, and educating UKiividuals about stress managon^t and normal reactions to 

traumatic events (Hillenberg & Wol^ 1989). The purposes of CISD in the workplace include: 1) 

to provide a professitmally guided review of the impact o f the incident and how the incident 

impacted the individuals involved; 2) to allow for the ventilation of emotions stirred by the 

incident; 3) to foster the use of social support groups; 4) to educate anployees and other impacted 

individuals about normal reactiotjs to traumatic events; 5) to offer education about stress 

managanent and self-care; 6) to educate employees about trauma reactions; 7) to minimize the 

potential for the development of psychological problems; 8) to assist individuals and the entire 

organization in returning to normal levels of fimctioning (i.e. pre-incident); 9) to identify 

individuals who may need additional assessment and intervention; and 10) to plan for an 

opportunity to offer follow-up services (Lewis, 1994).

These goals are achieved through the seven distinct phases of CISD interventions (Everly 

& Mitchell, 1999b). The satse of structure that is used during the CISD helps itKlividuals and 

organizations stay focused on recovery from the traumatic event and instills a sense of structure 

in an oftjoi, chaotic situation or envircmment (Everly, 1995). Using a cognitive-affective 

approach to intervention, the CISD offers participants a safe and non-threatening environment to
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speak their mind and discuss feelings. After participants in the group share dwughts and feelings, 

the process returns to a cognitive phase, ending the group intervention with education and general 

learning about stress and self-care (Mitchell, 1983). The ftict that CISDs should always be 

conducted among a group of impacted individuals is important to the idea of ‘natural healing’ that 

occurs in group processes (Yalom, 1985). Follow-up is an important ccnnponent of CISD and is 

used to help employees return to work, return to normal community activities, and to identify 

individuals who may be in need of additicmal assistance and referrals (Everly). EAP coimselors 

often provide short-term counseling services to individuals who are assessed during a CISD or 

follow-up as needing additimial support. Ackhtiondly, EAP counselors work with managers and 

employers to further evaluate and assess the response to the critical incident and consult about 

emergency prqparatim for the future.

Most psychological debriefing groups and interventions are based on the premise that the 

co stiv e  structure of an incidait can be amstructed by retelling the trauma story, getting rehable 

information about the incident, and experiencing an emotional release (Mitchell & Everly, 2000). 

The major goals of all the debriefing groups include a reduction in risk level for develqim^t of 

negative stress reactions, encouraging people to share and educate each other about a common 

traumatic event, educate and inform people about their reactiims to a traumatic incident and the 

reactions of others, and encouraging natural social support from the group through group 

cohesion and mobilizatieHi of support (Every & Mitchell, 1999b; FuUertrm, Ursano, Vance, & 

Wang, 2000; Mitchell & Everly).

In addition to the trauma pr^aration training and post-teauma debriefings (CISDs), EAP 

counselors are in a unique position to offer post-trauma counseling on a short-term basis or to 

work with ^ployees to assess and refer for Icmger-term counseling, wh^ deemed ^propriate. 

These counseling sessions that are described in the EAP literature usually include continued 

discussion of the traumatic event, consequaices from die trauma, and the development of 

additional coping skills (Bamett-CJueen & Bergmann, 1990). EAPs may also offer follow-up
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counseling services for femily members impacted by the employee’s traumatic event. All of 

these services can contribute to the additional exposure to the traumatic material and its 

aftermath; thereby, placing the EAP counselor at increased risk fttr secondary traumatic stress and 

increased levels of ccxnpassion fetigue.

Debriefing the Debriefers. Taking care o f the EAP counselor, who is often the individual 

offering the CISM services and debriefings is an essential component of any successftU crisis 

interv©nti<Mi program (Potter, 2000). Many EAPs ofier debriefing services for their counselors. 

However, many still do not offer any supportive services to their counselors. The EAP field does 

not have a standard of care that is used to care for counselors who provide ctebriefing services. A 

model of practice for providing debriefing the debriefer programs has been outlined by Potter, 

Stevens, and LaBerteaux (2003). They suggest a specialized form of supervision that is provided 

in a group format, similar to a CISD, and led by a team leader. The process of debriefing the 

debriefers is designed to meet three goals, including “1) to prevait negative reactions such as 

vicarious traumatization, cumulative stress, and the effects of negative self-ju(%ment; 2) to teach 

and reinforce skills demonstrated during the debriefing; and 3) to ‘practice what we preadi’ with 

members of the team” (Potter, et al., 2003, p. 22). This type of specialized debriefing should be 

offered to team m^bers shortly after they are finisfed offeriig services related to a critical 

incident. A team leader or experienced supervisor should lead the group. The three phases of the 

model are similar to fee International Critical Incickant Stress Fouidatirm’s (ICISF) model for 

CISDs. The phases include the review phase, the response phase, and the remind phase. Each 

phase of the group is designed to help the debriefer move fiom discussing how things went and 

ventilating thoughts and feelings in Phase 1, to fostering socials support during Phase 2, and 

ending wife educaticHi related to stress management and plans fen future follow-up interventuHis 

in Phase 3 (Potter et al.).
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CISM EfFectiveattess. Recently, questions have surfk«d regarding the effectiveness of 

psychological debriefings after a critical incident or traumatic event. While not specific to CISM 

in the woriq>lace, research has suggested positive, neutral, and negative effects frc«n debriefings. 

This confijsion in terms of outcomes has become a hotly debated topic needing to be addressed by 

EAPs. Mitchell (2003) has written an extensive literature review, conqjiling the published and 

non-published research on crisis intervention and CISM in a format that references descriptions 

and critiques of written material. As Mitchell points cmt, tte majority of research supporting 

negative outcomes fi’om debriefings are based on studies with major methodolc^cal flaws that 

seriously prohibit the generalization o f findings to tiie larger field of CISM. llie  studies pointing 

to negative outcomes for debriefing often utilize a single session debriefing, offered to an 

individual rather than a group interventicm, and many times the crisis is still on-goii% at the time 

of the intervention (Mitchell). It is important to note that none of the training programs currently 

available to EAP counselors raidorse or teach a stand-alone, single-session model for debriefings 

(International Critical Incident Stress Foundation (ICISF), the American Red Cross, National 

Organization of Victim’s Assistance, the Associaticm of Traumatic Stress SpeciaUsts, and tiie 

American Academy of Experts in Traumatic Stress) (Mitchell). Furthermore, tte debriefing 

model developed by Mitchell and endorsed by tte ICISF was (ksi^ied to be offered as a group 

intervention to help bring closure to a critical incident; therefore, it is not appropriate to offer 

CISDs to individuals while an incident is still occurring (Mitchell). It is not known exactly how 

many EAPs in the United States practice CISM and offer CISDs according to the standards of 

practice established by the above listed or^nizations. It is therefore important for this research 

study to address the controversy that currently exists regarding CISD and its effectiveness.

While not the focus of this research study, a few studies r^ardii^ the evaluaticm of 

effectiveness of psychological debriefings have been noted in this section to highlight the current 

questions in the field regmding tte effectiveness of crisis intervention aiwi debriefing responses 

after disasters. The first group of research studies suggesting negative results from psychological
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debriefings utilized one-time, individual counseling sessioiB, some as short as five-nunutes in 

length, with no planned fbllow-up. They also used various types of interventions, grouped 

loosely into a category called ‘debriefings’ {Bisscai, Jenkins, Alexander, & Bannister, 1997;

Cartier, Voerman, & Gersons, 2000; Conlon, Fahy, & Conroy, 1999; Hobbs, Mayou, Harrison, & 

Wort(x:k, 1996; Kenardy, Webster, Lewin, Carr, Hazell, & Carter, 19%; Lavender &

Walkinshaw, 1998; Lee, Slade, & Lygo, 1996; Mayou, Ehlers, & Hobbs, 2000; Rose, Berwin, 

Andrews, & Kiric, 1999; Small, Lumley, Donohue, Potter, & Wal<fcnstrom, 20(K); van Emmerik, 

Kamphuis, Hulsbosch, & Emraelkamp, 2002). Due to the differences in operational definitions 

for debriefings in these studies, it is not possible to compare outcomes or fmdings from these 

studies with CISM programs that are offered using the models taught by the ICISF and the 

American Red Cross. AdditirHial methodolcgical concerns that are OKOuntered reviewing 

the research include offering debriefings to resolve psychological problems such as depression or 

serious medical problems and psychqrathology resulting fi*<Hn primary exposure to a serious 

trauma (Bisson et al., 1997; Lavender & Walkinshaw; Lee et al., 1996; Mayou et al., 2000; Rose 

et al., 1999; Small et al., 2000). CISD is often confused with psychother^y and Mitchell has 

clearly stated that CISD is not to be used as a substitute for psychotherapy (Everly & Mitchell, 

1999b; Mitchell, 1983, Mitchell, 2003; Mitdiell & Everly, 2000). Additionally, CISD as an 

intervention was designed to help mitigate symptoms of critical incident stress, not resolve 

problems resulting from ^pression or other serious psychological problems (Everly & Mitchell; 

Mitchell 2003; Mitchell & Everly). Finally, the types of interventions, while clearly not group 

CISDs as taught by h e ICISF and the ARC, are poorly defined and often led by an inaitequately 

trained provider with no follow-up planned (Mitchell, 2003).

The literature available that points to positive findings in the use of CISM after critical 

incidents is also not without its flaws. For example, few studies have irtilized controlled 

experimental groups in measuring the effectiveness of CISDs. Many findii^s that suggest 

positive outcomes from CISD have been based on non-experimental group research (American
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Acadeoty of Orthopedic Surgeons, 1996; Bums & Harm, 1993; Busuttil et al., 1995; Chemtob, 

Tomas, Law, & Cremniter, 1997; Dyregrov & Mitchell, 1992; Everly & Boyle, 1999; Everly, 

Boyle, & Lating, 1999; Everly & Eyler, 2000; Everly & Quatrano-Piacentini, 1999; Flannery, 

1999; Flaimery, Fulton, Tausch, & DeLofB, 1991; Flannery, Hanson, Penk, Flannery, & 

Galla^er, 1995; Flannery, Hanson, Penk, Goldfinger, Pastva, & Navon, 1998; Flannery, Penk, & 

Corrigan, 1999; Ford et al., 1993; Hannerman, 1994; Harbert, 1992; Harris, Baloglu, & Stacks, 

2002; Hokanson, 1997; Jarero & Artigas, 2002; Jenkins, 1996; Lanning, 1987; Leeman-Conley, 

1990; Meehan, 1996; Mitchell, Shiller, Eyler, & Everly, 1999; North et al., 2002; Nurmi, 1999; 

Ott & Henry, 1997; Richards, 2001; Robins<Hi & Mitchell, 1993; Rrfjinstm, 1994; Tehrani, 1995; 

Tehrani, 1998; Watchom, 2000; Watchom, 2001; Wee, Mills, & Koehler, 1999; Westem 

Management Ccnsultants, 1996).

A number of studies supporting positive outcomes for CISD and CISM have used 

rand(Hni2ed control and experimental groups in dieir study airf have been found to be 

methodologically sound in their operational definitions of terms and utilization of CISD as an 

intervention (Bohl, 1991; Campfield & Hills, 2001; D^hl at al., 2000). Mitchell (2003) sites 65 

research studies in his literature review, that support positive outcomes from CISM. Yet, 

questions about die effectiveness of CISD still ranain. Critics o f the research in the CISM field 

usually point to the lack of randomized controlled experiments to support the positive results of 

CISM. The latest edition of The Cochrane Report (Rose et al, 2002), the basis for much of the 

negative reactions in the crisis intervention literature and a leader in the argument that 

psychological debriefmgs are not effective, concluded their mt»t recent report with. ‘We are 

unable to comment on the use of group debriefing, nor the use of debriefing after mass traiunas”

(p. 10). Furthermore, iKme of the studies showing negative findir^s studied the use of CISM, 

including debriefings in the workplace. The model of CISM that is endorsed by ICISF to use in 

the workplace is designed to be more comprehensive than offering a stand-alone, single CISD 

and it is a program that should include pre-incident training regarding preparation for a crisis and
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managenwnt training, foilow-up, and referral services (Carlier et a!., 2000; Everly et al., 1999; 

Everly & Mitchell, 1999b; Mitchell, 1983b; Mitchell 2003; Mitchell & Everly, 2000). Again, 

CISD is cady tme intervention, which is part of a ccanprdiensive, multi-compcmait, CISM 

program (Everly et al., 2002; Everly & Mitchell, 2000).

Despite the abundance of published research on the topic of crisis intervention and 

psychological debriefings, there is still a debate regarding the eflFectiveness of single session 

debriefmg and a lack of consensus as to whether or not single-session debriefing is useful in the 

mitigation of stressful responses following critical incidents. One of the questions on the survey 

in the present res^ch asked participants to report their formalized training (if received) fi'om 

either the ICISF, ARC, or other training program. The survey also asked participants to state 

whed^r the EAP they worited for had made any changes to their program afler tte last major 

workplace critical incident.

Predicalors o f Compassion Fatigue and Related Constructs

The following section highlights the specific independent variables that were used as 

predictors in the research stu^.

Education. Education level or highest degree earned has not been thoroughly studied in 

traumatic stress research. The literature suggests that it is essential that trauma counselors receive 

apprc3priate and specialimi training in the area of crisis interventim in order to accurately assess 

the client in a crisis situation and intervene effectively (Bellack & Small, 1978; Everly &

Mitchell, 1999b; Hilteberg& Wolf, 1989; Lewis, 1994; Parad, 1965). As perceived 

effectiveness may be related to compassion fatigue and bumout, it is important that counselors 

are educated or lave a sense of perceived effectivraiess in conducting crisis intervention services. 

Many professional therapists report that their graduate degrees did not adequately prepare them 

for trauma work, particularly working with victims of abuse (Alpert & Paulson, 1990; Danieli,
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1994; Pope & Fel<fanan-Siinaners, 1992). ITiese same therapists often seek post-graduate training 

and continuing education to supplement what was missing from their graduate education (Alpert 

& Paulscm; Danieli; Pope & Feldman-Summers). Scores (Hi the original sc:^e of CcHnpassicm 

Fatigue (Compassion Fatigue Self-Test for Psychotherapists, CFST) showed greater secondary 

trauma vulnerability for therapists with lower levels of educaticHi and training (Good, 1996; 

Rudolph et a l, 1997). However, Ghahramanlou and Brodbeck (2000) studied secondary 

traumatic stress amoi^ sexual assault trauma woikers and did not find education to predict 

psychological distress or secondary traumatic stress. With conflicting research in the literature 

regarding education and traink^, it is im por^t to continue assessing the impact of specialized 

training and education as it may relate to secondary traumatic stress.

Specialized Training. Tbere are (Hily a few organizations that offer ccnnprehensive 

training programs for mental health counselors in the area of responding to wtwkplace critical 

inci(knts and disaster mental healfti. Tte two leading prcigrams in the United States are briefly 

described in this section. It was important to determine vdiat type of specialized training, if any, 

participants completed in tteir role as an EAP counsefor before or after offering CISM services in 

the workplace.

The InteinaticHial Critical Incident Stress Foundation (ICISF) is a ncm-profit organization 

that is “dedicated to the prevention and mitigation of disabling stress” (http://www.icisf.org/).

The organization offers open monbership and maintains an intematicHml network of CISM teams, 

individual providers, researchers, and educators interested in CISM services and traumatic stress. 

The organization offers education, trainii^, and support services as well as an extensive training 

program for individuals interested in learning the techniques and related interventions of CISM 

and crisis interventicm. The ‘Certificate of Specialized Trainmg’ program (kicuments successfid 

completion of a series of specialize training courses related to CISM. ICISF also offers 

individual certificates for the completion of individual courses, such as Basic and Advanced
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CISM. Hisre are currently over 30 courses related to crisis intervention and traumatic stress 

being ofiFered by ICISF. Four courses of particular interest to EAPs are Basic CISM, Advanced 

CISM, CISM in die Woritforce, and crisis intervatiticMi.

The American Red Cross (ARC) offers mental health services following disasters in the 

C (H nm unity. Volimteers who are interested in  offering these services through the ARC must have 

completed a graduate degree program in a field related to mental health education and hold a 

current license in their discipline. In addition to a graduate degree, volunteers must complete the 

disaster mental health service training offered by the ARC. This training consists of a two-day 

educational course that teacte new volunteers the skills and tedmiques employed by the ARC.

The training course focuses on identifying emotions expressed by clients as well as volunteer 

staff during disaster relief operations; understanding &ctors that may influence die ctnnmunity’s 

response to disaster; describing the role of the ARC in disaster situations; demonstrating 

teduriques used at relief site including debriefings, defusings, and crisis intervention support 

services; and developing a plan of action to be involved in ARC responses in the future. The 

debriefing aiul defusing smdces offered by ARC disaster woikers are similar to the Mitchell 

model, taught by the ICISF.

AddkiiHial, smaller pri^ams exist in the United States that offer crisis intervaition 

training to EAP counselors and other mental health professionals; however, the ICISF and the 

ARC are the largest providers of training in the area of traumatic stress response.

Coping Methods. Acticais and bdiaviors utilized by counselors to help them cope with 

trauma work have been studied in relation to traumatic stress (Bartone, Ursano, Wright, & 

Ingraham, 1989; Brown & O’Brien, 1998; CarscMi et al., 1999; Joi^, 2001; Sdiauboi & Frazier,

1995). The role of social support has been found to be helpful in mitigating the negative effects 

of trauma work (Fullerton et al., 2000; Kassam-Adams, 1999). The i^posite of using social 

support, professional isolation, has been identified in the research as a potential predictor for the

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



37

develqjirKint of (xanpassion fetigue and vicarious traumatization (Stamm, 1999; Terry, 1999). 

Follette, Poulsny, and Milbeck (1994) studied ‘secondary traumatization’ among 225 mental 

health professionals and 46 law oifercment ofBcers who provided direct services to childhood 

sexual abuse survivors. They found that posttraumatic stress symptoms were related to negative 

cqjing skills, hij^r levels o f personal stress, and negative clinical responses to sexual abuse 

cases. Jenkins (1996) studied emergency medical service personnel over a period of several 

weeks before and after a mass ifeooting incident and found that among participants who rated 

social support as desirable, they spent more time with people (other than femily members). 

Increased levels of social support were correlated wife lower reported psychosomatic symptoms 

(Jenkins). Kassam-Admns (1999) studied psychotherapists and found feat a negative relationship 

existed between social support in fee workplace and overall stress levels, vriiich can ccmtribute to 

compassion fatigue and bumout.

In a study of professional social workers’ reactions to traumatic stress work, Hodgkinson 

and Shepherd (1994) found feat fee most common type form of social support used by their 

sample was talking about fee traumatic event vrife colleagues. El-Bassel, Guterman, Bargal, and 

Su (1998) studied 1,498 professional social workers in Israel and found that emotional support 

from supervisors and co-workers was negatively correlated to stress and hedfe-related strains. 

El-Bassel et al. (1998) summarized their findings by stating feat when social workers used social 

support, they usually benefited frr»n it and when they failed to utiltix; social support; their clinical 

work may be negatively affected.

McCann and Pearlman (1990) reported coping strategies that helped reduce fee overall 

level of traumatic stress reactions among therapists. The listed fee following coping strategies as 

effective:

striving for balance between our personal and professional lives; 
balancing a clinical caseload wife ofeer professional 
involvement such as research and teaching that can replenish us; 
balancing victim with non-victim cases; being aware of and 
respecting our own personal bovmdaries, such as limiting
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evening or weekend work; develqjing realistic expectations of 
ourselves in doing tins type of work; giving ourselves permission 
to experience fiilly any emotional reaction of which we are 
aware; findir^ ways to nurture and support ourselves; engaging 
in political work for social change; and seeking out non-victim- 
related activities that provide hope and optimism. Furthermore, 
it is important for us to be aware of our conflict areas or 
unresolved traumas that are reactivated by the therapeutic 
process (p. 146).

Creamer and Liddle (2004) studied mental health workers who resprnnled to the attacks of 

September 11*, 2001, using the Ways of Coping Scale (Lazarus & Folkman, 1984) found that 

maladaptive ctqjing was strongly associated with higjier reports of secondary traumatic stress. 

Keidel (2002) studied hospice caregivers and found that the ability to self-assess, monitor 

tendencies to become over-involved, ask and accept support, and attend to physical health were 

positive coping strategies related to reduced risk of compassion fatigue and burnout. Studies 

examining coping styles and secondary traumatic stress include Bartone et al. (1989), Follette et 

al. (1994), and Hodgkinson and Shepherd (1994). Follette et al. found that negative coping was 

strongly related to seccHidary traumatic stress. Adaptive ceding methods, as reported in Salston 

and Figley (2003), found to relate to reduced symptoms of secondary traumatic stress, included a 

routine o f good diet and exercise, engaging in spiritually-oriented activities, and seeking 

emotional support from others. Hollingsworth (1993) found that effective coping skills for 

reducit^ compassimi fetigue included peer support, supervision, and ccmsultaticMi, training, 

personal therapy, and working to balance work and personal life, while setting limits and 

boundaries with clients. Schaubeai and Frazier (1995) used the Brief COPE to assess how sexual 

assault counselors coped with work-related stress and found that the most common coping skills 

reported by the counselors included active coping, seeking emotional support, plannii^, seeking 

instrumental support, and humor. All five of these coping methods were associated with lower 

reports of vicarious traumatization.
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Stressful Life Experiences History. Several researchers have found that a history of 

personal trauma or stressful life experiences is a significant predictor of vicarious traumatization 

and secondary traumatic stress (Cornille & Woordard Meyers, 1999; Follette et al., 1994; 

Ghahramanlou & Brodbeck, 2000; Hodgkinson & Shepherd, 1994; Kassam-Adams, 1995; 

Marmar, Weiss, Mexler, & Delucci, 1996; Moran & Britton, 1994; Nelson-Ganfcll & Harris, 

2003; Pearlman & Mac Ian, 1995; Pearlman & Saakvitne, 1995; Rudolph et al., 1997; Schauben 

& Frazier, 1995). Kassam-Adams (1999) strongly suggests that fiiture traumatic stress research 

further examine the role of stressful life experiences or personal trauma history as a potential 

predictor in the (fcvelopment of secondary traumatic stress reactions among therapists working 

with traumatized clients. Furthermore, woricing with clients who have experienced the same type 

of stressful or traumatic life experience as the therapist, may make the therapist mrae vulnerable 

to the n a tiv e  effects of secondary traumatic stress (Wilson & Lindy, 1994). Follette et al.

(1994) found that persraial trauma history was correlated with higher levels o f trauma-specific 

symptoms among mental health professionals and law enforcement personnel. Contrary, Adams, 

Matto, and Harrington (2001) found diat social workers with perscmal trauma histories did not 

predict higher scores on a measure of vicarious traumatization. In a similar study by Creamer and 

Liddle (2004) therapists did not score higher on a measure o f secmdary traumatic stress as a 

result of reporting a personal trauma history. Solomon, Keane, Newman, and Kaloupek (1996) 

strongly recommend that in any research study of traumatic stress a measure of personal trauma is 

included in the protocol.

Practice Characteristics. Characteristics of practice, such as an increased percentage of 

trauma chents on one’s caseload has been linked to negative effects such as compassion fatigue 

(Chrestman, 1994; Pearlman & Mac Ian, 1995; Schauben & Frazier, 1995). Additi(M»lly, the 

type of work a therapist engages in during a regular workday has also been found to predict levels 

of secondary traumatic stress. For example, Chrestman reported that therapists who spent a
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higher percentage of time engs^g in general clinical work activities, had increased levels of 

avoidance, as measured on a scale for PTSD symptoms; whereas, tiierapists rvho worked more 

time on research activities reported decreased levels of avoidance. Mac Ian aikl Pearlman (1992) 

found that as therapists spent more time with traumatized clients, they increased their time spent 

away frran hrxne, decreased time spent with flreir own children, decreased personal ‘risky’ 

behaviors, reported feeling less comfortable seeing clients in the office alone, increased checking 

of doors, and increased listenii^ for unusual noises. Therapists with hi^ier numbers of trauma 

clients on their caseloads also rq)orted talking less with femily and friends about work and 

attending more professional conferences and activities (Mac Ian & Pearlman). Chrestman (1999) 

found that while most traiuna therapists experience sub-clinical levels of traumatic stress, some 

experience such extreme distress and anxiety, which may ultimately result in a sudden change in 

career.

Gender. Gentkr has been found to scanetimes be a significant predictor of traumatic 

stress reactions among therapists working with traumatized clients (Cornille & Woodard Meyers, 

1999; Kassam-Adams, 1999; Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Vrana & 

Lauterbach, 1994). In a sample of 360 child protective service workers, Cornille and Woodard 

Myers found that female trauma woriters were more likely to exhibit signs o f secondary traumatic 

stress, as compared to their male counterparts. In a study of gender differences in posttraumatic 

stress disorder after motor vehicle accidbits, women were at greater risk then men for re- 

experiencing symptoms of intense distress feelings in situations similar to the motor vehicle 

accident and physical reactivity to nKsmories o f die accident (Fullerton et al., 2001). Women 

were also 4.7 times more likely than men to meet Criterion C for PTSD (avoidance and numbing) 

and 3.8 times more likely to meet the criterion for Criterion D (arousal) (Fullerton et al.).

Grad, Savasnik, and Groleger (1997) reported behaviors used by therapists to cope with 

the traumatic event of a client suicide. They ftiund that males were most helped by returning to
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clinical woik, the passa^ of time, thinking about iJk: suicide, and reading related literature. 

Females reported being most helped by talking with peers and family members, looking for a 

reason or an e.\planation, working, ruminath^, and rationaliziEg the suicide.

Creamer and Liddle (2004) reported that gender was not a significant predictor on the 

Impact o f Event Scale, a measure of traumatic stress. Kassam-Adams (1995) suggested that 

future traumatic stress research examine the role of gender as a possible predicting factor in the 

development of secondary traumatic stress reactions among therapists working with traumatized 

clients.

Age and Y ^ s  of Experience. Creamer and Liddle (2004) found that younger mental 

health therapists who responded to the attacks of September 11* in New York reported higher 

secondary traumatic stress symptoms. In Creamer and Liddle’s sample, age ratted fixan 27 to 77 

years, with a median of 50. Ghahramanlou and Brodbeck (2000) studied secondary traumatic 

stress among sexual assault trauma counselors, aged 20 to 60 with a mean age of 33.8 years (SD 

= 10.9) and fiaund higher stress reactions among yoimger counselors.

Adams et al. (2001), in a study of clinical social workers, fiauî  that ^  of the social 

worker was a significant pralictor of vicarious traumatization. Specifically, as age increased, 

levels of personal accomplishmait as measured on the Maslach Burnout Inventory (Maslach & 

Jackson, 1986) also increased (age ranged from 27 to 74 years with a mean of 47 years in this 

study). Pearlrrjan and Mac Ian (1995), aloog with (Questman (1994) finind that increased lorgth 

of time working in the trauma field was correlated with lower scores on measures of traumatic 

stress. In Pearlman and Mac Ian’s study, the averse lea^th of time reported workii^ with 

trauma survivors was “9.59 years (SD = 9.00) with a range from 0.08 to 38 years” (p. 559). 

Chrestman did not report the averse length of time spent workirg in the field. Kassam-Adams

(1995), in a similar study, found that years of experience and education did not protect therapists 

fixjm effects of secondary traumatic stress. Respondents in this study ranged fi'om having 1 to 32
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years of ciini(al experience, with an average of 8.7 years. The m^ority (52%) of participants 

reported gaining dieir work experience working at a community mental health center. Munroe 

(1991) studied mental h^ th  professionals ami found that age ai^ years of work experience did 

not protect individuals from the effects of secondary traumatic stress. However, he did find that 

education was somewhat protective. Chrestman found some support for the relationship between 

years of professional counseling experience and fewer effects from traumatic stress; however, 

Chrestman reported that not one of the participants in the study reported “total immunity” from 

the effects of trauma work. With regards to the conflicting results in the literature related to age 

of therapist and years of experience, it appears that additional research is warranted.

Exposure to Critical Incidents. Exposure to traumatized chants was significantly related 

to higher levels of vicarious traumatization (Kassam-Adams, 1995; Munroe, 1999; Pearlman & 

Mac Ian, 1995; and Schauben & Frazier, 1995). EAP counselors are often the first mental health 

responders to arrive on the scene of a workplace critical incident. Research has not examined 

whether or not this respcmse directly exp<»es them to the workplace critical incident or if they 

learn about the critical incident through hearing witnesses talk about it during debriefings and 

individual counseling sessimis. TTki EAP counselor’s trauma experience is usually thought to be 

confined to secondary exposure; however, if the counselor reported being physically hurt in an 

incident and/or if he or she had lost someone in an incident, this could be considered 

characteristics of primary exposure.

Around the world, EAPs responded to requests from employers to help organizations 

cope with the acute and ongoing stress involved with the attacks on September 11,2001, the 

anthrax scares, the coigoing threat of terrorism, and other workplace critical incidents. For 

example, within the first few weeks following the September 11, 2001, Magellan, the largest 

provider of EAP services in the United States, reportal respcaiding to over 1,200 requests for 

CISM services (Steele, 2001). Masi (2002) reported that Magellan, in response to the attacks on
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the World Trade Center and Pentagon and the anthrax threats that followed, offered a total of 

2,925 group sessions with an average of 13.6 individual employees in each group, equaling over 

5,365 clinical hours, and services reachii^ 39,%3 employees. As a result of these group 

interventions, 9,458 individual EAP sessions took place (Masi). The requests for ClSDs 

increased 3,000% per day at Horizon Behavioral Services and in erne week PacifiCare Behavioral 

Health reported conducting 41 CISD sessions with 24 companies in 7 states (Steele).

In a study of sexual assault therapists, Ghahramanlou and Brodbeck (2000) found 

exposure to more traumatic work did not predict elevated risk for s«x>ndary traumatic stress. In 

their study of emergency-room woricers and non-emergency-room hospital workers, the 

emergency-room woricers often offered a one-time intervention and did not know the client’s 

eventual outcome. Creamer and Liddle (2004) studied maital health workers who respCHided to 

the attacks on September 11, 2001. They found that the mental health workers did not necessarily 

Imow the outcome of the individuals they helped and that exposure was not a significant predictor 

of secondary traumatic stress (Creamer & Liddle). This may be similar to EAP cxrunselors who 

offer CISDs or short-term counseling and do not have the cqrportunity to know the outcome of the 

clinical case. While a number of researchers have begun examine and try to differentiate 

between primary and secondary exposure to critical incidents, no research to this date has 

attempted to assess the EAP counselor’s exposure to critical incidents.

Samples fi'om Other R es^ch Studies cm Compassictti Fatigue

The majority of studies on compassion fatigue and related constructs have been 

conducted on samples of trauma therapists and psychotherapists. Most of these studies have 

utilized convenience samples, which lead to problems regarding generalizing findings to the 

larger populaficax. Some examples of samples used in the field are described in this section.

Brady, Guy, Poelstra, and Brokow (1999) sampled 1000 female psychotherapists from two 

trauma-related organizations. Cornille and Woodard-Meyers (1999) studied secondary traumatic
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stress among child protective services workers. Their sample consisted of 360 available workers. 

Creamer and Liddle (2004) surveyed 100 mental health professionals who were affiliated with 

various disaster relief organizations drat responded to the terrorist attacks in New York City (Mi 

September 11, 2001. They receival 81 c(Mnplet«l surveys for a very high respcMise rate of 81 %.

ScMne studies have begun to use random samples of a population; however, this is still 

rare in the secc«idary traumatic stress and compassion fatigue literature. Chrestman (1999) 

mailed surveys to a random sample of dierapists belongir^ to three trauma-focused professional 

associations (response rate was not reported) El-Bassel et al., (1998) studied Israeli social 

workers and mailed surveys to 1,498 social workers. They received a 60% response rate after 

follow-up reminder letters were mailed. This research study utilized similar simple random 

sampling metfaodolcgies described in the Chrestman and El-Bassel et al. studies.

The terminology and ccMistructs discussed in this chapter are important to the present 

research stu<fy. Many o f these constructs and prior studies were used to develop the questionnaire 

for data collection and to determine the research methods. The following chapter further 

discusses how these (XMistructs are theoretically related to ccMnpassicm ftitigue, compassicMi 

satisfacticm, and burnout fcxusii^ specifically cm the applicaticm of cognitive theory to 

compassion fatigue and related constnurts.
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Chapter Three: Theoretical Perspective

Compassion fatigue and secondary traumatic stress are phenomena that can best be 

understxx)d and studied within the cognitive theoretical perspective, with some attention to self

psychology, object-relations theory, and social cognition theory. The primary theory utilized in 

this study was cognitive theory; however, a brief summary of how self-psychology, object- 

relations theory, and social cognitive theory contributed to the development of the research is 

described in the following paragraphs.

The concepts from personality development theories including self-psychology (Kohut, 

1971,1977) and object-relations theory (Klein, 1952, Winnicott, 1958) “illuminate areas of early 

childhood experience” (St. Clair, 1986, p. iv). Both theories “view adult personality 

characteristics as dependent upon early childhood experiences” (Goldstein, 2001, p. 7) and focus 

on the importance of establishing early relationships with “iimer objects (or self objects)” (St. 

Clair, p. 4). These early relationships with oneself and significant persons help to form the basis 

for feelings of trust and a sense of safety in the world. Trust and safety are important concepts for 

trauma counselors who may need to cope with secondary traumatic stress later in life (McCann & 

Pearlman, 1990). These two important concepts are further explored in the following paragraphs 

using cognitive theory.

Central to the dieory of social cognitive theory (Bandura, 2001) is the construct of self-

efficacy. Self-efficacy has been defined as “people’s beliefs in their capability to exercise some
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measure of control over their own functitming and over environmental events” (Bandura, p. 10). 

Self-efficacy can be beneficial in imderstanding how a counselor might react to working with 

traumatized clients by explainii^ how tibe counselor percdves his or her own ability to cope with 

secondary traumatic stress or compassion fatigue. While self-efficacy contributes to how the 

counselor will respond to secondary trauma, it cannot stand-alme. When used in conjunction 

with cc^itive theory, self-efficacy better explains reactions to secondary traumatic stress. The 

following section outiines the major premises of cognitive theory and identifies how it relates to 

compassion fetigue and related constructs.

Coanitive Hieorv and Cmistructivist Self-Developnant Tlieorv

Janoff-Bulman (1985, 1989, 1992) and Epstein (1991) describe trauma as shattering three 

“fimdamental assumptions” that are commonly held by therapists. These assumptirms include; 

worldview, social worth and meaning, and self-worth. McCann and Pearlman (1990) have used 

these assumptions in their description of how traumatic events ^sconfirm and even potentially 

destroy the therapist’s existing cc^itive schemata or cognitive representation of oneself and the 

world. According to Piaget (1971), cognitive schemata represent structures people use to try to 

understand a situation; a schema forms the basis for organizing actions to respond to the 

environment. Horowitz (1976, 1986) studied cc^nitive schemata to determine how schemas 

change as a result of trauma and concluded that the commcm trauma-related reactions of 

avoidance and intrusion form the foundation for the processes of assimilation and accommodation 

of traumatic events.

Through working with individuals or groups of traumatized clients, the counselor must 

acknowledge the rrality of the trauma as experienced by the client. This acknowledgement of 

trauma can interfere with the counselor’s feelings of safety and viewing the world as meaningfiil 

(Janoff-Bulman, 1985). After a person is exposed to a traumatic event he or she becomes more 

aware of the dangers in the world that may have been previously unknown or denied. This type
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of change in worldview holds frue for EAP counselors who may work closely with traumatized 

individuals and organizations.

Paivio (1986) hypothesized that therapists who work with trauma victims oftesi find that 

their cognitive schemas and imagery systems for memory change over time or become 

‘disrupted’ wifii long-term exposure to client’s traumatic experiences. Buildup on this basic 

conceptual premise, McCann and Pearlman (1990) developed the Constructivist Self- 

Development Theory (CSDT), an interactive theory of personality that “views the therapist’s 

unique responses to client material as shaped by both the characteristics of the situation and the 

therapist’s unique psychological neeifc and cognitive schemas” (p. 136). CSDT blends 

contemporary psychoanalytic tiieories (self-psychology and object relations theory) with social 

cognition theories to provide a developmaital fiamewoik to understand the experiences of 

survivors of traumatic events (Pearlman, 1999). CSDT explains dianges or disruptions in a 

therapist’s worldview or fi-ame of reference as a direct result of working with traumatized clients 

(Pearlman). Ego resources such as self-examination, will power, sense of hiunor, empathy, 

ability to set limits, and intelligence, may be impacted by trauma work. CSDT forms the basis for 

the conceptualization of secondary traumatic stress.

The therapist’s reactions may be sudden or cumulative, both potentially leading to 

permanent changes in the therapist’s cognitive schema. These changes can fixrther impact the 

way in which a therapist feels about his or her life in general. “The underlying premise is that 

human beings construct their own personal realities through the development of complex 

cognitive structures which are used to interpret events” (McCann & Pearlman, 1990, p. 137). 

Woricing in the trauma field affects both the personal and professional beliefs of the therapist, 

along with his or her assumpticsis and expectations about oneself aiui the world (McCann & 

Pearlman). CSDT is a theory of personality, a portion of which describes psychological needs 

and cognitive sdhemas. Over the lifespan, cognitive structures evolve and beccane increasingly 

complex as individuals interact with people and environments. Piaget described these cognitive
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structures as schemas or mental frameworks that include belief systems, assumptions, and 

expectations about the self and the world. These schemas allow individuals to make sense of 

their perceptions and their experiences in the world. Mahoney (1981) identified some of the 

primary or basic schemas for world experience as including individual beliefs and assumptions 

about “causality, the trustworthiness of sense of data, identity, and self-world relations” (p. 73). 

McCann and Pearlman’s work is consistent with Epstein’s (1989) work regarding the four basic 

assumptions that are disrupted by trauma (i.e. beliefs that the world is benign, the world is 

meaningful, the self is worthy, and people are trustworthy). McCann and Pearlman reviewed the 

literature on trauma and found five fundamental psychological needs related to the adaptation to 

trauma. These were dependency/trust, safety, power, esteem, and intimacy. McCann and 

Pearlman later expanded on these five basic needs and added two additional needs, independence 

and frame of reference. Janoff-Bulman (1985) supports the CSDT theory as it relates to trauma 

work, reporting that working with traumatized individuals changes beliefs about personal 

vulnerability, view of oneself and the world, and the belief in a meaningful and orderly world. 

Each fimdamental psychological need is briefly described in the following section.

Dependency or Trust. Therapists who work with traumatized chents will be exposed to 

hearing about ways in which human beings are cruel to each other and ways in which people are 

betrayed or violated. These truths can be difficult to hear and to comprehend when the individual 

who is betrayed and/or violated is in a dependent relationship with the other individual. For 

example, consider the truth heard by a therapist working with a survivor of child abuse. The 

story told by the survivor may expose the therapist to trauma involving violations of childhood 

relationships that involve feelings of dependency and trust within parent-child relationships. As a 

result of working with trauma victims over time, therapists may become more sarcastic, leery, or 

distrustful about people in the world (McCann & Pearlman, 1990).
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Safety. A therapist’s sense of safety or safety schema may be challenged by working with 

traumatized clients because the view that the world is safe and benign becomes inaccurate after 

being exposed to traumatic material and hearing abusive stories. Therapists who identify more 

with their chents and those who work with victims of random violence or accidents are more 

likely to experience an increased sense of vulnerability and increased awareness regarding how 

fragile life is (McCann & Pearlman, 1990). EAP counselors who work with victims of workplace 

violence may be especially prone to experiencing trauma that challenges their sense of safety. 

Specifically, EAP counselors, after hearing about workplace violence, may begin to question the 

safety of their own work environment.

Power. People who have experienced trauma often report feeling powerless in certain 

situations. They may also feel vulnerable or even paralyzed. During counseling, a client may re

experience these feelings of powerlessness while talking about the traumatic event. This could in 

turn challenge the therapist’s sense of personal power and efficacy (McCann & Pearlman, 1990). 

Therapists have sometimes reacted to this sense of powerlessness by ^couraging the client to 

take action or the therapist sometimes takes action on behalf of the client; both may be 

inappropriate when the client only needs to talk about and process the traumatic event. The 

therapist may take personal actions such as enrolling in an assertiveness or a self-defense class or 

feeling like he or she has the ability to protect his or her entire family from crime. On the other 

hand, therapists may become so aware of the perceived lack of control involved with trauma that 

they become helpless and experience depression or despair regarding the “imcontrollable forces 

of nature of human violence” (McCann & Pearlman, p. 139).

Independence. Many victims of violence and trauma survivors experience situations that 

significantly impair their sense of independence. For example, a client involved in a domestic 

violence situation may be forced to move out of his or her home and move back home with his or
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her femily, decreasing independence. Therapists who work with clients who experience and talk 

about loss of independence sometimes find themselves tfiinking or dreaming about loss of 

independence, which can be firi^tening and distressing for the therapist (McCann & Pearlman, 

1990).

Esteem. McCann and Pearlman (1990) refer to estmn in their theory as “the need to 

perceive others as benevolent and worthy of respect” (p. 140). Traumatized individuals who 

experience violation througji harm, neglect, or violence may experience decreased levels of 

esteem for other people or the human race in general. The therapist who works closely with this 

type of client may also begin to experience changes in his or her view of human nature. 

Specifically, the therapist may become more cynical or pessimistic about human beings. This 

altered reality for many therapists can be painfiil and difficult to accept. Feelings of bitterness, 

cynicism, or pessimism are particularly related to changes in the view of esteem (McCann & 

Pearlman).

Intimacy. Trauma victims and survivors often talk about a sense of alienatimi ffcm other 

people and the world in general. This may be transferred to the therapist who hears about the 

client’s sense of isolation and alienation, which usually results from exposure to horrible and 

traumatic events and human cruelties. The therapist may feel that after hearing the stories of the 

traumatized cliaits he or she is also separated fi'om the world, fiom his or her femily and fiioids, 

and not able to openly speak about the traumatic event initially experienced by the client.

Frame of Referaice. Many theorists and researchers have noted a need to develop a 

meaningfiil frame of reference, as experience has been referred to as a ‘fundamental human need’ 

(Epstein, 1989; Fromm, 1955; Lecky, 1945; Snygg & Combs, 1949). This need can be 

cognitively represented in part of the schemas that relate to causality, or the individual’s
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understanding of why something occurred. Traumatized individuals often ask themselves ‘Why 

did this happen to me?’ This is a difficult question to answer and (Mie that often leaves the client 

and the therapist puzzled. Too often, therapists make the mistake of mitumiziiig the traumatic 

event, which is interpreted by the victim as blame or victim-blaming (McCann & Pearlman,

1990). Therapists also sometimes make the mistake in therqjy of focusing on the assailant or 

perpetrator’s motives in trying to answer the question why, rather than helping the victim tell his 

or her story and make sense of the experience according to the victim’s fimne of reference. Just 

as it is unsettling for the traumatized individual to not be able to make sense of the experience, it 

can be unsettling and even painful for the therapist to try to make sense of the client’s situation, 

especially if the therapist’s frame of reference is disrupted by hearing the client’s traumatic story; 

leaving the therapist unable to make sense and process the experience (McCarm & Pearlman).

Memory Svstem. Therapists who listen to clients’ traiuna stories may begin to internalize 

the memories of their clients and find that their own memory systems have become impaired over 

time. This impairment can be tanporary or permanent; contributing to problems in the ther^ist’s 

psychological and interpersonal ftmctioning. Therapists may experience flashbacks, dreams, or 

intrusive thoughts, similar to their clients (Horowitz, 1976). These experiences are the hallmark 

cheuacteristics of PTSD (Brett & OstrofiP, 1985). The therapist will be most likely to re

experience images or dreams that are related to the sdiema that represent the therapists’ most 

salient need area (McCann & Pearlman, 1990). For example, a therapist with a strong sense of 

safety may recall images that are associated with personal threat and vulnerability.

Cognitive Adaptation

According to the theory of cognitive adaptation, people who are threatened or exposed to 

trauma will turn to their social networks and individual resources for support and help before 

seeking professional help (Taylor, 1983). The theory of cognitive adaptation argues that

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



52

individuals who are personally threatened by an event will focus their readjustment process 

around three themes: “a search for meaning in the experience, an attempt to regain mastery over 

the event in particular and over one’s life more generally, and an effort to aihance one’s self

esteem -  to feel good about oneself again despite the personal setback” (Taylor, p. 1161).

A search for meaning can be understood within the theoretical fiamework of attribution 

theory (Heider, 1958; Kelley, 1967) which views dramatic or threatening events as something 

that people will have to make an attribution about in order to understand and control. In addition 

to the attribution describing why an event occurred, the attribution will help an individual better 

understand the consequences or outcomes of the event and what is necessary to change or 

restructure in life to process the event and move forward. A sense of mastery is often sought by 

individuals exposed to traumatic events because the event often occurs suddenly, leaving the 

individual feeling out of control over their own physical body and immediate environment. By 

gaining a sense of mastery over the traumatic event, the individual can feel like he or she has a 

sense of ccmtrol over his or her life and prevent future traumatic events such as that which just 

happened. Self-enhancement occurs when traumatized individuals try to interpret some sense of 

personal benefit from living through the experience. This can be accomplished by comparing 

one’s self or situation to another individual who was less fortunate or by focusing on aspects of 

the situation that appear to make the traumatized individual seem well off to other observers 

(Taylor, 1983).

Theoretical Links to Predictors of Compassion Fatigue. Compassion Satisfaction, and Burnout

For the purposes of this research study, the predictors of compassion fatigue, compassion 

satisfaction, and burnout have been determined partially based on theoretical constructs (McCann 

& Pearlman, 1990; Pearlman & Mac Ian, 1992; 1995; Pearlman & Saakvitne, 1995) and partially 

based on symptomology (Figley, 1989, 1995, 1999, 2002). The specific predictors related to the 

theoretical constructs described in this chapter are briefly explained in the following paragraphs.
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Practice characteristics, such as increased percentage of traumatized clients on one’s 

caseload has been studied by Pearlman and Mac Ian (1995) and foxmd to be related to negative 

eflFects of compassion fatigue. The munber of traumatized clients as well as the number of CISDs 

offered in a specified amount of time was assessed in the present research and this data was used 

as potential predictors of increased levels of compassion fetigue, compassion satisfection, and 

burnout. Mac Ian and Pearlman (1992) found that as therapists spent more time with traumatized 

clients, they decreased their time spent with their own children, increased their time spent away 

from home, decreased personal ‘risky’ behaviors, reported feeling less comfortable seeing clients 

in the office alone, increased checking of doors, and increased listening for noises. Therapists 

with higher numbers of trauma clients on their caseloads also reported talking less with family 

and fiiends about work and attending more professional ccmfer^ces and activities. These 

reactions to working with traumatized client were further assessed using the Professional C^lity 

of Life Scales (ProQOL, Stamm, 2002) in the present research study.

The Stressfiil Life Experiences Short Form (SLES-S) was used to assess the EAP 

counselor’s personal trauma history. Personal trauma histories have been shown to predict higher 

levels of secondary traumatic stress and compassion fiitigue (McCaim & Pearlman, 1990; 

Pearlman & Mac Ian, 1995; Pearlman & Saakvitne, 1995). Additionally, issues of safety (a 

construct related to compassion fetigue) have been negatively correlated to personal traumatic 

experiences that parallel or are similar to the chent’s traumatic material (McCann & Pearlman). 

Further Pearlman and Mac Ian point to the notion that the individual’s current stressors and 

emotional supports related to levels of secondary traumatic stress.

Different types of exposure to traumatic events (primary versus secondary exposure) may 

be important in predicting reactions to trauma. Exposure, either primary or secmdary, to a 

critical incident was selected as a potential predictor of compassion fetigue based on McCann and 

Pearlman’s theory that exposure to traumatic events can contribute to changes in world view and 

interfere with a therapist’s ability to work effectively (McCann & Pearlman, 1990). This study
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will assess whether or not the EAP counselors experienced either primary or secondary exposure 

to responding to workplace critical incidents and whedier or not type of exposure predicts 

different levels of secondary traumatic stress.

Coping style and behaviors have been studied in terms of predicting or protecting 

individuals from secondary traumatic stress. Positive coping styles have been found to be related 

to decreased levels of burnout (Brown & O’Brien, 1998; Carson et al., 1999; Schauben & Frazier, 

1995). Further, positive coping styles, including, active coping, use of emotional support, 

planning, and use of instrumental support, as measured on the Brief COPE (Carver, 1997) (the 

scale utilized in the present study), were found to be related to decreased symptoms of 

posttraumatic stress disorder and decreased levels of vicarious traumatization. Negative coping 

styles, including behavioral disengagement, denial, and drug and alcohol use, were related to 

increased posttraumatic stress disorder and vicarious traxunatization.

While not all of the proctors for the present study are discussed in terms of theory, 

some are based on symptomatology for compassion fatigue (Figley, 2002), the theoretical 

constructs discussed were included in the data collection and analysis. Theory related to 

compassion &tigue and related constructs were further used to understand and interpret results 

from this study and develop implications for fiiture research, clinical practice, theory 

development, and policy.
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Chapter Four: Methodology 

Research Design

This study utilized a cross-sectional survey design to answer the following research 

questions:

1. What is the prevalence and level of severity of compassion fatigue and burnout among a 

national sample of EAP counselors? What is the potential for compassion satisfaction 

among a national sample of EAP counselors?

2. Do factors such as primary role, total clinical hours per week, total number CISDs, 

training to offer individual crisis intervention services to traumatized clients, training to 

offer CISM services, stressful life experiences, reported work-related stress in the past 

year as a result of working with traumatized individuals and/or groups, and gender 

predict the level of compassion fatigue, compassion satisfection, and burnout among EAP 

counselors?

3. Which coping methods are associated with higher levels of compassion fetigue,

compassion satisfection, and burnout? Do factors such as coping style, training to offer

individualized crisis intervention and group CISM services, degree discipline (social

work or other), stressful life experiences, total number of clients on caseload, and gender

predict the level of compassion fetigue, compassion satisfaction, and burnout among EAP

coxmselors? While this question is worded similar to Research (Question Two above, it is
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important to note that not all of the EAP counselors in the sample responded to the 

questions on coping; hence the need for a separate research question. EAP coimselors 

were instructed to respond to the coping measure (Brief COPE, Carver, 1997) only if they 

reported experiencing work-related stress in the past year as a result of working with 

traumatized individuals and/or groups. Therefore, the sample used to answer this 

research question represents a sub-sample of the larger sample of EAP counselors.

4. Are specific types of stressful life experiences associated with increased levels of 

compassion fetigue, compassion satisfiiction, and burnout?

5. How do EAP counselors differ on the subscales of the ProQOL with respect to gender, 

marital/living status, degree discipline (social work or other), primary role in the EAP 

(clinician or other), stressful life experiences, training to offer individual crisis 

intervention services, training to offer CISM services, training to offer CISM services 

obtained prior to responding to first workplace critical incident, currently receiving 

mental health services, reported work-related stress in the past year resulting from 

working with traumatized individuals or groups, and whether or not the EAP counselor’s 

EAP provides services to cope with work-related stress?

6. Do EAP counselors who experience direct exposure resulting from responding to 

workplace critical incidents as compared to secondary or indirect exposure report higher 

levels of compassion fatigue, compassion satisfaction, or burnout?

While the use of a cross-sectional design is not the most rigorous, it is appropriate when 

the survey research is measuring attitudes and/or behaviors of a population or a sample. This 

research study begins with the understanding that EAP coimselors may or may not be 

experiencing compassion fatigue and they are not going to be assigned randomly to specific 

traumatic conditions. Cross-sectional studies are generally employed to study the “prevalence of 

and risk factors for exposure to trauma and traumatic stress disorders in defined target
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populations at a given point in time” (Fairbank, Jordan, & Schlenger, 1996, p. 110). It would not 

be feasible to conduct an experimental study on compassion fetigue among EAP counselors, as 

the counselors catmot be randomly assigned to work with certain traumatized clients, nor can the 

researcher expose EAP counselors to different workplace critical incidents.

Sampling Strategy

The sample for this study was randomly selected from a national database of EAP 

coxmselors, professional members of the Employee Assistance Professional Association (EAP A). 

EAPA was established in 1971 and represents the world’s oldest and largest professional 

membership organization for EAP counselors (EAPA, 2002). EAPA’s vision is “to be the global 

voice of the employee assistance field”; and their mission is “to promote the highest standards of 

practice and continuing development of employee assistance professionals and programs”

(EAPA). Some of EAPA’s professional activities related to their mission include: provision of 

training and continuing education, sponsorship of an aimual conference, and publication of a 

joiunal, as well as a clearinghouse of other written resources in their professional resource Ubrary. 

EAPA also offers the industry’s professional certification, the Certified Employee Assistance 

Professional (CEAP), which denotes EAP coxmselors who have dedicated themselves to 

upholding identified professional standards. There are currently 6200 active EAPA members in 

the United States and 30 coxmtries aroxmd the world. Inclusion criteria for the san^xle included 

active membership in EAPA and residency in the United States. For the purposes of the present 

study, international members were excluded from the sample (n = 620 from 6200 total members). 

EAPA encourages the following individuals and organizations in the EAP field to join EAPA: 

social workers, addictions and mental health counselors, substance abxise practitioners, behavioral 

health specialists, hxxman resource professionals, risk management experts, and benefits 

specialists (EAPA).
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Sampling Procedures

In trying to determine how many current EAPA members hold social work degrees,

EAPA could provide only an estimation. After a detailed discussion between the researcher and 

Ms. Allyson O’Sullivan, Director of Membership and Professional Advancement for EAPA (A. 

O’Sullivan, personal communication, November 18, 2002), it was discovered that EAPA 

categorizes their members according to the degree or license the members list first following their 

name. Therefore, if a member has more than one degr^, hcense or certification listed after his or 

her name, it is not possible to search for all of them. In order to determine the munber of 

professional social workers who currently belong to EAPA, Ms. O’Sullivan conducted a visual 

search and was able to approximate that 50% of EAPA’s active members hold a degree of MSW 

and licensure such as LGSW, LCSW, LCSW-C, or LSW (O’Sullivan). The remaining members 

in EAPA hold degrees and licensure related to the field of social work, such as master’s level 

professional counselors, psychologists, psychiatrists, and other mental health counselors.

EAPA agreed to provide a random sample for the proposed study (A. O’Sullivan, 

personal communication, November 18, 2002). Ms. O’Sullivan, one of nine full-time staff 

members of EAPA, discussed the role of EAPA and their ability to draw a random sample of their 

members for a fee and provide the researcher wifti mailing labels. The researcher worked directly 

with Dr. Mark Attridge, the Chair of the EAPA Research Committee, and the individual who 

compiled the actual random sample (M. Attridge, personal communication, February 19, 2003). 

See Appendix G for a copy of the EAPA order form for mailing labels. The specific inclusion 

criteria for the sample included having active membership in EAPA and a United States mailing 

address. At the time the sample was drawn, EAPA had 6200 active members, 10% of whom were 

intematicaial members and therefore excluded firom the sample.

One limitation to using the EAPA population is that not all EAP counselors are active 

members of EAPA; however, the database established and maintained by EAPA represents the 

most current and comprehensive list of EAP counselors in the United States.
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Sample Size Determination

A power analysis was completed a priori for the current study and yielded a required 

sample of 180. This was based on the use of a conservative statistical measure for a 3-group 

MANOVA with a two-tailed statistical test, power at .80, alpha at .05, and a medium effect size.

Additional considerations in determining sample size were based on calculations for 

cross-validation for multiple regressions, based on Stevens’ (2002) standard of 15:1 respondents 

per predictor when utilizing hierarchical multiple regression. With nine predictors for the 

multiple regression models, a total of 135 respondents would be required according to Stevens’ 

criteria.

Based on a similar study completed by the researcher (Jacobson, Ting, & Sanders, 2004, 

in press) the sample size determination incorporatai the power analysis with additional 

respondents for the purpose of generalizability. The Jacobson et al. study (2004, in press) utilized 

mailed surveys to a national sample of mental health professionals (similar to the EAPA 

membership) and assessed reactions to client suicides, an emotionally-laden topic similar to 

compassion fatigue and traumatic stress. The suicide questionnaire was mailed to a total of 1500 

potential respondents and the study had a completed response rate of 47%. For the present study 

it was determined that a total of 800 surveys would be mailed to EAPA members. With a 50% 

response rate, this would mean that 400 surveys would be expected to be completed and returned. 

Further, in order to complete the survey, participants would have to respond positively to the 

question, ‘Have you offered clinical services or crisis intervention services to individual 

employees or groups of employes in the past?’. It was estimated that approximately 60% of the 

sample would have offered these types of services, which would bring the sample to 240, more 

than the total required for the power analysis for the platmed statistical analysis. The present 

study included 800 mailed surveys, with a completion rate of 45.2% (n = 325 after excluding 81 

surveys that were returned undeliverable). Aday (1996) reports that the minimal response rate for 

a mailed survey is 50%; however, 45.2% is feirly consistent with other research on similar topics.
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Data Collection Strategy

Self-Report Survey

The data collection took place during summer 2003. There are advantages and 

disadvantages to using surveys in research as the primary data collection methodology. All 

measures were self-report; which are less intrusive than interviewing measures and may 

contribute to an increased response rate and reliability, reaching individuals who would otherwise 

not participate in a telephone or face-to-face study (Solomon et al., 1996). Self-report measures 

in general are more standardized and less intrusive than using physiological measures for stress 

(Spiro, Shalev, Solomon, & Kotler, 1989). Additionally, using self-report measures may help to 

increase the accuracy among respondents, especially those respondents who would be reluctant to 

tell researchers the truth regarding their potentially negative reactions to working with 

traumatized individuals and groups (Solomon et al.).

Survev Format

In conducting research related to traumatic stress it was critical that the researcher attend 

to the formatting of the survey with great sensitivity. Smith (1996) has found that sending a letter 

with the study’s explanation is the best approach to conducting research because the letter is less 

intrusive than a phone call, the participant can read it at his or her convenience and the letterhead 

helps to legitimize the study and the researcher.

In formatting the survey for this study, the researcher paid particular attention to a 

number of recommendations regarding how a survey should visibly look and be formatted in 

order to obtain a higher response rate. Regarding the sponsorship of the research, the cover letter 

was printed on University of Maryland letterhead to legitimize the study. The survey began with 

a question that was directly related to the research study, but one that would not be interpreted as
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threatening by the respondents. Attitude questions and standardized measures followed the initial 

question and the more threatening questions were listed at the end of the survey.

Survey methods have a number of benefits including being &irly inexpensive, the ability 

to collect a large amount of data in a short time fi'ame, being able to generalize findings to a 

larger population with a good response rate and being ^ le  to explore new research topics in fiiirly 

broad ways (Aday, 1996).

Institutional Review Board

This study was reviewed by the University of Maryland’s Institutional Review Board 

(IRE) prior to sending out surveys for the pilot test and the final data collection. TTxe study 

requested and received an exemption from the IRB due to the anonymity of the respondents 

during the research process (See Appendix D for a copy of the exemption letter).

Pilot Testing

Aday (1996) states that the use of pilot testing in research studies is critical in the 

develqjment of a self-report survey. Pilot testing was completed prior to data collection in the 

present study to identify existing errors or confusing language in the survey and make necessary 

changes prior to data collection. The use of a pilot testing phase in the present study helped to 

minimize the risk of systematic error due to problems with actual questions in the survey (i.e. 

imclear directions, vague wording, double-barreled questions, etc.). Pilot testing also allowed the 

researcher to prepare the database to use with later data entry and analysis. Finally, pilot testing 

helped to determine cost estimates for copying and mailing.

This survey was pilot tested using a convenience sample of 20 EAP counselors. All 

coxmselors were active members of EAPA and some were members of EAPA’s Research 

Committee. Dr. Mark Attridge, EAPA Research Committee Chair agreed to email the pilot 

survey to members of the EAPA Research Committee requesting their assistance in pilot testing
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the instrument (M. Attridge, personal communication, February, 19, 2003). Individuals who 

participated in the pilot study were excluded from the final sample. In addition to completing the 

actual pilot survey, the pilot sample was asked to complete a number of questions about the 

survey and the research study itself (See Appendix E). Feedback from respondents was solicited 

regarding suggested changes to improve the survey. Basal on the results and suggestions gleaned 

from the pilot testing phase of this research study, the researcher reviewed and revised the final 

survey to incorporate suggestions from the pilot respondents. Examples of suggested changes 

from the pilot study included: “re-order the response categories so that the reader looks down the 

page, rather than across”, “make skip instructions more prominent fiar coping scale”, “do not 

force participants to respond to Brief COPE if they are not experiencing work-related stress in a 

given time period”, “add a question regarding the impact working with traumatized chents and/or 

groups has had on personal relationships”, and “remove the title of the study from the cover 

letter”. The respomes of the EAP counselors in the pilot study were not included in the final 

study.

The researcher made the suggested changes to the survey and distributed the final draft of 

the survey to her dissertation committee members for a final review prior to data collection. 

CcHumittee members agreed that die survey was ready for final distribution between April 7, 2003 

and April 9, 2003.

Data Collecticai Procedures

Data collection took place during the months of June and July 2003. Data collection was 

through a self-report survey that was mailed to potential participants. Along with the survey 

instrument, participants received a cover letter explaining the study and a self-addressed stamped 

envelope (see Appendix F). This study used one-time data collection and informed consent was 

inferred when the participant completed and returned the survey. Respondents were given a 

choice as to whether or not they would like to complete the survey. The survey was completely
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anonymous. The potential psychological risks associated with participating in this study were 

explained in the cover letter and the names and contact information for several mental health 

agencies specializing in compassion fatigue and traumatic stress were provided to participants if 

they felt they needed to consult with a professional after completing die questionnaire.

Response Rate

All research studies utilizing a mailed survey approach are concerned with response rate, 

especially when the population being studied may be assumed to be experiencing some level of 

stress. In an effort to achieve an adequate response rate, the following steps were taken by the 

researcher. The pilot testing phase represented one way that the researcher became aware of and 

minimized any systematic non-sampling or response bias due to imclear directions, wording or 

response options. Additionally, the pilot test results helped determine that the survey would take 

approximately 20 to 30 minutes to complete. The researcher sent letters about the study to each 

EAPA Ch^ter President to inform him or her about the research study and request their support 

in encouraging members to participate and respond to the survey (See Appendix H). The cover 

letter accompanying the survey was worded in such a manner as to encourage participation in the 

study, while still ensuring the volimtary nature of participation. Finally, the researcher made 

follow-up phone calls and/or emailed each participant reminding him or her to complete and 

return the survey.

Measures

In addition to demographic questions, the survey included the following measures 

operationalizing the various constructs of interest (See Appendix F). The researcher received 

permission fi-om the appropriate authors of each scale to use the measures in this research study. 

The measures were all scored according to the author’s directions. Any variation or additional 

scoring is reported below.
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Independemt Variables

This research study examined nine independent variables and their relationships to 

compassion fatigue and its multifeceted components. While some of the variables included in the 

study have been found to have significant relationships to compassion fetigue and related 

constructs, most of the variables are exploratory in nature and have been included in the data 

analysis to help expand the knowledge base about compassion fetigue as it relates specifically to 

EAP counselors.

Experience. This variable was operationalized as years providing CISM services as an 

EAP counselor and total number of workplace critical incidents the participant responded to over 

the course of his or her EAP career.

Education. This variable was operationalimi according to the highest degree earned by 

the participants. The categories for this variable included: less than high school, high school 

diploma. Associate’s degree or some college. Bachelor’s degree. Master’s degree. Doctorate 

degree, and Other. This variable was also defined by the discipline in which the participant 

received his or her degree. The categories for discipline included: Addiction/Substance Abuse, 

Counseling/Family Therapy, Nursing, Psychology, Psychiatry, Social Work, and Other.

Specialized Training This variable was operationalized by asking participants if they 

received formal training or education to provide individual crisis intervention services and if they 

received training to provide CISM services. The question about CISM services was further 

broken down by asking participants what type of training or education they received. The 

categories for types of training or education included: Basic CISM through the International 

Critical Incident Stress Foundation (ICISF), Advanced CISM through the ICISF, Disaster Mental
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Health training through the American Red Cross, Training received in a different educational 

program. Training offered through their EAP, and Other. Furthermore, the survey included a 

question asking if counselors received the majority of their specialized CISM training before or 

after responding to their first workplace critical incident.

Practice Characteristics. This study looked at the primary role in which the EAP 

coimselor held within his or her place of employment. EAP counselors were asked to identify 

themselves as having a primary function in one of the following categories; Accoxmt Manager, 

Administrator, Clinician, Consultant, Supervisor, or Other. To assess the number of trauma- 

related clients on one’s caseload, one question on the survey askoi participants to report how 

many clients were currently on their caseload. Another question asked EAP counselors to report 

the number of clients in the past six months who had experienced a critical incident or traumatic 

event that was being addressed by the EAP. A third question on the survey asked EAP 

counselors to report how many CISDs they offered in the past year and over the course of their 

EAP careers.

Personal Tramna History. This study operationalized personal trauma history using the 

Stressful Life Experiences Screening -  Short Form (SLES-S) (Stamm et al., 1996, 1997a). This 

measure screens major life events that could be considered stressfiil or traumatic in a person’s life 

(Stamm et al.). The SLES-S is a 20-item self-report measure that asks respondents to describe 

their life experiences using a scale from 0 to 10 (0 = did not experience; 1 = a little like my 

experiences; 5 = somewhat like my experiences; and 10 = exactly like my experiences). The 

scale is designed to screen for major life events that could be interpreted as stressfid in one’s fife. 

The life experiences included in the SLES-S focus on experiences that are “termed ‘extreme’ or 

‘high magnitude’ stressors. These experiences are of particular interest because they are most 

likely to affect physical and mental health status” (Stamm & Rudolph, 2004, p. 6). This scale can
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be used to provide a simple list of stressful experiences or it can be used to provide a total score 

of experiences. The scale was developed using the literature from the DSM and the underlying 

theory is Structural Conceptualization of Stressfiil Experiences (SCSW, Stamm, 1999). This is a 

contextual theory that incorporates the DSM PTSD diagnosis and makes the assumption that 

stressfiil life experiences are an integral part of being human. Therefore stressful experiences can 

motivate growth and change in both positive and negative directions (Stamm, 1999).

The SLES-S was developed using information gained from content analyses of 1117 

cases with stress histories (Stamm & Rudolph, 2004). Data from 219 people who completed the 

SLES-S showal that overall lifetime history for stressful life experiaices had an alpha of .75 

(Stamm & Rudolph). The scale is designed to be used in either a dichotomous or continuous 

form in clinical or research settings. Norms and cut-point values are not curreaitly available for 

this scale; however, reporting three experiences is consistent with the epidemiological data and 

reporting over three experiences is considered “high” (B.H. Stamm, personal communication, 

January 13, 2003). In the majority of the analyses for this study, the continuous form of the 

SLES-S will be utilized. The dichotomous form of the scale, with categoric of “high” (over 

three experiences) and “low” (three or fewer experiences) will only be used to answer Research 

Question Five, which assesses for group differences among the sample across the dependent 

variables. The scale was assessed for reliability in the current study using Cronbach’s alpha, 

which supported its overall reliability (alpha = .75).

Copine Methods. This variable was measured using the Brief COPE, (Carver, 1997) 

which is a shorter version of the COPE Inventory (Carver, Scheier, & Weintraub, 1989). The 

original measure was developed based on the Lazarus and Folkman (1984) model of coping and 

the Carver and Scheier (1981) model of behavioral self-regulation. The Brief COPE (Carver) 

was used in a study o f vicarious traumatization among female counselors who woric with sexual 

violence survivors (Schauben & Frazier, 1995). The Brief COPE consists of 14 subscales, 2-
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items each. The 14 sub-scales of the Brief COPE include: active coping, planning, positive 

refiaming, acceptance, humor, religion, using emotional support, using instrumental support, self

distraction, denial, venting, substance use, behavioral disengagement, and self-blame. Coping 

styles included in the Brief COPE are thought to be both adaptive and maladaptive. The Brief 

COPE allows researchers to assess a wide array of coping behaviors using one short measure.

The measure is scored with two items per scale and no reverse scoring. Carver has been asked 

about combining scales into “problem focused” and “emotion focused” aggregates, or an 

“overall” coping index. Carver suggests looking at each scale separately and does not 

recommend a particular way to generate a dominant coping style for individuals. Carver does not 

recommend a total summated score for coping, however he states,

I have had many questions about combining scales into ‘problan 
focused’ and ‘emotion focused’ aggregates, or into an overall 
coping index. I do not generally do that in my own use of the 
scdes. There is no such thing as an overall score on this 
measure, and I recommend no particular way of generating a 
dominant coping style for a given person. I generally look at 
each scale separately to see what its relation is to other variables.
An alternative is to create second-order factors from among the 
scales and use the factors as predictors. If you decide to do that,
I recommend that you use your own data to determine the 
composition of the higher-order fectors. Different samples 
exhibit different patterns of relations (Carver, 1997).

Given this opportunity to develop second-order fectors for the Brief COPE, the 

researcher used the data from the current study to run a Principal Components Analysis (PCA) 

to determine what components of the scale might exist. A PCA is a statistical procedure that is 

used to determine if imderlying fectors, that are correlated with each other, but also independent 

of each other, exist within a set of variables (Tabachnick & FideU, 1989). In the present 

research study, the researcher used a PCA to determine if variables on the Brief COPE were 

related or correlated with each other with the ultimate purpose of identifying new meaningful 

imderlying constructs or subscales that might exist among the Brief COPE variables. The 

analysis was an exploratory PCA performed using the defeult option of Kaiser’s Eigenvalue
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greater than one rule to determine the number of components to retain. The PCA retained three 

components based on the Scree plot. The results of the PCA will be reported in the following 

section.

Principal Components Analysis Retaining Three Compcaients. This analysis uses data 

that have been entered directly into the program from a correlation matrix. Using the Kaiser’s 

Eigenvalue greater than one rule and the Scree Test, three components were retained for this 

analysis. The three components accounted for 41.04% of the variance in the component structure 

(See Table 1 for fector loadings). Commxmalities indicate how much of the variance in the 

original variables is accounted for by the components. For this analysis, the three components do 

a reasonably good job of explaining the variance in the original variables, with communalities of 

the variables ranging from .357 to .752 (See Appendix J for communalities of each variable).

Varimax rotation, as suggested by Stevens (2002), was used for this analysis to improve 

the interpretability of the findings. Therefore, only a few variables load highly on each 

component; the components are orthogonal or independent and uncorrelated. The rotated 

component loadings are presented in Table 1. Consistent with Stevens (1996), with a sample size 

of 155, only loadings greater than .40 were considered significant. Stevens recommends that 

“Components with about 10 or more low (.40) loadings are reliable as long as the sample size is 

greater than about 150” (p. 372). Twenty-five variables had loadings greater than .40 and only 

three variables had loadings less than .40, but not lower than .35. These variables will be 

considered reliable in this analysis.

All of the 14 subscales originally suggested by Carver (1997) paired together on one of 

the three components. The overall Brief COPE had adequate internal consistency reliability 

(alpha = .833). Component One had significant loadings on C0PE2, C0PE5, C0PE7, COPEIO, 

C0PE12, C0PE15, C0PE17, COPE22, COPE23, and COPE27. (See Table 1 for names of 

variables). This component was named ‘Positive Coping’ due to the variables suggesting active
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planning, seeking emotional and social support, reframing the situation into more positive ways 

to view, seeking advice and suggestions from others, and utilizing religious and spiritual beUefs. 

The ‘Positive Coping’ scale had adequate internal consistency rehability (alpha = .823).

Component Two had significant loadings on COPEl, C0PE9, COPE 14, COPE 18, 

C0PE19, COPEIO, C0PE21, COPE24, COPE25, and COPE28. This component was named 

‘Passive Coping’ due to the nature of the variables suggesting use of humor, using work or other 

activities to take one’s mind off the problem, trying to ‘escape’ the situation mentally and by 

engaging in other activities, accepting the reality of the situation, trying to learn to live with it, 

and venting negative feelings. The ‘Passive Coping’ sub-scale had adequate internal consistency 

reliability (alpha = .747).

Component Three had significant loadings on C0PE3, C0PE4, C0PE6, C0PE8,

COPEl 1, C0PE13, C0PE16, and COPE26. This component was named ‘N^ative Coping’ due 

to the nature of the variables suggesting such coping methods as denying the reality of the 

situation, using drugs and alcohol to feel better, giving up on dealing with the situation or 

disengagement, and self-blame and criticism. This subscale of ‘Negative Coping’ had adequate 

internal consistency reliability (alpha = .762).

Scoring for the three subscales was obtainai by summing the endorsed frequency for 

each subscale. There was no reverse scoring. It is important to remember that these three 

subscales are unique to the characteristics of this dataset and the subscales were developed by the 

researcher, based on results of the PCA. The three coping subscales have not been validated with 

other samples.
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Table I

Brief COPE with Three Factors Principal Components Analysis with Varunax Rotation

Item

Loadings

Factor 1 Factor2 Factor 3

(Positive) (Passive) (Negative)

I’ve been trying to find comfort in my religion or

spiritual beliefs (COPE22) .735

I’ve been getting emotional support from

others (C0PE5) .684

I’ve been praying or meditating (COPE27) .679

I’ve been getting comfort and xmderstanding from

someone (C0PE15) .652

I’ve been trying to get advice or help from other

people about what to do (COPE23) .647

I’ve been getting help and advice from other

people (COPEIO) .641

I’ve been trying to see it in a different light, to make

it seem more positive (C0PE12) .549

I’ve been taking action to try to make the situation

better (C0PE7) .511

I’ve been looking for something good in what is

happening (COPE 17) .477

I’ve been concentrating my efforts on doing

something about the situation I’m in (C0PE2) .387

I’ve been making jokes about it (C0PE18)

I’ve been making fun of the situation (COPE28)

.669

.560
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I’ve been thinking hard about what steps to

take(COPE25) .547

I’ve been trying to come up with a strategy about

whattodo(COPE14) .537

I’ve been expressing my negative feelings (C0PE21) .537

I’ve been accepting the reality of the fact that it has

happened (COPE20) .444

I’ve b ^  saying things to let my unpleasant

feelings escape (C0PE9) .428

I’ve been doing something to think about it less, such 

as going to the movies, watching TV, reading,

daydreaming, sleeping, or shopping (C0PE19) .401

I’ve been turning to work with or other

activities to take my mind off things (COPEl) .381

I’ve been learning to live with it (COPE24) .357

I’ve been giving up the attempt to cope (C0PE16) .752

I’ve been using alcohol or other drugs to help

me get through it (COPEl 1) .702

I’ve been blaming myself for things that

happened (COPE26) .667

I’ve been refusing to believe that it has happened

(C0PE8) .661

I’ve been using alcohol or other drugs to make

myself feel better (C0PE4) .656

I’ve been criticizing myself (COPE 13) .524

I’ve been giving up on trying to deal with it (C0PE6) .520
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I’ve been saying to myself “this isn’t real” (COPES) .433

Exposure to Workplace Critical Incidents. In this research study, exposure to workplace 

critical incidents was operationalized using two questions. The first question asked participants if 

they had ever been injured in a workplace critical incident. If the participant reported positively 

to this question, he or she was asked to briefly describe what happened. The second question 

asked participants if they had ever lost someone they knew in a workplace critical incident.

Again, if the participant answered positively, he or she was asked to briefly describe what 

h^pened.

Gender. In the present study, gender was operationalized as a categorical variable of 

male and female. Gender differences have not always been consistent in predicting reactions to 

working with traumatized individuals and therefore require additional attention.

Age. This variable was operationalized as age in years and was measured as an interval 

level continuous variable. Similar to gender, age has been studied in the past in relation to 

compassion fetigue and secondary traumatic stress wife sometimes conflicting findings.

Dependent Variables

The primary dependent variable that was utilized in this study was fee level of 

compassion fatigue among the sample of EAP counselors. Compassion fetigue was 

operationalized through fee use of fee Professional Quality of Life Scale: Compassion 

Satisfection and Fatigue Subscales: R-III (ProQOL; Stamm, 2002). The ProQOL is a 30-item 

self-test instrument that yields scores on three scales: (1) compassion fatigue; (2) compassicm 

satisfection; and (3) burnout. This new measure represents fee most accurate representation of
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compassion fatigue in the empirical literature. The ProQOL is a revised and improved version of 

the Compassion Fatigue and Satisfaction Scales (Figley & Stamm, 1996), whose psychometric 

properties were alpha = .87 for Compassion Satisfection, alpha = .90 for burnout, and alpha = .87 

for Compassion Fatigue. The calculations for the revised scale are consistent with findings of 

Figley and Stamm, which reported reliabilities of .85 to .94 on a sample of 142 practitioners.

Additionally, the revised scale has added items that are designed to reduce the known 

collinearity between Compassion Fatigue and Burnout. The ProQOL was developed using 

factorial invariance (Bieber, 1986) to allow the subscales to range free so that the collinearity can 

easily be seen. The items that minimized the collinearity of the subscales were selected to ensure 

that the scales were as independent of each other as possible (B.H. Stamm, personal 

communication, February 18, 2003). The burnout subscale items were taken from Pines (1983) 

and the compassion fatigue and satisfaction items were taken from the traumatic stress literature 

(Figley & Stamm, 1996). The researcher of this current study ran psychometrics on the ProQOL 

to establish alpha coefficients for the validity of each scale. The scales were assessed for 

reliability using Cronbach’s alpha, which supportal the reliability for each scale. Compassion 

satisfaction was found to be reliable (alpha = .88). Burnout demonstrated adequate reliability 

(alpha = .75). Compassion fetigue also demonstrated good rehability (alpha = .81).

The ProQOL was offered to the researcher fi-ee of charge. The ProQOL was used in its 

naturally occurring continuous form; however, for purposes of describing the data, the ProQOL 

was scored based on theoretical score cut-points, set by the scale developer (Stamm, 1998). The 

Potential for Compassion Satisfection is scored as:

• Low Potential = 32 or lower

• Middle Potential = 33-40

• High Potential = 41 and higher

The cut-points for Risk for Compassion Fatigue are:

• Low Risk = 8 and lower

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



74

• Moderate Risk = 9-16

• High Risk =17 and higher 

The cut-points for Risk for Burnout are:

• Low Risk =19 and lower

• Moderate Risk = 20-27

• High Risk = 38 and higher

Data Analysis Plan

Statistical Analysis

Descriptive and inferential statistics were conducted on the data collected. The measures 

of central tendency for demographic variables were reporte4 including gender, age, marital/living 

status, highest educational degree, discipline in which degree was earned, formal training or 

education to provide individual crisis intervention services, formal training or education to 

provide CISM services, primary role at work, number of clinical hours per week, number of EAP 

sessions, number of clients currently on caseload who were addressing a critical incident, 

stressful life events, coping methods, and exposure to workplace critical incidents. The primary 

statistical analyses proposed for this study included multiple regression and MANCOVA. All 

data were analyzed using the SPSS 10.0.5 software package.

Statistical Analvses for Each Research Question

The following section defines the statistical analyses that were conducted for each 

research question.
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1. What is the prevalence and level of severity of compassion fatigue and burnout 

among a national sample of EAP counselors? What is the potential for 

compassion satisfaction among a national sample of EAP counselors?

This first research question is epidemiological in nature and was answered using 

descriptive statistics that describe the population on the various outcomes of interest.

2. Do factors such as primary role, total clinical hours per week, total number of 

CISDs offered during EAP career, stressful life experiences, training to offer 

crisis intervention services to traumatized individuals, training to offer CISM 

services, degree discipline, reported work-related stress in the past year as a 

result of working with traumatized individuals, and gender predict the level of 

compassion fatigue, compassion satisfaction, and burnout among EAP 

counselors?

This second research question was answered using three separate multiple regressions.

The following independent variables were categorical: primary role (clinician/other), training to 

offer crisis intervention services to traumatized individuals (yes/no), training to offer CISM 

services (yes/no), degree discipline (social work/other), reported work-related stress in the past 

year as a result of working with traumatized individuals or groups (yes/no), and gender 

(male/female). The remaining independent variables were OMitinuous: total clinical hours per 

week, total number of CISDs offered over course of EAP career, and stressful life experiences 

ranged from 0 to 20 experiences. Finally, all of the dependent variables were used in their 

continuous form.

According to Stevens (2002), multiple regression is an appropriate statistical procedure to 

employ when there is a single continuous dependent variable and multiple predictors. For this 

research question, the dependent variables were compassion fatigue, compassion satisfaction, and 

burnout. The three subscales of the ProQOL and the independent variables represent the multiple 

predictors. In building a regression equation, the research must consider previous research on the
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topic, the types of variables that have been measured, and the levels of measurement associated 

with each variable.

Whenever using multiple regression as a statistical procedure, the following underlying 

asswnptions must be tested and adequately met. These include: independence of observation, 

normally distributed dependent variable, and assumption of constant variance (Stevens, 1996). In 

addition to these three assumptions, multicollinearity was also assessed, as well as outliers in the 

data distribution.

Stevens (2002) states that predictors are viable as long as prior research has demonstrated 

their significance in a specific topic area. WTiile some of the research is conflicting, each of the 

predictors have been studied in terms of risk factors for compassicm fetigue and related 

constructs; however, these predictors have not been studied among EAP counselors. The 

predictors were entered into the regression model using a hierarchal method of entry. The first 

predictors entered into the regression model relate directly to the EAP counselor’s experience, 

while the predictors entered later in the model were more exploratory in nature. Because of the 

conflicting research, gender was entered last into the regression equations and treated as an 

exploratory predictor. The following represents the regression model that was used to examine 

the variance accounted for by the various predictors entering the model.

Regression Model:

Predictors

Step 1: Primary role (clinician/other). Total number of hours per week spent on 

clinical work (continuous). Total number of workplace critical incident stress 

debriefings offered over course of EAP career (continuous)

Step 2: Stressfiil Life Experiences (continuous)

Step 3: Training to work with traumatized individuals (yes/no). Training to offer 

CISM services (yes/no). Degree discipline (social/other)
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Step 4: Reported wodk-related stress in the past year as a result of working with 

traumatized individuals and groups (yes/no)

Step 5: Gender (male/female)

Dependent Variables: Each subscale of the ProQOL was examined indepaidently.

3. Which coping methods are associated with higher levels of compassion fatigue, 

compassion satisfaction, and burnout?

This question was answered using a series of bivariate correlations and later multiple 

regression. The researcher was interested in assessing whether certain coping methods, which are 

inherently more positive than others, are related to higher scores on the measure of compassion 

satisfaction. The three subscales identified by the Principal Components Analysis (PCA) of the 

Brief COPE (Carver, 1997) were used in further data analyses.

It is important to note here that this set of multiple regressions was tested using a subset 

of the entire sample. The question on the research survey related to experiencing work-related 

stress as a result of working with traumatized individuals and groups was limited to a timefiame 

of one year to minimize recall bias. Further, participants who did not report experiencing this 

type of stress in the past year did not complete the Brief COPE measure.

After conducting the first set of multiple regressions for the entire sample in Research 

Question Two, the researcher wanted to further assess whether coping style, as determined by the 

PCA for the Brief COPE, would contribute to the regression model in predicting compassion 

fatigue, compassion satisfection, and burnout. The three coping styles included positive coping, 

passive coping, and negative coping.

A second set of multiple regressions was conducted using a model modified fi'om the 

initial model to incorporate coping style. The model used for this analysis is Usted below. 

Regression Model Two:

Predictors

Step 1: Training to work with traumatized individuals (yes/no). Training to offer
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CISM services (yes/no). Degree discipline (social work/other)

Step 2: Coping methods (3 subscales included positive coping, passive coping, and 

negative coping -  all continuous scales)

Step 3: Stressful Life Experiences (continuous)

Step 4: Number of clients currently on caseload (continuous)

Step 5: Gender (male/female)

Dependent Variables: Each subscale of the ProQOL was examined independently.

4. Are specific types of stressful life experiences associated with increased levels of 

compassion fatigue and related constructs?

This question was analyzed using a series of bivariate correlations. The researcher was 

interested in assessing whether certain types of stressful life experiences are related to increased 

levels on the compassion fatigue measure.

5. How do EAP counselors differ on the subscales of the ProQOL with respect to 

gender, marital/living status, degree discipline, primary role in the EAP, total 

stressful life experiences, training completed to work with traumatized 

individuals, training to offer CISM services, whether or not the training to offer 

CISM services was obtained prior to responding to first worlqtlace critical 

incident, currently receiving mental health services, reported work-related 

stress in the past year due to working with traumatized individuals and/or 

groups, and whether or not the EAP counselor’s EAP offers services to cope 

with work-related stress?

This research question was answered through a series of multivariate analyses of 

covariance (MANCOVAs). MANCOVA allows the researcher to examine two or more related 

dependent variables, while controlling for correlations among them. MANCOVA is an 

appropriate statistical procedure to utilize when there are two or more groups being compared on 

several dependent variables. The advantages to using MANCOVA as compared to multiple
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ANCOVAs are that the risk of inflated error is decreased while power is maintained.

Additionally, MANCOVA allows the researcher to assess possible interactions between 

independent variables, along with the main effects (Stevens, 1996). The dependent variables of 

interest are continuous scores of compassion fatigue, compassion satis&ction, and burnout. All 

three measures represent subscales of the ProQOL (Stamm, 2002). Age was used as a covariate 

in the analyses.

MANCOVA requires that following statistical assumptions are met during the analyses. 

These include; independence of observations, independent variables are categorical, dependent 

variables are continuous and interval level, homogeneity of variance and covariance, covariant 

coefficients (i.e. regression slope lines) are flie same for each group formed by the categorical 

variables and measured on the dependent variables, and multivariate normal distribution on the 

dependent variables within groups and equal population covariance matrices (Stevens, 1996, 

2002).

With ten independent variables', the researcher grouped the variables using logical 

organization into five separate groups to run analyses that would be meaningful, while 

maintaining adequate cell sizes and power. The first MANCOVA included demc^raphic 

independent variables including gender (male/female) and marital/living status (married/other). 

The second MANCOVA included degree discipline (social work/other) and primary role 

(clinician/other) as the independent variables. The third MANCOVA included personal stress 

indepoident variables such as stressful life experiences (recoded as low = 3 or fewer experiences 

and high = over three experiences), and whether or not the EAP counselor is currently involved in 

mental health therapy (yes/no). The fourth MANCOVA included independent variables related 

to stress including whether or not the EAP counselor reported experiencing work-related stress in 

the past year as a result of working with traumatized individuals/groups (yes/no) and whether or

‘ One variable, whether or not the EAP counselor received training to offer CISM services was not 
included due to not having enough counselors in the group that did not report completing training (n=2).
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not the EAP counselor reported that his or her EAP offered services to help cope with work- 

related stress (yes/no). The final MANCOVA included independent variables related to crisis 

intervention training, including training completed to work with traumatized individuals (yes/no) 

and whether or not training to offer CISM services was obtained prior to responding to first 

workplace critical incident (yes/no). Age of the EAP counselor served as a covariate for each 

MANCOVA. MANCOVA is being used over MANOVA to control for age of the respondent 

(Stevens, 2002). The Uterature has suggestai that age of the counselor may be related to 

compassion fetigue and burnout; therefore, it will be used as a covariate.

6. Do counselors who experience direct exposure to workplace critical incidents as 

compared to secondary or indirect exposure report higher levels of compassion 

fatigue, compassion satisfaction, or burnout?

This final question was planned to be analyzed using MANOVA. It was an exploratory 

research question that was going to be analyzed separately from the other research questions. The 

independent variable was to be the type of exposure to workplace critical incidents, primary or 

secondary. These categories would have been determined from the following two questions;

1. Have you ever been injured in a workplace critical incident? (yes = 5,1.5%)

2. Have you ever lost someone you knew in a workplace critical incident? (yes = 37,

11.4%)

This question could not be analyzed as plaimed due to the homogeneity in response to the 

above two questions, indicating that almost all the sample is exposed to workplace critical 

incidents through secondary exposure. This finding is further discussed in Chapter Five: Results.
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Chapter 5; Results

In this chapter, descriptive statistics, preliminary data analyses, and final analyses for 

each research question are presented. Data were collected fi'om June to July 2003 from a random 

sample of national EAP counselors who were active members of EAPA in the United States.

Sample Description and Danoeraphics 

A total of 800 surveys were mailed to EAP counselors and 325 were completed and 

returned. Eighty one surveys were returned to the researcher marked ‘undeUverable’ due to 

problems with invalid addresses and were therefore not counted in the original distribution. A 

total of 325 surveys were complete and returned fi'om a possible total of 719 surveys resulting in 

a 45.2% response rate.

EAP Counselor Characteristics

The specific characteristics for the EAP counselors are presented in Table 2 below.

Overall, there were more females than males in the sample. Age for the EAP counselors ranged

fiom 26 to 69 years with a mean age of 50.06 (SD = 8.67). The majority of the sample reported

currently being marriol, Uving tx^ether. Regarding highest education level completed, the

majority of the sample had completed a master’s degree. The specific area in which the

educational degree was attained was asked and the most common response was ‘social work’.
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The second most common discipline rq)orted was counseling / femily therapy, followed by 

psychology. The most common response to the question ‘What is your primary role in your 

EAP?’ was clinician, followed by administrator and then consultant.

When asked about provision of clinical or crisis intervention services in the past, 87.4%

(n = 284) responded ‘Yes’ they had provided such services in the past. Forty participants 

(12.3%) reported ‘No’ and one participant did not respond. At this point in the survey, 

individuals who reported ‘No’ they had not provided clinical or crisis intervention services in the 

past were instructed to stop completing their survey and return it in the stamped envelope.

The majority of the sample reported completing specialized training or education to 

provide individual crisis intervention services. Additionally, 83.5% (n = 237) reported receiving 

formal training or education to provide CISM services. Eighteen (6.3%) of EAP counselors 

reported they did not receive training for either individual services or CISM. Twenty-four 

eounselors (8.5%) received training only for CISM services. Twenty-six counselors (9.2%) 

received training only to offer individual crisis intervention services. The majority of counselors 

(n = 213, 75.0%) reported completing both types of training (three participants did not respond). 

Almost 60% of the EAP counselors who received formal training to provide CISM services 

reported completing the Basic CISM training course offered by the International Critical Incident 

Stress Foundation (ICISF). Of the 237 EAP coimselors who reported receiving formal 

education/training to offer CISM services, 61.6% (n = 146) reported receiving training before 

responding to their first workplace critical incident and 37.6% (n = 89) reported receiving training 

after responding to their jSrst workplace critical incident. Two people did not resprmd to this 

question. The EAP counselors in this sample have been offering CISM services as and EAP 

counselor for an average of 9.54 years (SD = 5.85).
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Table 2

EAP Counselor Characteristics

Variable Percent and Number of Cases

N = 325_________________________________ n__________________ %

Gender

Male 143 44.0

Female 181 55.7

Not Reported 1 3.0

Living Status

Married, living together 197 60.0

Divorced 51 15.7

Living together in relationship 29 8.9

Singly, never married 24 7.4

Married, currently separated 9 2.8

Widowed 2 .6

Not Reported 13 4.0

Education

Master’s Degree 249 76.6

Doctoral Degree 42 12.9

Bachelor’s Degree 16 4.9

Some College 6 1.2

High School 4 1.2

Not Reported 8 2.5
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Degree Discipline*

Social Work 126 38.8

Counseling/Family Therapy 84 25.8

Psychology 46 14.2

Nursing 6 1.8

Psychiatry 5 1.5

Addiction/Substance Abuse 4 1.2

Multiple Degrees 9 2.8

Other 33 10.2

Not Reported 12 3.7

Primary Role in EAP

Clinician 155 47.7

Administrator 77 23.7

Consultant 43 13.2

Supervisor 18 5.5

Accoimt Manager 15 4.6

Director 5 1.5

CEO/Owner 3 .9

Multiple Roles (no clinical) 17 .3

Other** 7 2.2

Speciali2®d Training***

Individual Crisis Intervention 240 84.5

CISM Services 237 83.5

Basic CISM (ICISF) 142 59.9
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Advanced CISM (ICISF) 71 29.9

American Red Cross 37 15.6

Other Educational Program 72 30.4

Training Through EAP 80 33.8

Other Training**** 37 15.6

*Note Nine participants (2.8%), reported obtaining multiple degrees in various fields 

and 10.2% (n = 33) reported obtaining degrees in ‘other’ fields not already 

mentioned, including business administration, pastoral counseling, economics, 

and public health administration. Twelve (3.7%) participants did not respond to 

this question.

**Note ‘Other’ roles included business administrator, business communication, training

coordinator, school counselor, and not-specified. One participant did not respond 

to this question.

***Note It is important to note that the participants had the option of selecting both types

of education/training, hence the total is higher than 100%. The EAP counselors 

who received formal training/education to provide CISM services were asked to 

report all of the specific types of training related to CISM they completed.

Again, participants were given the option to select all trainings that they had 

completed, which is why the total percentage is over 100%.

****Note ‘Other’ types of training, including training by Dr. Gerald Lewis, NOVA,

individual supervision, other ICISF courses, and college classes.
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Tlie EAP counselors in this sample provided approximately 6000 hours of clinical work 

per week, including paperwork, with an average of 21.67 hours (SD = 14.35) per counselor. The 

average number of sessicms the EAP counsdors offered was 4.8 (SD = 2.96). Of the current 

caseloads, the majority of EAP counselors, 79.6% (n = 227), reported that 20% or fewer of their 

clients were actively woridng with the EAP to address experiences related to a workplace critical 

incident. Of the participants who completed the survey, they reported a total of 8001 clients 

currently on their caseloads. The number of current clients per cmmselor ranged from 0 to 200 

\vith a mean of 28.68 (SD = 32.98). It is important to note that 80% of the sample reported 

working with 40 clients or fewer. Given that approximately 100 clients were over two standard 

deviations away from the mean, EAP coimselors reporting caseloads with over 100 clients were 

excluded from further data analysis (n = 9).

Regarding response to workplace critical incidents, EAP counselors rqiorted offering an 

average of 2.47 (SD = 4.9) CISDs in the past 6 months, 5.63 (SD = 12.53) CISDs in the past year, 

and 38.01 (SD = 97.44) CISDs over the course of their EAP career.

EAP counselors were asked to complete the Brief COPE (Carver, 1997) only if they 

reported experiencing work-related stress in the past year as a result of working with traumatized 

individuals and/or groups. One hundred forty seven counselors (54.4%) reported ‘Yes’ they had 

experienced work-related stress as asked on the survey. It is important to note that work-related 

stress, similar to the other questions cm the survey, was self-reported by the EAP counselors.

While the question on the original survey asked EAP counselors to complete the Brief COPE 

only if they had experienced work-related stress as a result of working with traumatized clients 

and or groups in the past year, the term ‘work-related stress’ can be interpreted various ways 

among professionals; therefore, increasing the risk of error and/or bias. Results from the Brief 

COPE are further discussed in Results; Research Question Three.

Additional analyses (chi-square and univariate t-tests) were ccmducted to lcx>k for group 

differences among the sample with the following variables: gender, degree discipline, primary
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role, and work-related stress resulting from working with traumatized individuals and groups. 

These results can be locate in Appendix K and are briefly described in this section. Regarding 

gender, more male counselors reported being married as compared to females (X \l)  = 19.259, g 

< .0005); more female counselors reported offering clinical services or crisis intervention services 

(X^(l) = 6.242, g = .012); and more females reported experiencing three or more stressful life 

experiences as compared to males fX^fl) = 6.091, g = .014). Further, females reported being 

older than males (t(308) = 3.456, g  = .001) and males reported offering CISM services longer 

than females (t(274) = 4.030, g < .0005).

Regarding degree discipline, recoded to social work or other, social workers were less 

likely than other participants to report completing their doctoral degree (2^(4) = 24.512, g < 

.0005). There were no other differences found for degree discipline (g < .05).

R^arding primary role, recoded to clinician or other, counselors who reported that their 

primary role was ‘clinician’ were more likely to report offering clinical services or crisis 

intervention services during their career (X ^l) = 22.839, g < .0005) and were more likely to 

report completing their master’s degree and doctoral degree (X^(4) = 17.728, g = .001). Non- 

clinicians were more likely to report that their EAP offered services to help eope with work- 

related stress (2^(1) = 3.963, g = .047). Additionally, clinicians reported having more clients on 

their current caseload (t(277) = 2.829, g  = .005), working longer hours per week on clinical work 

(t(276) = 7.961, g < .0005), and offering more CISDs in the past 6 months and their overall career 

(t(279) = -2.622, g = .009 and t(277) = -2.367, g = .019, respectively).

Finally, participants were asked to report whether or not they experienced work-related 

stress in the past year as a result of woridng with traumatized individuals and/or groups. EAP 

counselors who reported experiencing work-related stress were more likely to report receiving 

training to work with traumatized individuals (2^(4) = 5.083, g = .024) and more likely to report 

receiving training to offer CISM services befiare responding to their first workplace critical
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incident = 6.396, g = .011). Further differences included coiuiselors who reported 

experiencing work-related stress were more likely to report being involved in mental health 

counseling (2^(1) = 7.986, g = .005), more likely to report knowing someone who was lost in a 

workplace critical incident (X^(l) = 4.948, g = .026), and more likely to report working for an 

EAP that offered services to help cope with work-related stress (X^(l) = 5.804, g = .016). 

Additionally, EAP counselors who reported experiencing work-related stress in the past year 

were more likely to report currently working with clients who were addressing a critical incident 

in the EAP (t(283) = -2.284, g = .023), reported seeing clients for longer number of sessions 

(t(230) = -2.167, g = .031), and reported experiencing greater number of stressful life experiences 

(t(281) = -4.081, g < .0005).

Stressful Life Experiences Scale. The Stressful Life Experiences Short Form (SLES-S, 

Stamm & Rudolph, 2004) was scored to yield either a continuous or a dichotomous measure of 

stress&l or traumatic life events. In the present study, the continuous measure of stressful life 

experiences was used in the multiple regression analyses. The average number of stressful life 

experiences reported by the EAP counselors was 5.27 (SD = 2.86). This ranged from 0 to 14 with 

a total possible score of 20. For purposes of identifying group differences, if they existed, the 

researcher used a dichotomous form of the SLES-S based on cut-points suggested by the scale’s 

author (Stamm, 2002). The developer of this scale studied large groups of mental health 

professionals to try and determine cut-points or norms for scoring the measure. Based on 

epidemiological data collected for this scale by Stamm and Rudolph (2004), three or fewer 

experiences are considered ‘low’ and over three experiences are considered ‘high’. For this 

sample, the majority of EAP counselors, 68.6% (n = 194) scored in the ‘high’ range for stressful 

life experiences. Only 31.4% (n = 89) reportal three or fewer stressful life experiences. This 

dichotomous score was only be used in Research Question Five.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



89

Exposure to Workplace Critical Incidents. Hie two questions used in this study to assess 

primary versus secondary exposure to workplace critical incidents included:

1. Have you ever been injured in a workplace critical incident? and

2. Have you ever lost someone you knew in a workplace critical incident?

The majority of the EAP counselors in this study reported ‘No’ to both questions. Only

1.5% (n = 5) reported having been injured in a workplace critical incident and only 11.4% (n = 

37) rqiorted having lost someone th^ knew. Hie similarity amrnig the sample in respcmse to 

these two questions suggests to the researcher that the large majority of EAP counselors are not 

exposed to workplace critical incidents directly and rather learn about critical incidents through 

other people; therefore, categorizing their exposure as ‘secondary’. These numbers inherently 

make sense given the fact that most EAP counselors are not employed directly by the workplace 

and usually do not have an office onsite, where the critical incident would likely occur.

Work with Traumatized Clients. EAP counselors were asked to briefly describe a 

traumatized client with whom they worked and remember as having a significant impact on them. 

Of the 284 EAP coimselors who responded ‘Yes’ to the question of whether or not they had 

offered clinical services or crisis intervention services in the past, 183 (64.4%) responded to this 

question describing a traumatized client who impacted them the most.

The qualitative responses from the EAP counselors were analyzed utilizing a process of 

“line by line” coding as described by Padgett (1998). These “meaning units” or initial codes were 

organized into a set of themes (Padgett, p. 76). The researcher initially coded the responses and 

then separately organized diem into themes.

From the qualitative data, 21 primary themes emerged, focusing on types of assessed 

problems related to the traumatized clients. Table 3, below, illustrates the thmies and provides 

the number of cases reported for each area.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



90

Table 3

Themes for Assessed Problems

Type of Problem Reported
Number of 

Responses

Percentage of 

Responses 

(%)

Working with clients who were physically or sexually abused 

as children
24 13.1

Working with parents of children who had died 16 8.7

Working with clients who experienced or witnessed a person 

killed by an industrial accident
15 8.2

Working with clients who lost a loved one or coworicer due to 

murder
13 7.1

Working with clients who were robbed, kidnapped, or held 

hostage (some were shot, but lived)
13 7.1

Working with suicidal clients 12 6.6

Working with chents who experienced or witnessed a fatal 

transportation accident (automobile, plane, or rail)
10 5.5

Woridng with clients who suffered from PTSD for reasons not 

otherwise listed here
9 4.9

Working with EMTs, police, and firefighters who witnessed 

death and experienced cumulative stress
9 4.9

W orking with survivors o f 9/11 9 4.9

Working with clients who experienced or witnessed a lov«i one 

or coworker die from natural causes
8 4.4

Working with clients v^o were war veterans (mostly Vietnam 8 4.4
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Vets)

Working with survivors of suicide 7 3.8

Working with victims/survivors of domestic violence 6 3.3

Working with clients traumatized by sexual-related incidents or 

offenses (not childhood sexual abuse) (e.g. rape, sexual 

harassment. Sadism Masochism practices)

5 2.7

Working with terminally ill cliente 5 2.7

Working with clients who experienced serious woikplace 

violence incidents
4 2.2

Working with survivors of the Oklahoma City bombing 3 1.6

Working with clients diagnosed with serious personality 

disorder and multiple personality disorders
2 1.1

Working with clients who were severely burned at the 

workplace
2 1.1

Other 3 1.6

Total 183 100.0

Note: ‘Other’ included working widi a client who was having problans with retiring, working 

with a client who was terminated due to being accused of having sex with a patient, and working 

with a client who witnessed his home being destroyed by a tornado.

Results by Research Ouestion 

After conducting preliminary analyses on demographic variables and determining the 

reliability coefficients for each scale, a thorough process of data analysis occurred for each 

research question.
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As discussed in Chapter Two: Literature Review, there has been limited research 

conducted on EAP counselors in regard to their reactions to working with traumatized clients and 

organizations. Research on the topic of compassioa fatigue has utilized the ProQOL for samples 

other than, but similar to, EAP counselors. The results discussed in the following section should 

be considered exploratory and the analyses selected represent the exploratory nature of this study.

Data Analysis for Research Ouestion One

What is the prevalence and level o f severity o f compassion fatigue and humout among a 

national sample o f EAP counselors? What is the potential for compassion satisfaction among a 

national sample o f EAP counselors?

Based on results from the ProQOL, the overall sample reported low to moderate risk for 

compassion fatigue and burnout and moderate to high potential for compassion satisfection. The 

ProQOL was used in its naturally occurring continuous form; however, for purposes of describing 

the data, the ProQOL was scored based on theoretical score cut-points, set by the scale developer 

(Stamm, 1998). Stamm published average scores based on data from 400 mental health 

professionals around the world. These scores were used as a comparison with the current sample.

ITie Potential for Compassion Satisfection scale ranges from 0 to 50 and the cut-points 

for Potential for Compassion Satisfection (Stamm) are as follows:

• Low Potential = 32 or lower

• Middle Potential = 33-40

• High Potential = 41 and higher

The Risk for Compassion Fatigue scale ranges from 0 to 30 and the cut-points for Risk for 

Compassion Fatigue (Stamm, 1998) are as follows:

• Low Risk = 8 and lower

• Moderate Risk = 9-16

• High Risk = 17 and higher
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The Risk for Burnout scale ranges fiom 0 to 50 and the cut-points for Risk for Bumout 

(Stamm, 1998) are as follows:

• Low Risk = 19 and lower

• Moderate Risk = 20-27

• High Risk = 38 and higher

The average score for Potential for Compassion Satisfection was 39.52 (SD = 6.71), with 

a range from 6 to 50. Stamm’s (1998) sample scored an average of 37 (SD = 7.0), which is 

slightly lower than the average score for EAP coimselors. The average score for Risk for 

Compassion Fatigue was 10.26 (SD = 5.81), with a range from 0 to 28. Stamm’s sample scored 

an average of 13 (SD = 6.0), which again is slightly higher than scores from the EAP counselors. 

Finally, the average score for Risk for Bumout was 16.78 (SD = 5.58), with a range from 5 to 37. 

Stamm’s sample scored an average score of 23 (SD = 6.9), which is much higher than the scores 

reported by the EAP counselors. The frequencies and percentages for the three scale cut-points 

are presented below in Table 4.

Table 4

EAP Counselors Scores for Potential for Compassion Satisfection Scale. Risk for Compassion 

Fatigue Scale, and Risk for Bumout Scale

Compassion Satisfection Compassion Fatigue Bumout

Range n % n % n %

High 135 47.5 34 12.0 14 4.9

Moderate 115 40.5 133 48.8 63 22.2

Low 34 12.0 117 41.2 207 72.9
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Data Analysis for Research Ouestion Two

Do factors such as primary role (clinician/other), total clinical hours per week, total 

number o f CISDs offered during EAP career, stressful life experiences, specialized training, 

degree discipline (social work/other), reported work-related stress in the past year as a result of 

working with traumatized individuals and/or groups, and gender predict the level o f compassion 

fatigue, compassion satisfaction, and burnout among EAP counselors?

As a result of having limited research cm the topic of compassion fetigue and crnnpassion 

satisfaction among EAP counselors, the researcher built a prediction equation to utilize in 

multiple regression analyses that could be replicated in future studies on this topic. This equation 

was used to predict scores on the various scales of the dependent variables.

Predicting Risk for Compassion Fatisoie. This analysis examined if the scores on the 

Risk for Compassion Fatigue scale (continuous variable) could be predicted from the regression 

equation (n = 249). The overall model was significant (F = 3.649, p < .0005). The total variance 

accoiuited for in Risk for Compassion Fatigue was 12.1 %. All statistical assumptions for 

multiple regression were adequately met. Table 5 provides the variance accounted for as well as 

standardized (0) and imstandardized (B) coefficients fi'om the final step of the model. Two 

coefficients were significant. The variable, stressful life experioices, was significant (p = .001) 

indicating that EAP counselors who reported high levels of personal stressful life experiences 

were at higher risk for compassion fetigue. Work-related stress was also significant (p < .0005) 

indicating that EAP coimselors who reported experiencing work-related stress in the past year as 

a result of working with traumatized individuals and/or groups scored higher on risk for 

compassion &tigue.
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Table 5

Summary of Hierarchical Regression Analysis of Variables in Predicting Scores on Risk for 

Compassion Fatigue Scale (n = 249)

Variable ^  p B SEB & g

Step 1 .018 .018 .221

• Primary role -.802 .840 -.068 .341

• Total number of

clinical hours .01626 .029 .040 .580

• Total number of

critical incidents .007653 .005 .108 .093

Step 2 .063 .045 .003

• Stressful life experiences .438 .127 .216 ,001

Step 3 .071 .008 .012

• Training -  individual

services 1.013 1.125 .061 .369

• Training-CISM -1.253 1.096 -.076 .254

• Degree -  social work

or other .463 .752 .039 .539

Step 4 .120 .049 <.0005

• Work-related stress 2.753 .754 .235 < .0005

steps .121 .001 <.0005

• Gender .314 .738 .027 .671

Note: Coefficients are reported from the final step of the regression model.

Predicting Potential for Compassion Satisfacticm. This analysis examined if the scores on 

the Potential for Compassion Satisfaction scale (continuous variable) could be predicted from the
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regression equation (n = 249). Because tte total model was not significant, (F = 1.209, g = .290), 

no further findings from this model can be interpreted. All statistical assumptions for multiple 

regressions were adequately met. Table 6 provides the variance accounted ft>r as well as 

standardized (g) and unstandardized (B) coefficients from the final step of the model.

Table 6

Summarv of Hierarchical Rewession Analvsis of Variables in Predicting Scores on Potential for 

Compassion Satisfaction Scale (n = 249)

Variable

Step 1

• Primary role

• Total number of 

clinical hours

• Total niunber of 

critical incidents

Step 2

• Stressful life experiences

Step 3

• Training -  individual 

services

• Training -  CISM

•  Degree -  social work 

or other

Step 4

• Work-related stress

E i S!a fi B M B

.029 .029 .067

1.672 .884

.07263 .031

.033 .004 .082

.039 .006 .206

-.004583 .005

.145 .137

.039 .000 .287

.661 1.210

.842 1.179

-.444 .809

-.0994 .833

.135 .060

.167 .020

-.061 .338

.068 .289

.038 .586

.048 .476

-.035 .584

-.008 .905
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Step 5 .044 .004 .290

• Gender .853 .814 .068 .296

Note: Coefficients are reported from the final step of the regression model.

Praiicting Risk for Bumout. This analysis examined if die scores on the Risk for 

Bumout scale (continuous variable) could be predicted from the regression equation (n = 249). 

The overall model was significant (F = 2.237, £  = .021). The total variance accounted for in risk 

for bumout was 7.8%. All statistical assumptions for multiple regression were adequately met. 

Table 7 provides the variance accounted for as well as the standardized (g) and unstandardized 

(B) coefficients from the final step of the model. Two coefficients were significant. Total 

number of CISDs offered was significant (p = .016) indicating that EAP counselors who offered 

more CISDs over the course of their EAP career scored higher for risk of bumout. Work-related 

stress was also significant (p = .040) indicating that EAP counselors who reported experiencing 

work-related stress in the past year due to working with traumatized indi viduals and/or groups 

were more likely to score higher on risk for bumout.

Table 7

Summarv of Hierarchical Regression Analvsis of Variables in Predicting Scores on Risk for 

Bumout Scale fn = 249)

Variable ^  E^A p B SEB g p

Step 1 .047 .047 .008

• Primary role -1.426 .784 -.128 .070

• Total number of

clinical hours .02873 .027 .074 .296

Total number of
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critical incidents .01022 .004 .152 .016

Step 2 .049 .002 .015

• Stressful life experiaaces .08762 .122 .046 .472

Step 3 .061 .012 .032

• Training -  individual

services .470 1.072 .030 .661

.  Training -  CISM -1.437 1.044 -.092 .170

• Degree -  social work

or other .756 .717 .067 .293

Step 4 .078 .016 .012

• Work-related stress 1.509 .731 .136 .040

Step 5 .078 .000 .021

• Gender -.145 .716 -.013 .840

Note: Coefficients are reported from the final step of the regression model.

Data Analvsis for Research Ouestion Three

Which coping methods are associated with higher levels of compassion fatigue, compassion 

satisfaction, and burnout?

Initially, the researcher ran a Principal Components Analysis (PCA) on the original 28 

items of the Brief COPE to search for items that loaded together. Three subscales emerged for 

coping as identified by the PCA, the researcher ran a series of Pearson’s correlations to determine 

whether specific types of coping with work-related stress were related to the dependent variables.

Coping Styles with Compassion Fatigue, Compassicm Satisfaction, and Bumout. After 

running Pearson’s correlations to detect relationships between the three coping styles (Positive,
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Passive, and Negative) and the dependent variables, the following relaticaiships were detected at p 

< .05. EAP counselors who utilized more positive coping skills reported higher potential for 

compassion satisfaction (r = .263, p = .001) and lower risk for bumout (r = -. 157, p = .050). EAP 

counselors who reported using more passive coping skills scored higher on risk for bumout (r =

. 169, p = .039). Finally, EAP counselors who utilized more negative coping skills scored higher 

on risk for compassion iatigue (r = .426, p < .0005), higher on risk for biunout (r = .469, p < 

.0005), and lower on potential for compassion satisfaction (r = -.362, p < .0005). Table 8 below 

shows the correlations for coping styles and the dependent variables.

Table 8

Correlations: Coping Style with Compassion Fatigue. Compassion Satisfaction, and Bumout

Coping Style Compassion

Fatigue

Compassion

Satisfaction

Bumout

Positive Coping -.050 .263** -.157

Passive Coping .085 .032 .169*

Negative Coping .426** -.362** .469**

p< .05

p<.01

The researcher then wanted to see if coping style, as suggested by the literature, would 

contribute to the regression models for predicting compassion &tigue, compassion satisfaction, 

and bumout. TTie researcher based the order of hierarchical entry for the variables in the 

regression equation on several different principles. According to Stevens (2002), the order of 

entry should coincide with the literature on the topic, danographic variables, and variables of 

greatest relevance should be entered into the equation preceding other variables. The regression
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model including coping was run on a subset of the larger sample. On the survey, EAP counselors 

were asked to complete the Brief COPE only if  they reported experiencing work-related stress in 

the past year as a result of wcu’king with traumatized individuals and/or groups. The total number 

of EAP counselors who reported ‘Yes’ they experienced this type of work-stress in the past year 

was 146^(54.1%).

Predicting Scores cm the Risk for Compassian Fatigue Scale (With CnpingV This 

analysis examined if the scores on the risk for compassion fetigue scale could be predicted from 

the regression equation (n = 136). The total equals 136 rather than 146 due to missing data on the 

coping subscales. The overall model was significant (F = 3.833, p < .0005). The total variance 

accounted for in risk of compassion fetigue was 21.5%. All statistical assumptions for multiple 

regression were adequately met. Table 9 provides the variance accounted for as well as the 

standardized (g) and unstandardized (B) coefficients from the final step of the model. Two 

coefficients were significant. Negative copii^ style was significant (p < .0005) indicating that 

EAP counselors who utilized more negative coping methods scored higher on risk for compassion 

fatigue. Stressful life experiences was approaching significance (p = .051) indicating that EAP 

counselors who scored in the high range for stressfixl life experiences were more likely to score 

higher on risk for compassion fetigue.

 ̂One case was excluded from frirther data analysis due to the inconsistencies between his reported coping 
behaviors and outcomes on the dependent variables. The researcher was concerned that this survey was not 
valid and that the participant may have confrised the respond set when answering the coping questions.
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Table 9

Summary of Hierarchical Regression Analvsis of Variables in Predicting Scores on Risk for 

Compassion Fatigue with Coping (n = 136)

Variable S i R̂ A fi B SEB & fi

Step 1 .008 .008 .785

• Training-individual

Services 1.699 1.899 .091 .372

• Training -  CISM -.981 1.531 -.065 .523

• Degree -  social work

or other .304 1.070 .025 .776

Step 2 .191 .183 <.0005

• Positive Coping -.112 .093 -.109 .229

• Passive Coping .02459 .116 .020 .833

• Negative Coping .952 .194 .416 < .0005

Step 3 .215 .024 <.0005

• Stressful life experiences .311 .158 .162 .051

Step 4 .215 .000 <.0005

• Total number of clients -.00176 .019 -.007 .928

Step 5 .215 .000 <.0005

• Gender .244 .981 .021 .804

Note: Coefficients are reported from the final step of the regression model.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



102

Predicting Scores on the Potential for Compassion Satisfaction Scale (With Coping).

This analysis examined if the scores on the potential for compassion satisfaction scale could be 

predicted from the regression equation (n = 136). The overall model on the final block was 

significant (F = 7.570, p < .0005). The total variance accounted for in potential for compassion 

satisfaction was 35.1%. All statistical assmnptions for multiple regressions were adequately met. 

Table 10 provides the variance accounted for as well as standardized (^) and unstandardized (B) 

coefficients fi’om the final step of the model. Three coefficients were significant. Specialized 

training or education to offer CISM services was significant (p = .004) indicating that EAP 

counselors who reported completing specialized training or education to offer CISM services 

scored higher on potential for compassion satisfection. Positive coping style was significant (p < 

.0005) indicating that EAP counselors who utilized more positive coping skills scored higher on 

potential for compassion satisfection. Finally, negative coping style was significant (p < .0005), 

indicating that EAP counselors who utilized more negative coping skills scored lower on 

potential for compassion satisfaction.

Table 10

Siunmarv of Hierarchical Regression Analvsis of Variables in Predicting Scores on Potential for

Compassion Satisfaction Scale with Coning (n = 136)_______________________________

Variable E i E!A p B SEB 0  p

Step 1 .085 .085 .008

• Training-individual

Services -.839 1.972 -.041 .671

.  Training-CISM 4.716 1.590 .287 .004

• Degree -  social work

or other -1.163 1.111 -.089 .297

Step 2 .337 .252 <.0005
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• Positive Coping .355 .091 .318 < .0005

• Passive Coping .04707 .114 .036 .680

• Negative Coping -1.003 .190 -.406 < .0005

Step 3 .349 .012 <.0005

• Stressful life experiences .242 .155 .116 .122

Step 4 .350 .001 <.0005

• Total number of clients -.00742 .019 -.029 .698

Step 5 .351 .001 <.0005

• Gender -.413 .964 -.033 .669

Note: Coefficients are reported from the final step of the regression model.

Predicting Scores on the Risk for Bumout Scale (With Coping). This analysis examined 

if the scores on the risk for bumout scale could be predicted from the regression equation (n = 

136). The overall model at the final step was significant (F = 6.216, g < .0005). The total 

variance accounted for risk of bumout was 30.7%. All statistical assumptions for multiple 

regressions were adequately met. Table 11 provides the variance accounted for as well as 

standardized (g) and imstandardized (B) coefficients from the final step of the model. Two 

coefficients were significant. Positive coping style was significant (p < .0005) indicating that 

EAP counselors who utilized more positive coping skills scored lower on risk for bumout. 

Negative coping style was also significant (g < .0005) indicating that EAP counselors who scored 

higher on negative coping style also scored higher on risk for bumout.
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Table 11

Summarv of Hierarchical Regression Analvsis of Variables in Predicting Scores on Risk for 

Bumout with Coping (n = 136)

Variable R i R̂ A fi B SEB e

Step 1 .020 .020 .454

• Training-individual

Services .491 1.784 .028 .783

• Training -  CISM -1.907 1.438 -.133 .187

• Degree -  social work

or other .665 1.005 .058 .509

Step 2 .302 .282 <.0005

• Positive Coping -.302 .082 -.309 < .0005

• Passive Coping .190 .102 .165 .065

• Negative Coping .907 .170 .420 < .0005

Step 3 .305 .003 <.0005

• Stressful life experiences .103 .140 .057 .463

Step 4 .307 .002 <.0005

• Total number of chents .01134 .017 .050 .512

Step 5 .307 .000 <.0005

• Gender -.184 .870 -.017 .833

Note: Coefficients are reported fi'om the final step of the regression model.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



105

Data Analvsis for Research Ouestion Four

Are specific types o f stressful life experiences associated with increased levels o f compassion 

fatigue and related constructs?

The SLES-S can be coded several ways. One coding method of interest to this researcher 

is to look at the most common reported stressful life experiences and see how they may or may 

not relate to compassion fetigue and related constructs. On the SLES-S, respondents indicated on 

a scale from 0-10, how strongly the stressfiil life experience related to their personal experience. 

Almost every EAP coimselor in the study reported experiencing at least one stressful life 

experience. To determine the top five experiences, which were reported most, the researcher 

summed the nxunber of strong experiences reported as 5 or higher (‘somewhat like my 

experience’ ranging to ‘exactly like my experience’). The top five experiences that were reported 

as being most like the participants experience included:

1. I have witnessed or experienced the death of a close friend or femily member (n = 252, 

88.7%)

2. I have witnessed or experiencoi a serious accident or injury (n = 165, 58.1%)

3. I have witnessed or experienced a natural disaster (n = 153, 53.9%)

4. As an adult or child, I have witnessed someone else being choked, hit, spanked, or 

pushed hard enough to cause injury (n = 105, 36.9%)

5. I have seen or handled dead bodies other than at a fimeral (n = 86, 30.3%)

After running Pearson’s correlations to detect relationships between the top five reported 

stressful life experiences and the dependent variables, the following relationships were detected at 

E < .05 (see Table 12). Potential for compassion satisfaction increased as the EAP counselor 

reportal he or she had witnessed or experienced the death of a close friend or family member (r = 

.194, p = .001) and witnessed or experienced a serious accident or injury (r = . 121, p = .047).

Risk for bumout decreased as the EAP counselor reported that he or she had witnessed or 

experienced the death of a close friend or family member (r = -. 126, p = .039). Risk for
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compassion fatigue increased as the EAP counselor reported that he or she to witnessed or 

experienced a serious accident or injury (r = . 139, p = .023) and witnessed, as an adult or child, 

someone else being choked, hit, spanked or pushed hard aiough to cause injury (r = . 190, p = 

.002).

Table 12

Correlations: Stressful Life Experiences with Compassion Fatigue. Compassion Satisfaction, and 

Bumout

Stressful Life 

Experience

Compassion Compassion Bumout 

Fatigue Satisfection

Death of close friend

or family member -.016

Serious accident or

injury .139*

Natural disaster .082

Someone else being

choked, hit, spanked .190** 

Seen or handled dead

bodies .035

.194**

. 121*

.030

.026

.094

-.126*

-.010

.069

.108

-.016

* p < .05

** p<.01
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Data Analvsis for Research Ouestion Five

How do EAP counselors differ on the subscales o f the ProQOL with respect to gender, 

marital/living status, degree discipline (social work/ other), primary role (clinician/other), total 

stressful life experiences(recoded as high or low), training completed to work with traumatized 

individuals (yes/no), training completed to offer CISM services (yes/no), training to offer CIS4  

services obtained prior to responding to first workplace critical incident (yes/no), currently 

receiving mental health services (yes/no), experiencing work-related stress in the past year due to 

working with traumatized individuals and/or groups (yes/no), and whether or not their EAP they 

work for offers services to cope with work-related stress (yes/no)?

A series of five MANCOVAs were run to detect differences among the above listed 

demographic and independent variables and the five dependent variables. Statistical assumptions 

for all five MANCOVAS were adequately met. Alpha was set a t. 10, rather than .05 due to the 

exploratory nature of the analysis and small group sizes. Therefore, any finding less than . 10 will 

be interpreted as significant. Stevens (2002) wrote, “in studies with small group size it can make 

sense to test at a more liberal level (. 10 or . 15) to improve power” (p. 6). He further states that by 

taking a “greater risk of rejecting falsely, but that increased risk is more than balanced by the 

increase in power” (p. 193). In exploratory studies, where it may be less important to mistakenly 

accept the null hypothesis to support further research on the topic, “a higher rejection level such 

as .10 is acceptable” (Weinbach & Grinnell, 2004, p. 91).

The first MANCOVA included demc^raphic variables (gender and marital/living status) 

as the independent variables and the three dependent variables. The main effect of gender was 

not significant, F(3, 261) = .082, p = .970. The main effect of marital/living status was also non

significant, F(3, 261) = .036, g = .991. The interaction between the two independent variables 

was not significant (g = .515).
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Table 13

Compassion Fatigue. Compassion Satisfaction, and Bumout bv Gender and Marital/Living Status

Demographic Variables Compassion Fatigue Compassion Satisfaction Bumout

M (SD) M (SD) M (SD)

Gender (n = 268)

Male 10.45 (5.48) 39.45 (5.99) 16.93 (5.29)

Female 10.12(6.07) 39.86 (7.04) 16.40 (5.68)

Marital/Living Status (n = 268)

Married 10.26 (5.49) 39.72 (6.49) 16.69 (5.34)

Other 10.25 (6.44) 39.64 (6.89) 16.49 (5.88)

Table 14

Set of Denendent Variables bv Gender and Marital/Livina Status

Independent Variable Wilkes X F df Error df D Eta Sauared

Gender .999 .082 3 261 .970 .001

Marital/Living Status 1.000 .036 3 261 .991 .000

Gender x Marital/Living

Status .991 .764 3 261 .515 .009

The second MANCOVA included degree discipline (social work or other) and primary 

role (clinician or other) as the independent variables. The main effect for degree discipline was 

not significant, F(3, 259) = 1.087, p = .355. The main effect for primary role was not significant,
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F(3, 259) = 2.103, £ = . 100. The interaction between the two independent variables was not 

significant (£ = .592).

Table 15

Compassion Fatigue. Compassion Satisfaction, and Bumout bv Degree Discipline and Primarv 

Role

Independent Variables Compassion Fatigue Compassion Satis&ction Bumout

M (SD) M (SD) M (SD)

Degree Discipline (n = 266)

Social Work 9.60 (4.92) 39.73 (6.53) 15.94 (4.82)

Other 10.64 (6.34) 39.65 (6.69) 17.02 (5.93)

Primary Role (n = 266)

Clinician 10.67 (5.92) 39.60 (6.42) 17.29 (5.73)

Other 9.73 (5.71) 39.77 (6.86) 15.81 (5.21)

Table 16

Set of Dependent Variables bv Degree Discioline and Primarv Role

Independent Variable Wilkes X F df Error df p Eta Squared

Degree Discipline .988 1.087 3 259 .355 .012

Primary Role .976 2.103 3 259 .100 .024

Degree Discipline x

Primary Role .993 .637 3 259 .592 .007
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The third MANCOVA included independent variables related to personal stress, 

including stressfiil life experiences (scored as Tow’ if reported experiencing three or fewer 

experiences and ‘high’ if reported experiencing more than three experiences) and whether or not 

the EAP counselor was currently receiving any type of mental health dierapy. The main effect of 

stressful life experiences was significant, F(3, 257) = 2.283, p = .079. The main effect of therapy 

was not significant F(3, 257) = .953, p = .416. The interaction between the two independent 

variables was not significant (p = .202). EAP counselors who reported experiencing more than 

three stressful life experiences were more likely to score higher on risk compassion fetigue (F = 

6.218, p = .013).

Table 17

Compassion Fatigue. Compassion Satisfaction, and Bumout bv Stressfiil Life Experiences and 

Therapv

Personal Stress Variables Compassion Fatigue Compassion Satisfection Bumout

M (SD) M (SD) M (SD)

Stressful Life Experiences (n = 264)

Low (fewer than three) 8.65 (5.66) 38.69 (7.56) 16.37 (5.86)

High (more than three) 11.06 (5.79) 40.28 (6.00) 16.68 (5.36)

Therapy (n = 264)

Yes 11.91(5.75) 38.85 (6.29) 17.52 (6.43)

No 9.95 (5.82) 39.97 (6.62) 16.38 (5.29)
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Table 18

Set of Dependent Variables bv Stressful Life Experiences and Therapv

Independent Variable Wilkes X F df Error df E Eta Squared

Stressful Life Experiences .974 2.283 3 257 .079 .026

Therapy .989 .953 3 257 .416 .011

Stressfiil Life Experiences x 

Therapy .982 1.550 3 257 .202 .018

The fourth MANCOVA related to work-related stress, included work-stress reported in 

the past year as result of working with traumatized individuals and/or groups and whether or not 

the EAP counselor’s EAP offered services to help cope with work-related stress as the 

independent variables. The main effect of work-related stress was significant, F(3, 256) = 8.535, 

g < .0005. The main effect of EAP services to help cope with work-related stress was also 

significant, F(3, 256) = 2.329, g = .075. The interaction between the two independent variables 

was not significant (g = .891). EAP counselors who reported experiencing work-related stress in 

the past year as a result of working with traumatized individuals and/or groups scored 

significantly higher than non-stressed EAP counselors on risk for compassion fetigue (F =

10.389, g = .001) and risk for bumout (F = 24.375, g < .0005). EAP counselors who reported that 

their EAPs offered services to help cope with work-related stress scored significantly lower on 

risk for bumout as compared to EAP counselors who reported that their companies did not offer 

services (F = 4.010, g = .046). See Table 21 for a list of services offered by EAPs to help 

counselors cope with work-related stress.
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Table 19

Compassion Fatigue. Compassion Satisfaction, and Bumout bv Work-Related Stress and EAP 

Services

Work-Stress Variables Compassion Fatigue Compassion Satisfection Bumout

M (SD) M (SD) M (SD)

Work-Related Stress (n = 263)

Yes 11.87(5.76)

No 8.37 (5.39)

EAP Services (n = 263)

Yes 10.39 (5.67)

No 10.04(6.22)

39.61 (6.12) 

39.59 (7.21)

39.70 (6.72) 

39.40 (6.48)

17.53 (5.43) 

15.58 (5.46)

16.26 (5.20) 

17.37 (6.05)

Table 20

Set of Dependent Variables bv Work-Related Stress and EAP Services

Independent Variable Wilkes X F df Error df E Eta Squared

Work-Related Stress .909 8.535 3 256 <.0005 .091

EAP Services .973 2.329 3 256 .075 .027

Work-Related Stress x 

EAP Services .998 .208 3 256 .891 .002
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Table 21

Services offered by EAPs to help EAP counselors cope vyith work-related stress

Type of Services
Number of 

Respondents

Percentage of 

Respondents

EAP services (offered by another EAP) 23 42.6%

Individual Counseling 11 20.4%

Multiple Services 9 16.7%

Debriefing the Debriefers 5 9.3%

Consultation 4 7.4%

Stress Management Services 1 1.9%

Fitness Center 1 1.9%

Total 54 100.0%

Hie fifth MANCOVA included independent variables related to specialized training and 

education. The variable, ‘Have you completed training to oflFer CISM services’ could not be 

analyzed due to having too few participants not having completed specialized training. The two 

independent variables included were whether or not the EAP counselor completed specialized 

training to offer individuaUzed crisis intervention services and whether or not the training to offer 

CISM services was completed before or after responding to their first workplace critical incident. 

The main effect for individual training was not significant, F(3, 214) = .864, p = .460. The main 

effect for before/after was also not significant, F(3,214) = .741, g = .529. The interaction 

between the two independent variables was not significant (p = .229).
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Table 22

Compassion Fatigue. Compassion Satisfaction, and Bumout by Individual Training and 

Before/After

Personal Stress Variables Compassion Fatigue Compassion Satisfaction Bumout

M (SD) M (SD) M (SD)

Individual Training (n = 221)

Yes 10.26 (5.72) 40.14(6.20) 16.57 (5.29)

No 9.48 (6.73) 39.90(6.10) 15.05 (5.91)

Before/After (n = 221)

Yes 10.15 (5.75) 39.87 (6.29) 16.44 (5.41)

No 10.24 (5.95) 40.49 (6.00) 16.40 (5.29)

Table 23

Set of Deoendent Variables bv Individual Training and Before/After

Independent Variable Wilkes X F df Error df p Eta Squared

Individual Training .988 .864 3 214 .460 .012

Before/After .990 .741 3 214 .529 .010

Individual Training x

Before/After .980 1.452 3 214 .229 .020

Data Analysis for Research Questions Six

Do counselors who experience direct exposure to responding to workplace critical incidents as 

compared to secondary or indirect exposure report higher levels o f compassion fatigue, 

compassion satisfaction, or bumout?
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The original proposed research question was exploratory in nature and was attempting to 

determine if type of exposure, primary or secondary, would predict scores on compassion fetigue. 

The questions developed to identify the type of exposure included; l)Have you ever been injured 

in a workplace critical incident, and 2) Have you ever lost someone you know in a workplace 

critical incident? After data collection was completed, only 5 (1.5%) participants responded they 

had been injured in a workplace critical incident and only 37(11.4%) participants responded they 

had experienced a loved one or someone they knew getting hurt in a workplace critical incident. 

With numbers this small, it was not possible to run meaningful statistical analyses. It was 

determined from these questions that the majority of EAP counselors who respond to workplace 

critical incidents experience secondary exposure to the incident rather than primary exposure. 

This conclusion makes sense given the feet that most EAP counselors do not have an office at the 

workplace and are asked to respond to workplace critical incidents after the incident has occurred 

and the environment has been secural.
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Chapter Six; Discussion 

Major Findings

This research study represents the first empirical study to examine the reactions of EAP 

counselors to working with traumatized clients and groups. This research contributes to a limited 

number of research studies that have begun to assess the reactions of mental health professionals 

as a result of working with traumatized chents. This study is built on the existing research and 

theory regarding compassion fetigue and related constructs, providing a starting point for future 

researchers to examine EAP counselors’ reactions to offering clinical and crisis intervention 

services. The results from this study answered the research questions, as well as pointed out a 

need for future research in the areas of compassion &tigue, compassion satis&ction, and bumout 

among EAP counselors and other providers of mental health services. Through the use of 

multiple regressions, bivariate correlations, and analysis of variance, relationships between the 

independent variables or predictors and the dependent variables associated with compassion 

fatigue and related constmcts were examined.

Sample Characteristics

The EAP counselors reported living in 45 states in the present study, which supports

geographic representation. An interestii^ finding related to the gender distribution among this

sample presented a need for clarification regarding representation of the sample and EAPA

116
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membership. In the present study, 55.7% of EAP counselors reported their gender as female and 

44.1% reported male (one participant did not report his or her gender). When the researcher 

contacted EAPA to confirm or disconfirm this distribution, EAPA was unable to offer statistics 

regarding gender distribution of their current membership because they have never asked 

members to identify themselves as male or female. TTie EAPA Membership Director, Ms. 

Allyson O’Sullivan, offered to visually scan the membership list and look for ‘male- and female- 

sounding’ names to give the researcher an idea of the gender distribution. Ms. O’Sullivan 

concluded that the current EAPA membership was comprised of approximately 60% females and 

40% males (A. O’Sullivan, personal communication, February 20,2004). This information 

should be interpreted with caution, considering the methodology used to obtain the distribution 

has a high likelihood of error. However, with no other information to confirm the gender 

distribution for EAPA, the current research study’s sample is similar to the information provided 

by the EAPA Membership Director. In a similar random sample of EAPA members, Sweeney, 

Hohenshil, and Fortune (2002) found that 52% of EAPA members reported their gender as 

female and 48% reported male; fiuther supporting the distribution in the present study. Even 

though gender was not a significant predictor in the current predictive models for compassion 

fatigue, bumout, and compassion satisfaction, it is clear that EAPA has a high number of male 

members as compared to other mental health and helping professional organizations. For 

example, membership for the National Association of Social Workers is comprised of 79% 

female and 20% male (1% is unknown) (NASW, 2002) and the American Associaticm for 

Marriage and Family Therapy (AAFT) membership is comprised of 67.4% female and 31.6% 

male (1% is unknown) (M. Gibson, personal communication, March 22, 2004). The ratio for 

gender in the present study was similar to membership of the American Psychological 

Association (APA) which is comprised of 50.9% female and 48.6% male (APA, 2002). Future 

research should examine other potential differences between male and female EAP counselors, 

such as practice characteristics, job role, and job satisfaction.
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Regarding education, it was interesting to note that almost 40% of EAP counselors in the 

present sample reported their graduate degree was obtained in the field of social work. All but 

three of these EAPA social work members reported completing a master’s degree in social work. 

Sweeney et al. (2002) also reported that 35% of EAPA members in their random sample reported 

completion of a social work graduate program. There are important implications for social work 

educators that will be discussed later in this paper in the section titled Practice Implications.

Further demographic questions on the research survey asked counselors about their 

specialized training completed to work with traumatized individuals and offer CISM services. 

Results suggested that the majority of EAP counselors sought additional post-graduate training to 

prepare them to work with traumatized clients. A majority of the sample, 83.5%, reported 

receiving formal training or education to pro\ide CISM services. The majority of counselors, 

75.0%, reported completing both, training to offer CISM and formal training to work with 

traumatized individuals.

In terms of responding to workplace critical incidents, EAP counselors reported 

responding to over 10,000 incidents, offering an average of 38 workplace critical incident 

debriefings over the course of an EAP counselor’s career. This number supports the notion that 

EAP counselors are commonly asked to respond to workplace critical incidents; many of them 

provide CISM services for employees and managers. Considering that 40% of the sample 

reported completing their education in social work, a question diat is later discussed in terms of 

policy implications, is how are schools of social work and other higher education programs 

preparing graduates to work in stressful environments and respond to workplace critical 

incidents?

Prevalence and Severitv of Compassion Fatigue. Compassion Satisfaction, and Bumout

No research studies could be located that focused on EAP counselors in terms of 

compassion fetigue and compassion satisfaction. Therefore, it was not possible to compare mean
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scores to other similar samples. Given that the majority of EAP counselors in this sample, 87 .7%, 

reported offering individual counseling and/or group crisis intervention services at some point 

during their EAP career, the mean scores for the Professional Quality of Life Scales (ProQOL, 

Stamm, 2002) were compared to similar samples of other mental health professionals. The three 

subscales of the ProQOL (Stamm) demonstrated good reliability and the three components of the 

ProQOL are supported in the literature on compassion fetigue and related constructs (Stamm, 

1997a, 1997b, 1998, 1999, 2002, 2004).

The average score for risk of compassion fatigue was 10.26, indicating that almost half 

(46.8%) of EAP counselors reported risk for compassion fatigue in the ‘moderate’ range. These 

sub-clinical scores for compassion fetigue have been noted in similar studies with mental health 

professionals (Ghahramanlou & Brodbeck, 2000; Meldrum et al., 1999; Ortlqjp & Friedman,

2002). Wee and Myers (2003) studied providers of CISM services and foimd that over half of 

their sample reported at least some type of psychological reaction after providing CISM services. 

Hodgkinson and Shepherd (1994) studied social workers and while they did not specifically 

measure compassion fetigue, they found that as a result of woridng with traumatized clients, 

social workers reported experiencing intrusive thoughts, feelings of helplessness, role ambiguity, 

role conflict, and role overload. Similar reactions would be expected from EAP counselors who 

work with survivors of workplace critical incidents.

In a study of secondary traumatic stress, Comille and Woodard Meyers (1999) found that 

37% of child protective service workers reportai secondary traumatic stress symptoms that were 

at a clinical level for emotional distress. In the present study, only 12% of the EAP counselors 

reported risk for compassion fatigue that was in the ‘high’ range. The present study’s sample 

reported lower risk for compassion fetigue than Comille and Woodard Meyers’ study, possibly 

due to the feet that child protective service workers are typically exposed to more traumatic 

stories, especially those involving children, compared to EAP counselors. In a study of trauma 

therapists, Chrestman (1999) found that the majority of therapists reported experiencing sub-
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clinical levels of traumatic stress; yet, Chrestman warned that some therapists who experienced 

extreme distress and anxiety, similar to the 12% in the present study, could result in a sudden 

change in career. While it inherently makes sense that EAP counselors, who are not working 

with traumatized clients on a daily basis, would report lower levels of compassion fetigue, it is 

still concerning that 12% scored in the high range for risk of compassion fetigue. No research to 

date could be located that has looked at the relationship between compassion fatigue with EAP 

counselors and afeiitional bumout fectors such as job satisfection and income. It is hypothesized 

that EAP counselors who report high levels of compassion fetigue and experience low job 

satisfaction may be at higher risk for bumout and prematurely leaving the EAP field, similar to 

Chrestman’s warning.

Regarding risk for bumout, the mean score for the current study was 16.78, indicating 

that the majority, 72.9% of EAP counselors scored in the ‘low’ range for risk for bumout. This 

finding is supported in similar studies of bumout among mental health professionals who offer 

trauma counseling services (Wee & Myers, 2003). Conversely, a study of mental healthceu'e 

providers (Rudolph et al., 1997) foimd that 50% of providers were at high risk for developing 

bumout. In the present study, only 4.9% of EAP counselors scored in the ‘high’ range for risk of 

bumout. Moore and Cooper (1996) suggest that mental health professionals in general might be 

at higher risk for bumout due to the type of organizational stress they encounter. Organizational 

stress in the current study was measured by the EAP counselor’s clinical caseload, total number 

of CISDs offered during their EAP career, hours spent per week on clinical work including 

paperwork, and whether or not the EAP counselor’s EAP offered services to help cope with 

work-related stress. After considering these variables, EAP coimselors still scored relatively low 

in terms of risk for bumout. Theory suggests that compassion satisfection may have a buffering 

effect for bumout (Stamm & Rudolph, 2004). This has not been empirically tested yet, but is 

suggested as an area for future research.
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Regarding the high scores for potential for compassion satisfection, the literature supports 

the notion that counselors who work with traumatized individuals report positive outcomes from 

dieir work (Schauben & Frazier, 1995; Wee & Myers, 2003). In the present study, 47.5% of EAP 

counselors scored in the ‘high’ range for potential for compassion satisfection. In a study of 

vicarious trauma among sexual assault counselors, Schauben and Frazier found that almost half of 

the coimselors in their sample reported four enjoyable aspects of working with sexual assault 

survivors. These included, “watching clients grow and change;... being a part of the helping 

process;... creativity, strength, and resilience of clients; and... their own [the counselors] growth 

and change” (Schauben & Frazier, p. 57-58). It is likely that EAP counselors, similar to other 

mental health counselors experience enjoyable aspects of working with traumatized individuals 

and organizations. These enjoyable returns may contribute to the high levels of compassion 

satisfaction reported in the present study. Theory suggests that compassion satisfaction may have 

protective factors against bumout (Stamm, 2002). It is possible that the high level of compassion 

satisfaction among the present sample of EAP counselors further contributed to the low risk for 

bumout.

Predicting Compassion Fatigue. Compassion Satisfaction, and Bumout

The predictor equation tested in the current study utilized the following predictors: 

primary role in the EAP, total hours per week spent on clinical work, total number of CISDs 

offered over course of EAP career, stressful life experiences, whether or not the EAP coimselor 

completed specialized training or education to offer individual services to traumatized chents, 

whether or not the EAP counselor received training or education to offer CISM services, whether 

or not the EAP counselor reported experiencing work-related stress in the past year as a result of 

working with traumatized individuals and/or groups, and gender of the EAP counselor. The 

dependent variables included risk for compassion fetigue, risk for bumout, and potential for
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Compassion satisfaction. A total o f three multiple regression models were run independently.

The results in terms of the literature are discussed below.

Predicting Risk for Compassion Fatigue. The overall mcxlel for predicting risk for 

compassion fatigue was significant and accounted for 12.1% of the total variance. This amount 

of variance accounted for in an exploratory study is smaU, yet consider^ important because it 

provides a starting place for future model building and testing. At the final step of the model, two 

variables were significant, stressful life experiences and work-related stress reported in the past 

year as a result of working with traumati2ed individuals or groups. Specifically, the higher the 

number of stressfiil life experiences an EAP counselor reported, the higher they scored on risk for 

compassion fetigue. This finding is supported in the literature that has shown that personal 

trauma histories contribute to higher levels of secondary traumatic stress (Comille & Woodard 

Meyers, 1999; Follette et al., 1994; Kassam-Adams, 1999; Mannar et al., 1996; Moran & Britton, 

1994; Pearlman & Mac Ian, 1995; Pearlman & Saakvitne, 1995; Rudolph et al., 1997; Schauben 

& Frazier, 1995). The second significant predictor, work-related stress, is also supported in the 

literature in terms of how stressed the counselor is by working with traumatized individuals and 

groups resulting in higher risk for compassion fetigue (Pearlman & Mac Ian, 1995; Potter et al.,

2003). It would seem that the counselors’ ability to emotionally and psychologically absorb and 

process the trauma of others is directly related to their own life experiences. This finding that 

perscHial trauma is related to higher levels of secondary traumatic stress suggests that there may 

be a point of saturation for counselors or a level of tolerance beyond which the coimselors are not 

able to effectively work with clients and organizations that have experienced trauma or a critical 

incident. Theory related to secondary traiunatic stress (Figley, 2002), supports that reactions to 

working with traumatized clients and groups of clients are normal and to be expected. However, 

at some point, the counselor may become overwhelmed with reactions to trauma and not be able 

to effectively attend to his or her own personal needs while at the same time providing for the

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



123

needs of the client. This feeling of being overwhelmed could result in work-related stress and 

eventually bumout.

Predicting Potential for Compassion Satisfaction. The overall model for predicting 

potential for compassion satisfaction was not significant and therefore individual predictors could 

not be interpreted. Given the fact that compassion satis^tion, while not a new phenomena, is 

relatively new to the research literature, it is unclear at this time which personal or professional 

characteristics of the EAP counselor or other mental health professional may predict higher or 

lower levels of compassion satisfaction. Perhaps the predictors in the current model, while 

important for predicting bumout and compassion fetigue, are not as important for predicting 

potential for compassion satisfection. While not the focus of the present study, personality 

typologies, could offer another explanation important to understanding compassion satisfaction. 

The Constructivist Self-Development Theory (CSDT) (McCann & Pearlman, 1990), used in the 

present study, discusses the idea that personality is shaped, in part, by the counselor’s response to 

traumatic material. Conversely, personality theories (Costa & McCrae, 2003; Wiggins, 1968) 

suggest that personality is often a driving fector, important in sh^mg the counselor’s reactions to 

stress and trauma. In terms of the latter explanation, EAP counselors may react to traumatized 

clients and organizations based in part on their personahty type. For example, counselors who 

thrive on adrenaline and working in trauma environments would likely feel more comfortable and 

positive about working with traumatized clients.

It is also interesting to note that the prediction model incorporating coping style was 

significant for predicting potential for compassion satisfection. This leads the researcher to think 

that type of coping style utilized by the EAP coimselor is a strong predictor of compassion 

satisfection. The feeory of cognitive ad^tation suggests that when people are threatened or 

exposed to trauma, they will initially tum to their social networks and individual coping resources 

for help (Taylor, 1983). These actions of seeking and accepting help to cope with traumatic
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material would be coded as positive coping in the present study, which was significantly related 

to higher levels of compassion satisfection. Conversely, the use of negative coping styles would 

interfere with one’s ability to process traumatic material and recover from the negative effects of 

trauma; thereby resulting in decreased levels of compassion satisfection. Predicting potential for 

compassion satisfaction is certainly an area for further investigation. Other predictors not 

included in this research may be related to compassion satisfaction. Research has shown that 

variables such as chronic everyday stress, overload, feeling trapped from changing jobs, and 

perception of control and autonomy (Maslach, 1982a) are related to bumout. It would be 

interesting to see how diese predictors, may or may not predict compassion satisfaction.

Predicting Risk for Bumout. The overall model for predicting risk for bumout was 

significant and accounted for 7.8% of the total variance. Although this variance accounted for is 

low, it is significant in understanding research at this exploratory level and provides a starting 

point for model building and testing in fixture research. At the final step of the model, two 

variables were significant, total niunber of workplace CISDs offered during EAP career and 

work-related stress experienced in the past year as a result of working with traumatized 

individuals or groups. Specifically, the higher the number of workplace CISDs offered, the 

higher the counselor’s risk for bumout. Similar to CISDs, EAP counselors who reported work- 

related stress reported higher levels of risk for bumout. Theory suggests that counselors adapt to 

working with traumatized clients and groups (Horowitz, 1996; McCann & Pearlman, 1990). 

However, there appears to be a saturation point or level of stress that results in the counselor’s 

inability to effectively cope with the negative reactions of trauma work. The concept that 

cumulative stress may have a n^ative effect on counselors (Figley, 2002) is clearly demonstrated 

in the finding that higher number of CISDs offered result in hi^er levels of bumout among EAP 

counselors. Further, work-related stress may result from the counselor’s inability to effectively 

adapt traumatic material into their existing schema. This research suggests that as work-related
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stress increases, compounded by increased numbers of CISDs offered throughout the counselors’ 

career, bumout also increases. Wee and Myers (2003) studied providers of CISM services and 

found the opposite in regards to offering CISM services and bumout. They concluded that the 

majority of participants, all who offered CISM services, scored lower on a scale for bumout. A 

possible explanation for Wee and Myer’s contradictory findings may involve whether or not the 

EAP counselors in this study are providing the full scope of CISM services or just CISD 

interventions. CISD was never intended to be a stand-alone service, rather it was developed to be 

one component of a larger multi-component system for responding to critical incidents (Everly et 

al., 1999; Everly & Mitchell, 1999b; Mitchell 2003; MitcheU & Everly, 2000). However, EAP 

counselors have been known to provide CISD interventions without appropriate support services 

and services recommended by the CISM model. Some of these CISM services, including follow- 

up and management consultation may play an important role in the prevention of bumout. To 

this writer’s knowledge, this theory has yet to be tested empirically.

Potter et al., (2003) developed a program called ‘debriefing fiie debriefers’. This program 

is designed to help alleviate the negative stress resulting fi-om working with traumatized clients or 

groups and offering CISM services, which can result in secondary traumatic stress or bumout.

Hie model is similar to the Mitchell (1983) model of CISD, but is condensed, consisting of three 

phases: the review phase, the response phase, and the remind phase. These debriefings are 

usually offered soon after the CISD has been completed and are led by an experienced member of 

the CISM team. Lewis (2002) also recommends using debriefing as an intervention to support 

and foster good self-care habits among debriefers.

Perhaps a program designed to ‘debrief the debriefers’ could be developed for use with 

EAP counselors to help prevent bumout. Considering that in the present study, offering CISD 

interventions was linked to increased risk for bumout, it would be important for EAP companies 

to develop and deliver services to ensure their counselor are effective and healthy. Only a small 

percentage (16.6%) of EAP counselors in the present study reported that their EAP offered any
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services to help cope with work-related stress. EAPs that offered debriefings for the EAP 

debriefers only made up 9.3% of the services offered. It is possible that the services currently 

offered (EAPs, individual counseling sessions, etc.) are not effective in helping counselors cope 

with work-related stress and reactions resulting from offering CISDs. Another possibility that 

was not tested in Ihis study is that due to the continued stigma still connected phenomena such as 

compassion fatigue and bumout, EAP counselors may not be using support services to their full 

potential.

Predicting Compassion Fatigue. Compassion Satisfaction, and Bumout with Coping Models

Coping was measured using the Brief COPE (Carver, 1997), a 28-item self-report scale 

that is scored into 14 subscales. Carver does not suggest that an overall coping score exists and 

does not recommend any method in using the subscales except as individual coping methods. 

However, Carver does permit the researcher to run second-order fector loadings on the original 

scale items to determine potential components. The Brief COPE was answered only by 

counselors who reported experiencing work-related stress in the past year resulting from working 

with traumatized individuals and/or groups. Therefore, the researcher used a subset of the larger 

sample to further analyze coping as a predictor for compassion fatigue and related constmcts. A 

Principal Components Analysis (PCA) was used to determine how the 28 coping items might 

group together. From this analysis, the researcher conceptualized three types of coping; positive 

coping, passive coping, and negative coping. Positive coping items included: concentrating 

efforts on doing something about the situation, getting emotional support and advice from others, 

taking action to make the situation better, reffaming the situation to see things in a better light, 

and using religion or spiritual beliefs to find comfort. Passive coping items included; expressing 

or venting negative feelings, learning to live with work-related stress, engaging in activities such 

as TV watching, reading, etc. to think about stress less, and using hmnor. Finally, negative
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coping items included: using alcohol or drugs to feel better, denying the situation, criticizing 

oneself, giving up on trying to cope with work-related stress, and blaming oneself for stress.

This study used bivariate correlations to examine possible relationships between the three 

subscales of coping and the outcome variables of interest. After running the correlations, it was 

determined that positive coping style was positively related to potential for compassion 

satisfaction and negatively related to risk for bumout. Passive coping style was positively related 

to risk for bumout. Finally, negative coping style was positively related to risk for compassion 

fatigue and risk for bumout, and inversely related to potential for compassion satisfection.

Tbe researcher used the three coping subscales as prolictors in a modified predictive 

equation for the outcome variables of interest. Three separate multiple regressions were run 

using the following predictors: education and training variables (including training to offer 

individualized services to traumatized clients, training to offer CISM services, and degree 

discipline -  coded into social work or other), coping style (including the three coping subscales of 

positive coping, passive coping, and negative coping), stressful life experiences, clinical caseload, 

and gender.

The model was able to accoimt for 21.5% of the total variance for predicting risk for 

compassion fatigue. The same model was able to account for 35.1% of the variance in potential 

for compassion satisfection. Finally, the model was able to accoimt for 30.7% of the total 

variance in risk for bumout.

In predicting risk for compassion fatigue, n^ative coping style and stressful life 

experiences were significant predictors. In summary, the greater the EAP counselor’s use of 

negative coping skills, the greater the risk for compassion fetigue. Similarly, the higher number 

of stressful life experiences, die greater the EAP counselor’s risk for compassion ferigue. In 

predicting risk for bumout, positive coping style and negative coping style were identified as 

significant predictors. The greater the EAP counselor’s use of positive coping skills, the lower 

his or her risk for bumout and conversely, the greater the use of negative coping skills, the greater

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



128

the risk for bumout. In predicting potential for compassion satisfaction, training to provide CISM 

services, positive coping style, and negative coping style were significant predictors. In 

summary, EAP counselors who reported ccanpleting specialized training or education to offer 

CISM services reported greater potential for compassion satisfaction. Further, EAP counselors 

who utilized more positive coping skills and less negative coping skills had greater potential for 

compassion satisfection.

It can be concluded, based on results from the multiple regressitms, that coping style was 

a strong predictor of compassion fatigue, compassion satisfection, and bumout. After running the 

regression equations with the three subscales for coping style, all three predictive models 

improved in terms of predictability as compared to the original regression models without coping 

style (See Results; Research (^estion Two). When EAP counselors, who reported experiencing 

work-related stress as a result of working with traumatized individuals and/or groups, utilized 

positive coping methods they reported less risk of compassion fetigue and bumout. Further, 

when positive coping styles were utilized, EAP counselors reported higher potential for 

compassion satisfaction.

Perhaps positive action may be related to hope and the idea that coimselors need to retain 

optimism when working with traumatized individuals and groups. Positive action may also 

confirm a sense of control and ability to psycholi^cally prevent negative effects from trauma 

work in the future. Counselors may do better in terms of coping with traumatic material when 

they have the appropriate methods and skills to mediate what is happening in the environment 

around them. Alternatively, the importance of coping style may indicate important predictors that 

were not studied in this research, such as personality traits and hardiness. For example, how 

would optimistic versus pessimistic personalities cope differently with traumatic clients. Further, 

introverts and extroverts would also likely have different coping styles related to working with 

traumatized individuals and groups.
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TTiese results are supported in the literature on coping. There is a body of research on 

coping skills that suggests greater utilization of positive coping styles are related to lower levels 

of secondary traumatic stress or compassion fetigue (Hollingsworth, 1993; Schauben & Frazier, 

1995) and lower levels of bumout (Brown & O’Brien, 1998; Carson, et al., 1999; Pines, 1983). 

Pines suggested that coping skills, such as getting emotional and social support, contribute to 

lower levels of bumout. Research has supported the notion that social support, coded on the 

positive coping subscale of the Brief COPE, is useful in mitigating some of the n^ative effects of 

trauma work (Fullerton et al., 2000; Kassam-Adams, 1999). Hollingsworth concluded that 

positive coping skills such as utilizing peer support, clinical supervision, and consultation, along 

with boundary setting, and working toward balancing work and life were all associated with 

reduced levels of risk for compassion fatigue. Positive coping behaviors were found to be related 

to reduced levels of bumout in two additional studies of mental health professionals (Brown & 

O’Brien; Carson, et al.). In a study that used the Brief COPE, the following original subscales 

were associated with decreased symptoms of posttraumatic stress disorder and vicarious trauma; 

active coping, use of emotional support, plannmg, and use of instrumental support (Schauben & 

Frazier). All of the above-mentioned subscales of the Brief COPE, except humor, were coded on 

the ‘positive coping style’ subscale, developed for use in the present study. Humor was coded on 

the ‘passive coping style’ subscale. Humor, as defined by the Brief COPE, includes the follovting 

two items: “I’ve been making jokes about it” and “I’ve been making fun of the situation”. These 

two items loaded stronger on the passive coping scale rather than the positive coping scale. This 

could be due to the feet that the type of hiunor in this scale refers to professionals’ use of ‘dark’ 

or ‘sarcastic’ humor and is was interpreted by this researcher as not focused on resolving stress in 

an active or positive manner, but more on releasing tension and stress, similar to venting.

Negative coping behaviors such as professional isolation, have been found in the 

literature to contribute to higher levels of compassion fetigue and vicarious traumatization 

(Stamm, 1999; Terry, 1999). Follette et al. (1994) studied mental health and law enforcement
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professionals and concluded that negative coping skills, along with higher levels of personal and 

professional stress, were related to increased symptoms of secondary traumatic stress, similar to 

compassion fatigue and some aspects of bumout. Creamer and Liddle (2004) found that among 

mental health professionals who responded to the attacks on September 11, 2001, those who used 

maladaptive or negative coping methods reported higher levels of secondary traumatic stress. 

Additionally, Keidel (2002) studied hospice caregivers and concluded that caregivers who 

utilized positive coping skills such as conducting self-assessment, asking for and accepting 

assistance, and attending to physical well-being, scored lower on scales for risk of compzission 

fetigue and bumout. In a study of rescue workers after the Oklahoma City bombing (North et al., 

2002) it was found that negative coping skills such as increased alcohol use were significantly 

associated with increased fiinctional impairment. In a study using the Brief COPE, the scale used 

in the present study, subscales such as behavioral disengagement, denial, and dmg/alcohol use 

were all related to increased symptoms of posttraumatic stress disorder and vicarious 

traumatization (Schauben & Frazier, 1995). It is interesting to note that all of these subscales 

were coded as part of the ‘negative coping style’ subscale developed for use in the present 

research study.

Spirituality and seeking emotional support fi*om others, two variables coded on the 

positive coping subscale in this study, were found to be related to reduced symptoms of 

secondary traumatic stress (Salston & Figley, 2003). Further, religion, when used by people 

during times of stress, has been identified as a positive coping method (Koenig, George, &

Siegler, 1988; McRae, 1984). Jones (2001) concluded that therapists reported the following 

coping behaviors as being helpfixl in dealing and coping with reactions to trauma counseling: 

personal counseling, balancing work and family with leisure time, spirituality, and supervision.
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Stressful Life Experiences or Personal Trauma History

The question of whether or not different types of stressful life experiences may or may 

not be relatol to risk for compassion &tiguc, potential for compassion satis&ction, and risk for 

bumout was answered by mnning a series of bivariate correlations for the five most commonly 

reported stressful life events. TTre following stressful life experiences were found to be 

significantly related, in a positive direction, to potential for compassion satisfection: witnessing or 

experiencing the death of a close friend or family member and witnessing or experiencing a 

serious accident or injury. Witnessing or experiencing the death of a close fnend or femily 

member was negatively related to risk of bumout. Finally, witnessing or experiencing a serious 

accident or injury and witnessing, as an adult or child, someone else being choked, hit, spanked or 

pushed hard enough to cause injury were positively related to risk of compassion fatigue. Based 

on the theory of cognitive adaptation (Taylor, 1983), counselors who have witnessed the death of 

a close friend or family member would have begun to adapt the concept of death into their 

schema regarding life. This experience of adaptation may help prepare the counselor to cope with 

fiiture situations involving death without feeling so overwhelmed that they reach a point of 

bumout. Conversely, if a counselor is exposed to death for the first time through their client’s 

experience, the counselor may be less effective in working with the client because he or she is 

experiencing death for the first time. This process of experiencing death and coping with death 

could result in the counselor feeling overwhelmed or ineffective, both are characteristics of 

bumout (Maslach, 1982a).

Regarding the finding that counselors reported higher levels of both compassion fetigue 

and compassion satisfection as a result of experiencing a serious accident or injury; but this was 

not related to increased risk for biunout, it is important to remember that compassion fetigue, and 

possibly compassion satisfection, are eonsidered to be natural outcomes from working with 

traiunatized clients and groups of clients. Therefore, no counselor is immune to the negative 

effects of trauma work and all would be expected to have some secondary traiunatic stress
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reactions from hearing about a serious accident or injury. On the other hand, having personally 

experienced witnessing or experiencing a serious accident or injury may help to prepare the 

counselor to work with the client more effectively, therefore contributing to the increased sense 

of compassion satisfaction about effectively helping someone who has experienced a similar 

traumatic event. Another explanation involves the feet that the two situations just described are 

considered ‘man-made’ traumatic events whereas, death of a close friend or loved one may be 

either ‘man-made’ or ‘natural’. Theory suggests that man-made disasters and traumatic events 

are more challenging to adapt into existing schema due to the person’s lack of sense of control 

and questions r^arding personal safety (Bamn, Fleming, & Davidson, 1983; Rubonis & 

Bickman, 1991). It is likely that coimselors who were exposed to these stressful experiences in 

their personal lives are reminded of them through their work with traumatized chents and 

organizations. This process of being reminded of potential unresolved personal traumatic 

euqieriences results in increasai levels of compassion fatigue.

The high rate of personal stressfiil or traumatic life experiences identified the current 

study has been found in other similar samples of helping professionals. For example, Pearlman 

and Mac Ian (1995) reported that among a sample of trauma therapists, 60% reported a personal 

history of trauma. One ne«is to consider when discussing personal trauma histories, the reason 

why mental health counselors often enter the trauma field. Many people are drawn to the helping 

professions because they too have been traumatized and helped by counseling (Aguilera, 1994; 

Saakvitne & Pearlman, 1996). It is likely that EAP counselors, similar to other mental health 

professionals, often enter the EAP field to help people cope with crisis and traumatic events, 

similar to their own personal experiences.

Stressful hfe experiences or personal trauma histories have been correlated with 

increased levels of traumatic stress symptoms, including secondary traumatic stress or 

ccwnpassion fatigue (Comille & Woodard Meyers, 1999; Follette et al., 1994; Kassam-Adams, 

1999; Marmar et al., 1996; Moran & Britton, 1994; Pearlman & Mac Ian, 1995; Pearlman &
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Saakvitne, 1995; Rudolph et al., 1997; Schauben & Frazier, 1995). Nelson-Gardell and Harris 

(2003) studied child welfare workers and found that personal trauma histories, specifically, 

history of child abuse and neglwjt, increased the risk of secondary traumatic stress among the 

workers.

A study reporting contradictory results was conducted on social workers and findings 

suggested that personal trauma histories did not predict scores on measures of vicarious trauma 

(Adams et al., 2001). This finding, while contradictory to the present findings, used vicarious 

traumatization as the primary outcome variable rather than compassion fatigue as in the present 

study. Creamer and Liddle (2004) also failed to find a correlation between personal trauma 

histories and compassion fetigue. Finally, Lind (2000) and Benatar (2000) did not find personal 

trauma histories to be a predictor of secondary traumatic stress among therapists.

Group Differences on Compassion Fatigue. Compassion Satisfection. and Bumout

Five separate MANCOVAs were used to differentiate between groups on the set of 

dependent variables with age used as a covariate. From these analyses, the following variables 

significantly differed on the set of dependent variables; stressful life experiences, work-related 

stress in the past year as a result of working with traumatized individuals and/or groups, and 

whether or not the EAP coxmselor’s EAP offers services to help cope with work-related stress. 

Stressful life experiences have been discussed earlier in this chapter. The following paragraphs 

will focus on group differences for work-related stress and EAP services to cope with work- 

related stress. Other than these two variables, there were no significant differences detected 

among the demographic variables and compassion fetigue and related constructs. Some of the 

variables that were not significant, but of particular interest to this study, are discussed at the end 

of this section.

Work-related stress as a result of working with traumatized individuals and or groups has 

been foimd to be related to bumout and compassion fetigue in the literature. In a study of over
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1,000 Israeli social workers, El-Bassel et al., (1998) concluded that when social workers utilized 

support from supervisors and coworkers, they reported less stress and health-related strains. They 

also found that when these coping methods were not used, clinical work was adversely affected. 

Stress and health-related strain could be related to some characteristics of compassion frtigue and 

bumout. Belicki and Woolcott (1996) reported that aspects of work-related stress, such as 

scheduling problems and lack of supervisor support, were related to higher levels of bumout 

among therapists. Farber and Heifetz (1982) also found that bumout levels were increased due to 

coimselors reporting feeling overworked, having to work with difficult clients, and having to cope 

with the often slow pace of therapeutic work. Finally, in a study of community mental health 

professionals, aspects of work-stress that were related to bumout included: workload, time 

management, referral problems, safety concems, poor working conditions, decreased funding, 

and overall lack of resources (Edwards, Bumard, Coyle, Fothergill, & Hannigan, 2000).

The types of services EAPs are offering to EAP counselors remain unknown. Only 

16.6% of the present sample reported that their EAPs offered any services to help cope with 

work-related stress. Further, it is not clear how this sample utilizes the services and whether or 

not the services are effective. In terms of compassion fetigue, idratified in the literature as an 

‘occupational hazard’ (Munroe, 1999), EAPs may find themselves in a position where a 

counselor suffering the negative effects of compassion fetigue may sue the EAP company or file 

for worker’s compensation. If compassion fetigue is indeed a natural and unpreventable result of 

working with traumatized individuals and groups, EAPs must consider the potential liability for 

their staff’s well being and offer services that are effective in supporting EAP counselors. No 

research could be located that has studied which types of services are effective for helping EAP 

counselors cope with work-related stress; however, this is an area to consider for future research.

The notion that EAP counselors did not differ on their risk for compassion fetigue in 

regards to specialized training to offer individual crisis intervention or group services, such as 

CISM, is not completely supported by the literature. Good (1996) and Rudolph et al., (1997)
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found that therapists who reported lower levels of education and training scored higher on the 

original scale of Compassion Fatigue (the Compassion Fatigue Self-Test for Psychotherapists, 

CFST). Ortlepp and Friedman (2002) wrote that increased self-efBcacy, gained from completion 

of training about trauma, predicted decreased levels of compassion &tigue and bumout.

However, Ghahramanlou and Brodbeck (2000) used a different measure of secondary traiunatic 

stress and found that education did not predict distress levels among sexual assault trauma 

workers. Further, training regarding vicarious traumatization was not a predicting fector related 

to decreased distress for practitioners responding to September 11, 2001 attacks (Warren, Lee, & 

Saunders, 2003).

Gender was not significantly different on the risk for compassion fatigue scale and 

related constmcts. Gender is a variable that has been found to have conflicting results in terms of 

different reactions to traumatic material. Most research studies on the topic of traumatic stress 

have reported that females are at a higher risk for secondary traumatic stress as compared to 

males (Comille & Woodard-Meyers, 1999; Kassam-Adams, 1999; Kessler et al., 1995; Vrana & 

Lauterbach, 1994). However, a number of studies have support that gender is not a predictor of 

secondary traumatic stress (Creamer & Liddle, 2004; Pearlman & Mac Ian, 1995). Creamer and 

Liddle concluded that gender did not differ significantly on the Impact of Event Scale, a measure 

of traumatic stress, used with mental health professionals who responded to the attacks on 

September 11, 2001. Due to the conflicting research, gender as a potential predictor of secondary 

traumatic stress continues to be a variable that deserves further exploration.

Exposure and Reactions to Workplace Critical Incidents

The original research plan for assessing the effects of exposure (primary versus 

secondary) to workplace critical incidents was not possible due to the small number of EAP 

counselors who reported primary exposure to workplace critical incidents. Specifically, only five
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EAP coimselors reported ever being injured in a workplace critical incident and only 37 EAP 

counselors reported ever losing someone they knew in a workplace critical incident.

Figley (1995) surmised that people who have direct exposure or who work with trauma 

victims are just as likely as primary victims to experience traumatic stress and traumatic stress 

disorders. Perhqjs the type of exposure to traumatic material is not as important as originally 

hypothesized. Future research should consider the various types of exposure to traumatic 

material to determine if type of exposure predicts risk for compassion fatigue or bumout.

Another concept to consider regarding exposure and EAP counselors is ‘shared trauma’. 

Shared trauma is a construct that has recently been gaining attention in the literature, especially 

after the attacks on the United States on September 11, 2001. While most EAP counselors 

respond to workplace critical incidents after they occur or hear about traumatic experiences via 

working with clients, the term ‘shared trauma’ refers to mental health professionals who 

experience large-scale disasters at the same time as the clients they may work with after the event 

occurs (Saakvitne, 2002). Shared trauma results fi’om both the clinician and client being exposed 

to the same trauma and results in a joint processing and subsequent adaptation to the experience. 

This phenomena would be important to study with EAP counselors who respond to large-scale 

disasters. Perhaps this type of shared experience is more relevant than primary versus secondary 

exposure. Certainly, the importance of clinician self-care becomes paramount when working 

with clients who share traumatic experiences. Tosone et al. (2004) stress that “issues of 

countertransference and secondary trauma are exacerbated, as the clinician is more likely to self- 

disclose” (p. 162). They also discuss implications of neutrahty and write that when shared 

trauma is involved, it is more diflBcult for the clinician to remain neutral as they work with clients 

who are recovering from traiunatic stress.
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Conclusion Regarding Major Findings

The finding that between 20-35% of the total variance in the dependent constructs was 

accounted for by this exploratory study, when coping was included in the models, is important. 

Further, after carefully comparing the two predictive models (one with coping style and one 

without), it is evident that coping style is a strong predictor of compassion fatigue, compassion 

satisfaction, and bumout among EAP counselors. Specifically, the use of positive and negative 

coping styles as categorized by the Brief COPE predict the three outcomes. Coping style, as 

defined in the current research, has not been tested before on any other sample and therefore is 

deserving of further attention and exploration.

Regarding support for EAP counselors, the question of what supports EAPs offer their 

staff remains. The majority of EAP counselors, 83.4%, &iled to report any type of service 

offered by their EAP to help them cope with woric-related stress. Of the 16.6% who reported 

services, it is not clear whether or not these services are being used efficiently or if they are 

effective. Given that work-related stress as a result of woridng with traumatized individuals 

and/or groups was a strong predictor of compassion fetigue, it is important that EAPs begin to 

look more closely at how they are supporting or not supporting their counselors. Further, work- 

related stress as a result of working with traumatized individuals and/or groups was not related to 

bumout; however, other forms of work-related stress (i.e. low pay, role overload, role confusion) 

have been shown to increase rates of bumout among mental health coimselors (Aguilera, 1994; 

Myers & Wee, 2002; Wee & Myers, 2002). Research should consider these other fectors in 

future studies on EAPs and compassion fetigue.

Another explanation for the low risk of bumout reported in the current sample could 

relate to the notion that compassion satisfaction may have protective fectors against bumout. 

Theory suggests that compassion fetigue and compassion satisfaction are natural reactions to 

working with traumatized clients. However, bumout is considered preventable. It could be 

plausible that compassion satisfection acts as a buffer, blocking EAP counselors fi’om some of the
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negative effects resulting from working with traumatized clients; therefore, protecting them from 

burnout.

Alternately, the theory of cognitive adaptation (Taylor, 1983) may be used to explain 

why the EAP counselors in this research study reported such a low risk for burnout. As compared 

to odier mental health professionals, this sample of EAP counselors reported lower risk for 

burnout (Wee & Myers, 2002). Perhaps working with individuals and groups experiencing 

trauma or crisis over time becomes adapted into part of the EAP counselor’s way of thinking 

about the world or ‘world schema’. Therefore, EAP counselors who plan to work with 

traumatized clients and organizations may anticipate that they will provide interventions for 

traumatized people. This built-in cognitive and emotional expectation may act to buffer some of 

the negative impacts of trauma work because they (the negative aspects of trauma work) are 

anticipated as part of working as an EAP counselor. It would be interesting to test this hypothesis 

by assessing risk for burnout among EAP counselors using a longitudinal research design.

What is imique to mental health professionals, including this sample of EAP counselors, 

is the feet that part of their job is focused on educating clients about self-care and positive coping 

skills. However, it is not clear if counselors effectively utilize their knowledge of coping in 

personal stressful situations. The idra that EAP counselors inherently know what defines positive 

versus negative coping skills does not mean that they always choose the best ways of coping with 

their personal reactions to traumatic stress. It is likely feat in fee present study, participants had 

prior knowledge of coping wife traumatic stress and utilized scwne positive coping skills based on 

this knowledge. However, fee feet that EAP counselore still reported utilizing negative coping 

skills, such as using drugs and alcohol and giving up on coping wife work-related stress, in spite 

of their knowledge and education, remains an area deserving additicmal study. Further, fee 

question of what EAP companies are encouraging their EAPs to use in terms of coping wife 

work-related stress remains a question.
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It is likely that a combination of all of these hypotheses explain how EAP counselors 

respond to working with traumatized individuals and groups. The notion that compassion 

satisfaction has some protective i^ o rs against burnout, the idea that EAP counselors may adapt 

experiences of working in stressful environments into their schema, and type of coping style are 

all likely to be essential fectors related to predicting compassion fatigue, compassion satisfaction, 

and burnout.

Limitations of this Study

There are several limitations to this study. First, the sample of EAP coimselors is limited 

in its ability to represent all practicing EAP counselors. Hie organization from which the sample 

was randomly selected, the Employe Assistance Professional Association, or EAP A, is the 

oldest and largest international organization that certifies EAP counselors. Therefore, EAPA was 

the best choice for sampling because it had the most updated and comprehensive list of EAP 

counselors.

Surveys were mailed to participants during summer 2003 and a total of 325 completed 

surveys were returned to the researcher for an overall response rate of 45.2%. There was no 

mechanism to track why people did not respond to the survey. The population of EAP counselors 

who were asked to participate is possibly overworked and has limited time to do paperwork that 

is not required. Therefore, EAP counselors who are experiencing high levels of compassion 

fatigue and/or burnout, may not have completed the survey due to perceived lack of time.

Anderson, Kasper, and Frankel (1979) recommend that researchers obtain information about 

participants who do not respond to the research in order to calculate non-response bias. This was 

not possible given the anonymous nature of the questionnaire, so the ultimate nature of bias in the 

present study is unknown.

As previously discussed in Chapter Two; Literature Review, there is limited research that 

has been conducted on EAP coxmselors in regard to their reactions to working with tramnatized
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dieaits and organizations. Research on the topic of compassion fetigue and related constructs has 

utilized the ProQOL (Stamm, 2002) for samples other than, but similar to, EAP counselors. The 

findings should be considered exploratory and the analyses selected represented the exploratory 

nature of this study. Causal inferences cannot be drawn from this study due to the cross-sectional 

design that was utilized; however, the results support many of the hypotheses for predicting risk 

for compassion fetigue and potential for compassion satisfaction as referenced in the literature.

Another limitation involves the use of newly developed standardized measures for 

compassion fatigue, compassion satisfaction, and burnout. Regarding the ProQOL (Stamm,

2002) used in this study to measure compassion fetigue, compassion satisfaction, and burnout, the 

researcher ran Chronbach’s alpha for each scale to assess reliability. Each scale met the standard 

for adequate reliability (alpha > .70) (Litwin, 1995). Regarding the Stressfiil Life Experiences 

Scale, Short-Form (SLES-S, Stamm et al., 1996), there is a limitation regarding its inability to 

measure the severity of the experience based on the individual’s perception. For example, a 

person who was sexually assaulted may view this experience as more traiunatic than a person 

who experienced a natural disaster.

The data that form the basis of this study were acquired through self-reported 

questionnaires. When using self-report data, one always needs to consider bias in reporting, 

especially with sensitive subject matter such as compassion &tigue and burnout. The sample was 

highly educated and the majority were trained in clinical fields such as social work and 

psychology. The EAP coimselors were made aware of the study’s intentions through the cover 

letter and the actual questions informing participants that the survey was measuring reactions to 

traumatic stress. Due to fiiis prior knowledge, EAP counselors may have reported less 

compassion fetigue and burnout and more compassion satisfaction. The same holds true 

regarding coping methods; where, EAP counselors may have been biased in reporting more 

‘positive’ coping methods to cope with work-related stress due to working with traumatized 

individuals and/or groups. Another concern regarding self-report data relates to how the EAP
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counselors defined and interpreted questions. For example, EAP counselors were asked to 

complete the Brief COPE scale only if they identified themselves as experiencing work-related 

stress as a result of working with traumatized individuals and/or groups in the past year. While 

the timeframe of one year helped to minimize recall bias, the word ‘work-related stress’ can have 

multiple meanings for different people. The reliance on self-report data allows for error in terms 

of interpretation and needs to be considered when interpreting these findings.

Pilot testing was one mefliod used to minimize the potential for systematic error and 

response bias; however, random error cannot be estimated for this study and certainly occurred 

during various points of the research. A final limitation to this study involves the problem related 

to recall bias. Because the research was retrospective in terms of assessing reactions to 

traumatized clients and critical incidents that occurred in the past; the study was impacted by 

recall bias on the part of the EAP counselors. Again, this study attempted to minimize this 

problem by measuring recent reactions related to risk for compassion fetigue and related 

constructs (within the past 30 days) and coping methods were confined to a one year time fimne.

Strengths of this Study 

There are several strengths related to the current study. To begin, this is the first study of 

its kind to research compassion fatigue and related constructs among EAP counselors. The EAP 

field continues to grow throughout the world and the severity of presenting problems among EAP 

clients and workplace critical incidents also continues to increase. Based on the results fi'om this 

study, EAP counselors are oftentimes called upon to respond to individuals and groups 

experiencing serious trauma and crisis; thereby exposing themselves to secondary trauma. The 

potential result of secondary exposure to trauma and crisis can result in compassion fatigue and 

burnout, which has not been systematically studied in the EAP field.

A second strength related to this study was the use of a large random sample of EAP 

counselors from across the United States. The data was geographically representative, with 45 of
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the 50 Unitai States represented. While this sample was a random sample of EAPA members, 

results should be interpreted with eaution because not all EAP counselors in the United States are 

active members of EAPA. However, in planning the data collection strategy, EAPA represents 

the most current and comprehensive professional organization for EAP counselors.

The Brief COPE (Carver, 1997) has traditionally beat used in research to measure 14 

different subscales for coping. After running a PCA on the Brief COPE, the variables loaded well 

on three separate subscales. Consequently, three subscales were conceptualized (positive coping, 

passive coping, and negative coping) that are imique to the current study. These scales may 

provide a baseline for fiiture research to further examine new measures of coping for mental 

health professionals.

Finally, the statistical analysis plan for the present research study utihzed multiple 

regression models, which are appropriate for determining the amount of variance accounted for 

by the overall model, while simultaneously determining the variance for individual variables 

(Aron & Aron, 1999). The use of such rigorous statistics in an exploratory study is notable. 

Further, the finding that the predictive models were able to account for between 20% and 35% of 

the total variance for compassion fatigue, compassion satisfection, and burnout is significant for 

an exploratory study. These models suggestal by the researcher can be further developed and 

tested in future research with EAP counselors and other similar samples of mental health 

professionals.

Theorv Implications

There are important implications for theory development related to compassion fetigue 

and compassion satisfaction. To date, there has been httle theory development work completed 

on the topic of compassion fetigue and almost none on compassion satisfaction. This study 

borrowed concepts from the Constructivist Self-Development Theory (McCann & Pearlman,

1990), a theory developed primarily to explain 'vicarious traumatization. While vicarious

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



143

traumatization is similar to compassion fatigue, compassion fatigue was originally defined based 

on symptomatology from the DSM-IV (1994). In frict, there are many terms used in the field of 

secondary traumatic stress that have some overlap, but there are also differences betweai the 

terms that “have yet to be integrated” (Sexton, 1999, p. 394). Further, Stamm (2002) notes that 

“even with the sudden increase in the literature, [on secondary traumatic stress] there is no 

uniform designator, nor is there a meaningful taxonomy for the multiple words” (p. 2).

This writer developed a model to better understand the relationships between secondary 

traumatic stress, compassion fetigue, compassion satisfection, vicarious traumatization, and 

bimiout (see Appendix C). Model develq>ment is a step towards theory development and testing. 

There still remains a need for additional research to better understand how these various 

constructs relate to each other and to understand the predictors for each to prevent negative 

outcomes such as bumout and poor clinical care. Perhaps qualitative research methods, as 

described more in the Research Implications section, would be ^jpropriate to help develop theory 

to describe how these various constructs relate to each other and predict both positive and 

negative outcomes. Theory developmait would help to clarify some of the psychometric issues 

related to the ProQOL (Stamm, 2002), which are further discussed in Research Implications.

Research Implications

This study provides a starting point for additional research on compassion fetigue and 

compassion satisfection among EAP counselors. Future research needs to place a greater focus 

on identifying the risk factors for compassion fetigue and the predictors of compassion 

satisfection. Additionally, the coping skills utilized by EAP counselors as they relate to 

compassion fetigue and compassion satisfection should be studied in more detail. Future research 

should also examine more clearly the differences between primary and secondary exposure to 

workplace critical incidents as experienced by EAP counselors or consider the notion that EAP 

coimselors react to ‘shared’ trauma when they experience the same critical incident as their client.
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Different types of exposure may have implications for predictors of compassion &tigue and 

compassion satisfaction.

Another suggestion for future research includes the ability to assess predictors of 

compassion &tigue and compassion satis&ction over time. Longitudinal studies of EAP 

counselors would be useful to study the cumulative effects of working with traumatized chents 

and groups over time. Further, longitudinal studies would be useful in predicting bumout among 

EAP counselors and determining whether or not compassion satisfection is a buffer or has 

potential protective fectors against bumout for EAP counselors.

Based on the discussion in the section above. Theory Implications, it would be useful to 

research constructs related to compassion fatigue and compassion satisfaction using qualitative 

research methods. Quahtative research methods are inductive and therefore appropriate to “seek 

to discover, not test, explanatory theories” (Padgett, 1998, p. 2). Inductive methods are often 

used to build theory in an effort to better understand how complex constmcts relate in areas 

where little information is known (Padgett). Through interviews, observation, and document 

reviews, grounded theory (Strauss & Corbin, 1990) could be utilized to guide research in building 

theory as it relates to compassion fetigue and related constmcts.

Finally, furftier psychometric work is necessary to improve measurement and ability to 

differentiate between compassion fetigue and bumout. This study found support that compassion 

fatigue and bumout are theoretically different. Supporting this claim is the finding that personal 

trauma history was a significant predictor of compassion fetigue, but not of bumout. If the two 

constructs are theoretically different, as discussed in the literature, researchers need improve the 

ability to discriminate the two using standardized measures. Finally, theory suggests that 

ccHupassion satisfection may have a buffering effect for bumout (Stamm & Rudolph, 2004). This 

has not been empirically tested yet, but is suggested as an area for future research.
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Practice Implications

Overall, the present sample reported experiencing moderate risk for compassion fatigue. 

TTiis represents an excellent time to intervene and educate EAP counselors about recognizing the 

signs of compassion fatigue and coping with fatigue before symptoms become unmanageable or 

irreversible. Munroe et al. (1995) discuss three primary assumptions, which must be 

acknowledged to help counselors cope with secondary trauma. These assmnptions include: “(0  

no therapist is immune to the effects of secondary trauma, (2) prevention of secondary trauma Ues 

in membership on a team, and (3) the higher the intensity of exposure to trauma work, the greater 

is the need for a team” (p. 227). Catherall (1995) suggests that organizations begin to foster 

environments where work-related stress is acknowledged as real and accepted as being owned by 

both the individual and the organization. With this perspective, an environment of support can be 

developed, rather than one of blame. Inbar and Ganor (2003) suggest several ways to ‘help the 

helpers’ in their article written on professionals who are coping with continuous traumatic events. 

They suggest four different types of interventions. The first is intervention at the individual level, 

which includes supportive activities designed to help professionals “regain basic skills, such as 

effective time management and restructuring their daily routine” (Inbar & Ganor, p. 110). The 

second type of intervention, intervention at the professional level, is designed to help 

professionals develop “caring distancing techniques”, such as the therapeutic use of humor and 

appropriate supervision (p. 110). The third type of intervention suggested is cognitive-behavioral 

intervention, which helps professionals identify signs of secondary traumatic stress and address 

them in a manner that affects how they interpret reality and cope with stress. The final 

intervention is intervention at the social-organizational level, which focuses on “designing an 

organizational culture that prevents or moderates the creation of bumout condition, and 

encourages effective coping” (p. 110).

Specific ways in which organizations can offer resources to therapists who are working 

with traumatized individuals can be through clinical supervision, case conference, peer review.
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individual therapy, training to work with traumatized individuals and groups, professional 

development, and regular team meetings (Neiunann & Gamble, 1995). Further, organizational 

supervisors can help therapists set limits and balance their caseload with trauma work and other 

types of clinical or non-clinical activities.

Policv Implications

There are number of policy implications for the EAP and social work fields in terms of 

education. Given that 40% of EAP counselors who responded to this survey reported obtaining 

degrees in the field of social work, there are many things graduate social woric programs can leam 

fi'om this study. Currently, the University of Maryland, Baltimore is the only formal social work 

program that offers a specialization focused on preparing graduates to enter the EAP field (Dean 

Jesse Harris, personal communication, March 29,2004). Two other schools in the U.S., Hunter 

College and Columbia University in New York, offer ‘occupational social work programs’, that, 

while related to EAP, neither program focuses their curriculum on preparing students to enter the 

EAP field. It is imperative that schools of social work consider EAP as a specialization for their 

students and prepare social work graduates to work in the EAP and related workplace fields.

With the continued growth of the EAP field, it is necessary that the Coimcil on Social 

Work Education and the National Asscwiation of Social Workers consider the role of EAP 

counselors and their response to working with traumatized individuals and organizations 

experiencing crisis. Given the high number of CISDs reported being provided by EAP 

counselors (an average of 38 during an EAP counselor’s career), many of who are social workers, 

it is essential that social work curriculum address issues related to crisis interaction. While 

certification in CISM may not be appropriate for a social work course, because CISM only 

represents only one method for crisis response, a course that covers many different models for 

crisis response would be appropriate.
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Furtfier, continuing education should allow for classes on the topic of self-care and 

prevention of compassion fetigue to receive continuing education credit. This writer spoke with 

Ms. Patricia Boland, MSW, University of Maryland, School of Social Work, Director of 

Continuing Professional Education, regarding requirements for continuing education in 

Maryland. She stated that currently, the state of Maryland requires that all social work continuing 

education classes focus on advancing clinical practice. This means that a class designed 

primarily to help counselors cope with the negative effects of compassion fatigue would not be 

accepted by the Board of Social Work Examiners for credit tmless the class stated that the 

techniques taught to cope with compassion fatigue, such as stress management, could also be 

used with clients and taught in clinical practice (Patricia Boland, personal communication, March 

22, 2004). While educators have thus fer been able to teadi self-care classes under the auspice of 

advancing clinical practice, the State of Maryland, Board of Social Work Examiners has clearly 

not fully embraced fee notion that counselors who are suffering from negative outcomes of 

compassion fetigue may be negatively affected in their clinical practice.

EAP counselors are frequently confronted wife traumatized clients through EAP referrals 

and CISM services. Social work educators and other helping professionals teach students to 

utiUze empathy when workii^ wife their chents (Hepworth, Rooney, & Larson, 1997). However, 

educators have not consistently taught students about fee potential hazards of working wife 

clients, including, but not limited to secondary traumatic stress. Professionals often state that 

their graduate training did not prepare them to work wife trauma clients and others experiencing 

crisis (Alpert & Paulson, 1990; Danieli, 1994; Pope & Feldman-Summers, 1992).

Further, schools of social work should stop dichotomizing professional and personal lives 

and focus more on educating social work professionals about fee relationship between fee two. 

Specifically, fee impact of personal experiences and behaviors on professional practice and vice 

versa. EAP counselors are constantly working wife employees and femily members in crisis, 

helping them balance fee demand of work and perscmal life; yet, EAP counselors and other
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mental health professionals are not always able to apply these skills to their own lives (Figley, 

2002). It is important when trying to cope with compassion fetigue that counselors are allowed to 

acknowledge the fact that they are impacted by their work, as acknowledgement often represents 

the first step towards recovery. As long as compassion fetigue and bumout remain stigmatized in 

helping professionals, social workers and EAP counselors alike will continue to be deprived of 

access to learning about adaptive coping skills and recognizing signs of compassion fetigue 

before they become a problem.

Conclusion

With the increased requests for EAP counselors to offer clinical services for individuals 

and groups of employees experiencing trauma and critical incidents, research on the impact of 

offering these services is warranted. While research has begim to assess the secondary traumatic 

stress reactions and compassion fetigue among mental health professionals, no attention has been 

focused on EAP counselors. Theory and prior research have shown that compassion fetigue can 

have detrimental effects on the counselor, the client, and the clinical experience. The results from 

this study answered the research questions, as well as suggested the need for additional research 

on the topic of compassion fetigue and traumatic stress among EAP counselors. Specifically, the 

predictive models developed in this study warrant further testing and development to better 

understand and predict compassion fatigue and related constmcts. With additional understanding 

of these constmcts, guidelines can be developed and suggested for social work education and 

EAP practice.
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Appendix A: Glossary of Terms

Glossary of Terms

• Burnout is “a process, not an event” (Farber, 1983b, p.3) that is defined by physical, 

emotional, and behavioral changes that can be recognized (Aguilera, 1995). Pines and 

Aaronson (1988) defined burnout as “a state of physical, emotional, and mental exhaustion 

caused by long term involvanent in emotionally demanding situations” (p. 9). Burnout is 

“often characterized as an organizational problem, not an individual problem” (Nelson- 

Gardell & Harris, 2003, p. 9). Bumout is not limited to persons working with traumatized 

individuals and has been considered “fer too vague to be useful in imderstanding and helping 

those who work with traumatized people” (Salston & Figley, 2003, p. 169).

• Compassion Fatigue “parallels the diagnosis of PTSD, except the traumatic event is the 

client’s traumatic experience that has been sharai in the process of therapy or interaction with 

the survivor” (Salston & Figley, 2003, p. 169). Figley defined the phenomena of compassion 

fatigue as “the natural consequent behaviors and emotions resulting fi-om knowing about a 

traiunatizing event experienced by a significant other and the stress resulting fi-om helping or 

wanting to help a traumatized or suffering individual” (Figley, 1995, p. 7). Compassion 

fetigue is thought to have a fester onset of symptoms and recovery than vicarious trauma or 

bumout (Salston & Figley). The development of compassion fetigue is based on 

symptomotology, rather than change in cognitions, which is emphasized in vicarious 

traumatization (Salston & Figley).

• Compassion Satisfaction has recently been referred to as the positive results of feeling 

satisfied with one’s ability to offer care and to connect with another person using empathy 

(Stamm, Higson-Smith, & Hudnall, 2001).

• Countertransference is linked to psychoanalytic theory and in relation to traiuna work, 

countertransference reactions “inhibit professionals from studying, correctly diagnosing, and
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treating the effects of trauma” (Salston & Figley, 2003, p. 170). A focus on 

countertransference, also tends “to perpetuate traditional training, which ignores the need for 

professionals to cope with massive real trauma and its long-term effects” (Danieli, 1996, p. 

196). Pearlman and Saakvitne (1995) defined countertransference as “the affective, 

ideational, and physical responses a therapist has to a client, his clinical material, transference 

and re-enactments, and the therapist’s conscious and unconscious defenses against affects, 

intrapsychic conflicts, and associations aroused in the former” (p. 23).

Crisis Intervention has been defined as “urgent and acute emotional ‘first aid’ designed to 

stabilize and reduce symptoms of distress, while assisting the person in crisis to return to a 

state of adaptive fimctioning” (Everly & Mitchell, 1999, p. 4).

Critical Incident Stress Debriefing (CISDl is “reserved exclusively for what is now a 7-phase 

small group discussion designed to fecilitate a ‘psychological closure’ (psychological 

progression beyond fixation on the traumatic event) subsequent to a critical incident or 

traumatic event for primary, secondary, and even tertiary victims” (Everly, Flannery, Eyler,

& Mitchell, 2001, p. 175). It is important to note that CISD requires group participation; it is 

not an individual intervention and CISD is only one component of Critical Incident Stress 

Management (CISM). CISD should “never be a single, standalone process” (Everly et al., 

2001, p. 175). CISD refers to “one form, or model, of group crisis intervention” (Everly & 

Mitchell, 2000, p. 212).

Critical Incident Stress Management (CISM) “refers to an integrated, multi-component crisis 

intervention system” (Everly & Mitchell, 2000, p. 213). The CISM system includes 10 

interventions which “span the crisis spectrum fi-om the pre-crisis phase, through the acute 

crisis phase, to the post-crisis phase” (Everly & Mitchell, p. 213). The 10 components 

include: pre-incident preparation and training, demobilization, crisis management briefing, 

defusing, CISD, femily intervention, individual intervention, pastoral intervention.
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management/command staff consultation, and follow-up intervention (Mitchell Everly,

1997; Everly & Mitchell, 1999; Everly et al., 2001).

Secondary Traumatic Stress has be«n defined by Figley (1999) as “the natural, consequent 

behaviors and emotions resulting from knowledge about a traumatizing event experienced by 

a significant other... It is the stress resulting fi-om helping or wanting to help a traumatized or 

suffering person” (p. 10).

Vicarious Traumatization results firom working with trauma survivors over time and affects 

the caregiver’s “worldview, emotional, and psychological needs, the belief system, and 

a c tio n s ” (Salston & Figley, 2003, p. 169). It differs fi-om compassion fetigue because it 

occurs over time (Pearlman & Saakvitne, 1995). Pearlman and Saakvitne have further 

defined vicarious traumatization as “the cumulative transformation in the inner experience of 

the therapist that comes about as a result of empathic engagement with the client’s traumatic 

material” (p. 31).
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Appendix B: Characteristics o f Compassion Fatigue

The Personal Impact o f Compassion Fatigue, Secondary Traumatic Stress, and Bum out Syndrome

Cognitive Emotional Behavioral Spiritual Interpersonal Physical Work
Performance

• Diminished • Powerlessness • Impatient • Questioning the • Withdrawn • Shock • Low morale &
concentration meaning of life motivation

• Anxiety • Irritable • Decreased • Sweating
• Confusion • Loss of purpose interest in • Task avoidance

• Guilt • Withdrawn intimacy or sex • Rapid heartbeat
• Loss of meaning • Lack of self- • Obsession about

• Anger/Rage • Regression satisfaction • Mistrust • Rapid breathing details
• Decreased self and other

esteem • Survivor guilt • Sleep Change • Pervasive • Isolation from diflBculties • Dichotomous
hopelessness friends thinking

• Preoccupation • Shutdown/ • Appetite change • Somatic reactions
withtramna Numbness • Anger at God • Impact on • Apathy

• Nightmares parenting (i.e. • Joint and muscle
• Trauma imagery • Fear • Questioning of overprotective) aches and pains • Negativity

• Hypervigilance prior religious
• Apathy • Helplessness beliefe • Projection of • Dizziness • Lack of

• Ele\nted startle anger or blame appreciation
• Rigidity • Sadness response • Greater degree • Impaired immune

of skepticism • Intolerance system • Detachment
• Disorientation • Depression • Use of negative

coping methods • Loneliness • Poor work
• Whirling thoughts • Hypersensitivity (smoking, alcohol, quality

substance use) • Increase in
• Thoughts of self- • Mood swings interpersonal • Increased conflict

harm or harm to • Losing things conflicts - staff
others • Overwhelmed

• Accident prone • Absenteeism
• Self-doubt • Depleted

• Self-harm • Withdrawal

(Adapted from Figley, 1995, 1997; Yassen, 1995)
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Appendix C: Differentiation of Terms (Illustrated)

Counselor Exposed to traumatic material 
through another person (i.e. client) and 

experiences Secondary Traumatic Stress

Burnout

Traumatic Event or 
Critical Incident Occurs

Counselor
experiences

Compassion
Fatigue

as a result o f 
working with 

traumatized victims 
over time 

(may be reversible)

Counselor
Experiences
Vicarious

Traumatization
after doing 

psychotherapy with 
traumatized victims 

over time 
(permanent changes)

Counselor
experiences

Compassion
Satisfaction
as a result o f 
working with 

traumatized people 
over time 

(these are positive 
effects of trauma work)

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



180

Appendix D: IRB Letter of Exemption

BALllMCNRE 
IJVSynXimOiVAJL RKVIBW BOAXO

6SSW.BA1.T1MOXEST. BA1.T1MOKE, MD 2I301-1559
USF1 - Room 146 ASSURANCE NUMRER: M1174

MEMORANDUM

TO: Frederick DtBlasio, Ph.D., Principal Investigator
525 West Redwood Street

FROM; Institutional Review Board (IRB)

RE: "Compassion Fatigue Among Employee Assistant Program Counselors”
(Exemption No. FD-040301)

DATE; April 08,2003

The above-referenced project has been reviewed and determined to be exempt from tlK; IRB 
^proval process according to the Department of Health and Htunaa Services Office for Protection 
from Research Rislra Code of Federal Regulations 45 CFR 46.101.b (2).

If the protocol is altered in any way, it must be reviewed by the IRB.

Please keqp a copy of this letter for future reference. If you have any questions, please do not 
hesitate to contact the IRB Office at (410) 706-5037.

Robert Edelman, MD 
Chairman, IRB

cc: IRB Exemption file
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Appendix E: Pilot Survey Feedback Form

Thank you for taking the time to complete my survey. 
Please answer the following questions as they relate to the survey.

1. What was the purpose of the survey?

2. How long did it take you to complete the survey?

Was the amount of time to complete the survey too burdensome?

3. Were there any questions that were not worded in a clear manner?

If you said ‘Yes’ to the above question, please identify the questions that were unclear.

4. Were the response categories easy to locate and mark?

If you answered ‘No’ to the above question, please state what would have made the response 
categories easier to locate?

5. Were any of the questions offensive? Please explain.

6. Were there any questions or topics that you thought should have been included in the survey? 
Please explain.

Thank you for your assistance in this research project.
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SCHOOL OF SOCIAL WORK

UNIVERSITY OF MARYLAND
Appendix F: Final Survey

Dear Colleague;

I am requesting your participation in a research study about compassion fetigue 
among EAP professionals. This self-funded study is being conducted for my 
doctoral dissertation under the supervision of Frederick DiBlasio, Ph.D. and 
the social work program at the University of Maryland in Baltimore, Maryland.

Your name was randomly selected to participate in this study from the EAPA 
membership list. The University of Maryland’s Institutional Review Board and 
EAPA approved this study.

This study will examine the impact of offering crisis intervention and 
counseling services on compassion fetigue among Ev\P professionals. Your 
participation is greatly appreciated and your responses will provide valuable 
information to better understand the EAP professionals’ job and identify 
educational needs and methods for supporting professionals in similar positions 
as yourself.

This survey will take approximately 30 minutes to complete. Your responses 
will be completely anonymous and participation in this study is volimtary. By 
completing and returning the survey, your consent to participate in this 
research study is implied.

There are no risks involved in this study. If you wish to speak with a 
professional about your reactions to offering crisis intervention or counseling 
services, a hst of national resources have been provided on the back of this 
letter. If you have any questions about this study, please contact me at (410) 
522-4262 orjacobson.jodi@verizon.net.

Please complete the enclosed survey and return it to me in the self-addressed 
stamped envelope provided within the next two weeks or as early as possible.

Thank you in advance for your participation.

Sincerely,

Jodi M. Jacobson, LCSW-C Frederick DiBlasio, Ph.D., LCSW-C
Doctoral Candidate Professor
University of Maryland University of Maryland
School of Social Work School of Social Work

Louis L. Kaplan HaB •  525 West Redwood Street •  Baltimore, MaiTiand 21201-1777 •  410 706 7790 •  410 706 6046/ox

Admissions 410 706 7922 •  Aiunini 410 706 6408 •  Continuing Professional Education 410 706 1839 •  Development 410 706
3024

Doctoral 410 706 7960 •  Field Instruction 410 706 7187 •  Outreach Service fSWCOSl 410 7061882

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

mailto:orjacobson.jodi@verizon.net


183

Resources

The following is a list o f national resources that can offer you additional information 
and/or referrals to speak with a mental health professional trained in the field o f 
compassion fatigue. For some individuals, completing this survey may have brought past 
traumatic experiences to the surface, and I would encourage anyone who would like to 
talk about his or her reactions to this survey or specific traumatic events, to contact a 
professional from the list below.

Having both professional and personal reactions to working in the crisis-oriented, 
traumatic stress field is normal, and many individuals find that talking about their 
reactions with a professional is a helpful coping method.

International Critical Incident Stress Foundation (ICISF)
3290 Pine Orchard Lane, Suite 106, Ellicott City, MD 21042 
Phone: (410) 750-9600 Fax: (410) 750-9601
E-mail: info@icisf.org Online: http://www.icisf.org

The American Academy o f Experts in Traumatic Stress 
368 Veterans Memorial Highway, Commack, NY 11725 
Phone: (631) 543-2217 Fax (631) 543-6977
Online: http://www.aaets.org

The Green Cross Project 
Online: http://greencross.20m.com

The Sidran Institute
200 E. Joppa Road, Suite 207, Towson, MD 21286 
Phone: (410) 825-8888 Fax: (410) 337-0747

To contact a Trauma Resource Specialist, email help@sidran.org
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EAP Professionals’ Reactions to Working with Individuals and Groups 
of Employees Experiencing Crisis and Trauma

Please answer the following questions about yourself by placing an ‘X’ or responding as appropriate on the 
line proceeding your response.

1. What is your gender? Male Female

2. What is your age in years? years

3. What is yoiu‘ current marital/living status? (check only one)
 Single, never married Married (Currently Separated)
 L̂iving Together in a Coimnitted Relationship  D̂ivorced

Married (Living Together) Widowed
Other, please specify:___________________________________

4. What is your highest level o f completed education? (check only one)
 Ĥigh School Diploma ___ Master’s Degree
 Some College or Associate’s Degree ___ D̂octoral Degree
 B̂achelor’s Degree Other, please specify:_

5. In what field was your degree obtained? (check only one)
Addictiort/Substance Abuse Psvchologv
Counseling/Family Theraro'______________ ___ P̂sychiatry
Nursing ___ Social Work

_Other, please specify:.

6. What is your primary role in your EAP? (check only one)
Account Manager Consultant

 Administrator ___ Supervisor
 Clinician Other, please specify:.

7. Have you offered clinical services C® crisis intervention services to individual employees or 
groups of employees in the past? Yes No

If you answered ‘No’ to (Question 7, please stop now and 
retum your survey in the envelope provided.

______ If you answered ‘Yes’, please continue with Question 8._______

8. How many clients are currentiv on your caseload?
 number of open client cases or None (check if you do not have a caseload)

9. Approximately how many of your clients, in the past 6 months, have experienced a critical 
incident or traumatic event that is being address^ in the work you are doing with them? (check 
only one)

None (or not applicable)  30% 70%
Less than 10% 40% 80%

_I0%  50% ___ 90%
20% 60% 100%

10. About how many hours a week, on average, do you spend doing clinical work (including 
paperwork)?
 hours per week or None (check if you are not currently doing any clinical work)
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11. What is the average number of clinical sessions you provide to clients? sessions
(for example, if you offer EAP services using a 3-4 session or 5-6 session model, please state this), 
or place an ‘X’ on this line if not applicable___

12. About how many critical incident stress debriefings (CISDs) have you offered in the past? (ClSDs 
are group crisis interventions that follow a specific model, such as the 7-phase Mitchell model of 
debriefing)

■ in the past 6 months?___
■ in the past year? ___
■ total? ___

I am interested in learning about your experiences. Below is a list of life experiences that some people have 
experienced. Please fill in the niunber that best represents how much the following statements describe 
your experiences. If you are not siu-e of your answer, just give yotjr best guess.

(use in Describes Experiences Column)

0 1
I did not a little bit 

experience like my 
experiences

5
somewhat like 
my experiences

.10____
exactly like my 

experiences

Describes
Experience

Life Experience

13. I have witnessed or experienced a natural disaster, like a hurricane or earthquake.

14. 1 have witnessed or experienced a human made disaster like a plane crash or industrial 
disaster.

15. I have witnessed or experienced a serious accident or injury.

16. I have witnessed or experienced chemical or radiation exposure happening to me, a 
close friend or a family member.

17. I have witnessed or experienced a life threatening illness haRrening to me, a close 
friend or a family member.

18. I have witnessed or experienced the death of my spouse or child.
19. I have witnessed or experienced the death of a close fiiend or family member (other 

than my spouse or child).
20. I or a close fiiend or family member has been kidnapped or taken hostage.
21. I or a close friend or family member has been the victim of a terrorist attack or torture.
22. I have been involved in combat or a war or lived in a war-affected area.
23. I have seen or handled dead bodies other than at a funeral.
24. I have felt responsible for the serious injury or death of another person.
25. I have witnessed or been attacked with a weapon other than in combat or family 

setting.
26. As a child/teen I was hit, spanked, choked or pushed hard enough to cause injury.
27. As an adult, I was hit, choked or pushed hard enough to cause injury.
28. As an adult or child, I have witnessed someone else being choked, hit, spanked, or 

pushed hard enough to cause injury.
29. As a child/teen I was forced to have imwanted sexual contact.
30. As an adult I was forced to have imwanted sexual contact.
31. As a child or adult I have witnessed someone else being forced to have unwanted 

sexual contact.
32. I have witnessed or experienced an extremely stressfiil event not already mentioned. 

Please Explain:
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Helping others puts you in direct contact with other 
people’s lives.

As you probably have experienced, your 
compassion for those you help has both positive and 
negative aspects. I would like to ask you questions 
about your experiences, both positive and negative, 

as a helper. Consider each of the following 
questions about you and 
your current situation.

Circle the number that honestly reflects how 
frequently you experienced these characteristics in 

the last 30 days.
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33. I am happy. 0 1 2 3 4 5
34.1 am preoccupied with more than one person I help. 0 1 2 3 4 5
35. I get satisfaction from being able to help people. 0 1 2 3 4 5
36. I feel connected to others. 0 1 2 3 4 5
37. I jump or am startled 1  ̂unexpected sounds. 0 1 2 3 4 5
38. I feel invigorated after working with those I help. 0 1 2 3 4 5
39. I find it difficult to separate my personal life from my 

life as a helper. 0 1 2 3 4 5
40. I am losing sleep over traumatic experiences of a 

person I have helped. 0 1 2 3 4 5
41. I think that 1 might have been "infected" by the 

traumatic stress of those I help. 0 1 2 3 4 5
42. I feel trapped by my work as a helper. 0 1 2 3 4 5
43. Because of my helping, I have felt "on edge" about 

various things. 0 1 2 3 4 5
44. I like my work as a helper. 0 1 2 3 4 5
45. 1 feel depressed as a result of my work as a helper. 0 1 2 3 4 5
46. I feel as though I am experiencing the trauma of 

someone I have helped. 0 1 2 3 4 5
47. I have beliefe that sustain me. 0 1 2 3 4 5
48. I am pleased with how I am able to keep up with 

helping techniques and protocols. 0 1 2 3 4 5
49. I am the person T always wanted to be. 0 1 2 3 4 5
50. My work makes me feel satisfied. 0 1 2 3 4 5
51. Because of my work as a helper, I feel exhausted. 0 1 2 3 4 5
52. I have happy thoughts and feelings about those I help 

and how I could help them. 0 1 2 3 4 5
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53. I feel overwhelmed by the amount of work or the size 
of my caseload I have to deal with. 0 1 2 3 4 5

54. I believe I can make a difference through my work. 0 1 2 3 4 5
55. I avoid certain activities or situations because they 

remind me of frightening experiences of the people I 
help.

0 I 2 3 4 5

56. I plan to be a helper for a long time. 0 1 2 3 4 5
57. As a result of my helping, I have intrusive, fiightening 

thoughts. 0 I 2 3 4 5
58. I feel "bogged down" by the system. 0 1 2 3 4 5
59. I have thoughts that I am a "success" as a helper. 0 I 2 3 4 5
60. I can’t recall important parts of my work with trauma 

victims. 0 I 2 3 4 5
61. I am a sensitive person. 0 I 2 3 4 5
62. I am happy that I chose to do this work. 0 1 2 3 4 5

B. Hudnall Stamm, 2002. Professional Quality o f Life: Compassion Fatigue and Satisfaction Subscales, R-III (Pro-QOL)

The following questions ask for additional information about your experiences.

63. Do you feel that your reactions to working with traumatized individuals have impacted yoiu- work? 
Yes No

a. If ‘No’, please skip to Question 64.
b. If ‘Yes’, please briefly describe how your work has been impacted.____________________

64. Do you feel that yom reactions to working with traumatized individuals have impacted your personal 
relationships? Yes No

a. If ‘No’, please skip to Question 65.
b. If ‘Yes’, please briefly describe how yoiur relationships have been impacted._______________

65. Have you received specialized training/education to provide individual crisis intervention services?
Yes No

66. Have you received formal training/education to provide Critical Incident Stress Management 
(CISM) Services? Yes No

b. If ‘No’, please skip to Question 67
c. If ‘Yes’, what ty^ of training/education have you received? (check all that apply)

 B̂asic CISM through the International Critical Incident Stress Foundation (ICISF)
Advanced CISM through the ICISF

 D̂isaster mental health training through the American Red Cross
Training in a different educational program (please specify);________________
Training offered through my EAP (please specify): 

_Other (please specify):.
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c. Did you receive this training before or after responding to your first workplace critical incident?
 B̂efore After

67. How many years have you been offering critical incident stress management (CISM) services as an 
EAP professional? years

68. About how many workplace critical incidents have you responded to during the course of your 
EAP career?

69. Of all the critical incidents you have responded to during your EAP career, which oite impacted 
you the most? Please describe the incident and provide the vear it occurred._______________

70. Of all the traumatized clients you have worked with during your EAP career, which one client
impacted you the most? Please briefly describe the case and list the primary assessed problem and vear 
the client worked with you.________ _______________________________________________

71. Have you ever been injured in a workplace critical incident? Yes 
If you answered ‘Yes’, please briefly describe what happened?

No

72. Are you currently receiving any type of counseling/therapy from a mental health professional?
 Ŷes  N̂o

a. If ‘No’, please skip to Question 73
If‘Yes’, please briefly identify why you are receiving counseling/therapy._____

b. Is this related to the work you do as an EAP counselor? Yes No

73. Have you ever lost someone you knew in a workplace critical incident? 
If you answered ‘Yes’, please briefly describe what happened?

Yes No

Please complete this section if you have experienced work-related stress in the past vear as a 
result of working with individuals or groups experiencing trauma or crisis. If you have 
not experienced work-related stress in the past year, please skip to Question 104.

The following items are examples of coping methods used to 
cope witii stress related to working with individuals or groups 
who have experienced trauma or crisis. Each item says something 
about a particular way of coping. I want to know to what extent 
you've been doing what each item says. Don't answer on the basis 
of whether or not the coping method seems to be working—just 
whether or not you're doing it.

CIRCLE the number that best corresponds to your response 
using the choices listed to the right of these instructions.
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74. I've turned to work or other activities to take my mind off 

things. 1 2 3 4
75. I've concentrated my efforts on doing something about the 

situation I'm in. 1 2 3 4
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situation I'm in.
76. I've said to myself "this isn't real.” 1 2 3 4
77. I've used alcohol or other drugs to make myself feel better. 1 2 3 4
78. I've gotten emotional support from others. 1 2 3 4
79. I've given up trying to deal with it. 1 2 3 4
80. I've taken action to try to make the situation better. 1 2 3 4
81. I've refused to believe that it has happened. 1 2 3 4
82. I've said things to let nty utq)leasant feelings escape. 1 2 3 4
83. I’ve gotten help and advice from other people. 1 2 3 4
84. I've used alcohol or other drugs to help me get through it. 1 2 3 4
85. I've tried to see it in a different light, to make it seem more 

positive. 1 2 3 4

86. I’ve criticized myself. 1 2 3 4
87. I've tried to come up with a strategy about what to do. 1 2 3 4
88. I've gotten comfort and imderstanding from someone. 1 2 3 4
89. I've given up the attempt to cope. 1 2 3 4
90. I've looked for something good in what is happening. 1 2 3 4
91. I've made jokes about it. 1 2 3 4
92. I've done something to think about it less, such as going to 

movies, watching TV, reading, daydreaming, sleeping, or 
shopping.

1 2 3 4

93. I've accepted the reality of the fact that it has happened. 1 2 3 4
94. I've expressed my negative feelings. 1 2 3 4
95. I've tried to find comfort in my religion or spiritual beliefs. 1 2 3 4
96. I’ve tried to get advice or help from other people about what to 1 2 3 4

do.
97. I've learned to live with it. 1 2 3 4
98. I've thought hard about what steps to take. 1 2 3 4
99. I’ve blamed myself for things that happened. 1 2 3 4
lOO.I've prayed or meditated. 1 2 3 4
lOI.I've made fun of the situation. 1 2 3 4
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102. Please list additional coping strategies you are currently using to deal with woric-related stress.

103. Of all the coping methods listed on the page before and the ones that you added above, please 
identify which ONE coping method has heen most effective for you in dealing with stress 
related to working with people experiencing crisis._______________________________

The following questions are related to your current job.

104. Does your company (EAP) offer services to help you cope with work-related stress?
Yes No (If‘Yes’, what do th^ offer?________________________ )

105. After the most recent major critical incident your EAP responded to, did the EAP make any
changes regarding its services/programs (i.e. changes in staffing, training, procedures, etc.)? 
 Yes No (If ‘Yes’, what changes were made?_______________

 )

106. What is the most challenging aspect of your job?_________________________________

107. What is the most personally rewarding aspect of your job?

Thank you for t^ ng the time to complete the survey.

Please return your completed survQr in the enclosed envelope or mail to 
Jodi Jacobson, PO Box 38729, Baltimore, Maryland 21231-8729 (410) 522-4262
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Appendix G: EAPA Mailing Label Rental Information

MAILING LABEL RENTAL INFORMATION
Label Rental Policy
• Mailing labels are for one-time use only and may not be reproduced in any form or resold for 

another use. A roster of EAPA membership is not available for sale.
• The item to be mailed must be of professional interest to EAPA members. A sample of the 

mailing for which the labels will be used must accompany each request.
• EAPA reserves the right to refiise any order for any reason. If your order is not processed, your 

payment will be returned.
• By renting its mailing labels, EAPA does not sanction, support or endorse the subject matter of 

the mailing.
Requests

Processing of Requests
• Labels will be processed within 5-7 business days from the time the order (including payment) 

is received by EAPA.
• Rush requests (within 5 business days from the time the order is received by EAPA) are 

accepted for an additional fee of $50.00 (this does not include express delivery fees.)

Label Type
• Addresses are printed on pressure sensitive/peel and stick labels (3 across/30 per page) 

Shipping
• Orders are mailed UPS Standard Service (2-7 business days depending on location.)
• Overnight shipping is available at an additional charge.

Special Sorting
• A $25 fee is charged for each additional sort over two.

Key-Coding Labels (up to six letters or numbers)
• Each code request costs an additional $25.

PREPAYMENT is required for all orders. Ch^k, money order, or credit card accepted.
EAPA MAILING LABEL RENTAL FEES
0-500 labels; $130.00 (Minimum Order) 501-800 labels: $150.00
801-1000 labels: $180.00 1001+ labels: $180.00 + $0.15 per label

EAPA MEMBERS: 10% off total order*
EAPA CHAPTERS: $0.10 per label (flat rate)*
‘Membership identification number required.
Please Note: EAPA’s mailing list is updated continually. Please call or e-mail for current counts.
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MAILING LABEL RENTAL ORDER FORM 
(BEFORE PLACING ORDER, read EAPA’s Mailing Label Rental Policy)

Please complete the following and return with payment and sample of item by mail or fax to;
EAPA Mailing Label Rental List, 2101 Wilson Blvd., Suite 500, Arlington, VA 22201 

Phone: (703) 387-1000 ext. 315 Fax: (703) 522-4585 Federal Employer ID: 237364481 
MAIL LABELS TO:
Contact Name: Daytime Phone:______________________
Company:____________________________________________________________________
Address:_____________________________________________________________________
Date labels needed:______ ____________ __________________________________________

DETAILED INSTRUCTIONS 
EA Work Environment (check all that apply):
Intenuil (Company EA programs) External (EA companies providing EA services) Union 
Sorting (Two sorts are included in your price—$25 additional fee for each sort over two)
Sort by: USA only Intemational without Canada
Sort by: State(s) / city(s) /country (s)~ (please list):______________________________
Sort by: ZIP code range/postal code:__________________________________________

Final list should be: Zip Code Order Alphabetical by Last Name
Optional: Key-Coding Labels (up to six letters and/or numbers):____________ —Fee is $25.

PAYMENT
Number of Labels______________ (See EAPA Rental Policy for FEES) $ _________
EAPA Chapter—Chapter Name________________ ($0.10 per label)
Key Coding Labels: $25.00 $ _________
Special Sorting fee: (add $25 for each additional sort over 2) # of sorts x $25 $ _________
Rush Fee: $50 $ _________
Subtotal: $ _________
10% discount for EAPA Members (Id# required____________): $ _________
Virginia State Residents add 4.5% sales tax: $ _________
Total Amount Enclosed: $ ________
Special Shipping (non-UPSstandard): FedEx Acct. # or enclose your shipping form.
Method of Payment (check one) : Cheek/Money Order AMEX Visa MasterCard 
Print name as shown on card:
Credit Card # (print clearly)__________________________________ Êxp. Date
Signature for credit card approval:______________________________________
I have read and agree to use EAPA’s mailing labels in accordance with the Mailing Label Rental
Policy.
Signature:_______________________________________________ Date:_______________
Internal Use: Director’s Approval CEO Approval Date Paid Date to Client
Date Shipped via UPS Fedex
Updated 10/01
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Appendix H: Letter to EAPA Chapter Presidents

June 17, 2003

Dear EAPA Chapter President:

I am writing to request your assistance in supporting my efforts to collect data for my doctoral 
dissertation. I am a doctoral student at the Univereity of Maryland, School of Social Work and I 
have been an active EAPA member for the past five years. IVfy dissertation focuses on compassion 
fatigue and EAP professionals. Research on this topic has never focused on EAP professionals.

Next week, I will be mailing surveys 800 EAPA members who were randomly selected. This 
study is being self-funded. 1 am asldng for your assistance in encouraging your local EAPA 
chapter members to complete this survey. Please aimounce the study at your next EAPA meeting 
and encourage members who receive a survey to complete it. Both EAPA and the University of 
Maryland have approved my research study.

Our field needs empirical research. The results of my study will help to better understand the 
challenges facing EAP professionals. I am planning to present my findings to EAPA members and 
would be happy to send you preliminary results when thqr become available. If you would like 
additional information about my study, please contact me via email at 
jjacobso@ssw.umaiyland.edu or by phone at (410) 522-4262.

Thank you in advance for your support.

Sincerely,

Jodi M. Jacobson, LCSW-C, CEAP 
Doctoral Student 
University of Maryland 
School of Social Work
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Appendix J: Communalities from Brief COPE, Three Factor Principal Components

Analysis

Communalities

Initial Extraction

COPEl 1.000 .188

C0PE2 1.000 .334

COPES 1.000 .274

C0PE4 1.000 .499

COPES 1.000 .520

C0PE6 1.000 .311

C0PE7 1.000 .457

COPES 1.000 .495

C0PE9 1.000 .198

COPEIO 1.000 .513

COPEII 1.000 .536

COPE 12 1.000 .374

C0PE13 1.000 .307

C0PEI4 1.000 .418

C0PE15 1.000 .539

C0PE16 1.000 .593

C0PE17 1.000 .268

C0PE18 1.000 .486

C0PE19 1.000 .213

COPE20 1.000 .226

C0PE2I 1.000 .478

COPE22 1.000 .653
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COPE23 1.000 .504

COPE24 1.000 .146

COPE25 1.000 .527

COPE26 1.000 .472

COPE27 1.000 .541

COPE28 1.000 .423

Extraction Method: Principal Components Analysis
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Appendix K: Sample Characteristics - Group Differences

Results of chi-square analyses and univariate t-tests used to examine differences between 

groups on demographic variables and three dependent variables are reported in this section. 

Gender

Results of the chi-square analyses indicated that there were significant differences 

between gender and current marital/living status (married or other), 2^(1) = 19.259, g < 

.0005. More male counselors reported being currently married. There was a significant 

difference detected between gender and whether or not the EAP coxmselor reported offering 

clinical services or crisis intervention services in the past, 2^(1) = 6.242, g = .012. More 

females reported offering clinical services or crisis intervention services in the past as 

compared to males. There were also significant differences between gender and stressful life 

experiences (dichotomous form), 2^(1) = 6.091, g = .014. Females were more likely to 

report experiencing more than three stressfiil life experiences as compared to males.

Results of the univariate t-tests indicated that there were significant differences between 

gender and age, t(308) = 3.456, g = .001, where females reported being older than males. 

There was also a significant difference detected between gender and the number of years 

EAP counselors had been offering CISM services, t(274) = 4.030, g < .0005, where males 

were more likely to report offering CISM services longer than females.

Degree (Recoded to social work or otherl

Results of the chi-square analyses indicated that there were significant differences 

between degree (social work or other) and highest level of completed education, 2^ (4) =

24.512, g < .0005, where social workers were less likely to report obtaining their doctoral 

degree as compared to other professionals (i.e. psychologists and psychiatrists). There were 

no other significant differences for degree indicated by chi-square tests (g < .05).
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Results of the univariate t-tests indicated that there were no significant differences 

between degree discipline and other demographic variables (p < .05).

Role (Recoded to clinician or other)

Results of the chi-square analyses indicated that there were significant differences 

between primary role (clinician or other) and whether or not the EAP coimselor had offered 

clinical services or crisis intervention services in the past, (1) = 22.839, p < .0005. EAP 

counselors who reported their primarily role to be ‘clinician’ were more likely to report 

offering clinical services or crisis intervention services in the past. Significant differences 

were also detected between primary role and highest level of education, 2^ (4) = 17.728, p = 

.001. More clinicians reported obtaining their master’s degrees and doctoral degrees. 

Significant differences were detected between primary role and whether or not the EAP 

coimselor’s EAP offered services to help cope with work-related stress, 5^ (1) = 3.963, p = 

.047. More ‘non-clinical’ EAP counselors reported woiking for EAPs that offered services to 

help cope with work-related stress.

Results of the univariate t-tests indicated that there were significant differences in 

primary role regarding the number of clients currently on caseload, t(277) = 2.829, p = .005. 

EAP counselors identifying their primary role as ‘clinical’ had significantly more clients 

currently on their caseload. There was a significant difference for primary role and how 

many hours per week EAP coimselors spent doing clinical work, t(276) = 7.961, p < .0005. 

EAP counselors identifying their primary role as ‘clinician’ reported working a significantly 

longer number o f hours per week doing clinical work. The number o f CISDs offered in the 

past 6 months and overall career also differed in relation to primary role [t(279) = -2.622, p = 

.009 and t(277) = -2.367, p = .019, respectively]. In both instances, EAP counselors who
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identified their primary role other tiian clinician, rq>orted offering significantly more CISDs 

than clinical EAP counselors.

Experiencing work-related stress in the past vear due to working with traumatized individtxals 

and/or groups

Significant differences were detected between work-relat^ stress and whether or not the 

EAP coimselor reported receiving specialized training/education to provide individual crisis 

intervention services, 5^ (4) = 5.083, g = .024. More EAP counselors reported work-related 

stress if they had completed training. Significant differences were detected between work- 

related stress and whether or not the EAP counselor received the majority of their training to 

offer CISM before responding to their first workplace critical incident, 2^ (1) = 6.396, g = 

.011. More EAP counselors who received training to offer CISM before responding to their 

first workplace critical incident were less likely to report experiencing work-related stress in 

the past year. A significant difference was detected among EAP counselors who reported 

work-related stress and were currently receiving any type of counseling or therapy from a 

mental health professional, (1) = 7.986, g = .005. More EAP counselors who were 

currently involved in therapy reported experiencing work-related stress in the past year. A 

significant difference was detected for work-related stress and whether or not the EAP 

counselor knew someone who was lost in a workplace critical incident, (1) = 4.948, g = 

.026. Specifically, EAP counselors who reported knowing someone who was lost in a 

workplace critical incident were more likely to report experiencing work-related stress in the 

past year. Finally, a significant difference was detected for work-related stress and whether 

or not the EAP counselor’s EAP offered services to cope with work-related stress, fl)  = 

5.804, g = .016. EAP counselors who reported work-related stress were more likely to 

reported that their EAP offered services to cope with work-related stress.
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Jodi M. Jacobson, PhD, LCSW-C, CEAP 
1102 South Clinton Street 

Baltimore, Maryland 21224

EDUCATION

PhD 2004, University of Maryland, Schoci of Social Work
Dissertation; Compassion Fatigue Among Employee Assistance Program 
Counselors

MSW 1998, University of Maryland, School of Social Work
Concentration: Mental Health, Specialization; Clinical/Administrative

BS 1996, University of Maryland, College Park, Maryland
Major; Psychology

LICENSURE AND CERTIFICATION

Licensed Certified Social Worker - Clinical (State of Maryland) (LCSW-C #11884)
Certified Employee Assistance Professional (CEAP)
Certified in Basic and Advanced Workplace Critical Incident Stress Management (CISM) 

TEACHING INTERESTS

Social work practice, research methods, mental health and psychopathology, addiction/recovery, 
trauma, employee assistance programs, and managed behavioral healthcare. Additional interests 
include coordinating and supervising student interns and teaching clinical practice courses.

RESEARCH INTERESTS

Primary and secondary traumatic stress, performance and outcomes measurements for public 
organizations and private industry, particularly employee assistance programs and managed 
behavioral healthcare, program development for social work programs, and clinical outcomes in 
the field of mental health and addiction/recovery.

UNIVERSITY TEACHING EXPERIENCE

8/04-present Visiting Assistant Professor
Towson University, Maryland, Family Studies Program 
Courses;
• Introduction to Family Studies -  FMST 101
• Internship in Family Studies -  FMST 397
• Writing and Research in Family Studies -  FMST 485

1/03-5/04 Adjunct Faculty Instructor
Towson University, Maryland, Family Studies Program 
Courses;
• Introduction to Family Studies -  FMST 101 (2 semesters)
• Internship in Family Studies -  FMST 397 (3 semesters)
• Writing and Research in Family Studies -  FMST 485 (1 semester)
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9/02-present Adjunct Professor
University of Maryland, Baltimore County, School o f Social Work 
Courses:
• Introduction to Social Work Social Welfere, Social Policy - SOWK 260 (1 

semester)
• Social Work Research Methods - SOWK 470 (1 semester)

9/01 -5/03 Adjunct Faculty Instructor
University of Maryland, Baltimore, School of Social Work 
Courses:
• Industrial Social Services and Social Policy -  SWOA 736 (1 semester)
• Social Work Research Methods -  SOWK 670 (2 semesters)

9/99-5/03 Co-Instructor
University of Maiyland, Baltimore, School of Social Work 
Courses:
• Advanced Social Work Research (6 semesters)
• Human Behavior, Growth, and Development (1 semester)

9/98-5/99 Graduate Teaching Assistant
University of Maryland, Baltimore, School of Social Work 
Courses:
• Industrial Social Services and Social Policy -  SOWK 725 (1 semester)
• Administration of Employee Assistance Programs -  SWOA 736 (1 semester)

RESEARCH EXPERIENCE

9/02-present Co-Investigator
“Social Work Students’ Reactions to the Washington DC Metropolitan Area 
Sniper Attacks”
• This study was developed within one month post-capture of the DC 

Metropolitan sniper shooters last October 2002. The study surveyed both 
BSW and MSW social work students from UMBC, Shady Grove Campus, 
regarding their reactions and the social work program’s response to the DC 
sniper shootings. This study included a 6-month follow-up survey to assess 
long-term stress reactions.

9/02-6/03 Co-Investigator
“Managers and Human Resomce Professionals’ Opinions Regarding EAP and 
Work/Life Programs”
• This online survey research study was the first empirical study to assess 

managers and human resource prolessional’s opinions regarding EAP and 
Work/Life programs. A large intemational healthcare prc^ram that offers 
Employee Assistance and Work/Life services to over seven million people 
fimded this study.

9/01 -6/02 Co-Investigator
“Outcome Measurements of an Online EAP and Work/Life Program”
• This survey research study assessed outcomes measurements of online EAP 

services, utilizing online survey methodology. An intemational EAP, 
offering services to over 7.8 million employees, fimded this study.
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9/01-present Research Consultant
“Social Workers’ Reactions to Client Suicide and Suicide Attempts”
• This study is an on-going multi-component research study involving both 

quantitative and qualitative research meUiods to assess a national sample of 
mental health social workers and their reactions to working with suicidal 
clients. Implications from this research relate to both clinical social work and 
aiucation policies.

9/00-6/00 Co-Investigator
“Outcome Measurements of an Integrated EAP and Work/Life Program”
• This study assessed outcomes measurements of an integrated EAP and 

Work/Life program, using survey research methodologies. Further, this study 
was the first of its kind to evaluate the effa:tiveness of l^al services offered 
by many integrated prc^ams. An international EAP, covering over 7.8 
million employees fUnded this study.

9/99-6/00 Advanced Graduate Research Assistant
“Marital and Family Relationships”
• This study is a longitudinal experimental study of a forgiveness intervention 

for maritd couples. Subjects are randomly assigned to the forgiveness 
treatment, the alternative control treatment, or no treatment control groups. 
As a graduate research assistant, I was involved in subject recruitment, data 
entry and coding, data analysis, reporting, and research management.

PROFESSIONAL EXPERIENCE

2003^resent Licensed Clinical Social Worker
Counseling Centers of Maryland and the Workplace Trauma Center, Owings 
Mills, MD
• Provide outpatient mental health services to individuals, couples, and 

families.
• Respond to local and regional workplace critical incidents.

5/02-present Senior Research Consultant
MASI Research Consultants, Inc., Washington, DC
• Provide research design and statistical consultation for senior staff members 

regarding evaluation and research projects for various corporate clients.
• Prepare and present reports for government and corporate clients.

1/00-7/02 Work/Family and Quality Assurance Specialist 
COPE, Incorporated, Washington DC
• Provided EAP and Work/Life counseling and account management services 

to NASA Goddard Space Flight Center, Greenbelt, Maryland.
• Worked with COPE management staff to re-design and train staff to use a 

performance measurement evaluation system,
• Conducted psychosocial assessments, offered brief therapy for individuals, 

couples, and femihes, and made referrals for long-term treatment.
• Worked with NASA managers and supervisors on issues such as workplace 

violence, drug free workplace, and performance standards.
• Offered trainings on various workplace topics and group debriefings for 

workplace critical incidents.
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6/99-7/00 Mental Health Therapist and Substance Abuse Specialist
Creative Alternatives, Johns Hopkins Bayview Medical Center, Baltimore, 
Maryland
• Provided addiction therapy services to clients living with severe and 

persistent mental illness.
• Supervised two peer counselors in leading addiction and HTV-educaticm 

therapy groups.

5/98-9/98 Psychiatric Social Worker (Temporary -  Summer)
Springfield Hospital Center, Sykesville, Maryland
• Worked as a psychiatric clinical social worker in the Baltimore City 

admissions unit of a state psychiatric hospital.

8/97-5/98 Advanced MSW Social Work Intern
Springfield Hospital Center, Sykesville, Maryland
• Conducted assessment interviews and worked as part of the client’s treatment 

planning team.
• Represented the hospital on various citywide mental health policy and 

advocacy boards.

8/96-5/97 First Year MSW Social Work Intern
Maryland General Hospital, Baltimore, Maryland 
Supervisor: Susan Hoffman, LCSW-C
• Conducted initial assessments, offered supportive therapy, and prepared 

discharge plans.
• Led two therapeutic groups, one for adults on the psychiatric unit and one 

group for elderly adults on the gero-psychiatric unit.

3/95-1/97 Supportive Living Counselor
Jewish Family Services, Baltimore, Maryland
• Worked with clients who required physical and emotional support with daily 

living skills and social skills.

COMMUNITY SERVICE

Present Co-Chair
Emergency Preparedness and Disaster Management Task Force, Employee 
Assistance Professional Association

1/98-1/99 Chair, Advisory Bmrd
Johns Hopkins Ba5odew Medical Center Community Psyehiatry Programs, 
Baltimore, Maryland

1998 Orientation Instructor
Graduate Sehool, University of Maryland
• Represented the Graduate School as an Orientation Instructor leading 

discussions with newly entering graduate students on the topic of research 
ethics.
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PEER-REVIEWED PUBLICATIONS

Ting, L., Jacobson, J.M., Sanders, S., & Bride, B. (conditional acceptance). The secondary
traumatic stress scale: Confirmatory &ctor analyses in a national sample of mental health 
social workers. Journal o f Human Behavior in the Social Environment.

Jacobson, J.M., Ting,, L., Sanders, S., & Harrington, D. (in press). Prevalence of and reactions to 
&tal and non&tal client suicidal behavior: A national study of mental health social 
workers. Omega: Journal o f Death and Dying.

Masi, D.. & Jacobson, J.M. (2003). Outcome measurements of an integrated employee assistance 
and woiJc-life program. Research on Social Work Practice, 451-467.

Masi, D.A., Jacobson, J.M., & Cooper, A. (2000). Quantifying quality: Findings fi-om clinical 
reviews. Employee Assistance Quarterly, iJ(4), 1-17.

NON PEER-REVIEWED PUBLICATIONS

Masi, D.A., Freedman, M., Jacobson, J.M., & Back-Tambmo, M. (2002). Utilization factors and 
outcomes for EAP and Work-Life programs: Comparing face-to-face, telephone, and 
online service experiences. Baltimore, Maryland: The University of Maryland, Baltimore.

Jacobson, J.M. & Badc-Tamburo, M. (2001). Inside the numbers: How organizations conduct EA 
research -  University of Maryland, Sehool of Social Work -  Academic research and 
training fecility (M. Attridge, Ed.). EAP Association Exchange, 37(4), 29.

Jacobson, J.M. & Kominoth, C. (2001). Inside the numbers: How organizations conduct EA
research -  COPE, Inc. EAP Vendor (M. Attridge, ed.). EAP Association Exchange, 37(4), 
28-29.

MANUSCRIPTS UNDER REVIEW

Masi, D.A. & Jacobson, J.M. (under review). Outcome measurements of Ceridian’s 
LifeWorks online services. Employee Assistance Journal.

PEER-REVIEWED PRESENTATIONS

McFeaters, S.J. & Jacobson, J.M. (2004). Social work students’ reactions to the DC sniper
shootings: Implications for educators. Counsel for Social Work Education. 2004 Annual 
Conference. California.

Jacobson, J.M., Ting, L., & Sanders, S. (2004). Social workers’ reactions to client suicide
attempts and completions. Society for Social Work ̂ search. 2004 Aimual Conference. 
New Orleans.

Ting, L., Jacobscm, J.M., & Sanders S. (2004). The secondary traumatic stress scale: A
confirmatory fector analysis in a national sample of mental health social workers. Society 
for Social Work Research. 2004 Annual Conference. New Orleans.
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Masi, D.A., Jacobson, J.M., McCune, K.J. (2003). Managers and human resource
professionals’ opinions regarding employee assistance and work/life programs. Employee 
Assistance Program Association, Annual Conference. New Orleans, Louisiana 
(November 23,2003).

Jacobson, J.M., Sanders, S., & Ting, L. (2002). Prevalence of and reactions to client suicides 
among mental health social workers. Presented at the 18* Annual Meeting of The 
Intemational Society for Traumatic Stress Studies, Baltimore, Maryland (November 8, 
2002).

Sanders, S., Jacobson, J.M., Ting, L., Harrington, D., & Cornelius, L. (2002). Client suicide: 
Factors predicting the impact on the social worker. Presented at the 2002 Annual 
Conference for Coimcil on Social Work Education, Nashville, TN (February 25, 2002).

Ting, L., Sanders, S., Jacobson, J.M., Cornelius, L., & Harrington, D. (2002). Social workers'
Reactions to client suicides and suicide attempts. Poster Presentation at the 2002 Annual 
Conference Society for Social Work Research, San Diego, CA (January 18, 2002).

Masi, D.A., Jacobson, J.M., & Hensley, B. (2000). Measuring outcomes in an employee
assistance and work/life program. Presented at the Employee Assistance ProiFessional’s 
Association 29* Annual Conference in New York, NY, November 19, 2000.

Jacobson, J.M., Park, E. & DiBlasio, F. (1999, May). Forgiving your spouse: Decision-based 
forgiveness in marital relationships. Poster presented at the 22“̂  Annual Graduate 
Research Conference, University of Maryland. [Note; Authors won first-place in graduate 
school psychology/social work ^vision for research poster].

INVITED PRESENTATIONS

Jacobson, J.M. (2004, January 8). Compassion Fatigue and Employee Assistance Professionals. 
Employee Assistance Professional Association, Chesapeake Chapter, Towson, Maryland.

Jacobson, J.M. (2002, December, 4). Compassion Fatigue and Secondary Traumatic Stress:
Prevention, Identification, and Early Intervention o f Occupational Hazards Related to 
the Helping Profession. Office of Personnel Management Federal EAPs: New Challenges 
for the 2U* Century, Washington, DC.

Masi, D.A. & Jacobson, J.M. (2002, July). Outcome measurements for LifeWorks online services. 
Presented to Ceridian LifeWorks Services Senior Staff, Pennsylvania.

Jacobson, J.M. & Kominoth, C. (2002, March 26). EAPs: Back to the basics. Presented to COPE, 
Inc. staff for Professional Development Hours (PDHs), Washington, DC.

Jacobson, J. M. (2002, February 21). Performance measurement for employee assistance 
programs. Presented at the Monthly DC EAPA Chapter Meeting, Washington, DC.

Jacobson, J.M. & Kominoth, C. (2002, February 18-20). Sexual harassment in the workplace 
(Employee and Manager versions). Presented to the DC Government, HIV/AIDS 
Administration, Washington, DC.
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Jacobson, J.M. (2001, March). Development and implementation o f a performance measurement
program for a small EAP. Presented to the Senior Management staff of COPE,
Incorporated, Washington, DC.

Jacobson, J.M. (2000). Outcome measurements in EAP and Work/Life fields. Presented at the
EAP Industry Joint Meeting, Jime 22-23, Washington D.C. (Sponsored by SAMSHA).

Jacobson, J., M. & Masi, D.A. (2000, July). Outcome measurements for Ceridian’s LifeWorks
OneSource Product [Final Report]. Presented to Executive Board Members of Ceridian
Performance Partners, Boston, MA.

COMPUTER EXPERIENCE

Extensive experience as a research statistician. Skilled in the use of IBMAVindows systems,
Microsoft Office XP (Word, Excel, Access, Power Point, Outlook), Explorer, Netscape, and
SPSS.

ACADEMIC/PROFESSIONAL AFFILIATIONS

* Council for Social Woik Education
* Employee Assistance Program Association, Chesapeake Chapter
* Employee Assistance Professionals of North America
* Intemational Society ft>r Critical Incident Stress Foundation
* Intemational Society for Traumatic Stress Studies
* National Association of Social Workers, Maryland
* Society for Social Woric Research
* Society for Human Resources Management

ACADEMIC/PROFESSIONAL HONORS
* Group Achievement Award for Contractor Excellence - Employee Assistance Program awarded 

by Goddard Space Flight Center, National Aeronautics and Space Administration (March 8, 
2002). This award recognized my “exceptional contributions in providing professional and 
caring employee and workplace assistance services to Goddard employees and &mily 
members” (AI Diaz, Director).

* Public Service Group Achievement Award awarded by the National Aeronautics and Space 
Administration (July 9, 2002). This award recognized my “outstanding contributions and 
steadfest support of the psychological well-being of the NASA and contractor workforce and 
their femilies” (Sean O’Keefe, Administrator, NASA).

* Certificate o f Appreciation awarded by AI Diaz, Director of Goddard Space Flight Center, 
NASA. This award recognized my “outstanding service and support of the Employee 
Assistance Program, your commitment to the Goddard Safety and Environmental Program, and 
ensured the safety and health of NASA employees, January 2,2000 -  July 19,2002” (A.V.
Diaz, Director, GSFC).

* University of Maryland Merit Award, 1998-1999 and 2000-2001
* University of Maryland Alumni Scholarship Recipient, 1998
* National Dean’s List
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