CHAPTER I: LITERATURE REVIEW

Introduction

The impact of human service work roles in which workers are constantly exposed to the
wants and needs of other individuals, has received much attention owing to the frequently
reported deleterious effects of the stresses associated with such work (Cherniss, 1980;
Maslach, 1982). However, it is suggested that the demands posed by work specifically
involving interaction with trauma survivors in a supportive capacity, are even more
extreme (Straker, 1993). This is because the trauma counselling role exposes these
workers to the generic stressors of attending to human needs as well as the potentially
damaging emotional demands associated with eXposure to traumatic material (Straker,
1993). As the current study focuses on trauma counsellors, the review of the literature
must be contextualised according to the field of trauma and its unique human impact.
Although the potentially negative outcomes of interaction with survivors of trauma form
the focal point for investigation, it is noted that this interactive experience is also often
felt to be an enriching one. As reported by Pearlman (1995), contact with trauma
survivors in a supportive capacity often leads to a deeper understanding of the human
condition and results in personal growth of the helper (Pearlman, 1995). Similarly,

Straker (1993) asserts that trauma work is rewarding in its own right because:

[wlorkers entering into the world of trauma survivors are profoundly
affected by them, often finding new depth within themselves. They also,

however, run the risk of early burnout and even secondary traumatisation.



Indeed, interacting with trauma, even vicariously, has potentially serious

repercussions for psychological well-being (p. 32).

‘Burnout’ and ‘compassion fatigue’ are syndromes specifically related to chronic
exposure to the demands inherent in work roles requiring interaction with people and
trauma. While burnout is an outcome associated with the constant pressure of attending
to people in a human service capacity, compassion fatigue is an outcome associated with
the experience of secondary trauma as a result of interacting with trauma survivors in a
supportive capacity (Cherniss, 1980; Figley, 1995; Maslach, 1982). Accordingly, trauma
counsellors are at a particularly high risk of developing burnout and compassion fatigue
because their work role incorporates the characteristic demands associated with exposure
to people in a human service capacity and specifically in the provision of trauma support
(Chrestman, 1995). Both burnout and compassion fatigue, as ‘syndromes’, comprise a set
of symptoms indicative of the fact that a worker is suffering from emotional exhaustion
and secondary traumatisation respectively. These conditions both have serious negative
implications for human service workers if not addressed. These negative implications are
also not limited to the well-being of counsellors and they may have a negative
organisational impact by potentially resulting in a high counsellor turnover (Figley, 1995;
Maslach, 1982). As such, a vast amount of literature defining and exploring the effects of

these syndromes across human service professions, has emerged (Figley, 1988).

Prior to reviewing the literature pertaining to these syndromes and the manner in which it

may be extrapolated to South African trauma counsellors, however, the concept of trauma
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shall be discussed with reference to the South African context of crime. In addition, the
trauma-counsellor’s role in relation to trauma survivors shall be examined. In doing so,
the literature regarding the impact of traumatic exposure as well as the connection
between posttraumatic stress disorder and secondary trauma shall be drawn. Having
derived an understanding of the central concepts that make trauma a complex field of
study, the phenomena of compassion fatigue and burnout as reactive syndromes to such
exposure, shall be defined and reviewed. Similarly, as the relationship between these
variables and the counsellors’ intent to leave is investigated, the concept of withdrawal
cognition and intent shall be defined. Thus, a comprehensive understanding and

definition of the dependent variables in the study is provided.

Having explored the literature pertaining to compassion fatigue and burnout, the review
alters its focus to an exploration of the individual factors, both personal and situational,
that have been selected as the independent variables of study. The definition of ‘personal
factors’, as adopted in the current research, refers to the characteristics unique to
individuals, for instance personality characteristics and life experience. Conversely, the
term ‘situational factors’ refers to characteristics that may vary across individuals and
that are influenced by context-specific variables, for instance social support networks. In
the current study the personal factors explored include the personality construct sense of
coherence as well as prior exposure to trauma. Alternatively, the situational factors
explored include social support, job involvement and organisational commitment. In
reviewing the literature regarding these constructs, each shall be comprehensively
defined and identified as appropriate for study as predictive of the susceptibility to

burnout and compassion fatigue.



The Field of Trauma and Trauma Responses

The context of trauma in South Africa: The incidence of posttraumatic stress

disorder
Reports of shootings, murders, bank robberies and sexual assault predominate South
African headlines on a dziily b;sis, adding credence to the assertion that South Africa is
currently one of the most violent countries outside of a war zone (SAPS, 2000). Hence,
‘crime’ has become a term inextricably related to South African society, a fact largely
attributed to the socio-economic and racial inequities caused by the violent, political past
of apartheid’s ideological reign (Wilson, 1998). Besides being rampant, the nature of
South African crime is one in which violence and victimisation are central, the
experiences of countless survivors of crime thus being characterised by the traumatic
instigation of aggravated assault and bodily harm (SAPS, 2000). As such, the number of
crime survivors experiencing symptoms associated with their traumatic experiences are
high, thereby necessitating the focus of attention on the complex functioning and impact

of trauma in South African citizens. According to the DSM IV (1994), a traumatic

experience is defined as:

exposure to an extreme traumatic stressor involving direct personal
experience of an event that involves actual or threatened death or serious
injury, or threat to one’s physical integrity, or witnessing an event that
involves death, injury or threat to the physical integrity of another person,

or learning about unexpected or violent death or injury experienced by a




family member or close associate. The person’s response to the event must

involve intense fear, helplessness or horror (p. 425).

Given the extreme nature of the stress encountered through exposure to a traumatic
incident, these experiences are generally characterised as existing beyond the realm of
normal, daily human experience (Dunkle & Potter, 1996). As a result, the effects of
trauma frequently manifest as a characteristic cluster of intense, often incapacitating,
symptoms (Dunkle & Potter, 1996). The incidence of a syndrome related to traumatic
exposure, having first been recognised and acknowledged in post-Vietnam war veterans,
has thus become a widely accepted phenomenon and is termed posttraumatic stress
disorder (PTSD) (Figley, 1988). According to Van der Kolk and Greenberg (1987),
PTSD arises as a result of the survivor’s inability to integrate the traumatic experience
meaningfully into his/her life experiences, thereby remaining fixated on the trauma and
pre-occupied by the attendant feelings of fear, anger and anxiety. Correspondingly,
Dunkle and Potter (1996) regard PTSD as an anxiety disorder characterised by emotional
disturbance constituting a normal human response to an experience that is beyond the
range of normal, daily events. In acknowledging PTSD as a ‘syndrome’ characterised by

a cluster of symptoms denoting such emotional disturbance, the DSM IV (1994)

delineates the symptomatic parameters of PTSD as:

include[ing] persistent re-experiencing of the traumatic event, persistent

avoidance of stimuli associated with the trauma and numbing of general

responsiveness and persistent symptoms of increased arousal. The full

symptom picture must be present for more than one month and the




disturbance must cause clinically significant distress or impairment in

social, occupational or other important areas of functioning (p. 425).

While in agreement with the DSM IV’s symptomological description of PTSD, Dunkle
and Potter (1996), however, assert that PTSD symptoms have a limited time span in order
to be considered a normal human response. Accordingly, they argue that PTSD
symptoms that persist beyond six months are dysfunctional and indicate a complicated
response to trauma. Such a response is not infrequent in the South African context given
the exposure of many South Africans to continuous traumatic stress (Dunkle & Potter,
1996). Such chronic exposure, for instance through the repeated exposure to traumatic
material in daily news reports, constant threat of injury or the repeated victimisation are
endemic to this society characterised by the high incidence of crime (Straker, 1993).
Having described the nature of South African crime and the repercussions of such crime
to the incidence of trauma in the lives of South Africans, it follows that thousands of
South Africans, as survivors of violent crimes, experience PTSD. Furthermore, given the
distressing and often debilitating impact of symptoms associated with this psychological

response, the importance of the role of trauma counsellors in assisting survivors of
b

trauma who require support in overcoming PTSD, is obviated.

The trauma counselling role

As has been indicated, trauma counsellors are exposed to high numbers of traumatised

individuals, owing to the sheer number of crimes involving victimisation in South Africa.

Hence. it follows that the experiences of trauma counsellors may vary, depending on the

clients they encounter, the frequency with which they counsel or the context in which
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they work. However, the trauma counselling role is rendered conceptually distinctive
from any other form of counselling or formal psycho-therapy owing to its primary focus
on the impact of incidents pertaining directly to traumatic events, as opposéd to any
broader psychological issues. As a result, trauma counselling tends to involve shorter-
term, supportive intervention from counsellors (Scott & Stradling, 1994). Trauma support
intervention involves activities that range from crisis intervention to a more restorative
form of support work. Firstly, crisis intervention involves the provision of instrumental
support to the counsellee directly after the trauma has been experienced. Such support
activities may include, for instance, the counsellor providing assistance in contacting
relatives or in calling for medical assistance (Scott & Stradling, 1994). Secondly, the
more emotionally supportive aspect of counselling has a restorative focus in that its
primary goal is to assist clients in coping with and overcoming PTSD. This is referred to

as a restorative process as its primary objective is to facilitate the restoration of the

client’s social and occupational functioning (Scott & Stradling, 1994).

As the underlying cause of PTSD is the inability to integrate the traumatic experience

meaningfully, it follows that the role of the trauma counsellor is to assist the traumatised

client in overcoming the intrusive fixation with the experience by placing it within a

meaningful context, thereby allowing its assimilation into the client’s life events (Van der

Kolk & Greenberg, 1987). In order to achieve this it is instrumental that the counsellor

facilitate the trauma survivor’s process of working through the traumatic experience and

the symptoms and feelings associated with it. Dunkle and Potter (1996) define ‘working

through® as a process involving the «yentilation of feelings through telling and re-telling

the story” (p. 61). Accordingly, the primary role of the trauma counsellor is to facilitate
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repeated and detailed recounting of all aspects of the experience, demonstrating a
willingness to hear and contain the worst parts of the trauma. Active listening and
encouragement validates feelings and experiences, thereby allowing for emotional release
and the consequent decrease in pre-occupation with the trauma and the fear and anxiety
caused by it (Dunkle & Potter, 1996). Thus, central to the counsellor’s éffecfive
fulfillment of his/her role ié the ability to listen and engage repeatedly with the details of
trauma and the attendant emotions. In order to achieve this level of engagement, it is
suggested that an ability to identify with the client and enter his/her subjective emotive

reality is required. Straker (1993) states that the:

capacity for receptivity and for openness to the other presupposes that the
listener [is capable of integrating] the myriad of powerful emotions that
working with the survivors of trauma elicit, most particularly the emotions
of horror, helplessness, sorrow and anger....These emotions facilitate the

identification and empathy crucial to all healing relationships (p. 34).

Therefore, it is clear that the nature of the counselling role itself promotes the prolonged,
indirect expdsure to the traumatic experiences of survivors as counsellors are “always
knee-deep in the extreme intensity of trauma-inducing facts” (Figley, 1995b, p. 20).
Furthermore, intrinsic to the role is a requisite level of engagement beyond passive
listening. Such engagement allows the counsellor to identify and relate to the feelings
experienced by the trauma survivor, thereby placing an extreme emotional demand on the
counsellor. Figley (1995) terms the specific stress resulting from interaction with trauma

survivors as a care-giver or supporter as compassion stress. In spite of being trained to
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confront traumatic material, the impact of such exposure and the emotional demand

placed on counsellors is such that they are “not immune to the painful images, thoughts

and feelings associated with exposure to their clients’ traumatic memories” (McCann & -

Pearlman, 1990, p. 132). As the DSM IV (1994) clearly acknowledges the potential
emergence of PTSD as a result of “learning about unexpected or violent death or injury
of a family member or close associate” (p. 425), it follows that counsellors engaging on
such an emotional level with trauma survivors are a high risk group with regard to the

development of PTSD symptomology.

In keeping with Figley’s (1995) assertions, while trauma counsellors are vulnerable to
developing PTSD symptomology, differences in their exposure to traumatic material
result in mild differences in the manner in which this symptomology manifests [See
Appendix I]. The differences in symptomological manifestation emerge owing to the
indirect and prolonged exposure of trauma counsellors to traumatic material as opposed
to the direct and short-term exposure of survivors to a traumatic incident (Figley, 1995).
This outcome of long-term exposure has been referred to across the literature as vicarious
traumatisation, secondary traumatic stress disorder and secondary traumatic

victimisation (Figley, 1995; McCann & Pearlman, 1990; Straker, 1993).

Secondary traumatic stress disorder (STSD): Perspectives regarding the

psychological processes underlying the experience of STSD

In reviewing the literature regarding the impact of trauma and interaction with trauma
survivors, divergent explanations regarding the mental processes underlying the

development of secondary trauma, emerge. For instance, the experience of secondary








































































