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CROSS-CULTURAL HELPING INITIATIVES
AND COMPASSION FATIGUE PHENOMENA

Daxisyi nCuxon02iuHOol 2any3i, wo 6epymov yuacmo y MiHCHApoo-
HUX HIYIamueax 0onomozu Ha MICYsX, 0COONUBO 8 cepedosUax i3
BUCOKUM pI6HeM MPABMU, 3HAXOO0AMbCSA 6 OlnbULill Hebesneyi 6momu
cnigyymms ma IHWUX NO6 A3aHUX i3 HuMU npoOaremamu. Aemopu
0aromy 02140 ICHYIOYUX NCUXOOIACHOCMUYHUX A CKPIHIHEOBUX [H-
CMpYMeHmig i Memoois, AKi 00NoMazarmy axisysam KOMNeHCy8amu
6MOMY CNIGUYMMSL Y KPOC-KYIbIMYPHUX KOHmeKcmax. Aemopu maxodic
Hao0aroms peKomMeHoayii w000 KOHKPEMHUX KPOKI6, AKi NOBUHHI Ci0Y-
eamu 3a 0iazHOCMUKOIO 6MOMU CRIGUYMMS 6 HANPYICEHUX CUMYAYIAX
no8 A3aHux i3 mpasmoro 0 3a6e3neueHHs AKoOCmi nociye axisyis.

Knruogi cnosa: smoma cniguymms, 6MopuHHULL mpasmamudHull
cmpec, (hakmopu cmitikocmi.

Cneyuanucmel 6 NCUxon02uy¥ecKol o0daacmu, ydacmeyrowue 6
MeHCOYHAPOOHBIX UHUYUAMUBAX NOMOWU HA MeCmax, 0CODeHHO 8
cpeode ¢ 8bICOKUM YPOBHEM MPABMbl, HAXOOSAMCA 8 OObULel ONACHO-
cmu YCmanocmu couy8cmeust u Opyeux CesA3aHHbIX ¢ HUMU Npobiema-
mu. Aemopul darom 0030p cywecmeyowux ncuxoouaeHOCMu4ecKux
U CKPUHUHZO08bIX UHCHPYMEHMO8 U Menoo08, KOmopsle nOMO2aom
CReyuanucmam KOMNEeHCUpOsams YCManiocms COO0Ne3HO8AHUs 6
KPOCC-KYIbIMYPHBIX KOHMEKCMax. A8mopel maxsice 0arm pekomeH-
oayuu OMHOCUMENbHO KOHKPEMHbIX WaA208, KOMopble OO0NMHCHbL Clle-
006amb 3a OUACHOCMUKOU YCMATOCMU COUYECMBUS 8 HANPAIHCEHHBIX
CUMYayusax C6A3aHHbIX ¢ MPABMOoUl Oisl 0OeCneyeHus KauecmeenHou
NOMOWU CREYUATUCTIOB.

Knrouegvte cnosa: ycmaniocme couyecmeusi, 6MopudHblil mpag-
Mamuyeckuii cmpecc, hakmopwvl yCmoudueoCcmi.

Helping professionals engaging in cross-cultural immersion ex-
periences, especially in high-trauma ecologies, are at greater risk for
compassion fatigue and other associated problems. The authors give
an overview of existing assessment and screening tools and techniques
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that help professionals to offset compassion fatigue in cross-cultural
contexts. The authors also present specific action-steps that should
follow compassion fatigue assessment in intense trauma-related situ-
ations for ensuring quality services.

Key words: compassion fatigue, secondary traumatic stress, re-
siliency factors.

The Problem. Helping professionals engage in cross-cultural im-
mersion experiences, especially in high-trauma ecologies, are at greater
risk for compassion fatigue and other associated problems. Compas-
sion fatigue, burnout, and vicarious trauma are all stress-related condi-
tions common among caregivers (e.g. professional counselors, medical
personnel, first responders) engaging with highly traumatized human
populations. Counselors, social workers, psychologists, and other al-
lied professionals engage in helping roles that commonly intersect with
trauma, which often result in the minimization of their own emotional
responses. Therefore, it is important to research assessment and coping
strategies that help professionals to offset compassion fatigue in cross-
cultural contexts for ensuring quality services.

The Analysis of the Current Research and Publications. Over
the past few years, researchers have closely examined the effects of
working with traumatized populations on mental health professionals
[1; 2; 3; 4; 5]. Many of these studies have gleaned significant insight
into the components and consequences of secondary traumatic stress
(STS) and compassion fatigue (CF), as well as the specific protective
factors for resiliency among those who care for traumatized clients.

At the same time, there is much still to learn, especially in relation to
the effects of secondary trauma on new mental health professionals. As
universities incorporate short-term cultural immersion experiences into
their graduate training programs, new counseling interns, for example,
have the opportunity to gain firsthand knowledge in treating popula-
tions in cross-cultural contexts [6; 7; 8; 9]. These experiences pose
both benefits and potential risks to the novice. Understanding these
risks, and what factors may mitigate the effects of such risks, is im-
perative to the design of programs that protect and promote the overall
functioning, well-being, and longevity of counselors-in-training.

The trauma-related literature has classified symptoms and reactions
to traumatic events with different terms, including: vicarious trauma-
tization, secondary trauma, compassion fatigue, burnout and occupa-
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tional stress, to name a few. In order to accurately understand a person’s
response to a traumatic event, it is necessary to understand the distin-
guishing characteristics of trauma-related terminology. According to
McCann and Pearlman, «Vicarious traumatization can be understood
as related both to the graphic and painful material trauma clients of-
ten present, and to the therapist’s unique cognitive schemas or beliefs,
expectations, and assumptions about self and others» [10, p. 131].
Similarly, vicarious traumatization has been equated with secondary
trauma, defined as «encountering distress while empathizing for an-
other who has been affected by an event» [11, p. 54]. McCann & Pearl-
man defined STS as «counselors’ trauma reactions that are secondary to
their exposure to clients’ traumatic experiences [10]». Figley defined
compassion fatigue as a «state of exhaustion and dysfunction (biologi-
cally, psychologically and socially) as a result of prolonged exposure
to compassion stress» [12p. 253]. In other words, compassion fatigue
decreases professional mental health workers’ empathy and desire to
care for clients [13]. CF remains a function of a number of variables,
including extended exposure to suffering, the treatment provider’s own
history of trauma, as well as various other disruptions in the provider’s
personal and professional life [4]. Burnout and occupational stress ap-
pear without vocational bias and are best defined as job-related stress,
which include symptoms of exhaustion, cynicism, and ineffectiveness,
and can occur in individuals not working with trauma-related settings
[14]. Compassion fatigue, burnout, and vicarious trauma are all stress-
related conditions common among caregivers (e.g. professional coun-
selors, medical personnel, first responders) engaging with highly trau-
matized human populations [15, p. 314].

Current research identifies specific risk factors salient to such condi-
tions, including: inexperience, overwork, high caseloads, isolation, lack
of support and supervision, lack of training, lack of role clarity, marital
status, and personal history of unresolved trauma [15, p. 317-318). An-
other study identified severity of client problems, time limitations, in-
adequate resources, and emotional demands of the work as significant
risk factors for burnout [16]. Additionally, counselors, social workers,
psychologists, and other allied professionals engage in helping roles
that commonly intersect with trauma, which often result in the minimi-
zation of their own emotional responses [13].

There is added emphasis to stress reaction levels of treatment pro-
viders when considering the environment in which they practice. Much
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research has also come about exploring the impact of work-related
stress in various cultural environments with traumatized populations
[16; 17; 18]. For instance,MacRitchie and Leibowitz [19] studied the
effects of STS, as well as perceived empathy and social support of treat-
ment providers in South Africa where violence remains prevalent. And
in Australia, Hatcher and Noakes examined the experiences of compas-
sion fatigue and burnout among treatment providers of sex offenders
[17].

It is evident that client population and environmental differences
play a role in the experience of STS among treatment providers regu-
larly working in various cultural settings. However, research is scarce
regarding the prevalence of STS and CF among treatment providers
who immerse themselves within another culture to treat trauma-af-
fected populations. Protective factors and training preparation of these
treatment providers need to be examined.

A study by Hernandez et al. explored protective factors in treatment
providers, and found that therapists reported a sense of vicarious resil-
ience (i.e. being positively affected by clients’ posttraumatic healing
and growth), and described changes in their own attitudes, emotions,
and behaviors while witnessing clients overcome adversity [4]. These
changes include: 1) reflecting on human beings’ capacity to heal; 2)
reaffirming the value of therapy; 3) regaining hope; 4) reassessing the
dimensions of one’s own problems; 5) understanding and valuing spir-
itual dimensions of healing; 6) discovering the power of community
healing; and 7) making the professional and lay public aware of the
impact and multiple dimensions of violence by writing and participat-
ing in public speaking forums [4, p. 72—73].

Phelps et al. looked at other protective factors such as emotional
boundaries, peer support, clear role definition, spiritual faith, cognitive
reappraisal and adaptation under adverse conditions, finding meaning
in adversity, having a «hardy» personality, and compassion satisfaction
[15]. It should be noted that this study provides a caveat to the com-
ponent of spiritual faith, indicating that some traumatic situations may
actually contribute to a crisis of faith, wherein meaning and previous
religious assumptions are shaken considerably.

Other protective factors for resiliency may include reciprocity be-
tween therapist and client, and a meaningful frame of reference that
encompasses one’s identity, worldview, and belief system [4]. Trip-
pany, Kress, and Wilcoxon added: the capacity of the self to maintain
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a coherent sense of identity, connection, and positive self-esteem; ego
resources that allow one to meet one’s psychological needs and relate
to others interpersonally; sense of personal safety, trust, esteem, inti-
macy, and control; and adaptive cognitive schemas [20]. Additionally,
Gentry emphasized components of adequate self-care (e.g. sharing with
colleagues, exercise, meditation, nutrition, rest, sleep, recreation, sense
of humor, balance, prayer and spirituality, and strategic coping skills)
when working with victims of trauma [21, p. 48—51]. Finally, in cases of
vicarious trauma, debriefing that employs techniques, such as Francine
Shapiro’s Eye Movement, Desensitization and Reprocessing (EMDR)
therapy, can be quite effective in maintaining caregiver resiliency [22].

The Purpose of theArticle.The purpose of this article is to give
an overview of existing assessment and screening tools and techniques
that help professionals to offset compassion fatigue in cross-cultural
contexts. The authors also present specific action-steps that should fol-
low compassion fatigue assessment in intense trauma-related situations
for ensuring quality services.

Main Material Presentation.

Assessments. There are a variety of brief, but reliable measures
that help identify both at-risk and protective features. When used
prior to the cross-cultural experiences these instruments can facilitate
a before-the-fact orientation and help individuals identify personal
strengths and weaknesses. When used again after the cross-cultural
experiences, the assessments can identify changes which will inform
debriefing strategies, specific insights about the individual, and requi-
site supports. These instruments are: The Ego Resiliency Scale, Daily
Spiritual Experience Scale (DSES), Stress Vulnerability Scale, and the
Compassion Satisfaction and Fatigue Subscales (CSFS) of the Profes-
sional Quality of Life (ProQOL) Assessment.

Ego Resiliency (ER) refers to one’s capacity to «contextually mod-
ify one’s level of control in response to situational demands and af-
fordances.» [23, p. 396]. Masten and Coatsworth referred to ER as a
set of constructive coping mechanisms that are used by an individual
during and following a traumatic event [24]. Ego resiliency refers to
a system of behaviors, not one’s personality; therefore, this concept
can be taught and learned [13]. If ER is assessed prior to deployment a
counselor’s vulnerability can be identified and skills taught that target
the unique needs identified. The ER Scale was developed in 1951 by
Jack Block to produce a «continuous concept of ego resiliency» [25,
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p. 157]. Block and Kremen developed the ER Scale as the most cur-
rent self-reporting ER scale [26]. The ER scale attains reliability when
studied across several ethnic populations [23; 27]. Those with high
ER can modify their level of ego control in accordance to the situa-
tion [23]. Researchers found high ER to be a protective factor for ado-
lescents who had been maltreated during childhood [28]. Researchers
also found high ER leads to greater individual emotional regulation and
flexibility [29; 30].

The Daily Spiritual Experience Scale measures «a person’s percep-
tion of the transcendent (God, the divine) in daily life and his or her per-
ception of his or her interaction with or involvement of the transcendent
in life» [31]. Interrater reliability and internal consistency reliability lev-
els were both found to be statistically high. Good internal consistency
reliability among all research samples was reported. Some critics have
reported a concern over unidimentionality [31]. The DSES achieves va-
lidity as used across several ethnicities and religions [32-35].

The Stress Vulnerability Scale (SVS) developed by Miller and Smith
is a series of 20 Likert-scale questions assessing habitual, lifestyle, and
basic needs [36]. Application of the SVS is widely used in a variety of
settings including university and corporate environments. While the
SVS used in this study is based off of the first iteration of the assess-
ment, this particular subscale remains the same, but as a part of a larger
assessment. More recent reliability levels were found to be statistically
high [36].

The Compassion Satisfaction and Fatigue Subscale measures com-
passion fatigue as related to job burnout [2]. Participants answered
30 Likert-scale questions assessing levels of happiness, connectiv-
ity to work, and resiliency (e.g. «My work makes me feel satisfied»)
[37]. Recent applications of the CSFS include assessing for symptoms
of PTSD and professional quality of life with nursing staff at a foren-
sic psychiatry security unit, and measuring compassion fatigue among
clergy and other disaster-relief workers following the terrorist attacks
of September 11, 2001 [38; 39].

Practical Action-Steps. Perhaps imagine you are taking a team of
professional counselors to work for two weeks in a remote region of
a third world country that experienced a significant earthquake two
months prior to the trip. The loss of life and devastation to buildings and
infrastructure has been significant. To help the treatment team mem-
bers prepare, each member completed the battery of instruments. After
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the two-week trip, perhaps while traveling home, team members com-
pleted the battery as a post-evaluation process. How might results be
used prior to the cross-cultural immersion? What changes might you
anticipate seeing across the team afterwards? Considering your team,
would you hypothesize the following?

1. Treatment team members will report diminished ego resiliency
immediately after the experience.

2. Team members will report diminished professional quality of life
satisfaction and increased compassion fatigue immediately after the ex-
perience.

3. Team members will report increased vulnerability to stress im-
mediately after the experience.

4. A mediating/moderating factor for team members across instru-
ments will be spiritual vitality as measured by the DSES.

If these hypotheses (or other similar hypotheses) seem reason-
able, how might this inform practical action-steps to reduce the risk of
CFP? As evidenced in the literature and in this brief summary, the risks
of developing compassion fatigue are high for those who move toward
traumatized populations. It is not enough, therefore, to send counselors
into a system we know is embedded with great risks without adequate
preparation. Preparation can be obtained through several key action-
steps which may make the difference between a counselor who is com-
passion -fatigued or compassion-satisfied.

One key tactic used by organizations mobilizing counselors is the
debriefing process known as Critical Incident Stress Management
(CISM) [40 — 42]. Key elements of CISM are: pre-incident prepara-
tion and training, demobilization, crisis management briefing, defusing,
critical incident stress debriefing, family crisis intervention, individual
crisis intervention, pastoral crisis intervention, organizational consulta-
tion and development, and follow-up and referral [42]. The aim of these
stages is stabilization and progression in intervention strategies. The
CISM model also supports the helper during times of crisis by provid-
ing tools to process their cognitive and affective reactions in a way that
activates coping methods and resilience [13].

Another action step is to bolster the self-care strategies of the coun-
selors through identification of their personal and professional strengths,
life-giving habits, and basic wellness (diet, exercise, rest, healthful
relationships) patterns. A crucial skill for counselors is the ability to
empathize with their clients, but over-empathizing may lead to taking
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responsibility for others problems rather than empowering them to take
responsibility. Therefore, it is necessary for counselors to understand
components of healthy boundaries, recognize their own internal trig-
gers, and how to ask for help in the little choices. In a study,Harrison
and Westwood attempted to identify protective practices that reduce
risks of vicarious traumatization among mental health therapists [43].
When clinicians practice «exquisite empathy» (being highly present,
having good boundaries, and being sensitive), they describe themselves
as invigorated rather than depleted by their involvement with the trau-
matized client.

A third action-step consists of identifying the motivating forces that
compel helpers to help. This includes examining a person’s expecta-
tions, goals, philosophical framework for suffering and healing, and
sense of mission. Of note, Hirschidiscovered that people reported more
stress and reduced job satisfaction when they did not feel like they were
fulfilling their purpose [44]. Conversely, fulfilling one’s career calling
may serve as a moderator against stress [13]. In fact, research demon-
strates a connection between spirituality and calling. Dik, Sargent, and
Steger found a positive correlation between Spiritual Strivings scores,
religious commitment, career calling, and meaning in life [45]. There-
fore, highlighting the mission of the group and the sense of call that the
individuals within it identify may uncover a framework for the purpose,
progress, and limitations of helping encountered in reality.

Interestingly,McClelland introduced an effect he termed the Mother
Teresa Effect, reproducing results across three studies [46]. Participants
in all three studies viewed a documentary film of Mother Teresa’s work
amongst suffering individuals in Calcutta, India. Some participants
were inspired by the film despite the suffering displayed. Therefore,
a final (but not exhaustive) action step to prepare counselors for their
work includes creating a bond or ethos within the team that communi-
cates the values, creates cohesion, and inspires the counselors to do the
task set before them.

Conclusion. The implementation of ongoing assessment and screen-
ing tools for helping professionals engaging in high-trauma ecologies,
can significantly reduce the overall risk for compassion fatigue and
other associated problems on the field that emerge as a result of such
fatigue. By identifying both risk- and protective-attributes in treatment
and sustaining quality interventions that lead to increased self-care
among professional helpers, the effects of compassion fatigue in cross-
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cultural contexts can be diminished, while ensuring qualitative delivery
of services among traumatized populations.
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