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ABSTRACT

PERSONAL AND VICARIOUS TRAUMATIZATION AND TRAUMA-RELATED
SYMPTOMS: EXPLORING THE MODERATING ROLE OF MENTALIZATION

Years of trauma research revealed that consequences of traumatic events are dependent on
many factors. Regardless of its severity or age of onset, traumatic events may lead to mental
health problems. The most challenging aspect of traumatic experiences is often found to be
the difficulty in comprehending these events and integrating them meaningfully within one’s
life narrative. Thereby, it is hypothesized that one’s ability to reflect upon their inner and
outer experiences, i.c., one’s capacity to mentalize, could mitigate the negative effects of
trauma on individuals. Accordingly, this study examined the relationship between personal
or vicarious traumatic experiences of adults working with traumatized individuals and their
posttraumatic stress symptoms (PTSS). Whether or not mentalization capacity moderated
these relationships were investigated. For this purpose, information about experienced
personal and vicarious trauma (using the Cumulative Trauma Scale-Short Form), PTSS
(using Impact of Event Scale-Revised) and mentalization capacity (using the Mentalization
Scale) were collected from 130 participants who were primarily psychologists and social
workers. While the results supported the negative relationship between personal trauma and
PTSS, no significant relationship was found between vicarious trauma and PTSS.
Mentalization did not have a moderating effect, although individuals with more motivation
to mentalize were found to be less affected by trauma compared to individuals with less
motivation. Lastly, ongoing therapy and supervision were protective factors in this
relationship. The meaning of these findings is discussed in the context of Turkey, where
traumatic life events are frequently experienced, and regarding the importance of

mentalization-based therapeutic interventions.

Keywords: personal traumatization, vicarious traumatization, trauma history,

mentalization, posttraumatic stress symptoms.



OZET

DOGRUDAN VE DOLAYLI TRAVMATIZASYON VE TRAVMAYA BAGLI
BELIRTILER: ZIHINSELLESTIRMENIN DUZENLEYiCi ROLUNUN
ARASTIRILMASI

Travma alaninda yillar icinde yapilmis c¢alismalar bu kavramin olasi tanimlamalar1 ve
sonuglariin ¢ok fazla degiskene bagli oldugunu ortaya koymustur. Travmatik deneyimlerin,
hangi siddette ve yasam déneminde yasanmis oldugundan bagimsiz olarak, bireylerin ruh
sagligint olumsuz etkileyebildigi bilinmektedir. Travmatik deneyimlerin bireyleri en ¢ok
sarsan ve zorlayan tarafinin ise bu olaylarin algilanmasi ve kisinin hayat hikayesinde manali
bir noktaya oturtulmasinin zorlugu oldugu goriilmistiir. Bu noktada travmatik deneyimler
yasamis kisilerin i¢sel ve dissal deneyimleri {izerine diisiinebilme ve fikir yiiriitebilme
becerisinin, baska bir deyisle, zihinsellestirme kapasitesinin, bu deneyimlerin kisinin
tizerindeki olumsuz sonuglarmi etkiliyor olabilecegi disiiniilmektedir. Bundan yola
cikilarak, bu ¢alismada travmatize olmus bireyler ile ¢calisan meslek gruplarindaki bireylerin
kendilerinin yagamis olduklari veya is yerinde ikinci dereceden maruz kaldiklar1 travmatik
deneyimlerin bireylerin travma sonrasi stres semptomlar: (TSSS) ile arasindaki iliski
incelenmis, bu iliskide bireylerin zihinsellestirme kapasitesinin olasi duzenleyici rolu
incelenmistir. Bu amagla ¢ogunlugu psikolog veya sosyal hizmet ¢alisani olan 130 yetiskin
katilimcidan: bireysel ve is yerinde maruz kaldiklar1 travmatik deneyimler (Birikimli
Travma Olgegi kullanilarak), TSSS (Olaylarmn Etkisi Olgegi kullanilarak) ve mentalizasyon
becerileri (Zihinsellestirme Olgegi kullanilarak) hakkinda bilgi toplanmustir. Sonuglar
bireysel travma ile TSSS arasindaki olumlu iliskiyi desteklerken, dolayli travma ile TSSS
arasinda anlamli bir iliski bulunamamistir. Zihinsellestirme kapasitesinin bu iligkileri
diizenleyici etkisi gozlenmemis, ancak, zihinsellestirme motivasyonu daha fazla olan
bireylerin travmalardan motivasyonu daha az olan bireylerle kiyaslandiginda daha az
etkilendigi bulunmustur. Son olarak, travma ile ¢alisan yetiskinlerin terapi ve siipervizyon
aliyor olmasinin da bu iliskide koruyucu etkisi oldugu goriilmiistiir. Sonuglar, travmatik
yasantilarin oldukca fazla oldugu Tiirkiye baglaminda ve zihinsellestirme odakli terapilerin

Onemi g¢ergevesinde tartisilmistir.

Anahtar Kelimeler: dogrudan travmatizasyon, dolayli travmatizasyon, travma ge¢mis,

mentalizasyon, travma sonrasi stres belirtileri.
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1. INTRODUCTION

Trauma, despite the challenging task of its conceptualizing, is of high research value.
Understanding how posttraumatic stress reactions come about and who is prone to
vulnerability is valuable (Allen et al., 2012; Rosen & Lilienfeld, 2008). Consistent with the
theory of mentalization (Fonagy et al., 2012; Sharp et al., 2012), what matters is the place
trauma holds in mind and its integration to the unique and meaningful narrative of the person
— that is whether trauma can be mentalized or not. In the case of disruption within the
mentalization capacity, “all the inescapable pains of the human condition are experienced
with the immediacy of the open wound unprotected by the ‘skin’ that mentalizing provides”

as Allen and colleagues (2012) states (p. 430).

In the current study, the relationship between traumatic exposure in personal and
professional life, its effect on the person, related symptoms, and the role of mentalization in
said relationship are investigated. In the following sections, the concepts of trauma, vicarious
trauma, and mentalization will be elaborated on, accompanied by the review of relevant

literature.

1.1. Trauma

Trauma is, traditionally, conceptualized as events that pose severe threat to survival
or physical integrity. However, event-based conceptualization of the term may be
insufficient since deciding on traumatic events that leave comparable effects on everyone is
nearly an impossible task (Allen et al., 2012). Despite this, there are some events that may
be rated as traumatic by a majority of people, referring to their potentially catastrophizing
nature. To illustrate, natural disasters such as earthquakes, floods or hurricanes, war, terror,
captivity, migration, accidents or illness causing severe harm to the person or loved ones,
loss of a loved one, physical or emotional abuse or neglect, sexual violence, domestic
violence, abandonment, bullying, discrimination based on race or ethnicity and on gender
identity or sexual orientation may be categorized as possibly traumatic events. In addition,
despite deemed minor than those listed previously, academic failure, moving frequently, loss

of a job, or financial issues may also be experienced as traumatic.



The borders of the concept of trauma are not well-defined. There is no direct link
between an event and a following effect, people respond in various ways to potentially
traumatic events, and sometimes, traditionally defined traumatic events are not even
prerequisite for the detrimental aftermath of trauma (Allen et al., 2012; Frans et al., 2005;
Rosen & Lilienfield, 2008). Then, trauma can optimally be defined based on its impact, its
traces on the person. Trauma can be conceptualized as a threat to psychological integrity,

overwhelming the person beyond their capacity (Schimmenti & Caretti, 2016).

The Republic of Turkey is traumatized and traumatizing — considering its history,
standing, and population. Events with the potential to leave a traumatic impact that were
reported to be prevailing in Turkey may be listed as follows: natural disasters, life-
threatening accidents, death of close ones, adverse childhood experiences, domestic
violence, sexual violence, war, terror, or displacement (Aker et al., 2007; Karanci et al.,
2012). Repeatedly and continuously, we hear about trauma. Prevalence rates of traumatic
exposure in Turkish population draws a similar picture. In a study conducted with a large
and representative Turkish sample, on the topic of posttraumatic stress, 58.6% of the
participants reported experiencing at least one traumatic event (Karanci et al., 2012).
Research indicates corresponding rates from other parts of the world — 60.7% for men and
51.2% for women in US (Kessler, 2000), 84.4% for men and 77.1% for women in Sweeden
(Frans et al., 2005), and two-thirds of people in a study compiled information from 24

countries (Benjet et al., 2016).

1.1.1. Cumulative Trauma

The concept of trauma can be organized in different ways — namely based on onset
or nature. A distinction hinged on onset usually includes childhood and adulthood traumatic
experiences. Every child has a unique developmental story, ranging from optimal to
traumatic, with varying experiences, especially with parents (Felsen, 2017). Childhood
traumatic experiences generally include physical and emotional abuse and neglect, and
sexual abuse — where the inflictor can be a parent or someone else (Sar et al., 2020). Exposure
to traumatic events as a child, without a doubt, leaves marks on the developing mind,
personality and its structures. Although overlooked, traumatic experiences during adulthood
can still have significant ramifications considering that the traumatic event would be

experienced as alien and unexpected, and it would be harder to dissociate (Felsen, 2017).



There is a line of research on trauma, adopting the distinction between childhood and
adulthood onset. In a study conducted with patients with posttraumatic stress disorder
(PTSD); dissociation, feelings of guilt and shame, posttraumatic stress symptoms (PTSS),
aggression turned to self, and interpersonal sensitivity was found to be correlated with the
number of different traumatic events participants had endured; however, only dissociation
levels differed in terms of childhood and adult-onset traumatic events, indicating that the
negative trauma-related outcomes were associated with the variety in traumatic events,
rather than the life stage the event occurred (Hagenaars et al., 2011). In another study,
adolescents who reported more traumatic events throughout their lives was found to show
higher levels of PTSS and depressive symptoms while controlling for childhood adverse
experiences — meaning that the period of exposure was of no importance (Suliman et al.,
2009). Similarly, in a study investigating childhood (sexual, physical, and emotional abuse,
emotional neglect, and abandonment by mother) and adulthood (sexual, physical and partner
abuse, repeated and single exposure) trauma reported a meaningful relationship between the
additive effect of these experiences with trauma-related symptoms, such as emotion
regulation and interpersonal difficulties, depressive and dissociative symptoms (Cloitre et
al., 2009). In a longitudinal study where people were assessed regarding trauma exposure
and PTSS at the ages of 26 and 32, those who reported additional exposure between these
ages were more likely to develop PTSD compared to those who did not report such exposure
(Koenen et al., 2007). Sareen’s (2014) findings indicate that multiple traumatic events,
regardless of the period they occurred, have an impact on the self, in terms of both repeated
exposure to the same event and exposure to qualitatively different evets. In contrast, Schoeld
and colleagues (2014) reported that the frequency of exposure in general is a less influential

factor than exposure to different types of events, regarding PTSS.

In this respect, a life-long and cumulative perspective for different types of traumas
and their effects may be more suitable for a comprehensive consideration, rather than
focusing on specific life stages or specific events. In this perspective of multiple traumatic
events and their accumulated effect, any event, minor or major can act as a trigger at any
point, overwhelming the capacities of the person (Kira et al., 2008). Exploring the aftermath
of a single traumatic event occurred in a specific period is naturally valuable, yet a lifelong
trauma history is worth investigating as well (Allen et al., 2012; Kessler, 2000; Kira et al.,

2008). Cumulative trauma as a concept, according to Kira and colleagues (2008), includes



various events, however major or minor, throughout life that may impact the person,

however largely or little, resulting in an accumulated effect.

The focus on types of traumas is another way of categorizing. A life story without
any traumatic events or with a single traumatic event, as shown by prevalence rates too, does
not reflect reality. Traumatic events can be grouped into two based on the manner they
occurred: natural or human-made (Kira et al., 2008). Natural disasters or severe illnesses as
a cause of death of loved ones can be considered outside of control, without inflictors. On
the other hand, human-made traumatic events may leave a deeper impact on the exposed
person since there is another person involved, usually bringing harm, deeply disturbing the
belief system and trust in others and the world. These two different types may have
differential effects. Another way of grouping traumatic events based on event-related
features can be as follows (Eltan & Karanci, 2022): survival trauma (e.g. natural disasters or
physical assault), personal identity trauma (e.g. physical or sexual abuse), collective identity-

trauma (e.g. discrimination), and family-attachment trauma (e.g. loss of a loved one).

The idea that different types of trauma can have differing levels of impact on the
person is largely supported by research. For instance, compared to traffic accidents, sexual
violence or loss of a loved one is shown to have a greater impact on the aftermath of trauma
(Frans et al., 2005; Owens, 2016; Shakespeare-Finch & Armstrong, 2010) since both
physical and psychological integrity is at risk, and involvement of another, either as a close

one who is lost or as a perpetrator, is the case (Shakespeare-Finch & Armstrong, 2010).

1.1.2.Risk Factors associated with Traumatic Exposure

Trauma is common; however, some people might be more prone to traumatic
exposure than others. Gender, for instance, is associated with differential exposure — men,
compared to women, reported higher amounts of traumatic exposure (Frans et al., 2005;
Koenen et al., 2007; Perkonigg et al., 2000; Tolin & Foa, 2006). Regardless of gender,
previous psychopathology is associated with trauma exposure (Perkonigg et al., 2000),
although the direction of association is unclear. Previous trauma is also associated with
elevated risk of traumatic exposure (Benjet et al., 2016), especially during childhood
(Koenen et al., 2007). Specifically, temperamental difficulties, social withdrawal,
hyperactivity, loss of a parent, and caregiver’s distress was found to be linked with increased

likelihood of exposure (Koenen et al., 2007). Whereas social support (Felsen, 2017) and



being married (Benjet et al., 2016) were proposed to be protective against traumatic

exposure.

1.2. Vicarious Trauma

A highly emphasized point in the literature is that trauma is contagious. Experiencing
IS not the only way for trauma to leave its mark on the individual. Witnessing a traumatic
event or being exposed to its explicit details can also have a similar effect. Relatives or
acquaintances of the traumatized people may be influenced by the event. Exposure to

traumatic events through media or any other channel can also lead to traumatization.

Professionals involved in care for traumatized people are particularly open to this
contagious effect. This phenomenon has been termed in various ways — such as compassion
fatigue, secondary traumatic stress (STS), burnout, countertransference, or vicarious
traumatization (McCann & Pearlman, 1990). STS is explained as “the natural and
consequent behaviors and emotions resulting from knowing about a traumatizing event
experienced by a significant other — the stress resulting from helping or wanting to help a
traumatized or suffering person” (Figley, 1995, p. 7). In relation to STS, compassion fatigue
is described as a disorder, focusing on the symptomatic response to this stress (Figley, 1995).
Burnout can be defined as “a state of physical, emotional and mental exhaustion caused by
long term involvement in emotionally demanding situations™ (Pines & Aranson, 1988, p. 9).
Countertransference is the conscious or unconscious response of the therapist to the patient's
transference (McCann & Pearlman, 1990). Vicarious traumatization is comprised of
processes that result in emotional responses and alterations of cognition and behavior, which
makes it more encompassing compared to STS and compassion fatigue whose emphasis in
on the exposure-related symptoms (Baird & Kracen, 2006; Sabin-Farrel & Turpin, 2003).
While any occupation may experience burnout, vicarious traumatization is more specific to
people working with traumatized individuals (Molnar et al., 2020; Sabin-Farrel & Turpin,
2003). Countertransference is not specific to trauma-related material and is often specific to
the session or the patient (McCann & Pearlman, 1990) while vicarious trauma is implicated
in both the professional and personal life of the person (Calik Var & Cetinkaya Biiyiikbodur,
2017; McCann & Pearlman, 1990; Sabin-Farrel & Turpin, 2003).



In this study, the term vicarious traumatization will be used since it encompasses the
effect of indirect exposure to traumatic material in a broader sense compared to other terms.
It will be used to emphasize the impact of indirect exposure during work on the inner world
of the person, regardless of the exposure being short- or long-term, being more or less
frequent, or including different types of traumatic events.

1.2.1.Vicarious Traumatization in the Workplace

The interest in vicarious traumatization began in the 1980s, and McCann and
Pearlman (1990) were the first ones to coin and try describing this term. Vicarious

9 ¢

traumatization manifests as professionals’ “painful images, thoughts, and feelings associated
with exposure to their clients’ traumatic memories” and includes “long-term alteration in the
therapist’s own cognitive schemas, or beliefs, expectations, and assumptions about self and
others” (p. 132). Vicarious traumatization is structured within the Constructivist Self-
Development Theory (CSDT). The CSDT proposes that people form their own reality and
attribute meaning to their experiences via self-constructed schemas, which include ideas,
beliefs, expectations and assumptions about themselves and the world around them.
According to the CSDT, vicarious traumatization causes these schemas to change for the

worse, especially in the areas of trust and safety.

There are certain occupational groups that are exposed to traumatic materials in detail
while carrying out their professional requirements. Due to the nature of the occupation,
people working in these areas encounter accounts of traumatic experiences, that vary in
terms of detail or frequency, in a continuous and cumulative manner (Middleton et al., 2021;
Sabin-Farrel & Turpin, 2003). This can be termed as “internarrator transmission”, similar to
the transmission of intergenerational trauma (Boulanger, 2018, p. 61). In addition to hearing
traumatic narratives, witnessing the events or working on its details as a case can also be a

part of job demands.

Said occupational groups may include psychotherapists, psychologists, clinicians,
psychological counselor, doctors, nurses, social workers in child, elderly or disabled
services, emergency workers, ambulance officers, police officers, first responders, firemen,
lawyers, prosecutors, or journalists. For this particular study, the term trauma worker will be

used after this point, for people working with traumatized individuals and who has the



potential of bearing the outcomes. Witnessing traumatic events or first-person accounts of
them in this manner can significantly impact the person’s sense of security, causing trauma
encountered during work to permeate into other areas of their lives (Ashley-Binge &
Cousins, 2020; Boulanger, 2018; Calik Var & Cetinkaya Biiyiikbodur, 2017; Middleton et
al., 2021; Molnar et al., 2020).

Vicarious traumatization has gained significant research interest considering its
impact on trauma workers. One focus of research is the prevalence. Molnar and colleagues
(2020), in their systematic review of 39 studies conducted with people working with
traumatized children in the US and Europe, documented that 16 to 92% of workers in the
field reported vicarious traumatization. The quite wide range was thought to be due to using
different measures and reporting different levels of severity in terms of vicarious
traumatization — higher percentages were in response to having at least one symptom of
work-related stress (Molnar et al., 2020). Moderate levels of vicarious traumatization were
reported in 2 to 15% of trauma workers (Bride, 2007; Molnar et al., 2020). In a study
conducted with Turkish mental health professionals (psychotherapists, psychological
counselors, psychiatrists, social workers, and volunteers), the self-reported rate of vicarious

traumatization was stated as 25.4% (Zara & I¢oz, 2015).

Another focus of research is the associated outcomes. In their work on mental health
professionals’ vicarious traumatization, Sabin-Farrel and Turpin (2003) noted associations
of it with PTSS, general distress, and burnout. Another review focusing on child welfare and
child protective service workers, first responders to children-related crimes, law
enforcement, lawyers, and prosecutors identified that disturbances in the sense of trust,
maladaptive coping mechanisms, burnout, compassion fatigue, and relationship problems
were linked with vicarious traumatization (Molnar et al., 2020). Similarly, criminal lawyers,
compared to those who work in other areas, reported higher levels of vicarious
traumatization, work-related stress, depression, PTSS, changes in their view of safety
regarding self and other, and intimacy, while no differences were found in terms of
satisfaction with work and management of work-related stress (Vrklevski & Franklin, 2008).
Middleton and colleagues (2021), too, identified several elements of vicarious
traumatization in their qualitative study carried out with forensic interviewers. The findings
follow: detailed accounts of traumatic events or interviewers’ own trauma history can act as

triggers, distancing the self from traumatic materials was achieved by dissociation or by



shifting from the emotional to rational, and feelings of inadequacy can be linked with
hopelessness, anger and distrust which can impact work performance negatively by leading

to lack of motivation or positively by fostering change-oriented thinking and effort.

1.2.2.Risk and Protective Factors associated with Vicarious Traumatization

Not all trauma workers are afflicted by vicarious traumatization. Although the word
contagion may imply that the person is immobilized in the face of this indirect traumatic
effect (Boulanger, 2018), the idea that everyone working with trauma will experience
vicarious traumatization would be flawed. Moreover, there are studies indicating trauma
workers” work-related satisfaction, competence, and motivation alongside negative effects
(Armes et al., 2020; Molnar et al., 2020). This raises the question of who may be under

heightened risk regarding the impact of vicarious traumatization.

Previous trauma history of the worker and higher amount of caseload consistently
appear as risk factors in the literature (Armes et al., 2020; Ashley-Binge & Cousins, 2020;
Baird & Kracen, 2006; Bloom, 2003; Calik Var & Cetinkaya Biiyiikbodur, 2017; Hensel et
al., 2015; Lerias & Bryne, 2003; Molnar et al., 2020; Pearlman & Mac lan, 1995; Sabin-
Farrel & Turpin, 2003; Vrklevski & Franklin, 2008; Zara & I¢6z, 2015). Frequent exposure
to traumatic material (Lerias & Bryne, 2003; Zara & I¢dz, 2015), lack of trauma-focused
training (Ashley-Binge & Cousins, 2020; Calik Var & Cetinkaya Biiylikbodur, 2017; Hensel
et al., 2015), being female (Calik Var & Cetinkaya Biiyiikbodur, 2017; Lerias & Bryne,
2003; Molnar et al., 2020), vicarious traumatization due to other channels outside of work
(Molnar et al., 2020) and exposure to human-made traumatic events as opposed to natural
ones (Zara & I¢dz, 2015) are also indicated as risk factors. Being younger and lack of
experience (Hensel et al., 2015; Pearlman & Mac lan, 1995) are found to be associated with
susceptibility; however, one study deemed the results inconclusive (Molnar et al., 2020). As
mentioned before, the term trauma worker includes various occupational groups who
encounter various types of traumatic events. Correspondingly, particular types of trauma
may render those working with them more susceptible to experiencing vicarious trauma —
including but not limited to sexual abuse (McCann & Pearlman, 1990), child abuse or neglect
(Armes at al., 2020), and physical abuse or incest (Kahil & Palabiyikoglu, 2018).



A number of variables are discovered as protective against vicarious traumatization.
They include workplace support (Ashley-Binge & Cousins, 2020; Hensel et al., 2015;
Molnar et al., 2020), social support (Ashley-Binge & Cousins, 2020; Molnar et al., 2020),
organizational support (Molnar et al., 2020), self-care practices (Molnar et al., 2020) and
supervision (Ashley-Binge & Cousins, 2020; Calik Var & Cetinkaya Biiyiikbodur, 2017;
Molnar et al., 2020; Sabin-Farrel & Turpin, 2003; Zara & i¢6z, 2015) — although Hensel and

colleagues (2015) reported no associations regarding supervision.

1.3. Posttraumatic Stress Symptomatology

Posttraumatic stress symptoms (PTSS), or on clinical levels posttraumatic stress
disorder (PTSD), are among various presentations of the aftermath of trauma, which are
explained above, and perhaps is the most typical (Nietlisbach & Maercker, 2009). Trauma
exposure, direct or indirect, is associated with, most typically, intrusion, hyperarousal, and
avoidance — that is, PTSS.

1.3.1.Clinical Presentation: Posttraumatic Stress Disorder

PTSD is included in the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5; APA, 2013). The criterion for PTSD includes eight dimensions. The first
dimension, Criterion A, is about the event that is thought to be traumatic in nature — such
that life is threatened. The exposure to the event in question can be in a direct or indirect —
that is witnessing, hearing about it happening to a close one or repeated exposure to explicit
details due to requirement. Criterion B includes a symptom cluster that can be referred to as
intrusion — intrusive thoughts, nightmares, flashbacks, getting triggered accompanied by
stress and physiological reactions. Criterion C is in regard to avoidance from both internal
(mental states) and external (triggers) reminders of the event. Alterations in mood and
cognitive functioning is referred in Criterion D — such as fragmented memories about the
event, negative beliefs about the self, other and world, self- or other-oriented blame, negative
emotions like fear, anger, horror, shame, and guilt, anhedonia following the traumatic event,
social isolation, and limited range of positive emotions. Hyperarousal is also considered a

symptom cluster, as indicated by Criterion E, which includes irritability, self-destructive or
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aggressive behavior, hypervigilance, attentional and sleep problems, and exaggerated startle
response, especially after the exposure to trauma. Criterion F, G, and H specifies the
diagnosis in terms of duration, its effect on functioning and being unrelated to a

physiological cause.

It can be said that vicarious trauma-related symptoms, as implied in DSM-5 as well,
closely resemble trauma-related ones (Baird & Kracen, 2006; Boulanger, 2018; Calik Var
& Cetinkaya Buyukbodur, 2017; Sabin-Farrel & Tupin, 2003). Vicarious traumatization
may be less prominent than personal trauma history in terms of PTSS (Lerias & Bryne, 2003;
Rosen & Lilienfeld, 2008), yet it is still considered significant. The relations of personal and
vicarious traumatization with the development of PTSS can be considered in terms of
exposure through different channels rather than treating them as separate conditions with

similar symptoms.

As established previously, one single disorder following one single traumatic
exposure is generally not the rule (Allen et al, 2012). Dissociative disorders, psychosis,
anxiety disorders, depressive disorders, substance abuse, self-harm and suicide, eating
disorders, somatic symptom disorders, and personality disorders can be listed as comorbid
conditions with PTSD (Allen et al., 2012; Kessler, 2000; Perkonigg et al., 2000; Sar & Ross,
2006). Herein, one explanation may be that traumatic experiences pose as a risk factor for
later psychopathology, while another may be that underlying psychopathology aggregates

the impact of such experiences on the person (Kessler, 2000).

Not everyone develops PTSD following traumatic experiences, as prevalence rates
for the disorder suggests. In a meta-analysis of 77 studies conducted on the subject, 7.9% of
people exposed to trauma manifested PTSD (Brewin et al., 2000). The prevalence of PTSD
following natural disasters was reported as 3.8%, in developed countries (Bromet et al.,
2017). Similar prevalence rates were reported in Europe as well — 3.6 to 7.6% for men and
7.4% t0 11.8% for women (Frans et al., 2005; Koenen et al., 2007). PTSD-related prevalence
rates of Turkey were reported as approximately 10% in general (Karanci et al., 2012) and 10
to 25% after a natural disaster, Marmara Earthquake in 1999 (Aker et al., 2007).

PTSS can also be considered in a dimensional manner. Reactions to trauma can range
from no impact to extreme distress — a perspective that puts PTSD towards one extreme

(Brewin et al., 2000; Rosen & Lilienfeld, 2008). In other words, it is normal to respond to
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trauma; however, in the case of PTSD, there is a deviation from said normal (Kahil &
Palabiyikoglu, 2018; McCann & Pearlson, 1990). It follows that, reactions to trauma, despite
being below the constructed threshold for PTSD, can impact the well-being of a person

negatively (Sareen, 2014).

1.3.2.Risk and Protective Factors associated with Posttraumatic Stress

Symptomatology

The question of why some people are prone to vulnerability and some are not is asked
a great deal, forming the literature on risk factors for PTSS and PTSD. Some individual and
event-related factors are assessed in terms of their associations with PTSS and, generally,
there is a consensus. Previous traumatic experiences, especially during childhood, and
previous psychopathology appear as prominent predictors for later PTSD development
(Aker et al., 2007; Brewin et al., 2000; Bromet et al., 2017; Koenen et al., 2007; Ozer et al.,
2003; Perkonigg et al., 2000; Schoeld et al., 2014). Lower age, socioeconomic statues, and
educational attainment is linked with higher PTSS (Bromet et al., 2017; Giil & Karanci,
2017; Perkonigg et al., 2000). Another demographic risk factor is gender, as research
suggests. While men report to experience traumatic experiences more, women seem to be
more prone to developing PTSD (Giil & Karanci, 2017; Koenen et al., 2007; Perkonigg et
al., 2000; Sareen, 2014; Tolin & Foa, 2006). These differences regarding gender may be
explained by differential exposure to trauma in men and women, where traumatic
experiences women encounter are more likely to be interpersonal (e.g. domestic violence,
sexual abuse) in nature (Allen et al., 2012; Tolin & Foa, 2006). Events that include
intentional infliction of harm by another or that pose a risk for survival, physical or
psychological, are associated with higher PTSS (Bromet et al., 2017; Giil & Karanci, 2017,
Perkonigg et al., 2000; Schoeld et al., 2014).

Social support in general, and belonging to a group, place, or person specifically,
found to be linked with lower levels of PTSS — appearing as a protective factor (Brewin et
al., 2000; Felsen, 2017; Gul & Karanci, 2017; Nietlisbach & Maercker, 2009; Ozer et al.,
2003; Sareen, 2014).



12

1.3.3.Social-Cognitive Perspective for Posttraumatic Symptomatology

Decades of research on the topic of factors associated with severity of PTSS
converges on the idea that how the event is perceived overrules most of the event-related or
individual characteristics previously listed as risk factors (Aker et al., 2007; Brewin et al.,
2000; Bromet et al., 2017; Frans et al., 2005; Kira et al., 2008; Sareen, 2014; Tolin & Foa,
2006). In comparison to pre- or post-trauma factors, peri-trauma factors, that is how
everything is processed during the events’ occurrence, appeared to be more predictive of
PTSS (Allen et al., 2012; Ozer et al., 2003).

The fact that an event is experienced stressful, can be correlated with its potential
traumatic impact (Rosen & Lilienfeld, 2008) — and this explains how while some events
referred as traditionally traumatic have no effect on occurrence of symptoms (Rosen &
Lilienfeld, 2008), some minor life experiences are ascertained to lead to PTSS (Long et al.,
2008; Sharp et al., 2012) to a certain extent. When prevalence and complexity of aftermath
is considered, in the manner of traumatic event and the following result, it is considerably
hard to establish a link between a single event and a single outcome. Traumatized
individuals’ perspective of themselves and others would be tainted by trauma. Thus, social
support and social cognition-related processes (e.g. perception of social cues and
interpretation and acting appropriately to these) will be affected (Nietlisbach & Maercker,
2009). Moreover, the process of appraisal for any event is intrinsically connected to how
others’ experience is perceived (Fonagy et al., 1991; Frankel, 1998). Consequently,
interpretation of how the mind works, both for the self and the other — in other words,

mentalization — becomes crucial.

1.4. Mentalization

The concept of mentalization, which integrates literature on social cognition,
attachment, and psychoanalytic theory, was first proposed by Fonagy (1989). Mentalization
“is the imaginative mental activity that enables us to perceive and interpret human behavior
in terms of intentional mental states (e.g. needs, desires, feelings, beliefs, goals, purposes,
and reasons)" (Fonagy et al., 2012, p. 3). In essence, it is keeping self and other in our minds
(Fonagy et al., 2012). It refers to “the process by which a brain becomes a mind” (Jurist,

2005, p. 428). It was put forward as related to psychoanalytic concepts, which generally
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denote higher-level mental capacities about representations of inner and outer world, like,
symbolization (Segal, 1957), secondary mental processes (Freud, 1900), and alpha function
(Bion, 1962). It is operationalized as reflective functioning, which is sometimes used
interchangeably with mentalization, in order to easily explore and measure it in research
(Fonagy et al., 2016).

The four dimensions of mentalization capacity is explained by Fonagy and
colleagues (2012), for the purpose of formulating a unified concept about how internal and
external stimuli are organized in the mind. In their perspective, mentalization-related
processes can be automatic or controlled, internally- or externally focused, self- or other-
oriented, and cognitive- or affective-related. Firstly, mentalization can be thought to
continuously operate in the background —automatically, or implicitly. The person mentalizes
without awareness, in a fast and assumption-based manner. Controlled, or explicit,
mentalization refers to the deliberate use of the capacity — in a slower and more reflective
manner. Flexibly switching between the two positions with accurate assumptions is desired.
Secondly, mentalizing can be based on internal (i.e. thoughts, feelings, wishes) or external
(i.e. behaviors) cues. Excessive focus on only one type of cues could be deficient since it
may result in inaccurate judgements about self and others. Thirdly, mentalization can be
about self or others. Even though these two processes appear to be closely related, excessive
focus on one or the other is possible. Moreover, the distinction between self- and other-
oriented mentalization enables the acknowledgement that every individual has a mind and
mental states of their own. Finally, mentalization covers both cognition and emotion related

mental states and identifying, distinguishing, expressing, and processing them.

There are several concepts that share some of these dimensions included within the
realm of mentalization — such as theory of mind, psychological mindedness, mindfulness,
empathy, and affect consciousness (Choi-Kain & Gunderson, 2008). The theory of mind can
be defined as the cognitive capacity involving acknowledgment that others’ mind and mental
states are distinct from the self’s and the accurate identification of said mental states (Choi-
Kain & Gunderson, 2008). Theory of mind is other- and cognition-focused while
mentalization adds self- and affective-focus to this capacity (Choi-Kain & Gunderson,
2008). Similarly to mindfulness, directing attention consciously to here and now (Brown &
Ryan, 2003), mentalization includes observation of the self, in addition to other-related and
implicit processing. Psychological mindedness, too, can resemble mentalization capacity
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closely. It can be defined as curiosity about one's own and others' feelings, thoughts, and
behaviors (Appelbaum, 1973). However, making inferences or subsequent processes are not
included in psychological mindedness as they are in mentalization (Choi-Kain & Gunderson,
2008). Empathy, the ability of making inferences about others’ emotions and thoughts and
experiencing a similar affective state (Decety & Jackson, 2004), incorporates an aspect of
sharing which is not present in mentalization and excludes the aspect of self which is present
in mentalization (Choi-Kain & Gunderson, 2008). Affect consciousness, or mentalized
affectivity, includes identification, processing, and expression of affect in self and others,
that is, revaluation of affect is the case in addition to regulation (Choi-Kain & Gunderson,
2008; Jurist, 2005). Both mentalization and affect consciousness include self- and other-
dimension, while only mentalization accounts for the related implicit processes (Choi-Kain
& Gunderson, 2008). In summary, mentalization encompasses these concepts, bringing
together the cognitive and affective, the self and other, the inner and outer, and the explicit
and implicit.

1.4.1. Development of Mentalization

Mentalization is considered a capacity, developing and evolving within the social
realm, throughout life (Fonagy et al., 2012). Earlier interpersonal experiences are especially
critical in terms of the development of mentalization. The baby is dependent on their
caregiver for all their needs, from physical to psychological (Fonagy et al., 1991). Internal
experiences mean little to the baby, appearing terrifying and remaining as a source of great
distress (Fonagy et al., 2012). The responsibility of recognizing the distress, i.e. external,
and connecting them with the infant’s experience, i.e. internal, falls upon the caregiver
(Fonagy et al., 2012).

Early attachment relationships are, therefore, quite crucial for mentalization capacity.
Accordingly, the association between attachment patterns and mentalization capacity is well
documented (Ensink et al., 2023; Fonagy et al., 2012; Huang et al., 2020). Fonagy and
colleagues (2012) maintain that being curious about minds starts in infancy. When the
caregiver is able to keep the baby’s mind in their mind (i.e. parental reflective functioning),
identifying and appropriately reacting to their mental states, the baby’s attention is drawn to
their own mental states as well. This is achieved by marked contingent mirroring, that is, the

caregiver’s slightly exaggerated expressions related to the baby’s feelings. Through this



15

mirroring process, if sufficiently provided, representations (thoughts, emotions, beliefs,
goals, intentions, or reasons) are formed in the baby’s mind, which is connected to better
emotion regulation, interpersonal relations, social adaptation, and mentalization capacity

later in life.

Considering a developmental psychopathology perspective, traumatic experiences,
especially in childhood, impair attachment patterns and mentalization capacity (Allen et al.,
2012; Berthelot et al., 2019; Huang et al., 2020; Rufenacht et al., 2023). When confronted
with trauma and accompanying unmetabolized mental states, if the child has no attachment
figure to rely on for the metabolization of mental states, or worse, if the attachment figure is
involved in the infliction, a paradoxical situation arises where relief is not easily accessible
(Fonagy et al., 2012; Rifenacht et al., 2023). It would be faulty to expect the child to
efficiently mentalize about trauma, transform it into a coherent narrative within the self since
more likely results would be avoidance of related mental states in a defensive manner or
distorted understanding of them (Fonagy et al., 2012; Katzman & Papouchis, 2023;
Rifenacht et al., 2023). The avoidance of mentalizing, both about the self and other, would
present as an obstacle during the development of it (Bogdanovic et al., 2023; Katzman &
Papouchis, 2023; Rufenacht et al., 2023; Sharp et al., 2012), which might give rise to to
psychological and interpersonal problems later on, assuming the lack of corrective

experiences (Fonagy et al., 2012; Rifenacht et al., 2023).

1.4.2. Mentalization and Trauma

Trauma is conspicuously linked with distorted, disrupted, and impaired mentalization
(Fonagy et al., 2012), which in turn has associations with psychopathology (Poznyak et al.,
2019; Schwarzer et al., 2021). Fonagy and colleagues (2016) use the terms
hypermentalization (the person appears to be able to mentalize, yet the assumptions made
are weakly connected to reality) and hypomentalization (the person generally tends to avoid
mentalizing altogether) to explain impaired mentalization. Impaired, or in extreme cases
absent, mentalization, regardless of trauma history, has connections with autism (Baron-
Cohen et al., 1985), depression (Belvederi Murri et al., 2017), eating disorders (Gagliardini
et al., 2020), anxiety, obsessive-compulsive, and trauma-related disorders (Sloover et al.,
2022), and borderline, antisocial, and narcissistic personality disorders (Luyten et al., 2020b;
Gagliardini et al., 2023).
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PTSS can also be conceptualized in terms of impairments in mentalization capacity
(Ensink et al., 2023; Fonagy et al., 2012; Yang & Huang, 2024). Prementalizing modes,
which are considered as different steps during the development of mentalization, is thought
to be explanatory mechanisms contributing to PTSS (Allen et al., 2012; Rifenacht et al.,
2023). Firstly, psychic equivalence refers to the idea that mental states are dependent on
objective, concrete truths. The experience of the internal is thought to be same as the external
— for example, in the aftermath of trauma, triggering stimuli may be experienced as
threatening, as if the traumatic event still continues, which creates the state of hyperarousal
(Allen et al., 2012; Rufenacht et al., 2023). Secondly, teleological functioning describes the
process of actions taking precedence over mental states (Allen et al., 2012; Rifenacht et al.,
2023). For instance, certain avoidance behaviors are thought to keep trauma-related thoughts
away (Allen et al., 2012; Rifenacht et al., 2023). The concrete behavior takes the place of
representations and mental activity, which may also be linked with the illusion of control
over trauma, or with reenactments of trauma in other contexts (Allen et al., 2012; Riifenacht
et al., 2023). Thirdly, pretend mode points out the situation where the link between mental
states and reality is weakened (Allen et al., 2012; Rifenacht et al., 2023). Flashbacks, or in
extreme cases dissociation, may render the person helpless, without a chance to escape from
the pain (Allen et al., 2012; Rufenacht et al., 2023).

Theoretical perspectives mentioned so far are, in general, supported by research.
Yang and Huang (2024), in their meta-analysis of 23 works conducted on the association of
traumatic experiences early in life and disrupted mentalization capacity, maintain that,
despite the difference of sample characteristics (i.e. age, experienced trauma types, having a
psychiatric diagnosis or not) and methodologies, there is a relationship between the two.
Specifically, hypomentalization, as opposed to hypermentalization, was found to be
associated with childhood trauma. Moreover, as the severity of traumatic experiences
increased, the deficits in mentalization, too, increased — suggested also by higher effect sizes
in clinical samples compared to nonclinical ones. Higher effect sizes were also observed in
studies conducted with children, compared to adolescents and adults, which was explained
by the fact that dependency on others decrease with age, enabling the person to buffer more

efficiently against the effects of trauma.

Elaborating on the same relationship, Garon-Bissonette and colleagues (2023)

grouped pregnant women with child maltreatment histories into three categories based on
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their reflective functioning capacities, assessed via interviews: “disavowal-distancing”,
“distorted-inconsistent” and “definitive-sophisticated” (p. 373), corresponding to
hypomentalizing, hypermentalizing and effective mentalizing respectively. Findings of the
study indicated that mentalization capacities of maltreated and nonmaltreated women were
comparable and increased likelihood of assignment to distancing or inconsistent categories
in the case of maltreatment compared to no maltreatment. Specifically, maltreatment was
associated more with inconsistent mentalizing, as opposed to distancing. That is, rather than
a general deficiency in mentalization, women with traumatic experiences may engage in
inaccurately based mentalization. However, the methodology used in the study may be
contributing to inconclusive results. Interview-based evaluation of mentalization focuses on

the complexities of the process, instead of considering it as a general capacity.

There is a line of research which explores the associations between mentalization
capacity and PTSS — both on clinical and subclinical levels. To illustrate, Huang and
colleagues (2020) investigated the mechanisms underlying PTSS and dissociative symptoms
of 221 people with a diagnosis of personality disorder and 119 people without one, in
addition to past traumatic experiences. In the study, it was established that insecure
attachment patterns, anxious and avoidant, and deficiencies in mentalization, hyper and

hypomentalization, mediated said relationship.

Likewise, Wagner-Skacel and colleagues (2022) examined childhood abuse and
neglect and its relation to PTSS and related conditions such as dissociation, depression,
anxiety, and somatization, with 67 patients who had psychiatric diagnoses and treatment
histories. It was observed that mentalization capacity fully mediated this relationship.
Furthermore, medium to large effects were reported regarding the link between lower

mentalization levels and higher symptom severity.

In addition, in a study by Berthelot and colleagues (2019), mentalization, specifically
hypomentalization, appeared as mediators in the link from childhood traumatic experiences
to depression and PTSS was demonstrated. The study was conducted with 301 pregnant

women from the general population, potentially limiting its generalizability.

Similarly, Ensik and colleagues (2023), in their study conducted with 101 pregnant
women who had experiences of childhood trauma, suggested that other-oriented

mentalization mediated the associations of attachment and PTSS. In this study, in contrast
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with previous ones, observer-based measures of mentalization, attachment and PTSS was

used, which can be considered as a strength.

Finally, Berthelot and colleagues (2022) studied nonclinical populations with a
trauma history in terms of their PTSS, as well as dissociative symptoms and dysfunctional
personality characteristics. The conclusion that imbalanced mentalization, especially with
regard to traumatic experiences, has links with such symptoms even after controlling for the

severity of said experiences and demographic variables was reached.

The aftermath of trauma is not limited to PTSS and there are many studies that
investigated other potential outcomes and the possible role of mentalization. In a study
focusing on adolescents with psychological or psychiatric treatment histories, childhood
emotional neglect was found to be associated with anxiety, depressive and borderline
features and hypomentalization was found to be a partial mediator (Martin-Gagnon et al.,
2023). Another study suggested mentalization capacity and dissociation to be serial
mediators regarding fearful attachment and depressive symptoms, in adults with
interpersonal trauma experiences (Bogdanovic et al., 2023). Moreover, childhood traumatic
experiences were observed to be related to self-injurious behaviors, with attachment and
mentalization having mediator roles (Stagaki et al., 2022). The role of mentalization at the
disorder level, too, was investigated, proposing it as a mechanism underlying childhood
trauma and borderline (Chiesa & Fonagy, 2014) and psychotic (Weijers et al., 2018)

symptoms.

A gap in the literature is that most of the studies focus on traumatic experiences
during childhood. It is rational considering the context in which mentalization develops, as
described before in detail. An aversion towards mentalizing is understandable in the case of
trauma (Fonagy et al., 2023). In adulthood, the detrimental effects of childhood trauma may
be diminished by access to a variety of means to deal with them and the chance to form new
relationships with friends, teachers, therapists — strengthening mentalization capacity
(Berthelot et al., 2019; Fonagy et al., 2023; Garon-Bissonnette et al., 2023). Moreover, it
may be easier to mentalize when the event is not actively experienced but it is behind the
person (Ensink et al., 2023; Garon-Bissonnette et al., 2023). Considering these two views

together, in addition to the possibility of traumatic exposure after childhood, the gap in the
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literature becomes apparent — trauma throughout life and its relation to mentalization has not

been explored in detail.

1.4.3. Mentalization and Vicarious Trauma

The link between mentalization and indirect exposure to trauma, similarly to the
direct one, is implicated as well since they both focus on how the event is processed — that
is, mentalized. Trauma, by its definition, holds its place in the mind of the individual like a
package — haphazardly put together to avoid, including fragmented pieces of the traumatic
experience which occasionally may seep out and intrude upon the mind. In a similar fashion,
the professional who was exposed to said package, may become vulnerable to the effect of
trauma. Imaginative activity related to accounts of traumatic events may act as the main
trigger for it, the reaction is for the intense and unformulated emotions and thoughts
(Boulanger, 2018). This process includes both the traumatized individual and the
professional, where the transmission between them is most of the time uncontrollable — the
person involuntarily, perhaps unconsciously, reflects and the professional is similarly
receptive (Boulanger, 2018). It can be said that when traumatic materials encountered in the
course of work are not mentalized, they begin to affect the person's psychological states,

extending beyond their professional life (Boulanger, 2018; Middleton et al., 2021).

Going back to Fonagy and colleagues’ (2012) perspective, mentalization capacity
involves a boundary between the minds of one’s and others’ — the acknowledgement that
different mental states are possible for the self and others. Concordantly, the vicarious
traumatization of a trauma worker may involve mentalization imbalances, the confusion of
experiences, thoughts, and feelings, that is, blurring of boundaries between the minds. By
extension, mentalization may be implied as a mechanism underlying vicarious

traumatization.

The studies investigating this link are few in number. Keeping in mind that not
mentalized is avoided or dwelled on, forensic interviewers’ work-related reactions of
avoiding discussion of vicarious traumatization (Middleton et al., 2021) or the symptoms
they show in their personal lives like dissociation, excessive emotions, and acting out

(McCann & Pearlman, 1990; Middleton et al., 2021) align with mentalization framework.
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These symptoms can be thought to have associations with a disruption in the mentalization

processes, leading to disproportionate responses.

Halevi and Idisis (2018) established the predictor role of self-differentiation on
vicarious traumatization, where high self-differentiation pointed to lower vicarious
traumatization, in their study conducted with 134 people with social work, psychology,
psychotherapy, psychiatry, and clinical criminology backgrounds. In the study, highly self-
differentiated workers were perceived to have clear boundaries and emotional control in

regard to others’ intense reactions within the relationship formed in the line of their work.

Hazen and colleagues (2020) explored the possible contributions of Facilitated
Attuned Interaction (FAN) approach to vicarious traumatization and burnout. In this
approach, which can be considered as an implementation of mentalization-based practices
in work life, self-regulation, empathy, elaboration on materials exposed during work,
supervision, and reflection processes were integrated, resulting in a program in which trauma
workers, specifically child welfare professional for the purposes of this study, can be trained.
Moreover, the findings emphasized the moderator role of the quality of said reflective

processes on the link between vicarious trauma and burnout.

1.4.4. Mentalization as a Protective Factor

Mentalization capacity’s relation with direct and indirect exposure of trauma is well-
established. Following this line of thinking, in the cases of intact mentalization, diminished
negative effects of such exposure or in the case of improvements in mentalization, relative
relief of related symptoms might be expected. Regardless of the theoretical background or
methodologies, therapeutical processes in general touch upon mentalization concept,
implicitly or explicitly (Fonagy et al., 2012; Sloover et al., 2022), and mentalization-based
interventions target this capacity specifically (Fonagy et al., 2012; Rufenacht et al., 2023).

Improved, or intact, mentalization, therefore, is associated with well-being
(McGowan et al., 2021), positive therapeutic outcomes (Antonsen et al., 2016; Ekabled et
al., 2016; Euler et al., 2022), therapeutic alliance (Ekabled et al., 2016), and less use of
immature defenses (Hayden et al., 2021). The potential protective role of mentalization
capacity is implicated, what is mentalized and thinkable does not necessarily leave a negative

impact on the person’s inner world (Fonagy et al., 2012).
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Likewise, recognizing and reflecting on the entirety of reactions in response to
vicarious traumatization may play a critical role on decreasing its impact on psychological
well-being (McCann & Pearlman, 1990; Middleton et al., 2021; Sabin-Farrel & Turpin,
2003). In line with this, the importance of mentalization capacity, as well as therapy and
supervision process, becomes apparent (McCann & Pearlman, 1990). Considering
mentalization theory, when a professional is able to mentalize about vicarious
traumatization, that is discerning which reactions correspond to whose emotions, to which
participating in therapy or supervision helps, it can be said that vicarious trauma becomes
easier to deal with (McCann & Pearlman, 1990).

1.5. Current Study

As trauma exposure, in personal and professional life, is widespread and not every
exposure leads to a clinical presentation, it is valuable to investigate the connections among
exposure, related symptoms, and mentalization as a possible influential factor. Studies
examining the cumulative effect of trauma, both in terms of frequency and lifelong
perspective, in relation to mentalization is scarce, especially in trauma workers and in
Turkish population. In these respects, the current study is believed to be contributory to the
present literature.

As per the literature, the aim was to explore the moderating role of mentalization
capacity in the relationship between direct (i.e., personal) and indirect (i.e., vicarious)
traumatic exposure and subsequent trauma-related symptoms (i.e., intrusion, avoidance, and

hyperarousal).

1.5.1. Hypotheses

Hypotheses of the current study are listed below:
H1: Personal traumatization is expected to be positively correlated with PTSS.
H2: Vicarious traumatization is expected to be positively correlated with PTSS.

H3: Mentalization is expected to be negatively correlated with PTSS.
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H4: Mentalization is expected to moderate the expected positive correlation between
personal traumatization and PTSS, that is, the correlation is expected to be stronger as

mentalization decreases (see Figure 1).

H5: Mentalization is expected to moderate the expected positive correlation between
vicarious traumatization and PTSS, that is, the correlation is expected to be stronger as

mentalization decreases (see Figure 1).

1.5.2. Conceptual Model

Figure 1
The hypothesized model for the moderator role of mentalization
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2. METHOD

2.1. Participants

Initially, 142 people working with traumatized individuals formed the sample. Nine
participants were excluded from the final sample due to their reports of no vicarious
traumatization, two participants were excluded since they were outliers, and one participant
was excluded since they were suspected to not complete the scales truthfully (i.e. giving the
same responses for all the items). Finally, a total of 130 participants constituted the sample
(109 female and 21 male). To determine the statistical power of the current sample, a G-
Power analysis was conducted, with small effect sizes (.05) and alpha value of .05 —
revealing the power as .60 (Faul et al., 2007).

The sample mostly involved young adults, with the mean age being 31.75 (SD =
6.93). People of various occupational groups participated in the study (see Table 1), most of
them being psychologists (33%) and working with traumatized individuals daily (28.5%).
The average of months spent in the occupation was 81.20 (SD = 73.81).

Table 1

Information on participants’ occupation

N %
Psychologist 43 33
Psychological Counsel 9 7
Doctor 6 5
Nurse 4 3
Lawyer 13 10
Health Worker 6 5
Social Worker 12 9
Sociologist 11 8
Child Development Specialist 3 2
Media-Related 6 4
Other 17 13

Total 130 100
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Most participants had undergraduate degrees (51.5%) and described their
socioeconomic status (SES) to be ‘middle’ (55.4%). For detailed information on sample
characteristics regarding educational attainment, SES, and the frequency of working with
trauma, Table 2 can be referred. A small portion of participants were in the process of
therapy (n = 33, 25%) and supervision (n = 28, 22%). For those who went to therapy, the
average of months they went was 28.79 (SD = 23.08) and for those who were attending

supervision, the average of months they attended was 24.61 (SD = 21.41).

Table 2
Information on participants’ educational attainment, SES, and frequency of working with
trauma
N %
Educational Attainment
High School 3 2.3
BA degree 67 51.5
MA or PhD degree 60 46.2
SES
Lower 1 0.8
Lower-Middle 26 20
Middle 72 55.4
Upper-Middle 27 20.8
Upper 4 3.1
Frequency of Working with Trauma
Once a year 10 7.7
A few times a year 18 13.8
Once a month 5 3.8
A few times a month 20 154
Once a week 7 5.4
A few times a week 33 25.4
Every day 37 28.5

Note. N = 130.
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2.2. Instruments

Participants were asked to complete a survey package consisting of the Mentalization
Questionnaire (MentS) for the assessment of their mentalization capacity, the Cumulative
Trauma Scale-Short Form (CTS-SF) for the assessment of different types of traumatic events
they experienced up to the present, the Impact of Event Scale-Revised (IES-R) for the
assessment of symptoms they might experience after traumatic events, in addition to the

demographic information form.

2.2.1. The Cumulative Trauma Scale-Short Form

Cumulative Trauma Scale-Short Form (CTS-SF) is a self-report measure designed
by Kira and colleagues (2008) in order to assess different types of traumatic events
experienced across lifespan. CTS-SF includes 35 events which can be summarized in six
factors — collective identity, family, secondary, identity, survival, and attachment trauma.
For each event, the occurrence, the frequency of occurrence, the age at time of the first
occurrence, and the effect of the occurrence is measured for an extensive evaluation of the
trauma history. The frequency of occurrence is assessed with a 5-point Likert scale (0: never,
1: once, 2: twice, 3: three times, 4. many times) and the effect of the event is assessed with
a 7-point Likert scale (1: extremely positive, 7: extremely negative). Evaluating perceived
positive and negative effects of the event is another, and more preferred, method of scoring.
In this method, a 4-point Likert scale is used twice (4: extremely positive, 1: neutral, 4:
extremely negative) — resulting in two separate scores, where higher scores indicate higher
positive and negative perceived effect. CTS-SF was shown to be a valid measure for clinical
and nonclinical populations. Its convergent validity was demonstrated by positive
correlations with torture severity and backlash trauma, and its divergent validity was
demonstrated by negative correlations with futuristic orientation and sociocultural
adjustment. Furthermore, CTS-SF was found to be a reliable measure (Cronbach’s alpha =
.84).

CTS-SF was adapted into Turkish by Eltan & Karanci (2022). The adaptation has the
same number of items with four subscales which were decided by experts on the field
(interrater reliability values ranging from 45.7% to 82.9%) since the factor analysis revealed
unsatisfactory results. The subscales are survival, personal identity, collective identity, and

family-attachment trauma. For the reliability analyses, a composite score (multiplication of
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the frequency by the effect of the event) was calculated, both for negative and positive
perceptions of the events’ effect on the person (namely CTS-SF Negative and CTS-SF
Positive). CTS-SF Negative was found to be adequately reliable (Cronbach’s alpha = .74);
however, CTS-SF Positive was found to have unsatisfactory reliability (Crobhach’s alpha =
.58). The adaptation was found to be a valid measure, as supported by positive correlations
of CTS-SF with trauma symptomatology and post-traumatic growth (concurrent validity),
and no significant correlations between CTS-SF and social adaptation or general self-
efficacy (divergent validity).

Additionally, whether participants encountered accounts of such events in the course
of their work were asked (0: no, 1: yes) in the current study, as a measure of vicarious

traumatization.

2.2.2. The Impact of Event Scale-Revised

The Impact of the Event Scale-Revised (IES-R) was developed by Weiss and Marmar
(1997) for measuring psychological symptoms of individuals following trauma. The IES-R
was designed to have three subscales considering PTSS — intrusion, hyperarousal, and
avoidance. However, exploratory factor analysis revealed one factor, which indicates that
the IES-R measures stress related to trauma in general rather than trauma related disorders
with distinct symptoms (Creamer et al., 2003). The measure consists of 22 items and is
scored on a 5-point-Likert scale (0: not at all, 4: extremely). The scale was found to have
adequate internal reliability (Cronbach’s alpha values: a = .87 to .92 for intrusion, a = .84 to
.85 for avoidance, a = .79 to .90 for hyperarousal, and a = .96 for total) (Creamer et al.,

2003; Weiss & Marmar, 1997).

The IES-R was translated into Turkish by Corap¢ioglu and colleagues (2006). The
translation has the same number of items and the same factor structure. It was found to be a
valid and reliable measure in both clinical and nonclinical populations (Cronbach’s alpha

values ranging between .87 to .94).

2.2.3. The Mentalization Scale

The Mentalization Scale (MentS) is a self-report measure designed by Dimitrijevié¢
and colleagues (2018) in order to assess an individual’s capacity for mentalization. Self- and

other-related mentalization and curiosity about mental states are included in the
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conceptualization of this capacity, resulting in three subscales - mentalization related to self
(MentS-S), to other (MentS-O) and motivation for mentalization (MentS-M). The MentS
has- 28 items in total and the subscales have 8, 10 and 10 items respectively. A 5-point-Likert
scale is used for scoring (1: completely incorrect, 5: completely correct), where higher scores
suggest more effective mentalization capacity. The MentS was found to be a valid and
reliable measure for both clinical and nonclinical populations. as indicated by positive
correlations with closely related constructs such as emotional intelligence and empathy and
satisfactory internal reliability (Cronbach’s alpha values: a = .84 for MentS-Total, a = .76
for MentS-S, and a = .77 for MentS-O and MentS-M).

The MentS was adapted in Turkish by Torenli Kaya and colleagues (2021). The
adaptation includes the original three subscales with 1 item from MentS-O and 2 items from
MentS-M removed since exploratory factor analysis revealed factor loadings lower than .30
for the said items. The adapted scale had adequate internal reliability (Cronbach’s alpha
values: o= .84 for MentS-Total, o = .78 for MentS-S, a = .80 for MentS-O, and o = .79 for
MentS-M) and adequate test-retest reliability (» = .73 for MentS-Total, » = .68 for MentS-S,
r = .70 for MentS-O and r = .64 for MentS-M). The adaptation was found to be valid as
suggested by positive correlation with emotional intelligence and negative correlation with

borderline personality traits.

2.2.4.Demographic Information Form

The Demographic Information Form was designed by the researcher to gather
information about some participant characteristics — such as age, gender, educational
attainment, perceived SES, occupation, time spent in occupation, frequency of working with
traumatized individuals, access to psychotherapy and supervision at the time and duration of
said processes. The final two questions were not mandatory and if not answered, participants

were assumed to not be receiving psychotherapy or supervision.

2.3. Procedure

Ethics Board of Social Sciences and Humanities of the Yeditepe University’s
approval was received prior to data collection. In the process of data collection, a Google

Forms link was prepared, which included the informed consent (Appendix A), the MentS
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(Appendix B), CTS-SF (Appendix C), IES-R (Appendix D), demographic information form
(Appendix E) and the debrief (Appendix F). The form was sent out via social media, using
a snowballing sampling method. Participants who consented continued with the process of
completing the survey package. The process took approximately 15 minutes and participants

were debriefed afterwards.
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3. RESULTS

In this section, the data analysis process and results will be explained. Firstly, how
data was readied for analyses and how scores were obtained for each variable were
described. Secondly, sample characteristics were summarized. Thirdly, correlations between
the variables of the study were displayed. Lastly, hypothesized moderation models were
tested.

3.1. Data Cleaning & Analysis

There were four main variables in the current study: personal traumatization,
vicarious traumatization, mentalization capacity, and PTSS. Personal traumatization (PT)
was the preferred label for the CTS-SF Negative scores. 28 data points (%0.006) for the
perceived effect of the trauma were missing and were completed by participant’s means.
Later, composite scores were calculated, as advised by the adaptors of the scale, and were
used in analyses. Two participants were decided to be outliers (z scores being higher than 3)
regarding their PT scores, which were removed from the analyses. These composite scores
were calculated for four different types of traumatic events indicated by the adaptation of
the CTS-SF. Moreover, the age at the time of the event first experienced was left out of the
analyses since there was a lot of missing information. Vicarious traumatization (VT) was
obtained in a similar fashion to PT, that is, via the multiplication of the frequency of exposure
during work (7-point Likert scale; 1: once a year, 7: everyday) by exposure to listed events
(min: 1, max: 35), resulting in a composite score similar to PT. However, unlike PT scores,
how the person perceived the trauma encountered during work was not included in the scores
as a parameter. PTSS was operationalized as IES-R total scores and Mentalization capacity
was operationalized as MentS total scores, where higher scores were indicative of higher
PTSS and higher mentalization. All of the statistical analyses were conducted via IBM SPSS

version 25.

3.2. Sample Characteristics

Prior to moving forwards with the analyses, the normality of the data was checked.

Along with skewness and kurtosis values, mean and standard deviation for the main study
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variables are displayed in Table 3. Skewness and kurtosis values were mostly in the range
between -2 and +2, therefore, a relatively normal distribution of the dataset was assumed
(George & Mallery, 2010), except for some of the subscales (CIT and MentS-O) for which

nonparametric tests were utilized when necessary.

Table 3
Mean, standard deviation, skewness and kurtosis values of variables PT, VT, IES-R and
MentS

Variable M SD Skewness Kurtosis
Personal Traumatization (PT) 43.79 31.07 .93 562
Survival Trauma (ST) 9.31 8.73 1.21 1.09
Personal Identity Trauma (PIT) 16.57 15.95 1.23 1.26
Collective Identity Trauma (CIT) 8.00 11.66 1.87 3.98
Family-Attachment Trauma (FAT) 9.90 8.42 .94 14
Frequency of exposure 16.44 10.35 .67 -.12
Vicarious Traumatization (VT) 112.70 76.16 11 -1.32
Impact of the Event Scale (IES-R) 25.95 18.98 .88 .65
Avoidance (IES-R-A) 10.21 7.09 .39 -.63
Hyperarousal (IES-R-H) 6.10 5.87 1.28 1.17
Itrusion (IES-R-1) 9.63 7.87 .89 31
Mentalization Scale (MentS) 95.86 12.13 -.35 14
Self-related (MentS-S) 32.26 4.90 -.62 .52
Other-related (MentS-0) 35.53 5.99 -1.60 4.42
Motivation for mentalization (MentS-M) 30.07 5.64 -.67 A1

Note. N = 130.
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The links between participants’ ages and their PT, VT, MentS and IES-R scores were
explored by Pearson product-moment correlation analyses. Age and VT was found to be
positively correlated (r = .20, p = .024). The relationships between age and PT (r =-.06, p =
518), IES-R (r =-.07, p =.422), or MentS scores (r = -.10, p = .262) did not reach statistical

significance.

To explore the relationship between time spent in occupation and VT scores, a
Pearson product-moment correlation analysis was carried out, revealing a small positive
correlation between the two (r = .21, p = .016) There were no significant relationships
between time spent in occupation and PT (r = -.06, p = .527), IES-R (r =-.08, p = .358), or
MentS scores (r = -.05, p = .556).

To investigate possible gender differences regarding PT, VT, and MentS scores,
three independent samples t-tests were conducted. Homogeneity of variances between the
groups was assessed by Levene’s test, which was nonsignificant (p > .05). In terms of PT,
there were no differences between females (n = 109, M = 44.26, SD = 31.54) and males (n
=21, M = 41.37, SD = 29.12), t(128) = .389, p = .698. In terms of VT, there were no
significant differences between females (M = 110.43, SD = 77.32) and males (M = 124.48,
SD =70.42), t1(128) = -.773, p = .441. In terms of MentS scores, there were no differences
between females (M = 98.43, SD = 12.14) and males (M = 94.90, SD = 11.98), t(128) = .12,
p =.224. A Mann-Whitney U test was conducted for IES-R scores, where normality could
not be assumed, which revealed no significant differences between females (Mdn = 24) and
males (Mdn = 22), U =999.5,z =-.918, p =.359, r =-.08.

To see whether there were differences regarding PT, VT, MentS and IES-R scores
of participants who were and those who were not in the process of therapy, a number of t-
tests were conducted, after confirming that the data was relatively normally distributed and
variances of the groups were comparable (all ps > .05, revealed by Levene’s tests). The

results are summarized in Table 4.
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Table 4

Independent samples t-tests results for comparison between being in therapy process or

not
Those who were in Those who were not t df p
therapy in therapy
M SD M SD

PT 48.23 30.80 42.28 31.18 .95 128 344
VT 106.94 75.19 114.66 76.78 -.50 128 .617
MentS 102.30 10.04 96.35 12.46 2.48 128 .014
IES-R 22.97 18.98 26.96 18.96 -1.04 128 299

As the results point, those who were in therapy process had higher MentS score. To
further explore the relationship between being in therapy and study variables, a Pearson
product-moment correlation analysis was used. A moderate positive correlation between
duration of therapy and MentS scores was revealed (r = .49, p =.004), as well as a moderate
negative correlation between duration of therapy and IES-R scores (r = -.47, p = .006). The
duration of therapy was not found to be associated with PT (r = -.32, p =.071) or VT (r =
21, p=.251).

3.3. Correlations among the Variables

The associations between the variables of the study were investigated via Pearson
product-moment correlation analyses, where both variables had a relatively normal
distribution, and Spearman’s rank correlation analyses, where normal distribution could not
be assumed for variables (MentS-O and CIT). Results are demonstrated in Table 5, where

significant associations are marked.
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Table 5

Correlations among study variables and their subscales

1 2 3 4 5 6 7 8 9 10
PT -
VT 12 -
IES-R 190 10 -

IES-R-A 24~ -01 .88 -
IES-R-H 14 -19© 90" .66 -

IES-R-I 14 -10 .95 /3™ .84™ -

MentS -01 A7 -.15 -13 -.16 -.13 -

MentS-S .01 12 -.08 -11 -.07 -.03 83 -
MentS-O .06 12 -.02 -.00 -.05 -.01 A6 .62 -

MentS-M  -.10 A1 317 -.285 -3l =30 .56 14 17

Note. N = 130. * p <.05 (2-tailed), ** p < .01 (2-tailed), *** p < .001 (2-tailed)

In accordance with the results, the first hypothesis, the expectation of a positive
correlation between PT and IES-R scores, was supported. The second hypothesis of the
study, the expectation of a positive correlation between VT and IES-R scores, was not
supported. In contrast, there was a negative association between VT and IES-R Hyperarousal
scores. The third hypothesis, the expectation of a negative correlation between MentS and

IES-R scores, was supported not in terms of total scores but in terms of Ments-M scores.

3.4. Moderation Analyses

Prior to moving on with moderation analyses, assumptions of multiple linear
regression analysis were checked. Absence of outliers and multicollinearity (tolerance
values > .10), normal distribution of residuals, linearity and homeoscedasticty was assumed.
All of the predictors (PT and VT) and the moderator (MentS), computed as an interaction
between predictors (PT*MentS and VT*MentS), were entered into regression analyses after

standardization.

The model with PT as a predictor and MentS as a moderator accounted for 6% of the
variance in IES-R, R = .25, R2= .06, F(3, 126) = 2.72, p = .047. The model with VT as a
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predictor, MentS as a moderator and IES-R as the outcome was nonsignificant, R = .18, R2=
.03, F(3, 126) = 1.34, p = .265. The results are presented in Table 6 and Table 7.

Table 6
Moderating effect of MentS on the relationship between PT and IES-R

B SE B B t p
Constant 24.94 1.63 15.89 <.001
PT 3.67 1.64 19 2.24 .027
MentS -1.59 2.71 -.08 -.59 .558
PT*MentS -.03 .06 -.08 -.56 576

Note. IES-R as the dependent variable.

Table 7
Moderating effect of MentS on the relationship between VT and IES-R

B SE B B t p
Constant 26.09 1.68 15.53 <.001
VT -1.61 1.70 -.09 -.95 344
MentS -2.68 1.70 -.14 -1.58 A17
VT*MentS -.85 1.61 -.05 -.53 .598

Note. IES-R as the dependent variable.

As indicated by the results, the moderating role of MentS was not supported, which
resulted in the rejection of hypotheses four and five. Since Ments-M was found to be
correlated with IES-R, rather than MentS, the same moderation models for PT and VT were

tested using MentS-M as the moderator, as post-hoc analyses.

The model with PT as a predictor and MentS-M as a moderator accounted for 12%
of the variance in IES-R, R = .35, R2=.12, F(3, 126) = 5.91, p = .001. The model with VT as

a predictor and MentS-M as a moderator accounted for 10% of the variance in IES-R, R =
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.32, R2= .10, F(3, 126) = 4.72, p = .004. The results are presented in Table 8 and Table 9. The
moderating effect of MentS-M was not significant; however, MentS-M appeared as the most

prominent predictor of IES-R, in comparison to PT and VT.

Table 8
Moderating effect of MentS-M on the relationship between PT and IES-R

B SE B B t p
Constant 25.85 1.59 16.28 <.001
PT 2.99 1.60 .16 1.89 .062
MentS-M -5.63 1.60 -.30 -3.52 .001
PT*MentS-M -.99 1.78 -.05 -.56 .580

Note. IES-R as the dependent variable.

Table 9
Moderating effect of MentS-M on the relationship between VT and IES-R

B SEB B t p
Constant 25.91 1.61 16.13 <.001
VT -1.34 1.61 -.07 -.83 407
MentS-M -5.59 1.62 -.30 -3.51 .001
VT*MentS-M 39 1.62 .02 24 812

Note. IES-R as the dependent variable.
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4. DISCUSSION

The potential moderating role of mentalization capacity on the relations of personal
trauma history and vicarious traumatization with psychological symptoms emerging in the
aftermath of trauma, that is avoidance, intrusion, and hyperarousal, was explored in the
current study. In the following segment, the major findings are discussed in detail first. Then,
clinical implications and limitations of said findings are contemplated. Lastly, final remarks

will be summarized.

4.1. Major Findings of the Study

The correlational analysis revealed an association between personal trauma history
and PTSS, meaning that the first hypothesis was supported. The most typically emerging
symptoms following traumatic exposure —which are clustered under hyperarousal, intrusion,
and avoidance — was found to associated with direct exposure to trauma, as expected. The
measurement tool of personal trauma history combined the frequency and the perceived
effect of the direct exposure. Most of the previous studies conducted on the topic included
both of these dimensions reported similar results (Cloitre et al., 2009; Kira et al., 2008;
Koenen et al., 2007; Sareen, 2014; Suliman et al., 2009). Thus, this finding can naturally be

considered a replication, being congruous with the literature.

On the other hand, the expectation of an association between indirect exposure to
traumatic material and PTSS, the second hypothesis of the study, was not supported, despite
the fact that the literature points to such a link (Baird & Kracen, 2006; Boulanger, 2018;
Sabin-Farrel & Tupin, 2003; Var & Buyukbodur, 2017). Vicariously experiencing trauma
was assumed to have a similar relationship with PTSS as directly experiencing it, as DSM-
5 implies (APA, 2013). In the literature, however, vicarious trauma was evaluated via self-
reports of trauma-related symptoms, psychological symptoms in general, psychological
well-being, in addition to vicarious trauma-specific measures such as self-reports of STS,
burnout, or compassion fatigue (Sabin-Farrel & Turpin, 2003). This methodological variety
on the topic makes the comparison of studies and examination of the results in a connected
manner difficult. Nevertheless, the mentioned relationship was still evident (Molnar et al.,

2020), which makes this finding incongruous with previous studies. Furthermore,
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hyperarousal-related symptoms were found to be diminishing as vicarious traumatization
showed an upward trend. It can be speculated that the more accounts of traumatic events are
encountered during work, the more the trauma worker becomes desensitized. The events

may become mundane, rather than traumatic, in the work setting.

The expectation of a link between mentalization capacity in general and PTSS, the
third hypothesis of the study, was not supported statistically. Still, the findings pointed to a
link where increases in mentalization capacity were met with decreases in PTSS. This can
be explained by the fact that having the capacity or being ready to mentalize may be more
important regarding the emergence of symptoms after the trauma. As suggested in the
literature, how trauma is perceived during the occurrence or encounter of the event precedes
other risk-associated elements (Allen et al., 2012; Ozer et al., 2003). Alternatively, rather
than self- or other-specific mentalizing, a general decrease in thinking on mental activity

may be the case (Fonagy et al., 2023).

Personal trauma was revealed as a predictor for PTSS, while vicarious trauma or
mentalization capacity in general were not. In this association, there were no statistical
support for the moderating influence of mentalization, resulting in the rejection of the fourth
and fifth hypotheses of the study. Mentalization capacity as an underlying mechanism for
this relationship is apparent (Berthelot et al., 2019; Berthelot et al., 2022; Ensink et al., 2023;
Huang et al., 2020; Wagner-Skacel et al., 2022), yet the research considering it a protective
factor is scarce. The concept of mentalization brings together the cognitive and affective, the
self and other, the inner and outer, and the explicit and implicit, which makes it a challenge
to have a comprehensive assessment. There are many tools for the assessment of
mentalization capacity involving tasks, interviews or self-reports. These assessment tools
are shown to be moderately but not too highly correlated (Rumeo, 2022), which is an
indicator of the fact that they measure the same construct while tapping on slightly different
aspects of it. Getting a full picture in a research setting, using self-report measures is
challenging since only the explicit and externally based aspects can be measured. It may be
possible that the implicit or the internally based aspects may have a more prominent
relationship with traumatic exposure and its aftermath. Moreover, trauma-specific
imbalances in mentalization capacity can be the case, rather than trauma impacting the

mentalization capacity in general (Fonagy et al., 2012; Garon-Bissonette et al., 2023).
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As part of post-hoc analyses, the possible moderator role of motivation for
mentalizing was explored but was not supported either. Motivation for mentalizing emerged
as more predictive of PTSS, compared to direct or indirect exposure to trauma, which, again,
can be explained by peri-trauma factors’ importance regarding PTSS (Allen et al., 2012;
Ozer et al., 2003), or a decreased interest in the internal experience and external world —
weakening the link (Fonagy et al., 2012; Rufenacht et al., 2023).

Moreover, the proposed moderation models in the study explained a small portion of
variance in PTSS, which can be indicative of the fact that various factors are implied in the
pathway from trauma to its aftermath (Allen et al, 2012; Rosen & Lilienfeld, 2008), being
incongruent with the idea of ‘single exposure-single disorder’ (Allen et al, 2012).

There is a number of findings worth mentioning, despite not being among the
hypothesized relationships. For instance, being in the process of therapy was found to make
a difference regarding mentalization capacity, that is those who had access to therapy had
enhanced mentalization capacity. This finding contributes to the idea that therapy process in
general enables mental activity and thinking about mental states and, specifically,
contributes to the proposed efficacy of mentalization-based approached to therapy (Fonagy
et al., 2012). Alternately, since no causal links can be established, those having an easier

time mentalizing may be more likely to participate in psychotherapy.

Lastly, although the existing literature reported gender differences in which females
being at disadvantage regarding trauma and its aftermath (Calik Var & Cetinkaya
Buyukbodur, 2017; Giil & Karanci, 2017; Koenen et al., 2007; Molnar et al., 2020;
Perkonigg et al., 2000; Sareen, 2014; Tolin & Foa, 2006; Vrklevski & Franklin, 2008), and
being at advantage regarding mentalization (Rutherford et al., 2012; Toérenli Kaya et al.,
2021), the results of the current study failed to provide support for the idea, revealing no
differences. The participants were mostly female, as trauma workers generally are (Hensel
et al., 2015). The discrepancy in the literature and the current findings may be due to the
sample size and associated power. An alternative explanation may be that the Republic of
Turkey is, unfortunately, rich in traumatic experiences. Thus, the differential impact of

trauma in terms of gender may disappear in such an environment.
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4.2. Clinical Implications

Mentalization processes are impacted in the case of trauma, which makes it a possible
mechanism for various psychiatric conditions (Fonagy et al., 2012). Ineffective mentalizing
or the use of prementalizing modes especially leaves the trauma-related or trauma-specific
mental states reign over the mind (Fonagy et al., 2012; Rifenach et al., 2023). Therapy is a
natural setting where the unmetabolized can be worked on as the therapist maintain curiosity
and capacity to deal with it (Fonagy et al., 2012), mimicking the environment where effective
mentalization capacities develop between the caregiver and the child.

Mentalization-Based Treatment (MBT) was first proposed as a novel intervention
for borderline personality disorder (BPD; Fonagy & Bateman, 2006); however, its area of
use in clinical settings has been subsequently expanded. MBT focuses on enhancement of
mentalization capacities in an evidence-based and structured manner where the therapist
facilitates mentalization for the patient, building resiliency (Luyten et al., 2020a).
Randomized controlled trials conducted for the exploration of MBT’s efficacy provided
support for its utilization with BPD (Luyten et al., 2020a), which is usually comorbid with
PTSD (Smits et al., 2022). PTSD-specific programs targeting PTSS and dissociation are also
present (Luyten et al., 2020a; Riifenacht et al., 2023); however, studies investigating their
efficacy is still limited in number (Luyten et al., 2020a). Fostering mentalization in clinical

and nonclinical settings, in work for example, and planning interventions are of significance.

4.3. Limitations and Future Directions

Some limitations specific to the current study should be kept in mind during
interpretation, where the size of the sample and the associated power being the most
constricting on implications and generalizability. The hypotheses of the study were mostly
in the expected trend, yet the results failed to reach significance, which may be due to the
limited power. Future studies might focus on the same model, since it is theoretically well

grounded, aiming for a higher number of participants.

The sample of the current study included various occupational groups, which were
implicated by the literature for bearing the impact of vicarious traumatization. Since the
current study was exploratory in nature, due to the scarcity of research on mentalization

capacity and vicarious traumatization, inclusion of different occupational groups with



40

differing levels and means of exposure (Hensel et al., 2015; Sabin-Farrel & Turpin, 2003;
Zara & I¢oz, 2015) was preferred. This may be considered as a factor introducing noise to
the data. Vicarious traumatization and its potential link with mentalization capacity is of
research value, and focusing on different occupational groups and their unique experiences

may be of interest for future studies.

Despite emphasizing the point that how trauma is held in mind takes precedence over
the event-specific details, there were no information on how trauma workers were influenced
by vicarious traumatization in the calculated scores used in analyses. More frequent
exposure may be linked with more negative impact (Lerias & Bryne, 2003; Sabin-Farrel &
Turpin, 2003; Zara & i¢oz, 2015); however, it would be based on inferences and there are
contradictory findings in the literature suggesting no associations between the amount of
exposure and vicarious traumatization (Baird & Kracen, 2006). Future studies may consider
investigating this information, along with information on in what manner the trauma workers
were exposed (i.e. witnessing, hearing about it or reading about the details) as factors

associated with their vicarious traumatization.

Mentalization capacity, in the current study was operationalized based on
participants’ self-evaluations. Different methods of assessment can be subject of future
research since they have been shown to tap into different aspects of mentalization, or
imbalances regarding it. Interview-based measures evaluate the quality of mentalization
(Garon-Bissonnette et al., 2023) while self-report measures tend to generate an idea based
on quantity (Rumeo, 2022) — more or less mentalizing. To better investigate the nuances in
mentalization capacity in the aftermath of trauma, incorporating implicit mentalization as
well, other assessment tools can be utilized, maybe in combination (Rumeo, 2022). The
proposed models in this particular study explained a small portion of variance in PTSS, and
it can be speculated that these other aspects of mentalization, which was not included, may

have some predictive power.

As explained previously, the aftermath of trauma is not universal. The current study
focused on PTSS, as the most typical presentation; however, mentalization as a potential
mechanism for in the emergence of symptoms following traumatic events might be explored
further. Moreover, therapy and supervision processes were revealed as important factors

regarding mentalization capacity and PTSS in the current study, which raises the question
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of what specific features of these processes are influential — the presence of a relationship,

an alliance, social support in general or some other specific characteristics.

Finally, the data was collected in an online setting for the current study, which
increases accessibility while decreasing the control over the collection process. Furthermore,
the assessment tools used was based on self-reports, which are easy to administer (Rumeo,
2022 ). However, getting a close to realistic assessment of mentalization capacity might be
tricky since it is about how the mind works in general and the possibility of bias is high
(Rumeo, 2022), and retrospective assessment of trauma history may be subject to bias as

well (Tolin & Foa, 2006), although research suggests it to be minimal (Sar et al., 2022).

4.4. Conclusion

The study explored the links between personal and vicarious traumatization, related
symptoms and mentalization capacity within a cross-sectional design. The findings failed
to provide support for the moderator role of mentalization; however, motivation for
mentalization and personal traumatization appeared as predictors for PTSS. Furthermore,
psychotherapy was indicated as important factor regarding PTSS. Even though a
meaningful relationship among vicarious traumatization, mentalization and PTSS was
absent, the current study was of importance considering it was one of the first attempts of
exploring said links in the Turkish population. By building a literature around these topics
and furthering our knowledge, evidence-based interventions for trauma workers, which are

promoting mentalization and resilience, can easily be planned.
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APPENDIX A: Informed Consent Form (Bilgilendirilmis Onam Formu)

Bu tez calismas1 Yeditepe Universitesi Klinik Psikoloji Yiiksek Lisans Programi
biinyesinde Dog¢ Dr. Oguzhan Zahmacioglu danismanliginda Mehtap Ozkanca tarafindan
yuriitiilmektedir. Bu form sizi arastirma kosullar1 hakkinda bilgilendirmek i¢in
hazirlanmstir.

Calismamin Amaci Nedir?

Bu ¢alismanin amaci, deneyimlenen veya is geregi dinlenen travmatik yasantilarin
psikolojik bazi siireglerle olan iligkisini incelemektir.

Bize Nasil Yardimc1 Olmamz Isteyecegiz?

Arastirmaya katilmay1 kabul ederseniz sizden, ge¢mis travmatik yasantilariniz, is geregi
dinlediginiz travmatik materyaller, kendiniz ve digerleriyle olan iligkiniz hakkinda bir dizi
soruyu yanitlamaniz beklenmektedir. Bu ¢alismaya katilim ortalama 20 dakika
strmektedir.

Katilimimzla ilgili bilmeniz gerekenler:

Bu calismaya katilmak tamamen goniilliiliikk esasina dayalidir. Herhangi bir yaptirima veya
cezaya maruz kalmadan ¢alismaya katilmay1 reddedebilir veya istediginiz noktada
calismay1 birakabilirsiniz. Calisma dahilinde kimlik bilgileriniz toplanmayacaktir.
Sagladiginiz diger veriler yalnizca arastirma dahilinde kullanilacaktir. Elde edilecek
bilgiler arastirmacilar tarafindan toplu halde degerlendirilecek ve bilimsel yayimlarda
rapor edilmek i¢in kullanilacaktir.

Olasi faydalar ve riskler:

Caligmaya katilmaniz durumunda literatiire bu konu hakkinda destek saglayarak veri
eklememize yardimci olacaksiniz. Ankette genel olarak kisisel rahatsizlik verecek sorular
bulunmamakla birlikte bazi sorularin igerikleri hatirlamasi hos olmayan deneyimler ile
ilgilidir. Katilim sirasinda sorulardan ya da herhangi bagka bir nedenden 6tiirti kendinizi
rahatsiz hissederseniz ¢aligsmaya katiliminizi sonlandirabilir ve arastirmaci ile iletisime
gecebilirsiniz.

Bu bilgilendirilmis onam belgesini okudum ve anladim. Bu arastirmaya katilmayt hiir
irademle kabul ediyorum.
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APPENDIX B: Mentalization Scale (Zihinsellestirme Olcegi)

Yonerge: Liitfen her bir maddeyi dikkatlice okuyunuz ve size en uygun segenegi 1 ile 5
arasinda isaretleyiniz.

1 2 3 4 5
Tamamen Cogunlukla Hem dogru hem | Cogunlukla dogru | Tamamen dogru
yanlig yanlig yanlig
1. Davraniglarima yol agan nedenleri anlamay1 6nemserim. 1121 3]4]|5
2. Baskalarmin kisilik 6zellikleri hakkinda karar verirken ne sdyleyip ne 112(3|4|5
yaptiklarini dikkatlice gozlerim.

3. Bagkalarinin duygularini tantyabilirim. 112]13|4|5
4. Cogunlukla bagkalar1 ve onlarin davraniglari iizerine diisiiniiriim. 1123415
5. Genellikle insanlar1 neyin rahatsiz ettigini ayirt edebilirim. 112]13|4|5
6. Bagkalarinin duygularini paylasabilirim (6rn. acisini/sevincini paylasmak |1 |2 | 3 |4 |5
gibi).

7. Birisi beni sinirlendirdiginde neden o sekilde tepki verdigimi anlamaya 112(3|4|5
calisirim.

8. Kendimi kotii hissettigimde lizglin mii, korkmus mu yoksa kizgin mi1 112(3|4|5
oldugumdan emin olamam.

9. Bagkalarinin davraniglarini anlamaya c¢alisarak vaktimi harcamay1 112(3|4|5
Sevimem.

10. Bagkalarinin diistince ve duygularini bildigimde davranislart hakkinda 112|345
dogru tahminlerde bulunabilirim.

11. Cogu kez kendime bile neden dyle bir sey yaptigimi izah edemem. 112]13/4]|5
12. Bazen bir bagkasinin duygularini o bana heniiz bir sey séylemeden 112|345
anlayabilirim.

13. Yakin oldugum insanlarla iligkilerimde ne olup bittigini anlamay1 112(3|4|5
onemserim.

14. Kendimle ilgili hosuma gitmeyecek bir seyi kesfetmek istemem. 112]13|4]|5
15. Yakin oldugum insanlarla sik sik duygular hakkinda konusurum. 112]13]4]|5
16. Uziildiigiimii, incindigimi ya da korktugumu kendime itiraf etmeyi giic |12 | 3 | 4|5
bulurum.

17. Sorunlarim hakkinda diistinmekten hoslanmam. 112(3]4]|5
18. Yakin oldugum insanlarin belirgin 6zelliklerini dogru ve ayrmtili 112|345
bicimde tarif edebilirim.

19. Tam olarak nasil hissettigim konusunda siklikla kafam karisiktir. 11213 |4|5
20. Duygularim ifade etmek konusunda uygun s6zciikleri bulmak benim 112|345
icin zordur.

21. Insanlar bana kendilerini anladigimi ve akillica tavsiyeler verdigimi 112|345
soyler.

22. Insanlarm neden belirli sekillerde davrandiklari hep ilgimi ¢ekmistir. 1121 3]4]|5
23. Ne hissettigimi kolayca tanimlayabilirim. 112]13/4]|5
24. Insanlar kendi duygulari ve ihtiyaglar1 hakkinda konusurlarken aklim 112|345
baska seylere kayar.

25. Hepimiz hayat sartlarina tabi oldugumuz i¢in bagkalarinin niyetlerini 112|345
veya isteklerini diistinmek anlamsizdir.
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APPENDIX C: Cumulative Trauma Scale-Short Form (Birikimli Travma Olgegi-

Kisa Form)

Yonerge: Birgok kisi hayatinda farkli olaylar ve durumlar yagamistir. Asagidaki sorularda
size belirli olaylarla ilgili sorular sorulmaktadir. Liitfen her olay i¢in; eger sizin
yasaminizda olduysa kag kere oldugunu, sizi olumlu veya olumsuz ne kadar etkiledigini ve
is hayatinizda karsilasip karsilasmadiginizla ilgili sorular1 yanitlayiiz.

1. Hayatimda deprem, kasirga veya sel gibi dogal afetlere sahit oldum ya da bizzat
yasadim.
Higbir zaman () Bir kez () Iki kez () Ug kez () Pek cok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek cok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydimz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

2. Hayatimda deprem, kasirga veya sel gibi dogal afetlere sahit oldum ya da bizzat
yasadim.

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

3. Yasamum tehdit eden bir kaza yasadim (6rn. trafik kazasi).

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Bdyle bir olay yasadiysaniz ilk seferinde kag yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Evet () Hayir ()

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydinmiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece | olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7
Isiniz geregi boyle bir olay1 yasamisg bir bagkasiin aktarimini dinlediniz mi?

4. Savasa veya catismaya katildim veya maruz kaldim/terére maruz kaldim.




Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydinmiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

6. Yasamim tehdit eden bir hastalik ya da kalic1 hasar birakan bir olay yasadim.
(ornegin kanser, felg, ciddi kronik hastalik veya ciddi yaralanma).

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

7. Silahh bir soygun yasadim (soygun ya da saldir).

Higbir zaman () Bir kez () Iki kez () Ug kez ( ) Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()
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5. Sevdiklerimin, 6rnegin ebeveynlerimin veya yakin arkadaslarimin, 6liimciil veya
kalic1 hasar birakan bir olay yasamasina sahit oldum.

8. Bir tamidigin ya da bir yabancinin siddetli bir saldiriya ugramasina sahit oldum
(ornegin: silahla vurulma, teror saldirisinda yaralanma veya hayatim kaybetme,
bicaklanma, siddetli doviilme).

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?



Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

9. Oldiiriilmek veya ciddi olarak zarara ugratilmakla tehdit edildim.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman () Bir kez () Iki kez () Ug kez ( ) Pek cok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydinmiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

10. Bana bakim veren biri, 6rnegin ebeveynim tarafindan fiziksel tacize ugradim,
yaralanmama sebep olacak derecede itildim veya dévuldim.

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

11. Bana bakim veren birinin ya da ebeveynimin, bakim veren baska birine ya da
diger ebeveynime vurdugunu, canim acittigini ya da oliimle tehdit ettigini
duydum veya gérdium.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece | olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7
Isiniz geregi boyle bir olay1 yasamis bir bagkasiin aktarimini dinlediniz mi?
Evet () Hayir ()

12. Benden yasca biiyiik biri tarafindan cinsel iliskiye yonlendirildim.
Higbir zaman ( ) Bir kez () Iki kez () Ug kez ( ) Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?
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Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?

Evet () Hayir ()

13. Bir veya birden fazla Kisi tarafindan tecaviize veya cinsel tacize ugradim veya

istenmeyen cinsel iliskiye maruz kaldim.
Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()

Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?

Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()
14. Hapse girdim ve/veya iskence gordiim.
Higbir zaman () Bir kez () Iki kez () Ug kez ( ) Pek cok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydinmiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

15. Ben kiiciikken annem beni terk etti veya birbirimizden ayr1 kaldik.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

]

16. Ben kiiciikken babam beni terk etti veya birbirimizden ayr1 kaldik.

siniz geregi bdyle bir olay1 yasamis bir bagkasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman ( ) Bir kez () Iki kez () Ug kez ( ) Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son
derece
olumlu

Cok
olumlu

Biraz
olumlu

Ne
olumlu
ne
olumsuz

Biraz
olumsuz

Cok
olumsuz

Son
derece
olumsuz
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1+ [ 2 [ 3 | 4 | 5 | 6 [ 7 |
Isiniz geregi boyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

17. Etnik kimligim, irkim, kiiltiiriim, dinim veya ulusal kokenimden dolay1
baskalarimin olumsuz tutumlari, kalip yargilari veya davramslan ile asagilandim,
tehdit edildim veya ayrimcihiga ugradim.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

18. Ebeveynlerim bosandi veya ayrildi.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

19. Irkimin tarih¢esinde baski gorme, ayrimciliga ugrama veya soykirimla tehdit
edilme bulunmaktadir.

Evet () Hayir ()

Son Cok Biraz Ne Biraz Cok Son
derece | olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7
Isiniz geregi boyle bir olay1 yasamisg bir bagkasiin aktarimini dinlediniz mi?

20. Gorunurde kuguk ama tekrarlayan veya hic kesilmeyen sorunlar veya kronik
stres yiiziinden sinir krizi gecirdim veya gecirmek iizere gibi hissettim (6rnegin
kontroliimii kaybedecekmis gibi).

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz




1

2

3

4

5

6

7

Isiniz geregi boyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

21. Ebeveynlerimden veya kardeslerimden en az biri savasa veya ¢catismaya katildi
veya iskence gordii.

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

22. Okulda sikhikla basarisizliklar yasadim.

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek cok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydimiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

23. Koy, sehir veya iilkemdeki yakin ¢cevremden uzaklastirildim ve yer degistirmeye
zorlandim.

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman ( ) Bir kez () Iki kez () Ug kez ( ) Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

24. Daha giiclii kisi veya Kisiler tarafindan fiziksel saldiriya ugradim, doviildiim ve
yaralandim.

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7




Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()
25. Bana bakim veren biri/ebeveyn tarafindan cinsel iliskide bulunmaya
yonlendirildim.
Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece | olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7
Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

26. Toplumsal cinsiyetimden (kiz/kadin veya oglan/adam) dolay1 toplumda;
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baskalarimin olumsuz tutumlari, kalip yargilar veya davramslari sebebiyle ya da

kurumlar tarafindan (aile iiyeleri disinda) asagilandim, haklarim reddedildi,
ayrimciliga ugradim.

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()

Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?

Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir bagkasinin aktarimini dinlediniz mi?
Evet () Hayir ()

27. iliskilerimde ciddi reddedilme veya basarisizhk yasadim.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

28. Es veya evlat kayb1 yasadim.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7




Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydimiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

29. Isime son verildi, isten atildim veya is yasaimmda basarisizhiga ugradim.

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

30. Tekrar evlendim.

Higbir zaman ( ) Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

31. Diisiik gelirli ve bir¢ok zorluk yasayan bir ailenin iiyesi oldum.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

32. Toplumsal cinsiyetimden: erkek veya kiz olmamdan dolay1 baz aile iiyelerim
(0rn. ebeveynler, kardesler) tarafindan asagilandim, tehdit edildim veya
ayrimciliga ugradim.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde kag¢ yasindaydinmiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi boyle bir olay1 yasamus bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

33. Baska bir Kkisiye zarar vermek zorunda kaldim.

64



Higbir zaman () Bir kez () Iki kez () Ug kez () Pek ¢ok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydimiz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

34. Siddet ve yasa dis1 olaylarin sik oldugu bir mahallede yasadim.

Higbir zaman () Bir kez () Iki kez () Ug kez () Pek cok kez ()
Boyle bir olay yasadiysaniz ilk seferinde ka¢ yasindaydiniz?
Bdyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
4l 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir baskasinin aktarimini dinlediniz mi?
Evet () Hayir ()

35. Dogumumun zor bir dogum oldugu séylendi.
Hig zor degil ( ) Biraz zor () Zor () Cok zor ( ) Asir1 zor (yasamimi tehdit eden) ()

Bdyle bir olay yasadiysaniz ilk seferinde kag yasindaydiniz?
Boyle bir olay yasadiysaniz bu sizi nasil etkiledi?

Son Cok Biraz Ne Biraz Cok Son
derece olumlu | olumlu | olumlu | olumsuz | olumsuz | derece
olumlu ne olumsuz

olumsuz
1 2 3 4 5 6 7

Isiniz geregi bdyle bir olay1 yasamis bir bagkasinin aktarimini dinlediniz mi?
Evet () Hayir ()
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APPENDIX D: Impact of the Events Scale-Revised (Olaylarin Etkisi Olcegi)

Yonerge: Asagida, stresli yasam olaylarindan sonra insanlarin yasayabilecegi bazi
zorluklarin bir listesi sunulmustur. Her ciimleyi dikkatlice okuyunuz. Gegtigimiz yedi giin
igerisinde, yasadiginiz sizi zorlayan travmatik olaylar1 diisiinerek, bu zorluklarin sizi ne
kadar rahatsiz ettigini climlelerin sagindaki bes kutucuktan yalnizca birini isaretleyerek
belirtiniz.

Hic Biraz | Orta Fazla | Cok
dizeyde fazla
1. Benzeyen her sey, olayla ilgili 0 1 2 3 4
duygularimi aklima getiriyor ve
hatirlatiyor.

2. Uykumu strdurmekte, kesintisiz ve 0 1 2 3 4
derin bir uyku uyumakta zorlaniyorum,
uykum bélunuyor.

3. Olayla ilgisiz ve farkli seyler dahi bana 0 1 2 3 4
olay1 hatirlatiyor, aklima getiriyor ve
diistindiiriiyor.

4. Kendimi huzursuz ve ofkeli 0 1 2 3 4
hissediyorum.
5. Olay1 diistindiigiimde, olay1 hatirlatan 0 1 2 3 4
seylerle karsilagtigimda keyfimin
kagmasina canimin sikilmasina izin
vermiyorum.

6. Istemedigim halde olay aklima geliyor 0 1 2 3 4
ve onu diisiinmek zorunda kaliyorum.
7. Sanki olay1 yasamamisim, olmamis ve 0 1 2 3 4
gercek degilmis gibi hissediyorum.
8. Olay1 hatirlatan durum, yer ve 0 1 2 3 4
kosullardan uzak duruyorum,
kacintyorum.

9. Olayla ilgili goriintiiler fotograf gibi, 0 1 2 3 4
film gibi g6ziimiin 6niinde canlaniyor.
10. Ani ses, goruntt ve hareketlerden 0 1 2 3 4
cabuk irkiliyorum ve abartil1 tepkiler
veriyorum.

11. Olay1 diisiinmemeye calistyorum. 0 1 2 3
12. Olayla ilgili birgok duyguyu hala 0 1 2 3
tasidigimi fark ettim fakat bunlarin
iizerinde durmuyorum ve bunlar1 ¢6zmeye
caligmiyorum.

13. Sanki biitiin duygularimi kaybetmis 0 1 2 3 4
gibi hissediyorum. Kendimi halsizlesmis
ve donuklagmig gibi algiliyorum.

i

N
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14. Zaman zaman olay sirasindaki
duygularimi yeniden hatirliyorum ve sanki
o an1 yeniden yastyormus gibi tepkiler
gosteriyorum.

15. Uykuya dalmakta zorluk ¢ekiyorum.

SN

16. Olayla ilgili yasadigim duygulari o
kadar canli hatirliyorum ki, sanki dalga
dalga uzerime geliyorlar.

17. Olay1 hafizamdan silmeye ve
unutmaya caligryorum.

18. Dikkatimi toplamada ve
yogunlagmada zorluk ¢ekiyorum.

19. Olay1 hatirlatan seylerle
karsilastigimda, terleme, kizarma, titreme,
carpinti, nefes alma giicliigii, gogiiste
baski hissi gibi bedensel belirtiler
yaslyorum.

20. Olayla ilgili ruyalar gérayorum.

o

N

21. Kendimi tetikte ve diken Gstiinde
hissediyorum, giivenligimle ilgili endiseler
duyuyorum.

22. Olay hakkinda konusmamaya
caligtyorum.




APPENDIX E: Demographic Information Form (Demografik Bilgi Formu)
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Yasiiz:
Cinsiyetiniz:

e Kadmn

e Erkek

e Diger
Egitim Seviyeniz (Egitiminize devam ediyorsaniz i¢inde bulundugunuz egitim seviyesini
isaretleyiniz):

o Ilkdgretim

e Ortadgretim

o Lise

e Lisans

e Lisansust

Kendinizi asagidaki gelir seviyelerinden hangisinde goriiyorsunuz?

Alt
Alt-Orta
Orta
Orta-Ust
Ust

Mesleginiz:

Mesleginizde toplam ¢aligma siireniz: ... yil ... ay

Eger yanitiniz evet ise; travma yasamis bireylerle ne siklikla ¢alistyorsunuz?

Yilda bir defa
Yilda birkag defa
Ayda bir defa
Ayda birkac defa
Haftada bir defa
Haftada birkac defa
Her gln

Giincel durumda terapi aliyorsaniz, ne zamandir devam ediyorsunuz? ... yil ... ay

Giincel durumda stipervizyon aliyorsaniz, ne zamandir devam ediyorsunuz? ... yil ..

. ay
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APPENDIX F: Debrief (Calisma Sonu Bilgilendirme)

Gegmis travmatik yasantilar ve is geregi maruz kalinan travmatik materyallerin, sonradan
gozlemlenen kaginma, asir1 uyarilma ve yeniden yasama gibi bazi psikolojik belirtiler ile
arasindaki iligkide zihinsellestirmenin roliinii inceleyen arastirmamiza katildiginiz i¢in size
cok tesekkiir ederiz. Arastirmalar, kisinin deneyimledigi ya da dinledigi olumsuz
materyallerin travma sonrasi1 gézlemlenen bazi belirtiler ile iligkili oldugunu; materyalin
kendisindense kisinin materyali ne derece zihinsellestirilebildiginin bu iliskide bir rolii
olabilecegini gostermektedir. Bu ¢calismada da, travma sonrasi gozlemlenen bazi
belirtilerde zihinsellestirmenin olas1 koruyucu roliiniin incelenmesi amaglanmistir. Bu
calismanin, travmatik deneyimlerin kisi lizerindeki etkisi alanindaki literatiiriin
zenginlesmesine yardimci olacagi ve son zamanlarda yayginlagmaya baslayan
zihinsellestirme temelli miidahale tekniklerinin gelistirilmesine yardimci olacagi
diistiniilmektedir.

Calisma kapsaminda sagladiginiz veriler ve ¢alisma sonuglari bilimsel ve mesleki etik
ilkeleri ¢ercevesinde korunacak, sonuglar toplu olarak yorumlanip yalnizca bilimsel yayin
amaciyla toplu bilgiler halinde paylasilacaktir.

Calismanin saglikli ilerleyebilmesi i¢in ¢alismaya katilacagini bildiginiz diger kisilerle
caligma ile ilgili detayl bilgi paylasiminda bulunmamanizi dileriz.

Degerli katiliminiz i¢in tekrar ¢ok tesekkiir ederiz.

Aragtirmanin sonuglarini 6grenmek ya da daha fazla bilgi almak i¢in asagidaki isme
bagvurabilirsiniz.

Mehtap Ozkanca.



