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Abstract

Objective: This study examined the moderating effects of

self‐care on various compassion outcomes among mental

health providers.

Method: Mental health providers (n = 371; 94.1% female;

mean age = 47.12) were surveyed regarding their level of

self‐care, history of adverse childhood experiences, and the

degree of burnout, secondary traumatic stress, and compas-

sion satisfaction experienced.

Results: Results indicated that providers who endorsed a

history of adverse childhood experiences (82.5%) also

endorsed greater negative compassion outcomes than those

who did not have such a history. Endorsement of self‐care
activities was a significant predictor of compassion satisfac-

tion and burnout in the expected directions. Self‐care served

as a moderator between adverse childhood experiences and

burnout.

Conclusions: Self‐care is an effective method for decreasing

negative compassion outcomes among mental health provi-

ders who work with trauma. It is important to develop

effective training programs that promote self‐care in

personal and professional settings.
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1 | INTRODUCTION

Mental health providers are at risk of being overextended due to the nature of their job, without even exploring the

type of clients they are working with. Mental health providers who are self‐employed or work in a healthcare

facility are often required to work nights and weekends to accommodate the needs of their clients. It is estimated

that 82–94% of clients who seek treatment have experienced some sort of lifetime trauma (Bride, 2004). With

percentages so substantial, it becomes apparent that the majority of mental health providers will be exposed to

clients with a trauma history even if that is not their area of expertise or specialty. In order for mental health

providers to offer effective trauma treatment, they will typically have to assist the client in working through their

past trauma which commonly involves multiple recounts of the event (Bride, Radey, & Figley, 2007). When clients

recall traumatic events, therapists are subjected to vivid imagery, which exposes them indirectly to the trauma and

can result in significant emotional, cognitive, and behavioral changes over time (Bride et al., 2007; Knight, 2013).

In recent years, focus has shifted to better understand the development of compassion outcomes (i.e., burnout,

secondary traumatic stress, and vicarious trauma) among mental health providers who work with trauma victims

(Craig & Sprang, 2010; Eastwood & Ecklund, 2008; Fahy, 2007; Figley, 2002a, 2002b; Sprang, Clark, & Whitt‐
Woosley, 2007). When examining the effects of indirect trauma among mental health providers, research has

shown that there are a variety of potential negative outcomes (e.g., change in world view, transformation of

cognitive schemas, or inability to engage empathically with clients; Conrad & Keller‐Guenther, 2006; Newell &

MacNeil, 2010; Pearlman & Saakvitne, 1995). It is estimated that one in three trauma therapists are at high risk of

developing secondary traumatic stress and one in two are at increased risk of developing burnout (Rudolph, Stamm,

& Stamm, 1997). In addition, up to 50% of mental health providers working with trauma experience some

symptoms associated with compassion fatigue (Conrad & Keller‐Guenther, 2006). Furthermore, instances of

burnout are higher in the field of mental health than any other (Newell & MacNeil, 2010).

Compassion fatigue is an umbrella term that refers to the negative consequences associated with working with

traumatized individuals and vicariously experiencing the effects of their traumatic life event (Harr, 2013). It

includes both the physical and emotional fatigue that stems from chronic use of empathy (Figley, 2002a; Rothschild

& Rand, 2006). Factors that increase the risk for compassion fatigue include a personal history of trauma (Baird &

Kracen, 2006; Harr, 2013), overall psychological well‐being (Figley, 1995), limited social support, inadequate self‐
care, and an inability to maintain appropriate boundaries (Harr, 2013). Mental health providers who are

working with childhood trauma experiencing compassion fatigue are at increased risk of making poor professional

judgments, such as misdiagnosis, poor treatment planning, or abuse of the client (Bride et al., 2007) and typically

suffer from diminished professional relationships and increased irritability (Inbar & Ganor, 2003). As a mental

health provider’s ability becomes impaired, compassion fatigue becomes an ethical issue (Harr, 2013).

The term secondary traumatic stress was coined by Figley (1995) and defined 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” (p. 7). Secondary traumatic

stress entails psychological, emotional, and cognitive symptoms that resemble those experienced by the victim

(Zerach, 2013). Secondary traumatic stress results from repeatedly listening to the traumatic experiences of

others while engaging in an empathic manner (McCann & Pearlman, 1990; Stamm, 1999).

Burnout is a concept used to describe feelings of hopelessness, difficulties in dealing with one’s job

responsibilities effectively, and typically has a gradual onset (Stamm, 2005). Burnout is best understood as a

multidimensional construct, which comprises three specific components: inefficacy, exhaustion, and cynicism (Harr,

2013; Maslach, Schaufeli, & Leiter, 2001). Although many of the symptoms associated with burnout appear to be on

the individual level, burnout is best conceptualized as an organizational issue (Nelson‐Gardell & Harris, 2003). It is

often described as a defensive response to prolonged occupational exposure to challenging emotional and

interpersonal situations that produce psychological strain and provide insufficient support (Jenkins & Baird, 2002;

Maslach et al., 2001). Burnout has been found to increase with high caseloads, scarcity of resources, negative client
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feedback (Maslach et al., 2001), and chronic tedium in the workplace (Jenkins & Baird, 2002). Though burnout is

experienced by professionals outside of the mental health field (Stamm, 2005), mental health providers

demonstrate the highest level of burnout with those working in the public sector being at higher risk than those

working in the private sector (Craig & Sprang, 2010).

Secondary traumatic stress and burnout are negative consequences of working with victims of trauma;

however, it is also possible for positive outcomes to arise. Compassion satisfaction refers to the pleasure that one

derives from being able to do his or her work, while contributing to the well‐being of others (Stamm, 2005). It also

encompasses the degree to which one feels successful in his/her job and the level in which he/she feels supported

by colleagues (Zerach, 2013). Compassion satisfaction is often viewed as a protective factor against compassion

fatigue and burnout (Stamm, 2005). Although it is possible for mental health providers to experience both

compassion satisfaction and compassion fatigue simultaneously, it is typically found that as compassion fatigue

increases, compassion satisfaction decreases (Bride et al., 2007).

Endorsing a personal history of adverse childhood experiences has been identified as a contributing factor in

increasing a provider’s risk of developing negative compassion outcomes (Bride, 2004; Jordan, 2010; Nelson‐
Gardell & Harris, 2003; Pearlman & MacIan, 1995). In a study conducted by Esaki and Larkin (2013), they found

that 70% of mental health providers endorsed at least one adverse childhood event. When looking at ways in which

mental health providers can combat the negative effects of working with traumatized individuals, self‐care has

often been identified as an effective method of coping (Jones, 2005; Knight, 2013). Professional self‐care is the

utilization of skills and strategies by workers to maintain their own personal, emotional, and spiritual needs while

attending to the needs of their clients (Figley, 2002b; Stamm, 1999). Although research on self‐care is plentiful

(Figley, 2002b; Jones, 2005; Jordan, 2010; Knight, 2013; Pearlman & MacIan, 1995), research regarding the

effectiveness of self‐care in mitigating the development of compassion outcomes among mental health providers

with a history of adverse childhood experiences is limited. The percentage of mental health providers with a history

of adverse experiences and the amount of clients who present with a history of trauma is high (Bride, 2004; Esaki &

Larkin, 2013; Jordan, 2010; Nelson‐Gardell & Harris, 2003; Pearlman & MacIan, 1995), thus indicating that there is

an urgent need to explore this area of research to more thoroughly understand the moderating effects that self‐
care can have on trauma therapists.

Although the research exploring these connections is limited, one study has been conducted that is closely

aligned to these issues (Williams, Helm, & Clemens, 2012). The study was developed to examine how childhood

trauma, personal wellness, supervisory working alliance, and organizational factors either positively or negatively

impact the development of secondary traumatic stress among mental health providers who work with trauma

victims (Williams et al., 2012). The study provided support for the fact that when individuals participate in activities

that promote overall wellness, mental health providers who endorsed their own history of trauma were protected

from secondary traumatic stress (Williams et al., 2012). The authors also found that the higher the frequency of

past trauma, the more severe the symptoms of secondary traumatic stress were among the mental health

providers. These findings affirm that engaging in activities that promote wellness can assist in decreasing the

likelihood of developing secondary traumatic stress among mental health providers with a history of trauma

(Williams et al., 2012). Although this study did identify different organizational aspects that can assist in mitigating

the onset of secondary traumatic stress, it did not explore how self‐care activities outside of the organization

setting could have a positive impact, nor did it address burnout or compassion satisfaction as independent

constructs.

1.1 | The current study

The purpose of this study was to bridge the gap in the current literature regarding the development of negative

compassion outcomes among mental health providers who work with childhood trauma and who have a history of

adverse childhood experiences. Numerous researchers have found that mental health providers working with
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trauma survivors are at increased risk of developing negative compassion outcomes (Jenkins & Baird, 2002;

McCann & Pearlman, 1990; Sabin‐Farrell & Turpin, 2003; Stamm, 1999), with an even higher rate of onset for those

working with childhood trauma (Bride, 2004; Figley, 1995). Therefore, it is hypothesized that mental health

providers with a history of adverse childhood experiences will endorse more frequent instances of burnout and

secondary traumatic stress, while less frequent examples of compassion satisfaction than mental health providers

without a history of adverse childhood experiences. Due to the fact that research also indicates that individuals

with multiple adverse childhood experiences are at increased risk for a multitude of physical and mental health

difficulties (Brown et al., 2010; Chapman et al., 2004), it is hypothesized that as the number of adverse childhood

experiences increase, symptoms of burnout and secondary traumatic stress will also increase, while symptoms of

compassion satisfaction will decrease.

Provided that numerous studies have found that engaging in self‐care can reduce both the frequency and

severity of negative compassion outcomes (Alkema, Linton, & Davies, 2008; Kraus, 2005; O’Halloran &

Linton, 2000; Stamm, 2005), it is hypothesized that the more a mental health provider engages in self‐care,
he/she will experience fewer symptoms associated with burnout and secondary traumatic stress, while

greater symptoms of compassion satisfaction. Given that many researchers have found that participating in

self‐care activities can reduce the onset and/or severity of negative compassion outcomes (Alkema et al.,

2008; Kraus, 2005; O’Halloran & Linton, 2000; Stamm, 2005; Williams et al., 2012), it is hypothesized that

mental health providers with a history of adverse childhood experiences who engage in regular self‐care
activities will demonstrate less symptoms of burnout and secondary traumatic stress and report higher levels

of compassion satisfaction.

Research indicates that individuals who have higher levels of resiliency are more likely to recover from

traumatic events and have an increased ability to develop positive coping mechanisms (Jordan, 2010; Smith et al.,

2008). To thoroughly assess the effects that self‐care has in the development of compassion outcomes, it is

important to extrapolate what aspects directly stem from self‐care as an independent construct when resiliency is

removed from the equation. Therefore, resiliency will be controlled for due to the natural relationship that has

been found to occur between overall wellness and resiliency (Smith et al., 2008).

2 | METHOD

2.1 | Participant characteristics

A total of 371 licensed mental health providers (mean age = 41.12, SD = 12.52, 94.1% female) completed the study.

The ethnic diversity of the sample was as follows: 88.4% White/European American/Not Hispanic, 4.6% Hispanic/

Latino, 2.4% Black/African American, 2.2% Bi‐Racial/Mixed, 1.4% Asian/Asian American, and 1.1% “Other.” Slightly

more than half (51.4%) of the sample endorsed Christianity as their religious preference. Additionally, 91.1% of

participants reported being heterosexual and 70.1% were married. The average number of children (range, ≥0–5)

and annual family income (range, <$20,000 to >$150,000/year) showed great variability. When examining statistics

related to employment history as it pertains to working as a licensed mental health provider, 48% of participants

endorsed both being in the field of psychology and working with trauma survivors for 10 or more years. Sixty‐one
percent of the participants worked a minimum of 30 hr/week with 31.1% having worked at their current place of

employment for more than 10 years. Detailed statistics pertaining to demographic variables are presented in

Table 1.

2.2 | Procedures

Approval for this study was acquired through the Institutional Review Board. To recruit participants, list serves

were used for agencies that serve childhood trauma victims and their families, in addition to personal contact and
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TABLE 1 Demographic characteristics of participants (n = 371)

Characteristics n %

Sex

Male 22 5.9

Female 349 94.1

Ethnicity

Asian/Asian American 5 1.4

Black/African American 9 2.4

Hispanic/Latino 17 4.6

White/European American/Not Hispanic 327 88.4

Bi‐Racial/Mixed 8 2.2

Other 4 1.1

Religious preference

Atheist 19 5.2

Agnostic 18 4.9

Buddhist 10 2.7

Christian 189 51.4

Catholic 43 11.7

Jewish 12 3.2

Muslim 1 0.3

Spiritual 57 15.5

Other 19 5.1

Sexual orientation

Asexual 4 1.1

Bisexual 10 2.7

Heterosexual 338 91.1

Homosexual 13 3.5

Pansexual 2 0.5

Other 1 0.3

Relationship status

Divorced 33 8.9

Married 260 70.1

Partnered 25 6.7

Separated 4 1.1

Single 47 12.7

Number of children

None 116 31.3

One 64 17.3

Two 116 31.3

Three 44 11.9

Four 20 5.4

Five or more 9 2.4

Education level

Master’s degree 311 83.8

Doctorate degree 60 16.2

Number of years licensed in the mental health field

<1 28 7.5

1–3 56 15.1

4–6 46 12.4

7–10 63 17.0

>10 178 48.0

(Continues)
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email. To participate in this study, all participants were asked to self‐report that they were licensed mental health

providers of some variation based on their respective state guidelines (i.e., Licensed Clinical Social Worker, Clinical

Psychologist, Licensed Marriage and Family Therapist, etc.), who work primarily with children who have

experienced some sort of traumatic event.

Qualtrics was used for data collection. Participants received an electronic link to participate in the study via

email communication. Included in the email were information regarding the nature of the study, the estimated time

required to participate in the study, the participant’s right to participate in a confidential manner, and the

participant’s right to cease participation at any time. Participants were instructed to read the informed consent,

which reviews potential risks and benefits that were associated with participating in the study. Upon completion of

the study, participants received a debriefing statement reviewing the purpose of the study, contact information for

a toll‐free crisis hotline, information about ways to increase/maintain self‐care practices, and contact information

of the researchers.

2.3 | Measures

2.3.1 | Demographic questionnaire

A standard demographic questionnaire was used for gathering background information about the participants. The

questionnaire included items inquiring about age, sex, ethnicity, religion, sexual orientation, relationship status,

living situation, number of children, education level, number of years licensed, length of current employment,

number of years working with traumatized children, and hours worked per week.

TABLE 1 (Continued)

Characteristics n %

Length of current employment (years)

<1 37 10.0

1–3 113 30.5

4–6 60 16.2

7–10 45 12.1

>10 116 31.3

Number of years working with trauma survivors

<1 10 2.7

1–3 50 13.5

4–6 73 19.7

7–10 60 16.2

>10 178 48.0

Number of hours worked per week

<20 29 7.8

20–25 33 8.9

26–30 27 7.3

30–35 54 14.6

36–40 54 14.6

>40 118 31.8

Annual family income

<$20,000 4 1.1

$20,000–$40,000 29 7.8

$40,000–$70,000 95 25.6

$70,000–$100,000 84 22.6

$100,000–$150,000 88 23.7

>$150,000 59 15.9
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2.3.2 | Professional Quality of Life Scale‐Version 5 (ProQOL 5)

The ProQOL 5 measures the positive and negative effects experienced by professionals who are working as a

helping professional with individuals who have been exposed to a variety of traumatic experiences (Stamm, 2010;

http://www.proqol.org/ProQol_Test). The ProQOL 5 is a revised version of the Compassion Fatigue Self‐Test
developed by Figley (1995). The measure comprises 30 items, which produce three subscales: Compassion

Satisfaction, Burnout, and Secondary Traumatic Stress. Each subscale consists of 10 items. A sample item from the

Compassion Satisfaction subscale is: “I am happy that I chose to do this work.” An example of a Burnout subscale

item is: “I feel worn out because of my work as a [helper].” An example Secondary Traumatic Stress subscale item is:

“Because of my [helping], I have felt “on edge” about various things.” Participants respond using a 5‐point Likert
scale where 1 indicates Never and 5 indicates Always. Psychometric information for the ProQOL 5 was derived from

a database of 1,289 cases, which was developed from a multitude of studies examining different types of

professional roles (Stamm, 2010). The ProQOL 5 has been found to have good reliability and validity (Stamm,

2010). Internal consistency values within this sample were as follows: α = 0.89 for compassion satisfaction, α = 0.81

for burnout, and α = 0.84 for secondary traumatic stress.

2.3.3 | Brief Resilience Scale (BRS)

The BRS measures an individual’s ability to bounce back and recover from stress (Smith et al., 2008). The measure

comprises six items and participants indicate the extent to which they agree with each statement by using the

following scale: 1 = strongly disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly agree (Smith et al., 2008). An

example item includes, “I tend to bounce back quickly after hard times.” After reverse scoring, the mean of the six

items is calculated to obtain an individual’s overall resiliency score (Smith et al., 2008). Psychometric information

for the BRS was derived from four separate samples with a cumulative total of 304 participants (Samples 1–4,

n = 128, 64, 112, and 100, respectively; Smith et al., 2008). The internal consistency for the measure is good with

Cronbach’s α ranging from 0.81 to 0.91. The BRS has also been found to have good reliability over time as indicated

by adequate test–retest correlations (i.e., r = 0.67 after 1 month and 0.62 after 3 months; Smith et al., 2008).

Internal consistency within this sample was α = 0.89.

2.3.4 | Self‐Care Assessment Worksheet (SCAW)

The SCAW was developed by Saakvitne and Pearlman (1996) for their book Transforming the pain: A workbook on

vicarious traumatization and is a self‐report questionnaire that assesses the degree to which an individual engages in

a variety of self‐care activities. The SCAW examines self‐care practices by breaking them into six main categories:

physical, psychological, emotional, spiritual, professional, and overall balance. Example topics include: “Eat healthy,”

“Make time for self‐reflection,” “Spend time with others whose company you enjoy,” “Find a spiritual connection or

community,” “Take a break during the workday (i.e., lunch),” and “Strive for balance within your work‐life and

workday.” When completing the SCAW, participants are asked to rate each item from 1 to 5 to determine the

regularity of participation for each individual act. Answering an item with a “1” would indicate that it never occurs,

while a “5” would indicate that the activity is engaged in frequently. A total mean score of overall self‐care
behaviors was used. Internal consistency for the total self‐care scale within this sample was α = 0.95.

2.3.5 | Adverse Childhood Experiences (ACE) questionnaire

The ACE questionnaire was developed by Felitti et al. (1998) and used to assess for childhood adversity through

assessment of traumatic situations or chronic stressors that an individual experienced before the age of 18 years.

The ACE questionnaire measures the frequency (cumulatively) and type(s) of childhood adversities that an
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individual endorses. The ACE questionnaire consists of 10 questions and asks about verbal, physical, and sexual

abuse, domestic violence, substance abuse in the home, the absence of a parent, and family mental illness or suicide.

A sample question is: “Did a parent or other adult in the household often or very often … push, grab, slap, or throw

something at you? or, Ever hit you so hard that you had marks or were injured?” To complete the ACE

questionnaire, individuals are given the option to respond to each question with a “1” if they endorse the item,

otherwise they are to leave it blank, which is given a score of 0. After the ACE questionnaire is completed, a

summed total is obtained and can yield a score between 0 and 10. Many studies have also examined the

relationship between an individual’s ACE score and the development of negative constructs such as depressive

disorders, obesity, substance abuse, smoking, headaches, and suicidality and found them to be positively correlated

(range, r = 0.37–0.67; Anda et al., 2002; Anda, Tietjen, Schulman, Felitti, & Croft, 2010; Brown et al., 2010; Bynum

et al., 2009; Dube et al., 2002). Internal consistency within this sample was α = 0.71.

2.4 | Data analysis

Data were imported from Qualtrics directly to SPSS‐23 (IBM Corp. Released 2015. IBM SPSS Statistics for

Windows, Version 23.0. Armonk, NY: IBM Corp). Before data analysis, preliminary analyses were conducted. All

variables were screened for assumptions, violations, and missing values. The assumptions included adequate sample

size/power, normality, outliers, linearity, multicollinearity and singularity, and homoscedasticity. The means,

standard deviations, ranges, and percentages of all variables were analyzed and reported. A p‐value of 0.05 was

used as a cutoff to determine significance.

To investigate the relationship between adverse childhood experiences and compassion outcomes, an

independent samples t test was utilized with participants being dichotomized into two groups: 1 = history of

adverse childhood experience(s) or 0 = no history of adverse childhood experiences as the independent variable

and burnout, secondary traumatic stress and compassion satisfaction as three continuous dependent

variables. In addition, Pearson’s r correlations were calculated to assess the direct relationship between

these variables and the frequency of adverse childhood experiences being endorsed. To examine the

relationship between the mental health provider’s use of self‐care and compassion outcomes, Pearson’s r

correlations were conducted between the overall mean score of self‐care as well as each domain of self‐care
(i.e., physical, psychological, emotional, spiritual, relationship, and workplace) with burnout, secondary

traumatic stress, and compassion satisfaction.

Three hierarchical multiple regression models were utilized to test for a moderation effect (Aiken, West, &

Reno, 1991). Burnout, secondary traumatic stress, and compassion satisfaction were examined as distinct

dependent variables. Before data analysis, the moderator (frequency of self‐care practices) was standardized by

centering or subtracting the mean. To control for possible multicollinearity among variables for the regression, the

correlation matrix was examined to determine if any of the independent variables were highly correlated with one

another (>0.75; Frazier, Tix, & Barron, 2004). Additionally, the following variables were controlled for in the model:

Resiliency, sex, number of years working in the field, and number of face to face hours spent with clients per week.

Sex was coded as follows: female = 1 and male = 0. Next, the product of the predictor and standardized moderator

were calculated to create the interaction term.

The variables were then entered into the regression model in the following order: In Block 1, the control

variables of resiliency, years in the field and number of face to face hours, presence or absence of adverse

childhood experiences and self‐care frequency were entered simultaneously; in Block 2, the interaction between

adverse childhood experiences and self‐care was added. To interpret significant interactions, the following equation

was used: Degree of compassion satisfaction, burnout, and/or secondary traumatic stress = self‐care (X) + adverse

childhood experiences (Z) + unstandardized β for interaction term (XZ) + unstandardized coefficient for constant

(Aiken et al., 1991).
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3 | RESULTS

3.1 | Preliminary analyses

All variables were screened for missing values, as well as potential statistical assumption violations. Although 475

participants took part in the survey, 104 participants were eliminated due to missing values, resulting in a final

sample size of 371. Surveys were considered insufficient if a minimum of 80% of each measure was not completed.

For those participants completing 80% or more of each measure, the mean of each measure was computed for data

analysis purposes. Despite the elimination of 104 participants, the sample size was still large enough to yield

sufficient power to generate usable results (Babyak, 2004; Cohen, 1992).

The assumptions of multiple regression analyses were examined and deemed acceptable for analysis. Means,

standard deviations, and ranges of self‐care activities, adverse childhood experiences, resiliency, compassion

satisfaction, burnout, and secondary traumatic stress variables are reported in Table 2. Of the total sample, 17.5%

endorsed zero adverse childhood experiences, 36.7% endorsed one to two adverse childhood experiences, and

45.8% endorsed three or more adverse childhood experiences.

3.2 | Hypothesis 1: Adverse childhood experiences and compassion outcomes

The results of an independent samples t test indicated that there was a significant difference in levels of burnout

between mental health providers with no history of adverse childhood experiences (M = 18.51, SD = 4.30) and those

with a history of adverse childhood experiences (M = 20.57, SD = 5.38), t(369) = −2.87, p = 0.004. A significant

difference in levels of secondary traumatic stress between mental health providers with no history of adverse

childhood experiences (M = 19.66, SD = 4.65) and those with a history of adverse childhood experiences (M = 21.20,

SD = 5.77) was also found, t(369) = −2.02, p = 0.044. Finally, significant differences in the levels of compassion

satisfaction among mental health providers with no history of adverse childhood experiences (M = 44.09, SD = 4.30)

and those with adverse childhood experiences (M = 42.69, SD = 5.34), t(369) = 1.98, p = 0.048, were found.

To better understand these results, post hoc analyses were conducted using independent samples t tests for

each of the 10 individual types of adverse childhood experiences (Table 3). The overall percentage endorsed for

each type of adverse childhood experience was also included in Table 3.

TABLE 2 Means, standard deviations and ranges of continuous variables of interest

Continuous variables M SD Range

Age 47.12 12.52 24–79

Compassion satisfaction 42.91 5.20 26–50

Secondary traumatic stress 20.93 5.61 11–44

Burnout 20.20 5.30 10–38

Physical self‐care 4.20 0.43 2.47–5.00

Psychological self‐care 4.03 0.46 2.31–4.92

Emotional self‐care 4.16 0.42 2.82–5.00

Spiritual self‐care 4.23 0.52 2.35–5.00

Professional self‐care 4.13 0.48 2.25–5.00

Balance 4.51 0.64 1.00–5.00

Resiliency 3.76 0.75 1.67–5.00

Adverse childhood experiences sum 2.71 2.23 0–9
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3.3 | Hypothesis 2: Self‐care and compassion outcomes

The results of Pearson’s r correlations indicated that there were significant relationships between mental health

providers who engaged in higher instances of all types of self‐care and endorsed lower levels of burnout and

secondary traumatic stress, and higher levels of compassion satisfaction. Additionally, each individual domain of

self‐care (physical, psychological, emotional, spiritual, professional, and balance) was significantly related to lower

levels of burnout and secondary traumatic stress, and higher levels of compassion satisfaction (Table 4).

3.4 | Hypothesis 3: Self‐care as a moderator

The results of three hierarchical multiple regression models are presented in Table 5. For Model 1, resiliency and

self‐care accounted for a significant portion of the variance in compassion satisfaction, Adj. R2 = 0.26,

F(6,364) = 22.52, p < 0.001. However, the interaction between adverse childhood experiences and self‐care was

not a significant predictor of compassion satisfaction.

TABLE 3 Means and standard deviations for independent samples t tests of adverse childhood experience
questions

Burnout Secondary traumatic stress Compassion satisfaction

Variables (% endorsed) M SD M SD M SD

Verbal abuse (43%)

No history 19.95 5.15 20.49 5.15 42.93 5.07

History 20.57 5.50 21.49 6.16 42.91 5.36

Physical abuse (21.7%)

No history 20.05 5.29 20.63 5.60 42.99 5.08

History 20.79 5.39 21.98 5.61 42.71 5.63

Sexual abuse (31.9%)

No history 20.31 5.53 20.86 5.70 42.67 5.46

History 19.99 4.81 21.09 5.48 43.53 4.57

Feeling unloved/unwanted (40.4%)

No history 19.73 5.20 20.05 5.14 43.32 5.07

History 20.98* 5.37 22.31* 5.99 42.36 5.37

Neglect (10.2%)

No history 20.15 5.33 20.74 5.62 42.83 5.19

History 20.68 5.23 22.71* 5.39 43.61 5.22

Parents were divorced or separated (31.8%)

No history 20.03 5.14 21.04 5.50 43.22 4.91

History 20.58 5.65 20.74 5.87 42.31 5.74

Domestic violence in the home (11.9%)

No history 20.12 5.20 20.73 5.43 42.94 5.16

History 20.82 6.00 22.43 6.72 42.91 5.52

Substance abuse in the home (30.8%)

No history 20.45 5.41 21.14 5.71 42.56 5.25

History 19.71 5.01 20.54 5.36 43.75* 4.99

Family member with mental illness (44.5%)

No history 19.17 4.79 19.94 4.67 43.52 4.85

History 21.50* 5.63 22.18* 6.41 42.21* 5.53

Family member went to prison (4.9%)

No history 20.18 5.31 20.87 5.57 42.99 5.20

History 20.78 5.14 22.11 6.50 41.89 5.19

*p < 0.05.
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In Model 2, results indicated that self‐care again accounted for a significant portion of the variance for burnout,

Adj. R2 = 0.45, F(6,364) = 50.64, p < 0.001. The interaction between adverse childhood experiences and self‐care
was also significant, thus supporting the moderating effect of self‐care. To interpret the significant interactions,

calculations were done for six varying interaction points associated with the moderation of burnout: high adverse

childhood experiences and low self‐care (Y = 30.19), high adverse childhood experiences and medium self‐care
(Y = 28.45), high adverse childhood experiences and high self‐care (Y = 26.71), low adverse childhood experiences

and low self‐care (Y = 30.97), low adverse childhood experiences and medium self‐care (Y = 28.15), and low adverse

childhood experiences and high self‐care (Y = 25.63; Figure 1).

In Model 3, results indicated that only resiliency accounted for a significant portion of the variance for

secondary traumatic stress, Adj. R2 = 0.21, F(6,364) = 17.16, p < 0.001, but self‐care did not.

4 | DISCUSSION

The purpose of the present study was to examine how self‐care could potentially serve as a moderator against the

development of negative compassion outcomes among mental health providers who work with trauma. More

TABLE 5 Regression analysis summary for adverse childhood experiences, self‐care, and compassion outcomes

Compassion
satisfaction Burnout

Secondary traumatic
stress

B t B t B t

Constant 36.63 22.80*** 28.30 20.53*** 31.44 18.01***

Resiliency 1.68 4.86*** −2.79 −9.11*** −3.09 −7.99***

No. of years working −0.02 −0.08 0.29 1.60 0.37 1.62

Hours per week 0.24 1.58 0.28 2.09* −0.07 −0.42

Adverse childhood experiences −0.02 −0.15 0.07 0.78 0.23 1.92

Self‐care 4.96 7.12*** −5.65 −9.20*** −1.28 −1.64

Adverse childhood

experiences × Self‐care
0.16 0.63 0.61 2.67** 0.53 1.83

Note. Compassion satisfaction: Adj. R2 = 0.26, F(6,364) = 22.52***. Burnout: Adj. R2 = 0.45, F(6,364) = 50.64***. Secondary

traumatic stress: Adj. R2 = 0.21, F(6,364) = 17.16***.

*p < 0.05.

**p < 0.01.

***p < 0.001.

F IGURE 1 Moderating effect of self‐care on burnout when examining the interaction of adverse childhood
experiences and self‐care. ACE: adverse childhood experiences
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specifically, it sought to explore the effects of a mental health provider having their own history of adverse

childhood experiences on the development of burnout, secondary traumatic stress, and compassion satisfaction.

The study aimed to examine whether the utilization of self‐care activities served to enhance or protect a mental

health provider’s ability to work with trauma survivors without developing burnout or secondary traumatic stress.

4.1 | Hypothesis 1

The first hypothesis examined whether mental health providers with a history of adverse childhood experiences

would report higher levels of burnout and secondary traumatic stress and lower levels of compassion satisfaction.

This hypothesis was supported. The results of this study indicate that when a mental health provider has a history

of adverse childhood experiences, regardless of type or quantity, he/she is more likely to report greater levels of

burnout and/or secondary traumatic stress, in addition to lower levels of compassion satisfaction. Furthermore, it

was hypothesized that as the frequency of adverse childhood experiences increase, so will the likelihood of

developing burnout and/or secondary traumatic stress, while the levels of compassion satisfaction will decrease.

This was partially supported as there was a significant relationship between the number of adverse childhood

experiences and the degree of burnout and secondary traumatic stress but not compassion satisfaction.

Interestingly, not all adverse childhood experiences were associated with compassion outcomes. Having a

family member with a mental illness was associated with all outcomes (i.e., burnout, secondary traumatic stress, and

compassion satisfaction), and feeling unloved or unwanted was associated with burnout and secondary traumatic

stress. These two types of adverse childhood experiences seem particularly important and may inspire individuals

to enter the field of mental health. Similarly, Esaki and Larkin (2013) found that having a family member with a

mental illness was the most prevalent type of adverse childhood experience reported in a sample of child service

providers but did not examine compassion outcomes. It was also the most prevalent within this sample at 44.5%.

Although there is no comparable research that examines all three compassion outcomes and adverse childhood

experiences, there is research connecting similar constructs (i.e., childhood trauma and vicarious traumatization;

Williams et al., 2012). The available research that has been conducted pertaining to negative compassion outcomes

has commonly supported the findings of this study (Bride, 2004; Jordan, 2010; Kassam‐Adams, 1995; Nelson‐
Gardell & Harris, 2003; Pearlman & MacIan, 1995; Sexton, 1999). When looking at these studies, it is noteworthy

that there are a variety of similar factors being evaluated but many are not comprehensive in nature. Though no

studies have examined the direct link between adverse childhood experiences and compassion outcomes, many

studies have documented an empirical link between adverse childhood experiences and mental health difficulties

(i.e., Schilling, Aseltine, & Gore, 2007). The current study includes the largest sample to date of mental health

providers and provides comprehensive information regarding adverse childhood experiences and three important

compassion outcomes.

4.2 | Hypothesis 2

Hypothesis 2 proposed that when mental health providers engaged in higher levels of self‐care, they would also report

lower levels of burnout and secondary traumatic stress, and higher levels of compassion satisfaction. This hypothesis was

supported. These results are consistent with the existing literature relevant to this topic. Self‐care has often been

examined as a potential protective factor against the development of compassion fatigue (O’Halloran & Linton, 2000;

Sansbury, Graves, & Scott, 2015), burnout (Hughes, 2014; Maslach, 1982; Sansbury et al., 2015; Sherman, 1996; Skovholt,

2001), and secondary traumatic stress (Cappuccio, D’Elia, Strazzullo, & Miller, 2010; Dombo & Gray, 2013; Sansbury et al.,

2015). Some researchers suggest that self‐care can completely mitigate the onset of the symptoms of compassion fatigue,

while simultaneously increasing well‐being (Alkema et al., 2008; O’Halloran & Linton, 2000; Yassen, 1995). Although

findings in this area have remained fairly consistent, there is a study that was conducted by Kraus (2005), which found

contradictory results. The results indicated that there was not a significant relationship between self‐care and burnout and
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secondary traumatic stress but there was a positive relationship with compassion satisfaction (Kraus, 2005). This particular

study only examined clinicians working with adolescent sex offenders and may not generalize to other mental health

providers.

Regardless of whether self‐care can fully mitigate the onset of symptoms related to compassion outcomes, it is

useful to examine specific self‐care practices that can assist mental health providers with increasing their overall

well‐being and potentially the degree of compassion satisfaction they experience. The exploration of specific

domains of self‐care individually is a useful component of the current study. Previously, the majority of research has

either examined self‐care as a whole (O’Halloran & Linton, 2000; Pearlman & MacIan, 1995; Pearlman & Saakvitne,

1995) or explored very specific interventions (i.e., positive supervisory relationships, having a forum for free

speech, and positive peer relationships; O’Halloran & Linton, 2000; i.e., going to church, meditating, and the

utilization of prayer; Decker, Constantine Brown, Ong, & Stiney‐Ziskind, 2015; Dombo & Gray, 2013), but

neglected examining outcomes based on the type or specific domain of self‐care being engaged in. With the results

of this study yielding a significant relationship between all domains of self‐care (psychological, physical, emotional,

spiritual, professional, and balance) and the compassion outcome variables, it creates an understanding that the

type of self‐care is less pertinent than simply engaging in self‐care.

4.3 | Hypothesis 3

Hypothesis 3 proposed that self‐care would moderate the relationships between adverse childhood experiences

and burnout, secondary traumatic stress, and compassion satisfaction among mental health providers, while

controlling for resiliency, number of years in the field, and number of face to face hours with clients per week. This

hypothesis was partially supported. In predicting reported burnout, the interaction between the presence of

adverse childhood experiences and the utilization of self‐care was significant.

Further inspection of the significant interaction revealed that when mental health providers have a history of

negative childhood experiences and effectively partake in self‐care activities, they report lower levels of burnout.

When mental health providers with no history of adverse childhood experiences participated in low levels of self‐
care, they actually reported experiencing higher levels of burnout than their counterparts who had a history of

adverse childhood experiences and also participated in low levels of self‐care. Given that the presence of adverse

childhood experiences was not an independent predictor of burnout, self‐care appears to be the primary driving

variable of the interaction. Regardless of the history of childhood experiences, low self‐care was associated with

greater burnout and high self‐care was associated with lower burnout. Our findings suggest that though all mental

health providers are at risk of burnout, regardless of adverse childhood experiences (something that is not in their

control), all have the opportunity to engage in self‐care practices to reduce the likelihood of burnout.

The interaction between the presence of adverse childhood experiences and the utilization of self‐care was not

a significant predictor of reported secondary traumatic stress or compassion satisfaction. These findings indicate

that self‐care did not significantly moderate secondary traumatic stress or compassion satisfaction among mental

health providers who endorse a history of adverse childhood experiences. Though the hypothesis was not

supported, self‐care was an independent predictor of compassion satisfaction and burnout in both regression

models, and in Hypothesis 2, was directly associated with all compassion outcomes.

When reviewing the current literature, there is a dearth of research available that pertains to the interaction of

the utilization of self‐care and levels of burnout, secondary traumatic stress, or compassion satisfaction among

mental health providers with a history of adverse childhood experiences. However, there is one study utilizing all of

the aforementioned criteria in relation to secondary traumatic stress (Williams et al., 2012). In this study, only

instances of childhood physical abuse, sexual abuse, emotional abuse, and neglect accounted for the presence of an

adverse childhood event, as opposed to the present study where a more comprehensive list of adverse experiences

were included. Additionally, only activities associated with organizational interventions were examined and not

self‐care as a whole.
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4.4 | Strengths, limitations, and future directions

Although this study advances an important body of literature, it has specific strengths and limitations that should

be discussed. The use of a web‐based survey for data collection has both identifiable strengths and limitations as it

is impossible to ascertain the accuracy and honesty of participant’s answers. Another limitation of the study is the

homogenous nature of the participant pool. With just over 94% of the participants being female and over 88% of

them being of White/European American/Not Hispanic ethnic origin, the results may not be generalizable to the

general population due to the limited diversity. However, with the overall demographics within the field of mental

health being 79% female and 72% being White (i.e., Keilin, 2018), the participants for this study do appear to be

accurately representative of the demographics for mental health providers in general, thus allowing the results to

be applicable to this specific population. Another limitation is the cross‐sectional design of the study. Although

cross‐sectional studies are useful in obtaining larger sample sizes due to the singular point of data collection, it also

leaves room for error. When examining constructs such as burnout, secondary traumatic stress, and compassion

satisfaction, these constructs are fluid and may not always be prevalent to the same degree at different points

over time.

It would be useful to conduct a similar study using a longitudinal format to examine compassion outcomes over

time to assess the stability and fluidity of these constructs. In doing so, researchers would gain a more sound

understanding of how these variables fluctuate over time, while also examining contributing factors which may be

affecting the differing results (i.e., health problems, relationship difficulties, financial stressors, company

restructuring, or change of employment). Several experiences, such as a severe car accident, medical diagnosis,

or natural death of a parent could be experienced as traumatic but were not assessed in the current study. An

additional direction for future research in this area would be to develop a study that incorporates a qualitative

component. By utilizing qualitative data, researchers may gain a more in‐depth understanding of how mental health

providers experience compassion outcomes, while obtaining insight into how these professionals combat the

development of the negative symptomology while promoting positive outcomes.

It is also important to note that in each of the three models, resiliency was a significant predictor. Resiliency is

often viewed as an individual’s ability to positively adapt to adverse situations (Johnson, Gooding, Wood, & Tarrier,

2010; Luthar, Cicchetti, & Becker, 2000). During both the primary and secondary cognitive appraisal processes, a

resilient individual will be able to make a more accurate assessment of the actual threat of harm, thus increasing

the ability to mediate the emotional reaction to the situation and choose adaptive responses (Lazarus & Folkman,

1987; Smith et al., 2008). Due to previous experiences, they may have developed positive coping abilities that

enhance their ability to bounce back from a stressful situation more quickly and effectively (Jordan, 2010; Smith

et al., 2008). As they work with trauma survivors, they may be able to rely on previously developed coping

strategies to help them mitigate their stress reactions. Thus, resiliency is an important construct to include in future

studies that address compassion outcomes and adverse childhood experiences.

4.5 | Clinical applications

The findings of this study highlight the importance of self‐care as it pertains to mental health providers’ ability to

manage compassion outcomes. These findings can be used to develop training programs that could be implemented

in graduate schools to emphasize the importance of engaging in self‐care activities. Regardless of the mental health

provider’s background, it is imperative that all mental health providers begin establishing self‐care routines early on

in their careers. Often times, self‐care is discussed conceptually but there are limited in‐depth training programs

that provide future mental health providers with the tools they need to be successful in ensuring they are taking

the time to care for themselves throughout both graduate school and their professional careers. By educating

students early in their careers of the importance of self‐care, they may be more likely to identify activities that they

find rewarding, which they can carry with them throughout their career.
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Organizations themselves can implement training programs and foster a healthier work environment by having the

necessary support systems in place, such as adequate supervision, appropriate case load, enforcement of breaks, and

sufficient vacation time. By hosting quarterly trainings that discuss self‐care and its importance, organizations create an

opportunity for employees to become informed about this topic and its importance, while also creating an environment for

organizational difficulties to be discussed. When an open dialogue between employees and administration is developed, an

awareness is created that the organization cares about the employee’s well‐being and support systems within the

organization can be put into place. In addition, organizations would benefit from monitoring levels of compassion

outcomes experienced by their employees. Having employees routinely fill out surveys pertaining to these constructs

would shed light on the overall well‐being of their staff. This would assist in ensuring that mental health providers are able

to provide effective treatment to clients by ensuring their own well‐being is being attended to.

It is also important to have continued training throughout a mental health provider’s career. Oftentimes, as

professionals become comfortable in their careers, they lose sight of the fact that they are still at risk for

developing compassion fatigue and need a reminder of how to slow down and take time to care for themselves.

Trainings can focus on educating mental health providers about different types of self‐care that can be utilized

despite time constraints or financial limitations that will promote well‐being (i.e., utilizing mindfulness practices

between clients, taking sufficient breaks during the workday, and/or spending time in nature). Workshops can

provide a forum for collaboration with other mental health providers to discuss varying methods of self‐care that

have been proven to be useful. Additionally, these trainings can be a platform for encouraging mental health

providers to take an active role in monitoring their own levels of compassion outcomes through regular completion

of designated surveys that measure these constructs. Mental health providers can begin monitoring their own

levels of stress and well‐being through analysis of their survey results while simultaneously assessing the degree of

self‐care behavior they are engaging in to see how it affects levels of compassion outcomes.

Additionally, the development of online self‐help tools could be made available to mental health providers. When

mental health providers experience emotional difficulties, they often keep to themselves due to the belief that mental

health providers should be equipped to handle their own stress if they are going to be able to help others (Nelson‐Gardell
& Harris, 2003). By having more online resources available, providers can access this pertinent information, while having a

sense of anonymity when doing so. This may assist in increasing the likelihood of mental health providers seeking help to

reduce their overall stress, increase their degree of well‐being, and be able to better serve their clients.
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