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Abstract
Victimology concerns victims of various traumas from accidents, disasters, assaults to wars. Survivors of trauma are also an area
in clinical psychology since it is interested in the assessment and diagnosis of psychopathology and psychotherapy. Stress and
mental health are intertwined; increased stress results in difficulties in feeling, thinking and behaving. The stress symptoms are an
intrusion, avoidance, negative cognitions and mood, and arousal and reactivity. A trauma survivor might develop post-traumatic
stress disorder. Healing trauma is so comprehensive that many professionals work from different aspects. From attorneys to
mental health workers, many professionals deal with the aftereffects of trauma. Engaging with details of the trauma endangers not
only the victims but also the professionals working with the victims. These professionals end up having psychological effects
such as secondary trauma, vicarious trauma, compassion fatigue, countertransference and occupational burnout. Trauma has
serious effects on its victims but not all effects are negative and paralyzing. Trauma victims might change their priorities in a way
that they report more personal control over their life. This phenomenon is called posttraumatic growth. The paper aims to
collaborate victimology with clinical psychology by highlighting psychopathology and psychological assessment.
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Karmen (2012) postulated that victims are people who are
affected negatively such as having an injury or a hardship
because of an illegal action of people or group of people.
Victimology is the name of the scientific study of victims
and the victimization process (Turvey, 2014). Van Dijk
(1999) suggested that victimology has variety in itself so that
there are penal victimology and general victimology. This
diversification depends on the idea that penal (interactionist)
victimology heavily depends on criminal law and conceptual-
izes the victim in criminological and legal terms. On the other
hand, general victimology defines the victim in a much
broader manner than the other. In general victimology, victims
are thought as people who had harm by different types of
trauma such as accidents, disasters, assaults and wars (Van
Dijk, 1999). This study aims to provide knowledge from clin-
ical psychology in evaluating general victimology which is an
interdisciplinary area involving law, forensic psychology, so-
ciology, economics and so on.

Clinical psychology is a branch of psychology that con-
cerns psychological assessment, and diagnosis and treat-
ment of psychological disorders and behavioral problems
(Plante, 2005). Victims are individuals who are negatively
affected by an event such as a criminal act, disaster or acci-
dent. Being exposed to such a devastating event, individuals
might be affected physically and/or psychologically. They
might be suffering from some emotional, cognitive and be-
havioral problems. By adopting the biopsychosocial model
(Engel, 1977) the effects a victim might experience should
be conceptualized from biological, psychological and social
aspects. This study tries to understand how a victim gets
seriously affected by a negative event from a psychopatho-
logical viewpoint. The psychological treatment of psycho-
pathologies after an adverse event is explained in the next
section. After this, a different viewpoint will be highlighted
by altering the focus point from victims to people who work
with victims. Professionals whose job is to closely work
with victims are also affected by the adverse events
(Yılmaz & Karakuş, 2019). Following the discussion of
secondary trauma, vicarious trauma, compassion fatigue
and occupational burnout that professionals might feel, cop-
ing ways with these feelings are explained in the light of
current literature.
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The author also wants to point out the importance of work-
ing with victims by reviewing the critical points from the
literature. Many professionals including clinical psychologists
work with victims in the rehabilitation of aftereffects. The
psychological effects of being a victim seem to affect profes-
sionals working with victims, too (Yılmaz & Karakuş, 2019).
In the first part of this study, the author highlighted the psy-
chological aftereffects of victims have after a devastating and/
or criminal event. Psychological symptoms and disorders are
discussed in terms of acute stress disorder, post-traumatic
stress disorder, dissociative disorders, depressive disorders,
and substance use disorders. The groups of these psychopa-
thologies are explained by taking the Diagnostic and
Statistical Manual of Mental Disorders, fifth edition (DSM-
5; American Psychological Association [APA, 2013) as a ref-
erence. A brief history of effects of victims in psychopathol-
ogy, especially the effects of WWI and WWII and the rise of
applied psychology (Schultz & Schultz, 2008) was described.
Effects of victimization in DSM history were discussed by
considering how victim-specific psychological diagnoses
changed over time (Yılmaz, 2019a). Treatment of psychopa-
thologies were detailed throughout the study. The author sug-
gested books, movies and series about victimization to support
the discussion.

Stress and Mental Health

Stress is a kind of condition in which people feel challenged
beyond their coping abilities (Shalev, 2009). Stress might
have detrimental effects on physical health and psychological
health. The negative effects of stress are acknowledged by the
function of the HPA axis where the hypothalamus, pituitary
gland, and adrenal glands interact and prepare an organism to
perform a stress response such as fight, freeze or flight
(Bracha, 2004).

The effects of stress are well- acknowledged in the devel-
opment of psychological diagnoses. As a result, Diagnostic
and Statistical Manual of Mental Disorders fifth edition
(DSM-5), the well-known handbook of psychological disor-
ders that was published by American Psychiatric Association
(APA) included a new diagnostic category named trauma and
stress related disorders (APA, 2013). Under this diagnostic
category, there are adjustment disorder, acute stress disorder
and post-traumatic stress disorder (PTSD; APA, 2013).
Formerly in DSM-IV-TR, acute stress disorders and PTSD
are grouped under anxiety disorders category; whereas, ad-
justment disorders were a separate diagnostic category
(Yılmaz, 2019a). The reason lying behind the change of the
diagnostic category of these disorders is the fact that major
stressors are playing very crucial and central role in the devel-
opment of them (Butcher, Mineka, & Hooley, 2014).

Psychological Disorders a Victim Might
Develop

Victims are individuals who are involved in a criminal activity
and affected psychologically and physically (Van Dijk, 1999).
The psychological effects of being a victim due to a criminal
event have been investigated in clinical psychology literature,
especially under trauma-related disorders. To exemplify, sex-
ual and physical assault victims (Kimerling & Calhoun, 1994;
Resick & Schnicke, 1992), rape victims (Foa, Rothbaum,
Riggs, & Murdock, 1991; Nishith, Resick, & Griffin, 2002;
Resick, Nishith, Weaver, Astin, & Feuer, 2002), victims of
war and torture (Hensel-Dittmann et al., 2011), victims of
traumatic head injury (Benedict, 1989), motor vehicle acci-
dent victims (Blanchard et al., 1995), traffic accident victims
(Frommberger et al., 1999); cyberbullying victims
(Campfield, 2008), disaster victims (Rubonis & Bickman,
1991; Rüstemli & Karanci, 1999; Sumer, Karanci,
Berument, & Gunes, 2005) are the groups of people of whom
psychologists evaluate, understand and treat. One important
point to highlight in reviewing the literature is to realize that
the number of people who report they had been victimized is
lower than that of the actual people who had been victimized.
Kilpatrick, Saunders, Veronen, Best, and Von (1987) stated
that approximately half of the people who were victimized did
not report the police. The highest reporting rate is for burglary
whereas sexual assault had the lowest reporting rate. One in
third of the victimized people stated that they had developed
post-traumatic stress disorder (PTSD) after the criminal event
(Kilpatrick et al., 1987). These results suggest that there are
victims who are unrecognized and unreported but these people
continue their lives despite the serious adversity they had ex-
perienced. Research show that the effects of a trauma is
inherited and transferred to next generation family members
who are in fact not related to it (Öztürk, 2020; Wolynn, 2017).
Moreover, research also indicate that the risk of being trauma-
tized is increased if there is a prior personal experience with a
traumatic event (Altınay & Arat, 2007; Zara-Page & İnce,
2008). Considering these important results, unrecognized
and unreported victims who are traumatized are not just a
concern for clinical psychology, psychiatry or victimology;
they are also concern for public health.

Victimization is a distressing event and victims might have
psychological problems after the event or during the event
since some criminal activities are not one-time events. Well-
known psychological outcome of being a victim is post-
traumatic stress disorder (PTSD; Mason & Lodrick, 2013;
Turvey, 2014). Compared to PTSD, having similar symptoms
for a shorter duration deserves for acute stress disorder (ASD;
APA, 2013). ASD and PTSD are psychopathologies acknowl-
edged by DSM as well as adjustment disorders. PTSD might
be comorbid with anxiety disorders, substance abuse disor-
ders, dissociative disorders and depressive disorders. Some
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victims who developed PTSD might engage in self-harmful
behaviors to alleviate the negative feelings due to the traumat-
ic event (Mason & Lodrick, 2013). Turvey (2014) reviewed
the trauma victim literature in the forensic area and concluded
that although not recognized by APA in DSM, there are some
victim specific syndromes in the literature. These syndromes
are the battered woman syndrome (Walker, 1984), rape trau-
ma syndrome (Burgess & Holmstrom, 1974), and stalking
trauma syndrome (Colins & Wilkas, 2001).

In understanding symptomatology PTSD, DSM-5 criteria
grouped symptoms under four categories, namely intrusion,
avoidance, negative cognitions and mood, and arousal and
reactivity. Intrusion refers to re-experiencing of the traumatic
events in various ways such as nightmares, intrusive images
and showing physiological reactivity to reminders of the trau-
ma. Intrusion might lead accessing traumatic episodic memo-
ry, which might cause victim to experience autonomic ner-
vous system arousal, i.e., physiological reactivity (Mason &
Lodrick, 2013). This is particularly important for police inter-
view and courtroom testimonies with which victims recall
traumatic event and might re-experience the traumatic event
(Mason & Lodrick, 2013). The second group of symptoms is
avoidance, which includes symptoms related to victims’ ef-
forts to avoid reminders, feelings and thoughts of the trauma.
The third group of symptoms is negative cognitions and
mood. This group includes victim’s blaming him/herself or
others and other negative emotional states like shame, guilt,
and anger. Feelings of detachment and estrangement from
others, and inability to have positive emotions is also included
in this group of symptoms. The last group of symptoms is
called changes in arousal and reactivity. Sleep disturbance,
hypervigilance, exaggerated startle response, and reckless
and self-destructive behavior might be experienced in trauma-
tized victims under this group of symptoms. The duration of
PTSD must be more than one month. There are two sub-types
of PTSD. The first is PTSD with dissociative symptoms such
as depersonalization and derealization. The second is PTSD
with delayed expression. In this sub-type, victims might now
show the full-blown symptoms of PTSDuntil at least 6months
after the traumatic event. In this instance, the onset and the
beginning of some symptoms might begin immediately.

Turvey (2014) shed light on important issues in terms of
psychological assessment of victims. He suggested that vic-
tims are traumatized and victimized twice, one by the offender
and the second by the criminal justice system. This is critically
important since the adverse effects are repeated for living
victims. Second, Turvey (2014) indicated that violent events
rarely happen just one victim. Generally, there are more than
one victim involved in the actual assault. Moreover, there are
collateral victims who are spouses, friends and children of the
assaulted victim. These individuals are also negatively affect-
ed by the adverse event. Even the diagnostic category of
PTSD acknowledges that collateral victims could be

diagnosed with PTSD as long as they show symptoms.
Collateral victims might witness the assault in person, or they
might learn a brutal or violent crime might happen to someone
very close to them, or else they might experience extreme
exposure to aversive details of the traumatic event (Butcher
et al., 2014). Investigators, prosecutors, and defense attorneys
should take these facts into consideration. As Mason and
Lodrick (2013) postulated heightened in the interview of vic-
tims, ANS response might stimulate archaic structures of the
brain which controls survival of the organism and the victims
might feel as if the real danger is close to them, which might
lead them to become more cooperative or compliant. This
might cause inconsistencies between the accounts they have
given in processing their complaints through the criminal jus-
tice system.

Acute stress disorder (ASD) is very similar to PTSD in
terms of symptomatology. Intrusion symptoms, negative
mood, dissociative symptoms, arousal, and avoidance symp-
toms include 14 different symptoms. The difference between
ASD and PTSD is about the duration of the symptoms as the
brief history of these disorders can tell. For ASD, symptoms
are expected to begin after the trauma and to last at least 3 days
and at most 1 month (APA, 2013). If the duration of the
symptoms exceeds 1-month threshold, the diagnosis is altered
to PTSD (Butcher et al., 2014). The function of ASD diagnose
is to detect a victim who need immediate professional help
and ensure him/her with evidence based psychological
treatment.

Adjustment disorders (ADs) are yet another diagnosis that
a victim might develop. In terms of symptomatology, ADs do
not have a long list of symptoms. This diagnosis can be count-
ed as a sign of an individual’s difficulty in returning to their
routines after a stressor strike and ended. The individual has
clinically high degree of stress in adjusting to their normal life.
DSM-5 says that an individual has marked stress and/or im-
pairment in important areas of functioning within 3 months of
the onset of the stressor and once the stressor ended the symp-
toms do not last more than 6 months (APA, 2013). The con-
nection between ADs and victimization was studied. For
example, Bachem and Maercker (2016) studied with burglary
victims who developed Ads at clinical and subclinical level.
They compared intervention group and wait-list group in
terms of Ads symptoms. The psychotherapeutic intervention
in this study was bibliotherapeutic self-help intervention,
which as its name implies did not have any therapists.
Results yielded that was bibliotherapeutic self-help interven-
tion worked well in terms of effectively treating symptoms of
ADs (Lorenz, Bachem, & Maercker, 2016). Similarly, Sirles,
Smith, and Kusama (1989) reported that children victims of
intrafamilial sexual abuse might have different diagnoses, one
of which is ADs. Lönnqvist et al. (1995) analyzed all adoles-
cent suicides in Finland between 1987 and 1988. They report-
ed that AD diagnosis was observed only in male suicide
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victims. All these studies indicate the importance of diagnos-
ing ADs in both living or deceased victims.

Not every people can meet the full criteria for PTSD, ASD
or ADs after a specified trauma and DSM appreciates this case
by suggesting “other-speficied trauma and stressor related
disorder” as a diagnosis. In assigning this diagnosis, a clini-
cian is expected to specify the reason. The specifiers of this
diagnosis are “adjustment-like disorders with delayed onset of
symptoms that occur more than 3 months after the stressor”,
“adjustment-like disorders with prolonged duration of more
than 6 months without prolonged duration of stressor”,
“Ataque de nervios”, “other cultural syndromes”, and “persis-
tent complex bereavement disorder”. In cases for whom the
trauma is not specified, there is another option. This option is
“unspecified trauma and stressor related disorder”. A clinical
might not have clear information in assigning a specific diag-
nosis in trauma and stressor related disorders diagnosis group
and instead can assign “unspecified trauma and stressor relat-
ed disorder”. This might happen in emergency settings and in
crises (APA, 2013).

PTSD, ASD, ADs and other- or unspecified trauma and
stressor related disorder are official diagnoses which are pre-
sented in DSM-5. Nevertheless, the literature has more op-
tions in terms of diagnoses. Turvey (2014) pointed out
battered woman syndrome (Walker, 1984), rape trauma syn-
drome (Burgess & Holmstrom, 1974), and stalking trauma
syndrome (Colins & Wilkas, 2001) are trauma syndromes
discussed in the literature. All three syndromes share a com-
mon point in alleging that they are a part or sub-type of PTSD.
Although these syndromes have not been assigned in DSM-5;
authors suggesting these syndromes are a part of DSM-5
(Turvey, 2014).

Battered woman syndrome was first coined by Walker
(1984) after conducting a study in which she interviewed
435 women who were victims of domestic violence. In offer-
ing battered woman syndrome, Walker’s aim is to explain
why women chose to remain in a relationship in which she
was experiencing violence. She formulated the cycle of vio-
lence in which learned helplessness is the reason why woman
believe that they cannot change the ongoing relationship
(Walker, 1984). the symptoms of battered woman syndrome
are similar to PTSD. This syndrome is gender specific
syndrome and actually was not supported by other studies
other than those of Walker. Turvey (2014) points out that if
a woman is facing physical violence and if a diagnosis is
needed to be assigned; rather than thinking about PTSD as a
first-line choice, the symptoms of the woman should be un-
derstood because other diagnoses might be plausible, too.

Rape trauma syndrome (RTS) was described for forcible
rape or attempted forcible rape by Burgess and Holmstrom
(1974) who interviewed 146 women victims of rape. They
purported that there is an acute and long-term phase of RTS.
In acute phase, which consists of immediate impact phase,

victims are engaging in their emotions and might end up in
two alternative responses: being expressive or guarded.
Expressive victims unclose how they feel whereas guarded
ones do not. The authors also acknowledge that a rape victim
might change her emotional response from one another. Long
term phase of RTS is reorganization when a victim realizes
that her lifestyle is affected in different ways (Burgess &
Holmstrom, 1974). Although once accredited as a mental di-
agnosis of victims in courts, RTS was not an official diagno-
sis. Turvey (2014) criticizes both RTS and BTS on many
common points. One is these syndromes are not validated by
other researchers. Second, there is no follow-up validation.
Third, there are no control groups comparing the affected
group against. Fourth, the samples from which both BWS
and RTS were described were preselected samples. The last
one is these syndromes are gender-specific. Because of these
reasons and many others, DSM never listed these syndromes
as official diagnoses although accepted rape as a serious trau-
ma and/or stressor for PTSD diagnosis.

Stalking trauma syndrome (STS; (Colins & Wilkas, 2001)
is yet another syndrome discussed in the literature regarding
mental health of victims. First, stalkers are people who engage
in repetitive acts to harass a victim. Stalking might happen in
real or cyber lives. Turvey (2014) states that some stalkers
might be delusional in inferring that the victim wants to form
a relationship with them while most stalkers are people who
are angry with the victim because of a break-up which in fact
they deny. Colins and Wilkas (2001) stated that STS is differ-
ent when compared to BWS and RTS. STS is not an outcome
of one incident like rape, it is an ongoing stressor. Victims of
STS experience traumatic symptoms for a while when
stalking is in progress. Moreover, STS victims are in actual
helplessness rather than learned helplessness occurred in
BWS. The authors described crisis and anticipation phase of
STS while recovery phase is absent due to continuous fear of
next harassment (Colins & Wilkas, 2001). The authors sug-
gested that stalking causes hopelessness and helplessness in
victims. Turvey (2014) highlights that these are symptoms of
any crime victim. In other words, the symptoms are not dif-
ferentiating the effect of stalking; they are actually too general
symptoms that might be seen in any victim. He states that
pathologizing normal reactions of victims might be the case
in introduction of these syndromes. These syndromes should
have divergent validity, each one of them should be differen-
tiated from one another.

Brief History of these Psychological Disorders

How psychopathology begin to recognize trauma-related dis-
orders is related to wars and their aftereffects. Applied psy-
chology including clinical psychology developed after World
War I and II (Schultz & Schultz, 2008). After World War I,
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veterans return home suffering from combat. Shell shock and
combat fatigue were the names of the syndromes for trauma-
tized soldiers. After World War II, gross stress reaction was
accepted as a diagnosis in the first edition of DSM. The sec-
ond version of DSM excluded gross stress reaction diagnosis
partly because this edition was prepared in a war-free era
(Andreasen, 2004).

After Vietnam war, psychiatrists came to understand that
veterans were not able to return to their lives prior to war
(Butcher et al., 2014). First, DSM II task force suggested to
include Post-Vietnam Syndrome in DSM, since psychiatrists
relied onDSM II and unable to diagnose traumatized veterans.
Then PTSD was added to DSM as a diagnosis as well as acute
PTSD. Trauma was defined as a stressor which was outside
the range of normal human experience (Andreasen, 2004;
Butcher et al., 2014). Psychiatrists began to argue about the
nature of the traumatic event and they broad the application of
the diagnosis to other stressors such as childhood sexual abuse
(Andreasen, 2004). DSM-III definition of PTSD relied on the
qualities of the stressor; later version of the diagnosis in DSM-
IV-TR emphasized the emotional response of the victim
(Shalev, 2009). Acute PTSD was dropped in DSM-III-R but
it was named as acute stress disorder and accepted as a diag-
nosis in DSM-IV (Andreasen, 2004). In terms of PTSD,
DSM-IV-TR suggested that in addition to the fact that the
stressor should be outside the range of normal human experi-
ence, the response to the stressor should involve helplessness,
horror or intense fear (Butcher et al., 2014). This change high-
lights the focus of the PTSD diagnosis, now the focus is on the
experience of the victim rather than the quality of the stressor.

DSM-5 is the latest version of psychopathology and there
are other changes in PTSD diagnosis. The changes are about
the definition of the traumatic event, the diagnosis for children
6 years and younger. Exposure to traumatic event was de-
tailed, as well. Traumatic event might happen to victim him/
herself or the victim might witness a traumatic event person-
ally. Other way of exposure to a traumatic event is that a
victim may learn that a violent or accidental event happened
to some very close like a family member or a close friend. The
exposure excludes experience of a traumatic event through
electronic media. The requirement of emotional experience
of the trauma in the form of helplessness, intense fear or horror
removed. Diagnostic criteria were explained in a separate sec-
tion for children who are 6 years of age or younger (APA,
2013; Yılmaz, 2019a).

Treatment of Post-Traumatic Stress Disorder

Post-traumatic stress disorder is a common type of psychopa-
thology that can be seen surviving victims. Many clinical psy-
chologists are working on psychological treatment of PTSD.

There are many efficient and effective psychotherapies of
PTSD.

Cognitive behavioral therapy (CBT) for PTSD is one of the
important and successful methods in treatment of PTSD
(Zayfert & Becker, 2019). CBT is an eclectic form of psycho-
therapy in which cognitive models of psychotherapy and be-
havior analysis incorporate. According to CBT, psychopathol-
ogies lie PTSD are an outcome of dysfunctional thinking and
they can be altered by new learning. Hence, as a response to a
traumatic event people have some cognitions and behaviors,
which compose PTSD and related difficulties. CBT aims to
modify these cognitions and behaviors which are after-effects
of trauma. Keane and Barlow (2002) states that sustaining
factor for PTSD is avoidance symptoms. Surviving victims,
for instance, might prefer staying away from crime scene, or
might prefer to avoid recalling the details of the traumatic
event or a crime. These are the sustaining factors for crime-
related anxiety, fear and related symptoms. Victims can also
report anger, and other self-conscious emotions such as shame
and guilt; these are emotions that make a victim’s disclosure
of a traumatic event difficult. These emotions disrupt the pro-
cessing of the traumatic event which is not a health way of
coping with trauma. In addition, expectation of disapproval or
disbelief from the social connections, which is seen particu-
larly with victims of sexual assault, may exacerbate the symp-
tomatology of PTSD (Zayfert & Becker, 2019).

Treatment of PTSD by CBT has two core components;
namely, exposure and cognitive restructuring. These two com-
ponents aims to decrease avoidance behaviors. By graded ex-
posure which could be either in real life or virtual reality,
patients are equipped with an ability to make a distinction
between cues of danger and cues of safety. Reprocessing of
the traumatic event is also part of graded exposure.
Exploration of thinking is promoted with an aim to process
and understand the traumatic event better. Thoughts abut trau-
ma are revisited and victim’s conclusions of the traumatic
event are critically examined.

There are other forms of CBT that draw attention in treat-
ment of PTSD. One is stress inoculation therapy while the
other is eye movement desensitization therapy (EMDR). The
first form, stress inoculation therapy aims to teach a patient to
manage stress effectively by some strategies like relaxation,
thought stopping and assertive communication.While the oth-
er form; EMDR, aims to present a moving visual stimulus
while revisiting the traumatic event. These processes are ac-
companied by cognitive restructuring to some degree (Zayfert
& Becker, 2019).

Another approach in psychological treatment of PTSD is
metacognitive treatment which is in fact a kind of cognitive
therapy (Wells, 2000). In this approach, the main aim is to
deal with reflexive adaptation process (RAP). Wells and
Sembi (2004a) points out that RAP is a normal reaction to
immediate trauma and perseverance blocks RAP by
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metacognitions, i.e. cognitions about thinking style of oneself.
Perseverations comprise of worry and rumination, threat mon-
itoring, and dysfunctional though control mechanisms.
Avoidance and dissociation further blocks emotional process-
ing of trauma and give rise to perseveration. Depending on
these premises, metacognitive therapy offers some ways to
deal with perseverance including worry postponement, de-
tached mindfulness, and attentional modification (Wells &
Sembi, 2004a). In another study, Wells and Sembi (2004b)
applied metacognitive therapy to victims of various traumas
such as armed robbery and they had promising results. The
sample they worked with showed marked improvement in
their PTSD symptoms. Their resuls were also effective in
follow up measurements. Wells, Walton, Lovell, and Proctor
(2015) conducted a study to compare the effectiveness of
metacognitive therapy with prolonged exposure therapy in
PTSD patients; they also had wait list group. In this current
study, it is seen that both types of psychotherapy were effec-
tive in decreasing symptoms of PTSD, anxiety and depression
when compared to wait-list group. The difference between
metacognitive therapy with prolonged exposure therapy oc-
curred in post-treatment measures (Wells et al., 2015).

Considering that there are many types of psychotherapy
offering treatment to PTSD and each one of them have
strengths in improvement of PTSD symptoms. At this point,
one should focus on the studies investigating the parts of a
therapy whichmake it more efficient. Therapeutic alliance, the
relationship between a patient and a psychotherapist makes
important and positive effects in treatment outcome and effec-
tiveness studies. Having positive alliance, trust and genuine-
ness in psychotherapist-patient dyad could make a therapy
effective (Howgego, Yellowlees, Owen, Meldrum, & Dark,
2003). In a study, sample consisted of people suffering from
childhood abuse-related posttraumatic stress disorder (PTSD)
and successful therapy outcomes were result of therapeutic
alliance and emotional regulation capacity (Cloitre, Chase
Stovall-McClough, Miranda, & Chemtob, 2004).

Professionals Working with Victims:
Secondary Trauma, Vicarious Trauma,
Compassion Fatigue, Countertransference
and Occupational Burnout

Once a devastating event occurs and people get affected from
it whether directly or indirectly, many professionals begin
working with this case to improve the consequences. Some
of these professionals are ambulance drivers, the police, law-
yers, search and rescue teams, paramedics, emergency depart-
ment professionals such as physicians and nurses, psycholo-
gists, psychiatrists and social workers (Rothschild & Rand,
2006; Yılmaz & Karakuş, 2019).

Studies show that professionals working closely with vic-
tims of devastating events are also traumatized in different ways
such as trauma related stress and occupational burnout (Newell
& MacNeil, 2010). Secondary traumatic stress and vicarious
trauma are also observed in these professionals (Gürdil
Birinci & Erden, 2016). Because professionals working in hu-
manitarian aid are engaging in interpersonal situations that have
heavy emotional burden, they might have a specific kind of
work-related stress which is called as “occupational burnout”
(Leiter & Maslach, 1988; Maslach & Jackson, 1981).

Secondary traumatic stress refers to PTSD-related symptoms
a person might have as a result of indirectly being exposed to
trauma, this way of exposure occurs with working with survi-
vors and/or victims with PTSD (Salston & Figley, 2003).
Vicarious traumatization is a more time dependent change in
psychology of professionals working with victims (Gürdil
Birinci & Erden, 2016; Pearlman & Saakvitne, 1995).
Vicarious traumatization of professionals is a result of empa-
thetic engagement with victims of trauma (Pearlman &
Saakvitne, 1995). Unlike secondary traumatic stress which is
close to PTSD symptomatology with a sudden onset, vicarious
trauma affects belief system of professionals and is not related
to PTSD symptomatology (Pearlman & Saakvitne, 1995).
Belief about security, trust, dignity, intimacy and control are
seriously affected in people forming interpersonal relationships
with victims of devastating events (Pearlman & Saakvitne,
1995). Compassion fatigue is another consequence that profes-
sionals working with victims might have. Compassion fatigue
corresponds to feeling emotional and physical fatigue resulting
from full appreciation of what a victim of a trauma experiences
(Rothschild & Rand, 2006; Salston & Figley, 2003).
Countertransference is yet another consequence a professional
might have as a result of working with trauma victims (Salston
& Figley, 2003). Traumatic countertransference is defined as
“…the spontaneous or evoked responses of the therapist in
regard to information provided, behaviors exhibited, emotions
displayed by the traumatized client.” (Salston & Figley, 2003,
p.170). This type of countertransference retain psychotherapist
in correctly diagnosing and treating trauma (Danieli, 1996).

Because of all these outcomes of working with victims of
trauma, professionals, particularly mental health workers,
should be offered alternative ways of treatment. They should
be controlled on a regular basis to understand whether they
have psychological consequences of working with victims.
Group meetings, peer meetings, and supervision could offer
professionals opportunities in sharing emotions, feelings,
thoughts and behaviors related to their work.

Discussion and Suggestions

The aim of this study is to highlight a view from clinical psy-
chology in discussing victimization. As a branch of psychology,
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psychological assessment, and diagnosis and treatment of psy-
chological disorders and behavioral problems are main topics of
clinical psychology (Plante, 2005). General victimology, as a
multidisciplinary area, concerns victims of various types of
traumas, from natural disasters to sexual assaults (Van Dijk,
1999). Clinical psychology addresses some common topics as
victimization due to traumawith general victimology. Due to this
intersection between clinical psychology and general victimiza-
tion, the author discussed trauma related disorders, such as acute
stress disorder, post-traumatic stress disorder, adjustment disor-
ders, all of which are official diagnoses (APA, 2013). In addition
to this, unofficial diagnoses reviewed in the literature were
accounted. These unofficial diagnoses are battered woman syn-
drome (Walker, 1984), rape trauma syndrome (Burgess &
Holmstrom, 1974), and stalking trauma syndrome (Colins &
Wilkas, 2001). Brief history of official diagnoses of victims of
trauma was included to better understand how these diagnoses
showed up and how traumatic experiences seriously affect their
victims. Moreover, psychological treatment of PTSD was ex-
plained since PTSD is a frequent consequence of victimization.
Secondary trauma, vicarious trauma, compassion fatigue, coun-
tertransference and occupational burnout were included to appre-
ciate how professionals working in victimization area are also
seriously and psychologically affected from their work. These
outcomes demonstrate that professionals are also affected nega-
tively and for long time. Their beliefs and emotions about staying
safe changed due to indirect exposure to victimization.

Nevertheless, traumatic experiences might lead people to
develop a better meaning in life. People can overcome the
difficulties embedded in victimization and can move to a bet-
ter psychological state with the help of deriving some other
meaning in life. Their coping mechanisms improve and they
report positive change. People can switch from suffering from
a traumatic event to forming supportive relationships, feeling
more personal strength, and reporting enriched existential and
spiritual life (Tedeschi & Calhoun, 2004). Posttraumatic
growth cannot be an excuse for victimization, but it is a con-
sequence uncovering human potential to process and cope
with suffering and trauma.

As a clinical psychologist, the author appreciates
biopsychosocial model (Engel, 1977). This model offers to look
for searching biological, psychological and social factors of a
given outcome such as a traumatic event. Some people might
have vulnerabilities to develop psychopathology and some others
not, although they might experience the same event. These vul-
nerabilities might be biological or psychological. Psychological
factors such as personality, social support and emotion regulation
might protect a person from developing serious problems as a
result of victimization. Social factors such as socioeconomic sta-
tus and cultural norms might offer or hinder ways to a victim to
recover from a traumatic event. All these factors are intertwined
and constantly affecting each other. In terms of victimization, all
these factors are better be investigated for victims, perpetrators,

and for the context that the devastating event occurred. In other
words, trauma is a serious event and its effects are long-lasting;
hence, to fully understand it, factors surrounding the traumatic
event should be analyzed altogether.

Mental health workers including clinical psychologists
should be better equipped to engage in their work with victims
and to feel well in performing their job. Training of mental
health workers should include strategies to understand, empa-
thize, connect with and treat victims of traumatic events.
These strategies could include discussing real-life examples,
hypothetical cases, and examples shown in various types of
media. Books, movies, series, documentaries, and records of
real-life examples are valuable sources of training. The author
might suggest some media for fulfill as aim.

For instance, The Sinner, an American drama series is a
perfect example of victimization, criminal justice and psycho-
logical interviewing and treatment of victims (Yılmaz,
2019b). Another source is the book, The boy who was raised
as a dog, by Perry and Szalavitz (2017) to better understand
the situation of child victims. How children’s brain develop-
ment is affected due to perpetual traumatic family interactions
is explained in this book.
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