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Abstract 
Traumatic incidents are defined as despair people are in when they face fears, weaknesses and vulnerabilities. 
The purpose of the present research is determining the mental problems faced by emergency health workers 
while performing their jobs and how they deal with these problems. For this purpose, “The Hopelessness Scale, 
Locus of Control Scale, Problem Solving Inventory, Multidimensional Scale of Perceived Social Support, Post 
Traumatic Growth Inventory, Peritraumatic Dissociative Experiences Questionnaire, The Posttraumatic 
Diagnostic Scale and Beck Depression Inventory were used as data collection tools. The present research was 
designed in accordance with general screening model, which is a descriptive research method. With this model, 
how the independent variable affected the dependent variable was investigated and the regression analysis was 
conducted for the relationship between the variables. The research was carried out on the employees of the 
Department of Emergency Health Services in Erzincan and data were collected from 400 emergency health 
workers. The statistical analysis of the data was done by SPSS 20.00 package program and .05 was taken as the 
significance level. According to the regression analysis results hopelessness, negative effects of events on life, 
social support and dissociation were significantly related with stress symptoms and depressive mood levels. It 
was found that the effects of event and dissociation predict posttraumatic stress symptoms positively; and social 
support negatively. It was observed that hopelessness and post-traumatic stress symptoms predicted the level of 
depression positively and social support negatively. According to the findings of the research, it was 
recommended that psychosocial support units may be useful in emergency health services and psycho-education 
and psychological counseling services provided by the psychosocial unit can be useful for the stress, 
posttraumatic stress disorder and other problems that may be experienced. 
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1. Introduction 
Traumatic incidents are when people face their fears, helplessness, weaknesses, vulnerabilities, and are deeply 
affected. According to DSM V (2013) trauma refers to exposure to death, serious injuries or sexual assault or 
threats from one or more ways listed below: (1) experiencing traumatic events directly, (2) personally witnessing 
while the events happen to others, (3) learning that a close family member or close friend experienced traumatic 
events-in the case that when a family member or a friend experiences death or death risk, the incidents involve 
violence or result from accidents, (4) repeated or excessive exposure to disturbing details of traumatic events. 
Although this definition is useful, the requirement that trauma is limited to “death, serious injury, or exposure to 
sexual violence or threat” has been criticized on the grounds that many events may be traumatic, even if they do 
not involve death or injury. The previous DSM III-R (APA, 1987) described threats to psychological integrity as 
a valid form of trauma. The DSM V undoubtedly underestimate the prevalence of actual trauma in the general 
population, because it does not identify events that aren’t life-threatening, for example, excessive emotional 
abuse, significant loss or separation, humiliation or humiliation, sexual experience with compulsion (not physical 
violence) as trauma. In addition, the criteria for post-traumatic stress disorder (Brewin & Holmes, 2003) and the 
diagnosis of acute stress disorder (Horowitz, Wilner, & Alvarez, 1979) are prerequisites, some people who suffer 
from significant post-traumatic stress are less likely to be diagnosed with stress disorder (Baysak, 2010; Briere & 
Scott, 2016; Cohen & Murch, 1996).  

Traumatic incidents (Kahil, 2016) lead individuals to severe fear and helplessness (Bryant & Harvey, 2003). 



www.manaraa.com

ies.ccsenet.org International Education Studies Vol. 12, No. 6; 2019 

95 
 

During the traumatic incident, one is left desperate by an irresistible force (Koren, Arnon, & Klein, 1999). 
Traumatic incidents paralyze the person’s sense of control, linking and meaning attribution skills (Türksoy, 
2003). The person who suffers from paralysis of coping skills starts to have problems and difficulty in adapting 
to normal life. The normal reactions to the unusual situation in the early period are considered as an attempt to 
adapt to this situation. According to DSM-V, these troubles indicate that the person has experienced a real death 
or death threat or witnessed such an event. They are overwhelmed by fear, helplessness or horror. The traumatic 
incident was recalled unavoidably, there was a constant avoidance of stimuli accompanied by a traumatic event 
and a decrease in general response to stimuli accompanied by a traumatic event. Symptoms of increased 
stimulation were observed after the traumatic incident. It is acute stress disorder when lasts at least two days and 
at most four weeks. These problems lasting longer than one month indicates post-traumatic stress disorder. 
Symptoms lasting longer than three months indicate chronic posttraumatic stress disorder. The onset of 
symptoms after six months is defined as delayed post-traumatic stress disorder (DSM V, 2013).  

Some occupational groups constantly face the traumatic experiences due to their jobs (Bryant, & Harvey, 1997). 
Firefighters (Beaton, Tougas, & Joly, 1996), mental health professionals, police (Alexander & Wells, 1991) 
physicians (Lundin & Bodegard, 1993) and search and rescue workers (Chang, Lee, Connor, & Davidson, 2003) 
are among the occupational groups that face traumatic events due to their profession. Within these types of 
services, ambulance employees make the first treatment to the people who are under threat due to their duties 
and transfer them to the nearest health institution. Among the most frequent traumatic events they face include 
encountering people exposed to man-made attacks, such as child deaths, social disasters, rape and torture, seeing 
a dead body or body part, removing the fragmented limbs or corpses from the crash site. It is also easier for 
healthcare personnel, who witness traumatic incidents while they response to such problems, that they 
experience problems such as acute stress disorder, posttraumatic stress disorder, major depression, 
psychosomatic disorders and substance use disorder (Baysak, 2010; Erkaya, 2003).  

Employees who provide emergency health care services are one of the groups involved in relief work after such 
events, even if they are not directly exposed to traumatic events. It is believed that they may have anxiety and 
depression symptoms towards death due to their jobs. It is an inevitable fact that there is a high probability of 
personal threat in relief work. There is a direct and continuous witnessing to the traumatic incidents and their 
effects. Exposure to life-threatening events, responses to save the lives of the victims, and removing seriously 
injured and inanimate bodies from debris are factors that increase the symptoms of traumatic stress and anxiety 
among the medical staff providing emergency medicine services (Clark, 1999; Fullerton, Ursan, & Wang, 2004; 
North et al., 2002). Individuals’ perceptions of the severity of the threat they or others are exposed to are an 
important determinant for possible reactions that may arise later. The more threatening an individual perceives 
the incident, the more intense an anxiety they will experience. Employees of this kind should have different 
skills such as instilling hope (Seber, Dilbaz, Kaptanoğlu, & Tekin, 1993). Such an approach is very important for 
social support (Solomon, Mikulincer, & Avitzur, 1988). 

Emergency health service teams often face traumatic deaths due to their professions, while assisting people, who 
have suffered a catastrophic life threat, in emergency rescue work. These experiences can cause various 
psychological and psychosocial stress reactions among many emergency rescue workers (Schnurr, Lunney, & 
Sengupta, 2004). After such traumatic stresses, psychiatric disorders, such as physical and psychosomatic 
disorders, depression, and substance use may occur (Joseph, Williams, 2005). In addition, it was reported that 
alcohol and substance use rates in these individuals were higher than the general population, and in some cases 
posttraumatic stress disorder may develop (Tedeschi & Calhoun, 2004). This also may result in burnout. 
Especially the anxiety and depressive feelings against the death experienced by the health personnel who provide 
emergency medical services in which traumatic deaths are experienced most and the first responses are given, 
can affect their psychosocial side negatively and that can make their work lives inefficient. This case is reported 
to cause health personnel to decrease their interest in the profession (Erkaya, 2003; Sönmez, 2006). Therefore, 
the importance of social support in addition to preventive psychological services increases even more. 

The present research aims at determining the mental problems experienced by emergency health workers and 
how they deal with these problems. The prevalence of occupational traumatic events due to the working 
conditions of the emergency team, the frequency of encountering traumatic events and witnessing traumatic 
events affect the employees at various levels. The sub-objectives developed for the present research, which aims 
to determine the relationship between various variables, are presented below. 

1) Are the results of the first and second regression analysis in which the post-traumatic stress diagnostic scale 
is dependent variable, related significantly? 
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2) Are the results of the third and fourth regression analysis in which the Beck depression scale is dependent 
variable, related significantly? 

3) Are the results of the fifth and sixth regression analysis in which the post-traumatic growth scale is 
dependent variable, related significantly? 

2. Method 
The present research employed general screening model, which is a descriptive research method. How the 
independent variable affects the dependent variable is studied with this model. The general screening model is 
the screening organizations conducted on the whole of the universe or a group, sample or sample to be taken 
from a universe of a large number of elements, in order to reach a general judgment about the universe (Karasar, 
2013). The present research analyzes the relationship between despair, locus of control, problem solving, 
perceived social support, post-traumatic stress, post-traumatic dissociative experience and depression levels 
among emergency health care employees and tries to generalize it to the universe. 

2.1 Group 

The research group of the present research consists of emergency health employees who worked as allied health 
personnel of Erzincan Province Emergency Health Services Directorate. 

2.2 Data Collection Tools  

Within the scope of the present research, various psychological scales have been used to measure the 
psychological variables presented in the above sections. In the present research, diagnostic categories such as 
Acute Stress Disorder, Posttraumatic Stress Disorder, Dissociative Disorder are not used. The various symptoms 
following the trauma are measured as continuous variables by means of the scales. Therefore, it is investigated 
not whether participants who present symptoms of post-traumatic stress have any psychological disorders, but 
how they respond. The psychological variables measured by the scales and their scoring directions are presented 
in Table 2. 

 

Table 1. Psychological variables measured by the scales and scoring directions 

Scale Measured Psychological Variable The Meaning of High Scores 

Incident Severity Sub-Scale Severity of the Traumatic Incident High severity 

Incident Effect Sub-scale The effect of the traumatic incident on life High effect 

Post-traumatic Stress Symptoms 

Sub-scale 
Level of post-traumatic stress symptoms High level of symptoms 

Hopelessness Scale Negative expectations for the future High level of hopelessness 

Locus of Control Scale 
The position of the generalized control expectations on the 

dimension of internality- externality 

That the individual is prone to 

external control locus 

Problem Solving Inventory Self-perception of problem solving skills Negative self-perception 

Perceived Social Support Scale 
Perceived social support from family, friends and someone 

special 
High perceived social support 

Beck Depression Inventory Depressive mood level High depressive mood level 

Post-traumatic growth scale Post-traumatic growth level High post-traumatic growth level 

Peri-traumatic Dissociative 

Experiences Questionnaire -R 
Level of dissociation during the incident High level of dissociation 

 

The psychological variables measured by the scales that the participants answered and the average scores of the 
scoring from all scales are presented in Table 2. 
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Table 2. Participants’ scores from the scales 

Scale 
Average (SD) 

Range (N=400)
Possible highest score

Incident Severity 
2.48 (1.54) 

0-6 
6 

Incident Effect 
2.34 (2.48) 

0-9 
9 

Post-traumatic growth 
37.57 (25.45) 

0-105 
105 

Dissociation 
6.11 (6.57) 

0-32 
32 

Hopelessness 
4.15 (4.11) 

0-20 
20 

Social Support 
66.80 (12.38) 

12-84 
84 

Post-traumatic Stress Sy 

mptoms 

8.18 (8.87) 

0-51 
51 

Locus of Control 
9.89 (3.34) 

2-21 
23 

Problem Solving 
84.29 (19.96) 

37-154 
210 

Beck Depression Inventory
8.24 (7.71) 

0-53 
63 

 

2.2.1 The Hopelessness Scale 

The Hopelessness Scale is a 20-item self-report scale developed by Beck, Lesker and Trexler (1974) to measure 
the negative expectations for the future of individuals. It can be administered on adolescents and adults. 
Participants respond as “yes” for the statements that fit themselves, and “no” for the ones that don’t. Eleven of 
the items (2, 4, 7, 9, 11, 12, 14, 16, 17, 18, 20) scores as 1 point for answer “yes”, and nine (1, 3, 5, 6, 8, 10, 13, 
15, 19) are scored for answer “no”. Score range of the scale is 0-20. Higher scores indicate high levels of 
hopelessness. Internal consistency coefficient of the original form of the scale was reported as α=.93 (KR-20 
method) (Beck, Lesker, & Trexler, 1974). The correlation of the scale was reported as .74 at hospital sample and 
as .72 for suicidal patients, and the factor analysis revealed three dimensions (affection, motivational and 
cognitive aspects of hopelessness) for the scale (Beck, Lesker and Trexler, 1974). Turkish adaptation of the scale 
was conducted by several researchers (Durak, 1994; Savaşır & Şahin, 1997; Seber, 1991). These researchers 
report α=.86 and α=.83 levels of internal consistency (Cronbach Alpha) (Durak, 1994; Seber, Dilbaz, 
Kaptanoğlu, & Tekin, 1993). There have been adequate numbers of studies on the validity of the scale as well. Its 
correlation with Beck Depression Inventory was reported as .65 by Seber (1991), and .69 by Durak (1994). 

2.2.2 Locus of Control Scale 

Rotter’s Internal-External Locus of Control Scale developed by Rotter (1966) is used to determine the position 
of generalized control expectations on the internal-externality dimension of individuals. Six items (1, 8, 14, 19, 
24, 27) of the 29-item scale cannot be scored as they are slack items. Every item includes sentences forming 
options “a” and “b”. For some of the items (2, 6, 7, 9, 16, 17, 18, 20, 21, 23, 25, 29) option “a” is scored while 
for others (3,4, 5, 10, 11, 12, 13, 15, 22, 26, 28) option “b” is scored as 1 point. The total range of the scale is 
between 0-23. Higher scores indicate external locus of control (Rotter, 1966). Studies using test-retest method 
report that the reliability coefficient of the scale ranges between .49 and .83 (Savaşır & Şahin, 1997). Previous 
studies on the validity of the scale state that factor structure of the scale represents two dimensions. Correlation 
coefficients with other locus of control scales are reported vary between .25 and .55 (Savaşır & Şahin, 1997). 
Locus of Control Scale was adapted to Turkish by Dağ (1991). Internal consistency coefficient was reported as 
α=.71. Test-retest method reliability coefficient was reported as .83. The factor analysis was reported to produce 
similar results with the original form of the scale (Dağ, 2002). 

2.2.3 Problem Solving Inventory 
Problem Solving Inventory, Form-A is a scale developed by Heppner and Petersen (1982) to measure 
individuals’ self-perceptions of their problem solving skills. It can be administered on the adolescents and adults. 
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The scale consists of 35 items scored on a 6 point likert type scale. The participants are asked how frequently 
they behave as stated in scale items. The answered are scored between 1 and 6 points. Some items (9, 22, 29) are 
not scored. Some items (1, 2, 3, 4, 11, 13, 14, 15, 17, 21, 25, 26, 30, 34) are scored reversely. The score range of 
the scale is 32-192. Higher scores from the scale indicate that the participant perceives themselves as inadequate 
in problem solving skills. The study developing the original form of the scale (Heppner & Petersen, 1982) 
reports its internal consistency coefficient as α=.90. According test-retest method, reliability coefficients of the 
subscales range between .83 and .89. The total score from the scale is reported to correlate with problem-solving 
level at -.46 level, and with satisfaction from problem solving skills at -.42 level. Factor analysis produced three 
sub-dimensions: confidence in problem solving skill, approach-avoidance and personal control. Internal 
consistency coefficients of these sub-dimensions were reported as .85, .84 and .72 respectively (Heppner & 
Petersen, 1982). Problem Solving Inventory was adapted to Turkish by Şahin, Şahin and Heppner (1993). 
Internal consistency coefficient of the Turkish form was reported as α=.88. The correlation of the scale with 
Beck Depression Inventory was reported as .33; and as .45 with State-Trait Anxiety Inventory-Trait Anxiety 
subscale (STAI-T). Factor analysis was reported to produce six sub-dimensions: hasty approach, thoughtful 
approach, avoidant approach, evaluative approach, self-confident approach and planned approach. Internal 
consistency of these dimensions were reported respectively as α=.78, α=.76, α=.74, α=.69, α=.64 and α=.59 
(Şahin, Şahin & Heppner, 1993). 

2.2.4 Multidimensional Scale of Perceived Social Support 
Multidimensional Scale of Perceived Social Support developed by Zimet, Dahlen, Zimet, and Farley (1988) 
consists of 12 likert-type items. The participants score items related to perceived social support from three 
differed sources (family, friend, someone special) on a scale of 1 to 7. The range of the scale is 12-84. Higher 
scored indicate higher perceived social support. The scale was adapted to Turkish by Eker and Arkar (1995). The 
researchers reported that the internal consistency coefficient of the scale ranged from α = .77 to α = .88 in their 
study on different sample groups. The internal consistency coefficients of the subscales vary between α = .78 and 
α = .91. The factor structure of the scale is similar to the original. As in the original scale, the items 1, 2, 5, 10, 
are loaded on someone special, items 3, 4, 8, 11 are loaded with family, items 6, 7, 9 and 12 are loaded on the 
friend sub-factor. The correlation coefficients of the total scores obtained from different samples with Beck 
Depression Inventory and State-Trait Anxiety Inventory (STAI) indicate a sufficient level of criterion validity. 

2.2.5 Posttraumatic Growth Inventory 
Posttraumatic Growth Inventory developed by Tedeschi and Calhoun (1996) is a 21-item scale. The scale is a 
Likert-type scale scored between 0-5. The range of the scale is 0-105. Higher scores from the scale indicate 
higher level of growth after traumatic incident. The internal consistency of the scale was reported as α=.90 in the 
study that developed the original scale (Tedeschi and Calhoun, 1996). Internal consistency of the sub-scales vary 
between α=.67 and α=.85. Correlation coefficient was reported as .71 in the study conducted for test-retest 
validity. Conducted factor analysis presented five sub-dimensions: positive in interpersonal relations, changes in 
the perception of self, understanding the value of life, realizing new options, development in belief system. The 
scale was adapted to Turkish by Dürü (2006). The reliability of Posttraumatic Growth Inventory was tested with 
Cronbach Alpha method. Internal consistency coefficient was calculated as α=.93. Conducted pre-study showed 
that the correlation of Posttraumatic Growth Inventory was .23 with Dissociative Experiences Questionnaire 
and .26 with Impact of Event Scale. Additionally, the present research found that the coefficient of the 
correlation of the scale with The Posttraumatic Diagnostic Scale was .21, which is significant (p=.06). Construct 
validity of the scale was tested with factor analysis method. In the five-factor analysis, which was considered as 
the most appropriate among various analyses, 15 of the 21 items are loaded on the factors defined in the original 
scale. This five-factor analysis explains the 67.84% of the variance (Dürü, 2006). 

2.2.6 Peritraumatic Dissociative Experiences Questionnaire-R 
The first form of the 10-item Peritraumatic Dissociative Experiences Questionnaire was developed by Marmar, 
Weiss, and Metzler (1997). However, due to some problems experienced in administration, it was reviewed and 
the number of items were decreased to eight (Marshall, Orlando, Jaycox, Foy and Belzberg, 2002). The scale 
includes severity of the decomposition experience, time perception, depersonalization and derealization 
experiences during the traumatic event. The participants are expected to respond to the level of experience 
defined in each article on a 5-point Likert-type scale. The original form of the scale is reported to have a 
high-level of internal consistency (α=.80), acceptable criterion validity and discrimination power. For the 
reviewed form, test-retest validity coefficient was reported as .85 and internal consistency was reported as α=.85 
(Marshall, Orlando, Jaycox, Foy, & Belzberg, 2002). The scale was adapted to Turkish by Dürü (2006). Internal 
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consistency coefficient was calculated as α=0.84 for all scale items, and item-total test correlation coefficients 
calculated for the scale items range between .49 and .61. In order to test the validity of the scale, its correlation 
with several other scales was calculated. The correlation coefficient of the scale was reported as .34 with Beck 
Anxiety Inventory, .43 with Beck Depression Inventory and .50 with Short Symptoms Inventory. That all 
coefficients were on the expected direction and statistically significant are important indicators of the validity of 
the scale (Dürü, 2006). 

2.2.7 The Posttraumatic Diagnostic Scale 

The Posttraumatic Diagnostic Scale consisting of 50 self-report items was developed by Foa, Cashman, Jaycox, 
and Perry (1997) in order to determine post-traumatic stress disorder. The scale can be administered on 18-65 
year-old individuals. The original form of the scale consists of four parts. The first part is for defining the type of 
the traumatic incident (natural disaster, accident, war, rape, etc.) experienced by the participant. The second part 
aims at defining the incident that most affected the participant if there is more than one traumatic incident. This 
part also includes 6 items responded as yes-no, aiming at defining the severity of the traumatic incident. These 6 
items aiming at defining the severity of the traumatic incident were also used to define the severity of the 
traumatic incident for the present research, and it is called as “incident severity sub-scale”. More “yes” responses 
indicate high severity. The third part of the scale consists of a 17-item sub-scale evaluating the post-traumatic 
symptoms. These 17 items are called as “post-traumatic stress symptoms sub-scale” within the present research 
and used to define the level of the trauma symptoms. Post-traumatic stress symptoms sub-scale is a likert type 
scale on a 0-3 point scoring DSM-IV (APA, 1994). Range of the sub-scale is 0-51. Higher score indicate that the 
participant was affected from the incident negatively and presents post-traumatic stress symptoms. The fourth 
and last part of the scale consists of 9 items responded as “yes-no” aiming at defining the effects of the traumatic 
incident on the participants’ lives. These 9 items are used to define the effects of the incident within the scope of 
the present research, and called as “Incident Effect Sub-scale”. The internal consistency of the 17 items used in 
the present research in order to measure the severity of the trauma symptoms was reported as α=0.92 and the 
test-retest reliability coefficient as .83 (Foa, Cashman, Jaycox, & Perry, 1997). The scale was reported to 
distinguish the individuals who were diagnosed as TSSB with another criteria (structures clinical and diagnostic 
interview, SCDI) at 82% level (sensitivity); and the individuals not diagnosed with TSSB at 76% (specificity), 
and have acceptable correlation coefficients with some scales used as criteria (Foa, Cashman, Jaycox & Perry, 
1997). The internal consistency of 17 items aiming to measure symptom level was calculates for scale validity. 
Cronbach Alpha coefficient for all items was reported as α=.93 and item-total test correlation coefficients ranged 
between 0.39 and 0.82. The validity of the 17-item post-traumatic stress symptoms sub-scale was tested in two 
ways. The scale is known to have been designed in order to measure the severity of the disorders caused by 
post-traumatic stress and to meet DSM-IV (APA, 1994) criteria of post-traumatic stress disorder; B (re-live), C 
(avoidance), and D (over-stimulation). According to the results of this analyses, all items but 2 (6th and 7th items) 
were loaded on the factors they should be theoretically. These two items were loaded on “over-irritation” factor, 
while they should be on “re-live” factor (Işıklı, 2006; Kahil, 2016). 

2.2.8 Beck Depression Inventory 
Beck Depression Inventory developed by Beck, Ward, Mendelson, Mock, and Erbaugh (1961) in order to 
evaluate the severity of the depressive symptoms presented within the last week consists of 21 self-report items, 
and it was based on clinical observations and data instead of a theoretical opinion. These 21 items are scored 
between 0-3 points. The score from the inventory indicate the severity of the depression as well. It was adapted 
to Turkish by Hisli Şahin (1988) and has been used frequently in many studies conducted in Turkey. 

3. Results 
In accordance with the purpose and sub-objectives of the present research, the total of six regression analyses 
were conducted for three defined dependent variables for each gender in order to measure how employees are 
affected from the traumatic incidents they encounter. 

3.1 Results of First and Second Regression Analyses for Post-Traumatic Stress Symptoms Scale as the Dependent 
Variable 

Incident Effect Sub-scale, Incident Severity Sub-scale, Peri-traumatic Dissociative Experiences Questionnaire-R, 
Hopelessness Scale, Problem Solving Inventory, Locus of Control Scale and Perceived Social Support Scale 
were included as independent variables in the first and second regression analyses, in which Post-traumatic 
Stress Symptoms Scale was used as the dependent variable. First regression analysis was conducted on female 
participants while second was on male participants. 
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Table 3. Results of the first regression analysis on female participants for post-traumatic stress symptoms scale 
as the dependent variable 

Model Variable Beta t 

1 

Incident severity .080 1.127 

Incident effect .209 2.907*

Dissociation .276 3.939**

Hopelessness .233 3.186*

Locus of control .001 .014 

Problem solving .021 .294 

Social support -.092 -1.132 

*p<.01, **p<.001. 

 

Table 3 presents the results of the first regression analysis. In the first regression analysis on female participants 
with the post-traumatic stress symptoms as the dependent variable, it was calculated as R=.556 (F(7, 
177)=11.320, p<.001) after all variables were block included in the analysis. It was found that incident effect 
(t=2.907, p<.01), dissociation (t=3.939, p<.001) and hopelessness (t=3.186, p<.01) predicted post-traumatic 
stress symptoms positively. On the other hand, incident severity, locus of control, problem solving and social 
support variables didn’t predict post-traumatic stress symptoms at a significant level.  

 

Table 4. Results of the second regression analysis on male participants for post-traumatic stress symptoms scale 
as the dependent variable 

Model Variable Beta t 

1 

Incident severity -.064 -.989 

Incident effect .279 .3.941*

Dissociation .284 4.172*

Hopelessness .023 .332 

Locus of control .063 .962 

Problem solving .021 .328 

Social support -.263 -4.002*

*p<.001. 

 

Table 4 presents the results of the second regression analysis. In the second regression analysis on male 
participants with the post-traumatic stress symptoms as the dependent variable, it was calculated as R=.599 
(F(7,183)=14.602, p<.001)after all variables were block included in the analysis. It was found that incident effect 
(t=3.941, p<.001) and dissociation (t=4.172, p<.001) predicted post-traumatic stress symptoms positively and 
social support (t=-4.002, p<.001) negatively. On the other hand, incident severity, hopelessness, locus of control, 
and problem solving variables didn’t predict post-traumatic stress symptoms at a significant level.  

3.2 Results of Third and Fourth Regression Analyses for Beck Depression Inventory as the Dependent Variable 

Incident Effect Sub-scale, Incident Severity Sub-scale, Peri-traumatic Dissociative Experiences Questionnaire-R, 
Posttraumatic Stress Symptoms Scale, Hopelessness Scale, Problem Solving Inventory, Locus of Control Scale 
and Perceived Social Support Scale were included as independent variables in the third and fourth regression 
analyses, in which Beck Depression Inventory was used as the dependent variable. Third regression analysis was 
conducted on female participants while fourth was on male participants. 
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Table 5. Results of the third regression analysis on female participants for depression level as the dependent 
variable 

Model Variable Beta t 

1 

Incident severity -.033 -.481 

Incident effect .061 .867 

Dissociation -.001 -.021 

Hopelessness .265 3.654**

Locus of control .028 .395 

Problem solving .077 1.106 

Social support -.263 -3.866**

Posttraumatic Stress Symptoms .207 2.866* 

*p<.01, **p<.001. 

 

Table 5 presents the results of the third regression analysis. In the third regression analysis on female participants 
with the depression levels as the dependent variable, it was calculated as R=.603 (F(8, 176)=12.561, p<.001) 
after all variables were block included in the analysis. It was found that hopelessness (t=3.654, p<.001) and 
post-traumatic stress symptoms (t=2.866, p<.001) predicted depression level positively and social support 
(t=-3.866, p<.001) negatively. On the other hand, incident effect, dissociation, locus of control and problem 
solving variables didn’t predict depression level at a significant level.  

 

Table 6. Results of the fourth regression analysis on male participants for depression level as the dependent 
variable 

Model Variable Beta t 

1 

Incident severity .000 .007 

Incident effect -.031 -.417 

Dissociation .052 .727 

Hopelessness .459 6.591**

Locus of control -.072 -1.101 

Problem solving .079 1.253 

Social support -.132 -1.934 

Posttraumatic Stress Symptoms .165 2.239*

*p<.05, **p<.001. 

 

Table 6 presents the results of the fourth regression analysis. In the fourth regression analysis on male 
participants with the depression levels as the dependent variable, it was calculated as R=.608 (F(8,182)=13.318, 
p<.001) after all variables were block included in the analysis. It was found that hopelessness (t=6.591, p<.001) 
and post-traumatic stress symptoms (t=2.239, p<.05) predicted depression level positively. Social support had a 
negative effect, which was almost significant (p=.055). On the other hand, incident severity, incident effect, 
dissociation, locus of control and problem solving variables didn’t predict depression level at a significant level.  

3.3 Results of Fifth and Sixth Regression Analyses for Posttraumatic Growth Inventory as the Dependent 
Variable 

Incident Effect Sub-scale, Incident Severity Sub-scale, Peri-traumatic Dissociative Experiences Questionnaire-R, 
Hopelessness Scale, Problem Solving Inventory, Locus of Control Scale and Perceived Social Support Scale 
were included as independent variables in the fifth and sixth regression analyses, in which Posttraumatic Growth 
Inventory was used as the dependent variable. Fifth regression analysis was conducted on female participants 
while sixth was on male participants. 
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Table 7. Results of the fifth regression analysis on female participants for posttraumatic growth as the dependent 
variable 

Model Variable Beta t 

1 

Incident severity .060 .752 

Incident effect .214 2.655*

Dissociation .137 1.744

Hopelessness .-100 -.1.213

Locus of control .020 .240 

Problem solving .123 1.527

Social support .-025 -.315 

*p<.01. 

 

Table 7 presents the results of the fifth regression analysis. In the fifth regression analysis on female participants 
with the posttraumatic growth as the dependent variable, it was calculated as R=.359 (F(7, 177)=3.734, p<.01) 
after all variables were block included in the analysis. It was found that incident effect (t=2.655, p<.01) predicted 
posttraumatic growth positively. On the other hand, incident severity, dissociation, hopelessness, locus of control 
and problem solving and social support variables didn’t predict posttraumatic growth at a significant level.  

 

Table 8. Results of the sixth regression analysis on male participants for posttraumatic growth as the dependent 
variable 

Model Variable Beta t 

1 

Incident severity -.132 -.132 

Incident effect .346 4.266*

Dissociation .107 1.370

Hopelessness .010 .128 

Locus of control -.073 -.973 

Problem solving .033 .447 

Social support -.020 -.266 

*p<.001. 

 

Table 8 presents the results of the sixth regression analysis. In the sixth regression analysis on male participants 
with the posttraumatic growth as the dependent variable, it was calculated as R=.396 (F(7,183)=4.876, p<.001) 
after all variables were block included in the analysis. It was found that incident effect (t=4.266, p<.001) 
predicted posttraumatic growth positively. On the other hand, incident severity, dissociation, hopelessness, locus 
of control and problem solving and social support variables didn’t predict posttraumatic growth at a significant 
level.  

4. Discussion 
According to research data, health employees face many traumatic experiences due to their jobs and witness 
traumatic experiences. Facing the traumatic experience at the primary level and witnessing the traumatic 
experience, as well as the workload, the uncertainty of the roles, the expectations of the employees, the 
inadequacy of the job opportunities, cause the health workers to feel exhausted. 

Emergency employees face many problems arising from the nature of their job and their work pattern. The 
patients they deal with experiencing excessive pain and fear may cause similar pain and fear among the health 
worker who responds, or may cause an employee to remember an event in the past (Taylor, Kuch, Koch, 
Crockett, & Passey, 1998; Sabin-Farrell & Turpin, 2003). Alexander and Klein (2001), reported in their study 
that about one third of the employees had a high level of general psychopathology, post-traumatic stress 
reactions and burnout symptoms. Hyman (2004), who investigated the effects of perceived social support and 
traumatic stress symptoms among emergency workers, found a relationship between trauma history and the level 
of intrusive thoughts in the last five years. The healing characteristic of social support is emphasized and it 
should be provided systematically (Dirkzwager, Bramsen, & van der Ploeg, 2003). Jonsson, Jasmine, Kozak, and 
Johnson (2008), who investigated the post-traumatic stress disorder among ambulance workers, reported that 
62% of ambulance employees had a traumatic experience before. This means that similar traumatic events were 
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experienced in their previous experiences or professionally encountered incidents. Cohen, Gagin, and 
Peled-Avram (2006) reported in their study that 48.2% of social workers had a high rate of secondary traumatic 
stress symptoms. In this case, traumatic events can be claimed to trigger secondary traumatic stress symptoms, 
which leads to another social trauma (Maercker & Herrle, 2003) and difficult to prevent stresses.  

Bride (2007), who studied prevalence of secondary traumatic stress among social service professionals and 
evaluated the posttraumatic stress disorder among individuals facing secondary trauma in terms of diagnostic 
criteria, reported that 45.4% of participants had intrusive thoughts, 25.2% presented avoidance symptoms, 25.2% 
presented over-stimulation symptoms, 20.2% presented intrusive and avoidance symptoms, 21.6% presented 
intrusive and over-stimulation symptoms, 17.4% presented avoidance and over-stimulation symptoms and 15.2% 
presented intrusive, avoidance and over-stimulation symptoms. Kahil (2016) emphasized that professional aid 
workers experienced more traumatic stress symptoms than voluntary workers. Jonsson & Halabi (2006) stated 
that child death was the first among the most disturbing events. This was reported to be followed by rape, death 
or illness of a family member. In such cases, emergency health workers present symptoms of post-traumatic 
stress at various levels (Jonsson & Halabi 2006). Regression analysis conducted in the present research found 
that hopelessness, negative effects of events on life, social support and dissociation were related to stress 
symptoms and depressive mood levels. These findings are in agreement with the related literature (Dürü, 2006). 
It can be claimed that what matters in this case is providing emergency health care employees with preventive 
and social support (Dirkzwager, Bramsen, & Ploeg, 2003; Pengilly, & Dowd, 2000; Reynolds, & Brewin, 1998; 
Sarason, Sarason, Pierce, & Shearin, 1987). Instilling hope is a very effective approach in this process (Seber, 
Dilbaz, Kaptanoğlu, & Tekin, 1993). 

It is observed that the employees are not only affected negatively by the traumatic incidents they experience 
posttraumatic growth (Janoff-Bulman, 2004). However, conducted regression analyses showed that preventive 
variables, such as problem solving skills and social support weren’t related with growth, which is an interesting 
finding. Preventive studies should aim at understanding the function of these variables better and using their 
functions positively. Previous studies (Dirkzwager, Bramsen, & van der Ploeg, 2003; Dürü, 2006; Eker & Arkar, 
1995; Karancı, Alkan, Akşit, Sucuoğlu, & Balta, 1999) have specifically aimed at putting social support 
mechanisms in action. It was found that received social support contributed to coping with stress (Pengilly & 
Dowd, 2000). Accordingly, more psychosocial support should be provided.  

Emergency health workers are expected to experience psychological problems due to their work. Immediately 
after the incidents, the health care workers experience psychological distress but cannot get enough information 
about their distress. They are reluctant to share their problems or do not share the situation in order not to affect 
their teammates’ mental health. From this point of view, having psychosocial support units in emergency health 
services and providing psycho-educational studies on stress, traumatic stress (Lee & Young, 2001), 
post-traumatic stress disorder and other problems (Tedeschi & Calhoun, 2004) will be beneficial (Tedeschi & 
Calhoun, 2004). In addition, it can be claimed that informing employees about how the traumatic incidents they 
face during their professional lives (Harvey, 1996; Solomon, Mikulincer, & Avitzur, 1988) and what they can do 
in such cases will contribute to their mental health.  

Considering the positions of the employees working in emergency health services, it was found that the 
command center employees showed more traumatic stress and depression symptoms than the other units. The 
command center employees quickly evaluate the incoming notifications and direct the related units. This process 
can be extremely stressful at times and traumatizing according to the nature of the incident, because when the 
staff of the command center cannot evaluate the event effectively, they receive negative feedback from both the 
patient and their relatives and their field colleagues. The negative feedback they receive reduces the motivation 
of the employees. From this point of view, it can be useful for command center employees to conduct 
psycho-educational studies to deal with difficult situations and other the issues they need. 

It is known for health care employees that they have a frequency of encountering traumatic incidents throughout 
their lives. Their encounter with such traumatic incidents results from their jobs. It is inevitable for such service 
field employees that they are affected negatively from people who experience trauma. They need to offer them 
emergency support services and present such skills as instilling hope at the same time. Based on this finding, we 
can claim that preventive studies should be conducted in Turkey. Developing nationwide mental health policies, 
extending preventive mental health services, and preventing traumatic experiences can be useful for early 
response to traumatic experiences. Developing psycho-educational studies on this issue and providing health 
care employees with social and psychological support can be useful. 
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