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AIM

The aim of this manual is to help professionals working with trauma and torture survivors
to be aware of the importance of their care and the cost of their lack of care. Seeking to
prevent occupational burnout, stress management interventions have been developed to
help enhance caregivers’ well-being at Restart Center and other NGO partners. These
interventions, in turn, could help lower the stress and fatigue levels amongst clinical
professionals working in the field. A common theme interwoven throughout these chapters
is that in order to take care of others, one must first take care of himself.

The practical exercises and techniques outlined in this manual seek to:
Reduce team burnout
Enhance treatment efficacy
Spread awareness and motivate the team
Thwart work-related stress
Accentuate work cohesion
Render the work atmosphere positive

Tailor efforts to work for others and to work for oneself

INTRODUCTION

Professionals working with torture and trauma survivors may come to an agreement that
they can never know everything about what perpetrators can or cannot do. In gruesome
ways, perpetrators tactfully inflict pain and suffering on others. Their “creativity” is what
renders this practice most shocking. Through survivors’ accounts, a poignant truth has been
revealed to all professionals working in the field: barbarity has no limits.

Feelings of helplessness and powerlessness may naturally be the price that caregivers pay
for listening to sordid stories. It is not easy to remain neutral while working with trauma
and torture survivors. Hearing stories about how people were tortured, for example, could
no doubt be stressful and overwhelming. Understanding the perplexities of these stories
can lead to emotional drainage.

Questions such as: “How can | heal wounds that are so deeply engraved?”, “How can |
ease the insurmountable pain and suffering that this survivor has been through?”, “His
pain seems irreparable, what can | do to reverse the seemingly irreparable damage?”

Although providing professional care and support to traumatized populations could be
simultaneously rewarding and stressful (Ohaeri, 2003), the occupational environments and
caregiving demands associated with this kind of work may increase the likelihood of
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adverse psychological outcomes (Figley, 2002; Sabin-Farrell & Turpin, 2003). The adverse
impact of working with clients who have a history of psychological trauma (such as torture,
sexual and physical abuse, or military combat) has been described under a variety of terms:
vicarious traumatization, secondary traumatic stress and compassion fatigue (Jenkins &
Baird, 2002).

More specifically, professionals working with torture and trauma survivors are at risk of
having an imbalance between “compassion satisfaction” and “compassion fatigue”, which
in turn could lead to “secondary trauma” and “burnout” (Refer to Figure 1). Thus, the
quality of life of healthcare providers — which should ideally involve a balance between
compassion satisfaction and compassion fatigue — is often jeopardized. Empathy is a
predictor of whether or not this balance is maintained.

It is also important to note that burnout may be a result of different (and perhaps
combined) dimensions. Hence, not only could the nature of the work with torture and
trauma result in burnout; rather, working in a generally stressful working environment
(where duties overlap and job descriptions are unclear, or where gossiping, lack of
transparency, or unhealthy relations among staff members exist) could actively contribute
to this process. Furthermore, personal vulnerabilities (such as personal exposure to
trauma, stress, or violence) and emotional maturity could play an active role.

Figure 1: Professional Quality of Life amongst Healthcare Professionals

Compassion

Satisfaction
Professional Burnout
Quality of Life

Compassion

Fatigue

Secondary Trauma

Below is a list of terms that are commonly used in the literature, and which will be used
repeatedly throughout this manual:

— Compassion satisfaction: the state in which acting with compassion for others
leads to fulfillment and positive emotions towards oneself and the world.

— Compassion fatigue: the state in which acting with compassion for others leads
to overwhelm and drainage.
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— Secondary trauma: the state in which listening to firsthand experiences of
others’ trauma experiences leads to the experience of the same shock, fearfulness,
horror and helplessness felt by those who experienced those traumas.

— Burnout: The consequence of long-term exposure to stress in the workplace; it is
defined by three dimensions: emotional exhaustion, depersonalization, and
reduced personal accomplishment.

Several studies and observations have shown that secondary traumatization may lead to
deleterious effects at physical, emotional, behavioral, intellectual and/or organizational
levels (Mayo Clinics, 2017; University of Cambridge, 2017). If not handled properly,
they may lead to professionals giving up or resigning from this domain in pursuit of
another domain [Refer to Figure 2].

Healthcare professionals experiencing burnout would typically report the following:

— “Idon’t like working here because I don’t feel appreciated.”
— “Idon’t care if [ can’t help all my caseload.”

— “I can’t take time off because no one else knows how to do my task.”
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Figure 2: Impact of Work-Related Stress on Caregivers
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How does it all start?

Often, clinical caregivers try to appear strong to support their clients. They don’t share their
feelings with others; instead, their focus is to attend to their clients and exemplify their
professional role. As they become increasingly engrossed in their daily work, they may
forget to take care of themselves.

What should caregivers know?

A core principle that caregivers should remember is that they are not alone. They should
also remember that they are human, and it’s okay (and normal) to feel touched by the
stories that they hear (Shannon, Wieling, & Lets, 2015).

Nonetheless, caregivers should recognize when or if they are becoming overly immersed
with their clients’ stories; or, conversely, if they are beginning to feel “less human” and
detached from their clients. A risk of dehumanizing the client in an attempt to self-protect
from overwhelming (and processed) feelings could lead to detrimental consequences to
both the caregiver and client.

What are the essential steps to enhance one’s mental state?

A self-care plan should ideally include strategies that can be done in the workplace to
manage reactions and prevent the build-up of stress, as well as activities that can be done
outside the workplace to decompress, relax and refresh.

Below is a list of activities through which individuals can cope with stressful factors in a
work environment:

e Setting boundaries between one’s “personal” and “professional” lives (e.g. setting
a time every day to turn off the phone, setting a time to stop checking emails,
putting away work, having a weekend be a weekend).

e Establishing the habit of “putting aside” work issues before going home at the end
of the day (e.g. making a list of everything one has to do, or that one is worried
about doing, and then putting this list in an imaginary or actual container that can
be re-opened the next day).

e Pausing throughout the day to allow one’s mind to slow down.

e Practicing grounding and breathing exercises.

e Taking a short walk (even around the building helps!)

e Stretching throughout the day.

e Setting limits about how much work one can take on.

e Delegating tasks when possible.

e Taking a lunch break.

e Finding ways to connect with colleagues.
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Reminding oneself about the “likable” parts of work.

Reflecting on one’s contributions from small to large (writing these contributions
down could be helpful).

Distinguishing between things that are within one’s control and things that are not
(the focus should be on the former).

Adjusting expectations of oneself to realistic ones.

Taking time off work.

Other simple, yet effective, strategies that one can do outside the workplace include:

Getting into a good sleep routine (e.g. shutting off screens 1-2 hours before going
to bed, going to sleep and waking up at around the same time every day,
relaxation activities before bed, etc.)

Having “alone” time.

Exercising.

Eating healthy.

Planning weekend retreats or getaways.

Spending time in nature.

Making time for supportive friends and family.

Engaging in enjoyable hobbies.

Laughing.

In addition, there are interventions that can be provided to professionals at the
organizational level; these include:

Psychological debriefing
Somatic self-care

Peer supervision
Clinical supervision
Shifting tasks

Professionals who do not incorporate any of the above techniques in their work routine
are at greater risk of developing compassion fatigue (i.e. vicarious trauma or burnout).

How can caregivers reflect on their sense of “self?

Caregivers working with traumatized and tortured clients may feel trapped. Feeling the
“urgent need” to always be present, they may neglect themselves and forget to take care
of the “self” — the most fundamental element to sustain quality care and attend to these
urgent needs. In order to explore and understand one’s feelings and thoughts, caregivers
are recommended to sit alone and introspect by asking themselves the following:
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Note

Am | getting enough rest? If not, what is going on?

Do | have time to be by myself? Am | okay with staying alone?

Are the boundaries between my personal and professional lives well-defined? If
not, what’s going wrong? (may need to be discussed with a clinical supervisor)
How okay do | feel with setting boundaries without feeling guilty? How can | deal
with these feelings of guilt?

Am | exercising enough? Do | usually like exercising? Am | contemplating doing
exercises? Am | interested in exercising? Am | doing too much exercise recently
as a way to vent? Does it work?

Am | eating healthy? If not, why not?

Am | planning fun or relaxing activities for the weekend? Am | able to take a
weekend off only for myself without feeling guilty?

Do | have supportive friends? In moments of stress, is there anyone | can count on
to talk?

What are the three things that I consider myself proud of as a caregiver?

Am | in the right work position? Is this the path that I really want to take?

: These questions are just a sample to guide caregivers in the process of “self-

reflection”, but they may be changed or adapted based on each individual’s needs.

How can caregivers assess their burnout symptoms?

There are several tests and inventories that can assess the extent to which healthcare
professionals are affected.

A. Maslach Burnout Inventory — Human Services Survey (MBI-HSS)

The MBI-HSS (Maslach, Jackson, & Leiter, 1986) was designed especially for
employees in human service jobs and is used to assess burnout on three
dimensions: emotional exhaustion, depersonalization and personal
accomplishment (See Appendix A):

1) Emotional Exhaustion (EE): Consisting of 9 items, this component
measures feelings of being emotionally drained and exhausted by one's
work. Higher scores reflect greater experienced burnout.

2) Depersonalization (DP): Consisting of 5 items, this component measures
the lack of empathy and impersonal response toward clients. Higher scores
reflect greater experienced burnout.

3) Personal Accomplishment (PA): Consisting of 8 items, this component
measures feelings of competence and fulfillment in one's work. In this
case, lower scores reflect greater experienced burnout.
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With this 22-item self-report measure, each item is scored on a Likert scale
ranging from 0O to 6:

0 = Never

1 = A few times a year or less
2 = Once a month or less

3 = A few times a month

4 = Once a week

5 = A few times a week

6 = Every day

Each of the three dimensions is measured separately, and total scores are
compared to the cut-off scores for that dimension (See Appendix B).

« Study on Restart Center’s Team

Using the MBI-HSS, a study was conducted on Restart Center’s team in 2006 t0
assess burnout across its three dimensions: EE, DP and PA. After 6 months of
receiving regular clinical supervision and debriefing sessions, the MBI-HSS was
re-administered to evaluate the impact of these interventions. The pre/post test
scores illustrate the significant decrease of EE and PA post-interventions.

Figure 3: Pre/Post-test Scores Before and After Clinical Supervision and Debriefing
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B. Professional Quality of Life Scale — Version 5 (ProQOL-5)

The ProQOL-5 (Stamm, 2010) is the most widely used, self-report measure that
addresses how healthcare professionals’ compassion could affect them positively or
negatively. The ProQOL-5 items are assessed through three sub-scales: compassion
satisfaction, burnout and compassion fatigue (See Appendix C).

Consisting of 30 items, each item is measured on a Likert scale ranging from 1 to 5:

1 = Never

2 = Rarely

3 = Sometimes
4 = Often

5 = Very Often

Similar to the MBI-HSS, each subscale is measured independently, with the respective total
scores compared to cut-off scores. Accordingly, the healthcare professional can identify if
his/her scores are low, average, or high on each dimension (See Appendix D).

It is important to note that while these tools may be useful, they must not be used as a
scientific diagnostic technique, regardless of their results. The objective of using self-report
tools as such is simply to make one realize that anyone may be at risk of burnout.

Could working with trauma or torture survivors lead to positive outcomes?

Although many studies have focused on the negative impact of working with trauma and
torture survivors, very few have looked at the positive impact. Rather than experiencing
vicarious trauma (VT), some caregivers may experience vicarious posttraumatic growth
(VPTQG), particularly those who witness their clients grow (Cohen & Collens, 2013). Some
caregivers — specifically those who have positive support systems, supervision, or training
— experience positive personal growth, feelings of self-efficacy, and empowerment Cohen
& Collens, 2013).
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Appendix A: MBI — Human Services Survey

MBI-Human Services Survey

How often o} | 2 3 K 5 &
MNever Afew times Orneea Afew Orcea A femes trmess Every
a year maonth e weeh times day
of less or less amonth 2 week
How Often
0-6 Statements:

I | feed emotionally drained from my work.

2, | feed wsed up at the end of the workday

3 | feat fatigued when | get up in the morning and have 1o face ancther day on the job.
- | can easly understand how my recieents feel about things.

S | feed | treat some recpients as if they were impersonal obyects

6 Wiarking with people &l day & really 2 strain for me.

7 | deal very effectnely with the problems of my recipients.

8 | feed burmed owt from my work.

9 | feed fn positively influencing other peaple’s lives through iy work
10 I've become more callous toward people since | took ths job.

L F— | worry that this job is hardening me emotionally

| A — | feed very enargetic.

13 | feed frustrated by my b

4. | feed fm working 100 hard on my job.

15 | don't really care what happens to some recipients.

L — Working with people drectly puts 100 much stress on me.
7 | can easly create a relaxed atmosphere with my recipients,
18 e | feed extdarated after working closely with my recipients,
|| | have accomplished many worthwihde things in this job.
20 | feed fke I'm at the end of my rope.

2 — In my work | deal with emotional problems very calmly
2 | feed recpients blame me for some of ther problems.

(Admmistrative wse only) at. . cat
EE: DP; PA:
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Appendix B: MBI — Human Services Survey Score Sheet
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Appendix C: ProQoL-5

Professional Quality of Life Scale (ProQOL)

Compassion Satisfaction and Compassion Fatigue
(ProQOL) Version 5 (2(09)

When you [help] people you have direct contact with their lives, As you may have found, your
compassion for those you [heip] can affect you in positive and negative ways. Below are some-questions
about your experiences, both positive and negative, as a [hefper]. Consider each of the following
questions about you and your current work situation. Select the number that honestly reflects how
frequently you experienced these things in the last 30 daes

1=Never 2=Rarely 3=Sometimes 4=Often  5=Very Often

| am happy.
| am preoccupied with more than one person | [help].
| get satisfaction from being able to [heip] people.
| feel connected to others.
| jump or am searded by unexpected sounds.
| feel Invigorated after working with those | [heip].
| find it difficult to separate my personal life from my life as a [helper].
I am not as productive at work because | am losing sleep over traumatic experiences of
a person | [help].
| think that | might have been affected by the raumatic stress of those | [help].
| feel trapped by my job as a [helper].
Because of my [helping], | have felt "on edge” about various things.
| ike my work as a [helper].
| feel depressed because of the traumatic experiences of the people | fhelp].
| feel as though | am experiencing the rauma of someone | have [helped].
| have beliefs that sustain me.
| am pleased with how | am able to keep up with [helping] techniques and protocols.
| am the person | always wanted to be.
My work makes me feel satisfied.
| feel worn out because of my work as a [helper].
| have happy thoughts and feelings about those | [help] and how | could help them.
| feel overwhelmed because my case [work] load seems endless.
| believe | can make a difference through my work.
| avoid certain activities or situations because they remind me of frightening experiences
of the people | [heip].
| am proud of what | can do to [hep].
As a resule of my [helping], | have intrusive, frightening thoughts,
| feel "bogged down" by the system.
| have thoughes that | am a "success” as a [helper].
| can't recall important parts of my work with trauma victims.
I am a very caring person.
| am happy that | chose to do this work.

N BN

SpuphELp-sY”

BREB:

BERNRLR

© B Hudnall Stamm, 2009. Professional Qualty of Life: Compessian Seusfoction amd Fetigue Version § (ProQOL).
Swvww b pdus/~bhstamm or www.progolorg. This test may be freely copled as long as () author Is credited, (9) no changes are
made, and {c) it is not soid.
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Appendix D: ProQoL-5 Score speet

WHAT IS MY SCORE AND WHAT DOES IT MEAN?

In this section, you will score your test so you understand the interpretation for you. Te find your score on each section,

total the questions listed on the left and then find your score in the table on the right of the section.

Compassion Satisfaction Scale

Copy your rating on each of these

questions on to this table and add & The sum So My And my
them up. Vwhen you have added then |2' - of my Score Compassion
up you can find your score on the I6: - Compassion Equals Satisfaction
table to the right. 8. Satisfaction level is
20 questions is
n 22 or less 43 or less Low
24
Between
27
. 33 and 41 Around 50 Average
Total: 42 or more 57 or more High
Burnout Scale
On the burnout scale you will need to *1.
take an extra step. Starred items are *4 The sum of So my And my
“reverse scored.” If you scored the 8 my Burnout SCOre Burnout
item 1, write 3 5 beside it. The reason 10. Questions is equals level is
we ask you to reverse the scores is #|5.
because scientifically the measure £]7. 22 or less 43 or less Low
works bett_er WhEI..‘ lthese questions 19 Between 13
are asked in a positive way though 71 nd 41 Around 50 Average
they can tell us more about their 26 al
negative form. For example, question *39 42 or more 57 or more High
L “lam happy” tells us more about —
You Change | theeffects Total:
Wrote to of helping
5 when you
2 4 are not
3 3 happy so
4 2 You reverse
5 I the score
Secondary Traumatic Stress Scale
Just like you did an Compassion 2.
ﬁﬂﬁxﬁm copy your fngunn e?ﬁ 5. The sum of | So My And my
e questions on to this tabls and a 7. m Score Seconda
them up. When you have added then up Y rr
9. Secondary Equals Traumatic
you can find your score on the table to T T st 1 1
the right. - raur_na ) ! ress leve
13 guestions is is
14.
73 22 or less 43 or less Low
5. Between 23
8 and 41 Around 50 Average
Total: .
42 ar more 57 ar more High

© B. Hudnall Stamm, 2003-2012. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). www.progol.org. This test

may be freely copied as long as (a) author is credited, (b} no changes are made. and (¢ it is not sold. Those interasted in using the test should wisit

www.progolorg to verify that the copy they are using is the most current version of the test.

3
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Chapter 2

Psychological
Debriefing

Written by: Sana Hamzeh, Psy.D.
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How did psychological debriefing first emerge?

During World War I1, Colonel Samuel L.A. Marshall (1900-1977) was an official Army
combat historian, and came to know many of the war's best-known Allied commanders.
He conducted hundreds of interviews of both enlisted men and officers regarding their
combat experiences, and was an early proponent of oral history techniques. Specifically,
Marshall favored the group interview, where he would gather surviving members of a
front line unit together and debrief them on their combat experiences of a day or two
before (Burdett, 2010). Inspired by Colonel Samuel Marshall’s innovative group
interview techniques, several models later evolved that are based on similar principles.

Psychological debriefing (PD), also known as the Critical Incident Stress Debriefing
(CISD) model, was originally defined by Jeffrey Mitchell (1983) as “either an individual
or group meeting between the rescue worker and the caring individual (facilitator) who is
able to help the person talk about his feelings and reactions to the critical incident” (p.
37). This intervention, which was developed in 1974, was tailored towards small
homogeneous groups of paramedics, firefighters and law enforcement personnel who had
witnessed traumatic events. Over time, CISD started being applied with groups outside of
the emergency services professions, such as with military service, airline, and railroad
personnel. Eventually, businesses, industries, churches, community groups, schools and
hospitals started integrating this model in their staff crisis support programs (Mitchell &
Everly, 1997).

A few years later, in 1989, an earthquake hit San Francisco. As a result, Red Cross
disaster personnel began providing services to those in need. Distress was an outcome of
working under these stressful conditions. Mitchell's CISD model was thereby modified to
fit the broad spectrum of needs and stresses experienced by the disaster relief personnel.
Accordingly, the Multiple Stressor Debriefing Model (MSDM) — created by Keith R.
Armstrong, William O'Callahan, and Charles R. Marmarwhich —was born. This model
was intended for use among emergency personnel who face multiple stressors over an
extended period of relief operations (Armstrong, O’Callahan, & Marmarwhich, 1991).

Building on the previous models of debriefing, Atle Dyregrov (1989) defined PD as: “A
group meeting arranged for the purpose of integrating profound personal experiences
both on the cognitive, emotional and group level, and thus preventing the development of
adverse reaction” (p.25). Thus, Dyregrov emphasized the importance of sharing facts,
thoughts, impressions and reactions in a group (Dyregrov, 1989).
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What is psychological debriefing?

Psychological Debriefing (PD) is not a therapy for Posttraumatic Stress Disorder (PTSD);
it is a common form of retrospective analysis of critical incidents that health and mental
health professionals may face in their work. Thus, rather than being a clinical
intervention for PTSD, it can only be considered as a form of psychoeducational
administrative framework (McNally, Bryant, & Ehlers, 2003).

This stress-reduction technique involves structured stages of group discussion, during
which professionals would check in with each other about the ways in which they are
impacted by the work, and can offer each other normalization, validation and coping
strategies. By supporting each other, they would unanimously bear the burden and move
towards finding solutions together.

As a preventive strategy that aims at reducing emotional reactions to stress, treatment of
one’s problems or concerns falls outside the scope of this intervention.

What are the aims of psychological debriefing?
Reduce stress in the team
Elevate the importance of taking care of oneself
Support the team
Take care of the team
Avoid exhaustion
Reflect on how productivity could be promoted

Tackle individual emotions and concerns

Who could benefit from psychological debriefing?

Psychological Debriefing is designed for individuals who have directly experiencing
trauma, or those who work with individuals who had experienced trauma. Specifically, it
is designed for:

e Humanitarian workers dealing with trauma or torture survivors
e Workers in places of detention

e Workers situated or located near areas of conflict or war

e Trauma or torture survivors

e Survivors of natural disasters

e Refugees
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Why is psychological debriefing important?

Caregivers working with trauma or torture survivors often experience great stress. This
stress stems from exposure to complex cases, work overload, intervening in abnormal
circumstances, and secondary trauma (also known as “vicarious trauma”).

As these sources of stress accumulate, and if no proper intervention is done, caregivers
may feel that whatever they do is not enough. They may start feeling blue, tired, angry
(towards interrogators, or even towards the survivor himself), ashamed, guilty and/or
lonely. The caregiver may even feel that he/she is in an unsafe place, and may develop
fears and lack of trust towards others.

Psychological Debriefing is one highly recommended strategy that helps relieve
subsequent stress. By highlighting the importance of talking and sharing one’s concerns
and feelings with others, PD can promote caregivers’ quality of work, increase their
efficiency and protect their mental health. As a result, work-related burnout may be
prevented.

How do negative feelings impact caregivers’ productivity or
professionalism?

Feelings that result from severe stress could have a detrimental impact on productivity
during a clinical session. For example:

e The caregiver may be too tired to stay focused.

e The caregiver may over-react to what the client had mentioned in session, often
feeling the immediate need to share the client’s story with someone else.

e The caregiver may divert attention to specific parts of the client’s story,
particularly if the caregiver is reminded of a similar situation from personal
experience.

e The caregiver may unknowingly say negative remarks (e.g. impatiently asking
“Who'’s next?” towards the end of the session could remind the client of his/her
torture experience).

e The caregiver may disparage the client’s concerns (e.g. telling the client “It could
be much worse than that” could make the client feel discredited and hurt).

e The caregiver may avoid asking the client questions that may be crucial to inquire
about (e.g. a caregiver who may have experienced rape may avoid asking the
client who had also experienced rape questions related to that).

e The caregiver may interrupt the client several times in session.

In addition to impacting the progress of the session, caregivers who are severely stressed
may exemplify the following after the session:
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e The caregiver may be unable to concentrate on anything other than what the client
had reported in session.

e The caregiver may lose interest in socializing with others, particularly individuals
from outside the workplace.

e The caregiver may feel a dire need to share the client’s stories with others.

e The caregiver may feel fatigued.

e The caregiver may feel unconfident.

e The caregiver may experience nightmares or intrusive memories.

e The caregiver may have unstable reactions.

Ultimately, if psychological prevention strategies (such as PD) are not applied in time,
the caregiver may reach the point of burnout.

In order to avoid, as much as possible, these deleterious consequences, it is important for
caregivers to seek a balance between the need to offer support and care to clients and the
need to be supported and cared for by others.

When and how often are psychological debriefing sessions conducted?

It is advisable to intervene as soon as possible after a highly stressful or traumatic event
has occurred. However, it is important to note that at least 48 hours should pass before
the PD session is scheduled. If the time lapse is less than 48 hours, individuals would
more likely face difficulties in expressing themselves adequately, which beats the
purpose of PD (i.e. to talk freely about what happened).

Depending on the nature of the incident, PD sessions can be conducted very regularly
(e.g. every day or once per week), or less regularly (e.g. once per month). If individuals
are experiencing a war, for instance, debriefing can be conducted as frequently as every
day. Conversely, if the reason behind these PD sessions is to discuss general stressors that
are occurring in the organization, these sessions can be scheduled on a monthly basis.

Where are psychological debriefing sessions conducted?

These sessions are conducted in a private, comfortable and quiet setting, where
confidentiality can be maintained and individuals could express themselves freely.
Therefore, neither would an office, nor a crowded restaurant or bar be suitable.
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What is the psychological debriefing seating arrangement like?

In order to accentuate individuals’ comfort, the debriefing space must not include a table
in between. The facilitator and co-facilitator should be able to observe participants’ body
language throughout the session.

Individuals should be seated in a circular shape in order to ensure that everyone can see
and hear each other as best as possible. Moreover, an individual’s back should not be
turned towards any of the other participants. In case anyone had to turn his/her back (due
to the limited space), the moderator could arrange the session in a way such that a chair to
“express” oneself is placed in front of the rest of the group.

The facilitator should be sitting in front of the group (in a way such that he/she can be
visible to everyone). The co-facilitator, on the other hand, should be seated amongst other
members of the group.

Last but not least, snacks and beverages should be accessible throughout the session and
tissues should be present in abundance (since participants may cry during the session).

What is the typical duration of a psychological debriefing session?

The duration of a session depends on the nature of the topic that is discussed, as well as
the intensity of the emotions that are experienced, throughout the session. Hence, a PD
session could extend from 1.5 to 3 hours, depending on the situation.

How many individuals can simultaneously participate in one session?

In addition to the facilitator and co-facilitator, a typical session would typically not
exceed 10 participants. With smaller groups, participants would naturally feel more
comfortable in expressing themselves. Similarly, they would feel more intimately
supported by their peers in the group.
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Psychological Debriefing Steps

1. Stating the facts

Facilitator introduces him/herself and asks the co-facilitator to present
him/herself.
In one sentence (which is prepared before the session), the facilitator states
the goal of the session.
Facilitator explains the rules of the session:

a) Listen to each other

b) Support each other

c) Do not interrupt

d) Put all phones on silent and out of reach

e) Do not judge

f) Do not ridicule or argue about what is said

g) Use “I” instead of “We”
Facilitator opens the door for each person to describe difficult events that
he/she has been passing through. This may be done by briefly talking
about physical and psychological symptoms that individuals may face as a
result of working under stressful conditions.

2. Emotions

Facilitator opens the door for individuals to express how they had felt
when these events happened.
Meanwhile, the co-facilitator would be writing down the emotions.

3. Normalization & Validation

4. Future

“I have also been feeling this way...”
“It is not easy what you had gone through...”

Provide hope.

Assign the date for the next debriefing session (i.e. a follow up session to
close the wounds that had been opened). This would usually be 1 month
after.
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Introduction

Caregivers in mental health services are exposed to stress that may threaten their
professional efficacy on a daily basis. Therapists working with traumatized clients are at
high risk of developing vicarious trauma, compassion fatigue, or secondary traumatic stress

due to their empathetic engagement in therapy (Sui & Padmanabhanunni, 2016).

Protecting the caregivers’ wellbeing has been a topic of importance to the American
Association of Counselors, who declared in its Code of Ethics Manual 2014 under section
C: "Counselors engage in self-care activities to maintain and promote their own emotional,
physical, mental, and spiritual well-being to best meet their professional responsibilities”
(p.8). Such high demand for care necessitates a myriad of considerations, including

evidence-based interventions for emotional wellbeing.

Strength-based interventions are considered to be effective in increasing positive emotions
and enhancing the sense of wellbeing. A study conducted by Gander and colleagues,
assessed the efficacy of nine strength-based positive interventions on well-being, on a
sample of 622 adults (follow up at 6 months). Results showed that eight out of nine
strength-based interventions were effective in increasing happiness and well-being
(Gander, Proyer, Ruch & Wyss, 2013). Moreover, Fredrickson (2004) proposed the
Broaden and Build Theory of positive emotions, describing the effect of positive emotions
on well-being. The theory argues that experiencing positive emotions broadens the person's
repertoire of thought and action, hence facilitating the enhancement of well-being (taken

from Gander et al., 2013).

However, the benefits of adopting the strength-based approach, exceeds its evidence-based
impact on mood and sense of well-being as it reflects deep respect towards caregivers’
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worth. According to Hammond and Zimmerman (2012), it is a philosophy with profound
constructive purpose, "a powerful and profound philosophy for practice that has the power
to transform and build the lives of those being cared for and those facilitating the care

process” (p.11).

Strength-Based Intervention Activity Overview

The strength-based activity helps each participant explore, assess and reflect upon his/her
strengths within a group of around five participants working together. The first step of the
strength exploration phase is facilitated by aiding participants in identifying strengths they
see within themselves and within their colleagues on a scale from 1 to 10. The next two
steps involve self-reflecting upon strengths and finding new ways of thinking in order to
make better use of resources available. The participant is invited to figure out how each
strength would help him/her function better and how s/he could help him/herself by using

each of these strengths.

Colleagues are encouraged to share their thoughts throughout this process. As a result,
participants are left with an enhanced mood and new positive ways of thinking about
themselves, as well as their peers. A meta- analysis of 51 positive interventions with 4266
individuals (Sin & Lyubomirsky, 2009) highlighted the significance of these interventions

in enhancing well-being and decreasing depressive symptoms.
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Activity Objectives

1) Increase happiness and sense of wellbeing within each participant.

2) Reinforce interpersonal relationships within the work context, thereby creating a
positive environment.

3) Help participants discover new areas of strengths.

4) Help participants further develop their resources.

5) Help participants practice finding strengths within their clients.

Activity Context

The activity is tailored to suit different contexts of caregivers. In the following vignette, an
example of a strength-based activity tailored to suit caregivers working with orphans is

outlined (duration of the session is 1.5 hours).

However, applying this exercise among psychologists and social workers requires
modifications with regard to timing, session duration and strengths discussed. Among
mental health professionals the exercise is held after a supervision session and lasts 50
minutes. The discourse and interventions for peer support among professionals in mental
health is more specific than that noticed among caregivers from other contexts. This is due

to their experience and knowledge in diagnosis and intervention.

It is important to note that, in special cases, this activity does not suffice as an intervention

aiming at increasing positivity and mood. For example, a caregiver who is experiencing
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grief may sense peer support, yet his/her mood may not improve and, therefore, should

seek therapy.

Recommendations

The frequency of applying this exercise depends on each group’s needs. For instance, in a
supervision session — where tough cases are discussed and specialists feel helpless and
down — the “right” time would be either just after this session or as soon as specialists can

meet.

This activity is recommended for specialists, social workers and caregivers (whether in

orphanages or nursing homes).
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1)

2)

3)

4)

5)

6)

7)

Activity Steps

Introduction

e Discuss the importance of knowing one's strengths.

e Ask participants which qualities they think represent strengths.
Ask one participant to reflect and decide on three strengths.
Ask the participants to pinpoint other strengths they find within themselves
and support their opinion with examples.
Example: "l like Adam’s cooperation. Whenever I am sick and I need help, Adam
cooperates with me to finish my tasks."
Ask the participant to rate his/her strengths on a scale from 1 to 10 in work
and personal relationships.
Example: "Adam is a kind person, he assesses himself to be kinder in personal
contexts (rating 8/10) than in work contexts (rating 5 out of 10)".
Help the participant reflect on two main ideas.

1. How would this strength increase his/her functioning?
2. What would support him/her?

"How would being more enthusiastic impact your career?
"What could help you be more enthusiastic"?
Allow participants to give their colleague suggestions on how to develop
his/her strengths, with a focus on the long-term and short-term rewards of
practicing that strength.

Repeat the process with each participant.
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8) Ask participants for their feedback.

Testimonials

e Caregivers at Restart Center expressed gratitude towards the activity. One of the
therapists’ feedback was: “After a tough day, this exercise gave me energy. It is
quite amazing how my colleagues noticed my strengths with such high accuracy. "

e Caregivers at FISTA, an institution caring for children with special needs,
expressed their satisfaction through the following: "In this tough world, where
everyone around is seeking to weaken one other, I find this activity to be a great
opportunity to see others from a different angle. I feel much more confident. "

e Caregivers in an orphanage expressed the following:

"l feel more confident, more empowered and more motivated."

"1 am happy and grateful for my colleagues for all the words they said about me."
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Introduction

The body is the source of feelings, thoughts, emotions, actions, symbols, images and
sensations (Chan, Ying Ho, & Chow, 2002). It is the entity through which emotional,
cognitive, energizing and spiritual aspects of the self are integrated (Payne, Levine, &
Crane-Godreau, 2015). It is a doorway into present experience and an expression to various
experiences including happy, traumatic, or distressful events (Blaauwendraat, Berg, &
Gyllensten, 2017). The body carries the vestiges of the past through posture, tissue tension,
holding patterns and movement tags (Blaauwendraat et al., 2017). Working with these
physical manifestations in the present time provides access to the effects of trauma and
developmental wounds. Body-based approaches for self-care involve enhancing awareness
about how the body is affected by trauma work. In addition, these approaches consider how
bodily pain and tension can be relieved. When the participant is more present and aware of
his/her body expression and body state, s/he will be able to relax, control his/her emotions,
behaviors and thoughts, and ultimately become more present and efficient in helping

his/her clients overcome their traumas.

Somatic-based techniques are focused on the body. They can be implemented individually,

in pairs, or in groups. These exercises rely on different somatic elements, including:

1- Breathing
2- Muscle tone

3- Posture

The facilitator may use different types of exercises involving the three dimensions of the

body and creative group activities — depending on the expertise of the facilitator and the
group.

I will share with you some of the exercises that I have experienced with Restart Center’s
team during a one-week self-care training conducted by the Center for Victims of Torture
(CVT).
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Exercise 1: YIELD exercise

Obijective:

This exercise helps caregivers experience the present moment and get connected to their
bodies through rhythmic breathing patterns.

Steps:

First, caregivers would pay attention to their own breathing and seating posture, while
simultaneously focusing on their bodily sensations, as well as their inner presence.
Afterwards, caregivers would start breathing according to their own rhythm, while paying

attention to their breathing movements.

Frequency:

After repeating this exercise over and over, caregivers would re-evaluate their baseline to
assess any differences. It is advised to do this activity every day and, if possible, many
times during the day. Caregivers can do it between therapeutic sessions to reconnect to
their body and the present moment. This would help them get ready (physically and
mentally) for their next session with a client. Practicing this exercise as much as possible
can yield long-term benefits (Note: Similar to practicing regular physical exercise on a
daily basis to get fit, results may not be observed on the short-term but will surely appear
and affect caregivers positively on the long-term).

Exercise 2: GROUNDING exercise

Objective:

Feeling grounded refers to being present and focused on the “now”. This helps caregivers
in being mindful and thereby reducing anxiety related to the future and uncontrollable

situations.
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Steps:

This exercise is done in a standing position; it helps caregivers feel that they are grounded

by pushing their feet down, inhaling and exhaling, and getting connected to the ground.

Exercise 3: Relaxation breathing or self-compassion practice

Objective:

Breathing exercises are essential to increase self-awareness, to relax, to attend to others
and to ourselves, and to control our body and emotions. These exercises also help in
reducing sleep problems.

Steps:

Caregivers are invited to pay attention to their baseline breathing as they sit in a
comfortable position. They would start breathing by using different metaphors, including
the butterfly metaphor (during inhale). Subsequently, they would exhale as they let go off
the thoughts and emotions that they had experienced during this exercise. They would then
repeat this exercise over and over and, in the end, they would re-evaluate their baseline.

This exercise can be repeated with a partner; it helps increase awareness of changes in
breathing patterns, while adjusting to the partner’s rhythm. This exercise, in turn, could

increase empathy and compassion.

After getting used to breathing-based exercises, we may add and develop techniques by
focusing on the three dimensions of breath: widening breath, lengthening breath and deep
breath.

Exercise 4: Body map activity for self-care

Obijective:

Our body acts as a connection with the environment; it is the boundary through which we

feel and communicate with others. This activity helps develop self body awareness and
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restore self body image. Hence, it affects our body perception, recognition and
representation and on the long term enhances our communication with the environment

and relation to self and others.

Steps:

This activity uses a map of the body drawn on a piece of paper. Caregivers would take a
few minutes to pay attention to their own bodies and areas of tension or pain. They would
then mark each tension/pain area on the map. Then, participants would practice activities

cited previously and would take the body map and re-evaluate their baselines.

Some group activities could be both beneficial and fun; they include: stretching exercises
and group resource activities. Through these activities, caregivers can focus on places they
love, as well as challenging, traumatic, or successful moments in their lives. This is done
in a context of relaxation exercises and body-focused approaches. This exercise is
completed by a shared drawing or a group discussion, whereby each person shares his/her
emotions. Some exercises can be done with eyes opened or closed depending on the

caregivers’ ability to feel safe.

Somatic-based approaches combine the body and the mind; they are applicable with the

therapeutic team and can be developed to help clients too.

The activities outlined above are a very brief sample of somatic-based techniques used in
self-care. A combination of body-based movement exercises and other approaches in self-
care may be the best way to help the clinical team provide best quality treatment for their

clients.
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Introduction

Professionals delivering physical and emotional care for tortured, deceased and bereaving
clients may be highly educated, well trained and wholeheartedly committed to assisting
their clients in the healing journey. Yet, amidst this commitment, if no self-care plan is
thoroughly considered, the competency and performance of these clinicians may be
jeopardized (Rando, 1984). The importance of self-care is accurately captured by a famous
American novelist, Eleanor Brown, who mentioned: “Self-care isn’t selfish (it is a gift to

all concerned). You can’t serve from an empty vessel”.

Working in a humanitarian dimension and supporting the healing process of an individual
often requires the full physical and emotional presence of the clinician. By the nature of
their work, professionals are exposed to excessive amounts of traumatic and death-related
stories on a day-to-day basis. Moreover, some clients may eventually pass away during
therapy, which could leave a mark that has a lasting effect on the clinician. Consequently,
the professional’s mental health, identity, beliefs and world view may be disrupted by what

s/he is experiencing with these clients (McCann & Pearlman, 1990).

This cognitive distortion may be strong enough to affect not only the mental health of the
professional but also the therapeutic relationship needed to help the client. For example, if
the clinician’s own beliefs of the “good” in the world get distorted after listening to several
traumatic incidents of clients, s/he will no longer be able to bring hope; instead the
therapeutic relationship will be inundated by despair and emotional avoidance (Pearlman
& Saakvitne, 1995).

According to Rando (1984), clients who share their own stories of tragedies and death can
activate many unresolved conflicts and anxieties for the clinicians who are emotionally
invested in these stories. For example, a clinician working with victims of torture may start
having similar feelings of anger, denial and sadness after listening and visualizing

descriptions of tragedies from his/her clients. Moreover, the clinician may experience the
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client’s trauma as if s/he lived it truly, especially if s/he has built a mutual bond with the
client over a long period of time. McCann and Pearlman (1990) claim that some clinicians
may have graphic visual flashbacks related to their clients’ description of a torture incident
in session. In addition, the clinician may become agitated throughout the session. For
example, loud sounds from neighbors may provoke images and thoughts related to the
traumatic stories shared by the client. Furthermore, when overwhelmed with an excessive
amount of traumatic cases, the caregiver may start experiencing symptoms of burnout such
as physical exhaustion, headaches and decreased overall job satisfaction (Cunningham,
1999).

The grief, mourning, or death of clients may provoke certain fears related to the caregiver’s
own losses, potential feared losses and existential anxieties related to his/her own personal
death awareness. The loss of a client requires a natural grief response from the professional
which — if not dealt with appropriately — could trigger many psychological symptoms, such
as: sleep-related problems, feelings of helplessness, headaches, appetite problems and
other stress-related concerns. Failure to notice, understand and deal with these thoughts,
emotions and memories will trigger malignant symptoms for the caregiver similar to any
other previously unresolved grief, which may affect his/her daily functioning and
psychological health. Unfortunately, the widespread social and professional expectations
— that it is inadequate to mourn the loss of a client and that a caregiver is a “superhero”,
always ready to support and deliver — makes it difficult for those individuals to admit that
they need help without feeling guilt and shame. As a result, a lot of caregivers often sink
into exhaustion, alone, without noticing the physical and emotional outcomes of these

maladaptive thoughts and feelings.

The caregiver’s emotions, fears and expectations — on the personal and professional levels
—may inevitably affect client care. Ideally, workplaces must provide self-care services such
as debriefing or support groups, to assist the individuals in working through their grief
process. Nonetheless, the lack of availability of such groups highlights the importance of

having a self-reflective exercise (described below) that allows individuals to better
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understand their fears and anxieties, as well as to understand their own internal and external
conflicts and to master skills and strategies in order to deal with stressors and death

appropriately.

A common way in which people may deal with unpleasant feelings is through avoidance.
This is often unhelpful and may even harm the individual if s/he is not aware of these

feelings and, thus, does not work through them.

The following exercises were designed to help express some of the thoughts and feelings
related to stories of death or torture learned about from clients, which may impact the
clinician involved. As a result, they may help clinicians gain insight about the feelings

elicited. Nonetheless, these exercises should not be used as therapeutic interventions.

Generally speaking, the self-reflective exercises outlined below can be done without a
facilitator. However, implementing them in a group can be of great value too. The
facilitator can create a safe space where these questions or exercises can be done while
participants engage in discussions and share their thoughts and emotions (if they are ready

to do so). The facilitator could be creative in how s/he can address these exercises.

Note: Please make sure to do these exercises step-by-step, in the order listed below. Enjoy

the journey of self-reflection!
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Self-Care Exercise to Help Express Feelings and Thoughts Related to a Traumatic

Experience

Zamore (2008)

e Give caregivers the space to mourn the loss of their clients.

e Allow a safe space and environment for healthy mourning and self-reflection.

e Introduce strategies to reflect thoughts and feelings about personal expectations.
e Encourage caregivers to identify and verbalize personal feelings.

e Normalize the different feelings and symptoms that one may have after a loss.

o Learn to request help without any feelings of guilt.

Exercise 1: Statements to Repeat To Yourself

Before you begin to answer the questions and fill in the spaces in the following sheet, make
sure to repeat the following normalizing statements to yourself (the more you repeat each

statement, the better):
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Statement 1: “I am not alone in feeling these grief symptoms™.

Statement 2: “I am not the only one who has felt helpless while working with victims
of torture and bereaving clients.”

Statement 3: “I am a human being and I can feel all kinds of feelings. And it’s OKAY!”

If a facilitator is involved...

The facilitator could ask the participants to share their thoughts about the above statements
and discuss if they agree, or they had felt this way before. The more participants share their
thoughts and feelings, the more the facilitator could help normalize these feelings.
However, no participant should be forced to share any thoughts and feelings, except if ready
to do so.

The facilitator must focus on normalizing caregivers’ feelings after difficult circumstances,
such as losing a client.

As an assignment, the facilitator can ask each participant to repeat the above statements
individually whenever s/he feels ashamed or confused, or whenever s/he develops related
unhelpful thoughts. The facilitator could choose to write these statements on small cards
and share them with the group to read on their own, before each session.

Exercise 2: Quote vs. Analogy - Analogy to encourage yourself to work through grief

Goals:

e Allow caregivers to comprehend the concept of “time heals”.
e Allow caregivers to realize that they have an active role to play to reduce the impact
of the traumatic event that s/he had endured.

e Help caregivers in the post-trauma healing process.

Page 47 of 73



Quote: “Time heals everything”

e How many times have you heard this claim?

e Do you agree/disagree? Why?

Analogy:

e “If you have a bleeding wound on your arm and you leave it to heal with time, what
would happen?” (Answer: It will get infected and cause you more pain).

e “However, if you properly clean it and properly address it, what would happen?”
(Answer: With time it will heal).

How can you relate the quote and analogy to your work with grief processing? What did

you learn?

If a facilitator is involved...

The facilitator could ask participants to share stories of when they actively tried to heal
their (physical or emotional) wounds and did not just wait for things to heal on their own.
Examples may include: “I had a fever and took medications, so I felt better”, “I said
something hurtful to my friend, so I made sure to apologize after”, and so forth.

After participants share their stories, the facilitator could step-by-step, ask questions to
enable them to unanimously reach the following conclusion: A person must do his own self-
care and actively search for ways to heal one’s self (rather than passively wait for things
to get better).
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Exercise 3: Professional Self-Reflections

Goal:

To allow caregivers to understand and process their feelings after a loss.

Questions that caregivers can ask themselves:

1.

What are the expectations you put on yourself when taking care of a dying client or
a bereaved individual?

What are the expectations you put on yourself when taking care of a victim of
torture or trauma?

When caring for an individual who has been tortured, or is dying or bereaving, what
are the three most difficult challenges in your profession?

How do you cope with these challenges?

What activities do you do to support yourself after being exposed to stories of death
and torture?

What warning signs are displayed when you are emotionally affected?

What are the changes you need to make, to be more effective in avoiding excessive
stress?

Note: If you believe that you are setting expectations that may be too high or unrealistic at

work, then you should ask yourself further questions in order to understand why.

If a facilitator is involved...

This exercise can be done in pairs or small groups through which caregivers can share and
discuss their answers and realizations throughout this activity. Participants can discuss new
things that they may have discovered about themselves, differences between them and other
participants and future plans.
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Exercise 4: Feel the Feelings

Identify a client that was painful for you to lose, or a loss that was difficult for you to
experience. While thinking about this client, complete the following sentences:

e  “Right now, I feel

Examples: (happy, sad, frustrated, angry, guilt, shame, embarrassed, etc.)

o Other feelings: “I also feel & & &

(Recognizing many different emotions at the same time may be empowering.)

Remind yourself that mourning the death of a client can elicit many emotions at once.

Recognizing many different emotions at the same time adds to the richness of our lives and
can be empowering.

If a facilitator is involved...

This exercise can be initiated through a breathing or guided imagery exercise, which could

allow participants to relax and connect with their feelings. Eventually, this would open the

room and space for participants to talk about their feelings and remember the client(s) whom
they have lost.

Exercise 5: Controllable vs. Uncontrollable

Remind yourself that in your life, there are things that are within your control and things
that are not.

1. What are some aspects related to this client that you cannot control? (It is important
to accept that some things are just out of your control).
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2. What are other aspects that you have the courage to change after knowing this
client? (We all have the ability to control our own responses and reactions but not
necessarily know how yet).

If a facilitator is involved...

This exercise can be introduced creatively, such as by drawing two circles and asking

participants to write down the things that they can control in one circle and the things that they
cannot control in the other circle.

Exercise 6: Tell yourself that we all have a fear of the unknown. Complete the following
sentences:

o “My fearis

e  “Because of this fear, I am avoiding

e Steps that | could take to work through this fear:

If a facilitator is involved...

This exercise can be implemented in a group. For example, the facilitator can ask the
participants to write down their fear on a piece of paper (without writing their name on it).
Then, each participant can take a random paper and read the fear written on it. Accordingly,
s/he would suggest ways out loud that might help in working through this fear.

Exercise 7: Guilt Feelings

Tell yourself: “We all experience feelings of guilt when we lose someone. As caregivers,
we can find ourselves frustrated when faced with situations in which there is nothing we

can do to relieve the client of his/her suffering .
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Complete the following: When thinking about that case, what can | do to:

a) Manage my guilt?
b) Forgive myself?
c) Let the guilt subside?

If a facilitator is involved...

This exercise can be implemented in two groups, whereby each group would discuss the
answers to the above questions. After discussing within the groups, each group would share
its answers to the entire team. With more options to choose from, the repertoire that each
participant would take home would be richer and helpful.

Exercise 8: Journaling

Tell yourself: “It is very important to go through my feelings, thoughts and memories.

Below is a description of the person whom I lost”’:

Note: Take 15 - 30 minutes, sit somewhere with no distractions and consider the following

in your description:

Circumstances of the loss

Most difficult part

Moments you shared together

How were things one week before, the day of and the day after (the loss?)
Memories you want to savor

The day you met

Feelings about him/ her

Something you wish for

Something you hadn’t expected

AN NI N N N N NN NN

Something you are sad or angry about, or something you are grateful for
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If a facilitator is involved...

S/he can ask the participant to elaborate on the above points. Other participants would be
listening and relating to the speaker, and would later be sharing their own stories to support
the participant talking.

Exercise 9: Finding a Ritual

Remind yourself that honoring the deceased person can help you feel more connected and
finding rituals can be helpful in your healing process.
What activities are you doing to remember the deceased person in a concrete way? (Rituals

are not necessarily religious)

Keep a journal

Visit the grave

Plant a tree

Give clothes for charity

Say a prayer

AN N N N NN

What are other things you can think of?

If a facilitator is involved...
This exercise can be implemented in a group, whereby participants would talk about the

activities that had done in the past week to help in the healing process of their loss. Or, if
applicable, some participants may choose to implement some of these activities with the group.
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Exercise 10: Nurture yourself
List the things you are actually doing to take care of yourself after the loss:

1) Physical care (body)

2) Intellectual care (mind)

3) Emotional care (psychological)

4) Social care (relationships)

5) Spiritual care (specific for each person)

How can you nurture yourself to avoid excessive stress?

Choose an activity (that you are not currently doing) for this week, reflect on the benefit(s)

of it and see if it benefits more than one kind of self-care domain.
Note: It is important to take care of the self in all five domains mentioned above.

Count five blessings you are grateful for in your life:

4.
S.

Affirmations are healing, positive statements you say to yourself:

1. 1 am taking care of myself.
2. | am hopeful.
3. 1 am a special person.

Assignment: Choose a time to repeat those sentences to yourself at least 3 times per week,

or when you feel any unhelpful emotions.
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Introduction

While | believe self-care is vital in all aspects of life, the importance and impact of self-
care in the Social Services sector seems to be unparalleled when compared to other sectors
of our workforce. The inherent nature of the job brings social workers, psychologists,
psychiatrists, psychiatric nurses, and the myriad of other professionals involved in social
services into repeated contact with beneficiaries with a variety of presenting problems.
These problems, in turn, could create significant distress or impairment in their daily lives,
thereby affecting not only the beneficiaries themselves, but also their families and partners,
as well as employees, employers, and relatives or neighbors. Distress and impairment
could, in turn, lead to compassion fatigue or vicarious traumatization.

The American Counseling Association attributes the onset of vicarious trauma to care
providers being “witnesses to the pain, fear, and terror that trauma survivors have
endured” (American Counseling Association, 2011, p. 10). | believe that no care provider
is more at risk of developing vicarious trauma than those working in social services. They
are almost constantly exposed to the trauma narrative of their beneficiaries, experiencing
first-hand, the level of destruction and dysfunction that their trauma has brought into their
lives, and into the lives of the people connected to said beneficiaries. Paired with the
prerequisite compassionate, “empathetic ear” that people in social services possess in
their interactions/interventions with their beneficiaries, the effect of “witnessing” that
pain is exponentially greater. This, in turn, can be a contributing factor to compassion
fatigue or vicarious traumatization.

Peer-Supported Self-Care Activities

Previous chapters of this manual have detailed Debriefing and their role in staff-care,
highlighting the importance of caregivers in participating in these activities as a means for
Self-Care. The present heading will discuss some other Staff-Care activities, specifically
activities that are peer-supported, and their potential or expected outcomes.
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Expression Session

The Expression Session is an activity typically conducted outside the work-environment,
and moderated by a counselor or psychologist.

Step 1: Each participating staff-member writes his/her name, and the best feeling he/she
has while at work (on one side of a paper). On the other side, each member writes the worst
feeling they s/he has while at work.

Step 2: The group sits in a sharing circle, and the classic group-session/sharing rules are
iterated (non-judgment, confidentiality, taking turns to talk, etc.)

Step 3: The moderator then picks a paper at random and hands it to the caregiver whose
name is on the paper. When the caregiver expresses the best feeling that s/he has while at
work with sufficient detail — with the help and guiding questions of the moderator as
needed, and in no specific turn order, each person is given the opportunity to reflect on the
feeling itself out loud.

Step 4: The moderator assists in explaining and expanding on the expressed feeling.

Step 5: The moderator asks: “How much does each person here believe that s/he
contributes to this feeling?”” and “What can you do to help your colleague feel less of this
in the future?”

Outcomes: This process helps the person expressing his/her feelings feel understood,
accepted, and, more importantly, feel cared for by his/her peers. This, in turn, helps
strengthen group cohesiveness. Moreover, it gives the group an opportunity to exercise
altruism — a fundamental drive to the human condition that allows individuals to recognize
that they have something of value to offer their peers. Ultimately, this could help enhance
levels of self-esteem and self-efficacy in each individual.

The active self-care element in this exercise is “Safe Authenticity”: Each person has the
opportunity to face his/her worst feelings, while offsetting them with the best feeling s/he
has while at work. This effectively establishes an inherent equilibrium between
vulnerability and reassurance which, in turn, serves as the catalyzing factor that allows
each person to vocalize his/her deepest, most painful feelings.
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Self-Care Wheel

The Self-Care Wheel is a Self-Care tool that helps people schedule or organize self-care
directed activities. It is divided into six sections (Psychological, Emotional, Spiritual,
Personal, Professional, Physical), with each of these sections representing a significant
aspect of life. Its purpose is to help people find a balance when scheduling self-care
activities, with a specific emphasis on not ignoring any one of those significant aspects of
life.

Step 1: Each person is given a blank copy of the wheel (Appendix A) and is asked to fill
out a schedule for their own selves for the coming weeks, months or maybe a year.

Step 2: The participants are encouraged to include for each category, at least one thing they
can do every day, at least one thing they can do every week, and at least one thing they can
do every month.

Step 3: Each person shares his/her Self-Care plan with his/her colleagues, starting with the
daily activities, moving to the weekly goals/activities, and so on (Appendix B).

Outcomes: Usually, some trends will emerge — common elements in the peers’ Self-Care
Wheel which, when possible, I encourage people to “join forces” and do together.

Self-Care through Artistic Expression

The self-care through artistic expression is yet another peer-group activity, which consists
of four steps/stages.

Step 1: Each participating member is asked to draw his/her own desk on a blank sheet of
paper, in black and white, or in colors.

Step 2: The group is told not to put too much stress on the artistic aspect of things, and to
just draw their own office as they see it while seated at their desk. When done, each person
takes turns to “show and tell.” They show and explain their drawings, tell stories or make
remarks about the different details included into their drawings.

Step 3: Each member is asked to take some time to think about what his/her spirit-self
would be: an animal or an object.

Step 4: Then, s/he is asked to draw that spirit-self on another blank sheet of paper, but this
time making sure to use colors. Once again, at the conclusion of this section, each person
is asked to talk about his/her spirit-self, explaining why s/he chose it, and what it means to
him/her.
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Step 5: The final activity is to re-draw one’s own desk; this time seen through the eyes of
his/her spirit-self. In a way, a juxtaposition of the first and second drawings, and s/he
quickly shares his/her vision with peers.

Step 6: Finally, each person is asked to dedicate some time in the following few days to
acquire and decorate his/her desk to reflect his/her spirit-selves. This serves to remind
him/her that s/he is not just a cog in a machine, but a unique individual with a special
internal world that s/he can now share with his/her peers. It will also help each person feel
more comfortable at work for having personalized his/her desks with elements that reflect
their inner-selves — without reservations or shying-away, since s/he already shared them
with his/her peers, and since the activity is common to all, s/he would not feel odd for
having done so.

Outcomes: This activity helps each caregiver externalize a part of his/her internal world,
could help the caregiver’s peers get closer and possibly view one another in a new light. It
helps each caregiver feel a bit more at ease while at work, reminding him/her of his/her
drives and desires. Furthermore, caregivers could feel comforted by the idea of “I am me,
| am not my job”, which seems to a common element for most people working in Social
Services, especially in fast-paced work environments with little to no down-time.

Existential factors such as questions of “Who am 1?7 and “What is my function?” are often
at the center of this activity, which is also the active self-care element in this exercise. It
helps caregivers individuate themselves from their peers, while at the same time
strengthening the bonds within the workgroup. It helps caregivers appreciate one another
as unique individuals and feel acknowledged and appreciated in the same manner by their
peers. It also helps foster the feeling of identity and purpose that each person attributes to
him/herself and his/her job.
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Appendix A: Blank Self-Care Wheel
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Appendix B: Example of Completed Self-Care Wheel
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This Self-Care Wheel was inspired by and adapted from “Self-Care Assessment Worksheet”
from Transforming the Pain: A Workbook on Vicarious Traumatization by Saakvitne, Peariman & Staff
of TSI/CAAP (Norton, 1996). Created by Olga Phoenix Project: Healing for Social Change (2013).
Dedicated to all trauma professionals worldwide.

www.OlgaPhoenix.com
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THE TRAFFIC LIGHT

Aim

The aim of using the check-in “traffic light” is to assess how your feelings are on a
particular day in terms of overall wellbeing and psychological distress. The technique
will also help you gain awareness of how particular exercises can help you feel
differently.

Context
We often forget to pause for a minute and reflect on “how we are doing”, especially when
we are feeling stressed and have not seen or felt the yellow light (or the warning sign).

However, if we practice, we might be able to identify the yellow light. Accordingly, we
would be able to discern when it is time to do “more” or “less” of something, or even
change an activity.

Using the “traffic light” tool

Take a moment to yourself and reflect on how you are feeling. Is your level of stress:

v Green (i.e. you are feeling okay and not stressed)
v (i.e. you are feeling some stress)
v" Red (i.e. you are feeling overwhelmed)

These cues can be used to self-monitor/check-in on how you are feeling in general, or
how you are feeling regarding specific challenges (such as feeling distressed and
overwhelmed, not being able to sleep, feeling pain, feeling fatigued and unable to
complete your daily tasks, etc.)

You can use this tool at any given point of time (i.e. during the day or at night).

e

Red: | do not feel in control of my stress.

Yellow: I am starting to feel a loss of control of my stress.

Green: | am fine and feel in control of my stress.

Here are some exercises that can help lower your arousal, calm down the
nervous system, center you, and reconnect you with your body and
surroundings.
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These exercises and metaphors can help you return to the green light, or prevent you from
reaching the red light. You can practice them anywhere and anytime.

Therefore, it is important to practice the following basic skills when your stress isn’t at its
highest, and to maintain a consistent practice in order to make these skills more automatic
and effective. Practicing during “down times”, or when your body is not at a high level of
stress, helps make the techniques routine, and will have a greater effect on decreasing the
anxiety reaction when you actually need it.

BREATHING AND GROUNDING EXERCISE

1. Try to place your feet solid on the floor and hands relaxed on your thighs. Sit up
straight without tensing up. Place your head on top of your spine and centered.

Note: You can close your eyes if you cannot keep them open but try rest your eyes
gently on a fixed spot in the room.

2. Now turn your back in a rotation movement looking over your right and then over
your left shoulder a few times to each side and stop. Turn your head from left to right
gently a few times to each side and stop.

3. Now shift your attention to your breath. Breathe without changing its
pattern.....imagine your tension being breathed out.......... and now, imagine that every
time you inhale, you are breathing in peace, a little at a time all the way to your belly
... breathe out tension ..... breathe in peace.....gently breathing.....feeling peace
flowing through your body.....always keeping your breathing natural.....

4. Now take a deeper breath in through your nose all the way to your belly, hold the air
counting to 5, and breathe out by blowing the air out naturally. Do this 5 times
....... now return to your natural breathing again, ......breathing out tension ......and
breathing in peace.
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BASIC BODY AWARENESS THERAPY

Stand with free, unlocked knees, letting your arms hang along your side (Refer to image
below). Make contact with the ground and the axis from your feet to the top of your head.
Let your breathing come and go as naturally as possible during the movement.

You are now ready to explore three movement sequences:

1. Sink down along the axis (by bending your hips, knees and ankles) and then move up
again to a standing position. Repeat this move ten more times in a continuous motion,
gently, with rhythmic flow.

2. Rise up along the axis (by lifting the heels a few centimeters from the floor) and sink
back to standing. Repeat about ten times in a continuous motion

3. Do the two movements together (1 and 2) sinking and lifting along the axis in a
continuous motion, while seeking a rhythmic flow. Repeat about ten times. Continue
without interruption in this rise-sink motion until it gradually assumes an elastic,
rhythmic and light feel.

4. After the movement, stand for a little and stay in contact with yourself. How was this
for you? Be free to reflect over what you noticed.

Arm swing
1. Swing your arms and simultaneously while bending your knees slightly. &7,-
2. Keep your knees slightly bent the whole time. &:4\(\\
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Contact with the surface — lying down

1. Lie on your back on a blanket, a mat, or directly on the floor. J’j)
-------- & 5
Note for beginners: You can insert a small cushion under g i) ""/____,J-"‘
your knees, behind your back and/ or neck. \vlf_/"

2. Take contact with the whole of you from feet to the top of your head, and seek to give
in to gravity and let the floor receive you. Close your eyes (if this feels natural).

3. Let your elbows rest on the floor.

4. Rest your fingers on the soft part of the soft area between your navel and breast bone —
an area also called the “body’s movement center”. Take contact with your fingertips. Can
you notice a movement under your fingers?

5. Let your breathing come freely without any intervention or disturbing it in any way.
Stay like this for 5-10 minutes without judging if anything is right or wrong.

Symmetrical stretch

e ——

1. Glide the arms along the floor, out and above your e
head.

2. Gather your legs along your axis (midline). Take
contact with the axis, and imagine it as an elastic rubber band from toes to fingertips.
Seek to lengthen the rubber band (without over-stretching), as a whole from center to
periphery, as softly and comfortably as possible.

3. When you have lengthened, let go the tension. Repeat the sequence of tension-let go
about 10 times, in a comfortable rhythm: looong — let go, looong — let go.

4. Bring your arms back down. After the movement; lie for a little with fingers resting
on the centre, in contact with yourself. How was this for you? Be free to reflect over
what you noticed.

e L~—~~>- —ﬁ\ﬁ

CLOUDS IN THE SKY

You can read the below script several times to memorize it, or let someone read it to you
or record it and listen to it. You can practice it when you are stuck in your thoughts and
have trouble sleeping.

Script:

Now we will practice a mindfulness exercise using some visualization to help watch what
happens with our thoughts and for better sleep.

Start by taking a few deep breaths. Watching the flow of your breath as you breathe in
and out.......... In and out..... And notice the feeling of your body in the chair. Notice
exactly the position your body is in. If you notice any sensations of tension, see if you
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can imagine your breath as it flows in and swirls around in those areas of tension. Now,
breathe it out.

And now that you are grounded and centered here in the moment, let’s see if we can
practice becoming mindful of the range of thoughts that might go through your mind at
any given time.

I would like you to try to imagine that you are looking up into the sky and it’s a bright
blue sky.

You might feel the sensation of the air, maybe a light breeze passing by, and you can feel
that air move across your skin.

And as you look up into that bright blue sky, you start to notice that there are large white
puffy clouds that move from one side of the sky to the other... One after another, there is
a large white cloud and it appears in one edge of your vision, moves across the sky and
then out of your sight. And after one cloud makes its movement across the sky, another
cloud comes and does the same. And they keep coming one after another, moving across
the sky.....

So ' would like you to watch that sequence of events for a moment and, as you see the
clouds moving across, | would like you to become aware of the thoughts that might be
going through your mind.

Just go ahead and take whatever the first thought is that comes to your mind and see if
you can take that thought and place it on one of the clouds and just let the cloud flow
by..... And then do the same thing with the second thought that comes to your mind... It
doesn’t have to be thoughts, it could be sensations or feelings that you are having, just
whatever the next thing is that you experience.....Take it and place it on a cloud and let it
flow by.

You might choose to represent those thoughts or experiences as one word that you put on
the cloud or it might be an image or some other way of representing whatever it is that
you are experiencing. There is no right or wrong to do it.

Simply practice noticing whatever is there for you, in turn placing each one on a cloud
and let it move past..............

The form of the practice isn’t what’s important; it’s the process, so if you find yourself
becoming distracted or thinking that you can’t do this, then, as soon as you notice that
thought, go ahead and take that thought and place it on a cloud. Watch it go by and return
to the process.

You might even have to do that over and over again. And that’s OK. There is no end
point.

It is just an opportunity to practice being mindful of your thoughts and to detach from
them rather than becoming hooked on them or buying into them.
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Take a moment to continue to practice..............

Go ahead and notice one last thought or experience. Place it on the cloud and let the
cloud trail by while you bring your awareness back here to this moment.

Notice any sensation in your body. Notice the sensation of breathing, take two more deep
breaths and, whenever you are ready, you can open your eyes.

Mindfulness exercise: Be Where You Are

After you’ve read through the following script a few times, close your eyes, and follow
the instructions given. If you are comfortable with this, have someone close to you read
the script aloud while you do the exercise. You can also record these instructions and
play it back to yourself while you practice. Remember not to panic if you become
distracted while doing this exercise. Just bring yourself back to the present moment and
continue to follow the script.

Note: You can abandon the script once you have the basic principles of the exercise
memorized.

Script:

Find a comfortable position. You can be seated in a chair or you can lie down on the floor
or on your bed.

Close your eyes and take a few deep breaths. Relax. Don’t let yourself drift off to sleep,
but allow your body to rest.

Now slowly bring your awareness to the tips of your fingers. Feel your fingers. Rub your
fingertips together. How do they feel? Can you feel the small indentations on your
fingertips that are your fingerprints? Take your time and try to feel them. What are they
like? Are your fingertips rough from lots of work or are they smooth and silky?

How does it feel to rub them together? Notice the feelings and then move on.

Now rest your fingers where they were before. What are they touching? Are they resting
on the blanket? On your bed? Or, are they resting on the arm of your chair? What does
that feel like?

Is it soft or hard? Does it have any other distinguishing features? Is the blanket furry with
cotton? Does the armrest have any markings, or is it smooth?

Take the time to completely absorb the way these objects feel to your fingertips.

Now bring your attention to your hands and arms.
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What do they feel like? Perhaps they are relaxed and heavy. Perhaps they are still tense
from a long day’s work. Either way is okay. There is no need to judge, simply observe
the feelings in your arms and hands. Are there any aches or pains? Take note of these, but
do not fixate on them. Simply note the pain and move on.

Move your attention down to your toes. Wiggle them around a little. Are they in your
shoes or socks? Are they free to move about? Wiggle your toes back and forth feeling
whatever is beneath them.

How does it feel? Can you tell what it is just by the feeling? Would you be able to tell
only by touch?

Just notice the sensations as you bring your awareness to your feet.

How is your head positioned? If you are sitting, is your head aligned with your spine or is
it drooping, resting on your chest? Without trying to change the position of your head,
simply note where it is positioned. There is no right way for your head to be. Just let it be
where it is.

Now think about the sensations in your head. Do you have a headache? Is your head
relaxed?

What about your face? How does your face feel? There are all kinds of sensations to
explore in your face. Think about your eyebrows are. Are they smooth and flat, or are
they crinkled up with stress? Again, don’t try to change it, just notice it.

Now bring your awareness to your nose. Can you breathe freely or are you plugged up?
Take a few breaths in and out through your nose. How does that feel? Can you feel cool
air flowing into your lungs, or is the air warm? Pay attention to the feeling for a moment.

Then think about your mouth. How is your mouth positioned? Is it pursed? Is it open? Is
it closed? What about the inside of your mouth? Is it wet or dry? Can you feel your saliva
coat the inside of your mouth and throat?

Explore all of the sensations throughout your face. Perhaps you can feel oil on your skin.
Perhaps your skin is dry. Perhaps there is no feeling at all. Just note it and move on.

Now bring your attention to your chest and belly. Place one hand on your chest and one
hand on your belly. Can you feel yourself breathing? What is that like? Are you breathing
fast or slow? Are your breaths going into your abdomen or into your chest? Breathe in
through your nose and out through your mouth. How does that feel? Now invert the
pattern. Spend some time with your breath, then place your hands wherever they were
before.
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Now think of your whole body. Where are you sitting or lying? Can you feel the back
side of your body touch the chair or bed in various places? Be mindful of the way your
body is positioned. There is no need to move, just observe.

Now think about the room you are in. Where are you positioned in the room? Do you
have a sense of where the door is? What about the ceiling? Can you feel your body in the
context of this larger space?

When you are ready, open your eyes and take a look around the room. You can move if
you wish.

Notice where the various pieces of furniture are. What do they look like? You can spend
as much time as you like investigating the different aspects of the furniture. Remember
not to judge, just notice.

Whenever you are ready, you can stop this exercise and carry on with your day.
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