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INTRODUCTION 

 
 

 
Burnout and compassion fatigue tend to be quite frequent for those 
working in the mental health and substance abuse fields. Both represent 
processes that can drastic diminish the workers’ effectiveness. It is 
imperative for those working with clients that they anticipate traumas 
in their lives and more importantly have the skills, resources, and 
acumen to manage the emotional, psychological, physical and 
behavioral effects of working with such clients. 
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“I was just working, working, and working and honestly thought that 
working myself to death was a demonstration of a dedicated worker.” 
 
      Lisa, MA, LPC 

Therapist, Substance abuse 
     treatment center 
 
 
 

“I was so busy being there for my clients that no one was there for me.” 
 
      Ron, BA, CADC 
      Counselor, Alcoholics Anonymous 
      Psychiatric hospital 
 
 
 
“I was so empty from going, going, and going and never taking time to 
receive anything for myself, and I began to hate my job, the clients, and 
myself.” 
 
      Bill, MS, CADC 
      Senior Counselor 
      Community mental health center 
 
 
 
“Maybe one of the reasons we as therapists, counselors, and workers 
may not discuss leisure activities with our clients is because we have 
none.” 
 
      Fred Dyer, Ph.D., CADC 
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“Knowing is not enough; we must apply. Willing is not 
enough; we must do.” 

 
 
       Goethe 
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TERMS 
 
 

Burnout 
 
(A) The process that comes about as a consequence of a depletion of 
energies, as well as feelings of being overwhelmed with issues that may 
confront an individual; it is the result of a person’s sense of dedication 
and commitment to a task or job, coupled with a need to prove oneself, 
and in time, it impacts on one’s attitude, perception, and judgment 
(Freudenberger, 1981). 
 
(B) A state of physical, emotional, and mental exhaustion caused by 
long-term involvement in emotional draining situations (Pines and 
Aroson, 1988). 
 
 (C) Accompanied by a feeling of being overloaded, by loss of motivation 
that at one time served as a major stimulus and a shift of attitude 
toward the residents and oneself (Freudenberger, 1986). 
 
Compassion Fatigue 
 
Sometimes known as vicarious trauma or secondary traumatic stress; 
affects people who are exposed to traumatic suffering of others, such as 
substance abuse counselors, social workers, clergy, animal shelter, 
doctors, paramedics, and nurses. 
Source: http://www.philanthropy.com/jobs 
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Compassion fatigue is not “burnout.” Burnout is associated with stress 
and hassles involved in your work; it is cumulative, is relatively 
predictable, and frequently a vacation or change of job helps a great 
deal. Compassion fatigue is different. Compassion fatigue is a state of 
tension and preoccupation with the individual or cumulative trauma of 
clients as manifested in one or more ways, including re-experiencing the 
traumatic event, avoidance/numbing, reminders of the event, and 
persistent arousal. Similar to critical incident stress (being traumatized 
by something you actual experience or see); with compassion fatigue 
you are absorbing the trauma through the eyes and ears of your clients. 
If it can be thought of as secondary post-traumatic stress. 
 
Source 
 
www.secondarytraumaofcompassionfatigueincaretakersandhelpingprof
essionals.com 
 
 
Secondary Traumatic Stress and Stress Disorder 
 
We can define STS as the natural consequent behaviors and emotions 
resulting from knowing about a traumatizing event experienced by a 
significant other—the stress resulting from helping or wanting to help a 
traumatized or suffering person (Figley, 1993a). Therefore, STSD is a 
syndrome of symptoms nearly identical to PTSD, except that exposure 
to knowledge about a traumatizing event experienced by a significant 
other is associated with the set of STSD symptoms, and PTSD symptoms 
are directly connected to the sufferer, the person experiencing primary 
traumatic stress. 
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WHO IS VULNERABLE TO COMPASSION FATIGUE? 

 
 
People who work with clients, whether it is in substance abuse, mental 
health, or just attempting to manage their day-to-day affairs are always 
surrounded by the extreme intensity of trauma-inducing factors as a 
result, and no matter how hard they try to resist, are drawn into this 
intensity. Beyond this natural by-product of therapeutic engagement, 
there appear to be four additional reasons why therapists, substance 
abuse counselors are especially vulnerable to compassion fatigue. 
 
1. Empathy is a major resource for trauma workers to help the 

traumatized. Empathy is important in assessing the problem and 
formulating a treatment approach. 

 
2. Some may have experienced traumatic events in their lives. 
 
3. Unresolved trauma of the worker can be activated by reports of 

similar traumas of their clients. 
 
4. Children’s trauma is provocative for therapists, police officer, 

firefighters, emergency medical technicians; all report that they 
are most vulnerable to compassion fatigue when dealing with the 
pain of children. 

 
Source: Compassion Fatigue: Dealing with Secondary Traumatic Stress 
              Disorder in Those Who Treat the Traumatized. Edited by Charles  
              R. Figley, Ph.D., 1995. 
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COUNTERTRANSFERENCE AND SECONDARY STRESS 

 
 
Countertransference is connected with psychodynamic therapy and 
often appears to be an emotional reaction to a client by the therapist. 
Although there are many definitions, countertransference in the context 
of psychotherapy is the distortion on the part of the therapist resulting 
from the therapist’s life experiences and associated with her or his 
unconscious, neurotic reaction to the client’s transference (Freud, 1959). 
Most recently, Corey (1991) defined countertransference as a process of 
seeing oneself in the client, of overidentifying with the client, or of 
meeting needs through the client.  
 
Singer and Luborsky (1977), not bound by the limits of psychoanalysis, 
suggest that countertransference extends far beyond the context of 
psychotherapy. They include all of a therapist’s conscious and 
unconscious feelings about or attitudes toward a client, and believe that 
these feelings and attitudes may be useful in treatment. 
 
In the recent book Beyond Transference: When the Therapist’s Real Life 
Intrudes (Gold & Nemiah, 1993), contributors recount how personal 
events in the lives of therapists affect the quality and characteristics of 
therapy. The most compelling part of the book, however, focuses on how 
clients, not the personal life experiences of the therapist, are stressful 
and difficult to handle. Countertransference was once viewed simply as 
the therapist’s conscious and unconscious response to the patient’s 
transference, especially if the transference connected with the 
therapist’s past experiences. Johansen (1993) suggests that a more 
contemporary perception of countertransference views it as all of the 
emotional reactions of the therapist toward the patient—regardless of 
their sources. These sources include, for example, the life stressors—
past or present—experienced by the therapist. But they also include the 
traumata expressed by the client and absorbed by the therapist.  
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MANAGING COUNTERTRANSFERENCE 

 
A 1991 study by Hahes, Gelso, Van Wagoner, and Diemer found that 
the five therapist qualities appeared to help therapists in varying 
degrees to manage countertransference effectively. 
 
 Anxiety management 

 
 Conceptualization of skills 

 
 Empathic ability 

 
 Self insight 

 
 Self integration 

 

Davis and Brody (1979) categorize prevention as: primary, secondary, 
or tertiary. 

 Primary prevention deals with the underlying social causes of a 
problem. 

 Secondary prevention emphasizes activities that could reduce the 
risk of violence or to provide preparation to face its impact should 
it occur. 

 Tertiary prevention focuses on intervention in the aftermath of 
violence in the form of crisis intervention. 
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COMPONENTS OF PREVENTION OF INDIVIDUAL SECONDARY 
TRAUMATIC STRESS (STS) 

Several researchers have developed guidelines for stress reduction, 
burnout, and prevention that apply to caregivers of trauma survivors 
(Hamberger & Stone, 1985; Edelwich & Brodsky, 1980; Yassen, 1983; 
Lazarus & Folkman, 1984; Pines & Karfy, 1981; Freudenberger, 1974; 
Maslach, 1982; Cherniss, 1980; Holt, Fine, & Tollefson, 1987; 
Fischman, 1991; Smith & Steindler, 1983; Newman & Beehr, 1979; 
Medeiros & Prochaska, 1988; Flannery, 1987, 1990; O’Rear, 1992; 
Raphael, 1986; Mitchell, 1983). The recurring themes include the 
importance of active planning and involvement and a holistic, 
multidimensional approach that combines knowledge, strategies, and 
techniques. These interventions are secondary prevention if they build a 
foundation for individuals before a traumatic event or tertiary 
prevention if they are activated in the aftermath of trauma. 

Personal 

 Physical  

 Body work 

 Adequate sleep 

 Nutrition 

 Psychological –  

 Life balance 

 Relaxation 

 Contact with nature 

 Creative expression 
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 Skill development 

 Meditation/spiritual practice 

 Self-awareness 

 Humor 

 Anatomy of an illness 

 Social/interpersonal 

 Social supports 

 Getting help 

 Professional 

 Balance 

 Boundaries/limit setting 

 Overworking 

 Therapeutic/professional boundaries 

 Personal boundaries 

 Getting support/help 

 Peer support 

 Plans for coping 

 Professional training 

 Job commitment 

 Replenishment 

 

 
Fred Dyer, Ph.D., CADC              dyertrains@aol.com                     (773) 934-6350 

mailto:dyertrains@aol.com


 12 

COUNSELOR/THERAPIST/WORKER SELF CARE 
 

  1. Go out to dinner. 

  2.       Develop a new relationship with your paperwork. 

  3. Hug someone. 

  4. Listen to soothing music. 

  5. Have discussions with friends about things other than work. 

  6. Exercise—jog, walk. 

  7. Be grateful. 

  8. Read that book you’ve been trying to get to for years. 

  9. Cook your favorite meal. 

10. Dance. 

11. Rent your favorite video, or rent your favorite TV series. 

12. Get some rest (i.e., take naps). 

13. Drink lots of water. 

14. Remember to help others. 

15. Have creativity in your life. 

16. Be connected to a higher power. 

17. Meditate. 

18. Reconnect with family members. 

19. Leave your work at work. 

20. Have colleagues you can talk to. 

21.  Have one day a week on which you “let it all hang out.” 

22. Have some alone time. 
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