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THE CLINICIAN’S STORY
Dr C is a 45-year-old hematologist-oncologist in private prac-
tice for 11 years at a large, urban, community hospital. Dr C
directs his hospital’s clinical research program in oncology and
has an appointment at the nationally ranked medical school
in his city. He sees about 500 patients a month, 6000 patients
a year, of whom 60 to 120 require end-of-life care. Dr C is mar-
ried, with 3 school-aged children. He enjoys music, travel, ten-
nis, and good food with friends. Dr C shared stories of Ms J
and Mr B, 2 patients who had recently died on the same day.
He had very different relationships with each.

Ms J, a 55-year-old woman, presented in 2003 with lymph-
adenopathy in the groin that proved on biopsy to be poorly
differentiated adenocarcinoma. Further workup revealed an
ovarian mass, liver metastases, and a CA 125 level of more than
1000 units, leading to a diagnosis of ovarian cancer. She did
not smoke or drink alcohol. Ms J was single and was cared
for lovingly by her mother. Ms J underwent surgery for
debulking and then received 6 cycles of chemotherapy with
carboplatin and paclitaxel, achieving good response. After ap-
proximately 12 months of remission, her tumor progressed,
at which point she received cisplatin and gemcitabine, ini-
tially with good response. Subsequently, she developed symp-
tomatic bone metastases. Renewed chemotherapy included
doxorubicin, then topotecan, neither affording a response, and
radiation therapy was given for the bone metastases.

When Ms J first came to see Dr C, in his words, “She was
riddled with disease and in a lot of discomfort.” Under his
care she was able to work, travel, and enjoy her life for 4
years, at which point she had significant worsening of dis-

ease. Ms J enrolled in hospice and, cared for by her mother,
died at home.

Mr B was a 50-year-old single man with cutaneous B-cell
follicular lymphoma. Mr B had type 2 diabetes mellitus, hy-
pertension, and previous surgical resection of lung cancer. He
smoked 1 pack of cigarettes a day but did not drink alcohol.
Mr B was treated expectantly, but 6 months after initial diag-
nosis, he presented with pancytopenia, disseminated intravas-
cular coagulation, fevers, weight loss, and diffuse lymphade-
nopathy. A lymph node biopsy confirmed a diagnosis of diffuse
large-cell lymphoma. Mr B received rituximab, cyclophospha-
mide, doxorubicin, vincristine, and prednisone and had an ini-
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Physicians providing end-of-life care are subject to a va-
riety of stresses that may lead to burnout and compas-
sion fatigue at both individual and team levels. Through
the story of an oncologist, we discuss the prodromal symp-
toms and signs leading to burnout and compassion fa-
tigue and present the evidence for prevention. We de-
fine and discuss factors that contribute to burnout and
compassion fatigue and consider factors that may miti-
gate burnout. We explore the practice of empathy and
discuss an approach for physicians to maximize well-
ness through self-awareness in the setting of caring for
patients with end-stage illness. Finally, we discuss some
practical applications of self-care in the workplace.
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“Self-care with self-awareness is like 
learning to breathe underwater …”



“One last question: Can you please explain the 
importance of the “breathing underwater” metaphor?  
I keep deleting it because people cannot breathe 
underwater, so to me the metaphor would mean that 
self-care with self-awareness is impossible.  Since 
you keep putting it back in again, can you explain 
why this particular metaphor is important?”

JAMA editor



Clear professional boundaries Self-care activities outside work

Traditional models of self-care







Caregiver stress – 2 Syndromes

• Burnout
• Compassion Fatigue



Burnout
Results from 
stresses that 
arise from the 
individual’s 
interaction 

with their work 
environment

Prevalence:
30% US 

physicians 
and nurses



3 Key Dimensions of Burnout: Maslach et al.

• Overwhelming physical and emotional exhaustion

• Feelings of cynicism and detachment from the job

• A sense of ineffectiveness and lack of accomplishment



Compassion fatigue

• Evolves specifically from the 
relationship between the 
caregiver and the patient

• Also know as “secondary 
traumatic stress disorder”

Prevalence of 6-8%



Symptoms and Signs of Compassion Fatigue

Increased Arousal
• Irritability and hyper-vigilance
• Difficulty in concentrating
Re-experiencing
• Intrusive thoughts
• Sleep problems including nightmares
• Distress in reminders of work with suffering
Avoidance
• Social withdrawal
• Avoidance of emotionally difficult clinical situations
• Numbness and disassociation



Empathy = Liability

• Empathic engagement in the trauma therapy 
relationship is a key causal factor and a liability in 
conceptualizations and definitions of compassion 
fatigue

“The caregiver’s empathy level with the traumatized 
individual plays a significant role in this transmission”

Figley, 1995



PREVENTING VICARIOUS TRAUMATIZATION OF MENTAL
HEALTH THERAPISTS: IDENTIFYING PROTECTIVE PRACTICES

RICHARD L. HARRISON AND MARVIN J. WESTWOOD
University of British Columbia

This qualitative study identified protective
practices that mitigate risks of vicarious
traumatization (VT) among mental health
therapists. The sample included six peer-
nominated master therapists, who re-
sponded to the question, “How do you
manage to sustain your personal and
professional well-being, given the chal-
lenges of your work with seriously trau-
matized clients?” Data analysis was
based upon Lieblich, Tuval-Mashiach,
and Zilber’s (1998) typology of narrative
analysis. Findings included nine major
themes salient across clinicians’ narra-
tives of protective practices: countering
isolation (in professional, personal and
spiritual realms); developing mindful self-
awareness; consciously expanding per-
spective to embrace complexity; active
optimism; holistic self-care; maintaining
clear boundaries; exquisite empathy; pro-
fessional satisfaction; and creating mean-
ing. Findings confirm and extend previ-
ous recommendations for ameliorating
VT and underscore the ethical responsi-

bility shared by employers, educators,
professional bodies, and individual prac-
titioners to address this serious problem.
The novel finding that empathic engage-
ment with traumatized clients appeared to
be protective challenges previous concep-
tualizations of VT and points to exciting
new directions for research, theory, train-
ing, and practice.

Keywords: vicarious trauma, preven-
tion, compassion fatigue, countertrans-
ference, empathy

The risks of working directly with traumatized
individuals on a regular basis are well docu-
mented (Arvay, 2001; Buchanan, Anderson,
Uhlemann, & Horwitz, 2006; Figley, 2002; Pearl-
man & Mac Ian, 1995). McCann and Pearlman
(1990) first identified the problem of vicarious
traumatization (VT), which they defined as the
cumulative transformative effects upon therapists
resulting from empathic engagement with trau-
matized clients. As part of their work, these cli-
nicians must listen to graphically detailed de-
scriptions of horrific events and bear witness to
the psychological (and sometimes physical) af-
termath of acts of intense cruelty and/or violence.
The cumulative experience of this kind of em-
pathic engagement can have deleterious effects
upon clinicians, who may experience physical,
emotional, and cognitive symptoms similar to
those of their traumatized clients (Pearlman &
Saakvitne, 1995a, 1995b; Sexton, 1999). How-
ever, there is consensus in the field that there is
not enough empirical literature on the definitive
factors that contribute to VT, nor the practices
that may prevent or ameliorate its harmful effects
(Arvay, 2001; Figley, 2004; Pearlman, 2004).

Although research and theory have begun to
emerge about VT vulnerability and treatment
(Figley, 1995, 2002; Saskvitne & Pearlman,

Richard L. Harrison and Marvin J. Westwood, Department
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Exquisite Empathy



Exquisite Empathy

“Highly present, 



Exquisite Empathy

“Highly present, 
sensitively attuned, 



Exquisite Empathy

“Highly present, 
sensitively attuned, 

well-boundaried, 



Exquisite Empathy

“Highly present, 
sensitively attuned, 

well-boundaried, 
heartfelt empathy,

for another who is suffering.”

Harrison and Westwood, 2009



Exquisite Empathy

“Therapists who engaged in exquisite empathy were invigorated 
rather than depleted by their intimate professional connections 
with traumatized clients.

The practice of exquisite empathy is facilitated by clinician self-
awareness …”

Harrison and Westwood, 2009



What is “clinician self-awareness” and how can 
it be developed?



Self-Knowledge

Self-Empathy

Mindful Awareness

Contemplative Awareness

Clinician Self-Awareness



Cultivating and practicing self-awareness - 2 Steps:

1. Develop self-awareness as on-going practice
• Mindful awareness, self-knowledge, self-empathy, 

and contemplative awareness

2. Apply self-awareness skills in the moment
• By practicing “Exquisite Empathy” and compassion



Cultivating and practicing self-awareness - 2 Steps:

1. Develop self-awareness as on-going practice
• Mindful awareness, self-knowledge, self-empathy, 

and contemplative awareness

2. Apply self-awareness skills in the moment
• By practicing “Exquisite Empathy” and compassion



Developing self-awareness as an ongoing process 

• Mindfulness meditation
• Reflective writing
• Supervision/Mentoring 
• Peer Group Support

• Educational initiatives
• Research initiatives
• Psychotherapy
• Spiritual direction…



Trigger Trigger

Trigger

Trigger

Trigger

Trigger

Trigger

Trigger

Trigger

Trigger Trigger

Trigger Trigger

Trigger Trigger

Trigger Trigger

Emotion Emotion

Sensation Sensation

Automatic 
Association

Automatic 
Association

Emotional 
Conclusion

Emotional 
Conclusion

Trigger Trigger

Physical 
Sensation 
Intensifies

Urge to Act 
Intensifies

Awareness 
Contracts

Reactive 
Behavior

Outcome

Awareness 
with Self  
Empathy

Mindful 
Pause

Alternate 
Evaluation

Outcome

Urge to Act Urge to Act

Resulting 
Sensations &

Emotions

Resulting 
Sensations &

Emotions

Mindful
Choice
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Emotional Awareness Worksheet



Cultivating and practicing self-awareness - 2 Steps:

1. Develop self-awareness as on-going practice
• Mindful awareness, self-knowledge, self-empathy, 

and contemplative awareness

2. Apply self-awareness skills in the moment
• By practicing “Exquisite Empathy” and compassion



Clinician Patient

Power and the helping professions, Adolf Guggenbühl-Craig, Spring Publications

The Dynamics of the Wounded Healer



Clinician Patient

Applying self-awareness skills in the moment







conscious

unconscious



conscious

memories



conscious

feelings



conscious

archetypes

Innate – inherited – latent – archive of wisdom 



conscious

archetypes

Activated – “constellated” – in specific 
circumstances



Clinician Patient

The wounded-
healer archetype

The wounded-
healer archetype

Speaks to the dynamics of the healing encounter

“The wounded healer archetype”



Clinician Patient



Clinician Patient

Two possibilities ...



Clinician-healer wounded-Patient

wounded healer

“The power relationship”



Clinician-healer wounded-Patient

wounded healer

The non self-aware clinician 



Clinician-healer wounded-Patient

wounded healer

Positive consequences: Successful 

“Cured”



Clinician-healer wounded-Patient

wounded healer

But what if unsuccessful?



“I feel I’m going crazy 
… nothing helps … 
I’m scared … I don’t 
want to die …What 
have I done to deserve 
this?”



“I feel I’m going crazy 
… nothing helps … 
I’m scared … I don’t 
want to die …What 
have I done to deserve 
this?...

Promise me you won’t 
let me die … 

… PROMISE”



How do you feel and 
how do you react 
when your patient 
asks you to do the 
impossible?



Clinician-healer

wounded healer

Do what you can do, treat what can be treated …





Clinician-healer wounded-Patient

wounded healer

Reactive behavior

Over-treated

Fight



Clinician-healer wounded-Patient

wounded healer

Abandoned

Flight

Reactive behavior



wounded-Patient

healer

Reactive behavior

Isolated… confused

Freeze



“The problem with the power relationship is over-
identification by the clinician with the healer-pole of 
archetype”

Adolf Guggenbühl-Craig 



“The problem with the power relationship is over-
identification by the clinician with the healer-pole of 
archetype”

Adolf Guggenbühl-Craig 

-- as the inner-healer is not awakened in the patient --



There is another possibility ...



Clinician

“The wounded-healer relationship”



Clinician

The self-aware clinician



Clinician



Clinician



Clinician Inter 
Disciplinary 

Team 
approach





Clinician

Clinician self-awareness



Clinician

Pause…



Clinician

Wounded

Clinician self-awareness



Clinician

Wounded

Clinician self-awareness



Clinician

Choice

Wounded



Clinician

Choice

Wounded



Clinician

Choice

Wounded

Encourages patient to stay with experience…  



“Your defects are the way 
that glory gets manifested.  
Whoever sees clearly 
what’s diseased in himself 
begins to gallop on  the way. 
… Self complacency blocks 
the workmanship. … Don’t 
turn your head.  Keep 
looking at the bandaged 
place.  That’s where the 
light enters you.”

RUMI



Accepting This

… Ultimately,
we are small living things
awakened in the stream,
not gods who carve out rivers.

Mark Nepo



Clinician

Wounded

“The pain is still there but I can live with it now”



Clinician

Inner 
Healer

Wounded



Clinician

HealerWounded



Clinician

Paradoxical Reciprocity

HealerWounded



Clinician

“Bi-directionality”

HealerWounded



Wounded 
Healer

“Exquisite Empathy”

Wounded 
Healer



Compassion




