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Introduction	
	
Paramedicine	is	a	steadily	advancing	profession,	with	developments	in	patient	care,	technologies,	and	
innovative	approaches	to	improving	the	health	of	our	communities.	Perhaps	most	meaningful	is	the	
opportunity	to	contribute	to	greater	good	by	helping	those	in	need.	That’s	also	the	top	reason	students	
and	new	recruits	tell	me	that	they	decided	to	pursue	a	career	in	paramedicine.	
	
Those	of	you	reading	this	article	are	the	process	of	relicensing	with	the	Paramedic	Association	of	New	
Brunswick.	Perhaps	you’ve	worked	a	few	years	in	the	field,	perhaps	you’re	mid-career,	or	perhaps	you’re	
approaching	retirement.	Regardless	of	where	you’re	at	in	your	career,	take	a	moment	to	consider	your	
reasons	for	deciding	to	become	a	paramedic	or	EMD.	Then	take	a	moment	to	consider	the	reasons	that	
you’ve	stayed	in	the	profession.	Are	those	reasons	similar	or	different	to	when	you	started	in	the	
profession?	Do	you	still	feel	passion	for	what	you	do?	
	
We	are	not	Immune	
	
Caring	for	others	can	be	incredibly	fulfilling	and	that	can	help	fuel	us	in	this	role.	Nonetheless,	the	
profession	has	the	potential	to	take	a	toll	and	we	can	find	ourselves	running	on	“empty.”	It	is	important	
to	be	aware	that	we	are	not	immune	to	being	negatively	affected.	Accordingly,	practising	self-care	and	
being	open	to	seeking	help	is	of	the	utmost	importance.	
	
This	article	will	review	the	potential	impact	of	the	profession,	both	positive	and	negative.	The	article	will	
include	information,	self-assessment	tools,	as	well	as	strategies	for	self-care,	coping,	and	resiliency.	
	
You	can	only	care	for	others	in	so	far	as	you	care	for	yourself	(Gray,	2014).	That’s	the	point	of	this	article	-	
to	help	prevent	you	from	running	on	empty	or	if	you’re	at	that	point,	to	help	you	recognize	that	and	get	
help.	
	
Operational	Stress	Injuries	
	
Operational	stress	injuries	(OSIs)	is	a	non-clinical	term,	which	comprehensively	refers	to	any	persistent	
psychological	difficulty	resulting	from	operational	duties	performed	while	serving	as	a	first	responder	
(Veterans	Affairs	Canada,	2016).	OSI	is	an	inclusive	term,	which	refers	to	diagnosed	mental	health	
conditions	as	well	as	other	conditions	that	may	be	less	severe	but	nonetheless	interfere	with	daily	
functioning	(Veterans	Affairs	Canada,	2016).		
	
Examples	of	mental	health	conditions	subsumed	under	the	term,	OSI,	include	but	are	not	limited	to	
depressive	disorders,	anxiety	disorders,	alcohol	and	substance	disorders,	and	posttraumatic	stress	
disorder	(PTSD).	PTSD	is	one	of	the	most	well-known	OSIs.	Symptoms	of	PTSD	may	include	but	are	not	
limited	to	re-experiencing	(i.e.,	recurrent	thoughts,	flashbacks,	nightmares),	avoiding	reminders	of	the	
traumatic	event,	emotional	detachment,	irritability,	and	increased	vigilance.	The	onset	of	posttraumatic	
stress	symptoms	may	occur	immediately	after	the	event	or	in	other	cases,	the	symptoms	may	appear	
years	later	(Royal	Ottawa	Healthcare	Group,	n.d.).	The	term,	OSI,	is	also	used	to	inclusively	refer	to	other	



conditions	that	may	be	less	severe	but	nonetheless	interfere	with	daily	functioning.	This	includes	
symptoms	of	mental	health	conditions,	which	do	not	meet	the	threshold	required	for	a	diagnoses,	as	well	
as	mental	health	conditions	that	are	associated	with	operational	duties	but	not	considered	to	be	
diagnoses.	Examples	of	the	latter	include	cumulative	stress,	burnout,	and	compassion	fatigue.	
	
	

Keeping	Track	of	your	Life	Stress	
	
One	of	the	traps	that	first	responders	can	fall	into	is	taking	care	of	others	before	taking	care	of	
ourselves.	For	this	reason,	it	is	important	to	keep	a	check	on	the	amount	of	stress	in	your	life.	Let’s	
take	a	moment	to	estimate	the	relative	level	of	stress	in	our	personal	lives	using	the	Life	Stress	Test	
(Lowenstein,	n.d.).	
	

Life	Stress	Test	
	

As	caregivers,	we	are	often	stressed	and	don’t	know	why.	Without	realizing	the	
effects	that	life	circumstances	have	on	us,	we	tend	to	sweep	our	feelings	of	
frustration,	sadness	and	turmoil	under	the	rug.	
	
In	the	past	12	to	24	months,	which	of	the	following	major	life	events	have	
taken	place	in	your	life?	
	
Mark	down	the	points	for	each	event	that	you	have	experienced	this	year.	
When	you're	done	looking	at	the	whole	list,	add	up	the	points	for	each	event	and	
check	your	score	at	the	bottom.	
	
_____	Death	of	Spouse	(100	points)	
_____	Divorce	(73	points)	
_____	Marital	Separation	or	from	relationship	partner	(65	points)	
_____	Jail	Term	(63	points)	
_____	Death	of	close	family	member	(63	points)	
_____	Personal	injury	or	illness	(53	points)	
_____	Marriage	(50	points)	
_____	Fired	from	work	(47	points)	
_____	Marital	reconciliation	(45	points)	
_____	Retirement	(45	points)	
_____	Change	in	family	member's	health	(44	points)	
_____	Pregnancy	(40	points)	
_____	Sex	difficulties	(39	points)	
_____	Addition	to	family	(39	points)	
_____	Business	readjustment	(39	points)	
_____	Change	in	financial	status	(38	points)	
_____	Death	of	close	friend	(37	points)	
_____	Change	to	a	different	line	of	work	(36	points)	
_____	Change	in	number	of	marital	arguments	(35	points)	
_____	Mortgage	or	loan	over	$30,000	(31	points)	
_____	Foreclosure	of	mortgage	or	loan	(30	points)	
_____	Change	in	work	responsibilities	(29	points)	
_____	Trouble	with	in-laws	(29	points)	



_____	Outstanding	personal	achievement	(28	points)	
_____	Spouse	begins	or	stops	work	(26	points)	
_____	Starting	or	finishing	school	(26	points)	
_____	Change	in	living	conditions	(25	points)	
_____	Revision	of	personal	habits	(24	points)	
_____	Trouble	with	boss	(23	points)	
_____	Change	in	work	hours,	conditions	(20	points)	
_____	Change	in	residence	(20	points)	
_____	Change	in	schools	(20	points)	
_____	Change	in	recreational	habits	(19	points)	
_____	Change	in	church	activities	(19	points)	
_____	Change	in	social	activities	(18	points)	
_____	Mortgage	or	loan	under	$20,000	(17	points)	
_____	Change	in	sleeping	habits	(16	points)	
_____	Change	in	number	of	family	gatherings	(15	points)	
_____	Change	in	eating	habits	(15	points)	
_____	Vacation	(13	points)	
_____	Christmas	season	(12	points)	
_____	Minor	violations	of	the	law	(11	points)	
	
______	Your	Total	Score	
	
This	scale	shows	the	kind	of	life	pressure	that	you	are	facing.	Depending	on	your	
coping	skills	or	the	lack	thereof,	this	scale	can	predict	the	likelihood	that	you	will	
fall	victim	to	a	stress	related	illness.	The	illness	could	be	mild	-	frequent	tension	
headaches,	acid	indigestion,	loss	of	sleep	to	very	serious	illness	like	ulcers,	
cancer,	migraines	and	the	like.	
	

LIFE	STRESS	SCORES	
	

0-149:	Low	susceptibility	to	stress-related	illness	
	
150-299:	Medium	susceptibility	to	stress-related	illness:	Learn	and	practice	relaxation	and	stress	
management	skills	and	a	healthy	well	life	style.	
	
300	and	over:	High	susceptibility	to	stress-related	illness:	Daily	practice	of	relaxation	skills	is	very	
important	for	your	wellness.	Take	care	of	it	now	before	a	serious	illness	erupts	or	an	affliction	becomes	
worse.	
	

	
	

***	It	is	also	recommended	that	you	download	a	copy	of	this	questionnaire	and	complete	it	recurrently	
throughout	your	professional	career.	***	
	
	
	
	
Permission	to	reprint	the	Life	Stress	Test	received	from:	
Dr.	Tim	Lowenstein,	P.O.	Box	127,	Port	Angeles,	WA	98362,	www.stressmarket.com		



	
	
	
	

	
Self-Assessment	Tool	

	
The	subsequent	paragraphs	will	discuss	the	various	means	through	which	we	as	first	responders	can	be	
exposed	to	trauma	through	our	work.	Before	venturing	into	the	various	types	of	trauma	exposure,	let’s	
take	a	moment	to	complete	a	questionnaire	called	the	Professional	Quality	of	Life	Scale	(ProQOL;	Hudnall	
&	Stamm).	This	questionnaire	is	helpful	in	assessing	the	potential	impact	of	your	work.	We	will	refer	to	
your	scores	on	this	questionnaire	in	the	subsequent	sections,	to	help	us	understand	the	types	of	potential	
impact.	

	
	

COMPASSION	SATISFACTION	AND	COMPASSION	FATIGUE	(PROQOL)	VERSION	5	(2009)	
	

When	you	[help]	people	you	have	direct	contact	with	their	lives.	As	you	may	have	found,	your	
compassion	for	those	you	[help]	can	affect	you	in	positive	and	negative	ways.	Below	are	some	questions	
about	your	experiences,	both	positive	and	negative,	as	a	[helper].	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	days.	
	
	1=Never								2=Rarely									3=Sometimes										4=Often												5=Very	Often	
	
_____1.	I	am	happy.	
_____2.	I	am	preoccupied	with	more	than	one	person	I	[help].	
_____3.	I	get	satisfaction	from	being	able	to	[help]	people.	
_____4.	I	feel	connected	to	others.	
_____5.	I	jump	or	am	startled	by	unexpected	sounds.	
_____6.	I	feel	invigorated	after	working	with	those	I	[help].	
_____7.	I	find	it	difficult	to	separate	my	personal	life	from	my	life	as	a	[helper].	
_____8.	I	am	not	as	productive	at	work	because	of	losing	sleep	over	traumatic	experiences	of	a	person	I				

help.	
_____9.	I	think	that	I	might	have	been	affected	by	the	traumatic	stress	of	those	I	[help].	
_____10.	I	feel	trapped	by	my	job	as	a	[helper].	
_____11.	Because	of	my	[helping],	I	have	felt	"on	edge"	about	various	things.	
_____12.	I	like	my	work	as	a	[helper].	
_____13.	I	feel	depressed	because	of	the	traumatic	experiences	of	the	people	I	[help].	
_____14.	I	feel	as	though	I	am	experiencing	the	trauma	of	someone	I	have	[helped].	
_____15.	I	have	beliefs	that	sustain	me.	
_____16.	I	am	pleased	with	how	I	am	able	to	keep	up	with	[helping]	techniques	and	protocols.	
_____17.	I	am	the	person	I	always	wanted	to	be.	
_____18.	My	work	makes	me	feel	satisfied.	
_____19.	I	feel	worn	out	because	of	my	work	as	a	[helper].	
_____20.	I	have	happy	thoughts	and	feelings	about	those	I	[help]	and	how	I	could	help	them.	
_____21.	I	feel	overwhelmed	because	my	case	[work]	load	seems	endless.	
_____22.	I	believe	I	can	make	a	difference	through	my	work.	
	



_____23.	I	avoid	activities	or	situations	due	to	reminding	me	of	frightening	experiences	of	the	people	I	
[help].	

_____24.	I	am	proud	of	what	I	can	do	to	[help].	
_____25.	As	a	result	of	my	[helping],	I	have	intrusive,	frightening	thoughts.	
_____26.	I	feel	"bogged	down"	by	the	system.	
_____27.	I	have	thoughts	that	I	am	a	"success"	as	a	[helper].	
_____28.	I	can't	recall	important	parts	of	my	work	with	trauma	victims.	
_____29.	I	am	a	very	caring	person.	
_____30.	I	am	happy	that	I	chose	to	do	this	work.	
	
	
©	B.	Hudnall	Stamm,	2009-2012.	Professional	Quality	of	Life:	Compassion	Satisfaction	and	Fatigue	
Version	5	(ProQOL).	www.proqol.org.	This	test	may	be	freely	copied	as	long	as	(a)	author	is	credited,	(b)	
no	changes	are	made,	and	(c)	it	is	not	sold.	Those	interested	in	using	the	test	should	visit	www.proqol.org	
to	verify	that	the	copy	they	are	using	is	the	most	current	version	of	the	test.		
	

YOUR	SCORES	ON	THE	PROQOL:	PROFESSIONAL	QUALITY	OF	LIFE	SCREENING	
	
Based	on	your	responses,	place	your	personal	scores	below.	If	you	have	any	concerns,	you	should	discuss	
them	with	a	physical	or	mental	health	care	professional.	
	
Compassion	Satisfaction	_____________	
Compassion	satisfaction	is	about	the	pleasure	you	derive	from	being	able	to	do	your	work	well.	For	
example,	you	may	feel	ike	it	is	a	pleasure	to	help	others	through	your	work.	You	may	feel	positively	about	
your	colleagues	or	your	ability	to	contribute	to	the	work	setting	or	even	the	greater	good	of	society.	
Higher	scores	on	this	scale	represent	a	greater	satisfaction	related	to	your	ability	to	be	an	effective	
caregiver	in	your	job.	
	
The	average	score	is	50	(SD	10;	alpha	scale	reliability	.88).	About	25%	of	people	score	higher	than	57	and	
about	25%	of	people	score	below	43.	If	you	are	in	the	higher	range,	you	probably	derive	a	good	deal	of	
professional	satisfaction	from	your	position.	If	your	scores	are	below	40,	you	may	either	find	problems	
with	your	job,	or	there	may	be	some	other	reason—for	example,	you	might	derive	your	satisfaction	from	
activities	other	than	your	job.	
	
Burnout_____________	
Most	people	have	an	intuitive	idea	of	what	burnout	is.	From	the	research	perspective,	burnout	is	one	of	
the	elements	of	Compassion	Fatigue	(CF).	It	is	associated	with	feelings	of	hopelessness	and	difficulties	in	
dealing	with	work	or	in	doing	your	job	effectively.	These	negative	feelings	usually	have	a	gradual	onset.	
They	can	reflect	the	feeling	that	your	efforts	make	no	difference,	or	they	can	be	associated	with	a	very	
high	workload	or	a	non-supportive	work	environment.	Higher	scores	on	this	scale	mean	that	you	are	at	
higher	risk	for	burnout.	
	
The	average	score	on	the	burnout	scale	is	50	(SD	10;	alpha	scale	reliability	.75).	About	25%	of	people	
score	above	57	and	about	25%	of	people	score	below	43.	If	your	score	is	below	43,	this	probably	reflects	
positive	feelings	about	your	ability	to	be	effective	in	your	work.	If	you	score	above	57	you	may	wish	to	
think	about	what	at	work	makes	you	feel	like	you	are	not	effective	in	your	position.	Your	score	may	reflect	
your	mood;	perhaps	you	were	having	a	“bad	day”	or	are	in	need	of	some	time	off.	If	the	high	score	
persists	or	if	it	is	reflective	of	other	worries,	it	may	be	a	cause	for	concern.	
	



	
Secondary	Traumatic	Stress_____________	
The	second	component	of	Compassion	Fatigue	(CF)	is	secondary	traumatic	stress	(STS).	It	is	about	your	
work	related,	secondary	exposure	to	extremely	or	traumatically	stressful	events.	Developing	problems	
due	to	exposure	to	other’s	trauma	is	somewhat	rare	but	does	happen	to	many	people	who	care	for	those	
who	have	experienced	extremely	or	traumatically	stressful	events.	For	example,	you	may	repeatedly	hear	
stories	about	the	traumatic	things	that	happen	to	other	people,	commonly	called	Vicarious	
Traumatization.	If	your	work	puts	you	directly	in	the	path	of	danger,	for	example,	field	work	in	a	war	or	
area	of	civil	violence,	this	is	not	secondary	exposure;	your	exposure	is	primary.	However,	if	you	are	
exposed	to	others’	traumatic	events	as	a	result	of	your	work,	for	example,	as	a	therapist	or	an	emergency	
worker,	this	is	secondary	exposure.	The	symptoms	of	STS	are	usually	rapid	in	onset	and	associated	with	a	
particular	event.	They	may	include	being	afraid,	having	difficulty	sleeping,	having	images	of	the	upsetting	
event	pop	into	your	mind,	or	avoiding	things	that	remind	you	of	the	event.	
	
The	average	score	on	this	scale	is	50	(SD	10;	alpha	scale	reliability	.81).	About	25%	of	people	score	below	
43	and	about	25%	of	people	score	above	57.	If	your	score	is	above	57,	you	may	want	to	take	some	time	to	
think	about	what	at	work	may	be	frightening	to	you	or	if	there	is	some	other	reason	for	the	elevated	
score.	While	higher	scores	do	not	mean	that	you	do	have	a	problem,	they	are	an	indication	that	you	may	
want	to	examine	how	you	feel	about	your	work	and	your	work	environment.	You	may	wish	to	discuss	this	
with	your	supervisor,	a	colleague,	or	a	health	care	professional.	
	
	
It	is	also	recommended	that	you	download	a	copy	of	this	questionnaire	complete	it	recurrently	
throughout	your	professional	career.	
	
©	B.	Hudnall	Stamm,	2009-2012.	Professional	Quality	of	Life:	Compassion	Satisfaction	and	Fatigue	
Version	5	(ProQOL).	www.proqol.org.	This	test	may	be	freely	copied	as	long	as	(a)	author	is	credited,	(b)	
no	changes	are	made,	and	(c)	it	is	not	sold.	Those	interested	in	using	the	test	should	visit	www.proqol.org	
to	verify	that	the	copy	they	are	using	is	the	most	current	version	of	the	test.		

	
	

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



	

	

3. ____    
6. ____ 
12. ____ 
16. ____ 
18. ____ 
20. ____ 
22. ____ 
24. ____ 
27. ____ 
30. ____ 

Total: _____ 

Copy your rating on each of these 
questions on to this table and add 
them up. When you have added 
then up you can find your score on 
the table to the right. 

Burnout Scale 

The sum  
of my  

Compassion  
Satisfaction  
questions is 

So My  
Score  
Equals 

And my  
Compassion  
Satisfaction  

level is 

22 or less 43 or less Low 

        23 and 41 Around 50 Average 

42 or more 57 or more High 

	

*1. ____=____ 
*4. ____=____ 
8. ____ 

 10. ____ 
*15. ____ =____ 
*17. ____ =____ 
 19. ____ 
 21. ____ 
 26. ____ 
*29. ____ =____ 

On the burnout scale you will need to 
take an extra step. Starred items are 
“reverse scored.” If you scored the 
item 1, write a 5 beside it. The reason 
we ask you to reverse the scores is 
because scientifically the measure 
works better when these questions are 
asked in a positive way though they 
can tell us more about their negative 
form. For example, question 1. “I am 
happy” tells us more about 

The sum of  
my Burnout  
Questions is 

So my  
score  
equals 

And my  
Burnout  
level is 

22 or less 43 or less Low 

Between 23  
and 41 Around 50 Average 

42 or more 57 or more High 

	

 
 

W H A T  I S  M Y  S C O R E  A N D  W H A T  D O E S  I T  M E A N  
In this section, you will score your test so you understand the interpretation for you. To 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 
	

	 	
	 	

You 
Wrote 

Change  
to 

  5 
2 4 
3 3 
4 2 
5 1 

the effects 
of helping 
when you 
are not 
happy so 
you reverse 
the score 

Total: _____

Secondary Traumatic Stress Scale 
	

The sum of 
my 
Secondary 
Trauma 
questions is 

So My  
Score  
Equals 

And my 
Secondary 
Traumatic 
Stress 
level is 

22 or less 43 or less Low 

Between 23  
and 41 Around 50 Average 

42 or more 57 or more High 
	

Just like you did on Compassion 
Satisfaction, copy your rating on each of 
these questions on to this table and add 
them up. When you have added then up 
you can find your score on the table to 
the right. 

  2. ____  
  5. ____  
  7. ____  
  9. ____  
11. ____ 
13. ____ 
14. ____  
 23. ____  
25. ____  
28. ____ 
Total: _____ 

  



© B. Hudnall Stamm, 2009-2012. Professional Quality of Life: Compassion Satisfaction and Fatigue Version 5 (ProQOL). 
www.proqol.org. This test may be freely copied as long as (a) author is credited, (b) no changes are made, and (c) it is not sold. Those 
interested in using the test should visit www.proqol.org to verify that the copy they are using is the most current version of the test.
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Potential	Negative	Impact	
	

Trauma	Exposure	
	
First	responders	may	be	exposed	to	potentially	traumatic	events	through	direct,	secondary,	or	
vicarious	channels.	
	
Direct	Trauma	Exposure:	In	the	case	of	direct	trauma	exposure,	first	responders	are	present	
while	the	event	is	transpiring.	Examples	include	attending	a	scene	or	involvement	in	a	9-1-1	call	
while	patients	remain	trapped,	witnessing	a	patient	commit	suicide,	or	being	assaulted	on	the	
job.	
	
Secondary	Trauma	Exposure:	Secondary	exposure	refers	to	helping	or	wanting	to	help	a	
traumatized	or	suffering	person	who	has	experienced	a	potentially	traumatic	event	(Figley,	
1995;	Morrissette,	2004).	Secondary	exposure	is	the	most	common	type	of	trauma	exposure	
among	first	responders.7	Examples	include	but	are	not	limited	to	attending	to	a	9-1-1	call	for	a	
deceased	infant,	abuse	to	a	vulnerable	person,	mass	casualty	incident,	and	criminal	
victimization	such	as	a	shooting,	stabbing,	or	sexual	assault	(Gray,	2014;	Gray	2008).	It	is	
important	to	note	that	secondary	exposure	can	also	result	from	low-profile,	individual	tragedies	
that	connect	with	us	on	a	highly	personal	level.	Two	examples	are	the	death	of	a	lonely	elderly	
person	or	the	despair	of	a	suicide	victim	(Regehr	&	Bober,	2005).	Secondary	exposure	may	be	
exacerbated	when	first	responders	want	to	help	someone	but	their	ability	to	accomplish	this	is	
compromised	in	some	way	(Raphael,	Singh,	Bradbury,&	Lambert,	1983-1984;	Wilkinson	&	Vera;	
1985).	Some	examples	are	multiple	vehicle	collisions	or	house	fires	in	which	patients	are	
trapped	but	cannot	be	extricated.	
	
Vicarious	Trauma	Exposure:	First	responders	can	also	experience	traumatic	events	vicariously	
(Gray,	2014;	Gray	2008).	Vicarious	exposure	entails	learning	about	a	traumatic	event	that	was	
experienced	by	another	person	(Figley,	1989).	Vicarious	exposure	can	include	graphic	
descriptions	of	violent	events,	discussion	of	sights	and	smells,	and	exposure	to	the	realities	of	
people’s	cruelty	to	one	another	(Pearlman	&	Saakvitne,	1995).	Common	sources	of	vicarious	
exposure	among	first	responders	are	listening	to	descriptions	of	traumatic	events	from	patients	
and/or	colleagues.	Vicarious	exposure	can	also	occur	when	a	first	responder	identified	with	a	
victim	that	he/she	was	assisting.	In	this	case,	the	victim	is	seen	as	similar	to	the	first	responder,	
his/her	children,	family,	friends,	or	significant	others	(Hartsough	&	Myers,	1985).	Many	authors	
use	the	terms	secondary	and	vicarious	trauma	exposure	interchangeably	whereas	others	
differentiate	between	these	two	terms.	



	
Traumatic	Stress	and	Other	Symptoms	
	
Regardless	of	whether	the	traumatic	event	was	experienced	through	direct,	secondary,	or	
vicarious	channels	the	same	symptoms	have	the	potential	to	be	experienced.	
	
Immediate	trauma	reactions	are	considered	to	be	normal	reactions	to	abnormal	life	events.	
Most	first	responders	will	experience	at	least	one	traumatic	stress	symptom	in	the	immediate	
aftermath	of	a	traumatic	event	(Gray,	2008).	However,	most	first	responders	begin	to	rebound	
within	a	couple	weeks	to	month	after	a	traumatic	event.	This	rebound	is	characterized	by	an	
improvement	in	symptoms	and	functioning	in	daily	life	(Figley,	1995;	Morrissette,	2004;	
Raphael	et	al.,	1983-1984;	Regehr	&	Bober,	2005).	
	
The	following	are	symptoms	associated	with	trauma	exposure	among	first	responders	
(International	Critical	Incident	Stress	Foundation,	2006).	Please	note	that	this	list	is	not	
exhaustive	meaning	that	you	may	experience	symptoms	not	listed	herein.	
	
Physical	symptoms:	
•	Exaggerated	startle	response	(feeling	“jumpy”	or	“on-edge”)	
•	Sleep	difficulties	(e.g.,	difficulties	falling	asleep,	staying	asleep,	or	waking	up)	
•	Dreams	and	nightmares	(e.g.,	replaying	the	trauma	or	other	negative	events)	
•	Fatigue	and	achiness	in	the	body	
•	Changes	in	appetite	or	weight	(may	increase	or	decrease)	
•	Digestive	difficulties	(e.g.,	upset	stomach,	digestion	problems)	
•	Headaches,	shakiness,	chills,	tightness	in	chest,	sensation	of	shortness	of	breath	
	
Emotional	symptoms:	
•	Changes	in	baseline	mood	(e.g.,	mood	is	more	depressed	than	usual	or	fluctuates	up	and	
down)	
•	Irritability	and	anger	
•	Fear	(persistent	or	fluctuating)	
•	Feeling	emotionally	numb	
•	Feeling	overwhelmed	
•	Feelings	of	denial	or	disbelief	
•	Crying	(increased	for	some,	shut	down	for	others)	
•	Anxiety	and	worrying	
•	Other	emotions	(e.g.,	feelings	of	guilt,	regret,	shame)	
	
Cognitive	symptoms:	
•	Intrusive	memories	(i.e.,	thinking	about	the	trauma	repeatedly	even	when	trying	not	to)	
•	Intrusive	images	(i.e.,	picturing	the	trauma	repeatedly	even	when	trying	not	to)	
•	Flashbacks	(vividly	re-living	the	traumatic	event,	feeling	like	you’re	“right	back	there”)	
•	Dissociation	(feeling	like	the	event	occurred	in	slow	motion,	feeling	surreal	as	if	watching	a	
movie,	feeling	as	though	you	were	standing	beside	yourself	watching	it	unfold)	



•	Difficulties	with	concentration,	attention,	memory,	and	problem-solving	
•	Changes	to	world	views	and	beliefs	(e.g.,	perceiving	the	world	and	people	as	bad/dangerous,	
no	longer	believing	that	good	things	generally	happen	to	good	people)	
	
Behavioural	symptoms:	
•	Hypervigilance,	which	refers	to	being	“on	guard”	(e.g.,	“looking	over	your	shoulder”)	or	taking	
extra	safety	measures	
•	Avoiding	reminders	of	the	trauma,	including	thoughts,	images,	people,	and	places	
•	Drug	and	alcohol	abuse	(this	also	includes	when	used	to	“numb”	the	symptoms)	
•	Significant	changes	in	lifestyle,	living	accommodations,	social	circles	
•	Feeling	detached	from	others	
•	Becoming	very	dependent	on	others	
•	Socially	withdrawing	(e.g.,	withdrawing	from	friendships,	social	gatherings,	public	places)	
	
Functional	impact:	
The	traumatic	event	itself	as	well	as	the	subsequent	symptoms	will	often	have	a	negative	
impact	on	daily	functioning.	This	might	include	changes	in	workplace	/	school	behaviour	and	
performance,	family	life,	social	relationships,	and	financial	status.	Some	first	responders	will	
also	describe	changes	in	spirituality	(e.g.,	questioning	or	altered	beliefs	about	the	world,	
people,	concepts	of	good/bad,	and/or	religious	doctrine).	
	
Longer-Term	Reactions:	
A	smaller	proportion	of	first	responders	experience	long-term	reactions,	in	which	symptoms	
persist	beyond	a	couple	of	months	and	continue	to	interfere	with	daily	life	(Rothbaum	&	Foa,	
1993).	Traumatic	events	may	have	a	ripple	effect,	meaning	that	long-term	reactions	are	not	
limited	to	PTSD.	Long-term	reactions	may	also	include	but	are	not	limited	to	the	following	
(Breslau,	1998):	
•	Depressed	or	irritable	mood	
•	Mood	that	fluctuates	between	highs	and	lows	
•	Anxious	mood	(i.e.,	feeling	generally	“on-edge”	or	specific	fears)	
•	Abuse	or	dependence	on	alcohol,	drugs,	and/or	prescription	medication	
•	Social	isolation	and	withdrawal	
•	Negative	outlook	on	life	
•	Changes	in	perceptions	of	people,	the	world,	and	feelings	of	safety	and	security	
	
Self-Check:	Secondary	and	Vicarious	Trauma	
	
Let’s	return	to	the	Professional	Quality	of	Life	(ProQOL)	questionnaire	that	you	completed	
earlier	in	this	module,	for	the	purpose	of	doing	a	self-check.	Tally	your	scores	on	the	Secondary	
Traumatic	Stress	Scale	and	review	the	interpretation	of	that	score.	
	
	
	
	



Burnout:	
	
The	term,	burnout,	has	been	used	to	describe	a	state	of	physical,	emotional,	and	mental	
exhaustion	resulting	from	long	term	involvement	in	emotionally	demanding	situations	(Pines	&	
Aronson,	1988).	Burnout	has	been	used	to	depict	a	degenerative	process;	a	loss	of	faith	in	the	
enterprise	of	helping	others	(Morrissette,	2004).	Burnout	is	characterized	by	excessive	
distancing	from	callers	or	patients,	impaired	competence,	low	energy,	increased	irritability	with	
supporters,	and	other	signs	of	impairment	and	depression	(Figley,	1995).	According	to	Figley,	
burnout	is	a	gradual	process	that	starts	with	job	strain,	followed	by	erosion	of	idealism,	and	
finally	a	void	of	achievement	(Figley,	1995).	Burnout	can	result	from	a	variety	of	situations	and	
is	not	exclusively	related	to	trauma	exposure	(Morrissette,	2004).	
	
Self-Check:	Burnout	
	
Let’s	return	to	the	Professional	Quality	of	Life	(ProQOL)	questionnaire	that	you	completed	
earlier	in	this	module,	for	the	purpose	of	doing	a	self-check	on	our	experience	of	burnout.	Tally	
your	scores	on	the	Burnout	Scale	and	review	the	interpretation	of	that	score.	
	
Compassion	Fatigue:	
	
Compassion	fatigue	refers	to	the	tendency	for	first	responders	to	become	upset	or	traumatized	
as	a	result	of	helping	or	wanting	to	help	a	traumatized	or	suffering	person	or	of	knowing	about	
a	traumatizing	event	experienced	by	a	significant	other	(Figley,	1995).	Compassion	fatigue	is	
characterized	by	a	loss	of	faith	in	the	helping	profession,	in	which	the	level	of	compassion	
(desire	to	help	those	who	suffer)	has	deteriorated	(Gray	2014;	Gray	2008).	Someone	suffering	
from	compassion	fatigue	may	continue	to	complete	his/her	role	and	tasks	yet	have	a	sentiment	
of	“I	used	to	care,	but	I	don’t	anymore”	(Gray	2014;	Gray	2008).	Compassion	fatigue	includes	
both	secondary	or	vicarious	trauma	exposure	or	burnout.	It	often	presents	itself	in	the	form	of	
exhaustion	(physical	and	emotional),	apathy	or	a	loss	of	faith	in	the	helping	profession,	isolation	
and	detachment	from	others,	feelings	of	blame,	anger,	and	irritability,	sleep	disturbances	
(nightmares	and	flashbacks),	and	compulsive	behaviours	(Gray	2014;	Gray	2008).	
	
Self-Check:	Compassion	Satisfaction	
	
Let’s	return	to	the	Professional	Quality	of	Life	(ProQOL)	questionnaire	that	you	completed	
earlier	in	this	module,	for	the	purpose	of	doing	a	self-check	on	our	experience	of	compassion	
satisfaction.	Compassion	satisfaction	is	about	the	pleasure	you	derive	from	being	able	to	do	
your	work	well.	Tally	your	scores	on	the	Compassion	Satisfaction	Scale	and	review	the	
interpretation	of	that	score.	
	
***It	is	recommended	that	you	also	download	a	copy	of	the	ProQOL	test.	This	test	is	helpful	
to	complete	this	test	recurrently	throughout	your	profession,	to	continue	to	monitor	for	signs	
of	secondary	or	vicarious	trauma	exposure,	burnout,	or	compassion	fatigue	that	you	might	be	
experiencing.***	



	
	

	
	

Potential	Positive	Impact	
	

Posttraumatic	Growth	(PTG)	
	
There	is	overwhelming	evidence	that	trauma	exposure	can	lead	to	negative	consequences.	
However,	there	has	been	increasing	awareness	that	trauma	exposure	does	not	inevitably	or	
exclusively	lead	to	negative	outcomes.	A	growing	body	of	research	has	found	that	some	
individuals	are	able	to	obtain	positive	outcomes	amidst	trauma	and	tragedy.	Recognition	of	
these	positive	outcomes	in	conjunction	with	awareness	of	the	potential	detrimental	impact	of	
traumatic	stress	symptoms	gleans	a	more	balanced	understanding	of	the	impact	of	traumatic	
events.		
	
Various	authors	have	noted	that	traumatic	events	can	present	the	opportunity	for	growth	and	
positive	change,	otherwise	referred	to	as	posttraumatic	growth	(PTG;	Caplan,	1964;	Tedeschi	&	
Calhoun,1996).	The	experience	of	a	highly	stressful	or	traumatic	event	is	a	necessary	
precondition	for	PTG.16	Examples	of	PTG	include	positive	changes	in	relating	to	others,	new	
possibilities	in	life,	a	sense	of	increased	personal	strength,	spiritual	change,	and	greater	
appreciation	of	life	(Tedeschi	&	Calhoun,1996).	Positive	changes	in	relating	to	others	can	
include	benefits	such	as	increased	closeness,	emotionality,	compassion,	education,	and	
acceptance	of	interpersonal	support.	New	possibilities	in	life	may	include	outcomes	such	as	a	
new	direction	in	life,	new	interests,	new	opportunities,	and	willingness	to	try	new	activities.	A	
sense	of	improved	personal	strength	can	be	observed	throughincreased	self-reliance,	self-
efficacy	in	the	face	of	difficulties,	confidence,	and	acceptance.	Spiritual	change	includes	an	
understanding	of	spiritual	matters	as	well	as	stronger	religious	faith.	Greater	appreciation	of	life	
includes	clearer	priorities	and	appreciation	of	life.		
	
Tedeschi	and	Calhoun	poignantly	explained	that	“growth...does	not	occur	as	a	direct	result	of	
trauma.	It	is	the	individual’s	struggle	with	the	new	reality	in	the	aftermath	of	the	trauma	that	is	
crucial	in	determining	the	extent	to	which	PTG	occurs”	(Tedeschi	&	Calhoun,	1996).	
Accordingly,	posttraumatic	growth	is	conceptualized	as	a	longer-	term,	positive	outcome	of	
trauma	exposure	that	reflects	a	sense	of	meaning	and	growth	derived	from	past	traumatic	
events.	Consistent	with	the	conceptualization	of	PTG,	various	studies	have	found	that	some	
people	may	perceive	at	least	some	good	as	having	emerged	from	a	traumatic	event.	Positive	
outcomes	have	been	found	in	victims	of	rape	(Burt	&	Katz,	1987;	Vernon	&	Kilpatrick,	1983),	
incest	(Calhoun	&	Tedeschi,	1989),	bereavement	(Calhoun	&	Tedeschi,	1989),	medical	illness	
(Collins,	Taylor,	&	Skokan,	1990),	disasters	(Thompson,	1985),	and	combat	(Sledge,	Boydstun,	&	
Rabe,	1980).	It	has	also	been	proposed	that	traumatic	events	can	be	energizing	for	some	
workers,	such	as	emergency	service	providers,	which	increases	the	likelihood	of	PTG	following	
trauma	exposure	(Jones,	1993;	Regehr,	Hemsworth,	Leslie,	Howe,	&	Chau,	S.,	2004).		
	



Butler	concluded	the	following	in	a	review	article	about	the	complex	relationship	between	the	
severity	of	trauma	exposure	and	the	potential	for	PTG:	“Although	catastrophic	events	may	be	
necessary	for	growth,	there	appears	to	be	a	limited	range	of	experience	that	can	prompt	or	
perhaps	facilitate	it.	Outside	those	bounds,	levels	may	be	insufficient	to	spur	growth	or,	
conversely,	they	may	be	so	intense	that	they	overwhelm	natural	mechanisms	of	psychological	
adaptation	and	healing”	(Butler,	2007).	In	other	words,	some	level	of	trauma	exposure	is	
required	to	develop	posttraumatic	growth.	However,	at	a	point	the	severity	of	a	trauma	may	
overwhelm	individuals’	capacity	for	coping	with	that	event	or	subsequent	stressors.	
	
Self-Check:	Posttraumatic	Growth	(PTG)	
	
Let’s	have	a	look	at	the	Posttraumatic	Growth	(PTG)	Scale,	for	the	purpose	of	doing	a	self-check	
on	our	experience	of	PTG.	

	
POSTTRAUMATIC 	GROWTH	 INVENTORY	

Tedeschi	&	Calhoun	(1996).	The	posttraumatic	growth	inventory:	measuring	the	positive		
legacy	of	trauma.	Journal	of	Traumatic	Stress,	9,	455-471.	

Indicate	for	each	of	the	statements	below	the	degree	to	which	each	change	occurred	in	your	
life	as	a	result	of	your	crisis,	using	the	following	scale:	
0	=	I	did	not	experience	this	change	as	a	result	of	my	crisis	
1	=	I	experienced	this	change	to	a	very	small	degree	as	a	result	of	my	crisis	
2	=	I	experienced	this	change	to	a	small	degree	as	a	result	of	my	crisis	
3	=	I	experienced	this	change	to	a	moderate	degree	as	a	result	of	my	crisis	
4	=	I	experienced	this	change	to	a	great	degree	as	a	result	of	my	crisis	
5	=	I	experienced	this	change	to	a	very	great	degree	as	a	result	of	my	crisis	

		 		 1	 2	 3	 4	 5	

1	 My	priorities	about	what	is	important	in	life	 		 		 		 		 		

2	 An	appreciation	for	the	value	of	my	own	life	 		 		 		 		 		

3	 I	developed	new	interests	 		 		 		 		 		

4	 A	feeling	of	self-reliance	 		 		 		 		 		

5	 A	better	understanding	of	spiritual	matters	 		 		 		 		 		

6	 Knowing	that	I	can	count	on	people	in	times	of	trouble	 		 		 		 		 		

7	 I	established	a	new	path	for	my	life	 		 		 		 		 		

8	 A	sense	of	closeness	with	others	 		 		 		 		 		

9	 A	willingness	to	express	my	emotions	 		 		 		 		 		

10	 Knowing	I	can	handle	difficulties	 		 		 		 		 		

11	 I’m	able	to	do	better	things	with	my	life	 		 		 		 		 		



12	 Being	able	to	accept	the	way	things	work	out	 		 		 		 		 		

13	 Appreciating	each	day	 		 		 		 		 		

14	 New	opportunities	are	available	which	wouldn’t	have	been	otherwise	 		 		 		 		 		

15	 Having	compassion	for	others	 		 		 		 		 		

16	 Putting	effort	into	my	relationships	 		 		 		 		 		

17	 I’m	more	likely	to	try	to	change	things	which	need	changing	 		 		 		 		 		

18	 I	have	a	stronger	religious	faith	 		 		 		 		 		

19	 I	discovered	that	I	am	stronger	than	I	thought	I	was	 		 		 		 		 		

20	 I	learned	a	great	deal	about	how	wonderful	people	are	 		 		 		 		 		

21	 I	accept	needing	others	 		 		 		 		 		

	
Scoring	and	Interpretation:	

Higher	scores	reflect	greater	posttraumatic	growth	

Total	PTGI	Score:	
Total	of	items	1	through	21	
Minimum	score:	21,	maximum	score:	105	

Factor	1:	Relating	to	Others	
Total	of	items	6,	8,	9,	15,	16,	20,	and	21	
Minimum	score:	7,	maximum	score:	35	
Higher	scores	reflect	greater	posttraumatic	growth	with	respect	to	relating	to	others.	

Factor	2:	New	Possibilities	
Total	of	items	3,	7,	11,	14,	and	17	
Minimum	score:	5,	maximum	score:	25	
Higher	scores	reflect	greater	posttraumatic	growth	with	respect	to	new	possibilities.	

Factor	3:	Personal	Strength	
Total	of	items	4,	10,	12,	and	19	
Minimum	score:	4,	maximum	score:	20	
Higher	scores	reflect	greater	posttraumatic	growth	with	respect	to	personal	strength.	

Factor	4:	Spiritual	Change	
Total	of	items	5	and	18	
Minimum	score:	2,	maximum	score:	10	
Higher	scores	reflect	greater	posttraumatic	growth	with	respect	to	spiritual	change.	

Factor	5:	Appreciation	of	Life	
Total	of	items	1,	2,	and	13	
Minimum	score:	3,	maximum	score:	15	
Higher	scores	reflect	greater	posttraumatic	growth	with	respect	to	appreciation	of	life.	
	



***It	is	recommended	that	you	also	download	a	copy	of	the	Posttraumatic	Growth	Inventory.	
This	test	is	helpful	to	complete	throughout	your	profession,	to	continue	to	monitor	your	
experience	of	posttraumatic	growth.	***	
	
	
	
Resiliency:	
	
The	American	Psychological	Association	(n.d.)	defines	being	resilient	as	“…	the	process	of	
adapting	well	in	the	face	of	adversity,	trauma,	tragedy,	threats	or	significant	sources	of	stress	—	
such	as	family	and	relationship	problems,	serious	health	problems	or	workplace	and	financial	
stressors.	It	means	"bouncing	back"	from	difficult	experiences.”		
	
The	above	does	not	mean	that	resilient	individuals	are	immune	to	stress	and/or	that	they	do	
not	experience	a	stress	reaction	whatsoever.	Rather,	resilient	individuals	may	experience	a	
temporary	stress	reaction	after	a	traumatic	incident	but	after	a	relatively	short	period	of	time,	
they	re-establish	homeostasis	and	resume	functioning.	In	other	words,	they	may	be	impacted	
by	stress	but	subsequently,	they	adapt	and	rebound	from	those	stressors.		
	
It	should	not	be	assumed	that	negative	outcomes	following	trauma	exposure	are	guaranteed	or	
even	that	negative	outcomes	are	the	most	common	outcome	of	trauma	exposure.	Similarly,	it	
should	not	be	assumed	that	resiliency	is	rare	and	an	exceptional	outcome	of	trauma	exposure.	
Rather,	natural	recovery	and	resiliency	are	the	most	common	outcomes	following	trauma	
exposure	(Bonanno,	2004).	
	
Resiliency	Factors	(Coulbeck,	2009)	
	
Risk	factor:	Social	isolation	
Resiliency	factor:	Support	system	
A	positive	and	strong	support	system	is	essential,	in	the	form	of	a	loving	spouse,	understanding	
parents,	friends	to	rely	on,	and	colleagues	who	understand	your	line	of	work.	Professional	
mental	health	assistance	also	constitutes	a	source	of	social	support.	
	
Risk	factor:	Negative	world	view	
Resiliency	factor:	Realistic	optimism	
In	dealing	with	callers	and	patients,	we	are	often	privy	to	the	negative	aspects	of	society	and	
quickly	realize	that	there	is	no	limit	on	the	harm	that	one	human	being	can	inflict	on	another	
human	being.	This	can	lead	to	cynicism	and	a	loss	of	trust	in	society.	Optimism	and	hopefulness	
helps	to	decrease	distress.	More	specifically,	realistic	optimism	includes	an	
awareness	of	the	realities	such	as	crime	in	our	communities	but	also	a	balanced	outlook	with	
respect	to	hope	for	the	future,	realizing	that	there	is	more	good	than	bad	in	society,	and	
knowing	that	we	can	make	a	difference	in	people’s	lives.	
	
	



Risk	factor:	Overuse	of	stimulants	and	depressants	
Resiliency	factor:	Healthy	diet	
Caffeine	(coffee,	energy	drinks,	or	other	food	sources	such	as	chocolate)	is	a	stimulant	that	
elevates	adrenaline	and	prolongs	the	stress	response.	Although	alcohol	can	be	perceived	to	
help	take	the	“edge	off,”	it	has	been	associated	with	long-term	difficulties	including	increased	
sleep	disturbances,	depression,	and	decreased	vitamin	levels.	Recreational	street	drugs	or	
abuse	of	prescription	medication	interferes	with	our	ability	to	adaptively	process	and	cope	with	
stress.	Abuse	or	dependence	of	any	of	these	substances	can	create	further	problems	in	our	
lives.	In	turn,	healthy	eating	and	the	reduction	of	stimulants	and	depressants	helps	our	body	
fight	the	biological	damage	caused	by	stress,	help	us	to	achieve	restorative	sleep,	and	help	to	
prevent	stress-related	illnesses.	
	
	
	
Risk	factor:	Giving	up	on	exercise	
Resiliency	factor:	Fitness	
Trauma	has	the	potential	to	uproot	our	lives,	including	tasks	of	daily	living	such	as	making	it	
difficult	to	maintain	a	steady	fitness	routine.	This	can	be	compounded	by	the	allure	of	“tuning	
out”	while	watching	television.	However,	cardiovascular	fitness	and	more	specifically,	a	regular	
fitness	routine	are	key	in	ridding	our	bodies	of	the	adrenaline	associated	with	the	stress	
response	and	also	in	moderating	cortisol	or	stress	hormones	in	the	body.	Furthermore,	fitness	
helps	the	body	to	release	endorphins,	which	promote	a	feeling	of	wellbeing.	
	
Risk	factor:	Tying	self-worth	to	success	(position,	assignment,	promotion)	
Resiliency	factor:	Being	motivated	by	the	genuine	desire	to	support	victims	during	their	times	of	
need	tends	to	be	associated	with	greater	resiliency.	In	contrast,	motivation	due	to	other	factors	
such	as	the	potential	for	promotion	or	new	opportunities	tend	to	be	associated	with	greater	
burnout	and	depletion.	
	
Risk	factor:	Taking	yourself	too	seriously	
Resiliency	factor:	Sense	of	humor	(when	appropriate)	
Victim	service	provision	is	serious;	dealing	with	trauma	and	tragedy	on	a	regular	basis.	
Seriousness	and	profound	respect	for	those	impacted	by	trauma	are	of	paramount	importance.	
For	our	personal	wellbeing,	it	is	also	important	that	we	also	intersperse	playfulness,	happiness,	
and	humour	in	our	personal	lives.	
	
Risk	factor:	Lack	of	sleep	
Resiliency	factor:	Regular	sleep	and	rest	
Decreased	duration	and	quality	of	sleep	has	been	associated	with	negative	outcomes,	such	as	
decreased	cognitive	performance	and	increased	anxiety,	depression,	and	stress	hormones.	
	
Obtaining	sufficient	duration	of	sleep	and	good	quality	of	sleep	predictably	each	night	or	most	
nights	helps	to	maintain	our	health	and	keep	is	in	the	best	position	possible	to	cope	adaptively	
with	stressors.	



	
	
	
	

When	to	Seek	Help:	
	

Initial	reactions	to	trauma	have	been	regarded	as	normal	reactions	to	abnormal	events	(Shalev,	
1996).	For	most	people,	these	reactions	are	manageable	and	subside	over	time	(Shalev,	1996).	
However,	some	individuals	develop	problematic	reactions	to	trauma,	which	are	characterized	
by	symptoms	that	are	severe	and/or	chronic.	
	
You	should	seek	professional	help	if	you	are	experiencing:	
•	Moderate	to	severe	symptoms	(i.e.,	symptoms	that	interfere	with	their	daily	functioning)	
•	Symptoms	that	are	chronic	(i.e.,	persist	beyond	a	couple	weeks	or	months	after	the	trauma)	
•	Diminished	level	of	functioning	(i.e.,	difficulty	carrying	out	tasks	of	daily	living	such	as	work,	
school,	family,	financial	functioning)	
•	Special	cases	of	caution	(noted	below)	
•	If	you	would	like	to	speak	with	a	medical/mental	health	professional	
	
Special	Cases	of	Caution:	
There	are	certain	circumstances	when	urgent	or	emergency	mental	healthcare	may	be	needed.	
These	circumstances	include	but	are	not	limited	to	the	following:	
	
•	Suicidality	or	homicidally	
•	Psychological	crisis	requiring	emergency	stabilization	
•	Dissociative	experiences	that	persist	after	the	trauma	has	ended	
•	Irritability	or	anger	that	you	are	unable	to	inhibit	
•	Alcohol	or	drug	use	that	may	pose	a	risk	of	safety	to	self	or	others	
•	Pain	or	chronic	pain	that	has	not	been	assessed	and/or	treated	
•	Self-harm	behaviours	
•	Any	other	circumstances	where	you	feel	that	the	safety	of	an	individual	might	be	at	risk	

	
	
References:	
American	Psychological	Association	(n.d.).	Road	to	Resilience.	
http://www.apa.org/helpcenter/roadresilience.aspx	
	
Bonanno	(2004).	Loss,	trauma,	and	human	resilience:	Have	we	underestimated	the	human	
capacityto	thrive	after	extremely	aversize	events?	American	Psychologist,	29,	20-28.	
	
Breslau,	N.	(1998).	Epidemiology	of	trauma	and	Posttraumatic	Stress	Disorder.	In	R.	Yehuda	
(Ed.),	Psychological	trauma.	Review	of	psychiatry	series	(pp.	1-30).	Washington,	DC:	American	
Psychiatric	Press.	
	



Burt,	M.	R.,	&	Katz,	B.	L.	(1987).	Dimensions	of	recovery	from	rape:	Focus	on	growth	outcomes.	
Journal	of	Interpersonal	Violence,	2,	57-81.	
	
Butler,	L.	D.	(2007).	Growing	pains:	Commentary	on	the	field	of	posttraumatic	growth	and	
Hobfoll	and	colleagues’	recent	contributions	to	it.	Applied	Psychology:	An	International	Review,	
56	(3),	36-378.	
	
Calhoun,	L.	G.,	&	Tedeschi,	R.	G.	(1989).	Positive	aspects	of	critical	life	problems:	Recollections	
ofgrief.	Omega,	20,	265-272.	
	
Caplan,	G.	(1964).	Principles	of	preventative	psychiatry.	New	York:	Basic	Books.	
	
Collins,	R.	L.,	Taylor,	S.	E.,	&	Skokan,	L.	A.	(1990).	A	better	world	of	a	shattered	vision?	Changes	
in	life	perspectives	following	victimization.	Social	Cognition,	8,	263-285.	
	
Coulbeck	(2009).	Seven	Solutions	for	Stress.	Law	and	Order,	88-96	
	
Figley,	C.	R.	(Ed.).	(1995).	Compassion	fatigue:	Coping	with	secondary	traumatic	stress	disorder	
in	those	who	treat	the	traumatized.	New	York:	Brunner/Mazel	Inc.	
	
Figley,	C.	R.	(Ed.).	(1989).	Helping	traumatized	families.	San	Francisco,	CA:	Jossey-	Bass.	
	
Gray,	L.	K.	(November,	2014).	Compassion	fatigue:	Building	resiliency	for	caregivers.	Presented	
for	Navigation	Canada,	Cornwall,	ON.	
	
Gray,	L.	K.	(April,	2014).	Compassion	fatigue.	Presented	for	the	Canadian	Critical	Incident	Stress	
Foundation,	Niagara	Falls,	ON.	
	
Gray,	L.	K.	(2008).	Emergency	service	providers	organizational	climate	and	its	role	in	the	
development	of	traumatic	stress	and	posttraumatic	growth.	Dissertation	Abstracts	
International.	
	
Halligan,	S.	L.	and	Yehuda,	R.,	(2000).	Risk	factors	for	PTSD.	PTSD	Research	Quarterly,	11,	pp.	1-
3.	
	
Hartsough,	D.,	&	Myers,	D.	(1985).	Disaster	work	and	mental	health:	Prevention	and	control	of	
stress	among	workers.	Washington,	DC:	National	Institute	of	Mental	Health	Studies,	Center	for	
Mental	Health	Studies	of	Emergencies.	
	
Hudnall	&	Stamm	(2009).	Professional	Quality	of	Life:	Compassion	Satisfaction	and	Fatigue	
Version	5	(ProQOL).	
	
International	Critical	Incident	Stress	Foundation	(2006).	Assisting	individuals	in	crisis	(4th	Ed.).	
Ellicott	City,	MD.	



	
Jones,	M.	(1993).	Role	conflict:	cause	of	burnout	or	energizer?	Social	Work,	38,	136-141.	
	
Lowenstein	(n.d.).	Retried	from	http://www.compassionfatigue.org/pages/lifestress.html	
	
Morrissette,	P.	J.	(Ed.).	(2004).	The	pain	of	helping:	Psychological	injury	of	helping	professionals.	
New	York:	Brunner-Routledge.	
	
Pearlman,	L.,	&	Saakvitne,	K.	(1995).	Trauma	and	the	therapist:	Countertransference	and	
vicarious	traumatization	in	psychotherapy	with	incest	survivors.	New	York:	Norton.	
	
Pines,	A.	M.,	&	Aronson,	E.	(1988).	Career	burnout:	Causes	and	cures.	New	York:	Free	Press.	
	
Raphael,	B.,	Singh,	B.,	Bradbury,	L.,	&	Lambert,	F.	(1983-1984).	Who	helps	the	helpers:	The	
effects	of	a	disaster	on	the	rescue	workers.	Omega,	14,	9-20.	
	
Regehr,	C.	&	Bober,	T.	(2005).	In	the	line	of	fire:	Trauma	in	the	emergency	services.	New	York,	
NY:	Oxford	University	Press,	Inc.	
	
Regehr,	C.,	Hemsworth,	D.,	Leslie,	B.,	Howe,	P.,	&	Chau,	S.	(2004).	Predictors	of	post-traumatic	
distress	in	child	welfare	workers:	A	linear	structural	equation	model.	Children	and	Youth	
Services	Review,	26,	331-346.	
	
Riggs,	Rothbaum,	&	Foa	(1995).	A	prospective	examination	of	symptoms	of	posttraumatic	stress	
disorder	in	victims	of	nonsexual	assault.	Journal	of	Interpersonal	Violence,	10,	201-214.	
	
Rothbaum,	B.	O.,	&	Foa,	E.	B.	(1993).	Subtypes	of	Posttraumatic	Stress	Disorder	and	duration	of	
symptoms	(pp.	23-35).	In	J.	R.	T.	Davidson	&	E.	B.	Foa	(Eds.),	Posttraumatic	Stress	Disorder:	
DSM-IV	and	beyond	(pp.	23-35).	Washington,	DC:	American	Psychiatric	Press.	
	
Royal	Ottawa	Healthcare	Group	(n.d.).	Operational	stress	injuries	and	PTSD.	Retrieved	from	
http://www.theroyal.ca/mental-health-centre/mental-health-programs/areas-of-care/	
operational-stress-injuries-and-ptsd/	
	
Shalev	(1996).	Stress	vs.	traumatic	stress:	From	acute	homeostatic	reactions	to	chronic	
psychopathology.	In	B.	A.	van	der	Kolk,	A.	C.	McFarlane,	&	L.	Weisaeth	(Eds.),	Traumatic	stress:	
The	effects	of	overwhelming	experience	on	mind,	body,	and	society	(pp.	77-101).	New	York,	NY:	
Guilford	Press.	
	
Sledge,	W.	H.,	Boydstun,	J.	A.,	&	Rabe,	A.	J.	(1980).	Self-concept	changes	related	to	war	
captivity.Archives	of	General	Psychiatry,	37,	430-443.	
	
Tedeschi,	R.,	&	Calhoun,	L.	(1996).	The	post-traumatic	growth	inventory:	measuring	the	positive	
legacy	of	trauma.	Journal	of	Traumatic	Stress,	9,	455	–471.	



	
Thompson,	S.	C.	(1985).	Finding	positive	meaning	in	a	stressful	event	and	coping.	Basic	and	
AppliedSocial	Psychology,	6,	279-295.	
	
Veronen,	L.	J.,	&	Kilpatrick,	D.	G.	(1983).	Rape:	A	precursor	of	change.	In	E.	J.	Callahan	&	K.	A.	
McCluskey	(Eds.),	Life-span	developmental	psychology:	Nonnormative	life	events	(pp.	167-191).	
New	York:	Academic	Press.	
	
Veterans	Affairs	Canada	(2016).	Understanding	mental	health.	Retrieved	from	http://	
www.veterans.gc.ca/eng/services/health/mental-health/understanding-mental-health	
	
Wilkinson,	C.	B.,	&	Vera,	E.	(1985).	The	management	and	treatment	of	disaster	victims.	
Psychiatric	Annals,	15,	174-184.	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



***When	you	have	completed	the	module	please	go	to	the	link	below	to	complete	the	
evaluation	component	of	the	module.		This	evaluation	is	mandatory****	
	
	
https://www.classmarker.com/online-test/start/?quiz=ykg593834eee94a6 
 
	


