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When Bearing Witness is Too Much to Bear




Goals

e Name Trauma and

Bvepne i o b scared traumatic Responses in
Ji ar A ‘%Ta& ; 5. ! Buk We T
Less Scor A ]\ j s, .

yourself, and environment.

e Recognize secondary
trauma.

e |dentify when to ask for
help.

Charley Mackesy



Stress,

® Stress- causes physical or emotional “tension”;

CrlSIS; short term or chronic; effects are alleviated when
the stressor is removed.

Trauma

e Crisis-a temporary disruption of coping and
problem-solving skills, but it does not necessarily
present as a life-threatening experience. Resolved
(as well as the resulting state of emotional turmoil
and disequilibrium) when the crisis event passes

® [rauma - More extreme version of stressful

events, they are perceived as
e |ife-threatening,
e evoke negative emotions (fear, helplessness)

e Physical responses and emotions that can last
long after the event is over.

Jason Leung for Unsplash e Memory of the traumatic event lingers on.

e “Experiencing repeated or extreme exposure
to aversive details of... traumatic events (e.g.,
first responders; police officers , health care
providers)” (APA, 2013, p. 271).
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TRAUMA, STRESS AND CRISIS
	The terms “traumatized,” “in crisis,” and “stressed out” are often used interchangeably in everyday language.  
trauma, stress, and crisis, although related, have vastly different effects on the human experience.  
Researcher Rachel Yehuda describes how trauma and stress differ from each other. 
STRESS: A stressor is:
 an event or situation that can cause a person physical or emotional “tension”, short term or chronic. 
Followed by physical and emotional effects which are alleviated when the stressor is removed.

TRAUMA events are more extreme versions of stressful events and their effects continue well after the events have passed.  Finally, the memory of the traumatic event lingers on, with continued arousal.4
CRISIS is described by Caplan as a threat to homeostasis, a temporary disruption of coping and problem-solving skills, which does not necessarily present as a life-threatening experience.5 Crises very often represent a turning point, and can be developmental or situational in nature.  Crises may also offer opportunities for learning and growth.



The cortex gives sights Processing Memories
and sounds meaning-
from what we have
learned in the past

Sights and
sounds go to the
thalamus (the

hub) first, then The amygdala
to the alert is the Alert
center and the center- lets the
cortex ' o body and the
‘) ~ < : brain know
b danger is
Smell and present and
Touch go directly to . .
the alert center of the t"ggers flght or

brain (amygdala) flight response

Smells and touch bring on
stronger memories of a
frightening event

Adapted from Joe Lertola for Time magazine
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high proportions of healthcare workers at risk for PTSD across all professional groups. PTSD is a vastly underreported entity in those who care for

THALMUS is the central processor for visual and auditory stimuli.  It sorts sensory cues by their characteristics (ie, size, shape, color, volume, etc.) and then sends them to the appropriate areas of the cortex
AMYGDALA which is comprised of two almond-shaped structures located in the left and right hemispheres of the brain, prompts the fear response. The amygdala is the structure most involved with the emotional interpretation of incoming stimuli. processes and then facilitates the storage of emotions and sensory reactions to events that are defined by intense feelings, especially fear, threat, and anger.
HIPPOCAMPUS is located near the amygdala and is concerned with the initial consolidation and subsequent storage of memory.  It processes an event and places it in time and place. In other words, it provides the context for the event and is vital to short term memory

MEMORIES: A reconstructive process not a reproductive process . . . It is not like playing a videotape.

Memories do fade, but distinctive, emotionally salient events fade less than everyday, banal events.

Memories can also get stronger- with reminiscence and repeated recollection



RECOLLECTION OF MEMORIES

e Recall is better if the context of recollection resembles
the context of the event

e “Increasing levels of arousal DIRECT attention to the
central features of the arousing event at the expense
of peripheral features.”

This is the classic “weapon focus”

Fawcett et al., 2016




FLASHBULB MEMORIES

e A vivid detailed recollection of

circumstances of the receiver of : ; |
information that is surprising and
important. ’—“\'\

N LN \----

— These are momentous occasions ’ T -
— They can change over time il ¥

[

“Memory for a directly experienced shocking
event is more stable than a flashbulb
memory of hearing about the same event.”



WHAT IS TRAUMA?

e A shocking, frightening, or dangerous event that
often exceeds the standard parameters of the
human condition and affects the individual
emotionally.

e Directly experienced

e Witnessed

e Learned that the event happened to a family
member or friend

e Experienced first hand repeatedly or extreme
exposure to details.
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intense, inescapable, uncontrollable, and unexpected.
exceeding the person's coping resources or breaking his or her protective defenses.
Exposure to the grotesque, extreme agony of others, human cruelty, dehumanization, degradation, and humiliation can shatter reassuring assumptions and damage defenses or coping mechanisms.


THE ANATOMY OF FEAR

... AND HOW THE BODY RESPONDS

-The ShOrt Cut By putting the brain on alert, the amygdala triggers a
series of changes in brain chemicals and hormones
A” pOintS bu”etin . that puts the entire body in anxiety mode
to the brain. .

before we are
aware of the
danger!

- The High
Road
Information
analyzed by the R lacto
brain- can shut
off fear
response
(experience and
memory)

Adapted from Joe Lertola for Time magazine
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The body responds to trauma or a threatening stimulus with a chain of events that involves two aspects of the autonomic nervous system. 
sympathetic nervous system (SNS), which regulates the smooth muscles of body organs. When the body is in a state of physical effort or stress, the SNS is in operation. 
The parasympathetic nervous system  (PNS), which is activated when the body is relaxed or in a state of rest. 





THE ANATOMY OF FEAR...

WHAT TRIGGERS IT ... ... AND HOW THE BODY RESPONDS

When the senses pick up a threat—a loud noise, By putting the brain on alert, the amygdala triggers a
a scary sight, a creepy feeling—the information series of changes in brain chemicals and hormones
takes two different routes through the brain that puts the entire body in anxiety mode

Y i .

STRESS-HORMONE
(7| BOOST

4l Responding to signals
| from the hypothalamiis

and pituitary gland, the
adrenal glands pump out
high levels of the stress hormone
cortisol. Too much cortisol short-
circuits the cells in the hippocampus,
making it difficult to crganize the
memory of a trauma or stressful
axparfonce. Memorkes losa their
context and become fragmented

RACIMG HEARTBEAT
The body's sympatheth:
| mervous system,
responsible for heart rate
and breathing, shifts into
owerdrive. The heart beats
faster, blood pressure rises and the
lungs hyperventilate. Sweat
increases, and even the nerve endings
o the skin tingle into acthon, creating
Foose bumps

FIGHT, FLIGHT OR

FRIGHT The senses
beoome hyperalert, drinking
in every detail of the
surroundings and looking
for potential new thre ats.
Adranaline shoots to the muscles,

preparing the body to fight or flee

DIGESTION SHUTD-OWN
The brain stops thinking
about things that bring
pleasure, shifting its focus
instead to identifying
potential dangers. To
ensure that no enengy is wasted on
digestion, the body will sometimes
respond by emptying the dige stive
tract through involuntary vomiting,
wrination or defecation

Adapted from Joe Lertola for Time magazine
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The HIGH road is described as the passage of sensory information from the sensory thalamus up into the cortex, where the stimuli are thoroughly analyzed. This is a very important step, but it has one significant disadvantage-it’s slow and can take a few seconds to analyze a new sensory stimulus. 
The LOW road,” which involves the transmission of sensory information from the sensory thalamus directly to the amygdala. no opportunity for the slower analysis of the stimulus, but it does one very important thing: within milliseconds, it fires off neurons in the amygdala that in turn trigger the body’s emergency response systems.  With this triggering there is a chain of neurobiological events that protects one from danger.

It then stimulates the hypothalamus, which calls on the pituitary gland to stimulate the adrenal cortex.  These are the elements of the hypothalamic-pituitary-adrenal axis (HPA axis), which is a major part of the neuroendocrine system that manages the body’s response to stress. The adrenal glands release two steroid hormones epinephrine  and  cortisol, into the bloodstream. Norepinephrine is released from other parts of body.

However, as long as the threat remains, the body will remain in a state of arousal.  Only when the stressful event is over does cortisol act upon the hippocampus, returning the body to its non-alert state. 


THE BRAIN RESPONDS TO THREAT

eThere is one goal:

To prepare for survival

—Freezing — an instant check. “
.

ldentify location of danger
and if one can escape.

Bovin, M. J., & Marx, B. P., 2010



NEXT, FIGHT OR FLIGHT

When the danger passes or one escapes, blood pressure, respiratory rate and
hormone flow return to normal levels as the body settles into homeostasis, or
equilibrium, once more.
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The sympathetic nervous system directs the body's rapid involuntary response to dangerous or stressful situations.
A flash flood of hormones boosts the body's alertness and heart rate, sending extra blood to the muscles. Breathing quickens, delivering fresh oxygen to the brain, and an infusion of glucose is shot into the bloodstream for a quick energy boost. This response occurs so quickly that people often don't realize it's taken place, according to. For instance, a person may jump from the path of a falling tree before they fully register that it's toppling toward them.
the parasympathetic nervous system, works to calm the body down,


TRAUMA DISRUPTS. ..

e PHYSIOLOGY

— Tachycardia, increased respirations, dilated pupils, dry mouth, sweating,
shaking, dizziness

Bovin, M. J., & Marx, B. P., 2010
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THESE ARE COMMONLY EXPERIENCED AND THEIR INTENSITY DEPENDS ON INDIVIDUAL EXPERIENCE AND TRAINING


EMOTIONAL PROCESSING

— A negative emotional state —fear of dying, fear of losing
emotional control, emotional distress, horror, anger and
disgust.

Bovin, M. J., & Marx, B. P., 2010



COGNITIVE PROCESSING

— Memory - fragmented,
out of sequence
— Inability to attend/focus

—Time Is distorted

Bovin, M. J., & Marx, B. P., 2010
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Trauma is first organized in memory on a perceptual level. 


SUPPRESSING & AVOIDING TRAUMA THOUGHTS

e Research studies show
that suppressing memories
of any type result in a
rebound effect.

e “ Although not thinking about painful
thoughts seems to be a reasonable way to

cope ... trying to forget actually makes it
worse.”
Wang, 2020; Wegner, 1994



COVID-19 SOURCES OF ANXIETY

e Access to PPE

e Exposure to COVID-19

e Taking infection home to family
e Unavailability for rapid testing

e Uncertainty of organizational support
(personal/family)

e Access to childcare (increased work
hours, schools closures)

e Material support (food, hydration,
lodging, transportation)

Photo: UK DID

e Ability to provide competent care of
deployed to a new clinical settings

e Lack of access to up-to-date and accurate
information and communication.

Shanafelt et al., 2020
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Stanford U Medical Center
8 sources of anxiety: 
access to appropriate personal protective equipment,
 being ex- posed to COVID-19 at work and taking the infection home to their family,  
not having rapid access to testing if they develop COVID-19 symptoms and concomitant fear of propagating infection at work, 
uncertainty that their organization will support/take care of their personal and family needs if they develop infection, 
access to child- care during increased work hours and school closures, 
support for other personal and family needs as work hours and demands increase (food, hydration, lodging, transportation), 
being able to provide competent medical care if deployed to a new area (eg, non-ICU nurses having to function as ICU nurses), and
lack of access to up-to-date information and communication. 




RESPONSES TO TRAUMATIC STRESS

e |nitial symptoms are varied, complex,
and unstable. They can include
— exhaustion,
— Confusion,
— sadness,
— anxiety,
— agitation,
— numbness,
— dissociation,
— disorientation,

— depression,
— physical arousal, and
— blunted affect.

Photo: FEMA
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Some responses are 'normal' affecting most survivors, being socially acceptable, psychologically effective, and self-limited.

Effective coping include: a low degree of distress (though this should not be confused with numbing or blunted affect); intrusive recollections that lead a survivor to recruit sympathy and help; upon repetition, the trauma narrative becomes richer, includes other elements, and takes on a reflective tone (e.g., "When I think about it now, I could have done worse."); nightmares change from mere repetition of the event to more remote renditions.

Continuous distress without periods of relative calm or rest; severe dissociation symptoms that continue following a return to safety; intense intrusive recollections that are fearfully avoided, experienced as a torment, or seriously interfere with sleep; extreme social withdrawal; the inability to think about rather than just emotionally experience the trauma.


WHAT WE CAN LEARN FROM SARS (2003)

Significant distress in 30-50% health care

providers
— Quarantine
— Fear of contagion EX oy -
g N ': “'} ilﬂ:“ﬁgéim L; P
— Perceived Stigma Shut to ‘ .R;lvla‘unmﬂnng ). R P

tourists

— Treating colleagues with SARS
— Concern for family health
— Social isolation

APPROACHES
e Fostering individual resilience

e Fostering organizational resilience

Maunder et al., 2004; Maunder et al., 2008
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The SARS outbreak was associated with clinically significant distress in a third to half of healthcare workers.4-7 Greater dis- tress was associated with quarantine,8 treating colleagues with SARS,9 fear of contagion,7,10,11 concern for family health,6,11,12 job stress,7,11 interpersonal iso- lation,7,11 and perceived stigma.7,8,13 

Two aspects of these healthcare workers’ experience distinguish the stress of an infectious disease from other disasters. 
SARS experience contributed to social isolation for several reasons: infection control procedures increased interpersonal distance; stigma and interpersonal avoidance diminished social and community interaction; and being assigned to unfamiliar work groups reduced collegial interaction. 
Family support usually buffers stress, healthcare workers with children experienced higher levels of distress during SARS, presumably due to the perceived risk of infecting loved ones and concerns about caring for children if the parent is ill. 

BUT SARS HAD minimal community transmission and minimal infectious transmission prior to the onset of symptoms.

FOSTERING 
INDIVIDUAL RESILENCE- 1) appraisal and coping processes that are designed to recover positive emotions and effective adaptation
   facilitates discussion of the strengths and weaknesses of various approaches to coping, 
2) psychological first aid,20 an evidence-based approach to facilitating resilience immediately after trauma >It teaches a respectful approach to reducing distress through enhancing safety and comfort, helping survivors of trauma to identify their needs, providing information and facilitating social connection


SECONDARY TRAUMATIC STRESS

COLLEAGUES, PEERS AND FAMILY MEMBERS, NOT ONLY ON THE FRONTLINES ...
BUT IN THE TRENCHES, CLASSROOMS, HOMES

Parallels the DSM-5 symptoms of PTSD,
that is:

Intrusive reexperiencing,
Avoidance,
Alterations in arousal and reactivity,

Alterations in cognitions and mood, and
dissociation.

Indirect exposure to traumatic stressors
or stress reactions extend beyond the
above symptom categories.

— moral distress,
— decreased empathy,

— diminished professional self-efficacy,
and

— feeling stigmatized

Sprang et al., 2018

DM\

Nik Shuliahin for Unsplash
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These negative effects of work-related  secondary exposure to a traumatic event are nearly identical to those of primary exposure, with the difference being that exposure to a traumatizing event experienced by one person becomes a traumatizing event for a second person 					(Figley, 1999) 



STAYING BALANCED IN THE FACE OF SECONDARY TRAUMA

e Psychological needs related to
the trauma situation:

— Trust/dependency gy
— Safety 3
— Power

— Esteem

— Intimacy
— Independence o)
— Frame of reference b\

Loic Leray for Unsplash
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TRUST: Realization that people/institutions deceive, betray, disappoint and violate:
SAFETY: Images involve a loss of safety. “It is only a matter of time.”  Professionals see themselves as a potential victims. Painful experiences of images and emotions associated with trauma.
POWER: Fantasies about protecting self and family
ESTEEM: Loss of idealism. Feelings of bitterness, cynicism and pessimism
INDEPENDENCE: Identification with a client’s loss of independence or restriction of movement. Feeling trapped and confined. “It would be terrible if I couldn’t go home-where I wanted.  
INTIMACY: A feeling of alienation from others.  “How can you listen to these stories?” When someone asks you what you do, you pause, take a deep breath and then pull back waiting for the person to recoil with “shock.” “What is wrong with me that I am doing this work?”Stigmatized by the work we do
FRAME OF REFERENCE: Taking on the client’s questions about “why did this happen to me?” This can evolve into blaming the victim. Beliefs, assumptions and expectations about self and world (enabling us to make sense of our experience)





RISK FACTORS FOR SECONDARY TRAUMA

e A personal trauma history

e Level of education

e Trauma training

e Supervision

e Balance in clinical population
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NOTE:  If people can immediately recognize when they are exposed to the traumatic material of others and activate strategies to cope with that material they will be less vulnerable to the use of destructive behaviors and long term psychological issues!



TAKE A BREATH

D Gaffney

Photo



AND ANOTHER BREATH. ..

Photo: P Gassner



RESILIENCE

e “Capacity to cultivate strengths to positively meet the
challenges of life.” (siiman, 150

e “Ability to bounce back from adversity” s 200

e “Capacity to bounce forward from adversity, strengthened and
more resourceful” wasnsss

Photo: M Kjaergaard CC 3.0
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They describe a sequential approach to coping that is experience-near for many healthcare work- ers: 
problem solving for events that are appraised to be within one’s control, 
emotion-based coping to enhance support and reduce isolation, and 
meaning-based coping for events that are unresolved and cause persistent distress after problem- focused efforts. 

This framework facilitates flexibility, acknowledging that distress and coping are highly individual and depend on experience, values and expectations. It also facilitates discussion of the strengths and weaknesses of various approaches to coping, and the evidence that coping through escape-avoidance and self-blame are maladaptive in healthcare workers responding to infectious disease. 

The second approach that we advocate is psychological first aid,20 an evidence-based approach to facilitating resilience immedi- ately after trauma. Healthcare workers can learn psychological first aid without any prior mental health education. Furthermore, learning to support others may also enhance the resilience of the provider. As with Folkman and Greer’s model, psychological first aid does not pathologize people who are stressed by extraordinary events. 



RESILIENCE
e Associated with the ability to cope
under adverse circumstances.

e A pattern of adaptive behaviors.
* Not a personality characteristic. &=
e Not a static or permanent state, k '
e A dynamic process, associated i
with—but not identical to—

personality features.

e A quality found at all levels—from andrzel_b
the individual to the family to the
work place to the community.

Walsh, 2007; UCSF, A Personal Strategy for Engaging and Building Your Resilience
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The rowan’s wood is strong and resilient, making excellent walking sticks, and is suitable for carving. It was often used for tool handles, and spindles and spinning wheels were traditionally made of rowan wood. Druids used the and berries to dye the garments worn during lunar ceremonies black, and the bark was also used in the tanning process. Rowan twigs were used for divining, particularly for metals.


SELF-ASSESSMENT

“Symptom” identification

Recognize empathic distress and
secondary trauma triggers

Identify and use your resources

Review your personal and
professional history to the present
day



ACTION GOALS

Learn and practice arousal/anxiety
reduction skills

Learn grounding skills and containment
strategies

Contract with yourself for life
enhancement

Resolve barriers to success
Initiate conflict resolution

Implement a supportive aftercare plan



PSYCHOLOGICAL FIRST AID (PFA)

e Reach out to those who need help
and provide comfort care.

e Recognize basic needs and support
problem-solving.

e Validate feelings and thoughts.

e Provide accurate and timely
information.

e Connect individuals with support
systems.

e Provide education about stress
responses.

e Reinforce strengths and positive
coping strategies.

THE JOHNS HOPKINS GUIDE TO

PSYCHOLOGICAL
FIRST AID

Everly Jr, G. S., & Lating, J. M. 2017
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Psychological First Aid (PFA) can play an important role in helping people cope with stressful situations. 
PFA is a way to give emotional support and help to people of any age, ethnic and cultural heritage, and social and economic background in the immediate aftermath of disaster or in the midst of a public health emergency. 
Reduce the initial distress caused by traumatic events and to foster short- and long-term adaptive functioning and coping. 


ORGANIZATIONAL RESILIENCE

Hospitals, Clinics, Public Health Organizations, Schools and Universities

1. Establishing reserves
— Material
— Relational
2. Effective leadership
3. Training and Education
4.Supportive, collaborative, interdisciplinary
l relationships which can provide the basis for

_\ ERAN formal and informal support during a crisis.

I'F R 5. Characteristics of magnet hospitals
‘ﬂ 6. Organizational justice

B “ e : — supervisors take their employees’

i g - | viewpoints into account,

r — suppress their own biases and deal with

subordinates in a fair and truthful
manner (relational justice), and
— fairness

Zachary Keimig for Unsplash
Maunder et al., 2008)
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Organizational resilience depends on establishing reserves prior to crises. 
emphasize the value of back-up plans and succession plans, a culture of flexibility and the central role of effective leadership 
the importance of effective training. 
building relational reserves prior to the pandemic, by which we refer to supportive, collaborative, interdisciplinary relationships which can provide the basis for formal and informal support during a crisis. 
Organizational justice includes the degree to which supervisors take their employees’ viewpoints into account, suppress their own biases and deal with subordinates in a fair and truthful manner (relational jus- tice), and fairness in formal decision- making procedures (decisional justice). 



Table. Requests From Health Care Professionals to Their Organization During the Coronavirus Disease 2019 Pandemic

Request

Principal desire

Concerns

Key components of response

Hear me

Protect me

Prepare me

Support me

Care for me

Listen to and act on health
care professionals’ expert
perspective and frontline
experience and understand
and address their concerns
to the extent that
organizations and leaders
are able

Reduce the risk of health
care professionals
acquiring the infection
and/or being a portal of
transmission to family
members

Provide the training and
support that allows
provision of high-quality
care to patients

Provide support that
acknowledges human
limitations in a time of
extreme work hours,
uncertainty, and intense
exposure to critically ill
patients

Provide holistic support for
the individual and their
family should they need to
be quarantined

Uncertainty whether leaders recognize
the most pressing concerns of frontline
health care professionals and whether
local physician expertise regarding
infection control, critical care,
emergency medicine, and mental health
is being appropriately harnessed to
develop organization-specific responses

Concern about access to appropriate
personal protective equipment, taking
home infection to family members, and
not having rapid access to testing
through occupational health if needed

Concern about not being able to provide
competent nursing/medical care if
deployed to new area (eg, all nurses will
have to be intensive care unit nurses)
and about rapidly changing
information/communication challenges

Need for support for personal and family
needs as work hours and demands
increase and schools and daycare
closures occur

Uncertainty that the organization will
support/take care of personal or family
needs if the health care professional
develops infection

Create an array of input and feedback channels (listening groups, email
suggestion box, town halls, leaders visiting hospital units) and make certain
that the voice of health care professionals is part of the decision-making
process

Provide adequate personal protective equipment, rapid access to
occupational health with efficient evaluation and testing if symptoms
warrant, information and resources to avoid taking the infection home to
family members, and accommodation to health care professionals at high
risk because of age or health conditions

Provide rapid training to support a basic, critical knowledge base and
appropriate backup and access to experts

Clear and unambiguous communication must acknowledge that everyone
is experiencing novel challenges and decisions, everyone needs to rely on
each other in this time, individuals should ask for help when they need it,
no one needs to make difficult decisions alone, and we are all in this together

Provide support for physical needs, including access to healthy meals and
hydration while working, lodging for individuals on rapid-cycle shifts who
do not live in close proximity to the hospital, transportation assistance for
sleep-deprived workers, and assistance with other tasks, and provide
support for childcare needs

Provide support for emotional and psychologic needs for all, including
psychologic first aid deployed via webinars and delivered directly to each
unit (topics may include dealing with anxiety and insomnia, practicing
self-care, supporting each other, and support for moral distress), and
provide individual support for those with greater distress

Provide lodging support for individuals living apart from their families,
support for tangible needs (eg, food, childcare), check-ins and emotional
support, and paid time off if quarantine is necessary

Shanafelt et al., 2020




PREVENTION

e Psychological
— Life Balance
— Relaxation
— Humor

Photo: Bentley Waters




PREVENTION

e Professional

— Balance

— Boundaries

— Getting support

— Plans for coping

— Ongoing education
— Evaluate healing

— Skill development
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SAYING NO IS IMPORTANT


DON’T BE A SPONGE . ..

e When we completely take on other people’ s suffering as our own, we are
at risk.

— Personal distress, feeling threatened, and overwhelmed.
— It may lead to burnout.

— Try to be receptive to other people’ s feelings without absorbing those
feelings as your own.

Photo: Kallerna, distributed under CC-BY-SA 3.0



FINDING SANCTUARY

A physical and emotional place of safety and security.
Respite from outside threats. T
Offers comfort and familiarity.

Facilitates healing and growth.




Post Traumatic Growth

“Posttraumatic Growth does
Y not deny the distress associated
with highly challenging
experiences at the time, and at
certain times after. The
‘; evidence supporting
. posttraumatic growth does,
\ however, demonstrate the
unique capacity for many
people to learn and grow from
extreme adversity.”

Tedeschi et al., 2018, Posttraumatic growth: Theory,

UEE) WAEFEeE T e LS Ee research, and applications. Preface.



THE FIVE SENSES GROUNDING EXERCISE

This exercise contains two parts, breathwork and using your five senses.

Start by breathing slowly and deeply, tapping into your own portable tool, one that you can use anytime and
anywhere. Breathing slowly allows you to activate the part of your nervous system to help calm and bring
you to a place where you can think more clearly and return to the present moment.

The second part of the exercise focuses on the five senses— to help ground us— what you see, hear, touch
with your skin, taste and smell. Begin by concentrating on your environment, all that is around you. Focusing
helps you feel more centered in your own body. Pay attention to things like shape, textures and colors. Here
is an abbreviated exercise using just a one sense, seeing, combined with breath work, it will give you an
introduction to the entire exercise.

Start by getting comfortable in your seat. Now begin by taking a slow deep breath through your nose, feeling
your belly rise. Slowly turn your head side to side, looking around the room where you are right now.
Perhaps look out a window, notice what is far away from you, notice what's close to you. Now notice the
different colors and shapes and see the light or lack of light. What captures your attention? Notice a part of
your body that you don't usually pay attention to— the soles of your feet, the backs of your calves. If it's
comfortable for you, begin to look up and slowly look down continue with your breath, moving through your
body. As you slowly move your head notice how your neck feels when you're bringing you head back to
center and pause for a moment. Finally notice how this practice makes you feel. Now consider doing the
same for what you are hearing, touching, tasting and smelling for the more complete exercise that joins all of
our five senses with breath. This grinding exercise can be powerful medicine during potentially traumatic
events or anytime that you choose. This is also an easy exercise that children can learn.



https://www.youtube.com/watch?v=7o-oqjiLAOs
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RESOURCES

Psychological First Aid for Health Care Providers
https://omh.ny.gov/omhweb/disaster resources/pfa/healthcare.pdf



https://omh.ny.gov/omhweb/disaster_resources/pfa/healthcare.pdf

Let us know how you are doing!

HealingOurselves@DonnaGaffneyDNSc.com
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