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Counselors continually encounter clients who have experienced emotional and psychological trauma.
Repeated vicarious exposure to clients’ trauma can affect counselors’ personal and professional wellness.
Vicarious traumatization can impair counselors’ current and future clinical work and lead to significant
distress. Clinical supervisors can play an important role in assessing and supporting counselors’ wellness
related to vicarious traumatization. The purpose of this article is to introduce a framework and related
strategies for counseling supervisors based on wellness theory to address vicarious traumatization in
counselors. A case study is provided to illustrate an integrated wellness approach to supervision.
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Mental health counselors who provide services to traumatized clients (e.g., military personnel,
clients who have been victimized, witnesses to traumatic events) help to process traumatic
experiences. Consequently, providing therapy to traumatized clients often involves the counselor
listening to repeated graphic descriptions of traumatic recollections while remaining empathically
engaged during discussions (Moulden & Firestone, 2007). For example, counselors working with
military personnel and veterans may be provided information that involves the gruesome details of
service members’ recollections, including death (e.g., via combat, witnessed aftermath of execution)
and violence to children. In addition, these clients are often struggling to manage their own anxiety
dealing with the overall threat to personal survival in combat situations. There also may be instances
in which counselors are exposed to clinical concerns such as addictions that may not involve
diagnosable traumatic stress but have the potential to be significantly impactful on the therapist. The
effect of this vicarious exposure to clients’ experiences can place counselors at risk to be traumatized
themselves. This exposure can negatively impact their psychological well-being and contribute to the
development of vicarious trauma.
Although there is some discussion within the professional literature regarding vicarious exposure
to clients’ traumatizing recollections, limited information is available regarding how to address
this issue in supervision. Supervisors may benefit from operating within a theoretical framework
to support counselor supervisees’ exposure to vicarious trauma. Given the potential for significant
detrimental effects on counselors, it seems imperative to focus attention on vicarious exposure to
trauma within the context of clinical supervision.
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Trauma and Vicarious Exposure
Traumatic events have been described as negative, sudden and uncontrollable (Creamer,
McFarlane, & Burgess, 2005; Olff, Langeland, Draijer, & Gersons, 2007; Sarri, 2005), often involving
serious injury, threats of death or actual death, or challenges to the physical integrity of oneself
or another (American Psychiatric Association, 2013). Traumatic experiences often result in a crisis
during which an individual is unable to effectively use typical problem-solving methods and can
experience frustration and distress with the disruption of daily activities and life goals (Brammer,
1985; Caplan, 1961; James & Gilliland, 2013). Traumatization also can occur when individuals have
neither the internal nor external resources to adequately cope with the results of these crisis events
(van der Kolk, 1989). It has been stated that traumatic events are not the cause of harm to individuals’
psychological or physical self; it is their reaction to the trauma that leads to harm (Williams, 2006).
In general practice, counselors are often exposed to and affected by trauma-related issues shared
by clients (Michalopoulos & Aparicio, 2012). Approximately 70% of 221 mental health workers
reported being exposed to moderate or profound amounts of trauma material in a study examining
vicarious or secondary exposure to trauma (Kadambi & Truscott, 2004). In an earlier study, 37%
of mental health workers reported emotional, physical and mental problems related to secondary
trauma associated with their clinical work (Cornille & Myers, 1999). Additional research has
confirmed the potential deleterious effects on counselors of continual exposure to clients’ traumatic
issues (e.g., Arvay, 2001; Buchanan, Anderson, Uhlemann, & Horwitz, 2006; Figley, 2002; Pearlman &
Mac Ian, 1995).
While providing general psychotherapy can affect a counselor both personally and professionally,
trauma therapy often has a unique effect on therapists distinctive from general counseling (Pearlman
& Mac Ian, 1995). Counselors who work primarily with clients with trauma issues are at a higher risk
for developing vicarious trauma than those with a general caseload (Brady, Guy, Poelstra, & Brokaw,
1997; Chrestman, 1995; Cunningham, 1999; Kassan-Adams, 1995; Pearlman & Mac Ian, 1995 Schauben
& Frazier, 1995).
Vicarious Traumatization
Figley (1983) suggested “secondary victimization” and “secondary traumatic stress” as terms
to characterize the effect of exposing traumatic material to other people. Furthermore, secondary
traumatic stress has been defined by Figley (1993) as the natural consequent behaviors and emotions
resulting from awareness of a traumatizing event experienced by a significant other and the
associated stress resulting from helping or wanting to help. Though similar in its connection to the
impact on counselors exposed to the traumatic experiences of clients, vicarious traumatization (VT)
possesses unique characteristics in relation to the degree of impact.
VT was later coined as a term to describe the situations in which a counselor experiences intrusive
imagery that appear as disruptions to a therapist’s imagery system of memory and yield painful
experiences of images and emotions associated with clients’ traumatic memories (Pearlman &
Saakvitne, 1995). As described in Moulden and Firestone (2007), the three primary characteristics
of VT are: (a) pervasive impact that affects several aspects of therapists’ lives; (b) cumulative effect
in that each exposure to the trauma reported by victims increases the risk and impact of the trauma
response in the helper; and (c) potentially permanent detrimental emotional and psychological effects
such as a change in perspective and imagery. The primary symptoms of VT include disturbances in
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affect tolerance, cognitive frame of reference, interpersonal relationships, psychological needs and
identity (Moulden & Firestone, 2007), with effects that can be profound and long-lasting (McCann &
Pearlman, 1990). In contrast, counselors experiencing VT have been found to experience decreased
personal and professional sense of well-being, depending on their personal trauma history and length
of time working with traumatized clients (Pearlman & Mac Ian 1995). In addition, there is a disrupted
sense of safety and altered perceptions of self that are significantly correlated with experiencing
negative psychological effects (Culver, McKinney, & Paradise, 2011). There have been indications of
positive effects of VT as exposure to vicarious trauma may even result in psychological growth of the
counselor (Brockhouse, Msetfi, Cohen, & Joseph, 2011). Regardless of the nature of the impact, there
appears to be unique aspects of providing services to clients experiencing issues of trauma.
Several internal and external factors contribute to the manifestation of VT. Counselors’
personal trauma history, the meaning of traumatic life events to counselors, psychological style,
interpersonal style, professional development, and current stressors and supports may all influence
the development of VT (McCann & Pearlman, 1990). Elements faced in the work environment, such
as the nature of the clientele and the material they present in therapy, stressful client behaviors,
and social and cultural context, also may contribute to VT (McCann & Pearlman, 1990. Though one
experience with a client’s traumatic issue can negatively affect the counselor, the manifestation of
VT often occurs after repeated exposure to clients’ traumatic narratives (Moulden & Firestone, 2007;
Pearlman & Mac Ian, 1995). Due to the potential for counselors to experience VT, organizational
support systems to manage the impact of trauma work are needed (Cohen & Collens, 2013). Clinical
supervision, when held at regular intervals, provides an opportunity for the identification and
remediation of VT to promote the wellness of counselors.

Supervision for Vicarious Traumatization
Lack of training and supervision have been cited as points of concern for counselors at risk for
developing VT. For example, Pearlman and Mac Ian (1995) found that trauma therapists who did this
work for a shorter period of time and did not receive supervision reported higher levels of disrupted
beliefs associated with their clinical work. More recently, Dunkley and Whelan (2006) found that
only about a third (27.9%) of the counselors providing trauma therapy via the telephone received
supervision.
The literature supports the purported need for supervision among trauma counselors. In a
structured interview of mental health agency directors (n = 5) working in New Orleans postHurricane Katrina, all five directors believed that coping strategies and support were necessary
for mental health practitioners to continue working with trauma victims (Culver et al., 2011).
Similarly, in a recent study with six peer-nominated master therapists, all six stressed the importance
of counselors receiving supervision to lower the risk of VT when working with trauma victims
(Harrison & Westwood, 2009). Further supporting these findings, Michalopoulos and Aparicio (2012)
found that a decrease in VT symptoms can be predicted by high levels of social support. Neumann
and Gamble (1995) recommended that supervision be provided by experienced trauma therapists.
Given the indications of a need for support of counselors working with trauma victims by clinicians
and supervisors, ensuring appropriate supervision of trauma-focused counseling is a necessary
component in addressing the impact of the work.
During the process of supervision, it is important for supervisors to be mindful of the potential
for VT manifesting in their supervisees. The signs of distress that may become evident in supervision
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include changes in counselors’ behavior with and reaction to clients, intrusions of client stories in
counselors’ lives, signs of burnout, feelings of being overwhelmed, signs of withdrawal in either the
counseling or the supervisory relationship, and indications of general stress and decreased self-care
(Etherington, 2000). If VT appears present, it is imperative that supervisors address this issue.
A positive relationship between supervisor and supervisee may reduce disruptions in cognitive
beliefs (Dunkley & Whelan, 2006). For counselors experiencing symptoms of VT, the supportive
supervision environment can promote the counselor’s ability to acknowledge, express and work
through these painful experiences (McCann & Pearlman, 1990). When the affective response to the
clinical work is not acknowledged and addressed, there is a risk that counselors may be unable to
maintain a warm, empathetic and responsive stance in their clinical interactions, thereby increasing
risk of harm to clients (McCann & Pearlman, 1990).
Counselor Competence
In relation to the impact of VT on counselors, the American Counseling Association’s Code of Ethics
(2014) emphasizes the importance for counselors to address potential impairment (Section C.2.g.,
F.5.b.) and client welfare (Section F.1.a.). Supervisors play a critical role in this process by providing
a context in which impairment of the counselor and by extension the welfare of clients can be
addressed. Supervisors are thus ethically obligated to address VT among supervisees as the presence
of this condition may limit the capabilities of counselors (F.6.b.). If it becomes apparent that their
needs will not be fully met within the context of supervision, a referral for additional mental health
counseling for the supervisee may be necessary (F.6.c.).
It is important to note that not every counselor who works with traumatic material develops VT
(Moulden & Firestone, 2007). Nonetheless, supervisors of counselors at risk for VT should address
the inherent challenges in working with trauma. Failure to provide appropriate supervision, in which
counselors are able to address their work with clients, can be considered unethical given the potential
harm to the clinician (Sommer & Cox, 2005). Utilizing a theoretically sound, holistic approach in
supervision can provide a framework to address the myriad of issues associated with counselor VT.
In addition to accessing mental health assistance if needed, supervision is an important resource
for counselors who work with issues of trauma. The manner in which supervision is structured
appears critical in the appropriate assessing and remediating of VT. Using a holistic and integrated
approach can offer a comprehensive strategy to ensure the well-being of counselors at risk for VT.

Effective Components of Supervision in Relation to VT
Counselors have noted that engaging in supervision itself is a positive coping strategy to address
the impact of working with victims of trauma (Hunter & Schofield, 2006). Researchers have typified
effective supervision of trauma counselors into several core elements. Four components of effective
supervision of trauma counselors suggested by Pearlman and Saakvitne (1995) are (1) a strong
theoretical grounding in trauma therapy; (2) attention to both conscious and unconscious aspects
of treatment; (3) a mutually respectful interpersonal climate for supervision; and (4) educational
content that directly addresses VT. Similarly, Sommer and Cox (2005) offered four themes of
effective supervision and training of counselors at risk for VT: (1) freely discussing personal feelings
and reactions to trauma counseling; (2) the need for focused attention on VT, both in supervision
and at the agency level; (3) utilizing a gentle, collaborative approach to supervision rather than an
expert-based model; and (4) addressing the potential for dual relationships between supervisor
and supervisee. In addition, counselors defined good supervision as having two main components:
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practical case management through advice, direction and reassurance, and a space in which
counselors can voice any traumatic incidences or personal reactions arising from their encounter
(Hunter & Schofield, 2006). A wellness approach has been offered as a unique framework to address
VT within the context of supervision that can be utilized to support counselors working with victims
of trauma (Lenz & Smith, 2010). The wellness approach is highlighted henceforth while keeping in
mind the majority of the tenets proposed by Pearlman and Saakvitne (1995) and Sommer and Cox
(2005).
A Wellness Framework for Supervision
Lenz and Smith (2010) noted that when wellness is an essential part of the supervision process, the
effects of trauma can be prevented or mitigated. Models of wellness address physical, mental, social,
emotional, and spiritual as well as other aspects of individuals’ lives (e.g., Ardell, 1988; Hettler, 1984;
Myers & Sweeney, 2004; Myers, Sweeney, & Witmer, 2000). Wellness has been defined as a way of
life focused toward optimal health and well-being. Within this perspective, the body, mind and spirit
are integrated, resulting in a life lived more fully within the human and natural community. Fully
realized, it is considered a state of optimal health and well-being that each individual is capable of
achieving. This is a condition that exists on a continuum as opposed to an end state (Myers et al.,
2000; Roscoe, 2009).
Lenz and Smith (2010) introduced the Wellness Model of Supervision (WELMS). Supervisors
engaging in this approach are able to address issues that arise in supervision in a fluid and adaptable
manner. The authors emphasized a process for educating supervisees about wellness, assessing
supervisees’ level of wellness, evaluating wellness throughout the supervisory relationship, and
developing strategies to address supervisees’ personal wellness. In a study by Lenz, Sangganjanavanich,
Balkin, Oliver, & Smith (2012), when comparing WELMS to alternate approaches to supervision,
individuals assigned to the WELMS group developed more comprehensive persona definitions of
wellness in addition to increasing their total wellness over the span of 10 weeks.
Alternately, the Indivisible Self Model of Wellness (IS-Wel; Myers & Sweeney, 2004) is an evidencebased model of wellness (Hattie, Myers, & Sweeney, 2004; Myers & Sweeney, 2004) that can be
applied to help supervisees address the conscious and unconscious effects of VT as it relates to: (1)
Coping Self (e.g., stress and burnout); (2) Essential Self (e.g., identity and self-care); (3) Creative Self
(e.g., professional/work well-being and emotions); (4) Physical Self (e.g., physical health and eating
habits); and (5) Social Self (e.g., interpersonal relationships and expressions of love). The IS-Wel
model (Myers & Sweeney, 2004) may have particular utility in addressing VT, given the holistic and
interconnected nature of the model. Additionally, this model incorporates the opportunity for formal
assessment of the five factors described above using the Five Factor Wellness Inventory (5F-Wel;
Myers & Sweeney, 2005)
In regard to the relationship between supervisor and counselor, Sommer and Cox (2005)
recommended that trauma-sensitive supervision should utilize a collaborative strengths-based
approach and should include time for talking about the effects of the work and concomitant personal
feelings. A collaborative relationship that focuses on the strengths of supervisees also is a cornerstone
to the wellness approach (Myers & Sweeney, 2008). An IS-Wel approach to supervision is structured
to provide opportunities for supervisees to reflect on their emotional and cognitive resources to deal
with the effects of VT. The purpose of this paper is to integrate the aforementioned wellness and
supervision models into an overall wellness approach to the process of supervision for VT.
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Process of Supervision Using an Integrated Wellness Model
Wellness Approach With VT
In the initial work of utilizing a wellness approach, supervisors assist supervisees with evaluating
their own wellness. An informal assessment of the counselor is performed noting not only the content
of the supervisee’s discussion, but also his/her disposition, affect, and associated thinking as the
supervisee articulates case material. Supervisors also attend specifically to, and assess for, features of
VT (e.g., change in perspective, cognitive frame of reference). In cases where there is concern for the
potential for VT, the supervisor would intentionally inquire about the recurrence and intrusiveness of
case material in the supervisee’s personal life as well as other symptoms of VT.
Formal assessment of wellness can be accomplished via the IS-Wel model (Myers & Sweeney,
2004) using the previously mentioned 5F-Wel inventory (Myers & Sweeney, 2005). As a standardized
measure, this instrument provides not only normative references, but also an opportunity for
discussion of one’s definition of wellness. The respondents indicate their agreement on a scale
ranging from strongly disagree to strongly agree to an array of questions such as “I am satisfied with
how I cope with stress,” “I eat a healthy amount of vitamins, minerals, and fiber each day,” and “I
often see humor even when doing a serious task” (Myers & Sweeney, 2005). There are additional
demographic questions used to provide a description of the various characteristics of the supervisee.
The supervisor uses the wellness assessment data to determine the impact of the exposure to
traumatic material on the counselor’s physical and psychological well-being.
Supervisors use the results of the wellness assessment as an opportunity to discuss wellness with
the counselor. Specifically, supervisors discuss the results, educate the supervisee about wellness and
collaborate with the supervisee to develop a plan for strategies to address VT using a strengths-based
approach (Sommer & Cox, 2005). At this juncture, it is suggested that supervisors take the facilitator
role rather than that of an expert (Lenz & Smith, 2010).
Working within the supervisory relationship, supervisors may suggest coping strategies for
supervisees to mitigate the stress associated in working with victims of trauma. Personal coping
mechanisms include counselors maintaining a balance of work, play and rest (Pearlman & Mac Ian,
1995; Trippany, White Kress, & Wilcoxon, 2004), and cultivating skills to decrease one’s negative
reaction to stress such as a mindfulness practice (Rybak, 2013). Supervisors and supervisees can cocreate intervention strategies to attend to potential reactions related to the supervisees’ clinical work.
Self-care on the part of counselors is an important component of lessening the potential effects of VT
(Sommer & Cox, 2005) and can be considered an aggregated result of the various elements of the ISWel (Myers & Sweeney, 2004). Supervisors also can support counselors at risk for VT by continually
evaluating the wellness of their supervisees throughout the supervision process.
A key element of an integrated wellness approach is to be adaptable to the needs of a diverse
population of supervisees. Learning the multicultural identity of supervisees early in the supervisory
alliance can assist in creating a supportive supervisory climate, identifying key beliefs and potential
resources that may come to bear in maintaining counselor wellness. Considering the diverse needs of
supervisees at all junctures, but especially when a heightened likelihood of impairment exists, can be
a critical element of effectively preventing and remediating VT.
Connectivity and Caseload Management
In the application of the integrated wellness approach within counseling supervision, supervisors
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can be strategic in helping supervisees mitigate the VT response. In order to empower supervisees
to be active agents in assessing and enhancing their wellness, supervisors can provide specific
information regarding the integrated model of wellness. This can be beneficial to both parties offering
a common reference point to be used throughout supervisees’ clinical work. Embedding elements
of the integrated model into different modalities of supervision (i.e., individual, triadic, and group)
can also reinforce critical elements of this approach. Equipped with this information, supervisees
can be the primary manager of their own wellness with the supervisor serving in a facilitative and
supportive role.
To ensure meaningful engagements on the part of supervisees allowing for examination of
the five elements of the IS-Wel (i.e., Coping Self, Essential Self, Creative Self, Physical Self, Social
Self), supervisors can encourage their supervisees to increase collegial interaction and avoid
professional isolation. Formal or informal support groups may be an adjunctive venue in which
these components are assessed and remediated when appropriate. Evidence suggests that support
groups for professionals who deal with trauma issues in their clinical work are a useful tool (McCann
& Pearlman, 1990). Discussion regarding these resources can occur both at the beginning of the
supervisory relationship and at appropriate times when a supervisee appears at risk for VT.
Apart from support groups, supervisors can take an active role to support the Coping Self by
monitoring the amount of traumatized clients assigned to a counselor. As noted earlier, the amount
of exposure to client trauma is related to VT in counselors (Pearlman & Mac Ian, 1995). Managing
counselors’ caseloads through monitoring and limiting the number of trauma clients can minimize
the potential vicarious effects of working with traumatized clients (Trippany et al., 2004). According
to Pearlman and Mac Ian (1995), this can minimize the cumulative effect of counselors’ work with
clients with traumatic experiences. For example, the caseload of traumatized clients could be equally
distributed among qualified providers so as to avoid overwhelming or overloading a counselor at
risk for VT, even if trauma therapy is the expertise of only one or a few in the agency. Training for
those not specializing in this topic can broaden the number of counselors equipped to address this
issue. Additional professional development opportunities, such as workshops focused on trauma
therapy, may also help other agency personnel become more comfortable in providing services to
traumatized clients.
In the following section, a composite case is provided to illustrate the integrated wellness approach
to supervision with counselors treating traumatized clients. In this example, the clinical supervisor is
working with a counselor who has several clients struggling with issues of trauma related to military
experiences. This case incorporates the previously discussed strategies but is not the only potential
response clinical supervisors may utilize to address the counselor’s issues. It is suggested that the
reader consider the adaptability of the case to their own supervisory interactions.

Case Study of Richard
Richard was a licensed professional counselor working in a community mental health agency
near a U.S. Marine Corps military installation. This installation had several military personnel who
returned from deployment in which they were involved in active combat. Although a civilian agency,
the counselors on staff provided services to many military personnel and veterans. Thus, this agency
was often identified as a resource to military service members and their families.
Richard did not have a personal history of military service, but had extended family members
who were military veterans. He had a passion for assisting soldiers who were struggling with issues
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of trauma related to their combat service. As a result, Richard attended several trainings on combatrelated psychological trauma and was also familiar with military culture based on his experiences
growing up in a family connected to the military.
Sarah, Richard’s clinical supervisor, was tasked with assigning the military referrals to various
counselors. An unintended trend developed in which clients who endorsed trauma symptoms were
assigned to Richard due to his interest in this area. Richard’s caseload began with two or three new
referrals a month related to the return of a military division from deployment. As time passed, the
frequency of referrals increased significantly to eight to nine new referrals per month. Thus, an
informal protocol was established in which Richard was designated as the primary counselor for
those reporting trauma issues, mostly combat-related PTSD, sleep disturbance and interpersonal
difficulties. Richard initially indicated his appreciation for the opportunity to work with this
population as he was honored to serve them in this capacity.
Initially excited to assist these clients, Richard started exhibiting changes in his personal and
professional perspectives. In his conversations with his colleagues, Richard expressed he had been
ruminating about some of the gruesome details that his clients described in trauma counseling
sessions. He also expressed feeling generally overwhelmed in relation to his work in the agency.
Richard stated that a majority of his clients seemed to have significant traumatic experiences and that
he felt emotionally drained at the end of his time with them due to the intensive nature of his clinical
work. In a group supervision meeting, Richard shared that he found himself thinking more about his
clients’ issues while away from work, often contributing to difficulty being psychologically present
with his family and friends.
Structure of Supervision
As his supervisor, Sarah followed an integrated wellness approach to address the counseling
and professional issues discussed with supervisees. Her approach to supervision involved working
collaboratively with supervisees and educating them about wellness throughout the supervision
process. Using informal and formal assessments, Sarah assisted supervisees in evaluating their
personal wellness. She then worked with her supervisees to co-construct a holistic wellness plan.
She used the IS-Wel model of wellness (Myers & Sweeney, 2004, 2005) to address specific aspects of
wellness including Coping Self (e.g., stress and burnout), Essential Self (e.g., identity and self-care),
Creative Self (e.g., professional/work well-being and emotions), Physical Self (e.g., physical health
and eating habits), and Social Self (e.g., interpersonal relationships and expressions of love). Sarah
often administered the 5F-Wel (Myers & Sweeney, 2005). She would discuss elements of the wellness
approach both in individual and group supervision meetings, ensuring congruence and consistency
of her approach across the different methods of supervision. The information gathered from this
assessment would be used to determine areas of focus in Sarah’s work with her supervisees.
Assessment
In Sarah’s subjective assessment of Richard, she noticed changes in his disposition from his
previous affable state to a more pessimistic outlook on his personal and professional life. In a
subsequent supervision meeting, Richard discussed the trauma experiences of his clients in depth
and became tearful when discussing a client who had witnessed the death of his unit members due to
an improvised explosive device. Sarah further assessed how Richard’s counseling experiences were
affecting his perceptions of his clients in relation to the context of their clinical work. Additionally, she
inquired about how clients’ trauma recollections were affecting Richard’s professional life, personal
relationships and level of self-care.
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Through this informal assessment, Sarah discovered that Richard lacked hope in his clients’ ability
to overcome their symptoms related to trauma experiences. He reported withdrawing from family
and friends in addition to constantly thinking about his clients’ trauma experiences. It appeared that
Richard was being negatively impacted both personally and professionally by his engagement with
his clients’ trauma-related concerns.
Concerned for Richard’s well-being, Sarah aimed to provide a supportive environment to help him
work through his painful experiences. Sarah determined she would use the context of supervision
to assess his well-being and acknowledged the potential for a referral for counseling for Richard
if deemed necessary. In her interactions with Richard, Sarah continually affirmed her interest in
Richard’s personal and professional development and inquired into his activity apart from work. She
emphasized the collaborative aspect of supervision and created a supportive environment via the use
of empathy, non-judgmental interaction and willingness to allow him to direct their discussion.
Sarah formally evaluated Richard’s wellness using the 5F-Wel inventory (Myers & Sweeney, 2005).
She believed that the comprehensive nature of this evaluation tool would provide Richard with an
understanding of various aspects of his well-being, while also providing him with an understanding
of the interconnectedness of his overall functioning. Richard was initially unsure of the shift of
focus within supervision from his clients to him, but was willing to engage given his self-disclosed
struggles. Sarah provided a detailed rationale for the shift, indicating her sense that Richard appeared
to be significantly impacted by his work with his clients. Sarah made sure to ground the discussion
in the importance of Richard’s clients receiving quality assistance, differentiating her role as his
supervisor despite the personal nature of their focus on Richard. She requested that Richard be
willing to share if he felt the conversation seemed too much like a counseling interaction.
Evaluation and Results
Richard was provided with the results of the 5F-Wel assessment (Myers & Sweeney, 2014),
including a visual profile of his overall wellness. Given the results of the 5F-Wel, Richard noted
that his Physical Wellness (i.e., exercise and nutrition) score was low, yet he was satisfied with the
physical aspects of his life. He also noted that his Social Self (i.e., friendship and love), Coping Self
(i.e., leisure, stress management, self-worth, and realistic beliefs), and aspects of his Creative Self (i.e.,
thinking, emotions, positive humor, work, and control) were low. He expressed satisfaction with the
high score on the Essential Self domain (i.e., spirituality and gender identity).
Education
In their next session, Sarah and Richard discussed his wellness. Using the profile of his 5F-Wel
results, she explained to Richard that all aspects of his wellness are interconnected, and a change
in one domain can impact other aspects of his well-being. Despite the empirical support for the
assessment, Sara explained that the results of his evaluation should be interpreted with caution
as various aspects can influence the results such as his mood during the administration process,
interpretation of specific items on the inventory and his understanding of the words in each item.
To help Richard connect the assessment results with the self-assessment of his wellness, Sarah
asked Richard to informally rate his current wellness on a scale of 1 to 10. This number was then
compared to the results on the formal inventory. Richard rated his wellness as a 4. This was repeated
within each area of the wellness perspective.
Sarah spent the remainder of this supervision session educating Richard on aspects of his wellness
using the accompanying definitions presented in the wellness profile (see Myers & Sweeney, 2011).
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The two of them discussed Richard’s positive and negative reactions to the results. They then
processed the possible reasons why scores on certain aspects of wellness were low or high. Sarah
explained that positive, high levels of wellness can be used to address lower levels of wellness.
Stress Reduction Plan
Richard chose to develop a plan, with Sarah’s help, for addressing the stress related to VT. Sarah
helped Richard explore various strategies that would support his efforts for improving his wellness
in the Coping Self (i.e., stress management) area. Richard and Sarah outlined activities that addressed
Richard’s Physical Self, an area in which Richard scored slightly lower than his self-perception in
this area. Given the interconnectedness of the domains, Sarah suggested increased physical activity
to positively affect his stress management and improve problematic sleeping patterns as a result
of VT. Specifically, Richard decided to add resistance training to his normal four-day-per-week
cardiovascular exercise.
Almost immediately, Richard sensed an improvement in Physical Self and in his sleep patterns.
Richard also noticed the indirect effects of these activities on some other aspects of his wellness. For
example, he was able to meet more people while at the gym (an improvement in Social Self), and
became more grounded spiritually (the time he spent in cardiovascular exercise allowed him time to
reflect on the spiritual aspects of his life). However, Richard’s overall stress level had not improved.
Despite this change in activity, Sarah noticed that Richard’s stress management skills had
seemingly regressed in that he reported an increase in his level of anxiety as he would prepare for
his sessions. The two believed that now that Richard spent more time addressing and mobilizing
the physical aspects of his life, he had less time to complete work-related tasks, increasing his stress
level. Though Richard enjoyed the noted improvements, his concern for his time management and
decreased coping suggested to him that these activities were not addressing the negative effects of VT
and his overall wellness.
Thus, Sarah helped Richard choose alternate activities to address the stress management and selfworth issues related to VT. Richard chose to review the positive aspects of his Creative Self (e.g.,
work) in determining this plan. They decided that Richard might benefit by examining his work
schedule to optimize time devoted to developing other aspects of his life to assist in coping with the
traumatic material he was exposed to via his clients. It was hoped that strategically adjusting his
work schedule also would provide him an opportunity to reach work-related goals.
Sarah became conscious of the number of traumatized clients she assigned to Richard. She also
focused the next couple of group supervision meetings on the concept of VT to assist Richard as well
as other counselors on staff to process their reaction to their clinical work. Sarah used the time in
group supervision to educate the staff of symptoms indicative of the potential harmful consequences
of working with traumatized clients. She also added a formal case presentation component to the
group supervision meetings to allow further processing and debriefing for the counselors. She
specifically encouraged Richard to attend available professional development activities. Richard’s
ongoing supervision continually involved discussion of his well-being, focusing on his work with
clients as well as his sleep patterns and stress levels.
Over a period of a few weeks, Richard’s stress management and self-worth improved. Though
initially hesitant to engage in the shift in focus, he expressed appreciation for Sarah’s ability to
educate him regarding the interconnectedness of his wellness, her ability to continually evaluate all
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aspects of his wellness, her sense of helping him create plans to live a full life, and her support in
addressing the symptoms related to VT for the improvements he had experienced. In her approach,
she balanced offering a supportive environment while still serving the role of supervisor, as is
consistent with previous literature on addressing VT in counseling supervision (Berger & Quiros,
2014). In the future, Sarah endeavored to more equitably distribute clients with trauma concerns to
other staff members and provide training to those new to this type of work.
Case Study Summary
This case was provided to illustrate the potential manifestation and remediation of VT within
a supervisory relationship utilizing an integrated wellness approach. Readers may find details of
this example not applicable to their specific experience, as there exists significant variance in the
characteristics of clients, counselors and supervisors. This discussion does, however, provide a
framework in which an integrated wellness approach can be implemented within clinical supervision
to prevent and remediate VT.

Future Considerations
Given the potential impact of clinical work on counselors, supervisors would benefit from
considering comprehensive and integrated approaches to supervision. There is a need to establish
best practices in intervening when counselors demonstrate signs of VT. While prevention of this
concern is ideal, VT may still occur, requiring interventions to alleviate this condition. Further
examination both in research and practice regarding ways in which a supervisor can effectively
intervene by utilizing specific approaches with a counselor with VT is still needed.
Additional empirical examination of theoretical approaches in supervision, such as wellness
models to address VT, would be a useful contribution in assisting supervisors to effectively support
their supervisees. While the wellness approach appears applicable to identifying and remediating
VT, more research studies investigating the effectiveness of this approach would further the body
of knowledge pertaining to strategies for addressing VT. Although wellness is one approach, other
approaches may complement this framework, including existential-based conversations on meaning
attributed to clinical interactions, as well as discussions regarding the impact of this type of work
on the counselor. Given the severity of impact on counselors at risk, future research on identifying
empirically validated approaches for addressing VT within the clinical supervision context is
warranted.

Conclusion
Repeated exposure to clients with trauma-based issues can lead to cognitive, behavioral and
emotional disturbance in the counselor, potentially leading to VT. The lack of training and quality
supervision for counselors providing trauma therapy is a systemic issue contributing to the
development of VT. Clinical supervisors are in a unique position to identify and remediate this
issue. Quality supervision can be an effective deterrent and intervention for this potentially harmful
condition. Supervisors can emphasize the positive aspects of counselors’ work and encourage
engagement in self-care. Ensuring that supervisees who address traumatic concerns are supported in
their work can significantly benefit both counselors and their clients.
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