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Abstract
Over the past several decades the mental health field has become increasingly concerned about potential negative effects in professionals of providing crisis intervention and traumatic stress services to individuals and groups.  The employee assistance (EA) field has not received adequate attention with regard to the study of these negative effects, such as compassion fatigue. This paper highlights results from a national research study of members of the Employee Assistance Professionals Association (EAPA) who were assessed for risk for compassion fatigue and burnout, as well as potential for compassion satisfaction.  Additionally, coping methods for dealing with work-related stress resulting from the provision of workplace crisis intervention services were measured.  Findings indicate that EA professionals who provide clinical services and/or crisis intervention services in the workplace are at low risk for burnout, moderate risk for compassion fatigue, and have high potential for compassion satisfaction.  Implications for the EA field, in terms of training and practice, are discussed.
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Experience demonstrates and research supports the notion that professionals who provide crisis intervention and disaster management services to individuals and groups experience a combination of positive and negative personal and professional reactions (Figley, 1995; 2002; Pearlman, & Saakvitne, 1995; Stamm, 1999).  These reactions have been studied in the mental health field, particularly among psychotherapists and first responders (Dunning, & Silva, 1980; Figley, 1983; Pearlman, & Mac Ian, 1995; Schauben, & Frazier, 1995).  The terms used to describe such reactions include compassion fatigue, secondary traumatic stress, vicarious traumatization, and burnout.  This paper uses the term compassion fatigue, originally conceptualized and defined by Figley (1995) to describe the cumulative effects of working with traumatized individuals that contribute to secondary traumatic stress.
Compassion fatigue is considered a natural response or reaction to working with individuals or groups of people who are in crisis (Figley, 1995).  Compassion fatigue can develop as a result of the helping professionals’ exposure to hearing clients’ traumatic material in combination with the professional’s sense of empathy for the client.  Theory suggests that as a therapist’s level of empathy increases she or he is at greater risk for experiencing compassion fatigue.  Therefore, the more empathic and caring the mental health professional, the more ‘at-risk’ the professional is for experiencing negative reactions to offering crisis intervention services.  Given the idea that compassion fatigue represents a natural reaction to working in the crisis intervention field, it could be considered an “occupational hazard” (Munroe, 1999). This acknowledgement of com- passion fatigue as an occupational hazard has serious implications for the mental health and EA field.
Exposure to traumatic material through personal experience or hearing about traumatic events from clients, places professionals at risk for experiencing similar symptoms as those reported by primary victims (Beaton, & Murphy, 1995; Dunning, & Silva, 1980; Pearlman, & Saakvitne, 1995; Stamm, 1999).  Trauma therapists have been identified as a specific group of helping professionals who are at high risk for experiencing compassion fatigue and secondary traumatic stress as a result of their clinical work with traumatized clients (Figley, 1995, 2002; Munroe, 1999; Pearlman, 1999; Stamm, 2002).  Common characteristics of compassion fatigue among helping professionals include cognitive, emotional, physical, spiritual, work-related, interpersonal, and behavioral reactions such as decreased level of concern and empathy for clients, decreased positive feelings for clients, physical and emotional exhaustion, increased levels of job dissatisfaction, and feelings of hopelessness related to the job that can overflow into other areas of the professional’s life (Figley, 1995, 2002; Leon et al., 1999; Maslach, 1976; Pines, & Kafry, 1978; Valnet, 1995).  The risk for compassion fatigue is believed to increase when professionals experience “shared trauma” or exposure to both primary and secondary traumatic events (White, 2001).  For example, many EA professionals who responded to the terrorist attacks on September 11th, 2001, were also personally impacted by the attacks.  Theory states that having dual exposure to a traumatic event increases the risk for negative reactions.
Along with negative reactions such as compassion fatigue, there are also positive reactions from working in the traumatic stress field. Stamm (1999) developed the concept that along with feelings of distress brought on by helping trauma victims, there are also feelings of satisfaction. This concept, termed, compassion satisfaction, refers to the positive reactions of feeling satisfied with one’s ability to offer care and to connect with another person using empathy (Stamm et al., 2001).  Few researchers have empirically measured positive reactions of working in the trauma field.  Of those who have studied this construct, findings indicated counselors reporting positive growth, increased levels of spirituality and hope, and increased respect for human resiliency (Kassam- Adams, 1995; Schauben, & Frazier, 1995).
While the majority of research has focused on mental health providers, EA professionals, who are constantly confronted with serious mental health and crisis issues, including workplace critical incidents, have not been empirically studied.  Critical incidents in the workplace are defined as any event or series of events in a workplace that result in emotional or psychological traumatic stress reactions among people exposed to the incident, either directly or indirectly (Mitchell, 1983).  The risk for reactions among EA professionals may be equal to that of other mental health professionals following exposure to workplace critical incidents and individual traumatized clients.  It is natural for helping professionals, such as those in the EA field to have reactions to working with people exposed to traumatic events.  Vicki Thal, an independent EA professional who responded to the terrorist attacks on the World Trade Center on September 11th, 2001, stated, “We debriefers go through stages similar to those who have experienced the traumatic loss” (Nash, 2001).  A strategically integrated EAP is often the first re- source management calls for support following a workplace critical incident and therefore the EA professional may be the first mental health professional exposed to working with traumatized persons and work groups.  However, researchers have all but ignored this population of ‘first-responders’ with regard to the empirical study of compassion fatigue and related concepts.
In addition to workplace critical incidents, EA professionals work with traumatized individuals, offering assessment and referral services, and sometimes short-term counseling. The types of problems EAP clients present with today continue to increase in severity.  Masi (2000) states, “EAPs are now seeing serious cases that would ordinarily be referred out and handled by mental health services, i.e., violence, sexual abuse, incest, eating disorders, and severe substance abuse.”  With the continuing changes to the mental health care system in the United States, EAPs are offering more comprehensive assessment and short-term counseling services.  EAP counselors are “expected to be able to assist with virtually any problem that presents itself” (Sweeney et al., 2002).  A study designed to assess the level of psychological severity among employees experiencing work-related stress and then used their EAP services found that clients using their EAP reported serious mental health symptoms and psychological needs (Arthur, 2002).   This increase in severity of problems for individual employees and dependents, added to the continual exposure to workplace critical incidents, places the EA professional at significant risk for secondary traumatic stress and compassion fatigue.
No empirical studies could be located that focused on reactions to working with clients and workplaces in crisis among EA professionals.  Considering that the EA professional is usually the primary provider of mental health and psychological support services in the workplace, research on this population is greatly needed.
Methodology
This study utilized a cross-sectional survey design to answer the following research questions:
1. What is the level of risk for compassion fatigue and burnout among a national sample of EA professionals;
2. What is the potential for compassion satisfaction among a national sample of EA professionals;
3. Which coping methods used by EA professionals are correlated with higher levels of risk for compassion fatigue and burnout, and higher potential for compassion satisfaction?
Sample
During summer 2003, the researcher requested a random sample of 800 members from the Employee Assistance Professional Association’s (EAPA) 5580 active U.S. members.  A total of 800 surveys were mailed and of those mailed, 81 were returned undeliverable. From the 719 surveys successfully mailed, 325 were returned for a completed response rate of 45.2%.  Of the 325 completed surveys, 44.0% (n=143) were male and 55.7% (n=181) were female (1 participant did not report gender).  Age ranged from 26 to 69 years with a mean age of 50.06 (SD =8.67).  The majority of the sample reported their current living status as married (n=197; 60.0%), followed by divorced (n=51; 15.7%).  With regard to education, the majority of the sample had completed master’s degrees (n=249; 76.6%) and 12.9% (n=42) completed a doctorate.  The specific area in which their highest educational degree was attained was asked and the most common response was ‘social work’ (n=126; 38.8%).  The second most common discipline reported was counseling/family therapy (n=84; 25.8%), followed by psychology (n=46; 14.2%).  When asked about primary role in the EAP, the majority of participants reported ‘Clinician’ (n =155; 47.7%), followed by ‘Administrator’ (n=77; 23.7%), and ‘Consultant’ (n=43; 13.2%).
The inclusion question for the survey was: “Have you offered clinical and/or crisis intervention services to individual employees or groups of employees in the past as part of an EAP?”  The majority of participants, 87.4% (n=284) responded positively that they had provided clinical or crisis intervention services through an EAP in the past.  Participants who reported they had not provided such services were not eligible to complete the remainder of the survey. Results included in this article represent participants who reported providing clinical or crisis intervention services.  With regard to clinical work, the average number of clinical hours of work per week for the sample was 21.67 hours (SD=14.35), including paperwork.  The average number of EAP sessions offered to clients was 4.8 (SD=2.96).
Survey
This study employed an anonymous survey.  The survey was eight pages, including the cover letter and a list of national resources available to participants who sought additional supportive counseling services after completing the survey.  This study was approved and exempted from further review by the University Institutional Review Board (IRB).
Measures
The Professional Quality of Life Scale: Compassion Satisfaction and Compassion Fatigue Subscales, a 30-item self-test instrument, with three subscales was used to assess compassion fatigue, compassion satisfaction, and burnout (ProQOL; Stamm, 2002).  Psychometric proper- ties for the three subscales have shown to be reliable in the past (Figley, & Stamm, 1996) and were reliable in the present study with reliability coefficients ranging from .75 to .88 (Jacobson, 2004).
Coping was measured using the Brief COPE (Carver, 1997).  This scale consists of 14 subscales, which were further analyzed using Principal Components Analysis into three subscales for coping (Jacobson, 2004).  The three subscales included: Positive Coping (i.e., concentrating efforts on doing something about the stress, getting emotional support and advice from others, taking action to make the situation better, reframing the stressful situation to see things in a better light, and using religion or spiritual beliefs to find comfort); Passive Coping (i.e., expressing or venting negative feelings, learning to live with work-related stress, engaging in activities such as TV watching, reading, etc., to think about the stress less, and using humor); and Negative Coping (i.e., using alcohol and drugs to feel better, denying the situation, criticizing oneself, giving up on trying to cope with work-related stress, and blaming oneself for the stress).  Psychometric properties for the three subscales were assessed to have good reliability ranging from .747 to .823 (Jacobson, 2004).  Questions for the Brief COPE are answered in response to a specific stressful event.  For the purposes of the present study, coping was measured in reaction to work-related stress experienced in the year prior to the survey from offering crisis intervention services to individuals or groups.
Given the variation in educational background in the EA field, it was important to ask a question regarding specific training and education received to provide crisis intervention services.  The majority of participants (n=240; 84.5%) reported, “Yes,” they received specialized training or education to provide individual crisis intervention services.  Further, 83.5% (n=237) reported completing formal training to provide group crisis intervention services, such as critical incident stress management services (CISM; Mitchell, 1983). Participants reported offering an average of 2.47 (SD=4.9) workplace critical incident stress debriefings in the six months prior to the survey.  In the year prior to the survey, participants reported offering an average of 5.63 (SD=12.53) CISDs, and over the course of a career, participants reported offering an average of 28.68 (SD=32.98) CISDs.
Results
Compassion Fatigue and Related Constructs
Based on results from the ProQOL (Stamm, 2002), the overall sample reported low to moderate risk for compassion fatigue and burnout and moderate to high potential for compassion satisfaction.  The ProQOL was used in its naturally occurring continuous form; however, for purposes of describing the data, the ProQOL was scored based on theoretical score cut-points, set by the scale developer (Stamm, 1998).  Stamm published average scores based on data from 400 mental health professionals around the world.  These scores were used as a comparison with the current sample.
The Potential for Compassion Satisfaction scale ranges from 0 to 50 and the cut-points are as follows (Stamm, 1998):
· Low Potential = 32 or lower
· Middle Potential = 33 to 40
· High Potential = 41 and higher
The Risk for Compassion Fatigue scale ranges from 0 to 30 and the cut-points for are as follows (Stamm, 1998):
· Low Risk = 8 and lower
· Moderate Risk = 9 to 16
· High Risk = 17 and higher
The Risk for Burnout scale ranges from 0 to 50 and the cut-points are as follows (Stamm, 1998):
· Low Risk = 19 and lower
· Moderate Risk = 20 to 27
· High Risk = 28 and higher
The average score for Potential for Compassion Satisfaction was 39.52 (SD=6.71), with a range from 6 to 50.  Stamm’s (1998) sample scored an average of 37 (SD=7.0), which is slightly lower than the average score for EA professionals.  The average score for Risk for Compassion Fatigue was 10.26 (SD=5.81), with a range from 0 to 28.  Stamm’s sample scored an average of 13 (SD=6.0), which again is slightly higher than scores from the EA professionals.  Finally, the average score for Risk for Burn- out was 16.78 (SD=5.58), with a range from 5 to 37.  Stamm’s sample scored an average score of 23 (SD=6.9), which is much higher than scores reported by the EA professionals.  The frequencies and percentages for the three scales are presented in Table 1.
	Table 1

EA Professionals’ Scores for Potential for Compassion Satisfaction Scale, Risk for Compassion Fatigue Scale, and Risk for Burnout Scale


	
	Compassion Satisfaction
	Compassion Fatigue
	Burnout

	Range
	n
	%
	n
	%
	n
	%

	High
	135
	47.5
	34
	12.0
	14
	4.9

	Moderate
	115
	40.5
	133
	46.8
	63
	22.2

	Low
	34
	12.0
	117
	41.2
	207
	72.9



Coping Methods
EA professionals who reported experiencing work-related stress in the year prior to the survey as a result of working with traumatized individuals and/or groups were asked to complete the Brief COPE (Carver, 1997).  Of the total sample, 147 (n=54.4%) reported “Yes” they experienced work-related stress in the past year.  Individual items from the Brief COPE suggest that the following coping methods were used most commonly by the sample:
· “I’ve been accepting the reality of the fact that it has happened” (n=132)
· “I’ve been taking action to try to make the situation better” (n=130)
· “I’ve been getting help and advice from other people” (n=125)
· “I’ve been trying to come up with a strategy about what to do” (n=122)
· “I’ve been getting comfort and understanding from someone” (n=122)
· “I’ve been expressing my negative feelings” (n=122)
· “I’ve been learning to live with it” (n=122)
Individual coping methods were further analyzed using Pearson’s correlation to detect potential statistical relationships between the coping subscales (positive, passive, and negative) and the constructs related to compassion fatigue.  EA professionals who utilized more positive coping skills reported higher potential for compassion satisfaction (r =.263, p =.001) and lower risk for burnout (r =.157, p =.050).  EA professionals who reported using more passive coping skills scored higher on risk for burnout (r =.169, p =.039).  Finally, EA professionals who utilized more negative coping skills scored higher on risk for compassion fatigue (r =.426, p <.0005), higher on risk for burnout (r =.469, p <.0005), and lower on potential for compassion satisfaction (r =.362, p < .0005).  Table 2 shows the correlations for coping styles with com- passion fatigue, compassion satisfaction, and burnout.
	Table 2

Correlations:  Coping Style with Compassion Fatigue, Compassion Satisfaction, and Burnout


	Coping Style
	Compassion 
Fatigue
	Compassion Satisfaction
	Burnout

	Positive Coping
	-.050
	.263**
	.157

	Passive Coping
	.085
	.032
	.169

	Negative Coping
	.426**
	.362**
	.469**

	*p < .05
**p < .01
	
	
	



While not the focus of this study, EA professionals were asked to write the most effective coping method used to deal with work-related stress resulting from offering crisis intervention services in the workplace.  The most effective coping method reported by participants was: talking to others about the stress (i.e., peers, colleagues, family members), followed by physical exercise, and then prayer and spirituality.  Talking to others and religion/spirituality were both coded on the “Positive” coping subscale.  Physical exercise was not included on the Brief COPE.
In addition to personal and professional coping methods, EA professionals reported whether or not their EAP offered supportive services to help them cope with work-related stress.  Unfortunately, only 54 (26.6%) of EA professionals in the total sample reported that their EAP did anything to help them cope with work-related stress.  Specific services offered to EA professionals to help deal with work-related stress are listed in Table 3.
	Table 3

Services Offered by EAPs to Help EA Professionals Cope with Work-Related Stress


	Type of Services
	Number of Respondents
	Percentage

	EAP services (offered by another EAP)
	23
	42.6%

	Individual counseling
	11
	20.4%

	Multiple services
	9
	16.7%

	Debriefing the debriefers
	5
	9.3%

	Consultation
	4
	7.4%

	Stress management services
	1
	1.9%

	Fitness center
	1
	1.9%

	Total
	54
	100.0%



Multivariate Analysis of Covariance (MANCOVA) was used to assess potential differences between EA professionals who reported experiencing work-related stress resulting from working with traumatized individuals and/or groups and whether or not their EAP offered any services to help cope with work-related stress.  The main effect of work-related stress was significant, F(3, 256) = 8.535, p < .0005.  The main effect of EAP services to help cope with work-related stress was approaching significance, F(3, 256) = 2.329, p = .075. The interaction between the two variables was not significant (p = .891).  In conclusion, EA professionals who reported experiencing work-related stress in the past year as a result of working with traumatized individuals and/or groups scored significantly higher than non-stressed professionals on risk for compassion fatigue (F = 10.389, p = .001) and risk for burnout (F = 24.375, p < .0005).  EA professionals who reported that their EAPs offered services to help them cope with work-related stress scored significantly lower on risk for burnout as compared to professionals  whose  EAP  did  not  offer  supportive  services  (F  = 4.0101, p = .046).  See Tables 4 and 5 for mean scores and related statistics for the MANCOVA.
	Table 4

Compassion Fatigue, Compassion Satisfaction, and Burnout by Work-Related Stress and EAP Services


	Work Stress Variables
	Compassion Fatigue
	Compassion Satisfaction
	Burnout

	
	M   (SD)
	M   (SD)
	M   (SD)

	Work-Related Stress (n=263)
	
	
	

	Yes
	11.87 (5.76)
	39.61 (6.12)
	17.53 (5.43)

	No
	8.37 (5.39)
	39.59 (7.21)
	15.58 (5.46)

	EAP Services (n=263)
	
	
	

	Yes
	10.39 (5.67)
	39.70 (6.72)
	16.26 (5.20)

	No
	10.04 (6.22)
	39.40 (6.48)
	17.37 (6.05)




	Table 5

Set of Dependent Variables by Work-Related Stress and EAP Services


	Independent Variable
	Wilkes □
	F
	df
	Error df
	p
	ETA Squared

	Work-Related Stress
	909
	8.535
	3
	256
	< .0005
	.091

	EAP Services
	973
	2.329
	3
	256
	.075
	.027

	Work-Related Stress x EAP Services
	998
	.208
	3
	256
	.891
	.002



Strengths
There are several strengths related to the present study.  To begin, this study represents the first empirical study to assess compassion fatigue, compassion satisfaction, and burnout among the EA population.  The use of standardized measures for compassion fatigue, compassion satisfaction, burnout, coping, and stressful life events helps to compare findings from this study to other studies in related fields, such as psychology, social work, and mental health.  Finally, the use of a large random sample of EAPA members is useful in trying to generalize findings to the larger EA population.  Study participants were geographically representative, with 45 of the 50 United States represented in the sample.
Limitations
As with any research study there are always limitations which need to be discussed.  The present study had several limitations; the first relating to sample size and response rate. While using a large random sample from EAPA was a strength of this study, it could also be considered a limitation.  Not all EA professionals belong to EAPA.  However, EAPA represents the largest professional organization for EA professionals and therefore was the best choice for sampling.  The response rate of 45.2% is acceptable for mailed surveys, but far from optimal.  Given the exploratory nature of the study, the response rate represents a good starting point, but the need to collect additional research within this population is understood.  Due to the anonymous nature of the survey, the researcher was not able to track EA professionals who did not respond to the survey.  Finally, the use of self-report measures for reactions and coping is subject to response bias.  However, the anonymous nature may have helped improve reliability.  Given the limitations for this study, results should be interpreted cautiously.
Conclusion
Summary and Implications for the EA Field
This study represents the first empirical research study to specifically focus on the reactions among EA professionals to working with traumatized individuals and groups.  This research contributes to a limited number of research studies that have begun to assess the reactions of mental health professionals working in the trauma field.
With regard to responding to workplace critical incidents, the current sample reported responding to over 10,000 workplace critical incidents and offering an average of 38 critical incident stress debriefings over the course of their EAP careers.  These statistics support the notion that EA professionals are consistently called to help respond to significant numbers of workplace critical incidents, thereby increasing their exposure to traumatic material, either through primary or secondary exposure, or a combination of both, called shared trauma (White, 2001).  Further, the statistics support the important role EA professionals assume and will continue to have in the preparation and response to workplace critical incidents and disaster management.
Compassion Fatigue and Related Constructs
The levels of risk for compassion fatigue in the present sample of EAPA members were comparable to other studies of mental health professionals (Ghahramanlou, & Brodbeck, 2000; Meldrum, King, & Spooner, 1999; Ortlepp, & Friedman, 2002).  The high level of potential for compassion satisfaction is also not unique to the EA field.  Research supports those professionals working with traumatized individuals who generally report both positive and negative outcomes from their work (Schauben, & Frazier, 1995; Wee, & Myers, 2003).  It may be encouraging to see that the majority of the sample reported a high level of potential for compassion satisfaction; however, it is concerning that 12% of the current sample reported high levels of risk for compassion fatigue.  While other mental health professionals experience similar rates, if not higher levels of fatigue, EA professionals are not usually providing clinical services 100% of the time for their job.  Therefore the types of incidents and traumatic material EA professionals are exposed to may be more severe than other groups of mental health professionals.  This idea has not yet been studied.  Theory also suggests that compassion satisfaction may have a buffering effect or offer the professional protection against burnout and compassion fatigue.  This theoretical link has not been empirically tested to date, but is a good question for future research.
Coping
The results on coping are supported in the literature.  There is a growing body of research on coping that suggests greater utilization of positive coping styles are related to lower levels of secondary traumatic stress and compassion fatigue (Hollingsworth, 1993; Schauben, & Frazier, 1995) and lower levels of burnout (Brown, & O’Brien, 1998; Carson et al., 1999; Pines, 1983).  Research concludes that social support, a concept coded on the Positive coping subscale is related to mitigation of negative effects from trauma work (Fullerton et al., 2000; Kassam-Adams, 1999).  Further, Hollingsworth concluded that positive coping skills such as peer support, clinical supervision, and consultation, along with effective boundary setting, and working toward achieving a balance of work and life are associated with reduced levels of compassion fatigue.  In contrary, negative coping skills, such as professional isolation, may contribute to higher risk levels of compassion fatigue (Stamm, 1999; Terry, 1999).  Creamer and Liddle (2004) concluded that among mental health professionals who responded to the terrorist attacks on September 11th, 2001, those who used maladaptive or negative coping skills reported higher levels of secondary traumatic stress.  The EA field is no different.  While one of the primary responsibilities of the EAP is to encourage health and wellness in the workplace, there is no clear correlation that knowing how to take care of oneself and actually caring for oneself are related.  However, research supports that using positive coping skills, similar to the ones reported being used by EA professionals in the present study, are effective in reducing the risk for compassion fatigue.
Preventing Negative Outcomes
There are serious ethical implications for EA professionals, supervisors, administrators, and educators to consider related to the prevention, identification, and intervention of compassion fatigue among trauma professionals, both inside and outside of the workplace. Traumatized professionals, who may be suffering from symptoms of compassion fatigue, can be ineffective or even detrimental in their clinical work with traumatized clients due to an inability to effectively attend to the client’s traumatic material.  For example, impaired professionals may discourage clients from exploring important issues related to their traumatic experiences (Munroe, 1999).  Without early recognition and intervention, symptoms of compassion fatigue may compromise the work of EA professionals.
What is unique to mental health and EA professionals is that while a significant portion of their job is focused on educating clients about self-care and positive coping, it is not clear if EA counselors effectively utilize their own knowledge of coping in dealing with personal stressful situations.  The idea that EA professionals inherently know what defines positive and negative coping does not necessarily translate that they will make good decisions regarding their own well-being.  The fact that several EA professionals in the current sample reported using drugs and alcohol to deal with reactions from workplace traumatic stress tell us that despite their knowledge about positive coping, professionals don’t al- ways use effective coping skills when exposed to traumatic stress.  The use of ineffective coping skills can not only can impact the EA professional, but also the clients and companies they are hired to help.
Also of concern is the fact that EAP companies are generally not doing much to support EA professionals as they cope with work-related stress resulting from offering crisis intervention services.  There are several programs suggested in the literature that could be adopted into EA practice.  For example, Potter et al. (2003) developed a program called “debriefing the debriefers.”  This program is designed to help alleviate negative stress resulting from working with traumatized clients or groups and offering CISM services, which can contribute to compassion fatigue and burnout.  The program follows the Mitchell (1983) model for critical incident stress debriefing (CISD), but is condensed, consisting of three phases: the review, the response, and the remind phase.  Debriefing services for debriefers are traditionally offered soon after the CISD or other crisis intervention response has concluded and an experienced member of the CISM team usually leads the debriefings.  Lewis (2002) also recommends using debriefing services as an intervention to foster good self-care habits among debriefers.  Of the respondents who reported services being offered, only 9.3% stated that their EAP offered a “debriefing the debriefer” program.  This writer feels that it is essential for EAPs to recognize the natural reactions of doing trauma work and begin to support staff more effectively, while also encouraging personal stress management.
One example of a supportive program offered at the national level is the Colleague Assistance Program (CAP), developed through EAPA following the terrorist attacks of September 11th, 2001.  This program, designed to offer a way for EA professionals to provide outreach and support to other EA professionals was revitalized most recently after the devastation caused by Hurricane Katrina.  At the time of writing this article, 30 EAPA members have volunteered their personal time to call and e-mail other EAPA members who may have been negatively affected by the recent hurricanes.  While empirical research on the effects of participation in these types of outreach and support programs has not been assessed, feedback from EAPA members who have used the services is overwhelmingly positive and encouraging.
What Can EA Professionals Do?
While research on the topic of what is most effective for preventing and minimizing the negative effects of providing crisis intervention work is still in its infancy, the following are some suggestions for professionals and administrators.  First, EA professionals can continue having conversations about the natural reactions to working in the crisis intervention field.  The first step to resolving a potential risk is to acknowledge that the risk may exist.  Acknowledging that EA professionals are human beings and have human reactions to crisis work is a first step in supporting colleagues and others in this field.
From a management and supervisory perspective, it is essential that supervisors monitor EA professionals, especially new practitioners with regard to crisis intervention.  Many professional therapists report that their graduate degrees did not adequately prepare them for trauma work, particularly working with victims of abuse (Alpert, & Paulson, 1990; Danieli, 1994; Pope, & Feldman-Summers, 1992).  These same professionals often seek additional education and training through continuing education and on-the-job training.  The EAP field is no different; many EAPA members in the current study reported receiving no formalized education or training to provide crisis intervention services before actually working in a crisis situation with an individual or group.  Through professional development and continuing education, we must provide methods for EA professionals to receive the appropriate training, supervision, and support to work effectively in a challenging field.
Inbar and Ganor (2003) suggest several ways to help professionals cope with continuous exposure to traumatic events.  The first intervention they suggest is at the individual level, which includes supportive activities to help professionals “regain basic skills, such as effective time management and restructuring their daily routine” (Inbar & Ganor, 2003).  Second, they recommend intervention at a professional level to help professionals develop “caring distancing techniques,” such as using humor and supervision in an appropriate and therapeutic manner.  The third form of intervention is a cognitive-behavioral intervention, which is designed to help professionals identify signs and symptoms of secondary traumatic stress and address them effectively.  Finally, Inbar and Ganor recommend intervention at the social-organizational level, focusing on “designing an organizational culture that prevents or moderates the creation of burnout condition, and encourages effective coping.”
According to the EAP Crisis Intervention Continuum, a comprehensive model for workplace disaster prevention and response (Jacobson et al., 2005; Paul, & Blum, 2005), post-incident response to workplace critical incidents includes self-care.  Specifically, the model encourages the incorporation of personal self-care among the part of the EA professional and the use of support systems both inside and outside of the EAP, as appropriate.  Overall, if organizations can begin to acknowledge that professionals are affected by the work they do in the traumatic stress field, they can begin to foster a work environment where professionals can provide support to each other, rather than blame.  Further, as professionals become more comfortable and open to discussing their reactions to working in this field, we can also begin to support and help each other, discussing and debating the most effective coping methods and programs for self-care.
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