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The Helper’s Journey: Empathy, Compassion, and the Challenge of 

Caring  

 

Working with people confronting grief, loss, trauma, and tragedy in all its forms is an intensely 

personal endeavor, bringing us into contact with the deepest parts of ourselves, and exposing us 

to the well-documented risks of burnout, moral distress, and compassion fatigue.  However, a 

growing body of research and clinical wisdom now also tells us we can exert significant control 

over this stress and its effects on us, and that we can often even wrest personal and professional 

growth from it. These positive outcomes are linked to an array of coping strategies and skills for 

strengthening emotional resilience, optimizing self-care, and increasing clinical effectiveness 

emerging from the fields of positive psychology, neurobiology, and psychotherapy. In this 

interactive session we will explore many of these key strategies and skills. A second focus of our 

session will be a review of current grief counseling theory and practice, with an emphasis on 

specific skills for enhancing counseling effectiveness. The goal is to chart a path to clinical 

effectiveness and personal growth for providers of compassionate, person-centered care.   

 

Learning Objectives: 

At the completion of this program, participants will be able to: 

• Identify specific communication and relationship skills for effective grief counseling 

• List the key features and causes of burnout, compassion fatigue and moral distress  

• Distinguish experiences of empathy, compassion, and personal distress and describe how 

they interrelate in helping distressed others 

• Identify strategies for strengthening resilience and stress-related personal and professional 

growth 
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From The Helper’s Journey: 

“It makes perfect sense that, for us to survive as a species, acts of helping would be 

rewarded both psychologically and immunologically. What if each act of caring and 

helping depleted the helper, decreased his or her immunity and mood, and lessened the 

chances of survival? The view that caring and helping are natural processes and they are 

good for us is intuitively and scientifically more accurate. When we help another person, 

we take part in a process shaped and finely tuned over millions of years to ensure that 

when we help others we also help ourselves.”  

 

“Your emotional involvement as a helper varies not only in intensity but also in the 

quality and kinds of emotions you have. The varieties of emotional experience possible 

for you as a helper can be illustrated in the metaphor of the Helper's Pit. Imagine that the 

person you're helping is in a pit and you are on the edge of that pit. If you identify with 

this person's problems, what happens? You fall into the pit! If you empathize, you feel 

with the person in the pit and get inside his or her experiential world. If you sympathize, 

you stand on the edge of the pit, and are concerned and compassionate--sympathy is 

feeling for the person in distress.” 

 

“To meet the challenge of caring, you must find balance on your helping journey, balance 

between the demands you face and the resources you have to meet them, between giving 

to others and giving to yourself.”  
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Bruce, a Silicon Valley 
engineer, confronts the 
unimaginable: the loss 

of his beloved 7-year old son to 
a cerebral hemorrhage. Mary, a 
mother of two, struggles with the 
loss of her 30-year old husband to 
an aggressive adult leukemia. These 
are my clients.  Is there something 
different from my everyday 
approach to psychotherapy that I 
need to know and do so that I can 
be optimally helpful to them?  My 
answer is a resounding yes. 

Although my everyday approach 
to psychotherapy has served well for 
the many loss-related experiences 
my clients present with, whether a 
disappointment at work, a midlife 
crisis, a failed relationship, or the 
absence of an empathic caregiver 
during childhood, I have learned 
that counseling for the loss of a 
loved one asks more of me both 
personally and professionally, 
emotionally and technically.   In 
this brief article I try to capture 
some of this learning in quick and 
rather bold advice outlining some 
core principles—some do’s and 
don’ts—that guide my personal 
approach to grief counseling. 

My approach to grief counseling 
is shaped by my basic understanding 
of grief as a natural condition—
the human reaction to loss—that 
can generally be expected to 
abate over time and, frequently, 
to lead to psychological growth. 
The role of grief counseling, then, 

is to accelerate or unblock this 
natural healing process—to get 
grief working—particularly if this 
process is moving more slowly 
than expected or if the reaction 
to a loss is severe or protracted. 
Given this central goal for grief 
counseling, what therapeutic style, 
understandings, and interventions 
are most likely to achieve this 
outcome?   

Offer a Supportive 
Therapeutic Relationship  

A deeply empathic, caring, and 
inviting  therapeutic relationship 
may be the fundamental criterion 
for effective grief counseling 
(Larson, 2013).  The healing power 
of the therapeutic relationship, a 
significant mechanism of change 
in all psychotherapy, takes on even 
more significance in work with 
grieving clients.  

Why is this so?  First, grieving 
persons are often dealing with 
trauma, ruptured attachments, 
and shattered assumptions about 
the world being a predictable and 
orderly place.  The therapeutic 
relationship provides a secure base 
or holding environment that enables 
clients to confront, integrate, and 
transform trauma and loss as they 
move forward in their changed lives 
and worlds.  

Second, grieving persons can feel 
painfully alone in their loss. They 
often no longer have the very person 

they would normally turn to for 
support in times of stress. This sense 
of aloneness can also result from a 
widening gap between their inner 
experience and others’ expectations, 
e.g., “Isn’t it time to move on?” If we 
can be fully present as companions 
to clients when they feel most alone, 
grief begins to work, and distress 
over separation and loss lessens.  

Finally, grievers’ naturally 
occurring support systems are 
often quickly exhausted or lack a 
nonjudgmental listener unafraid 
to be present with the intense 
and often unsettling emotions, 
thoughts and changes in identity 
that accompany grief. In-depth 
discussions of the impact of 
losing your child are not, as I like 
to say to my graduate students, 
Starbucks conversations.  It is also 
well documented that powerful 
social constraints  (Lepore, Silver, 
Wortman, & Wayment, 1996) 
make disclosure of loss and trauma 
in one’s social world both risky 
and unlikely—another reason a 
therapeutic relationship can be 
such an invaluable resource for the 
bereaved.   

 
Practice balanced 
empathy

As a grief counselor, you must 
find a way to achieve a balanced 
empathic stance toward intense 
emotional experience. Not 
doing so leaves you vulnerable to 
compassion fatigue and burnout.  
From a Buddhist perspective, this 
balanced stance can be described 
as a mindful, nonattached, yet 
fully engaged witnessing of the 
client’s experiencing (Gehart & 
McCollum, 2007). Others term it 
“exquisite empathy” (Harrison & 
Westwood, 2009), but I prefer Carl 
Rogers’s (1957, p. 99) description: 
"To sense the client's private world 
as if it were your own, but without 
ever losing the as-if quality—this 
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is empathy."  Losing the “as-if ” 
quality leaves us more vulnerable 
to vicarious traumatization, 
countertransferential reactions, and 
personal distress that derails our 
therapeutic focus and pulls us into 
what I call the Helper’s Pit (Larson, 
1993).  Lacking this balanced 
stance, repeated confrontations with 
death and grief can push perhaps 
our most powerful emotional button 
—fear of our own mortality—and 
cause us to distance ourselves from 
our clients.  

Don’t scratch where it 
doesn’t itch  

Our empathy must not only be 
balanced, it must be accurate.  
Two common errors in empathy 
are overresponding and 
underresponding to our clients’ 
distress.  As recent research  tells 
us (Bonanno & Kaltman, 2001), 
many bereaved persons do much 
better earlier on than we might 
anticipate. If we probe the depths of 
these persons’ psyches for existential 
anguish, or aggressively recruit 
them for our counseling services, we 
are scratching where it doesn’t itch.
 
Don’t trivialize distress

Many bereaved persons, however, 
are doing less well than we might 
expect. It is not uncommon for 
friends, family members, coworkers, 
and even trained psychotherapists, 
to not recognize this and to instead 
emphasize the positive side of 
things, thus trivializing their 
distress. When encouraged to 
be “more resilient” or on “grief ’s 
journey” clients may conceal their 
distress because they see it as a sign 
of their failure to cope.  

Accurate empathy, in contrast, 
gets grief working: Clients are able 
to accept and make sense of their 
loss experience, allow the emotions 
of grief to guide their adjustment 

to loss, clarify and integrate new 
experiences of self, and discover 
new meanings in the painful events. 
They begin to convert what is 
often termed “pathological” grief 
(grief not working) into normal 
grief (grief working), and establish 
continuing bonds with their lost 
loved ones that are not maintained 
when they are struggling with the 
pain of loss.  For therapists, accurate 
empathy leads to an expanded 
concept of the variability of normal 
grief, and also prevents taking a 
one-size-fits-all approach.

Do your homework

Your work with grieving persons 
will be considerably enhanced and 
more rewarding if you dedicate 
time to exposing yourself to recent 
developments in the field.  Become 
thoroughly acquainted with current 
grief models, especially Worden’s 
task model (2009), Stroebe and 
Schut’s (2010) dual-process model, 
and Neimeyer’s constructivist 
approach (Neimeyer, Burke, 
Mackay, & van Dyke Stringer, 
2010). In addition, an extensive 
and fascinating literature on 
grief-related constructs and issues 
deserves your attention, including 
work on continuing bonds (Klass, 
Silverman, & Nickman, 1996), 
disenfranchised grief (Doka, 2008), 
differing grief trajectories (Bonanno 
& Kaltman, 2001), complicated 

grief (Stroebe, Schut, & van den 
Bout, 2013), posttraumatic growth 
(Tedeschi & Calhoun, 1995), 
anticipatory mourning (Rando, 
2000), the interaction of trauma and 
grief (Fleming, 2012), grief across 
the life span (Walter & McCoyd, 
2009), retelling of violent death 
(Rynearson, 2012), gender and 
mourning styles (Doka & Martin, 
2010), the role of rituals in grief 
and mourning (Imber-Black, 2004), 
grief in an online world (Sofka, 
Cupit, & Gilbert, 2012), and 
cultural factors (Rosenblatt, 2008). 

Use grief-facilitating 
microskills and 
interventions    

Finding ways to communicate 
your empathy that get or keep grief 
working for your clients is a creative 
challenge because grieving clients 
take diverse pathways.  I find that 
a more person-centered style is 
best—fewer questions, less advice, 
and more (elegant and evocative) 
reflections of feeling and meaning 
(Larson, 2013). Use of metaphors 
can also be helpful (“It’s like being 
in an earthquake”); however, the 
test for any intervention is whether 
it assists your client to discover his 
or her personal pathway through 
grief. 

Interventions I find helpful 
include displaying a photo of the 
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deceased during sessions, meeting 
with family members, referring to 
local bereavement support groups, 
and listening for and supporting 
the establishment of new goals that 
restore meaning to life.  In addition, 
I typically use the empty chair or 
imaginal conversation technique, 
an intervention endorsed by grief 
therapists of all persuasions.    

Be multiculturally 
attuned

As Paul Rosenblatt says, culture 
shapes grieving (2008, p. 79). 
Cultural background makes an 
important contribution to individual 
differences in the grieving process.  
These cultural considerations 
become even more paramount when 
theory is translated into practice 
and we strive to match the type and 
level of intervention to the needs of 
a particular client.   

Take self-care seriously

Find what works for you and do 
more of that, whether it is exercise, 
meditation, a good consultation 
group, your faith, or your friends. 
The to-do list here could quite 
lengthy, but self-care most 
importantly requires taking the 
time and making the commitment 
to doing it. Ongoing exposure to 
grief, loss, and trauma requires 
finding a balance between giving to 
your clients and giving to yourself. 

When difficult clinical interactions 
create self-doubt or personal 
distress, don’t conceal these 
experiences and do allow them to 
become stress-enhancing helper 
secrets (Larson, 1993).  Instead, find 
a confidant who understands the 
work and its vicissitudes and can 
offer you quality social support.  

Get grief counseling to all 
who need it and desire it    

In the past decade, a pessimistic 
view of grief counseling has 
emerged, with claims that it is 
ineffective or possibly harmful with 
normally bereaved clients.  Don’t 
let these claims keep you from 
providing grief counseling to all 
those who need and seek it.  The 
claim of harmful effects, based on a 
single unpublished dissertation, has 
been shown to be invalid (Larson & 
Hoyt, 2007), and no other evidence 
of a pattern for harmful effects has 
appeared (Stroebe, Hansson, Schut, 
& Stroebe, 2008, p. 598).  Grief 
counseling, like other therapeutic 
interventions, tends to be effective 
for those who seek it out (Hoyt 
& Larson, 2010; Larson & Hoyt, 
2009).  

Who should receive grief 
counseling?  Gamino and his 
colleagues (Gamino, Sewell, 
Hogan, & Mason, 2009-2010) offer 
probably the best answer when they 
conclude that grief counseling is 
appropriate for all bereaved persons 

who answer yes to the following 
two questions: “Are you having 
trouble dealing with the death?” 
and “Are you interested in seeing a 
grief counselor to help with that?”

Conclusion

Describing the qualities of the 
therapeutic relationship necessary 
for deeper therapeutic work, Diana 
Fosha reflects that “the emotional 
atmosphere should be one in 
which the patient feels safe and the 
therapist brave” (2000, p. 213).   As 
a grief therapist, you must find a 
way to maintain your compassion 
and emotional involvement while 
courageously assisting clients to 
live with hope in a world in which 
loss is inescapable. This challenge 
is best met in an authentic and 
caring helping relationship between 
a therapist who believes in the 
client’s healing capacities and a 
client who  is motivated to engage 
these capacities, get grief working, 
and move into the future without 
relinquishing the past.   
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Social/Physical 
Distancing

Self-Quarantining

Isolation  

A New Normal?  

Profound and pervasive experiences of grief, loss, and 
trauma reshaping who we are and how we live, die, and  

grieve now and in the future.  

COVID STRESS SYNDROME

• Fear of contamination  SCAReD!!!

• Worry about finances

• Xenophobic fear that foreigners are spreading the virus

• Traumatic stress symptoms associated with direct or vicarious 
traumatic exposure

• Compulsive checking and reassurance seeking (Taylor, S., et al. (2020). 

COVID stress syndrome: Concept,  structure, and correlates.  Depression and Anxiety, 37(8), 706-714)

1

2

3



2

Grief and Bereavement in the 
COVID-19 Era

• Disbelief or difficulty in accepting a loved one’s death is greater 
when people are unable to be physically present either at time of 
death or at a funeral service after the death. 

• Individuals may feel guilt and remorse about unwittingly infecting 
the deceased. 

• The lack of compassionate physical touch around the time of death, 
as well as afterward, creates additional loss for the bereaved. 

• Grief will be more complicated when family members and 
significant others  grieve without their usual support network  (I 
think of it as a novel form of traumatic bereavement)

Palliative Care in the COVID-19 Pandemic Briefing Note (2020). Patti 
Anewalt (Pathways), Stephen Connor, (WHPCA), Dianne Gray (EKR 
Foundation), Jenny Hunt (Zimbabwe), Dale Larson (Santa Clara U.), Bill 
Worden (Harvard Medical School)

Stressors for Clinicians During the 
COVID-19 Pandemic 

• Self-care practices (e.g., seeking social support, music therapy, 
exercising, proper nutrition, meditation, taking time off, setting limits) 
are undermined in the COVID-19 emergency.

• Work overload, cumulative loss and exposure to repeated trauma.

• Isolation of staff from their own family members prevents provision of 
critical social support.

• Disruption of team member roles and supportive relationships presents 
challenges.

• Caregivers may feel guilty taking time away from the clinical 
environment to restore themselves when others are working even 
longer hours.

Self-Care for Caregivers During the COVID-19 Pandemic (2020). Dale G. Larson (Santa 
Clara Univ.), Eduardo Bruera (MD Anderson), Marcia Lattanzi Licht (TRU Community 
Care, Boulder, CO), Eve Namisango (African Palliative Care Assoc.), Mary L.S. Vachon 
(Univ. Toronto) 

• Tele-therapy or tele-medicine?

• Work-related stress level?

• Someone close to you affected?
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Person-Centered Care 

What It Asks of Us

The Challenge of Caring

To meet the challenge of caring, you must 

…find a way to “be emotionally involved in your 
work, to maintain your helping motivations, empathy, 
compassion, and commitment as you courageously—
yes, this work is courageous—help people live with 
hope in a world where loss is inescapable.” The  
Helper’s Journey (2020, p. 29)

What Brought Us In?

Losses, perceptions of unmet need, desire to 
give back, seeking answers to lifeʼs questions, 
quest for personal growth, wanting to make a 

difference?
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Your Purpose in the Work

A powerful self-selection factor– a strong 
connection between who you are and what you do

You’re not normal!

When I am reading an  interesting story or novel, I 
imagine how I would feel if the events in the story 
were happening to me.

After acting in a play myself, or seeing a play or 
movie, I have felt partly as though I were one of the 
characters.

When I watch a good movie, I can very easily put 
myself in the place of a leading character

1           2         3            4         5

SD        D        NS A        SA

An Altruistic Brain
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Empathy and Compassion

Empathy

A vicarious experience of 
another’s emotion

to sense the client’s inner 
world of private personal 
meanings as if it were your 
own, but without ever 
losing the “as if” quality, 
this is empathy Rogers (1967)

Compassion 

An emotional response to 
another’s suffering, with the 
desire to take action to 
alleviate that suffering;  
being moved by another’s 
suffering and wanting to help

Klimecki, O., & Singer, T. (2013). Empathy from the perspective of social 
neuroscience. In J. Armony & P. Vuilleumier (Eds.), The Cambridge 
handbook of human affective neuroscience. (pp. 533-549). Cambridge 
University Press.  (p. 536)

15

CONTINUUM OF
EMOTIONAL INVOLVEMENT

Burned Out
Distant

Uninvolved

Balance
On Fire

Too Close
Overly Involved
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16

CONTINUUM OF
EMOTIONAL INVOLVEMENT

Personal 
Distress

Balance
Personal 
Distress

© 2010   Dale G. Larson, Ph.D.
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Burnout 

Secondary Traumatic Stress

Moral Distress 

Burnout– The Cost of Caring

• Reduced Personal Accomplishment--from efficacy 
to demoralization 

• Diminished Caring (Depersonalization)--from 
involvement to cynicism 

• Emotional Exhaustion--from energy to fatigue  

Kamal, et al. (2016). Prevalence and predictors of burnout among hospice
and palliative care clinicians in the U.S. J Pain Symptom Manage, 51 (4), 690-696.

 Surveyed 1056 AAHPM hospice and palliative care clinicians (all 
disciplines) using MBI-22
 60% high on emotional exhaustion
 24% high on depersonalization
 62% high on either emotional exhaustion or depersonalization
 Burnout rate slightly higher in nonphysician clinicians (66% vs. 60%)
 42% reported that work schedule leaves enough time for personal life
 33% calm and peaceful most of the time
 30%  have a lot of energy most of the time

 The good news: Only 4%  downhearted and blue most of the time

Burnout Among End-of-Life Clinicians

19

20

21



8

Burnout Not a Personal Failing

“Burnout does not result from a genetic predisposition to 

grumpiness, a depressive personality, or general weakness. It 

is not caused by a failure of character or a lack of ambition. It 

is not a personality defect or a clinical syndrome. It is an 

occupational problem.” (p. 34) 

Maslach & Leiter (1997) The Truth About Burnout

Compassion Fatigue

“Compassion fatigue is a more user-friendly term for 
secondary traumatic stress disorder, which is nearly identical 
to PTSD, except that it applies to those emotionally affected 
by the trauma of another (usually a client or family member).”

Figley (2002)
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Trauma Symptoms

Avoidance behavior—deliberate attempts to remove oneself 
from cues. Not just distracting oneself

Hyperarousal and hypervigilance—startle responses, sleep 
problems

Intrusions—flashbacks, reliving event, unwanted thoughts

Negative alterations in cognitions and mood

Mnemonic:                   biting an A-H-I tuna

Moral Distress 

When you believe you know the ethically correct thing to 

do, but something or someone restricts your ability to 

pursue the right course of action.

Examples: 

 Inadequate staffing 

 Triaging ventilators  

 Inadequate pain relief 

 False hope to patients and or families.

Stress and Your Telomeres

Jacobs, T. L., et al. (2011). "Intensive meditation training, immune cell telomerase 
activity, and psychological mediators." Psychoneuroendocrinology, 36(5), 664-681.
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The Nature of Grief

• “Grief is now understood to be a natural condition – the 
human reaction to loss – and for most people is 
expected to abate over time and frequently lead to 
psychological growth. Given this understanding, the 
role of grief counselling is to accelerate or unblock the 
natural healing process, particularly if this process is 
moving more slowly than expected, or if the reaction to 
a loss is severe or protracted.”  (Larson, 2013, A person-
centered approach to grief counselling, p. 313)

Goal is to get grief working!

Bereavement, Trauma, & Traumatic Bereavement

Loss-
oriented

Grief work

Intrusion of grief

letting go-
continuing-

relocating bonds /  
ties

Denial/avoidance    
of restoration 

changes

Everyday life 
experience

Restoration-
oriented

Attending to life 
changes

Doing new things

Distraction from grief

Denial/avoidance         
of grief

New roles/       
identities/    

relationships

The Dual Process Model of Coping with Bereavement
Stroebe & Schut (1999)

oscillation

Worden’s Tasks of Mourning

• Acknowledge the loss, accept the reality
• Express manifest and latent emotion, experience the 

pain of grief
• Adjust to a changed life in which the deceased is 

missing
• To find an enduring connection with the deceased in 

the midst of embarking on a new life (continuing 
bonds)

• Reconstitute faith and philosophical systems 
challenged by the loss

Worden & Larson, ADEC, 2019, Tasks of Mourning
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Complicated Grief

In all forms of complicated grief, mourner attempts 
to do two things:

1. Hold on to and avoid relinquishing the loved one

2. Deny or avoid aspects of the loss, its pain, and its 
full implications

It is a desire to perpetuate a link with the lost loved 
one that gives rise to the thoughts and feelings that 
define complicated grief.

However, we need to allow for a transformed, 
continuing relationship with the deceased.

Complicated Grief: A Guidebook 
for Therapists (Shear)

Taking a history of the death and its aftermath
Providing information about grief 
Regular grief monitoring
Meeting with significant other
Developing and planning of personal goals
Daily activities; revisiting the story of the death and 

working with negative emotions
Working with memories and pictures
Having an imaginal conversation with the 

deceased
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Counseling Skills and Strategies
Listen for Grief’s Questions

• Why me?  Why did this have to happen?
• What's happening to me?
• How can I go on?
• What can I do?
• What do I need?
• Will this ever end?
• Who am I now?
• How will my life be?
• & use 1st-person responses in an overall

slow, soft, and simple style

Counseling Skills and Strategies
Empathic Messages That Can Be Helpful 

• “Itʼs like being in an earthquake”
• “Grief has its own timetable”
• “People grieve differently”
• “You will have grief attacks” (STUGS—subsequent  

temporary upsurges of grief)
• “Though it feels abnormal, itʼs normal—natureʼs way 

to heal a broken heart”
• “Pain will not go away—it will just go from the 

foreground to the background”
• “It must be tough”  E. K-R

Tell me about ___ and your relationship.

If you could speak to ___ right now, what would you 
say?

What are some positive memories that stand out?

How have you held ___ in your heart since ___ died or 
went away? 

Skill Building
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Larson, D. G. (2015). Person-Centered 
Grief Counseling, Sage Video Counseling 

and Therapy Collection 

Larson, D. G. (2013). A person-centred approach to grief 
counseling. In Cooper, O'Hara, Schmid, & Bohart
(Eds.), The handbook of person-centered 
psychotherapy and counseling.

Larson, D. G. (2014). Getting grief working: A guide for 
the new grief therapist. New Therapist, 25-29. 

Larson, D. G. (2020). The helper's journey: Empathy, 
compassion, and the challenge of caring.

Some Key PCA  Elements

• Assist clients to creatively carry forward their own experience, and 
positive regard is the freeing element

• Empathic dialogue carries experiencing forward

• Client’s own creativity is a curative element—grief begins to work for 
them 

• The therapeutic relationship is at the center

• “Bearing feelings together”—a companion 

• “Empathic witnessing”—Therapist as empathic witness; in moments 
of intense vulnerability there is nothing to be done

• Therapist is facilitating natural resilience processes 

• PRESENCE—+ empathy, respect, and genuineness

• RESPONDING TO THE PERSONHOOD OF THE CLIENT = PCA

Resilience-Enhancing Strategies
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Confide and Strengthen Social Support

Experimental Disclosure Research

The act of not 
discussing or confiding 
the event with another 
may be more damaging 
than having experienced 
the event per se.

Pennebaker, J. W. (1985). "Traumatic experience and psychosomatic disease: 
Exploring the roles of behavioural inhibition, obsession, and confiding." 
Canadian Psychology/Psychologie Canadienne 26(2): 82-95.

Suppression (cognitive 
preoccupation) and the 
White Bear Effect
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Self-Concealment

“the active 
concealment from 
others of personal 
information that one 
perceives as 
negative or 
distressing”

Larson, D. G., et al. (2015). Self-concealment: 
Integrative review and working model. 
Journal of Social and Clinical Psychology 
34(8): 705-729.

Crumple?

Fold? 

Dual-Motive Conflict

Urge to 
reveal

Urge to 
conceal
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Insecure Attachment

Secret Keeping
Rumination
Less Mindfulness
Less Social Support
Inauthenticity
Troubled Relationships

Self-Concealment

Negative Help-
Seeking Attitudes

Ill Health & Distress

Trauma
Shyness
Perfectionism
Shame
Social Constraints
Stigma

Suicide and Suicidality in Youth

• Suicide is the second-leading cause of death among people 
age 15 to 24 in the U.S. Nearly 20% of high school students 
report serious thoughts of suicide and 9% have made an 
attempt to take their lives, according to the National Alliance 
on Mental Illness.

24,000 college students attempted suicide each year;  1,100 die 
through suicide.

Ivey-Stephenson, A. Z. (2020). Suicidal ideation and behaviors 
among high school students — Youth Risk Behavior Survey, 
United States. MMWR Supplements, vol 69. www.cdc.gov. 

Concealment During a Pandemic

Social distancing practices, COVID-19 symptoms, and 
adherence to quarantine instructions are concealed.  As age 
and communal orientation increase, COVID-19 
concealment behaviors decreased, and evaluations of this 
concealment were more negative.

O'Connor, M. A., & Evans, N. (2020).      
Dishonesty during a pandemic.  Journal of
Health Psychology. 
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Secrets in Bereavement 

• Hidden Grief, Disenfranchised Loss

• Rumination and Complicated Mourning

• Postmortem Surprises 

Helper Secrets

Themes of Helper Secrets 

• Feelings of inadequacy
• One-way giving
• Too many demand
• Anger
• Emotional distancing 
• Impostor syndrome

Larson, D., G. (2020). Secrets: Concealment and confiding in helping and healing. In The
helper's journey: Empathy, compassion, and the challenge of caring (2nd ed., pp. 109-152). 

Champaign, IL: Research Press.
Larson, D. G. (1985). Helper secrets: Invisible stressors in hospice work. American Journal of 
Hospice Care, 2(35-40). 
Larson, D. G. (1987). Helper secrets: Internal stressors in nursing. Journal of Psychosocial Nursing 
and Mental Health Services, 25(4), 20-26. 
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I Feel Inadequate

• My inadequacy is my most personal secret and it is 
very frustrating to be constantly in the company of so 
many talented capable people.

• I try to be strong for my patients, but inside I am full 
of grief and still trying to cope with my husband's 
death.  I wonder if I am fooling them or myself.  
Sometimes I think maybe I am trying to be too strong.

One-Way Giving

I want the patient or family to reaffirm to me that I have 
helped in some way to ease their grief and pain.  I feel 
guilty that I want or need to know that what I did was 
helpful to them.  I feel like I'm looking for a pat on the 
back and that is not my purpose for being there.

Too Many Demands

 Sometimes I feel like too much is expected--janitor, 
counselor, maid, mother, sister, etc.  It makes me feel 
like I'm being manipulated and drained.  I feel resentful.

 Too many demands are killing me.

 I feel like I can manage part of my job very well but 
there are too many different aspects for me to do all of 
them well.  Some days it seems that the demands are 
overwhelming.  But I'm afraid to admit I can't handle it 
all.
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I’m Angry

Sometimes I'm so angry at a patient who's very 
demanding--wanting something every five minutes, 
putting the call light on excessively.  Then I feel guilty 
because they are the ones who are suffering and dying, 
and I'm the fortunate one.  I'm healthy and able to go on 
with my life.  Then, I say to myself:  "How could you be so 
uncaring and selfish, you should be doing something else, 
like working at K-Mart.

I’m an Impostor

 I feel like I am an impostor--at work everyone looks up to 
me for the "latest" or "how to do it best" information.  So 
far I have been able to wing it or come up with an 
acceptable answer, but I live a lot with the fear of making 
a big mistake in front of everyone.

 I'm afraid that if anyone found how much I don't know 
they'd head for the door. 

So, again, the lesson is: Confide 
and Strengthen Your Social Support

55

56

57



20

The Permanent Social Support 
and Self-Esteem Exercises

Being Mindful

Hypermetabolic Approach
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Self-Compassion
• Self-Kindness: I’m kind to myself when I’m experiencing suffering.

• Common Humanity: I try to see my failings as part of the human condition

• Isolation: When I fail at something that’s important to me I tend to feel 
alone in my failure.

• Mindfulness: When I’m feeling down I try to approach my feelings with 
curiosity and openness.

• Over-Identification: When I fail at something important to me I become 
consumed by feelings of inadequacy.

Neff (2003)

.

Integrate and 
Transform Loss and Trauma
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Find Meaning and Purpose

Eudaimonia

Posttraumatic Growth Inventory

 I changed my priorities about what is important in life. 

 I have a greater appreciation for the value of my own life. 

 I am able to do better things with my life.

 I have a better understanding of spiritual matters. 

 I have a greater sense of closeness with others. 

 I established a new path for my life.

 I know better that I can handle difficulties. 

 I have a stronger religious faith. 

 I discovered that Iʼm stronger than I thought I was. 

 I learned a great deal about how wonderful people are. 

. Cann, A., et al. (2010). A short form of the Posttraumatic Growth Inventory. 
Anxiety, Stress & Coping: An International Journal 23(2): 127-137.

`

The Person

Brooding Rumination
(“I can’t get it out of my mind,” 
intrusive thoughts, nightmares)

Reflective Rumination
(“What does this mean for me 
now?”, “What can I learn?”)

Trauma Strikes

PTSD

Growth
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Facilitating Growth

• Goal: Work with the client to increase reflective 
rumination—processing focused on the meaning of the 
event for one’s life now and in the future.

• Can work toward this goal while doing any type of 
therapy for trauma or loss.

Facilitating Growth

• Listen for and explore meanings, and help people make 
sense and find meaning

• Listen for growth and the good that has come from the 
experience, and respond to it, but do this without 
diminishing/trivializing distress

• Help client confront threatening material early and often 
so they can rework and reappraise the events (“interior 
remodeling”) 

Guiding the Conversation

• “What does the trauma mean for your life moving 
forward?”

• “What would you like to do now in your life?”
• Ask how they got through the trauma, then say: “It 

sounds like you’re stronger than you thought you 
were.  Is that right?”

• “Did anyone surprise you with how much they 
seemed to care?”

• “How has what you value in life (or what you 
believe) changed?”

• “How has this trauma changed you?  How would 
you like it to change you, if you had a choice?”
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Do Good--Feel Good and Be Well 

“… a high sense of purpose in life is associated with a reduced 
risk for all-cause mortality and cardiovascular events”  Cohen, 
R., Bavishi, C., & Rozanski, A. (2016). Purpose in life and its 
relationship to all-cause mortality and cardiovascular events: A 
meta-analysis. Psychosomatic Medicine, 78(2), 122-133. 

“A strong correlation exists between the well-being, happiness, 
health, and longevity of people who are emotionally and 
behaviorally compassionate, so long as they are not 
overwhelmed by helping tasks” Post, S. G. (2005). Altruism, 
happiness, and health: It's good to be good. International 
Journal  of Behavioral Medicine, 12(2), 66-77.

Into the Future   

“No matter how many resilience-enhancing forces we employ, 
stressors at work will still sometimes challenge us to our limits. 
We will inevitably be weary at times, but if we counter 
exhaustion with vigor, moral distress with moral courage, and 
our suffering as helpers with its restorative meaning, we can 
transform and transcend stress, fulfill our purpose in our work, 
and live a life aligned with cherished values.”

Larson, D. G. (2020). The helper's journey:: Empathy, compassion, and the challenge of caring. (2nd ed.). 
Champaign, IL: Research Press. P. 106. 

Best Wishes to You on Your Helping Journey! 

Dale G. Larson, Ph.D.

dlarson@scu.edu

408.554.4320

dalelarsonphd.com
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