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From Compassion Fatigue to Healing Centered Engagement

TIMBO

INTRODUCTION

This paper explores the connection between gaps in trauma-informed
care and staff burnout. It also presents an innovative solution for
decreasing staff compassion fatigue while simultaneously improving
program efficacy, with the long-term objective of shifting a system’s
culture toward one of healing-centered engagement (Bokhour et al.,
2018). Since the publication of The Adverse Childhood Experiences
(ACE) Study in 1998, evidence continues to mount that traumatic events
in childhood increase the risk of morbidity and mortality across the
lifespan (Felitti et al., 1998). The findings of the ACE report have
inspired a growing number of trauma-informed services and programs for
vulnerable populations, as well as trauma-informed education for staff in
health services. A trauma-informed care framework is intended to reduce
the common pathologizing of symptomatic behavior by understanding it as

a “normal reaction to abnormal experiences.

This framework has led to a fundamental paradigm
shift in thinking from “what is wrong with you” to
“what happened to you?” But gaps between
education/training and direct service practice leave
burned out providers at risk for personal health problems
and the continued erosion of empathy (Weilenmann et
al., 2018).

Because trauma is perceived, remembered, and lives
in somatic and visceral body systems, the addition of
body-based education and practices can fill current gaps
in trauma-informed programming (Brom et. al., 2017)
while helping reduce rates of burnout and compassion
fatigue in staff, whose own ACEs continue to impact
work associated well-being (Evans et al., 2017). The
TIMBo method produces a two-directional flow of

positive impacts and outcomes in and between staff and

clients simultaneously, which is the essence of healing

centered engagement.

©2018 COPYRIGHT BY TIMBO



TIMBO

The TIMBo Collective

CHALLENGES OF TRAUMA-INFORMED CARE INTERVENTIONS

To foster well-being, we must think beyond
treatment of “identified patients” and recognize the roles
that empathetic relationship, connection, and personal
empowerment play in sustained healing and recovery.
Successful incorporation of these elements through
agencies and systems depends upon the well-being of
the staff within the system. Agencies that hope to foster
well-being for their service users must first focus on the
holistic health of their staff. To do this, a solid
recognition of ACEs in staff is necessary to address the
gaps between trauma-informed education and direct
care, the rise of compassion fatigue, and the pathway to
holistic health for all.

Since the release of the ACE study, the idea of
trauma-informed care has gained traction in schools and
institutions across the U.S.; but the approach has been
increasingly challenged as incomplete. With this
recognition, recent trauma-informed approaches are
evolving with the aim of creating a culture of healing-
centered engagement via systemic relationships that
promote recovery and prevent re-traumatization—a
challenging task, given the natural hierarchical power
dynamic (and resulting feelings of dissmpowerment in
both staff and client) that characterizes the traditional
care environment (Holmes et al., 2004; Lawn et al.,
2015). Overworked staff, inefficient communication,
and feelings of devaluation have a negative impact on
client care and point to the need to prioritize practices
that move beyond unidirectional trauma-informed care
(from staff to client). Service providers need to feel a
sense of achievement in their jobs, in association with

feeling valued and supported by their superiors, in

order to deliver impactful treatments. Healing-centered
approaches, when diffused through all systemic
relationships, can meet these needs.

Through trauma-informed education, service
providers have gained a solid understanding of how
ACEs negatively impact their service users
neurologically, emotionally, and behaviorally. This has
led to a single-point focus on adversity in patients and
on the individual’s experience of harm, injury, or trauma

(“what happened to you?”’) (Sweeney et. al., 2018).

“Current trauma-informed care
provides little insight into the root
cause of trauma in neighborhoods,
families, and schools and instead

runs the risk of focusing on the
treatment of pathology rather than

fostering the possibility of well-

being.”

—Shawn Ginwright, author of
Hope and Healing in Urban
Education: How Activists and
Teachers are Reclaiming Matters
of the Heart

This focus only on patient and only on victimhood
contributes to increased burnout in staff, who also have
a history of ACEs, and often experience feelings of
responsibility and overwhelm without understanding the
link between their own ACEs and the responses they

have during work with clients (Evans et al., 2018).
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CHALLENGES OF TIC, cont.

To pave the way for a truly
strengths-based approach to full
healing and recovery for both
service users and burned out
staff, we must educate them on (1)
the central role of primal body
responses to trauma (past and
present), and (2) the early
development of adaptive thoughts
and behaviors in response to

traumatic experience.

The fact that, as human beings, most staff have a
history of unresolved ACE:s is a reality that is largely
unrecognized and unaddressed by both the staff
themselves and the systems within which they work.
Unrecognized ACE:s in staff contribute to an increase in
stress reactivity, an erosion of empathy, and an overall
reduction in staff well-being, inhibiting the positive shift
in systemic relationships that agencies seek. The role of
somatic/visceral memory and implicit memory
(remembered or not)—both in service users and staff
members—as the root mechanism in traumatic
experience continues to be misunderstood or
marginalized in many helping organizations. In seeking
to create a culture of healing-centered engagement
through systemic relationships that promote recovery
and prevent re-traumatization, these mechanisms must
be taken into consideration, and the negative effects of
body-based traumatic memory must be understood and

addressed.

sion Fatigue to Healing Centere

Agencies that offer appropriate staff education
and training and prioritize an experiential
understanding of what tools and practices work
directly with primitive body responses can leverage
staff awareness and use of these practices to impact
client care (Geller et. al., 2014). Staff at all levels of
the system can create positive change in their work with
colleagues and clients, and drive more impactful
programming for service users.

There is little argument that the risk for traumatic
stress begins in childhood and most often occurs in
relationship with others, especially others upon whom
the child is dependent for survival. But it is
unreasonable to look only to clients as having adverse
experiences in childhood. If we are to arm clinicians
with accessible, effective tools and practices that truly
put healing into the hands of survivors, we must first
help our providers to apply these tools and practices for
their own well-being. By not prioritizing this, burned out
staff continue struggling with the exponential impact of
their unresolved ACEs, often presented as feelings of
guilt, inadequacy, and helplessness. This experience can
replicate the original insecure attachment and/or
relational traumatic experience for both staff and client,
render trauma-informed care ineffective, and delay or
prevent permanent healing. To pave the way for a truly
strengths-based approach to well-being for both service
users and burned out staff, we must first educate staff
on: (1) the central role of primal body responses to
trauma (past and present); (2) the early development of
adaptive thoughts and behaviors in response to traumatic

experience, and; (3) tools that directly interface with the
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above mechanisms and shift internal states from stress-
reactive to compassionately responsive. In so doing,
staff can reduce their compassion fatigue through
recognizing when implicit memories from their own
past are sabotaging their ability to foster empathetic and

healing relationships.

COMPASSION FATIGUE

The term compassion fatigue was first used in 1992
in the context of healthcare to explain the “loss of the
ability to nurture.” Later it was adopted by Charles
Figley, who used it to describe the “cost of caring” in
psychotherapists working with traumatized clients.
Figley uses the term synonymously with secondary
traumatic stress defined as “the formal caregiver’s
reduced capacity or interest in being empathic or bearing
the suffering of clients and...the behavioral and
emotional state that results from knowing about a
traumatizing event experienced by another person.” It is
widely understood that empathy is the essential
ingredient in an effective therapeutic relationship, with a
broad definition of empathy as the ability to notice pain

in others. According to Figley, empathy involves

The TIMBo Collective

“Adverse childhood experiences
are surprisingly common, although
typically concealed and
unrecognized. This suggests that
most individuals have experienced
adverse childhood experiences,
may not recognize the experience,
likely don’t connect their early
experience with issues in
adulthood, and probably won't
seek treatment for better health.”

(Felitti et. al., 1998)

therapists “projecting themselves into the perspective
of the client and experiencing the same trauma-related
pain and emotions that the client is experiencing.” He
proposes that it is the emotional energy resulting from
this empathetic response that vicariously causes the
compassion fatigue (Sinclair et al., 2017).

Studies show that having a personal trauma is a
contributing factor for secondary traumatic stress in
clinical therapists. Among the studies we reviewed, the
highest percentage of staff developing secondary
traumatic stress were survivors of sexual assault,

survivors of domestic abuse, and childhood trauma.
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COMPASSION FATIGUE, cont.

From Compassion Fatigue to Healing Centered Engagement

Compassion is a virtuous response that seeks to address the suffering and
needs of a person through relational understanding and action.

Wiz,
% > 4

Sy -

Often, a personal trauma history is a motivating
factor in choosing to enter a helping profession, usually
to serve those who have survived the same type of
trauma. Given this understanding, compounded by
higher rates of sexual trauma and domestic violence
among females, we can understand why female staff
experience higher rates of secondary traumatic stress
(Hensel et al., 2015). An additional contributing factor
may be that over 80% of the emotional (relational) labor
in the workplace is taken on by female staff (Meier et
al., 2006). In an environment where empathetic and
compassionate relationships are critical to the health and
healing of service users, caregivers are likely re-
experiencing their own implicit trauma memories within
the context of empathetic relationships. The relational
labor in managerial or collegiate interactions may also
unconsciously activate implicit trauma memories.

Like clients, staff need non-pathologizing ways to
recognize and reverse the symptoms of their own ACEs.
The health, wellbeing, and job perspective of staff
directly affects client care and outcomes (Moham-

madreza et al., 2011; Chin-Po et al., 2014).

When they do, staff naturally use their understanding of
implicit trauma responses both with service users and in
their relationships with colleagues—thereby becoming a
driving mechanism of change through relational
networks of the system. The universal triggers of stress,
defined by Dr. Gabor Mate as uncertainty, lack of
control, and lack of information (2004) are reinforced by
the consistent feelings of confusion, powerlessness, and
helplessness that professionals so often experience when
dealing with trauma-affected populations, even with the
knowledge of what happened to them. With training,
staff can recognize the undercurrent of visceral
responses beneath their reactions to the universal stress
triggers during interactions with colleagues and service
users. They can then use practices such as mindfulness
to change their relationship to stress triggers; and they
can share these practices in real time with others around
them, reducing their compassion fatigue-related
symptoms. The capacity to redefine one’s responses to
stress in this way results in a new relationship with self

and others.

Pilot TIMBo data reveals that in
female staff, burnout often
presents itself as feelings of guilt
or disproportionate responsibility.
This contributes to difficulties in

"leaving work at work," consistent
feelings of carrying a heavy
burden, and ultimately feeling

ineffective in their jobs.
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COMPASSION FATIGUE, cont.

A further challenge for trauma-informed care
organizations and providers is the recent evidence that
trauma can be passed down through three generations,
creating stress-reactive behaviors in an individual with
no capacity to relate it to a cognitive memory. The way
this manifests varies from person to person, but in
general it will possess a quality of negativity,
catastrophizing, or complaining and blaming. Staff with
intergenerational trauma may be habitually stress-
reactive, anxious, or depressed and have no knowledge
of the fact that they may have inherited the neurological
blueprint of their parents, grandparents, or great

grandparents (Enlow et al., 2013) (Fig. 1).

The TIMBo Collective

Conversely, individuals with measured risk tolerance
see these same situations as opportunities and can
respond with empathy, collaboration, and creativity.to
help staff non-judgmentally notice and regulate their
own visceral responses to day-to-day professional stress
triggers. Some studies have shown that palliative care
workers with a prevalence of PTSD who successfully
engaged in mindfulness programs reported significantly
less anxiety and depression (Chiappetta et al., 2018).
One such widely used program is Mindfulness Based
Stress Reduction (MBSR), developed by Jon Kabat Zin.
Mindfulness works to effect the neurobiological
mechanism of stress through non-judgmental awareness

of internal and external states, coupled with simple

STRESS REACTIVE RELATIONSHIPS IN ACTION Fig. 1
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MINDFULNESS-BASED PRACTICES:
BENEFITS AND LIMITATIONS

In the last decade, mindfulness-based practices such
as yoga and meditation have proven effective for stress
reduction and improved self-regulation. Brain scans of
participants in mindfulness programs have shown
increases of grey matter in key areas (such as the insula
and cingulate) necessary for emotion regulation, impulse
control, and empathy. The insula in particular is said to
be the “seat of consciousness” and the warehouse for
recasting internal body states as social emotions (Craig,
2011; Paulus et al., 2013).

These practices are drawing the attention of many
communities working with trauma-affected individuals.
Mindfulness trainings and programs have been shown to
reduce compassion fatigue by providing practices that
relax the autonomic stress response. Studies have shown
this to be effective in improving biological and
physiological aspects of trauma-related medical
illnesses, such as chronic and acute pain.

Mindfulness associated increases in staff self-
compassion can lead to subsequent increases in
compassion toward patients and clients (Patsiopoulos,
2011). But when programs for staff and patients are
siloed, the culture of the system as a whole remains
uncommunicative, especially in systems working with
survivors of trauma.

To capitalize on this natural diffusion within social
relationships, organizations need clear, accessible, and
effective steps that integrate mindfulness practices with
trauma-informed values. Unfortunately, limitations still

exist in the actionable integration of this strategy.

From Compassion Fatigue to Healing Centered Engagement

Yoga and meditation are considered complementary
modalities, implemented primarily as extra-

programmatic activities outside the continuum of care.

Current trauma-informed care interventions lack the

practical skills that promote an immediate capacity for
self-regulation (Leitch, 2017). An opportunity to include
these skills is created when staff engage in mindfulness
practices for their own self-care and then share what
they've learned and experienced with their service users
and others with whom they are in relationship. These
activities are often sparsely attended, and it remains the
exception that such practices are woven into clinical
treatment. Often they are led by contracted instructors,
who are not a part of the day-to-day fabric of the
organization and have little to no established

relationship with client and patient populations.

©2018 COPYRIGHT BY TIMBO
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MINDFULNESS, cont.

Mindfulness practices can have a potent impact on
changing systemic relationships, but only when all
levels of the system hierarchy invest in learning them.
Without this commitment, executive and administrative
leaders remain disconnected from the day-to-day work
of managers, direct service providers, and service users.
A change in the system must be supported in practice,
not just in theory, from the top down.

It’s time for systems of care and the leaders within
those systems to move away from the prescriptive
understanding of “what happened to” clients, patients,

and staff, and toward a holistic understanding of:

e The neurobiological survival responses that inform
emotional, cognitive, and behavioral change.

e How these adaptive responses are learned and
implicitly remembered from the earliest moments of
life.

e How these implicit memories connect directly to
somatically triggered bodily sensations.

e The role of relationship, community, and society in
either reinforcing or healing negative implicit body
memory.

e Implications for an embodied understanding of the

above in both staff and system culture.

When staff personally understand the benefit of
mindfulness practices in the context of relationship,
tools for immediate self-regulation become a
foundational element of all their relationships, whether

manager:staff, staff:staff, staff:client, or client:client.

As such practices can have an immediate positive
impact on the down-regulation of sympathetic
responses, survivors of trauma (both staff and client)

feel empowered with a simple and effective tool they

can access and use anytime, anywhere. Service users are

profoundly influenced by the shared sense of empathy
and inclusion that these tools enable, and service

agencies can directly benefit from the shift in culture

that such practices foster, moving beyond fragmented ad

hoc treatments toward empathetic, compassionate,

embodied, and empowered communities of healing.

Mindfulness practices and tools
offer an effective solution for
immediate self-regulation, but

they must be simple, accessible,

and integrated into the moment-
to-moment relational culture of
the system, becoming a regular
personal practice of staff and

clients alike, at any given time.

©2018 COPYRIGHT BY TIMBO
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TIMBO: A NEW FRAMEWORK

The TIMBo Collective

The TIMBo Method for healing trauma and building empathetic and

emotionally resilient systems of care creates a culture of healing-

centered engagement by directly addressing both the gap in trauma-

informed education and the rising problem of staff burnout. The TIMBo

Method is a low-cost, bottom-up innovation that scales organically by

diffusing through existing social networks. Key to the success of the

TIMBo Method is the positive change it fosters in an individual’s

relationship to themselves, and as a result, to others. This is

accomplished by combining critical cognitive reframe, somatic down-

regulation practices, and restorative relational experience.

To date there is little recognition that the
developmental survival strategies adopted by children
(largely unconsciously) are in themselves strengths-
based. By identifying such neurobiological responses to
adverse events as toxic stress, we miss the point and risk
framing the ways in which children are wired to survive
as negative (Leitch, 2017).

Rather, these autonomic-turned-cognitive/behavioral
survival strategies are incredibly adaptive, but grew
maladaptive over time. With this understanding, we can
help survivors of ACEs see themselves as intelligent,
adaptive human organisms that have unconsciously held
tight to early neural circuits that are no longer needed.
Further survival strategies develop as the brain of the
child evolves through emotional and cognitive
functioning, yet all subsequent thoughts, actions, and
behaviors remain informed by the primitive response:
physical sensations in the body. It is the fear of and
resistance to these body sensations over a lifetime that
reinforce self-sabotaging thoughts and behaviors,
continue the cycle of stress in the body, and contribute

to pathologies later in life. A child’s deep need for

connection underpins these survival responses, and as
emotional and cognitive capacities develop, a shift in
self-concept, largely stemming from the rejection of
self, takes root and becomes the foundation for the
perpetuation of toxic stress (Manyema et al., 2018).

In directly applying their understanding of this
developmental process, human services staff can
prioritize the positive intention of a child’s natural
survival adaptations, highlight it during treatment of the
adult, and help survivors understand how these
adaptations made sense in their bodies at the time. This
reinforces internal strengths and competencies, and
replaces “what happened to you” with “look how
brilliantly you adapted to survive.” This shift in
perspective is more accessible to staff when they gain
insight into their own embodied survival strategies.
Self-compassion increases as a result, allowing for
empathetic relationships that in time become woven
through the fabric of the system (Hernandez-Wolfe,
2018) (Fig. 2).

©2018 COPYRIGHT BY TIMBO
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Healing the Roots of Trauma

TIMBo is founded upon the premise that every
individual has a series of early experiences that
inform the manner in which their body, emotions,
thoughts, and behavior (in that order) respond to
external and internal triggers (Epstein, 2014
Rothschild, 2000). In the parlance of the 1998 ACE
study, this learned response moves individuals from
having "normal responses to abnormal experiences"
in childhood, toward having "abnormal responses to
normal experiences" in adulthood (Mate, 2004).
TIMBo emphasizes the non-judgmental noticing of
all body sensations, and TIMBo theoretical
frameworks help individuals use compassionate,
strengths-based language to directly communicate
with their own body sensations. Originally designed
as a group program for female trauma survivors, the
TIMBo basic curriculum provides a progressive

framework for exploring how emotions build up in

From Compassion Fatigue to Healing Centered Engagement

the body and teaches simple, accessible, effective
tools and skills for the practice of emotion regulation
in response. Through repeated practice of these in-
the-moment tools for self-regulation throughout the
TIMBo sessions, out-of-date implicit stress
responses are eventually replaced by new, implicit

body responses.

“I wish everyone in here knew
TIMBo. What a different world it
would be.”

—Staff Manager

\‘l \.l \’l

“ used to be weighed down by my
job, now | love my work because |
have tools in my toolbox for
myself and my ladies.”
—Direct service staff member

EMPATHETIC RELATIONSHIPS IN ACTION
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The TIMBo Collective

TIMBO

Healing the Roots of Trauma, cont.

After eight years of implementing the TIMBo basic
curriculum in a variety of practice environments, our
experience and key findings have been further
codified into a universal method of intra- and
interpersonal interaction that fosters compassion and
empathy, and builds resilience in both service users

and the staff of organizations that serve them.

©2018 COPYRIGHT BY TIMBO
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Social Restoration

Trainings in the TIMBo method and TIMBo
basic curriculum are unique in that they provide a
social microcosm for participants, which allows for
the renegotiation of trauma in a relational context.
Clinical methods, complementary therapies, and
mind/body practices are, for the most part, either
experienced in a framework that replicates a power
dynamic (therapist/teacher to client/student) or as
primarily solitary practices such as daily meditation.
To heal relational trauma, tools and practices for
recovery must be practiced in the social context, and
then immediately practiced in relationships outside
the TIMBo group.

The TIMBo method, tools, theories, and practices are
universal to all human beings, not just trauma
survivors or just professional staff. TIMBo’s
capacity for social restoration makes it a powerful
mechanism of change, particularly in contexts that
involve a power dynamic, whether explicit or

implicit.

From Compassion Fatigue to Healing Centered Engagement

Like dysfunctional families who
expect children to change with no
effort from parents to change their

behavior, hierarchal systems cannot
change by impacting only those
without power. A shift in culture
requires a commitment from those in
power, allowing for staff leaders to
foster well-being in all parties in the
system through a shift in the power

imbalance.

Through the experiential understanding of TIMBo in
the context of their own lives, staff are able to both
regulate stress responses that arise at work and
maintain unconditional positive regard (Rogers,
2013) for both clients and colleagues. Staff use
TIMBo tools in the moment for themselves

(silently), while encouraging and reinforcing the use

of TIMBo tools for colleagues and clients.
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The TIMBo Collective

Toward a Strengths-Based Approach:
Empowering Staff to Heal Themselves

The root of compassion fatigue in health and
human service agencies is the resistance to feeling.
Without tools to non-judgmentally accept,
understand, and create space around the emotions
and sensations that arise at work (guilt, hopeless-
ness, fear, resentment), resistance to these natural
feelings is continually reinforced. The resistance to,
or effort to shut off or escape from these visceral
emotional experiences is what leads to compassion
fatigue and the erosion of empathetic
communication. Offering staff self-care practices
like yoga and meditation outside the workplace is
missing the target. TIMBo’s unique strengths-based

approach focuses on changing one’s perspective to

'since TIMBo. MY
heart is ten times
pigger with mY
clients."

‘I give m

Y team Spa
ce
to share theijr ideas -

they feey heard ang
emPOWered. "

visceral experiences; and in doing so, it changes the
quality of those experiences. This reframe places a
sense of power and control back in the hands of the
individual, while increasing confidence, resilience,
and feelings of adequacy (which comes from
sharing the new-found knowledge). Theories and
practices for accepting visceral stress responses in a
new and empowered way are critical for staff,
because to have compassion is to feel with. To feel
with an individual is to be fully present in body,
mind, and spirit; to communicate resonance; and to

express (often nonverbally) the sentiment, “I

understand you because I understand me” (Geller

et. al, 2104).

"l 'don't dreaqg work
anymore."

‘I"have faith in m,
clients. "
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From Compassion Fatigue to Healing Centered Engagement

TIMBO

IMPACT OF TIMBO BASIC CURRICULUM

STATISTICALLY
SIGNIFICANT REDUCTION
IN SYMPTOMS OF ANXIETY,
DEPRESSION AND PTSD
STATISTICALLY '
IN

SIGNIFICANT INCREASE
SELF-COMPASSION

Rousseau et al., 2013

Skills Utilized Pre and Post TIMBo

Writing Prayer Breath Mediation Movement Self-Talk

Pre TIMBo Post TIMBo

©2018 COPYRIGHT BY TIMBO
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The TIMBo Collective

TIMBO

TIMBO FOR ORGANIZATIONAL WELL-BEING PILOT DATA

Qualitative pilot data of TIMBo staff training shows that 100% of staff in direct service roles have

experienced a decrease in burnout, while feeling an increase in job satisfaction and efficacy.

A recurring theme in participants interviewed (all
female) is a newfound ability to recognize:

* Visceral sensations that accompany feelings of
disproportionate guilt and responsibility (the need to fix).

STAFE * Early life survival rationale for this adaptive response to the
BURNOUT suffering of others (feeling responsible/need to fix).

¢ Decrease in associated stress with the use of TIMBo tools
and language.

Staff utilized tools for themselves and shifted how they interact with clients. Instead of feeling the

pressure of trying to "fix” clients, staff helped clients feel seen, heard and empowered.

Staff express that clients are better served and feel
immediately empowered when:

 Service providers explain biological survival responses in

relation to body sensations to clients.
JOoB

EFFICACY

» Service providers explain these body responses as reacting
to the past and not the present

» Service providers teach clients a simple tool such as breath
for an immediate shift in inner feeling states.

©2018 COPYRIGHT BY TIMBO



From Compassion Fatigue to Healing Centered Engagement

TIMBO

TESTIMONY FROM THE FIELD

A Massachusetts residential substance abuse treatment program has been
diffusing the TIMBo innovation through their agency for 18 months. Service
users of the treatment center have been civilly committed, either by the
courts or family members. Prior to the integration of TIMBo, the average
rate of patient restraint, a disciplinary therapeutic measure that is often
retraumatizing, was two to three episodes per month. Since their teams
have been using TIMBo for themselves and with clients, the agency has
seen a drastic reduction in the rates of restraint to just one restraint in a
six month period. This may be attributed in part to the authentic sense of
empathetic understanding created through TIMBo practices. The staff
member who initiated this single restraint as the result of a vicious verba
attack, shared that TIMBo changed the way she experienced and engaged
in the restraint incident, thus allowing for the restrained client to feel
unconditionally loved and accepted once the incident was over. Most
notably, the staff member described how she would have reacted prior to
TIMBo:anger, resentment, holding a grudge, and feelings of “I don’'t need
this in my life.” She indicated that she most certainly would have left the
area and not returned, avoiding interaction with the client for the duration
of her stay at the treatment center. Through her TIMBo training, she self-
identified this flight as a common survival response of her own. During the
incident, she became aware of this stress/survival response in her body
and calmly excused herself to the restroom to take ten to fifteen slow,
deep breaths. During that brief moment she was able to track the down-
regulation of her system and return to the scene with a new perspective.
The staff member later connected with the restrained individual,
expressing compassion and forgiveness, and noted the response of relief
and surprise in the client, who had been bracing herself for rejection and

judgment.

©2018 COPYRIGHT BY TIMBO
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CONCLUSION

Some studies suggest that
compassion fatigue can be
alleviated by a sense of
achievement, while others
mention social support, reduced
caseload, and more professional
autonomy as important
constructs to the mitigation of
burnout (Sinclair et al., 2017)

Pilot results of TIMBo staff training are showing
a sense of achievement in staff, a sense of
community with fellow staff, and a sense of
empowerment in work with clients. These outcomes

are attributed to:

e An immediate and visible impact on work with
clients.

e A newly created language/vocabulary among

staff that creates a feeling of community and

solidarity (i.e. “Can we do a TIMBo breath?” or
“Let’s take a TIMBo walk.”

e Mind/body practices that can be deconstructed
and offered in myriad ways to clients, based on

the clinician’s instincts and training.

TIMBo training provides staff both a framework
through which to compassionately understand their
own stress responses, and accessible practices for in-
the-moment regulation of those responses. Staff then
translate this experience into real-time trauma-
informed practices and actions for those with whom

they work.

From Compassion Fatigue to Healing Centered Enga

The practice of empathetic presence is critical
for both staff and client (Geller et al., 2014), but
unrecognized implicit body memories/sensations in
staff can sabotage opportunities for empathetic
presence that are so often available in care
environments. TIMBo staff training empowers
individuals to take an active part in the regulation of
their own internal responses by compassionately
understanding them at the source. Through this
process, empathetic connection and understanding
between all persons in a system of care is understood
as the gift that it is—the gift of allowing a person to
be fully seen, and of allowing staff to feel a sense of
purpose in even the smallest moments. This sense of
connection and purpose directly counteracts what we
call compassion fatigue, creates a more empathetic
culture of care, and can impact the intended

outcomes of care organizations.

Through trauma-responsive training and
education, systems of care that are focused on
healing-centered engagement create a shift in

their culture by taking steps to:

e Include simple practices for creating space (and
down-regulating stress) in all organizational
structures;

e Infuse trauma responsive practices through the
network of all relationships in the system;

e Mitigate known stress triggers and change

policies and practices to reflect such intentions.
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