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COVID fatigue was coined to describe the roller coaster of emotions and symp-
toms people are experiencing, many of which share similarities to compassion 

fatigue, as a result of COVID-19. After a year of the pandemic, people are feeling 
physically and mentally exhausted. Many are reporting an inability to complete tasks, 
an increase in irritability, isolation from others, and a decrease in work performance. 
All of this can be chalked up to COVID fatigue.  

For those working in the behavioral health field, you are likely familiar with the 
term compassion fatigue — COVID fatigue’s famous sister.  Compassion fatigue is 
the result of working directly with victims of trauma and illness. Compassion fatigue 
causes lower concentration, a numbness or feelings of hopelessness, irritability, and 
lack of self-satisfaction. There can also be withdrawal, aches and pains, and an in-
ability to go to work. The challenges engendered by the pandemic bring out similar 
results. Thusly, it is more important than ever that we ensure we are compassion-
ate and supportive towards both ourselves and others. If we are to care for others 
through the coming months of continued quarantine, it is critical that we are caring 
for ourselves both physically and mentally. 

The darkest aspect of COVID fatigue is that we are faced with uncertainty about 
how long the pandemic will continue. This increases our need to be vigilant and to 
ensure as individuals, teams, and organizations that we are taking care of ourselves 
both physically and emotionally. The widespread impact of COVID has exacerbated 
the trauma response for all of us. In order to cope with this, it is important to develop 
a routine — featuring exercise, wellness, and regular meals — to talk about how your 
mental health, while partaking in constructive thinking, mindfulness, and gratitude 
practices. By building a routine and doing our best to stick with the plan, we gain a 
better sense of self.  

I wrote about the value of trauma-responsive leadership last summer for a special 
edition of Trauma Matters. There, I underscored the importance emotional flexibility, 
writing, “The priority on this list [of trauma-informed pandemic leadership] should 
be emotional self-regulation. It is crucial that organizational leadership support the 
emotional and mental wellbeing of their employees by making employees’ ability to 
self-regulate a top concern.” I stand by this today. We must be able to use every re-
source available to support ourselves and our employees as we deal with the pitfalls 
of COVID fatigue.  

The intense and prolonged level of stress that we are experiencing is real and our 
reactions are valid. In listening to the staff at the Consortium, I have heard some of 
the following: allow yourself some grace and space, develop an attitude of gratitude, 
allow yourself to be still, accept the moments of relief you experience. Working with 
the staff to team-build is more important than ever. We continue to strive to utilize 
the standards of a trauma-informed workplace in the face of COVID fatigue. 

COVID’s Answer to Compassion Fatigue
by Colette Anderson, LCSW 

This article was adapted for Trauma Matters from the Connecticut Women’s 
Consortium’s new publication: The Consortium Speaks. 

You can read additional pieces at 
https://www.womensconsortium.org/theconsortiumspeaks

Spring 2021



-2-

Ask the Experts 
An Interview With Dr. Barent Walsh, Ph.D.

Dr. Kimberly Karanda

Ba r e n t 
W a l s h , 

Ph.D., is the Ex-
ecutive Director 
Emeritus and 
Senior Clinical 
Consultant at 
OpenSky Com-
munity Services 
( W o r c e s t e r , 
MA). He has 
written ex-
tensively and 
presented in-
te r n a t i o n a l l y 
on the topic of 
self-destructive 
behavior. He is 
the author of 
the foundation-

al text, Treating Self-Injury: A Practical Guide 2nd edition, Guil-
ford Press, (2014). This volume has been translated into Korean, 
Polish and Japanese. Dr. Walsh has presented on self-injury in 
London, Edinburg, Vienna, Stuttgart, Ulm, Oslo, Dubai, Tokyo, 
Beijing, Montevideo, Mexico City, Montreal, Toronto, Winnipeg, 
and throughout the United States. 
Today I am sitting virtually with Dr. Barent Walsh. Welcome Dr. 
Walsh.   
Dr. Karanda: Can we begin with an explanation of severe self-in-
jury?  
Dr. Walsh: Well, I think I need to start by providing a definition of 
self-injury — that would be common, low lethality self-injury — 
and then I can move to describe what is atypical and severe.  

Non-suicidal self-injury is something I spent a lot of time 
in my training differentiating from suicide. Suicide is about 
permanently ending injury, generally. The methods asso-
ciated with suicide are behaviors like using a gun, hang-
ing, jumping from a height, ingesting poison, overdosing. 
And there are other methods but those are the main 
methods. The function of self-injury is emotional regula-
tion. It is well established that people who self-injure do 
it because it is, in an odd way, a coping skill. It is not a 
healthy coping skill, but it does in fact work in the brain to 
self-injure. It turns out that the areas in the brain which 
manage physical pain overlap considerably with the areas 
in the brain that manage emotional pain. And, when peo-
ple cut themselves or otherwise self-injure and they stop, 
there is a sense of relief that the pain — physically — has 
stopped but the brain is tricked and the emotional pain 
goes away too.  
So self-injury actually works in terms of relieving emotion-
al distress. Now, the thing about self-injury is its meth-
ods include cutting, burning, skin-picking, head-banging, 
abrading and what they have in common is their low le-
thality. Almost nobody dies by cutting, which is by far the 
most common form of non-suicidal self-injury. You can die 
by cutting, and that usually happens when people sever 
the sides of the neck and sever the carotid artery. For 
most people who cut their arms of their legs there is no 
risk to life, but there is a risk of tissue damage which is 
quite alarming. 
A key point is that 90% of people who self-injure do a lev-
el of damage that doesn’t require medical intervention. 
In other words, say you cut yourself and you need five 
sutures. Well, that’s quite rare. Most people do a level of 
damage where they get relief but there is no major tissue 
damage. So, in differentiating common, low lethality 

Featured Resource: 
DMHAS’ CT COVID-19 Assistance for 

Community Health (COACH)

Following the President’s major disaster declaration relat-
ed to the pandemic, the Department of Mental Health and 

Addiction Services (DMHAS) received funding through Federal 
Emergency Management Agency (FEMA) for a short-term Crisis 
Counseling Program (CCP) referred to herein as CT COVID-19 As-
sistance for Community Health (COACH). The mission of COACH 
is to assist individuals and communities in recovering from 
the challenging effects of natural and human-caused disasters 
through the provision of community-based outreach and psycho-
educational services. COACH Outreach teams are providing help 
to those in need including persons experiencing homelessness or 

housing instability, seniors in congregate care and commu-
nity settings and to Black and Indigenous Persons of Color 
who have been disproportionately affected by COVID-19.  
Staff provide anonymous, short term, outreach-oriented 
interventions while supporting disaster survivors in under-
standing their current situation and reactions, mitigating 
stress, developing coping strategies, providing emotional 
support, and encouraging linkages with other individuals 
and agencies that help survivors in their recovery process. 

For more information about COACH and COVID-19 specific 
resources please visit:

 https://ctstronger.org/ 
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self-injury, from a category that I really kind of created, atyp-
ical severe self-injury, one of the main points of distinction, 
as to atypical severe self-injury is that there is often tissue 
damage requiring medical attention such as multiple sutures.  
There are two other main sub-categories within atypical se-
vere self-injury. 
One is unusual body parts which are face, eyes, breasts, and 
genitals. Most people don’t harm those body areas, and 
when they do, I find that is almost always associated with 
a much more intense level of distress than common, low le-
thality self-injury. If you want me to talk about those specific 
body areas and why they’re problematic later, I can do that, 
but I will put that aside for now.  
The other form of atypical severe self-injury is foreign body 
ingestion — people who intentionally swallow inedible 
things. That is its own complicated topic that I have lectured 
on in state hospitals and professional conferences. I have 
worked with a lot of people who have a problem with foreign 
body ingestion, also known as FBI. But that goes under this 
category of severe self-injury. 
Dr. Karanda: Those are very important clarifications so as a 
follow-up, why is it important for our provider systems, and 
family members or significant others to understand that 
distinction?  
Dr. Walsh: It is crucial for family members and profession-
al staff to understand that, for example, extremity cutting 
is generally not about suicide, it is an emotional regulation 
behavior. And people generally don’t need to be hospital-
ized psychiatrically for non-suicidal self-injury. They do need 
outpatient treatment to figure out what is triggering the be-
havior and they need outpatient treatment that helps them 
learn other ways to regulate their emotions. Families often 
freak out when they find out that a child has cut his or her 
wrists because the common understanding in the general 
population is that cutting your wrists is a suicide attempt. 
But it really isn’t, it is an emotion regulation behavior. In my 
long career, I have been a therapist for 50 years now, I have 
encountered people who have done severe damage cutting 
their arms, such as 80 or 100 sutures, that’s pretty extreme 
stuff, but even they haven’t died from arm cutting. Parents 
can calm down and say, “Oh, my child has an emotional reg-
ulation problem, but I don’t need to freak out and bring my 
child to the emergency room to be assessed for a suicide at-
tempt because this may well not be a suicide attempt.”  
The thing is, if parents get overly distressed, or if profession-
al caregivers do, what does that do? Well, that is emotion 
dysregulation so if you do that with people who are already 
emotionally dysregulated you may make the problem worse. 
If your emotions trigger the person who self-injures, then 
your emotions may very well trigger the behaviors you’re 
trying to prevent.  
Dr. Karanda: Are there behavioral or emotional indicators 
that would help a parent identify if their child or teenager 
might be engaging in self-injury?  
Dr. Walsh: The most obvious indication is wounds. A lot of 
kids early in their self-injury trajectory will claim that the cat 
scratched them or that they ran through a pricker bush or 

that some accident caused the harm. And that is possible, 
people have accidents. But, if it keeps happening, then the 
excuses begin to seem not credible. Although many adoles-
cents are emotionally dysregulated, and that is not an un-
common thing to see in teens who are dealing with all those 
hormones and all those developmental challenges, the real 
tipoff is the tissue damage. 
Dr. Karanda: Is there a typical trajectory in terms of when an 
individual starts engaging in self-injury and then it coming 
to light? How and when is self-injury typically disclosed?  
Dr. Walsh: Most of the studies on self-injury these days iden-
tify it as starting at middle school age, ages 12 – 14. It used 
to be 13 – 15, but it has been starting earlier. There are a 
lot of emotionally distressed kids in this country and around 
the world. By the way, one of the precursors to self-injury, 
in some kids and not by any means at a high rate, is that 
they may be involved at an early age with head banging or 
skin-picking, and that kind of behavior in some people leads 
to self-injury of a more dramatic nature such as cutting your-
self with a razor blade later on.  But that is the general age 
group, 12 – 14-year-olds. Although, as I do a lot of presenta-
tions on this topic, I continue to hear about 8 or 9 year-olds 
who may be cutting themselves. The thing about self-injury 
is that it is widely publicized on the internet, both in helpful 
ways and unhelpful ways. So, it is a pretty naïve, disconnect-
ed person — or youth — these days who hasn’t heard about 
self-injury, seen it in a friend or seen it in a movie or televi-
sion show. It is out there in many different forms, some of 
which are sensationalizing it in unhelpful ways. 
Dr. Karanda: Is self-injury more prevalent or is someone 
more at risk based on gender?  
Dr. Walsh: Yes. The largest sample study, which was published 
a few years ago by Monto and colleagues, found about 2.5 to 
3 times more self-injury in females than males. It’s actual-
ly the opposite pretty much of suicide deaths. Males die by 
suicide 3 times more frequently than females. That’s gener-
ally explained, among other things, by the fact that males are 
more likely to use firearms. Females are more likely to self-in-
jure, according to this study at least, others have found not 
much of a gender difference. The largest and most represen-
tative sample did find self-injury more prevalent in females.  
Kids who are LGBTQ are under a lot of stress in terms of social 
acceptance, condemnation, inclusion, exclusion, parental re-
jections or acceptance. Thus, they appear to have enhanced 
rates of self-injury and for that matter suicide too.  
Dr. Karanda: During the COVID-19 pandemic many children 
are at home, when under normal circumstances students 
spend much of each day in school. Do public schools have 
a role in educating or addressing self-injury with their stu-
dents, perhaps in a health curriculum?  
Dr. Walsh: Oh yes. I created a self-injury prevention program 
years ago with screenings on mental health out of Wellesley 
which is now used by Riverside Community Care out of Ded-
ham, Massachusetts. That involved a video with curriculum 
presenting the fact that kids do self-injure and if you find out, 
you should understand that it is not about suicide but that 
your friend is probably in serious distress and you should 
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tell a responsible adult. Another key message was, don’t talk 
about the details of self-injury with friends because it trig-
gers the behavior, it hurts your friends.  
For a time, I did more trainings in public schools, private 
schools, and universities than any place else. Now I think 
perhaps these institutions are more educated, not just by 
me, but by other professionals. I receive fewer requests for 
school trainings these days. Now it’s more in clinical settings 
or for the general population.  
Dr. Karanda: Are there evidence-based treatments that are 
more effective in treating severe self-injury?  
Dr. Walsh: There is a study that came out two years ago that 
looked at all the studies that have treated self-injury and sui-
cidal behavior and the one that was found to be the most 
efficacious is dialectical behavior therapy or DBT. Also on the 
list — but not with as firm support — was cognitive behavior-
al therapy or CBT. Those tend to be the ways to go.  
Say you have a middle schooler who is scratching himself or 
herself a little bit, it’s relatively early in the trajectory, they 
haven’t done it very much, and they have other strengths, or 
they don’t have a lot of other risk behaviors, DBT might be 
overkill. DBT in its outpatient form is once a week individual 
therapy, plus once a week of group skills training, plus — if 
you do the Alec Miller Model — a family group skills training 
meeting for the parents or parent as well. That is a heck of a 
lot of intervention. If it is someone who is really early along in 
their trajectory, perhaps some supportive outpatient coun-
seling would suffice to turn it around.  
If it is, as you said, severe self-injury, the way to go is dialec-
tical behavioral therapy in terms of the evidence out there.  
Dr. Karanda: DMHAS was fortunate to have you come to 
Connecticut some months ago to conduct a training and 
consultation series related to severe self-injury. During your 
visit you mentioned that you often co-train with persons 
with lived experience. How have persons with lived experi-
ence influenced your approach to treatment?  
Dr. Walsh: I did a training a few weeks ago where a young 
woman trained with me for 45 minutes, it was virtual. I had 
met her a couple of years ago as a consultant and she was 
doing very poorly. She was using a lot of alcohol, cocaine, 
heroin. She had all kinds of risk behaviors: suicide attempts 
and atypical severe self-injury. Many, many sutures and the 
like. But I could also sense in her that, were she to turn it 
around, that she was very bright, very capable and vivacious. 
I said, “If you get out of this someday, you and I can train to-
gether because you would be a very powerful trainer.” Then 
to my surprise, in December she contacted me and said that 
she had been sober for a year and was working as a peer 
specialist. She now had a job working in the field. She said, 
“You said I could train with you so I am calling you back.” And 
we did. She was fantastic! People with lived experiences can 
talk about it on a whole other level. They can be inspirational 
in a way that a therapist can’t. I actually see them as comple-
menting each other. The people with lived experience com-
plement what I do, and I complement what they do.  
Dr. Karanda: Your passion, hope, and ongoing dedication 
are impressive especially in this very demanding area of 

clinical work. You have published and conducted training 
on the importance of self-care strategies in terms of what 
sustains you. Can you share more?  
Dr. Walsh: Some of the most powerful experiences I have 
ever had with human beings are when I’ve done trauma work 
and they get to a place where they can sit with that trauma 
and not flee but rather diffuse it. To be present when that’s 
going on and be part of it, and facilitate some of it, is such 
privilege. It teaches me a great deal and it is one of the most 
inspirational experiences I have had in my entire lifetime. Just 
sitting with the trauma of other people and having it diffuse 
as they put all of that energy that they have been expending 
while fending off that trauma, so that now they can put it 
into positive life experiences, activities, goals, relationships, 
and the like.  
That’s a part of it, the inspirational aspects of people’s recov-
ery. During my career I have been attracted to people who 
are severely challenged but severely capable. Like the young 
woman I just described who now is working as a peer coun-
selor. She wants to become an EMT and a firefighter.  
When I’m around a trajectory like that it’s so exciting and in-
spiring. When you get to be old, I am in my 70s, you reflect 
back on how you spent your time. The idea of having been 
able to assist people makes you feel like your time was well 
spent.  
Dr. Karanda: How has the COVID-19 pandemic impacted in-
dividuals with severe self-injury?  
Dr. Walsh: There is not a lot of data yet about the pandem-
ic because it is a little early. I have seen some reports that 
emergency visits related to psychological stress are up but, 
you know, one of the things I lectured on in Connecticut was 
Thomas Joiner’s Interpersonal Theory of Suicide. I emphasize 
interpersonal because one of the biggest risk factors in terms 
of suicide is when people feel like they’re utterly disconnect-
ed. When their relationships, as Joiner puts it, are obliter-
ated. And one of the protective factors is when you have 
connections with other people, or with causes, or work, or a 
pet, or recreational activities, or your faith or something else 
in that vein. So, connection is fundamental to psychological 
meaning and stability and a lack of connection enhances risk 
of self-destructive behaviors. So many people are isolated, so 
many adolescents, for example, they’re distressed because 
they’re cut off from the informal, interpersonal connections 
of the school day and the school building. Just having lunch, 
or playing sports, or going to your favorite activity, gossiping 
in the classroom before class starts — all that stuff is dimin-
ished. It’s a high-risk recipe for feelings of isolation, loneli-
ness, and sadness. Let’s hope we can get the hell out of this 
pandemic soon so people can resume healthy, face-to-face 
connections.  
Dr. Karanda: Dr. Walsh, thank you for sharing your time and 
expertise this morning.   

This is part two of a series on self-harm. 
 Listen to the full interview and first part at

 www.womensconsrtium.org/podcasts
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This beautifully rendered story opens when 16-year-old 
Amal Shahid, a promising artist and poet, is sentenced to a 
juvenile detention center for a crime he did not commit. The 
case at hand features a playground fight that left a white boy 
hospitalized and unable to speak. With a voiceless victim, 
Amal becomes the assumed perpetrator. Weaving Amal’s 
poetry and art throughout the pages, the authors invite the 
reader to enter his world through a profoundly intimate ve-
hicle – his memory, thoughts, and emotions. Amal comes to 
life, anchored in his present situation of incarceration, with 
return trips to the past and dreams for the future. 

In poetic verses which alternate between subtlety and 

bold authenticity, the reader discovers the trauma intrinsic to rac-
ism, wrongful convictions, and youth incarceration as well as the 
healing powers of artistic expression and connection.

As the system takes hold, Amal is separated from his loving 
mother and close friends. He, at 16, is left alone to navigate the 
cruel realities of the juvenile detention center as he waits for the 
victim to speak and for the truth to emerge. Long before the racially 
charged fight, Amal is aware that truth and justice are not the same 
for everyone. A literal taste of this unequal treatment arrives early 
when Amal 
bleeds after 
an assault 
by an officer 

who is reacting to Amal’s spoken rhyme during transportation from the 
courthouse to the detention center. Personal expression, Amal would 
learn over and over, was not expected and often suppressed. 

Amal’s perspective on Lady Liberty’s options for boys of color is 
grounded not only in his innate wisdom but also in his experience with 
and witnessing of the burden of racism. Lebron et al. (2015) describe 
the systemic challenges boys and men of color face to include implicit 
bias, wide-ranging economic disadvantages, low educational outcomes, low rates of employment stability and mobility, and 
disproportionate criminal justice involvement. Combined with repeated, unresolved microaggressions and discrimination, and 
wrapped in the context of history passed through generations, the trauma of racism can lead to feelings of powerlessness, infe-
riority, exclusion, and unworthiness (Lebron et al., 2015).

The reader is intimately connected to Amal through his use of personal images and words. We feel his feelings of explosive 
rage, fear, isolation, and depression. Sensations of floating away from his body, breathing under water, and disappearing are 
all descriptive symptoms of depersonalization (Simeon et al., 2000) and are all included in Punching the Air. Racial trauma, 
in the form of classroom bias and gentrifying neighborhoods, fed Amal’s resignation to being an unmotivated and disruptive 
presence, and his belief that his community was unworthy. The final injustice, not unexpected but just as toxic, was a wrongful 
conviction. It is not surprising that justice-involved youth – with an overrepresentation of Black children – report high rates of 

because where I come from 
jail or death 

were the two options she handed to us 
because where he comes from 

the American Dream 
was the one option she handed to them 

- BLIND JUSTICE

I find a spot to sit 
because it feels as if 

everything that is alive inside of me 
is floating away 

I’m not in my body 

- INFERNO

Punching the Air: 
A Novel on the Trauma of Injustice and the 

Promise of Art in Recovery
By Kathleen Callahan, MSW

In the midst of the COVID-19 pandemic, the summer 
of 2020 was defined by the national resurgence of the 

Black Lives Matter movement. The COVID public health crisis 
laid bare the inequities and disparities experienced by Black 
individuals and communities across America and further em-
phasized another public health crisis: racism.It was a fitting 
moment for the release of Punching the Air, a young adult 
novel-in-verse co-written by award-winning author Ibi Zoboi 
and prison reform activist Yusef Salaam. Salaam’s own expe-
rience as one of the wrongfully incarcerated teenagers in the 
sensationalized 1989 Central Park case inspired the novel. 
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And maybe 
there are small 

cracks in our walls 
and we start to see 

a sliver of light 
shine through 

in each other 

- BROTHERHOOD VI

A letter on my desk 
In my cell 

lets me know that 
I am human 

lets me know that 

I feel  I feel  I feel
 

- MEDITATION II

exposure to traumatic 
events, often beginning 
early in life, both chronic 
and complex, with diagnos-
tic criteria met for a mental 
health disorder at an aver-
age of 70% and post-trau-
matic stress disorder 
around 30% (Dierkhising et 
al., 2013).

As time passes, Amal al-
ternates between hope and 
despair. Connections with 
others in the center slowly 
create a safe space where 
he can share his poetry. His 

swagger shines through his hip-hop rhymes until his confidence 
allows vulnerability, true empowerment, and self-respect. He be-
gins owning his story, his life. Art, as a creative outlet, helps medi-
ate his rage. Recognition and encouragement from an art thera-
pist heal the constant critiques delivered by a teacher. Love and 
belonging are rekindled 
by visits from family and 
letters from classmates. 
And Amal’s hope is awak-
ened by a formerly incar-
cerated, wrongly accused 
Black man, a scholar and 
motivational speaker who 
embodies potential and 
emphasizes the importance 
of representation.

The reader may be 
tempted to assume Amal 
is the teen Salaam as they 
both share a love of hip-
hop, supportive friends and 
families, the trauma of racism, wrongful convictions, and incar-
ceration. While Amal is surely drawn from Salaam’s experience 
and imbued with his brilliance and intuition, he stands on his 
own. The authors expertly crafted a young man in Punching the 
Air with his own humanity in a world bent on crushing him.

(Pictured from right to left:  Cathy Malloy, Former First Lady 
of CT, Kim Bogucki, co-founder of The If Project, Ally Kernan,

Babz Rawls Ivy, Managing Editor of Inner-City Newspaper)

Established by Detective Kim Bogucki after she visited the 
Washington Corrections Center for Women (WCCW) as a 
Girl Scouts Beyond the Bars partner. Detective Bogucki’s job 
then as a part of the Seattle Police Department Youth Out-
reach Unit was to work with girl scouts whose mothers were 
incarcerated at WCCW. She believed her visit would help to 
build trust between the inmates, children, and the Girl Scouts 
Beyond Bars Association.  

On her initial visit to WCCW, Kim asked the following 
question: 

“If there was something someone could have said or done 
to change the path that led you here what would it have 
been?” 

From there, the If Project launched by Detective Bogucki 
and a collaboration of law enforcement, current and previ-
ously incarcerated adults, and community partners focused 
on intervention, prevention, and reduction in incarceration 
and recidivism. Their work is built upon–and inspired by–peo-
ple sharing their personal experiences surrounding the issues 
of incarceration. 

Read more about Detective Bogucki and the rest of the If 
Project team at https://www.theifproject.org/ 

Who’s Been Reading Trauma Matters? 

The ‘If Project’ Team!
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