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The Best Defense May Indeed Be a Good Offense
2017, 2018 © Caterina Spinaris and Gregory Morton
Reprinted with minor edits from the March 2017 issue of the Correctional Oasis.

In Desert Waters’ signature course “From Corrections Fatigue to Fulfillment™” (CF2F), we
repeatedly emphasize that wellness interventions designed to bring staff from work-related
fatigue to fulfillment are a two-way street in an organization. That is, to maximize the probability of successful outcomes, interventions must be BOTH top-down AND bottom-up.
By bottom-up, we mean self-care and other health-promoting activities and behaviors that
individual staff can practice on their own, independently of anyone else, on and off the job.
By top-down, we mean programs, resources, and system-wide policies instituted and implemented by the organization to promote and protect employee wellness.

True Grit:
Building
Resilience
in Corrections
Professionals


5-day

Instructor Training


1-day

Staff Training

Bottom-up, individual-focused activities are about what employees can do themselves—and
that no one else can do for them. They and only they can make these behaviors happen, and
often only they know if they have disciplined themselves enough to follow through with
these activities.
Individual activities—bottom-up—include a good sleep hygiene; healthy nutrition; regular
physical exercise; avoidance of substance abuse; engaging in breathing, stretching and other
types of relaxation and mindfulness exercises; applying anger and anxiety management techniques; practicing effective interpersonal skills; and engaging in social and/or spiritual types
of activities that boost resilience, give them joy, and confer meaning to their lives.
Organizational, top-down activities are those most directly accomplished by agency leadership through a broad variety of system-wide approaches. Examples of these are strategic
well-being initiatives, messaging about and recognition of Corrections Fatigue issues, specialized training courses, intentional role modeling, management performance objectives and
evaluation criteria, budget and resource allocations, creation of new positions—such as wellness coordinators, staff psychologists or staff chaplains, new policies that address these issues, and as always, increased staffing levels and reduction of overtime. (Continued on page 2)
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In other words, organizational, top-down interventions and strategies involve bestowing on employee well-being the
policy-level decision-making status equal to traditional correctional concepts, such as safety and security.
This could happen by measuring staff well-being programs in a pre-post manner to ensure return on investment; by
requiring that staff training and literature on self-care and resilience-promoting behaviors be added to an agency’s
employee development catalog; by offering confidential peer support, Employee Assistance Programs and other mental health and wellness services (if they do not currently exist, or improving access to them and their effectiveness, if
they do ); by carefully designed programs that increase family member understanding of the challenges of the job and
ways to deal with them constructively; by changes in policies and procedures, where possible, to mitigate the impact
of inherent work stressors (such as creative staff-focused work scheduling emphasizing a reduction in mandatory
overtime or constantly expanding caseloads); and perhaps even by advocating for the notion that staff well-being is as
crucial to agency effectiveness as are successful offender programs.
And this is where a good offense becomes the best defense. In some ways, several of the bottom-up approaches can
be considered “defensive” and reactive maneuvers—figuring out ways to cope, after the fact, with the negative
effects of exposure to inevitable work-related stressors. (Although it is also true that some resilience-boosting and
self-care behaviors may act as preventative “inoculation” strategies against future stressors, if repeated over time.)
Top-down, organizational strategies, can be both “defensive”—such as, for example, the provision of a protocol for
staff support following exposure to traumatic incidents—but, very importantly, they can also be “offensive.” This happens when the organization proactively puts in place policies and procedures to lessen the occurrence or impact of
anticipated work stressors. When such P&P are used effectively, staff do not have to expend (as much) energy trying
to recover from the negative aftermath of workplace stressors, simply because there were supports already in place
that they could recognize and count on. And perhaps because of the policies and procedures they were exposed to
them to a lesser degree or not at all. That is, organizational strategies can be preventative, and as such they can be
invaluable. As the folk adage goes, “an ounce of prevention is worth a pound of cure.”
We at Desert Waters maintain that both these approaches—top down and bottom up—are important and necessary.
When contrasted with one another, effective top-down organizational strategies would seem to carry more weight—
be even more critical than individual ones (ALTHOUGH BOTH ARE NEEDED), simply because of the energy-savings and
the reduction or prevention of damaging work conditions on a large scale.
It makes sense to focus on fixing the leaky faucet, instead of just continually mopping up puddles on the
floor—even if one becomes really good at mopping up
water.
Interestingly, we find reinforcement for this topdown/bottom-up strategic solution approach in recent
research in the medical profession. Three metaanalysis* studies of the tools used to mitigate physician burnout** address the same dynamic. The first
paper1 analyzed research results from 52 studies that
included responses from 3630 physicians, and the second paper2 used results from 19 individual studies of
1550 physicians. The third, and largest, study3 drew
important conclusions about professional effectiveness, thereby linking to the question: Is Fatigue/
burnout mission-critical? Their answer is: definitely
yes!
(Continued on page 3)
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These studies show that burnout among physicians may be a rampant reality, frequently measured in terms of emotional exhaustion, depersonalization, and reduced sense of accomplishment. That is, there is abundant evidence that
physician burnout is a commonly occurring outcome to the challenges of the medical profession—just as Corrections
Fatigue is for corrections staff.
As described in these articles, physician burnout can be seen as referring to the combined outcome of what we at Desert Waters call organizational and operational stressors. (Physician burnout studies do not typically address traumatic stressors—which is the third group of stressors that we propose contributes to Corrections Fatigue.)
So what does the physician burnout meta-analysis research show?
The first paper1 involved the review of both randomized controlled trials (15 trials, 716 physicians) and observational
studies (37 studies, 2914 physicians), which met inclusion criteria. Both types of studies showed that individualfocused (bottom-up) and organizational (top-down) strategies were successful in reducing burnout—as measured by
overall burnout score, and by measuring the burnout components of emotional exhaustion (14% reduction) and depersonalization (4% reduction). However, only organizational, top-down strategies lowered the overall (total) burnout score to a statistically significant degree—10%. That is, for reducing overall burnout, top-down interventions
were more effective than bottom-up interventions.
For this population, individual-focused (bottom-up) interventions were similar to those presented in Desert Waters’
signature CF2F course: facilitated and non-facilitated small group curricula, stress management and self-care training,
communication skills training, a "belonging" intervention to emphasize connections with others, and mindfulnessbased approaches.
Top-down, organizational interventions included: shortened attending rotation length, clinical work process modifications, shortened resident shifts, changes in duty hour requirements, and changes in practice delivery.
The second paper2 conducted a meta-analysis of randomized clinical trials and controlled pre/post studies. The effectiveness of physician-directed (bottom-up) and organization-directed (top-down) burnout interventions were again
compared. Individual (bottom-up) interventions included techniques such as mindfulness-based stress reduction,
exercise, and educational programs focusing on improving self-confidence and communication skills, individually or in
combination. Organizational (top-down) interventions included workload interventions (such as rescheduling hourly
shifts and reducing overall workloads), teamwork and leadership.
Burnout scores of most studies reviewed in this paper focused on the emotional exhaustion component of burnout.
Both types of strategies (individual and organizational) led to small, but statistically significant reductions in burnout.
However, treatment effects were greater with organization-directed approaches, that is, with interventions which
took into consideration the effect of the work environment and tried to lessen its negative impact.
These findings provide support for the view that burnout is inherently a problem of health care organizations as a
whole, rather than only being a problem of inadequate individual adaptations to work stressors.
The similarity to the challenges built into the corrections environment should be obvious, such as long working hours
and high workloads. Yes, some staff adapt better than others. That’s only to be expected. But it is the overall environment and workplace culture that are most influential, so much so, that their negative influence contributes to a widespread condition of the profession.
(Continued on page 4)
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The authors of this study concluded, in language that is familiar to all corrections leaders, that “[o]rganizationdirected [top-down] interventions...that combined several elements such as structural changes, fostering communication between members of the health care team, and cultivating a sense of teamwork and job control tended to
be the most effective in reducing burnout.”
And this is where the challenge lies for correctional leadership: what staff-focused supports can we design into our
traditional corrections environment on a system-wide basis to reduce Fatigue and enhance Fulfillment? Where can
we take the offensive and proactively create conditions for improved resilience in our workforce? What strategies and
what resources are needed to combat what we all recognize as a long-standing condition? Which programs work?
Which don’t? And for that matter, why do it?
Indeed, why pursue ways to reduce burnout (and overall Corrections Fatigue) among corrections personnel?
The reason is simple and obvious, and once again supported by physician burnout data in a recent third study.3
Yet another systematic review and meta-analysis of physician burnout, which included 82 studies with 210,669
healthcare providers, showed that burnout was negatively correlated to a statistically significant degree with patient
safety and quality of healthcare. That is, the higher the physician’s burnout score, the lower the patient safety (in
terms of physician errors), and the lower the quality of care. Physician burnout—and along the same lines, corrections staff fatigue—are in fact mission-critical.
Notes
*Meta-analysis is the research method whereby pertinent data from multiple selected studies are systematically combined and
reviewed to draw conclusions of greater statistical power.
** Physician burnout is typically studied by using the Maslach Burnout Inventory (Maslach, Jackson, & Leiter, 1996), which
measures three dimensions of burnout: emotional exhaustion, depersonalization, and a reduced sense of accomplishment.
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“Hey Dad! Does This Look Familiar?”
2018 © Corp. William Young
Not too long ago I sat down with my oldest boy to watch some supernatural horror flick about an overworked and
stressed out police officer that teams up with a renegade priest to fight a demon that is trying to cross over into our
world by taking possession of the soul of the sergeant’s little girl.
The movie as a whole was unremarkable, but there was one scene in particular that got to me.
So, the main character, Sergeant Ralph, responds to a call in a dark alley on a stormy night because someone had
found the body of a baby in a dumpster. It shows him processing the scene and speculating on what he thought could
have happened.
But that’s not what got me.
The following scene shows Ralph at home, sitting on his couch, reading the paper, when his wife and daughter return
from the store. They come in and the wife is talking a million miles a minute and the daughter is running around the
coffee table also talking a million miles a minute. Ralph, whose silence has now been destroyed, appears visibly distressed. As I’m watching this, my stomach tightens up and I start to get anxious. Ralph tries unsuccessfully to get his
daughter to calm down by asking her to please be quiet, and to settle down, but she doesn’t listen. She continues to
run around the coffee table and she continues to be loud and his wife continues to talk. I knew exactly what he was
going through because I’ve been where he is. It was as if I was in the movie myself. I could feel my heart rate quicken
and my breathing became shallow and short. I thought, “Man, this is me!” Finally, Ralph snapped. He threw down
the newspaper and yelled at his little girl.
Then this happened.
Out of the corner of my eye I saw my son lean forward in his chair and look over at me.
My heart sank. My heart sank and I felt like a big pile of
crap because as I was watching Ralph and relating to his
frustration and his anxiety, my son was relating to the
child. When he looked at me, he was saying, “Hey Dad,
does that look familiar?”
It did look familiar because that very scene has taken place
in my living room more times than I care to count.
See, for a long time I didn’t recognize what was happening
to me, partially because it was a gradual change in my behavior, and partially because I didn’t want to admit that it
was happening.
I isolated myself emotionally from my family because I
wasn’t sure what to do.
(Continued on page 6)

“Hey Dad! Does This Look Familiar?” (continued from page 5)

Page 6

I know now that I snap because I am still decompressing or processing the events that I just witnessed. I know now
that I am suffering from fatigue and I lash out because I don’t know how to handle my stress and my fear and my anger. I know now that keeping all of those emotions bottled up is unhealthy and extremely damaging. I know now,
because of that stupid movie, that my inability to properly deal with my fatigue has affected my children.
So now what? Well, the beautiful thing about burning a bridge is that it affords you the opportunity to build a brand
new bridge that is stronger and can handle the emotional traffic a little better than the last one.
So how do I do that?
Well, I need to learn how to better communicate my emotions.
I need to get over my “nobody knows what it’s like” self-imposed isolation and realize that there are people in my life
that love and care about me. I need to learn to better communicate my emotions and let people know when I’m having an “off” day. I need to be open and honest with those that are the closet to me about the things that haunt me.
Then, I need to establish healthy coping mechanisms to decompress and deal with stress.
The key word here is “healthy”. Overeating, loafing on the couch, chasing sleeping pills with alcohol may provide us
with the illusion of relief but participating in these types of activities will only compound the problem and expedite
our destruction.
I need to learn to disconnect from work and reconnect with reality.
“Disconnecting from work” does not mean sitting in front of the TV watching LIVEPD. It means that I have to be just
as proactive outside of work with my family as I am at work. It means that I need to get down on the floor and play
Legos with the kids. It means that I have to help with the math homework, and volunteer to coach the basketball
team. It means getting out and living life.
Finally, I have to have realistic expectations for the rest of the world.
Wives are going to talk and kids are going to run around the coffee table and scream. Neighbors are going to mow
their grass in the afternoon regardless if I worked a double shift or not. Normal people are going to be normal people
and do normal people things. I can’t control any of that. What I can control is how I react to it.
What I can do is apologize to those around me and explain to them why I act the way that I do. I can listen to their
concerns and take what they say to heart, so I can start repairing the damage that my affliction was caused.

DWCO Books for the Well-being
of Corrections Staff and their Families
Staying Well: Strategies for Corrections Staff
More on Staying Well: More Strategies for Corrections Staff
Passing It Along: Wisdom from Corrections Staff, Volumes 1 and 2
E-book Processing Corrections Work: A Workbook to Combat Corrections
Fatigue and Increase Corrections Fulfillment
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Critical Incident Stress Debriefing:
A Response to Susan Jones, PhD—Part 2
© 2018 Bruce Perham
Continued from the August 2018 issue of the Correctional Oasis.
Individual process of trauma recovery
I am very sensitive to and critically aware of the personal resources people have to process their trauma experiences.
At times in a counselling process it is exciting to see the sense people can make out of these experiences, and how
they can move forward in their lives. I see debriefing primarily as an opportunity for officers to talk about what happened, and their reactions to it. It needs to be something that enhances their own psychological process and not detract from it.
What the officers shared with me in the training, where the norm was that psychological debriefings did not occur
after critical incidents, was a sense that “no one cared,”’ and that they were left to go home and deal with these violent events on their own.

Many officers took the opportunity during the 2016 group process to share these “visions of violence,” as one officer
put it, that were still very much in their heads, even though these critical events had often occurred years before.
The officers taught me that these “visions of violence” do not go away, and are constantly retriggered by subsequent
critical incidents. My sense was the lack of discussion at the time had actually impaired the possible recovery they
could have had if they were afforded an opportunity to discuss what happened and how they reacted to it at the time
of the event.
From a professional point of view, lack of discussion deprives us of an opportunity to monitor the officers’ psychological health as they experience trauma after trauma critical events. Anecdotally, I have never had a sense that a person’s individual recovery processes were enhanced by “not talking about it.” Quite the contrary, the officers in the
training shared how damaging it was to be on their own, trying to process these traumatic incidents. We have to recognize that the vast majority of Corrections Officers do not access counselling post-incident, and rarely have access to
CISD. They have been left to their “own devices,” and, in the process, have suffered enormously. If this group of officers, who came to the training sessions, could be “researched,” my guess is that the findings would tell us that these
officers would have benefitted enormously had they had a debriefing intervention at these times.
The debriefing process
It is important to point out that in the Corrections field in Australia a mandatory operational debrief occurs post critical incident. The officers overwhelmingly described these debriefing sessions as events that caused great fear and
anxiety in the case they are found to have been negligent and liable. The officers felt this process was essentially investigative in nature, about finding “if anyone stuffed up,” and rarely encompassed concerns about their psychological well-being. The officers generally were quite bitter that their psychological well-being was not an issue in these
operational debriefs and generally stated that post-incident psychological debriefs were not organized.
I would imagine that there is a strong argument that this experience of “fear and anxiety” after experiencing a critical
incident could also interfere with an officer’s capacity to psychologically process the trauma event, as they create a
negative reaction for officers.
(Continued on page 8)
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Ironically, the Officers were overwhelmingly in agreement in their belief that their psychological reactions to critical
incidents required a response and support from the organization. There was only a handful of Officers who expressed
that they did not need post-event psychological support.
Recently I was involved in a CISD operational debrief, and, at its conclusion, I offered to stay back and talk with officers
about how they were doing. Nine officers stayed and what followed was a very productive discussion around a horrendous prisoner self-harming. I think there could be great benefit in bringing these two, the operational and the psychological debriefing, processes together.
Susan Jones: “After that tragic event, an official leader was chosen for this team and the Mitchell Model was out,
just that quickly. The team retained the title of critical incident response, but in essence it was really some type of
peer response team. They would provide individual support, while staff remained at the facility, and often remained
on post. This seamless transition from a structured model to a wandering peer support resource was not questioned
by anyone in the agency. In fact, the new leader of the team often referred to the team as a ‘positive peer support
group that assists others in dealing with normal reactions to abnormal situations.”
Devilly, Gist and Cotton (2006) examined options for organisational action after a traumatic event, and suggested
that immediate support is appropriate, and that it should be through relationships that are already in place. This
seems to suggest that a traditional peer support program, made up of people that staff knows and works with, is a
better approach than bringing in strangers from other parts of the agency.”
Susan raises the issue here of the drift towards peer support programs away from the more structured CISD model. I
agree with Susan that the current research is insufficient to commence moving away from the CISD model and replacing it with a peer support model. It is clear to all of us working in the field that being a Corrections Officer is a very demanding job where trauma experiences are the norm, with a stark reality that they can have enormous psychological
and physical impact. The organizational approach to this needs to be strategic, and to reflect a clear understanding of
the issues Corrections Officers face and how best to respond to them.
It was very clear to me also that fellow Corrections Officers were by far the biggest support group for officers. Many
would tell me that without a core group of trusted colleagues you would simply not survive in Corrections work. This is
different to having the capacity to be a peer mentor, and in my experience peer support models were either not in
place or operated in an ad hoc manner. Sadly, in the groups, the officers shared with me their disillusionment with EAP
where they felt most of the counsellors had no understanding of them or of prison work, and that they were
“faceless.” The officers were definitely not saying they did not see a role for counselling or CISD. Quite the contrary,
they indicated a desperate need for it. The officers issue was more about EAP, that it was not what it needed to be for
them to feel comfortable to utilize the service, or that, if they did, it would not be able to psychologically support them
through difficult times.
The issue around one-off contact with counsellors and CISD facilitators and its longer-term impact has some validity.
The officers tabled the issue of trust and their reluctance to open up to someone they did not know and could not
trust. From a health professional’s point of view, it has been inordinately helpful to have an understanding of the
“prison world” and its impact on officers to be able to connect with these trauma experiences that officers describe. To
me this is a critical variable that partly addresses the issue of “bringing in strangers.” It may not be a health professional you know personally, but if that professional has an understanding of your work situation and its psychological challenges, there is real hope to fast track a “connection.”
To be concluded in the next issue of the Correctional Oasis.
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Two Worlds
By CO Ron Mason
I live in two separate and distinct worlds. At times I feel like I live with a split personality and yet am aware of both personalities.
I wake up. What day is it? Okay, it is a workday. I gather my thoughts and recognize it is a workday, not my RDO. Two
different worlds. I jump, okay, I slither out of bed, I know what my day may bring. I creep downstairs and start a pot of
coffee. Task one done, I creep back upstairs with the hope/trepidation that I not wake my family. I begin my routine to
begin my journey to life 1. Or is it life 2?
Life 1. I prepare myself each day to willingly enter a world of criminals. A simple word, Criminals. Humans that choose
to prey on other humans much like wolves in the wild. To exploit other humans in order to excel at their selfish desires
without regard to the hurt caused to their victims and those that love them. I am expected to treat and interact with
these individuals as decent people and attend to their needs. All the while those that I supervise contemplate ways to
revolt against my duties, ways to act out their insecurity, anger, frustration, predatory behavior. Who knows what will
happen on this day. Will I go home to those who await me, to those that love and appreciate me? I can handle this, I
got this.

Life 2. I awake on my RDO. Well, at least I got a few hours’ sleep. I mindlessly start a pot of coffee contemplating what
happened at work the past week. I could have handled that situation with inmate Smith in a different manner and deescalated it in a different way. I place the pan on the stove and begin making breakfast for my family. I asked an inmate yesterday to show me his I.D. on his way into the chow hall, and he wanted to know why. Frustration at having
to explain it is policy. Oh wait! It is family time! I am making breakfast for my family.
We are planning on going to the mall to get school clothes today. We head out and upon our arrival I locate a strategic
parking space. We enter the mall. I start looking at shoppers. I think I recognize that neck tattoo. This are a lot of people moving in a motley/chaotic manner. Damn, I am uncomfortable. I need a wall near me. My eyes constantly dart
around. I would rather get back home. Home has four walls. I like walls. The kids want to show off their new clothes
when we get home. They are clothes, you wear them. They are just clothes! I am starting to feel sweat on the back of
my neck. I need a break, I need to slow down my breathing
and my heart.
I just wrote one paragraph about how simple I find to work in
a prison, and two paragraphs about how chaotic my home life
feels to me.
Something seems really wrong about this.
After 21 years inside the walls, I, much like inmates, have become conditioned to a life of daily routine. I have forgotten
the joys of freedom.
Don't mess with my routine! I get stressed!
Corrections Officer Ron Mason has worked
as a corrections officer for over 20 years.
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Help! I’m Not a Mental Health Nurse—Part 3
By Lorry Schoenly, PhD, RN, CCHP-RN
Reprinted with permission from correctionalnurse.net.
Personality is the emotional and behavioral characteristics that make up a person. Personality traits are said to be
present at birth or develop early in life. Personality influences the way we see and relate to the world. Correctional
patients often have disordered personalities that have led to criminality and incarceration. Although there are many
forms of personality disorders such as paranoid, narcissistic, and obsessive-compulsive, the most common forms in
the correctional patient populations are antisocial personality disorders. Prisoners are ten times as likely to have an
antisocial personality disorder as the general population. So, correctional nurses need to understand how to recognize and respond to these conditions. Consider this patient situation:
Lynn is a new nurse in a medium security state prison. One morning on treatment rounds in one of the housing units
she gets distracted while George is using the nail clippers. Clippers are available for use by inmates in the presence of
a nurse. When she returns her attention to George the clippers are nowhere to be found. George responds, “What
clippers? You must have left them somewhere.” He smiles charmingly at Lynn as she frantically searches for the missing implement. Although afraid of losing her job for carelessness, Lynn reports the situation to the housing officer
who initiates a lock down and cell search. The clippers are found in George’s shoe and he is placed in administrative
segregation. Later it is discovered that George owed another inmate a large gambling debt and wanted to be moved
out of general population for protection.
Antisocial Personality Disorders (ASPD)
Antisocial personality disorders involve characteristics of social irresponsibility, exploitation of others, and lack of
guilt or shame about these behaviors. These traits make ASPD patients dangerous to the emotional and psychological well-being of nurses who care for them.
What to Look For
Here is a list of common ASPD characteristics. How
many of them describe patients arriving at your sick
call or medication line?













Superficial charm
Self-centered and self-important
Need for stimulation and proneness to boredom
Deceptive behavior and lying
Conning and manipulation
Little remorse or guilt
Shallow emotional response
Callous with a lack of empathy
Living off others or predatory attitude
Poor self-control
Promiscuous sexual behavior

(Continued on page 11)
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Early behavioral problems
Lack of realistic long term goals
Impulsive lifestyle
Irresponsible behavior
Blaming others for their actions
Short term relationships

George demonstrated several of these characteristics in the situation with Lynn. He took advantage of her and felt no
shame or guilt about it. He was superficially charming, while being deceptive and lying about the situation.
A patient with antisocial personality disorder, then, is manipulative, irresponsible, deceitful, and guiltless. Nurses must
be careful to protect themselves while setting clear behavioral boundaries for the nurse-patient relationship.
Protect Yourself from Manipulation
Unless you are working the mental health side, your job is not to “treat” the antisocial behavior, but to be aware of it
and protect yourself. These patients will use every interaction to their advantage. They are astute at discerning another person’s vulnerabilities and they prey on people who are hurting. Staff members who are lonely, insecure, or selfinvolved are good candidates for the manipulation of an inmate with an antisocial personality disorder. Nursing careers have ended when nurses have been drawn into sexual relationships or nefarious activities such as smuggling contraband or diverting narcotics for these individuals. Guard yourself.
Know the characteristics. Keep yourself and your teammates accountable to stop potential issues before they move to
a dangerous level.
Protect yourself from manipulation by treating all inmate-patients with consistent professional behavior and demeanor. Follow all security rules of conduct. Here are a few tips:
 Don’t get personal. If an inmate comments about your hair or your figure, call them on it. If the comments continue, report them.
 Do not perform even the smallest “extra” activity for an inmate. That cotton ball or paperclip is the first step down
a slippery slope.
 Treat all inmates with equal respect and professional distance. Do not show any favoritism and do not allow any in
return.
 If you think you may have already been compromised, report it immediately to your supervisor and take actions to
halt the progression. This may include reassignment to another care unit to break the connection.
Control the Situation
When working with ASPD patients it is important to maintain control of the situation.
 Keep your distance: A somewhat detached therapeutic stance will help establish the professional nature of the
interaction. This patient will not appropriately respond to empathy or compassion.
 Keep control of the relationship: Set clear limits about your availability, frequency of encounters, and appropriate patient behavior during medical visits.
 Keep your cool: Monitor your own feelings when entering into a patient encounter with an ASPD patient. Be mindful of words and actions. For example, avoid responding in kind to verbal attacks or manipulation.

(Continued on page 12)
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Establish Behavior Accountability
All patients, but those with ASPD in particular, need to be held accountable for their behavior. While it is difficult to
maintain positive regard for a patient who is deceitful or manipulative, it can be done. Here are some ways to remain
therapeutic in patient encounters with ASPD patients.





Maintain an attitude that projects that it is not the patient but the patient’s behavior that is unacceptable.
When the patient exhibits unacceptable behavior, identify it as such and redirect the patient to appropriate behavior.
Do not attempt to convince the patient to do the right thing. Instead of saying “You should” or “You shouldn’t,” say
“You are expected to.” This establishes normative behavior and depersonalizes required actions.

Interacting with patients who have ASPD can be the most frustrating part of your correctional nursing practice. However, with mindfulness toward self-protection and behavioral boundary setting, you can feel confident that you have
done your best to provide quality healthcare in a difficult situation.

Comments about the CF2F Course
In June 2018, Desert Waters’ CF2F Master Instructor Susan Jones, PhD, presented the 1-day CF2F course at the FBOP’s
Therapists Conference. The following are comments by participants, reprinted with permission.
Outstanding job. I really needed this training. It is so unusual to find someone who
can relate to the correctional field. Well presented and great topics and really felt
you hit the mark on this one. ~ P.D., Recreation Therapist
You did a fantastic job. Best presenter and presentation I have been to since being in
the Federal Bureau of Prisons. It’s motivating to better myself, my life and my career
in corrections. Great involvement with such a small class size. Excellent job! ~ K.S.,
Recreation Therapist
I was skeptical about my level of interest and the relevance of this topic to my career. It took less than 5 minutes for
my mind to be changed. This course should be given at every prison and county anywhere. I thought my history
with stress-management and my education on those techniques precluded me from experiencing the effects of
working in corrections. This course showed me that I’m not super human and that’s ok. Then the course went further in giving me ways to be better and have a more fulfilled career and life. Thank you so much! ~ L.H., Recreation
Therapist

Thank you for your training. One of the reasons I wanted to participate in this training was because I was feeling the
fatigue and needed some insight into strategies to assist me in career development and decisions. I now feel more
empowered in my feelings and frustrations regarding ways to manage and better my life. ~ Therapist Rehab
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A tax-exempt 501(c ) corporation
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of corrections staff and their families

Caterina Spinaris, PhD, LPC
Executive Director
431 East Main Street, P.O. Box 355
Florence, CO 81226
(719) 784-4727

desertwaters.com
Your gifts are tax-deductible.

IN MEMORIAM

Thank you for blessing
Desert Waters’ mission!
Individual donors: Anonymous donors, TC & Joellen Brown,
Adam Jacobs, Jeff & Connie Mueller, Kevin & Robin Rivard, Harold & Carol Severson
Business donors: Elizabeth Gamache, LandShark Design, LLC;
Janice Graham & Company, P.C.
Special thanks also go to: Cindy Baeta, Cathy Bergquist,
Audrey Boag, Bob Bowen, Nicole Brocato, T.C. & Joellen Brown,
Pamela Burt, Meredith Butler, Brenda Crawford, John Eggers,
Laura Hix, Susan Jones, Lorrie Keller, Joshua Klimek, Stacy
Lopez, Greg Morton, Jeff & Connie Mueller, Brent Parker, Bruce
Perham, Stephanie Rawlings, Beau Riche, Jeff Rude, Patti
Schniedwind, Lorry Schoenly, Rachel Shelver, Eleni Spinari, David Stephens

CO Kyle Eng
EOW 19 July 2018
Clark County Detention Center, NV

DWCO Disclaimer
The views and opinions expressed in the Correctional
Oasis are those of the authors and do not necessarily
reflect or represent the views and opinions held by
DWCO Board members, staff, and/or volunteers.

Quote of the Month
“It had long since come to my
attention that people of
accomplishment rarely sat back
and let things happen to them.
They went out and happened to
things.”
~ Leonardo da Vinci

DWCO is not responsible for accuracy of statements
made by authors. If you have a complaint about something you have read in the Correctional Oasis, please
contact us.

To promote the occupational, personal and
family well-being of the corrections workforce through the provision of evidenceinformed resources, solution, and support.

