
The Truth About Self-Care
I have spent the better part of the past seven years studying and writing about professional
impairment, relapse among addiction professionals, compassion fatigue, and self-care. 
The latter part of these years, I have focused primarily on self-care.

The topic is so important to us at my university that we began the Self-Care Initiative. It began
with a committee of four social work faculty members who were concerned about and dedicated to our
students’ well-being. We started with one event: The Silly Hat Walk. Participants attend the event sporting
the silliest hat they can find or create. We then walk nearly a mile around campus. After the walk, prizes are
awarded for the silliest hats. Prizes include self-care-related items: yoga mats, meditation CDs, fragrant
bath salts, or Frisbee golf sets. There’s plenty of food and games to enjoy as well. 

That first idea of the Self-Care Initiative Committee has spawned two other yearly student self-care activities:
a social work elective called Self-Care for Helping Professionals and the annual Self-Care for Helping
Professionals Conference, which serves not only our students but helping professionals of all helping disciplines
in the region. We are also actively engaged in research on social work students, stress, and self-care.

One afternoon, while working on my faculty annual report and basking in the success of the Self-Care
Initiative, I had a rude awakening. A student emailed me a link to an article she found on Facebook and
asked, “Hey, Dr. Greene, why aren’t we talking about this?” The article was “What No One Tells You
About Self-Care” (Patten, 2016). Patten’s perspective was so profound that I have since included the ideas
in my self-care presentations. The gist is that sometimes self-care hurts, and it’s hard! Self-care can mean
leaving a long-term toxic relationship, setting boundaries and saying no, asking for help, getting passed
over for a promotion because you’re unwilling to work 60 hours a week, being vulnerable, going back to
school while raising a family and working full time, healing your own past traumas—or it can mean
engaging in a rigorous exercise and weight loss program to reduce risks associated with heart disease,
hypertension, or diabetes. The point is this: Sometimes self-care doesn’t always feel good! We usually talk
about the warm fuzzies of self-care—bubble baths, massages, and vacations—but we rarely discuss the
difficult decisions and sacrifices that often accompany the commitment to self-care. 

Self-care is often thought of as a panacea, and don’t get me wrong, self-care is essential to health and
well-being, personally and professionally, but it’s not always easy. As I move forward with training student
social workers and clinicians, I will provide a more balanced perspective of self-care. I hope you will too!

Dottie Saxon Greene, PhD, MSW, LCSW, LCAS is an assistant professor in the department of social work at East Tennessee 
State University. She can be reached at greeneds@etsu.edu. 
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Addiction is characterized as a
biological, psychological, social,
and spiritual disorder affecting
all aspects of the person.
Twelve-step programs such as
Narcotics Anonymous (NA)
and Alcoholics Anonymous
(AA) have used a similar
conceptualization, calling
addiction a physical, mental,
and spiritual disease. Similarly,
the social work profession
applies a bio-psycho-social-
spiritual framework to
understanding human behavior.
Given these holistic views of the
person—and particularly the
person with a substance use
disorder (SUD)—it makes sense

to apply a holistic intervention
when treating a client with an
SUD. One approach that is
gaining popularity in the United
States is yoga. A 2016 national
poll found that 36.7 million
Americans practice yoga, and
34 percent of Americans say
they intend to try yoga in the
next 12 months (Yoga Alliance
& Yoga Journal, 2016). So what
exactly is yoga, why are so many
people doing it, and how can it
be helpful to those with SUDs?

The term yoga has its roots in an
ancient Indian language called
Sanskrit. Yuj (yoga) literally
means “to join,” “unite,” or

“yolk.” In the West, this joining
typically refers to uniting the
body, mind, and breath or
spirit. The practice of yoga is
rooted in Hindu and Buddhist
philosophies but has become
secularized, for the most part,
in the United States; yoga is
much more than the asana
practice (the physical postures),
which is what most Americans
think of when they hear the
word yoga. Historically, the
asanas, were developed to
make the body limber and
flexible enough to sit comfortably
in mediation for long periods.
Many yogis today consider the
asana practice a means of

preparing the body for
meditation; hence, the first
element of the union, the body,
is the focus of asana practice. 

The second element of the
union is the mind. According to
Patanjali’s Yoga Sutras, chitta
vritti nirodha is the goal of
yoga. Chitta vritti nirodha,
another Sanskrit phrase, means
“to still” or “to calm the
fluctuations of the mind.” So,
much of the practice of yoga is
centered on mental focus,
concentration, mediation, and
mental clarity. This may be
demonstrated while the
practitioner is in a balancing
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                      component in competent, compassionate, and ethical social work practice
     

posture, for example, and is
instructed by the teacher to apply
drshti (another Sanskrit term),
or to focus his or her gaze on a
particular point, which will
improve concentration, while
holding the balancing posture.
The mind and the body work in
unison at this point. 

The final element, breath, may
be the most crucial. In yoga
class, one often hears the term
pranayama or pranayam.
Pranayama refers to the breath,
or the life force—the vital energy,
or spirit. One is often guided to
practice pranayam in a yoga
class. This typically shows up in
two ways: deep and peaceful
breathing and/or allowing the
breath to guide the movement in
and out of the asanas. The result
of this union of body, mind, and
breath is a moving meditation.

Underlying this union is a
philosophical system based on
cultivating compassion, service,
non-harming, non-judgment,
detachment from the ego, and
integrity (among other ethical
principles consistent with 
social work). 

Now let’s turn to the second
question: Why are so many
people practicing yoga? The
evidence base for yoga is
growing as we speak, and it
has been found to be helpful for
a number of physical and
behavioral health conditions.
For a comprehensive listing of
current research, visit the Yoga
Alliance webpage at
www.yogaalliance.org/Learn/
About_Yoga/Yoga_Research. 

Maybe the most well-known
and researched intervention is
Jon Kabat Zin’s mindfulness-
based stress reduction (MBSR),
a model that includes yoga as
one of the three primary
techniques. MBSR has been
shown to reduce stress, anxiety,

and depression; enhance
immune function; improve
quality of sleep; lessen chronic
pain—and the list goes on
(Center for Mindfulness, 2017).
Nevins (2017) notes numerous
physiological benefits of yoga
as well: better cardiovascular
and respiratory function,
increased muscle strength and
tone, and increased flexibility
and protection from injury. The
most common mental benefits of
yoga include stress reduction,
mental clarity, a “centered” and
relaxed the mind, and improved
focus and concentration
(Nevins, 2017). 

The final question—how can
yoga help people with SUDs?—
might be best answered
through the findings of a
systematic review regarding the
use of yoga in addiction
treatment. The researchers
found the outcomes of eight
randomized controlled trials
(RCTs) testing yoga’s impact on
a variety of SUDs to be
encouraging (Posadzki, Choi,
Lee, & Ernst, 2014). 

Three of the RCTs examined
yoga’s effect on smoking
cessation. The first showed
statistically significant abstinence
rates at eight weeks in the yoga
group compared with the
control group. Two RCTs found
a significant effect on reduced
cravings for nicotine, and one
of the studies also showed
decreased negative effect in the
yoga group.  

Three RCTs examined the effects
of yoga on patients with alcohol
use disorders (AUDs). All three
found statistically significant
benefits for the yoga groups.
For example, one study reported
that 80 percent of patients with
an AUD improved or recovered
compared with 48 percent of
the control group. Another
study showed significant

improvements in several areas
among alcohol-dependent
patients who practiced yoga:
mood, stress reduction, quality
of life, appetite, and alcohol
use. The third RCT with an AUD
sample found that yoga had a
significant anti-depressant effect
on the sample. Similarly, a
study with 24 male drug
addicts showed a statistically
significant reduction in
depression and anxiety among
those who practiced yoga. 

Only one of the eight RCTs
found no statistically significant
difference between research and
control groups. This particular
group was in a methadone
maintenance program, and 
the authors concluded that
traditional methadone treatment
programs were more effective
than alternatives.

Twelve-step programs and their
members often talk about the
“obsession” to use (craving),
and this just might be where
yoga’s main benefit lies. Early
findings of the research on
yoga and addiction suggest
that yoga may quiet cravings,
and cravings could be the most
powerful risk factor for relapse.
Negative mood is another risk
factor for relapse, and studies
have also found yoga to have a
positive effect on mood
(Posadzki et al., 2014).

Although the research regarding
yoga as a modality for SUD
treatment and relapse prevention
is in its infancy, early evidence
suggests that yoga is a safe,
effective, and holistic approach
to addiction treatment and
prevention that is consistent
with social work perspectives. 

Dottie Saxon Greene, PhD, LCSW,
LCAS, CCS, RYT, is an assistant
professor at East Tennessee State
University as well as a registered
yoga teacher. She can be reached at
greeneds@etsu.edu.
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In 2010, approximately 22.1
million people ages 12 and
older in the United States were
classified as abusing or being
dependent on a mood-altering
substance. Substance use
disorders (SUDs) are generally
characterized as chronic and
relapsing conditions. According
to Compton, Thomas, Stinson,
and Grant (2007), SUDs
continue to represent a
widespread and substantial
public health problem in the
United States. After reviewing
the success of treatment for
SUDs, many researchers and
providers alike have agreed
that effective relapse prevention
continues to be elusive.

Advances in technology and
better data on how the brain
operates have contributed to a
greater understanding of how
relapse for those with SUDs can
occur. This information can
contribute to improved methods
of relapse prevention and
treatment of SUDs. We now
know that the process of
unconscious thoughts and
consequential behaviors
becoming habituated results in
the brain becoming reflexive.

Such reflexivity occurs as the
brain interprets a situation or
feeling and then responds
immediately and automatically.
It is this reflexive process, which
results in automatic responses,
that has been connected to
unhealthy behaviors and
negative consequences such as
drug and alcohol use (Witkiewitz,
Bowen, Douglas, & Hsu, 2013).
Relapse prevention approaches
must move beyond a cognitive/
behavioral framework in order
to affect this reflexive process. 

It has been posited that
meditation is an antidote to
substance use because it
enhances attention to the mind
and awareness of the behavior
of the mind—as well as thoughts
and feelings—as they occur.
This includes paying attention
to physical or emotional states
that may be uncomfortable or
unpleasant. The reduction in
reactivity to these negative
thoughts and feelings is thought
to allow for exposure to and
acceptance of these experiences.
The physiological mechanisms
affecting responses related to
physical or emotional states
include self-arousal and modified

autonomic nervous system
activity, including counter
conditioning, de-automatization,
and cognitive connections
(Brown, Ryan, & Creswell, 2007;
Temme, Fenster, & Ream, 2012).

In an effort to address relapse
issues and improve client
outcomes, SUD treatment
programs have begun to
introduce mindfulness practices
such as yoga and meditation
(Bowen et al., 2014). The
practice of meditation in
particular has received increased
attention as an intervention that
contributes to enhanced
psychological well-being. As it
relates to habitual behaviors,
meditation is believed to create
the habit of paying attention
versus being on automatic pilot,
suggesting that the brain activity
that creates automatic pilot is
interrupted by the practice of
meditation—which, in turn,
fosters self-regulated behavior
(Brown et al., 2007). The ability
to self-regulate behavior is a
result of sustained attention
cultivated through the meditative
practice. Through sustained

attention, there is an
increase in awareness
of thoughts and feelings
that can result in
decreases in identification with
the mental content. Further,
through the combination of
sustained attention and
increased awareness, the
reflexive process in the brain 
is slowed. This “reduction in
reactivity” provides an
individual the opportunity to
challenge habitual reactions 
to thoughts and feelings
(Roemer et al., 2009).

In light of the connections
between factors related to
relapse and outcomes of
meditation (e.g., mindfulness),
as well as the growing empirical
evidence for the efficacy of
meditation in the treatment of
SUDs (Bowen et al., 2014;
Temme et al., 2012), it seems
important for social work
professionals who treat SUDs to
consider meditation practices
as part of their treatment
protocol. Despite growing
evidence relative to meditation
practices, philosophical

MEDITATION as
an Intervention to
Reduce the Risk
of Relapse in the
Treatment of
Substance Use
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differences regarding the value
of “alternative practices” such
as meditation exist among
addiction professionals.
Furthermore, uncertainty
abounds regarding the
mechanisms of change specific
to these practices. Though
Brown et al. (2007) conclude
that there are clear links between
the outcome of mindfulness
meditation practices and more
effective behavioral regulation
and self-control, they also state
that it may be difficult to
determine whether the
enhancement of mindfulness
itself carries some or all of the
responsibility for intervention
effects or whether the specific
meditation intervention
practices designed to enhance
mindfulness actually do so.

Therefore, we must continue to
weigh the evidence and remain
diligent in our pursuit of what
may be most beneficial to those
who seek treatment for SUDs. 

Leslie J. Temme, PhD, LCSW, RYT, is
currently an adjunct professor at East
Tennessee State University. 
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While preparing for a
professional presentation tour
about clinical supervision, I
came upon a peer-reviewed
research paper about the strict
liability of clinical supervision. I
was aware of the direct and
vicarious liabilities of clinical
supervision; however, strict
liability was a new concept to
me. As a disclaimer: the
information provided is this
article is intended to be a guide.
State regulations are often
interpreted in different ways by
various stakeholders (courts,
licensure boards, license holders,
the public, etc.). Readers are
encouraged to contact their
respective licensure board(s),
professional association(s),
and/or liability insurance
providers for detailed answers
to questions and/or concerns.  

According to Grant, Schofield,
and Crawford (2012, p. 539):
“Supervision is a highly
significant activity of mentoring,
guiding, and shaping the next
generation of competent
therapists, and it is important
that we come to understand how
to do this well.” Falender, Collins,
and Shafranske (2009, p. 240)
explain that “this balancing act
becomes particularly

challenging when supervisors
observe problematic behaviors
or substandard performance
that requires management.”
Clinical supervision is a high-
risk endeavor for clinical
supervisors. One reason is that
27 of the 51 jurisdictions impose
strict liability and base their
regulations, or administrative
codes, on the legal doctrine of
strict liability (Polychronis &
Brown, 2016).

The National Association of
Social Workers (NASW) and
the Association of Social Work
Boards (ASWB; 2013, p. 16)
explain that “requirements and
expectations of a supervisor’s
position may affect direct and
vicarious [indirect] liability,
especially if the supervisor may
have competing demands and
is unable to adequately perform
his or her supervisory functions.”
Additionally, a supervisor’s
direct liability and vicarious
liability are affected based on
his or her level of responsibility,
authority, requirements, and
expectations within the position.

The liabilities of clinical
supervision are determined by
the court of law and include 
the following:

• Direct liability, simply put, is
negligent or inadequate
supervision. Direct liability
may be accused against a
clinical supervisor when
inappropriate
recommendations made by
the supervisor are carried out
by the supervisee and have a
negative impact on the client.
Direct liability can also be
charged when a clinical
supervisor assigns duties that
are out of the supervisees’
scope of practice and/or
professional development
(NASW & ASWB, 2013).

• Vicarious, or indirect, liability
is negligent conduct committed
by supervisees. Incorrect acts
or omissions carried out by
the supervisee that could be
credited back to the clinical
supervisor/supervision
comprise vicarious liability.
Supervisees are typically
held to the same statutory
standard of care and skill as
that of their clinical supervisors
and are expected to abide by
the statutes and regulations in
their jurisdictions (NASW &
ASWB, 2013).

• Strict liability implies that
clinical supervisors are

responsible for
supervisees’ actions
without having to
establish that a given
supervisor was negligent or
careless. Under strict liability,
clinical supervisors as
responsible for supervisees’
conduct in the professional
realm, including such
egregious supervisee
misconduct as deliberately
concealed sexual involvement
with a client. Strict liability
assigns responsibility to the
clinical supervisor—without
having to demonstrate that
the supervisor was guilty of
negligence or wrongdoing.
Under strict liability, clinical
supervisors bear the
responsibility if it is proven
that the client suffered harm
from the supervisees’ conduct
in a professional realm. Thus,
strict liability results in the
clinical supervisor being held
responsible regardless of
demonstrating the epitome of
textbook clinical supervision
(Polychronis & Brown, 2016).

Polychronis & Brown (2016)
clarify that the strict liability
standard is recommended by
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the Association of State and
Provisional Psychology Boards
(ASPPB) to help clinical
supervisors take the supervisor
role seriously and maintain
high standards of practice.
Regardless of liability type,
supervisors should be proactive
in monitoring for and preventing
potential boundary crossing
and violations, by discussing
boundaries throughout the
professional relationship of
clinical supervisor–supervisee.

According to the NASW and
the ASWB (2013), clinical
supervisors should employ the
following risk management
practices: 
• Safeguard that the services
provided to clients by
supervisees meet or exceed
standards of practice;

• Maintain accurate
documentation of supervision;

• Monitor supervisee’s
professional abilities
(subjective and objective);

• Identify actions, abilities, and
skills that might pose a
danger to the health and/or
welfare of the supervisees’
clients and take immediate
and appropriate remedial
measures; and

• Identify and address any
conditions that may affect the
wellness of a supervisee and
his or her ability to practice
with reasonable skill,
judgment, and safety.

Regarding strict liability, the first
step is to determine whether
you live in a jurisdiction that
applies strict liability to clinical
supervision. Contact your
professional association,
liability insurance carrier,
licensure board(s), and/or
research case law that includes
language consistent with strict
liability and that is specific to
your state and licensure(s). 

If you live in a state or jurisdiction
that applies strict liability, engage
in vigorous risk management as
a protective factor. Polychronis
and Brown (2016) recommend
the following risk management
practices for strict liability: 
• Explain the power differential
between supervisor and
supervisee—that the
supervisee must comply with
directions and feedback;

• Thoroughly screen unlicensed
clinicians (including
background and criminal
history checks) before

agreeing to supervision;
• Have more than one clinical
supervisor to assist with
maximum oversight of the
clinical supervision process;

• Obtain consultation from
skilled colleagues early 
and often if any difficult
scenario arises;

• Compose supervision
contracts that clearly state
mutual responsibilities and
that are adapted to the
supervisees’ specific skills
and developmental needs;

• Create and maintain clear and
concrete supervisory goals; 

• Thoroughly address
performance concerns,
problems, or deficits in
clinical skills with a written
plan for improvement;

• Supervisees must keep
clinical supervisors informed
of any troublesome
developments; and

• Clearly state that the clinical
supervisor(s) may unilaterally
terminate the supervisory
relationship.

To conclude, the crucial nature
of clinical supervision demands
that supervisors and supervisees
have professional liability
insurance and that they not rely
on the employing agency.
Furthermore, clinical supervisors
should take the responsibilities
and liabilities of supervisions
seriously. Clinical supervisor
share, if not hold, the
responsibilities for the services
provided by their supervisees;
therefore, clinical supervisors
should maintain a reasonable
number of supervisees. For
example, if the average
supervisee has a caseload of
30 clients and the clinical
supervisor is committed to
supervising a maximum of five
supervisees, then the clinical
supervisor is responsible for the
five supervisees, the 150 clients,

and his or her own caseload.
Clinical supervision entails
more than completing and
signing review and/or final
licensure paperwork; it is
gatekeeping for the profession.
“Supervisors must balance
responsibilities to ensure client
care, facilitate professional
development, provide
meaningful feedback, and
serve as gatekeepers while
working to establish and sustain
an effective supervisory
alliance.” (Falender, Collins &
Shafranske, 2009, p. 240).

Jessica Holton, MSW, LCSW, LCAS, is
in private practice in Greenville, North
Carolina. She can be reached at
Jessica_holton_lcsw@jessicaholton.com.
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