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Part I:  
Welcome & Introductions: As much as possible, start this knowledge transfer on time or within 10 

minutes of the posted start time. It is critical we show consideration for the participants who have 

arrived on time and understand starting late interferes with the integrity of the material and learning 

opportunities for participants.  

Each facilitator should provide an introduction of themselves; this should include name, pronouns, and 

experiences in the area of supervising (?) front line youth mental health work and all 

employment/volunteer experience that is relevant to the material provided. It is helpful if facilitators 

share their interest in the work inclusive of knowledge transfer facilitation.  

Project History and Background: It is very important to provide information relevant to how this 

knowledge transfer opportunity came to be. This includes the interest in the work, funder information, 

knowledge gathering activities and participating consultants and their roles. Find relevant information 

documented below as well as noted in the corresponding power point presentation.  

In 2017, Agincourt Community Services Association (ACSA) responded to a call for proposals from the City 

of Toronto to investigate the needs of front line youth workers and create corresponding curriculum that 

creates increased learning opportunities in the areas of youth mental health.  

ACSA collaborated with the Students Commission in the summer of 2018 and completed 8 focus groups 

with a total of 56 young people in Scarborough who identified with experiencing mental health 

challenges and/or receiving support for those challenges, 8 interviews with parent/caregivers parents of 



4 
 

young people who have been identified with mental health challenges and required support, 1 focus 

group with frontline youth workers and completed an online survey with 37 front line youth workers and  

7 Leaders/supervisors of front line youth workers. It was very important for ACSA to include various 

voices throughout the data collection process in order to engage in robust learning of the successes, gaps 

and barriers to knowledge of youth mental health and create productive, engaging options that increase 

confidence and knowledge and support positive outcomes.  

In consultation this curriculum was created by JGB Clinical & Consulting Services in accordance with the 

aforementioned evaluation study, in consultation with ACSA and utilizing approximately 15 years of 

critical youth work, program management and knowledge transfer experience.  

Variable to Success: Let participants know while individuals can hold different titles amongst different 

roles, for the purpose of this knowledge exchange every participant will be identified as a ‘Leader’. As 

well, in order to ensure we remain focused on the needs/experiences of Leaders, discussions, 

exercises and activities will always refer back to their role as a Leader. We assume Leaders in 

attendance of front line youth worker experience- this may come out when discussing wellness 

however will not be a focus of the knowledge exchange. 

 

Warm Up Exercises: 

 Often associated to icebreakers, warm up exercises can be utilized to achieve varying goals. 

Mainly, exercises bring a sense of familiarity to the facilitators and the participants as both 

parties/groups should participate. Given the emotionally and mentally challenging nature of some of the 

content of this knowledge transfer event, exercises can also be used as grounding activities to familiarize 

ourselves with our own histories and experiences in the topics.  

Variable of Success: Please consider not every person enjoys and/or engages well in warm up 

exercises. Such activities can create or increase feelings of vulnerability or frustration. Some adult 

learners attend to knowledge transfer events with the intention of having limited, to no, participation 

at all.  

Below are options for warm up exercises facilitators can use. It is up to the facilitator to identify which 

exercise will fit the spatial and group needs best. Warm up exercises are best utilized after the 

background to the project, inclusive of facilitator bios and format of the day has been facilitated and any 

questions have been received and responded to.  

1. Skills & Thrills:  

This exercise does not require any materials. It is an opportunity to hear from participants individually 

on two specific areas, 1) Their best skill in working with youth, families and front line youth workers, 2) 

What keeps them engaged in the youth sector as a Leader/what brings them the most thrill? Also, have 

participants begin by providing their name and pronouns.  

This is an opportunity for participants to identify their positive abilities and reflect on what they find 

enjoyable in the area of frontline youth work. This is a strengths perspective exercise.  
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Facilitators should be able to make a connection between the similarities of skills and thrills amongst 

participants and call this to attention. Facilitators are also responsible for the positive reinforcements 

that should occur throughout and after this exercise which unites the group of participants in their 

dedication to the sector.  

2. One Word Says it All: 

Materials: Large flip chart paper, markers 

Identify a group participant as the ‘writer’, have them stand at the flip chart with a marker OR allow 

time as participants enter in the morning and/or allow for 5 minutes at the beginning of this activity for 

participants to choose a marker and write their own words.  

Instruct participants to choose one word that best describes Youth Mental Health. Do not prompt, 

instead instruct them to identify their word based on their lived and professional experiences in the 

field. Words can be positive and negative in nature. There are no rules, besides only writing one word.  

Once all words are on the paper, you can ask each participant to read a word that is not their own, 

aloud OR a facilitator can read the words aloud.  

Optimal Key Message: Identify the varying degrees of positivity and optimism in the words documented 

for the group. You are encouraged to ask for participant feedback on their perception of the words. Is it 

more negative than positive? Vice versa?  

Regardless of the words chosen, facilitators are responsible for identifying one or more key message 

in the documented words that express an understanding of the successes and challenges of the 

sector. Facilitators must rely on the words in front of them and their professional expertise to bring 

the learning into the exercise.  

Examples of key messages are:  

I am here to learn from my colleagues. 

I believe in my skills as a manger, despite the challenges I experience. 

I am tired and find management challenging, but being here shows I’m not given up! 

Variable to Success: Facilitators should prompt participants to share their name, pronouns and if 

comfortable the agency/specific area of the youth sector they work as they engage in either of 

these activities. When identifying participant’s names, it can be helpful for the facilitators to draw 

out the seating set up and document participant names/pronouns based on where they are 

seated- this can help when recalling participant identifiers as needed. 
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Part II: Youth Mental Health Challenges  
 This section provides an oversight of dominant youth mental health challenges inclusive of signs, 

symptoms and risk and protective factors. In order to increase connections to learning materials we will 

be including feedback from the Youth and Mental Health Report completed at the beginning of this 

project inclusive of comments from young people, parent/caregivers and service providers as necessary. 

It is important to inform participants this section will provide as much practical information as possible, 

creating insights into what mental health challenges can look and show up in our lives. This is 

particularly important when looking at youth mental health challenges from an ecological perspective- 

signs and symptoms may be more prevalent in some areas of our lives compared to others.  

Mental Health Disorders at a Glance: 

 According to Youth Mental Health Canada (2018), mental illness is the number one illness 

effecting people in the industrialized world. In Canada, only 6% of the healthcare budget is spent on 

mental health, much lower than the estimated 30% of funding needed to represent the actual number 

of individuals living with mental health challenges and disorders. This can be relational to the fact that in 

Canada 1 in 5 children who require mental health interventions will actually receive them. In Canada, 

suicide accounts for 24% of all deaths amongst young people aged 15-24. Stigma and discrimination 

continue to exist across the spectrum of mental health disorders, from signs and symptoms to diagnosis 

and treatment, despite efforts and slow wins at changing the narratives surroundings mental health 

challenges and disorders. It is critical to remember that gender expression and identity, cultural identity, 

race and religion (for example) can greatly impact an individual’s ability to disclose challenges they may 

experience and affect their openness to receive interventions. Fear of judgement, of not being 

understood or taken seriously, previous negative experiences in service provision and at times fear of 

persecution, abandonment and isolation are very realistic concerns for young people.  

In the Liberal Government’s Federal budget released in 2019, further funding has been identified going 

toward suicide prevention and support services across the country as well as more specific interventions 

surrounding suicide and mental illness treatment. Specifically, the creation of a pan-Canadian suicide 

prevention service with funding totaling $25 million over five years, the development of a crisis support 

service will afford people across the country access to trained responders, in the official language of 

their choice, 24 hours a day, seven days a week. Also, the promise to support Inuit communities, who 

experience a suicide rate between five and 25 times the national average with investments totally $50 

million over 5 years as well as a treatment center in Nunavut for addiction and mental illness treatment.  

Variable of Success: This may be an opportunity to ask participants to reflect and share on how stigma 

and/or discrimination experienced by young people and families is discussed amongst their staff 

teams/within their agencies.  
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Youth Mental Health and Social Justice:  
 Conversations of stigma and discrimination should be opened up to include mental health as a 

social justice issue. Simply, all individuals, regardless of their abilities have the right to receive services 

and supports they require to promote the best quality of health and life possible. This is included in the 

Human Rights Code in Ontario, Canada and within the United Nations Declaration of Human Rights. But, 

as mentioned above, we know practically not all individuals have proper access to supportive services, 

receive equitable service provision once connected nor do they have their signs and symptoms taken 

seriously. The picture below is often utilized to represent the difference between equality and equity as 

well as depicts an image of reality.   

There are multiple images similar to this depicting 

an image showing equality and equity with an 

alternative version of reality, or current lived 

experiences. In this image, we can see equality 

essentially means giving people the same thing, 

this is done regardless if it meets their needs and 

in some cases can create more barriers then what 

existed before. Equity is relatable to what people 

need. This is evident in the middle image with 

individuals being given different sized boxes to 

stand on with one person given no box at all. The 

final image depicts what is often identified as our 

current reality, one individual is given more than 

what they truly need (when essentially they didn’t 

need anything at all), one individual may be provided with support that meets their need for the current 

situation/environment and another individual can be provided with nothing that meets their needs 

and/or have circumstances removed that worsen their challenges/experiences (i.e.: removing more 

ground from under their feet). 

 

The image on the right portrays ‘liberation’- 

providing a true example of what I looks like 

to remove barriers and create access for all.  

A practical example of systems lacking 

necessary change can be pulled from the 

Leader/Supervisor of Front Line Youth 

Worker needs assessment disseminated 

online in 2018, with one respondent noting the following:  

“...in the end I think what we're seeing is that the needs of young people and family are just 

increasing, and they're becoming more challenging, they're becoming more diverse, but the people 

that are doing the work? Their qualifications are not.” 
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At the most fundamental level, it is critical individuals are qualified through formal and informal 

educational means in order to provide interventions that meet standards of service and principles of 

best practices. The above quote can be an example of necessary systems change and advocacy efforts to 

ensure our educational practices are meeting the ever changing, multi-faceted demands of mental 

health challenges.  

Income, location, race, education, and many other factors have a profound influence on our physical 

and mental wellbeing. In general, people with higher incomes, more education, and stronger 

relationships tend to be healthier than those who do not have such advantages. Some groups in 

particular face more discrimination and stigma, or require stronger access to services and supports. 

These can include:  

 Immigrants, refugees 

 Black and racialized individuals  

 Lesbian, gay, bisexual, transgender, queer and two-spirited (LGBTQ2S) communities 

 People with differing abilities 

 Those living in the North or in remote communities and identify as Indigenous, First Nations, 

Inuit or Metis 

We need to recognize the strengths of diverse peoples. Because every community, and individual, is 

different, community-specific services should be tailored even further to provide a truly “person-

centered approach” to mental health. Oftentimes, we refer to entire communities as having similar 

values, beliefs and experiences.  

Different cultures often have unique ideas about mental health that can sometimes make it difficult to 

start the conversation about mental health issues. This was identified in evaluation findings reported 

and discussed within this curriculum. Also, cultural and spiritual identities can offer protective elements 

and varieties of interventions beyond Western standards. Overall, we must listen and engage in an 

individual’s experiences to determine the most supportive steps to healing.  

Mental health professionals must have access to training on how to deliver culturally safe, appropriate 

services and ensure support services are welcoming to people from all backgrounds. This is especially 

critical for young people who may not experience support and nurturing around their mental health 

challenges within their family. Young people may respond well to professionals who ‘look like them’ or 

who have similar lived experiences, but especially important is a professionals ability to express 

empathy and compassion for the young person’s truth- pertaining to how they feel and what they need.  

Variable to Success: Ask participants to reflect on their agencies of work, or the agencies who provide 

supports in their communities. Do programs and services reflect the needs of the communities? Are 

service providers reflective of the culture, race, lived experiences and realities of those who access 

services? Are translation services available if languages are not represented? Are these areas 

considered when entering into communities, developing new programs or hiring staff for specific 

programs?  

It is important to note that individuals belonging to some ethno cultural, religious and racial 

communities are not comfortable accessing services by providers who share a similar background. This 

can increase concerns over stigma and enhance feelings of shame.  
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However, when providing supports to vulnerable communities and individuals, social justice practices 

inform us these areas should be considered and explored.  

For the purpose of this curriculum, we advise familiarizing yourself with The City of Toronto Long Term 

Care & Services Report (2017). This report robustly provides knowledge on ally ship and organizational 

culture and awareness amongst other important learning, such as:  

 Professionals may not identify as LGBTQ2S but understand the importance of collaboration, 

empathy and client centered supports 

 Professionals work to identify, name and seek further collaboration within organizations and 

communities to enhance understandings of discrimination, stigma and violence experienced by 

individuals within vulnerable/marginalized communities 

Further, programs and services should not be ‘tokenistic’ in their outreach to LGBTQ2S individuals and 

communities. For example, signage and promotional materials should identify safe and welcoming 

spaces for LGBTQ2S participation. This also symbolizes an organization’s capabilities to support the 

experiences of participants and an openness to learn.  

As noted above, individuals within communities require client centered approaches in order to address 

challenges they experience. Advocacy against social injustices pertaining to the marginalization and 

discrimination of groups can be a part of an ally’s efforts- but a large focus remains on our abilities to 

empathize with the lived experiences that reside within individuals and these broader communities.  

Variable to Success: This is a good opportunity to ask participants to share if/how social justice issues 

come up at their agency amongst those they supervise. Is social justice a formal part of supervision 

practices? Are front line youth workers bringing up social justice issues without knowing/naming them 

as such? Do we prompt those we support to name the injustices they may intersect with? 

The overall goal of the above conversation is to ideally identify that social justice is, can be, should be 

an integral part of the conversations we hold as Leaders. If it appears these conversations are not 

happening and/or participants are unsure how to bring them up you can a) further the conversation 

by taking 10 minutes to devise strategies on how to prompt for these discussions with our staff and b) 

utilize the expertise in the room to largely name the strategies at hand.  
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Part III: Findings from Youth and Family Mental Health Report (2018) 
Facilitators can inform participants of the findings presented are a synopsis from the Youth and Family 

Mental Health Report (2018) as mentioned above. Overall, the findings from the Leaders Needs 

Assessment show a positive or not necessarily sure outlook on the knowledge and abilities of front line 

youth workers they supervise. Facilitators should remember the key to successful facilitation of this 

knowledge exchange is ensuring participants have time for reflection, connection and input.  

Facilitators should ask participants how they interpret responses of Neither Agree nor Disagree as listed 

below. While we do not make assumptions regarding this response, given the context it is a worthwhile 

topic to approach. The context behind the response can give further insight to the performance of front 

line youth workers. For example, this response could indicate lack of clarity about the question or the 

general performance of staff. It may also be a replacement for a ‘sometimes’ response, or ‘sort of’, 

‘depends on the situation’ connotation.  

What is clear from the responses is confidence in referral processes and coordinating services for clients 

in replacement of own skill and expertise.  

Empathy was a large component of responses from 

youth and parent/caregiver focus group responses. 

Many participants spoke about wanting to be 

‘understood’ and experience lack of judgement 

when sharing their stories.  

 

Variable to Success: Invite participants to reflect 

on the presented findings. Do the responses reflect 

their experience with/beliefs of their staff? 

Facilitators can also share the quotes below for 

further considerations and discussions.  

“… there is a lot of gaps between workers and need 

to have a program standard where every worker 

needs to have in order to serve the youth 

population” 

“My staff are now comfortable giving referrals to 

relevant agencies or supports, but are unqualified 

to deliver or coordinate those resources.” 

“I am unsure of the experience and comfort level of 

all staff with regards to mental health.” 

Report Findings (2018) 

STAFF CAN COORDINATE MH SERVICES – 

42% AGREE 

EMPATHETIC TOWARD YOUTH MH 

CHALLENGES- 57% AGREE 

CAPACITY TO DELIVER MH 

SERVICES/SUPPORT- 43% NEITHER A/D 

WORKING UNDERSTANDING OF YOUTH 

MH NEEDS- 42% NEITHER A/D 

STAFF ARE EQUIPPED (RESOURCES, SKILLS, 

TOOLS) TO ADDRESS MH NEEDS IN OUR 

COMMUNITIES – 57% NEITHER A/D 

 

 

Report Findings (2018) 

17% EDUCATIONAL BACKGROUND IN 

MH FIELDS 

EMPATHETIC, ATTENDING SKILLS 

CONFIDENCE IN COORDINATION AND 

DELIVERY OF MH SUPPORTS 

GENERATIONAL BARRIERS (YOUTH) 

PARENTING CAPACITY (FLYW) 
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“Our staff are dedicated to finding resources and supporting clients to access those resources. They 

take a vested interest in the young people they see in the community.” 

Through these surveys, staff shared that 80% had worked in the mental health services for more than 5 

years, and 50% for at least 8 years.  At the same time, only 17% shared having educational backgrounds 

specifically in mental health fields.  This is telling, suggesting that service delivery agencies employ a 

broad understanding of mental health services, as do service delivery workers, utilizing social work, 

social justice and community development, among 

other frameworks to provide mental health 

services.   

These diverse approaches to providing mental 

health services reflect the diversity of the youth 

that frontline workers and their organizations serve.  

When asked to provide a profile of youth that they 

serve, virtually all participants cited that the youth 

they work with are generally 12-24 years old and 

come from low-income circumstances or families, 

youth who are racialized, at-risk of or have already 

dropped out of school, vulnerable of becoming or are in conflict with the law, and/or are new to 

services. A high number of respondents also identified LGBTQ2S youth receiving a high proportion of 

service.  

Frontline youth workers indicated that they were confident in meeting youth needs in several ways. 

Linking youth with support services was the most cited area of confidence by frontline youth workers. 

Being able to listen and understand the needs of youth was another area of confidence. 

Social level barriers largely centre on relationships, or lack thereof, across different populations who are 

not working together effectively to support the mental health and wellbeing of youth and their families. 

Youth mentioned that they did not have access to supportive adult figures that they feel comfortable 

turning to for help. Many youth participants attributed this to a generational gap which means that 

either adults do not understand youth issues and/or do not take them seriously due to age.   

Frontline workers corroborated with this point, citing parents/caregivers as a barrier to youth accessing 

mental health services. Parents/caregivers were considered by practitioners to be the central social level 

barrier to youth receiving mental health services. Parents/caregivers sometimes have mental health 

issues as well, at times undiagnosed.  This may complicate their understanding of and response to their 

child’s diagnosis as well. 

Parents/caregivers, however, are speaking about the barriers they experience when trying to address 

the mental health issues that their children are facing.  This is important to understand when comparing 

frontline service and youth worker responses with parent/caregiver responses.  

To begin, parents/caregivers reported that their lack of knowledge of adverse mental health symptoms 

in their children served as a barrier to substantive engagement with local service providers.  Some 

parents/caregivers found it difficult to explain the challenges their children were facing to service 

“BUT THERE WERE SO MANY THINGS…THAT WERE 

HAPPENING WITH HIM GROWING UP THAT I MYSELF 

AS A PARENT WAS LIKE WHY IS HE DOING STUFF LIKE 

THAT, I COULDN'T UNDERSTAND… AND I COULDN'T 

UNDERSTAND THEN HOW CAN I EXPECT... OTHER 

PEOPLE TO UNDERSTAND...I CAN GIVE DIRECTIONS 

BUT THEN PEOPLE DON'T RECOGNIZE THE 

DIRECTION I'M SUPPORTING BECAUSE I DON'T HAVE 

INITIALS AT THE END OF MY NAME...” 
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providers, and subsequently found that even when they did, they had little control over how challenges 

were addressed.   

In addition to their own challenges with knowledge and understanding, parents/caregivers perceived 

both frontline youth workers and clinicians as lacking understanding and knowledge of unique mental 

health challenges impacting their children. Parents/caregivers characterized knowledge of mental health 

issues as both academic and experiential, with the latter taking stock of the lived realities that 

vulnerable youth and families face when dealing with mental health challenges.  

Even parents/caregivers agreed, noting that there was a generational gap regarding mental health 

awareness and knowledge among parents/caregivers and their children, and how diverse vantage points 

inhibit mutual and intergenerational understandings about the topic.  

 

It must be noted that many parents are 

striving to support their children with mental 

health challenges, but face difficulties 

themselves maintaining their own mental 

health. 

Parents/caregivers spoke at length about 

residual mental health challenges they face 

while caring for children dealing with mental 

health issues, including both daily stresses 

and long-running struggles. It appears that 

the mental health of parents/caregivers shifts in relation to 

their children. The inattention of frontline workers to residual 

mental health issues in families could inadvertently impede 

improvements to youth mental health, in that 

parents/caregivers who live with trauma may not be able to 

support vulnerable youth as primary caregivers.   

“...that [youth mental health challenges] can destroy 

[inaudible] families, it doesn't matter how close you are and how much you tried because you end up 

getting… like even though you know the person that is suffering you become like [them]... let's say if my 

daughter gets better I would be performing okay, I will be okay in my work and with my friends … you 

start getting away from everybody, you start isolating yourself you [inaudible] you start creating mental 

problems for you … because I suffer a lot, I have to start taking medication. I couldn't sleep, I couldn't do 

anything properly so I was getting concerned about my... mental health” 

“and it was kinda like we're just going back and forth at making these phone calls during um not only a 

stressful time for him but I think also for me as his parent. it was affecting my mental wellness cause I 

um then having to repeat the incident or just the emotional trauma over and over again.” 

Parents/caregivers reported feelings of burnout following laboured attempts at accessing multiple and 

complex services for their vulnerable children. 

“I DON'T THINK THEY WERE 

KNOWLEDGEABLE IN THE 

SITUATION THAT I WAS IN… I 

DON'T THINK THEY HAD ENOUGH 

KNOWLEDGE.” 

“UNFORTUNATELY THERE IS SO MANY DIFFERENT 

LEVELS OF MENTAL HEALTH NOW THAT UMM... 

IT'S.. HOW CAN I WORD IT?... I THINK IT'S MORE OF 

A GENERATION AND A COMMUNITY WHERE THE 

YOUNGER GENERATION IS MORE OPEN MINDED 

WHEREAS THE OLDER ONES ARE MORE LOOKING 

FOR THE PHYSICAL ACT [INAUDIBLE] AND BECAUSE 

IT IS BECOMING MORE OPEN IN THE WORK FORCE 

AND THE EDUCATION…DOWN TO ELEMENTARY 

SCHOOLS …” 
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Multigenerational trauma: The abilities of families to understand and intervene will often play a role as 

a risk factor in determining the mental wellness of individuals throughout generations. It refers to the 

complex mechanisms of ‘passing down’ traumatic experiences, reactions and means of coping to 

secondary generations. These processes can continue throughout life spans with similar symptoms (i.e.: 

anxiety, depression, trauma responses) most commonly by observed behavioral patterns within 

interpersonal relationships. It should be noted, intergenerational trauma is commonly referred to  

experiences of violence and trauma across generational Indigenous populations.  
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Part IV: Effective Case Management 

Case management is a driver in many aspects of the work front line youth workers do. Principles of case 

managmeent can be incorporated into processes of staff supervision. This enables leaders to share 

knowledge and guague areas of excellence and need. 

It should be noted many job descriptions do not explicitly mention a case management role- however 

the responsiblities and expectations within that role align with case management principles.  

Below are further thoughts on principles of case management: 

1. Identification & Eligibility: This includes program outreach and confirmation of eligibility for the 

program. This would include an informal assessment as you garner referral based information of 

the individual.  

2. Assessment: Consider the bio/psycho/social/spiritual model of assessment. Assessments can be 

done across more then one meeting and lay the groundwork for intervention. Assessment is an 

on going process throughout someone’s care plan as needs and abilities fluctuate.  

3. Planning: A participatory process that is client focused and identifies strengths. It is important to 

consider safety, risk, resources (human and financial) and lived experiences. Plans should be 

multi systemic in nature and identify supporters within the ecology.  

4. Implementation: Do what you plan to do! Consider roles and responsibilities of everyone 

identified in the planning stage. This is the stage of case management that often becomes 

challenging. Holding partners, clients and ourselves accountable the achieving goals, consistent 

monitoring and follow up on processes and needs and oftentime managing the deliverables of 

stakeholders are elements that decrease wellness outcomes and where individuals we support 

often ‘drop off.’  Successes, challenges and barriers to implementation is a key discussion point 

to clinical supervision-  establishing 

processes for change and/or 

continuation of effective service 

delivery. 

5. Evaluation: Monitor and identify areas 

of improvement and change as often 

as possible. Imbed evaluation into 

meetings and follow up with partners 

and clients.  

Variable to Success: This is a good opportunity to set the stage for the next activity. Ask 

participants to share their ideas of case management in relation to those they support. Are staff 

aware case management is a driving principle in the work they do? How is/can case management 

be incorporated into individual and group supervision practices? 

 

 

 

PRINCIPLES OF CASE MANAGEMENT 

1. IDENTIFICATION AND ELIGIBILITY 

2. ASSESSMENT 

3. PLANNING 

4. IMPLEMENTATION 

5. EVALUATION 
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Part V: Group and Individual Supervision, Considerations 

Staff supervision is a critical component of the roles and responsibilities of youth service leaders. 

Appropriate supervision with staff engagement can increase team cohesion, support staff in feeling 

more competent and confident in their job delivery, confirm accountability and program deliverables 

and monitor/intervene for new or ongoing challenges. Importantly, group supervision is an opportunity 

for program staff to support themselves and each other through difficult employment situations which 

can link back to clients, community, partners and themselves.  

Supervision practices can vary from leader to leader. This is often based on the policies, agency 

expectations and capabilities of the specific leader. Whether you are newly stepping into the role of 

leader or you are experienced, there are some things to consider when confirming your own supervision 

practices. 

1. Policies: Does your organization have specific policies and procedures on group and individual 

supervision? Remember, if a policy doesn’t exist this would be a good opportunity to bring the 

options to any Leadership network within your agency to discuss.  

 

2. Agency Expectations: With or without a formal policy, what supervision practices exist within 

your agency? It is important to remember some leaders are completing supervision practices 

and may not even realize they are doing so. It is important to check with your team members or 

external agency partners to identify what practices they engage in to build your own system of 

success. If your agency does not have experience with supervision practices, this is also an 

opportunity to speak with any senior Leadership around why this is. Clearly, the need for 

supervision exists within agencies who employ front line staff, but maybe there are new 

programs that have changed the climate of your organization which in turn means new policies 

and procedures need to be created. A way of further identifying agency expectations is to reflect 

on your own Leadership interview and if you were asked about your thoughts, experience and 

any expertise in providing supervision practices to staff teams?  

 

3. Leader Capabilities: When determining the supervision expectations of your agency it can 

become a reflection on your abilities to fulfill supervision tasks. Our own capabilities are 

intrinsically linked to our professional training and our experiences receiving supervision and 

support from our other leaders throught our employment history. Maybe you have not received 

formal supervision in your career, maybe what you have received was lack lustre and irregular, 

or maybe you have experienced exceptional support from Leadership throughout your career. 

All of these possibilities will factor into your own abilities to respond to the needs of your staff 

team in a capable way. If you feel there are skills you require, don’t be afraid to ask for 

additional training and/or time for researching the topic.  

Variable to Success: As a group, this is a great opportunity to ask participants to reflect and share 

on the points mentioned above. What was their experience coming to the role of Leader? Were 

supervision practices/policies in place? Did individuals have to make it up as they went along? 
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What is our own history of receiving and engaging in supervision? Allow for some time for sharing 

and reflection- approximately 10 minutes depending on participant engagement.  

An important take home in this section is the role self reflection has in our ability to be capable leaders 

and engage in the supervision of our staff. Awareness of the challenges within our leadership roles and 

responsibilities, beyond the support of staff teams, is very important when identifying practices that 

support our teams, examples of this are listed below: 

1. Consistency, Plan Ahead!: This may seem like a no brainer for some Leaders. However, I’m sure we 

can also appreciate how our schedules can quickly become hectic and out of sorts. While we aim for 

regularity and consistency in scheduling group and individual supervision meetings, our own workload 

can quickly impeded on our best intentions. Being tired, overworked and over whelmed challenges our 

abilities to give, share and provide expertise and support to those who may need it.  

Schedule group and individual meetings ahead of time and on a consistent nature, i.e. Group meeting is 

the last Thursday of every month, staff #1 meets the first Wednesday of the month, satff #2 meets the 

second Tuesday of the month. Days and times are consistent, however the space can change- more on 

this to come. A suggestion may be not scheduling supervision on Monday or Fridays, utilize these days 

for broader partner meetings, catching up on any issues that arose over the weekend and our workload 

outside of the staff team. Staff teams may use Monday and Fridays for administration and catching up 

on weekend events with clients. Mondays and Fridays are also statuatory holidays throughout the year, 

so this would mean on going rescheduling and attention which uses up unncessary resources.  

Vacation times and sick days are not an excuse to leave individual supervision behind for that time 

period. Rescheduling is key, as soon as possible- we must promote the importance of attention to 

supervision for project deliverables but importantly for the wellness of front line staff. 

Regular scheduling allows for pre planning and decreased chances of missed meetings (group & 

individual) on part of individual team members. We know lacking participation in group supervision can 

decrease the morale of entire staff teams. Missed days and/or general lack of engagement are very 

important aspects of supervision to monitor and recall during individual supervision and performance 

improvement plans- more on this below.  

2. Scheduling: As we learn about the personalities, needs and capabilities of our team members we 

must factor this into how we schedule. Above, we consider scheduling in terms of consistency but we 

must also consider it in terms of what people need from us- duration of supervision and needs/support 

vary from person to person. 

Variable to Success: Can participants identify how we feel after completing a staff supervision, both 

group and individual? Do/have some team members taken more from you, given less to the process or 

whatever they require leaves you feeling drained and often ‘done with the day!’ Facilitators should 

share their own experience with this to provide context.  

When we are familiar with common supervision practices from staff to staff we must schedule 

accordingly. For example, if you know staff #1 often requires 2.5 hours for supervision, struggles with 

determining their own problem solving techniques and asks a lot of your own expertise, it may not be in 

your best interest to schedule any high needs meetings directly before or after this supervision meeting. 

Ensuring we can be as intentional as possible in scheduling to meet our own wellness goals is crucial to 
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effective Leadership. We understand with work demands this can be difficult- the key is to enter into 

these processes as intentional and cognisant as possible to what these processes give and take from us 

as leaders.  

3. Locations: As mentioned above, days and times should be consistent and maintained as much as 

possible. However, locations of staff supervision can and should fluctuate as often as possible. There is 

no doubt, some conversations are best had in spaces you can guarantee are private, ie: an office in your 

organization. However, office space locations are not known to promote comfort and engagement. 

Oftentimes, office spaces can be identified as punitive and formal. Regular supervision practices should 

be identified as overally formal nor punitive. Angel Peluso (2019) identifies location of meetings as being 

a key determinant in building authentic relationships noting this affects “pride, ownership, 

communciation and professional development.” One strategy is to check in 48 hours before and ask 

what location for the meeting may benefit them the most. While commonly office located, group 

supervision can also include leaving the space for breaks and lunch.  

4. Staff Morale and Engagement: Regularity, consistency and scheduling with intention are examples of 

preparing for staff supervision practices that consider our own needs as leaders. Staff morale and 

engagement in the process is also key to achievement of client/participant outcomes and individual 

staff/team health. As mentioned, supervision should not be known as a punitive process however 

challenges with engagement can, and should, be discussed within performance improvement plans. 

Team members who attend to group supervision late or miss monthly sessions, do not participate in an 

equitable way or show interest in the process can greatly decrease the overall morale of staff teams.  

We know there are multiple reasons why individuals may struggle with engagement, we also consider 

the increased pressure it creates for leaders to assess and intervene quickly on these challenges for the 

betterment of individual, program and team health.  

Team members may:  

 Lack engagement because they have not been witness to the benefit of individual and group 

supervision practices; 

 Lack understanding of the steps, techniques and self awareness that often go into supervision 

processes; 

 Lack of engagement because their needs in supervision practices have not been consulted or 

considered; 

 Lack understanding as to why group/individual supervision has to happen in the first place? 

Have staff experienced supervision practices before?  

 Feel unheard when sharing their professional experiences; 

 Experience traumatic reactions when prompted regarding any lived experiences related to 

challenges experienced; 

 Experience symptoms of the compassion fatigue trajectory and are unable to engage in 

supervision processes at this time.  

Every point mentioned  above should be taken very seriously. Leaders and affected individual team 

members should intentionally enter into solutions focused conversations addressing short and medium 

term challenges in an effort to create long term success. It is important to note that all of the above 

mentioned points can signal stages of burnout and/or secondary trauma. When team members struggle 
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to engage, especially when struggles are not common behaviors, we must consider all elements and 

refrain from allowing any of our own frustrations regarding the environment/behaviors intersect with 

the situation.  

Authors of this curriculum highly acknowledge leaders can also be overwhelmed and balancing 

somewhere on the compassion fatigue trajectory- which will be discussed more below.  

Food/snacks should also be considered during individual and group supervision. This could include 

identifying a coffee shop to meet at or a restaurant for a meal. Group supervision practices are often all 

day (if they include general program/agency updates) and should include a meal.  

We understand the challenges of properly resourced programs that allow for reimbursement of staff 

food, however this is something to consider when/if you engage in resource and development practices 

as a Leader at your agency. Are there ways to build this into grant submissions so individuals can be 

reimbursed for offering this incentive to staff teams.  

Variable to Success: Ask participants if they have experienced challenges by offering food incentives 

during individual/team meetings. Does it become an expected offering? Do Leaders find it an 

additional step to organize? What if you programs don’t support reimbursement, what do we do 

then?  

A supportive engagement activity to begin group supervision is requesting individuals to check in and 

identify ‘what they bring to the room’, persay. Low and high levels of engagement can be related more 

to what exists in personal lives, or perhaps an incident that occurred directly before entering the 

supervision. Anything can intersect with our abilities to engage in daily processes and apart of moving 

toward increased individual and team wellness is normalizing how and when we discuss this. Examples 

of this could be, Today I bring to the room: 

 Tired feelings- I did not get a lot of sleep last night, I may be quieter this morning than usual; 

 A need to be here, I have a lot of client issues that I need to talk about; 

 A happiness to not be in the community and the ability to focus on something else; 

 Happiness to see everyone and be with you today; 

 An overwhelmed feeling, I’m not really feeling this today.  

While these are just examples, they may also realistic responses.  When introducing an activity like this 

it is important to ask team members to identify a feeling or state of being and any accommodations they 

may need.  

We acknowledge the level of commitment to self and team when reflecting on considerations regarding 

supervision planning. Preparing for success can decrease challenges experienced throughout the process 

and largely rely on the preparation of management. However, supervision and reflection processes are a 

reciprocal relationship that relies heavily on the preparation of individual staff members- this is 

discussed in more details in the next section. 
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Part VI: Strategies for Individual Supervision and Critical Group Reflection 

Various approaches to supervision exist that meet the multi faceted needs of team members and adult 

learners. When considering the needs of individuals on our teams it is important to remember adults 

often have diverse learning needs that intersect with their abilities to engage in supervision practices.  

Adults learners often: 

 Are self-directed individuals 

 Come to supervision with existing knowledge, experience, and opinions 

 Are goal-oriented 

 Want/Need relevant and task oriented support 

 Learn when they connect tasks to possible decreased challenges and efforts 

 Want to be and feel respected 

Most often, adult learners require time and space to draw their own conclusions and relate material 

back to their lived experiences, both personal and professional. Creating learning spaces that prioritize 

these principles increase learning outcomes and opportunities for ongoing relevance and application.  

There are three main forms of supervsion models that can be adapted to meet the changing needs of 

individual staff, teams and client populations.  

1. Developmental Model: A key focus in this model is constant state of growth individuals exist within. 

As individuals grow, so does the relationship between Leader and staff members. Individuals are often 

at a development stage within three levels: beginning, intermediate, 

and advanced. Typical development in  beginners would be 

dependent heavily on the Leader to assess and intervene directly on 

issues. Intermediate individuals would depend on Leaders for an 

understanding of difficult clients. Resistance and challenges to 

development may exist at this phase because individuals are 

investing in their own interventions. Advanced individuals seek 

consultation when it is appropriate, and feel responsible for their 

correct and incorrect decisions. Focusing on developmental stages of 

staff members allows Leaders to develop strategies for learning 

needs that promote ongoing learning that can be transferred to 

different environments.  

2. Integrated Models: Integrated models rely on combining various approaches into one. This can be 

very useful to program and supervision models that do not have fidelity standards or practices related to 

specific clinical interventions. Supervisors often fill primary roles depending on the required supports of 

staff: Teacher, Counselor or Colleague. The teaching role relies heavily on expertise and instruction on 

how, why and when to complete specific tasks. In relation to developmental models, this may be most 

applicable to the needs of beginner level staff members. For Integrated models however, all three roles 

can be integrated at anytime to any level of staff functioning or need. Counselor can be deployed during 

points of critical reflection when staff members need to identify personal challenges and lived 

experiences. Colleague type supervision could look more like a consultancy relationship between Leader 

Models of Clinical 

Supervision 

1. DEVELOPMENTAL 

MODELS 

2. INTEGRATED MODELS 

3. ORIENTATION SPECIFIC  
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and staff member. Each stage requires a Leader to be aware on what is best for the staff member and 

presenting needs of the client within the capacity of the program.  

3. Orientation-Specific Models: This model is specific to a certain approach or brand of clinical 

intervention. Methods that are orientation specific identify a specific model as being the superior 

intervention to the client challenges/environment/staff member needs. With this model, the focus is 

often on changing behaviors within a specific intervention model.  

To further the discussion on supervision models, this knowledge transfer recommends the model of self 

awareness and critical reflection put forward by Deborah Headley (RSW, CYCP) of Network for 

Therapeutic Alliance (NTA).  

Reflective Practice, Group Process:  

NTA’s method of processes focuses on 5 different phases of discussion.  

Staff members can engage in these steps during individual and group processes. For group processes, it 

is recommended 2-3 individuals present per group meeting. 

This model provides a step by step guide to reflection and 

presentation of areas staff members may require support. 

Consistent group supervision allows for dedicated team 

member support through the thematic and trending 

challenges that can often go overlooked. Critical reflection 

should not be solely about what we experience with clients. It 

is important staff members are promoted to look at the 

broader challenges experienced ie: program partners and 

collaborations, difficulties with program processes. To further 

explain the process, we will detail two examples and how the 

description of the primary challenge can be added 

to/modified. 

1. Description: Describe what has happened, occurred or what you have noticed. It is important to be as 

concise as possible and not intersect a large historical context within this section. Who is involved in the 

situation or scenario? 

 

Steps to Reflective 

Processes 

1. DESCRIPTION 

2. EXPERIENCE 

3. EVALUATION 

4. CRITICAL ANALYSIS 

5. INTERVENTION 

Description 

A.  I GO TO MONTHLY COLLABORATIVE MEETINGS WITH THREE OTHER ORGANIZATIONS WHO PROVIDE 

CLIENTS TO A 15 YEAR OLD, MALE CLIENT I AM WORKING WITH. AT THESE MEETINGS, THEY ARE RARELY 

PREPARED TO SPEAK TO PROGRESS AND BASICALLY AREN’T DOING ANYTHING.  

B. MY 17 YEAR OLD MALE CLIENT IS HIGHLY VIOLENCE INVOLVED AND WAS RECENTLY PICKED UP ON A NEW 

POSSESSION CHARGE. HE DOESN’T LISTEN TO ME AND NOTHING IS WORKING. 
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2. Experience: Describe the feelings, thoughts and reactions relevant to the description of the situation. 

What did/do you feel? What did/do you think? How did you react 

3. Evaluation: The evaluation 

component is a process to assess 

broader components of the 

situation.  

What went well? What have you 

connected to, understood or 

agree with and why?  

What was challenging. What may 

be confusing, unclear or 

something you disagree with and 

why?  

 

 

4. Critical Analysis: Individuals can get stuck on this step of the process. Often when we step back, 

unpack and simplify the challenges we experience we can better understand them for analysis. For this 

step, we must promote staff to look at their experiences from an uncomplicated lens- we do not need to 

overthink the challenges we experience- oftentimes we engage in overthinking in an effort to feel more 

heard and have our challenges validated more concretely. There is true benefit to unpacking our 

challenges and looking at things simply. This step focuses on two main areas of analysis:   Awareness & 

Client 

Awareness: What did you learn or understand differently about yourself based on this experience? Was 

this new, surprising or familiar to you?   

Experience  

A. I’M ANGRY THIS KEEPS HAPPENING AND I FEEL LIKE THEY THINK I’M JUST GOING TO DO ALL THE 

WORK. I’M WORRIED FOR MY CLIENT BECAUSE THINGS ARE NOT REALLY MOVING FORWARD.  

B. I FEEL LIKE I’M GOING TO GIVE UP. I WENT TO SEE HIM IN CELLS AND I WAS SUPER UPSET THIS 

HAPPENED. I KEEP THINKING IT DOESN’T MATTER WHAT ANYONE DOES, HE ISN’T FACING GOOD 

OUTCOMES AND HE DOESN’T WANT TO TRY. 

Evaluation  

A. I AM DOING WHAT I AM SUPPOSED TO BE DOING, HOLDING UP MY END 

OF THE AGREEMENTS WITH MY CLIENT AND PARTNERS BECAUSE I THINK 

HER GOALS ARE IMPORTANT. MY CLIENT IS GETTING MIXED MESSAGES 

ABOUT WHAT PEOPLE ARE DOING AND THEN SHE ASKS ME TO CLARIFY AND 

MAKE THINGS RIGHT BASICALLY. I DON’T UNDERSTAND WHY PEOPLE ARE 

DOING WHAT THEY SAY THEY WILL DO. 

B. HE CALLED ME AFTER HE WAS ARRESTED. HE TRUSTS ME, HIS MOTHER 

TRUSTS ME. IT’S CHALLENGING THIS KEEPS HAPPENING. I’M CONFUSED 

BECAUSE HE HAS A GREAT SUPPORT SYSTEM AND I DISAGREE WITH HIS 

CHOICES. IT DOESN’T MAKE SENSE TO ME. 

Critical Analysis: Awareness 

A. IT REMINDS ME OF MY OLD JOB AND HOW CLIENTS NEVER PROGRESSED; NO ONE SEEMED TO DO 

ANYTHING THERE EITHER. I HATED IT THERE AND THIS SITUATION REMINDS ME OF HOW I WAS TREATED. 

I FEEL SUPER DISRESPECTED AND TAKEN ADVANTAGE OF. 

B. I FEEL LIKE I DON’T KNOW WHAT I’M DOING. EVERYTHING THAT USED TO COME EASILY TO ME 

DOESN’T WITH THIS CLIENT. I’M SURPRISED I’M HAVING SUCH A HARD TIME. DOESN’T HE REALIZE HE 

COULD DIE, OR KILL SOMEONE ELSE 
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Client: What did you learn or understand differently about how you work with your client(s) based on  

this experience? Was this new, surprising or familiar to you? 

 

5. Intervention: What area do you require support with? Is this an area of knowledge, skill or the specific 

topic of the situation you have presented? Was this new, surprising, or familiar to you? Where do you 

need a hand? Choose an area listed above you are ready to work on directly. 

 

  

 

 

 

 

 

 

 

 

Critical Analysis: Client 

A. I KNOW WHAT I’M DOING WITH MY CLIENTS. I CAN DO THE WORK OF THE OTHER PARTNERS AS 

WELL IF I HAVE TO. I’M NOT SURPRISED I JUST WANT TO TAKE ALL OF THE WORK AND DO IT 

MYSELF INSTEAD OF DEAL WITH THESE PARTNERS ANYMORE. THIS IS OFTEN WHAT HAPPENED AT 

MY OLD JOB. 

B. I JUST WANT TO KNOW WHY HE KEEPS GETTING HIMSELF IN THESE SITUATIONS. I FEEL LIKE I’M 

ALWAYS CHASING THE ‘WHY’ AND WITHOUT IT I DON’T KNOW WHAT TO DO. IT’S SURPRISING TO 

ME I’VE HAVING THIS MUCH DIFFICULTY WITH THIS CLIENT, I DON’T FEEL LIKE IT’S ME OR HOW I DO 

THINGS. HE NEEDS TO FIGURE IT OUT AND LET ME KNOW HOW I CAN HELP HIM. 

Intervention  

A. I NEED SKILLS TO WORK THROUGH THIS 

SITUATION WITH THE PARTNERS. THEY THINK 

I AM GOING TO DO EVERYTHING AND THEY 

AREN’T DOING ANYTHING HELPFUL. I’M NOT 

SURPRISED BY THIS SITUATION. 

B. HE IS RESISTENT TO CHANGE AND I’M 

STUCK. 

Intervention 

A. HOW DO I DEAL WITH PARTNERS WHO AREN’T 

HOLDING UP THEIR AGREEMENTS TO OUR 

COLLABORATIVE AND THE CLIENT?  

B. HOW DO I MOVE PAST WHAT I WANT FOR HIM 

AND ACCEPT WHERE HE IS AT? 
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Part VII: Workplace Wellness, Compassion Fatigue Trajectory & Assessment 

Previous points in this knowledge exchange supports in various intersections of management. For 

example, we can consider how elements of effective case management, appropriate planning, location 

considerations and supervision models can allow Leaders to support the wellness outcomes of their staff 

and themselves- Healthy staff make for healthy Leaders and organizations making room for healthier 

outcomes for project participants and communities.  

Important points to consider when identifying the wellness outcomes of individuals staff and teams is 

increased knowledge of the stages of burnout, or the Compassion Fatigue Trajectory.  

Phases to consider are as follows:  

Zealot Phase: We are committed, involved, available, solving problems/making a difference, willingly go 

the “extra mile”, high enthusiasm, volunteers without being asked. 

Irritability Phase: We can begin to cut corners, begin to avoid clients/patients, begin to mock co-

workers and clients, begin to denigrate the people we serve, oversights, mistakes and lapses of 

concentration, start distancing ourselves from friends and coworkers. 

Withdrawal Phase: Enthusiasm turns sour, clients become irritants- instead of people we make 

complaints about our work life and our personal life, tired all the time, don’t want to talk about what we 

do. 

An important characteristic in the withdrawal phase is the combination of the personal and professional. 

While we do not promote Leaders to outwardly seek information regarding an individual’s person life, 

personal matters can come up in discussion, especially when individuals are experiencing challenges and 

balance. Leaders being interested in non professional elements of an individuals life is also an indicator 

of cohesion and effective relationship building. 

Zombie Phase: Our hopelessness turns to rage, we begin to hate people…any/all people, others appear 

incompetent or ignorant to us, we develop a real distain for our clients. 

Burnout Phase: Extreme circumstances. It describes anyone whose health is suffering or whose outlook 

on life has turned negative because of the impact or overload of their work. Signs and Symptoms have 

become chronic and physical illness has developed. Brief interventions no longer help. Psychological 

and/or medical assistance is necessary. 

Compassion Fatigue is best refered as “.. to the profound emotional and physical exhaustion that 

helping professionals and caregivers can develop over the course of their career as helpers. It is a 

gradual erosion of all the things that keep us connected to others in our caregiver role: our empathy, 

our hope, and of course our compassion- not only for others but also for ourselves.” (Mathieu, 2012) 

Compassion Fatigue Trajectory: Important Considerations 

 Signs and symptoms are very individual and innate to a person’s professional and lived 

experience. What is provided above are examples of what may be noticed (felt, seen, heard) by 

individuals as they move through the stages. 
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 The trajectory is not a linear process- individuals can move through phases in any direction, 

jump phases entirely and remain in a specific phase for any duration of time.  

 Interventions and support can be provided at any phase. Interventions vary and must meet the 

severity of the symptomology equally. This increases the importance of assessment and 

normalizing the narratives surrounding the trajectory amongst Leaders and staff teams.  

 It can be effective to include self compassion as an areas of emphasis when discussing the 

professional challenges we feel and our experiences at every phase of the trajectory. 

Compassion is mostly understood in relation to our abilities to understand and support ‘others’ 

through challenges- rarely is compassion turned inwards.  

 We can consider compassion fatigue as a result of constant movement across the trajectory for 

an extended period of time within a helper role.  

Variable to Success: There should be room for discussion at all points of the workplace wellness 

conversation. Facilitators are encouraged to engage in consistent check-ins with participants and 

request their own reflection on the trajectory, signs of symptoms and any professional/lived 

experiences they wish to share.  

It is especially important to reinforce we learn this material as a matter of ensuring we have practices 

to support staff teams AND because we do/can also live somewhere on the trajectory impacting our 

abilities to care for ourselves and others.  

There are important points to consider when thinking about our own wellness as professionals: 

• Most people have been compelled to this profession based on their personal histories and lived 

experiences- it is not often you will find a professional or community stakeholder that supports 

individuals who cannot identify a personal connection to why they chose this profession. 

• Compassion Satisfaction is the satisfaction we receive as individuals in doing the ‘work’. These 

are the experiences that keep us engaged in the profession and encourage our work as ‘helpers’. 

Struggling to identify the joy we derive, past and present, for our work as a ‘helper’ is a key indicator 

we may need support.   

Post Traumatic Growth and Maturation can be identified as the final stage in the Compassion 

Fatigue Trajectory. It is the deliberate act of identifying how our world view has changed; how have 

our relationships with others and ourselves changed? Growth often impacts our value systems and 

gratitude toward others, ourselves and the profession.  

How has this experience impacted you positively as helping professional- what have you learned? 

How can you deploy that learning into practice? 

How can you use this learning to stay healthy? 

Post Traumatic Growth “… does not discount the negative psychological experience of traumatic 

exposure but emphasized that, in addition to negatives, the experience can lead to an enhanced 

sense of meaning and purpose in life that promotes personal change and growth.” - Hyatt-

Burkhart, 2014. 

There are tools you can personally use that promote a connection to your physical, emotional, 

spiritual and mental wellness. These tools are provided as examples. If you determine you are not 
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experiencing optimal wellness we promote speaking with your own manager, trusted colleagues 

and/or friends and potentially an Employee Assistance Program for further support. Leaders are 

able to offer these tools to their staff, however we highly recommend Leaders are equipped to 

support the needs of staff based on their assessment score and identified symptoms. 

 GAD Assessment- Generalized Anxiety Scale: Short scale directly identifying potential 

experiences of anxiety; 

 Professional Quality of Life Scale: Formal assessment providing enhanced clarity on 

compassion satisfaction, burnout and secondary traumatic stress.  

 ACE Score (Adverse/Acute Childhood Experiences): We have been restricted to learning 

about ACE scores mostly in relation to individual clients and general populations. Knowing 

our ACE score gives a look into our potential risk factors and what we could be bringing into 

the work with us. The ACE test is highly personal and could be re traumatizing for 

individuals- while the questions are simple they do force us to recall potentially difficult 

childhood memories. Before taking the test or recommending it to another person share this 

possibility and put into place any necessary support. Leaders are not recommended to ask 

staff specifics of their answers; however we can inform staff they are free to share their 

‘number’. The higher the ACE score (out of 10) the increased chance we have experienced 

acute or adverse childhood experiences. The ACE score does not take into consideration 

historical experiences of supportive interventions and individual resiliency.  

 Wellness Gauge: The example wellness gauge for this knowledge exchange is provided by 

Caring Safely, created by Charlene Richard. A wellness gauge examines various aspects of 

our life (for example body, thoughts, mood, relationships, sleep, food) relational to varying 

degrees of wellness- from abundance to low. Often ‘working’ documents, individuals must 

engage in the process reflecting critically on their own actions and behaviors and the 

document can change over time.  

How we take care of ourselves in order to rest and recover is variable and very personal. Otherwise 

known as Self Care, we are often asked to speak about our actions/activities in fixed terms and we 

struggle to connect to self-care with the possibility it can change, it can be unsure and can be a 

difficult and painful process to connect to. Because of this, we enter into conversations about self-

care lightly, allowing individuals to self-direct their needs and determine supports that spark 

meaning and comfort. 
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Part IX: Conclusions and Closing 

As the knowledge transfer comes to a close, it is important for facilitators to draw the content to an end. 

This can be classified as ‘take home’ messages. Importantly, facilitators should discuss with the group 

their own ‘take home’ messages. Facilitators are encouraged to identify their own learning as the 

knowledge transfer takes place. Within a reciprocal learning environment, facilitators are in a position of 

learning and it is important this is communicated to the group.  

Prompts for facilitators to engage in this process are: 

1) What is something new you learned from the participants today?  

2) How did the material you presented change based on the feedback and discussions with 

participants? 

3) Was there an ‘ah-ha’ moment for you during today’s session? 

4) Is there something you would change about how you facilitate this material in the future based 

on today’s knowledge exchange? 

After facilitators have shared, encourage participants to share with the group what their ‘take home’ 

learning has been. Importantly, not all participants enjoy sharing; this is not a mandatory activity but 

an opportunity to share their feelings about the knowledge transfer.  

Some prompts for participants could be: 

1) Was there something specific that stood out for you? 

2) Do you envision making a change to the way you currently provide support to front line youth 

workers? How you engage in leadership practices? If yes, how?  

Thank Participants for attending this knowledge transfer event. It is also appropriate for facilitators 

to share an email address or other means of contact if participants have questions.  
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Part XI: Appendix 

Generalized Anxiety Scale 
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Professional Quality of Life Scale 
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Adverse/Acute Childhood Experience 
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Wellness Gauge 

 

 

 

 

 


