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Introduction: What is Peer Listening?

Peer Listening is a set of skills which we use to help friends, acquaintances and anyone who 
comes to us for help. We listen to their problems and concerns, help them explore their feelings 
and experiences, and help them develop a plan of action. Peer Listeners, then, are the people 
dedicated to learning and practicing these skills for the betterment of the Whitman College 
experience and the world wherever they go. 

To this end, Peer Listeners must be ever mindful of some important principles of Peer Listening:

EMPATHY
Empathy is the ability to understand someone and their point of view and to exhibit this 
understanding. Peer Listeners must ever be ready to lend their ears to people who, more often 
than not, just want to be understood. Peer Listeners must also be aware of the human tendency 
to involve ourselves in other people's problems and be able to maintain a distance. No Peer 
Listener, no matter how talented, can carry every one else's burdens upon themselves. Empathy 
means being able to understand; it does not mean that everyone else's pain becomes personal. 

GENUINENESS
Genuineness means acting naturally with the peer; your empathy and respect should be real. Be 
genuine in what you share and share what is genuine; faking interest or compassion is not 
genuine and is therefore disrespectful and shows a lack of empathy. 

RESPECT
People come to Peer Listeners to get a sense of validation for feelings they are having. They 
want to know that their problem is real. The peer's feelings, experiences and problems are 
REAL. If a Peer Listener cannot respect the problem, feelings or experience, then the Listener 
cannot effectively help the other person. In this case, the Peer Listener should refer the peer to 
someone else. If this happens, then the Listener should reflect on what made the problem 
difficult for them to respect. The Listener then should work on empathy for the problem. 

CONFIDENTIALITY
Confidentiality is an important value related to respect; whatever is told to the Peer Listener is 
never to be told to anyone else (except in certain circumstances- see page 19). This value must be 
communicated to the peer at all times in order for the peer to open up. Any violation of the 
principle of confidentiality will not be tolerated. Any Peer Listener who breaks confidentiality 
without sufficient grounds to do so (which are outlined on page 19) will be dismissed from the 
program. 
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Some Rules about Peer Listening

1. Take care of yourself!

Take time for your own emotional health, too! The problems your peer brings you are your 
peer's alone; you must have empathy, but that does not mean you make their problems your 
own! 

2. Know thyself!

Be aware of what you are feeling and how you are feeling. In order to be an effective listener, 
you must be aware of what you are bringing to the session. If you are upset, your peer will feel 
that emotion, and you will not be able to as effective a listener as you would like to be. 

3. Don't be afraid to reach out for help!

Being a Peer Listener doesn't make you invulnerable. You have emotions, problems and 
concerns just like everyone else, and sometimes you need some help. Talk to a counselor if you 
need to talk to someone. Go talk to another Peer Listener or to your co-coordinators; they're 
there to help, too!
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Section I
Basic Peer Listening Skills
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Body Language and Communication

As you speak with a person, not only are you sending them verbal messages through what you 
say, but you are also sending them nonverbal messages through your posture, facial expression, 
and voice. It is important that your non-verbal and your verbal messages coincide and support 
one another. Here is an acronym for you to remember some basic principles about body 
language:

ROLES

R:  Remain relatively RELAXED with your peer. 

O:  Have an OPEN posture; don't cross your arms and legs to obscure your torso. 

L: LEAN toward your peer at times (but not too much). 

E: Maintain good EYE contact, but don't stare. 

S: Face your peer SQUARELY. 

Your posture should be professional and relaxed. Being relaxed helps your peer feel at ease; if 
you are tense, they pick up on that. Reflect their comfort level, as well. Being too relaxed while 
they are tense will suggest a lack of interest on your part, while being too tense while they are 
relaxed will probably put them at unease. Always be aware of your posture. 

Nodding and being actively aware of your facial expressions also helps communicate your 
interest in their problem. Periodically saying "uh huh" also encourages the peer to continue 
talking. 

All of these skills are part of “active listening.” Communicate to your peer that you are 
listening!

It is important to avoid behaviors which communicate disinterest. Don't yawn, even if you want 
to. If you must, try to hide it as effectively as possible. Yawning will almost always be perceived 
as indicating your disinterest. Also avoid interrupting or staring intensely at your peer, as both 
are just rude and inhibit communication. 
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Effectively Using Questions

There are four types of questions which Peer Listeners use to get conversation going. Each type 
has its place in the Peer Listening repertoire and must be used wisely. 

1. Closed Questions: These types of questions can be answered with yes/no. These generally start 
with do/did, have, is, and won't. They generally slow the pace of conversation, but 
sometimes the peer will elaborate anyway. They can be used to gather a little more 
information or clarification and communicate that you are trying to understand the 
problem. 

2. Informational Questions: These are answered with direct information and generally start with 
when, where, and how (depending on the context). These require a little more 
elaboration from the peer than a closed question,  but they can be useful for 
communicating interest. Be careful not to overuse closed and informational questions; 
they can easily bog you down in details and lead you to nowhere. 

3. Open Questions: Open questions require the peer to elaborate on a response, requiring a lot 
more talking and explaining than informational and closed questions. They generally 
start with how, what, and could. These are very, very useful for getting the peer to talk 
and think about their problem, but be careful that you don't overuse open questions.

4. Feeling Questions: Feeling questions start with how and what and refer to what the peer is
feeling or felt during a situation, verbalizing emotions, feelings and values. The peer 
elaborates on what they are feeling or felt, leading the peer to reflect on their own 
response to the situation.  Review the feeling words in the appendix to this handbook to 
supplement your vocabulary of feeling words, which can help the Listener effectively 
understand how the peer felt or how he or she is feeling. 

Important Note: The use of the interrogative "why" is tricky. It often puts people on the 
defensive, forcing them to justify their action or perceptions. Rephrasing the question is 
frequently possible, i.e. "Why are you here?" versus "What brings you here?". 
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Paraphrasing

Paraphrasing is the restatement of what has already been said by the peer, but it also includes 
the insights of the Peer Listener. This seems simple, but paraphrasing is, after questions, one of 
the most important skills of the Peer Listener. Here are the uses of paraphrasing:

1. Verification of Perception
Ensures that the Listener really understands what the peer is saying. It is very useful if 
what has been said is confusing because it gives an opportunity for the peer to restate 
what they feel and also encourages the peer to elaborate on that point. 

2. Clarification
Paraphrasing can also be used to help see patterns and trends in thought and speech. The 
Peer Listener can use paraphrasing to bring together other things the peer has said and 
help provide a clearer picture of the situation. By using paraphrasing, the Peer Listener 
can help the peer understand their situation and thus help them to resolve their situation. 

3. Demonstration of Accurate Empathy
As stated before, empathy is a core value of the Peer Listeners. Paraphrasing proves that 
the Peer Listener is listening to and understanding the peer. It is a non-judgmental 
reflection and helps build trust between listener and peer. 

Some phrases which might be useful in paraphrasing are:
�zIn other words...
�zSo I hear you saying...
�z.... Is that right?
�zSounds like...
�zLet me see if I've got it right...
�zYou feel that...

Be careful to avoid, though, interpreting the situation. Interpreting the situation means that you 
analyze the situation for the peer and simply tell them what you think. Interpreting leaves them
without responsibility for their behavior, actions and situation but also makes you responsible 
for the peer. You may have insights into the situation, but, through paraphrasing and questions, 
try to lead the peer to make his or her own insights. It maximizes their responsibility for the 
situation and is fundamentally empowering. 
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Working with Feelings

Feelings are one of the first things the Peer Listener must deal with in sessions. Feelings are 
present; they cannot be dealt with at a later time because they exist in the here and now. Here are 
steps to dealing with feelings, and, because specificity in feelings is critical, consult the list of 
feelings in the appendix (pg 47) to get acquainted with more words for feelings beyond sad, 
happy and mad. 
Doctors D'Andrea and Salovey came up with this process for dealing with emotions:

1. Identify Feelings
A. Ask feeling questions

�zHow does that make you feel? 
�zHow do you feel?
�zWhat feelings does it bring up in you?

B. Paraphrase spoken feelings
�zSo, you are feeling _____, is that right?
�zSounds like you are really _____. 

2. Define and clarify feelings
A. Elicit feelings that accompany the one that is primarily expressed. 
B. Discover the individual's personal experience of a given feeling. What do they mean 

when they say "I feel _____?" 

3. Acknowledging the feelings
A. Assist your peer in taking responsibility for their feelings. Help them to 
own their feelings by saying "I am mad/happy/sad"

B. Reinforce your peer by stating their feelings in a direct, personal way, 
i.e. "You're angry". 

4. Deal with feelings
A. Relate thoughts to feelings. Connect experiences to feelings. 

B. Further express feelings. Find new words to define exactly what is 
being felt. 

C. Help your peer express "repressed" feelings through open-ended 
questions. 
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The First Meeting

The first meeting with a peer is crucial. A feeling of trust must exist at this point or this is the 
end of the road. The peer is probably a bit nervous about meeting and talking about something 
personal, so it is important to show non-judgment, sympathy, empathy, and your listening 
skills. 

Here are some things to do and things to avoid, especially in your first meeting.

DO:
�zBe honest, clear, and straightforward
�zBe willing to listen and empathize with feelings
�zBe tolerant
�zBe patient
�zOffer support
�zBe accepting
�zAcknowledge their competency
�zProvide client with all the necessary information
�zInvolve them in their own help
�zAcknowledge and validate anger
�zBe aware of how you express anger so you can help your peer see how they are expressing 

anger
�zActively listen
�zBe responsive

DON'T:
�zOverwhelm the peer with advice
�zLecture
�zDwell on failures- help them "improve" rather than going from "bad" to  "good"
�zForce decisions or choices
�zUndermine their right to decide for themselves
�zAssume. 
�zThreaten, attack, or use a demanding tone
�zAssume that you know what's best. It's their life, not yours. You are there to help them. 
�zTake their anger personally
�zRetreat from their anger

Emotional reactions and volatility are normal, necessary and productive. Start where the peer is 
and then work within their system or framework. 
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Section II
Problem Solving
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Problem Solving

The basic skills previously discussed mean nothing if there's no end in mind. The skills are used 
to help the peer solve their own problem, but that's no small task. Problem solving is probably 
the most difficult part of peer listening. 

Reminders for helping with problems:

1.All people have problems throughout their lives. Some are big, some are small. 

2.We each own our own problems and are responsible for our actions. No one can solve our 
problems for us. 

3.When you take over someone else's problems and give them a solution, the person learns 
nothing. They haven't learned how they can approach the problem, and they have learned 
no useful skills. Although it may seem a relief to solve someone's problems, the peer then 
relies on you to help them all the time. Rescuing the world only makes the world rely on 
you. 

4.When someone talks to you about a problem, listento what they are asking for. They 
might just be asking you to listen. Not everyone is looking for help in solving a problem. 

5.Believe in people! 

Steps to problem solving

1.Look at past coping attempts. What has worked in the past? What has been tried so far? 
Try to determine what would be effective and why.

2.Determine what resources your peer has access to. Help identify their external and internal 
resources. 

3.Check the placement of responsibility. Make sure both of you are aware that you are there 
to help develop solutions, not to solve their problems for them. 

4.Have your peer explore the options. Once options are labeled, have your peer list the 
advantages and disadvantages of each one. 

5.Plan. Help you peer develop a concrete plan of action and implementation. 

6.Explore possible failure. What will your peer do if the plan does not work or has different 
outcomes? 
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7.Make referrals. If other resources are needed, provide them to your peer. See page 34 for 
some campus resources. 

8.Encourage your peer to talk with you again; a check-up afterwards expresses that you care, 
and it offers the peer the chance to evaluate their plan of action. 

Helping people with decision making

It is your responsibility to help the person find their own solution. You do not give advice or tell 
them what to do. Use this decision-making model with the question strategies you have learned 
to help the peer come to their own decision.

Following each section are some questions which might help you to complete each step of the 
decision-making process. 

Identify the Problem :  Help the peer to clearly articulate their problem.

Examples: What's the problem?
How do you want this situation to change?
So what's bothering you is...

Information :  Help the peer to look at current methods and strategies they have used to handle 
their problem and to evaluate the success/usefulness of those methods. 

Examples: What have you tried already?
What are you thinking about doing?
Have you ever been in this situation before? 

What did you do?

Alternatives :  Help the peer to look at their problem again, trying to see new strategies and 
resources to use to handle their problem. 

Examples: What else do you think you could do?
Could anyone else help you with this?
What have others you've talked to suggested?

Consequences: Help the peer to examine their alternatives to see what will result from their 
plan of action. Examine both positive and negative consequences. The peer needs to 
make an informed decision, and it is your responsibility to help the peer to see all 
aspects of the situation. 

Examples: What do you think would happen if you...
What might keep you from trying ... 
What would other people say/do if you did that?
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What do you see that's good about that idea?
What do you see that's bad about that idea?
What might happen in the long run?
What else might happen? 

Factors: Now you need to help the peer to evaluate their plan(s) of action in the light of the 
consequences. This is the stage where the peer makes a decision about what to do to 
handle their problem. 

Examples: What do you think feels best?
What do you think you should do?
What are other people telling you to do?
What would you be comfortable trying?
How are you feeling about this plan?

Action : Help the peer to make a firm plan to carry out their chosen plan of action. 

Examples: Can I help you to do ...?
When do you think you'll try this?
I'd like to check back with you to see how 

you're doing. Is that okay?

Feedback: When you talk to the peer again, try to help them re-evaluate their plan of action. 

Examples: What worked?
What did not work?
What can you do differently to make the plan go better?
Do you feel satisfied with the outcome? 
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When to Refer

Sometimes it is necessary to refer a peer to another resource on campus. A referral does not 
mean you haven't been successful as a Peer Listener; it means that the situation needs the 
expertise of someone else. Getting someone to the appropriate help is very important and is a 
critical part of the helping process. 

It is time to refer when:

1.Nothing is happening. The peer comes in with the same problem or situation time after 
time. 

2.The person is experiencing pain and it is getting worse.

3.You feel an incredible urge to solve the peer's problem for them. You feel that you have to 
fix it right now and feel scared to let the peer solve it for him or herself. 

4.You feel helpless or trapped in the situation. You may experience this in many forms, such 
as tension in your stomach or muscles, headaches, or anxiousness that you can't attach to 
any of your own problems or experiences. 

5.The peer doesn't make sense to you. He or she may:
�zmake impossible plans
�zexhibit wild and bizarre behavior
�zhear/see things you don't hear/see
�zhas boundless energy that could end up hurting someone (including him or herself)
�zhas no future orientation at all
�zis unwilling to make plans or commitments, no matter how small
�zhas little if any contact with others
�zmentions suicide, no matter whether it is clear or vague

Referral Guidelines:
1.Refer to a person, not a place.
2.Have the person make his/her own appointment whenever possible.
3.Check back with the person to see if he/she followed through with the referral. If he/she 
did, also check to see what their experience was like. 

IMPORTANT: In the Appendix is a list of campus resources. USE IT!
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Section III
Important Issues

Confidentiality
Suicide

Depression
Rape and Sexual Misconduct

Eating Disorders
Normal Reactions to Loss, Injury and Catastrophe
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Confidentiality

There is an understanding between the Peer Listener and the person he/she is working with 
that their conversation is important to both and that what is said is to be kept between them. 
Confidentiality is part of this understanding, allowing the peer to be confident that "what is said 
here, stays here."

Here are guidelines to working with confidentiality:

1.Always Be Honest. If put in a situation where the other person says, "You have to promise 
not to tell anyway," do not make that promise but tell the person why you cannot. 

2.If you need to tell someone, only tell a trained professional. You should only break 
confidence by talking to someone qualified to make decisions that are too risky for a Peer 
Listener. Trust the professionalism of that person. DO NOT TELL OTHER PEER 
LISTENERS, or do so only in a hypothetical sense, or without using names or identifying 
details.

3.If another person tries to tell you about a confidential conversation, STOP THEM. In a 
gentle way, remind them that they should either keep it confidential or talk with a 
professional on campus. If that person simply wants to debrief after a session, ask them not 
to use names or other identifying details, but do listen to each other. 

4.If you are going to tell someone about a confidential conversation, let the person know. 
The only time that you would ever break confidentiality is when you have a legitimate 
reason, and, if you explain these, the other person should understand your reasoning. Before 
you act, make sure that they understand that you have a responsibility to their health and 
safety as well as yours. 

We take very seriously any breaches of this confidence. Any Listener who breaks this 
confidence will immediately face discipline, which may include reprimand from the Peer 
Listening leaders and/or advisor or dismissal from the Peer Listening program. 

However, there are times when you must break confidentiality because it involves someone's 
safety. These situations are discussed in the next section, "Conditions in Which You Are 
Compelled to Break Confidentiality." 
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Conditions in Which You Are Compelled to Break Confidentiality

CHILD ABUSE

Child abuse must be reported. If a peer confides in you that they are/were abused, or that a 
sibling or friend is in an abuse situation, you are obligated to report this to one of the Peer 
Listening leaders or an advisor. They will help you to report it to the authorities. If the other 
person was abused, but now is over 18, you are not compelled to report it; however, you are 
compelled to report abuse of a sibling who is not of legal age. 

POSSIBLE HARM TO OTHERS

If your peer is likely to hurt another individual you should contact the authorities (such as 
security and the Dean of Students) along with Rich Jacks, director of the Counseling Center. 
You should also inform the co-coordinators and Peer Listener Advisor so you have a chance to 
talk about your feelings. 

SUICIDE

If your peer is contemplating suicide, it is imperative that you intervene. Again it is in a 
situation like this that the Peer Listening leaders or advisor might be helpful. Also see the 
section on suicide. (For other harm to self, i.e. cutting, try as best you can to help the peer in that 
situation. If it is too much for you to handle, please refer them to the Counseling Center)

In all other instances, as a Peer Listener, you are to keep any other interactions to yourself. This 
includes what you say to your peer, not just what they confide in you. Your peer trusts you, and 
you need to live up to that trust. Below is the Whitman Peer Listeners Confidentiality 
Statement:

The Whitman Peer Listeners are a confidential service available to the Whitman campus. Matters 
discussed with a trained Peer Listener will not leave the office unless the Listener feels that the peer may 

harm himself or others. In that circumstance, the Listener is compelled by state law to report the matter to 
a trained professional. 

Students who visit the Peer Listeners and seek help with a problem are encouraged to return to the Peer 
Listener and let him or her know how the situation was resolved or has progressed; however, the student 

is not compelled to do so, and the student's decision will be respected. 
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Suicide

The problem of suicide includes: serious suicidal thoughts or threats and attempts to commit 
suicide. As a Peer Listener you might be in a position to help stop a person who is considering 
suicide and to recognize those who are thinking about it. Most suicides and attempts are 
reactions to intense feelings of loneliness, worthlessness, helplessness, and depression. Anyone 
who threatens or attempts suicide is often trying to express these feelings and asking for help in 
dealing with them. If you can help them deal with these feelings and problems, suicides can be 
prevented. 

Most people who commit suicide give clues to their intentions. Be alert for these danger signals! 
Previous attempts may mean that the person is a high risk to try again. 

Myths and Facts:

Myth : People who talk about suicide don't commit suicide. 
Fact: Four out of five people who commit suicide have previously voiced their intention to do 

so. 

Myth : You must never say the word 'suicide' to people you suspect may be suicidal.
Fact: Facing them with the word will not affect their decision one way or another. If a person is 

not suicidal, talking about suicide will not put the idea into his/her head. If he/she is 
suicidal, it gives him/her permission to talk about it. 

Myth : Suicidal people are fully intent on dying. 
Fact: Most suicidal people are undecided about living or dying. They gamble with death, 

leaving it to others to save them. 

Use the acronym SLAP as a guide for dealing with suicidal persons:

S: Specificity- How detailed the plan is. 
L: Lethality- How lethal is the plan?
A: Availability- How easy is it to obtain the tools they plan to use.
P: Proximity of helping resources- What support system exists for them?
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Warning Signs of Suicide
Threats of suicide

�zOpen threats
�zMentioning mysterious 'long trips' or saying they'll be gone for a while without 
talking about a vacation with some concrete details. 

Feelings of hopelessness
�z"I can't do this anymore"
�zI can't take this anymore"

Change in personality or typical behavior
�zSleeplessness
�zLost or gained weight, appetite or sexual drive
�zTendency to withdraw

Depressed mood
�zLethargy, apathy, sadness
�zAnxiety
�zDecline in interest in work and people

Being alone/keeping to themselves
�z"I just don't want to be around anyone"
�zDoes not engage in conversation. If a friend or acquaintance has broken off contact 
with friends, don't be afraid to ask them how they're feeling.  

Having a plan
�zHaving thoughts of how they might want to die/kill themselves

Putting things in order
�zWriting a letter
�zGiving away personal possessions

Abnormal or obsessive attraction to the topic of death
�zChecking out books about death
�zTalking about death
�zListening to music about death

Feelings of worthlessness or abnormal amounts of guilt
�z"I deserve to fail my test"
�z"It's all my fault"

Decrease in personal care
�zNeglecting to eat
�zLack of sleep
�zNo concern for personal appearance

Decreasing the value of life
�zReckless behavior
�zNot caring about how things impact themselves
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The following are some statistics and facts regarding suicide. 

Age
�zThe older the person, the higher the risk, with the exception that adolescents tend to 
be at higher risk.

Sex
�zOver 70% of successful suicides are by men; over 70% of all attempts are by women.

Marital/Relationship status
�zRate of suicide is higher for single people

Physical Illness
�zRecent poor health increases the risk. 

Recent Loss or Threat of Loss
�zPersonal loss, loss of employment or of a significant relationship all increase risk. A 
time of bereavement increases the risk.

Depression
�zLack of energy, isolation, lost interest in previously enjoyed activities are signs of 
increased risk. There are two types of depression:

�c Reaction, which is a result of recent loss and is therefore normal to a point. 
�c Endogenous, long-standing and/or not a result of some identifiable event.

Unexplained change in behavior
�zWhen an individual seems to show uncharacteristic change from happiness to 
depression or vice versa there is increased risk; 'unexplained' and 'change' are key 
words that increase risk. 

Isolation
�zPsychological isolation as well as physical isolation increases risk. The person who is 
a 'loner' or feels very alone is at risk. 

Suicidal History
�zHas this person attempted suicide before? Were the methods truly lethal? How did 
people important to the person react? Was there therapy after? Does the family have a 
history of suicide? 

Domestic Difficulties
�zEither on campus or back at home, instability of relationships increases risk.

Alcohol or Drug Use
�zDepressants and hallucinogens increase risk.
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Suggested Approach
Beware of over-simplifying and jumping to conclusions. Even if there is no conclusive 
indication that a person is suicidal, you should still watch carefully for warning signals. In the 
final analysis, it is better to be overly concerned when it comes to the life of another and to seek 
help in confronting them. 

Everyone has normal mood swings in which they occasionally feel sad. But when that mood 
lingers for more than two weeks, serious depression could be setting in. 

IF YOU BELIEVE THAT SOMEONE MAY BE SUICIDAL:
�zGive active emotional support.
�zBe accepting, non-judgmental, warm and concerned.
�zShow that you take the person's feelings seriously and wish to help.
�zListen to him or her and ask concerned questions.
�zExplain that with help and support, he or she can recover.

DO NOT "BEAT AROUND THE BUSH":
�zAsk them directly if they are considering suicide. 
�zTry to find out how much planning they've done in order to determine how serious they 
are about this decision. By asking this you are not giving them any new ideas, and it will 
give you a good sense of where the person is. 
�zDo they have a timeline?
�zDo they have a lethal means ready at hand?

�c Pills or weapon in possession
�zHow detailed is their plan?

IF THEIR PLAN IS DETAILED AND PREPARED:
�zStay with the person; if you feel that they could do harm to themselves, do not leave them 
alone. 

IF YOU FEEL UNCERTAIN THAT AN INDIVIDUAL IS SAFE:
�zDuring the business day, call the Counseling Center x5195
�zAfter the business day, call Rich Jacks 529-5377 (Don't hesitate to call at any time!) 
�zHealth Center at x5281 or Security at x5777. 
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REGARDLESS OF HOW PREPARED THEIR PLAN IS, GO THROUGH THE FOLLOWING:

IDENTIFY OTHER SUPPORT IN HIS OR HER LIFE:
�zConsider sitting down and making a list, with phone numbers, of people the person can 
turn to when feeling down. 
�zMake sure they know the campus resources:

�c Counseling Center x5195- Remember that it is not hard to get someone in quickly. Call 
in the morning and schedule an appointment during the walk-in/urgent hour.
�c Health Center, x5281.

REFER:
�zClarify that you believe that they need support and that you cannot provide professional 
support. 
�zSuicidal tendencies should NOT be kept as confidential secrets.
�zLet them know that they have the choice of approaching professional help or you will do it 
for them. 

PLAN FOR THE FUTURE:
�zAssess the problem
�zBrainstorm alternatives
�zConsider consequences of each
�zIdentify specific alternatives
�zDetermine a timetable, etc. 

HELP STRUCTURE THEIR TIME:
�zEncourage him or her to do things with friends. 

SEEK ASSISTANCE AND INFORMATION:
�zUse the resources available! You're not on your own!

SOME DOs and DON'Ts:
�zDO show you care.
�zDO be honest.
�zDO listen.
�zDO get help.
�zDON'T ignore/minimize suicidal talk.
�zDON'T make moral judgments.
�zDON'T offer easy solutions.
�zDON'T keep it secret (you are COMPELLED to break confidentiality).
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Depression

Depression is a psychological and/or physiological condition characterized by the persistent 
feeling of frustration and discouragement, sadness, dejection, or hopelessness. 

Depression can be linked with suicide, but depression does not necessarily entail suicidal 
ideation; they are distinct. 

Depression is an illness that can affect a person's body as well as their mind. It often leads to 
withdrawal from people and activities and a loss of pleasure and enjoyment of life. It's 
associated with feelings of sadness, disappointment, or loneliness and can involve physical 
discomfort. Most everyone will feel down from time to time. It's a natural reaction to stress and 
tension. However, when these feelings are severe or prolonged, they may be the result of 
depression, a disorder that calls for professional help. If this occurs, one or more of the 
following factors may be involved:

�zBrain Chemistry: Shortages or imbalances of certain chemicals in the brain may play a role 
in some cases of depression.

�zLife Changes: Both negative and positive events can trigger depression. Examples include 
the death of a loved one, being denied a well-deserved promotion, a move a divorce. 

�zAlcohol and Other Drugs: Excessive use of alcohol or other drugs can lead to or worsen 
depression in some people. 

�zFamily History: The tendency to suffer from depression may be inherited. 

�zIllness: People who are suffering from a sickness, allergy, or who have bad health may 
become depressed. 

�zMedication: Certain drugs alone or in combination can have side effects much like the 
symptoms of depression. 

Signs of Depression:
�zWithdrawal
�zMissing significant amounts of work or school time
�zLack of energy
�zInability to concentrate
�zDisturbances in sleep or appetite. 

Symptoms that might be experienced by the depressed person:

Changes in Behavior and Attitude
�zGeneral slowing down
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�zNeglect of responsibilities and appearance
�zPoor memory
�zInability to concentrate
�zIrritability; complaints about trivial matters

Physical Complaints
�zSleep disturbances such as early morning waking, sleeping too much, insomnia
�zChronic fatigue, lack of energy
�zLoss of appetite or weight gain
�zUnexplained headaches, backaches, similar complaints
�zDigestive upsets: Stomach pain, nausea, indigestion, changes in bowel habits

Different Feelings and Perceptions
�zEmotional flatness or emptiness
�zInability to find pleasure in anything
�zHopelessness
�zLoss of sexual desire
�zLoss of warm feelings for family and friendship
�zExaggerated self-blame or guilt
�zLoss of self-esteem
�zSuicidal thoughts or actions

Four Main Types of Depression

Major Depression:
Major depression is often a sudden occurrence that is triggered by a loss, crisis, or big 

change in one's life. It is severe enough to interfere with normal functioning and can often 
continue for months or years if not treated. It is possible for a person to have only one episode 
of major depression. However, it is more common for the episodes to repeat several times 
during the person's life or to be long lasting. 

Dysthymia
Dysthymia is an illness that is a chronic state of mild depression. People with this illness 

often feel 'down' much of the time. They may function fairly well on a daily basis, but over time 
their work and relationships suffer. Fortunately, dysthmia can be successfully treated. 

Bipolar Disorder
Someone suffering from bipolar disorder alternates between periods of depression and 

periods of mania, a frantic high. Symptoms of mania include insomnia, overconfidence, racing 
thoughts, 'wild' behavior and/or thoughts, and greatly increased energy. The mood changes 
can be sudden but are usually gradual. 

Cyclothymic Disorder
Cyclothymic Disorder is a chronic condition defined by a fluctuating mood disturbance 
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that includes periods of hypomanic symptoms and periods of depressive symptoms. Both the 
depressive and hypomanic symptoms do not meet criteria for Major Depressive Disorder or 
Manic Episode. Someone with this disorder will often be labeled as moody, temperamental, 
inconsistent, unpredictable, or unreliable. This disorder leads to distress and/or impairment in 
social and occupational settings as well as in other important areas of one’s life. 

Seasonal Affective Disorder
SAD is a depression that may result from changes in the season. Most cases begin in the 

fall and winter. The Counseling Center has a high-wattage, full-spectrum lamp that can be very 
helpful for students who have SAD. 

Suggested Approach

�zApproach the situation with an ethic of care and concern. 
�zAsk open-ended questions about how they feel they are doing. 
�zGently bring up some specific clues that have caused you to worry about their state of 
being. 
�zDo not be afraid to ask, "Do you think you are depressed?"

�c Be prepared for shock and dismay. Most cases of depression probably go untreated 
simply because the person does not realize that he or she is depressed. You might even 
consider showing them this handbook as a way of encouraging them to start to evaluate 
whether or not they may be clinically depressed. 

�zEncourage them to go to the Counseling Center which has a lot of resources available for 
treating depression. 
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Acquaintance Rape and Sexual Misconduct

Acquaintance Rape: Rape is sexual intercourse or sexual contact without mutual consent. When 
this takes place between people who know each other, it is called acquaintance rape.

Sexual Misconduct: Whitman defines sexual misconduct as: unwanted sexual activity, actual or 
attempted, such as touching, attempted disrobing, or coerced physical contact, and threats 
designed to force sexual activity, is a violation of College policy. Sexual penetration resulting 
from force or threat of force when one of the involved parties does not freely consent to sexual 
activity is a violation of College policy. Penetration is understood to include intrusion into any 
orifice or opening of the body. Force or threat of force includes physical force as well as any 
type of coercion. (From the Student Handbook). 

RAPE AND ACQUAINTANCE RAPE

Acquaintance rape occurs more frequently than other types of rape. Most rapes are preceded by 
casual or friendly interaction. Twenty-five percent of women have been raped by the age of 24. 
Statistics for rape among men are nowhere near as high, but a man can be raped as well. Rape is 
not just a heterosexual occurrence; however, statistics indicate that rape is more prevalent 
between a man and a woman, with the woman being the most common victim. Nothing a man 
or woman does justifies rape; it is always wrong and always a crime regardless of the conditions 
of the rape. Rape is typically an expression of power and/or anger rather than a desire for 
sexual fulfillment. 

It is rape if:
�zNO is said. No means NO. The absence of NO does not mean YES. All partners involved in 
any sexual activity must be willing and give consent. 
�zSomeone says no during sexual activity but the other person continues having sex with that 
person. Sex is never a contract; no one owes anyone anything in sex. Consent is an ongoing 
thing. 
�zSomeone is in an altered state of mind or is too drunk to understand what's going on or 
give consent. A good rule is that if alcohol's involved, the answer is no. Consent requires a 
clear state of mind for all parties; if someone's drunk, that person can't give consent. 
�zCoercion or threats are used. A 'yes' under duress means NO. Threats can include threats of 
physical harm to the party or others, of slander, of grades or academic penalty, or of 
emotional harm. 

This is not an exhaustive list, but any threat invalidates what seems to be consent.  Rape victims 
and victims of sexual assault will often feel fear, confusion, and guilt after the incident. They 
may even be reluctant to admit that they have been raped or assaulted, Often victims will 
pretend it never happened because if they try to ignore it, then they often succeed in convincing 
themselves that it never happened. The feelings, however, will probably not disappear. They 
may express themselves in dreams and/or flashbacks, and can lead to difficulty in relating to 
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and /or trusting anyone again. Often a victim of rape or sexual assault will have difficulty 
focusing on academics because the other issues will weigh heavily on his or her mind. 

Some things to consider if a person or friend of yours tells you they have been raped or sexually 
mistreated:

She/He may be afraid of:
�z Being alone
�z Crowds
�z Men
�z Women
�z Anything that reminds him/her of the rapist
�z The reactions from people he/she cares about

She/he may have feelings of:
�z Guilt
�z Confusion
�z Helplessness
�z Shame
�z Humiliation
�z Anger and outrage

She/he may have difficulty:
�z Relating to others
�z Expressing affection
�z Redefining her/his sexuality

SUGGESTED APPROACH
Provide a safe space and offer emotional support.
�z Do they want a best friend or parent to be called to be with them?
�z     Where do they feel safest?

Inform the survivor about the limits of confidentiality
�z This is not a situation that you should handle on your own. Inform the other person that you 

will have to report the incident to the Counseling Center, and encourage them to go and 
speak with the counselors directly. 

Listen and Be Supportive
�z You are not a prosecutor or investigator, even though you want very much to right the 

wrong. 
�z     Do not ask questions that suggest that you are more interested in the details of the scene of 

misconduct than the survivor’s feelings and needs.

Fill out a Sexual Misconduct Report Form
�z Request that the survivor record their story by helping you fill out a Sexual Misconduct 
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Report Form
�z Use the “Purposes of the Sexual Misconduct Incident Report Form” (on the back of the 

form) to help them understand the purpose of the form, and why filling it out is a good 
idea. 

�z Ask them to include specific details like: who, what, where, when, how , and to quote 
conversation/comments if applicable. 

�z Make it clear that their name does not have to appear on the form if they do not yet feel 
comfortable including it, but that it would be best if the form was turned in.

�z Encourage the person to consider making an appointment to speak with the Sexual 
Misconduct Response Coordinator (Barbara Maxwell). 

Help the Person Secure Appropriate Professional Attention
�z Encourage him/her to seek medical care for possible physical injuries, sexually transmitted 

infections, HIV, pregnancy, and evidence collection.
�z Health Center (24 hours, x5281)
�z St. Mary’s Hospital Emergency Room (24 hours) 525-3320. Please note that, as St. Mary's is 

a Roman Catholic hospital, it probably does not dispense emergency contraception. 
�z Walla Walla General Hospital Emergency Room (24 hours) 527-8264
�z Planned Parenthood (Monday through Thursday business hours) 529-3570 
�z Suggest to the survivor that they should not shower before they visit the Health Center. This 

will aid the nurses there in collecting evidence. 
�z Remember to take extra clothes to change into after the hospital visit.

Encourage him/her to seek further, professional emotional care.
�z Counseling Center (x5195).
�z Rich Jacks, at home for emergencies (529-5377). 
�z Community Abuse and Assault Center, 366 Chase Street, 529-3377 (24 hour number). 
�z YWCA Sexual Assault Center (24 hour confidential crisis services), 529-9922
�z Columbia County Services, Sexual Assault 1-888-382-4039

Provide some contact information for legal contacts if they want it.
�z Whitman Security (24 hours) x5777
�z Walla Walla Police, 527-4434

Ensure that the Person has a safe and comfortable place to stay
�z Would they like to stay at the Health Center?
�z Who do they want with them?
�z Further options can be found by contacting the Dean of Students. 

Educate them about Whitman’s options
Inform them that the College does have a disciplinary hearing process for matters of sexual 
misconduct, and the details of this process can be confidentially discussed with the Dean of 
Students or the Judicial Coordinator without filing charges. 
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Eating Disorders

What is an Eating Disorder? 1

Anorexia Nervosa is characterized by restricted eating and refusal to maintain normal body 
weight; persistent fear of being fat; feeling fat when one is not; absent or erratic menstrual cycles 
in females. 

Bulimia Nervosa occurs when there are recurrent episodes of binge eating and a feeling of lack of 
control over eating; regular use of self-induced vomiting, laxatives, diuretics, fasting, or exercise 
to prevent weight gain; persistent over-concern with weight.

Eating disorders are often associated with high achievement orientation and perfectionism, a 
need for control, poor self-esteem, and feelings of shame. The person (male or female) may 
become depressed or suicidal. The causes are still unclear, but are probably complex and 
multiple, including psychological, biological and social factors. Without treatment, eating 
disorders can become chronic and progressive and may threaten life and health. 

Most likely someone will come to you to express their concern that a friend has an eating 
disorder; deal with the peer's feelings first! You are not an investigator seeking evidence that 
their friend has an eating disorder. The peer is there to express their feelings and concern for a 
friend. Use questions and problem-solving skills to help the peer in front of you so they can 
help their friend. 

The following is not what you should use if you need to talk to someone about an eating 
disorder; we recommend using feeling questions and problem solving skills. We provide this as 
food for thought. 

What Can I Do?2

If you and others have observed behaviors in your friend or roommate that are suggestive of an 
eating disorder, you are in a position to help. 

�z     Make a plan to approach the person in a private place when there is no immediate stress 
and time to talk. 

�z     Present in a caring but straightforward way what you have observed and what your 
concerns are. Tell her or him that you are worried and want to help.

�z     Give the person time to talk and encourage them to verbalize feelings. Ask clarifying 
questions. Listen carefully; accept what is said in a non-judgmental manner. 

�z Do not argue about whether there is or is not a problem-- power struggles are not helpful. 

                                                
1 Section taken from “How To Help A Friend With An Eating Disorder” by Dr. Marcia Herrin.
2 Ibid. 
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Perhaps you can say, “I hear what you are saying and I hope you are right that this is not a 
problem. But I am still very worried about what I have seen and heard, and that is not going 
to go away.”
�z     Provide information about resources for treatment. Offer to go with the person and 

wait while they have their first appointment with a counselor, physician or nutritionist. 
Ask them to consider going for one more appointment before they make a decision about 
ongoing treatment. 

�z     If you are concerned that the eating disorder is severe or life threatening, enlist the 
help of a counseling staff member, or a relative, friend or roommate of the person before 
you intervene. Present a united and supportive front with others. 

�z     If the person denies the problem, becomes angry, or refuses treatment, understand that 
this is often part of the illness. Besides, they have a right to refuse treatment (unless their 
life is in danger). You may feel helpless, angry, and  frustrated with them. You might 
say, “I know you can refuse to go for help, but that will not stop me from worrying about 
you or caring about you. I may bring this up again to you later, and maybe we can talk 
more about it then.” Follow through on that-- and on any other promise you make. 

�z     Do not try to be a hero or rescuer; you will probably be resented. If you do the best you 
can to help on several occasions and the person does not accept it, stop. Remind yourself 
you have done all that it is reasonable to do. Eating disorders are stubborn problems, and 
treatment is most effective when the person is truly ready for it. You may have planted a 
seed that helps them get ready. 

�z     Eating disorders are usually not emergency situations. But if the person is suicidal or 
otherwise in serious danger, GET PROFESSIONAL HELP IMMEDIATELY. 

Possible overt signs of an eating disorder3

1.Unusual redness and puffiness around the eyes caused by purging, binge eating and 
overeating. 

2.Irritation and swelling of the salivary glands in the neck, caused by purging, binging and 
overeating.

3.Poor dental hygiene, bad breath, dryness of the mouth area and cracked lips, caused by 
purging and the inability to replenish the body with liquids, resulting in dehydration. 

4.Abnormal sleeping patterns. 

5.Erratic or absent menstrual cycles.

6.Coldness or numbness, even in warm temperature. (Poor circulation and menstrual arrest 
result when the body slows its metabolism and enters the starvation mode.)
                                                
3 Taken verbatim from the document of the same title by Capital Region Association for Eating 

Disorders, Albany, New York.
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7.Hyperactivity.

8.Sudden weight loss not due to illness.

9.Obsessive tendencies concerning body weight: overtraining, denying feelings of hunger, 
constantly weighing oneself, etc. 

10.Refusal to eat meals with family or friends. 
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Normal Reactions to Loss, Injury and Catastrophe4

Over a period of time you may have one or all of the following reactions:

Physical Reactions:
Fatigue, inability to sleep, sleeping too much, exhaustion, changes in appetite, digestive 
disturbances, feeling numb, crying, need for comfort. 

Behavioral Reactions:
Hyperactivity, poor concentration, inability to attach importance to anything but this event, 
flashbacks, nightmares, recurrent dreams, inability to remember, refusing to talk, feeling one 
should not cry, startle reactions while awake or asleep, wanting to be alone, wanting to just sit, 
or just stare. 

Psychological Reactions:
Feelings of fear, guilt, helplessness; feeling one cannot stop crying; anger, which may cause 
outbursts and the blaming of others; frustration with rescue workers, the bureaucracy, anyone 
who tries to help; violent fantasies; anxiety; depression; amnesia; thinking no one can ever 
understand, no one can ever help; blaming oneself. 

These are all NORMAL reactions and, although painful, are part of the healing process. There’s 
not a lot anyone can do to make you not experience these feelings, but they will recede if you 
will take the following actions. 

Actions to take for recovery:
Within the first 24 to 48 hours, do strenuous exercise coupled with relaxation. This will alleviate 
some of the physical reactions. Keep busy, do not sit and do nothing. You are having a normal
reaction: don’t tell yourself that you have lost your mind. Talk to people-- talk is the most 
healing thing you can do. Talk it out. 

You may have to tell your story over and over before it loses much of its pain. Each time you tell 
your story and receive someone’s caring, you will be healing yourself. Try not to cover up your 
feelings by withdrawing or using alcohol. You have been through a lot. Reach out to others. 
They really do care. Do not isolate yourself. Ask other people how they are doing. Remember 
they may be shy to tell a stranger of their story. Find things to do that feel rewarding or 
refreshing. When you feel bad, find a person to talk to and cry with, to tell of your anger and 
other helpless feelings. Your spiritual beliefs will definitely help you through. You will be able 
to help yourself and others better if you cleanse your feelings and accept caring from others. We 
all wish to be brave and strong in the face of disaster. We all wish to be looked up to for our 
endurance and efforts to help others. If you truly care for humanity, include yourself in their 
numbers, by giving your own inner feelings the voice and the dignity they so deeply deserve.

                                                
4 Taken verbatimfrom Dr. Clarissa Pinkola Estes, appearing on Oprah.
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APPENDIX

Resources for the Peer Listener

Contact Information
Information to Include in End of Shift/Session Report

Feelings Words and Categories of Feeling
Resources on Campus

Resources in the Community
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Important Phone Numbers

Whitman Health Center 527-5281

Whitman Counseling Office 527-5195

Blue Mountain Heart to Heart (AIDS Support Organization)      529-4744

Planned Parenthood 529-3570

Intercultural Center 527-5596

Rich Jacks, Director of the Whitman Counseling Office 529-5377(Home)

Community Abuse and Assault Center, 366 Chase Street             529-3377

YWCA Sexual Assault Center                                                            529-9922

Walla Walla Crisis Response Team                                                   522-5278

Suicide Hotline (For people who are contemplating suicide; 
Sponsored by the US Department of 
Health and Human Services)                                                1-800-273-TALK (1-800-273-8255) 

End of Shift/Session Reports

These are critical for the Peer Listening program! We use these not only for giving our advisors 
information on how we are helping the Whitman community, but we also need them to see 
what issues and concerns are most prevalent and thus tailor our programs and outreach to 
touch on those issues. 

Please include:

Peer Listener’s Name
Date and Time
Concerns of the Peer/ Issues they were facing
How long the peer was seen
Was the issue resolved? Future appointments planned?
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Feeling Words

In using words, it's important to be as specific as possible. 'Sad' is a good feeling word, but it 
doesn't really capture all the nuances of the feeling. Picture a sad person, and now picture an 
inconsolable person. 'Inconsolable' paints a very different picture. Someone who's inconsolable 
probably just ended a relationship or learned that someone near to them has died. As a Peer 
Listener, you can help someone name feelings accurately. 

Feel free to add your own words to the list that follows; these are provided just to be a starting 
point. 

This list was taken from the following website: 
http://jasperlau.topcities.com/feeling.htm
(Date of last access: March 28, 2007)
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Alive Angry Confused Depressed Fearful

Active
Animated
Brave
Brilliant
Cheerful
Courageous
Creative
Dynamic
Effective
Energetic
Enthusiastic
Fearless
Keen
Lively
Optimistic
Productive
Rejuvenated
Sharp
Vibrant
Zealous

Aggravated
Annoyed
Burnt up
Cranky
Cynical
Disgusted
Enraged
Exasperated
Fed up
Furious
Grumpy
Hostile
Indignant
Infuriated
Irritated
Mad
Outraged
Resentful
Sore
Upset

Awkward
Bewildered
Distracted
Dumbfounded
Embarrassed
Flabbergasted
Hesitant
Incredulous
Indecisive
Lost
Mixed-Up
Perplexed
Puzzled
Shy
Skeptical
Tearful
Tense
Trapped
Uncertain
Uncomfortable

Cheerless
Choked up
Dejected
Disheartened
Disgusting
Frustrated
Gloomy
Heavy hearted
In despair
Lonesome
Lousy
Miserable
Mournful
Pathetic
Spiritless
Strained
Terrible
Unloved
Unworthy
Worn-out

Afraid
Apprehensive
Anxious
Boxed in
Fearful
Frightened
Horrified
Hysterical
Intimidated
Insecure
Jumpy
Nervous
Overwhelmed
Paranoid
Panic stricken
Petrified
Restless
Scared
Terrified
Uptight

Happy Helpless Hurt Lovely Sad

Blessed
Blissful
Carefree
Contented
Enlightened
Favorable
Fortunate
Fulfilled
Gratified
Honored
Important
In high spirit
Joyful
Jubilant
Lucky
Overjoyed
Proud
Satisfied
Thrilled

Alone
Clumsy
Defective
Deficient
Despair
Discouraged
Hopeless
Inadequate
Incapable
Incapacitated
Incompetent
Ineffective
Insufficient
Inferior
Paralyzed
Powerless
Unqualified
Useless
Vulnerable
Worthless

Abused
Alienated
Betrayed
Cheated
Criticized
Defeated
Deprived
Deserted
Discarded
Heart-broken
Humiliated
Insulted
Mistreated
Neglected
Persecuted
Put down
Rejected
Snubbed
Tortured
Victimized

Adorable
Amorous
Attractive
Beautiful
Captivating
Charming
Close
Considerate
Cute
Delightful
Devoted
Elegant
Enchanting
Fascinating
Irresistible
Lovely
Passionate
Sensitive
Sweet

Blue
Desperate
Disappointed
Discouraged
Downcast
Empty
Excluded
Friendless
Grief-stricken
Inconsolable
In pain
Let down
Lonely
Low
Miserable
Pathetic
Pessimistic
Torn
Unfortunate
Unhappy
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Campus Resources

Residence Life Office and Staff
Memorial 113, x5297
Director: Nancy Tavelli, tavelln@whitman.edu
www.whitman.edu/content/residence_life/

Academic Resource Center
Memorial 205, x5213
Director: Clare Carson, carsonc@whitman.edu
www.whitman.edu/content/academic_resources

The Academic Resource Center helps students improve their study skills and academic 
effectiveness.  The ARC also provides learning styles testing and helps students with learning 
disabilities/differences.

Career Center
Susan Buchanan, Director,  buchansm@whitman.edu 
527-5183 

Services Available at the Career Center: 
�z Interest inventory
�z Career Advising 
�z Resume Writing workshops
�z Interview Techniques
�z Graduate School Information
�z GRE GMAT MCAT LSAT information
�z Full-time employment listing
�z Directories of employers
�z Job search strategies
�z Summer jobs
�z Internships
�z Volunteer Experiences
�z Job shadowing
�z Work-Study
�z Career Fairs
�z Women in Leadership

Center for Community Service
Reid 208, x5765
Director: Rebecca Sickles, sickelrt@whitmane.edu
www.whitman.edu/content/community_service
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Counseling Center
502 Boyer Avenue, x5195
Director: Rich Jacks (Home: 529-5377) jacks@whitman.edu
Stuart Religious Counselor: Adam Kirtley, kirtleam@whitman.edu
www.whitman.edu/content/counseling_center

The counseling center is a most wonderful resource here at Whitman. Feel free to consult the 
counselors and staff here with your questions about your own listening sessions or your own 
concerns or problems. Feel free to contact them to help a peer set up an appointment (there is an 
open hour each day for urgent or unscheduled sessions). If there’s an emergency, contact Rich 
Jacks at home. 

Dean of Students Office
Dean of Students: Chuck Cleveland, clevelan@whitman.edu
Associate Dean of Students: Barbara Maxwell, maxwelba@whitman.edu
www.whitman.edu/dean_of_students

Financial Aid Services
Penrose House, x5178
Director: Varga Fox, fox@whitman.edu
Assistant Director: Marilyn Ponti, pontimk@whitman.edu
www.whitman.edu/content/financial_aid

Health Center
x5281
Director: Ellen Collette, colleted@whitman.edu
http://www.whitman.edu/content/health_center

Lots of health resources are available here at the Health Center. Contact the center for a list of all 
the services they provide, but know that they are open 24 hours a day! 

Intercultural Center
Reid 216, x5596
Director: Mukulu Mweu, mweuma@whitman.edu
www.whitman.edu/intercultural_center/index.htm

The Intercultural Center provides academic and social support for multicultural and 
international students. 

Security
Memorial 117, x5777
Director: Terry Thompson, thompste@whitman.edu
www.whitman.edu/security 


