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THE COSTS OF CARING, THE 
REWARDS OF RESILIENCE 

I. Project Aims 
 

Overarching Aim:  

This project aims to develop an evidence-informed theoretical model for developing a compassionate 
resilient workforce in healthcare, specifically in trauma-exposed environments, along with 
recommendations for implementation and integration of pragmatic resources, structures and practices 
into our healthcare system. The project is oriented to the following guiding questions:  
 

► What is unique about the occupational stress encountered by healthcare workers in trauma-

exposed environments?  

► What is needed to care for our people so they can provide compassionate, high-quality care for 

our patients and families in a sustainable way?  

► How do we create a resilient and caring workforce through systems and structures, rather than 

relying on individuals to muddle through on their own?  

► How do we work with our intrinsic biology, rather than against it, in addressing occupational 

stress and trauma-exposure? 

The goal is to create an organizational culture that recognizes the inherent and unique challenges of 

working in health care and equips staff and physicians to be compassionate in the midst of human 

tragedy and to be resilient through the accumulation of suffering absorbed over the years of working in 

trauma-exposed settings.   

This interdisciplinary project will draw on neuroscience and social science to develop a model that can 

inform strategic planning, project design, educational-planning and decision-making through the 

consistent application of key concepts and approaches to enable the organization to foster a resilient 

workforce, and one that embodies the emotional intelligence needed to provide a patient experience 

that is deeply compassionate and delivers whole person care. 

Specific Aims: 
 
Literature Review: focus on the evidence for the factors that influence and mitigate occupational stress 

and promote resilience in trauma-exposed environments.  

Theoretical model and vision: Like the Kaizen model, a clear, evidence-based model is adopted/adapted 

that expresses the core values, beliefs and goals of the desired future state; based in neuroscience but 



balanced with social science and related models (Sanctuary model, Trauma Stewardship model, etc.), it 

focuses on the "inside out" nature of healthcare work and organizational life, maps emotional labour as 

the core labour practice in our environment. The purpose of the model is to inform decision-making and 

priority-setting across the various programs that promote the health and wellbeing of the workforce, as 

well as compassionate care at HHS. 

Lexicon: Provides common vocabulary to ensure conceptual clarity and alignment in decision-making 

regarding: suffering, stress, resilience, compassion, mindfulness, trauma, connection, emotional 

intelligence, crucial conversations and related core practices.  Core curriculum is delivered across the 

organization with different levels of intensity, and somewhat different foci, depending on role/influence 

and need. 

Recommendations for Integration: Develop recommendations to address the inherent “cost of caring” 

in doing helping work and the most effective ways to enhance resilience in the workforce. 

Recommendations are aimed at a variety of levels: the organization, leadership, team and individual. 

The vehicle of this culture change is multi-pronged: it must be prominent in the strategic plan; it must be 

integrated into CQI, HR and other operational programs/processes; it must be actionable from moment-

to-moment, day to day, interaction-to-interaction, rather than be something that is an add-on, so that it 

becomes part of how we are and the look and feel of the organization. 

Funding: Identify funding streams (ie. Ministry of Labour, Insurance Companies, etc.) to support and 

continue the implementation of the project. 
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II. Introduction 
 

It is becoming increasingly evident to healthcare organizations that in order to provide optimal 

compassionate care to patients and families, a healthy and resilient work force is required. Historically, 

failure to recognize the emotional labour involved in health care, as well as the high stress/ high trauma 

exposed environments has contributed to rising levels of staff sick time and turnover, labour shortages, 

increased training costs, clinical errors, poor morale, bullying and harassment behaviours as well as lack 

of compassionate care.  In more recent years, the knowledge emerging from the field of neuroscience 

has been informative in regards to the impact of stress and trauma exposure on the health, wellbeing 

and performance of workers.  We are now more aware than ever before that working in environments 



that are stressful and trauma exposed will have a physiological, psychological/emotional and relational 

impact.  Terms such as compassion fatigue (CF), secondary traumatic stress (STS), vicarious trauma (VT) 

and morale distress (MD) have emerged to describe this phenomenon.  

Many hospitals are struggling with escalating costs associated with the consequences of occupational 

stress.  The challenges related to stress, resilience and wellbeing are garnering more leadership 

attention, however we rarely pause to fully examine what these concepts mean, or how they relate to 

staff wellness, productivity and engagement.  Without deeper understanding, utilizing the growing body 

of research in this area to inform us, many workplaces believe that by simply offering a smattering of 

wellness and education programs, this will minimize experiences of stress in the workplace. These same 

workplaces then wonder why attendance, presenteeism and errors continue to be significant issues and 

why staff are not utilizing the many education and health services being offered by the organization.  

The answer lies in the assumption behind this type of approach:  that teaching staff to manage their 

individual stress levels and develop their own resilience practices are effective means to enhance the 

resilience of the organization overall. This assumption is fundamentally flawed as it does not consider 

the complexities of today’s workplace, nor is it built upon the research that informs us about the nature 

of stress and resilience and the realities of the hospital environment as a place to work.  It also ignores 

that our work environments exist in a larger culture that is high paced with numerous and often 

conflicting demands. 

In order to have a resilient workforce, especially in fast paced, trauma-exposed environments, the 

inherent challenges and rewards in doing helping work must be understood by both staff/physicians and 

leaders. Structures must be created to support staff/physicians to develop the knowledge and skills to 

navigate these as well as space, opportunity, vocabulary and recognition that supporting wellness and 

resilience is intrinsic to our work and not just an “add on”.  It involves evolving a way of working that 

recognizes that our bodies respond in certain ways to stressful situations and environments.  It also 

engages the use of self, our strengths and vulnerabilities, in a supportive, accepting, non-judgemental 

hence safe, environment.  And it recognizes that the solutions are not just with the individual or team 

but need to be embedded in the fabric of work environment itself, including its leadership development, 

succession-planning, workload, communication structures, quality improvement plans, and so forth.  

Based on the evidence reviewed, we propose an ecological model of workplace resilience that can be 

used to inform a variety of interventions aimed at promoting resilience and compassionate care across 

all programs at HHS. For instance, it can inform curriculum development, priority-setting and strategic 

planning, as well as the development of specific tools and practices that can be integrated into 

healthcare practices in real time, at the point of care to support staff/physicians in their encounters with 

suffering and trauma. 

Note: words that appear in italics throughout this report are defined in the Lexicon in section II. 

III. Methods 
 

A literature review was first conducted trying to ascertain what, if any, models of resilience have been 

implemented in health care to address the inherent nature of exposure to suffering involved in the 

work.  This produced very minimal results as most organizations have built staff wellness programs that 



that are focused on developing healthy habits, reducing individual stress and developing coping skills.  

Some programs have been developed (such as Heart Math) to focus on teaching specific skills or 

addressing a particular issue such as physician burnout.  No comprehensive programs to address overall 

staff resilience in the health care setting where found.  Some models of organizational health and staff 

wellness/resilience have been developed in the trauma field, such as Sandra Bloom’s Sanctuary Model 

which evolved out of workplaces that support trauma abuse survivors.  From the positive psychology 

literature and Post Traumatic Growth research, more comprehensive models of resilience have been 

developed and are being implemented in various sectors such as education and the military.  More 

recently some approaches have been developed that can apply to all helping organizations and 

professions such as Trauma Stewardship by Laura van der Noot Lipsky or the comprehensive 

Organizational Health Model developed by Patricia Fisher.  This work has informed the development of 

the current health care specific model.   

Because no one comprehensive model was found to guide this work, the literature review then turned 

to examining the various terms related to the impact of doing helping work as well as the components 

needed to truly support a healthy work environment.  This involved investigating the occupational stress 

literature which is still in its infancy and struggling with consistency and agreement regarding terms and 

processes related to occupational stress in the helping professions.  The literature on specific impacts on 

various health care professions was also examined as was the patient experience literature to determine 

the impacts staff stress on patient care.  Attempts were made to ascertain the financial “costs of caring” 

to hospitals regarding negative patient outcomes due to unwell staff, as well as the dollar impacts of 

staff absenteeism, turnover, error, poor morale and so forth; however very little research is available 

with this specific information. 

The literature search further involved developing a better understanding of the term stress and the 

factors that influence it.  It was evident that experiences of stress in human beings could not be fully 

understood without examining the neurobiological literature on how the body inherently responds to 

threat.  This literature is prolific and critical to not only understanding what happens to human beings 

under stressful conditions, but it also informs successful practises for mitigating and managing stress.  It 

is crucial that strategies are in alignment with the functioning of the body and not against it, in order to 

not further exacerbate the stress response.   

The resiliency literature was also explored to ascertain a robust definition of resilience and understand 

each of its components, such as social support, optimism, sense of meaning and so forth.  Also explored 

were the assessment tools to measure resilience and trauma exposure as these tools were helpful in not 

only identifying the components required for a model but also spoke specifically to the importance of 

measurement so that tailored interventions could be developed and evaluated.   

Finally, and very importantly, the model proposed in this paper is based on direct front line experiences 

with health care staff struggling with occupational stress and trauma exposure through numerous 

interactions in education sessions on this topic over the last 10 years.  Health care staff have been quite 

open in sharing their struggles as well as ideas for change and how best to be supported.  

 



IV. A Silent Epidemic: Occupational Stress in Healthcare 
 

Stress and Role Overload in Canada’s Healthcare Sector 
 

In 2001, Health Canada commissioned Duxbury and Higgins to conduct a massive survey sampling 

31,571 Canadian employees working in varied organizations (size, public/private/non for profit) 

reflecting various positions from managerial, professional and other (clerical, administrative, retail, 

production and technical) with just over half having dependent care responsibilities outside of the 

workplace.  They under took this study to investigate the issue of work-life conflict, specifically role 

overload.  Role overload is described as having “too much to do in a given amount of time and occurs 

when the total demands on time and energy associated with the prescribed activities of multiple roles 

are too great to perform the roles adequately or comfortably” (Duxbury et al, 2003, xii). This research 

examines the issues associated with work–life conflict, identifies who is at risk, articulates why key 

stakeholders (e.g. governments, employers, unions) should care and provides direction on ways to move 

forward.  

The definition of role overload greatly resembles the definition of burnout and hence this massive study 

provides vital information about how, in general, Canadian workplaces and workers are impacted by this 

issue.  It also makes recommendations, on all levels, from government to unions to employers and 

employees on how to mediate the impacts.  Some of the key findings include: 

 Only about half of the employees who participated in this study are highly committed to their 

employer, satisfied with their job and view their organization as “an above average place to 

work.” 

 One in three employees report high levels of job stress and one in four is thinking of leaving 

their current organization once a week or more.  

 Absenteeism (especially absenteeism due to physical and mental health issues) also appears to 

be a substantial problem for Canadian employers, with half of the respondents reporting high 

levels of absenteeism (defined as three or more days of absence in the six months prior to the 

study being conducted). One in four respondents misses three or more days of work in a six-

month period due to ill health, while one in ten reports high absenteeism due to emotional, 

physical or mental fatigue. 

 Organizational culture is a substantive predictor of role overload with employees who work for 
an organization with a culture supportive of work–life balance reporting lower levels of role 
overload. 

 High work-life conflict, reduces participation in and enjoyment of family roles, negatively 
impacts employees’ abilities to enjoy and nurture their families, impairs an employee’s health 
(both physically and mentally), and subsequently increases health care costs.  
 

In 2010 Drs. Duxbury, Higgins and Lyons released a report commissioned by the Workplace Safety and 
Insurance Board (WSIB) that specifically examined role overload in the health care sector.  It was based 
on surveys (n=1396), focus groups (n=6) and in-depth interviews (n=150) held with health care staff at 4 
Ottawa hospitals.  Results indicated that 3 out of 5 health care workers are suffering from role overload 
caused by a lack of time (too many commitments, time constraints, and unrealistic work deadlines and 



work expectations), multiple competing priorities, a lack of help, support, and understaffing, an inability 
to control the situation, and a non-supportive organizational culture.  
Findings concluded that: 

o Health care workers are stressed by the complexity of their work, their interdependence 

and constant competing priorities 

o High role overload is linked with negative emotions, poorer mental and physical health, 

increased conflict between work and home, and poorer relationships at work and home 

o Higher role overload connects with greater intent to turnover, increased absenteeism, 

greater use of EAP services, lower commitment and productivity 

o 84% were women and 74% were parents however 57% felt overloaded at work versus 

24% feeling more overloaded at home—this suggests work demands are more likely to 

overwhelm staff than home demands 

o A variety of coping strategies being used by staff were reported some more negative 

than positive in nature and were variably effective, many strategies further 

compounded the problem 

 1 in 3 staff cope by drinking or prescription medication use at least 1 time per 

week and 15% use daily to cope 

 1 in 3 call in sick due to emotional and physical fatigue 

 Staff utilized avoidance strategies, reduction of sleep and trying to work harder 

in order to cope 

 Strategies that worked well were supportive management, being prepared 
emotionally, having a plan, setting priorities, having a good support team and 
access to help 

o Of the coping strategies utilized, participants felt few supports were offered by their 

employer 

This report is valuable in that it provides a snapshot of working realities in the Ontario health care 

environment.  Despite it being 8 years old, conditions in health care have not improved for workers, and 

an effective formula has not yet been found to make a significant change for employee wellbeing in 

health care.    

Physician Burnout 

Physicians operate in a professional culture of “tireless self-sacrifice, self-reliance, singularity of focus, 

emotional permanence, and silent suffering”1 (Bittner et al, 2011, 17).  Medical school emphasizes 

perfectionism, denial of personal vulnerability, and delayed gratification (Miller, N. & McGowen, R. 

2000; Spickard et al 2002; Wallace et al 2009).  These characteristics may facilitate success in medical 

training however, in the long run, can lead to feelings of significant distress in one’s career.  Combine 

this with a professional culture that stigmatizes weakness and self-care, a perfect storm is created for 

burnout as external pressures will eventually overwhelm internal resources (Miller, N. & McGowen, R. 

2000; Spickard et al 2002; Wallace et al 2009; Novak et al 1997; and Maslach et al 2001).  

                                                           
1 Terms related to burnout in the helping profession include primary trauma, secondary trauma, vicarious trauma, 
compassion fatigue, and moral distress.  Each of these terms is later defined. 



A 2015 US review suggests that more than 50% of practicing physicians are burnt out (Shanafelt et al 

2015) with similar results found in an Ontario study in 2004 (Henry, 2004).  Furthermore up to 40% of 

practicing surgeons experience some level of burnout during their career (Campbell et al 2001; Shanafelt 

et al 2009).  Additionally approximately 50% of medical students experience burnout (Dyrbye & 

Shanafelt 2016) and up to 75% of residents report feeling burnout at any given time, depending on the 

specialty (Waguih et al 2009; Dyrbye & Shanafelt, 2016).  The suicide rate is almost 130% higher among 

women physicians than in the general female population and 40% higher for men physicians than in the 

general male population (Schernhammer & Colditz, 2004).   

Furthermore health care staff and doctors in particular, despite being in the business where patients die 

regularly, are not taught “how to cope with the death of their patients” (Puddester, 2013).  Instead 

doctors, and all staff, are left to silently suffer.  Research shows that physicians often adopt denial and 

avoidance characterized by distraction and/or numbing symptoms as coping strategies which are 

generally believed not to be effective (Baldisseri, 2007; Firth-Cozens, 2001). In this way health care 

professionals often kid themselves that they are “coping” or “strong” because they are devoid of 

emotions and appear to be unaffected.  This is a dangerous conclusion for staff wellbeing because it 

does not support the individual to process through emotions and seek help and it does not alert 

colleagues as to when co-workers may be silently suffering.  Studies summarized in Wallace & Lemaire 

(2007, p547) lead these researchers to conclude “that the culture of medicine, that is introduced and 

begins to take hold in medical school, promotes the conspiracy of silence, endorses working while sick 

and discourages them from sharing their health concerns with others or taking time off when they are 

ill.” 

Nursing Burnout 

While the physician literature focuses almost exclusively on burnout, the nursing literature explores the 

multiple dimensions of occupational stress such as compassion fatigue, secondary traumatic stress, 

vicarious trauma and moral distress.  Nurses are seen to be at particular risk for compassion fatigue 

because of their ongoing, direct contact with suffering and the task of alleviating that suffering. Findings 

of an international study of nurses reported that 42% of the sample described themselves as “burned 

out” (Aitken et al. 2012). Another study found that approximately 82% of emergency nurses had 

moderate to high levels of burnout, and nearly 86% had moderate to high levels of compassion fatigue. 

(Hooper et al, 2010).  Another study found that nurses providing direct patient care and working in 

hospitals and nursing homes were statistically significantly more likely than nurses in other settings to 

express dissatisfaction with their jobs and to report feeling burnt out. For example, 34% of hospital 

nurses reported feeling burnt out in their current jobs, compared to 22% of nurses working in other 

settings.  High levels of work-related stress and burnout have been found in nursing trainees and not 

only qualified helping professionals (Deary et al. 2003). It is felt that trainees are under particular 

stressors due to conflicting demands, feeling ill prepared for the realities of practise as well as feeling 

emotionally overwhelmed by placement and a reluctance to express having difficulties which may 

undermine confidence.   

A meta analysis of the nursing literature in regards to compassion fatigue (Nolte et al 2017) noted that 

nurses experienced both physical and emotional symptoms as a result of prolonged exposure to 



professional burdens and lack of support.  The physical symptoms were characterized by a sense of 

feeling worn out, complaints of fatigue, along with aches and pain.  Emotional symptoms included a 

sense of hopelessness, frustration and despair, accompanied by feelings of incompetence, impotence, 

isolation and no option but to “opt out” or disconnect in some way. These symptoms resulted from 

clearly identified triggers.  “These triggers were related to workplace stressors, poor coping skills, a 

sense that no one cared for nor protected the nurse, and personal issues emanating from difficulty in 

balancing home and professional demands” (p 4374).   

 

The Cost of Occupational Stress 

Duxbury & Higgins (2003), in their report of Canadian workplaces, estimated the direct costs of 

absenteeism due to high role overload to be approximately $3 billion annually.  When including the 

indirect costs of absenteeism as well, they estimated costs up to $6 billion annually across Canadian 

workplaces.  US studies estimating the cost of physician turnover to be between $150,000 and $300,000 

USD for replacing a single physician (Shanafelt et al 2009; Linzer et al 2001).  A US study that conducted 

a national survey of hospitals on nursing recruitment, turnover and retention estimated the cost of 

nurse turnover at $37,700 to $58,400 USD with average turnover rates in 2015 being 17.2%. They stated 

that each percentage change in RN turnover will cost or save the average hospital $373,200 (Nursing 

Solutions Inc., 2016).  These figures do not include the high costs of other consequences of occupational 

stress such as training costs including managing ratios of inexperienced staff versus experienced staff, 

errors, infection costs, patient satisfaction, to name a few others.  Abendroth and Flannery (2006) 

identify that there is not only a financial loss with nursing absenteeism but experienced nurses leaving 

the profession results in lost mentorship to new nurses and the loss of established relationships with 

physicians.  These losses contribute to financial costs but are difficult to measure.  The consequences of 

the continuum of occupational stressors to health care staff, patients, the effective functioning of units 

and organizations, are significant and perhaps even reaching critical points particularly in the high 

stress/high trauma exposed environments such as the emergency departments and ICUs. 

The reason that is often given as a barrier to comprehensively addressing the impact of occupational 

stress on staff is that effective, comprehensive interventions will be too costly.  Shanafelt and 

Noseworthy,  who have done ground breaking work at the Mayo Clinic to reduce physician burnout, 

state that small investments can have large impact, and that many effective interventions are cost 

neutral (2017). The measurement of return on investment of comprehensive resiliency programs is just 

emerging in the literature, however the costs of occupation stress is well established. 

Impact of Occupational Stress on Patient Care 
 

Intuitively, the link between the wellbeing of healthcare professionals and the quality of care provided 

seems obvious. However, this link has only recently become a subject of research, and given the 

complexity of the issue, the full impact of occupational stress on patient care has yet to be 

comprehensively mapped. However, studies have investigated the effect of stress and burnout among 

nurses on patient outcomes such as increased mortality, failure to rescue and patient dissatisfaction 

(Halm et al 2005; Vahey et al 2004).  Studies have recognized that the complex demands of an 

overburdened health care system places extraordinary stress on nurses often resulting in an inability to 



nurture patients (Joinson, 1992; Nolte et al 2017; and Sorenson et al 2016). A study has shown patient 

satisfaction and safety are negatively correlated with nursing staff compassion fatigue levels 

(Halbesleben et al 2008) while another points to reports of patient abuse being an outgrowth of 

compassion fatigue (Knobloch et al 2010).  Another study reported that nurse burnout was significantly 

linked with urinary tract and surgical site infections (Cimiotti et al 2012).  This study further determined 

that in hospitals where nurse burnout was reduced by 30% there was a subsequent reduction in 

infections resulting in an annual cost savings of up to $68 million.  Yet another study concluded that 

reducing burnout can be a good strategy to decrease infections, thus increasing workers’ wellbeing 

while improving patient care (Galetta et al 2016). A 2015 study of critical care unit workers indicated 

that burnout was a serious problem because staff are exposed to chronic work stressors, including high 

responsibility, advanced technology and high patient acuity. Findings suggest that burnout can indirectly 

affect healthcare-related infections as a result of the quality of teamwork therefore they recommend 

reducing burnout to not only increase nurse wellbeing but to improve patient care and decrease rates of 

infection (Galetta et al, 2016).   

The literature further indicates that burnt out physicians are more prone to errors, are viewed as less 

empathetic, are more likely to quit the practice of medicine; they have a low sense of personal 

accomplishment, experience emotional exhaustion, cynicism and depersonalization or distancing from 

patients and others, a reduction of caring interactions, patient noncompliance  and satisfaction, and 

self-report more instances of suboptimal care (Ishak et al 2009; Shanafelt et al 2010; Spickard et al 2002; 

Leiter et al 2009; and Wallace et al 2009).  A Canadian study (Wallace & Lemaire, 2009) identified  

factors that may explain why most doctors are not aware of the link between their wellbeing and 

patient care: first, the culture of medicine and, second, physicians’ overwhelming workload. In regards 

to the culture of medicine, research participants explained “how many doctors view themselves as 

invincible caregivers first and foremost who must look after others before looking after themselves, who 

do not need help from others and who are highly committed to their patients, careers and sense of 

professionalism (p550).” Internalization of medical culture results from their socialization and training, 

as well as the norms and expectations that are imposed upon them in the workplace by colleagues, the 

organization, and patients.  The second theme identified by research participants reflects external 

pressures in the workplace, in terms of how physicians’ busy schedules and overwhelming workloads 

are significant deterrents that often prevent them from thinking about and caring for their own wellness 

(Wallace & Lemaire, 2007).  Another study (Lemaire & Wallace, 2010) by these same authors that 

explored the prevalence and consequences of burnout among almost 1200 physicians and surgeons in 

western Canada found that the 3 most commonly utilized coping strategies (keeping stress to oneself, 

concentrating on what to do next, and going on as if nothing happened) were positively correlated with 

feeling emotionally exhausted.  This study also found that more positive coping strategies (connecting 

with family, exercising, and quiet time) correlated negatively with feeling emotional exhaustion.   

In conclusion, healthcare organizations have long contemplated the impact of staffing ratios on patient 

care, but the evidence clearly points to the impact of structural and organizational decisions, such as 

workload, on the health and wellbeing of their workers. Role overload, which is now the “new normal” 

in Ontario hospitals, has an enormous impact on the engagement, emotional wellbeing, physical health 

and performance of healthcare professionals. In addition, an emerging body of research is beginning to 

correlate the quality of patient care, including infection rates and mortality, with occupational stress. 

The literature indicates that for healthcare providers on the frontlines, especially those in high trauma 



environments, burnout and compassion fatigue are endemic, however, training programs generally do 

not prepare professionals with effective coping and resetting skills. Burnout is now “normal” for both 

trainees and experienced clinicians, for nurses and physicians in many areas of healthcare. This indicates 

that level of education, work experience or relative power within the hierarchy of medical culture is not 

protective in terms of worker health and wellbeing. Everyone is at risk. These high rates suggest that 

occupational stress and its consequences are not limited to a few non resilient individuals but are about 

the inherent environmental, cultural, systemic, relational, emotional/psychological conditions of the 

health care setting. This evidence calls out for a different model of occupational stress and resilience, 

one that recognizes that individuals are nested within complex systems, and that the health of the 

individual is contingent upon the health of the system. 

V. The Ecological Model of Workplace Resilience 
 

Ecological models examine individuals in relationship with others and their environments.  They are 

utilized to understand the multifaceted and interactive effects of personal and environmental factors 

that determine behaviours and growth.  An ecological model considers the interconnectedness of all 

levels of the system, how each is influenced by the others, is interdependent and by its very nature 

complex.  The levels include an individual’s genetic make-up and experiences, how individuals interact 

with each other in relationship and community and the larger environment as well as the broader 

culture which includes general beliefs and attitudes shared by society.  In this way an organization is 

viewed as a living system.  

An ecological model of understanding occupational stress, wellbeing and compassion provides a 

comprehensive view of the conditions that contribute to the resilience of a trauma-exposed workforce. 

This model draws upon ecological modeling of the relationships between individuals, their teams, their 

organization and the wider context (see Figure A). There are two primary advantages of this model; first, 

it is evidence-based as it reflects a contemporary scientific understanding of the neurobiology of stress 

and resilience. Second, it avoids the pitfalls of most occupational stress and resilience models that focus 

too much on individuals and self-care, and not enough on the systems in which individuals work and 

interact with patients and families.  

 



 

Figure A 

The ecological model of workplace resilience is depicted in Figure B. 

 

In this summary of the evidence, we will start first by focusing on the Neurobiology of Stress, Trauma 

and Resilience, then the Organizational and Cultural dimensions of workplace resilience. This is then 

followed by elements of resilience that are influenced by the team and manager. The specific elements 

that foster individual resilience and some resources, practices and tools are described in section III of 

this report.  
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A. We are Mammals!:  The Neurobiology of Stress and Resilience 
 

1. What is stress?  
 

Stress is a broad term that is used to describe a psychological as well as a neurobiological process that 

happens in human beings.  It can be used to describe what impacts a particular environment or situation 

has on a human being.  The term stress was first coined by Hans Seyle in the 1930s after conducting a 

series of experiments on rats subjecting them to various harsh conditions and noting the correlation 

with illness and death in his subjects.  He eventually realized that not all stressful conditions are created 

equally and gave the term distress to the negative impact of stress when one is under threat (eg being 

robbed, yelled at, etc) and eustress as being positive and experienced under exciting conditions (scoring 

a goal, winning the lottery, etc).    

In this way stress exists quite broadly with not all stress being experienced as negative which points to 

the subjective experience of stress as well.  For example, whether one finds sky diving, rock climbing or 

horror movies distressing or eustressing will depend on one’s perception based on such things as past 

experiences, beliefs and skills.  An important piece of research has shown that perception of a stressor 

does, in fact matter.  In this study researchers asked 30,000 participants two questions:  How much 

stress did they experience in the last year and did they believe stress was harmful to their health?  Eight 

years later they checked public death records and learned that those who experienced a lot of stress in 

the previous year had a 43% increased chance of dying but only for the folks that also thought stress was 

bad for their health.  Those who experienced a lot of stress in the past year but did not think it was bad 

for their health had the least risk of dying even over those folks who experienced little stress over the 

past year (Keller et al 2012).  This study also points to the importance of having something to get excited 

or passionate about such as doing meaningful work in order to experience optimal health.   

A definition of stress could simply be described as “stress is what arises when something you care about 

is at stake” (McGonigal 2016 pg xxi).  Hence the stress process may be best illustrated as an upside down 

U where too little stress at the beginning of the curve may leave one bored, not challenged, under 

involved.  As stress increases it enters the top of the curve into eustress where one feels optimally 

challenged, stimulated and able to cope.  If stress escalates further to where on the back side of the 

curve, one begins to feel distress characterized by feelings of overwhelm, exhaustion, burnout and 

illness (see Figure C).  Hence it is critical in the workplace to find the sweet zone of stress where staff 

feel challenged yet able to cope and like they are contributing in a meaningful way.   



 

 

NOTE: for the rest of this report we will use the term stress synonymously with distress, and eustress to 

describe the positive aspects of stress. 

 

2. The Neurobiology of Stress 
 

The Threat Response 
 

Evolution has equipped human beings to successfully survive the savannah where we have lived for 

most of human history and not the modern, fast paced, cognitively-demanding environments that we 

now live in.  Understanding, in a basic, simplified way, how our bodies respond to the stressors of our 

modern environments is crucial if we want to minimize distress and maximize resilience and wellbeing; 

we need to utilize this knowledge to work in conjunction with our neurobiological physiological 

hardwiring and not against it.   

Let us consider for a moment what life was like on the savannah.  We lived in small groups and spent 

most of our time gathering food while occasionally hunting.  We were prey for larger mammals. This 

equipped us with a survival response that is commonly known as our fight, flight, freeze response.  What 

occurred when we were out gathering berries and saw a saber tooth tiger on the horizon is that we 

would be immediately flooded with hormones that prepared us for a sudden burst of energy, hopefully 

to flee but if necessary, to also fight, for the sole purpose of getting to safety.  This energy burst involves 

the activation of the sympathetic nervous system.   It is well known that adrenaline and cortisol are 

hormones that give us the burst of energy we need in threatening situations.  These hormones result in 

such reactions as increased heart and breath rate, tense/energized muscles, increased sweating, 

narrowing of focus to name a few.  Other hormones that are also released are opioids and oxytocin.  

Opioids are the body’s natural morphine and oxytocin is dubbed “the feel good hormone” both of which 

would blunt pain that would likely occur in a life threatening situation.  Once safe, our body would 



return to normal physiological state and in the process of fleeing or fighting and getting to safety, we 

expended those stress hormones needed to give us the burst of energy and blunt pain.    

These mechanisms however are not in our conscious control.  Our brain has evolved, over millions of 

years, in 3 stages.  The first area of the brain is the most primitive and often referred to as the reptilian 

brain as it is in charge of such functions a breath rate and heart rate.  The second area of the brain is 

referred to as the mid brain or sometimes the emotional brain because our fear center resides here.  

The amygdala is located in this area and is continuously asking “Am I safe?”  However if the amygdala, 

like a smoke detector, senses danger it will sound the alarm.  This alarm has two pathways (LeDoux, 

1996).  A very fast pathway that takes about .33 milliseconds where it signals the hypothalamic-

pituitary-adrenal (HPA) axis to release the hormones needed to flee or to fight.  Hence, our body will 

already take evasive action before we have consciously registered that danger is present.   

A conscious registering of danger occurs through the second slower pathway which takes about 3 to 5 

seconds through the most evolved part of the brain called the neo cortex which contains the prefrontal 

cortex (PFC).  This path moves through the PFC for more in depth analysis of the information. It is 

through the PFC that we have a more direct ability to influence our stress response through conscious 

appraisal.  The PFC is where perception and meaning reside as well as active coping and positive 

motivation.  The mid and reptilian brain regions are more primitive and unconscious.  They can actually 

take over and hijack the conscious brain or PFC during times of extreme threat.  It was far more 

important throughout our evolutionary history for our ancestors to react quickly on the savannah and 

hence we are built with a mechanism to get the thinking brain out of the way.   

It is also important to recognize that our long history as prey has left us with the legacy of noticing and 

registering negative or dangerous events far more easily than neutral or positive ones.  This is commonly 

known as the “negativity bias” and was crucial for our survival on the savannah.  In fact one could say 

that our more optimistic ancestors were eaten by predators leaving modern human beings with the 

legacy of noticing the negative far more easily than the positive.   Therefore our thoughts and memories 

may play an important role is safeguarding us from danger as past experiences and learning has been 

registered in memory for use in the appraisal process.  However they can work against us as well in 

perpetuating an unfounded threat or by interpreting a situation as threatening when it really is not, 

simply due to making judgements based on former negative experiences or slanting current thoughts 

towards the negative due to our inherent bias.   

Another part of the brain that is important to this process and is located next to the amygdala, called 

the hippocampus.  The hippocampus is in charge of encoding and organizing information and providing 

context to the experience by trying to determine whether such massive response is needed.  Its 

functioning is critical to important types of memory associated with time and space as well as working 

memory. As such it is involved in memory processing by organizing sensorial memory fragments and 

giving the experience a beginning, middle and end.  The PFC and hippocampus work together to process 

through memory fragments so as to minimize triggers and thus over-reactivity to the environment.  The 

difficulty is that if the hormonal flood is too high in the body the hippocampus will no longer function 

and thus fragments associated with an earlier trauma or stressful situation will continue to be triggered 

in the future.  For example if someone was severely verbally abused by a family member wearing a plaid 

jacket, a plaid jacket in the future could trigger a stress response if the staff member has not had the 

opportunity to process through the adverse encounter.   In this way unnecessary stress hormones will 



be released in future situations and could even spread to linking with other benign sensorial fragments 

and thus creating more triggers.  These are the beginnings of a generalized anxiety state. 

The ability to be able to process prior adverse or stressful events is crucial because the meaning we 

place on these will either signal increased threat and danger or give the all clear signal to the limbic and 

reptilian area of the brain.  In this way we can see how the stories we tell each other on a daily basis can 

either increase or decrease our experience of stress.  This information is highly important to understand 

when critical incidents occur because depending on the hormonal flood, the hippocampus may not be 

able to do its job effectively and the PFC may also be more or less off line.  This knowledge needs to 

inform how we support, debrief, and interview staff after unusual adverse events as we need to first 

allow individuals to have some recovery time and, in fact, do specific things to promote the recovery and 

returning to feeling a sense of safety in order to minimize the impact of the traumatic event.   

Allostasis is the ability to adapt over time to stressful situations, return to a state of equilibrium or 

homeostasis and regain our sense of well-being.  Cortisol levels that are part of this threat response will 

initially rise and then send a signal to the body to stop producing cortisol.  In this way the system is self-

regulating.  If there is no time for this recovery to occur and skills are not developed as to how to return 

to a state of equilibrium allostatic load will be maintained. Chronic stress, a series of acute stressors or 

traumas, will disrupt the process.  Imbalance in levels of cortisol and other stress hormones cause 

physiological wear and tear which is known as allostatic load (McEwen, 1998).  Too much allostatic load 

will result in numerous health issues such as heart disease, diabetes, flu, colds, obesity, depression and 

anxiety.  Taken in this way, small everyday stressors or the experience of chronic stress has a more 

damaging long term impact than a one-time significant adverse event in which one had some time to 

recover and the proper supports in place.   

 

Stress and Social Support 
 

Human beings advanced not only because we have the ability to think with the PFC but also because we 

are social beings.  As such we evolved to survive in groups and have become highly attuned to others’ 

emotions and facial expressions. Human beings will first turn to each other when we feel threatened 

and will signal each other as well. This response as well as the “tend and befriend” response which 

states that human beings are actually wired up to care ensures survival.   In turning towards each other 

for safety and caring, we release the powerful stress hormone called oxytocin.  This hormone is a 

bonding hormone and is present in large amounts for both mothers and fathers at the birth of a child.  It 

ensures that we stay connected to each other.  As a neuro hormone it primes us to do things that 

strengthen close relationships by seeking physical contact, increasing compassion, being more willing to 

help and support those around us.   As a stress hormone, it is released during times of stress along with 

adrenaline and cortisol.  It motivates us to seek support and contributes to our focus and ability to 

concentrate.  Our first line of defense in potentially threatening situations is social engagement, 

meaning to call out for help, seek support or comfort.  If no one comes, or the danger is immediate, 

then we will cascade into fleeing, fighting or freezing.  In these more primitive states the social 

engagement systems gets disengaged and it will be more difficult for human beings to respond to voice 



tone and facial expressions in order to gain a sense of safety because all focus going to immediate 

survival.  

Mirror neurons are brain cells situated in the cortex region that are dedicated to perceiving and 

experiencing actions, physical sensations and feelings of another.  These cells send messages through to 

the limbic area including the brain stem and body as a whole.  This neuro-circuitry is not only dedicated 

to interpreting social interactions but means we can physically imitate others behaviour and can quite 

literally feel others’ emotions.   We will perceive subtle movements in others that reflect emotions, 

imitate these movements and actually feel in our own bodies what the other is feeling.  Studies have 

shown that when 3 strangers are in a room together the most emotionally expressive person transmits 

their mood to others in under two minutes (Friedman & Riggio, 1981).  We can therefore catch other 

people’s emotions.  It is preverbal, not conscious and associated with empathic resonance.    

This circuitry can be quite helpful in doing compassionate work because it is central to the skill of 

attunement which is the ability to pick up subtle nuances in behaviour and to be able to respond in a 

way that the other feels seen and heard.  However if staff, who work continuously with suffering 

patients,  are not aware of how to work with this neuro-circuitry directly, they can catch too much 

emotion in their own bodies thus inadvertently increasing their own experiences of stress.  This 

eventually may result in unconsciously disconnecting from their emotions, in order to protect 

themselves from further pain.  This is sometimes referred to as empathy, compassion or caregiver 

fatigue. 

 

Neuroplasticity 
 

The concept of neuroplasticity is helpful in providing hope that with a dedicated plan of action and 

implementation we can actually change the brain for the better.  Neuroplasticity is the concept that 

neural networks are not fixed but mouldable.  The science of neuroplasticity has revolutionized our 

thoughts about brain activity in that we used to believe that the brain could only grow and develop until 

early adulthood and then became fixed.  We now know that throughout the lifespan neural connections 

have the capacity to change the patterns of firing which happens when people are exposed to various 

environments that are either enriched, which increases learning, or compromised (Kandel 1998).  The 

more we perform a particular action, the more connections are formed between the corresponding 

neurons.  A popular quote in the field of neuroscience, “the neurons that fire together, wire together” 

indicates how a certain set of conditions and/or repeated thoughts can solidify or grow in the brain a 

dense neural network making it more likely that this network will continue to be readily activated as 

well as becoming faster.  This is what makes behaviour seem like second nature or automatic.  This of 

course has both negative and positive outcomes depending what habits and thoughts have wired 

together.  The good news is that if negative or unhelpful neural networks have been wired together 

there is the possibility to influence relearning and new learning and thus a resilient brain, depending on 

what neurons are frequently being fired as a result of the environmental conditions, past experiences 

and reoccurring thoughts.  The PFC is optimally designed to solve complex problems, control impulses, 

calm down intense emotions, shift attention and adapt to new, uncertain or changing situations.  The 

stronger the neural connections with the PFC and the hippocampus, the more the activation of the 



threat response is controlled (Benoit & Anderson, 2012).  This will create a positive coping loop as there 

will be less activation of the threat response in the unconscious brain and more ability to consciously 

and purposefully process stressful events. This is an example of resilience-building neuroplasticity. 

 

3. The Neurobiology of Resilience 
 

Definitions of Resilience 
 

Because of the complex nature of resilience it is has been difficult to reach consensus in academic 

literature regarding an operational definition of resilience however most definitions utilize similar 

domains of resilience as already highlighted in the ecology model: personal, biological, 

environmental/systemic factors and the interaction between all these factors.  Resilience, has been 

described as the strength and speed of one’s response to adversity and about the capacity to persevere.  

Resilience does not mean one is spared experiencing difficult emotions but that one is able to 

acknowledge and face these emotions, take action and choose one’s attitude and approach.   It has 

been described as “the outcome of negotiations between individuals and their environments to 

maintain a self-definition as healthy” (Ungar, 2004, p342).   It not only involves something one has but 

also something one does as it requires a conscious choice to cope/survive and to make things turn out 

well.  This brings another dimension to the concept of resilience and that is the ability to grow as a result 

of exposure to adverse events. Hence individual resilience in not only the ability to withstand, positively 

adapt to, and recover from adversity and stress but the potential to move into a growth state that 

further develops one’s mental health and wellbeing through effective/skilled use of coping strategies.  

This growth state is known at Post Traumatic Growth.   

Hence, resilience is an active process, not just a static characteristic.  It involves skills that can be learned 

to not only develop one’s stress hardiness but also to help one reset, positively adapt, and grow after an 

adverse event or following a particularly stressful time.  It is cultivated in order to embody a sense of 

confidence in one’s self that one can handle whatever may come across one’s path and in this way it is 

proactive and can become more of an enduring trait. 

Broaden and Build 
 

“Broaden and build” is a term that was developed by Barbara Fredrickson (2004) as she began to 

explore the role of positive emotions in survival and human evolution.  Negative emotions, such as fear, 

anger, hate, and so forth, are associated with the fight, flight, freeze responses that will narrow focus for 

the sole purpose of evading the threat.  Hence these emotions are also associated with human beings 

engaging in protective and avoidance behaviours.  Positive emotions, such as joy, contentment, love and 

so forth, lead to approach behaviours as they stimulate exploration, connection, and emotional, social, 

intellectual and physical skill building.  This broadening effect is also biological as it floods the human 

brain with serotonin and dopamine.  These hormones not only improve mood but also help us to 

organize new information, improve memory and retrieve it faster.  These hormones also promote and 

sustain neural connections which further promote creative thinking, complex analysis and problem 



solving (Fredrickson, 2004).   Fredrickson’s work indicates that in the absence of threat, positive 

emotions emerge and have a broadening effect allowing human beings to find creative, flexible, and 

innovative ways to approach various situations.  By broadening our perspective and actions when we 

feel safe (not overly stressed), we tend to build important and lasting physical, intellectual, psychological 

and social resources that have contributed not only to our ancestors survival but also to progress and 

modernization. 

Post Traumatic Growth 
 

“What does not kill us makes us stronger.” Nietzsche 

Post traumatic growth can be seen as an important addition to the concept of resilience.  Richard 

Tedeschi and his colleagues have been studying the phenomenon of growth emerging from an adverse 

experience for over twenty years (Tedeschi et al. 2007).  Numerous studies have shown how positive 

change can occur as a result of the struggle that occurs from a wide range of adverse experiences, 

traumas or chronic stressors such as health diagnosis, death of a loved one, job layoffs, care giving roles, 

tragic events, just to name a few.  In fact following a traumatic event over half of individuals are apt to 

report at least one positive change which reflects post traumatic growth, versus, developing post 

traumatic stress disorder or PTSD which occurs at rates of approximately 8% of the population (Tedeschi 

& Calhoun, 1996).  

 The growth perspective of resiliency is helpful as historically the literature has assumed that the 

opposite of resilience is vulnerability.  Researchers such as Brene Brown and those who have studied 

post traumatic growth recognize that the willingness to face our vulnerabilities, particularly during times 

of adversity, is the first step necessary for growth.  With awareness, self-reflection and skills that allow 

one to be present with difficult emotions one is able to evolve through challenging times and come 

through stronger and with greater internal resolve.  Hence vulnerability is not something to be avoided 

but instead noticed, approached and explored in a safe environment through the process of “broaden 

and build” where skills and resources that foster resilience can develop utilizing the tenants of 

neuroplasticity.   

It is through the process of struggling with adversity that changes may arise that propel individuals to a 

higher level of functioning than that which existed prior to the challenging or traumatic event.  The 

research has highlighted that people who grow from experiences of adversity report doing so in one or 

more of the following five areas:  increased inner strength; an openness to new possibilities in life; 

closer and deeper relationships with friends/family; an enhanced appreciation for life; and a changed 

sense of priorities in life.  Taken individually, increased strength means one builds hardiness in the face 

of challenge.  Each difficulty that is tackled results in learning and leaves one feeling stronger and more 

confident.  New possibilities means one is able to sees things from different perspectives, break down 

barriers that have held one back and perhaps even tap into a new purpose in life.  Intimate 

relationships can deepen as challenges can foster more compassion and an overall desire to be kind and 

help others.  One may also realize who one’s real supports are and be prompted to form appropriate 

boundaries to support growth.  A new appreciation for life may develop because when things are going 

well there is much we can take for granted and forget to express gratitude however adversity can help 

one appreciate the value of life.  A new sense of priorities in life can occur when one connects to faith 



and a sense of something larger than one’s self.  Faith is often all one has in difficult times.  These areas 

of strength, gratitude, hope, connection and meaning point to the growth components of resilience that 

with dedicated attention and practise can be fostered following experiences of adverse events but may 

also point to what areas we can support through the broaden and build process to develop resources 

that will buoy us up during inevitable challenges.   

Definitions of Wellbeing 
 

Like resilience, wellbeing is a multidimensional and inter-relational concept that is highly influenced by 

the environment or culture.  Unlike resilience it is not specific to ongoing stress or adverse events. 

Seligman (2011) describes wellbeing as a construct, meaning it is comprised of various, specifically five, 

measurable elements.  No one element defines wellbeing but each contributes to it.  The elements are 

captured in the mnemonic of PERMA: (p 16) 

Positive Emotion:  feelings that are associated with enjoyment and life satisfaction 

Engagement: refers to the flow or focused feeling one experiences when absorbed in an activity fully 

and in this state one is usually the most productive    

Relationships: positive engagement and connection with other people, having relationships of 

importance where one feels supported 

Meaning: connecting with what has value and is found to be worthwhile gives people a reason for their 

life and a sense of greater purpose 

Accomplishment: is about having goals and ambitions in life and pursing these just for the sake of it 

rather than for any reward that may be achieved 

These five elements are believed to foster a life of fulfillment, happiness, and purpose. This model can 

also be applied to organizational wellness programs to help staff develop cognitive, social and emotional 

tools. 

 

B. Can’t Walk Through Water Without Getting Wet: Stress in 
Trauma-Exposed Environments 
 

Trauma Exposed Consequences and Terminology 
 

“The expectation that we can be immersed in suffering and loss and not be touched by it is as unrealistic 

as expecting to be able to walk through water without getting wet.”  Dr. Rachel Naomi Remen 

It was not until the mid 1990s that terminology such as compassion fatigue and vicarious trauma started 

to emerge in the professional literature.  These terms were used to describe the impact of doing helping 

work, specifically trauma-exposed work, on those who do this work.  Since this time the field has grown 

exponentially and the terminology has expanded.  The terms however tend to be used interchangeably 



and can be confusing. However, it is important that a continuum of terms are considered because these 

consequences may evolve differently and have different impacts.  For example, research has found that 

exposure to trauma was not related to burnout but was related to vicarious trauma (Bell et al 2003). The 

following is a model (see figure C) that describes the inter-relatedness of the terms and illustrates how 

experiencing the effects of one can overlap and lead to experiencing the effects of others.  Any of these 

aspects of occupational stress will ebb and flow over the course of one’s career and cause various levels 

of injury.  Some stress injuries are the result of a single significant incident, others are the result of 

cumulative wear and tear.  The right side of the diagrams depicts terms that are more individually based 

while the left side reflects those that are more systemically based or influenced.   

Figure C  The Continuum of Occupational Stressors in Helping Work 

 

Image courtesy of Dr. Leslie Ross, Children’s Institute Inc., Los Angeles  

This  overlapping circle model allows for the adoption of common terminology that can be utilized 

within the health care setting to identify workplace stress issues, openly discuss, validate and normalize 

these issues as a natural consequence of doing helping work, as well as allow for advocacy to make 

necessary individual and systemic changes to better support resilience and wellbeing.  The model 

illustrates how the terms are related yet also distinct in and of themselves. Regardless of the nuances of 

the terminology, it is believed that the general pathways of mitigation and recovery are often similar 

and overlapping meaning that some resilience strategies will have multiple impacts and benefits. 

 Prior or Primary Trauma:  Trauma that happens directly to the individual or their significant 

others.  This refers to trauma the worker has experienced in their past or may be currently 

experiencing in their personal or professional life (such as being in the direct line of fire, being 

assaulted by a patient, etc).  This could also include childhood traumas.  Those in the helping 

professions will have experienced adverse childhood experiences at least as frequently as those 

in the general population and many at greater rates which may have ultimately lead to the 

decision to work in the helping professions. 

 Traumatic Loss/Grief:  This refers to the grief staff experience as a result of losses of individuals 

(patients) that one cares about.  Many staff develop professional relationships with patients 
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(and their families) that die or are chronically suffering.  These losses are often unacknowledged 

and unsupported.  Staff may also experience the loss of their co-workers due to fiscal restraints 

or due to tragic events ( for example suicide of a colleague). 

 Secondary Traumatic Stress (Stamm, 1995): This is the result of bearing witness to a traumatic 

event or those who are suffering.  One may experience post traumatic stress like symptoms 

however the traumatic material is not related to the worker’s own life but to the life of the 

person who is suffering. 

 Vicarious Trauma (Saakvitne & Pearlman, 1996):  Describes the transformation that occurs 

within helpers both psychologically and cognitively due to the cumulative exposure of hearing 

stories of suffering.  Vicarious trauma may be the accumulation of many secondary traumatic 

stress experiences and as a result the worker is impacted and carries these stories/images of 

client/patient trauma and suffering.  In this way, the worker’s beliefs about the world, the self 

and others are negatively skewed and interpersonal relationships can also be affected.  The 

following areas are where the worker may notice a change over the course of their career from 

when they first started doing their helping work:  their world view; sense of personal/family 

safety; sense of control; ability to be alone or with others; trust in oneself or others; spiritual 

beliefs; sense of self; the way one judges self or others; and one’s relationship to one’s body. 

 Burnout (Maslach, 1997):   The harmful effects of overwhelming environmental demands of the 

workplace on the worker.  There is often a mismatch between the skills, values, expectations of 

the worker and that of the workplace.  What results are feelings of exhaustion (emotional, 

physical and intellectual), depersonalization (a detached or negative response to various aspects 

of the work), and inefficacy (a low sense of personal accomplishment at work).  Maslach states 

that burnout starts when “energy turns into exhaustion, involvement turns into cynicism, and 

efficacy turns into ineffectiveness.” (1997, 186) Burnout was first introduced in 1974 by 

psychologist Herbert Freudenberger and then further developed by Maslach and others.  It has 

been applied to a process that can happen to workers in any profession.  It is the term that 

continues to be most commonly utilized to describe the effects of ongoing workplace stress on 

the worker but does not specifically include the dynamics of trauma exposed work. 

 Compassion Fatigue (Figley, 1995):  The term was first coined in 1992 by Joinson, a nurse, to 

refer to nurses losing their ability to nurture and then was later further developed by Figley.  It 

refers to the profound emotional and physical erosion that takes place when those working in 

the helping fields are unable to refuel or regenerate.  In short it describes burnout specific to 

helping professionals.  The hallmarks of compassion fatigue are extreme emotional and physical 

exhaustion as well as cynicism and irritability.  Many feel that compassion fatigue has been 

misnamed as the process seems to be one more of disconnection from the very tools one needs 

to do one’s helping work such as a disconnection from hope, the ability to manage strong 

emotions and difficult stories, empathy and compassion.  This disconnection process happens as 

a result of unconscious attempts to cope with the accumulation of numerous contacts with 

suffering that is inherent in the helping professions.  Some researchers, through brain scanning 

and other measures of physiology (Singer & Klimecki, 2014) believe it is more aptly described as 

empathy fatigue because the neurophysiology of empathy appears to be draining whereas the 

neurophysiology of compassion is actually energizing.  Empathy is the ability to “feel with” a 

suffering other and therefore those doing helping work may feel exhausted by the sheer amount 

of emotions they encounter. Compassion is energizing because by definition it encompasses a 



desire to relieve suffering.  None the less, compassion fatigue is a cumulative process of ongoing 

exposure to suffering and in this way has often been referred to as “cost of caring”.   

 Moral Distress (Webster & Baylis 2000):  Occurs when helpers are forced to behave in ways, due 

to policy or legislation, that they are morally or ethically against. It also occurs when one must 

choose between two values that are held dear.  In other words there is incongruence between 

one’s beliefs and values and one’s actions that are being driven by external rules or constraints.  

Those who experience ethical or moral distress (particularly over time) acknowledge the 

presence of frustration, tension, and dissatisfaction with their work which is often generated 

from conflict between team members and others over client/patient goals, wishes and futility of 

care. 

The Complex Stress Model 
 

Dr. Pat Fisher (2016) has developed the Complex Stress Model to illustrate the fact that there is inherent 

stress in all workplaces, however the stress impact becomes more complicated when looking at 

workplaces that employ staff who are exposed to stressors arising from high needs and high risk client 

or patient populations.  Working with these populations adds another layer of stress on staff that is not 

the same as working for Walmart or Toyota.  Hence this recognition needs to be at the forefront in 

planning any comprehensive workplace wellness and resiliency strategy.   

 
The complex stress model states that there are common stresses that arise from the workplace itself 

that are potentially evident in all workplaces and those are referred to as systemic-based stressors.  

Systemic stress is comprised of: 

 Job Stress—which is a result of long term exposure to such systemic stressors as scarce 

resources, role ambiguity, dysfunctional management, conditions of the work, interpersonal 

conflict, etc. 

 Burnout—prolonged exposure to inescapable types of work stress that severely impacts the 

worker’s physical, emotional, and psychological ability to function 

 Harassment & Discrimination—the damaging and costly effects of negative or hostile cultural 

attitudes which often results in bullying, discrimination and sexual harassment leaving staff 

feeling dehumanized  

 



The second set of stressors arise from the population that the staff work with and is only found in 

workplaces where some form of helping, caring or compassionate work is done.  In these settings staff 

may be exposed directly or indirectly to traumatic experiences. 

 Direct Trauma—refers to potentially traumatic incidents that are primarily experienced by the 

worker directly such as assault, being threatened, intimidated or endangered in some way 

 Indirect Trauma—refers to traumatic incidents that are experienced second hand such as 

hearing about distressing or violent events or witnessing others being subjected to these events 

 

Generally speaking workplaces have been more aware of the systemic stressors in the workplace and 

many have policies and procedures to address at least some of these issues such as discrimination and 

harassment.  Historically however workplaces have not considered the stresses related to burnout and 

traumatic stress until more recently.  In fact legislation has only more recently recognized the impacts of 

traumatic stress on first responders as well as changes to WSIB policy in recognizing worker’s exposure 

to chronic mental stress which results in a diagnosed mental health disorder that is predominantly 

caused by substantial work-related stressors.   Workplaces where staff are trauma exposed need to 

understand these stressors more fully as they will result in symptoms and consequences that are both 

detrimental to individual workers but also to teams, patients and the organization itself.  Understanding 

this sequelae will inform the implementation of strategies and programs that will foster resilience in the 

midst of doing this highly challenging yet also important and meaningful helping work. 

C. First, Fix the Foundation: Organizational and Cultural 
Contributors to Occupational Stress and Resilience 
 

Beyond Self-Care 
 

The ecological model of occupational stress and resilience that we propose recognizes first and foremost 

our evolutionary history and that stress and wellbeing are the by-products of complex and dynamic 

interactions between our biology, our history and our social contexts. Thus, any successful strategy to 

enhance worker resilience must work with our neurobiology, not against it. In addition, the social 

science research points to the fact that occupational stress and its sequelae (burnout, compassion 

fatigue, etc.) are endemic in healthcare; it is not merely a few “weak” individuals who suffer, most 

health professionals are suffering as a result of role overload and trauma exposure. Thus, remediating 

occupational stress, and enhancing resilience cannot be accomplished by focusing solely on individual 

wellness programs or enhancing individual self-care. In fact, recent studies indicate that self-care 

strategies are not effective for navigating secondary traumatic stress and vicarious trauma (Regher & 

Bober 2005, Killian 2008, Shanafelt, 2015). 

One Canadian study (Bober & Reghr 2006) specifically assessed the impact of Secondary Traumatic 

Stress on trauma therapists and found that the primary predictor of trauma scores was hours per week 

spent working with traumatized people, and thus concluded that “the solution seems more structural 

than individual.  Sole focus on individual self- care is problematic and flawed – we are blaming the 

helpers for not having better work/life balance and self care” (p 8).  In fact this same study also found 

that even though staff believed that leisure and self-care activities would reduce their STS symptoms, 



that did not necessarily mean they engaged in these self-care practices more often when they believed 

in them, and importantly when they did take better care of themselves, it did not reduce their trauma 

scores. These findings were corroborated by Killian (2008) who further states the need to “propose a 

paradigmatic shift in our understanding of professional self-care, where we look at professionals’ stress 

and coping in structural, political, and organizational contexts” (p 44). 

Shanafelt (2015), in his numerous studies on physician burnout, identifies that the sheer volume of 

physician burnout symptoms, that is one in two physicians experience burnout, points to the issues 

being rooted in the environment and the delivery care system rather than in the personal characteristics 

or failings of a few individuals.  The fact that reduced work hours, which is a structural issue of the work 

environment, has been found to help recovery of burnout and vicarious trauma again suggests that it is 

not an individual problem (Bober & Regehr, 2006; Killian 2008; Shanafelt et al, 2016).   Shanafelt again 

points to the need for a broader approach as the self-care approach fails to recognize the universal 

stress response in human beings and how anyone can become overwhelmed when in acute trauma or 

chronic stress situations.  The self-care emphasis also ignores the continuous exposure to suffering and 

loss that is inherent in health care work, and the structural, environmental, and cultural impacts of the 

healthcare workplace itself.  Plans to addresses occupational stress that do not include the 

organizational factors that are primary drivers of burnout are often met with skepticism by staff and 

seen, rightly or wrongly, as an insincere effort by the organization to address the problem or they are 

met with resistance due to the implication that the individual is the problem (Shanafelt & Noseworthy, 

2017).  

The literature shows that even the most hardy and resilient individuals, with excellent self-care, will not 

function optimally in trauma-exposed environments if they do not feel supported, have no recovery 

time and are disconnected from others and their purpose.  Organizational culture and structure play a 

major role in setting the tone and supporting staff.   Hence there becomes a need to integrate resiliency 

practices into how we do our work together on a daily basis and how the organization supports these 

practices in a structurally embedded way.   

  



12 factor organizational health model 

 

This model, by Dr. Pat Fischer, can help organizations assess and understand where they need to put 

their efforts in regards to promoting overall resiliency and wellness in the organization.  It is a model 

that guides the sequence in which this important work is done in order to reap the largest benefits or 

gains from the strategies put into place.  This Organizational Health Model states that the three 

foundational areas of the bottom tier need to be addressed first before seeing results in the other nine 

outcome elements.  Everything in the 3 higher tiers is related to the robustness of the areas of 

leadership, succession planning and employee wellness.  Mistakenly many organizations will aim their 

efforts at the higher tiers and then wonder why they have not achieved the outcomes they had hoped 

for.  For example often efforts are put into fostering positive communication within a team or a code of 

conduct initiative however if fundamentally there is not a well supported manager on the unit or chronic 

understaffing issues or no recognition of the state of employee wellness then the communication 

strategy will likely fail or not reach its fullest potential because the foundational elements not been 

adequately addressed.  If changes have not occurred on the foundational level, the other 9 outcomes 

will not fully be achieved.  The model emphasizes that any wellness initiative needs to first assess the 

status of the foundational elements.  This model can then guide the wellness projects that are 

undertaken within an organization to ensure that they are occurring in an order that is going to reap the 

greatest impacts by first directing activities to fostering a strong foundation.  This ensures that various 

projects are working together in an integrated fashion and not as individual scattered projects across an 

organization.   

Beginning at the foundational level, an organization needs to have strong leadership that is not 

stretched too thin or inadequately trained or unsupportive and unsupported.  Succession planning is 

ensuring, not only, that there are enough staff to carry out the duties of the team or unit, but that the 

staff are adequately trained and there is the proper balance between experienced and new staff.  

Succession planning is about considering the functional capacity of the team or unit.  A unit can have the 

right number of people in the positions and still not be functioning at full capacity if the ratio is high in 



new or unskilled staff.  Succession planning is also about considering the next generation and how to 

foster team building between millennials and boomers.  It is about how the organization will face the 

challenges of the retiring boomers as this may create further shortages of skilled staff in the future.  

Planning in this area needs to anticipate staff shortages and minimize turnover. Employee 

health/wellness is related not only to personal health but to the level of occupational stress staff are 

impacted by over the course of doing their work.  There is no tier above that is not directly affected by 

the foundational tiers of this model. Thus, organizations who are invested in promoting staff resilience 

must first invest in developing a healthy foundation in order to promote efforts in each of the 

subsequent tiers to optimize performance and outcomes.   

D. No Compassion Without Community: Team and Leadership 
Contributors to Occupational Stress and Resilience  

The MEMO study (Minimizing Error, Maximizing Outcome) identified four primary risk factors in the 

practise environment that increases risk of burnout.  These are an unreasonable workload and a high 

level of chaos, degree of control, time pressures and mismatch between the values of the physician and 

those of the administration (Linzer et al 2009).  Maslach, developer of the Burnout Inventory, has found 

the importance on focusing on the social environment of the workplace including the overall situation, 

policies, rules and processes for decision-making and for adjudicating conflict, is more important in 

understanding and reducing burnout than focusing on the individual (1997).   

Social relationships can either contribute or be protective in regards to experiences of occupational 

stress. A survey of 835 employees from the report “Tough at the Top” (Bond & Shapiro, 2014) asked 

what was the biggest drain on resilience at work.  The top three that were reported were:  first, when 

one has to manage difficult relationships/politics in the workplace, the second biggest drain is volume 

and pace of work and third is when one is feeling they are being personally criticized.  Other research 

repeatedly indicates that staff need time for social networking and support at work especially in trauma 

exposed environments (Killian, 2008).  Rourke (2007) identifies the need for “a constructive and 

supportive team” when working in pediatric palliative care. A Canadian study (Wallace & Lemaire, 2007) 

found that work overload, negative patient interaction and emotional demands were negatively related 

to physician wellbeing however co-worker and spouse support as well as positive patient interactions 

were found to buffer the impact of workload and emotional demands which again speaks to the 

importance of making time and creating space for relationships during the work day and not as an extra 

that happens on personal time as it is integral to the functioning of the overall team and the 

organization itself. 

The nursing compassion fatigue literature also recognizes that strategies to address issues of 

occupational stress need to go beyond the individual nurse.  A study (Sacco et al. 2015) surveying critical 

care nurses regarding compassion fatigue and burnout recommended several organizational strategies 

to reduce the contributors to compassion fatigue.  These included:  stable management as leader 

turnover was related to increased compassion fatigue; any unit changes such as unit redesign contribute 

to higher scores of compassion fatigue therefore strong supports need to be in place with any imposed 

practice change; and finally, supporting a true or embodied “culture of caring” that supports 

professional development and the use of debriefing.   



Debriefing has been suggested to be necessary in the mitigation of compassion fatigue.  A study of 

hospice nurses found that 78% were at moderate to high risk of compassion fatigue with 26% being in 

the high risk category (Abendroth & Flannery, 2006).  In this study, 17% of nurses indicated that they 

received no support from their professional support system (ie, peers, supervisors, administrators) after 

a patient's traumatic death. Of those participants, 83% were in the moderate to-high compassion 

fatigue risk category. The researchers concluded that an inability to debrief after a traumatic event 

diminished the nurses’ internal coping mechanisms. This finding is consistent with other studies (Dean, 

1998; Mallet et al 1991).  More generally, the literature supports the belief that lack of support during 

occupational stress and trauma leads to psychological distress (Abendroth & Flannery, 2006, Abu & Rub, 

2004; Olofsson et al 2003).  This literature points to the need for professional support on an ongoing 

basis due to the regular exposure of losses.  Quantitative studies have found that stress from 

continuously facing difficult family dynamics, and multiple patients dying within short periods of time 

were related to high burnout scores and had a cumulative effect on nurses’ coping abilities (Dean 1998; 

Keidel, 2002).  

Duxbury & Higgins (2003) in their workplace role overload study state that in general Canadian 

organizations need to change the work culture to one that supports employees, increases the 

perceptions of staff of workplace flexibility, and builds management teams that decrease demands and 

actively portray support to employees.  These strategies will help all employees cope with work-life 

conflict resulting in maximum return on investment for the organization.  They are very clear that any of 

the recommendations that they offer “will not have the desired impact if the organization does not 

address the issue of management support and organizational culture.”  They go on to say that “the data 

show that managers are, through their behaviours, the transmitters of culture within their organization 

and the ones who make employees believe that they are able to exert some degree of control over their 

work schedule. Managers are also implicated in our discussions concerning workload, through their 

ability to plan the work to be done, give clear directions and constructive feedback, and their belief in 

the `culture of hours’” (Duxbury & Higgins, 2003 p 54).  Managers play a pivotal role in the organization 

in regards to how supported direct reports feel and subsequently their perception of stress level and 

their ability to manage it.  Overall a work culture that was supportive was deemed to be protective in 

regards to experiences of work overload. 

Another study in health care further illustrated how inadequate leadership is toxic to an organization as 

it drives burnout in staff and decreases job satisfaction.  Physicians and researchers were asked to 

provide a detailed evaluation of the leadership qualities of their direct supervisor and to numerically 

rate the extent to which they agreed or disagreed with 12 statements about this person.  For each 1-

point increase in total leadership score, there was a corresponding 3.3% decrease in likelihood of 

burnout and a 9.0% increase in the likelihood of job satisfaction. Shanafelt (2015) concluded that the 

leadership qualities of physician supervisors appear to impact the wellbeing and satisfaction of 

individual physicians working in health care organizations. Furthermore he suggests that these findings 

have important implications for the selection and training of physician leaders and provide new insights 

into organizational factors that affect physician wellbeing.  He believes that this can translate into 

bottom line costs in regards to less attrition and turnover, higher patient satisfaction scores, and 

reduced incidents of errors.  Hence good leadership in health care organizations whether in the form of 

an inspiring manager, getting good, regular feedback and support helps prevent burnout.  Various 



research is strongly pointing to the need to address issues of occupational stress with a comprehensive 

model that includes the individual employee but goes beyond the self-care agenda to recognize the 

various professional and team/unit cultures including leadership support and the structural, 

environmental, and cultural contributors of the workplace.   

E.  Individual Resilience Model 

 

The Individual Resilience Model flows from the comprehensive review of the literature and addresses 

the recommendation of the Secondary Traumatic Stress Think Tank to develop organizational toolkits to 

assist staff in navigating and responding to the issues of occupational stress and trauma exposure.   This 

toolkit needs to be implemented in conjunction with overall organizational support and needs to be 

accessible to all members of the organization from front line staff, to physicians, to support staff, to 

executive leadership.  The Individual Resilience Model contains the core elements for resilience 

identified in the literature and is flexible enough for individuals to choose the strategies that will best 

meet their needs based on self assessment and reflection.  The vision is that all staff will have a common 

understanding of resilience, its components and within these components will have a suite of strategies 

to choose from depending what is most relevant for themselves and their teams.  This will, of course, 

first be grounded in a shared understanding of the occupational stressors in health care and the 

ecological model of workplace resilience. 

Mindfulness/Awareness 

“The greatest thing, then, in all education, is to make our nervous system our ally instead of our enemy” 

William James 



Because no change can occur without awareness, at the core of this model is to pause, assess, become 

present and move forward with deliberate intention and action.  Stress and trauma exposure can leave 

any individual caught in the neurobiological and physiological reactions of hyper and/or hypo-arousal.  

These reactions can happen several times over the course of the work day and overtime, due to 

accumulation, staff may even find themselves stuck in reactivity or complete non-reactivity (numbness).  

The first step to begin to reregulate is to pause and become present to not only what is happening 

externally in the current moment but also to have an awareness of our current internal experience with 

an attitude of curiosity, kindness and non-judgement.  This is the skill of mindfulness.  In this way one 

can be continually aware of the information the body is providing regarding one’s current moment 

experiences.  The body is a good barometer for one’s stress level if one develops the habit of tuning in.  

Killian (2008) found that staff detect job stress through bodily symptoms, mood changes, sleep 

disturbance, and lack of concentration.  It allows one to become aware of how one is impacted in the 

current moment in order to make micro adjustments so that one can remain grounded and centered.  

Overtime coming back to one’s present moment experience again and again builds neural networks in 

the prefrontal cortex which promotes less reactivity and more resilience.  Of course because of human 

neurobiology one can always be triggered into a survival response however with the practise of 

resilience skills it tempers the fight/flight/freeze response so that it is not overactive and when it is 

triggered one is more quickly able to recover because one has the skills to do so and they have been 

practised regularly in the workplace.  Hence the skills of mindfulness are critical to all other components 

of the Individual Resilience Model. 

Concepts and practises of mindfulness will be specifically taught in this model.  This includes both in 

formal and formal practises.  Informal practises are those in which one purposefully pauses into the 

present moment to utilize the senses in order to gain information about one’s present moment 

experience.  In this way if one is finding they are becoming dysregulated in some way micro adjustments 

can be made in order to be grounded and centered.  Purposely pausing numerous times a day also 

prevents the accumulation of stress and therefore needs to be encouraged on teams as well as 

becoming an individual working habit.  Practises such as taking a full conscious breath, taking a moment 

to notice something new in the environment through the senses, beginning meetings with a group 

pause, or encouraging a colleague who is struggling to take a moment are all examples of informal 

practises.  Numerous possibilities exist and can be individualized to the unique needs of the staff 

member or team.   

Formal practises of mindfulness are not necessary but encouraged in that they more quickly develop the 

neural networks necessary to support the ability to be fully present.  Formal practises include various 

meditation practises including yoga and martial arts and even the surgical pause by the team that occurs 

before an operation.  Research is abundant on the benefits of mindfulness practise to both physical and 

psychological health and has demonstrated, through brain imagery, the increased connectivity of the 

prefrontal cortex with accumulated practise.  Just like the practise of lifting weights builds muscle mass 

over time so too does the practise of mindfulness build neural connectivity in the problem solving, 

emotional regulation and compassion centers of the brain or the PFC.  The ultimate goal of encouraging 

mindful awareness is to have an organization in which all individuals are able to be fully present, 

responsive, not reactive, and engage in compassionate interactions and care.   

The Interconnected Components of Resilience 



The five components of the Individual Resilience Model are interconnected which means that each 

affects the other.  Strengthening one, strengthens the others and many of the tools that are contained 

in one component also foster other components of resilience. 

Physical Health: Sleep, Nutrition and Exercise 

“Take care of your body, it is the only place you have to live”.  Jim Rohn  

The importance of physical health is well understood as a component of resilience and wellness.  As 

such, it is important that staff continue to be encouraged to attend to their health and that 

organizational and team supports be in place to encourage physical health which is comprised of 

adequate rest/sleep, good nutrition and regular exercise.  Most organizations already offer a variety of 

programs to support physical health such as exercise facilities/programs, weight loss and smoking 

cessation programs, nutritional options, and so forth.  These programs, services and educational 

opportunities need to continue to be offered and improved.  However practical supports also need to be 

honoured in regards to promoting physical health including ensuring that staff are able to regularly take 

breaks including their lunches.  Of course there may be days, where because of the situation, breaks 

have been affected but this should be the exception rather than the rule.  Staff need this time to 

replenish and reset even more so if their day have been fast paced, stress inducing and trauma exposed.  

Similarly discouraging a “culture of hours” where working long hours without breaks is encouraged or 

viewed as one being more dedicated and instead valuing a culture of balance and replenishment is 

crucial. Organizational culture sets the expectations about work.  When work includes being exposed to 

regular suffering and trauma, culture sets the expectations of how staff will deal with this exposure (Bell 

et al 2003).  Without a change in culture that truly acknowledges the impact of trauma exposed work 

and reflects respect and compassion for all, changes to address the problem will likely fail if the way 

business is done actually “encourages working to exhaustion and foregoing time off”(Shannon, 2014, p 

18).  Staff need to have permission to take care of themselves and support each other in their trauma 

exposed work.   

Because a wealth of information is available in regards to the three aspects of physical health only a few 

highlights will be mentioned here as to issues that pertain particularly to the neurobiology of stress 

and/or doing helping work specifically.  Good nutrition is required to have the building blocks available 

to develop good physical resilience.  Healthy eating that is comprised primarily of whole foods, mostly 

greens and not over eating promotes optimal physical health.  Too often when individuals are 

chronically hyper or hypo aroused junk food and other substances can be used to cope.  Research 

indicates that 15% of health care staff use substances daily to cope with workplace stress (Duxbury et al, 

2010).  Alcohol and social media have become culturally accepted and even encouraged as a way to deal 

with stress even though it is readily recognized the difficulties that an over reliance on substances can 

bring.   A workplace culture that encourages healthy eating and provides many options in the workplace 

to promote healthy eating can set the tone.  This combined with teaching and providing other ways to 

regulate oneself (ie pausing, taking breaks, debriefing, social support, reducing negative inputs, etc.) 

without the use of substances will contribute to less stress being experienced and accumulated by staff. 

Opportunities and promotion of physical health is also required because our threat/stress system is 

often activated numerous times a day without the opportunity to release stress hormones.  Physical 

activity and increasing ones heart rate is a way to do this by completing the fight/flight cycle.  The stress 

response prepares one to fight or to flee however, because over the course of the work day, it is not 



appropriate for staff to do either of these, this built up energy needs to be released.  Physical activity 

helps to move stress hormones and stories of suffering and loss up and out of the body so that these 

things do not accumulate and create injury later. The bilateral stimulation of physical activity, 

particularly walking, has been shown to help process events of the day and Eye Movement 

Desensitization and Reprocessing or EMDR is a well researched trauma therapy model that is grounded 

in this activity. 

Sleep is another activity that is required to process through the stress of the day not to mention 

necessary to replenish and rebuild our bodies.  A key aspect of sleep, in the context of trauma exposed 

work, is dream sleep.  Dream sleep is when individuals process events of the day and if one is not able to 

regularly reach this sleep cycle it interferes with the body’s natural mechanism for processing stressful 

stories so that they do not continue to lead to rumination and distress.  While substance use can help 

one fall asleep it can interfere with dream sleep.  Sleep deprivation has been shown to affect brain 

function particularly the areas of the prefrontal cortex and hippocampus; the very areas that are 

involved in learning, problem solving, creative thinking and compassion. It is important to provide a 

variety of strategies and tools regarding sleep that will help staff regularly obtain adequate restorative 

rest.  It is particularly important that these strategies consider the unique challenges of doing shift work.    

Examples of tools include creating a sleep routine, no screens before bed, relaxation practises and 

audios, to name a few. 

Spirit:  Purpose and Optimism 

 “In some way, suffering ceases to be suffering at the moment it finds meaning”. Viktor Frankl 

Most individuals entering the field of health care do so because they wish to engage in meaningful and 

purposeful work.  There is a deep desire to help others and make a difference in the world.  Because the 

work in inherently trauma exposed and because individuals are not adequately prepared for this aspect 

of their work, overtime they disconnect from their sense of meaning and purpose in doing the work and 

their view about the world, themselves, and others changes.  This is the process of vicarious trauma.  It 

is thus impetrative that organizations encourage and continuously provide opportunities to connect 

with the meaning of the work.     

Connecting with meaning and optimism helps one stay open to possibilities rather than contracting into 

negativity.  Ways in which to foster purpose can be to have all staff develop individual 

vision/mission/purpose statements that link to team/unit vision statements that of course link to the 

overall organization mission, vision and values.  Having unit specific vision displayed above the CQI 

board for all to see and regularly reviewed, especially during times of challenge, is critical.  Common 

purpose keeps everyone focused and moving in the same direction.  Shanafelt and Noseworthy (2017) 

also suggest that an organization’s culture, values and principles in large part determine whether it will 

fully achieve its mission.  As such it is critical that organizations be mindful to the factors that influence 

culture, assess ways to keep values fresh and to continuously take stock to ensure actions and values are 

aligned. 

Providing staff with trauma informed education regarding patient population can help staff to keep 

patient behaviour and their interactions with challenging patients in perspective.  The Adverse Childhood 

Experiences or ACEs studies (Felitti et al, 1998) can be a particular helpful body of literature to help staff 

compassionately understand the profound health, emotional and behavioural impacts of numerous 



adverse experiences on patients’ lives.  This could help staff not contract in negative judgement but 

assist them in coping through creating alternative understandings in the prefrontal cortex.  Other tools 

that encourage connecting with meaning and purpose involve assessing and utilizing personal strengths, 

allowing opportunities for staff to engage in activities they find meaningful.  Physicians who spent more 

time on the activities they found most meaningful to them had significantly lower rates of burnout 

(Wallace et al 2009).  Shanafelt et al (2009) found evidence to suggest that physicians who spend at 

least 20% of their professional effort focused on the dimensions of work they find most meaningful are 

at a dramatically lower risk for burnout. 

People are also essentially meaning making machines.  We seek to define and make sense of whatever 

happens in our lives.  Being connected to purpose and a sense of optimism will help staff build and focus 

on creating personal stories of resilience versus blame, negativity and misperception.  Having the 

opportunity to regularly debrief and especially to debrief after a challenging or adverse event helps 

individuals find meaning that will not keep them stuck in negativity but help them connect to a larger 

sense of purpose.  Various debriefing models and opportunity to engage in them regularly and as 

needed are critical to resilience and maintaining compassion. 

Compassion is a skill that could be easily positioned in any one of the psychological resiliency 

components however it has been placed with purpose and meaning because in the business of health 

care compassion needs to be at the forefront of what guides the work and behaviour.  Each staff 

member needs to be deeply connected to this value whether they are in a direct caregiving role or not.  

One hospital in the US that has instituted a dedicated plan to address burnout states that “…if you give 

people meaning in their work, they will do incredible things”.  They also believe it is important to 

consider “all employees throughout the enterprise to be caregivers, no matter their role.  Food services 

workers and administrators in the business office are considered to be caregivers every bit as much as 

the physician, nurse and allied health professional” (Shannon, 2014 p 17) because this is the connected 

purpose of the work. 

Compassion is different than empathy in that it goes beyond feeling with the suffering person and 

motivates helpers to alleviate suffering.  While many health care providers are trained to fix a multitude 

of health care issues staff regularly come across situations where suffering cannot be alleviated and may 

be left feeling helpless.  As human beings even when there are no further tasks that we can do to 

alleviate suffering we can always be with someone in compassion.  Historically health care staff have not 

been specifically taught this skill.  This would be a critical tool in the resiliency model. 

A key factor of resilience that not all possess but definitely can be cultivated is that of optimism.  

Optimism is the ability to find the favourable side of events and to expect positive outcomes overall.  A 

study found that nurses who have higher levels of optimism and proactive coping behaviours 

experienced lower levels of burnout (Chang and Chan 2013).  There was recognition that these skills can 

be taught. Levels of optimism tends to be a huge predictor of work performance as studies show that it 

is related to setting more and challenging work goals than pessimists, putting more effort into attaining 

these goals, staying more engaged in the face of difficulties and being able to rise above obstacles more 

easily (Carver & Scheier 2005).  Tools that cultivate optimism are often found in cognitive behavioural 

(CBT) and acceptance and commitment therapy (ACT) techniques, strategies to switch focus and 

reframe our experiences, as well as cultivating gratitude.  Because of people’s inherent negativity bias 



and the ongoing exposure to suffering and loss, staff and teams particularly need to spend increased 

time focusing on the positive, what is working well and sharing good news stories.  This further bolsters 

an optimistic culture. 

Thought:  Flexibility and Adaptability 

 “Between stimulus and response is a space—in this space we have the power to choose our response—
in our response lies our growth and our freedom.” Viktor Frankel 

So much of one’s resilience comes from how one perceives stress and the events we experience.   Our 

neurobiology is also a factor as the negativity bias creates tunnel vision, can keep us preoccupied in 

problem thinking and the default network circles in rumination.  One ruminates because of the default 

network.  This is the part of the brain that is active when brain is not doing anything else so one often 

notices it when one is trying to sleep.  The default network focuses on the past or future and tends to be 

self-related and problem focused.  We focus on problems in order to know what might lead to similar 

problems in the future so that we can avoid them.  This has an evolutionary legacy as it was key to 

survival.  Because of default network we can get stuck on problems especially ones that are not easily 

solvable.   Mindfulness skills teach us how to watch the default network in action without getting 

hooked into it. With practise research demonstrates less activity in default mode and subsequently an 

increased ability to be more present and focused.  An interesting study that used an app on participants 

phones to randomly contact them to report on what they were doing in that moment and how satisfied 

they were with the activity found that people were most satisfied when they were fully present to that 

activity no matter how mundane the activity may be (Killingsworth & Gilbert, 2010).  Developing the 

skills to notice when the default mode is operating and being able to quickly unhook from it is hugely 

helpful in reducing the activation of one’s stress response, increase focus and satisfaction with life 

overall. 

Our interpretation of reality changes our experience of reality.  How we perceives our daily activities 

defines our reality more that the activity itself.  Our expectations or mindset will shape our experience.  

To illustrate this point an experiment was conducted with cleaning staff in several different hotels.  Half 

the group was told that that they were getting a lot of exercise by doing the daily tasks of their work, 

how beneficial it was to them, like aerobic exercise, and that they were burning many calories over the 

course of their work.  Several weeks later what the researchers found was that those who had been 

primed to think of their work as exercise had lost weight and their cholesterol levels had dropped even 

though they did not work any more than the other half of the group (Crum & Langer, 2007).  How they 

perceived their work had a physical impact.  Mindset is critical to our wellbeing. 

Mindset is a belief that biases how one thinks, feels and acts.  Mindsets go beyond learned facts, 

preferences or intellectual opinions/knowledge to basic core beliefs that reflect one’s philosophy of life 

(McGonigal, 2015).  One’s inner critic and negative belief system can get in the way of one’s capacity to 

be resilient in the midst of adversity. In this way they influence one’s life over the long run and can 

influence our experience of stress.  We all hold beliefs based upon past experiences and make up stories 

interpreting current experiences based on these beliefs or mindsets.  Many of these beliefs and 

subsequent stories can be unhelpful and lead to amplifying our own experiences of stress.  Mindfulness 

skills again help us pause and become aware of these beliefs and stories so that we can actively choose a 



different story and alter our experience of stress.  Other techniques from CBT and ACT can provide us 

with structured tools to become aware of these unhelpful beliefs and shift our thoughts to ones that do 

not trigger our stress response. 

Research has found that those who tend to be most resilient are ones who have an internal locus of 

control mindset as they are less likely to perceive themselves as victims of their circumstances.   Those 

who feel they have more control at work are better at their jobs and report more satisfaction (Achor, 

2010).  When one has a strong internal locus of control, which is one’s ability to see that one can 

influence events and outcomes, problems and solutions are seen in terms of what can be done to 

change the situation or one’s perception/story.  One does not become entrenched in problems that are 

beyond one’s scope of control or influence.  A sense of control over some things in one’s workday (such 

as having a say in work flow, policies, or changes for example,) and having a degree of predictability over 

one’s workload are crucial (Killian 2008).  Practises that can help staff connect with their sense of control 

include the CQI process itself in empowering staff to make changes, reflection exercises in which they 

review what they have control over and what they do not and making shifts to focus their energy where 

they have control are helpful in cultivating this component of resilience.   

Education opportunities such as learning new techniques and skills as well as continuing education are 

viewed as being protective factors (Killian 2008) regarding trauma exposure as well.  These 

opportunities help staff feel they have the ability to do their jobs and are also an opportunity for 

connecting with others.  However during times of fiscal restraint these are often the first cost cutting 

measures to be implemented because it may not be fully understood how attending education sessions 

are a necessary strategy for staff resilience. 

Inter-Connectedness: Social Support 

“Our microculture should support us in two ways: by showering us with encouragement and by holding 

us accountable” Laura van Dernoot Lipsky 

A primary factor in resilience is having supportive relationships in one’s personal and professional life.  

These relationships create a basis for safety, include care and trust, provide role models, enhance 

empowerment, and offer encouragement and reassurance (Saakvitne & Pearlman 1996).  Supportive 

relationships encourage us to be our authentic selves.   

The research in the area of occupational stress in the helping fields overwhelming sites social support as 

one of the greatest, if not the greatest, mitigator of workplace stress and trauma exposure.  Social 

support was found to be the most significant factor associated with higher scores of compassion 

satisfaction (Killian 2008) a term that signifies feeling a sense of professional vitality as a result of being 

able to do one’s work well.  Because human beings are social beings who are wired up to first seek safety 

in each other, it is no surprise that when we turn towards each other and are supported we feel safe and 

our body resets.  The challenge in the health care work environment is that when the work is busy what 

often gets sacrificed is time together.  Over time, as a team becomes more stressed and trauma 

exposure accumulates, staff can turn on each other in an irritable and blaming way which only 

compounds the experience of workplace stress and creates a greater sense of isolation, conflict and 

poor morale overall.  It is critical that time be allotted for staff to regularly connect in social ways 

through breaks, educational endeavors and so forth but debriefing opportunities are also necessary.  

Opportunities need to be made available for staff to be able to connect on a consistent basis in order to 



process through emotions related to patient suffering, loss and death, medical errors and for support.  It 

is also suggested that peer support can help develop insights, clarify cognitive distortions, offer 

perspective and reframing as well as validate one’s emotional state (Bell et al 2003). 

Debriefing processes, after a critical incident are often offered and need to continue however there are 

also quick processes that can be adopted, in the moment, when a staff member may be disregulated, 

that quickly helps them to reset with the use of a buddy, walking to release stress hormones and talking, 

when one is able, in order to build a meaningful narrative.  Research shows that when participants are 

primed to feel distress, the quickest to recover are those who can identify what they are feeling and put 

those feelings into words.  Brain scans indicate that verbalizing, a higher, conscious brain function 

activity, almost immediately diminishes the power of negative emotions and improves decision making 

skills (PFC activity) and wellbeing (Zweig 2007). Other, more formal debriefing strategies are also 

required to address the impact of trauma exposure over time and help keep the work in perspective. 

Critical Stress Debriefing is a formalized way to process through a specific traumatic event that has 

affected the team however it may be less helpful in managing repetitive or chronic traumatic material 

(Bell et al 2003).  Several debriefing models have been outlined in the literature.  The program 

developed at the University of Rochester, School of Medicine has been found to reduce physician 

burnout.  Physicians are encouraged to tell stories based on a variety of themes in practise (a dying 

patient, clinical errors, etc) and through exploratory questions and in the safety of colleagues, find 

meaning in their experience. Debriefing with supervisors, consultants and colleagues has been noted as 

a basic, crucial strategy in warding off secondary traumatic stress. This provides an opportunity to share 

how one’s personal and professional life interact and affect each other, examine what areas of one’s life 

have been impacted by doing helping work, assess how much trauma exposure has increased one’s 

cynicism or alienation, and also helps participants to maintain perspective(Killian 2008).     

Furthermore, having positive interactions over the course of the day helps the cardiovascular system 

return back to resting levels and over the long run, positive interactions are a protective factor in 

occupational stress.  Each positive connection lowers cortisol helping one to recover more quickly from 

stress (Heaphy & Dutton 2008).  In fact those who have strong relationships are less likely to perceive 

things as stressful in the first place (Carlson & Perrewe 1999). Studies indicate that team members who 

are encouraged to socialize and interact face to face, feel more engaged, have more energy and stay 

focused on task longer (Heaphy & Dutton 2008). Staff who work in clearly defined and supportive teams 

tend to suffer less psychological strain, have greater job satisfaction, and report greater organizational 

commitment.  Normalizing discussions of coping (Berg et al 2016) as a regular everyday conversation or 

during CQI, and not just after crisis events will encourage disclosure and staff feeling safe to identify and 

address their vulnerabilities.  It is out of the willingness to be vulnerable and feeling safe to discuss it 

openly that resilience has a chance to ignite. Leadership plays a critical role.   When leaders demonstrate 

social support towards staff this is strongly associated with job satisfaction (Berg et al 2016). 

 

 

 

Emotion:  Pleasure and Joy 



“When one door of happiness closes, another opens; but we often look so long at the closed door that 
we do not see the one which has been opened for us”. Helen Keller 

Happy and optimistic staff have been found to be more productive, efficient, creative and resilient.  

Conversely unhappy workers take more sick days averaging about 1.25 sick days per month or 15 extra 

sick days a year (Gallop 2008). A study which injected participants with a cold virus found that those 

who tested higher on measures of happiness where much more able to fight off the virus than less 

happy individuals.  They actually had less physical symptoms (sneezing, coughing, etc) as determined by 

physicians (Cohen et al 2003). Another interesting study of doctors who were given an intervention to 

improve their mood were compared to less happy colleagues who did not receive the intervention.  The 

study found that happier doctors were able to make the right diagnosis faster, show more creativity and 

not get stuck in an original diagnosis that was incorrect.  Happy doctors were two and a half more times 

likely not to get stuck in misdiagnosis and in this study the intervention to improve mood was simply 

giving the doctor a gift of a lollipop (Estrada et al, 1997).  

The ability for staff to regulate their emotions and be able to ultimately cultivate a sense of joy in their 

work is not only greatly rewarding but builds resilience.  Due to the ongoing exposure to suffering and 

loss, staff can easily become disregulated and even get stuck in over or under reactivity.  Frameworks, 

like the window of tolerance, a tool that helps staff to continuously monitor their arousal levels in order 

to engage in micro practises throughout the day to reset themselves are extremely helpful.  This 

framework helps staff to engage in practises that maintains emotional regulation so that they can bring 

their best selves forward.  Continuously engaging in micro practises also ensures that the workday does 

not zap staff of all their energy so that they still have something left at the end of the day to give to their 

families.  

 Learning numerous micro practise to ground oneself while doing the work is helpful.  These practises 

(feet on the floor, breath practises, anchoring in resource objects, etc.) are based in the senses and/or 

allow one to connect with their own internal resources.  Resourcing itself is an essential skill as every 

human being has a wellspring of experiences, people, qualities and symbols that can be utilized to 

provide strength, conviction and energy to get through challenging times.   Resourcing is the process of 

making these experiences and qualities conscious and purposefully connecting to them so they can be 

utilized at times of difficulty.  Eighty-two per cent of people who were asked how they were coping with 

the biggest stressors in their lives stated that they were drawing on strengths or resources developed 

from past stressful experiences (Aldwin et al, 1996).  When one hits obstacles one needs to draw on 

one’s own personal resources and often writing about setbacks and delineating the resources that were 

and are helpful can make them more easily accessible in future challenges. 

Practises of kindness, gratitude and self-compassion are also all crucial to cultivating joy.  Martin 

Seligman has found, through his research, that doing a kindness produces the single most reliable 

momentary increase in feelings of wellbeing then any exercise that has been tested in positive 

psychology (Seligman et al 2005).  Studies of participants writing down 3 good things daily (specific and 

ordinary) or writing for 20 minutes on positive experiences consistently indicate that participants are 

happier, more optimistic, even have fewer symptoms of illness and spend more time exercising.  These 

effects were maintained up to 6 months post intervention (Segilman et al 2005; Burton & King 2004, 

Emmons & McCullough 2003). Practicing gratitude can also have a resetting or stabilizing effect.  It 



seems to give the PFC more power, likely through building denser neural connections or the process of 

neuroplasticity, to rein in the unruly amygdala thus resulting is a calm, resilient system with a more 

positive outlook on life.  Another study that examined caregivers of an Alzheimer’s relative, asked 

participants to take note each day about one uplifting caregiving experience, found that caregivers were 

significantly less depressed by doing this activity.  This practise was found to be more effective in 

reducing depression than a comparison intervention that focused on stress management (Cheng et al, 

2014).  The practice of gratitude whether simply pausing to savour moments of gratitude, engaging in 

writing activities, or emphasizing positive aspects of patient care and celebrations of positive encounters 

are helping in fostering resilience.  Self-compassion is also a form of fun.  Just as staff need to be kind to 

themselves when they make mistakes they also need to be kind to themselves by giving permission to 

enjoy life.  Developing skills in the area of self-compassion is crucial because it has been associated with 

greater happiness, satisfaction, fewer emotional difficulties, less anxiety and burnout. “Self-compassion 

can be the antidote to the cruelty we sometimes inflict on ourselves” (Leary quoted in Sandberg & Grant, 

2017).  Those working in the health care field often can be very hard on themselves which is perceived 

internally by the body as a threat and thus the stress response is ignited.  Self-compassion skills quickly 

allow one to engage the “tend and befriend” system towards oneself to quickly disengage from the 

threat response. 

The Individual Resilience Model encompasses many tools and practices to promote the 5 interconnected 

components of resilience.  In this way tools can be specifically chosen to meet the needs of the 

individual or team after time has been spent in mindful awareness to determine what the specific needs 

are based on the particular struggles that are being experienced.  In this way it can best meet a wide 

ranging set of needs and circumstances to optimally promote resilience throughout the workplace. 

Moving Forward 
As evidenced from the literature, the contributors, consequences and impacts of occupational stress on 

health care staff are varied and complex.  As such, solutions, and subsequently a model to address these 

issues needs to be robust and adaptable in order to address this complexity and promote successful 

outcomes.  Simplified or narrow solutions, such as those focusing solely on self-care, are doomed to fail 

because they lack an ecological perspective.  By definition the ecological model is dynamic and 

contextual. This model not only considers individual factors of neurobiology, physiology, genetics, past 

experiences and so forth but also encompasses the interrelationships between other people as well as 

the interconnection of various environments including the immediate care setting but also the 

influences of the organization and culture.  The model is interactive, multifaceted, flexible and diverse 

enough to capture the complexities of occupational stress.  It inherently recognizes the 

interconnectedness of human beings and how changes in any part of the environment impact the entire 

ecosystem in a negative or positive way. 

Measuring the impact of trauma-exposed work on health professionals and identifying effective means 

to mitigate the effects of this work is still in its infancy.  The literature has not yet produced a 

comprehensive approach or model that incorporates this ecological model. However, a recent panel of 

experts in the field released a report entitled: “Report from the Secondary Traumatic Stress Think Tank” 

(Walsh, Mathieu, & Hendricks, 2017, page 125, 126). The following needs were identified: 

1. To study and disseminate effective models to address CF/STS/VT on an organizational level 



2. To develop, implement and disseminate effective training for managers and supervisors across 

professional disciplines which includes a continuum of interventions to support the workforce so 

that they can provide quality care 

3. To develop resources particularly organizational toolkits to help develop infrastructure to 

support sustainable and ongoing organizational health and workplace initiatives.  These toolkits 

need to incorporate assessment, implementation and sustainability and take into account 

organizational culture and change processes 

 

These recommendations may form the beginning of the development of a plan for implementing an 

ecological model of resilience. Hence by adopting the ecological model of resilience proposed above, 

HHS has a unique opportunity to do ground breaking work by developing and implementing a 

comprehensive, evidence informed approach to supporting the resilience and wellness of its workforce, 

with the ultimate goal of enhancing compassionate, quality care for all.   

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 

Occupational Stress and Resilience Lexicon 
 

Adverse Childhood Experiences (ACEs) is research originally conducted by Centers of Disease Control 

and Prevention (CDC) and Kaiser Permanente (Felliti et al 1998).  Data was collected, through a series of 

studies, on health and lifestyle behaviours as well as adverse childhood experiences.  Seventeen 

thousand participants were asked to report on the number of adverse experiences they encountered 

growing up based on a 10 item questionnaire.  These experiences include emotional and physical 

neglect, physical/sexual abuse, witnessing mother being abused, losing a parent to separation/divorce, 

living with a parent with a mental health disorder or who had substance use struggles.  More recent 

research indicates that additional traumas such as bullying behaviour, losing a parent through death, 

violence in one’s community, to name a few, also have long term impacts and can be considered as 

adverse childhood experiences (Nakazawa, 2015).    What was discovered was that 64% of adults faced 

at least one adverse childhood experience and 87% of these folks faced 2 or more with 12.5% 

experiencing 4 or more.  As the number of experiences increased so did the ill health affects later in 

adulthood.  Adults with a score of 4 or more were twice as likely to be diagnosed with cancer, 20% more 

likely to be hospitalized for an autoimmune disease and 460% more likely to be facing depression than 

those with a score of 0.  An ACE score of 6 and higher shortened an individual’s life span by almost 20 

years.  Essentially these landmark studies indicate that childhood adversities shape our biology in ways 

that predetermine adult health.  The chronic stressors of ACEs change the architecture of the brain, 

altering the expression of genes that control the stress response triggering an overactive inflammatory 

response where hormones and chemicals will surge through the body at the slightest provocation.  This 

will impact the person’s ability to regulate stress throughout the lifetime.  

Allostasis is the ability to adapt over time to stressful situations, return to a state of equilibrium or 

homeostasis and regain our sense of well-being.   

Amygdala is part of the limbic area of the brain and an emotional processing structure.  It is involved in 

detecting danger in the environment and can prompt an instantaneous survival response, hence it is an 

important structure for the fear or stress response.  

Burnout results from the harmful effects of overwhelming environmental demands of the workplace on 

the worker.  It’s the ongoing experience of too much to do and not enough time to do it in.  What results 

are feelings of exhaustion (emotional, physical and intellectual), depersonalization (a detached or 

negative response to various aspects of the work), and inefficacy (a low sense of personal 

accomplishment at work).   

Chronic stress is the response to emotional pressure suffered for a prolonged period of time in which 

one perceives one has little or no control. It involves a physiological response in which corticosteroids 

are released.  Chronic stress has been linked to serious health effects such as heart disease, diabetes 

and Alzheimer’s.   



Compassion is awareness of suffering combined with the wish to alleviate suffering.  It is an energizing 

emotion that is comprised of the components of awareness (a recognition that someone is suffering), 

common humanity (a recognition that we are all human beings who suffer) and kindness (the desire and 

actions taken to ease suffering).   Even in situations where one feels a sense of helplessness or 

hopelessness to ease suffering, one can always offer a compassionate presence and well wishes.  

Compassion fatigue is the profound emotional and physical erosion that takes place when helpers are 

unable to refuel or regenerate.  It is largely an unconscious process that helpers engage in to protect 

themselves , resulting in a disconnection from their sense of hope, their ability to tolerate strong 

emotions and difficult stories, as well as from their empathy and compassion.   It is often characterized 

by cynicism, anger and irritability. 

Compassion satisfaction is a term that signifies feeling a sense of professional vitality as a result of being 
able to do one’s work well.  Often this is supported when one has a dedicated practise to mitigate the 
impact of trauma exposure and helping work, including gratitude, positive connections to colleagues 
and a sense of meaning in the work. 
  
Culture is the sum of attitudes, customs, and beliefs shared by a group of people.  It is transmitted 

through language, objects, rituals, customs, beliefs, etc.  Organizational culture is a way of thinking, 

behaving, and working together that exists in a workplace.  Culture is impacted by clarity of purpose, the 

people who comprise it and the behaviours expected, among other critical elements such as policies, 

goals, staffing models, resources, etc.  It provides the parameters through which people act, are 

recognized, rewarded and engage with others. 

Culture of busyness is the valuing of “doing” over “being”.  This culture sees doing as productive and 

being as doing nothing or a waste of time.  Despite the importance of being present with patients, 

families and each other in order to connect and do helping work well, health care has increasingly 

embraced a culture of busyness, emphasizing doing over being.  This results in staff becoming 

increasingly busy with tasks while neglecting themselves and often holistic patient care in the process.  

In this culture it can become a badge of honour to work long hours without breaks and judge other 

colleagues critically for not doing the same.  In a culture of busyness, when asked “how are you?”, the 

default answer is “Busy”, rather than “Fine.”  

Culture of hours is the perception that it is not acceptable for staff to say no to more work and that a 

reluctance or inability to work long hours will limit career advancement.  Staff with this perception are 

more likely to report higher levels of role overload and exhaustion. 

Ecological model of workplace resilience is dynamic in nature. It focuses on individuals within their 

environments.  This model not only considers individual factors of neurobiology, genetics, past 

experiences as contributors to resilience,  but also encompasses the interrelationships between others 

as well as the interconnection of various environments including the immediate setting and the larger 

contexts of organization and culture.  First and foremost it recognizes our evolutionary history and that 

stress and wellbeing are the by-products of complex and dynamic interactions between our biology, our 

history and our social context.  Hence, the model is interactive, multifaceted, flexible and diverse 

enough to be able to examine and understand the complexities of occupational stress that include not 

only the individual but how the individuals relate to each other in the context of their environments.   It 



inherently recognizes the interconnectedness of human beings and how changes in any part of the 

environment impact the entire ecosystem and its stability in a negative or positive way. 

Empathy means to feel with the other who is suffering.  While this is an important quality in helping 

work, it can also be the pathway to fatigue if the helper becomes stuck or solely stays with feeling what 

the other is feeling and does not move into a place of compassion.  Empathy, over time, can lead to 

feelings of helplessness and hopelessness. 

Hippocampus is a structure in the limbic area of the brain.  It is involved in encoding information and 

organizing it into memory.  It is also involved in learning and retaining new information.  It is a key 

structure in helping put thoughts into perspective, calming the amygdala and the entire stress response.  

However high levels of stress hormones cause the hippocampus not to function and overtime to shrink. 

Mindfulness is the skill of being able to pause and notice one’s present moment experience through 

sensory awareness, with a quality of nonjudgement and curiosity.  Neuroplasticity dictates that as this 

practise is done over and over again one rewires the brain; brain imaging research indicates that the 

neural networks in the left prefrontal cortex become denser, helping one to be less reactive and more 

connected with the problem solving and emotional regulation part of the brain.  Mindfulness cultivates 

an open, compassionate attitude towards one’s own inner experience which creates a healthy space 

between oneself and one’s stressful thoughts and feelings.  With this awareness one has the ability to 

choose how to respond. 

Mirror neurons are brain cells situated in the cortex region that are dedicated to perceiving and 

experiencing actions, physical sensations and feelings of another.  These cells send messages through to 

the limbic area and thus the brain stem and body as a whole.  This neuro-circuitry is not only dedicated 

to interpreting social interactions but means we can physically imitate others’ behavior and feel others’ 

emotions.   It allows us to perceive subtle movements in others that reflect emotions, imitate these 

movements and actually experience in our own bodies what the other is feeling.   

Moral distress occurs when helpers are forced to behave in ways that contradict their personal or 

professional values or ethics, often due to organizational policy or constraints. It also occurs when one 

must choose between two values that are held dear.  Hence there is an incongruence between one’s 

beliefs and values and one’s actions that are being driven by external rules or constraints.  Moral 

distress often leads to frustration, tension, and dissatisfaction with work; this is often seen in conflict 

between team members over patient care plans. 

Negativity bias refers to the human tendency to notice and register negative or dangerous events far 

more easily and quickly than neutral or positive ones.  This is believed to have an evolutionary purpose 

as human beings’ survival depended on responding quickly to danger in their surroundings. 

Neuroplasticity is the concept that neural networks are not fixed but mouldable.  Neurons in the brain 

will continue to generate as long as they are stimulated; therefore new skills and experiences create 

new neural networks and frequent repetition strengths the neural connections.  Neural connections that 

are not regularly stimulated will atrophy.  Neuroplasticity highlights that adults can quite literally rewire 

the brain with purposeful, repetitive activity.   



Occupational Stress is an umbrella term that includes all the other terms that contribute to workplace 

stress such as burnout, moral distress, compassion fatigue, secondary traumatic stress, vicarious 

trauma, etc. 

Parasympathetic nervous system (PNS) is part of the autonomic nervous system (ANS), which also 

includes the sympathetic nervous system (SNS). The PNS is often referred to as the ‘rest and digest’ 

system as it is a relaxed state.  The overall wellness of human beings requires that one is primarily 

functioning in this state versus in the SNS.  The PNS however can also be overly activated into a freeze 

response which causes the organism to shut down or collapse. 

PreFrontal Cortex is located in the most evolved part of the brain, the neo cortex.  It is a structure in the 

brain that controls attention, is involved in problem solving, appraisal, emotional regulation and impulse 

control.  It is involved in the ability to have insight, empathy and to make moral judgements.   

Post traumatic growth occurs when an individual grows as a result of experiencing challenges and 

adversity.  It is through the process of struggling that changes may arise that propel an individual to a 

higher level of functioning than prior to the event.   This growth occurs in one or more of the following 

five areas:  increased inner strength; an openness to new possibilities; closer and deeper relationships; 

an enhanced appreciation for life; and a changed sense of priorities.   

Prior or Primary Trauma is trauma that happens directly to the individual or their significant others.  

This refers to trauma the worker has experienced in their past (such as childhood traumas) or may be 

currently experiencing in their personal or professional life (such as being in the direct line of fire, being 

assaulted by a patient, etc).   

Psychological trauma is a neuro-physiological state stemming from neurobiological injury.  It effects 

multiple body systems and as such it is first experienced somatically, not intellectually; meaning comes 

later and meaning will influence how one experiences trauma.  

Resilience is the strength and speed of one’s positive adaptation to adversity and the capacity to 

persevere.   It involves skills that can be learned to not only develop one’s stress hardiness but also to 

help one reset, positively adjust, and grow after an adverse event or following a particularly stressful 

time. It requires a conscious choice to cope/survive and to make things turn out well.  It not only 

involves something one has but also something one does. Resilience will ebb and flow over time.  

Resilience occurs dynamically in a complex interplay with the environment.  It is also about an internal 

growth process, the ability to make meaning, move through vulnerability and become stronger or burn 

brighter than before. 

Role overload is described as having “too much to do in a given amount of time and occurs when the 

total demands on time and energy associated with the prescribed activities of multiple roles are too 

great to perform the roles adequately or comfortably” (Duxbury et al, 2003, xii). 

Secondary Traumatic Stress is the result of bearing witness to traumatic events or those who are 

suffering and results in symptoms similar to post traumatic stress symptoms which include reactions of 

avoidance, arousal and intrusive imagery. 

 



Stress is a broad term that is used to describe a psychological as well as a neurobiological process that 

happens in human beings.  Is the physical and psychological response to something one cares about and 

therefore perception can play a role.  Not all stressful conditions are created equally; different 

individuals may perceive the same stressful event in positive or negative ways.   

 distress refers to the negative impact of stress when one is under threat (eg being robbed, 
yelled at, etc)  

 eustress is felt to be positive and experienced under exciting conditions (scoring a goal, winning 
the lottery, etc)    

 

Sympathetic nervous system (SNS) is part of the autonomic nervous system (ANS), which also includes 

the parasympathetic nervous system (PNS). The SNS activates the threat (fight/flight) or stress response. 

Trauma exposure is the direct and indirect (hearing about it afterwards) contact to events that could be 

perceived traumatic because they involve loss, suffering, and invoke feelings of helpless, fear, hopeless, 

or feeling out of control.  

Traumatic Loss/Grief refers to the grief staff experience as a result of losses of individuals (patients) that 

one cares about.  Many staff develop professional relationships with patients (and their families) that 

die or are chronically suffering.  These losses are often unacknowledged and unsupported.  Staff may 

also experience the loss of their co-workers due to fiscal restraints or due to tragic events (for example 

suicide of a colleague).  

Vicarious Trauma describes the transformation that occurs within helpers, both psychologically and 

cognitively, due to the cumulative exposure of hearing stories of suffering. It can be the accumulation of 

many secondary traumatic stress experiences.  As a result one’s views about oneself, others, and/or the 

world shift in a negative manner. 

Vulnerability is “having the courage to show up and be seen when we have no control over the 

outcome.  Vulnerability is not weakness; it’s our greatest measure of courage” (Brown, 2015 p4).  It also 

encompasses a willingness to dare, fall, feel one’s way through tough emotions and rise up again.  It is a 

pathway to resilience. 

Wellbeing is a dynamic state that refers to a person’s ability to develop their potential, work 

productively and creatively, build strong and positive relationships with others and contribute to their 

community (Herman et al 2011).  Elements of wellbeing include:  positive emotions, engagement, 

relationships, meaning/purpose and accomplishment (Seligman 2011). 
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