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conference members.
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Resilience in health providers
– what is it?
• Capacity to withstand/cope well with stress –
involving behaviors, thoughts and actions that
– Can be learnt by and developed by anyone

• Involves connectedness to physical and social
environment, to family, and to a sense of
inner wisdom
• The road to resilience lies in
– acknowledging and working through
the emotions and effects of stress
and painful events –
– not to avoid them

Why is resilience an essential capacity
for providers?
• Providers face emotional challenges:
Constant caring, and making difficult
decisions
• Relate to patients and relatives during
stress and crisis
• Relating to dying patients, and death
• Entering training: Sincere wish to
provide patient centered care
• Stress, hierarchy, expectations: Erode
motivation
• Effects: Stress-related issues and
diseases: high incidence rates

Emotional Intelligence =
basis for resilience, and for objectivity
• Emotional insensitivity is not
objectivity –
• It is difficult to be objective if you
haven’t sorted out the emotions
Four skills comprise EI:
1. Accurately perceiving emotions
2. Integrating emotions with
cognition:
3. Understanding emotional causes
and consequences
4. Managing emotions for personal
adjustment

Studies on emotional labour*
• Profound need: Bridge the gap between
medical and emotional aspects of care
• Importance of emotions not acknowledged
• Skills not adequately taught within health
care education programmes
• Emotional labour and emotion management
should be formally recognised as a key skill

*Mann (2005), Bagdasarov (2013), McQueen (2004), Smith
and Gray 2000)

Patient-provider relationship:
Communication + quality of care
• Literature shows 3 main aspects make a
difference:
– Room to talk
– Emotional care
– Positive communication

Sandra van Dulmen
Geneva conference on person-centered care 2010

«Positive feelings are
the fuel for resilience»

BUT: Genuine positive emotions are only possible if you learn to
acknowledge and go through negative emotions

Key factors contributing to resilience
• Close relationships with family,
friends, colleagues
• The ability to manage strong
feelings and impulses (EI)
• A positive view of yourself*,
and confidence in your
strengths and abilities:
– Seeing yourself as resilient (rather
than as a victim)

How is resilience developed?
•
•
•
•

Foundation: Family
Life: Learning with age
Training
Intervention-based
research: In infancy
• Evidence – how to train for
resilience:
– Learned optimism (Seligman)
– Cognitive behavior therapy
(Charney)
– Transformative education
(Mezirow)

Research on Effective methods for
communication training: «The gold standard»
1.
•
•
•
•

Developing professional identity and
core human values
Longitudinal
Experiential learning methods
Critical reflection
Supportive group processes

2. Resilience: Transformative education
• Using interaction in a relationship as a
basis for the learning
• Emotional competence
• Critical and constructive thinking
methods to inspire learners to look
deeply into practices

Communication skills and management of emotions:

Our training model: Approach, methods

Building the foundation for resilience:

The model of Health communication and
management of emotions
• Developed + tested with 250+ users,
by Ane Haaland - 2006-15
• 7 countries: (Baltic states, Africa):
– >80% Medical Drs and Nurses
• Now: Collaboration UiO + KEMRI 2009-15:
Trained 141 providers; 10 trainers

Training aim:

Strengthen awareness of effect of own
communication habits, on other person

Reflect, set new goal:
Strengthen skills to communicate
w/ awareness +respect for emotions
Focus: How to step back from
automatic emotional reactions

Introducing a culture of reflection
in hierarchical cultures

Approach: Trust in HP’s motivation:

Providers want to care and
communicate with respect, and
build professional relationship
How strengthen self-awareness?
• Address providers’ own emotional needs
• Providers can then give freely to patients
• When provider gives care with respect, she
will receive something back
• This feeds providers’ own emotional needs,
thus
• Strengthens resilience

Reflective learning process – 9 months:
Changing habits takes time
• Phase 1: Self-observation and reflection
(4 months’ independent on the job learning)
– Awareness building: Weekly tasks – to discover.
Narratives.

• Phase 2: Workshop (5 days)
– Links observations to theory and practice, using
experience-based learning and reflective practice

• Phase 3: Skills into practice (3 months)
– Observation and informed reflection in daily routine
work, to strengthen self-awareness

• Phase 4: Follow-up workshop (3 days)
– Summarizes and anchors learning to daily challenges

Experiential learning workshops:
Meeting participants’ needs
Trainers main tools
• Positive reinforcement and
appreciation
• Interactive reflection on experiences
• Link participants examples to theory
• Exploring reasons for mistakes
• Be non-judgmental
• Encourage openness
• Model listening well, sincerely
• Awareness – strengths and
weaknesses
• Demonstrations, role-plays

Methods to measure results
• Qualitatively: Self reported
– Baseline + endline, observation + reflection tasks,
narratives, MSC. Workshop evaluation:
– Assess trends of change; thematic analysis

• Taped interviews with trainers: perceptions of
change

• Overall: External evaluation of impact of

programme in Kenya June-July 2011, using in-depth
interviews with 47 providers; by LVCT

After 3 months’ reflective practice (one task/week):

Strong motivation to learn
• Saw effects of their
”old” and «new»
communication, on
patients and colleagues
• Came to workshop –
HUNGRY to learn!

How does the process build
Emotional Intelligence (EI)?
1. Accurately perceiving emotions (baseline, tasks):
– Participants become aware of what they do well, and how it
affects patients; also – of what they do to hurt patients and
colleagues:
– “It was like it was another person behaving like that with
the patient – it could not have been me! I was shocked!”

2. Integrating emotions with cognition:
– They connect emotionally, and start to see the Person

3. Understanding emotional causes and consequences:
– (..) Unless I understand my emotions well, I cannot think and
feel what a patient/parent goes through at that particular
moment.”

How does the process build
Emotional Intelligence (EI)?
4. Managing emotions for personal adjustment:
– Learning to manage insecurity and fear:
– Realizing the impact of what they do –

• They change from being a “victim”
– “She was such a difficult patient, there was nothing I could do”

• to becoming an “aware communicator”
– “She was feeling very scared, so I could see I needed to listen
and to empathize with her; I did, and we cooperated well”

• They take responsibility for making the communication
process in the relationship work well.

• EI is a strong predictor of resilience

After 9 months course process:
What has changed for providers?
• Overall results:
–
–
–
–

Improved relationship with patients and colleagues
Strengthened confidence in work,
Fewer conflicts, and Reduced burnout
Providers take responsibility for improving
communication (stop blame)

Specifically, providers report that they:
• Give and receive respect
• Greet patients, and build trust with them
• Treat patients as persons, do not judge:
• Look for reasons for patients’ actions; dialogue with them
• Increased awareness of effects of showing respect, on patients
emotions, and consequently on cooperation and care

• Managers confirm providers’ self-assessment of change

Results related to resilience

Provider - Self relationship: Awareness
Key changes

• Increased awareness of effects
of own communication, on
others

• Understand, respect and take
care of their own emotions

Key changes related to resilience:

Relationship:
Seeing the patient as a person
• ‘But now from the
training…I’m able to see a
client now wholesome. Like
a human being, not just a
patient. Because to me a
client was a patient, me I’m
a person, you are a patient.
But now … I’m able to relate
to a client like just a fellow
human being, that human
touch, yeah’ (02S)

”When I treat patients with respect, I stay
stable”
• “I have noticed that when I treat
patients with respect they are
easier to handle and are less fussy.
They seem to gain trust and
confidence in me (the system by
extension).
• When I treat patients with respect, I
stay stable and strong. Even when
sometimes some do not appreciate,
I do not feel guilty because I know I
have done my best”

Results related to resilience

«Being realistic» about personal limitations and
availability of time and resources
Key change:
Realizing work is easier when
communicating well;
finding time to do so

• “Before, I believed I did not have
time to explain issues to patients,
but have realized we dont need that
much time to talk to patients.
I realized if I communicate well with
patients my work is so much easy”

Results related to resilience

Taking responsibility for change
Key change:
• This is a core change that needs to happen
for providers to communicate well in all
PCC dimensions
• ‘Thanks to this course, I have learn’t a lot
and have broken the barriers that are
hindering me to communicate effectively.
I have realized that I am the problem when
it comes to communication. I have decided
to have a change and that change is me!”

Key change: Awareness and management of emotions

Step back from automatic use of power
• Before:
• Angry patients judged,
disciplined, shamed, punished
• Automatic judgment of and
reaction to colleagues’
behavior often caused conflict
• Supervisors’ use of power
caused resentment; created
gossip and strained relations
• Providers overwhelmed: take
it out on those below

• Now:
• Step back, respect, finding
reasons for patient’s anger (fear?)
• Step back, reflect, discuss issue
with colleague when tempers
cool. Using awareness
• Recognize emotions, step back,
ask to speak in private to find
reasons. Often sparks apology
• Recognize emotions, step back,
take care of self: Reduce burnout

All participants give examples of this: Taking responsibility

Key changes related to resilience - from trainers:

Cooperation with and respect for
colleagues – rather than use of power
• “After the course, the working
conditions in hospital started to
change: relations among the
colleagues, employees and
patients became warmer,
people trust one another more,
and they feel less fear.
• This is because we try to
understand each other, to listen
and to respect other people. My
work efficiency significantly
increased.”

Trainers’ analysis of why course works well:

Reflection method and period is essential
• «You are your own teacher,
your own student. You rate
yourself, you motivate
yourself. The moment you
realize you have made a
breakthrough, it is like –
WOW!»
• «They change because they
have decided to – not
because they have been told
to.»
• Approach is empowering

Results related to resilience:

Effects of managing emotions:
Better care, higher job satisfaction
• Large majority describe:
– giving better care + more respect,
– creating good relationships
– Confidence

• Many say patients are
– Satisfied, calmed, open up, heal early

• Almost all say –
• Higher job satisfaction
• Lower burnout + conflict
= Higher resilience?

Discussion:
How does the training affect resilience?
• Resilience outcomes not measured, BUT –
These results directly linked:
• Self-awareness
• Relationships
• Ability to recognize, understand and manage emotions
(especially insecurity and fear) – their own, and patients’
• Confidence
Leading to –
• Taking responsibility for the communication, rather
than blaming the other person
• Focusing on what works, and on positive emotions

Further testing of how model affects
resilience: Project in Cardiff
• Train a group of trainees
working in Wales Deanery
• Reflective learning, + 4
workshops over 6 months
• Changes in Resilience and
Wellbeing will be
measured using a resilience
scale, and the SF36
measure of wellbeing
• Planned to start summer
2015

Challenges
• Power in hierarchy = sensitive
• Talking and learning about
emotions – new
• «Emotionality» = negative
• Experience based learning =
new
• Cultural concept of respect:
upwards, hierarchically

Limitations
• Evaluation methods:
– Qualitative, self
reported
– External evaluation
found same results
• Analysis not complete
• Not measured patient
satisfaction, or outcomes

Conclusion
• Main predictors of providers’ resilience have been
measured by training intervention in 7 countries:
–
–
–
–
–

Self-awareness
Relationship
Critical reflection
Manage emotions constructively
Taking responsibility for communication, rather than
blaming the other

• An adaptation of the training model will be further
tested, also using quantitative measures

Literature
•
•
•
•
•

•
•
•
•
•
•
•
•

•
•
•
•
•

Maguire, P Pitceathly, C (2002): Key communication skills and how to acquire them. BMJ 325:697-700. (28. September)
Maslach, C. (1982): Burnout: The Cost of Caring. Englewood Cliffs, NJ: Prentice-Hall.
Edelwick, J. and Brodsky, A. (1980): Burnout: Stages of Disillusionment in the Helping Professions. New York: Human
Sciences Press
Schaufeli, W. and Enzmann, D. (1998): The burnout companion to study and practice. A critical analysis. Taylor & Francis Ltd.
Krasner, M.S. &al (2009): Association of an Educational Program in Mindful Communication with Burnout, Empathy and
Attitudes among Primary Care Physicians. JAMA Vol 302 no 12, Sept 23/30
Clinical and communication skills. Need to be learnt side by side. Editorial, BMJ 2005:330:374-375
Communications and emotions. Skills and effort are key. Editorial, BMJ 2002:325:672
Smith, H. and Pressman, H. (2010): Training Nurses in Patient Communication, published on
www.patientprovidercommunication.com, February 2010
de Haes, H.C.C.M (2009): Responding to patient emotions: The different reactions to sadness and anger. Patient Education
and Counseling, editorial, Vol 76;
Fogarty, L.A & al (1999): Can 40 seconds of compassion reduce patient anxiety? J of Clin Oncol 17:371; Zimmerman, C, Del
Piccolo, L, Finset, A (2007): Cues and concerns by patients in medical consultations: A literature review. Psychological
bulletin
Kennifer, S & al (2009 ): Negative emotions in cancer care: Do oncologists’ responses depend on severity and type of
emotion? Patient Education and Counseling 76:51-6
Erickson, R.J, Grove, W, (2010): Why Emotions Matter: Age, Agitation, and Burnout Among Registered Nurses. The online
Journal of issues in nursing, April 2010.
Van Dulmen, S (2010): Communication skills that make a difference”, overview of research presented to the third Geneva
conference on Person-centered Medicine, Geneva May 3-5th 2010.
Silverman, J., Rurtz, S, Draper, J. Skills for communicating with patiens. Oxford, Radcliffe Medical Press, 1998
Butler, C, Rothlick, S, Scott, N. The practitioner, the patient and the resistance of change: recent ideas and compliance.
Canadian Medical Asociation Journal 1996: 154:1357-62
Branch, W.T (2015): Teaching professional and humanistic values: Suggestion for a practical and theoretical model. Patient
Education and Counseling 98; 162-167
Pollack, K. (2015): Learning what is in the “secret sauce” of MI that is essential for teaching busy clinicians.Editorial, Patient
Education and Counseling 98; 399-400
Schneider, T, Lyons, J and Khazon, S (2013): Emotional intelligence and resilience. Patient Education and Counseling 55; 909914

Literature, cont.
•

•
•
•
•
•
•
•
•
•
•
•

van Weel-Baumbarten, E (2010): Best Evidence Teaching Communication Skills. Presentation to the third
Geneva conference on Person-centered Medicine, Geneva May 3-5th 2010.
Labhardt &al (2009): Provider-patient interaction in rural Cameroon – How it relates to the patient’s
understanding of diagnosis and prescribed drugs, the patient’s concept of illness, and access to therapy.
Patient Education and Counselling p 196-201
Kjeldmand, D. and Holmstrøm, I. (2008): Balint Groups as a Means to Increase Job Satisfaction and Prevent
Burnout Among General Practitioners. Annals of family medicine Vol 6 no. 2
Haaland, A. and Vlassoff, C (2001): Introducing Health Workers for Change: From Transformation Theory to
Health Systems in Developing Countries. Health Policy and Planning Special Edition
Haaland, A and Molyneux, S. (2006): Quality Information in Field research. Communication skills training for
field workers. WHO/TDR
Haaland, A, Sopiene, R, and Gajauskiene, V (2007). Poster describing the method of health communication
and management of emotions training, and results of implemeting the method in a TB hospital in Lithuania.
Presented at the International Conference for IUATLD in Cape Town, Nov 2007.
Magruder Watkins, J., Mohr, B.J. (2001): Appreciative Inquiry: Change at the Speed of Imagination. JosseyBass/Pfeiffer
Roter, D. & al (1998): The effects of a continuing medical education programme in interpersonal
communication skills on doctor practice and patient satisfaction in Trinidad and Tobago. Medical Education 32,
181-189.
Chant, S &al (2002): Review: Communication skills: Some problems in nursing education and practice. Journal
of clinical nursing. 11:12-21.
Kruijver, I.P.M. & al (2000): Evaluation of communication training programmes in nursing care: a review of the
literature. Patient Education and Counseling vol 39, 129-145
Beauchamp, T.L. and Childness, J.F (2001): Principal Biomedical Ethics(5th edition). Part III Chapter 8: Moral
Theories (pp362-376). Oxford University Press
McAllister, M, McKinnon, J (2009) The importance of teaching and learning resilience in the health disciplines:
A critical review of the literature. Nurse Education today 29, 371 – 379

How does the process build
Emotional Intelligence (EI)?
1. Accurately perceiving emotions (baseline, tasks):
– Participants become aware of what they do well, and how
it affects patients:
– “When communicating I am good at listening. There was a patient
whom colleagues termed as very uncooperative and she does not
answer questions when asked. But when I sat and talked with her and
listened what was bothering her, she opened up and gave information”

•

Also – they become aware of what they do to hurt patients
and colleagues:
• “It was like it was another person behaving like that with the patient – it
could not have been me! I was shocked!”
• “I am not good at listening to long stories especially during admission. I
get irritated so fast so I will only take what is important”

How does the process build
Emotional Intelligence (EI)?
2. Integrating emotions with cognition:
– They connect emotionally, and start to see the Person
– “It was amazing that I could give her a lot of time just
listening to her without interrupting (..). It was amazing to
me how just listening could work magic”.

3. Understanding emotional causes and consequences:
– (..) Unless I understand my emotions well, I cannot think
and feel what a patient/parent goes through at that
particular moment.”
– “Lesson learnt: When you listen with open ears and heart,
the other person will be keen on what you too have to say.”
– “On my own observation, when I’m overwhelmed I find
myself I do not have patience and I don’t want to hear
stories, which affect my clients seeing that I don’t listen to
her/him. This is bad.”

How does the process build
Emotional Intelligence (EI)? (cont)
4. Managing emotions for personal adjustment:
– Learning to manage insecurity and fear:
– Realizing the impact of what they do makes them take responsibility for the
communication in the relationship, and for the change process:

• They change from being a “victim”
– (“She was such a difficult patient, there was nothing I could do”)

• to becoming an “aware communicator”
– (“She was feeling very scared, so I could see I needed to listen and to
empathize with her; I did, and we cooperated well”)

• who takes responsibility for making the communication process in the
relationship work well:
• “Thanks to this course, I have learnt a lot and have broken the barriers that
are hindering me to communicate effectively. I have realized that I am the
problem when it comes to communication. I have decided to have a
change and that change is me!”

• EI is a strong predictor of resilience

