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Resilience

Wasn’t the Yoga class going to fix this?

fortitude under stress that results in socially expected and 
desirable outcomes



Barely Hanging On
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1. Resilience
2. Self Care

Just Need…

20XX

You are all set now!



When The Going Gets Tough…

Answer: provide resilience trainingYou figure it out
To help cope with the emotional demands of the 
work.
Offer many individual solutions. 

These can help with individual coping styles to 
manage issues that are within our control.
Training fixes everything!

We can’t add anything to the day.
We can’t afford to offer more self care 
programs.
Good professionals don’t complain.
Risk being seen as “weak.”
Suffer in silence.
I survived it, you can too.

Not our responsibility Costs
Institutions don’t see this as their 
fundamental responsibility.

Millions/Billions
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What COVID-19 
Revealed

Confirmed what we already knew

Brought it to a crisis point

Impacted everyone in healthcare

Push for  change from institutions

But we are Heroes…….
6
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Do/Did we 
disenfranchise 
providers by 
calling them 
heroes?

Can heroes ask for help?



Unethical 
Abdication

First, by giving the illusion of a simple 
solution, it (resilience training) may 
preempt the hard work required to address 
systems failures. And second, it may send 
the message to affected doctors that they 
are the problem, that they need to do 
better at “absorbing negative conditions,” 
and that failure to “tough it out” is a sign of 
weakness. This is an unethical 
abdication of duty on the part of 
health care managers. 



Is resilience always adaptive and 
functional, or can resilience be 

maladaptive in contexts where it 
masks vulnerability or prevents 
effective action to address risk?

The term resilience can be misused to mask structural and 
psychological problems.

Mahdiani, H., Ungar, M. (2021). The Dark side of Resilience. Adversity and 
Resilience Science, 2, 147-155.



JAMA 2020

US physicians exhibited greater resilience than 
the general working population.
Physicians are not generally resilience-deficit and 
burnout rates are substantial even among the 
most resilient physicians.

West, C. P., Dyrbye, L. N., Sinsky, C., Trockel, M., Tutty, M., Nedelec, L., Shanafelt, T. D. (2020). 
Resilience and Burnout Among Physicians and the General US Working Population. JAMA Netw
Open, 3(7), e209385. doi:10.1001/jamanetworkopen.2020.9385



Mahdiani, H., Ungar, M. Adversity and Resilience Science (2021) 2:147–155 
https://doi.org/10.1007/s42844-021-00031-z

Consider…

• Suggest a focus on sustainability rather than resilience due to the 
assumption that resilience in a particular system is only being achieved at 
the expense of another system’s vulnerability.

• Self-confidence and high levels of self-efficacy—factors necessary for 
personal resilience—are only helpful when the goal or the desired 
outcome is realistically achievable.



Occupational Suffering
Unavoidable suffering.

Psychological stress in inherent to the work. 
Mitigate the harm is responsibility of individual 

and institution.

Avoidable suffering.
Overworked, understaffed, hierarchy, resource 

issues. Demand system changes.

Co-design strategies, including clinical experience.



Systems Issues
“For avoidable suffering, which 
by definition can be eliminated, 
the primary goal should be 
prevention, and interventions 
should focus on systems 
improvement, not on individual 
resilience.”

Card, A. J. (2018). Physician Burnout: Resilience Training is Only Part of the 
Solution. Ann Fam Med, 16(3), 267-270. doi:10.1370/afm.2223



Power
“…in particular contexts, 
resilience can be wrongly deployed 
as an inducement to tolerate 
disparity and inequality, 
accepting the deferral of demands 
for change, or as an excuse to 
assign individuals who lack power 
the responsibility to change their 
lives.

Mahdiani, H., Ungar, M. Adversity and Resilience Science (2021) 2:147–155 
https://doi.org/10.1007/s42844-021-00031-z



Healthcare 
Professionals
“We acknowledge that “resilience” and “self-
care” have become triggering concepts during 
the pandemic, given that HCPs have often 
reported feeling abandoned by multisectoral 
leaders and often have very little time or energy 

to devote to wellness.”

BOUNCING BACK 71

 “Stop calling me
Resilient.
 Because  every time you say
‘Oh,  they’re resilient,’
that means you can
do something  else to me.
I am not resilient.”

Yet it is less clear what refusing resilience might entail. #roughout this 
essay I have highlighted that resilience means di$ er ent  things in di$ er ent 

3.1  “Stop Calling Me Resilient”: poster on lamppost in New Orleans. Courtesy of 
Candy Chang. #is image is created by Taiwanese American artist Candy Chang, 
who is renowned for her interactive public installations that provoke civic engage-
ment and emotional introspection and whose work examines issues ranging from 
criminal justice and the  future of vacant buildings to personal aspirations and anx i-
eties. For more information, see http:// candychang . com / .
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Rosa, W. E., Roberts, K. E., Schlak, A. E., Applebaum, A. J., Breitbart, W. S., Kantoff, E. 
H., . . . Lichtenthal, W. G. (2022). The Critical Need for a Meaning-Centered Team-

Level Intervention to Address Healthcare Provider Distress Now. Int J Environ Res Public 
Health, 19(13). doi:10.3390/ijerph19137801



WORN OUT…



Working in Healthcare

You witness difficult situations/emotions
• Medical futility
• Moral distress
• Chaotic situations
• Poor communication among teams
• Pathology
• Sadness
• Frustration/powerlessness



Shift

Focus on Institutional Options
The workplace is responsible for providing a 
manageable  work environment.

Provide the funding
Put some money into this.

Bake it into the system
Recognize there is ongoing, expectable stress, 
therefore interventions & strategies should be 
available all the time.

Work with teams & individuals
Get feedback from teams and providers.

20XX 18



Goal
“The aim is not to eradicate the phenomenon but rather to 

mitigate its negative effects, including preventing caregivers from 

feeling unable to provide compassionate patient-centered care, 

feeling withdrawn, unable to return to work or continue in their 

profession.”

19

Morley, 2020. Addressing caregiver moral 
distress during COVID19 Pandemic



Call for Moral Community

Epstein. 2021

Solution
Here



Challenges

Fast Paced

We see a lot of people 
everyday. The pace is 
fast and unpredictable.

High Caseloads

How many is too many 
patients on your list? 
When does it start to 
effect the quality of 

your work?

It’s Up to You

So much emphasis on 
what YOU are 

supposed to do to take 
care of yourself.

20XX 21



“Healthcare professionals are 
often self-reliant and many do 
not ask for help.”

“Reinforcing healthcare 
professional compassion helps 
them overcome empathic 
distress and fear to provide care 
under extraordinary clinical 
circumstances everyday.”

Morley 2021. Mayo Clinic



A little history

Burnout

Individual is locus of 
control

Positive Thinking
Self Actualization

Compassion 
Fatigue

Work/Life Balance
Positive Adaptation

Moral Distress & 
Injury

Ethics Training

23

Resilience and 
Wellness

Coaches

Empathic Strain



Articles on moral distress 1988 - 2022
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Sets us up for failure.
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MUST DO SOMETHING (DIFFERENT)

There’ll be no one left to do the work…



28COMPANY 
PRESENTATION    |

www.yourdomain.com

Participants shared descriptions there was 
not a single source of distress but rather a 
complex entanglement that reflected their 
reality of navigating patient care during the 
COVID-19 pandemic. 

Three themes that reflect the most 
morally distressing sources: 
1. clinical care, 
2. system, and 
3. personal impact. 

Palliative and Hospice Social Workers’ 
Moral Distress during the COVID-19 
Pandemic 

Latimer, A., Fantus, S., Pachner, T., Benner, K., & Leff, V. (2022). Palliative and 
hospice social workers’ moral distress during the COVID-19 pandemic. Palliative 
and Supportive Care, 1-6. doi:10.1017/S1478951522001341



29COMPANY 
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www.yourdomain.com

Moral Distress 
and
Social Workers

Guan and colleagues (2021) study of 
oncology social workers, those who 
provided direct care and worked in in-
patient and out-pt settings had higher 
moral distress than those in strictly out 
patient or administrative departments.

Latimer, A., Fantus, S., Pachner, T., Benner, K., & Leff, V. (2022). 
Palliative and hospice social workers’ moral distress during the 
COVID-19 pandemic. Palliative and Supportive Care, 1-6. 
doi:10.1017/S1478951522001341



Moral Distress



• Feel overlooked in health care decisions
• Undervalued
• 79% wanted more active involvement in decisions
• Needing more support received from managers

• Balancing needs of pt and hospital with d/c planning
• ACP: conflicts with personal values.
• Conflictual relationships among multidisciplinary team 

members
• Poor supervisory experiences (Or eliminated)



Moral Distress: Root Causes

Internal. Perceived powerlessness

External: Poor communication

Clinical: Witnessing futile, non beneficial care

Hamric, et.al. 2012)



§ Overly aggressive, non beneficial rx are associated with
reduced qol at EOL

§ Sx of PTSDmore likely among caregivers
§ Moral Distress is an ethical root case of burnout
§ Examine what the ethical decision making climate is

Impact on Health care system



“Clinician well-
being needs to be a 
marker of the 
success of the 
health care 
enterprise.”

—Epstein, R., Privitera, M.
(2021) Finding Our Way Out of 
Burnout. JCO Oncology Practice. 17(7)



Individual Strategies

§ Remain open minded and curious
§ Resist making conclusions
§ Know where our own suffering/angst begins and ends
§ Use cognitive reframing to help us understand the plight

of the pt (not use all or nothing thinking)



Self-Awareness:
Why it is (always) important

We  must offer assistance that comes from a 
genuine and empathic place in ourselves;
We should not visit our issues on our clients/families;
Helps us be better clinicians;
It happens all the time.
It is our professional responsibility.



Pitch deck title

What does your institution offer/do?

Self care 
strategies

20XX

Hero signs Bonus pay

37

Increase in 
staff



Personal integrity
Clinicians 
standing up to 
overcome 
constraints take 
risky action.

Rushton, Moral Resilience 2018.

ü Aggressive
ü Confrontational
ü Bitchy
ü Pushy
ü It’s Your Problem (gaslighting)



System Strategies
§ Naming the problem: Moral Distress alleviates shame.

This is not burnout. (Not due to individual lack of coping
skills)

§ Collaborate with other disciplines (IPE).
§ Create opportunities for interdisciplinary conversations

about treatment.
§ Culture of ethical practice (committees, debriefs, didactics)
§ Develop work environment that fosters reflection and

communication, rewards raising ethical questions
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When health care providers are repeatedly faced 
with extremely complex moral challenges, they are 
at increased risk for intense and frequent experiences 
of moral-constraint distress and with it, intention 
to leave one’s position or profession altogether.3 Not 

only is this concerning because of the impact it has 
on individual lives but this would also pose a unique 
challenge in a pandemic situation where individu-

TABLE 2
Evidence-based recommendations for leaders to 
address moral distress

See and seek moral distress
• Look for ethical concerns and signs of moral distress.
• Inquire and consider whether an Ethics Consultation 

is indicated.
Understand moral distress 
• Understand through active listening.
• Be receptive to diverse perspectives.
• Model a self-refl ective process: be aware of your own 

biases, remember that ethical issues often are not black 
and white, and avoid responding with correction/rebuke.

Pay attention and assess workplace climate
• Acknowledge ethical challenges and moral distress.
• Assess the unit climate, culture, tone.
• Work to mitigate power differentials between caregivers.
• Explore and note repeated occurrences and problems.
• Assess professional risks of speaking up.
Promote a receptive environment and engage 
team members
• Encourage and create spaces for moral dialogue. 
• Encourage and role-model respectful communication 

across disciplines.
• Promote team-based dialogue and discussion when 

ethical issues arise.
Open opportunities for dialogue
• Encourage debriefi ng. 
• Ask whether members of the team might benefi t from 

further discussion with an ethics expert: consider 
whether a Moral Distress Refl ective Dialogue or Debrief 
is indicated.  

• Utilize resources: bring team members to multidisciplinary 
meetings, invite bedside nurses to family meetings, and 
participate in Bioethics rounds.

Refl ect, evaluate, and revise 
• Establish self-care as a custom, ask team members how 

they are doing, and explore whether they need any 
additional support.

Transform negative environments
• Acknowledge that the environment is changing, be 

transparent and ready to answer questions.

Developed and adapted from reference 7.

TABLE 3
Cleveland Clinic caregiver resources for coping 
with moral distress

Effective strategies to manage moral distress: consider the 
need to address the moral event and the distress 
(psychological/emotional/spiritual) caused by the event.

Moral Event and Distress
Moral Distress Refl ective Dialogues and Debriefs 
(MDRD) are facilitated by a clinical ethicist and independently 
licensed social worker or chaplain to provide caregivers with 
a safe space to refl ect on the moral event(s) that cause them 
to experience distress. During the COVID-19 pandemic, virtual 
MDRDs are available.

Moral Event
Targeting the moral event often necessitates a critical exami-
nation of the underlying ethical frameworks and consideration 
of the perspective of others (perspective-taking). 
The Ethics Consultation Service (ECS) provides support to 
patients, loved ones, and health care professionals grappling 
with ethical issues in the provision of patient care. At Cleveland 
Clinic, the ECS is available 24/7 by paging 22512, placing an 
EPIC order, or referring to the on-call directory via the intranet.
During COVID-19, clinical ethicists in the Center for Bioethics 
have provided recommendations on a number of issues, including 
how to decide whether surgery should be considered essential 
and whether exceptions to the visitation policy are warranted, 
how to develop ethically robust triage protocols, and how to deal 
with confl icting ethical values. Clinical ethicists are also available 
to assist with organizational ethics issues that may cause moral 
distress, including supporting the development of processes that 
can be considered fair, equitable, and transparent.  

Distress
Caring for Caregivers is available to support caregivers 
through life’s challenges, providing counseling and Critical 
Incident Response services. During the COVID-19 pandemic, 
30-minute Boost appointments are also available to talk 
through feelings and provide support.
Call Caring for Caregivers at 216.445.6970 for support.
Offi ce of Professional Staff Affairs provides confi dential 
services for employees to support psychological distress. We 
recommend their services for any caregiver who is concerned 
about stress or Post-Traumatic Stress Disorder.
Spiritual Care is available 24/7 for coping with loss, stress, 
suffering, and more as well as for faith-based concerns. All 
visits are conducted via phone or FaceTime and are free. 
Anonymous calls are welcome. Call the Grief and Relief Support 
Line at 844.204.7433 for support.

 

 on July 24, 2020. For personal use only. All other uses require permission.ccjm.orgDownloaded from 
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justi! ed. This is considered moral-constraint distress 
because they believe they know the right thing to do 
but they are constrained from doing it.

In this and similar cases, caregivers meet their obli-
gations to their patients by utilizing resources that are 
available to facilitate emotional supports. Limited 
exceptions in visitation policies and increased access 
to virtual technologies to facilitate patient-family 
interactions mitigate the relational losses of visita-
tion restriction. Even with these efforts, some losses 
will still occur. 

In addition to the relational cost, restricted visi-
tation policies may also affect the decision-making 
process. Many patients may be temporarily unable to 
communicate or lack the capacity to make decisions 
for themselves. This situation requires input from the 

patient’s surrogate and yet, the surrogate is being asked 
to make these decisions remotely. Even when virtual 
visits are possible, caregivers may wonder whether 
the surrogate understands the medical complexity of 
the case when they are unable to see their loved one 
or the machines required to sustain their life. 

The inability to account for daily experience can 
challenge a surrogate’s ability to assess whether their 
decisions are aligned with the values of the patient. 
This can cause moral-uncertainty distress for the 
health care team because they feel uncertain about 
whether the surrogate is using a substituted judge-
ment standard that is in the patient’s best interest or 
stems from a hope to see their loved one alive again. 

Less considered in the literature is the moral dis-
tress experienced by the remote decision maker who 

TABLE 1
Recognizing moral distress in oneself and others2

 You are feeling 
Type of moral distress distressed because... Common emotions Trigger phrases

 

MORAL-CONSTRAINT 
DISTRESS

MORAL-UNCERTAINTY 
DISTRESS 

MORAL-DILEMMA 
DISTRESS

MORAL- CONFLICT 
DISTRESS 

MORAL-TENSION 
DISTRESS

You are constrained from doing 
what you think is the ethically 
appropriate action.

You are uncertain about 
whether you are doing the right 
thing.

You are unable to choose 
between 2 or more ethically 
supportable options.

You are confl icted about the 
most appropriate ethical action.

You are unable to share your 
beliefs with others (this might 
include your colleagues, man-
ager, or other providers).

Angry, frustrated, sense of 
injustice, powerless

Torn, confl icted, uncertain, 
frustrated

Guilt, regret, torn, sense of 
injustice, sad

Confl icted, frustrated, angry, 
sad

Sad, angry, frustrated, 
powerless

“I feel like I’m not doing the 
right thing.”

“I feel like I am complicit in 
causing suffering.”

“I feel torn about what we 
should do.”

“I don’t know whether this is 
the right thing to do.”

“I feel like I’m stuck between
a rock and a hard place.”

“Both options seem to be 
equally bad.”

“I feel like they don’t under-
stand my point of view.”

“I feel like we have different 
moral perspectives.”

“I don’t feel like I can talk to 
anyone about my beliefs.”
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COVID-19 CURBSIDE CONSULTS

Georgina Morley, RN (UK), MSc, PhD
Center for Bioethics, Clinical Transformation, Cleveland Clinic

The statements and opinions expressed in COVID-19 Curbside Consults are 
based on experience and the available literature as of the date posted. While 
we try to regularly update this content, any offered recommendations can-
not be substituted for the clinical judgment of clinicians caring for individual 
patients. 
doi:10.3949/ccjm.87a.ccc047

Denise Sese, MD
Department of Pulmonary and Critical Care Medicine, 
Respiratory Institute, Cleveland Clinic 

Addressing caregiver moral distress during 
the COVID-19 pandemic
Posted June 2, 2020

 ■ ABSTRACT
Moral distress is the psychological distress that is 
experienced in relation to a morally challenging situation 
or event. Although it was fi rst observed within nursing, 
caregivers across all disciplines—including physicians, 
respiratory therapists, social workers and chaplains—
experience moral distress. In this consult, we discuss 5 
types of moral distress using examples of changes to 
clinical practice that have occurred due to COVID-19. We 
also provide suggestions for responding to moral distress 
and outline the resources available at Cleveland Clinic.

 ■ MORAL CHALLENGES DUE TO COVID-19
The Coronavirus Disease 2019 (COVID-19) pandemic 
has created new challenges for caregivers, leaders, 
patients, and families. Health care organizations have 
been required to respond to changing logistical needs 
in ethically supportable ways.  This includes increas-
ing testing and treatment capability equitably and with 
sensitivity to need; expanding hospital capacity while 
maintaining safety for patients and honoring obliga-
tions to caregivers; and minimizing risks to caregivers, 
patients, and the community while continuing to pro-
vide compassionate patient-centered care. The ethi-
cal frameworks that guide organizational responses to 
these value-laden decisions shift in a pandemic from a 
patient-centered approach toward a community-based 
approach. In short, some ethical priorities have changed, 
and as a result, caregivers are now caring for patients in 
ways that might not have been considered optimal in 
the context of pre-pandemic ethical frameworks. This 
shift heightens the potential for moral distress.1

Moral distress is the psychological distress that 

is experienced in relation to a morally challenging 
situation or event.2 While ! rst observed within nurs-
ing, caregivers across all disciplines (eg, physicians, 
respiratory therapists, social workers, and chaplains) 
experience moral distress.3 In this consult, we explore 
5 types of moral distress (Table 1)—moral-constraint, 
moral-uncertainty, moral-dilemma, moral-con" ict, and 
moral-tension2—using examples of changes to clinical 
practice that have occurred due to COVID-19. We also 
provide suggestions for responding to moral distress and 
outline resources available at Cleveland Clinic.

 ■ VISITATION RESTRICTIONS AND THE IMPACT ON 
PATIENTS, FAMILIES, AND HEALTH CARE WORKERS 

One of the most signi! cant changes that has affected 
patients and caregivers across health care organiza-
tions is visitation. Generally speaking, a patient-
centered approach strongly favors generous visitation 
policies. Actively facilitating patients’ access to their 
support systems optimizes the healing environment 
and patient well-being. However, with the COVID-
19 pandemic, visitation polices have been restricted 
to minimize risk of spreading the disease over the 
interests of individual patients. 

This shift in ethical priorities is not without a cost. 
Patients now rely more on caregivers to provide emo-
tional support or facilitate it in innovative and novel 
ways. Health care workers are experiencing and wit-
nessing intense suffering as a result, which understand-
ably raises questions about whether the application of 
community-focused policies are ethically justi! ed. 

Consider, for example, the health care team caring 
for an oncology patient who has an aggressive disease 
course and is undergoing chemotherapy as an inpa-
tient. They are in pain and constantly nauseous and 
terri! ed but their condition is not considered termi-
nal.  As such, they must go through treatment alone 
each day. The physician and nurse believe that keep-
ing this patient isolated from their loved ones is not 

Prabalini Rajendram, MD
Department of Critical Care Medicine, 
Respiratory Institute, Cleveland Clinic

Cristie Cole Horsburgh, JD
Center for Bioethics, Clinical Transformation, 
Cleveland Clinic

 on July 24, 2020. For personal use only. All other uses require permission.ccjm.orgDownloaded from 



Pitch deck title

Take time to reflect 
and acknowledge.
This work is complex and impacts 

everyone in some way. We must 

normalize this experience & learn from 

each other to be able to do the work for 

the long haul.
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biases, remember that ethical issues often are not black 
and white, and avoid responding with correction/rebuke.

Pay attention and assess workplace climate
• Acknowledge ethical challenges and moral distress.
• Assess the unit climate, culture, tone.
• Work to mitigate power differentials between caregivers.
• Explore and note repeated occurrences and problems.
• Assess professional risks of speaking up.
Promote a receptive environment and engage 
team members
• Encourage and create spaces for moral dialogue. 
• Encourage and role-model respectful communication 

across disciplines.
• Promote team-based dialogue and discussion when 

ethical issues arise.
Open opportunities for dialogue
• Encourage debriefi ng. 
• Ask whether members of the team might benefi t from 

further discussion with an ethics expert: consider 
whether a Moral Distress Refl ective Dialogue or Debrief 
is indicated.  

• Utilize resources: bring team members to multidisciplinary 
meetings, invite bedside nurses to family meetings, and 
participate in Bioethics rounds.

Refl ect, evaluate, and revise 
• Establish self-care as a custom, ask team members how 

they are doing, and explore whether they need any 
additional support.

Transform negative environments
• Acknowledge that the environment is changing, be 

transparent and ready to answer questions.

Developed and adapted from reference 7.

TABLE 3
Cleveland Clinic caregiver resources for coping 
with moral distress

Effective strategies to manage moral distress: consider the 
need to address the moral event and the distress 
(psychological/emotional/spiritual) caused by the event.

Moral Event and Distress
Moral Distress Refl ective Dialogues and Debriefs 
(MDRD) are facilitated by a clinical ethicist and independently 
licensed social worker or chaplain to provide caregivers with 
a safe space to refl ect on the moral event(s) that cause them 
to experience distress. During the COVID-19 pandemic, virtual 
MDRDs are available.

Moral Event
Targeting the moral event often necessitates a critical exami-
nation of the underlying ethical frameworks and consideration 
of the perspective of others (perspective-taking). 
The Ethics Consultation Service (ECS) provides support to 
patients, loved ones, and health care professionals grappling 
with ethical issues in the provision of patient care. At Cleveland 
Clinic, the ECS is available 24/7 by paging 22512, placing an 
EPIC order, or referring to the on-call directory via the intranet.
During COVID-19, clinical ethicists in the Center for Bioethics 
have provided recommendations on a number of issues, including 
how to decide whether surgery should be considered essential 
and whether exceptions to the visitation policy are warranted, 
how to develop ethically robust triage protocols, and how to deal 
with confl icting ethical values. Clinical ethicists are also available 
to assist with organizational ethics issues that may cause moral 
distress, including supporting the development of processes that 
can be considered fair, equitable, and transparent.  

Distress
Caring for Caregivers is available to support caregivers 
through life’s challenges, providing counseling and Critical 
Incident Response services. During the COVID-19 pandemic, 
30-minute Boost appointments are also available to talk 
through feelings and provide support.
Call Caring for Caregivers at 216.445.6970 for support.
Offi ce of Professional Staff Affairs provides confi dential 
services for employees to support psychological distress. We 
recommend their services for any caregiver who is concerned 
about stress or Post-Traumatic Stress Disorder.
Spiritual Care is available 24/7 for coping with loss, stress, 
suffering, and more as well as for faith-based concerns. All 
visits are conducted via phone or FaceTime and are free. 
Anonymous calls are welcome. Call the Grief and Relief Support 
Line at 844.204.7433 for support.
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Healthcare Provider 
Debriefings

One example of

Systems Strategies & 

Responsibilities



Why?
“As a provider, my participation in 
debriefing has helped me develop 
better relationships with the nursing 
staff both by understanding how I can 
support the nurses but also by being a 
part of us all sharing our common 
experiences on the unit .” Hospitalist, 
PA

“These debriefing meetings provide a palpable 
improvement in the mood of the staff that participate - like 
a sigh of relief that they have a safe space to voice feelings 
and feel heard in a supportive environment.” Hospitalist 
APP

44

The positive impact of the (sic) debriefing 
sessions cannot be overestimated among the 
MICU housestaff. These residents often see 
more death and sadness in 2 weeks of MICU 
time than in the entire remainder of their 
clinical year. Therefore, to have a time and a 
safe space in which to talk through their 
experiences, feelings, and emotions is 
invaluable. And the fact that the sessions are 
led by two world experts in palliative care and 
communication is a huge plus. The MICU is a 
strong supporter of this!”, Dr. Chris Cox, Duke 
Univ. Hospital, MICU Director.



What are Well-Being 
Debriefings?

Peer-facilitated informal groups.

Structured time for healthcare workers to give voice to the 

impact of the work on them.

Opportunity to increase social support, reduce isolation, 

normalize emotional reactions to difficult situations and 

learn coping strategies from colleagues.

Opportunities for collegial support, reflection and 
understanding. 45

What are Healthcare Provider Debriefings?



“Positive social support can have a buffering effect 

on neurobiological mechanisms, physiological stress 

responses, help with mental and physical health.”

Southwick. Why are some individuals more resilient that others: the 
role of social support. World Psych. 2016

Intentionally and deliberately 
creating a community of support.

SOCIAL SUPPORT IS KEY



Healthcare 
Debriefings 

are not:

Critical Incident Debriefings
Psychotherapy Support Groups
Crisis Intervention
Trauma care



Not meant to “fix” anything. 
Invites reflection and learning over time.

Provide opportunity
Social support among colleagues

Normalization of reactions

Learn from each other: What works 
& what doesn’t

Build a culture of caring 
(organization supports takes time).

Encourages self-awareness leading to 
improved coping and understanding.

Dealing with these reactions
• Isolation
• Feeling overwhelmed and stressed
• Morally distressed, conflicted
• Frustrated
• Grief
• Empathy strain
• Emotional exhaustion
• Depersonalization

48



Moral Distress & Debriefs

Organizations (and Social Work 
Leaders!!) can influence moral distress 

by enhancing formal and informal 
support structures for dealing with them.



Key ingredients to success
Environment is safe and structured (setting 
expectations and boundaries)
Strong support from management
Involves emotional expression
Provides validation
Provides opportunity for meaning making
Strengthens self awareness - resiliency



More than a resilience strategy

Ongoing, baked into the culture, opportunity & 
obligation.

51

Promotes resilience sustainability



Shared responsibility

Debriefings provide opportunity for 
individual, team and institutional 
support.
Organizational level efforts profoundly 
effect on clinician well-being.

Shanafelt & Noseworthy. Executive Leadership and Physician well-being: Nine 
organizational Strategies to Promote Engagement and Reduce Burnout. Mayo Clinic Proc 
2017.



This should be a priority, not an 
“extra”.

Make the space.

• Instead of trying to fit the Debriefings 
into schedules: Make the space for the 
Debriefings!
• Change the narrative.
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Pitch deck title

Product overview

Unique
Only product specifically 
dedicated to this niche market

First to market
First beautifully 

designed product that's both 
stylish and functional

Tested
Conducted testing with 
college students in the area

Authentic
Designed with the help and 
input of experts in the field

20XX 54



Repair, Mend  and 
Sustain
Kintsugi
Kintsugi (金継ぎ, "golden joinery"), also 
known as kintsukuroi (金繕い, "golden 
repair"), is the Japanese art of repairing 
broken pottery by mending the areas of 
breakage with lacquer dusted or mixed with 
powdered gold, silver, or platinum

embracing your flaws and imperfections



Summary
• Identify what is normal –

provide data.
• Shared responsibility with 

institution.
• Get rid of perfectionistic 

professional selves.
• Self awareness increases ability 

to sustain ourselves in this 
work.

• Debriefs offer social support.
56



And now…this
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“

58

—Carl Jung

You are what you do, 

not what you say you do.
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