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1.Introduction

In the 21% century, work-based well-being interventions have become popular as employers
realise that optimising the well-being and health of their workforce has direct and measurable
benefits for both individual employees and organisations (Batt, 2009; Donaldson-Feilder, &
Bond, 2004; Piao, & Managi, 2022).

Furthermore, employer legislation in many industrialised economies has made workforce
health and well-being a mandatory compliance issue (MacKay, Cousins, Kelly, Lee, &
McCaig, 2004; Schulte, Guerin, Schill, et al., 2015). Importantly there is evidence that 92%
of employers with over 200 workers believe workplace wellbeing interventions should be
offered (Mattke, Schnyer, & Van Busum, 2013). As a result, employers have implemented a
range of interventions designed to enhance staff well-being. These interventions have
targeted a range of possible outcomes but chief among these have been programs designed to
reduce employee stress and to promote well-being in both physical and mental health.
Modern interventions have witnessed a growth of interest in the concept of resilience and
currently many organisations specifically aim to increase this characteristic in their
workforce.

At the outset, the definition of stress will be examined, and then the definition of resilience.
Research on well-being / resilience interventions in a work context will be reviewed and their
effectiveness will be discussed. Finally, practical advice will be suggested.

2.Defining stress

Widely accepted definitions of stress conceptualise it as occurring when an individual
appraises a situation as a threat to things they value, while also believing they do not have the
resources to meet these situational demands. Therefore, limiting their ability to cope. This in
turn reduces their psychological and physical wellbeing (French, Caplan, & Van Harrison,
1982; Harms, Credé, Tynan, Leon, & Jeung, 2017; Lazarus & Folkman, 1984; also see
chapters I, 111, X and XI of the present book).

While no one is a stranger to the concept of stress it is worth reiterating that the effects of
stress are not always negative. Thus, original conceptions of stress indicated that mild to
moderate levels are motivating and encourage a person to work harder. This positive
motivational aspect of stress has been defined as eustress (Gibbons, Dempster, & Moutray,
2008; Kupriyanov, & Zhdanov, 2014; Selye, 1936). However, the extent to which mild to
moderate stress may be positive will differ across individuals and contexts. Given the
resource-based definition of stress, once one’s personal resources to deal with stress are
perceived to have been reached or overstretched the individual becomes unable to cope and
further stress is seen as detrimental to their well-being and health (Harms et al., 2017;
Lazarus & Folkman, 1984).

Adverse events requiring individuals to adapt are common, thus research shows that the
average person at least in a Western world context has experienced one major potentially



traumatic event in their lifetime (Bonanno, Rennicke & Dekel, 2005; Karam, Friedman, Hill,
Kessler, et al., 2014). Examples of these traumatic events would include, losing ones’ job,
being born into poverty, experiencing war, abusive parents, divorce, death of friends and
family, crime, bullying, and harassment. Therefore, it is very unlikely an individual will
escape major life stress across the lifespan. It is imperative for research to investigate ways to
cope more effectively with adverse events and stress. One concept that helps individuals deal
with stress concerns resilience, which is examined below.

3.What is resilience?

Resilience is the term used to denote one characteristic which may help people deal with
adverse circumstances. Resilience has been discussed in various forms for millennia, yet
concerted efforts to systematically study resilience as a discrete phenomenon only began in
the 20" Century. But how does one define resilience? The word itself originates from a Latin
word “resilire” meaning to leap back or rebound. The online Oxford dictionary (2017)
suggests that resilience can be defined as “The capacity to recover quickly from difficulties;
toughness” or “The ability of a substance or object to spring back into shape”. Important in
this definition is the idea that resilience is a capacity that is not required under normal
circumstances but comes into its own when faced with adversity or load.

Modern psychological definitions echo these basic ideas, and thus reliance is seen in
individuals that mange to sustain normal development or functioning despite ongoing
adversity or difficulties (Kalisch et al., 2017; Denckla et al., 2020; Friborg et al., 2003;
Garmezy, 1981; Rutter, 1985; Tusaie, & Dyer, 2004; Windle, 2011). However, some have
suggested that resilience should be conceptualised more broadly as a general protective
measure supporting individuals to learn and grow through challenges (Youssef & Luthans,
2007).

Some have suggested resilience is seen in very specific patterns of functioning following
exposure to trauma, thus Bonnano and colleagues have argued resilience is best represented
by a stable response to trauma that demonstrates consistent healthy functioning (Bonanno,
2004; Bonanno Westphal & Mancini, 2011). From this perspective, the individual can show a
degree of destabilisation during the trauma and immediate aftermath, however they also
continue to function adequately. The important point to note is that the work of Bonanno and
colleagues has consistently demonstrated that the common trajectory of resilience over time
is relatively flat and is often the most frequently seen even after exposure to extreme trauma
(Bonanno, 2004; Bonanno, Brewin, Kaniasty & LaGreca, 2010; Bonanno et al., 2015). This
indicates that one must not underestimate the basic human capacity to continue to function
through adversity. However, most of the research is based on reactions to a single traumatic
event, whereas real world circumstances may not always follow this pattern, with multiple
stressful life events sometimes occurring simultaneously. It is also important to note
Bonnano’s view is that resilience could result from multiple sources and is not
unidimensional, and therefore resilient individuals cannot be described as a homogeneous
group (Southwick, Bonanno, Masten, et al., 2014).

One major debate within the literature concerns whether resilience is a quality that is inherent
in certain individuals like a trait, or a process (Lepore & Revenson, 2006). While resilience
has been viewed by some as a relatively stable trait (Silk, Vanderbilt-Adriance, Shaw,
Forbes, Whalen, Ryan & Dahl, 2007) this requires a cautious approach as some have
suggested that it implies a person that does not have this attribute may be viewed negatively
(Windle, 2011). There is some debate regarding the generalisability of resilience across life



domains. For example, Tusaie and Dyer (2004) suggest that while individuals may
demonstrate resilience in certain life domains, they may not demonstrate it in others. An
example of this may be where a person comes from a poverty-stricken war zone, yet is able
to overcome these setbacks and do well in education and have a career they enjoy, however
they may still show difficulties in other life domains such as close relationships. What is clear
is that resilience varies across the life span and is certainly not uniform in its distribution
across different life domains, which would indicate that resilience in not generalised. Modern
views of resilience show that it is a highly interactive phenomenon that varies depending on
the following factors: 1. internal to the individual (both psychological and biological); 2. the
immediate external environment (and subject to fluctuations); 3. background culture and
nation. Therefore, the level of resilience an individual displays will depend on numerous
interactions between the person and their environment across a timecourse and must be seen
as a dynamic and temporally adaptive process (Kalisch et al., 2019; Egeland, Carlson &
Stroufe, 1993; Hunter, 2001; Rutter, 1985).

3.1. Risk / Protective Factors

Most definitions of resilience include reference to the concept of risk factors, which will now
be examined. Resilience is traditionally seen to be needed under conditions of adversity and
is demonstrated by successful engagement with adversity. This suggests adversity conveys
increased risk of destabilisation to the individual. Risk factors increase the likelihood of
future destabilisation, which include situational factors such as being born into poverty,
experiencing childhood abuse, divorce, death of a close relative, homelessness, and job loss,
among many others. Furthermore, risk factors can be either discrete acute events or ongoing
chronic events (Garmezy, 1991). Importantly research has indicated that the effects of high
levels of uncontrollable ongoing adversity without sufficient support can have detrimental
biological effects on the body and central nervous system, resulting in future disease and
behavioural disruption (Shonkoff, Boyce & McEwen, 2009).

In contrast to risk factors there are also protective factors that function to ameliorate risk
which can be internal or external to the individual. Protective factors seem to operate at three
basic levels which are commonly defined in the literature as 1. Individual — factors such as
psychological and biological makeup within the individual, 2. Social —factors such as having
a supportive family or network of friends and high levels of parental support, 3. Community
— these operate at the wider societal level and would encompass factors such as living in a
region with good social security systems and general economic well-being (Windle, 2011).

Common examples of internal and external protective factors could be greater socio-
economic status, the presence of multiple supportive personal relationships, and having
particular levels of specific personality traits e.g. low neuroticism. Regarding personality, a
meta-analysis investigated the ‘big five’ personality traits across thirty studies based on a
total sample of 15,609 individuals and reported that resilience correlates significantly and
negatively with neuroticism, and positively and significantly with extraversion, openness,
agreeableness, and conscientiousness — all correlations were above .30 and therefore
moderate. Thus, more resilient individuals are agreeable, conscientious, high in openness and
extravert, while simultaneously low on neuroticism (Oshio, Taku, Hirano, & Saeed, 2018).
Further to this, studies have demonstrated a significant positive relationship between
resilience and self-esteem (Liu, Wang, Zhou & L.i, 2014).

What is clear is that there is a complex set of relationships within and between risk and
protective factors and therefore they should not be considered separately as the dynamic



interaction of these factors will influence the overall level of functioning in the face of
adversity. Psychology is only just beginning to understand the complex web of interactive
factors that impinge upon the individual to convey their ultimate risk or whether they are
classified as displaying resilience or not. Therefore, at present understanding is in its infancy.

3.2. Review of Resilience Research

Studies have shown that rates of resilience vary enormously from study to study with
estimates ranging from 15% to 84% being seen to be resilient. However, the population under
study, the way the researchers conceptualise resilience and the measures used will strongly
impact the rates found. As mentioned previously, individuals can frequently display resilient
outcomes in one domain of life while simultaneously showing impoverished function in other
domains. (Bernard, 1997; Haskett, Nears, Ward, McPherson, 2006; Richardson, 2002; Rutter,
1985). Another important point regarding the rates of resilience found, is that they can only
be invoked and therefore indexed in the presence of significant adversity. Thus, in the
absence of significant adversity, which would be known to destabilise a majority of
individuals and require serious adaptation, resilience will not be present (Roisman, 2005).

Research on resilience can be conceptualised as having occurred in successive waves, with
each wave focusing on a different aspect of resilience. The literature developed out of
research on children exposed to adversity in mainly Western world contexts. The critical
observation being that some children exposed to adversity seemed to do well, displaying
functioning at a level way beyond what might be expected given the early adversity. This led
the first wave of researchers to search for characteristics that might account for the different
outcomes. Initially it was thought these factors would mostly be individual characteristics
that were features of the individual’s makeup. Thus, much of the early work looked for stable
factors within the individual that could account for the better-than-expected outcomes. As the
literature then began to demonstrate that some of these factors were present in the
individual’s external environment it broadened to include these factors. Examples of factors
reported by the early resilience researchers were: intelligence, optimism, cognitive flexibility,
positive self-concept, emotional regulation, positive emotions, creativity, hardiness, humour,
enhanced life meaning, internal locus of control, active coping skills, spirituality, the
presence of supportive adults and social support (Barbarin, Richter & deWet, 2001; Herrman,
Stewart, Diaz-Granados, Berger, et al., 2011; Schweizer, Beck-Seyffer & Schneider, 1999;
Seligman, 1975; Werner, 1993; Werner & Smith, 1992; White, Moffitt & Silva, 1989).
Importantly evidence exists that social support is generally protective whether received or
given (Brown, Nesse, Vinokur, & Smith, 2003). There is also evidence that the number of
adverse events experienced has a cumulative effect with the general rule seeming to be that
more adverse experiences convey greater risks (Infurna, et al., 2021; Holmes & Rahe, 1967
Tusaie & Dyer, 2004). Although studies have also reported that moderate levels of adversity
are predictive of the highest levels of adaptive functioning when compared to no adversity or
high adversity (Holtge et al., 2018). What is clear is the precise conditions under which
adversity is cumulative across the lifespan and those under which previous moderate
adversity can convey later strength are only beginning to be delineated.

Successive waves of resilience research quickly recognised that it was not merely the
presence or absence of risk or protective factors and whether these were internal or external
to the individual that mattered, but the way the factors interacted. Furthermore, the process of
how an individual responds to adversity and utilises the resources they have at their disposal
became critical (Yates et al., 2003). Therefore, the resilience literature began to move from
seeing resilience as a stable feature to an interactive process (Herrman, et al. 2011,



Richardson, 2002). Furthermore, this suggests that resilience is specific to the context and
time period and not necessarily uniform across all life domains — one can show resilience
occupationally or academically while displaying social decrements. Due to its interactive
nature, paths towards resilience are multifarious and numerous (Luthar, Cicchetti, & Becker,
2000; Masten, 2001; Ungar, & Theron, 2020).

One reason resilience represents an important target for workplace intervention is because
resilience correlates negatively with multiple mental health issues such as depression and
anxiety, post-traumatic stress disorder and addictions (Babi¢, et al. 2020; Cuomo,
Sarchiapone, Di Giannantonio, Mancini & Roy, 2008; Fossion, Leys, Kempenaers, Braun,
Verbanck, & Linkowski, 2013; Fossion, Leys, Vandeleur, Kempenaers, Braun, Verbanck, &
Linkowski, 2015; Hartley, 2011). This is supported by a meta-analysis supporting the same
conclusions (Hu, Zhang, & Wang, 2015).

As a result of these findings and proposed legislative changes, organisations have started to
examine ways that employee stress might be reduced, and well-being / resilience increased
(Verraet al., 2019). This is important as Erskine and Georgiou (2018) highlighted that there
are several characteristics of work that make it a very likely source of significant life stress.
Furthermore, it is noteworthy that employee well-being interventions focus on building
capacity at the individual employee level. Thus, despite a wealth of evidence that leadership
styles and workplace culture have significant and enduring impacts on employee well-being
(See Erskine & Georgiou, 2018; Erskine & Georgiou — see also chapter 1V of the present
book) the focus of employee well-being programs has mainly been on increasing resilience in
individual employees. Even though workplace resilience / well-being programs show efficacy
these need to be considered in line with other potential beneficial interventions such as
workload reductions that may deliver similar or greater positive outcomes (Holland et al.,
2019; Mejalli et al., 2019; Pace et al., 2021;).

Thus, individual resilience training programmes help individuals to demonstrate enhanced
well-being and health through coping better with the challenges often faced in the workplace,
rather than minimising the challenges themselves (which may not always be possible given
the occupational setting e.g. military). The next section will investigate studies that have
examined employee well-being / resilience building interventions and seek to determine their
efficacy and effectiveness.

4. Employee Wellbeing / resilience interventions
While this chapter will focus on workplace interventions it will also examine school and
university-based interventions as these are akin to work for those studying within them.

4.1 School based interventions

There is mixed evidence of effectiveness for resilience-based interventions targeted at
primary or secondary school children. Thus, Caldwell and colleagues (2019) conducted a
systematic review and a network meta-analysis of 137 studies (56,620 participants) of
interventions to prevent anxiety and depression in children. The findings indicated little
evidence that cognitive-behavioural interventions were able to prevent or reduce anxiety in
school age children. Furthermore, there was no evidence to suggest that any interventions to
prevent depression were effective. There was some significant evidence for the effectiveness
of relaxation and mindfulness-based interventions for reducing anxiety when compared to no
interventions in secondary school settings. (Caldwell, Davies, Hetrick, Palmer, Caro, et al.
2019).



Research has also been employed to examine studies designed to improve resilience more
generally in children. Thus, the Penn Resilience Program has been shown in meta-analysis to
reduce anxiety and depression in younger people. Furthermore, the effects of the intervention
in children seem to increase even after the intervention is discontinued, as shown at 12-month
follow-up (Brunwasser, Gillham & Kim, 2009). Meta-analysis has also been used to examine
the effects of resilience programs in children on the tendency to use tobacco, alcohol, and
illicit drugs. Broadly the results show resilience building interventions to be effective at
reducing illicit drug use but not alcohol or tobacco (Hodder, Freund, Wolfenden, Bowman,
Nepal, et al. 2017).

A systematic review of school based mental health promotion programs demonstrated that in
ten out of eleven studies improvements in resilience, coping skills and self-efficacy were in
evidence during and at post assessment. However, where outcomes were examined over
longer timeframes post interventions these benefits were not maintained. They key
components of working interventions were using teachers to deliver the program, and
adapting the program to the unique environment or needs of the cohort. Importantly
outcomes were not related to the length of the program (Fenwick-Smith, Dahlberg, &
Thompson, 2018).

Thus, overall, this represents a mixed pattern of results where improvement in well-being
while possible is less consistent than might be expected. Even though the outcomes often
seem not to demonstrate benefits over longer time periods, it may be the case that these
resilience and coping skills interventions could provide benefits at a much later point in life.
For example, where the individual finds themselves in periods of intense adversity.

4.2 University based interventions

Flinchbaugh and colleagues (2012) investigated four specific stress management techniques
(deep breathing, progressive muscle relaxation, guided imagery and positive self-talk) and
keeping a gratitude journal on overall student stress, experienced meaningfulness, and
classroom engagement in 117 undergraduates. The study took place over a semester (12
weeks) and 4 groups were created:

Stress management only

Gratitude journaling only

Combined stress management and journaling
Control condition

PoNbE

Pre and post semester surveys included measures of stress, meaningfulness, engagement, and
general life satisfaction. Results indicated that none of the interventions had a significant
effect on overall classroom stress or life satisfaction. However, the combination of stress
management techniques and gratitude journaling did have a significant effect on course
meaningfulness and engagement (Flinchbaugh, Moore, Chang, & May, 2012).

Houpy, Lee, Woodruff, and Pincavage, (2017) investigated resilience in 117 US medical
students. Results indicated that medical student resilience was lower than a sample from the
general population. This was also previously reported in a sample of Canadian medical
students (Rahimi, Baetz, Bowen, & Balbuena, 2014). Furthermore, Houpy and colleagues
(2017) found that resilience was higher in male students, those with more years of



experience, and those who reported being able to cope. Importantly medical students believed
resilience training would be useful and seemed to have insight into their general level of
resilience.

A review of the effectiveness of using resilience interventions to increase resilience, and
reduce depression and stress was conducted using university students. They included 21
RCT’s in their meta-analysis and metaregression. Results indicated small positive effects of
interventions for increasing resilience. Furthermore, small positive effects were found for
reducing depression and stress. However, when controlling for large levels of heterogeneity
the meta-analysis showed even smaller effects. The authors argue that the meta-analysis
suggests resilience-based interventions may be a useful prevention strategy in university
students (Ang, Lau, Cheng, et al., 2022).

One large scale review of the effects of psychological interventions in healthcare students
examined 30 RCT’s. Results indicated that compared to control groups, healthcare students
benefited from resilience training reporting higher subsequent resilience, showing lower
levels of anxiety and stress. However, effect sizes were small to moderate. Importantly
resilience training showed no evidence of effectiveness on depression, well-being or quality
of life. However, the authors note that this represents “very-low certainty evidence (meaning
that the true effect may differ markedly from the estimated effect) that resilience
interventions might be more effective than control for improving resilience, self-reported
symptoms of anxiety, and stress or stress perception at post-test.” (P 32. Kunzler, Helmreich,
Konig, et al., 2020). Furthermore, increases in resilience were not maintained post
intervention in the short term or medium term. The moderate or small effects for resilience
and stress or stress perception found at post-test, respectively, were no longer evident at
short-term follow-up. At medium-term follow-up (more than three months to six months or
less), we no longer found evidence for a difference between a resilience intervention and
control for resilience, while a single study still provided evidence for a decrease in stress
symptoms. Anxiety, depression, and well-being or quality of life were not measured at
medium-term follow-up by any study. Long-term follow-up assessments (more than six
months postintervention) were not available for any primary outcome.

Once again, there is no consistent direction of findings, as the evidence appears mixed on the
effectiveness of interventions targeted at university students.

4.3 Workplace interventions

Joyce and colleagues conducted a systematic review and meta-analysis of resilience training
programs and interventions (Joyce, Shand, Tighe, Laurent, Bryant, et al. 2018). They found
eleven randomised control trials suitable for meta-analysis. They examined effects of
interventions of three types: 1. Cognitive Behavioural Interventions 2. Mindfulness Based
interventions and 3. A combination of both. Results indicated a significant positive effect of
all the interventions.

Chmitorz and colleagues (2018) systematically reviewed resilience training programs and
they highlight several pertinent findings. Firstly, there is no consistent definition of resilience
used across studies with many not including a definition. Furthermore, outcome measures
vary across studies in terms of ways to measure mental health and resilience, limiting
generalisability and comparison across studies. The authors also stress that for resilience to
be demonstrated, this requires the presence of significant adversity, although many studies do
not include a measure of this (Chmitorz, Kunzler, Helmreich, Tischer, et al., 2018).



Furthermore, many studies use measures of well-being as proxies for resilience. Where
questionnaire-based measure of resilience are used, these tend to mostly capture trait based
levels of resilience with no corroborating behavioural evidence. No current gold standard
measure of resilience is widely accepted (Windle, Bennett, & Noyes, 2011).

Sood and colleagues (2011) investigated a resilience training intervention delivered to US
academic medical clinicians. The intervention consisted of a short 90-minute training
program focusing on altering attention and interpretation. Thus, it directs participants to focus
more attention on novelty in the world and to delay judgement. In conjunction the program
also encourages participants to examine prejudiced ways of understanding the world and
move towards gratitude, compassion, acceptance, forgiveness and finding meaning. Measures
of resilience, stress and anxiety were taken at baseline and 8-week follow up. Results showed
that participants significantly increased in resilience because of the intervention and showed
decreased stress and anxiety compared to waiting list controls (Sood, Prasad, Schroeder, &
Varkey, 2011).

One study investigated a 12-week stress management and resilience training program for
healthcare workers with outcomes examining well-being, life satisfaction, gratitude,
mindfulness, spiritual well-being, and stress (Berkland, Werneburg, Jenkins, Friend, et al.,
2017). One hundred and ten healthcare workers were assessed at baseline, at the end of the
intervention, and three months follow-up after the intervention. Results indicated sample
attrition with 98 participants at baseline and end of the study, and 85 taking part at all
timepoints. The intervention consisted of 60 to 90-minute, weekly educational sessions for 12
weeks. These involved attentional training, and positive mindset development focusing on
fostering gratitude, compassion, acceptance, meaning and forgiveness. Outcomes
demonstrated that from baseline to follow-up, participants increased significantly on
happiness, life satisfaction, gratitude, mindfulness, spiritual well-being, and had lower stress.
The authors make the point that large scale meta-analyses suggest that happiness is related to
success in many life areas such as life expectancy, relationships, energy, engagement,
performance, and social success (Berkland, et al., 2017; Lyubomirsky, King, & Diener, 2005;
Lyubomirsky, Sheldon, & Schkade, 2005).

Unsurprisingly resilience interventions and programs used in workplace settings have
focused on occupations where heightened risk levels have been predicted or demonstrated,
such as police, medical professionals, firefighters, and armed forces personnel (Adriaenssens,
De Gucht, & Maes, 2015; Brown, Goske, & Johnson, 2009; Campbell Jr, Sonnad, Eckhauser,
Campbell, et al., 2001; Larner, & Blow, 2011; Parrish Meadows, Shreffler, & Mullins-
Sweatt, 2011). These occupations are sometimes termed critical occupations (Paton &
Violanti, 1996). One occupation regularly exposed to traumatic experiences represents
armed-forces personnel (Adler, Bliese, & Castro, 2011) with many armed forces around the
world having instigated resilience programs into their training regimes. Perhaps the most
studied and largest program represents the Master resilience training program in the US army
(Reivich, Seligman, & McBride, 2011). Reivich and colleagues (2011) present a review of
this program that is based on the Penn Resilience Program, and included factors which were
suggested by Masten and Reed (2002) including optimism, self-efficacy, self-regulation,
emotional awareness, empathy, flexibility, effective problem solving and good quality
relationships (Reivich et al, 2011). Reivich et al (2011) found that it was rated extremely
beneficial by forces personnel that had undertaken it. Furthermore, subsequent examinations
of the program have suggested that personnel undertaking it not only find it helpful but show



significant changes in resilience skills, chiefly better self-awareness, optimism, and increased
connection to others (Griffith, & West, 2013).

There is much evidence that resilience can be improved and changed in individuals (Grant,
Curtayne & Burton, 2009; Joyce et al., 2018; Masten, 2001; Sood et al., 2011). One critical
study examined resilience training programs and conducted a systematic review and meta-
analysis of randomised controlled trials (Leppin, Bora, Tilburt, Gionfriddo, Zeballos-
Palacios, et al. 2014). The outcomes of interest focused on several domains:

Resilience, coping or hardiness

Wellbeing, quality of life

Self-efficacy, confidence regarding disease management
Depression

Stress and anxiety

ko E

From an original pool of 516 studies screened for inclusion, 68 trials with sufficient data
were found. Of these, 22 were eligible for inclusion and a further three were added totalling
25 analysed studies. The interventions studied were very varied ranging from training
sessions to coaching to self-directed and group sessions. Furthermore, interventions varied by
time taken and theoretical basis. Results indicated that interventions to increase resilience
demonstrated a significant overall positive effect at three-month follow-up. However, effects
on quality of life and depression while indicative of effectiveness were not statistically
significant. One issue reported concerned a moderate to high level of assessed bias within the
studies. When two studies with high bias were excluded the improvement in other outcomes
did reach statistical significance. Trauma focused programs demonstrated a significant effect
on stress reduction and depression. The authors suggest that resilience programs seem to have
a small to medium effect regarding increasing resilience and mental health (Leppin et al.
2014).

Robertson and colleagues (2015) reviewed resilience studies completed between 2003 and
2014 and identified fourteen studies examining mental health and well-being outcomes.
Results indicated that resilience training had several benefits such as significant increments in
resilience and simultaneously improved well-being and mental health. Furthermore,
performance improvements and social and psychological improvements were seen
(Robertson, Cooper, Sarkar, & Curran, 2015). However, the authors point out several
limitations that need to be considered. Firstly, a minority of studies measured resilience as an
outcome and those that did had very different definitions of resilience. The authors therefore
stress “It is essential that future interventions demonstrate consistency in terms of how
resilience if defined, conceptualized, developed and assessed (Robertson et al., 2015 p 27).
This point is a consistent theme running through the literature and meta analyses.

A similar meta-analysis was conducted regarding resilience interventions for workplace
settings (Vanhove, Herian, Perez, Harms, & Lester, 2016). Vanhove and colleagues
investigated this question in 37 studies. They make the critical point that in contrast to stress
management interventions which often occur post stress exposure, resilience programmes
often focus on primary prevention occurring prior to issues. These resilience programmes aim
to prevent future problems due to coping and self-management skills. Prior evidence
indicates these programmes may be effective in children and that effects are stronger at 12-
month follow-up than immediately post intervention (Brunwasser et al, 2009). Thus,
Vanhove et al (2016) investigated the effects of workplace resilience programs both in the



immediate aftermath of delivery and over time following the interventions. Once again
programmes varied widely in terms of time taken to deliver, and method of delivery (one-to-
one, group or via computer). Results indicated that resilience building interventions had an
overall significant modest positive effect on well-being and performance. However, follow
up analysis indicated that the effectiveness diminished over time although remained
statistically significant even at distal follow-up. The results also demonstrated that one-to-one
based interventions had stronger effects than group-based or computer-based.

While resilience is a desirable characteristic for company employees, it may also be
developed via other routes than the training programmes reviewed so far (Bustinza, Vendrell-
Herrero, Perez-Arostegui, & Parry, 2019). Thus, the authors suggest that Human Resource
Practices are well placed to facilitate the development of resilience, rather than place the
focus of development on training the individual. They define resilience in this context as “the
ability to dynamically reinvent an organisation when circumstances change, facilitating a
firms’ capacity to respond to uncertain conditions at the organizational level” (Bustinza et al.,
2019, p.1371). This was investigated in 205 manufacturers using Structural Equation
Modelling (SEM) which showed that technological capabilities of an organisation could be
used to enhance organisational resilience and adapt to change. Furthermore, the same was
suggested to occur by enhancing resilience through human resource practices designed to
foster some of the familiar factors associated with organisational well-being and resilience in
staff (employee involvement, empowerment, teamwork capacity, resilience training, self-
motivated learning, problem solving skills). Organisational effectiveness was a composite of
various business performance measure such as commitment to continual improvement,
stability of production, customer requirement knowledge, improving business models,
financial results. The results of the SEM analysis supported a model where resilience
capacities within the organisation mediated the positive effects of technological capacity on
organisational effectiveness. Thus, having the technological capability to respond to dramatic
change is mediated through the ability of the organisations resilience capacities which then
feeds into organisational effectiveness (Bustinza et al. 2019). However, many human
resources departments will prefer to solely outsource resilience training to external well-
being providers, although they may already employ or can implement Human Resource
practices that can facilitate both organisational and individual resilience.

4.4. Resilience in healthcare settings

One occupational area that has been shown to consistently involve high levels of stress is
healthcare (Dall’Ora, Griffiths, Ball, Simon, & Aiken, 2015; McCray, Cronholm, Bogner,
Gallo, & Neill, 2008; Moss, Good, Gozal, Kleinpell, & Sessler, 2016). Resilience building
programs often use mindfulness-based interventions. Mindfulness can be conceived as
involving self-regulation of attention to immediate experiences, with openness and
acceptance (Bishop, Lau, Shapiro, Carlson, Anderson, et al, 2004). Burton and colleagues
(2017) conducted a meta-analysis examining the effectiveness of these type of interventions
in healthcare professionals for reducing stress. Findings from this study demonstrate an
overall moderate effect of mindfulness-based approaches on reducing stress levels in
healthcare professionals (Burton, Burgess, Dean, Koutsopoulou, & Hugh-Jones, 2017).
Therefore, while mindfulness-based interventions may be effective for reducing stress in
healthcare professionals the extent to which they enhance resilience is still unclear, even
though resilience and stress are negatively related (Shatté, Perlman, Smith, Lynch, 2017).

A guantitative study examining resilience in medical professionals set out to examine
important traits that either facilitate or impair resilience. Thus, Eley and colleagues (2013)



examined 479 Australian doctors and measured personality, temperament and resilience.
Results indicated resilience was significantly and positively related to self-directedness,
persistence, cooperativeness. Furthermore, resilience was significantly and negatively related
to harm avoidance. The authors suggest that resilience is a crucial attribute for doctors and
should be fostered and nurtured. In addition, they suggest that it is best represented by a
personality that is “mature, responsible, optimistic, persevering and cooperative” (Eley,
Cloninger, Walters, Laurence, Synnott, & Wilkinson, 2013). A qualitative study also shows
that some of the same factors are central to resilience in doctors, which included the
following 4 factors (Jensen, Trollope-Kumar, Waters, & Everson, 2008):

1. Attitudes and perspectives — valuing one’s role, having self-awareness, accepting
limitations

2. Balance / prioritisation — setting limits, valuing oneself

3. Practice management — using effective management principles

4. Supportive relationships — positive personal relationships and effective professional
ones

In addition to the relationship between individual differences and resilience in healthcare
professionals, it has been found that situational factors also play a role. Thus, Howard and
colleagues systematically reviewed thirty-three studies regarding personal resilience in
psychiatrists (Howard, Kirkley, & Baylis, 2019). The aim was to examine factors that impair
well-being and those that promote resilience. Factors shown to impair well-being / increase
stress — being a trainee, low personal accomplishment — perceived or actual, working in
community or acute wards, rural working, being female, excessive workload, long hours,
inadequate financial resources, poor facilities, aggressive / difficult patients, high job
demands, inadequate colleague support, poor management support, career prospects, personal
safety issues, illness, litigation. Factors fostering resilience / reducing stress were found to be
less ward-based time by varying work activities, redistributing responsibility across staff,
greater clinical experience, supportive colleagues, participation in holidays and hobbies,
having a supportive partner, self-care interventions — utilising competency training and CBT
principles, socialising, improving the workplace with better management and administration.
The review also suggests that psychiatrists demonstrated higher levels of burnout than other
physicians. This builds on a large-scale Finnish study (n=3133) also demonstrating
psychiatrists to have higher levels of burnout and mental health issues than other medical
specialties (Korkeila, Toyry, Kumpulainen, Toivola, Résénen, & Kalimo, 2003).

Having considered the individual differences and situational factors related to resilience in
healthcare professionals, it is important to consider which practices and skills may be
amenable to enhancement through training. In line with this, one direct intervention study
examined implementing a resilience training program in Australian health service staff (Van
Agteren, lasiello, & Lo, 2018). The programme consisted of two days of training aimed at
teaching 10 skills (meaning making, event thought reaction connections, what’s most
important, balanced thinking, cultivating gratitude, mindfulness, interpersonal problem
solving, active constructive responding, capitalising on strengths, value-based goals). The
design involved screening mental health before the intervention and one month following its
completion. The PERMA profiler (positive emotion, engagement, relationships, meaning,
accomplishment) represented the measure of mental health (Butler, & Kern, 2016). Results
indicated that resilience and mental health significantly improved from baseline to follow-up.
What is interesting to note is that there is data to suggest the positive results seen in resilience
training in healthcare settings are still effective when training is brief compared to longer



interventions (Slatyer, S., Craigie, M., Heritage, B. et al., 2018). In addition, patients have
even been demonstrated to benefit from brief resilience interventions. Loprinzi and
colleagues (2011) describe a randomised control trail of a SMART (Stress Management and
Resiliency Training) intervention provided to 25 female breast cancer patients (Loprinzi,
Prasad, Schroeder, & Sood, 2011). The SMART intervention was a developed from
Attention and Interpretation Therapy. The intervention was brief and consisted of two 90-
minute group sessions, one individual session and three phone calls. Results indicated that
compared to a waiting list control the program led to higher resilience and quality of life, and
less stress and anxiety after 12-weeks.

Having reviewed the evidence base for resilience interventions in the workplace the
overwhelming picture is that these interventions can and often do have positive effects on the
individual’s wellbeing. Furthermore, it seems that the length of the interventions and the
specific type are less important to the outcomes.

5. Potential consequences of resilience training

Despite the evidence of their effectiveness, there are potential consequences to resilience
training in occupational contexts as specified above. Firstly, it firmly places the responsibility
for well-being at the hands of the individual even though organisations may offer the training.
The reason this chapter appears in a book on work stress is that stress and negative health
consequences stemming from stress are only partially a function of the individual. Secondly,
these programmes could be used by managers and leaders to enhance the resilience capacities
of individuals for them to continue to function in pathogenic environments that should be
moved away from and/or altered. Thus, one suggestion of this chapter is that resilience
courses, where they are invoked, place an emphasis on training individuals to identify
pathogenic environments and the extent to which these can be challenged and improved, if
the system is resistant to change it is in the best interests of health for the individual to avoid
these workplaces. Thus, employers may react to staff that have been trained to cope more
effectively by increasing workloads and offering less resources representing one route via
which resilience training may prove ultimately pyrrhic (Card, 2018; Taylor, 2019). Liu and
colleagues (2019) have examined resilience and well-being from a human resource
management perspective and suggest resilience has been a longstanding issue in
organisational psychology (Liu, Cooper, & Tarba, 2019). This is important as modern
research on resilience has moved towards integrating personal resilience with management
and human resources interventions designed to foster resilience more broadly (Lim, Hur, Ho,
Yoo, & Yoon, 2020). Therefore, the suggestions offered below will focus on three levels at
which resilience may implemented — Leaders, individual employees and the organisation.

6. Practical suggestions

6.1. For organisations

Employee well-being programmes should not be considered add-ons, that can be cancelled at
will. They are necessary to long term organisational health and productivity. Staff are a
resource that requires fostering for maximum efficiencies. Staff health is organisational
health. Prophylactic programmes focusing on averting issues before sickness is evident
should be seen as optimal rather than waiting until issues develop before taking expensive
and costly interventions that may ultimately fail. In short, fostering resilience is fostering
organisational health.

Following the implementation of resilience / well-being interventions, organisations should
not see this as an opportunity to impose further demands on employees, e.g. increases to



workloads, as the management may perceive staff as being better able to cope following
training. Furthermore, there needs to be recognition that organisations, systems, and
management may still contribute towards negative individual employee outcomes. Therefore,
interventions and practices conducive to staff resilience / well-being must continue
simultaneously on multiple fronts.

6.2. For leaders

Well-being and building resilience in leaders and staff will ultimately mean the organisation
is more fit to tackle challenges involved in ongoing operations. Developing resilience in staff
should not be a method of enabling unfeasible workloads to be imposed on followers or
leaders.

Leadership endorsement of well-being interventions must not be merely cursory. There is
evidence that managers that engage with these programs themselves and show genuinely
greater support for them have workforces that engage at significantly higher rates, are less
stressed and show better health behaviours (Hoert, Herd, & Hambrick, 2018). This is in line
with the research on transformational leadership where leaders authentically model and
embody the principles they are supposed to desire in followers. The study of Hoert and
colleagues (2018) provides direct evidence of this (see also Erskine & Georgiou, 2018; see
also chapter IV in the present book).

Finally, leaders should choose resilience building interventions that use empirical evidence-
based interventions, designed and run by qualified psychologists rather than lay people.

6.3. For followers

The evidence suggests that resilience programmes are beneficial to follower well-being, both
physically and mentally, and followers should be encouraged to take part in these
programmes. Resilience building will empower workers to make better choices regarding
their place within the organisation, which should result in less time off sick, healthier work
life balance, and will have beneficial effects beyond the workplace. Self-care is intrinsic to
long term organisational health. One approach could be to reconceptualise the concept of
failure, which at times is inevitable, but offers an opportunity for growth and learning.
Persistent failures or inability to meet demands, with minimal time in-between these events is
not a productive way to build resilience. At a minimum, followers should seek to avoid
strategies known to be ineffective in dealing with stress, for example use of thought
suppression and avoidant coping (Crane & Boga, 2017; Erskine, 2008; Erskine, & Georgiou,
2011, Erskine, Georgiou, & Kvavilashvili, 2010; Hayes, Strosahl, Wilson, Bissett, Pistorello,
et al., 2004).

However, resilience interventions and individual adaptation only goes so far. Management
acceptance of environmental influences on stress is also required, for example workload,
scheduling, autonomy, capacity limitations and unrealistic expectations are necessary for
management to address as these are systemic issues involved in the development of
pathogenic work environments. Where possible, staff and management should examine co-
creation of more salutogenic work environments, rather than staff feeling they are solely
responsible for their resilience and well-being in the workplace. Mutually beneficial practices
can benefit both individuals working for organisations and the organisations themselves.

7. Conclusion



Resilience based interventions in the workplace have been demonstrated to bring
improvements in well-being and foster greater employee resilience. Furthermore, they are
likely to bring significant organisational benefits such as increased productivity (Walpita, &
Arambepola, 2020). Where employed it is vital these interventions are not merely undertaken
to comply with legislation but are viewed as valuable and authentically endorsed by
supportive leaders and managers.

Research shows that the delivery (in person, computerised, group) and the length of
intervention does not dramatically affect outcomes. However, our recommendation is that all
resilience building interventions are evidence based and delivered by suitably qualified
professionals. Furthermore, building resilience will become increasingly necessary as the
pace of change in organisational and global systems continues to increase. Resilience is one
quality that research suggests helps people to adapt to change and therefore should be
fostered wherever possible (Malik, & Garg, 2020).

Importantly in view of the current work, research on resilience is now demonstrating that a
supportive leadership team directly contributes to increased resilience in the workplace
(Cooke, Wang, & Bartram, 2019). Therefore, when examining ways to improve employee
resilience, organisations should consider the following: 1. Resilience is not the sole
responsibility of the employee; 2. Interventions should target increasing resilience in
individuals via training; 3. Leadership training interventions can also significantly impact
individual and organisational resilience.
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