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In honor of my parents,
Harry Beck, my first example of good leadership in times of
change,
and
Norma Jean Beck, who passed to the next realm in the hour of
my first book’s launch.
This one’s for you, Dad and Mom, with Love and Gratitude.

FOREWORD

On the eve of Joe Biden’s inauguration as President of
the United States, his first official act was to hold a
ceremony of memorial for the more than 400,000 lives
lost so far to COVID-19. One of the participants was
Lori Marie Key, a nurse from Lavonia, Michigan who
sang “Amazing Grace” during the ceremony. Presidentelect Biden’s comment to her was, “If there are any
angels in heaven, they're all nurses. We know from our
family experience what you do. The courage. The pain
you absorb for others. So thank you. Thank you.”
In my 30+ years of studying and writing about
resilience, organizational change, and leadership, I have
had the opportunity to work with people in many
sectors, including education, financial services, criminal
justice, manufacturing, nonprofits, and healthcare, and
to see the various ways in which people in these various
arenas rise to the challenges they encounter. I have
worked with students, consultants, and executives
around the world to help them develop their own
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resilience and given them tools to help them work with
others.
Through all of this, I have come to believe that
front-line health care workers are among the bravest,
most compassionate humans in the world. The chal‐
lenges they choose to take on in selecting this career
path are significant, but the additional physical, mental,
emotional, and spiritual burdens they have faced, and
will continue to face, during this pandemic, are stagger‐
ing. It’s also important to recognize that there is a
second layer to this overwhelming load. What’s not
often as visible is the toll that this alarming level of
challenge places on health care leadership as they strive
to balance the many competing demands on themselves
and their organizations. Among these demands, the
difficulty of supporting and caring for staff who are on
the brink of breakdown rises to the very top of the list.
For this reason, I was thrilled to see that my longtime colleague and fellow organizational psychologist
Karen Wade has written this insightful, practical guide
for healthcare executives who are in the midst of this
storm. I’ve known Karen for many years and have deep
respect for the quality of her thinking and the depth of
her experience. We have the world of organizational
psychology and leadership in common, and I have
taught her what I know about resilience; I believe she
has done a wonderful job of incorporating these into
the framework she presents here. She brings two addi‐
tional ingredients to the table that make this book an
unusually rich resource. The first is her intimate knowl‐
edge of the world of nursing, based on both personal
experience and the work she has done with the nursing
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community. This allows her to accurately understand
and articulate the difficult challenges this community is
facing and the potential solutions. The second special
ingredient is her gift for combining wisdom and practi‐
cality. In this book she presents a series of models
related to transformational and crisis leadership,
culture, resilience and well-being, and racial equity. She
not only explains them clearly and simply, which is a
difficult task in itself, but she also describes what to do
with them in the form of to-do lists, sample program
designs, and questions for reflection, which will allow
you to immediately put this wisdom into action.
I often tell people that leader resilience is conta‐
gious. It begins with increasing your own well-being
and effectiveness. This, in turn, directly affects the wellbeing and effectiveness of the people you lead. The
ripples continue to spread into the lives of the people
they serve, and then into our larger society. This has
never been more important than at this tempestuous
time in our world; if we can use this crisis as an oppor‐
tunity to learn and practice our skills in leadership,
transformation, and resilience we will emerge stronger
for the challenges sure to come.
– Dr. Linda Hoopes,
President, Resilience Alliance,
Atlanta, GA,
Author, Prosilience: Building Your Resilience for a Turbulent
World (2017, Dara Press), winner of the 2018 EPIC
award for best non-fiction ebook.

“Never let a serious crisis go to waste.
And what I mean by that, it’s an opportunity to do things you
think you could not do before.”
— R. EMANUEL

1

HOW ARE YOU?

I

have thought of you so often in the past eight
months. I’ve been wondering how you are coping
with the ongoing crisis that started with the arrival of
the coronavirus early in 2020. I hope that, for you, crisis
has not turned into catastrophe. I’ve written this
resource book between the Thanksgiving and New
Year’s holidays. As of the day before Thanksgiving 2020,
over 260,000 had died overall from COVID-19, 2,000
people just that day, and about 80,000 people were
hospitalized. On the verge of the New Year, those
numbers have exploded to nearly 350,000 deaths over‐
all, 3,900 on a single day, and over 125,000 people
hospitalized.
The media has been keeping us updated regarding
the national scene with stories from local clinicians
dealing with the surges in their facilities. Since late
March, we have heard the same story from clinicians at
the frontlines in hotspots: the staggering numbers
seeking care, the sudden downturns in health status, the
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deaths, the families who are desperate to see their loved
one but cannot and are trying to communicate with
them. Today we hear that hospitals around the country
are already bursting at the seams. We hear national
public health experts begging Americans not to travel
for holiday gatherings with family. The primary source
of infection transmission this fall has been the gather‐
ings of friends and family indoors. Clinicians, mayors,
governors, and heads of local healthcare systems are
pleading with the public to stay home for the holidays
to celebrate in person only with your household.
“Thanksgiving today, ICU for Christmas” was the
morose warning that, for thousands of families, tragi‐
cally came true.
But Americans are seemingly ignoring this warning.
Nearly half the country doesn’t even believe the virus is
real and have gone about their lives without masks or
wear them grudgingly. The Wisconsin governor is
dealing with an impeachment resolution for imposing
new restrictions that enough people feel are an
infringement on their rights. The TSA reported its
highest air traffic of the year over the Thanksgiving
weekend with 3 million travelers, surpassed the day
after Christmas with 4 million travelers.
But we don’t hear from you, the healthcare leaders,
who are responsible for staffing these overflowing
hospitals with appropriate ratios and having sufficient
PPE, equipment, and beds. Now, when facing this type
of healthcare crisis, beds can be assembled in field
hospitals to receive the spiraling numbers of new
patients. But the nation’s supply of clinicians is
stretched to its breaking point.
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So, I’d like to know, beyond the efforts to secure
enough human and material resources, what is it like to
deliver unwelcome news to staff that are so exhausted
and under such duress that there is no one to take their
place at the end of the shift and they are mandated to
remain while you search for coverage? Or, what is it like
to be the one who has to tell the mayor and the commu‐
nity that there are no more beds in the hospital and that
patients will now be sent, alone, to hospitals that are
hours away from their families, desperate to be close to
their loved ones?
I worry for you and your health and humanity in the
face of trying to address the concerns and priorities of
all of your stakeholders: your own bosses, employees,
board members, compliance and licensing agencies,
vendors, local media, new crisis-oriented players and
services, and ultimately, the patients who need all of
this to be functioning well to receive the care they need
– whether with COVID-19 or other health
emergencies.
We hear a lot about clinician burnout, but what
about you? How are you? What do you need? I’m
assuming that you are constantly worried about having
enough staff to cover the intense patient care demands.
They have been working with little in the way of time
off to take care of themselves. You know that some are
already burned out but are hanging in, while others are
on the edge of burnout, hanging by a thread.
Your nightmare is that you come in one morning to
find out that your key physicians and ICU nurses have
quit and there is no one to take care of your patients.
Everyone is tired, and you hesitate to lean too
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heavily on your leadership team. You feel alone. You
still have standards to meet and expectations to fulfill
among all of the people and groups you are accountable
to.
In these times, you especially need a resilient team to
support you and your organization. You need the full
promise of the transformational leadership models,
promoted by credentialing entities, to create that team
and that organization. Wherever you are in the crisis
management cycle – pre-, during-, or post-crisis – this
book provides a way for you to gain your footing, reengage your existing leadership team, or find new lead‐
ership talent. This book shines a light on a pragmatic
path.

AN EC DO TE: AN EX O DUS O F N UR S ES
AVER TED
I think of Magda Jones, the chief executive of a mid-size
hospital in New Hampshire. She was an experienced
executive but new at this institution. Upon her arrival,
about eight months before the COVID-19 pandemic hit,
the hospital was experiencing a major exodus of experi‐
enced nursing staff. Turnover had always been an issue
in this regional medical center, the only hospital within
100 miles. Spouses of nursing staff couldn’t find accept‐
able work and sustainable income within the semi-rural
economy, so staff moved on with their families after
relatively short tenures. Travel nurses were a regular
element in their staffing mix.
Shortly into Magda’s tenure, within a single month,
there was a flood of early, unanticipated retirements
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and sudden resignations that were not due to family
relocation. People were just quitting without having a
job to go to. HR couldn’t bring in travel nurses fast
enough to fill the gaps. Mandatory overtime became a
regular necessity, which deeply damaged morale and
intensified staff anger and a sense of organizational
instability. News of the resignations, staffing problems,
and staff anger leaked to the local media, making the
community aware of what had, up to then, been an
internal matter.
A slowly gathering storm had become an acute
crisis.
With its staff retention problems now both imme‐
diate and public, Magda called a consultant she had
successfully worked with previously, Kathy Wilson, a
crisis leadership expert. Kathy advised that Magda
adopt a “high stakes leadership” framework to address
the crisis. She helped Magda to develop a detailed
communication plan to address the questions or
worries of every group that had a vested interest in the
hospital’s success and future in the community. Updates
were promised on a regular basis, and they never
missed one. With Kathy’s insights and support, Magda
led an inquiry, a really intensive engagement with the
different employee groups. Because she was newer to
the organization than the troubled management team
(most had been there for decades), staff felt they had
nothing to lose by speaking with Magda.
Magda held a combination of one-on-one, paired,
and small-group meetings with nurses to find out what
was bothering them. Given how long many of the
managers had been on the job, she was not surprised to
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find out that their treatment of the nurses was a big part
of the problem. Almost to a person, the nurses’ chief
complaint was feeling disrespected: the scheduling
needs, managers’ procrastination on finding solutions
to chronic problems, and witnessing or being on the
receiving end of loud and condescending criticism from
a supervisor. Nurses who were moving into the area
had a different expectation in how managers treated
them compared to what happened at this hospital. They
began to discuss how things were elsewhere with the
longer-tenured nurses. This seemed to have kicked up
long-held feelings among the veteran staff, so negative
interactions with supervisors became a focus. Magda
promised the nurses that she would make things better –
not that she would “try” to make things better, but
promised a better environment within a month.
Magda reviewed the performance evaluations of the
management team in consultation with Kathy. Some
managers had records that demonstrated a pattern of
offenses, and they clearly had to go, so she let them go.
Within two weeks, the major offenders were gone.
Word spread, and there was a general sense of relief.
Magda realized the hospital’s remaining managers had
promise but needed updating on their managerial skills,
particularly in coaching and encouraging others. She
began a campaign and let the media know that transfor‐
mational leadership would be the framework going
forward to build leadership capacity and to yield some
needed innovations in and re-thinking of staffing and
patient care. Kathy helped to build out an assessment
and development program that could then be run inter‐
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nally. Within three months, the turnover rate had
regressed to lower than its pre-crisis norm.
This story is an amalgam of hospitals, crises, and
leadership issues I have encountered in my career. I
wrote this book to help you to evaluate if your leader‐
ship is effectively addressing the problems that arise
during a crisis and what you can do about it. But let me
first make a proper introduction.

2

HOW DO I KNOW THIS AND WHAT
CAN I OFFER?

I

need to confess that, through all of this, I am sitting
safely in my home, not directly a player in this
global drama. So, what can I possibly tell you that is
remotely relevant?
I think that my contribution through this book is
happening because I’m not caught up in the crisis.
I am observing and listening to all that is going on
with the ear, heart, and experience of a clinician,
blended with the mind and experience of an organiza‐
tional psychologist with expertise in leadership devel‐
opment. I lead a project that is providing virtual
mentorship and support to nurses on the frontlines of
the pandemic called Nurse2NurseNetwork.com. I
empathically experience what our mentees are telling
other mentors and me.
I have time to think and to put important concepts
together for those of you who might be feeling
exhausted and looking for a life-raft or a survival guide.
This is the resource that will help you to regenerate
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yourself, renew your leadership team, and bring the
resilient energy and creativity to cope during the acute
phase of this crisis, to adapt to its aftermath, and to be
prepared for whatever crisis comes next. On the other
side of this, you will see that the environment has
changed and that you and your organization will have
changed. Some of that change will be simply driven by
forces beyond your control. However, some of how you
emerge from this can also be intentional – your inten‐
tional adaptive transformation.
I’m in the fifth chapter of my career. I call this
chapter “integration” because I am integrating my clini‐
cal, organizational, and business knowledge to share
new insights into leadership through major storms.
Here is a brief overview of how I got where I am today.
Chapter One (Thirteen Years) – Nursing
After finishing an associate degree program in nurs‐
ing, I began my career in international health living and
working in Mexico with my medical-student-turningphysician husband. Upon returning to the states, I had
clinical experience in critical care, physical medicine,
home health, and psychiatry, and spent most of my clin‐
ical years in mother-baby health as a lactation consul‐
tant. During this time, I also got a B.S. in Health Science
and a master’s in Applied Experimental Psychology.
Chapter Two (Ten Years) – Program Design and Evaluation
I worked in academic/ research settings and health
and human services organizations developing and eval‐
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uating a range of special programs, many of which were
funded by grants I had a major role in writing. During
this time, I got a Ph.D. in Organizational Psychology
from Claremont Graduate University and became the
founding director of a child abuse prevention research
center in Southern California sponsored by the Chil‐
dren’s Bureau of Southern California.
Chapter Three (Ten Years) – Business
Business was a career frontier that I wanted to expe‐
rience. With my organizational psychology degree, I
worked for a major management psychology firm, and
later as an independent consultant, doing executive,
team, and leadership development in organizations as
diverse as Bank of America, AutoTrader.com, ScheringPlough Pharmaceuticals, The Nature Conservancy, the
CDC (yes, that one, with the director and her direct
reports), and the VA (yes, that one, with their senior
hospital administrators).
Chapter Four (Seven Years) – Nursing with a Mission
Toward the end of Chapter Three, both adversity
and tragedy brought my career back into the nursing
and clinical world. The Great Recession closed off
opportunities for my usual consulting work. I thought I
would return to nursing “for a little while” until the
economy recovered, and then I would return to my
work in organizations. However, I also experienced the
death by suicide of my twenty-four-year-old son. This
was a life-changing event that motivated me to return
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to nursing, not only for reasons of stable employment
but with the goal of better understanding mental health
systems of care. The latter five years I spent primarily as
a travel nurse in different facilities around the country,
learning firsthand what healthcare workers and patients
were experiencing and how they felt about their
leaders.
Chapter Five (2019 - ) – Integration
After seven years, I felt I had learned what I set out
to learn and wanted to do something more indepen‐
dently, so I returned to leadership development and
coaching work. My first book, Career Clarity for Nurses:
Navigating Nursing through Challenging Times, leveraged
my observations, and I developed a course from it with
a leadership and team-building perspective.
Transformational leadership is in vogue as the
model of choice for many healthcare organizations
within the volatile, ever-evolving healthcare system. I
have experience in using well-established assessment
tools to identify and develop such leaders and leader‐
ship teams. I weave in lessons learned about resilience
and the power of positive (but not Pollyanna)
psychology to recover from the deepest grief a human
being can endure and have developed a program for
clinicians to develop their own resilience capacity.
My desire is that you can pick up this book and
quickly find encouragement and direction in imple‐
menting a plan for self-care and for harnessing the bril‐
liance and energy of the right people to support you
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through a transformational leadership practice that is
both theoretically sound and practical.
Even if you landed in your organization in the
middle of a crisis with people you barely know and have
no pre-existing playbook, this book is designed to help
you determine a place to start and actions and steps to
take toward getting a handle on your situation and
bringing along the people you need to help you.
My promise is that the content of this book will
have you saying with great relief, “I have a plan to
finally get a practical version of ‘transformational lead‐
ership’ off the ground, and I am confident I can lead and
keep my team.”

3

MAINTAINING INTENTION AND
FOCUS IN UNCERTAINTY

A

s human beings, we are wired to adapt. As
human entities, organizations also adapt to
changing circumstances. These adaptations can be posi‐
tive, negative, or neutral in their endpoint functionality.
In most cases, the Darwinian principle “survival of the
fittest” applies. Sometimes circumstances overwhelm
the entity, and it perishes, but others emerge aligned
with the new environment.
The COVID-19 pandemic is creating such a power‐
ful, relentless challenge for the healthcare system that
both the human beings within it and its’ organizational
entities are being transformed. The ultimate shape of
the post-pandemic healthcare system is unknowable
while we are in the midst of it. However, rather than
being passively tossed around and leaving ourselves at
the mercy of the dynamics at play, we can choose to go
in the direction of optimizing our outcome.
Adaptive transformation is the process of intention‐
ally engaging the whole human or organizational entity
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and available resources in responding to a major chal‐
lenge, resulting in successful adjustment to a new real‐
ity, accompanied by a sense of empowered
accomplishment.
This book is centered around transformational lead‐
ership, a leadership philosophy and style heralded
within the healthcare industry that inspires excellence
and innovations that are adaptive and positive. Trans‐
formational leadership priorities can be adapted to
crisis conditions in a manner that stabilizes an organi‐
zation, minimizing damage. I use the current COVID19 healthcare crisis as an example because it is immedi‐
ately relevant and relatable to your current experience.
In mastering the concepts laid out in the book, you can
be the steady captain in this current crisis or in any
future storm, nurturing a team of transformational
leaders who can pivot to crisis leadership as needed.
This book will teach you what you can do to foster
wellbeing, resilience, and sustained performance, begin‐
ning with yourself, and create and maintain a thriving
organization.
This is a resource book rather than an exhaustive
compendium.
In the next chapter, Chapter 4, I introduce you to
complementary leadership styles: Transformational
Leadership and its crisis-focused counterpart, High
Stakes Leadership. It is also a brief refresher in crisis
management and what human beings, both inside and
outside of the organization, need from you before,
during, and after a crisis.
In Chapter 5, I describe the crises within the
COVID-19 crisis – clinician losses to the disease,
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burnout, moral injury, and family concerns – as threats
to retention and introduce the means to address these
issues.
In Chapter 6, we talk about creating a culture that
supports clinician wellbeing and retention. Personal
and organizational resilience and adaptation to change
are major components. I present a mini program as a
suggested way to take care of your own wellbeing and
resilience care.
Chapter 7 lays out a step-by-step plan to reach your
clinicians on a deep level and engage them in under‐
standing and addressing their concerns, which is the
foundation of retaining them in these unprecedented
times.
Chapter 8 provides some thoughts on how to
address racial inequities in your organization and in
your communities. The events of 2020 have raised our
awareness about the inequities in our healthcare system
as a microcosm of our larger society. It is time to inte‐
grate these sensitivities into how you lead.
Chapter 9 presents some questions about how you
plan to proceed in applying the concepts in this book, as
well as the obstacles in your path that are likely to
confront you. There are some solutions to getting
through those barriers presented as well.
Finally, in Chapter 10, I present my hopeful vision of
a post-COVID-19 world where we have evolved and
transformed by living it and being intimately entwined
with the multiple dynamics at play. I see a number of
positive innovations as possible outcomes of our efforts
and learnings of this time and as products of transfor‐
mational leadership.

4

WHAT DOES TRANSFORMATIONAL
LEADERSHIP LOOK LIKE IN A
CRISIS?

TR ANSF ORM A TI O N A L L E A D E RS H I P

V

UCA is the acronym for the turbulent business
environment that has become the norm for
several decades now:
Volatile, Uncertain, Complex, and Ambiguous.
There are few industries with a more “VUCA” envi‐
ronment than healthcare. With the forces of federal,
state, and local regulations, the politics that are
rewriting healthcare funding, the trend toward consoli‐
dation of both insurers and providers, the new and
evolving information technologies, and the equivalent
innovations in medical and scientific advances, the
healthcare system is in a constant state of adaptation.
Since the mid-1900s, the turbulence of the environ‐
ment has forced healthcare organizations to gravitate
toward a leadership model that accepts and embraces
change and innovation: Transformational Leadership
(TL). Information technology (IT) is another industry
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that deals with constant change and innovation. An
article on TL in an IT trade journal, CIO, defines trans‐
formational leadership as “a leadership style in which
leaders encourage, inspire, and motivate employees to
innovate and create change that will help grow and
shape the future success of the company. This is accom‐
plished by setting an example at the executive level
through a strong sense of corporate culture, employee
ownership, and independence in the workplace.”
Transformational leadership is the leadership style
of preference taught in healthcare administration and
nursing curricula, the leadership standard for Magnet
hospitals, and it is also used in post-graduate physician
training programs to prepare them for non-clinical
leadership and team roles.
The role of the transformational leader is to convey
the vision and objectives of the organization, embody
them, enroll employees and other stakeholders in these
priorities through deep engagement, and achieve inno‐
vation through their efforts.
Sometimes called the “charismatic” leadership style
and a combination of inherent traits and intentional
action, the transformational leader shows up for her
followers along the lines of the “Four I’s”:
Idealized Influence:
• Leads by example; is a role model
• Demonstrates a model of integrity and fairness
• Is visible and approachable
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Inspirational Motivation:
• Communicates mission, vision, and values
• Influences; obtains buy-in for mission, vision,
and values
• Sets clear goals
• Conveys “how we get there”
• Uses clear, effective communication
• Stimulates passions and emotions
• Motivates people to look beyond self-interest
Intellectual Stimulation:
• Holds high expectations for goal attainment
• Challenges others to find better ways to
innovate
• Creates feedback systems between employees
and leadership
Interpersonal Consideration:
• Encourages and inspires others
• Provides support and recognition

21
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• Coaches others
• Shows concern for others

B EN EFI TS O F TR AN S FO R M ATI O N AL
LEADER S H I P
A recent seminar on TL by Relias Inc. presented the
following outcomes in healthcare research for organi‐
zations where TL has taken root:
• Improved patient satisfaction
• Improved staff satisfaction
• Drive to engage in lifelong learning
• Better teamwork and work culture
• Enhanced morale and culture
• Improved organizational outcomes
TL is big in healthcare.
An assumption of this book is that you, dear reader,
are contending with both a crisis in your hospital and
are under an imperative (your own or someone else’s) to
implement or further develop TL in your organization.
But, given the current crisis environment, you wonder
if TL is the best leadership style to meet the moment.
This chapter will illustrate the striking similarities
between TL and a specific model of crisis leadership,
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High Stakes Leadership (HSL). You will see the over‐
lapping human traits present in both types of leaders.
You will see that TL and HSL are made of the same
cloth of human traits. You can also think of them as
being two sides of the same coin, but with each side
demonstrating distinct leadership imperatives and
priorities. You can flip this coin to either side
depending upon if you are in a state of “normal turbu‐
lence” versus “crisis.”
The TL leader focuses on growth, innovation, and
evolution. It is the force for expansion. Alternatively,
the HSL leader focuses on stabilizing the organization,
minimizing damage, and preventing contraction.
Therefore, you can build your TL program using
HSL as a launching pad during a time of crisis. As you
emerge from the crisis, flip back into TL mode to maxi‐
mize learning, adaptation, and innovation in its
aftermath.
The next section of this chapter delves into the crisis
environment and further into the HSL model. But let’s
first take a moment to reflect on your current starting
point.
We will be taking small breaks throughout this
guidebook for you to reflect on and apply what you’re
reading. I suggest you pull out a notebook to jot down
your answers or start a new file to type on your
computer.

Q UI C K R EFLEC TI O N :
• What appeals to you about Transformational
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Leadership (and/ or why are you reading this
guidebook)?
• On a scale of 1 (low) to 5 (high), what is your
familiarity with TL?

TH E N ATURE OF C RISIS
Crisis has a variety of definitions, each of which points
out an aspect of the crisis experience:
• “a time of intense difficulty, trouble, or danger”
(Oxford Dictionary)
• “a stage in a sequence of events at which the
trend of all future events, especially for better or
for worse, is determined; a turning point; a
condition of instability or danger, as in social,
economic, political, or international affairs,
leading to a decisive change” (Dictionary.com)
• “an unstable or crucial time or state of affairs in
which a decisive change is impending, especially
a change with the distinct possibility of a highly
undesirable outcome” (Mike Barger, High Stakes
Leadership).
From these three definitions (and there are others),
we can identify conditions of instability, intensity,
danger, and a sequence of events leading to a “turning
point,” with an unknown outcome that could be posi‐
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tive or negative, leading to a distinctive change in the
aftermath.
The COVID-19 crisis possesses all of these features
and includes the multilevel experiences of the indi‐
vidual human being: organizations, systems, societies,
countries, and humanity.
• Instability: in our way of life and in healthcare
delivery
• Intensity: Winter 2020-21 surge
• Danger: its contagion and lethality to humans;
its threat to the healthcare system and to the
local, national, and global economies
• Turning points: will the system break vs. hold if
stretched beyond its surge capacity; the arrival of
the vaccine
• Unknown outcomes (positive/ negative):
impact of strained resources on mortality rates;
effectiveness of the vaccine to control the
pandemic
• Unknown aftermath (positive/ negative): will
we get back to normal? possible breakthroughs/
innovations
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Q UIC K RE FL E C TION:
• Which crisis(es) are you dealing with?
• Which of the following descriptive words hit
closest to home – instability, intensity, danger,
tuning point, unknown outcome – and why?
• Have you reached a turning point?
• What are the potential negative and positive
outcomes that could emerge post-turning point?

C RISIS L E A D E RSH IP IN H E A L TH C A RE
ORGA NIZ A TIONS: KNOWING Y OUR
STA KE H OL D E RS
Crisis leadership is people centric. A new moniker for
crisis leadership is High Stakes Leadership (HSL). “High
stakes” has layers of meaning, including the importance
of proper management of an adverse event because so
much is at risk (at stake). Also, more centrally, those
internal and external groups who have a vested interest
in the organization are called stakeholders. HSL
addresses how to protect these vested interests through
your relationships with stakeholders before, during, and
after a crisis.
Leaders of organizations navigating a crisis need to
thoroughly understand the perspectives of the people
and the stakeholders who are asking, “Will everything
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be OK?” (OK being relative to their vested interests and
value propositions.)
A value proposition is a belief from the customer/
stakeholder about how values/ benefits will be deliv‐
ered, experienced, and acquired.
As the “C” in VUCA reminds us, today’s organiza‐
tions are complex, existing in a network of interdepen‐
dent organizations, each with its own constellation of
stakeholders. Different organizations possess different
stakeholder groups. Each will have their own concerns
about how a crisis impacts their expectations of what
they derive from the organization (their value
proposition).
In healthcare leadership, you have many stakeholder
groups. For example:
Laura is a relatively new CEO of a 150-bed commu‐
nity hospital affiliated with a famous university medical
school. Here are Laura’s suppositions of her hospital’s
stakeholders’ “Will I be OK?” questions based on their
value propositions:
• University Healthcare System Executives: You
are new; can you handle this? Will your chal‐
lenges be manageable? What is your plan to stay
in close communication? How well are the staff
prepared?
• Employees (note, there are subgroups of
employees whose needs will be unique and more
intense): Will I still have a job? Will there be
mandatory overtime? How will this impact my
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schedule or my family? What if I get sick? Do you
have enough PPE? Who is watching out for us?
• State Licensing Board: Will they be able to
continue on with their action plan from our last
visit? Will there be disruptions in our communi‐
cation with them?
• The Community: Is the hospital ready if this
thing really hits us? What’s their plan? Will they
still be able to service us if they are overrun with
cases? Who is in charge?
• Local Newspaper and Radio: How are they
handling this crisis? Are they transparent in their
communications? Who is in charge? When will
they be updating us?
• Vendors: What does this mean regarding our
place in the supply chain? What will this do to
what and how they purchase from us? What
threats are there to my business?
• Competitors (for example, a larger hospital,
Woodlands Medical Center, 8 miles away): How
are they handling this crisis? Do we need to
cooperate rather than compete to take care of
our community? Does this mean our business
volume will increase or decrease? How is what is
going on there impacting their staffing needs and
ours?
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Ideally, you have strong relationships and are regu‐
larly engaging with your most important stakeholders.
If so, you are well acquainted with their specific value
propositions and can therefore anticipate the threat to
their expectations when a particular crisis arises. If you
are new to the organization or the role and haven’t yet
engaged in these conversations, and if it were “normal”
times, I would just say, “OK, start now.” However, in a
crisis, you will need to prioritize which stakeholder
group to engage first, second, third, etc. You will
certainly need to clearly understand your bosses’ expec‐
tations, so they would be the first priority. And, for
example, if it is your nurses you are worried about
losing, they would be number two.
A more complete description of how a high stakes
leader operates in a crisis and its aftermath follows.

Q UIC K RE FL E C TION:
• Which stakeholder groups do you have a solid
relationship with and understanding of?
• What is your best understanding of their value
proposition with your hospital/ organization?
• Which stakeholder groups need more of your
attention and/ or which groups do you need to
understand better?
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HI GH ST AK E S LE ADE R SHI P : A CR I SI S
LE ADE R SHI P AP P R OACH
I am grateful to Dr. Mike Barger, a management
professor at the University of Michigan, for what I
learned about High Stakes Leadership, a course which
he specifically designed and delivered online to meet
the demand for updated crisis leadership training
during the COVID-19 pandemic.
The Role of Stakeholder Relationships Before, During,
and After a Crisis
Crises can be seen in three stages: pre-crisis/ prepa‐
ration, in-crisis/ coping, and post-crisis/ learning and
adapting. The focus of this book is the in-crisis/ coping
phase, but I present here a brief overview of engaging
with stakeholders in all three phases.
Pre-Crisis/ Preparation Phase: As presented in the
prior section, it is most advisable to engage with your
stakeholders before a crisis hits so that you are on the
same page with each group about potential threats to
their value proposition should a crisis arrive. Addition‐
ally, stakeholders will have valuable and very different
perspectives on where potential weaknesses lie in your
organization that could be seriously threatened during
a crisis. You can then incorporate this feedback into
your Crisis Preparation Strategy.
During-Crisis/ Coping: Some crises hit with a bang;
others evolve gradually. The slow-growing ones can be
deceiving, sometimes leading to “crisis-denial.” If the
emergence of a crisis is not clear, your stakeholders will
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signal that they are experiencing negative impacts,
cueing you to a brewing crisis. For example, the PPE
supplier lets you know they are beginning to have
shortages, as does their supplier; employees begin to
complain that they are working too much overtime to
cover the increased patient load; the competitor
hospital asks for the third day in a row if they can
transfer patients to your facility (you know they avoid
that at all costs). At some point, the leader/ leadership
team needs to declare “this is a crisis” so that everyone
can shift into a crisis management mode.
Repeating, ideally, you will rely on the pre-existing
relationships with stakeholders to keep trust high and
collaboration for mutual benefit/ survival intact. If you
don’t have pre-established relationships or an under‐
standing of the different value propositions, you will
need to expend more effort on building trust in your
relationship and your leadership. There will be more of
their anxiety to manage because they do not know you
well, nor do they know if you are competent or trust‐
worthy. You will need to prioritize who it is you most
need to engage with and show up for them reliably,
proving your commitment and trustworthiness. It is
certainly do-able, but more challenging given all that
you will be dealing with in the heart of a crisis. Decide
what you can delegate so that you can spend the needed
time on this. More information follows on the most
helpful HSL behaviors to navigate a crisis.
Post-Crisis/ Adaptation Phase: Post-crisis, stake‐
holders can also help in the adaptation phase, when
lessons learned from the crisis are synthesized and
appropriate changes made. The post-crisis period is an
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optimal time to flip back to the TL model in which the
leadership team is focused on maximizing learning,
creating innovation, positively adapting to the postcrisis reality, and being prepared for a future crisis.
As you can see, there are only upsides to having
strong stakeholder relationships as partners and collab‐
orators during normal times, who then become the
added buffering component during hard times. Good
stakeholder relations make for organizational
resilience.
HSL During the Acute Crisis
When a crisis is upon your organization, it impacts
the human beings whose competency in their roles
sustains the organization. As distinct from expansive
TL during “normal” times, HSL is focused on stabilizing
the people who stabilize the organization and reducing
or at least containing potential damage. Effective HSL
leaders help people in a manner that meets their needs
to reduce their anxiety and foster a sense of safety.
Effective leaders are perceived as strong, reliable, credi‐
ble, trustworthy, and responsible.
Besides their unique stakeholder perspectives, as
human beings, your stakeholders will fundamentally be
wanting to know: Who is in charge here? Do they know
what is going on? Will everything be OK (for me)?
An additional feature of the human psyche during a
crisis is the need to ask, “What caused this?” and “Who
is responsible/ who can we blame?” This isn’t our best
human trait, but it is part of our DNA to need explana‐
tions and resolutions. Think of the public conversation

C LINIC IAN RETENT ION ST RAT E G I E S

33

as we initially wondered what caused/ created the coro‐
navirus. Further back, what caused the explosion of
Deepwater Horizon that led to the devastating oil spill
in the Gulf of Mexico, and who is responsible for fixing
the leak and cleaning up the disastrous mess? We need
explanations and solutions from our leaders. We can’t
settle down without them.
Due to social media, the regular media, gossip, and
rumors, there will be a lot of misinformation and
confusion out there. People will need information they
can rely on. Crisis leaders must be prepared to be able
to communicate in presence, word, and deed:
• I’m in charge. You can rely on me.
• I’m learning what’s happened, and I will tell you
as soon as I know more.
• I care about you and the impact of this on you,
and I’m ceaselessly working on minimizing any
harm that comes to you.
• I am/ We are responsible for……and are
working toward making things right (to the
extent of your authority).
• Here is our plan for keeping you informed…
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General Crisis Communication Plan
• Early in a crisis, send general, high-level infor‐
mation that can be initially meaningful for all
stakeholders. Tell them what you know about the
status of your crisis, what you know about its
cause, and that you will provide another update
at a given date and time.
• Establish a communication plan about when
you will send updates and stick to it. Even if
there is nothing new to report, post your regu‐
larly scheduled communication with “There are
no new developments at this time.”
• Anticipate information needs and provide them
before you are asked for them. This reduces
anxiety as people will learn that you are tuned
into their information needs and meeting them.
• Prioritize the stakeholder groups you most
need to communicate with and craft messages
that relate more specifically to their concerns.
Deliver them by the person they most need to
hear from via the medium that group finds most
helpful (e.g., email, tweet, Zoom call, Facebook
group)

QUI CK R E F LE CT I ON
• What is the status of your communication plan?
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• Place your stakeholder groups in priority order
for specialized communication beyond initial
general communication.
Tip: In pre-crisis periods, you can proactively create
templates before you need them to save time when a
crisis arises.

HI GH ST AK E S LE ADE R SHI P T R AI T S
Crises are highly anxiety-producing. Your stakeholders
will be looking for you to exhibit these characteristics
to reduce their anxiety and build confidence in your
leadership. This list constitutes “how to be” and/ or
your “mindset”:
• Be visible
Demonstrate in presence, word, and deed that
you are aware of the gravity of the situation and
are doing everything you can to minimize the
negative impact it will have on that SH group.
• Be caring and empathic
Demonstrate in presence, word, and deed that
you know that the crisis is causing pain and that
you care about the distress that others are expe‐
riencing. Likewise, being empathic recognizes
that there are likely to be losses that cause a
certain amount of pain. You are committed to
resolving this crisis and desire to minimize the
distress that people are experiencing.
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• Be calm
Do whatever you need to do to maintain and
project physical, mental, and emotional calmness.
No one wants to see a nervous, excitable leader.
• Be assertive
Assertiveness projects clarity and confidence,
allows you to speak your mind and make deci‐
sions, integrates directives with behavior, and is
proactive, not passive.
• Be decisive
Your information will be limited or imperfect,
but decide anyway. The worst decision is no
decision.
• Be courageous
You will make wrong decisions, but you have to
make them anyway and own their aftermath,
both positive and negative. Be willing to accept
the vulnerability that comes with demonstrating
such courage.

F I VE CR I SI S LE ADE R SHI P I M P E R AT I VE S
The above list was about “how to be,” or how to show
up, for your people. The following list is about “what to
do” during a crisis to meet your people’s needs and to
promote organizational resilience. (Credit to my former
employer, RHR International):
• Inform: Per communication guidelines
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presented above, be consistent and predictable in
giving status updates; err on the side of overinforming; anticipate information needs and
provide them.
• Manage expectations: Build credibility by deliv‐
ering on every promise; under-promise and
over-deliver.
• Connect: Stay visible, reach out to your people,
and make as many individualized connections as
possible; affirm their value and importance,
acknowledge their challenges, pains, and losses,
but also project strength and confidence that will
rally their own resilience.
• Direct: Reduce uncertainty and confusion by
giving clear guidance on what to do and/ or what
not to do during a particular timeframe. (e.g., Use
X masks when entering a patient’s room; don’t
park in Section G of the parking lot) during the
crisis.
• Unite: Build community and a sense of a team
that’s “in this together”; lean on each other; “We’ll
get through this.”
Note the connection between these Five Crisis
Leadership Imperatives and the “how to be” aspects of
delivering them.
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Emerging Profile of High Stakes Leader Characteristics
Pre-Crisis
• Strategic
• Relational
• Collaborative
During Crisis
• Visible
• Caring and empathic
• Calm
• Assertive
• Decisive
• Courageous
• Has honest, reliable, and realistic expectations
• Gives clear guidance
• Unites
Post-Crisis
• Creates feedback system
• Implements learning
Recall that I’ve asserted that the traits of the TL and
HSL are very similar as if they were made of the same
cloth or are two sides of the same coin. Below, I have
placed into the text the attributes of transformational
leaders via the Four I’s. Inserted in italics are the traits
from the HSL model. You will see that there is consid‐
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erable overlap, with equivalent or similar behaviors in
each of the Four I’s:
• Idealized Influence:
○ Leads by example, role model
○ Demonstrates a model of integrity and fairness
▪︎ courageous
▪︎ honest
▪︎ reliable
○ Is visible and approachable
▪︎ visible
▪︎ calm
• Inspirational Motivation:
○ Communicates mission, vision, and values
▪︎ strategic
○ Influences; obtains buy-in for mission, vision, and
values
○ Sets clear goals
▪︎ decisive
○ Conveys ‘how we get there’
○ Uses clear, effective communication
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▪︎ gives clear guidance
▪︎ is assertive
○ Stimulates passions and emotions
○ Motivates to look beyond self-interest
▪︎ unites
• Intellectual Stimulation:
○ Holds high expectations for goal attainment
○ Challenges others to find better ways to innovate
▪︎ Collaborates
▪︎ Facilitates learning and innovation
○ Creates feedback systems between employees and
leadership
▪︎ Creates feedback systems
• Interpersonal Consideration:
○ Encourages and inspires others
▪︎ Builds relationships
○ Provides support and recognition
○ Coaches others
○ Shows concern for others
▪︎ Is caring and empathic
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As you can see, there is great overlap in the traits of
TL and HSL. In times of crisis, leaders with these
underlying traits and abilities will focus their attention
on meeting the psychological needs of stakeholders to
stabilize the organization. They will put their leadership
expertise to work to inform, manage expectations,
connect, direct, and unite your organization.
As the crisis eases and a post-crisis period emerges,
the leadership imperatives revert to the TL model of
inspiring recovery, acquiring learning, facilitating inno‐
vation, and implementing new and better ways to
prepare for a crisis or to deal with a future one. The
ability to switch between TL and HSL certainly builds
organizational resilience.
In the next chapter, we will explore the forces that
are threatening to pull your clinicians out of your orga‐
nization and what we know helps to mitigate those
losses. Following, we will return to a more in-depth
discussion of resilience, where you will see that traits of
highly resilient people are, unsurprisingly, very similar
to those of TL and HSL.

Q U I C K R EFLEC TI O N
• Which of the above leadership attributes
resonate with you as what you know you do
consistently?
• Which are present but less consistent?
• Which do you see very little of within yourself?
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• Which one or two “missing” traits or behaviors
can you adopt most naturally and apply imme‐
diately?
Bonus points if you ask a trusted colleague who
knows you and has seen you in action to answer the
above questions too. It’s always good to have selfassessments validated by a credible third-party!

5

THE CRISIS WITHIN THE CRISIS:
THREATS TO CLINICIAN
WELLBEING AND RETENTION

T

hat COVID-19 is a crisis is not argued. Another
crisis exists within that crisis: the threat of not
having adequate staff to meet the surge of patients,
especially the clinicians at the patient-caring frontlines,
such as nurses, nurse practitioners, physicians, physi‐
cian assistants, and respiratory therapists. We must also
remember the support staff who are at the frontlines as
well: the CNAs, the transport staff, and the house‐
keeping and sanitation staff.

CLI NI CIAN D EA TH S
For the first time in my lifetime, there is a highly conta‐
gious and lethal disease that is putting the health and
lives of clinicians in serious jeopardy. National Nurses
United (NNU) has been trawling reports of healthcare
worker (HCW) deaths through obituaries, media
reports, social media, union memorials, and federal and
state data. In September 2020, NNU published data that
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indicated 1,700 HCWs had died from COVID-19 or its
complications. Of this number, 219 were nurses.
Marking the racial and ethnic inequities that charac‐
terize the pandemic, 58 percent of nurses who died
were BIPOC. Among HCW overall, 48 percent of
deaths were people of color.
Dr. Claire Rezba, an anesthesiologist, wants to put a
personal face and personality beside the names of those
HCWs who have died so that they are not just a statistic.
She, too, scours the Internet daily to find the names of
fallen healthcare workers. She personalizes the names
with pictures and any additional information that
reveals the uniqueness of that human being. She shares
updates daily through her Twitter account. As of early
October 2020, her count was 1,200, which she admitted
was an undercount. She was highly critical of CDC
data, which reported 170,000 workers had contracted
COVID-19, but only 742 had died. She notes that there
is no organized government effort to track all of these
deaths, so the true impact on HCW mortality is not
being fully captured.

T HR EA T S T O CLI NI C I A N HEA L T H A N D
R ET ENT I ON
All of these clinicians are human beings working sched‐
ules that are not sustainable – long shifts, extra shifts,
and little time off for rest and renewal.
From March 29 to April 6, the nursing community
app Holliblu asked questions of over 1,200 nurses from
600 hospitals, giving the first broad insight into how
U.S. health workers are coping amid the COVID-19
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pandemic. Recall that this was at the beginning of what
has turned out to be more of a longer-term crisis than
anyone imagined.
Seventy-eight percent said they were experiencing
unprecedented levels of physical, mental, and emotional
stress.
Sixty-two percent said they were thinking of leaving
their jobs, while 67 percent said they were planning to
leave their facility or nursing entirely.
This reported dissatisfaction in the early months of
the COVID-19 pandemic is markedly higher than a
national survey of RNs in 2019 conducted by AMN
healthcare of nearly 20,000 nurses in which 44 percent
said they often felt like resigning from their jobs and 27
percent thought they would be in a new job within a
year.
Another interesting finding of this 2019 survey was
that 66 percent of RNs believed their job was having a
negative impact on their health. One can only imagine
that in the COVID-19 era, that number would have to
be closer to 99.9 percent.
Many anecdotal reports appear in the media and
medical journals about the reasons physicians are
leaving the field, but, as of the date of this writing, I was
unable to locate a study that quantified those losses.
However, the many articles citing the mental health
needs of physicians during this time represent the
intense stress that physicians at the frontlines are
feeling.
The mental health risks to clinicians are serious at
baseline. Physicians, overall, have the highest suicide
rates of any profession. Female physicians commit
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suicide at twice the rate of the general female popula‐
tion. The suicide rate in 2014 among female nurses was
58 percent higher than the general female population
and 41 percent higher for male nurses than the general
male population.
These are some of the unique stressors that the
COVID-19 pandemic presents to all clinical staff on the
pandemic’s frontlines (list courtesy of Nurse2Nurse‐
Network.com):
• Close proximity to a new, highly contagious
virus with serious and lethal outcomes, threat‐
ening their own life and health, and potentially
those of family members
• Daily and cumulative trauma from being
present for so many deaths and powerless to
prevent them
• The added emotional burden of making up for
the absence of family presence to meet the
patient’s needs for support and presence during
serious illness and at the time of death – anec‐
dotal reports suggest this is one of the most
emotionally depleting aspects of the COVID-19
experience
• Violations of professional ethics and standards
of care due to inadequate human, medical, and
equipment resources to do things the right way
• Excessive overtime hours and extra shifts to
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make up for the absence of appropriate staffing
to meet the needs
• Inadequate rest and renewal time with limited
social and recreational outlets due to pandemicbased social measures
• Living separate from family members for their
protection, increasing isolation, and separationrelated loss
• Economic stressors if a partner has lost a job
• Parenting stressors if school-aged children are
at home with remote learning.
• Newly graduated clinicians, whose clinical
education was shortened, entering professional
practice and not receiving adequate orientation
or support
• No preparation for working long-term in
battlefield-like crisis conditions with massive
deaths and prolonged suffering
Clinicians faced challenging conditions and chal‐
lenging careers prior to the pandemic. These new
conditions are requiring grit and resilience never before
required of healthcare professionals.
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TH E M I X ED BL E SSING OF TRA VE L ING
C LI N I C I AN S
Hospitals have long relied on traveling nurses and ad
locum physicians to fill temporary staffing needs. Prepandemic, there was an estimated shortage of 1.2
million nurses. Physician shortages, particularly in
certain specialties, are also serious.
Traveling professionals are compensated at higher
rates than regular staff. In the pandemic era, the
demand for traveling clinicians has never been higher,
and compensation has become astronomical as the
pandemic evolved from regional hot spots to emer‐
gency staffing needs everywhere in the U.S. (I recently
received an email offering $7,500 per week for ICU and
ED nurses to travel.) This has further de-stabilized the
frontline workforce as hospital employees are resigning
to take on travel contracts. The high compensation
rates are also untenable to hospital bottom lines.

Q UI C K R EFLE C TION
• Which of these challenges to clinician satisfac‐
tion and retention are you most conscious of in
your organization?

B UR N O UT V E RSUS MORA L INJURY
Clinician burnout is a frequently used phrase, and there
are certainly reasons why the dynamics and demands of
this era might push clinicians into a state of burnout.
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Burnout is a long-used, much-discussed subject
involving emotional exhaustion, depersonalization/
distancing in the role, and cynicism. The WHO has
recently proposed an expanded definition: “Burnout is a
syndrome resulting from chronic workplace stress that
has not been successfully managed. It is characterized
by three dimensions: (1) feelings of energy depletion or
exhaustion; (2) increased mental distance from one’s
job, or feelings of negativism or cynicism related to
one’s job; and (3) reduced professional efficacy.”
In terms of a crisis vocabulary, we can consider
burnout as arriving at a personal and professional crisis.
It is noteworthy that this definition seems to place the
“blame” for this crisis on the clinician. Pre-pandemic,
the experience of burnout was conceived as something
the individual can “fix” with better work-life balance
and improved coping skills. Burned out clinicians
frequently receive referrals for professional assistance
to help them to “fix” themselves and recover from
burnout.
However, the pandemic has brought with it an
awareness of a syndrome that has individual impacts
but systemic roots.
“Moral injury” began to come into parlance in
healthcare in 2019. Previously, it had long been used
among mental health professionals working with
combat veterans suffering from PTSD-like symptoms
but were not responding to PTSD treatment protocols.
These soldiers were expressing distress from having
violated their moral code and values in their combat
behavior. Watson defines moral injury as “the profound
psychological distress which results from actions, or
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lack of them, which violate one’s moral or ethical
code.”
As applied to healthcare, clinicians describe feeling
morally compromised when they can’t put patients’
needs first in providing the appropriate/ best care for
them:
• Dr. Thomas has to choose which patient
between two is more likely to benefit from an
available treatment resource, a ventilator. In
doing so, he knows he is choosing to allow one
patient to die.
• Nurse Suarez is caring for double her usual
assignment of patients in the ICU. When she
completes her shift and is at home, she recalls
that she neglected to give an important medica‐
tion to one of her patients because she was
involved in a code in another patient’s room.
• Nurse Suarez returns to work the next day.
One of the patients she has cared for, for weeks,
is failing on the ventilator, and it is going to be
discontinued. She has promised the patient and
the family that she will be with the patient as
death nears. However, she is called out of the
room to attend to another emergency. When she
returns, the patient has died. She must call the
family. What will she say about the patient’s
death?
Some have said that moral injury is like a “death by a
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thousand cuts” experienced while working in the
healthcare system. Most clinicians enter their practice
with a desire to be of service using a craft that took an
investment of years, money, and the sacrifice of other
rewards to qualify for. Mundane issues contribute to
disillusionment and moral injury during “normal”
times, which the pressures of the pandemic exacerbate:
• The time required to spend on the EMR (which
was supposed to save time, but actually
consumes more of it) to the detriment of
patient-facing time
• Having to “finish” one’s work, including all
documentation, and not being allowed to earn
overtime when staying over is required to finish
• With cost-cutting priorities, support staff have
been let go with the expectation that clinicians
will complete these non-clinical tasks
• Significant changes that have a bearing on clin‐
ical practice and quality of care are made without
clinician input
• The reliance of management on exploiting the
good-heartedness, compassion, and ethics of
clinicians to continue to do more with less and to
work longer without compensation or consider‐
ation of that sacrifice.
• The loss of clinician control of their practice
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decisions to “business people” (mainly
physicians).
Moral injury is also conceived as a root cause of
burnout, in addition to having systemic rather than
individual causes. In this version of a personal and
professional crisis, “the system” gets the blame. It is less
stigmatizing to the individual to see their dissatisfaction
larger than their individual mismanagement of their life
and career.
However, because of these systemic roots, there is
no “quick fix.”
For healthcare leaders, addressing and preventing
moral injury involves “stakeholder engagement.”
Through engaging meaningfully with their clini‐
cians, some hospitals have modified their performance
goals, adding a fourth aim to the traditional Triple Aim,
creating the Quadruple Aim:
• Improving the patient experience of care
• Improving the health of populations
• Reducing the per capita cost of healthcare
• NEW: Improving clinician satisfaction

Q UIC K RE FL E C TION
• Do the competing demands of your job raise
feelings of moral injury?
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• What are your observations about how your
clinicians are doing physically, mentally,
emotionally, and spiritually?
• What might be the major sources of moral
injury to clinicians in your organization?

A STORY A BOUT NURSE F E E DB ACK
I was about to be interviewed for a podcast for hospital
administrators about the chaos in the market to bring in
travel RNs for ICU and ER assignments. The inter‐
viewer, who is a hospital CEO, asked me, “What should
we do?”
To be prepared for such a question, I decided to get
some quick, real-time feedback from nurses through
two large Facebook groups for nurses I have relied on
for such feedback related to my first book on nursing
careers. They had given me unvarnished answers earlier
about the ways they felt their jobs had a negative impact
on their health. The results were so heartfelt and
intense that I re-organized my book substantially to
address the health issue as a central theme. The other
issue was on the cover-design for Career Clarity for
Nurses. They gave me a solid preference that the cover
should feature the face of a nurse who looked realistic
rather than airbrushed.
However, nothing could have prepared me for what
came pouring in when I posted the question: “Besides
‘more staff,’ what is the number one thing you want
from your administration?”
There were greater than 300 comments; about one-
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third of them came in during the first hour, the rest
over another 48 hours. Despite the caveat “besides more
staff,” “more staff/ better ratios” came up frequently.
However, the word that was written most often by far
was “respect.” Manifestations of respect involved better
communication, more appreciation/ less criticism,
being treated like a professional, recognized for their
value, and adequate/ respectful compensation and
benefits.
Other words provided additional shades of meaning:
“safety,” “support,” “compassion,” and “empathy.”
Safety consistently pertained to adequate staffing or
safe care and PPE.
Support, elaborated, came through as “have my
back,” “check in with me/ ask how I’m doing,” and
“listen and take me seriously.”
Another side of compassion and empathy was, “Roll
up your sleeves and work with us!”
One nurse captured the sentiment by saying, “My
grandfather had a saying, ‘Don’t tell me how to win the war
if you don’t have mud on your boots.” There was a strong
theme that came through of feeling/ believing that their
leaders were disconnected from the work because they
hadn’t done it for a long time (if ever). Therefore, there was
a perceived lack of empathy/ compassion and grounding
regarding what nurses went through and needed, materi‐
ally and emotionally, to sustainably do their jobs. If they
did, many nurses believed management’s reactions might
be more empathetic and understanding, which would
result not only in kinder and more effective communica‐
tions but also in what they needed: staffing and resources.
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Increased compensation did come up, but less than
the improved attitudinal requests. Regarding pay, some
requested hazard pay or some type of bonus equity in
recognition of what travel nurses were making, and
some type of loyalty bonus in recognition of the new
employee sign-on bonuses they were seeing in
hiring ads.

AP P LI CAT I ON
An interesting exercise you can use in your facility is to
give each employee in whichever employee group you
are engaging a blank 3 x 5 card as they go in to take
report. Tell them they are not to write their name on
the card. Ask them to write the first thing that comes to
mind to the question, “What is the number one thing
you need from the administration?” It should be top of
mind and less than five words. You want a gut response
based on perceived emotional needs rather than some‐
thing carefully crafted. You or someone you designate
can collect the cards, without looking at them, in a
manila envelope. Read them carefully and mindfully,
and absorb the emotion that is in them. After reflecting
on them:
• What have you learned?
• What is the most compelling need?
• What is your action in response?
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• How are you going to share with those who
contributed your learnings and decision?
Resilience through these times is what everyone in
healthcare needs to develop and practice in order to be
able to get through this global battle with COVID-19.
Recently, I was pleased to read a study reviewing many
studies on the effectiveness of resilience training to
improve staff morale and performance. In Chapter 6,
we will look at some resilience concepts, psychological/
behavioral and physiological, as a foundation for your
wellbeing and staying power, with some thoughts about
diffusing it into the culture of your organization
through your HSL/ TL team. In Chapter 7, I provide a
step-by-step plan to identify the leaders to help you to
implement your clinician retention initiative, including
developing everyone’s resilience.

6

PERSONAL AND TEAM RESILIENCE
FOR TODAY’S CHALLENGES

S

erena Williams is at Wimbledon for, once again,
the finals. Her body bends deeply at the waist, neck
extended high, face forward, focused and fierce. Her
racket is grasped between her hands, her knees are bent,
her feet move continuously on the balls of her feet, and
her legs and lower body shift left and right with ease.
All is ready. Mentally, emotionally, and physically, she is
prepared, in a state of readiness, waiting to return the
serve with the most accurate and devastating swing
possible. She makes that serve return and resiliently
resets herself to be ready for the next challenge.
This image of Serena Williams, shifting her weight
in anticipation of the serve she will return, is a
metaphor for the human optimization of its adaptive
capacity and of being in a state of readiness to meet a
challenge.
I’m really writing this chapter for you, dear reader.
You are the one who is concerned for your clinicians as
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people, but also for their absolutely essential role in
your organization’s mission. You can’t do your job
without them, and you, as are all healthcare executives,
at risk of losing them, either one by one, or tragically in
a mass exodus as they flee the virus to safer or more
lucrative opportunities.

R ES I LI ENCE
I am grateful for the work of my colleague, Dr. Linda
Hoopes, a fellow organizational psychologist. She is the
CEO of Resilience Alliance and the author of Prosilience:
Building Your Resilience for a Turbulent World. She has
built assessment tools and training programs and certi‐
fies practitioners in using these concepts globally.
Resilience Alliance defines resilience as “the ability
to absorb high levels of disruptive change while
displaying minimal dysfunctional behavior.” This model
of resilience recognizes that turbulence is the new
normal. However, unfortunately for the human organ‐
ism, we are most comfortable when we know what to
expect, are prepared for any changes ahead, and have a
degree of control and choice over what happens to us.
In our “normal” pre-pandemic VUCA environment,
changes were sometimes foisted upon us, e.g., when the
state licensing board visits your facility, unannounced,
and proclaims your admissions processes are not suffi‐
ciently informational for your patients to make
informed consent, or when your usual commuting
route undergoes construction, forcing you to find an
alternate route in additional traffic. In these situations,
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your expectations and the way you are comfortable
doing things are challenged. You are compelled to
change and have no say in the matter. For a short while,
you may be upset, disappointed, and frustrated as you
find the next best route to work, but you adapt and
recover from this disruption in your expectations.
However, when changes are more significant, as in
going through a divorce, losing a partner or child, or
moving to a different country, the adaptation curve may
be steeper.
Dysfunctional or maladaptive behaviors may be
signs of difficulty adapting to change. These maladap‐
tive behaviors may begin as “small things” – behaviors
that have you saying, “I’m dropping balls these days,”
such as forgetting to pay a bill or call your mother on
her birthday. Or, without your usual patience, you
might behave uncharacteristically abrasively with a
friend or colleague. You ask your friend to forgive you
and chalk it up to feeling “stressed” from the big change
you are dealing with. Adapting to the “change event” is
consuming more of your energy and attention. Changeinduced dysfunctional or maladaptive behavior can
become more serious. Withdrawing from friends,
missing work frequently, or become entrapped in an
addiction are examples of more serious maladaptive
behavior.
Within this model, we acknowledge that adapting to
change consumes excess energy, leaving less available
energy to maintain your normal performance and/ or
your usual physical/ mental/ emotional equilibrium.
The amount of change-induced energy consumption
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can be commensurate with the magnitude of the change
and/ or the number of changes at one time or sequen‐
tially. Change-induced dysfunctional behavior, per this
model, is “any action or feeling that diverts energy or
resources away from what is needed in terms of
meeting productivity or quality standards.” That sounds
very relevant to upholding business standards while
dealing with change or challenge. In our personal lives,
change-induced maladaptive behavior is the things we
do that distract us from who we are committed to being
and what we are committed to doing. The number of
people who are experiencing ill effects on their mental
health after so many months of pandemic-induced life‐
style changes and isolation is a case in point.

Q UI C K R EFLEC TI O N
• Think of two people you know who have gone
through difficult challenges in life. One of them
seemingly sailed through while the other strug‐
gled quite a bit. Who are these people in your
life?

R ES I LI EN C E 2.0
A person of high resilience expends less energy in
adapting to change than someone who is less resilient.
A person with high resilience will return to a steady
state within a relatively short period of time.
Conversely, a person with lower resilience will take
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longer to adapt to change and/ or manifest more
extreme dysfunctional behavior before returning to a
steady state.
Prosilience, per Dr. Hoopes’ book by that name,
represents ‘proactive resilience’. I have found the
prosilience model very pragmatic when working with
teams dealing with or preparing for change. Research
conducted during change-management initiatives in
numerous organizations over many years identified the
behaviors most associated with adapting successfully to
change in the business environment:
• Positivity: possessing a generally positive
mindset and outlook on the world
• Confidence: possessing a positive self-concept
• Priorities: ability to orient to or focus on what
is most important amidst competing priorities
• Connection: ability to leverage positive rela‐
tionships with a variety of people to achieve
goals
• Creativity: flexibility in cognition; open to new
ways of thinking
• Structures: ability to establish systems that
create order and organization in uncertain
situations
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• Experimentation: proactivity in trying out new
ways of doing things
Hmmm … sound familiar? Do you hear echoes of
leadership behaviors of the transformational and high
stakes leader? Keep these traits in mind when we revisit
identifying leadership characteristics in your team in
Chapter 7.
In working with teams, using the Resilience Alliance
Assessment Tool, team members become acquainted
with their own resilience strengths and collectively
strategize how to ensure that all of these resilience
“muscles” are put to use in changing work situations.
Given our VUCA world, Dr. Hoopes promotes
prosilience as a means to prepare oneself for the chal‐
lenges and crises that inevitably lie ahead. She encour‐
ages preparing for these future events by training the
weaker resilience muscles in anticipation of needing
them in the future.
In the sports world, a swimmer preparing to swim
the individual medley in the Olympics in two years
might know that her turns during the butterfly leg are
much slower than they need to be if she is going to win
a medal. She uses the time before the Games to work on
that weakness.
Earlier, I talked about crises having three phases:
pre-crisis (preparation), during crisis (coping), and
post-crisis (learning and adaptation). Healthcare
leaders in the United States had several weeks to
prepare for what we were seeing in Wuhan and Italy.
The wiser leaders used that time to order additional
supplies, make plans for surge capacity, create new
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procedures, and arrange other tangible matters.
Hospital
administrator
Sharon,
conscious
of
prosilience and her stronger and weaker resilience
muscles, knows that a weakness she has is the “connec‐
tion” muscle. She is a bit introverted by nature and
knows that part of the requirements of being a HSL
during a crisis is to be out and visible as a communi‐
cator and reassuring presence for her people. In the
weeks before an inevitable crisis hits, she makes a
conscious effort to be out of her office more frequently,
engaging authentically with people in more than the
casual “Hi, how are you?” pleasantries. She makes
templates for the regular communication processes she
knows will be needed so that it will free her up to be
out with people instead of putting time into it as the
crisis hits.
At the team level, a leader practicing prosilience
reacquaints herself with the executive team’s resilience
profiles. She notices that, as a group, the “experimenta‐
tion” muscle is not well represented among them. This
is the ability to try new things. This ability to adapt and
implement new ideas on the fly is going to be a critical
success factor in surviving the crisis. For several weeks,
she tasks each executive committee member to “try
something new” within their own teams. They are to
gather input regarding a nagging problem, choose one,
and “just do it” on a weekly basis.

Q UIC K RE FL E C TION:
• If you were to take a self-assessment of your
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strongest resilience muscles in adapting to
change, what do you think yours are?
• Think of a colleague you work with. What do
you suppose are hers/ his?
• In thinking about your team members, what
would you think the strongest resilience muscle
is for each one?

TH E P H Y SIOL OGY OF RE SIL IE NC E
Certainly, there is an advantage to training the appro‐
priate teams to use their resilience muscles when
dealing with medical units that are taxed beyond their
usual capacity and rhythms. Having an optimistic and
hopeful outlook about yourself, your patients, and your
colleagues will keep spirits up and minds and hearts
open. Being flexible and creative in solving problems on
the spot, creating new systems to deal with the new
demands, and having a willingness to try new things are
all fantastic tools for clinicians, and especially for clini‐
cian leaders to be able to access as needed.
Your clinicians are not only adapting to the
immense change in working conditions; they are expe‐
riencing numerous episodes of adrenaline and cortisolinducing life-threatening emergencies. They are
witnessing and absorbing a steady stream of deaths of
the lives they tried to but could not save, conveying
challenging news to patients and families and being
present for their intense emotional reactions. They are
taking the place of family members at the bedside
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through the final phase of death. It is a lot for the
human emotional-physiological system to tolerate.
When I returned to clinical practice ten years ago
and began to feel the uncomfortable sensations and
pressures related to how my body and mind responded
to noisy, frequently chaotic environments with
multiple simultaneous demands, I began to search for
tools that would help me to calm myself in real time. As
I have had glimpses of these overtaxed units and
listened to those who are working there, I have been
searching for a way to train clinicians to reset them‐
selves emotionally and physiologically so that they are
both ready to be fully present for the next challenge
and to calm the physiological “charge” they have just
experienced.
Is there a way for clinicians to become as adept at
“resetting in real time” for the next challenge as Serena
Williams is as she resets herself, with agility, for the
next shot?
I’ve tried several things, one of which was a stonelike sensor that clipped to the inside of my bra or waist‐
band that buzzed when my respirations got faster. It
helped, but I don’t think it would have reset my whole
system if I was faced with emergency after emergency.
Meditation has helped, but again, in the chaos of a
COVID-19 ICU or ER, I don’t think I was that good
at it.
The most promising technology I have come across
which can reset one’s physiology into a harmonious
state has been developed by HeartMath using HRV,
Heart Rate Variability. Like the resilience model just
presented, the HeartMath model sees adaptation and
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resilience as tied to energy, specifically intelligent
energy management.
To avoid getting too technical, let’s say when a heart
rate is sixty beats per minute, an electrocardiogram
would show the familiar PQRST complex on the ECG
tracing paper with regular spacing. Mathematically, you
would think that the average is one beat per second if
your heart rate was sixty beats per minute. In actuality,
there is a bit of variability in the milliseconds between
each beat. This variability is HRV. Under conditions of
stress and negative or depleting emotions like frustra‐
tion, anger, or irritation, the heart beats faster and
faster, and the HRV is very irregular. The tracing looks
like a chaotic, wild radio frequency on a machine’s
display. Chaos, or “incoherence,” is the overall physio‐
logical state when nothing is in sync with each other.
There is decreased oxygen to the brain during this
unsettled state, and predictably, performance declines.
Alternatively, coherence, per the HeartMath Insti‐
tute, connotes the heart has settled into an easy rhythm,
the HRV is longer and regular, and it appears on a
monitor as regular “sine waves.” The heart sends
calming messages to the brain, which calms the brain
down, which then calms other systems down. Blood
flows more easily to the brain and elsewhere, thinking
improves, the emotions are calm, and performance is
optimized. The body systems are “coherent” or “insync” with each other. Human performance is “reset,”
like Serena, ready for the next serve. Spending more
and more time in coherence builds resilience.
The techniques are easy but take practice to
achieve the desired effect. Once experienced, coher‐
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ence can be attained in three to four minutes. One
breathing technique involves slowing the breath down
to five to seven breaths per minute while visualizing
the breath passing through the heart/ chest area. An
added step to that technique is to recreate in your
mind and body a very pleasing memory, such as
someone you deeply love or something that will evoke
the experience of a pleasing emotion in your body, not
just thinking about it. There are devices available
through the HeartMath Institute that track the
changes in your HRV from incoherence to coherence
as your technique improves.
However, even without the device, people are
currently using these techniques to attain a coherent
state in three to four minutes, even as they move
around in real time. The daily program suggested at the
end of this chapter provides instructions regarding how
to begin to practice coherence on your own. Heart‐
Math.com also has many resources to learn more about
these fascinating and evidence-based techniques.
Therefore, combining the concepts of resilience
from Resilience Alliance with HeartMath’s, here is a
compound definition of resilience: Resilience is the
ability to absorb high levels of disruptive change while
displaying minimal dysfunctional behavior and main‐
taining emotional and physiological equilibrium.

TH E SC IE NC E OF WE L L BE I N G
Another model that I draw from comes from research
in Positive Psychology. My prior book, Career Clarity for
Nurses: Navigating Nursing through Challenging Times,
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was built around this science of wellbeing, known by its
acronym, PERMA-V, explained briefly here:
(P) Positive Emotion – positive emotional experi‐
ences are the foundation of wellbeing; promotes mental
and physiological harmony (as in the HeartMath model
above); one researcher asserts that we should have at
least three positive emotional experiences for every
negative one
(E) Engagement – having hobbies, skills, or experi‐
ences that fully engage us, we enjoy, and lose a sense of
time doing; we are fully attentive; we are “in flow”
(R) Relationships – having positive nurturing rela‐
tionships are also foundational to a fulfilling life
(M) Meaning – having a life that makes sense, that
makes a contribution, and that reflects your values is a
positive thing
(A) Achievement or Accomplishment – flourishing
involves growth; achieving goals is satisfying and indi‐
cates we are continuing to grow
(V) Vitality – pertaining to care of the body; The
Four S’s: Sustenance, Sleep, Sex/ Sensuality, and Sport.

R E COM M E N DE D SE LF - CAR E P R OGR AM
This is based on noticing, expanding, and creating posi‐
tive emotions, the basis of happiness and coherence.
One thing we know from research that increases a
sense of wellbeing is a gratitude practice, so it will be
included below.
The Daily Wellbeing Hour (adapted from a prior
mentor and resilience coach) contains three parts. You
can devote about twenty minutes to each part, but that
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division of time is really up to you and the activities you
choose. You can also sequence the three parts in the way
that flows best for you. The activities for Parts Two and
Three can change weekly or monthly (to keep it fresh
and fun).
• Part One: Quick Coherence Practice (or other
centering activity)
Step One (Heart-Focused Breathing): Bring your
attention to your heart, your mid-chest area, and
begin to visualize yourself breathing through
your heart. Slow your breathing down to five to
seven breath cycles per minute.
Step Two: While engaged in heart-focused breath‐
ing, bring to mind a happy memory, a loving
memory, or a memory that allows you to reexperience the positive and replenishing emotion
of that event. Remain in this state for five to ten
minutes as you begin, extending the time as you
become more proficient.
Whenever you need to feel replenished, recentered, or reset during the day, repeat the
above. As your proficiency increases, you will be
able to do this walking with your eyes open.
• Part Two: Flow Experience: doing something you
enjoy that creates “flow” (your mind is engaged, you can
lose a sense of time because it is very enjoyable, and you
get better and better at the activity as you devote your‐
self to it)
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Painting
Singing
Dancing
Gardening
Interior design
Working on your stamp collection
Shooting hoops
Shooting pool
Knitting, crocheting, needlepointing
Sex (if you can time it right)
Playing with a pet, or just petting and loving it
The possibilities are endless
• Part Three: Movement Experience:
Cardio: run/ walk/ bike/ swim/ dance
Flexibility: yoga/ pilates
Tai Chi or Qigong
Martial art movements
Make sure it is movement that makes you feel
happy and connected to your body
The Evening Gratitude Journal
• In a special, beautiful, dedicated journal, record
three things that went well that day and why. In
acknowledging why something went well, you
can affirm and validate your role in and learnings
of why and how things go well.
• Express gratitude in writing first, but repeat,
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“I’m grateful for…..” out loud, smile, and enjoy
the feeling.

QUI CK R E F LE CT I ON :
• What are your current wellbeing practices?
• What are your thoughts on coherence?
• Which of these recommended wellbeing prac‐
tices do you see yourself adopting?
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IMPLEMENTING A CLINICIAN
RETENTION INITIATIVE THROUGH
TRANSFORMATIONAL LEADERSHIP:
A STEP-BY-STEP PLAN

L

“

eadership is the ability to inspire someone to do
what they don’t want to do so that that can get to
where they want to be.” These are words attributed to
the famous college basketball coach, John Wooden.
Growing up in the Los Angeles area, I grew up hearing
about John Wooden’s UCLA Bruins. I can imagine John
Wooden with a group of new incoming freshmen who
want to make the team. They had been good enough at
their high schools and dream of playing on this famous
team. As they begin training with Coach Wooden, his
program is much more rigorous, demanding, and
exhausting than what they had experienced in their elite
high school programs. Some decide it is too much,
given everything they are already adapting to as college
freshmen; some want to drop out. But Coach sees talent
in one of these fledgling college players. He knows the
kid doesn’t think he is up to this. He is worried about
his grades. This feels beyond his abilities. The insightful
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coach finds the vision within the player, points out the
strengths he has seen in his game, helps him find the
desire within him to play NCAA ball, which is hidden
by fear, and calls forth that NCAA player into a new
realm.
As leaders, it’s obvious that we try to do that in
choosing and investing in our leadership teams and
developing our team members. But we sometimes have
to be the leader and coach to ourselves first, stirring the
vision of who we can be in meeting this moment and
finding our strengths to overcome our fears to get
where we want to be. You may have your own inner
conversation to deal with, but I hope that this step-bystep plan will help you to take your first steps toward a
more resilient and transformative leadership team that
can pivot in crisis mode to high stakes leadership
imperatives. I see it in you; you can do it. I’m not John
Wooden, and this isn’t basketball, but I hope you will
find the following plan as some practical coaching to
help you get moving!
Steps for the Decision-Maker and Team (note: a
worksheet for this will be on my website under the
section on this book’s title, Clinician Retention Strategies,
at www.drkarenwade.com)
1. Acknowledge and name the crisis
2. Describe the situation, including any relevant data
3. What stage of crisis are you in: pre-crisis (preparing),
during crisis (coping), or post-crisis (learning and
adapting)?
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4. What are the potential negative outcomes of this
crisis you want to avoid?
5. What are the potential positive outcomes you want to
promote?
6. Articulate a GOAL (based on the above), for example,
to identify clinician needs and concerns toward
building a culture of support, resilience, and wellbeing
that encourages clinician retention.
7. Using the list of leadership traits in Chapter 4 and/ or
the resilience traits in Chapter 6, assess if the individ‐
uals in your current leadership team demonstrate the
desired traits and behaviors.
• Suggestion 1: Bring one or two trusted, wise,
and insightful others into this process.
• Suggestion 2: Create a spreadsheet with the list
of attributes you want to use in your selection
process as the columns; put existing team
members’ names as the rows.
Evaluate each person by each attribute and
record on a spreadsheet: (1) never present; (2)
rarely present; (3) sometimes present; (4) often
present; (5) always/ almost always present.
8. How does your current team align with the desired
traits? You will be looking for those whose ratings are
4s and 5s, with occasional 3s.. Give highest priority to
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people with the strongest relationship and listening
skills
9. For those that don’t align, decide if their deficits can
be developed.
• If yes, include them in this initiative.
• If no, don’t include them directly, but they can
have support roles.
10. Bring this leader group up to date on Transforma‐
tional/ High Stakes Leadership context and passion‐
ately communicate your vision for this initiative.
11. The Head-Heart-Hands model for communicating
change or something new can be helpful. Include these
aspects in the communication:
• Head: What is the rationale and business case
for in-depth engagement of clinicians? (It has to
make logical sense.)
• Heart: What is the motivation for them to join
you? (Remember “WIFM,” what’s in it for me?)
• Hands: What is the plan? What will be done?
12. With the above initial leadership group (or a subset),
repeat Step Seven to identify the people within the clin‐
ician groups who exhibit the traits of Transforma‐
tional/ High Stakes Leaders.
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13. Decide what will be shared with the identified
potential clinician leaders and who is the most skillful
and appropriate person among your leader group to
approach them.
• With the clinician leaders who have accepted
the role, develop a method to acquire the best
and truest feedback from other key clinicians
within a set timeframe. Depending upon the
number of clinicians in your facility you may
need to select a sample of clinicians to engage
who are representative of all disciplines, special‐
ties, shifts, racial/ethnic groups, and who will
provide the best, unvarnished feedback.
• How are they doing (really)?
• What do they most need from leadership now?
• What is amazing/ inspiring to them about their
ability to keep going? What evidence of resilience
are they seeing in themselves and in their
colleagues? What dysfunctional behaviors are
they seeing?
• What type of support they would like and
would really utilize?
• What threats and opportunities do they see
coming in terms of retaining the quantity and
quality of clinical staff?
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• What are overall suggestions for what will help
retain clinicians?
• Is there anything else this group thinks is
important?
14. Quantify the responses, ideally aided by clinician
leaders who have the interest, time and energy.
15. Identify leaders who have demonstrated the most
promise as effective Transformational or High Stakes
leaders.
• Invest in your relationships with them
• Aid and support their development goals
16. Create and implement a Clinician Care, Resilience,
and Retention Plan based on all of the above feedback
and learnings

Q UI C K R EFLE C TION:
• How and when do you plan to do this?
• What modifications to this general plan will
better customize it to your organization?
• What help or support will you need? Who can
or will provide this support?
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In the next chapter, in light of all of the inequities we
have seen emerge through the months of the pandemic,
I will present some thoughts about making your deci‐
sion-making and leadership processes more inclusive.

8

LEADING THROUGH AN
AWAKENING TO RACIAL INJUSTICE
AND INEQUALITY

T

he year 2020 has challenged us, not only with the
pandemic and its attack on the bodies and lives
of our fellow citizens, but through major economic
consequences that have impacted our families, friends,
neighbors, colleagues, and communities.
Episodes of police brutality and vigilante-like
violence against and murder of Black people flashed
across our television screens and social media feeds.
CBS News reported that, in 2020, police killed at least
one Black man or woman every week, so 164 Black
people in the first eight months of 2020. The fight for
equal justice under the law when such crimes are
committed dates to the time of emancipation, but
justice is slow in coming.
Watching George Floyd being killed by a police offi‐
cer, nonchalantly, unhurriedly, in broad daylight,
shocked the consciences of people of all racial and
ethnic groups. This consciousness of injustice was
deepened with the absence of charges levied against the
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police officers whose negligent shooting rampage left
Breonna Taylor dead as she was falling asleep in her
apartment. The summer of 2020 ushered in numerous
weeks of marches for racial justice led by and in
support of the Black Lives Matter movement.
Racial and socioeconomic inequality has also been
laid bare by the pandemic. From lesser access to quality
healthcare and elevated exposure to the virus to their
roles as “essential workers,” BIPOC have disproportion‐
ately been the victims of contracting the virus and
experiencing its severest forms, including an elevated
proportion of those dying from it.
Low income and minority communities have been
burdened with all of these crises, re-traumatizing
already traumatized bodies, hearts, and minds. There
has been no escape from these reminders of racial injus‐
tice and inequality as the events of 2020 have rolled in
one on top of each other. BIPOC are at the nexus of all
of it.
The reality of white supremacy has become clearer
for a significant number of white people as it never has
before. At a gut level, the significance of a system built
by white people to benefit white people has hit home.
As healthcare leaders, these cascading crises are
particularly significant as Black and Brown people
make up a large proportion of our workforce in lowerpaying jobs (that are also called “essential”). As cited in a
previous chapter, healthcare workers have died dispro‐
portionately from the disease once contracted. Among
all healthcare workers who have died in the pandemic,
48 percent were BIPOC. Among nurses who have died,
58 percent were BIPOC. Coming from the larger popu‐
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lation, Black and Brown people who are hospitalized
with COVID-19 are disproportionately represented
among those with the severest forms of the disease, as
they are among those who die.
A “silver lining,” if there is one, is that these
inequities, which have always been present, are much
more visible to everyone and are undeniable now.
What does this mean for a healthcare organization
committed to establishing greater equity in its work‐
force tackling the white supremacist underpinnings in
how it does just about everything? Healthcare organiza‐
tions are typically hierarchical, a cornerstone of white
supremacist culture. This, too, is a very appropriate
challenge for a transformational leadership approach to
creating innovation in establishing greater equity.
Culture is powerfully invisible unless we are
consciously examining what we do through the lens of
“a culture built by white people for the benefit of white
people.” Many resources exist and can be found by
searching “dismantling white supremacy in organiza‐
tions” or “characteristics of white supremacy.”
As I did these searches myself, the work of Okun
and Jones consistently appeared. These authors assert
that the unexamined belief that professional standards
and values in the North American workplace are objec‐
tive and unbiased doesn’t hold up under a cultural
analysis.
They present a list of fourteen characteristics of
white supremacist culture in organizations. Under each
characteristic, they flesh out what it looks like in daily
interactions and present “antidotes” to the traditional
approach. Below is an abbreviated version of the Okun
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and Jones analysis. As I have looked over these, they
could be written as a feminist analysis as well.
Perfectionism: focuses on finding and correcting
mistakes
Antidote: create an environment where people can
recognize that mistakes sometimes lead to positive
results; separate the person from the mistake
Sense of urgency: makes it easy to dismiss convening
and/ or empowering an inclusive committee because “it
will take too much time”
Antidote: leadership that understands that things take
longer than anyone expects and takes the time to be
inclusive
Defensiveness: white people spend time and energy
defending against charges of racism instead of exam‐
ining how racism might actually be happening
Antidote: understand the link between defensiveness
and fear (of losing power, losing face, losing comfort, or
losing privilege)
Quantity over Quality: elements that can be measured
are more highly valued than things that cannot (e.g., the
numbers of people attending a meeting, or the amount
of money spent are valued more than the quality of
relationships, democratic decision-making, or the
ability to constructively address conflict)
Antidote: include process or quality goals in group
planning
Worship of the Written Word: those with strong docu‐
mentation and writing skills are more highly valued,
even in organizations where an ability to relate to
others is essential
Antidote: work to acknowledge the contribution that
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every person brings to the organization (for example,
the ability to build relationships with those who are
important to the organization’s mission)
Only One Right Way: the belief there is one right way
to do things and, once people are introduced to the
right way, they will accept and implement it
Antidote: accept that there are many ways to achieve
a goal
Paternalism: those with power think they are capable
of making decisions for and in the interest of those
without power; those without power do not really
know how decisions get made and/ or by whom, yet
deeply feel the impact of those decisions directly
on them
Antidote: make sure that everyone knows and under‐
stands who makes what decisions in the organization
and include people impacted by decisions in the deci‐
sion-making
Either/ Or Thinking: things are either/ or, good/ bad,
right/ wrong, with us/ against us; no awareness that
things can be both/ and
Antidote: notice when people are simplifying
complex issues, particularly when the stakes seem high
or there is a sense of urgency; slow down the process
and encourage people to do a deeper analysis
Power Hoarding: There is little value around sharing
power, which is viewed as limited
Antidote: include power-sharing in your organiza‐
tion’s values statement
Fear of Open Conflict: emphasis on being polite and
equating bringing up difficult issues with being impo‐
lite, rude, or out of line.
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Antidote: role-play ways to handle conflict before
conflict happens; distinguish between being polite and
raising hard issues
Individualism: accountability, if any, goes up and
down, not sideways to peers or to those the organiza‐
tion is set up to serve
Antidote: evaluate people based on their ability to
work as part of a team to accomplish shared goals
Progress = Bigger and More: progress is measured by
the ways an organization expands (e.g., adds staff,
programs, or projects) or develops the ability to serve
more people (without addressing how well they are
serving them)
Antidote: make sure that any cost/ benefit analysis
includes all the costs, not just the financial ones, for
example, the cost in morale, credibility, and the use of
resources
Objectivity: the belief that emotions are inherently
negative and problematic and should not play a role in
decision-making or group process
Antidote: assume that everybody has a valid point,
and your job is to understand what that point is
Right to Comfort: the belief that those with power
have a right to emotional and psychological comfort,
and equating individual acts of unfairness against white
people with systemic racism which daily targets people
of color
Antidote: understand that discomfort is central to
growth and learning; deepen your political analysis of
racism and oppression so you have a strong under‐
standing of how your personal experience and feelings
fit into a larger perspective.
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Because the year we have lived has forced us to face
some very uncomfortable realities, our organizations
must take on the ways we perpetuate and intensify the
impact of white supremacy culture. It will not be easy,
but neither is the current reality easy for BIPOC
employees and clients. Let us take steps, even small
ones, in the direction of more inclusion of people and
values that can co-exist with and/ or challenge our
traditional ways of doing things and engaging with
people.
Innovations to create greater equity in our organi‐
zations and systems is a worthy challenge for TL.
Imagine the teams created to bring new, inclusive
ways of doing things to life. What an exciting
prospect!

Q UIC K RE FL E C TION:
• What most surprises you about this list of white
supremacy culture characteristics?
• Which characteristics are most obvious to you
within your organization?
• On a scale of one (low) to five (high), how
comfortable are you in making efforts to make
some of your organizational values (such as
meetings) more inclusive to multiple
perspectives?
• On a scale of one (low) to five (high), how
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racially/ ethnically inclusive is your leadership
team?
• How does the above number and issue make
you feel?
As we move to the book’s conclusions, in the next
chapter, I will revisit some concepts we have covered
and help you to think through how to overcome the
predictable barriers to implementation that you will
likely encounter.

9

WHAT’S YOUR NEXT MOVE?

T

he intention of this book is to provide some
guidance to solve two problems in the same
initiative: to start or gear up your transformational
leadership development program and to use a high
stakes leadership style to solve your clinician retention
problem. What will you choose to do with this informa‐
tion? If the material has resonated with you, I anticipate
that you will implement some key concepts. Some
“easy-to-implement” first steps include:
1. Share with others what you have learned about
crisis leadership, specifically high stakes leader‐
ship, and how the best high stakes leaders possess
the same body of qualities as transformational
leaders.
2. Take a more analytical look and have a simple
analytical tool to evaluate how your current lead‐
ership group measures up to those optimal traits
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and behaviors. Identify those best suited to
engaging with your clinician stakeholder group
and empower them to design and implement a
plan to address clinician burnout and retention
issues using a stakeholder engagement approach.
3. Obtain or develop a Clinician Satisfaction
Survey and adopt the Quadruple Aim to inte‐
grate “clinician satisfaction” as a healthcare
quality improvement metric.
However, as the saying goes, “Chaos is roving
through the system and is able to undo the best-laid
plans.” (Genius author unknown.)
For you, what is likely to get in the way of imple‐
menting this plan? It’s realistic to guess that your own
time constraints and finite level of energy may dissuade
you from actually implementing these ideas once you
get back to the “reality” of your job that is already
bordering on overwhelming. You already have so many
competing priorities. It could be that as you try to
engage your existing leadership team, you find no
enthusiasm with the reply, “That’s a great idea. I don’t
have time or energy.” A similar response from the clini‐
cians themselves is likely. “Hey, thanks for thinking of
us. I just don’t have an extra square centimeter in my
head to offer anything but what I’m doing now.”
Resistance to change, even in “normal” times, is the
norm. You could receive pushback from enterprise
leaders to change from Triple Aim to Quadruple Aim,
for example. You could find that even though your
bosses desire to embrace a transformational leadership
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style throughout your organization, and you believe in
it, the people you work with think it’s a ridiculous title
and that it overpromises what it can really deliver. “Isn’t
our team OK the way it is?” This resistance may even
create an obstacle to evaluating who is best suited to
this leadership approach because no one seems
interested.
If this is still a priority, in spite of the above poten‐
tial obstacles, what are your options for making it
happen?
It will be tough going if you try to do this without
others helping you. You must have support. I suggest
finding a peer at another hospital in your system who is
facing a similar circumstance. You can make some
inquiries, learn who that is, and find out if he or she is
interested in partnering with you to make progress in
both of your facilities. This would create some synergy
and excitement that will be motivating for you, as well
as being likely to bring others into the project.
It’s also possible that the most efficient way to
proceed is to hire someone to help you. A leadership or
organizational development specialist could function as
anything from a thinking partner helping you to plan
and organize your TL program to being the person you
entrust this project to so that you can focus on what has
to get done (like making sure there are enough beds,
clinical staff, and equipment to keep your patients well
cared for). Your input would still guide the project so
that it is customized to your reality, but your specialist
would do the heavy lifting.
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Q UI C K R EFLEC TI O N
• What do you foresee being your two biggest
obstacles to moving forward with your leader‐
ship and clinician retention plans?
• What are possible strategies to overcome and
get around them?
So, now that you have a plan to overcome the obsta‐
cles to moving your organization forward, I want to
conclude with my wish, my vision for healthcare, for
when we emerge from the current crisis environment.

10

LOOKING INTO THE FUTURE

L

ooking forward five years from now, I see a
generation of clinicians, executives, and health‐
care workers who are super-survivors. They have
weathered the greatest public health challenge in one
hundred years in the midst of concurrent economic,
political, and racial crises. It took longer to control the
virus than early optimistic estimates of Summer 2021.
These survivors are war heroes; they should get medals,
but they are just glad it is over. Life is not quite the same
as it was pre-pandemic, but it is good again. The coun‐
try’s leaders are at least consistent on messaging about
public health matters. There have been efforts to right
the racial inequities in education and healthcare. But
that will be a very long journey. At last, in the U.S., we
finally have near-universal healthcare.
The clinicians and others who served during the
long global nightmare are seen as avatars of the best in
humanity. They took few breaks over the long ordeal,
but, with the vaccine, most felt safe enough to keep
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working and taking care of COVID-19 patients. Fortu‐
nately, treatment protocols and medications were
developed, which cut the mortality rate, and people
went home sooner.
Much of the innovation in healthcare came from
frontline clinicians who both began and participated in
a number of clinical studies on treatment innovations.
These innovations were facilitated by healthcare execu‐
tives who took transformational leadership to heart and
began to collaborate effectively with clinicians to solve
problems in the healthcare system. There is now more
shared governance with clinical staff. In the most
evolved systems, physicians have won back their ability
to prescribe the treatment they believe is best for their
patients. Good use of data has created solid protocols.
Institutions that take racial equity seriously include
representatives from minority groups into their gover‐
nance structures. These representatives then speak
more directly to the needs of their communities. Some
pilot programs are promising in the establishment of
community health models similar to the promotoras in
Latin American communities. Many routine health
issues are managed through education and communitybased nurses working with community educators.
Referrals from these community settings are of equal
priority when transfers to higher levels of care are
called for.
Healthcare professionals broadly have become more
adept at understanding crisis management. Leaders are
engaging more effectively and meaningfully with stake‐
holders to obtain their viewpoints on potential threats.
Stakeholder engagement was critical as the wisest
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healthcare organizations deeply plumbed the experi‐
ences of these groups to learn from the pandemic expe‐
rience and to be better prepared for future crises.
Transformational leadership fosters smart innova‐
tions in service efficiency and quality. Healthcare
leaders promote breakthroughs in science and medicine
through greater information sharing between execu‐
tives, clinicians, and scientists.
You feel a sense of pride as a survivor of the
COVID-19 pandemic and for making some courageous
decisions that made things better for your staff, your
patients, and your community. You are clearer about
who you are and your strengths and resilience too. You
know you can do just about anything when you collab‐
orate with the right people, and very little scares you
anymore. All in all, upon reflection, you wouldn’t
choose a pandemic as your growth mechanism of
choice. But, it provided a path to confidence and
competence in a very short time that couldn’t have
happened otherwise.
Congratulations!
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investing your precious time and attention in reading
this guidebook. I sincerely hope that you have found
some new ideas that you can implement immediately.
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I hope you will let me know how these concepts
work for you. Please stay in touch.
Sincerest regards,
Karen

