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Executive Summary 
 
This three-page summary is provided as a snapshot of the Monash Women’s leading 
kindness COVID-19 toolkit pilot and key evaluation findings.  Complete details are 
provided in the full report, commencing on page 9. 

Overview 
The Monash Women’s leading kindness COVID-19 toolkit pilot was implemented in 
response to the impact of the pandemic on the wellbeing of Obstetrics and 
Gynaecology (O&G) Doctors in Training (DiT) at Monash Health.  
 
The project was peer led, based on co-design principles, and incorporated a peer-to-
peer (P2P) learning model. A multi-format toolkit was developed, based on the 
resources curated by the Pandemic Kindness Movement 
(aci.health.nsw.gov.au/covid-19/kindness).  

The pilot was funded by the Monash Health Foundation and granted Quality 
Assurance ethics approval: QA/68545/MonH-2020-230841(v2). 

Project aims 

1. Assess the wellbeing and symptoms of burnout among the Monash Women’s 
Doctors in Training (DiT).  

2. Provide immediate and practical tools and strategies to enhance the 
wellbeing of Monash Women’s Health junior medical staff working during the 
COVID-19 pandemic.  

3. Pilot the Monash Women’s leading kindness COVID-19 toolkit. 
4. Generate an evidence base, informed by qualitative and quantitative data, to 

inform future implementation. 
 
The toolkit  
The toolkit incorporated workshops, goals, activities and resources.  
 
Evaluation 
A mixed methods evaluation, incorporating quantitative and qualitative approaches 
was built into the pilot design.  
 
This evaluation report discusses the findings relating to the qualitative component of 
the Monash Women’s leading kindness COVID-19 toolkit pilot project evaluation, 
which utilised the Most Significant Change technique.  
 
A description of the quantitative evaluation of the program is presented separately.    
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Key findings 
 
The most significant change: ‘The difference that made a difference’  
 

A more caring, connected and supportive workplace culture. 
 
Key themes 
 
Five interconnected themes culminated in cultural change. 
 

Key themes Most significant change 
 

Connection 
 

Caring  
Communication Cultural change 

Confidence  
Cooperation  

  
 
Connection:  

• senior trainee doctors sharing vulnerabilities with junior trainees 
• teamwork–helping each other 
• workspace revamp–creating an organised, welcoming office space 
• knowing where to get help if needed 

Caring: 
• meeting basic needs–caring for self and each other 
• link between caring for self and improved patient care 

Communication: 
• a space to talk 
• flattening of hierarchy across levels 
• giving and receiving feedback 
• normalising open communication 
• increased interactions with colleagues 

Confidence: 
• in self and each other 
• in leadership capacity 
• in teams 
• in ability to look after basic needs 

Cooperation: 
• co-design 
• peer leadership 
• peer-to-peer learning 
• working together 
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Success factors 
Interconnected domains of change 

• change at the personal level led to change at team and organisational levels 
• support for change at the organisational level enabled change at team and 

personal levels 
 
Peer-to-peer learning model 

• participation in delivering the workshop program increased personal change 
• authenticity of senior trainees sharing experiences with junior trainees 
• enabled transference of workshop learnings into everyday practice 

 

Future implementation 
It is suggested that successful future implementation considers the following factors:  

• The need for an enabling organisational environment 
• The importance of co-design and inclusive participation 
• The inclusion of peer leadership 
• The effectiveness of peer-to-peer learning 
• The inclusion of some face-to-face workshop delivery, when possible 
• The importance of a developmental evaluation approach 
• The inclusion of senior peer presenters 
• Timing of program implementation to maximise participation  

 
 
 
The full report, below details the Monash Women’s leading kindness COVID-19 
toolkit pilot project; the Most Significant Change evaluation technique; key findings; 
and suggestions for next steps. 
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The Full Evaluation Report 
 

Background  
The COVID-19 pandemic has had an unparalleled impact on the provision of 
healthcare and has resulted in significant physical and emotional burden on those 
accessing and servicing the acute hospital setting (Ellis, Hay-David & Brennan, 2020). 

Prior to the COVID-19 pandemic, 69% of Australian DiT were already at risk of 
burnout and 54% of compassion fatigue (Markwell & Wainer, 2009).   

Additionally, Obstetricians and Gynaecologists were identified as the group facing 
the highest risk of physician burnout (Kane, 2020). It was reasonably expected that 
the pandemic would increase these rates.  

Doctors in training (DiT) working in O&G are responsible for providing care across a 
range of clinical areas within the Monash Health service site, including the 
emergency department, outpatient clinics, inpatient wards, operating theatres, and 
birthing suites. The provision of safe care depends on effective communication with 
patients and their families and across multidisciplinary teams spanning all levels of 
the organisational structure. These multi-dimensional care and communication 
challenges can contribute to increased emotional and physical fatigue.  

During a period of statewide COVID-19 related restrictions, an urgent need to 
address the health and wellbeing needs of O&G DiT at Monash Health was 
identified. In response, a group of FRANZCOG trainee doctors, with the support of 
senior clinicians initiated the Monash Women’s leading kindness COVID-19 toolkit 
pilot project. 

The project was funded by the Monash Health Foundation and granted Quality 
Assurance ethics approval: QA/68545/MonH-2020-230841(v2). 

The Monash Women’s leading kindness COVID-19 toolkit pilot 
project 
 
The purpose of the Monash Women’s leading kindness COVID-19 toolkit pilot project 
(the project) was to develop, deliver and evaluate a toolkit of COVID-19 pandemic-
specific resources for Monash Health O&G junior medical staff in a format that could 
be used by other healthcare groups. The project was peer led, based on co-design 
principles, and incorporated a P2P learning model.  
 
The toolkit was based on the Pandemic Kindness Movement, which provides open-
access online resources designed by Australian healthcare clinicians to support 
healthcare workers during the COVID-19 pandemic (see 
http://aci.health.nsw.gov.au/covid-19 /kindness).  
 
A mixed methods evaluation incorporating quantitative and qualitative approaches 
was built into the pilot design.   
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The project team 
A self-selected team of senior trainees led the pilot, and was responsible for 
coordination, planning, design and delivery. Members included: 

• Dr Madeleine Ward, Obstetrics and Gynaecology registrar, FRANZCOG 
trainee (project lead/principal researcher) 

• Dr James Aridas, Obstetrics and Gynaecology registrar, FRANZCOG trainee 
• Dr Rebecca McDonald, Obstetrics and Gynaecology registrar, FRANZCOG 

trainee.   
This leadership team was supervised and supported by:  

• Dr Danielle Quittner, Monash Health Wellbeing Officer, FRANZCOG 
• Dr Daniel Rolnik, Monash University Research Fellow, FRANZCOG 
• Dr Cheryl Leung, Director of O&G Training, FRANZCOG. 

Aims  
The overall project aims were to: 

• Assess the wellbeing and symptoms of burnout among the Monash 
Women’s DiT. 	

• Provide immediate and practical tools and strategies to enhance the 
wellbeing of Monash Women’s Health junior medical staff working during 
the COVID-19 pandemic. 

• Pilot the Monash Women’s leading kindness COVID-19 toolkit. 
• Generate an evidence base, informed by qualitative and quantitative 

data, to inform future implementation. 

The toolkit 
Using a co-design process, goals were identified and a multi-format toolkit 
developed, drawing on the resources provided by the Pandemic Kindness Movement 
(http://aci.health.nsw.gov.au/covid-19 /kindness). 
  
Workshops 
A collaborative, on-line, peer-to-peer workshop design was adopted. Three 
workshops, each of three-hour duration, were delivered by trainee doctors to their 
peers during protected teaching time on 17 September 2020; 24 September 2020 
and 5 November 2020. 
 
Workshop topics were modelled on the ‘Pyramid of needs’, for health worker 
wellbeing (figure 1), (which is based on Maslow’s hierarchy of needs–see Maslow, 
1943), and covered six topic areas:  
  

1. Basic needs 4. Esteem 
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2. Safety 
3. Love and belonging 

 

5. Contribution 
6. Leadership  

 
 

  
Source: aci.health.nsw.gov.au/covid-19/kindness (accessed 18/02/2021) 
Figure	1:	Pyramid	of	Needs	

 

Goals 
Participants identified five goals in the first workshop:   

1. Getting enough rest during work hours and between shifts. 
2. Eating healthy foods and engaging in physical activity. 
3. Being aware of where you can access mental health support at work. 
4. Keeping in contact with colleagues, family and friends. 
5. Advocating for management to create mentally healthy work structures. 

 

Activities 
Additional activities included: 

• Posters 
• Hydration stations 
• Monash Women’s DiT COVID-19 ToolKit app 
• Reorganisation of doctors’ office space 
• Physically distanced social activities (via Zoom) coordinated in partnership 

with Monash Women’s trainee association  
• Meeting with senior registrars to develop communication and leadership 

skills  
• Senior registrar education: role and responsibilities  
• Ongoing formalised leadership skill training  
• Development of a protocol for dealing with distressed DiT 
• Collection and implementation of feedback/suggestions for improvement   
• Promotion of this wellbeing program: to O&G leadership team; Newborn 

unit; and Monash Health Intern education co-ordinator.  
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Posters 
Laminated A4 posters were produced for each workshop topic and displayed in 
tearooms and doctors’ offices (figure 2). These were also available through the 
toolkit app. 
 

 
 
Figure	2:	A4	Posters	

Hydration stations 
Hampers containing juice, milk, organic flavoured teas and snacks were placed in tea 
rooms. These were accompanied by wall charts for DiT to record when they 
hydrated and took breaks.  
 
This was an intervention for wellbeing developed by Dr Melanie Rule at the Prince 
Charles Hospital in Queensland  
Further information can be found on the Pandemic Kindness Movement website: 
https://aci.health.nsw.gov.au/covid-19/kindness/basic 
 
MonashWomens DiT COVID ToolKit app 
An app, including links to surveys, on-line resources and workshop recordings, 
workshop posters and opportunities for social connection and participation in the 
project was developed and shared (figure 3).  
 

 
 
Figure	3:	Monash	Women's	DiT	COVID	Toolkit	app	 

Reorganisation of doctors’ office space 
The O&G trainee doctors’ office space was given a makeover. The space was 
decluttered and reorganised–work stations and lockers were cleared, and pot plants, 
couches and cushions were provided. 

Participation 
Seventeen DiTs, including residents and registrars, attended at least one of the live 
program workshops. It is not known how many participated through accessing the 
environmental interventions such as the posters, hydration stations and doctors’ 
offices.  
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Evaluation strategy 
Given the aim of establishing an evidence-base for informing future implementation 
of wellbeing programs for medical staff in hospital settings (Aim 4), a mixed methods 
evaluation strategy was designed and implemented in partnership with the Monash 
Centre for Health Research and Implementation (MCHRI).  
 

Quantitative measures to assess wellbeing and burnout pre and post participation 
involved application of the Copenhagen Burnout Inventory (CBI) and WHO wellbeing 
index (WHO-5) at two time points during the pilot and analysis of the results.  
 

Qualitative evaluation utilising the Most Significant Change (MSC) technique was 
chosen to gain insight into participants’ experience of the personal and professional 
impacts of the toolkit. Crinall Consulting was engaged to conduct this component of 
the evaluation.  
 

The evaluation report which follows provides an overview of the MSC technique, 
how it was applied in the evaluation of the toolkit pilot, findings, suggestions for 
future implementation and summary comments. 
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The evaluation of the Monash 
Women’s leading kindness COVID-19 
toolkit using the Most Significant 
Change technique 

The Most Significant Change technique: An overview 
Most Significant Change (MSC) was selected as the qualitative evaluation approach 
for the Monash Women’s leading kindness COVID-19 toolkit pilot because it 
complimented the underlying principles of the project: co-design, peer leadership 
and peer-to-peer learning. It was also chosen because of the strategy’s focus on 
‘what works well and how to do more of what works’ (Davies and Dart, 2005:62).   
 
The MSC technique, developed by Rick Davies and Jess Dart, emphasises the voice of 
participants in the evaluation process by prioritising their experiences and 
perceptions of the most important changes related to the program being evaluated. 
Rather than measuring success against program objectives, evaluation findings are 
informed by the value placed on stories of change by stakeholders drawn from a 
range of levels. The evaluation process aims to be developmental, empowering and 
enabling (Davies & Dart, 2005). The approach is most useful when the impact and 
change is different for each participant, for finding out about change in the quality of 
people’s lives, and for enabling participants to focus on what is most important to 
them.  
 
The method involves three main steps. First, stories of change that have resulted 
from participation in a program are collected. Second, a most significant change 
story is selected. Finally, outcomes are documented and reported (Davies & Dart, 
2005). The strength of this approach lies in identifying the importance, impact and 
reach of a program for participants individually and collectively. 
 
Following the gathering of stories using an interview process, stories are validated, 
collated and analysed to identify themes and evidence of the most significant 
changes.  
 
A stakeholder panel selects the most significant story of change through a 
collaborative process.  Panel members individually select the story of change they 
believe is the most significant. Reasons for the selection are shared, discussed and 
debated. Ultimately consensus is reached on which story represents the most 
significant change. Criteria for selection are not pre-determined, these emerge from 
the stories and the panel’s discussion about change and significance. 
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The most significant elements of change contained within the selected story, 
together with key themes arising from secondary analysis of all stories are recorded, 
and then used to inform stakeholders of the successes and challenges of a program, 
and recommendations for future program development. 
 
Domains of change can be used to assist with the process of gathering, sorting and 
selecting the stories. Domains are not intended to be indicators, instead, they are 
‘broad, fuzzy categories’ (Davies & Dart, 2005: 17). For example, they might be 
‘personal change’, ‘organisational change’, and ‘other changes’. Determining 
domains prior to either story gathering or selection is useful when projects involve a 
large number of participants and therefore stories. For smaller sample sizes, like the 
Monash Women’s leading kindness COVID-19 toolkit pilot, determining domains 
before story gathering and selection was not deemed necessary (Davies and Dart, 
2005:20).  

The MSC technique is deliberately flexible and adaptable for a wide range of 
monitoring and evaluation contexts ranging from large community service 
organisation and government development projects involving thousands of 
stakeholders to small single agency initiatives with a few participants. The process 
adopted for the Monash Women’s pilot is discussed next. 

Design and method 

Evaluation goal 
The goal of the evaluation was to provide qualitative evidence of the personal 
impact, effectiveness and significance of the Monash Women’s leading kindness 
COVID-19 toolkit. 
 

Process 
Consistent with the MSC technique, the evaluation incorporated three main steps: 

1. Collection of Significant Change stories. 
2. Selection of the Most Significant Change story, and identification of key 

themes.  
3. Documenting and communicating the Most Significant Change story and key 

themes. 
 

Reference group 
The evaluation process was supported by a reference group comprised of members 
of the project leadership team. This group met three times between November 2020 
and January 2021.  
 
Consultation with the project lead, Dr Madeleine Ward occurred frequently 
throughout the evaluation period.  
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Recruitment 
An email was sent to all 17 live workshop participants by the project leadership 
team, explaining the evaluation purpose and approach, and inviting them to an 
interview. To protect confidentiality, invitees who wished to participate had the 
option to contact the evaluators directly. 
 

Questions 
Participants were invited to relate their story of significant change in any way they 
wished. For consistency and to assist story formulation, guiding questions were 
provided. These asked how participants were feeling before the pandemic, how it 
affected them personally and professionally, aspects of the program they 
participated in, the most significant changes for them and the reasons why these 
changes were most significant.  
 
The guiding questions were finalised and approved by the reference group and 
circulated with the initial invitation to participate, and on confirmation of interview 
(appendix 1).   
 

Story-gathering interviews 
Story gathering interviews took place via Zoom audio-visual sessions between 8 
December 2020 and 4 January 2021. Nine stories of change were collected from 
interviews that lasted between 20 and 40 minutes.  
 
Interviews commenced with a brief overview of the MSC evaluation process.  
Participants were advised that their identity would not be published or publicly 
circulated in any written or verbal reports, or documents arising from the evaluation. 
It was also explained that although all efforts would be made to protect 
confidentiality, given the organisational context, story-based nature of the data, and 
sample size it was not possible to guarantee anonymity. 
 
Consent was sought to record the Zoom sessions for the purpose of generating a 
transcript. Participants were also advised that the recordings and transcripts would 
only be accessed by the evaluators, that they would be stored in a password 
protected location in the cloud, and destroyed at the end of the evaluation period. 
All participants consented to having their interview recorded. 
 
Participants had the option of telling their story without prompting, working through 
the guiding questions themselves, or being interviewed. While most elected to be 
interviewed using the guiding questions, some chose to either work through the 
questions themselves (1 participant) or tell their own story (2 participants). Three 
participants submitted written stories based on the guiding questions as well as 
participating in an interview. 
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The evaluators prepared one-page stories of significant change for each participant. 
Each story was given a title that reflected the most significant change identified by 
the respondent. These were sent to participants to verify accuracy, editing if 
necessary and approval to include in the selection process. A small number of 
participants (2) edited their story. All nine final versions were approved by 
participants for inclusion in the selection panel and arising reports.  
 

Adjustments to address arising issues 
To minimise the possibility that participants might be identifiable, each story of 
change was divided into two components describing participants’ experiences 
before and after the introduction of the pilot.  
 
The “before” components represented how interviewees were feeling before the 
wellbeing program began and how the pandemic affected them personally and 
professionally. These were separated from the “after” stories and were not included 
in the selection process.  
 
The after instalments represented the stories of significant change and were 
presented to the selection panel. These are included in the appendices (see 
appendix 2–10).  
 
It was decided not to send the stories out to panel members prior to the selection 
meeting. There were concerns about data security, as the stories would have been 
distributed to multiple people by email. Delaying the panel’s access to the stories 
was considered unlikely to be detrimental because their brevity and the modest 
sample size allowed sufficient time to read and engage with the content during the 
selection meeting. It was also felt that there were benefits to panel members 
responding to the stories with fresh eyes, as this would encourage more discussion 
and debate in the meeting.  
 

Selection process 
The MSC technique involves a hierarchical selection process during which the MSC 
story is narrowed down to one. The selection process identified for this evaluation 
involved:  
 
1. Dividing the nine stories into three groups of three. 
2. Selecting (or shortlisting) one story from each group. 
3. Selecting one story from the three shortlisted stories (see figure 4 below). 
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Figure	4:	MSC	selection	process	

 
Panel members chose a significant story at each level and shared the reasons for 
their choice. Discussion continued until consensus was reached. 
 

Selection panel meeting 
The most significant change story selection panel was held under COVID-19 risk 
management conditions, and therefore held via Zoom, on 18 January 2021 to 
consider the nine stories of change. The panel was comprised of seven stakeholders 
and included the three junior doctor researchers as well as four senior clinicians 
from Monash Women’s Health who accepted an invitation to attend.  Two 
evaluators facilitated the selection process and documented the discussion, but did 
not contribute to selection. All attended the meeting from individual remote 
locations. The duration of the panel was one and a half hours. 
 
The selection session commenced with introductions, an overview of the pilot 
project, and explanation of the selection process. 
 
To establish context for determining the significance of changes, a summary of the 
before responses was shared prior to considering the nine stories of change. This 
included themes emerging from descriptions of personal and professional impacts of 
the pandemic, and how participants were feeling prior to the introduction of the 
Monash Women’s leading kindness COVID-19 toolkit pilot. One respondent’s 
description of their feelings and experiences before participating in the pilot was 
read out to the panel, as it was representative of the other accounts.1  
 
Each story was shared on the screen and panel members took turns to read them to 
the group. The average time taken to read a story was two minutes. Each member 
was invited to identify which story stood out as most significant for them and gave 
reasons for their choice.  
 
For the first round of story selection, the panel agreed on one story as most 
significant. However, the panel found it more challenging to reach consensus on one 
story in the second and third rounds, with divided initial choices over two stories in 

 
1 This was not paired with their account of significant change.   

MSC	story

Shortlisted	
story	1

Story	1 Story	2 Story	3

Shortlisted	
story	2

Story	4 Story	5 Story	6

Shortlisted	
story	3

Story	7 Story	8 Story	9
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each. After discussion it was agreed to include all five stories in the final selection 
round. 
 
The session ended when panel members reached consensus on one story of most 
significant change and everyone had offered their rationale for the choice. 
 

Secondary analysis 
Using an inductive process, all nine stories were analysed for emergent themes, to 
gain a comprehensive picture of the range of significant changes experienced by 
participants.  
 
The selection panel transcript was similarly analysed to identify themes and areas of 
change that were important to panel members across all nine stories. 
 
The process involved listing all changes described by interviewees and panel 
participants, and sorting these into categories based on repeated concepts, for 
example, ‘Connection to colleagues’ and ‘Caring for self and others’, etc. The 
selected themes incorporated all identified changes. 

Limitations 
Remote communication 
Due to COVID-19 restrictions all communication was conducted remotely, including 
meetings with the project leader and reference group, the interviews and the 
selection panel. This presented challenges and benefits.  
 
This was the first time the evaluators had conducted an MSC evaluation remotely, 
thus there was a degree of trial and error in some stages as adjustments were made 
to accommodate remote communication. For example, the evaluators were less able 
to draw on non-verbal communication such as body language. Also, discussion and 
debate in the remote selection session was shorter than is typical. ‘In-person’ 
sessions usually take at least two hours and include a break with refreshments to 
enable informal exchanges and opportunity for further reflection.  
 
On the other hand, conducting the interviews via Zoom meant that some 
participants were able to be in their own home, or in a supportive and comforting 
space. Additionally, potential issues relating to power imbalances on the selection 
panel linked to organisational positions, such as differing active participation 
between senior consultants (supervisors) and registrars (trainees) were potentially 
moderated by being in separate physical spaces. 
 
Confidentiality 
A key component of the MSC technique is sharing personal stories. This presents 
challenges for maintaining confidentiality. The sample size and close working 
relationships in the leading kindness COVID-19 toolkit pilot meant maintaining 
anonymity could not be guaranteed. We addressed this by disaggregating the before 
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and after accounts, as described, and by ensuring that participants were informed of 
the possibility they may be identified. 
 
Selection panel membership 
In order for the selection panel to have representation from a range of stakeholders, 
members included trainees and supervisors, as well as interview participants who 
contributed stories of change.  
 
This composition raised a number of challenges: the possibility that senior members 
might exercise undue influence over the selection of the MSC story, that junior 
members might feel intimidated, and that story contributors might find it difficult to 
remain objective.  
 
These concerns were addressed by randomly assigning the order in which panel 
members read out stories, thus minimising senior members’ opportunity to express 
their views first.  Every panel member was invited to respond at each stage of the 
selection process. As suggested above, the remote meeting mode with individuals 
attending from their own location possibly had a moderating influence. Consensus 
decision-making ensured that the final choice was shared and supported by the 
whole group. 
 
Mitigating these challenges in future could be strengthened by holding a number of 
panels with members drawn from similar organisational levels. Addressing this 
limitation would also require more time, and this was another challenge in the 
evaluation process. 
 
Time 
The pilot was conducted in the final quarter of the year, which meant that the MSC 
evaluation story gathering and selection process took place between December 
2020 and January 2021. This created challenges due to the need to complete the 
evaluation at a time of the year when some doctors are ending their period of 
employment, and/or going on leave. As a result, only one selection session was 
viable. Future MSC evaluations would no doubt benefit from the inclusion of 
additional selection panels.  
 
Key findings are described next. 
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Key findings  
 

Summary  
The overall achievement of the Monash Women’s leading kindness COVID-19 toolkit 
pilot, as expressed by participants in their stories of change, was a shift to a more 
caring and supportive workplace culture. Junior and senior doctors in training felt 
more connected as colleagues and were more confident about advocating for 
change and communicating with one another about their work. 
 
Significant changes linked to five interconnected themes are woven throughout the 
nine stories, and encapsulated in the most significant change story selected by the 
panel. These themes are: Connection, caring, communication, confidence and 
cooperation. The stories reveal how these came together to shift the workplace 
culture.  
 

 
Connection  

 
Cultural change 

Caring 
Communication 

Confidence 
Cooperation 

Figure	5:	Key	themes 

 
The discussion of key findings which follows commences with a composite 
description of how trainee doctors were impacted by the pandemic prior to the 
introduction of the project. The MSC story and the reasons for its selection are then 
presented. Finally, emerging themes are explored. 

Pandemic challenges prior to the pilot 
As explained previously, for confidentiality reasons, participants’ stories of change 
were separated into before and after components. The before stories painted a 
picture of how they were situated personally and professionally, and the 
organisational context into which the Monash Women’s leading kindness COVID-19 
toolkit pilot was introduced.  
 
How trainee doctors felt before the pilot 
Interviewees described the COVID-19 pandemic as all-consuming at work and home. 
They felt uneasy, uncertain and fearful for the future. The COVID-19 protocols 
increased the complexity of patient and staff interactions and magnified existing 
stresses.  
 
It was difficult managing PPE, and the associated effects of dehydration, hunger, 
tiredness and claustrophobia. It was frustrating and confusing at times trying to keep 
up with rapidly changing recommendations and guidelines. There were no 
precedents to draw on; supervisors were not able to share how they had managed in 
a pandemic.  



	

                                                                                           Page 22 of 43 

Type: Helvetica Neue Thin

 
New working arrangements (ie. working in COVID teams and remote 
communication) found trainee doctors missing the ‘kindness of conversations’ with 
colleagues with whom they no longer worked. Some found it difficult to get to know 
their new colleagues. Tele-health consultations and online handovers exacerbated 
the sense of distance between people. Coping with the loneliness of night shift was 
challenging, especially because the seven days ‘off’ between rosters were spent in 
the isolation of lockdown. 
 
Due to social distancing, support networks at work and home were falling away. 
Some described feeling ambivalent; needing social contact but at the same time 
socially withdrawing – not answering phone calls and emails, including those from 
friends and family. They described feeling alone and isolated, especially when living 
in a different state or country to their families. This was exacerbated by fear for the 
safety of family, friends and housemates. Some had moved away from their homes 
as a protective measure for their family members, others worried that they might be 
forced into quarantine by an event at work.  
 
An unsettling sense of unreality was exacerbated by disrupted routines. A number 
were confronted by a sense of inadequacy and loss of control. They felt vulnerable 
and disempowered. There was concern and frustration about obstruction to timely 
patient care, confusion about constantly changing rules and procedures, and 
uncertainty about the timing of significant life events such as exam scheduling. Some 
felt angry, especially when the second round of restrictions in Melbourne occurred. 
A number described feeling emotionally and physically drained, and some shared 
that they were worried about their mental health. Most were feeling overwhelmed 
and burnt out. 
 
On a positive note, the trainee doctors were grateful to have employment and 
comforted by having a workplace to go to, because it offered structure, collegiality 
and some certainty and purpose. Although they were confused, exhausted and 
frustrated, none lost hope; all interviewees were seeking ways to deal with the 
personal and organisational challenges posed by the pandemic. 
 
Sample account of how one trainee doctor felt before the pilot 
The COVID-19 pandemic affected my life–personally and professionally–in every way. 
I found the isolation hard; being in another state, away from my family. I didn’t realise 
how down I was, surreptitiously I found myself in a darker and darker place. I’d stopped 
answering messages and emails, stopped picking up the phone when someone called, 
even though I knew I needed contact with someone. At the time it was too much effort 
to answer the phone and talk to my sister, or my mum. Even now I don’t fully 
understand why, but, at the time I just felt like I couldn’t and didn’t want to talk to 
anyone. Simultaneously, I missed everyone and needed to be around people.  
 
I was extremely grateful to have work and I think I coped better because I had work 
and colleagues and friends, and interactions at work. At the same time there was a 
level of resentment about having to go to work, and being expected to see people and 
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just absorb the daily changes in PPE protocols, wearing visors, face masks and glasses, 
at times feeling claustrophobic; like you couldn’t escape, not being able to eat or drink 
during a busy shift. I also experienced a dichotomy of feeling happy to have something 
in my life, and resentment at having to work when other professionals were able to be 
away from their workplaces.  
 
There was a lot of fear across staff, patients, administration; everyone. Being 
bombarded daily with constant changes, like which door to exit from, and a new 
language to risk stratify everyone, wasn’t fun. But it was like a mini challenge. I 
thought, “Okay, well this is happening, we just have to be adaptable, we just have to 
change and get on board with new things.” For the first three or four months the 
attitude was: “This will pass, just carry on.” But then, the second lockdown was 
particularly difficult. I was angry it was happening. As an extrovert, isolation without 
the energy of others was not good. 
 

The most significant change story 
The selected story: ‘Team cohesiveness’ was chosen by the panel because it 
describes how, for the author, a junior trainee doctor, the COVID-19 toolkit pilot 
brought about cultural change and fostered a sense of kinship by enabling basic 
needs to be met, breaking down hierarchical barriers within the Monash Women’s 
Health team and building team cohesiveness multi-directionally.  
 
The story describes how communicating vulnerabilities (that is, senior trainees 
telling their stories), and caring for each other and self care translates into a healthy, 
positive workplace culture: Colleagues connect across levels; individual and 
collective confidence grows; teams are better equipped to meet patient needs; and 
to rise to challenges–such as the pandemic, and to bring about personal, 
professional and organisational change.  
 
Team cohesiveness 
With the introduction of the Wellbeing program there was a more organised sense of 
looking out for each other. I really liked the basic needs workshop, which highlighted 
the simple things everyone needs to attend to–that you can help other people attend 
to–which are not always our first priority, like eating, drinking water and getting 
enough sleep. After the workshop people were asking “Have you had water this 
morning? Have you had something to eat?” There was recognition that it was not 
weak or lazy to take a break to drink and eat, you have to do it to function. Everyone 
went to medical school, it’s not like we don’t know that.  
 

The other thing that I liked about the program, and in the aftermath, was how it 
seemed to break down hierarchical barriers within the Monash Women’s Health team. 
A highlight was senior clinicians telling their own stories. You can have grandiose ideas 
about others at work, especially the seniors you admire, how they know everything 
and do everything right. Witnessing their fears and concerns, and their approaches to 
challenges makes you more impressed by their achievement, you feel like challenges 
are more approachable, the steps ahead are more attainable. Not that you're any 
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closer clinically, in the skill level, but you feel like a kind of kinship has opened up in a 
different way. 
 

The program was also an opportunity to address the things that make a cohesive team, 
that make us all better together. More than before, the whole team stepped up to help 
each other make it through the day together.  For example, if someone on referrals 
was inundated, you might take their pager or their phone, and say “You deal with the 
ones you've got, and I'll deal with the next two that come in”. Or maybe three people 
arrive on the ward to be admitted, and someone says, “Okay, you're on admissions, 
you do two of them, but I'll do one, I've got 10 minutes, I can do that.” If someone helps 
you out, you end up doing the same for someone else. I saw this happening.  
 

A program like this identifies that people want to do something practical to support 
each other, to build cohesiveness within the team. I think that was one of the best 
things about it.   
 

Key themes 
 

1. Connection 
2. Caring  
3. Communication 
4. Confidence 
5. Cooperation  

 
The nine stories variously describe changes associated with these five 
interconnected themes, and their culmination in cultural change.  
 
Connection 
The most significant change story identifies ‘team cohesiveness’ as one of the best 
things to come out of the ‘Wellbeing program’. The author describes how seniors 
sharing their vulnerabilities with juniors fostered connection, ‘like a kind of kinship … 
opened up’. They also observe that ‘the program was an opportunity to address the 
things … that makes us better together’; to connect through recognising strengths. 
Other participants’ talked about a ‘stronger sense of community’ resulting from 
working together as a team and sharing strategies.  
 
Communication played an important role in fortifying connections: ‘hearing others 
talk about their experiences and feelings of not being okay and sharing my 
experiences and feelings. That made me feel more connected and less alone.’ Caring 
for each other; contributing to helping peers meet their basic needs also 
strengthened bonds.  
 
While strengthened connection between individuals was repeatedly raised as a 
significant outcome of the program, physical changes to the environment, such as 
the revamped doctors’ offices, also helped trainees to feel connected to their 
workplace: ‘We feel welcome; now I’ve somewhere that I belong at work, 
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somewhere to put my things’.  Others spoke of feeling more connected to services: 
‘now I know where I can get support if I need it’. 
 
Importantly, connection is not just seen as an end in itself, but as a conduit to other 
positive changes, such as improved patient service, confidence to take responsibility 
for acting when change is needed, and a more positive, supportive workplace 
culture. 
 
Caring 
Given the overall intent of the pilot to ‘lead kindness’ it is unsurprising that caring 
shone through as a significant change. The workshop on meeting basic needs not 
only changed the way trainees thought about self-care and meeting their own basic 
needs, they also began to care more for each other: ‘After the workshop people 
were asking, “Have you had water this morning? Have you had enough to eat?”’ 
Another interviewee explained, ‘Colleagues would take my pager, that was really 
helpful because then I could actually rest, rather than worrying about the pager 
going off.’  While the importance of doctors being able to attend to basic needs at 
work was strongly expressed, it was also recognised this translated into being better 
able to care for patients. 
 
Caring for one another strengthened connections between trainees and contributed 
to building team cohesiveness. Participants observed that the positive culture shift 
resulted from being ‘more mindful of each other’s wellbeing’.  
 
Communication 
The pilot program opened up ‘communication across different levels’. One story 
describes the pilot program as having created a ‘space to talk’ which allowed trainee 
doctors to ‘hear each other’. Senior trainees talked about seeking feedback from 
their supervisees; junior trainees expressed more confidence asking for feedback. 
Informal avenues of communication were identified as offering valuable learning 
opportunities, such as debriefing after a shift on the way to the car park. 
 
One participant explained; ‘The workshop on giving feedback; asking for feedback 
and how to give feedback in a constructive, rather than a critical way, I took that on. 
I will definitely be remembering that in the future. The workshop normalised open 
conversation.’  Another observed that they ‘had many more interactions’ with 
colleagues because of the program.  
 
A more open, less intimidating approach to communication, enabled peers to 
support and care for each other, and consequently trainees felt more connected:  
 

‘When I spoke about what I was going through, others then asked me for a 
coffee, or a meal and shared their version of not being okay … hearing others 
talk about their experiences of not being okay, and sharing my experience 
and feelings … made me feel more connected and less alone.’ 

 



	

                                                                                           Page 26 of 43 

Type: Helvetica Neue Thin

Confidence  
All participants described feeling more confident as a result of the pilot program. 
They felt more confident about themselves, and about ‘not being okay’ and asking 
for help, ‘I had more permission to be vulnerable, to ask for help and to say when it 
wasn’t great.’  
 
They were more confident about their capacity to be leaders and to make a 
difference in their workplace, ‘The most important change brought about by the 
wellbeing program for me was recognising my agency. I learned there were changes 
I could make.’ Another participant described recognising their courage in the 
presence of fear: 
 

‘I thought confidence meant lack of fear, but I learnt that courage is not the 
absence of fear–it is the ability to act in the presence of fear. I know now that 
I am courageous!’ 

 
Trainee doctors were more confident about attending to their basic needs, ‘I made 
use of the advice that it’s okay to take breaks, that if I take a break my colleagues 
wouldn’t think I was slacking off.’  
 
And they were more confident about seeking feedback, reaching out and 
connecting, ‘We feel more comfortable to check in with each other’. 
 
Cooperation 
Cooperation underpinned the Monash Women’s leading kindness COVID-19 toolkit 
pilot. The project was peer led, based on co-design principles, and incorporated a 
P2P learning model. The cooperation and support of senior doctors and senior 
trainees  ‘was imperative’ to the success of the pilot. Caring, supportive teamwork 
was emphasised by the workshop program. The author of the selected most 
significant change story notes, ‘with the introduction of the wellbeing program there 
was a more organised sense of looking out for each other.’ 
 
Participants observed the shift to more cooperative work practices, ‘more than 
before the whole team stepped up to help each other make it through the day 
together’. The flow on benefits achieved from cooperating were also noted, ‘If 
someone helps you out, you end up doing the same for someone else. I saw this 
happening’.  
 
Caring, cohesive teams were made possible through cooperation, culminating in the 
significant positive changes to workplace culture that are highlighted throughout the 
stories. 
 

Further factors  
In addition to the key themes linked to the achievement of cultural change, some 
further factors warrant consideration. These are the significance of the site (or 
domain) of change, and the P2P learning model. 
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Domains of change  
It was previously explained that identifying domains of change was not necessary in 
this evaluation to assist the story gathering or selection process. However, this does 
not mean that domains of change are not important factors. Pivotal domains of 
change, which emerged from the interviews and panel discussion, were at individual, 
team and organisational levels. 
 
The selection panel discussion raised the question of whether personal change or 
organisational change was more significant. The story that was chosen, and the 
rationale for its selection indicates that changes at the team and organisational 
levels held most significance for the panel stakeholders. That said, panel members 
recognised that changes to workplace culture were initiated by changes at the 
personal level.  
 
The key themes arising from the participants’ significant change stories are variously 
aligned with change at individual, team and organisational levels. For some there 
was a profound transformation in their sense of self, while others focused on 
positive changes in team behaviour. Those that spoke of feeling more empowered as 
individuals identified the capacity to step up as leaders, influence change and 
support colleagues as most significant:  
 

‘The most important change brought about by the wellbeing program for me 
was recognising my agency. I learned there were changes I could make in my 
workplace environment and my headspace that could improve my wellbeing 
and the wellbeing of those around me’. 

 
The stories also revealed the importance of organisational support and authorisation 
for achieving change. This was particularly so in relation to meeting basic needs and 
sharing vulnerabilities. One participant identified the space that was created by the 
program, which allowed peers to talk about how they were feeling, as most 
meaningful. 
 
Peer-to-peer learning 
The P2P learning model was pivotal to the success of the program for all 
interviewees. 

 
‘A key aspect of the design of the wellbeing program was that it was peer-led 
and delivered, this meant workshop content was relevant for participants, 
because we were all going through the same event and we could relate to 
each other’s’ experience. We could share strategies.’ 

 
All peer-leaders and presenters spoke enthusiastically of the benefit of their 
participation:  
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‘Being involved in a co-designed, peer-led program meant it was not just 
about attending a two-hour session and then leaving. I was engaged with the 
resources and followed many threads that I wouldn’t have otherwise.’ 
 

Others reflected on the power of senior trainee doctors sharing the challenges they 
faced, and saw this as the crux of their change.  
 

‘The biggest thing I took from the wellbeing program was the role modelling; 
senior trainee doctors taking ownership and then creating this space where 
all their colleagues could contribute.’ 

 
It was generally felt that the program being lead and run by more senior trainee 
doctors was essential. Reasons given for this view included: 

• Confidence in the messaging and content due to registrars having more 
experience but not being too removed from knowing what it is like to be a 
resident. 

• The levelling effect within the peer group  i.e. juniors feeling more connected 
with seniors. 

• Role-modelling of good leadership. 
• The ability to carry learnings from workshops into everyday practice because 

presenters and participants worked together in teams.  
 
All of that said, junior trainees recognised the opportunity to present as beneficial 
for their own development and self-esteem. 
 

‘When I offered to present, I was concerned I was too junior to be running 
any kind of session. I didn’t feel I had the qualifications to be informing other 
people on how to be compassionate, particularly my seniors. I was concerned 
the content wouldn’t have any useful applications. But I got positive 
feedback, it prompted conversations.’ 

 

Summary of factors contributing to success 
 
Co-design principles, peer leadership and the P2P learning model established a 
framework for successful development, delivery and participation in the Monash 
Women’s leading kindness COVID-19 toolkit pilot for trainee O&G doctors.  
 
The key emergent themes from participants’ reflections on significant changes that 
they experienced were: connection, caring, communication, confidence and 
cooperation. In various interconnected ways, these five elements contributed to 
bringing about cultural change in workplace practices, including: levelling united 
effects of the hierarchy in the trainee doctor peer group, building cohesive teams, 
attending to basic needs, and giving and receiving feedback.  
 
Lastly, further factors to be considered for future program implementation are 
considered.  
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Suggestions for future implementation 
 
The suggestions offered below are based on the nine interviews and panel discussion 
conducted in the course of the Most Significant Change Story evaluation. Evaluation 
of the co-design process, of the materials that were modelled on the Pandemic 
Kindness Movement, and data drawn from the quantitative evaluation are not 
included. The comments which follow should be seen as a contribution to a wider 
evaluative process for informing the development and implementation of similar 
programs.  
 
The challenge moving forward is how to sustain the positive cultural change that has 
taken place, the following points are offered for consideration. 
 

• An enabling organisational environment  
 

Sustainable cultural change must be nested within an enabling environment.  
Endorsement of the program is required at higher organisational levels, specifically 
from the medical staff who supervise the peer-leaders. This is necessary for the 
introduction of changes in work practices, such as taking breaks to hydrate and rest, 
holding workshops during scheduled teaching times, altering the workplace 
environment and allocating work time to program development. 
 
Perhaps more importantly, the program needs to be led, developed and 
implemented with visible support of higher management, and without undue 
involvement that might threaten to undermine the intent of the program. 
 

• Inclusive participation 
• Peer leadership 
• Peer-to-peer learning 

 
It is evident from the discussion to this point that successful future implementation 
of a model such as the Monash Women’s leading kindness COVID-19 toolkit needs to 
be founded in peer leadership, and inclusive participatory processes such as co-
design and peer-to-peer learning. 
 
 

• Senior peer presenters 
 
While inclusion of junior trainees as presenters in the workshop program is important, 
multiple interviewees were clear that senior trainee doctors sharing their experiences 
and vulnerabilities was particularly empowering, and fundamental to levelling the 
hierarchy. 
 

• Presentation delivery 
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The only suggestion offered by participants for improving the pilot in the future, was 
that they would like to have a mixture of face-to-face and on-line workshop 
presentations. It was acknowledged that this was not possible during COVID-19 
physical distancing restrictions. 
 
    

• Timing (and context) 
 
Bringing about effective organisational change is inevitably linked to perception of 
urgency (Kotter & Cohen, 2002), and therefore felt need. The leading kindness pilot 
was introduced during a time of crisis caused by the COVID-19 pandemic. Hospitals 
were aware of the cost to the wellbeing of doctors, as were the doctors themselves. 
This recognition of the need for change at personal, team and organisational levels 
created a welcoming environment for an intervention in the form of a ‘wellbeing’ 
program.  
 
This does not mean that issues specific to the pandemic conditions were solely 
addressed, rather the circumstances meant that it was no longer possible to ignore 
pre-existing problems and needs. The momentum created by the success of the pilot 
project during the pandemic needs to be leveraged in a timely way if the cultural 
changes achieved are to be sustained. 
 
 

• Developmental evaluation 
 

The benefits of including a developmental evaluation framework in the design of the 
program cannot be overstated. This enables regular monitoring and documenting of 
project progress, and the opportunity to address issues as they arise. In a co-design 
model learnings and decisions are shared, evaluation from the outset ensures that 
these decisions are evidence-based. 
 
 

Summary comments 
 
The Monash Women’s leading kindness COVID-19 toolkit pilot brought about a 
positive shift in workplace culture for O&G trainee doctors. Participants in the 
evaluation described having acquired improved coping skills, and felt better able to 
perform their job and care for others. After attending the workshops they felt more 
confident about meeting their own basic needs while at work and supporting each 
other to do so. There was a greater sense of connection between peers, and this was 
especially so between junior and senior trainees. The levelling of this hierarchy, and 
enhanced team cohesiveness were considered the most significant achievements by 
the selection panel who chose the most significant change story.  
 
While the experience of working through unprecedented pandemic conditions 
together undoubtedly had a bonding effect, participants described feeling exhausted 
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and burnt out prior to the introduction of the leading kindness COVID-19 toolkit 
pilot, and this was accompanied by varying degrees of feeling alienated from peers 
and colleagues due to remote communication, working in COVID teams, wearing 
PPE, social distancing and living in lock down conditions when away from work. 
Following the introduction of the pilot, and participation in the workshops trainee 
doctors described feeling confident about asking for help and reaching out to offer 
assistance to colleagues. A number described feeling confident about admitting they 
were not okay and asking for help.  The pilot project was considered a success by all 
interviewees who expressed their gratitude to the organisers and very much wanted 
to see it repeated in the future.  
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Appendices 

Appendix 1 
 

Most Significant Change (MSC) Story Guidelines 
 
The MSC method involves three main steps: 

4. Collection of Significant Change stories from project participants. 
5. Selection of the Most Significant Change story, and identification of key themes.  
6. Documenting and communicating the Most Significant Change stories and key themes in a 

report so that the program can be improved, and others may learn about the program and 
its effects. 

 
You can write or communicate your story in any way you like. The questions are provided as prompts 
to help frame your story; you can write as much or as little as you want for each point.  
 
Your name and position details will not be included with the stories when they are shared with the 
selection panel, or included in the report that is written. 
 
Name:________________________________________________________ 
 
Position_______________________________________________________ 
 

• How has the COVID-19 pandemic affected your life; Personally and Professionally? 
 

• How were you feeling before the ‘Monash Health leading kindness COVID-19 wellbeing’ 
program began?  
 

• Which aspects of the ‘Monash Health leading kindness COVID-19 wellbeing’ program did you 
make use of/experience/participate in? 

 
• Did anything in your life change, either professionally or personally as a result of the 

‘Monash Health leading kindness COVID-19 wellbeing’ program?                                                                                
 

• YES/NO   If your answer is NO, please tell us why you think this was the case.  
 

• If YES, what changed? (How are things different now?) 
 

• Why do you think these changes happened? 
o When did the change/s happen?  
o How did the change/s to happen? 

 
• If there was more than one change, which one was the most important change for you? 

 
• Why was this change so important for you? 

 
• Did you have any ‘AHA’ moments as a result of the Monash Health leading kindness COVID-

19 wellbeing’ program? What were they? 
 

• Is there anything else you would like to tell us about your experience of the ‘Monash Health 
leading kindness COVID-19 wellbeing’ program? 

 
• Is there anything you would like to suggest about further development of the ‘Monash 

Health leading kindness COVID-19 wellbeing’ program? 
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Appendices 2-10 
 
Team cohesiveness        
   
With the introduction of the Wellbeing program there was a more organized sense 
of looking out for each other. I really liked the basic needs workshop, which 
highlighted the simple things everyone needs to attend to–that you can help other 
people attend to–which are not always our first priority, like eating, drinking water 
and getting enough sleep. After the workshop people were asking “Have you had 
water this morning? Have you had something to eat?” There was recognition that it 
was not weak or lazy to take a break to drink and eat, you have to do it to function. 
Everyone went to medical school, it’s not like we don’t know that.  
 
The other thing that I liked about the program, and in the aftermath, was how it 
seemed to break down hierarchical barriers within the Monash Women’s Health 
team. A highlight was senior clinicians telling their own stories. You can have 
grandiose ideas about others at work, especially the seniors you admire, how they 
know everything and do everything right. Witnessing their fears and concerns, and 
their approaches to challenges makes you more impressed by their achievement, 
you feel like challenges are more approachable, the steps ahead are more 
attainable. Not that you're any closer clinically, in the skill level, but you feel like a 
kind of kinship has opened up in a different way. 
 
The program was also an opportunity to address the things that make a cohesive 
team, that make us all better together. More than before, the whole team stepped 
up to help each other make it through the day together.  For example, if someone on 
referrals was inundated, you might take their pager or their phone, and say “You 
deal with the ones you've got, and I'll deal with the next two that come in”. Or 
maybe three people arrive on the ward to be admitted, and someone says, “Okay, 
you're on admissions, you do two of them, but I'll do one, I've got 10 minutes, I can 
do that.” If someone helps you out, you end up doing the same for someone else. I 
saw this happening.  
 
 
A program like this identifies that people want to do something practical to support 
each other, to build cohesiveness within the team. I think that was one of the best 
things about it.   
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Recognising my agency         
 
The most important change brought about by the wellbeing program for me was 
recognising my agency. I learned there were changes I could make in my workplace 
environment and my headspace that could improve my wellbeing and the wellbeing 
of those around me.  I was already primed for this change. I had completed exams 
and was thinking about ways that I could be better at my job, and a better leader 
and how I could contribute to the unit.  
 
Although these changes were dynamic, they happened slowly, like with anything.  
 
Even though I knew it in theory, seeing other people, after the workshops discussing 
how to give feedback and how to do a good ‘power pose’ reminded me that we all 
feel inadequate to the task at hand, and we can all learn to take care of ourselves 
and others better.  
 
Watching people learn to advocate for themselves around meal breaks, for example 
made me realise how much there is in these really simple skills. I started noticing 
people’s efforts to communicate, beyond the words they were saying. I hope this 
means I can respond to people’s intended message more explicitly.  
 
Getting doctors to do these sorts of things is really hard. But this experience has 
taught me that there is a need to learn soft skills, so that we build a workforce which 
communicates effectively and cares for itself. 
 
Until we sit down and spend time discussing basic things, like meeting our needs, 
such as  taking breaks, we won’t develop the necessary skills; people need training in 
these things.  
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Taking care of ourselves and supporting each other better     
 
The Wellbeing workshops were a good way to interact online with my colleagues, 
and to have a chat and share.  The wellbeing program helped people to connect. 
Other changes from the program included encouraging us to maintain our break 
time; reminding ourselves to drink water, and asking someone to take a break when 
they have a long shift. For example, we might tell each other that we have to take a 
break, that we have to go for a lunch break, or go for a water break. We take turns 
to remind each other: “You have to go, and you should go”. 
 
A main difference for me, is that the program reminded us to take care of ourselves, 
and to support each other, even on long shifts when we are very stressed at work.  
 
After the program I did look after myself better, and I know where I can get support 
if I need it. My relationship with colleagues changed because of the program – I had 
many more interactions. We got to know each other better, and now we support 
each other better. We have also learnt how to cope with all the things related to 
isolation. 
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Role modelling           
 
 
One of the really positive things about the Wellbeing workshops was that they were 
led by some of our more senior colleagues. We had time set aside from clinical work 
where we could just be a group, as opposed to trying to find the time at the end of a 
long shift or at lunchtime when you still have a pager or a phone. The placing of the 
workshops into our protected teaching time was really important.  
 
The biggest thing I took from the wellbeing program was the role modelling; senior 
junior doctors taking ownership and then creating this space where all their 
colleagues could contribute.  
 
The wellbeing workshops didn’t provide me with new knowledge as such, but they 
made it okay to apply the information that was delivered. They reinforced that my 
colleagues felt the same way I do when they are overwhelmed or vulnerable. After 
doing some of the workshops I felt I had more permission to be vulnerable, to ask for 
help and to say when it wasn’t great.  
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More positive culture at work         
 
 
When the Wellbeing program began people at work were starting to get tired. The 
workshops came at a really good time. Since the Wellbeing program there has been 
a noticeable difference at work. I have been more aware of reminding everyone, as 
well as myself, to drink water. Everyone has been more mindful of making sure 
people have time to go and get a drink, or some food and rest.  
 
The workshop about giving feedback; asking for feedback and how to give feedback 
in a constructive, rather than critical way, I took that on. I will definitely be 
remembering that in the future. The workshop normalised open conversation, now 
it isn’t something out of the blue that one individual has decided to do, it is 
something we are all aware of.  
 
There’s also a noticeable physical difference. An example is the revamp of our 
doctor’s office, there is new furniture, and plants in there now, it is fresh and more 
open. We feel welcome; now I’ve somewhere that I belong at work, somewhere to 
put my things. And I feel less stressed when I go in that room because it isn’t 
cluttered anymore. 
 
Overall, the general culture at work has changed in a positive way, everyone is more 
mindful of each other’s wellbeing. We feel more comfortable to check in with each 
other. Previously I’d thought about checking in with someone, but I wasn’t sure if it 
was appropriate, but doing the workshops made me feel it is okay to reach out. 
Someone checked in on me when they felt I was overwhelmed. They sent a message 
saying “You sounded a bit down on the phone, is everything okay? You can call me 
anytime.”  
 
I think the positive culture change is the most important.  
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Courage to be part of the solution         
 
 
A number of things changed for me as a result of my involvement in the Wellbeing 
program, my health needs are now a priority, my connection with peers has 
strengthened, and my courage. I never thought of myself as a brave person: I was the 
kid who went to theme parks and didn’t go on any rides. I thought confidence meant 
lack of fear; but I have learnt that courage is not the absence of fear–it is the ability to 
act in the presence of fear. I know now that I am courageous! I also realised if I want 
the system to change, I need to be part of the solution, and that I can listen, support 
and help my colleagues.  
 
Being a peer-leader has been a wonderful and valuable experience. I feel I have gained 
relevant skills and knowledge, while considering the needs of my junior colleagues–
whose position I was in only a few years ago. Being involved in a co-designed, peer-led 
program meant it was not just about attending a two-hour session and then leaving. I 
have engaged with the resources and followed many threads that I wouldn’t have 
otherwise. At times the responsibility felt a little much, but the support of the team and 
the overarching belief of senior medical staff in the program was imperative.  
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Feeling more connected and less alone        
 
 
The most meaningful aspects of the wellbeing program for me were: the open 
admission that people were struggling in their own way, acknowledgement that we 
were all burnt out, tired and angry in some way about some little thing at work, and 
being able to talk about it. The space created to talk allowed us to hear each other 
talk about the challenges we were facing; it was okay to admit you were not feeling 
okay.  Some of the people I most look up to, who I thought were perfectly resilient 
and not phased, shared their struggles and that helped me to feel okay about myself. 
Also, when I spoke about what I was going through, others then asked me for a 
coffee, or a meal and shared their version of not being okay.  
 
For me the biggest changes, and the greatest outcomes of the wellbeing program 
were hearing others talk about their experiences and feelings of not being okay, and 
sharing my experience and feelings. That made me feel more connected and less 
alone. 
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Taking breaks, debriefing and being closer to colleagues     
 
 
The wellbeing program began in the depth of the COVID-19 lockdown.  
 
I used to be quite sceptical about wellbeing programs, but I was at a stage where I 
thought, ‘anything will help’. So, I went to the sessions and tried to take on the 
advice. The first thing that was really helpful was feeling there was a bit more 
community; getting to know the people I work with a little more, knowing that they 
are there, and everyone is in a similar situation, and that my colleagues understand. 
 
There were drinks sent to our staff room, which was amazing. When I forgot my 
lunch, or it was a busy day and there wasn’t time to eat, I was able to drink these 
‘relatively’ nutritious drinks. It was really good.  
 
I made most use of the advice that it’s okay to take breaks, that if I take a break my 
colleagues wouldn’t think I was slacking off. Just allowing myself that rest. 
Colleagues would take my pager, that was really helpful because then I could 
actually rest, rather than worrying about the pager going off.  
 
I also liked the session on debriefing; learning how and feeling comfortable to 
debrief with colleagues was very useful. The program provided creative ways to 
debrief and encouraged people to do it, even when you can’t meet face-to-face. 
 
One of the most important things to come out of the program during the pandemic 
was being closer to colleagues that I don’t work with every day, knowing that they 
are there, and when the pandemic is over we can be together as a group.  
 
I think the combination of all of those things together resulted in the most change 
for me.  
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More open lines of communication and learning from each other    
 
A key aspect of the design of the Wellbeing program was that it was peer-led and 
delivered, this meant the workshop content was relevant for participants, because 
we were all going through the same event and we could relate to each others’ 
experience. We could share strategies. The program opened up lines of 
communication across different levels. People felt more comfortable asking for help. 
It felt like they could come to you and you could go to them. Support networks 
improved immensely. 
 
The program allowed me, and hopefully my colleagues to make sure we focussed on 
ourselves as well as other people, so that we could do our job better. 
 
The program also provided me with extra skills in giving and receiving feedback. I 
made a conscious effort to make sure the members of the team I was working with 
all left at the same time. It is a long walk to the carpark, and I made use of that time 
for informal chats and feedback with my colleagues. I would ask them about their 
shift, and how they felt they went, and I would ask them for feedback on how they 
thought I had gone. I learnt a lot from my juniors during that time. 
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