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Beyond communication training: The MaRIS model for developing medical
students’ human capabilities and personal resilience

Kwong D. Chana,b , Linda Humphreysa,b , Amary Meya , Carissa Hollandb , Cathy Wub and
Gary D. Rogersa,b

aGriffith Health Institute for the Development of Education And Scholarship (Health IDEAS), Griffith University, Gold Coast, Australia;
bSchool of Medicine, Griffith University, Gold Coast, Australia

ABSTRACT
Purpose: Human capabilities in medicine, including communication skills, are increasingly important within the complex, chal-
lenging and dynamic landscape of healthcare. Supporting medical students to manage unavoidable role-related stressors adap-
tively may help mitigate the anguish that is too commonly reported among the profession. We developed a model, “MaRIS”,
underpinned by contemplative pedagogy, to support medical students to enhance their human capabilities, across all three
domains of Bloom’s taxonomy, and their personal resilience. It is the first to integrate Mindfulness, affective Reflection,
Impactive experiences and a Supportive environment into medical curriculum design. Here, we describe the theoretical basis
underpinning MaRIS and present a preliminary study to evaluate its impact on students’ subjectively-rated capabilities.
Materials and Methods: A questionnaire capturing self-ratings of competence, empathy and resilience, as well as impressions
of their experiences, was administered to foundation year medical students before (T0), during (T1) and after delivery (T2).
Results: Fifty-five students completed the survey at all time points. Mean scores for all domains increased significantly from T0
to T1 and from T0 to T2. Free-text comments suggest learning impact across the cognitive, psychomotor and affective domains.
Conclusions: MaRIS appears to facilitate medical students’ establishment of the foundations for building the human capa-
bilities and personal resilience required for professional practice.

Introduction

Effective communication is essential for good medical prac-
tice (Ha and Longnecker 2010; Slade et al. 2015). It is also
well established that simulated learning activities involving
repeated deliberate practice with feedback are an effective
pedagogy for the acquisition of communication skills
(Rogers et al. 2014; Papanagnou et al. 2018). However, navi-
gating the complex human interactions inherent in health-
care practice – both between professionals and with
patients and their significant others – requires a constella-
tion of capabilities beyond the practical, trainable interper-
sonal skills that might be considered to reside primarily in
the psychomotor domain of Bloom’s time-honored taxonomy
of learning outcomes (Bloom 1956). What we have come to
call ‘human capabilities’ also include a sound, cognitive
domain, understanding of what is known about effective
communication and how to organize the information to be
gathered or shared. Additionally, good practice requires the
acquisition and demonstration of an underpinning set of
professional values, in Bloom’s affective domain, which the
community demands of its health practitioners (Jha et al.
2006; Cruess and Cruess 2008), including a readiness to self-
monitor and improve performance continuously. The con-
struct of ‘empathy’ has proven difficult to define (Frankel
2017; Dohrenwend 2018; Howick et al. 2018) but is not gen-
erally taken to emphasize the interplay between compo-
nents across the three domains or the means by which they
may be sustained among health workers (see below), hence
our utilization of the term ‘human capabilities.’

Practice points
� Escalating technological reliance in medicine,

compounded by an inherently complex landscape,
points to the increasing importance of human
capabilities.

� Supporting medical students to manage unavoid-
able role-related stressors adaptively may help
mitigate the anguish that is too commonly
reported among the profession.

� The MaRIS model, underpinned by contemplative
pedagogy, was designed to focus learning on all
three domains of Bloom’s taxonomy to support
medical students to enhance their professional com-
munication and medical history taking skills.

� In addition to facilitating clinical communication
skill development, MaRIS has supported students’
learning in all three domains of Bloom’s tax-
onomy, resulting in a significant positive impact
on their self-assessed communication skills,
empathic ability, and resilience, in response to
graded and supported exposure to controlled
stressful experiences.

� MaRIS provides guidance for curriculum develop-
ment that supports medical students to develop
the human capabilities required for navigating the
inherently complex landscape of contemporary
medical practice.
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These capabilities have always been at the center of
good medical practice (O’Donnabhain and Friedman 2018),
but increasing utilization of technology for the investiga-
tion of disease and provision of treatment, with a concomi-
tant risk of ‘dehumanization,’ underlines their ongoing
importance. The future addition of artificial intelligence
technologies to the diagnostic process and robotics for
treatment delivery mean that interpersonal interaction is
likely to constitute an even greater proportion of the daily
work of health practitioners as machines come to perform
many of their current tasks more effectively (Wartman and
Combs 2018). Thus, practitioners are likely to spend less
time engaged in making diagnoses and providing treat-
ment, and more time engaged in the ‘human’ aspects of
medicine. Further, the healthcare professionals of the
future will need to be well equipped to communicate
effectively and counsel patients regarding the outputs and
uses of these new, sophisticated technologies.

The recent attention to distress and suicide among doc-
tors-in-training (Dyrbye and Shanafelt 2016; Aubusson
2017) emphasizes that some of their most significant stres-
sors, such as overwork and supervisor bullying (Kemp et al.
2019) are avoidable, highlighting the moral imperative to
eradicate these conditions. Whilst this perspective is critic-
ally important, it must also be recognized that, even if
these abhorrent sources of stress could be removed, the
practice of medicine would remain inherently stressful due
to its life and death nature, encountering patients and their
significant others at the most difficult times in their lives.
Further, acquisition of the high-level capabilities required
for consultant practice requires an extended period of
intense experiential learning with ongoing feedback to
improve performance. Even where criticism is delivered
appropriately and constructively, being informed by super-
visors that one’s practice requires further development
remains personally challenging and necessitates emotional
equanimity in learners.

Inability to respond positively to professional stresses
(including those that are inherent and thus cannot be miti-
gated through, much needed, systematic change) is not
only bad for doctors but also bad for patients. The associ-
ation between practitioner distress and poor clinical per-
formance, declining empathy and compromised patient
safety is well established (Park et al. 2016; Panagioti et al.
2018). Thus, educational approaches enabling learners to
develop their capacity to manage stress adaptively, which
we might term ‘personal resilience’ (Teodorczuk et al. 2017;
Kemp et al. 2019), remain a vital component in protecting
doctors and their patients from adverse outcomes.

Optimally promoting the development of personal resili-
ence among health professional students remains a vexed
topic. A wide range of strategies has been reported (Howe
et al. 2012; Passi 2014; Balme et al. 2015; Langendyk et al.
2016; Rogers 2016; Shakir et al. 2017), but most focus on
the development of cognitive understandings of stress and
its consequences or on the utilization of particular isolated
skills such as mindfulness practice (Shakir et al. 2017).
Conceptually, physicians’ resilience has been seen as a
developmental phenomenon, intimately linked with profes-
sional identity and sense of purpose (Winkel et al. 2019).
Nonetheless, few studies to date have explored the import-
ance of meaning and the connection to values in medical

practice explicitly as a stress management strategy (Wald
2015a). Further, very few studies have focused attention on
learning simultaneously across all three domains of Bloom’s
taxonomy with the goal of enhancing personal resilience
(Branch 2015). Finally, despite decades of clinical experi-
ence with the use of graded exposure to manage anxiety
responses in distressed individuals, and more limited appli-
cation of ‘stress inoculation’ to enhance performance under
pressure in the military and other settings (Joseph and
Linley 2005; Stetz et al. 2007), the health professional edu-
cation literature appears so far to have neglected the
exploration of graded and supported exposure to con-
trolled stressful experiences as a technique to build per-
sonal resilience.

Our work to formulate a learning model that enables
health students to develop their human capabilities across
the cognitive, psychomotor and affective domains, whilst
also building their personal resilience, led us to the contem-
plative pedagogy (CP) framework (Zajonc 2013).

Contemplative pedagogy

CP is an approach to teaching and learning that empowers
students to move beyond factual content to examine feel-
ings and thoughts related to their learning experiences
(Barbezat and Bush 2014). In this curricular first-person
space, learners are supported to focus, observe and explore
their internal world, enabling connection with their own
values and sense of meaning. CP in medical education is a
means to allow doctors-in-training to consider and incorp-
orate who they are into their world, as well as how they
might be changed by their learning and ‘becoming’ a doc-
tor (Wald et al. 2015). Positive outcomes reported from CP
practice include: enhanced focus and attention (Jha et al.
2007), improved cognition (Zeidan et al. 2010), increased
cognitive flexibility (Moore and Malinowski 2009), enriched
creativity and curiosity (Dyche and Epstein Ronald 2011)
and a deepened sense of morality (Zajonc 2013).

CP comprises elements that, in concert, encourage com-
plete attentiveness, aimed at supporting learners to com-
prehend their experience with deeper insight (Zajonc
2013). These include: mindfulness (deliberately and non-
judgmentally paying attention in the present moment,
both a process and an outcome); active listening (hearing
without judgement or attempts to control the conversa-
tion, finding a personal voice and hearing alternative voi-
ces); contemplation (the connection, compassion, thoughts
and feelings that are internal to each individual, but also
shared during interactions, equally exposing the vulnerabil-
ity of each person and imparting authenticity to how each
communicates with the other); beholding (intimately
exploring and internalizing images and objects [and stories]
through sustained attention, noticing detail, moving
beyond the automatic response); and sustaining contradic-
tions (the act of holding and honoring conflicting and
contradictory world views and being comfortable with not
knowing whether there is a correct answer).

The MaRIS model

Initial development of our medical program included a
strong emphasis on what we then thought of as ‘history
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taking and communication skills.’ We developed 21 prac-
tical, three-hour workshops, recruited facilitators and
trained simulated patients (SP) (Rogers, Chan, et al. 2017).
Facilitators (including psychologists, counselors, nurses,
social workers, and pharmacists, as well as some medical
practitioners) were purposefully selected for their interest
in the human dimensions of healthcare and their ability to
promote a safe learning environment.

Interactive large group learning sessions (LGS) precede
workshops, encompassing cognitive dimensions of the
topic and introducing the skills to be developed. Then stu-
dents work in groups of six, with a facilitator, to focus on a
specific area of medical symptomatology, or a particular
patient group. Workshops begin with a review of LGS con-
tent, followed by each student consulting with one of six
SPs. Each SP portrays a real-life scenario, rotating between
groups and playing the same character. After the consult-
ation, students self-appraise their performance before
receiving feedback from the SP, peers, and finally, the facili-
tator. Sharing of personal experience and feelings requires
a protected space, with the facilitator’s role being para-
mount (Young et al. 2016). Additionally, student groups
remain together for multiple workshops over an extended
period, fostering a collegial, supportive atmosphere.

We have since modified this fairly conventional struc-
ture, informed by CP, as our conception of the constructs
of ‘human capabilities’ and ‘personal resilience’ has grown.
The approach has developed into a fully-formed peda-
gogical model that we have also applied to other activities
such as Clinical Learning through Extended Immersion in
Multimethod Simulation (CLEIMS) in later years of the med-
ical program, described previously (Rogers et al. 2014;
Rogers, Mey, et al. 2017; Rogers et al. 2018).

We noticed that learners found their first, fairly straight
forward, encounters with SPs stressful, especially in the ini-
tial weeks. Consistent with trauma-informed pedagogy
(Carello and Butler 2014), we prioritized a supportive envir-
onment, enabling students to manage this stress construct-
ively. We observed that their anxiety diminished over
several workshops with concurrent growth of personal
resilience. Accordingly, we deliberately adjusted the scen-
arios and trained SPs to make the encounters more emo-
tionally impactive. Learners’ resilience appeared to
strengthen as they gained mastery over more complex sit-
uations such as discussion of sexual matters, management
of emotionally aroused patients and ‘breaking bad news.’

For some students, the stress induced even at the
beginning of the process was higher than the optimal lev-
els for successful learning and graded exposure. Based on
the extensive evidence supporting mindfulness in medical
schools (Daya and Hearn 2018), we introduced a simple,
secular mindfulness exercise at each workshop’s com-
mencement to assist learners in preparing for the chal-
lenges ahead. This has expanded to encompass promotion
of a mindful approach to the entirety of each workshop
and then to all aspects of students’ learning and future
practice (Amutio-Kareaga et al. 2017; Shakir et al. 2017;
Daya and Hearn 2018).

We also utilize reflection as a metacognitive process
that includes connection with feelings (Wald 2015b).
Initially, we facilitated ‘live’ reflection and subsequently
added written reflective journaling and summative

assessment of affective learning to encourage student
engagement (Rogers, Mey, et al. 2017; Rogers et al. 2018).
We now include scaffolded reflective writing, where stu-
dents first learn the purposes and principles of reflection
through LGS, then write formatively-assessed accounts,
prior to summative assessment of later journals utilizing
the Griffith University Affective Learning Scale (Rogers et al.
2018). This approach enables us to illuminate students’
experiential processing and professional identity develop-
ment (Wald et al. 2019) whilst concomitantly identifying
students requiring additional support. Issues that become
apparent through facilitator debriefs or students’ reflective
journals are managed through an established pathway that
allows for targeted and appropriate additional support to
be provided.

In summary, our model is grounded in four equally
weighted, interlinked components represented by the acro-
nym MaRIS (Figure 1): students engage in Mindfulness prac-
tice and affective Reflection (in situ and through journaling),
whilst being deliberately and progressively exposed to
emotionally Impactive (simulated) clinical experiences deliv-
ered in a Supportive and safe environment. While the litera-
ture is rich with evidence supporting the benefits of each
of these elements (Branch 2015; Daya and Hearn 2018), we
believe that we are the first to report the coherent utiliza-
tion of all four core elements and to evaluate their impact
on learning through multiple approaches.

Methods

We have undertaken multiple studies to evaluate the
impact of MaRIS. Here, we present our preliminary study
focused on self-reported communication competence,
empathy, and resilience. The findings from our other stud-
ies to evaluate the impact of MaRIS will be reported separ-
ately. The research highlighted the absence of instruments
designed to capture learners’ self-assessments of their
capabilities across all domains targeted by the program.
The MaRIS Impact Questionnaire (MIQ) was therefore devel-
oped to meet this purpose.

Development of the MIQ

The MIQ comprised three sections. The first sought demo-
graphic information such as gender, age, prior

Mindfulness affective
Reflection 

(in situ and journaling) 

Supportive, safe 
learning 

space

Impactive
experiences

Figure 1. The MaRIS Model.
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qualifications and any prior experience as a health practi-
tioner. The second comprised 22 statements, each requir-
ing rating on a 5-point Likert scale. These items together
formed the Competence Scale (CS), Empathy Scale (ES) and
Resilience Scale (RS). They were developed by adapting
tools previously used in other settings. Exemplar questions
are presented in Table 1. Scores for negatively worded
items (marked ‘�’) were reversed prior to analysis.

CS development drew on a previously validated instru-
ment for measuring affective well-being and self-reported
competence (Warr 1990), amended to reflect our test
population (medical students) and task (communicating).
The ES, also informed by an established instrument
(Loewen et al. 2010), measured understanding of emotions,
feelings and concerns. RS development was informed by
validated and non-validated instruments (Campbell-Sills
and Stein 2007; Siebert 2018). The RS captured feelings
and concerns when faced with challenges. Higher values
within each scale indicate greater self-perceived compe-
tence, empathy, and resilience, respectively.

The third section of the MIQ comprised open-ended
questions inviting participants to describe what they
gained from the workshops.

Data collection and analysis

Ethical clearance was granted by the Griffith University
Human Ethics Committee (GU: 2016/821). Students were
invited to participate via email and in-person. They were
informed that participation required completion of the MIQ
at three separate time points and permission to analyze
and quote their writings. Participants were reassured of
data de-identification and that their decision to participate
would have no bearing on marks or their relationship with
the research team.

The MIQ was administered to the student cohort in
March (T0 – prior to commencement), June (T1 – after
delivery of the 14th workshop) and October, 2017 (T2 –
after the 21st workshop was undertaken).

Table 1. Items for assessment of competence, empathy, and resilience and prompting questions inviting participant comments.

Item Question Rating

Competence 1 I can communicate well with SPs and my
colleagues in a comm skills workshop

1 2 3 4 5

2� I sometimes think that I am not very competent
at communicating in a comm skills workshop

1 2 3 4 5

3 I can deal with just about any problem regarding
communication in workshops

1 2 3 4 5

4� I find communicating with SPs and my colleagues
in comm skills workshops quite difficult

1 2 3 4 5

5 I feel I am better than most people at tackling
difficulties in comm skills workshops

1 2 3 4 5

6� I often have problems coping in comm
skills workshops

1 2 3 4 5

Empathy 7 I find it easy to put myself in somebody
else’s shoes

1 2 3 4 5

8 I am good at predicting how someone will feel 1 2 3 4 5
9 I am quick to spot when someone in a group is

feeling awkward or uncomfortable
1 2 3 4 5

10 Other people tell me I am good at understanding
how they are feeling and what they
are thinking

1 2 3 4 5

�11 I find it hard to know what to do in a
social situation

1 2 3 4 5

�12 I often find it hard to judge if something is rude
or polite

1 2 3 4 5

�13 It is hard for me to see why some things upset
people so much

1 2 3 4 5

�14 Other people often say that I am insensitive,
though I don’t always see why

1 2 3 4 5

Resilience 15� I am constantly concerned about making
mistakes in comm skills workshops

1 2 3 4 5

16 I tend to bounce back even when I have been
embarrassed in comm skills workshops

1 2 3 4 5

17� I am constantly nervous about comm skills
workshops because everyone is watching and
judging me

1 2 3 4 5

18 I see errors in my performance in comm skills
workshops as part of the learning process

1 2 3 4 5

19� I will be devastated if I did something wrong in a
comm skills workshop

1 2 3 4 5

20 I am comfortable knowing that my performance
is being observed and critiqued in comm
skills workshops

1 2 3 4 5

21� I feel anxious thinking about having to deal with
confrontation in comm skills workshops

1 2 3 4 5

22 I am confident that I will be able to handle
altercations in comm skills workshops

1 2 3 4 5

Please answer the two open question below:
Q1 On top of basic communication skills and history taking, did you learn anything else from the comm skills workshop?

If so, please provide more details.
Q2 Do you think the comm skills workshops facilitate you and or your classmates in developing resilience? If so, please give

some examples.

1: Strongly disagree; 2: Disagree; 3: Neutral; 4: Agree; and 5: Strongly agree.

190 K. D. CHAN ET AL.



Quantitative data were prepared for analysis by tabula-
tion onto SPSSVR Version 24. The objective of the analysis
was to determine whether mean scores for the scales
changed over time, utilizing paired t-tests (Field 2009).
Qualitative data were uploaded to NVivo Version 12 and
analyzed thematically (Braun and Clarke 2012).

Results

One hundred and twenty, 117 and 104 questionnaires
were returned at T0, T1, and T2 respectively. After exclud-
ing incomplete questionnaires, 55 matched sets of data
were analyzed.

Participants

Participants (n¼ 26 male, n¼ 29 female), ranged in age
between 19 and 35 years (mean ¼ 22.4 ± 3.4). The majority
(71.4%) held a Bachelor level qualification and had no prior
healthcare practice experience (Table 2).

At baseline, participants perceived themselves as moder-
ately competent (mean ¼ 3.31 ± 0.74), somewhat resilient
(mean ¼ 3.51 ± 0.68) and quite empathic (mean ¼
3.72 ± 0.50). They did not differ when compared according
to age or gender. However, participants with higher qualifi-
cations and those with prior healthcare practice experience
reported significantly higher baseline CS scores than their
counterparts (p¼ 0.03 and p¼ 0.02, respectively).

Change in self-assessed competence, empathy, and
resilience across time

The mean CS, ES, and RS at T0, T1, and T2 are illustrated in
Figure 2.

Mean scores for all domains increased significantly from
T0 to T1 and from T0 to T2, however, T1 to T2 scores did
not differ significantly (Table 3).

At T2, group comparisons revealed no significant differ-
ences in CS, ES or RS scores. This indicates that participants
who were less qualified and lacking healthcare practice
experience were no longer distinguishable from their more
educated and experienced peers.

Modulators of competence, empathy, and resilience

Responses to open-ended questions were rich with evi-
dence of learning across the cognitive, psychomotor and
affective domains that appeared to arise from the core
components of MaRIS. Themes presented are exemplified
by quotes, accompanied by participants’ unique codes and
a capitalized F or M to indicate their gender.

Participants described having gained numerous capabil-
ities through their workshop experiences. Some reported
that feedback from peers and facilitators enabled them to
become aware of their own psychomotor behaviors (e.g.
fidgeting) that were barriers to effective communication
and learned strategies to overcome them. In the cognitive
domain, most reported that structural acronyms (abbrevia-
tions of guided questions) provided them with a roadmap
for directing their interactions. Others reported that they
had gained a deeper understanding of themselves, the
patient and their future role in the affective domain.

Table 2. Participant characteristics.

n %

Total 55 100.0
Gender
Male 26 47.3
Female 29 52.7

Age range (years)
�21 29 52.7
�22 26 47.3

Qualification
Bachelor 41 74.5
Honours or higher 14 25.5

Prior healthcare experience
Yes 15 27.3
No 40 72.7

3.3

3.4

3.5

3.6

3.7

3.8

3.9

2T1T0T

Competence Empathy Resilience

Figure 2. Change in mean CS, ES, and RS score.

Table 3. Change in mean scores over time.

Comparison Mean of difference Standard deviation t p

T1 vs. T0
Competence 0.29 0.61 3.58 0.001
Empathy 0.13 0.35 2.71 0.009
Resilience 0.17 0.52 2.45 0.018

T2 vs. T1
Competence 0.09 0.44 1.50 0.139
Empathy �0.02 0.31 �0.41 0.686
Resilience 0.09 0.55 1.17 0.249

T2 vs. T0
Competence 3.85 0.67 4.28 <0.001
Empathy 0.11 0.41 2.05 0.045
Resilience 0.26 0.56 3.46 0.001
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Some reported that they were able to exert control over
their breathing and slow down their speech by practicing
mindfulness, thereby allowing the interaction to unfold:

I learnt the power of silence and active listening in allowing
myself to take the back seat and to allow the patient … to
explain their feelings and concerns … 8253F

Conversations that progressed naturally were reported
to facilitate the establishment of rapport that enhanced
trust and encouraged open communication:

Starting with asking the patient to talk more about their family,
people who they are close to/important to them is an effective
way in building the rapport and trust which allows the later
exchange to be smoother … 9133F

Comfort with silence was reported to be important for
allowing thought organization, thus helping with recogniz-
ing and responding appropriately to the patient’s needs.
Mindfulness practice was also reported to enable surmount-
ing of personal barriers to communication that extended
beyond the confines of doctor-patient interactions:

… mindfulness has helped me break out of the vicious cycle of
anxiety – very grateful for it … 10445M

Through open communication, participants reported
that they were able to gain a deeper, more holistic under-
standing of the patient that went beyond the immediate
clinical presentation, alongside their own capacity to pro-
vide care:

… human emotion is a very complex form of expression. What
meets the eye is not always the underlying feelings and, as a
doctor, my job is not only to diagnose and treat, but to accentuate
all my 5 senses so that I am able to recognise my patient’s thoughts
and feelings and respond appropriately … 23592F

Some reported that understanding the patient’s per-
spective also helped them to become aware of their own
judgments, prejudicial attitudes and actions and modulate
their behavior accordingly:

… I need to be mindful of the presence of others … my own
values and beliefs should not enter into interactions … my role
is to be objective and nonbiased and supportive to the patient
… 18707M.

Others reported that making mistakes and having their
performance critiqued were daunting experiences, but
explicitly identified that these experiences helped to
develop their resilience:

… having a safe space to make mistakes and get feedback over
lots of sessions helps to build resilience because you have to
move on/pick yourself up after a bad session and try and
improve on the next one. I think getting honest feedback also
helps to build resilience … 7629F

Discussion

In this report we have discussed the theoretical constructs
underpinning the development of MaRIS, a model to build
the human capabilities and personal resilience of medical
students. We also present the findings from the first of our
studies exploring the impact of MaRIS. Contemporary litera-
ture review reveals increasing awareness of the need to
support students in developing capabilities that extend
beyond the traditional psychomotor and cognitive domains
(Sternlieb 2015; Wald et al. 2015; Sulzer et al. 2016; Shakir

et al. 2017; Roth et al. 2018). Further, there is an urgency
for guidance in the development of curricula that recog-
nize and address these needs (Erschens et al. 2019; K€otter
et al. 2019). We have elaborated a well-developed model,
evaluated with a range of methodologies presented in this
report and the paper to follow. MaRIS uniquely incorpo-
rates – and equally weights – mindfulness, affective reflec-
tion, impactive experiences and a supportive environment
for medical student development. We have previously
demonstrated that, for senior students, curriculum design
incorporating three of the components of MaRIS (impactive
experiences, affective reflection and a supportive environ-
ment) was more effective than traditional approaches
(Rogers et al. 2014; Rogers, Mey, et al. 2017). Although
developed independently, the MaRIS model shows
‘convergent evolution’ with programs developed in the
United States and described by Branch (Branch 2015).
MaRIS is distinguished from Branch’s work by the deliber-
ate creation of emotionally impactive learning experiences,
the addition of mindfulness practice, explicit underpinning
by the tenets of CP (Komjathy 2017) and a focus across the
domains of Bloom’s taxonomy (Bloom 1956).

Here, we have demonstrated that MaRIS has a positive
impact on the development of self-assessed human capa-
bilities of communication competence, empathic capacity
and emotional resilience. Scores for all three scales signifi-
cantly increased when evaluated across time. It is import-
ant to note that changes between T1 and T2 were not
significant. This may suggest that a shorter program would
be equally effective, but other explanations should be con-
sidered. First, the later part of the program may consolidate
and integrate the learning that has already occurred. This
kind of effect, informally identified and expressed by pro-
gram facilitators, might be less apparent to the learner and
thus less likely to be identified by self-assessment. The
detailed qualitative part of the study, to be reported in a
second paper, also suggests that the learning in the later
part of the program occurs particularly in the affective
domain and thus may be less apparent to learners. Second,
as learners enhance their capability, they also become
more attuned to the complexities of doctor-patient inter-
action and thus more critical of their own development.
While we have demonstrated that differences in self-
assessed capability related to prior experience at baseline
were effaced post-experience, a further study with larger
sample size is necessary to understand any differential
effectiveness based on student characteristics.

Changes in each outcome followed a similar pattern, with
the largest increase observed for self-rated communication
competence, followed by resilience, then empathy. These
findings may relate to the relative complexity of each con-
struct under investigation, which is supported by our analysis
of the questionnaire’s qualitative component. For example,
most participants reported that they had gained technical
skills facilitating smooth interactions, such as how to apply
mnemonics, pacing the conversation and active listening,
thereby enhancing their confidence and perception of com-
munication competence. While less often reported, failing to
achieve the desired outcome and being able to ‘fail’ in a safe
space (Kisfalvi and Oliver 2015) without consequence to real
patients was acknowledged to increase the desire to
reattempt and to strive for improvement. Sub-optimal
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performance and being provided with feedback also encour-
aged experimentation with different approaches, suggesting
the development of personal resilience. Some participants’
comments indicated awareness of the interplay of attitudes,
beliefs, and circumstances that impact their ability to under-
stand the patient’s perspective and, therefore, to empathize.
Our assertion that targeted communication skills training
can enhance students’ perceptions of empathy is receiving
support (Hojat et al. 2013). However, whether empathy is
sustained or enhanced long-term is not able to be deter-
mined. Indeed, a recent study suggests the need for
repeated exposure to empathy-enhancing activities in order
to reinforce the cognitive dimensions of empathic communi-
cation with patients continuously (Kataoka et al. 2019).
Further, students’ learning in the affective domain could not
be fully elucidated from the brief responses analyzed in the
current study. Phenomenologically-informed analysis of
reflective journals and qualitative interviews will be pre-
sented in a second paper.

MaRIS appeared to support students to develop their
self-rated human capabilities, but this study has some limi-
tations. The scales in our questionnaire have not been pre-
viously validated for application with medical students. A
range of validated scales related to particular potential out-
comes of the program has been reported in the literature
(Connor and Davidson 2003; Campbell-Sills an Stein 2007;
O’Connor et al. 2014; Dohrenwend 2018; Moreto et al.
2018) but, given the longitudinal and multicomponent
nature of the research, for the purpose of this preliminary
investigation we chose to combine instruments to create a
brief tool to minimize the burden on participants. We also
refrained from making inferences about findings from the
scales alone. Instead, where noting findings of interest, we
sought to utilize our analysis of the qualitative component
of the questionnaire to clarify their meaning.

Conclusions

We have described the development and theoretical under-
pinnings of the MaRIS model, which appears to facilitate
medical students’ establishment of the foundations for
building the human capabilities and personal resilience
required for effective professional practice. The current
study offers a limited understanding of the processes
underpinning enhanced self-perception. Phenomenological
analysis of learners’ reflections in a second paper will clarify
when and how these changes occur. With the current
study being limited to first-year medical students, future
research should explore the impact of the MaRIS model on
senior medical students and graduates whose journey
began in the MaRIS-based workshops, as well as the mod-
el’s applicability to students from other health professions.
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Glossary

Affective reflection: Describes attention to, and exploration of,
emotional responses to experience in the context of personally
held values, beliefs and assumptions. Affective reflection is a core
element of critical reflection in medicine, defined as ‘connecting
with feelings that occur before, during and after situations with
the purpose of developing greater awareness and understanding
of both the self, other and the situation, so that future encoun-
ters with the situation, including ways of being, relating and
doing are informed from previous encounters.’ (Wald 2015b)

An impactive experience: Is an experience in health profes-
sional education that induces an emotional response in the
learner. Such experiences may occur in real patient or client care
settings or be designed in simulated settings with the deliberate
intention to facilitate affective domain learning (attitudes, values
and appreciations) alongside the acquisition of trainable skills in
the psychomotor domain and the development of cognitive
domain knowledge. (Rogers, Mey, et al. 2017)

A supportive environment in experiential learning: Is a transi-
tional space that is not always comfortable but one where any
discomfort or vulnerability is contained through a culture of
openness, a willingness to share and high-quality listening
(Kisfalvi and Oliver 2015). This is central to reflexive practice, and
a prerequisite to support affective reflection more specifically,
which involves attending to personal feelings and meaning-mak-
ing in the context of one’s beliefs and values.
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