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ABSTRACT

PURPOSE Burnout, attrition, and low work satisfaction of primary care physicians
are growing concerns and can have a negative influence on health care. Interven-
tions for clinicians that improve work-life balance are few and poorly understood.
We undertook this study as a first step in investigating whether an abbreviated
mindfulness intervention could increase job satisfaction, quality of life, and com-
passion among primary care clinicians.

METHODS A total of 30 primary care clinicians participated in an abbreviated
mindfulness course. We used a single-sample, pre-post design. At 4 points in
time (baseline, and 1 day, 8 weeks, and 9 months postintervention), participants
completed a set of online measures assessing burnout, anxiety, stress, resil-
ience, and compassion. We used a linear mixed-effects model analysis to assess
changes in outcome measures.

RESULTS Participants had improvements compared with baseline at all 3
follow-up time points. At 9 months postintervention, they had significantly bet-
ter scores (1) on all Maslach Burnout Inventory burnout subscales—Emotional
Exhaustion (P = .009), Depersonalization (P = .005), and Personal Accomplish-
ment (P <.001); (2) on the Depression (P = .001), Anxiety (P = .006), and Stress
(P =.002) subscales of the Depression Anxiety Stress Scales-21; and (3) for
perceived stress (P = .002) assessed with the Perceived Stress Scale. There were
no significant changes on the 14-item Resilience Scale and the Santa Clara Brief
Compassion Scale.

CONCLUSIONS In this uncontrolled pilot study, participating in an abbreviated
mindfulness training course adapted for primary care clinicians was associated
with reductions in indicators of job burnout, depression, anxiety, and stress.
Modified mindfulness training may be a time-efficient tool to help support clini-
cian health and well-being, which may have implications for patient care.

Ann Fam Med 2013;412-420. doi:10.1370/afm.1511.

INTRODUCTION

hysician burnout is a pervasive health care problem characterized by

a loss of emotional, mental, and physical energy due to continued

job-related stress. Burnout is more common among physicians than
among other professionals, with specialties on the front lines such as pri-
mary care being at greatest risk.! Up to 60% of physicians report having
experienced burnout at some point in their careers,? with as many as 30%
to 40% experiencing burnout at any given time.> Considerable evidence
suggests that burnout negatively affects patient care,* which poses new
challenges with implementation of the Patient Protection and Affordable
Care Act. Providing insurance to 32 million previously uninsured citizens
will increase demand for primary care services.” An expanding older adult
population, insufficient supply of primary care physicians, low medical
student interest in primary care, lower primary care reimbursement, and
increasing workload will add further strain to these professionals.®® This sit-
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uation is compounded by physicians' tendency to give
suboptimal attention to self-wellness® and the possibility
that they may become alienated or depersonalized in an
increasingly bureaucratized health care system.”!

Mindfulness is a form of mental training that
enables one to attend to aspects of experience in a
nonjudgmental, nonreactive way, which in turn helps
cultivate clear thinking, equanimity, compassion, and
open-heartedness."" The goal is to maintain open
awareness in one's experience in a way that generates
a greater sense of emotional balance and well-being.
Through mindfulness practice, unhelpful habitual
thoughts and behaviors can be recognized, allowing
for new and creative ways of responding.

A previous study demonstrated that mindfulness
education over 12 months is helpful in addressing
burnout by improving mood and emotional stabil-
ity among primary care physicians.'> Other studies
demonstrate that an 8-week mindfulness class can
also improve mood and emotional exhaustion (a
component of burnout) for hospital administrative
and direct patient care staff'® and decrease perceived
stress in health care professionals.'"* The authors of
the latter study, which had a high dropout rate in the
intervention group, suggested participants’ lack of
time was a major concern.'* It is unknown whether
an adapted mindfulness training period that lessens
the time burden for clinicians would produce similar
positive results. Addressing this barrier is particularly
important given the high work demands and time con-
straints of primary care medicine.®

We undertook this study as a first step in investi-
gating whether an abbreviated mindfulness interven-
tion could increase job satisfaction, quality of life, and
compassion in primary care clinicians. We were well
positioned to address this question given our associa-
tion with staff from the University of Wisconsin (LIW)
Health Mindfulness Program, which has a 20-year
history of facilitating mindfulness-based stress reduc-
tion (MBSR) classes, and our location within a medical
school with large primary care residency programs,
which aided our recruitment efforts.

METHODS
Study Participants

We recruited 30 primary care clinicians from the
UW-Madison departments of family medicine, inter-
nal medicine, and pediatrics. Recruitment methods
included e-mail invitations, flyers, visits to departmen-
tal meetings and clinics, and word of mouth. Inclusion
criteria were (1) employment as a primary care medi-
cal doctor or doctor of osteopathy, nurse practitioner,
or physician assistant; (2) working at least 50% time

in direct patient care; (3) availability to attend all or
most intervention sessions; (4) willingness to do 10 to
20 minutes of mindfulness-related activity daily, and
(5) agreement to complete a 15- to 30-minute online
survey 4 times. The study coordinator conducted tele-
phone screening interviews with clinicians expressing
interest in the project. Those eligible were enrolled on
the return of a signed consent form.

The UW-Madison Health Sciences Institutional
Review Board approved this study.

Intervention

All study participants received the intervention—an
abbreviated version of the 8-week MBSR program
developed by Jon Kabat-Zinn at the University of
Massachusetts Medical Center that is taught regularly
by the UW Health Mindfulness Program. MBSR is a
well-researched and clinically useful program widely
recognized as a healthy way to manage symptoms of
stress.'" Of the various meditation styles, mindfulness
is particularly suitable for physician burnout because it
is nonreligious yet addresses meaning and purpose, has
secular and academic appeal, and has a solid scientific
foundation. We focused on creating a mindfulness
course that was efficient but sufficient in teaching the
basic practices of mindfulness meditation. We encour-
aged participants to view clinical work as an opportu-
nity to practice mindfulness.”

Table 1 presents a comparison between the study's
modified MBSR training and the longer, typical MBSR
course. The study’s intervention was conducted in 2
groups of 15 participants each, led by UW mindfulness
instructors who have completed professional train-
ing through the University of Massachusetts Center
for Mindfulness and other advanced teacher training.
UW Integrative Medicine faculty facilitated the final
follow-up sessions. The first evening session was held
10 days after the end of the mindfulness training, and
the second session was held 2 to 3 weeks after the
first evening session. Activities included guided sitting
and walking mindfulness practices. Participants were
encouraged to report their experiences in a shared
group setting, including examples of “practice in your
practice,""” an adaptive mindfulness approach, that
reflected working with patients using mindful attitudes.

We created a Web site for this study'® that assisted
clinicians in bringing their mindfulness practice into
the examination room, where the patient becomes the
centering focus. The goal was to help the clinician be
more present with patients using the practice in your
practice approach. The Web site provides instruction
to pause, be fully present with the patient, and then
proceed with recommendations, questions, and advice
that mindfully address the patient’s needs.
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Table 1. Comparison of Modified MBSR Training With Typical MBSR Course

Feature

Modified MBSR Training

Typical MBSR Course

Length
Training schedule

Content

Length of encouraged
mindfulness practice

Participants

Class size
Instructors

Resources provided

18 hours

Friday evening: 3 hours

Saturday: 7 hours

Sunday: 4 hours

Follow-up sessions: two 2-hour evening sessions

Training in mindfulness practices (sitting, movement, speaking,

listening, and compassion for self and others) and their
application to practicing medicine and everyday life

10-20 minutes daily

Primary care clinicians working =50% time in direct care
of patients

15

Instructors from the UW-Health Mindfulness Program
MD Family/Integrative Medicine faculty physicians
Audio CDs for practice (Fourteen Essential Practices

29-33 hours

Introduction: 2.5 hours

Eight weekly sessions lasting 2.5-3 hours each
Day of mindfulness lasting 6.5 hours

Training in mindfulness practices (sitting, movement,
speaking, listening, and compassion for self and
others) and their application to everyday life

>45 minutes daily
General public (may include clinicians)

8-17

Instructors from the UW-Health Mindfulness
Program

Audio CDs for practice (Guided Mindfulness

by S. Salzburg)

(www.fammed.wisc.edu/mindfulness)

Cost to participants None

Mindfulness Web site designed specifically for this study

Meditation, Series 1 and 2) and Full Catastrophe
Living: Using the Wisdom of Your Body and Mind to
Face Stress, Pain, and lliness by J. Kabat-Zinn, PhD

$475 at time of study with scholarships or partial
rebates available from some insurers

CD = compact disc; MD = medical doctor; MBSR = mindfulness-based-stress-reduction; UW = University of Wisconsin.

Survey Procedures

We conducted 4 surveys using Qualtrics, a secure Web-
based survey system, via links within e-mail messages.
Completed survey questionnaires were saved to the
Qualtrics Web site anonymously. Asking 3 innocuous
questions on each resulted in responses unique to each
participant. This approach allowed us to identify the 4
questionnaires answered by the same respondent without
revealing identity. We sent the link for survey 1 (base-
line) after each participant signed the consent form, but
no more than 2 weeks before the training started. We
e-mailed links for survey 2 the day after the last mindful-
ness training session, for survey 3 at 8 weeks after the
last session, and for survey 4 at 9 months postinterven-
tion. We sent up to 2 reminder e-mails for each survey.

Outcome Measures

Each survey questionnaire had 5 validated measures:
the Maslach Burnout Inventory (MBI); the Depression
Anxiety Stress Scales-21 (DASS-21); the Perceived
Stress Scale (PSS); the 14-item Resilience Scale (RS-14);
and the Santa Clara Brief Compassion Scale (SCBC).

Job Satisfaction

The MBI, used to investigate job satisfaction, consists of
22 questions that assess 3 aspects of professional burn-
out syndrome: emotional exhaustion, depersonalization,
and lack of personal accomplishment.'® The MBI is used
worldwide and has been validated in samples of health

care workers, including primary care clinicians.'”'8

Respondents record how often they experience job-
related feelings using a 7-point Likert scale ranging
from “never” to “every day.” Burnout is conceptualized
as a continuous variable along a spectrum ranging from
low to high experienced feelings, and not as a dichoto-
mous condition that is either present or absent.'® Three
scores are computed for each respondent, 1 for each
aspect of burnout, and are not combined into a com-
posite score. A high degree of burnout is one in which
a respondent has high scores on the Emotional Exhaus-
tion and Depersonalization subscales, and a low score
on the Personal Accomplishment subscale.'®

Quality of Life
We assessed quality of life measures using the DASS-
21, PSS, and RS-14, which are brief but validated
research tools used worldwide. The DASS is a set of 3
scales designed to measure emotional states of depres-
sion, anxiety, and stress.'” [t measures current state or
change in state over time. The major development of
the DASS was done with nonclinical samples, and it
is well suited for use with nonclinical populations in
research. We used a version consisting of 21 questions,
7 in each of the 3 scales. Respondents record how
much a statement applies to them over the past week
using a 4-point Likert scale ranging from “not at all” to
"very much or most of the time.” Higher scores indi-
cate greater levels of that emotional state.

The PSS, designed for use in community samples,
is a validated scale used widely to measure the percep-
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tion of stress. It assesses how unpredictable, . . . }
uncontrollable, and overloaded respondents Table 2. Participants’ Characteristics at Baseline (N = 30)
experience their lives.2 We used the shorter, Total Women Men
validated 10-item version.?° Respondents No. (%) No. (%) No. (%) P
record how often they felt a certain way dur- Characteristic (N=30) (n=18) (n=12) Value
ing the past month using a 5-point Likert scale Ethnicity, No. (%) 21
ranging from "never” to "very often.” As the Hispanic 103) 0(0) 1(8)
PSS is not a diagnostic tool, there are no cutoff White 29 (97) 18(100) 11 (92)
ranges for high and low levels. Comparisons Age
can be made within a population sample, over Mleal” (SD). y 405(10) 369 (7.2) 459 (11.6) 02
time, and with national normative data. Higher Minimum 27 27 28
T . Maximum 63 54 63
scores indicate greater percelved stress. L )
The RS di I i h Years in clinical practice
he irectly measures restience, the Mean (SD) 9.8(10.5) 67 (70) 143(13.2) .09
ability to recover from adversity.?' It has been Minimum 0 0 0
used in research with a variety of populations Maximum 33 5 33
in a wide range of ages and socioeconomic Profession, No. (%) 84
groups. We used a validated 14-item version Nurse practitioner 103) 1(6) 0(0)
whereby respondents recorded to what extent Physician assistant 3 (10) (10) 1(8)
they agreed or disagreed with statements Physician 26 (87) 15 (83) 11 (92)
using a 7-point Likert scale ranging from Specialty, No. (%) 14
“strongly disagree” to “strongly agree.” Total Family med'cl'nve 26 (87) 17.(94) 9.(75)
scores for this scale are computed, with higher :)nt;.rna! medicine ; (i) g (g) ; (?)7
o ) . t
scores indicating higher resilience. ecatres (7) ©) (7)
Other 1(3) 1 (6) 0 (0)
Percentage of work time in clinical practice .5
. ge of work time in clinical practi 0
Compassion 50% 6 (20) 4 (22) 2(17)
We assessed compassion using the SCBC—a 519%-99% 19 (63) 10 (56) 9 (75)
brief, validated version of Sprecher and Fehr's 100% 5 (17) 4(22) 1(8)
Compassionate Love Scale,” a respected Percentage of work time in activities other than clinical practice 18
and reliable scale developed for use with the (eg, teaching/research), No. (%)
general public. Compassionate love is defined [1\‘;):6490/ 12 Eég ; 82 ; S)S)
as an attitude toward others that is “focused W
‘ , >50% 4(13) 2 (11) 2.(17)
on caring, concern, tenderness; and an ori-
entation toward supporting, helping, and Table continues

understanding others."2*®%3% The SCBC has 5
questions. Respondents record to what extent
statements are true for them using a 7-point Likert scale
ranging from “not at all true of me" to "very true of me."
Higher scores indicate greater compassion.

Statistical Analysis

We conducted descriptive analysis before formal test-
ing in this uncontrolled exploratory study to determine
if a short course of mindfulness training would improve
specific outcomes. The demographic and individual
variables and study outcomes were described by way
of frequencies (percents) and mean values. Mean and
median tests were also performed. The study outcome
data were analyzed with linear mixed effects models,**
which estimate change in values while accounting for
the nested structure of the repeated individual mea-
sures. Mixed effects models integrated all 4 surveys'
data for all study participants while adjusting estimates
for missing data points. The time dependencies were
modeled with an AR(1) autoregressive error structure.

Values for outcomes on the baseline survey were com-
pared with those on the subsequent 3 surveys. This
approach allowed us to estimate changes in the out-
come measures during the postintervention period and
ascertain whether the changes persisted in the 9-month
follow-up period. All analyses were conducted with
SAS version 9.1 for Linux (SAS Institute Inc).?

RESULTS

Participants

Of the 30 clinicians enrolled, all completed the base-
line measures. One withdrew from the study. During
follow-up, 28 (93%) of the participants gave responses
for survey 2, and 23 (77%) gave responses for sur-
veys 3 and 4. Participants who failed to complete

the follow-up surveys did not differ in their baseline
responses from those who complied with the study
protocol. Table 2 describes demographic and other
characteristics for the study sample.
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Outcomes . . ;
Job Satisfaction Tab!e 2. Participants’ Characteristics at Baseline (N = 30)
Figure 1 compares the mean MBI scores of our (continued)
study participants at baseline (N = 30) with Total, Women, Men,
the means from the MBI normative sample No. (%) No. (%) No. (%) P
(N =11,067) on the 3 subscales. Our study Characteristic (N=30) (n=18) (n=12) Value
participants scored high on 2 aspects of the Practice location, No. (%) 51
burnout syndrome: emotional exhaustion Rural 2/(7) 1(5) 1(9)
(mean =31.9, SD 9.6) and depersonalization Suburban 7(23) 3(17) 4 (33)
(mean=12.6, SD 6.7), indicating a high level Urban 21(70) 14.(78) 7(58)
of burnout; however, they also scored high on Reasons for study participation,* No. (%)
personal accomplishment (mean=38.5, SD 5.2), ;;Z:?:;ZZZ;Z?:; Z; E?g)) z E?f)) 1? E:;) ';2
indicating a high sense of personal accomplish- - )
ment. A comparison of MBI means reveals. i B B
that our participants appeared to score 1.1 Curiosity 15 (50) 9 (50) 6 (50) 1.00
SDs higher than the overall MBI normative Mindfulness/meditation 19 (63) 12 (67) 7 (58) 64
sample on emotional exhaustion. Depersonali- training or refresher
zation scores were similar only to those of the Recommended 2(7) 0(0) 2(7) 07
teaching (K-12) subgroup and were significantly Othe_r . 00 00 00 "

. UW Mindfulness training in the past, No. (%) .23
higher (by 0.6 SDs) than those of the overall Ves 20) 201) 00)
normative sample. Our respondents scored 0.8 No 28 (93) 16 (89) 12 (100)
SI[))S hilgh(: on }:he Persﬁnal Accomp]ishn;ent Other meditation classes or retreats in past, No. (%) 77
subscale than the overall normative sample, Yes 14 (47 8 (44 6 (50
however, with scores comparable to those of the No 16 553; 10 Esei 6 Esoi
postsecondary education Subgroup and others. Current regular contemplative/meditation practice 77

Table 3 and Figure 2 show scores for all of of any variety, No. (%)

our outcome measures at baseline and specific Les Z; (;)3 1; (:)4 ]] (Z)Z
times postintervention. On the MBI, respon- ° &) 64 62
dents had significant decreases from baseline UW = University of Wisconsin.
in emotional exhaustion scores on surveys Note: P values‘are folr compar?son of women vs men, and were Falculated with the t test (for
2,3, and 4 (p =046, p_ 006, and P = 009, age ar.1d years in clinical practice) or the x* test (for all other variables).
respectively). Depersonalization scores were - Mltiple responses were allowed

Figure 1. Baseline Maslach Burnout Inventory (MBI) subscale mean scores for study sample (N = 30)
compared with the MBI normative sample (N = 11,067).

[J MBI Emotional Exhaustion [l MBI Depersonalization [ MBI Personal Accomplishment

40

35

30

25

20

Score, Mean

Our study Social services Medicine Mental health Other Overall

Teaching
(K-12) normative

Postsecondary

Notes: The MBI normative sample consists of the following occupational subgroups: teaching (K-12) subgroup is composed of 4,163 teachers of kindergarten through
grade 12; postsecondary education subgroup is composed of 635 college and professional school educators; social services subgroup is composed of 1,538 social work-
ers and child protective services workers; medicine subgroup is composed of 1,104 physicians and nurses; mental health subgroup is composed of 730 psychologists,
psychotherapists, counselors, mental hospital staff, and psychiatrists; "other” subgroup is composed of 2,897 legal aid employees, attorneys, police officers, probation
officers, ministers, librarians, and agency administrators.'
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also significantly reduced on surveys 3 and 4 (P=.03
and P = .005, respectively). There was an increase in
personal accomplishment scores on all follow-up sur-
veys (all P <.001).

Quality of Life and Compassion

On the DASS-21, study participants displayed signifi-
cant improvements in depression scores at all follow-up
surveys (P <.001), anxiety scores on surveys 2 and 4
(P=.022 and P=.006, respectively), and stress scores
on surveys 3 and 4 (P=.007 and P=.002, respectively).
On the PSS, study participants also had a significant
reduction in perceived stress from baseline after the
intervention on all 3 follow-up surveys (P =.001, P
<.001 and P =.002, respectively). There was no signifi-
cant change resilience or compassion, as assessed with
the RS-14 and SCBC scores, over time.

DISCUSSION

Our findings suggest that an abbreviated mindfulness
intervention may help ease professional burnout and
support well-being for primary care clinicians.

After a modified mindfulness intervention (Table 1)
that consisted of a nonresidential weekend immersion
along with 2 short follow-up evening sessions, we found
significant reductions in measures of burnout, depres-
sion, anxiety, and stress on all 3 follow-up surveys that
are consistent with previous research findings."? It is
noteworthy that these long-term benefits were obtained
after a relatively short exposure to mindfulness training.
That this effect was maintained over 9 months without
formal intervention booster sessions suggests that even
limited initial training may be sufficient in teaching
fundamental mindfulness practices. We believe that
these findings are the first to demonstrate significant
long-term effects from an abbreviated mindfulness
intervention. A randomized controlled trial is needed to
confirm these promising results.

Particularly striking was the high level of emotional
exhaustion and depersonalization at baseline among
participants in this study. This finding is concerning
given that burnout, mood disorder, and suicide are
considerable occupational hazards for physicians?®?”
that affect many aspects of patient care including
associations with lower patient satisfaction, decreased

Table 3. Outcomes Scores at Each Survey With Comparison to Baseline (N = 30)
Time Point? Change,®
Baseline 1 Day 8 Weeks 9 Months Mean Difference
Subscale (Possible Range) (N =30) (n=28) (n=23) (n=23) (95% Cl)
MBI Emotional Exhaustion 31.9 (28.4-35.4) 28.9 (25.3-32.5) 26.4 (22.6-30.1) 26.0 (22.2-29.8) -5.90 (-10.29 to -1.52)
(0-54)° - [.046] [.006] [.009]
MBI Depersonalization (0-30) 12.6 (10.4-14.8) 11.2 (9.0-13.5) 10.3 (8.0-12.7) 9.1 (6.8-11.5) -3.51 (-5.91 to -1.11)
- [.07] [.03] [.005]
MBI Personal Accomplishment 38.5 (36.8-40.3) 41.0 (39.2-42.8) 41.6 (39.7-43.5) 42.3 (40.4-44.2) 3.76 (1.70 to 5.82)
(0-48)° - [<.001] [<.001] [<.001]
DASS-21 Depression (0-21) 7.6 (5.7-9.5) 4.8 (2.9-6.8) 3.8 (1.8-5.8) 3.4 (1.3-5.5) -4.16 (-6.56 to0 -1.77)
- [<.001] [<.001] [.001]
DASS-21 Anxiety (0-21) 4.4 (3.2-5.6) 2.9 (1.6-4.1) 2.8 (1.5-4.1) 1.9 (0.5-3.3) -2.51 (-4.27 to -0.76)
- [.02] [.052] [.006]
DASS-21 Stress (0-21) 14.2 (11.8-16.6) 12.2 (9.7-14.7) 10.1 (7.5-12.7) 9.0 (6.3-11.7) —-5.20 (-8.47 to -1.92)
- [.09] [.007] [.002]
PSS (0-40) 19.0 (16.9-21.0) 16.0 (13.9-18.2) 14.1 (11.9-16.4) 14.7 (12.4-17.0) -4.29 (-6.91 to -1.67)
- [.001] [<.001] [.002]
RS-14 (14-98) 79.9 (75.2-84.6)  82.0 (77.1-86.8) 83.2 (78.1-88.4) 81.4 (76.2-86.6) 1.51 (-4.79 to 7.81)
- [35] [.26] [63]
SCBC (5-35) 27.6 (25.9-29.3) 27.4 (25.6-29.1) 27.9 (26.1-29.6) 28.3 (26.5-30.1) 0.67 (-1.06 to 2.39)
- [.59] [77] [44]
MBI = Maslach Burnout Inventory; DASS-21 = Depression Anxiety Stress Scales-21; PSS = Perceived Stress Scale; RS-14 = 14-item Resilience Scale; SCBC = Santa Clara
Brief Compassion Scale.
Notes: On the MBI, higher scores on the Emotional Exhaustion and Depersonalization subscales, and lower scores on the Personal Accomplishment subscale indicate
greater burnout. On the DASS-21 subscales, higher scores indicate greater levels of that emotional state. On the PSS, higher scores indicate greater perceived stress.
On the RS-14, higher scores indicating greater resilience. On the SCBC, higher scores indicate greater compassion. P values compare values at each time point with the
baseline values.
2 Values shown are mean score (95% Cl) [P value]. P values were calculated with the linear mixed effects models and denote the significance of B coefficients.
b Change from baseline to 9 months.
< Based on a normative sample of medical professionals, the cutoff points for a high range of experienced burnout is a score of greater than 26 on the Emotional
Exhaustion subscale, a score of greater than 9 on the Depersonalization subscale, and a score of less than 34 on the Personal Accomplishment subscale.
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Figure 2. Means for the outcome measures assessed at baseline and
postintervention (N = 30 at baseline).

Maslach Burnout Inventory (MBI)

«=li= MBI Personal
Accomplishment

MBI Emotional
Exhaustion

«li= MBI Depersonalization
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treatment adherence,®® and dis-
rupted continuity of care due

to physician attrition and early
retirement.?® Additionally, burn-
out negatively affects quality of
health care delivery in that physi-
cians self-report increased medi-

jz _— — cal errors, lower empathy, and
[ decreased job dissatisfaction.®®
3 Conversely, increased emotional
g awareness is associated with less
s burnout, higher work satisfaction,
g 20 and higher patient satisfaction.?”
A s Although the DASS-21 mea-
0 T e -— sures improved significantly after
) the mindfulness training, these
> scores were within the normal
0 : : T range at baseline and did not sug-
Baseline 1 Day 8 Weeks 9 Months gest a need for clinical interven-
tion. Nonetheless, the absence
of disease—in this case anxiety,
Depression Anxiety Stress Scales-21 (DASS-21) depression, and stress—does not
DASS-21 Depression === DASS-21 Anxiety == DASS-21 Stress suggest the presence of health and
16 well-being.3* Although preliminary
" . research has been encouraging,
\ the full importance and impact
12 of how happy, healthy clinicians
£ 10 \ influence patient care outcomes
s 6 o has yet to be fully understood.3'3
965 Changes in the measures of
a 6 compassion and resilience were
4 _&v not statistically significant, but
T resilience scores trended toward
2 — .
improvement. Lack of change
0 T T T in the SCBC scores may also be
Baseline 1 Day 8 Weeks 9 Months attributed to ceiling effects in
that respondents already had high
compassion scores at baseline.
14-Item Resilience Scale (RS-1 4): Santa Clara Brief Compassion Scale (SCBC), Limitations of this Study
and Perceived Stress Scale (PSS)
include the lack of a control
PSS == RS-14 = SCBC group and the small sample size.
100 Statistical significance should
be viewed cautiously because of
80 — — — =55 the multiple comparisons and
exploratory nature of the study.
5 60 In particular, the lack of a con-
f_ trol group makes it challenging
g 40 to know whether improvements
(%] .
- -— — - were due‘to the mindfulness
20 intervention or related to nor-
malizing trends over time. Gen-
0 | | | eralizability is limited as study
Baseline 1 Day 8 Weeks 9 Months participants were self-selected,
may have enrolled because of
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increased symptoms of burnout and stress, and may
be those who find meditation more appealing than do
their peers. Further, although there has been debate
regarding the extent to which results of various mind-
fulness interventions are influenced by group effect

vs the actual practice of mindfulness,® the message of
“caring for colleagues” that the investigators conveyed
throughout this study and the role of “peer interaction
and support” are considered inherent aspects of mind-
fulness teaching and practice.*

Within medical culture, including education, little
emphasis has been placed on clinician well-being, and
few institutions recognize the impact of burnout on
patient care and institutional expenses. Considerable
evidence suggests that burnout negatively affects quality
of care with profound personal implications, including
suicidal ideation.* Furthermore, physician attrition due
to burnout is both disruptive to continuity of patient
care and costly to health care organizations.?* There is
a paucity of data and few programs that actively address
clinician burnout as it relates to personal wellness and
quality of care.” Our findings suggest this intervention
is a relatively low cost, collegial, time-efficient way to
improve well-being and manage burnout symptoms
among primary care clinicians, which has implica-
tions for patient care. Nonetheless, additional research,
including a randomized controlled trial, is needed to
confirm these and previous findings.">"* Understand-
ing the complex interactions among physician burnout,
patient care outcomes, clinician retention, and institu-
tional costs will help health care organizations develop
programs that improve work satisfaction, quality of life,
and patient care within this demanding profession.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.orgl/content/11/5/412.

Key words: Burnout; mindfulness; job satisfaction; clinicians; physi-
cians; stress; compassion; anxiety; depression; primary care
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NAPCRG Conference Sunimarieé Available

The NAPCRG website is now a resource for researchers and clinicians looking for summaries of
conference sessions and workshops. Many sessions from this year’s PBRN Conference and the
2012 Annual Meeting are now available at www.napcrg.org.

Find a special web page devoted to the topic of evaluating practice transformation with content
from the 2012 Annual Meeting. There are video clips of interviews with presenters and summaries
of sessions.

Also, an open forum to discuss evaluating practice transformation is available with the opportunity
to comment and share with colleagues. Post new information, provide

your experiences, and share resources with fellow researchers. North American

PrRIMARY CARE
ResearcH GrOUP

Click on the conference web page for the summaries and resources.
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