Mindful Communication: 
Bringing Intention, Attention, and Reflection

to Clinical Practice

Executive Summary

Mindful Communication: Bringing Intention, Attention, and Reflection to Clinical Practice was conceptualized as a response to the growing threat to the size and quality of the physician workforce resulting from increasing levels of stress, demoralization, and burnout.  Through teaching mindfulness, a particular type of self-awareness skill, and the use of Narrative Medicine and Appreciative Inquiry to improve interpersonal communication skills, we intend to demonstrate improved quality and efficiency of care and improved physician satisfaction with their work life.

This intensive intervention will involve 75 physicians in total over the course of two-and-one-half years. During this time, four groups of 15 primary care physicians will undergo an eight week intensive training in Mindful Communication, and continue to meet monthly for the remainder of a year. The training program will focus on creating a direct link between the self-awareness skills acquired through training in mindful practice and the very problems in clinical practice that lead to poor quality of care and physician burnout. The intervention also includes the sharing of physician narratives and the practice of appreciative inquiry. This program, offering continuing medical education credits to participants, focuses on the patient safety and practice management innovation as well as the practice-based learning techniques funding priorities of the Physicians’ Foundation for Health Systems Excellence.

New York American College of Physicians, Inc., the sponsoring organization, has the experience, respect, and organizational skills needed to successfully implement this project. Additionally, the project team has successfully recruited the support of the key healthcare organizations in the greater Rochester, New York, region. This truly unique collaboration will bring many disparate parts of a complex health care environment together for the purpose of improving physician satisfaction and quality of care. With such a strong coalition, we are confident in our ability to successfully recruit a full compliment of participating primary care physicians. In addition, the project will benefit from the participation of the Rochester Individual Practitioner Association. RIPA will  play a lead role in physician recruitment. Their skills in physician engagement and partnership building to improve the value of care delivered by practitioners has been nationally recognized .

The depth and breadth of the study team in the areas of mindful practice, physician-patient communication, medical narratives, and Relationship-Centered Care ensure the quality of the intervention. This approach may offer significant contributions toward solving the concurrent need to improve the value of care and more effectively engage practitioners in practicing in the field of primary care medicine.

I.
           
Background and Purpose of the Study

Recent pressures on the health care system related to the delivery of services, safety, and  financing, as well as public demand for more personalized and compassionate health care have generated an atmosphere of intense change that is transforming the face of medicine (Mechanic, 2003).To make matters even more complex, when bad outcomes occur, there is increasing confusion among patients, insurers and physicians themselves whether the primary cause is the patient’s disease, or whether it stems from inadequacies of the physician or the system within which care is delivered (Fox, 1959).  In the midst of such upheaval, physicians are experiencing unprecedented levels of demoralization and burnout and are leaving practice (Spickard, Gabbe & Christensen, 2002).  These trends jeopardize the quality of patient care; not only is the primary care workforce shrinking, but job are dissatisfaction and burnout among the physicians who remain likely associated with inferior quality of care (DiMatteo, Sherbourne, Hays, et al, 1993; Shanafelt, Bradley, Kramer, Mahoney, Jette & Beal, 2002). In effect, job dissatisfaction and burnout are becoming patient safety issues (Borrell, 2005). 

A potentially powerful but under-recognized approach to this problem is to enhance physicians’ capacity for mindfulness.   Mindfulness-based interventions have been used for over a quarter century in health care, the law, rehabilitation of prisoners, organizational behavior, professional athletics, and education to increase self-knowledge of and comfort with one’s motivations, feelings and decision-making processes that often lie just under the surface of awareness (Baer, 2003; Kabat-Zinn, 2003; & Krasner, 2004). Mindfulness involves maintaining an open, receptive, and nonjudgmental orientation to one’s present moment experience.  It enables practitioners to observe their own thoughts and feelings and to respond thoughtfully and intentionally, avoiding more reflexive or impulsive responses that might be detrimental to their own health, social relationships or professional effectiveness. 

Enhanced mindfulness on the part of physicians may help improve the quality, safety and efficiency of care in two ways. First, by helping physicians better recognize and respond to stress, it can reduce dissatisfaction and burnout and increase their sense of meaning and motivation, thus improving their motivation and the quality of attention they give to their work.  Second, it can help physicians listen to their patients more effectively and to form stronger relationships, a factor that has repeatedly been associated with improved outcomes (Institute of Medicine, 2004).  Therefore, the purpose of this project is to teach mindfulness skills to a group of primary care physicians and to evaluate the effect of this intervention on the quality of care and physicians’ satisfaction with their work.
  
The intervention will be grounded in a strong foundation of mindfulness training, using simple breathing and self-awareness exercises to raise awareness of thoughts, emotions and physical sensations. We will use two other reflective approaches, Narrative Medicine and Appreciative Inquiry, to help physicians apply mindfulness training to stress reduction and improved communication and relationship process in their own practices. Narrative building involves creating and sharing reflective personal stories that explore the profound and meaningful experiences one has as a physician (Charon 2004). Appreciative Inquiry is an approach to individual and organizational change that alters habitual patterns of thinking and behavior by redirecting attention from problems to be solved and deficiencies to be corrected towards strengths and capacities to be enhanced and extended (Coooperrider 1999).  This approach reinforces and builds upon existing competencies, thus enhancing confidence and motivation for behavior change.

Our conceptual model is shown in figure 1.  Mindful practice will provide general tools to help clinicians manage their own reactivity and achieve greater attentiveness and presence in the clinical encounter. Appreciative Inquiry and Narrative Medicine will, in turn, help clinicians build upon their own strengths, and learn from one another about how to apply those skills by sharing stories from personal clinical experiences. The synergistic result of these approaches will lead to a more informed, flexible and responsive practice style without the wasted efforts in miscommunication, premature closure, and misjudgments, and without the burnout that diminishes quality and efficiency of practice. Thus, we expect to see indications of both improved practice and improved clinician well-being.  
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Figure 1:  A model of mindful practice, narrative and appreciative inquiry 

and their effects on communication, physician well-being and clinical outcomes

To evaluate the intervention, we will look at both its effect on the practitioner as a person as well as its effect on the quality of care provided by that practitioner.  On the personal side, we will define the influence of this training program on practitioner’s job satisfaction and professional outlook. On the delivery system side, we will look specifically at its effect on the quality and efficiency of care provided by participating practitioners.  Our hypothesis is that enhanced awareness brought to the medical encounter by the physician will result in care that is of higher quality and more satisfying to both the physician and patient (Beach et al. 2006). We expect practitioners trained through these joint exercises and experiences will be better able to discover the core of patients’ concerns and expectations, and thus initiate more appropriate, focused, and cost effective evaluations and treatments. A nationally-recognized physician profiling and Pay for Performance program in place in Rochester offers a unique opportunity to track the influence of our intervention on well recognized and accepted measures of quality and cost-effectiveness of care and patient satisfaction. 

Our specific hypotheses are that, compared to controls not receiving the intervention:

1. practitioners receiving the intervention will report that the intervention improves their clinical effectiveness and sense of well being.
2. practitioners receiving the intervention will report lower levels of burnout and stress compared to matched controls.
3. practitioners receiving the intervention will report higher levels of vitality and mindfulness compared to control groups.
4. practitioners receiving the intervention will demonstrate greater improvements in efficiency measures than matched controls.
5. practitioners receiving the intervention will exhibit greater confidence in handling a variety of challenging psychosocial conditions in their patients compared to control groups.

II.            Need and Feasibility
Traditional medical training has focused primarily on solid grounding in science and basic clinical skills, with less emphasis on cultivating the emotional and interpersonal intelligence required to integrate those skills into the day-to-day decisions physicians and patients need to make together. These interpersonal skills contribute to the quality and effectiveness of the doctor-patient relationship. Patients who have a strong and trusting relationship with clinicians are more satisfied, communicate better, and as a result may achieve better clinical outcomes (Institute of Medicine, 2004). Yet as science confirms the power of the healing relationship, other forces in the health care system can leave both patients and doctors feeling stressed and alienated from one another (Miller, 2004).  


Physicians’ personal characteristics, past experiences, values and attitudes can have important effects on communication with patients. Increased self-awareness can enhance communication if coupled with both the awareness of problem areas and strengths, and with interpersonal skills to employ in particular situations. Medical training and continuing education programs rarely undertake an organized approach to fostering increased self-awareness and these interpersonal skills. Enhancing self-awareness among physicians can improve clinical care and increase satisfaction with work, relationships, and with themselves (Novack, Suchman, Clark, Epstein, Najberg & Kaplan, 1997).  Our intensive intervention will address this gap in traditional medical education. By enhancing participants’ self-awareness and interpersonal skills, we hope to see improvements in their quality of care, efficiency, patient satisfaction and professional satisfaction.


The demand for mindfulness interventions is substantial. The Center for Mindfulness in Medicine, Healthcare, and Society at University of Massachusetts Medical School has trained over 13,000 participants and over 5,000 health professionals in Mindfulness-Based Stress Reduction (MBSR).  Many other centers nationwide also offer courses in Mindfulness-Based Stress Reduction for patients and for health care professionals. In the Rochester area, physicians have been offered MBSR as a continuing medical education intensive experience yearly from 2003 to 2006, and in that period over seventy physicians have participated. Many of these physicians describe enhanced personal and professional well-being and effectiveness, and a number of participants from this program continue to meet regularly to engage in mindful practice and to support each others’ unique experiences as physicians. The proposed program will build on this experience, but will be unique in its focus on creating a direct link between the self-awareness gained through mindful practice and the very problems in clinical practice that lead to poor quality of care and physician burnout as explored through appreciative inquiry and physician narratives. 


The enhancement of the physician-patient relationship through this innovative training approach is fully within the scope of the patient safety and practice management innovation funding priority of the Physicians’ Foundation. Since this project, delivered as a continuing medical education activity, is designed to directly develop and implement innovative learning methods to increase the skill level and efficiency of practicing physicians, it also strongly supports the Foundation’s improving practice-based learning techniques funding priority. 

III.           Planned Activities, Timeline, and Assessment of Progress


This project proposes a two-and-a-half year training program for sixty primary care 

              internists and family physicians. 
Recruitment of participants. Participants will be recruited from the Greater Rochester, New York, area through: 1) Rochester Individual Practice Association (RIPA, see below), a community-wide IPA with over 1200 member primary care physicians (PCPs), 2) Monroe County Medical Society (MCMS), 3) The New York State Chapter of the American College of Physicians (NYACP), and 4) The New York State Academy of Family Physicians. Support for recruitment has also been pledged from the Center for Primary Care at the University of Rochester, ViaHealth/Rochester General Hospital, Unity Health, Thompsonhealth, and Finger Lakes Health, representing medical staffs from urban and rural areas over a large area of Western New York (see attached letters). This kind of community-wide collaboration and support is truly unique, and is one of the strengths of this project that will help to ensure physician buy-in and success. One of the groups will be recruited from, and the program held, in a rural region southeast of Rochester. Eligibility for participation includes the current practice of medicine at least 20 hours per week within the 8-county metropolitan Rochester region, with no plan to retire within the ensuing 12 months. Efforts will be made to recruit a diverse group of practitioners with regard to gender, practice location, ethnicity, and age; at least 30% will be women, and at least 15% either Latino or non-white. Participants will be offered up to 43 hours of continuing medical education credit (CME) for their participation through the New York Chapter of the American College of Physicians. 
Recruitment experience among project team members has been very positive in the past, including studies involving substantial physician participation. In particular, 130 physicians in 90 practices in the Rochester community have volunteered to participate in studies involving seeing unannounced standardized patients who were wearing a wire recording device to record conversations intended to evaluate physician communication skills.  MBSR for Rochester Area Physicians has been well-attended, and there remains considerable demand for future courses. RIPA has gained national attention for its successful physician engagement programs. Using relationship centered principles (Safran, 2006), RIPA has earned the trust and involvement of the primary care community. Recruitment will be accomplished, in part, by relying on this reputation. In addition, Drs. Krasner and Beckman, both involved in RIPA, will be actively engaged in meeting with interested practitioners identified through mailings and provider representative contacts.

Virtually all of the seven county Rochester metropolitan area primary care physicians are members of RIPA, and with demographic data collected for each practitioner, an age, sex, specialty and geographic control group will be generated. Geographic location will be based on a designation of a practitioner being urban, suburban or rural. Urban physicians are defined by zip code of the practitioner’s primary office location. Using Medicaid data, the urban practitioners will be defined as locating their practice in a zip code where > 25% of total births are covered by Medicaid. Rural practitioners are defined by a primary practice location included in a geographic region identified by map review in 2003 by RIPA staff and living in areas generally accepted as rural. The suburbs of Rochester are well demarcated and are defined as locations not meeting criteria as being either urban or rural.

Randomization. After a three month start-up period, 60 participants will be assigned as follows:  45 from the Rochester area will be randomly assigned and 15 rural physicians will be assigned together into four staggered intervention groups. This will be a mixed method trial involving two control groups. The first control group consists of 15 clinicians who agree to participate in the educational program but are randomized to a “wait-list” control group. As a courtesy, these participants will receive the initial eight-week intervention toward the end of the study (see timeline below) after data collection is completed. 

The second cohort control group will consist of physicians who have not volunteered for the program, and are matched to participants for similarities in demographics, and in the same quartile on Quality, Efficiency and Patient Satisfaction (if data are available) performance on their 2006 RIPA Value of Care Profiles. To the extent possible, controls will then be drawn from those in the same practice or, if, available, employer group. Additionally, each staggered intervention group will function as an additional “wait-list” control. The RIPA staff engaged in creating the control group will be blinded to the nature and purpose of the study. 

General description of the intervention.  Every three months, a new group will begin the first phase of the project, an intensive eight-week program in Mindful Communication.  Each session will include periods of guided instruction in a number of meditation and self-awareness practices to cultivate awareness and insight, and the creativity that flows from them. These exercises will be combined with structured sharing of critical experiences from practice using techniques drawn from appreciative inquiry and narrative medicine.


These weekly two-hour sessions will focus primarily on four characteristics of mindful practice:  attentiveness, curiosity, “beginner’s mind” and presence. Participants will learn through experiential methods a range of skills aimed at increasing awareness of their moment to moment experiences including physical sensations, emotions, and thoughts. A fundamental activity will be Mindfulness Meditation which will be cultivated through a variety of practices including sitting meditation in which the participants sit quietly while simply observing the flow of their own thoughts, feelings, and sensations, the “body scan” in which participants bring awareness to the state of the body just as it is from moment to moment, mindful hatha yoga consisting of gentle moving and stretching of the body while nonjudgmentally attending to thoughts, feelings, and sensations that arise, and walking meditation. All these activities are designed to heighten participants’ awareness of their own inner and outer experience. Although meditation is used in many religious traditions, there is no religious or spiritual component to this intervention; it is compatible with all faiths and belief systems.
Narrative Medicine will add a dimension of exploring important formative and difficult experiences during clinical practice through writing or sharing of experiences. Participants will have homework each week to identify critical situations in clinical practice that involved either successes or difficulties in communication, and may have affected them or their patients on a personal level. These may involve, for example, the presentation of bad news, dealing with death of a patient, a patient who refuses care, or a feeling of particular closeness or attraction to a patient.  The Appreciative Inquiry component focuses participants’ attention on their existing capacities and prior successes in relationship building and problem solving (as opposed to an exclusive focus on problems or challenges). The stories and reflective dialogue fostered by Narrative Medicine and Appreciative Inquiry will facilitate the incorporation of mindfulness into everyday practice. Indeed, the use of Appreciative Inquiry and Narratives in the context of this group learning experience create a direct conscious link between mindful practice and clinical practice.  

We will ask participants to carry out two kinds of independent work in between sessions: continuing their mindfulness practices at home with the guidance of CD recordings and weekly home practice handouts, and preparing a weekly practice narrative focusing on key features of mindful practice (e.g. situations of surprise, misperception, self-care) or appreciative inquiry (e.g. situations in which the clinician felt particularly effective or inspired).  Each week will also include a critical reading that will help solidify the link between the weekly theme, the associated self-awareness and clinical practice.
The eight week “inoculation” phase will conclude with a day-long retreat. Each cohort of participants will then meet monthly for the remainder of the year, constituting the second “consolidation and maintenance” phase. (Groups will be combined for these monthly consolidation sessions which will be held at the Rochester Academy of Medicine.) These facilitated sessions, designed to reinforce mindfulness, inquiry, and dialogue skills, will have a similar format to the eight-week program, with contemplative practice and facilitated communication skills building on topics selected by the group.

The timeline for the program therefore is as follows: 


January-March, 2007


Start up, recruitment of participants


April, 2007-March, 2008

Group 1


July, 2007- June, 2008


Group 2


October, 2007-September, 2008

Group 3


January, 2008-December, 2008

Group 4


January-March, 2009


Final Data Collection


April-June, 2009 


Data Analysis and Final Report


April-June, 2009


Control Cohort Eight-week program

	1
	Review theory

Why participate?

Body Scan technique

ADL awareness
	Why medicine in the first place?

What has happened to those ideals?
	Daily mindfulness exercises

Basic mindfulness reading

Narrative about misperception and surprise for next week

	2
	Body scan and sitting meditation exercises

 Awareness of pleasant experiences
	Share stories about misperception and surprise

Explore internal and external clues about the origins
	Daily mindfulness exercises

Basic reading about AI

Narrative about feeling competent and effective

	3
	Body scan and  sitting meditation, introduce mindful Hatha Yoga

Awareness of unpleasant experiences
	Share stories about competence and effectiveness

Explore what “went right” as opposed to what “went wrong”
	Daily mindfulness exercises

Basis reading about physician emotion and stress

Narrative about an experience of negative emotion/stress

	4
	Body scan, sitting & Hatha Yoga practices

Discuss stress physiology and how mindful practice can affect stress
	Share story about experience of negative emotion / stress

Explore how one responded to these feelings
	Daily mindfulness exercises

Basic reading about meaningful (joyful) experiences in medicine

Narrative about a meaningful experience from practice

	5
	Body scan, sitting & Hatha Yoga practices

Discuss challenges of being rather than doing


	Share story about a meaningful experience in practice

Explore why it was so important to the physician
	Daily mindfulness exercises

Basic reading about managing conflict

Narrative about an experience of conflict around “doing the right thing”

	6
	Body scan, sitting & Hatha Yoga practices

Interpersonal mindfulness exercises using mindful dialogue/communication
	Share a story about conflict around “doing the right thing”

Explore how conflict was approached (effective and ineffective aspects)
	Daily mindfulness exercises

Basic reading about physician self-care

Narrative about taking good care of oneself, and not taking care of oneself 

	7
	Body scan, sitting & Hatha Yoga practices

Explore some of the challenges incorporating this practice into real life
	Share as story of good self care and lack thereof

Explore what makes self-care so difficult
	Daily mindfulness exercises

Basic reading about inspiring self and others

Narrative example of when one inspired someone else or was inspired by someone else

	8
	Body scan, sitting &Hatha Yoga practices

Mindful writing exercise crafting a personal “Hippocratic Oath”
	Share example of when one has inspired others

Share one’s own oath to the profession
	Regular mindfulness practice

Reading for the retreat around mindfulness

	9
	Day long silent mindful retreat with deepening of the meditation practices
	
	Regular mindfulness practice

List of potential topics given to group

	10-20 Monthly follow-up
	Body scan, sitting & hatha yoga practices

Explore the challenges and successes of ongoing incorporation into daily life/work
	Presentation of a meaningful case from practice

Group selection of potential topics for future sessions

Topics include (but are not limited to): see below
	Regular mindfulness practice

Reading for the topic selected

Narrative focused on the topic selected for subsequent week.


 Session #
Mindfulness exercise 
Narrative / AI exercise

Home Assignment

	Potential Topics for Sessions 10-20

	Death and Dying                                                         Sexual Attraction

Substance Abuse                                                         Working with families

Termination of the doctor patient relationship            Impaired colleagues

Healthy coping                                                            Working as part of a team

Delegating responsibility                                             Saying “no”


IV. Leadership and Staff of the Project (See attached Curricula Vitae)
· Linda Lambert, CAE, Executive Director of  New York State Chapter of the American College of Physicians, Inc. (NYACP, Inc., the applicant organization)

· Michael Krasner, MD, FACP, Project Director, and a practicing primary care internist, has extensive training and experience in teaching and studying mindfulness-based interventions. He has taught MBSR for six years with over 400 participating individuals, including four years with practicing community physicians and medical students, and is currently engaged in a study of the effects of mindfulness training on professional interpersonal skills in medical students, and a study of the effects of mindfulness training on well-being and immunity in the elderly. He has completed a seven-day professional intensive in MBSR under the direction of Drs. Jon Kabat-Zinn and Saki Santorelli, as well as an eight-day teacher development intensive, a nine-day summer practicum, and 16 weeks of one-on-one supervision of MBSR teaching under the direction of the professional education directors at the Center for Mindfulness in Medicine, Healthcare, and Society, University of Massachusetts School of Medicine. He has led a mindfulness workshop using narrative building for teachers and researchers of mindfulness at the 4th Annual Scientific Conference in Integrating Mindfulness-Based Interventions into Medicine, Healthcare, and Society in 2006. 

· Howard Beckman, MD, FACP, Project Team Member in charge of evaluating patient satisfaction and practice efficiency is a nationally recognized health services researcher. He is well known for his work in physician patient communication and recently has focused on the areas of physician engagement and partnership building in improving the value of care delivered by practitioners. Dr. Beckman served as evaluation director and co-PI for the RWJ Rewarding Results grant to Excellus/RIPA. The million dollar grant incorporated evidence-based chronic disease measures into the RIPA Pay for Performance Program. Currently, the grant, which ran from 2002-2005 has resulted in four publications regarding physician’s personal responses to pay for performance as well as quality and economic results of the program. Dr. Beckman speaks nationally to physicians, health plans and business leaders about the advantages of and methods to create partnerships between physicians and the payor community. Dr. Beckman is a nationally respected qualitative researcher who has collaborated in multiple multi-method projects with quantitative researchers. His expertise in the creation and on-going management of the profiling program will be invaluable in the creation of a control group and managing the complex quality and efficiency data needed to meaningfully understand the true impact of this project on practitioner’s day to day experiences. 

· Ronald Epstein, MD, Project Team Member in charge of evaluating physician satisfaction, self-efficacy and other measures, is a practicing family physician, the Director of the Rochester Center to Improve Communication in Health Care, and Professor of Family Medicine and Psychiatry at the University of Rochester. He is an expert on teaching and research on communication in health care settings, fostering self-awareness in clinicians, an experienced and federally-funded qualitative and quantitative researcher and author of over 100 publications on communication and the patient-physician relationship. He is the winner of several awards, including the Lynn Payer Award for lifetime contributions to teaching and scholarship on the patient-physician relationship, and has been a visiting professor and lecturer at over 50 institutions worldwide. He has practiced mindfulness techniques for over 30 years and wrote the seminal JAMA article on Mindful Practice (1999). He is active in teaching students, residents and practicing clinicians, and has developed innovative ways of assessing physicians’ performance in clinical settings.

· Tim Quill, MD, FACP, Project Team Member in charge of developing and implementing particular physician narrative tasks is the Director of the Center for Ethics, Humanities and Palliative Care at the University of Rochester Medical Center.  He has been a primary care physician for 25 years, and is a national leader in the field of palliative care. His research has focused on patient physician communication in primary care and in palliative care, with a particular focus on medical decision making toward the end of life.  He has written and taught extensively in areas of delivering bad news, discussing palliative care and hospice, clinical reasoning, and medical narratives.  He has been grant funded to develop modules to teach physicians how to discuss bad news, conduct a family meeting around DNR, enhancing patient involvement in treatment, and obtaining informed consent.  He teaches physicians regularly about how to manage stress, and how to care for themselves while taking care of others.  He is the author of 5 books mainly focused on improving doctor patient communication and decision making toward the end of life.

· Anthony Suchman, MD, MA, FACP, Project Consultant about Appreciative Inquiry, is a practicing physician, an organizational consultant, and Clinical Professor of Medicine and Psychiatry at the University of Rochester.  He also chairs the board of the American Academy on Communication in Healthcare. Through his research, writing and teaching (on patient-clinician relationships, medical decision-making, physician satisfaction, and the spiritual dimensions of medical care) he has become known as one of the leading proponents of a partnership-based clinical approach known as Relationship-Centered Care.  After 15 years of academic pursuits, Dr. Suchman spent 5 years creating and leading an integrated delivery system founded on the principles and values of Relationship-Centered Care; he also earned an MA degree in Organizational Change.  For the past six years, Dr. Suchman has been working on organizational change projects and leadership development with hospitals, group practices, medical schools and credentialing organizations in the US and abroad, and has used Appreciative Inquiry extensively in this work. 
The relationship between NYACP, Inc. and the Project Team will be clearly defined and  

feature the following:

· NYACP, Inc. will have complete control over fiscal matters and will provide oversight of the project. 

· As such, NYACP, Inc. will handle the flow of funds to support the project, the project team, and maintain an accounting process for the project.

· NYACP will make site visits periodically to assess the project’s status, assuring that it is achieving its objectives.

· The Project Director will report periodically to NYACP, Inc. on the progress of the project. In collaboration with NYACP, Inc., together they will comply with any reporting requirements of the funding body (PFHSE).

· The Project Team will prepare and apply for Institutional Review Board (IRB) approval from the University of Rochester Research Subject Review Board for the project, and the use of funds from NYACP, Inc. will be contingent upon RSRB approval.

· NYACP, Inc. will process, implement, and evaluate the continuing medical education activities of the grant.
V. Impact and Geographic Reach

Mindfulness-based interventions have been proposed as a means to increase physician competence (Epstein, 1999; Epstein, 2001; Borrell & Epstein, 2004). This project will focus on the use of mindfulness to improve competence in the area of patient-physician relationships, and may therefore have a profound impact on physicians’ self-awareness, openness, empathy and ability to accurately understand the patient and his/her illness.  It will also improve physicians’ capacity to be fully present to their patients, which may be a healing factor in its own right (Horowitz, Suchman, Branch &Frankel, 2003).  Thus the Mindful Communication program may improve the quality of care and provide a national model for physician training. Greater professionalism and rediscovery of personal meaning may reduce burnout and result in a more sustainable practitioner community. Through improvements in quality and efficiency, a safer, more responsive, and less costly delivery system may emerge.  

The geographic reach of this project will include academic medical centers in the Rochester, New York, its suburbs and a 300-square mile 8-county surrounding region that is largely rural. We will create a syllabus and training manual that will allow for exporting this program to other institutions nationwide.

VI. Project Evaluation

An assessment of progress will be made periodically, facilitated by the gathering of outcomes data. As discussed below, data will be collected at the end of each eight-week program, and at six and then fifteen months after the start of the program. Initial summary of data, as well as assessment of the number of active participants relative to the number planned will be used as benchmarks. Michael Krasner, MD, as Project Director, will be responsible for a comprehensive summary, which will be submitted to Linda Lambert, Executive Director of the applicant organization. The project will be evaluated in two domains: 1) physician self report measures in terms of satisfaction with practice, self-efficacy, confidence, vitality and burnout, and 2) practice measures of quality and efficiency using quality of care measures developed by Excellus and RIPA as part of its nationally recognized pay for performance program, and using more standard patient satisfaction measures.  The data analysis teams both at RIPA (practice measures directed by Dr. Beckman) and at the University of Rochester Medical Center (physician participant measures directed by Dr. Epstein) will meet regularly with the Project Team to assure that design, data collection and data analysis are carefully considered throughout the life of the project, and to oversee presenting and publishing results of the project both locally and nationally.

Outcome measures. Physician self-report measures. We will employ scales that rate physicians’ perceptions of their own stress, mindfulness and well-being. We will also assess physicians’ self-perceived effectiveness in dealing with psychosocial problems. Survey measures will be done upon starting the intervention (T0), at the end of the initial intensive program (2 months, T1), and 6 and 15 months after beginning the intervention (T2 and T3). Physicians will be paid $50 for completion of each of the T2 and T3 surveys (control physicians will be paid $50 for each of the four survey completions):

· Perceived Stress Scale, a 10 item questionnaire assessing the degree to which current life situations are stressful (Cohen, Kamark & Mermelstein, 1983).

· Mindfulness Attention and Awareness Scale, a 15 item self-report questionnaire assessing dispositional mindfulness (Brown & Ryan, 2003).

· Physician Psychosocial Belief Scale, a 32 item tool designed to assess physicians’ confidence in handling a variety of challenging psychosocial conditions in their patients.

· Interpersonal Reactivity Scale, a 28 item scale that measures the cognitive and affective dimensions of empathy (Davis, 1983).

· Vitality Scale, a seven item scale measuring the subjective experience of aliveness or energy (Ryan &Frederick, 1997).

· Maslach Burnout Inventory, a 22 item tool that measures burnout as it manifests itself in staff members in human services institutions and health care (Maslach & Jackson, 1986).

Quality and Efficiency of Care measures.  RIPA has been profiling physicians at the individual physician level since 1999 using a robust set of quality measures which were reviewed and endorsed by NCQA in 2002 (see attached part of sample profile). The RIPA profile and its set of pathways have received national attention (Greene et. al., 2004; Beckman, et. al., 2006; Francis, et. al., 2006; and Curtin, et. al., in press).

The efficiency index (EI) is based on a comparison of costs in caring for each patient’s diagnoses, providing case adjustment by age, sex and multiple clinical conditions. The EI is based on the physician’s costs for all the episodes of care seen during the measurement period, compared to the rest of the specialty’s average costs for that same distribution of diagnoses. The quarterly reports from RIPA to practitioners will continue as they have since 2000, along with availability to RIPA staff to help interpret and assist in improving their scores. This approach has been in place since 2000 so will not present a confounding intervention. Administrative data used for scoring has an overall accuracy of 92-94%.


Each participating physician and control will be measured for practice efficiency in 2006, the index year, and then at the end of 2007 and 2008. The 2006 results will serve as pre-intervention measures to be compared with the post-intervention results. Absolute scores and percent improvement will be compared separately and also by specialty (Francis, et. al., 2006). The data management, statistical analysis and report generation will be supervised by Greg Partridge, Senior Technical Analyst at RIPA. The intervention group will be compared demographically with the control group and wait-list group using Chi-Square analysis. As the efficiency scores are continuous variables, ANOVA will be used to compare the intervention, control, and wait-list groups. In addition, normality curves will be generated for the two groups. In the absence of a normal distribution pattern, the Kruskal-Wallis test will be substituted for the ANOVA. 


The same approach will be employed for the physician self-report measures. Tests that report in continuous variables will use the ANOVA or Kruskal-Wallis based on normalcy of distribution curves. Those reporting non-continuous variables will be analyzed using Chi-Square analysis. Significance will be based on achieving a p-value of <0.05. These observations may then serve as the foundation for further research and/or practice interventions.

VII. Dissemination Plan

The results of this project will be shared, locally and nationally, through forums such as conferences and publications of the American College of Physicians, the American Academy of Family Physicians, and the American Association for Communication in Healthcare.  We anticipate publishing in at least 5 peer-reviewed general and specialty journals data which will include quantitative analyses of administrative and self-report outcomes. Through development of an exportable package for grass-roots training in local communities, this intervention can be widely distributed. Because mindfulness-based interventions have gained in popularity in recent years, and because most metropolitan areas already have established mindfulness-based stress reduction programs, the project team of this proposal intends to assist in the interaction of the medical community with these resources, providing expertise in the creation of Mindful Communication training for many more physicians across the country.
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Appendix 2

Summary of Outcome Measures

Measure


Group Measured

Time of Measurement


Diabetes Pathway

IG and CG


10/05-9/06; 10/06-9/07; 

Adherence –

Percent change and

Absolute scores






10/07-9/08

Asthma Pathway

IG and CG


10/05-9/06; 10/06-9/07;

Adherence -






10/07-9/08

Percent change and

Absolute scores

CAD Pathway 


IG and CG


10/05-9/06; 10/06-9/07

Adherence - 






10/07-9/08

Percent change and

Absolute scores

Sinusitis Pathway

IG and CG


10/05-9/06; 10/06-9/07


Adherence -






10/07-9/08

Percent change and

Absolute scores

Otitis media Pathway

IG and CG


10/05-9/06; 10/06-9/07

Adherence - 






10/07-9/08

Percent change and

Absolute scores

Efficiency index -

IG and CG


10/04-9/06; 10/05-9/07;

Percent change and





10/06-9/08

Absolute scores

Variable considered in analysis: 

Age, sex, geographic region, specialty, 
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