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There is a rapidly growing consensus in recent years that
mindfulness is useful and effective and leads to sustainable
well-being. And even better, it is free of charge and does
not require taking a pill. Studies have shown that it can
improve clinical care, decrease burnout, and promote well-
ness for both patient and provider. But for it to become
widespread in our profession, it must be institutionalized.
High quality evidence exists for the use of mindfulness as a
therapeutic intervention for specific patient populations
and as training for mental health professionals. This past
year, Dr. Anita Everett, the president of the American
Psychiatric Association, held a town hall at the Annual
Meeting entitled “Physician Wellness and Burnout,” due
to the overwhelming evidence that many physicians are
struggling with this issue (and psychiatrists in particular)
[1, 2]. Currently, mindfulness education for our trainees is
sporadic and left up to the judgment of individual medical
schools and residencies. It is an afterthought, and so it
often ends up in the bin of “not enough time for that.”
Despite ample research demonstrating its effectiveness
and a clear clinical demand, the field of psychiatry has
not yet translated these findings into basic training. In the
April issue of Academic Psychiatry, the article by
Grabovac and Burrell provides a competency-based frame-
work through which Canadian psychiatric residencies
could structure training in mindfulness-based interventions
(MBIs) [3]. In this commentary, we propose how and why
it is time for us here in the USA to catch up!

Clinician Mindfulness

Mindfulness training can be personally beneficial and help to
address some of the challenges that clinicians face in the field.
Several studies show that when clinicians practice mindful-
ness, it can decrease burnout, increase work satisfaction, and
enhance therapist qualities such as empathy and compassion
[4, 5]. Mindfulness work can also help clinicians improve
their skills in other therapeutic modalities such as motivational
interviewing, which emphasizes “mindfully attending to the
therapeutic relationship” throughout a patient’s treatment [6].
Additionally, clinician mindfulness training and practice is
associated with improved patient outcomes [7]. Recent re-
search demonstrates that it can reduce implicit bias in clini-
cians and therefore help to decrease the gap in health care
disparities [8]. Given the practice gaps our field faces, it would
make sense to include mindfulness training as part of psychi-
atric residency programs.

Mindfulness in Psychiatric Training

In their article, Grabovac and Burrell articulate a blueprint for
how mindfulness education can be folded into the existing
competency-based framework for Canadian psychiatry post-
graduate programs. The suggested model divides training into
three tiers: basic, advanced, and leadership. The rationale be-
hind this idea is that mindfulness is not for everyone, and the
authors are not expecting all clinicians to develop a mindful-
ness practice for themselves. Basic standardized didactics
would introduce core understanding and practical approaches
to mindfulness, while also establishing basic guidelines for the
assessment and appropriate referral of patients for MBIs.
Advanced and leadership training would be given to those
individuals who will be practicing mindfulness themselves
and will be providing MBIs directly to their patients.
Mindfulness interventions are generally thought to require
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an experienced and “practicing”medical provider—similar to
classic psychoanalysis. A clinician’s own practice of mindful-
ness is thought to be essential for effective delivery and likely
for educational leadership as well. What is so inspiring about
the article is that it not only includes a design for how to
implement the education of psychiatry residents, but also for
how to develop the individuals who will deliver it.

The authors also provide an excellent summary of the ben-
efits and challenges of teaching mindfulness. They identify
the common stigma that mindfulness “favors acceptance over
taking action” as one major hurdle. In reality, mindfulness is at
the very basis of creating change—being open to novel ideas,
becoming unbound by our rules and routines, and developing
engagement [9]. This is the mindset we want to develop for
our patients and for ourselves as clinicians. It is of note that
Grabovac and Burrell steer clear of recommending mindful-
ness training for the benefit of the practitioner’s own mental
health. In years past, practitioners were expected to engage in
their own therapy, yet this edict has been discarded for a vari-
ety of reasons. Similar to sleep hygiene and exercise, mind-
fulness training differs from therapy in that it is not only for
those with challenges, but is also a tool that promotes well-
being.

Next Steps

Although it is difficult to quantify the lag time from research
discovery to widespread implementation, Morris et al.
attempted to do just that—and settled upon a lag time of
17 years [10]! We are hopeful that it will not take quite this
long to bring mindfulness to our psychiatric trainees. After all,
the time may be ripe: the Accreditation Council for Graduate
Medical Education is in the process of transitioning to a new
accreditation system that rewards innovation in programs, and
they already have their own initiative on promoting physician
well-being [11]. A cleverly designed MBI training program
might serve a dual purpose in this regard. It seems both prac-
tical and desirable to have significant faculty involvement, not
only for improved training for the residents but for increased
well-being among the faculty themselves. Given that mindful-
ness training seems to be a win-win, the key will be to create a

sharp, clear-eyed plan for implementation here in the USA,
which is comparable to the one developed by our Canadian
colleagues. As they say—if you build it, they will come and be
mindful.

Compliance with Ethical Standards

Disclosure On behalf of all authors, the corresponding author states that
there is no conflict of interest.

References

1. Everett A. Working toward wellness: exploring burnout and resil-
iency in physicians. Psychiatric News: American Psychiatric
Association Publishing; 2017.

2. Shanafelt TD, Boone S, Tan L, Dyrbye LN, Sotile W, Satele D,
et al. Burnout and satisfaction with work-life balance among US
physicians relative to the general US population. Arch Intern Med.
2012;172(18):1377–85.

3. Grabovac A, Burrell E. Standardizing training in mindfulness-
based interventions in Canadian psychiatry postgraduate programs:
a competency-based framework. Acad Psychiatry. 2017; https://
doi.org/10.1007/s40596-017-0721-5.

4. Zerbo E, Schlechter A, Desai S, Levounis P. Becoming mindful:
integrating mindfulness into your psychiatric practice. Arlington:
American Psychiatric Publishing; 2016. p. 47–48.

5. Irving JA, Dobkin PL, Park J. Cultivating mindfulness in health
care professionals: a review of empirical studies of mindfulness-
based stress reduction (MBSR). Complement Ther Clin Pract.
2009;15(2):61–6.

6. Levounis P, Arnaout B, Marienfeld C, editors. Motivational
interviewing for clinical practice. Second ed. Washington:
American Psychiatric Association Publishing; 2017. p. 120.

7. Grepmair L, Mitterlehner F, Loew T, Bachler E, Rother W, Nickel
M. Promoting mindfulness in psychotherapists in training influ-
ences the treatment results of their patients: a randomized, double-
blind, controlled study. Psychother Psychosom. 2007;76(6):332–8.

8. Burgess DJ, Beach MC, Saha S. Mindfulness practice: a promising
approach to reducing the effects of clinician implicit bias on pa-
tients. Patient Educ Couns. 2017;100(2):372–6.

9. Langer E, Moldoveanu M. The construct of mindfulness. J Soc
Issues. 2000;56(1):1–9.

10. Morris ZS, Wooding S, Grant J. The answer is 17 years, what is the
question: understanding time lags in translational research. J R Soc
Med. 2011;104(12):510–20.

11. ACGME Outcome Project. Available at http://www.acgme.org

Acad Psychiatry (2018) 42:246–247 247

https://doi.org/10.1007/s40596-017-0721-5
https://doi.org/10.1007/s40596-017-0721-5
http://www.acgme.org/

	Finding Time for Mindfulness: in Education, Clinical Practice, and Our Lives
	Clinician Mindfulness
	Mindfulness in Psychiatric Training
	Next Steps
	References


