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ABSTRACT

Background:  In today’s health care environment, developing expertise and making good

decisions can be challenging when confronted with demands for high performance, high

productivity, and low cost.  Mindfulness may be a practice that can promote expertise and

improve decision making, despite the pressures faced by occupational and physical

therapists.

Purpose: The purpose of this study was to explore and examine the potential relationships

between expertise, mindfulness, and decision making.

Methods:  Occupational and physical therapists participated in a two-part study that included

both quantitative and qualitative methodology.  Seventy-five therapists completed a

demographic questionnaire, a modified version of the Kentucky Inventory of Mindfulness

Skills (KIMS-M), and the Peer-Rated Expertise in Occupational and Physical Therapy Scale

(PREOPT).  In the second part of the study, four therapists completed a case study using a

think aloud protocol.  Their verbalizations were analyzed, using verbal protocol, for trends

and patterns that would reveal differences in the therapists’ decision making processes.

Results:  Results of the first part of the study did not reveal a significant relationship

between mindfulness, measure by the KIMS-M and expertise, measured by the PREOPT.

Qualitative analysis suggests that mindfulness may affect therapists’ approaches to decision

making but does not indicate that these approaches result in better decision making.  Further,

the differences were surprising, as they were not consistent with current arguments about the

effects of mindfulness.
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Conclusion:  These preliminary results suggest a relationship between mindfulness and

decision making approaches.  However, further research is needed to confirm these

observations and explore the nature of this relationship.
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CHAPTER 1

INTRODUCTION

The age of managed care arrived in the 1990’s and changed the practices of health

care professionals nationwide.  Despite the efforts to control costs, the popular press

continues to report the uncontrolled rise in health care expenses (Fessenden, 2007;

Freudenheim, 2007) Today, health care professionals find themselves squeezed between the

pressure to cut costs and increase productivity on the one hand and increasing demands from

clients and regulatory organizations for high quality health care on the other.   There is both

less time and less tolerance for decision making errors that could result in a variety of

negative outcomes such as loss of time (in terms of the number of visits remaining to the

client), loss of money, and failure to accomplish desired therapeutic goals.  Yet pressure and

stress can lead to increased errors in decision making and professional burnout (Cohen-Katz,

Wiley, Capuano, Baker, & Shapiro, 2004; Klien, 1996; Lehner, Seyed-Solorforough,

O’Connor, Sak, & Mullen, 1997).  Occupational and physical therapists may find themselves

dissatisfied with their practice, overwhelmed, or becoming disengaged with their practice

such that they work in a detached and automated manner with their clients (Cohen-Katz et

al., 2004; Epstein, 1999).  Further, the poor decision making associated with the increase in

stress can result in the setting of wrong, conflicting or unrealistic goals, the development of

ineffective treatment plans, and the implementation of inappropriate interventions. These

outcomes could result in harm to the patient, treatment plans that are either unnecessary or

fail to engage and motivate the client, and ethical dilemmas.  Therefore, it is increasingly
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important for therapists to engage in practices that promote high levels of professional

performance while coping with the stresses of the health care environment.

Mindfulness is a concept that has recently come to the attention of researchers and

clinicians in both medical and psychological fields because of its potential applicability to the

problems facing therapists in the contemporary treatment environment.  Mindfulness, derived

from Eastern contemplative practices, helps to decrease stress and anxiety in a variety of

populations including patient and professional populations and is proposed to help facilitate

positive changes in thinking and behavior such as increased empathy and improved decision

making (Baer, 2003; Bishop et al., 2004; Shapiro, Astin, Bishop, & Cordova, 2005; Shapiro,

Schwartz, & Bonner, 1998).  Mindfulness was introduced to patient populations in the

medical field by Jon Kabat-Zinn (1990) through his program of Mindfulness-based Stress

Reduction at the University of Massachusetts Medical Center.  More recently, Epstein (1999,

2003a, 2003b) argued that mindful practice can facilitate better medical practices.  Epstien

(1999) proposes that a mindful practice is characteristic of exemplary practice and underlies

good decision making.  He writes,

Exemplary physicians seem to have a capacity for critical self-reflection that pervades

all aspects of practice, including being present with the patient, solving problems,

eliciting and transmitting information, making evidenced-based decisions, performing

technical skills, and defining their own values…This process of critical self-reflection

depends on the presence of mindfulness. (p. 833)

He defined mindfulness as attending, in a nonjudgmental way, to physical and mental

processes during ordinary everyday tasks to act with clarity and insight.  He argues that

mindfulness is integral to professional competence and facilitates better performance in all

areas of practice including decision making.  However, in his argument he makes three
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assumptions that have yet to be explored through research.  The first is that physicians who

are exemplary are also mindful.  The second assumption is that these same exemplary

physicians are also good decision makers.  And finally, there is the assumption that there is a

relationship between mindfulness and good decision making.

There is no research linking mindfulness to clinical competence, yet mindfulness-

based interventions are showing some support for the argument that professional

performance can be improved with the use of mindful practices such as meditation or yoga.

Early research on health care professionals such as medical students, physicians, nurses and

nursing students suggests that mindfulness-based interventions help to decrease stress, stress-

related symptoms, and burnout, and alternatively increase empathy and spirituality (Beddoe

& Murphy, 2004; Cohen-Katz, Wiley, Capuano, Baker, Shapiro, 2005; Shapiro et al., 1998;

Shapiro et al., 2005; Rosenzweig, Reibel, Greeson, Brainard, & Hojat, 2003).  Research on

clinical populations provides further support for the argument that mindfulness can change an

individual’s internal experiences and behaviors in ways that impact health and well-being

(Baer, 2003; Carlson, Ursuliak, Goodey, Angen, & Speca, 2001; Kabat-Zinn, Lipworth,

Burney, & Sellers, 1987; Teasdale et al., 2000). Therefore, mindfulness-based interventions

have an effect that appears to be positive.  However, the mechanisms underlying these effects

were not explored and therefore it is not clear that a change in mindfulness was responsible

for their results.  Further, these studies did not explore whether the interventions had a

positive impact on decision making in a clinical setting.  Hence the connection between

mindfulness, expert practice, and decision making has yet to be determined. The purpose of

this study is to probe for potential relationships between expertise, mindfulness, and decision

making.  As it is the first study to look at those relationships, this study will serve as an
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exploratory study that will investigate the possibility of a direct relationship between

mindfulness and expertise and provide a rich description of the differences in decision

making based on expertise and mindfulness.

Expertise and Mindfulness

The following paragraphs will describe and define expertise and mindfulness based

on the existing discussions of these variables in the medical and psychological literature.

Further clarification of these variables will help to remedy existing limitations in identifying

expertise and mindfulness (Bishop et al., 2004; Ericsson, 2005; Shanteau, 1992).  This

clarification will serve as the basis for measuring expertise and mindfulness in this study.

Defining Expertise

Expertise proves to be a difficult concept to define and measure, therefore research

has explored expertise employing qualitative measures in an effort to identify and describe

the characteristics of professionals who are experts in their fields.  In the 1980’s and 1990’s it

became increasingly important to understand the characteristics and behaviors of experts in

order to promote better practices in occupational and physical therapists (Burke & DePoy,

1991; DePoy, 1990; Jensen, Gwyer, Shepard, & Hack, 2000).  This literature uses the terms

expertise, mastery, and exemplary practice interchangeably in describing the practice of

health care professionals who appear to outperform their peers.   Experts have superior

knowledge organization, the ability to rapidly and accurately identify the crux of a problem,

substantial technical skills, and the ability to remain in interaction with the client while

performing medical interventions or making decisions (Benner, 1984; Case, Harrison, &
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Roskell, 2000).  Mastery is characterized by experience, creative reasoning, commitment,

knowledge that is multidimensional, confidence, caring, and vision (Burke & DePoy, 1991;

Jensen et al., 2000).  Exemplary practice is characterized by critical thinking and clinical

reasoning that includes a broad perspective of the patient (American Occupational Therapy

Association [AOTA] Entry Level Study Commission, 1987).  These descriptions imply that

expert therapists will demonstrate more of these characteristics than experienced, average

therapists. Although it is most common in the literature to compare experts to novices, it is

equally informative to compare experts to colleagues who have similar years of experience

but lack the characteristics such as automatic detection of meaningful patterns, selection of

optimal strategies, and so on.

Based on this research there appears to be an overall agreement in the type of

behaviors and characteristics medical experts embody.  These descriptions are primarily

process oriented and focus on the habits, characteristics, reasoning, and attitudes of experts.

However, in considering these descriptions, the reader must understand the impact of

sampling on the potential to bias these results.  All studies were based on relatively small

sample sizes and on some form of nomination to identify therapists who were experts.  Peer

nomination was employed to attempt to identify experts or masters in the studies by Burke

and DePoy, 1991 and Jensen et al., 2000.  There is no universally accepted definition of

expertise presented in this literature. Therefore, it is difficult to confirm that the participants

in these studies are representative of true expertise.  The risk is that therapists with years of

experience and the self-confidence that accompanies experience do not engage in the

behaviors and thinking processes that are present in true experts.  It is common to confuse

years of experience and self-confidence with expertise.  Therefore it is difficult to confirm
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that therapists, who are nominated as experts by their peers, are true experts and not well

liked, experienced average therapists.

The field of psychology has researched expertise in a variety of professions and

activities such as chess, sports, music, physics, and medicine (Ericsson & Lehmann, 1996).

As a result, psychology can provide further insight and clarification of behaviors and

characteristics of experts in general.  Typically, experts are defined as individuals who are

experienced in their profession and are recognized through the acquisition of professional or

social credentials as having the necessary skills and abilities to perform at the highest level

(Camerer & Johnson, 1991; Shanteau, 1992).   Further, these individuals typically

demonstrate their expertise through tournament results, significant achievements such as a

published book, research, or specific artistic performances (Ericsson & Charness, 1994).

These arguments provide further support that expertise can be defined by the knowledge and

skill achievement of a professional in their field of practice.

However, research revealed that although these experts typically have more

knowledge and experience, they do not consistently demonstrate superior ability when tested

on critical skills in their field.  In their exploration of why experts do not differ from novices

in their performance in experimental settings, researchers have found three key explanations.

First, sometimes lack of rigor at the level of defining expertise leads to selecting individuals

who are not really experts.  Second, capturing expert performance requires identifying well-

defined tasks that occur frequently and capture the essence of expert performance in a

specific domain (Ericsson & Charness, 1994). Some tasks used in these studies do not pose

particular problems to novices or fail to require skills that only experts have. Thirdly, experts

were selected for studies on the basis of years of experience or other professional
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recognition; however, experience and knowledge alone do not lead to superior performance

(Ericsson, Krampe, & Tesch-Romer, 1993; Ericsson & Lehmann, 1996).  Therefore, the

identified experts may be experienced professionals with average rather than exceptional

skills. Ericsson and Lehmann (1996) define expert performance as consistently superior

performance on a specified set of representative tasks for a domain.  Still, some of the

difficulty in defining expertise lies in the difficulty of finding appropriate and relevant tasks.

Ericsson (2004) provides further argument that the key difference between those with

average performance and those who are experts is the continuing effort to improve

performance through deliberate practice.  He states that, “The key challenge for aspiring

expert performers is to avoid the arrested development associated with automaticity and to

acquire cognitive skills to support their continued learning and improvement” (Ericsson,

2004, p. S73).   Deliberate practice is the process of practicing specialized tasks with

concentration on performance and the immediate feedback of a coach or teacher (Ericsson,

2004, 2005; Ericsson & Charness, 1994; Ericsson & Lehmann, 1996).  Therefore,

achievement of expert performance requires a high level of commitment on the part of the

individual to improve his or her performance on a particular task or skill.  The achievement

of expert performance requires about 10 years of deliberate practice depending upon the

individual’s age and time spent in deliberate practice (Ericsson & Charness, 1994; Ericsson

& Lehmann, 1996; Ericsson et al., 1993).

This review of the literature on expertise suggests that although expertise is typically

associated with experience and years of practice, there are several characteristics of expertise

that can be used to help identify experienced therapists who are also experts in their field.

Theoretically, these characteristics can be divided into three categories, clinical reasoning,
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habits and practices, and attitude.  Clinical reasoning includes superior knowledge, problem

identification, problem solving, creativity, vision, the ability to integrate theory and

experience, and the employment of unique cognitive strategies such as forward thinking.

Experts also demonstrate habits and practices that maintain and improve their performance.

These habits and practices include but are not limited to superior technical skills,

interpersonal skills, deliberate practice, and seeking new skills and knowledge.  Finally,

experts’ attitudes seem to include a high level of commitment to professional development,

to providing exceptional patient care, and the willingness to engage in deliberate practice.

This level of commitment to improving their performance suggests that there are clear

motivational differences between experienced therapists who are expert and experienced

therapists who are not experts.  Therefore, rich descriptions of the characteristics of

perceived experts are available and can be used to help further distinguish therapists who are

experts from therapists who are experienced but average in their performance.  These

characteristics are used to operationalize expertise in this study in an effort to overcome the

pitfalls of the failure to adequately define expertise.

Defining Mindfulness

Similarly to expertise, mindfulness consists of a variety of characteristics that in

combination appear to describe the variable.  Mindfulness can be difficult to understand and

therefore also difficult to measure.  Although researchers have begun to generate some

agreement regarding the key characteristics of mindfulness the debate is still ongoing

(Bishop et al., 2004; Shapiro et al., 2006).  This outcome is understandable because

mindfulness is difficult to conceptualize.  Coming from eastern contemplative traditions,
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perhaps this difficulty of conceptualizing mindfulness is no surprise.  Practitioners of eastern

contemplative traditions warn that mindfulness is inherently nonconceptual (Gunaratana,

2002, Hahn, 1999).  However, to measure mindfulness, in western scientific terms requires

conceptualization and ultimately operationalization of any concept.  Therefore, all definitions

will be less than perfect.  The following paragraphs delve into the discussions on the

definition and operationalization of mindfulness, including differentiation from similar

variables such as working memory, reflection, emotional intelligence, and wisdom.

The simplest definition describes mindfulness as awareness of the present moment

with acceptance (Germer, 2005).  Epstein (1999, 2003a) defines mindfulness as attending in

a non-judgmental way to physical and mental processes during ordinary everyday tasks, to

act with insight and clarity.  Kabat-Zinn (2003) describes mindfulness as the awareness that

emerges through paying attention on purpose, in the present moment, and nonjudgmentally

to the unfolding of experience moment by moment.  Therefore, on initial review, researchers

appear to agree that mindfulness includes a specific type of attention and attitude.

In their effort to operationalize mindfulness, Brown and Ryan (2003, 2004) defined

mindfulness as an enhanced awareness of current experience or present reality.  Bishop et al.

(2004) provide a more elaborate definition describing mindfulness as a process of regulating

attention in order to bring a quality of nonelaborative awareness to current experience and a

quality of relating to one’s experience within an orientation of curiosity, experiential

openness, and acceptance.  Baer, Smith, and Allen (2004) summarize mindfulness as

focusing attention in a nonjudgmental or accepting way on the experience occurring in the

present moment.  They contrast mindfulness with mindlessness, which includes

preoccupation with memories, fantasies, plans, or worries, and behaving automatically
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without awareness of one’s actions.  Therefore, looking at these definitions several

similarities emerge to the reader.

First, mindfulness is a quality of attention.  Bishop et al. (2004) provide what appears

to be a thorough description of the type of attention that is present in mindfulness.  Part one,

of their two-component model, describes mindfulness as the self-regulation of attention.

This self-regulation of attention includes both sustained attention and attention switching.

Sustained attention is the ability to maintain vigilance over prolonged periods of time.

Attention switching refers to the flexibility of attending that allows the individual to shift

focus from one object to another.  Therefore, in a state of mindfulness, the individual’s

attention is sustained but flexible.  Bishop et al. (2004) also describe the attention component

of mindfulness as nonelaborative.  During mindfulness, secondary elaborative processing is

inhibited.  Individuals do not get caught up in thoughts or commentary about their

experiences.  This function of mindfulness is similar to aspects of working memory,

specifically the functions of the central executive (Baddeley, 1996; Smith & Jonides, 1999).

The functions of the central executive include selective attention, switching attention

between tasks, and inhibition or the ability to ignore certain stimuli to attend to others.

Therefore, the attention aspects of mindfulness may employ these aspects of working

memory, especially when performing a task.

Baer et al. (2004) identify two components of mindfulness that describe the quality of

attention.  The first is observing which includes noticing or attending to a variety of stimuli,

including internal phenomena, such as bodily sensations, cognition, and emotions, and

external phenomena, such as sounds and smells.  This description appears contradictory to

Bishop et al.’s (2004) description of sustained and flexible attention.  However, Baer et al.
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(2004) are describing a process of attending to stimuli focusing on the elements of those

experiences such as location, intensity, and duration of sensations.  Therefore, attention is

sustained on a single experience not rapidly switching between experiences.  The second

component is acting with awareness described as engaging fully in activities with undivided

attention, or focusing with awareness on one thing at a time.  In a later study, Baer, Smith,

Hopkins, Krietemeyer, and Toney (2006) identify an additional component they describe as

nonreactivity to inner experience.  This component includes the ability to observe and

experience emotions and thoughts without reacting to them, getting caught up in them, or

becoming overwhelmed by them.

Nonreactivity to emotional experiences is similar to emotion intelligence or more

specifically emotion regulation.  Thompson (1994) describes emotion regulation as the

internal and external processes that monitor, evaluate, and modify emotional reactions,

especially in the intensity and timing of emotional expression.    Successful emotion

regulation enables the individual to experience his or her range of emotional experiences and

respond to those experiences in a manner that permits spontaneous reaction but remains

within the bounds of social norms, that sometimes requires delaying spontaneous reactions.

Emotions influence the direction of an individual’s attention and are involved in perception,

learning, and memory (Mahoney, 1995).  As such, emotion regulation is essential for

maintaining connection with ongoing perceptual processes (Kostiuk & Fouts, 2002).

Goleman (1994) includes Salovey’s description of emotional intelligence as including five

main domains.  These domains include knowing one’s emotions, managing emotions,

motivating oneself, recognizing emotions in others, and handling relationships.  This

definition subsumes emotion regulation in its five domains.  Therefore, emotion regulation
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and emotional intelligence may be an essential aspect of mindfulness to enable the individual

to maintain his or her attention to the present experience without reacting.

Brown and Ryan (2003, 2004) emphasize that mindfulness encompasses both

awareness and attention where awareness is the subjective experience of internal and external

phenomena and attention highlights aspects of the subjective experience.  Mindfulness is a

gestalt of figure and ground where awareness lightly monitors the whole of the experience

and attention focuses on the figures within that ground allowing for closer observation.

Instructions in insight meditation, otherwise known as mindfulness meditation,

provide further understanding of the role of attention and awareness (Boorstein, 1996;

Germer, 2005; Goldstein, 2002; Kabat-Zinn, 1994).  Mindfulness meditation is used to

practice the skills of mindfulness with the intention that a mindful state may be achieved

during everyday activities.  Individuals are instructed to attend to their thoughts, emotions,

and sensations allowing them to arise into their awareness; next they are asked to

acknowledge them and eventually move on.  Individuals are encouraged not to judge,

analyze, or otherwise elaborate on their experiences.  Mindfulness meditation differs from

concentration meditation (Germer, 2005).  During concentration meditation, individuals

attempt to focus the mind on one object, visualization, or mantra.  The goal is to rest the

mind on one object returning immediately to it if distracted by thoughts, emotions, and

sensations.  In mindfulness meditation, the goal is not to turn the focus completely on an

object or image; rather, individuals follow the rise and fall of experiences and sensations

(Boorstein, 1996; Germer, 2005).  Therefore, during mindfulness meditation, individuals

train in awareness of the variety of experiences that arise and attend to those experiences

without elaboration or attachment.
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Based on these descriptions, mindfulness includes a quality of attention that is both

sustained and flexible, and allows experiences to arise and pass without commentary or

elaboration.  It could be measured experimentally by introducing a task that requires

sustained attention and presents distractions (including disruptive emotional states) or by

questionnaires that ask about self-perceptions of attentional processes when in clinical

situations.  Attention and awareness are the key actions of mindfulness; however,

mindfulness also requires a certain orientation or attitude towards experiences and event.

Bishop et al. (2004) refer to these attitudes as the second component of their two component

model of mindfulness.  This orientation is characterized by curiosity, openness, and

acceptance.  Brown and Ryan (2003, 2004) state that mindfulness can be achieved only when

the individual maintains an attitude of openness, receptiveness, and acceptance towards the

present experience.  Similarly, Kabat-Zinn (2003) describes the orientation of mindfulness as

nonjudgmental.  He states that mindfulness requires a state of inquiry toward what ever arises

in awareness.  Epstein (1999, 2003a) refers to habits of mindfulness.  These habits include

critical curiosity and a beginner’s mind.  Critical curiosity requires the courage to see the

world as it is rather than as one would wish.  Beginner’s mind is a willingness to set aside

categories and previous knowledge to see a situation as if new.

Baer et al. (2004) state that the practice of mindfulness includes describing, labeling,

or noting of observed phenomena by applying words to that experience.  This process of

describing is done without conceptual analysis, judgment or speculation.  Baer (2003) also

identifies a key component of mindfulness as accepting or allowing without judgement.

Individuals practicing nonjudgment refrain from applying evaluative labels such as good/bad,

right/wrong, or worthwhile/worthless.  Further, no attempt is made to avoid, escape, or
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change the experience.  Teachers from eastern contemplative traditions also emphasize that

mindfulness requires openness, acceptance, and nonjudgement (Goldstein & Kornfield, 1987;

Gunratana, 2002; Hahn 1999; Rinpoche, 1993).  These descriptions of mindfulness set

mindfulness apart from the related but more circumscribed construct of reflection.

Reflection involves curiosity, questioning, and observing but typically has the purpose of

solving a problem or achieving a goal and thus can include judging, categorizing, and

engagement with these thought processes.  Mindfulness may underlie or precede refection

but remains distinct from reflection as a perceptual experience rather than a cognitive

experience (Brown & Ryan, 2003; Epstein, 1999).

Therefore, attending to the present experience with acceptance and nonjudgement

appears essential to the state of mindfulness.  It is the ability to accept the present experience

without judgement that makes mindfulness unique from other types of attention.  However,

mindfulness runs contrary to the normal workings of the mind and perception, which are

naturally categorical, inferential, biased, and automatic.  Mindful practice attempts to modify

the normal workings of the mind in an attempt to enable the individual to observe his or her

experience more clearly.  Consider the case of the individual with a fear of dogs that has

developed after a series of negative experiences.  That individual may see an animal

approaching in the distance that looks like a dog.  He may experience fear, sweating,

increased heart and respiratory rate, fearful thoughts, and react by running away, standing

still, or walking around the animal.  However, as the animal approaches, it becomes clear that

the animal is a sheep.  His reaction then becomes much different and he is able to walk

calmly past the sheep, perhaps with some feelings of foolishness and relief.  Note how his

perception of the animal changes his emotional and physiological experiences, as well as his
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potential behavior in that situation.  Mindful training enables the individual to see situations

clearly and remain open to the reality that not all animals are dogs.  Practitioners of

mindfulness attempt to increase their insight into the normal workings of their minds to begin

to understand beliefs and assumptions that underlie their experiences and behaviors, with the

goal to change those experiences and behaviors.  However, this process requires persistence,

patience, and practice over a lifetime. (Goldstein & Kornfield, 1987; Hanh, 1998).   

It could be argued that mindfulness is a form of wisdom.  Kramer (2000)

conceptualizes wisdom as both a cognitive expertise about human affairs and a constellation

of personal attributes reflecting a high degree cognitive, affective, and behavioral maturity.

Based on these descriptions of wisdom, it appears that wisdom lies in the domain of

cognitive knowing or personal development.  Mindfulness is a perceptual process that

includes attention to and attitudes towards one’s experience in the present moment.

Therefore wisdom suggests a basis of knowing where as mindfulness is a way of perceiving.

Although the two may be related they remain distinct on the basis that one is cognitive,

wisdom, and the other is perceptual, mindfulness. Wisdom may also include a wider variety

of component processes. Wise individuals may often practice mindfulness when they interact

with others but regularly engaging in mindfulness does not necessarily imply that an

individual is wise.

Therefore, based on this review of the literature, and for the purposes of this study

mindfulness will be defined as a quality of awareness and attention that is sustained,

present-focused, but flexible and is characterized by nonjudgement, openness, and

acceptance.  This definition represents the key characteristics described by scholars and

researchers of the west, and practitioner’s of the eastern contemplative traditions.  This
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definition is not all encompassing.  However, no definition will capture all the nuances of

mindfulness given the nonconceptual nature of mindfulness.  By the same token, refusing to

define mindfulness, on this basis, does not allow exploration of the potential benefits of

mindfulness in a scientific model.  Research on mindfulness-based interventions suggests

that mindfulness may have many benefits for individuals suffering from a variety of diseases

and injuries (Baer, 2003).  Therefore, the benefits of defining mindfulness, using its essential

characteristics, may outweigh the risks of constricting its meaning to fit into the western

scientific model.

In conclusion, both expertise and mindfulness are complex and difficult concepts to

define and measure with discussion and debate ongoing between researchers in these fields.

For the purposes of this study the variables of expertise and mindfulness are defined on the

basis of the most common and agreed upon characteristics of the variable as determined

through the review of existing literature.  Using these definitions of expertise and

mindfulness, we can move next to consider the possible relationships between them and their

potential influence on decision making.
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CHAPTER 2

REVIEW OF THE LITERATURE

This literature review will serve to begin the exploration of the potential relationships

between mindfulness, expertise, and decision making and determine whether further

exploration is warranted.  In the first section, the relationship between expertise and

mindfulness is explored.  To date, there is no research exploring the potential relationship

between expertise and mindfulness, however, concepts such as deliberate practice and

reflection-in-action suggest that there may be a link between mindfulness and expertise.  In

the second section, research on the association between expertise and decision making is

reviewed.  There is considerable debate among researchers regarding the assumption that

experts are better decision makers than novice or average performing individuals.  That

debate has suggested that experts are not necessarily better decision makers at all times,

rather their performance is dependent upon the task demands and the characteristics of the

expert.  Finally, the potential relationships between mindfulness and decision making are

discussed.  Although there is some suggestion that mindfulness promotes better decision

making there is limited research into this relationship in the literature.  This section will

further that discussion.  The chapter ends with the research questions that are the focus of this

study.

Expertise and Mindfulness

Epstein (1999, 2003a, 2003b) argues that exemplary physicians seem to have a

capacity for critical self-reflection that depends on the presence of mindfulness.  He argues

further that mindfulness permits insight, presence, and reflection.  He states, “I believe that
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mindfulness is a state that many good clinicians experience on a daily basis, but often they do

not have words to describe it” (Epstein, 2003a, p. 2).  Yet, there is no research to support the

claim that exemplary physicians are mindful.  Research with health care professionals has

focused on mindfulness-based programs as an intervention to decrease stress and increase

empathy.  Only one study explored the tendency of health care professionals to engage in

meditation. Schonberger, Matheis, Shiftlett, and Cotter (2002) looked at the attitudes and

practices of professionals in the field of physical medicine and rehabilitation regarding prayer

and meditation.  They conducted a survey with 1246 physical therapists, occupational

therapists, and nurses.  Their results revealed that 13% of respondents reported that they

currently pray and 10% reported that they meditate.  This study suggests that a small number

of health care professionals engage in behaviors that may promote mindfulness.  However, it

cannot be assumed that these professionals are either mindful or experts.  Schonberger et al.’s

(2002) results revealed that the participants who meditated tended to be older and, given that

expertise takes time to achieve, older participants might be more likely to have achieved

some level of expertise.  Ultimately, there is no direct evidence in the medical literature that

experts are mindful or that they employ mindful practices.

Given the lack of empirical evidence, what is the likelihood that experts could be

mindful?  Recall that Epstein (1999) believes that experts are frequently mindful while

performing their job tasks but are unable to describe that experience.  He suggests there may

be a link between mindfulness and reflective practice.  This suggestion is not unreasonable if

one considers the literature on reflective practice and its importance for professional

development.  Reflective practice, as it is understood today, is based on the work of Dewey

(1933) and Schon (1983).  Dewey (1933) defines reflective thinking as “active, persistent,
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and careful consideration of any belief or supposed form of knowledge in light of the

grounds that support it and the further conclusions to which it tends” (Dewey, 1933, p. 9).

Further, he describes two phases of reflective thinking.  The first involves a state of doubt,

hesitation, perplexity, or mental difficulty.  The second phase consists of the act of searching,

hunting, and inquiring to attempt to resolve the doubt.  Finally, he concludes that “To be

genuinely thoughtful, we must be willing to sustain and protract that state of doubt which is

the stimulus to thorough inquiry…” (p. 16).  Critical to the process of reflective thought is

the ability to perceive the real nature of the environment and experiences, the ability to be

present in the nature of the experience and open to its potential meanings, the ability to be

tolerant of uncertainty, and the willingness to question preexisting ideas and knowledge

(Dewey, 1933; Rodgers, 2002).  Schon observes that experts engage in a process of

reflection-in-action when confronted with a difficult or puzzling case. He describes

reflection-in-action as a kind of thinking on ones feet that involves the cognitive processes of

evaluating, analyzing, interpreting, and problem solving.  Reflection-in-action requires the

professional to be present in the moment.  Further, the professional must be open to the

experience of surprise, puzzlement or confusion, tolerate uncertainty, question prior

understandings, knowledge, and action, and be willing to try new actions.  Mindfulness may

facilitate the abilities and attitudes that are essential to reflective process including tolerance

of uncertainty and doubt, presence, openness, and flexibility (Fulton, 2005; Morgan &

Morgan, 2005).  Recall further that experts progressively diverge from their peers with

similar levels of experience presumably because they are more capable of learning from their

experiences. One crucial factor that determines the probability of learning is the tendency to



20

monitor and reflect on one’s actions and the consequences of one’s actions. Therefore, it is

theoretically possible that reflective practitioners may also be mindful.

If we accept that reflective practitioners are mindful, it does not necessarily follow

that these reflective practitioners are experts.  Research on reflection and expertise provide

conflicting evidence.  Schon (1983) based his work on a collection of vignettes of senior

practitioners teaching and mentoring younger practitioners in a variety of fields including

architects, psychotherapists, engineers, planners, and managers.  He appears to be describing

experts who are engaging in a reflective process as they make decisions in their daily

practice.  Mattingly and Fleming (1994) describe a process of reflection and reflection-in-

action they observed in their ethnographic study of 14 occupational therapists, although these

therapists were not identified as experts.  Resnik and Jensen (2003) found that their sample of

six expert physical therapists utilized reflection to improve their practice.  However, several

studies in the medical field suggest that reflective practice decreases with age and experience

(Eva, 2002; Mamede & Schmidt, 2004, 2005; Norman & Brooks, 1997; Schmidt &

Boshuizen, 1993).  Reflection appears more frequently with younger, less experienced

professionals with the exception of more complex cases where experts would employ more

reflective approaches (Mamede & Schmidt, 2004, 2005).  These results suggest that experts

in the field of medicine engage in less reflection than novices, and employ reflective thinking

only in difficult cases. It could also reflect the fact that many people seem to fluctuate

between engaging in higher levels of thought and lower levels of thought, depending on the

situation and their motivation (Klaczynski, 2001; Klaczynski, Byrnes, & Jacobs, 2001). The

claim is that it is maladaptive to continue to expend mental energy to perform tasks that are

routine, inconsequential, and increasingly automated (e.g., choosing and putting on an article
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of clothing; driving a car). Occasionally, however, it is important to elevate the level of

thought beyond the automatic, heuristic level (deciding who to marry as opposed to decision

which tie to wear). This “dual process” approach could be applied to clinical expertise.

Perhaps experts show the right kind of fluctuating (i.e., relying on rapid judgments

automatically in recurring, non-exceptional cases but elevating the level of thought when

necessary) while novices always show the reflective, slower level in all cases and

experienced non-experts always show the automated response in all cases.

Experts engage in deliberate practice (Ericsson, 2004).  Deliberate practice is another

alternative that has some characteristics that suggest that mindfulness may be an important

factor.  Deliberate practice is considered the key to achieving expert performance in a

particular domain.  It is also essential to the maintenance of expert performance and

performers they reach older ages (Ericsson, 2004).  Experts are set apart from average

performers in their efforts to deliberately construct or seek out situations in which the desired

goal exceeds their current level of performance.  Further, experts acquire mechanisms that

are designed to increase their control and ability to monitor their performance in

representative situations from their domain of expertise.   Deliberate practice requires that the

individual exert full concentration to monitor his or her performance during the training

activity.  Further, the individual must be able to respond appropriately to the feedback

provided.  This type of deliberate practice implies the need for mindfulness of the present

moment to observe the self in action and the results of those actions.  Ericsson (2004) notes

that practice aimed at improving performance cannot be performed mindlessly.  Therefore,

mindfulness may also underlie deliberate practice.
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There is no direct evidence that experts are mindful when performing tasks within

their domain, however.  Research in related fields of reflective practice and deliberate

practice provide some evidence that in certain situations experts demonstrate a type of

concentration and reflection that seems to be based on their ability to be mindful, at least to

the degree required to accomplish problem resolution or improve performance on a particular

task.  Based on this discussion, it is possible that experts could be mindful or that

mindfulness may underlie the development of expertise.  This study explores the possibility

that there is a relationship between mindfulness and expertise; the goal is to promote future

research on the nature and mechanisms of that relationship.

Expertise and Decision Making

There is considerable debate among researchers regarding the assumption that experts

are better decision makers than novice or average performing individuals.  That debate has

suggested that experts are not necessarily better decision makers at all times.  The issues of

conceptualization and operationalization are at play when determining whether experts are

superior decision-makers.  The difficulty is in determining if the decision made is good and

to what degree it is better than other possible decisions.  Before attempting a discussion of

the potential relationship between expertise and decision making, the following paragraphs

will attempt to describe good decision making by exploring the types of decisions made by

therapists, how decisions are made during the therapeutic process, and the characteristics of

good decision making.
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Decision Making

Therapists’ primary decisions focus on the ultimate purpose of improving the well-

being of any client who participates in therapy.  Therapists’ decisions do not focus on curing

disease but rather their decisions focus on quality of life, the potential of the individual’s life

despite disease or injury, and how to enhance the life of the individual (Fleming & Mattingly,

1994; Rogers, 1983).  Therefore, the first decision is to determine which goal or goals will

improve the well-being of the client at a particular point in time under a particular set of

circumstances.  Once the goals are identified, the therapist must decide which interventions

or treatment activities will help the client achieve the goals.  Finally, the therapist must

decide when the client has achieved the maximum benefit from therapy and when the client

should be discharged to the next level of care.  In the process of making these decisions, the

therapist must take into account medical factors such as the client’s diagnosis, prognosis,

treatment protocols, precautions, and physician’s orders; client factors such as the client’s

expectations, awareness and understanding of his or her diagnosis, motivation, ability to

follow-through with home programs, personality traits, and psychological status; and

environmental factors such as insurance limitations, desires of family and caregivers, cultural

influences, the resources and limitations of the health care setting, and the presence of

outside social support.  The process of making a decision can be complicated by conflicts

between two or more of these factors or the ethical dilemma of knowing what should be done

versus what can be done given the constraints of any particular environment.  Further, the

therapist’s decision can also be influenced by factors within the therapist that may be

conscious or unconscious.  These factors can include the therapist’s previous experiences,
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familial background and experience, emotional make-up, personality traits, desires, goals,

values, and assumptions (Benamy, 1996; Benner, 1984; Epstein, 1999; Novack et al., 1997).

Therefore, there are many factors that can complicate the decision making process.  How

do therapists make decisions with so many factors to consider and so many variables that can

influence the decision making process at an unconscious level?  Research in the area of

clinical reasoning provides some insight into how therapists make their decisions.  Fleming

(1994) and Mattingly (1994) describe four main reasoning styles that therapists employ as

they make decisions in their daily practice.  Procedural reasoning is applied when the

therapist is considering the disease or disability and determining which goals and treatment

activities to use with a particular client.  When therapists want to develop a deeper

understanding of the client, develop a therapeutic relationship, and engage the client in the

therapeutic process, the therapist employs interactive reasoning.  Conditional reasoning is

engaged when the therapist is considering the potential impact of a disease or injury in the

context of the client’s social and cultural world.  Finally, narrative reasoning refers to

therapists’ tendency to develop stories about the lives of their clients in an attempt to

understand the meaning of the illness to the client.  Schell and Cervero (1993) describe

pragmatic reasoning as the type of reasoning used by therapists when considering the

practical realities of providing services in the current health care system.  Therapists also

engage in scientific reasoning, which includes both diagnostic and procedural reasoning

(Leicht & Dickerson, 2001, Schell & Cervero, 1993).  Ultimately, therapists engage in

multiple reasoning styles to determine the best possible goals and treatment plans for their

clients (Crabtree, 1998; Fleming, 1994).
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However, the question remains, how do we know that the therapist has made a good

clinical decision and if that clinical decision is superior to other possible decisions that could

have been made?  Therapists may engage in the same reasoning processes and arrive at

different conclusions, goals, and treatment plans.  Some of these decisions will ultimately be

better than others and some therapists will be more successful than others in increasing the

well-being of their clients.  Determining whether a decision is good and what processes the

individual employs to arrive at those decisions has also been a topic of interest in the fields of

cognitive psychology and judgement and decision making.  Depending on the situation, the

outcomes of decisions made can be somewhat unpredictable.  An individual can make what

appears to be a good decision and not achieve the desired outcome.  Alternatively, what can

be considered a bad decision could still result in the desired outcome (Byrnes, Miller, &

Reynolds, 1999).  Further, not all decisions require intense data collection or deep reflection

(Klaczynski, Byrnes, & Jacobs, 2001).  Finally, performance in decision making is also

dependent upon the characteristics of the task or problem at hand.  Problems or tasks that are

abstract, unique, dynamic, concern behavior, and have conflicting variables make it more

difficult for the professional to arrive at a decision that will achieve the desired outcome

(Shanteau, 1992).  Therefore, in many cases, determining the quality of the decision on the

basis of outcome alone may not reveal whether a particular decision was poor or good.

The difficulty of determining a good versus a bad decision can be remedied through two

processes.  The first process entails arriving at a general consensus regarding the processes of

good decision making.  The clinical reasoning literature suggests that a good decision is one

that takes into account the client’s point of view, values, beliefs, illness experience, social

context, and resources (Crabtree, 1998; Fleming, 1994; Mattingly & Fleming, 1994).  A good
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decision is also future oriented, considering the potential future activities and roles of the

client (Crabtree, 1998; Mattingly, 1994).  Further, a good decision is also pragmatic

accounting for clinical resources in terms of time, materials, and people (Schell & Cervero,

1993).  Evidenced-based practice emphasizes that good decisions include consideration of

the evidence provided by research on any particular intervention (Holm, 2000; Taylor, 1997;

Tickle-Degnen, 1999).  A good decision also considers the ethical implications of taking one

action versus another, weighs what ought to be done with what can be done (Rogers, 1983).

Good decisions are based on the ability of the therapist to select appropriate cues and

generate relevant hypotheses (Robertson, 1996a,b; Rogers, 1983).  Finally, good decisions

rely on the therapist’s awareness of the potential impact of his or her own beliefs, values,

biases, skills, and knowledge (Benamy, 1996; Benner, 1984; Epstein, 1999; Novack et al.,

1997).  To avoid issues of relativism, one can also say that a good decision is adaptive and

health-promoting. The litmus test would be the likelihood that the proposed course of action

is likely to improve the physical health, emotional health, or financial well-being of an

individual (Byrnes, 2005).

Similar descriptions are provided in the literature of cognitive psychology.  The self-

regulated model of decision making (SRM) attempts to describe the developmental process

by which individuals become good decision makers in their everyday lives (Byrnes, 2005).

This description contains some of the same characteristics described in the previous

paragraph and adds some new dimensions.  SRM suggests that good decision-makers are:

(1) able to discriminate between good and not-so-good options;

(2) engage in behaviors that maximize their chances that they will discover adequate or

better options (including strategies to regulate their attention and emotions);
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(3) determine which decisions require time and energy needed to carry out effective

discovery techniques;

(4) use strategies to overcome obstacles and distractions imposed by limited resources,

lack of knowledge, certain personality traits, and strong emotions;

(5) “know when they know and know when they don’t know”, referred to as calibrated

beliefs; and

(6) tend to respond appropriately to decision making successes and failures.

Underlying these characteristics is the decision makers declarative, procedural, and

conceptual knowledge stored in long-term memory; values represented in long-term memory;

and working memory capacity (Byrnes, 2005).  These underlying structural aspects of

decision making influence the array of options the individual can consider and his or her

ability to consider more than one option at a time.  The underlying assumption of the SRM is

that individuals will adapt their behaviors to the demands of the environment.  The SRM

model suggests that the process of making decisions and receiving feedback about those

decisions will help the therapist learn to make better decisions in similar situations in the

future.  However, not all therapists will adapt and change.  The SRM describes the

characteristics that promote adaptation and therefore facilitate the development of a good

decision-maker.

The second process that can facilitate the determination of good versus poor decisions

involves choosing appropriate representative tasks or problems that have more predictable

outcomes.  In the medical field, three types of medical interventions appear to provide

somewhat reliable outcomes that include perceptual diagnoses of abnormalities, medical

diagnoses of patients, and performance in surgery (Ericsson, 2004).  Similarly, in therapy
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there are some tasks and problems that are more predictable than others.  Some authors argue

that the therapist’s initial evaluation represents a type of diagnosis that considers the

underlying physical, cognitive, psychological, and social deficits that result in impairment in

functional performance and role fulfillment (Robertson, 1996a, 1996b; Rogers, 1983).  These

diagnoses then lead to relatively predictable treatment goals and interventions that are also

individualized for the client’s unique situation.

Therefore, for the purposes of this study, good decision making is defined through two

mechanisms.  The first being the examination of the clinical reasoning and decision making

literature that defines the characteristics of good decision making such as taking the patient

perspective or being future oriented.  The second mechanism for identifying good decision

making is choosing representative tasks and problems with predictable outcomes that match

the area of practice of the expert, as experts will not have superior performance in unfamiliar

areas of practice.   The debate about expertise and decision making will be reviewed in the

following paragraphs.

Expertise and Decision Making

Research on whether experts in general are good decision-makers is conflicting,

depending upon the field of research.  Researchers in the decision making and judgment field

concluded that experts do not perform better than novices (Camerer & Johnson, 1991;

Ericsson & Lehmann, 1996; Shanteau, 1992; Shanteau & Stewart, 1992).  Their conclusions

were based on research on the validity and reliability of expert performance, the performance

of experts compared to linear model analysis, and the comparison of experts versus novices

(Shanteau, 1992; Shanteau & Stewart, 1992).  The poor performance of the experts in their
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studies appeared to be due to a number of reasons.  The experts did not use all of the

knowledge available to them when making decisions.  Rather, experts tended only to use a

small number of factors, up to seven at most, when making decisions.  Also, experts relied on

heuristics when making decisions.  The reliance on heuristics could lead to systematic biases

and errors.  Experts were also shown to be overconfident in their decision making successes,

that is their assessments of the proportion of correct answers was higher than the actual

proportion of correct answers (Shanteau & Stewart, 1992).  Finally, experts also appeared to

rely on configural choice rules, meaning the impact on one variable depends on the values

given to other variables (Camerer & Johnson, 1991).  Poor decisions can result from

configural rules when these rules are overgeneralized or when they are based on incorrect

underlying theories.  Configural rules were also less robust than linear models.  Therefore,

research in the judgement and decision making field would lead one to conclude that expert

performance on decision making falls far below our assumptions of their abilities.

In the late twentieth century enough conflicting research emerged to lead some

researchers to argue that experts can make competent decisions in specific situations

(Shanteau & Stewart, 1992).  Finding differences between experts and novices may have

been restricted by the limitations within the studies that were conducted.  Shanteau (1992)

argues that research on experts was actually done on novices (or experienced non-experts)

due to poor operationalization of expertise.  Research in decision making might also be

limited by the difficulties in defining the quality and competence of a decision (Shanteau,

1992).  Expert performance may also be enhanced or limited by task characteristics.  The

inability to clearly define those tasks that are essential to a domain limits the ability to

replicate the tasks in an experimental situation (Ericsson & Lehmann, 1996; Shanteau, 1992).
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Experts perform better in a well-defined domain with well-developed theories that support

reasoning (Ericsson & Lehmann, 1996).

Cognitive-science research has revealed that experts have superior skills in a number

of areas including problem solving and reasoning (Shanteau, 1992).  Shanteau outlines

several main themes that emerge from this research and provides some support for the

superior skills of experts.  The first is that the skills of experts are domain specific.  Thus,

experts may demonstrate superior decision making skills in their domain of practice but

relatively average to poor skills in unrelated fields. This is why, for example, studies have

found that college faculty who have expertise in some domain (e.g., psychology or physics)

seem to focus on the same information as untrained undergraduates when examining

application folders for admission.  College faculty are not experts in choosing applications in

the same way they are experts in their fields of study.  The second is that expertise is

acquired through stages of development. Third, experts use different thinking strategies than

novices. For example, experts utilize forward thinking in making decisions, which is more

efficient than the backward reasoning employed by novices.  And fourth, the thinking of

experts is more automated than novices.  Rather than utilizing a relatively controlled, linear

process, the cognitive processes of experts generally operate in parallel and function

similarly to pattern recognition.  Ericsson and Lehmann (1996) proposed that expert

performance resulted from adaptation to task constraints.  Experts develop compensatory

skills to deal with the natural constraints of a given task in their domain.  For example,

increases in perceptual-motor skills do not reflect actual increases in speed but rather the

development of accurate anticipation of future movements on the basis of advanced

perceptual skills.
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 Decision making in the medical field has focused mainly on the accuracy of

physician diagnoses in a number of areas.  Through these studies, expert physicians have

demonstrated superior performance when presented with relatively difficult cases.  On cases

that were more routine there was no difference between the performance of expert physicians

and relative novices (Ericsson, 2004; Ericsson & Lehmann, 1996).  Medical experts

employed forward thinking and this forward thinking was associated with accuracy in

medical diagnosis (Ericsson & Charness, 1994; Patel & Groen, 1991).  However, forward

reasoning required adequate knowledge of the domain of expertise to prevent errors (Patel &

Groen, 1991).

In conclusion, experts demonstrate superior decision making in specific

circumstances.  Their performance in decision making appears to be dependent upon both the

task demands and the characteristics of the expert.  Superior performance is observed when

tasks are domain specific, cases are more difficult, and task characteristics reflect those

experienced frequently in the domain of practice.  Experts who demonstrate superior

performance tend to utilize different thinking styles than novices, have adequate knowledge

domains, and have adapted specialized skills to meet the demands of essential domain tasks.

Mindfulness and Decision Making

The final relationship to consider is the possibility of an association between

mindfulness and decision making.  It is possible that a relationship between these two

variables exists independent of the presence of expertise.  The remaining paragraphs will

explore the possibilities of a relationship between mindfulness and decision making by
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looking at the current understanding of the effects of mindfulness both in theoretical

discussion and empirical research present in the literature.

Mindfulness and Decision Making - Theoretical Links

Is there any reason to think that a relationship between mindfulness and decision making

exists?  Could mindfulness improve the decision-making skills of occupational and physical

therapists?  Researchers and scholars propose that increased awareness and exposure are two

mechanisms of mindfulness that could affect behavior.   Brown and Ryan (2003) suggest that

well-being may improve because the individual practicing mindfulness has increased

awareness of pleasant and positive experiences.  Simply, being aware of pleasant

experiences, rather than distracted by worry about the future or anger about the past, brings

more enjoyment into the individual’s life (Brown & Ryan, 2003).  Brown and Ryan (2003)

also offer the self-determination theory (widely known in the motivation area) to help explain

the effects of mindfulness on well-being.  They state that the open awareness experienced

during mindfulness allows the individual to observe automatic thoughts, habits, and

unhealthy behavior patterns.  The increased awareness of these thoughts, habits, and

behaviors allows the individual to act more consciously and make better choices.  Therefore

the individual is able to make choices that are consistent with his or her needs, values, and

interests.  However, there is evidence that decision making is not improved by increased

reflexivity (Gigerenzer & Kurzenhauser, 2005; Raab & Gigerenzer, 2005).  Gigerenzer and

his colleagues argue that good decision making is a result of using smart heuristics that

consider only one or two factors in making a decision.  Further, research on physicians has

shown improved performance on admissions to coronary care units with a simple heuristic
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model (Gigerenzer & Kurzenhauser, 2005).  Raab and Gigerenzer (2005) emphasize that to

be successful the heuristic must match the environment or situation to which it is being

applied.  Reliance on heuristics, although often functional, could lead to systematic biases in

decision making (Shanteau, 1992; Shanteau & Stewart, 1992).  Even Gigerenzer and his

colleagues propose that heuristics, when not appropriately applied, could lead to poor

decision making (Gigerenzer & Kurzenhauser, 2005; Raab & Gigerenzer, 2005).  However,

in the case of increasing awareness, it could be that mindfulness works to make people aware

of the heuristics that they currently use to make decisions and allows them to make changes

to heuristics that are more compatible with their goals.  The pervasive use of heuristics in

daily decision making may explain why it is difficult to affect changes in behavior.  It is a

matter of becoming aware of the rules one uses to make decisions.  The study of physicians

may suggest that increased awareness of and conscious use of heuristics, achieved through

some reflection and thoughtfulness, resulted in improvements in their decision making.

Breslin, Zack, and McMain (2002) suggest an information-processing analysis of

mindfulness in the treatment of individuals with substance abuse.  In their description,

mindfulness changes behavior of individuals with substance abuse through two mechanisms,

increased awareness of overlearned patterns of thought and emotion that lead to relapse and

repeated exposure to the triggers of substance abuse that results in desensitization to those

triggers.  Kabat-Zinn (1982) refers to exposure as a mechanism of mindfulness that helps to

decrease distress in individuals with chronic pain or anxiety disorders.  Prolonged exposure

to pain sensations or similarly to anxiety-related sensations, without catastrophic

consequences, may lead to desensitization.  This desensitization could lead to the ability to

experience these sensations without excessive emotional reactivity.  Exposure to thoughts
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may also have similar effects (Kabat-Zinn, 1982, 1990; Kristeller & Hallett, 1999; Linehan

1993a, 1993b).  Observation of thoughts, and applying descriptive labels to them may lead to

the understanding that thoughts are not necessarily accurate reflections of reality.  For

example, the thought “I am a failure” does not make it true.  These explanations suggest that

mindfulness affects behavior through changes in perception.  Exposure suggests that

individuals learn not to perceive distressing thoughts as reflections of reality or undesirable

emotions or sensations as catastrophic.  Further, exposure to a pleasant or desirable

experience enables the individual to perceive the experience itself rather than engaging in

thoughts of the past or future.  Increased awareness enables the individual to perceive

previously unconscious or automatic thoughts, habits, and behaviors.

How could these mechanisms of mindfulness impact the decision making of therapists?

If mindfulness affects behavior through changes in perception, it is possible that mindfulness

enables therapists to see situations more fully and more accurately.  Simply improving the

capacity of therapists to attend moment-by-moment will increase the likelihood that

important cues reach consciousness and therefore can become subject for consideration.  For

example, during an interview with the client, if a therapist is preoccupied, thinking of the

errands he or she needs to do that night, the therapist is not listening fully to the client’s

reports.  It is possible that the therapist may miss cues that could help to clarify the goals of

therapy.  Further, the therapist may fail to ask probing questions that would help identify the

client’s priorities.  Therefore, being fully attentive and aware when interacting with the client

may enable the therapist to develop a more complete picture of the client’s needs and desires.

Increased awareness of thoughts, habits, and behaviors that were formally automatic could

increase the therapist’s ability to make decisions about actions and interventions that are
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more consistent with the overall goal of increasing the well-being of the client.  Finally,

exposure to sensations, thoughts, and emotions formally considered undesirable may allow

the therapist to tolerate previously difficult situations with clients and make decisions without

the difficulty of overwhelming emotions or thoughts.

Mindfulness could also impact the decision making of therapists through its secondary

effects.  In discussion and theory, mindfulness has been associated with a number of

secondary effects or characteristics.  These effects can be categorized into four main

categories including insight/understanding, beginner’s mind, equanimity, and compassion.

Western and eastern practitioners of mindfulness state that mindfulness leads to insight and

understanding (Bishop et al. 2004; Fulton, 2005; Hanh, 1998; Rinpoche, 1993).  Mindfulness

meditation is also referred to as insight meditation.  Seeing the world and the self as they are

enables the individual to develop insight into his or her feelings, thoughts, and behaviors.

Practicing mindfulness allows the individual to see something he or she has not seen before

and to develop understanding (Hanh, 1998).  Fulton (2005) states that mindfulness practice

allows the individual to gain insight into how he or she constructs the world.  This insight

enables the individual to access alternate avenues of explanation and growth.  Bishop et al.

(2001) predict that mindfulness will be associated with increased emotional awareness.

Similarly, Epstein (1999) argues that mindfulness facilitates awareness in many domains

including interpersonal, intrapersonal, knowledge, metaprocessing, ethical beliefs, and

technical skill.  Through the experience of insight and understanding the individual develops

a more complex cognitive representation of the world and his or her experiences (Bishop et

al., 2004).
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As therapists, insight and understanding could facilitate better decision making for two

reasons.  Firstly, the SRM model of decision making suggests that good decision makers are

those people who use strategies to overcome lack of knowledge and certain personality traits;

who know when they know and know when they don’t know; and tend to respond

appropriately to decision-making successes and failures (Byrnes, 2005)  Overcoming

personal obstacles and limitations requires insight into and understanding of the existence of

these obstacles and limitations and therefore their effects on decision-making.   Further, self-

awareness, when developed with an attitude of kindness, enables the practitioner to be aware

of gaps in knowledge and the limitations of his or her ability to predict with accuracy the

outcome of a particular series of actions.  Finally, responding to previous decision making

successes and failures requires the individual to acknowledge these successes and failures

and develop insight and understanding that will enable him or her to change or modify

previous approaches to decision making.  Epstien (1999) makes a similar argument regarding

the type of self-reflection that enables a physician to develop understanding of decision-

making successes and failures.  He states that “a mindful conscious approach would be to

cultivate awareness not only of the correct course of action but also of the factors that cloud

the decision making process” (Epstein, 1999, pg. 836).  Therefore, mindfulness could help

therapists develop insight into and understanding of the conscious and unconscious thoughts,

feelings, knowledge, beliefs, and values that influence their own decision making.

Further, Byrnes (2005) argues that competent decision-makers coordinate multiple goals

within the constraints of working memory limitations. Although Gigerenzer and his

colleagues are correct that considering all of the information that is present in a situation is

unrealistic because it taxes working memory limitations; they are incorrect in suggesting that
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focusing on only a single issue or two issues is adequate in most situations.  The right

decision to make should take into account the diagnosis, age and health of the patient, and

complications (i.e., three factors at least). If therapists are also thinking about other issues as

well (e.g., emotional states, errands to run, etc.) that means they are not considering several

issues that they should be focusing on.  Inhibitory and emotion regulation strategies help

decision-makers make maximal use of their limited working memory capacities.

Beginner’s mind is a term used to in the mindfulness literature to describe a state of mind

that is open and flexible.  Individuals who practice mindfulness as part of an eastern

contemplative practice attempt to observe situations “as if new”.  Kabat-Zinn (1990)

describes the beginner’s mind as a willingness to see everything as if for the first time.  A

beginner’s mind is willing to give up previously understood categories or ways of

understanding the world.  As a result, the individual is free from expectation and open to new

possibilities (Epstein, 1999; Kabat-Zinn, 1990, 2005). These descriptions remain theoretical

and contrary to western descriptions of cognitive development that emphasize the vital role

of memory and priming that occur without conscious control of the thinker (Herr, 1989;

Light & Singh, 1987).  Yet, beginner’s mind appears to represent a number of characteristics

that are more compatible with western descriptions of cognition and cognitive development.

Beginner’s mind is similar to the character trait of openness.  Openness refers to

receptiveness to new experiences, ideas, and approaches (McCrae & Costa, 1990).

Beginner’s mind suggests that the individual maintains an open mind to new experiences and

is willing to understand familiar experiences from a new perspective.  This kind of openness

requires tolerance for uncertainty and a willingness not to know (Fulton, 2005).  The

individual must be willing to question old habits and assumptions.  This willingness to
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question suggests that there is also an element of curiosity to the beginner’s mind.  The

individual maintains an underlying desire to develop a deeper understanding of an event or

experience and in that desire is not afraid to question existing assumptions and theories.

Finally, a beginner’s mind also includes a type of cognitive flexibility that allows the

individual to consider an experience or event from multiple perspective.  Therefore,

beginner’s mind can be understood as a state of openness, curiosity, and cognitive flexibility

that enables the individual consider the event or experience upon which they are presently

focused, from multiple and new perspectives.  Mindfulness argues that openness, curiosity,

and cognitive flexibility can be cultivated through practice.

There is no research to support that argument at this time; however, if these traits can be

cultivated there are several potential benefits for therapists making decisions in the clinic.  A

beginner’s mind can combat the tendency to become too narrow, delimiting, and confined in

one’s observations (Epstein, 1999).  Rather, a beginner’s mind is more fluid and flexible and

can consider new therapeutic possibilities.  A beginner’s mind can help to offset some of the

limits of theory.  Theory is the foundation of practice for understanding disease processes,

illness experience, and the individual’s struggle to resume function and adapt to major life

changes.  Theory also helps therapists explain the therapeutic approach to different client

needs.  Theory becomes a hindrance when it is confused with truth or when the therapist

becomes so wedded to a theory that all clients are forced to fit into a model that may not be

appropriate.  A beginner’s mind allows the therapist to look at the situation as it is and

consider new and different possibilities (Fulton, 2005).  Further, evidenced-based practice

helps the therapist to choose interventions that may be of most benefit to the client (Holm,

2000; Taylor, 1997; Tickle-Degnen, 1999).  It requires that the therapist be able to decide
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which issues require further investigation and how to frame a question.  Beginner’s mind

may facilitate the generation of questions a therapist may choose to pursue because a

beginner’s mind is willing to consider that old techniques and interventions may not be

effective or may be curious when accepted protocols fail with particular clients (Epstein,

1999, 2003a, 2003b).  Therefore, a beginner’s mind can help therapists avoid the pitfalls of

experience that can lead to automaticity in decision making.  Rather the therapist can remain

engaged in the exploration of different possibilities and make decisions that fit the unique

needs and situation of the individual.

Equanimity describes an attitude of welcoming to all experiences without discrimination,

aversion, or attachment towards those experiences (Fulton, 2005; Hanh, 1998).  Equanimity

is not indifference but rather an evenness of mind in the face of all experiences (Morgan &

Morgan, 2005; Hanh, 1998).  It requires the ability to tolerate uncomfortable emotions,

humility to accept one’s limitations, and the willingness to accept the self and others fully.

Errors in decision make seem to occur more often in emotionally charged situations,

situations of uncertainty, or when decision-makers are under pressure to resolve problems

(Epstein, 1999).  Emotions play a role in rational decision making (Goleman, 1994).

Goleman (1994) refers to the work of neuroscientists when describing the influence of

emotions on thinking.  He describes the neurological connections between the prefrontal

cortex, the area of the brain responsible for working memory, and the limbic area, otherwise

known as the emotional brain.  Because of this connection between the limbic system and the

prefrontal cortex, the ability of the prefrontal cortex to maintain information in working

memory is greatly reduced when emotions such as anger or anxiety are strong.  Learning to

tolerate and regulate emotions should facilitate better decision making.  In Byrnes’ SRM of
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decision making, self-regulated decision makers are able to use strategies to overcome strong

emotions.  However, emotions also appear to play an active role in decision making and

those without emotional awareness do not make good decisions (Goleman, 1994). Therefore,

equanimity may help therapists to develop affect tolerance and affect regulation that may

minimize the effects of strong emotions on thinking and ultimately on decision making.

Finally, equanimity enables the therapist to recognize the limits of therapy and the possibility

that a problem cannot be fixed by the therapist (Fulton, 2005).  The ability of the therapist to

recognize these limits can help him or her to make better decisions about the types of

interventions he or she can employ, expectations for the outcome of treatment, and length of

treatment time.

Compassion is a deep concern for and desire to relieve the suffering within oneself and

others and is expressed as kindness towards oneself and others (Morgan & Morgan, 2005).

Along with insight, the intent of mindfulness meditation is to develop compassion (Fulton,

2005). Practitioners of mindfulness believe that opening to personal suffering enables an

individual to identify with and understand the suffering of others (Hanh, 1998; Rinpoche,

1993). Compassion appears to be a specific type of empathy, where empathy encompasses all

the feelings of others, including joy and happiness, and compassion focuses on the suffering

of others. (Morgan & Morgan, 2005).  Empathy is essential to the development of a

therapeutic relationship (Crabtree, 1998; Mattingly & Fleming, 1994).  It is through empathy

that the therapist is fully present with the client and can develop a deep understanding of the

client’s illness experience (Davis, 1990; Peloquin, 1995).

Compassion could influence decision making through two mechanisms.  Firstly, the

therapist who engages in self-compassion may be more inclined to engage in healthy



41

behaviors that help to maintain his or her own health and sense of well-being (Cohen-Katz et

al., 2005; Shapiro et al., 2005).  As indicated in the discussion on equanimity, emotions

appear to affect decision making (Goleman, 1994).  A therapist who is healthy and well

rested is likely to be less overwhelmed by emotions and able to think more clearly.

Secondly, compassion or empathy towards the client may increase the therapist’s

understanding of the impact of an illness or injury on that particular client (Davis, 1990;

Peloquin, 1995).  Further the therapist’s ability to be in the moment or present with the client

may encourage that client to be open with the therapist about his or her desires and goals

(Fulton, 2005; Morgan & Morgan, 2005; Peloquin, 1995).  As a result, the therapist makes

decisions regarding treatment goals and activities that are relevant and meaningful to the

client. Without compassion, the multiple goals entertained by a therapist would likely not

include the concerns of the patient given the limits of working memory.

In summary, there are many theoretical links that suggest that mindfulness may have a

positive effect on decision making.  Mindfulness may influence decision making through

direct mechanisms of increased awareness and exposure that lead to changes in perception.

Mindfulness may also impact decision making through the characteristics of

insight/understanding, beginners’ mind, equanimity, and compassion.  These links have not

been fully explored in empirical research; however, some research provides support that

mindfulness does affect individuals’ experiences and behaviors.

Mindfulness and Decision Making – Empirical Links

Empirical studies in patient populations provide preliminary support for the proposal that

mindfulness is an effective practice for changing behavior, decreasing symptomatology, and
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increasing well-being.  These studies focused on the effects of mindfulness-based

interventions with patient populations such as those with chronic pain, depression, eating

disorders, cancer, psoriasis, anxiety disorders, and fibromyalgia. Research has focused

primarily on Mindfulness-Based Stress Reduction (MBSR) and Mindfulness-Based

Cognitive Therapy (MBCT).  Mindfulness-based stress reduction (MBSR) was developed by

Jon Kabat-Zinn (1990, 2003) at the University of Massachusetts Medical Center to work with

patients who were not responding to traditional treatment interventions.  The patients who

have participated in the MBSR program have included individuals with chronic pain and a

variety of stress-related disorders.  The program is an 8-week course that meets 2 to 2.5 hours

once a week and includes an all-day intensive (7 to 8 hours) mindfulness session at about the

sixth week.  The course includes training in mindfulness meditation skills including

breathing, body scan, sitting meditation, and Hatha yoga.  Informal practice includes

mindfulness of everyday events such as eating or walking.  Participants are expected to

practice the formal meditation practices for 45 minutes six days a week.  Weekly meetings

include discussions about stress, coping, and the homework assignments.  One of the most

important realizations that participants make is that sensations, thoughts, and feelings are

transient and that they are not their pain, thoughts, or feelings.

MBSR appears to be affective in improving pain ratings and other medical and

psychological symptoms in people suffering from chronic pain (Kabat-Zinn, 1982; Kabat-

Zinn, Lipworth, & Burney, 1985; Kabat-Zinn, Lipworth, Burney, & Sellers, 1987; Randolph,

Caldera, Tacone, & Greak, 1999).  MBSR also appears to decrease anxiety and depression in

individuals suffering from anxiety and panic disorders, an effect that was maintained over a

3-year follow-up (Kabat-Zinn, et al., 1992; Miller, Fletcher, & Kabat-Zinn 1995). MBSR was
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also used with a group of 18 women with binge eating disorders and the researchers found

statistically significant improvements in several measures of eating and mood (Kristeller &

Hallet, 1999).

Other studies of mindfulness have included the effects of MBSR on fibromyalgia,

psoriasis, and cancer patients.  Individuals with fibromyalgia demonstrated improvement in a

variety of symptoms after participating in MBSR (Kaplan, Goldenberg, & Galvin, 1993;

Goldenberg et al., 1994). Individuals with cancer who participated in MBSR reported a

significant decrease in mood disturbance and stress levels (Brown & Ryan, 2003; Speca,

Carlson, Goodney, & Angen, 2000) which was maintained for six months after the end of the

program (Carlson et al., 2001).  Kabat-Zinn et al. (1998) studied the effects of using

mindfulness tapes during light treatments on a group of 37 individuals with psoriasis.  They

found quicker skin clearing on individuals who used the tapes during light treatment versus

those who did not.

Mindfulness-based cognitive therapy (MBCT) is an eight week course developed to

help prevent depressive relapse in patients diagnosed with depression (Baer, 2003).  It is

based on MBSR and includes elements of cognitive therapy that facilitate a decentered view

of thoughts and emotions.  Individuals learn that their thoughts and emotions are not

necessarily reflections of reality.  The participants learn to observe their thoughts and

feelings nonjudgmentally as events that come and go rather than identify too strongly with

these events or remaining in ruminative patterns.  MBCT decreased the rates of relapse in

132 patients with depression (Teasdale et al., 2000).

Therefore, mindfulness-based interventions appear to have an effect on the behavior

and experiences of a wide range of patient populations.  These studies suggest that
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mindfulness-based interventions may facilitate changes in the perceptions of the individuals

participating in these programs.  Individuals with a variety of medical and psychological

diagnoses report of decreases in pain and stress associated with their illnesses.  Further,

psychological distress and mood disorders improved after participation in either MBSR or

MBCT.  Similarly, it is possible that participation in mindfulness-based intervention could

change the perceptions of therapists and their experiences of work related and personal stress.

Decreases in stress can facilitate better decision making (Beddoe & Murphy, 2004; Shapiro

et al., 2005).  Further, developing an understanding that emotions, thoughts, and sensations

are transient experiences could enable the therapist to better manage those experiences while

working with clients.  Better management of these experiences allows for more availability

of working memory necessary for making decisions in a clinical setting (Byrnes, 2005;

Goleman, 1994).

However, these studies present with a number of limitations that could bias the results

such as lack of a control group, small sample size, use of self-report questionnaires, and poor

integrity in the application of interventions (Baer, 2003).  Further, a reliable and valid

measure of mindfulness was not available at the time of these studies.  The most troubling

limitation of these studies is their failure to measure mindfulness.  As a result, it cannot be

concluded that mindfulness was associated with the changes observed in the intervention

groups.  Other confounding factors may be the social support of the group setting or the use

of techniques that are similar to stress reduction programs.

Although these studies suggest that mindfulness-based interventions change

experiences and behaviors, all but one failed to explore the underlying mechanism for those

changes.  Recall that, theoretically, mindfulness may work through its ability to change
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perception, which is a cognitive process.  Only one study attempts to examine the effects of a

mindfulness-based intervention on the underlying cognitive processes of the participants.

Williams, Teasdale, Segal, and Soulsby (2000) studied a sample of 45 patients diagnosed

with depression and included analysis of the effects of the MBCT on autobiographical

memory.  Their results indicated participants in MBCT intervention produced fewer general

memories and more specific memories than the participants who received the usual

treatment.  Individuals with depression typically present with an overgeneralized

autobiographical memory.  Since this study did not measure mindfulness, we cannot

conclude that mindfulness was the cause of the change in autobiographical memory.

However, it does suggest that with mindfulness-based interventions, individuals could

experience a change in their memory recall functions.  Therefore, individuals may have

experienced a change at the level of their cognitive processing of information.

Research on meditation is a related field that offers some support for the potential of

mindfulness-based interventions to act through changes in cognitive processes.  Recall that

those who practice mindfulness tend to include a daily meditation practice; further,

mindfulness-based interventions also include a daily meditation practice.  Meditation

practice, specifically transcendental meditation (TM), has been associated with a number of

positive behavioral effects including heightened perception (visual sensitivity, auditory

acuity), improved reaction time and responsive motor skills, increased field independence,

and increased concentration and attention (Shapiro & Walsh, 2003). Dillbeck et al., (1986)

found that scores on the Culture Fair Intelligence Test (CFIT) increased in a longitudinal

study of a sample of 50 college students who participated in TM.  This finding was supported

by Cranson et al. (1991).  Cranson et al. measured intelligence using Cattell’s CFIT on a
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group of students participating in TM as part of their school curriculum.  They employed a

control group of students from a near-by university.  Their results indicated that the students

who participated in TM demonstrated significant improvements on the CFIT compared to the

control group.  The researchers proposed that improvements in intelligence may have

occurred as a function of the stimulation of neural growth (Cranson et al., 1991).  These

studies, and others not cited here (see Shapiro & Walsh, 2003), also have their

methodological flaws.  Most studies have employed a retrospective design; however,

Dillbeck et al. (1996) and Cranson et al. (1991) attempt to address this short-coming by

employing a longitudinal design.   Other methodological flaws in the research on TM include

small sample sizes, lack of randomization, lack of follow-up, imprecise measurement of

constructs, and lack of control groups (Shapiro & Walsh, 2003).  Despite these limitations,

these studies do suggest that meditation could have its effects through changes in underlying

cognitive structures.  These results could explain the effects found in studies employing

mindfulness-based interventions that include meditation.  Still we do not know that

mindfulness is a result of meditation or that mindfulness changes perception.  What we do

know is that mindfulness-based interventions have an effect on a variety of symptoms and

experiences and may impact underlying cognitive structures; mindfulness-based

interventions include meditation; theory and practice guidelines seem to suggest that

mindfulness may be at the root of these effects; and early speculation suggests that the

mechanism of mindfulness is through changes in perception.

Studies on the effects of mindfulness-based interventions with health care

professionals have focused on stress, psychological distress, and burn out.  These studies

provide some support for the proposal that mindfulness can change behavior and experiences
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through its associated or secondary effects, and therefore impact decision making.  Stress

appears to belong in the category of equanimity.  Recall that equanimity allows the

individual to maintain an evenness of mind in the face of difficult or challenging experiences.

Stress in health care professionals is associated with increased rates of alcohol/drug abuse,

depression, anxiety, suicide, burnout, and declines in physical health (Cohen-Katz et al.,

2004; Klien, 1996; Lehner et al., 1997).  Studies focusing on the impact of stress on cognitive

abilities suggest that stress may also harm professional effectiveness through decreased

attention, decreased concentration, and impaired decision making ability (Beddoe & Murphy,

2004; Shapiro et al., 2005).

Fortunately, research suggests that mindfulness-based interventions appear to be

effective in reducing stress in health care professionals (Beddoe & Murphy, 2004; Cohen-

Katz et al., 2004, 2005, Cohen-Katz, Wiley, Capuano, Baker, & Shapiro, 2005; Shapiro et

al., 1998; Shapiro et al., 2005; Rosenzweig et al., 2003; Young, Bruce, Turner, & Linden,

2001).  Rosenzweig et al. (2003) studied the effects of MBSR on psychological distress in a

group of 302 medical students.  The students elected to participate in either the 10-week

MBSR seminar or in a didactic seminar on complementary medicine.  Students who

participated in the MBSR seminar demonstrated significant decreases in psychological

distress using the Profile of Mood States (POMS).  Participants in MBSR demonstrated

significant decreases in overall distress, tension-anxiety, fatigue-inertia and confusion-

bewilderment and an increase in vigor-activity.  Students in the control group demonstrated

increases in overall distress, anxiety, fatigue, and decreases in vigor.  Further, prior to the

intervention, participants in the intervention group demonstrated significantly higher levels
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of distress when compared with the control group.  Therefore, MBSR appeared to be

effective for stress management for medical students.

Shapiro et al. (1998) looked at the effects of MBSR on anxiety, psychological

distress, empathy, and spiritual experiences in 78 medical and premedical students. They

found that students who participated in MBSR reported decreased psychological distress

including depression, decreased state and trait anxiety, increased empathy, and an increase in

spiritual experiences.  Further, they were able to replicate these results in the wait-list control

group, found that the results held across experimenters, and observed these results at a

naturally stressful time for students during their exam period.  However, some of these

results were limited by the failure to measure trait anxiety in the wait-list control group.

Finally, participants who were more compliant with the home exercises (that included

meditation) demonstrated greater benefits.

A two-part study by Cohen-Katz et al. (2004, 2005a, 2005b) studied the effects of

MBSR on stress and burnout in nurses in an eastern Pennsylvania health care system.  The

first part of the study included 21 nurses who were randomly assigned to either the treatment

group or the wait-list control group.   Burnout, psychological distress, and mindfulness were

measured before and after the intervention.  The researchers reported significant differences

between groups after the intervention on mindfulness, emotional exhaustion and personal

accomplishment, and a trend towards significance in depersonalization.  They failed to find

significant differences in psychological distress although observed changes in the predicted

direction.  In the second part of their study they included a third cohort and the collection and

thematic analysis of qualitative data.  Analysis of the qualitative data revealed that

participants reported an increase in self-awareness, self-acceptance and self-care.
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Participants experienced increased patience, calmness or relaxation, increased confidence,

and enhanced spirituality.  Participants also reported changes in their behaviors surrounding

self-care such as improved eating habits and participation in an exercise program.

Participants also reported an impact on their relationships described as increased empathy,

improved communication, decreased worry about others, attending to relationships with more

appreciation, and an ability to be present in relationships without becoming reactive or

defensive.

Beddoe and Murphy (2004) conducted a pilot study, using a pretest-posttest design, to

explore the effects of MBSR on stress and empathy in 18 student nurses.  They found

significant decreases in anxiety but no significant changes in empathy.  The researchers

attributed the lack of significance to pretest scores in empathy being higher than the means of

college females in other studies.

Young et al. (2001) looked at the effectiveness of MBSR on decreasing stress and

stress related symptoms in nursing students.  They used a sample of 30 students, 15

volunteering to participate in the intervention group and 15 in the control group.  The

researchers collected qualitative and quantitative data.  Their results revealed a significant

decrease in psychological symptoms with a large effect size.  They found a small to medium

effect size for health related effects, sense of coherence, and physical symptoms but did not

report on the significance of these effects.  The qualitative data revealed that although the

participants initially found it difficult to integrate mindfulness exercises into their daily lives,

they experienced many benefits.  They reported these benefits as learning to juggle multiple

demands, becoming aware of their mind-body responses to stress, managing stress and
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gaining control over their reactions to stress, feeling empowered to achieve and maintain a

balance in their lives, and changing their perceptions of time.

These studies appear to support an association between mindfulness-based

interventions and stress in health care professionals, specifically nurses, nursing students,

physicians, and medical students.  Qualitative analysis suggest that some of this stress

reduction may be due to changes in self-care, emotional tolerance, and improved awareness

and management of stress related symptoms (Cohen-Katz et al., 2005b; Young et al., 2001).

Therefore, the qualitative analysis suggests that a decrease in stress may occur as a function

of insight/understanding, equanimity, and self-compassion.  Only one study attempted to

analyze the mechanism of mindfulness-based interventions.  Shapiro et al. (1998) employed a

data analytic strategy to establish a path diagram estimating the direct and indirect effects of

the MBSR program on trait anxiety, state anxiety, depression, empathy and so on.  The

model produced by their analysis indicated that the intervention acted primarily through a

change in trait anxiety, with compliance acting as a moderating effect.  The reduction of trait

anxiety appeared to lead to reductions in depression, state anxiety, and increases in empathy.

The authors were careful to emphasize that their path diagram was exploratory and cannot

prove a causal relationship between the variables.

These preliminary studies provide some support for the idea that mindfulness-based

interventions have many secondary effects.  All of these studies used the MBSR intervention,

which is a well-documented intervention with standardized protocol and training; however,

these studies contain a number of limitations the most obvious of which is the failure to

measure mindfulness in all but the study by Cohen-Katz et al. (2005a).  Therefore, the

changes observed in the intervention groups of the other studies may not be due to changes in
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mindfulness.  The changes observed may simply be due to stress reduction allowing the

participants to focus on more important things.  The assumption is that MBSR leads to

increased mindfulness and this increased mindfulness impacts practice in the form of

decreased stress.  However, without measuring mindfulness, it is not known if a state of

mindfulness was achieved and that mindfulness created the observed effects or if some other

aspect of the program such as social support or the curriculum caused the changes that were

reported.  In the Cohen-Katz et al. (2005a) study, mindfulness was measured using the

Mindfulness Attention Awareness Scale (MAAS).  Their sample consisted of 27 practicing

nurses.  The results illustrated a statistically significant difference in mindfulness after the

intervention for both the treatment group and the wait-list control group.  However, their

findings conflict with the work of Brown and Ryan (2003).  Brown and Ryan did not find an

increase in mindfulness with their sample of 58 patients, with early stage breast or prostate

cancer, who participated in a mindfulness training program modeled on the work of Kabat-

Zinn and colleagues.    Therefore, current studies on the effects of mindfulness-based

practices on developing states of mindfulness are inconclusive.  All the studies used self-

report measures and therefore are subject to the possibility of social desirability and the wish

to please the experimenters.  None of the studies employed an objective measure of behavior

such as observation of behavior or evaluation by peers, patients, or supervisors.

All study participants were volunteers.  Given the level of commitment in terms of

time and effort to participate in the MBSR program, it is likely that volunteers are required to

ensure some degree of compliance with the program.  Regardless, the use of volunteers does

decrease the representativeness of the sample and could influence the findings.  This effect

was observed to some degree in two studies.  Pretest scores were higher than average for
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empathy in the Beddoe and Murphy (2004) study and in the Rosenzwieg et al. (2003) study

those who signed up for the MBSR seminar showed higher scores for mood disturbance than

the medical students who choose the alternative seminar.

Three of the five studies had a sample size of less than 50 participants.  Small sample

sizes will decrease the representativenss of the sample and also decreases the likelihood of

finding a significant effect if one exists.  However, in these studies significance was achieved

for mindfulness and burnout (Cohen-Katz et al., 2005a), anxiety (Beddoe & Murphy, 2004),

and psychological symptoms of stress (Young et al., 2001).

Four of the five studies employed some type of control group.  Two of the studies

used a wait-list control design (Shapiro et al., 1998; Cohen-Katz et al., 2005a), one used an

alternative intervention (Rosenzweig et al., 2003), and one used a no intervention control

group (Young et al., 2001).  One problem arises in the wait-list control group and the no

intervention group designs.  The researchers are unable to determine whether the effects

observed are due to the social support aspects of the MBSR program, which involves

intensive listening and sharing of emotions among participants, or the practices of

mindfulness and mindful meditation.  Similarly in the alternative intervention situation the

students participated in a seminar that reviewed complementary and alternative medicine.

This seminar did not involve the same commitment to practice at home nor did it include the

same depth of sharing as the MBSR intervention.

The authors of these studies imply that decreases in anxiety, psychological distress,

and improved coping skills will result in improved professional practice, such as decreased

errors, improved decision making, and better relationships with patients but none of the
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studies test these skills (Beddoe & Murphy, 2004; Cohen-Katz et al, 2004; Shapiro et al.,

1998; Rosenzweig et al., 2003; Young et al., 2001).

Finally, there are no long-term studies.  All of the studies reviewed measured changes in

stress at the completion of the 8-week MBSR program.  Changes in mindfulness and other

associated characteristics may require longer periods of participation in mindfulness-based

activities.  Further, no follow-up has been made to determine if mindfulness-based

interventions or mindfulness alone results in better professional practice in the ensuing

months and years.

Summary

What can we summarize from this discussion?  There is no study that looks at the

relationship between mindfulness and decision making however, it is reasonable to argue that

a relationship may exist, and thus merits further exploration.  This potential relationship may

occur through a change in the perception of the individual or through secondary effects such

as increased insight or stress reduction, that promotes good decision making.  However,

existing empirical research focuses on mindfulness-based interventions and do not measure

mindfulness to determine if an increase in mindfulness is responsible for the observed results.

It should be noted that it has only been in recent years that any measure of mindfulness has

been available for in research studies.  Therefore, this study will explore whether there is a

relationship between mindfulness and decision making by (a) gathering rich descriptions of

the decision making processes of occupational and physical therapists and (b) examining

those descriptions for any trends and patterns that suggest a relationship between



54

mindfulness and decision making.  Should any relationships emerge, future studies can

examine them in a more systematic and experimental manner.

Purpose and Research Questions: Mindfulness, Expertise and Decision Making

It appears that mindfulness-based interventions have generally positive effects on the

participants including decreases in stress, increased well-being, and positive changes in

behavior.  Given the stressful environment of health care today, developing skills that help to

decrease stress, and potentially improve performance in the crucial area of decision making

will be beneficial to health care professionals and their clients.  Epstien (1999) proposes a

relationship between mindfulness, expertise, and decision making.  However, there is no

evidence of a direct relationship between any of these variables.  Research and theory appear

to point to the potential of some relationship between these three variables, but has not yet

confirmed those relationships through exploratory or empirical research.  Exploration of the

potential relationships between these variables will set a foundation for theory development

and for further testing of those relationships through empirical research.  The purpose of this

study is to explore the potential relationships between expertise, mindfulness, and decision

making.  Based on the Epstein’s (1999, 2003a, 2003b) discussion and the theoretical

potential for relationships between expertise, mindfulness, and decision making, this study

begins to look for any interesting patterns or trends between these variables by answering the

following questions:

1. Is there an association between expertise and mindfulness when comparing a

sample of experienced occupational and physical therapists, who are rated high in

expertise by their peers, and a sample of experienced occupational and physical

therapists, who are rated lower in expertise by their peers?
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2. Does the decision making of experienced therapists, who are rated high in

expertise by their peers, differ from the decision making of experienced

therapists, who are rated lower in expertise by their peers?

3. Does the difference between the decision making of experienced, expert therapists

reflect more characteristics of good decision making than the decision making of

experienced non-expert therapists?

4. Does the decision making of experienced therapists, who self-rated high in

mindfulness, differ from the decision making of experienced therapists, who self-

rated low in mindfulness?

5. Does the difference between the decision making of experienced, mindful

therapists reflect more characteristics of good decision making than the decision

making of experienced non-mindful therapists?
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CHAPTER 3

METHODOLOGY

Research Design

Descriptive research designs enable researchers to explore the characteristics of a

population and examine the relationships between these characteristics (Depoy & Gitlin,

1994).  In this study, the characteristics of expertise, mindfulness, and decision making were

explored in a population of experienced occupational and physical therapists.  This

exploration was based on an a priori theory that experts are both mindful and good decision

makers.  This study was conducted in two stages.  The first stage examined the relationship

between expertise and mindfulness employing correlational analysis between a measure of

expertise and a measure of mindfulness.  In the second stage, verbal protocol and protocol

analysis were employed to explore the relationships between expertise and decision making

and mindfulness and decision making.  Protocol analysis was appropriate for this study for

four reasons. One, there is no standardized test that is appropriate for measuring clinical

decision making in occupational and physical therapists.  Two, the literature on decision

making and expertise is clear that the skills of experts are specific to their domain of practice.

Therefore, looking at particular skills, like decision making, outside of that domain does not

result in a valid measure of the expert’s skill within that domain.  Three, verbal protocols are

the most appropriate method for collecting data that reveals the cognitive processes of

participants in research (Ericsson & Simon, 1993, 1980).   Finally, verbal protocols will

provide rich descriptions of the therapists’ decision making processes for the exploration of

the trends and patterns that may reveal similarities and differences on the basis of expertise

and/or mindfulness.
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Participants

Sampling proceeded in two stages.  The first sample was a convenience sample of

occupational and physical therapists drawn from hospitals, rehabilitation centers, and

outpatient clinics in Philadelphia and the surrounding counties. Therapists were recruited for

the study once permission was obtained from their department directors or supervisors to

work with the therapists.  Therapists were asked to volunteer to participate in the first part of

this study.  The inclusion criteria were a minimum of five years of experience as a licensed

occupational or physical therapist.  Occupational and physical therapy assistants were

excluded from this study as they typically do not perform patient evaluations.  Further, this

study sought to include experienced therapists to compare and contrast experts with

experienced, average therapists rather then novice therapists.  Novices were excluded as they

typically engage in more reflection and consider more cues than experienced therapists. This

would have been an informative contrast, but one that did not allow the comparisons of

interest here. The concern in this study was between individuals rated higher in expertise and

individuals of similar years of experience who were rated less highly.  Therefore, if

mindfulness were to increase this behavior as well it would be difficult to determine if

increase in these behaviors were due to mindfulness or inexperience.  Secondly, it is the

concern of this study that some experienced therapist become experts and some do not and

that mindfulness may play a role in developing expertise rather than becoming automatic and

disengaged.  Novice therapists would not be expected to have achieved a level of experience

that would allow them to become disengaged with their profession.  Seventy-seven

therapists, 32 occupational therapists and 45 physical therapists, participated in the study, a

sample large enough to achieve adequate statistical power (Cohen, 1988).   The mean age
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was 40 years, with the oldest participant being 61 years of age and the youngest being 27

years of age.  There were 16 males and 61 females.  All participants had a minimum of 5

years of practice, with a mean of 15.6 years and a maximum of 39 years.  Sixty-two

therapists worked full time and 15 worked part time.  The therapists had a range of education

in their respective fields; 25 (32%) had bachelors degrees, 40 (51.9%) had masters degrees,

and 12 (15.6%) had clinical doctorates in either occupational or physical therapy.  The

therapists in this study worked in a variety of practice areas including but not limited to

pediatrics, orthopedics, hands, neurology, geriatrics, administration, lymphedema, and burns.

Table 1 shows that the majority of therapists worked in orthopedics or hand (33.8%) and

geriatrics (24.7%).

Table 1.  Practice Areas

________________________________________________________________________

Practice Area Frequency Percent

________________________________________________________________________

Peadiatrics 4 5.2

Orthopedics/hands 26 33.8

Neurology 5 6.5

Geriatrics 19 24.7

Administration 6 7.8

Other
a

17 22.1

________________________________________________________________________

Total 77 100.0

________________________________________________________________________
a
Included in the category of other are therapists who indicated their practices to be in acute care, rehabilitation,

physical disabilities, burns and wounds, lymphedema, cardiac, medical oncology, multiple, medical surgical,

and women’s health.
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The therapists also worked in a variety of practice settings.  The majority of therapists

worked in inpatient hospital (42.9%) or outpatient hospital (31.2%) settings.  Please refer to

Table 2 for more detail.

Table 2.  Practice Setting

________________________________________________________________________

Practice Setting Frequency Percent

________________________________________________________________________

Inpatient Hospital 33 42.9

Outpatient Hospital 24 31.2

Outpatient Private 3 3.9

Rehabilitation Center 3 3.9

School 2 2.6

Nursing Home/ 2 2.6

Long Term Care

Other
a

10 13.0

________________________________________________________________________

Total 77 100.0

________________________________________________________________________
a
Included in the category of other are therapists who indicated they worked in subacute rehabilitation or who

worked in more than one practice setting.

Information on the therapists’ leisure and personal development activities was also

collected to control for the potential effects of these activities on the therapists’ mindfulness

or expertise.  Sixty-one therapists (79.2%) reported participating in personal development or

spiritual activities on a weekly basis.  The majority of therapists reported that they prayed

(66.2%) or participated in other activities that they believed contributed to their personal
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development (23.4%).  See Table 3 describes the therapists’ spiritual and personal

development activities.

Table 3: Spiritual and Personal Development Activities

______________________________________________________________________

Activity Frequency Percent Mean Maximum Minimum

Minutes/ Minutes/ Minutes/

Week Week Week

______________________________________________________________________

Yoga 12 15.6 123 300 37.5

Meditation 12 15.6 100
a

240 45

Journal 12 15.6 67 120 15

Prayer 51 66.2 134
a

330 15

Mentor 5 6.5 462 1500 60

Support 2 2.6 45 60 30

Group

Counseling 3 3.9 45
a

60 30

Other 18 23.4 247
b

900 120

_______________________________________________________________________
a
One missing.  

b
Four missing.

Purposive sampling was employed for part 2 of this study to explore the relationships

between mindfulness, decision making, and expertise.  The therapists were selected on the

basis of their area of practice, practice setting, and their scores on the KIMS-M and the

PREOPT.  Four therapists were selected from the participants of stage one of the study.  All

were female.  There were three occupational therapists and one physical therapist.  Ages
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ranged from 29 years to 46 years.  Two had masters degrees and two had bachelors degrees.

Years of practice ranged from 5 years to 19 years.  The therapists were selected from the

existing sample from stage one based on their scores on the measures of mindfulness and

expertise.  However, due to the sample’s skew towards expertise, as will be shown in the

results chapter, it was determined that the sample better represented expert therapists rather

than average or that the differences in their scores on expertise were not great enough to find

trends or patterns in their decision making.  Therefore, four therapists were selected on the

basis of their scores on the KIMS-M to represent high mindful and low mindful therapists.

Those therapists in the top third of the KIMS-M were considered high scorers, referred to as

high mindful, and those in the bottom third of the KIMS-M were considered low scorers,

referred to as low mindful.  The therapists were also selected from the same practice area and

similar practice settings.  It was important to ensure that the case study designed would be in

the area of the therapists’ expertise and therefore would elicit expert responses rather than

present an unfamiliar situation that may elicit less expert or novice responses.  All therapists

practiced in the area of geriatrics or physical dysfunction including geriatrics and all the

therapists practiced in an inpatient setting.

Sample size, for part 2 of this study, was restricted for three reasons.  First, this part

of the study was exploratory with the goal of gathering rich data and description of the

therapists’ decision making processes.  These descriptions were used to identify trends and

patterns that would suggest a difference in the decision making between the high mindful and

low mindful therapists.  Second, despite the large number of therapists in the first part of the

study, the criteria of finding therapists practicing in the same area, setting, and with the

desired levels of mindfulness significantly reduced the number of therapists available for
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participation.  And third, the large volume data that were generated from each participant

required complex and time-consuming analysis prohibiting the collection of a large volume

of data.

Instruments

Expertise: Peer-Rated Expertise in Occupational and Physical Therapy Scale

The Peer-Rated Expertise in Occupational and Physical Therapy Scale (PREOPT; see

Appendix A) was developed for this study by the author to identify therapists who are

experts versus therapists who are average. Therapists rate their peers on a 5-point Likert-type

scale from 1 to 5 where 1 means strongly agree and 5 means strongly disagree.  This scale

includes 21 items that looked at the reasoning, habits, and attitudes of the therapists.  Item

development arose from the analysis of the literature on expertise in medicine, rehabilitation,

and psychology.   Based on this literature, questions about clinical reasoning included the

therapists’ knowledge in their area of expertise, their ability to identify the crux of a problem,

and the superior organization of their knowledge (Benner, 1984; Benamy, 1996; Burke &

DePoy, 1991; Jensen et al., 2000).  Questions regarding the creativity of the therapists were

included since the literature indicates that reasoning of experts is characterized by creativity

(Burke & DePoy, 1991; Jensen et al., 2000).  Further, experts also consider the large impact

of a problem or deficit on the life of a client and critical thinking (AOTA Entry Level Study

Commission, 1987), and experts are superior decision makers when confronted with

relatively difficult as opposed to routine cases (Ericsson, 2004; Ericsson & Lehmann, 1996).

Therefore, some questions reflected these aspects of decision making in experts.  The habits

and practices of the therapists included their technical skills (Benner, 1984), ability to
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motivate and include the client in the treatment process (Benner, 1984), and their efforts to

continue to improve their performance through deliberate practice and continuing education

(Ericsson, 2004, 2005).  Finally, the literature suggests that experts are motivated and

committed to continually improving their performance (Ericsson, 2004, 2005) and are

committed to and care for their patients (Benner, 1984; Burke & DePoy, 1991; Case,

Harrison, & Roskell, 2000; Jensen et al., 2000).  Therefore, questions regarding the

therapists’ attitudes included these aspects of motivation and commitment.  Face validity was

confirmed with practicing occupational therapists, practicing physical therapists, and an

educator in occupational therapy.  Principal factor analysis was conducted with the PREOPT

with the sample of all 77 therapists.  The factor solution, comprised of 21 items, loaded onto

four factors that accounted for 67% of the variance.  All items loaded on the first factor with

a load of .45 or greater.  This first factor accounted for 45% of the variance.  Please refer to

Appendix B for the factor analysis table for the PREOPT.  Internal consistency of the 21-

item PREOPT was confirmed with a Cronbach’s alpha of .96.  These findings did not support

the assumption that expertise was composed of three distinct characteristics. Nevertheless, it

was of interest to determine the relationships between the subscale scores and other

dependent measures for theoretical reasons. Before doing so, however, the internal

consistency of each of the subscales was determined.  Cronbach’s alphas for the subscales

were as follows: 10-item reasoning subscale, .89; 7-item habits subscale, .79; and 4-item

attitude subscale, .47.  With the exception of the attitude scale, the alphas were acceptable.

Therefore, the correlations between the subscales could be explored within the understanding

of the limitations of the third subscale that has greater variation and small number of items,

than the entire 21-item test or the other two subscale.  Looking at the means and standard
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deviations of the subscales in the study sample tested variation in the subscales further.  The

means and standard deviations of the three subscales were 1.71, 0.44 for the reasoning

subscale, 1.78, 0.49 for the habits scale, and 1.51, 0.47 for the attitude scale.  The standard

deviations for the three subscales were similar.  Therefore, although the Cronbach alpha of

the attitude subscale was less than the Cronbach alpha of the reasoning and habit subscale,

the similarity in the standard deviations indicate that the correlations that emerge for those

scales would not be due to variance within those scales.

The therapists’ level of expertise was determined by looking at their scores on the

PREOPT.  Those therapists whose scores fell within the top third of the PREOPT scores

were defined as experts, those therapist whose scores fell in the middle third were defined as

average, and those therapists who fell in the lower third were defined as less than average.

Mindfulness: The Kentucky Inventory of Mindfulness Skills

The Kentucky Inventory of Mindfulness Skills (KIMS; see Appendix C) is a 39-item,

self-report questionnaire including four facets considered elemental to mindfulness.

Participants are asked to rate themselves on each item using a five-point Likert-type scale

where 1 = never or very rarely true and 5 = very often or always true.  The four facets

included observing experiences, acting with awareness, describing experiences with words,

and nonjudging of experiences.  This scale was developed by Baer et al. (2004) for use as a

tool to measure mindfulness skills.  They derived their items through a review of the

literature on mindfulness and reviewed the original 77-item scale with five practicing

psychologists and six doctoral students in clinical psychology to obtain content validity.

Internal consistency on each facet for observe, describe, act/aware, and accept were adequate
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ranging from .76 to .91.  Exploratory factor analysis provided support for the proposal that

the KIMS measures four facets of mindfulness and accounted for 43 percent of the variance.

Confirmatory factor analysis provided further support using the Comparative Fit Index (.95)

and the root mean square error of approximation (.05 to .08).  Intercorrelation between the

scales within the KIMS demonstrated modest and positive correlations with the exception of

observe and act/aware which was not significant and observe and accept which had a small

and negative correlation (-.14).  Test-retest reliability for observe, describe, act/aware, and

accept were .65, .81, .86, and .83 respectively.  Baer et al. also tested the KIMS for its

relationship with other constructs such as emotional intelligence and absorption.  Their

results generally supported their predictions for the relationship between the KIMS and

measures of other construct.  The KIMS was also related but distinguishable from the

concepts of neuroticism and general distress.  Further, they compared the KIMS to the

Mindful Attention Awareness Scale (MAAS) which was the only other measure of

mindfulness at that time and found significant correlations between describe (.24, p < .05),

act/aware (.57, p < .0001), and accept (.30, p < .001) and the MAAS.  There was no

significant relationship found between the MAAS and observe (.02).  Finally, Baer et al.

compared a sample of students with a small sample of individuals diagnosed with borderline

personality disorder (BPD).  Their results supported their predictions that the student group

would demonstrate higher levels of mindfulness than the BPD group.

The KIMS appears consistent with the definition outlined in the discussion on

mindfulness, that definition being that mindfulness is a quality of awareness and attention

that is sustained, present-focused, but flexible and is characterized by nonjudgement,

openness, and acceptance.  However, theory and research suggests that mindfulness could be
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both a state and a trait (Brown & Ryan, 2003; Goldstein, 2002). Research on mindfulness as

a trait versus a state is limited; however, the work of Brown and Ryan (2003) provides some

preliminary support for the idea that mindfulness is both a trait and a state.  Their study,

using the MAAS, suggests that all individuals have different levels of mindfulness and that

those with a higher disposition towards mindfulness experience states of mindfulness more

frequently.  Further, individuals who practice mindfulness demonstrated higher levels of

mindfulness on the MAAS. The implication for this study is the possibility that therapists

may have trait mindfulness but may not be mindful in their work.  Conversely, therapists

may be mindful in their work but not demonstrate high trait mindfulness.  Therefore, the

KIMS was modified to attempt to measure the mindfulness of therapists while performing in

their work settings.

The modified KIMS (KIMS-M), was tested on a pilot study with a group of physical

therapists for internal consistency using Chronbach’s alpha and content validity using

principal components factor analysis for each subscale.  This initial analysis revealed more

than one component for each subscale observe (5), describe (2), act (5), and judge (3).

Cronbach’s alpha for each was .27, .91, .40, and .89 respectively.  Therefore, further analysis

of the content and face validity was conducted with the pilot group with modifications made

to some questions to make them relevant to the clinic setting.  Principal components factor

analysis was repeated with the present sample with removal of items that scored below .35.

The resulting Chronbach’s alpha for the subscales of observe, describe, act, and judge were

.769, .775, .515, and .848 respectively.  (Number of items removed 4, 1, 2, and 3

respectively.) Thus, these scales had acceptable internal consistency. The means and standard

deviations for the subscales were 31.08, 4.67 for the observe subscale, 27.75, 3.37 for the
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describe subscale, 29.62, 4.19 for the act subscale, and 24.48, 3.8 for the judge subscale.

Therefore, the subscales had similar variance indicating that the correlations that emerge

from the scales could not be attributed to variance within these subscales.

Decision Making

Decision making was measured through the use of a case study (see Appendix D) and

the think aloud technique.  The case study included data collected during an initial evaluation

of a client including information typically gathered from a chart review, during the interview,

and specific testing.  The therapists were asked to arrive at an assessment, determine

treatment goals, and make a plan for the treatment intervention for the next session.

As indicated in the literature review, experts do not always tend to perform better on

typical decision making measures than non-experts or novices.  This failure to identify

superior decision making was attributed in part to the failure of these types of decision

making measures to represent the tasks in which the experts would demonstrate superior

decision making.  Further, Ericsson (2004) states that medical diagnosis is a suitably

representative and reproducible task to use in the study of expert performance.  The process

of arriving at an assessment, determining treatment goals, and choosing treatment

interventions is similar to the process of a physician making a medical diagnosis on the basis

of information gained through a chart review and examination of the patient (Robertson,

1996a, b; Rogers, 1983). Therefore, case studies of initial evaluations are representative and

reproducible tasks that are efficient and effective in gathering information on decision

making in therapists.  Further, although case studies remove the therapist from the clinical

setting and therefore do not reflect the therapist’s actual behavior, they minimize the
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confounding factors that can be present in those settings such as the influence of other

medical practitioners on outcomes.

The case study also represented a difficult and complex case rather than a routine

case.   Routine cases typically do not require the experienced therapist, expert or average, to

use extensive decision making strategies and therefore may not result in eliciting significant

differences between samples.  Therefore, the therapists were presented with two dilemmas in

the case study.  In the first dilemma, the patient presents with signs and symptoms of

Parkinson’s disease that are not diagnosed by the patient’s physician.  In this dilemma the

therapist had to identify that some of the patient’s symptoms could be attributed to

Parkinson’s or are Parkinson-like in nature.  Then the therapist had to determine if and how

he or she will bring these findings to the patient’s physician.  In the second dilemma, the

patient’s mental status and physical abilities have changed significantly enough that the

patient is no longer safe to live alone in her home.  The patient has poor insight into these

difficulties and insists that she wants to return home but the patient’s daughter, aware of her

mother’s difficulties, is trying to get the patient to move in with her.  This second dilemma

presented an ethical dilemma requiring the therapist to make a decision about the best course

of action considering both what is best for the client and what is possible given the situation.

Both of these dilemmas were confirmed by practicing therapists as realistic to the type of

difficulties they confront in an acute care setting.

Therapists were asked to think aloud as they reviewed the case to help capture their

decision-making processes.  Think aloud protocol was chosen for this study to generate rich,

descriptive data that would provide an insight into the decision making processes of the

therapist.  This data was used to look for trends and patterns that would indicate the
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differences and similarities of the therapists’ decision making and if those trends and patterns

appeared to occur on the basis of differences in mindfulness or expertise.  Think aloud

techniques are the most appropriate method for ascertaining cognitive details that are hard to

obtain by other means (Ericsson & Simon, 1980, 1993).  Think aloud is based on an

information processing model where it is proposed that information in short-term memory

can be verbalized.  This model suggests that information provided by participants as they

think aloud accurately reflect their course of thought.  These verbal reports reveal the

sequence of information that is attended to without altering the participants’ cognitive

processes.  Participants were asked to verbalize their thoughts out loud without theorizing

about their cognitive processes.  In the process of verbalizing their thoughts, a verbal

protocol was generated that allowed the researcher an insight into how the participants

arrived at their decisions.

Procedures

In part one of the study, the therapists were volunteers recruited from hospitals,

outpatient facilities, and long-term care facilities in Philadelphia and surrounding counties.

Permission to work with the therapists was obtained from the department director or

supervisor.  The supervisor or a representative from the department set a date and time to

meet with the therapists who volunteered.  Typically, the therapists agreed to participate

during their lunch hour.  Meetings were set at the therapists’ place of work in a classroom,

conference room, or within the treatment gyms, based on the availability of that space.  At

the time of data collection all the participating therapists were asked to complete the

demographic questionnaire (See Appendix F) and the KIMS-M.  Then they were instructed
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to rate two to five of their peers who where also in the study, on the PREOPT.  Please refer to

Appendix G for the instructions given to the participants during Phase 1.  Although the goal

was that all therapists would rate at least five others, some therapists did not feel they knew

or worked closely enough with five other therapists to rate up to five.  Therefore, rating up to

two others was accepted in the interest of obtaining valid ratings on the PREOPT.  Therapists

from eleven sites participated in this study. These sites included eight hospital sites that

included both inpatient and outpatient services, one outpatient only site, and two long-term

care facilities with rehabilitation units.  All participants were volunteers, therefore not all the

therapists at the sites participated in the study.  Table 4 provides a description of the site and

the number of therapists who participated at that site.

Participants in part 2 of the study were contacted to set-up a one-time interview.  Three of

the participants completed the case study at their work and one completed the case study in

her home.  During the interview, each participant completed the case study using the think

aloud technique.  The participants were instructed to say out loud whatever they were saying

silently to themselves.  During silences, they were prompted to “please think out loud” or

“tell me what you are thinking.”  The participants were not probed about thoughts being

verbalized.  Their responses were recorded using a tape recorder.  Notes of the therapists’

responses were also taken during the case study to capture body language, facial expression,

tone of voice, etc.    Each participant started with a practice run to get used to the researcher’s

presence, the recorder, and the think aloud technique.
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Table 4: Participating Sites

______________________________________________________________________

Site Number Description Number of

Participants

______________________________________________________________________

1 Hospital        7

2 Hospital       11

3 Hospital        5

4 Outpatient        8

5 Hospital        8

6 Hospital        2

7 Hospital        7

8 Long-Term Care        4

9 Hospital        5

10 Long-Term Care        8

11 Hospital       12

Total          77

_______________________________________________________________________

Analysis

Data collected from the PREOPT and the modified KIMS were analyzed using Pearson

correlations (p < .05, one-tailed, df=n-2) to determine if a relationship exists and the nature

of any relationship between expertise and mindfulness.

Data collected using think aloud technique were transcribed verbatim and coding ensued

in the following sequences as indicated by Ericsson and Simon (1993).  Individual
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verbalization units were identified.  These units were encoded using a predetermined coding

guide developed from the literature on decision making (See Appendix D).  An occupational

therapist, also an expert in clinical reasoning, was employed as a second coder to check the

interrater reliability of the coding.  She repeated the process described above, after

undergoing instruction in verbal protocol and being familiarized with the coding guide, and

the results of her coding were compared to those of the researcher.  Results of this coding

were used to describe and compare the decision making of the four therapists looking at

similarities and differences between the therapists based on their levels of mindfulness.
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CHAPTER 4

RESULTS

The data collected from the first part of the study were analyzed to describe the scores

of the participants on the PREOPT and the KIMS, test the relationship between these

questionnaires, and explore potential confounding factors.  The following is a description of

those results.

Scores on PREOPT and KIMS

Therapists in this study tended to score high on the PREOPT with a mean of 1.67 and

standard deviation of 0.49, where the lowest score is 1, indicating high expertise, and the

highest score is 5, indicating low expertise.  The final score for each participant is the

average score across 21 items.  The lowest score on the PREOPT, in this sample, was 3.09

and the highest was 1.  This result also shows that the restricted range of scores for the

PREOPT (given the skew) may decrease the size of any correlations between the PREOPT

and other measures.  Figure 1 shows that the sample tended to skew toward a high level of

expertise. Thus, most of raters viewed their peers as having many of the traits listed such as

getting at the crux of a problem, readily taking on unusual cases, etc.



74

TotAvgAllRaters

3.503.002.502.001.501.00

F
re

q
u

e
n

c
y

15

10

5

0

Mean =1.67

Std. Dev. =0.49

N =75

Figure 1: Distribution of therapists’ scores on the PREOPT.

_____________________________________________________________________

Scores on the KIMS were more evenly distributed with a mean of 112.34 and a

standard deviation of 10.51.  The lowest possible score on the KIMS was 39 and the highest

was 195.  This sample’s scores on the KIMS ranged from 88 to 136. The overall mean

suggests that participants responded in the middle of the scale, on average (somewhat true for

me). The spread of scores for the KIMS suggests that correlations would not necessarily be

constrained to be smaller due to a lack of variance.
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Relationship Between Mindfulness and Expertise

Pearson correlations were computed to determine the relationships among all scales

of the KIMS and the PREOPT.  There were no significant findings between the overall

scores for the KIMS-M scale and the 21-item PREOPT scale (r = .144, p = .218).  Further

analysis of the subscales of both the KIMS- M and the PREOPT found significant

relationships between the KIMS act scale and the PREOPT reasoning and habit scales (r =

.390, p = .001 and r = .396, p = .000, respectively); indicating that respondents who self-

reported greater mindfulness during action tended to receive lower ratings from their peers
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(indicating greater perceived expertise) on reasoning and habits reflective of expertise. In

addition, there was also a significant correlation between the KIMS observe scale and the

PREOPT attitude scale (r = .292, p = .011).  Indicating that those who self reported greater

mindfulness during observation were considered by their peers to have attitudes of an expert.

Note that the attitude scale had the lowest internal consistency.  Lower reliability has the

effect of attenuating correlations.  Had a more reliable scale been used, the correlation would

likely have been higher.  Future studies should create additional attitude items that coalesce

with each other to see if higher correlations do emerge. No other significant findings were

found between the remaining variables.  Effect size is low to medium (small r = .20 or less;

medium r > .20 and < .80; large r = .80 or more).

Table 5.  Correlations Between the KIMS and the PREOPT

_______________________________________________________________________

PREOPT

Reasoning Habits Attitude Total

_______________________________________________________________________

Observe -.051 .006 -.292* -.136

KIMS Describe -.164 -.031 -.039 -.119

Act -.390*** -.396*** -.179 -.213

Judge .066 .179 .151 .098

Total -.201 -.103 -.174 -.144

______________________________________________________________________

*p < .05.  ***p < .001
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Potential Confounding Factors

Pearson correlations were computed to determine if there was a relationship between

mindfulness, as measured by the KIMS, and potentially confounding factors such as age,

years of practice and therapists’ personal development/spiritual activities.  No significant

correlation was found for age and years of practice with the KIMS.  A significant relationship

was found for prayer (r = .242; p = .038;) and the act scale of the KIMS.  Analysis of

variance revealed no significant relationships between the KIMS and work status and

practice setting. A significant relationship was found between the KIMS and practice area

(F(5,72) = 2.47; p = .04).  Therefore, during the second stage of the study, participants were

selected from the same practice area to minimize the potential confounding effect of practice

area on mindfulness. Multivariate analysis of variance indicated no significant correlations

between the KIMS and gender, professions, and education.

Similarly, a Pearson correlation was used to determine if there was a relationship

between expertise, as measured by the PREOPT, and age, years of practice, and the

therapists’ personal development/spiritual activities.  A small positive correlation was found

between age and the reasoning scale of the PREOPT (r = .235, p = .043) and years of practice

and the reasoning scale of the PREOPT (r = .265, p = .021).  In exploring the therapists’

personal development and spiritual activities, there was a small negative correlation between

meditation and the PREOPT (r = -.242, p = .038), a positive correlation between prayer and

both the reasoning and habits scales of the PREOPT (r = .336, p = .003; r = .344, p = .003).

Therefore therapists who self-reported participating in meditation tended to be rated as

having the characteristics of an expert by their peers whereas therapists who self-reported

participating in prayer, tended to be rated as having fewer characteristics of an expert.  These
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findings are interesting in light of the fact that no significant correlation was found between

all subscales of the PREOPT and the remaining variables of practice area, practice setting,

education, profession, gender, and work status.

Decision Making, Mindfulness, and Expertise

The intention of the second phase of this study was to explore the relationships

between the three variables of mindfulness, decision making, and expertise.  The purpose

was to find any trends or patterns that might indicate a difference in decision making

between therapists, if that difference could be attributed to either mindfulness or expertise,

and finally if those trends and patterns suggested that mindfulness and/or expertise plays a

role in making good decisions.  However, as indicated in the results of phase one, the scores

on the PREOPT were positively skewed towards expertise; therefore this sample of therapists

may be more representative of experts than of average therapists.  Further, as indicated in the

methodology section, sampling was limited to therapists who worked in the same practice

area and setting to ensure all participants looked at the same case study and prevent an

additional confound of working with different case studies.  Given the limited number of

therapists, who shared all these commonalties, and the skew towards expertise, four

therapists were selected to represent all experts where two therapists had low mindfulness

scores and two therapists had high mindfulness scores.  Therefore the focus of the protocol

analysis was modified to look at decision making and mindfulness and not decision making

and expertise.

The therapists’ verbalizations of their thoughts were initially analyzed using protocol

analysis.  Their verbalizations were transcribed verbatim and individual verbalization units
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were identified.  These units were encoded based on the information that participants heeded

and using predetermined coding guide using the literature on decision making (See Appendix

D).  Some codes were stacked such that the therapist may be rationalizing treatment but

referring to her experience as it relates to the rationale or explaining an approach that

included collaboration.  Therefore, those statements were coded as both rationalizing and

experience in the former and explaining to the listener and collaboration in the latter.  When

counting utterances to look at frequency the same quote was counted once for rationalizing

and experience, so it would be counted twice.  Every effort was made to try to limit coding to

one code per utterance.  An occupational therapist, also an expert in clinical reasoning, was

employed as a second coder to check the interrater reliability of the coding.  Results revealed

a 74.9 percent agreement between the coders and included double codings.

Based on the literature review, it is reasonable to expect that analysis of the

therapists’ verbalizations would reveal a trend towards different decision making patterns.

Further, those trends might suggest that therapists who are more mindful would demonstrate

more characteristics of good decision making than therapists who are less mindful.  Tables 6

and 7 present a summary of the frequency with which the therapists’ verbalization units or

utterances were coded in specific categories as defined by the predetermined coding guide

(Refer to Appendix E for those definitions).  Please note that these frequencies were intended

to provide a guide for looking at trends and patterns for discussion and were not intended for

statistical analysis.
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Table 6: Summary of the Therapists’ Frequency of Utterances during the Case Study
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116 473 5 4 19 0 11 119 32

Low Mindful
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108 241 6 2 8 0 9 128 10

Low Mindful

Therapist 2

106 473 9 14 15 0 20 96 45

Table 7: Summary of the Therapists’ Frequency of Utterances during the Case Study

continued.
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Low Mindful

Therapist 1
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Low Mindful

Therapist 2
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Based on the review of the literature, it was expected that more mindful therapists

might trend towards more utterances in these categories than the less mindful therapists.

There appeared to be some trends in that direction in the categories of generating hypotheses,

self-assessment, discovery techniques, strategies, and rationalizing treatment.  However,

there was also a trend towards more verbalizations in the categories of patient perspective,
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ethics, prioritizing cues, experience, collaboration, explaining to the listener, and caregiver

perspective for the less mindful therapists.  There were no trends in verbalizations that were

future oriented and evidenced based.

Having looked at these trends, the remaining of the data analysis further examined the

content of the therapists’ verbalizations.  The literature on decision making and clinical

reasoning describes decision making as a process that includes identifying important or

relevant cues, generating hypotheses regarding those cues, and generating a rationale for

action.  This process was observed in the verbalizations of all four therapists.  In prioritizing

cues the therapists’ statements focused on determining the issues that would be relevant for

therapy such as the patient having cognitive and balance problems, the social support

available to the patient, and the environmental resources or needs such as hand railing or

lighting.  These therapists’ hypotheses included statements that were past, present, and future

oriented such as about the reason for the patient’s fall, the reason for her current irritability,

and anticipation about the patient’s future needs both in hospital and after her discharge.

Finally, the therapists generated rationales for their decisions such as doing a kitchen

assessment to see if the patient is safe to cook, or having the client sit down to dress because

she has decreased balance.  The process of arriving at decisions was not unique to this study

nor were there any trends to suggest that the process differed based on the therapists’ scores

on mindfulness.  What becomes interesting for the purpose of this study is the content of the

therapists’ verbalizations that suggest a different focus between the more mindful and less

mindful therapists.  Referring again to Tables 6 and 7, the frequency of these four therapists’

verbalizations suggests an overall pattern where the more mindful therapists tended to focus
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on the practicalities of getting things done and the less mindful therapists discussed the

emotional social issues of getting things done.  The following paragraphs will describe these

differences.

Practicalities of Getting Things Done

The pattern of the practicalities of getting things done appeared to fall to the

therapists whose scored higher in mindfulness.  This pattern seemed to include statements

that focused on describing strategies, generating hypotheses, self-assessment, discovery

techniques, and generating rationales.  Please note that similar statements were observed for

the therapists with lower mindfulness score but that the high mindful therapists in this study

tended to talk more about these issues.  Strategies were defined as developing strategies to

overcome limitations of the environment, limitations in the therapists’ skills and knowledge,

or difficulties with patient motivation.  In describing strategies the therapists included

statements that focused on the how of getting things done.  High mindful therapist 2 provided

great detail about how she would assess the safety of the patient in getting in and out of her

bathtub.

One of the things I do when I do a tub transfer with the patient actually to check and see if

they need a tub seat, which is why I write equipment as needed, is when they step in I have

them close their eyes and then mimic like they’re washing.  So I can see if they use lose their

balance.  And then the patient decides that they probably need a tub seat because they lost

their balance when they just closed their eyes.  So first they have to close their eyes, and then,

of course, I’m guarding them.  And then I have them mimic washing the arms and then their

legs and then reaching so I can see how they can, are able to maintain their balance and work

with their eyes closed and it’s those kinds of things that help me problem solve whether or

not I’m going to recommend equipment.
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Both therapists’ strategies included how to deal with the patient’s cognitive deficits

and irritability.  High mindful therapist 1 offers the following strategy in response to the

patient’s irritability and attention deficits.

Presentation, initially pleasant but became impatient and irritable.  Okay.  So just

have to maybe downgrade some activities or try to sweet talk her, see if she can

participate.  Attention, needs redirection to task.  So ah, kind of keep maybe ah,

simple one step, maybe.

The therapists who scores on mindfulness were greater also tended to spend a little

more time generating hypotheses that attempted to explain the causes of the patient’s

difficulties and anticipate her needs.  Therapists were considered to be generating a

hypothesis when they generated plausible reasons for client’s limitations. These statements

tended to be short, focused and based on the content of what the therapists read in the

moment before they made the statement.  For example, after reading about the patient’s fall,

one of the mindful therapists stated, “So I’m going to be thinking there’s a problem with her

balance, or maybe kinda think about what might need to be done at home.”  Mindful therapist

2, hypothesizes that the patient has difficulty walking when she first stands up because

“probably her blood pressure drops.”  These hypotheses also appeared to be based on

previous knowledge of working with similar patients.  Mindful therapist 2 explains why it is

difficult to measure the patient’s muscle tone, “She’s probably guarding, too, not letting the

sling hold her arm so she’s probably tensing in her muscles in her shoulder like most patients

do when they’re in a sling.”  Mindful therapist 1 notes that a lot of people have a hard time

rating their pain using the pain rating scale when the patient needs help using the pain rating

scale.
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The therapists’ hypotheses were particularly relevant to identifying the symptoms of

Parkinson’s disease.  Mindful therapist 1 hypothesizes that some of the patient’s symptoms

could be caused by Parkinson’s disease and gathers more support as she reads through the

case study.

Okay, so obviously that’s some balance issues here.  Coordination impaired.  Alright,

muscle tone mild cogwheeling.  Alright.  Increased extensor tone.  Alright, so I’m

kind of thinking yeah there is a Parkinson’s like issue here.  Posture forward head

rounded shoulders, which does happen as you get older.  So I guess I’m not too

surprised.  Gait decreased step length, shuffling gait, trunk forward flexed.  Okay the

sort of more Parkinson-like here.

Mindful therapist 2 demonstrates a similar process.

Coordination is impaired, because of the tremor probably.  Oh, there you go, you’ve

got cogwheeling, (Laughs) muscle tone.  Increased extensor tone.  Forward head

posture, rounded shoulders.  A little bit kyphotic.  Gait, decreased step length,

shuffling gait.  She definitely has Parkinson’s and that needs to be diagnosed.

Shuffling gait, trunk forward flexion. Okay.  Well, those things kind of make sense

even though they’re undiagnosed.

The statements of the mindful therapists also suggested that they spent more time

assessing themselves or being self-aware.  Self-awareness was defined as awareness of

knowledge or skills, values, and goals and the impact of those personal factors on setting

client goals, developing and implementing treatment plans, and the outcome of treatment.

Included in this definition was the therapists’ tendency to self-monitor their progress in

completing the case study.  The majority of these statements were made while writing up the

assessment, treatment plan, goals, and recommendations.  Some of the statements were short

statements such as “Okay.  I think that’s enough short-term goals. I think I’ve got them

basically everything in there,” or “What else would I recommend?”  These statements

focused on checking to make sure they included all the problems or goals that they felt were
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important.  Other statements seemed to organize their thoughts or declare a plan.  Mindful

therapist 2 contemplates her goals in this statement.

And lower body we’ll go min assist also, with the cross-legged method.  Number

four, did I talk about, you know, the bathroom transfers?  But that’s already been

done with my transfers, and that’s typical, and thinking I’m doing an OT.  So I’m

going to do them next.  I’m not going to do them [laughter].

Mindful therapist 1 organizes her treatment plan.

So, there’s a lot of things.  So increased subjective pain in that right arm, not moving,

she has a sling that she needs to be aware of.  So increased subjective pain, umm,

right now non-weight bearing through the right and let’s see probably moderate

cognitive issues, decreased safety, decreased judgment, decreased upper extremity

ADL’s, lower extremity ADL.  Decreased balance.  Then the vision, might need to be

assessed a little further.  Okay, her homemaking so mainly it’s her cognitive and

ADL’s right now.  Good support system.  So, and in the inpatient setting I would say

that improve upper extremity ADL’s maybe to umm, contact guard, occasional min

assist with upper body, bathing, dressing.  Let’s see she has to learn how to do that a

little bit here so maybe let’s add that as a separate goal.  And let’s do like min assist.

These statements of self-monitoring seemed to naturally lead to some statements of

the need to discover more information or employ discovery techniques.  Discovery

techniques included determining which decisions required time and energy to carry out

effective discovery techniques including anticipating the need to gather more information

from patient and other sources.  In the simplest examples the therapists simply questioned

their recall of information and looked back to confirm that information in the case study.  At

other times, the therapists noted that they needed more information about something, like

knowing what precautions the doctor has given for moving the patient’s arm or knowing

where the patient’s bathroom is located in her home.  Other statements suggested more

elaborate discovery techniques such as mindful therapist 2’s concern about finding out more

about the patient’s tremors “So that would be a concern to figure out if that is an intention

tremor that only happens when she’s trying to do something or if it’s a resting tremor…”
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Finally, the high mindful therapists seemed to have a greater number of statements

that provided a rationale for their plans.  Rationale was defined as generating a reason or

argument for a chosen treatment plan, goal, or recommendation.  Some of these statements

focused on the patient’s physical or cognitive limitations.  Mindful therapist 1 provides a

rational for completing a kitchen assessment with the patient.

So, alright, for ADLs, sling, commode, tub, homemaking, the upper extremity.

Alright, so maybe so I’m hoping to, if she does the homemaking, if she can’t do it and

forgets to turn off the stove maybe we will kinda focus on that to see if she and to see

if she sees that she really can’t cook, that she needs a little bit of help.

Mindful therapist 2 explains her reasoning for doing edema management even though

the case study doesn’t specify the presence of edema.

Definitely want to work on making sure she doesn’t get edema in her arm from lack

of movement, so edema management even though it doesn’t say that there is any now.

But it’s something to be expected.  So I’d want to make sure it doesn’t get there.

Rationales also demonstrated the therapists’ efforts to try to balance the patient’s

safety with her presumed desire to continue to participate in some of her former leisure and

social interests.  In this case, both therapists recommended adult day care for the patient.

Mindful therapist 1’s statement is as follows.

And maybe if there’s a …if they don’t have 24 hour supervision, maybe there’s a

possibility of doing like an like an adult daycare during the day.  That might work.

And that way she can be with other people her age.  That way, since she likes to

volunteer, maybe she could kind of get back to that.

This statement suggests that the mindful therapists also considered the emotional and

social issues for this patient.  However, majority of their statements focused on the

practicalities of completing the case study and treating the patient.  These practicalities

include the how and why of getting things done in terms of generating hypotheses and
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rationales, identifying strategies and discovery techniques, and self-monitoring to ensure they

met the needs of the patient in the case study.

The Emotional Social Issues of Getting Things Done

In focusing on the emotional and social issues of getting things done the low mindful

therapists’ statements were more frequently categorize as including the patient and caregiver

perspective, discussing the ethical dilemma, referring to experience, collaborating with

others, prioritizing cues, and explaining to the listener.  These statements were not exclusive

to the low mindful therapists but rather they spoke to these issues more frequently and in

some cases to greater length than the high mindful therapists.

The therapists’ statements were categorized as patient or caregiver perspective when

their statements appeared to consider the patient’s or caregiver’s verbalized and

nonverbalized concerns, experiences, values, beliefs, social context, and resources.  When

considering the patient and caregiver perspective, low mindful therapist 2 tended to engage in

more discussion than low mindful therapist 1.  Low mindful therapist 1 appears to take into

account the patient’s perspective when deciding on the treatment plan and recommendations.

The therapist states that she will try to work on functional mobility without an assistive

device, for example a cane, since the patient does not want one.  She also considers the

patient’s desire to return to her own home and leaves the possibility open that the patient may

return to her prior level of function after some rehabilitation.

Low mindful therapist 2 provides more discussion of the patient and caregiver

perspectives.  Low mindful therapist 2 anticipates the patient’s emotional response to

discovering that she cannot perform her normal daily activities as easily.
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During the eval, Mrs. Waters insists that she would be fine once she gets – she will be

fine when she gets home.  She does not anticipate the difficulty with self-care, getting

around the house, or preparing meals.  So immediately you know you’re going to

have to really work with her on understanding that she is going to have difficulty

and be ready for her to get very upset as she struggles.

Low mindful therapist 2’s hypothesis regarding the patient’s irritability also reflects

the therapist’s attempts to understand the situation from the patient’s perspective.

Presentation, initially pleasant but became impatient and irritable. I believe she was

becoming impatient and irritable because you’re finding limitations that she doesn’t

want to you to find.  She’s not needing to have a broken shoulder with a sling, (laugh)

very normal.  And not in the mood to hear she can’t do things that she normally does.

In taking the patient perspective low mindful therapist 2 tended to focus on the

emotional experience of the patient.  Low mindful therapist 1 also tended to focus on the

emotional experience of the patient.  She briefly speaks to the patient’s irritability and

impatience as “Very typical of somebody that tends to be home, doesn’t want to be in a

hospital.”  These therapists also tended to address these emotional issues in their treatment

plans.  This observation was especially true of low mindful therapist 2 who describes in

detail her strategy to deal with both the patient’s irritability and the caregiver’s concerns.

I find that very often when you point out to a patient and the daughter or son [of that

patient] that they are getting more forgetful, that they’re getting more irresponsible

about stuff, the patient often becomes very agitated.  In that case, again, I don’t over

agitate the patient.  I tend to be, like, okay, we’ll deal with this later in my head.

I think social services really needs to step in and help me here.  I often don’t overstep

and I will often pull [her] out into the hall and discuss what I’m seeing, everything the

daughter is seeing, to reassure the daughter that we’re seeing that she’s being – and

that I usually try not to over irritate the patient at the time.  There’s plenty of time to

talk about those things later.  So often with this case I would have probably stopped

as the patient became more and more upset and then pulled her out into the hall and

talked to the daughter.   
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Low mindful therapist 2 also included statement that referred to the caregiver’s

perspective, which in this case was the point of view of the patient’s daughter.

Mrs. Waters’ daughter Mary reports that she has recently been getting concerned

about her mother’s independence at home.  She was worried that her mother has been

falling more in the home and can be confirmed with many bruises – that has been

confirmed with bruises.  And so immediately you’re realizing that her daughter is

very in touch with what’s going on and the mother is not.  So you know that you’re

going to have to be discussing a lot with the daughter.

It is possible that taking the patient perspective may have influenced the therapists’

hypotheses about the reason for the patient’s irritability.  The low mindful therapists tended

to attribute the client’s irritability to her emotional or psychological state whereas the high

mindful therapists tended to attribute her irritability to her cognitive deficits.

In addition to taking the patient and caregiver perspectives more frequently, greater

time was also spent in talking about the difficult issue of discharging the patient.  In this case

study, the therapists were confronted by a situation in which the patient wishes to be

discharged to her home but is no longer safe to be alone in her home.  Further, although the

daughter wants to provide for her mother, she may also be unable to provide the level of

supervision her mother requires.  This situation was considered an ethical dilemma where the

therapists were required to weigh the issues of what ought to be done with the patient desires

and the limitations of her social support.  The category of ethics was defined as considering

ethical implications in attempting to weigh pragmatic considerations with other

considerations.  Low mindful therapist 2 spoke to this situation and its difficulty for all

people involved including her self.

It’s a really hard case when the patient isn’t ready to go, but the daughter is ready for

the patient to move in, but the patient doesn’t want to move in or move at all.  It’s a

much easier case when they both want that.  I would have a lot of trouble though.  I

think this is the hardest case you can have in therapy when you have someone that
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insists they’re safe and you know for a fact that they are not going to be, the daughter

knows they’re not, and you talk to the social worker.  Everyone knows but the

patient…I think this is the saddest case when the patient’s not on board.

She continues her discussion of the emotional difficulty of cases like these when she

completed and case study and summarized some of her thoughts.

I think this is the saddest case you can get when the patient’s not on board.  The

happiest is if the patient’s like, “You know what?  I’m totally in agreement with

moving in with my daughter.”  Because then, at least then all your goals can be met

knowing that, okay, you’re not scared to death this person’s going to just go back,

you know...  This is the worst case.  And we get these a lot.  And just usually it’s

against the patient’s will they’ll be put with their family, and against the patient’s will

they’ll be put in assisted living.  Often we find feedback later, it was the happiest

thing and the best thing the patient’s ever done.  They’re grumpy the whole time this

is happening.  So, you know, that’s the best you can do, you do the best you can do.

And that’s how you sleep at night, knowing that you did, you know, that best

convincing to get this patient in the right, proper place.

Low mindful 1 alludes to the difficulty of situations like this but does not got into as

much detail.  She states, “It’s funny, because this is just, you know, we have a lot of patients,

and they’re all like this.  Nobody wants to go to rehab, nobody wants to go to a SNF, they all

want to go home.”

Both low mindful therapists made more direct reference to their professional

experience, whereas high mindful therapists’ level of experience tended to be implied in their

statements.  References to experience included statements about this patient being similar to

other patients they have treated in the past.  Upon reading the documentation of the chart

review, low mindful therapist 1 states, “Oh, gosh, this sounds like one of our patients” and

“This sounds so much like someone we see pretty my every day.”  These therapists also

referred to experience when discussing particular findings in the case study.  Low mindful

therapists 1 observed that, “Oh, nobody ever gets the sling on.  I have yet to see one person
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put a sling on themselves.”  Low mindful therapist 2 stated that the patient’s posture was

something she sees all the time in older patients.  She also refers to her experience when

evaluating whether the patient’s trunk strength is good.  She states, “For extension, she’s able

to get to zero which is good.  And 4 out of 5 is pretty much what most of my patients get for

strength on extension, so not bad.”

The therapists described their plans or made reference to their intentions to

collaboration with other team members and the patient’s daughter.  These statements were

categorized as collaboration.  Collaboration also came up more frequently with the low

mindful therapists.  However, low mindful therapist 2 made more references to collaboration

than low mindful therapist 1.  Low mindful therapist 1 made reference to the roles of other

health professionals relative to her role as an occupational therapist, but did not appear to

refer to specifically to collaboration with those other professionals.  She stated that the doctor

will be responsible for giving the patient clearance to drive.  While writing up her assessment

she stated that the her role is to make the recommendations she feels are best for the client

but that it’s up to the doctor, case manager, and social work to negotiate the details.

Assessment. She kind of sounds just like somebody that we would have seen, um,

essentially we just kind of, in the hospital I guess, we kind of look past that, you

know, the daughter wants her to do this, she wants to do that.  And that’s kind of left

up to the social worker, the case manager and the doctor to figure out where she’s

going to go, or to kind of talk her into it.

Although low mindful therapist 1 appears to have awareness of being a part of a team,

these statements do not suggest that she is going to engage with that team in this case.  In

contrast, low mindful therapist 2 provides much more detail about how she will discuss the

issues with the other health care professionals.
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So you know that she’s not dealing with this at all.  So maybe more Ativan.  You

might want to let the nurse know that she’s being very unrealistic and even sometimes

you have to call the doctor.

And I would also do – they do the education on the donning and doffing the sling.

But I would maybe even do co-education on that, co-education on non-weight-

bearing orders and co-education on bed mobility.  I think we could do that together.

She also includes the patient’s daughter in her collaborations.

As far as my recommendations for discharge, I would immediately talk to the

daughter about my recommendations…But I would definitely want to talk to the

social worker immediately.  And also I’d be talking to the OT this whole time right

after we got done, hoping that she’s on the same page as me that I don’t think it’s

going to be as simple as the mom moving into the daughter’s house.

Recall that all four therapists would engage in prioritizing cues as expected when

making decisions about patient care.  However, in this sample, the low mindful therapists

seem to make more statements regarding identifying and prioritizing cues.  Prioritizing cues

was defined as limiting the number of variables to consider in goal setting and treatment

planning through prioritizing on the basis of relevance and importance.  While reading the

case study, the therapists seemed to evaluate the importance of some cues over other with

simple statements such as “I would have expected that,” “That’s good,” “That’s a red flag,”

“That would very much concern me,” or “Oh oh.”  These statements were not unique to the

low mindful therapists and the high mindful therapists made similar statement.  Rather, it

appears that the low mindful therapists made these types of statements more frequently.

The importance that the therapists may have placed on these cues or how they

categorize these cues for themselves may also have influenced their interpretation of the

meaning of these cues.  This case study presented an elderly woman who demonstrated

symptoms of Parkinson’s disease but did not have a relevant diagnosis in her medical history.



93

In the case of these two therapists, the low mindful therapists, they arrived at different

conclusions regarding the neurological signs and symptoms.  Although she questioned the

cause of these symptoms, low mindful therapist 1, unable to find a neurological diagnosis,

tended to attribute these symptoms to normal aging or being normal for an elderly woman.

Muscle tone, Possibly increased difficulty to get to understand - difficult to get the

client to understand or relax.  Let’s see.  She had hypertension, MI, bypass right knee.

Nothing that would state that her muscle tone would be abnormal…Muscle tone:

Mild cogwheeling.  Increased extensor tone.  Why does she have increased extensor

tone?  She has no neurological deficit…Okay.  Posture, Forward head, rounded

shoulder.  Gait, decreased step length, shuffling gait.  Pretty typical of a little old

lady.

Low mindful therapist 2 was not swayed by the absence of a clear neurological

diagnosis in the chart.  She first identified the unexpected symptoms and considered many

possible explanations.

Fine motor, slow with rapid finger opposition to thumb and mild tremor in both

hands.  So you can see the arthritis has really kicked in if she’s having trouble with

finger opposition and that the mild tremor could be from a Parkinsonian-like thing,

except it could be cerebellar, it could be from the brain, it could just be from getting

older.

As she continued to read she put the cues together and concluded that the patient has

Parkinson’s disease.

Muscle tone, mild cogwheeling.  Increased extensor tone.  Humph, we’re thinking

probably again Parkinsonian Cerebellar, General issues going on with the

coordination symptom of the head.  Posture, forward head, rounded shoulder.  We see

that all the time as you get older…Gait, decreased step, shuffling, shuffling gait,

again screaming Parkinsons.  Trunk forward flexion.  So this may be a woman that’s

not been diagnosed with Parkinson’s or Parkinsonian-like symptoms.

Therefore, how the therapists’ prioritized the cues appeared to affect their hypotheses

about the patient’s symptoms and limitations.  Both of the high mindful therapists identified
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the same cues and both concluded that the patient must have Parkinson’s disease.  This

observation is interesting as it highlights the effects of prioritizing cues on later conclusions

and possibly on the treatment plan.  However, this association between mindfulness and cue

prioritization remains speculative at this point given the small sample size and exploratory

nature of the interview.  Future studies should examine this relation more systematically with

a larger number of participants.

Most of the low mindful therapists’ statements were categorized as having to do with

prioritizing cues.  The second most frequent category in which their verbalization units were

placed was explaining to the listener.  Explaining to the listener appeared to occur when the

therapists shared reasons for their observations or treatment plans beyond simply providing a

short statement of their rationale or when they provided more detail descriptions of

techniques or similar situations.  Some of their explanations focused on how they were

completing the case study.  In this quote, low mindful therapist 1 explained that she usually

writes information on her evaluation form as she reads the chart.  She stated, “I’m writing

this in terms of, like, what I would normally be writing on my evaluation forms at home.  So

that’s kind of how I got my thought process.”  Low mindful therapist 2 made a similar

statement when she began to write up her assessment, “Okay.  So at that point I would have

to write up my assessment, treatment plan, short-term goals, long-term goals,

recommendations for discharge.”

The low mindful therapists also explained what would usually happen in this situation

on their jobs.  Low mindful therapist 1 explained that homemaking and driving are not

evaluated when the patient is in acute care.  Low mindful therapist 2 stated that she doesn’t

really pay attention to the patient’s medical insurance when they are in acute care.
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Included in the therapists’ explanations were the strategies they would employ in

similar situations.  Therefore there was some overlapping of the categories such that the

content of the explanations would include strategies or collaboration.  For example, in this

quote, low mindful therapist 2 is explaining her role with this patient relevant to other health

care professionals.  This explanation includes references to her experience and collaboration.

Assessment: She kind of sounds just like somebody that we would have seen,

um, essentially we just kind of, in the hospital I guess, we kind of look past that, you

know, the daughter wants her to do this, she wants to do that.  And that’s kind of left

up to the social worker, the case manager and the doctor to figure out where she’s

going to go, or to kind of talk her into it.  We just kind of make a recommendation as

far as, you know, where she should be.

Low mindful therapist 2 explains her strategy for dealing with the patient’s agitation.

She also makes reference to her experience and to her plan to collaborate with the social

worker.

Patient seemed agitated and refused to answer further questioning, stating that she

would be okay and doesn’t have any problems with her thinking.  Safety awareness is

poor.  I find that very often when you point out to a patient and the daughter or son of

that patient] that they are getting more forgetful, that they’re getting more

irresponsible about stuff, the patient often becomes very agitated.  In that case, again,

I don’t over agitate the patient.  I tend to be, like, okay, we’ll deal with this later in

my head.  I think social services really needs to step in and help me here.

Explaining to the listener also included the details of how the therapist planned to

teach the patient a new skill.  Low mindful therapist 2 provided the following description

about how she would approach teaching the patient to walk with a cane.

Functional mobility, close supervision without cane, supervision with cane, denies

owning a cane and states that she does not think she needs one at home.  Here’s my

philosophy: If you ask someone that’s never used a cane before, sometimes I’ve had

to teach people in clinic.  But you can see close supervision, without it, supervision

with it.  She is close to her daughter; let’s keep with it.  I usually try it and I

sometimes push it, because I think it really helps with balance but you really have to
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be careful because you’re introducing something new and then the mind has to

remember it more how to use it.  So I would really work on cane use and then if it’s

not working, try working without it.  It’s really frustrating to teach it.

These last examples of explaining to the listener demonstrate their uniqueness from

other verbalizations.  Recall that the therapists were instructed not to explain or rationalize

their thoughts as they talked aloud while completing the case study.  Explaining to the

listener seemed to represent more long and detailed descriptions of what, how, or why than

would be expected if one was simply completing the task without a listener present.  Further,

these explanations subsumed other codes such as sharing a strategy or references to

experience.

In summary, the shared thoughts of these four therapists provided the opportunity to

explore their verbalizations for trends or patterns of similarity and differences.  Their

verbalizations were categorized using the coding guide provided in Appendix E.  Based on

this analysis there appeared to be differences between the focus of the high mindful therapists

versus the low mindful therapists.  High mindful therapists tended to focus on the

practicalities of getting things done.  The practicalities of getting things done included

generating hypotheses and rationales, developing strategies, self-monitoring, and employing

discovery techniques.  The low mindful therapists’ statements suggested a tendency to focus

on the emotional social issues of getting things done.  These statements included considering

the patient and caregiver perspective, discussing the ethical dilemma, references to

experience, collaboration, prioritizing cues, and explaining to the listener.  The therapists’

statements were not exclusive to one approach or the other; rather they tended to have more

statements that fit into one approach versus the other.  Also, some statements appeared to



97

overlap categories such that in rationalizing a treatment plan the therapist referred to her

experience or in explaining to the listener the therapist was sharing a strategy.  These

observations are not conclusive but provide interesting points of discussion and suggest a

direction for further investigation.
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CHAPTER 5

DISCUSSION

The primary purpose of this study was to examine the relations among mindfulness,

expertise, and decision making in a sample of occupational therapists who differed in their

levels of expertise. There were five primary research questions for this study. (1) Is there an

association between expertise and mindfulness when comparing a sample of experienced

occupational and physical therapists, who are rated high in expertise by their peers, and a

sample of experienced occupational and physical therapists, who are rated low in expertise

by their peers? (2) Does the decision making of experienced therapists, who are rated high in

expertise by their peers, differ from the decision making of experienced therapists, who are

rated low in expertise by their peers? (3) Does the difference between the decision making of

experienced, expert therapists reflect more characteristics of good decision making than the

decision making of experienced non-expert therapists? (4) Does the decision making of

experienced therapists, who self-rated high in mindfulness, differ from the decision making

of experienced therapists, who self-rated low in mindfulness? And (5) Does the difference

between the decision making of experienced, mindful therapists reflect more characteristics

of good decision making than the decision making of experienced non-mindful therapists?

The following discussion will explore these questions in light of the results and trends found

in this study.

Relationship Between Expertise and Mindfulness

Is there an association between expertise and mindfulness when comparing a sample

of experienced occupational and physical therapists, who are rated high in expertise by their

peers, and a sample of experienced occupational and physical therapists, who are rated low in
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expertise by their peers?  Using the overall score on the measure of mindfulness, the KIMS-

M, and the measure of expertise, the PREOPT, there was no significant relationship between

mindfulness and expertise (r = .144, p = .218). The sample size of 77 participants was

sufficient to find a relationship if it did exist (Cohen, 1988), therefore, sample size did not

appear to contribute to the possibility of a Type II error.  However, analysis of the

relationship between the subscales of the KIMS-M and the PREOPT suggested a relationship

between specific aspects of mindfulness and specific aspects of expertise.  Significant

relationships were found between the KIMS act scale and the PREOPT reasoning and habit

scales (r = .390, p = .001 and r = .396, p = .000, respectively), and between the KIMS

observe scale and the PREOPT attitude scale (r = .292, p = .011).  Although the subscales of

KIMS-M act and PREOPT attitude were less reliable than the other subscales, examination

of the variance of the scales did not support the alternative hypothesis that these correlations

only emerged because they had sufficient variance.  The correlation with the attitude scale

was also probably lower than it could have been had a more reliable subscale been used.

Future studies should continue to refine these scales in ways that produce a three factor

solution in factor analysis and increase the level of internal consistency in the attitude scale.

However, as indicated in literature, mindfulness may be helpful to occupational and

physical therapists by decreasing stress, stress-related symptoms, and burnout and increasing

empathy and positive self-care activities, such as exercise and time with family (Beddoe &

Murphy, 2004; Cohen-Katz, Wiley, Capuano, Baker, Shapiro, 2005; Shapiro et al., 1998;

Shapiro et al., 2005; Rosenzweig, Reibel, Greeson, Brainard, & Hojat, 2003).  These benefits

may contribute to better performance in terms of decision making or interpersonal

relationships but not necessarily to the development of expertise.
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There is reasonable evidence to support the argument that experts engage in reflective

activity such as reflection-in-action, reflective practice, and deliberate practice (Dewey,

1933; Ericsson, 2004; Mattingly & Fleming, 1994; Schon, 1983).   It may be that the

observations of Epstien (1999) are more consistent with reflection than mindfulness,

although he argues that mindfulness supports reflection.  In developing a tool for

mindfulness, it may have been helpful to look at a measurement for reflectiveness or other

personality traits that suggest a tendency toward reflectiveness to see if mindfulness can be

distinguished from reflective thinking or found to support reflective thinking.

The significant findings between the subscales of the KIMS and the PREOPT could

suggest a relationship due to a third variable.  Acting with awareness was defined as

maintaining undivided attention on the current activity or avoiding acting on automatic pilot.

Expert reasoning and habits included items such as being creative in solving problems,

considering the larger impact of a problem on the life of the client, understanding theory,

works to improve performance, and listens to his or her clients.   It is possible that the

attention and concentration in acting with awareness underlies some of the characteristics of

experts.  The research of Brown and Ryan (2003) confirms that attention is a separate

construct from mindfulness.  Therapists can attend and concentrate without being mindful.

Future research may need to differentiate between attention and mindfulness in occupational

and physical therapists.

It is also possible that the current measures of mindfulness do not capture the type of

external focus and purpose that occurs in the therapeutic interactions between occupational

and physical therapists and their patients.  Questions on the original KIMS tended to focus on

internal observations such as “I notice changes in my body, such as whether my breathing
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slows down or speeds up,” “It’s hard for me to find the words to describe what I am feeling,”

or “I criticize myself for having irrational or inappropriate emotions.” (Baer, Smith, & Allen,

2004).   While interacting with clients, therapists are trained to focus on the client and the

treatment process.  These questions do not reflect that focus.  Further, there is the issue of

state and trait mindfulness (Brown & Ryan, 2003).  Although it is more likely that therapists

with trait mindfulness will experience state mindfulness, it is possible that therapists without

trait mindfulness can experience state mindfulness in specific circumstances.  The

modification to the KIMS may not have adequately compensated for these issues.  Future

research could further explore these differences of internal versus external focus and trait

versus state mindfulness to determine if they effect measuring mindfulness in occupational

and physical therapists.

In summary, this study did not find a relationship between mindfulness and expertise.

However, other research supports the continued study of mindfulness for its positive benefits

for health care professionals.  Mindfulness in the clinical setting may need further

operationalization and differentiation from similar concepts such as reflection or attention.

Expertise and Decision Making

One of the purposes of the second phase of this study was to explore the relationship

between expertise and decision making.  That exploration would look at whether the decision

making of experienced therapists, who are rated high in expertise by their peers, differ from

the decision making of experienced therapists, who are rated lower in expertise by their

peers; and if that difference suggested that expert therapists were better decision makers.

However, as indicated in the results of phase one, the scores on the PREOPT were positively
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skewed towards expertise; therefore this sample of therapists may be more representative of

experts then average therapists.  Further, as indicated in the methodology section, sampling

was limited to therapists who worked in the same practice area and setting to ensure all

participants looked at the same case study and prevent any additional confounds of working

with different case studies.  Given the limited number of therapists, who shared all these

commonalties, and the skew towards expertise, these questions could not be answered in this

study.  However, ample literature is available that explores the relationship between expertise

as indicated in the rationale for this study (Camerer & Johnson, 1991; Ericsson, 2004;

Ericsson & Charness, 1994; Ericsson & Lehmann, 1996; Patel & Groen, 1991; Shanteau,

1992; Shanteau & Stewart, 1992).  Nevertheless, in future studies, researchers should

endeavor to refine the measures of expertise and alter recruitment strategies so that the full

range of expertise emerges in the sample.

Mindfulness and Decision Making

Analysis of the therapists’ verbalizations also sought to explore whether the decision

making of experienced therapists, who self-rated high in mindfulness, differ from the

decision making of experienced therapists, who self-rated low in mindfulness; and if that

difference suggested that more mindful therapists were better decision makers than less

mindful therapists.  In this small sample of four therapists there appeared to be some trends

and patterns suggesting a difference in the decision making between the therapists with high

mindfulness and the therapists with low mindfulness.   Therapists with high mindfulness

tended to focus on the practicalities of getting things done.  When completing the case study

these therapists’ verbalizations more frequently reflected generating hypotheses and
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rationales, self-monitoring, implementing strategies or discovery techniques, and pragmatics.

The low mindful therapists’ verbalizations tended to include taking the patient or caregiver

perspective, discussing the ethical dilemma, references to experience, collaboration,

prioritizing cues, and explaining to the listener.  Their verbalizations suggested a focus on the

emotional and social issues of getting things done.

This difference observed between the high and low mindful therapists may have been

influenced by differences in their age and years of experience.  The two high mindful

therapists were both older and more experienced than the two low mindful therapists.

Therefore the tendency to be practical may be attributed to age and experience.  Further

research will have to control for age and years of experience.

These observations suggest that there is a difference in the decision making of these

therapists based on their level of mindfulness but does not suggest that mindful therapists are

better decision makers.  The high mindful therapists in this study tended to be more practical

and pragmatic however, not to the exclusion of other more emotional social factors such as

the patient perspective or the ethical dilemma.  Similarly, the low mindful therapists’ focus

on the social emotional was not to the exclusion of the practical and pragmatic.  The

literature on decision making suggests that good decision making considers all these factors,

practical, pragmatic, social, and emotional (Crabtree, 1998; Fleming, 1994; Holm, 2000;

Mattingly, 1994; Mattingly & Fleming, 1994; Rogers, 1983; Schell & Cervero, 1993; Taylor,

1997; Tickle-Degnen, 1999).  However, as discussed in the literature review, there are limits

to working memory therefore individuals must choose which factors are most relevant to a

particular decision (Byrnes, 2005).  The key is choosing the factors that will lead to the

desired outcome be it improved well-being, increased independence, or learning a new skill.
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Further, literature on decision making suggests that good decision makers rely on the

appropriate application heuristics (Gigerenzer & Kurzenhauser, 2005; Raab & Gigerenzer,

2005).  Therefore, the performance of these particular therapists on this case study may

simply indicate that the therapists’ have developed heuristics and assumptions that influence

the cues they choose to consider when making a decision.

Differing approaches in these four therapists appeared to affect their assessment of

the patient.  The low mindful therapists’ assessment that the patient’s irritability was due to

her emotional and psychological state contrasted the high mindful therapists’ assessment that

the patient’s irritability was due to her cognitive deficits.  Further, the therapists’ differed in

their identification of the symptoms of Parkinson’s disease.  Although, the failure to identify

Parkinson’s disease may not be significant if the therapist tended to engage in more

conditional or contextualized reasoning with an emphasis more on the impact of the patient’s

deficits on her life than on finding a diagnostic category (Flemming, 1994).  These

observations would confirm that differing approaches could have different outcomes for the

patient.  These observations provide preliminary support for the argument that understanding

the processes of decision making and the variables that influence those processes will affect

the well-being of patients.

It is also perplexing that the mindful therapists tended to be more practical and

pragmatic given the literature on mindful practice and some of the preliminary research.  The

literature on mindfulness argues that mindfulness facilitates better interpersonal skills and the

mindful individual will be a better listener and have more empathy than a less or non-mindful

individual (Davis, 1990; Fulton, 2005; Morgan & Morgan, 2005; Peloquin, 1995; Shapiro et

al., 1998).  However, recall that the high mindful therapists were not exclusively practical
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and pragmatic but they were more frequently practical and pragmatic when compared to the

low mindful therapists.  The high mindful therapists may have had the opportunity to

demonstrate their interpersonal skills if they were required to interview a patient rather than

read a case study.  Additionally, the emphasis on the emotional and social may also suggest

that the low mindful therapists struggled more with these issues or had to deal more

consciously with emotion regulation.  But the low mindful therapists also referred to practical

and pragmatic factors so their focus in the emotional and social was not exclusive.

Therefore, these observations with these four therapists are not conclusive, but are only

intended as an exploration into the potential differences in decision making.  Follow-up

studies with larger sample sizes may provide further insight into the significance of these

observations.

Limitations

As indicated in the discussion sections there were several limitations to this study that

may have effected the results.  Please note that, to the knowledge of this researcher, there has

not been a similar exploration of the relationships between the variables of mindfulness,

expertise, and decision making.  It was the intention of this researcher to begin the

exploration of those relationships through quantitative and qualitative methods, to provide

rich descriptions of those relationships, and to develop a starting point for larger studies.

In the first phase of the study, a large sample size was used to ensure enough

statistical power to find a relationship between the variables of mindfulness and expertise, if

such a relationship existed.  However, all participants were volunteers, which could result in

a sample that is not representative of the population of therapists, and therefore is less
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generalizable.  Statistical analysis suggests that this group of therapists tended to score high

on expertise.  Therefore, it was concluded that indeed this sample was more representative of

experts than non-experts.  Given that experts tend to have high levels of commitment to their

profession it is more likely that they will participate in research.  In the future, researchers

may need to attempt to locate less expert therapists.  Also, therapists were asked to rate their

peers, therefore it is possible that they tended to choose to rate those therapists that they liked

and rated those individuals more positively as a result.  Therefore, future research may need

to further confirm the ratings of expertise through ratings from supervisors or observations of

the therapists while working with patients.

The variables of mindfulness and expertise are both nebulous and therefore difficult

to define and measure.  Both measures presented with some internal variability that may have

been the underlying cause of the significant findings between the subscales, although this

argument was not supported by the means and standard deviations of those subscales.

Further, there is the possibility that in the clinical setting, mindfulness is more externally

focused rather than internally focused as the items of the KIMS currently indicate.  Similarly,

the definition of mindfulness may need to be distinguished from similar variables such as

reflection, attention, and personality traits.  Future research will need to further develop both

scales for use with occupational and physical therapists.

The issue of social desirability or sensitivity may have influenced the therapists’ self-

rating on the KIMS-M.  Therefore, the therapists may have rated themselves as high in

mindfulness when their actual score would be lower.  This inflation of scores could result in

a bias that limited the real variability of the sample on the KIMS-M.  Therefore it is possible

that there was greater variability than was captured by the KIMS-M resulting in a Type I
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error.  Future research may need to control of social desirability through use of other

measures to confirm the therapists’ self-ratings such as peer-rating in mindfulness, researcher

observation of therapists’ performance, or wording some of the items in a negative manner

and using reversed scores.

Part two of the study sought to generate a deep and rich understanding of the decision

making processes of four therapists and explore the potential for future studies on the

relationships between mindfulness, expertise, and decision making.  Sample size was limited

due to the difficulty finding enough therapists who met the inclusion criteria and by the

volume of data that would need to be gathered analyzed.  It was not the intention of this

second study to attempt to generalize the findings to a larger population of occupational and

physical therapists.  Sample size was also limited by the need to choose therapists working in

similar settings with similar populations to prevent the additional confounding factor of using

more than one case study.  Now that the present study revealed some possible relationships

between mindfulness and decision-making in this small group of participants, future studies

with larger sample sizes and experimental methodology may clarify the relationships

between mindfulness, expertise, and decision making.

The think aloud protocol and case study were effective in developing an

understanding of the therapists’ decision making processes but may not have been as

effective in exploring the interpersonal nature of working with patients.  The inclusion of in-

depth follow-up interviews may have provided more information on the experts’ reasoning.

Likewise, participant observation or video taping treatment sessions would allow analysis of

the therapists’ interactions with an actual patient.  Timed reflection might also provide more

information on the decision making and mindfulness of the therapists.
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Implications

The goal of this study was to begin to explore the relationships between mindfulness,

expertise, and decision making.  The results suggested that mindfulness may influence how

therapists make decisions but did not indicate that mindful therapists are better decision

makers.  Rather, mindful therapists may focus on different cues for decision making or have

developed different heuristics that underlie their decision making.  Future research with

larger sample sizes would provide more in depth exploration of this observation and test

whether these observations were unique to the four participants in this study.

Future research may also explore the defining and measurement of both mindfulness and

expertise in the population of occupational and physical therapists.  This research may more

specifically seek to answer the following questions.  (1) What role does the focus of

attention, internal versus external, and setting have on the defining and measurement of

mindfulness?  (2) Is the variable of mindfulness unique from attention, reflection, and similar

personality traits?  (3) Does mindfulness contribute to other variables that facilitate expertise,

such as emotion regulation or recognizing and learning from mistakes? (4) Is the PREOPT a

valid measure of expertise when compared to other measures of expertise such as ratings

from supervisors, tests of therapist’s knowledge, or effectiveness of their interventions with

their patients?

Current research supports the use of mindfulness-based interventions to positively affect

the well-being of health care professionals.  Future research may determine if these effects

were caused by changes in mindfulness and further explore the mechanisms of mindfulness.

Further investigation into the effect of mindfulness on professional development and job
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performance could provide some support for the benefit of testing therapists’ levels of

mindfulness while in training.  Perhaps it could be determined who would benefit from

learning mindfulness-based practices for prevention of stress-related problems and

facilitation of professional development.  However, results are too preliminary at this time to

determine if assessing mindfulness is both accurate and helpful.  Certainly, there is sufficient

evidence to support the promotion of and training in mindful practices such as yoga or

meditation to help reduce stress and burnout in health care professionals.
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CHAPTER 6

CONCLUSIONS

Research on mindfulness in health care professionals suggests that participation in

mindfulness based interventions may help to decrease anxiety, anxiety-related symptoms,

and burnout and increase empathy and spirituality (Beddoe & Murphy, 2004; Cohen-Katz et

al., 2005a; Shapiro et al., 1998, Shapiro et al., 2005; Rosenzweig et al., 2003).  Mindfulness

may also contribute to expertise and decision making but to date, there is no firm research to

support this claim (Epstein, 1999, 2003a, 2003b).  This study explored the relationship

between mindfulness, expertise, and decision making using quantitative and qualitative

techniques.  The results did not clearly support a relationship between mindfulness and

expertise.  Mindfulness may be confused with reflection or attention when looking at

therapists in a clinical setting.  Further, the therapists may focus more on external

experiences than internal experiences and the external attention of the therapists may not be

captured by current measures of mindfulness.  Mindfulness may be beneficial in supporting

expertise and professional growth through its effects on stress and burnout.

Qualitative analysis suggests differences in the decision making processes of

therapists based on their levels of mindfulness.  In this study the high mindful therapists

tended to focus on the pragmatic and practical and the low mindful therapists tended to focus

on the social and emotional.  These observations are surprising in light of the literature on

mindfulness that argues that mindful practice would promote better interpersonal

relationships and the ability to have empathy for patients.  However, these results are

preliminary in nature and would need further exploration and confirmation with a larger

sample.
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APPENDIX A

PEER-RATED EXPERTISE IN OCCUPATIONAL AND PHYSICAL THERAPY SCALE

(PREOPT)

Clinical Reasoning

1. Readily identifies the crux of a problem.

2. Eagerly takes on new or unique clinical cases.

3. Finds new ways to solve old problems.

4. Is creative in solving problems.

5. Is a resource in helping colleagues solve their client’s problems.

6. Is considered an expert in his or her area of expertise.

7. Has considerable knowledge in his or her area of expertise.

8. Considers the larger impact of a problem on the life of the client.

9. Understands the theory underlying a treatment protocol or procedure.

10. Objectively assesses the consequences of a treatment protocol of procedure for the

individual client.

Habits/Practices

1. Able to motivate clients to participate in therapy.

2. Includes the client in determining treatment goals and interventions.

3. Demonstrates superior technical skills in specific techniques such as manual techniques,

splinting, or activity modification.

4. Works to improve performance through practice of new or rarely used techniques or

interventions.
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5. Attends workshops, courses, or studies independently to learn new skills or update

knowledge in his or her practice area.

6. Listens to the concerns of his or her clients.

7. Body language reflects caring and concern for his or her clients.

Attitudes

1. Is committed to improving his or her performance in his or her area of practice.

2. Is committed to his or her clients.

3. Demonstrates caring for his or her clients.

4. Motivated to meet the needs of his or her clients.
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APPENDIX B

FACTOR ANALYSIS AND CRONBACH ALPHA FOR THE PREOPT

Component Matrix(a)

Component

1 2 3 4

Expertise Rationale 1 .664 .107 .081 .370

Expertise Rationale 2 .690 -.110 -.016 .037

Expertise Rationale 3 .764 -.021 .208 .234

Expertise Rationale 4 .706 -.041 .303 .271

Expertise Rationale 5 .754 .084 -.235 .204

Expertise Rationale 6 .604 .557 -.301 -.166

Expertise Rationale 7 .673 .428 -.325 -.006

Expertise Rationale 8 .587 -.128 -.395 .327

Expertise Rationale 9 .677 .325 -.228 .072

Expertise Rationale 10 .772 .142 -.172 .140

Expertise Habit 1 .724 -.271 .163 .091

Expertise Habit 2 .654 -.175 .217 .308

Expertise Habit 3 .629 .479 .178 -.160

Expertise Habit 4 .588 .336 .526 -.153

Expertise Habit 5 .647 .246 .388 -.172

Expertise Habit 6 .727 -.363 .050 -3.31E-005

Expertise Habit 7 .674 -.358 -.027 -.105

Expertise Attitude 1 .782 .005 .020 -.325

Expertise Attitude 2 .776 -.326 -.093 -.293

Expertise Attitude 3 .793 -.340 -.159 -.288

Expertise Attitude 4 .799 -.269 -.109 -.281

Extraction Method: Principal Component Analysis.
a  4 components extracted.

Reliability Statistics

Cronbach's
Alpha N of Items

.944 21
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APPENDIX C

THE KENTUCKY INVENTORY OF MINDFULNESS SKILLS (KIMS) - MODIFIED

1. When I’m with a client for therapeutic interventions, I notice changes in the client’s

body. (stiffness, resistance, relaxation)

2. When I am at work, I’m good at finding the words to describe my feelings.

3. When I am working with a client, my mind wanders off and I’m easily distracted.

4. When I am at work, I criticize myself for having irrational or inappropriate emotions.

5. When I am at work, I notice whether my muscles are tense or relaxed.

6. When I am at work, I can easily put my beliefs, opinions, and expectations into words.

7. When I am doing something with a client, I’m only focused on what I am doing, nothing

else.

8. When I am at work, I tend to evaluate whether my perceptions are right or wrong.

9. When I’m walking at work, I deliberately notice the sensations of my body moving.

10. I’m good of thinking of words to express my perceptions, such as how things taste, smell,

or sound, when I’m at work.

11. When I am going to/from work (or driving between clients’ homes), I drive on

“automatic pilot” without paying attention to what I’m doing.

12. When I am at work, I tell myself that I shouldn’t be feeling the way I’m feeling.

13. When I’m working with a client for therapeutic interventions, I stay alert to the

sensations of changes in my own body.

14. When I am at work, it’s hard for me to find the words to describe what I am thinking.

15. When I’m reading at work, I focus all my attention on what I am reading.
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16. I believe some of my thoughts are abnormal or bad and I shouldn’t think that way when I

am at work.

17. I notice how foods and drinks affect my thoughts, bodily sensations, and emotions when I

am at work.

18. I have trouble thinking of the right words to express how I feel about things going on at

work.

19. When I do things at work, I get totally wrapped up in them and don’t think about

anything else.

20. I make judgments about whether my thoughts about work and/or my clients are good or

bad.

21. When I am at work I pay attention to sensations, such as the wind in my hair or sun on

my face.

22. When I have a sensation in my body at work, it’s difficult for me to describe it because I

can’t find the right words.

23. When I am at work, I don’t pay attention to what I’m doing because I’m daydreaming,

worrying, or otherwise distracted.

24. I tend to may judgements about how worthwhile or worthless my experiences are at

work.

25. When I am at work, I pay attention to sounds, such as clocks ticking, birds chirping, or

cars passing.

26. Even when I’m feeling terribly upset at work, I can find a way to put it into words.

27. When I’m doing chores at work, such as cleaning or filing, I tend to daydream or think of

other things.
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28. I tell myself that I shouldn’t be thinking the way I’m thinking at work.

29. When I am at work, I notice the smells and aromas of things.

30. I intentionally stay aware of my feelings when I am at work.

31. At work, I tend to do several things at once rather than focusing on one thing at a time.

32. I think some of my emotions are bad or inappropriate and I shouldn’t feel them when I

am at work.

33. When I am at work, I notice visual elements in my surroundings such as such as colors,

shapes, textures, or patterns of light and shadow.

34. When I am at work, my natural tendency is to put my experience into words.

35. When I’m working on something, part of my mind is occupied with other topics, such as

what I’ll be doing later, or things I’d rather be doing.

36. I disapprove of myself when I have irrational ideas at work.

37. I pay attention to how my emotions affect my thoughts and behavior, when I am at work.

38. When I am at work, I get completely absorbed in what I’m doing, so that all my attention

is focused on it.

39. When I am at work, I notice when my mood begins to change.
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APPENDIX D

CASE STUDY: ELIZABETH WATERS

Chart Review

Patient Name: Elizabeth Waters Admission Date: Sept 3, 2008

DOB: 8/20/1925 Evaluation Date: Sept. 5, 2008

Diagnosis: Fractured Nondisplaced Right Humerus, Fractured Right olecranon s/p ORIF to

elbow

MD Orders: Consult PT/OT.  Start pendulum exercises.  Assess balance.

Precautions: Non-weight bearing Right Upper extremity; sling for right upper extremities,

falls.

Vital Signs:  BP  140/85mmHg   HR 82 bpm   PulseOx  95%

History

83-year-old female, fell in her home when she tripped over the edge of her carpet falling on

her right side.  Client reports that she was unable to get up and laid on the floor until her

daughter found her later that day.  She was taken to the ER by ambulance and admitted to the

hospital.  She underwent an ORIF the next day.

Past Medical History

HTN, MI (10 years ago) requiring bypass surgery, right knee replacement, osteopenia,

osteoarthritis in both hands, falls

Medications

Aspirin, Percocet, Fozamax, Ativan, Vitamins
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Social History

Widowed (2 years), lives alone in a two-floor home with 4 steps to enter.  Daughter lives

nearby and checks on her a few times a week.  Daughter works full time and has 3 children

(two teenagers and one 5 year old).  Daughter’s husband travels for his work but is usually

home on weekends.  Mrs. Waters drives, usually around the neighborhood during the day.

Her daughter and son-in-law help her with home maintenance and yard work.  Mrs. Waters

likes to go to church and play the piano.  She also has friends that she visits in the nursing

home.  Mrs. Waters did not use an assistive device to walk nor did she require any other

devices for bathing or toileting.  She was independent in self-care, basic meal preparation,

and light house keeping.  She gets her hair done once a week so she doesn’t worry about that.

She used to like to do needle work but finds that it has become more difficult due to some

arthritis in her hands and difficulty seeing to thread the needle. She tries to walk a little

around the neighborhood.

Insurance

Medicare

Findings

Subjective

During the evaluation, Mrs. Water’s insists that she will be fine when she gets home.  She

does not anticipate any difficulty with self-care, getting around her house, or preparing her

meals.  She does not see any need for therapy right now, stating “maybe later when the

doctor says it’s OK to move my arm”.  You notice that she tries to avoid answering some

questions by joking around or changing the topic, but that she quickly becomes irritable

when pressed.
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Mrs. Water’s daughter, Mary, reports that she has recently been getting concerned about her

mother’s independence at home.  She reports that her mother has been falling more in the

home as can be confirmed with many bruises.  She noticed that her mother also seems to

have difficulty walking especially when she first stands up.  Mary spoke to her mother’s

family doctor about the changes she observed in her mother’s walking but was not satisfied

with the doctor’s response to her concerns.  Further, Mary reports that her mother has left the

burner on and one time she came in to find a pot on the stove that had boiled dry and was

starting to get red.  She also noticed that her mother wasn’t taking her medications like she

should and tried to organize them for her.  Mary was also going to have her husband unplug

the stove.  She has started talking to her mother about having her live with her husband and

the family.  The daughter reports that she and her husband have been looking into converting

their 2-car garage into a suite for her mother.  However, her mother refuses to move out of

her house.

Patient Goals

The patient is unable to identify any goals other than to go home and insists that she does not

need any therapy.  Mary, patient’s daughter, states that she would like to increase her

mother’s safety and have the patient move in with her.  She states that she is hoping that the

doctor and therapists can convince her mother to be discharged directly to Mary’s home.
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Objective

Upper Extremity Status

Sensation: Intact to light touch.

Pain: Minimal pain complaints at rest.  Reports of severe pain and reluctance to move the

affected arm when donning/doffing sling.  Needed some help in using pain scale but

ultimately rated her pain at a 6/10.

Muscle Tone: Possibly increased, difficult to get the client to understand/relax.  .

Coordination:

Gross Motor: Slowed with finger to nose with left UE.  Tremor.  Right side not

tested.

Fine Motor: Slowed with rapid finger opposition to thumb. Mild tremor in both

hands.

ROM/Strength: ROM Strength

Right Left Right Left

Shoulder

    Forward Flexion

     Extension

    Abduction

    Internal Rotation

          (behind back)

    External Rotation

         (adducted)

Not Tested

~130

NT

~130

WNL

WNL

Not Tested

4/5

4/5

4/5

4-/5

3+/5

Elbow

     Flexion

     Extension

Not Tested

WNL

WNL

Not Tested

4/5

4-/5

Forearm

     Pronation

     Supination

Not Tested

WNL

WNL

Not Tested

4/5

4/5

Wrist

     Flexion

     Extension

WNL

WNL

WNL

WNL

4/5

4/5

4/5

4/5
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Right Hand – WNL   Left Hand - WNL

Lower Extremity Status

Sensation: Intact to light touch.  Proprioception mildly impaired.

Coordination:  Impaired.  

Muscle Tone: Mild cogwheeling, increased extensor tone.

Posture: Forward head, rounded shoulders.

Gait:  Decreased step length, shuffling gait, trunk forward flexed.

Special Tests:  Thomas Test (+)

ROM Strength

Right Left Right Left

Trunk

    Flexion

    Extension

    Side Bend

    Rotation

Limitations in

trunk

extension.

XXX

XXX

3+/5

3+/5

NT

NT

XXX

XXX

NT

NT

Hip

    Forward Flexion

     Extension

    Abduction

    Internal Rotation

    External Rotation

WFL

At neutral.

WFL

WFL

WFL

WFL

At neutral.

WFL

WFL

WFL

4+/5

4/5

4/5

3+/5

3+/5

4/5

4/5

4/5

3+/5

3+/5

Knee

     Flexion

     Extension

120

0

130

0

4+/5

4/5

4+/5

4/5

Ankle/Foot
     Dorsiflexion

     Plantar flexion

     Inversion

     Eversion

10

40

WFL

WFL

5

45

WFL

WFL

3+/5

4/5

4/5

4/5

3+/5

4/5

4/5

4/5

Toes

     Flexion

     Extension

     Abduction

     Adduction

WFL

WFL

WFL

WFL

WFL

WFL

WFL

WFL

Not Tested

Not Tested

Not Tested

Not Tested

Not Tested

Not Tested

Not Tested

Not Tested
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Balance

Sitting:  Static G- Dynamic F+

Standing: Static F+ Dynamic F  - without assistive device

Visual Perception

Acuity: WNL.  Wears bifocals.

Scanning: Intact

Tracking: Appears intact in initial screening.

Peripheral Vision: Grossly intact with screening.

Perceptual Motor: Grossly intact with screening.

Cognition

Arousal: Alert and watching TV.

Presentation: Initially pleasant but became impatient and irritable.

Attention:  Needs redirection to task.

Orientation:  Intact to name, place, and roughly to date (month, year, and within a

week).

Memory: Immediate recall intact for 4/5 words.

Short-term: Able to recall 3/5 words after 5 minutes.

Long-term:  Able to recall personal information (name, address, phone

number, birthdate).  Some inconsistency noted in taking history

between the daughter and the patient.

Problem Solving: Patient did not call 911.  Daughter found the patient with the

cordless phone within reach.  Patient reported that she was OK and just decided to

wait until her daughter got there since she was still expecting her visit that day.

Client required minimal cues for verbal problem solving of safety scenario of a stove

fire.  Patient became agitated and refused to answer further questions stating that she

would be OK and doesn’t have any problems with her thinking.

Safety Awareness: Poor.
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Activities of Daily Living

Self-Care: Per nursing, patient required maximal assistance to bath and dress.  Unable

to open containers to eat and then needs some supervision and cues.  Client tends not

to eat and seems to need encouragement.  During evaluation, client required moderate

physical assistance and increased time to don pants, socks, and shoes.  Contact Guard

for safety to stand and pull up pants.  Min to Mod assistance to don bra and loose

button front shirt.  Mod to Max assist to don/doff sling due to pain, using the non-

dominant hand to manipulate it, and difficulty learning how to wear it around her

shoulder.

Transfers: Supervision with verbal cues not to weight bear on her right arm.

Functional Mobility: Close supervision without cane.  Supervision with cane.  Denies

owning a cane and states that she does not think she needs one at home.

Home Making: To be evaluated.

Driving: To be evaluated.

Leisure: The daughter reports that her mother was starting to stay in her home more

and not go out as much.  Her mother disagrees and makes excuses for not going out

insisting that she wasn’t going out for very isolated and temporary reasons rather than

because of any decline in her abilities.

Work: Volunteered but recently going less often.
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APPENDIX E

CODING FOR GUIDE FOR DECISION MAKING

1. Patient Perspective (PP) - therapist considers the patient’s verbalized and nonverbalized

concerns, experiences, values, beliefs, social context, and resources

2. Caregiver Perspective (CP) - therapist considers the caregiver’s verbalized and

nonverbalized concerns, experiences, values, beliefs, social context, and resources

3. Future oriented (FO) - considers the impact of the decision on the client’s future activities

and roles, short-term and long-term

4. Pragmatic (Pr) - considers the impact of restrictions and obstacles of the practice

environment

5. Evidenced – based (EB) - includes current knowledge on the best practice for a particular

problem based on research

6. Ethical (Eth) - considers ethical implications in attempting to weigh pragmatic

consideration with other considerations – what ought to be done versus what can be done

7. Prioritize Cues (PC) - limits the number of variables to consider in goal setting and

treatment planning through prioritizing on the basis of relevance and importance

8. Generate Hypotheses (Hyp) - generates plausible reasons for client’s limitations

9. Self – awareness (SA) - aware of own knowledge or skills, values, and goals and the

impact of that in setting client goals and interventions and ultimate impact on outcome of

treatment

10. Discovery Techniques (DT) – determine which decisions require time and energy needed

to carry out effective discovery techniques including anticipating the need to gather more

information from patient and other sources

11. References to Experience (Exp) - refers to past experiences in similar situations as a

guide to handle this situation

12. Strategies (Str) - develops strategies to overcome limitations of environment or own skills

and knowledge, patient motivations

13. Explain to Listener (ETL) – therapist explains reasons for observations or treatment plan

beyond rationale or describes techniques or similar situations

14. Collaboration (Col) – therapist refers to bringing in other team members or medical

professionals

15. Rationale – generating a reason or argument for a chosen treatment plan, goal, or

recommendation
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APPENDIX F

DEMOGRAPHIC QUESTIONNAIRE

Please answer the following questions:

1.  Age:  20 - 30 years 30 - 40 years 40 - 50 years

     (Please circle one)

50 to 60 years 60+ years

2.  Level of Education: Bachelors Masters

     (Please circle one)

Doctorate PhD/EdD Doctorate OTD/PTD

Other:  _____________________

3.  Years of Practice:  0 - 4 years 5 - 9 years 10 - 14 years

     (Please circle one)

15 - 19 years 20 - 24 years 25 - 29 years

30 + years

4. Work Status: Full Time Part Time

     (Please circle one)

5.  Primary Practice Area:  Pediatrics    Orthopedics/Hands   Neurology

     (Please circle one)

Geriatrics    Academics  Administration

Other ________________

6.  Practice Setting:  Inpatient Hospital   Outpatient Hospital                   

(Please circle one)

Private Outpatient Clinic  Rehabilitation Center  

School Home Care

Other
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7.  Please indicate whether you currently participate in the following activities and how many

hours a week you engage in that particular activity:

Activities Hours per Week

Yoga Less than 1        1 - 3       4 - 6       7 - 9     10 or more

Meditating Less than 1        1 - 3       4 - 6       7 - 9     10 or more

Keeping a personal journal Less than 1        1 - 3       4 - 6       7 - 9     10 or more

Praying Less than 1        1 - 3       4 - 6       7 - 9     10 or more

Working with a mentor Less than 1        1 - 3       4 - 6       7 - 9     10 or more

Attending a support group Less than 1        1 - 3       4 - 6       7 - 9     10 or more

Participating in counseling Less than 1        1 - 3       4 - 6       7 - 9     10 or more

Participating in any other

personal growth activities:

_____________

Less than 1        1 - 3       4 - 6       7 - 9     10 or more
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APPENDIX G

INSTRUCTIONS FOR QUESTIONNAIRES

A)  Please open your envelopes.  Inside you should find the following:

1. Consent form.

2. 1 Demographic Questionnaire.

3. 1 KIMS-M

4. 5 PREOPT

5. 1 Code form

6. 1 Nominee form.

If you have extra or are missing one please tell me now.  As we complete the questionnaires

please feel free to ask any questions or share any concerns with me.  If you are

uncomfortable sharing these questions or concerns in front of you colleagues please feel free

to pull me aside and talk to me privately.  Please note that you do not need to fill out the code

numbers and the tops of the pages as I will be completing that after I have collecting your

completed questionnaires.

B) We will start with the consent form.  Please read the consent form and if you still wish to

participate please sign the form and return it to your envelope.

C) Next, please write your name, today’s date, and the name of this facility on the code

form.  Remember you do not need to fill in the code number.  Return this form to your

envelope.

D) Please complete the demographic questionnaire and return it to your envelope.

E) Please complete the KIMS-M.  Please read each one of the statements and rate yourself

on each statement on a scale from 1 to 5, where 1 indicates never or very rarely true, 2

indicates rarely true, 3 indicates sometimes true, 4 indicates often true, and 5 indicates

very often or always true.  Circle the number next to each statement that best applies to

you the majority of time that you are working with you clients or patients.  When you

have completed this questionnaire please return it to your envelope.

F) Next, I want you to choose 2-5 of your coworkers that you feel you can rate with the

expertise scale.  At least one or your nominees should be a therapist that you regard as an

expert or master in his or her area of expertise but I would also like you to choose

someone you believe is average or poor.  Please write their names on the nominee list. Be

sure to turn the list down or place it out of sight of the people sitting close to you.  This

step is where it could get a little tricky but it is very important that you understand before

we proceed to the next step.  Look at your nominee list.  You will use the number at the

front of your nominee’s name as your code number so that if you nominated Bob Brown

and his name is at number three on your list his code number is number three.  If Janice
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Joplin’s name is listed at number one on your list then her code number is number one,

and so on.  Are there any questions?

G) Now, you recall that you have 5 copies of the PREOPT.  Please number these copies 1

through 5 where it says peer name.  Good.  Now, you will rate your nominees on the

PREOPT.  The form you numbered one will indicate the first person on your list of

nominees, the form you numbered two will indicate the second person on your list of

nominees and so on.  Are there any questions?  Please rate your nominees on each of the

statements on a scale of 1 to 5 where 1 indicates strongly agree, 2 indicates agree, 3

indicates neutral, 4 indicates disagree, and 5 indicates strongly disagree.  X can be used if

you don’t know how the statement applies to your nominee.  Do you have any questions?

Once you have completed the questionnaires please return them to the envelopes.  Please

remember that you can ask me a question at anytime.

Thank you for participating in this study.  If you have any questions please contact me at

XXX-XXX-XXXX.


